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ABSTRACT

Therapists with Integrative or Eclectic (I/E) thetical orientations make up at least 30%
of practitioners in the United States. Althoughesal treatment selection models have been
proposed and tested, little is known about the iiEaglinicians make decisions and choose
among potential interventions in actual practicsing a qualitative, collective, instrumental case
study design, the current study explored how prangil/E therapists make treatment selection
decisions. Five licensed, currently practicing p&chologists consented to be interviewed
individually during three audio taped meetingsngsan in-depth-interviewing protocol. One
participant withdrew after the first interview. T$four participants had complete data sets for
Intra-case analyses: one man and three womenbwiithyears of post-licensure experience,
working in private practices, a university-affikat counseling center, and an outpatient clinic.
The fifth participant’s partial data were includexly in the final Cross-case analysis. Transcripts
were first analyzed by the author and another rekeg and then further analyzed by the author
alone. Intra-case analyses revealed nuanced asocougach of the four therapist’s approaches to
treatment selection. Further, a Cross-case analidded six Assertions: 1) Treatment decisions
emerged from I/E orientations: What this orientatoeant to therapists, why it was chosen, how
it developed. 2) I/E therapists used stable themaedr philosophical cores, plus ample
flexibility to inform treatment. Participants reped similar core approaches: humanistic,
relational, dynamic, or interpersonal. Flexibiktyas fundamental to I/E treatment selection. 3)
The therapeutic relationship was inextricably lidke the treatment selection process, impacting
it in complex and subtle ways. 4) Therapists’ ciotdld disavowal of Empirically Supported
Treatments (ESTs) led them to feel like a silenfomiy. 5) Therapists based treatment selection

on certain concrete, specific variables: timinggtiosis, formal assessment, treatment goals, and
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larger sociopolitical contexts. However, these wess salient than other factors. 6) Therapists’

treatment decision processes were experiencedraargy implicit. Based upon the results, a set
of Working Hypotheses about I/E treatment selectimtesses were generated as directions for
future research. Limitations are acknowledged,iamgdications for the research-practice gap,

and for therapist training are discussed.



CHAPTER ONE: STATEMENT OF THE PROBLEM

Treatment selection, the process of choosing #tieal approaches, strategies and
technical interventions for use in psychotherapyn omnipresent task of clinical practice. Each
time a therapist begins treatment with a new clibator she is faced with the question of how to
best assist the client using the psychologicaktdohining, and philosophies available to them.
However, in many ways, the process of treatmegicieh remains poorly understood (Van
Manen et al., 2008). Although a number of modelsedtment selection have been proposed
and tested, little is known about the way clinisianake decisions in actual practice. To
illustrate, a recent appeal to researchers of fateg psychotherapy pointed out:

"The need for research on how psychotherapy iswtied by practicing clinicians was

recently recognized in a NIMH workshop; likewisereport by the National Advisory

Mental Health Council's Treatment and ServicesReh Workgroup highlighted the

importance of studying clinician decision makiri§thottenbauer, Glass & Arnkoff,

2005, p. 480).
The goals for this increased understanding of paabclude improving current models of
treatment selection, bridging the gap between rekeand practice, and improving training of
beginning therapists. Consistent with these aihesgbal of the current study was to explore the
following: How do practicing therapists who idemgtds Eclectic or Integrative make treatment
selection decsions? What are the processes thdg aseve at a therapeutic approach? This
guestion was addressed using a collective, instntehease study design (Creswell, Hanson,
Clark Plano, & Morales, 2007).

In this chapter, | begin by defining treatmenesébn, and the parameters of this
construct within this investigation. Next, sectidn® and three focus on the importance of

studying treatment selection, and briefly discirgsdurrent state of the research. In a fourth

section, | review the important gaps in knowledgew treatment selection, and the many calls
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for more practice-focused research from the fiSjgecifically, | assert that some of the widest

gaps relate to understanding the process by whiattiping clinicians make treatment selection
decisions. Lastly, in the final sections, | provaleationale for the utility of qualitative reselarc
to address these missing links, and describe #mept study.
Defining treatment selection

Although it is not common for qualitative studiesrely heavily on a priori definitions of
terms (Creswell, 1998), it is important for reséars to present their own biases, and the
background from which they are approaching thestgation. Thus, while the participants
themselves constructed their own meanings of ‘tireat selection,” providing this section can
provide both a brief statement of my initial undensling of the topic, and a means to bracket, or
suggest boundaries for, the specific process efast. It seems that the term "treatment
selection” refers to a process that (with notaktEeptions) is not often explicitly defined in the
literature that addresses it. This is perhapsworreasons: first, on one hand, the issue of
treatment selection is so commonplace and seemsadfiexplanatory as to be nearly invisible.
And second, on the other hand, it is so complexmanltifaceted-- a core problem in research
and practice--that it is difficult to consider itd&screte clinical action to be studied its owrhtig
However, in direct terms, treatment selection "bardefined as the decision process resulting in
... a therapy proposal to the client” (p. 14, Beeb@79, as cited by Bleyen, Vertommen & Van
Audenhove, 1998), "that typically occurs as parintake process during which the clinician
must consider: ‘is treatment necessary for thent?i If yes, is psychotherapy an efficient way of
helping this client? What form of psychotherapyjahitherapist, and which setting is most
appropriate for this client? Which psychotherapyhod or techniques should be used in this

moment?" (p.14, Bleyen et al.). Here, | focusedinwgstigation on therapists' response to the
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third question. Treatment selection can also bmdefin terms of its goals. According to

Vervaeke and Emmelkamp (1998) there are two: o setment well, and to ultimately help
the client.

Defining treatment selection also requires openaizing what is meant by "treatment.”
Wampold (2001) differentiates three levels of aagion that comprise what is referred to as
psychotherapy "treatment™:

"Therapeutidechniquegthe specific ingredients/interventions used irépy);

therapeutic strategie€heuristics that implicitly guide therapist efferduring the course

of therapy" (Goldfried, 1980, as cited in Wampd@@Q1); andheoretical approaches

(the name-brand therapies such as CBT, Interperdesychodynamic, etc.” (p. 9,

Wampold 2001, italics added).

In addition, Wampold (2001) described a very imaottfourth level: meta-theoretical models,
which will be discussed later on.

Treatment selection decisions are generally madatahe first three levels of
abstraction. "Therapeutic approaches" have atterdanniques that are advocated by, and that
follow logically from the philosophy of the apprda® "pure form" therapist would use one
therapeutic approach and its appropriate correspgridchniques, whereas an Eclectic or
Integrative therapist would work by incorporatingma than one therapeutic approach, and/or
one or more techniques that were originally assediwith different therapeutic approaches.

In the literature, treatment selection is mostitiscussed in the context of Integrative,
Common Factors-based, or Technically Eclectic pracApproximately 30% of psychologists
in the United States identify as Eclectic or Intgye, with most preferring the term
"integrative"” to describe their theoretical origma (Norcross, Karpiak, & Lister, 2009). Thus,

Integrative/Eclectic is the most frequently nampgraach today. Logically, by not adhering to

one single therapeutic approach and its respetoleiques, Integrative and technically
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Eclectic therapists are more saliently faced wsgues of treatment selection than are therapists

who adhere to one theoretical approach and itedsdtd strategies and techniques. Of course,
focusing on non-single-approach therapists doegmay that those who adhere to pure form
therapies do not also have complex decisions teerabkut how to administer their treatment.
To be most effective, all therapists, whether dregfrom one or more than one approach, must
adapt their treatments to their client's needsekample, they must choose what components or
techniques to stress or to downplay, evaluateithieq of particular interventions, consider
adjunct referrals for medication or skills trainiggoups, and so on. But it is particularly in the
realm of Integrative and Eclectic psychotherapy tha number of treatment approaches and
technique choices produces a unique need for tntesdselectiondecision, as opposed to a
treatment tailoring or treatment adjustment deaisio

Also, the question of how treatment selection sleas are made is not incompatible with
a common-factors focus. Even when therapists acletuge and focus upon known contextual
predictors of outcome such as the therapeuticioelstiip, working alliance, and counteracting
demoralization, they still must introduce some #petreatment with a logical rationale and in-
therapy tasks in order to provide that necessampoment of an effective psychotherapy
(Nelson, 2002). Knowing that no one specific appholaas been shown to be reliably more
effective than any other (Wampold, 2001), therapisust still find a way to decide which one
they will employ with which clients.

In summary, for the purposes of this study, "treait selection” was understood to be the
process by which therapists make choices abouhtke components that constitute
psychotherapy "treatments:" therapeutic approactegegies, and techniques. And due to the

special relevance of treatment selection issudisei@pists who do not adhere to one single



approach, the study focused on Integrative andckclpsychotherapists.
Importance of studying treatment selection: Retatmtherapy outcomes and historical context

Treatment selection decisions can affect the wgrkilliance between therapist and
client, and by doing so, affect the ultimate outeanhthe therapy (Beutler & Clarkin, 1990;
Duncan, Miller & Sparks, 2004; Vervaeke & Emmelkarh®98). Working alliance, which refers
to the positive affective bond and degree of thistagient agreement on the goals and tasks of
therapy, is one of the strongest predictors of@utes across modalities of psychological
treatment and psychological treatment providersyblb & Bedi 2002). Treatment selection and
working alliance are intertwined due to the fa@tthy choosing specific approaches and
techniques, therapists are proposing the contetiedftasks" of therapy, and their rationale.
Because a client may or may not resonate with tblesiees, it is important that the therapist
either helps the client to understand and acceploiic behind the chosen treatment procedures,
or to consult with them to determine which appraacwill best fit their perspective before
selecting a treatment (Wampold, 2001). Considerddis way, treatment selection processes
and the resulting treatment selection decisionsbeatihought of as common factors present in all
psychotherapies. That is, the choice of a partiduéatment, while not being the primary cause
of therapeutic change as advocated by a MedicaleMdades play a supporting role in the
overall context of the therapeutic endeavor. Spedly, treatment selection issues correspond to
Frank and Frank's (1991) third and fourth categdrsuch common factors:

1. Therapy involves an emotionally charged, canfidelationship with a helping person

(i.e. the therapist)

2. The context of the relationship is a healintjrsg, where the client presents to a

professional who the client believes can provid land who is entrusted to work in his

or her behalf.

3. There exists a rationale, conceptual schemmyth that provides a plausible
explanation for the patient's symptoms and prbesra ritual or procedure for resolving
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them.

4. There is a ritual or procedure that requiresdttive participation of both client and

therapist and is based on the rationale (it ielbet to be a viable means of helping the

client).
Further, evidence indicates that a strong earigrade is very important, and that measurements
taken after as few as 1, 3, or 5 sessions are gaatictors of therapy outcome (Horvath & Bedi,
2002). The fact that alliance is set early in tpgralso corresponds to the importance of how
treatments are selected, as this activity alsorscithe outset of therapy (although it can also
change depending upon the progression of therapiyda). The timing issue is also relevant
considering the problem of all too frequent egslgmature termination in therapy (Garfield,
1994).

As noted above, selecting treatment approacheseghdiques is a necessary, but not
sufficient part of making psychotherapy work, atoraspects of common factors such as
working alliance. Stepping back a moment, it isglale to contextualize the importance of
understanding treatment selection issues by loakingychotherapy research history, and its
cautionary tale of sorts (Beutler 2000).

In reviewing the history of Eclecticism and Intaggon, Beutler (2000) was concerned
that the field of Eclecticism would recapitulate tmissteps of "pure form" therapy adherents. He
described a pattern that entailed the proliferatibdifferent approaches; the gathering of
allegiant proponents; the randomized control-w@hpetitions, and the resulting idealized
manualization that individual brand-name therapyrapches had demonstrated. While he noted
that it would be desirable for there to be somaigreunification in the areas of integration and

eclecticism, he did not want to see integrationilaiy repeat the pattern with proliferating

approaches to integrating or approaches to Eclpaictice. In order to not likewise become
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mired in specific-factors comparisons and reliaocea medical-model-type prescription list,

there needed to be a new direction taken (Be@0£0).

At this point in history, we indeed seem to baiphase at which models of treatment
selection are proliferating. There are over 250 exdomand therapeutic approaches (as estimated
by Goldfried and Wolfe, 1996, as cited in Wamp@aQ1); and in parallel, "dozens of specific
systems of eclectic/Integrative psychotherapy tegppeared” (Norcoss, Karpiak, & Lister,

2005). If we are to draw lessons from the histtreads, then it is important now to

acknowledge that there are likely many effectivegsv®d make treatment selection decisions, and
it is likely not profitable to focus research otttipig one specific method against another
(Wampold, 2005). Instead, the problem of logicailhderstanding, systematizing and organizing
the areas of Integrative and Eclectic practice @del addressed by exploring what common
themes and unique methods are present in the pexestreatment selection as practiced in
real clinical settings.

Studies and conceptual frameworks to date: Theamekinvestigations of treatment selection

As noted above, there have been a number of éiffenodels of treatment selection with
varying purposes, audiences, and levels of empiesting published to date. Here, | outline
examples of some of the primary methods and systémneatment selection, provide an
overview of the types of studies and the methodshhve been used to examine what therapists
actually do in practice, and mention other relaszhs of study pertinent to treatment selection
decision-making.

Different models, frameworks or approaches taneat selection were created with
diverse intended goals. Some state their primargqae as providing a scaffolding for therapists

in training as they begin to engage the complexiityeatment selection (e.g. Nelson, 2002).
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Others are created to actively prescribe whatrireat selection process "should" look like. Such

Perscriptive Psychotherapies are defined as metikiSemploy direct empirical evidence in
tailoring interventions and do not limit to jusfeav orientations” (Bedi, 2001). These include
Systematic Treatment Selection and Multimodal Psgferapy (Beutler & Clarkin, 1990;
Lazarus, 1989). Another category of models meaptéscribe is based upon the authors'
experience with using the model as well as formi@bging it in practice, as Duncan, Miller &
Sparks (2004) have done with their Client Directedicome Informed Therapy. Finally, still
other proposed models are also based upon thadrgyéin the earlier stages of collecting
empirical data from their use in practice. Thesdude, for example, Adaptive Counseling
Therapy (ACT; Howard, Nance & Myers, 1987) and Negotiation Model of Treatment
Selection (Bleyen, Vertommen, & Audenhove, 1998).

In his review of the Handbook on integration, Waihdp(2005) touched upon this
guestion of the use of prescriptive integratiomtmeent selection models in actual practice:
"Despite [these approaches] having great ‘faceliglio the reader, | was left wondering, "Who
else uses this approach besides [its creator]rerdpists he has trained or worked with?"
Several studies have begun to respond to the queasitiwhat therapists are "using". They ask
how their theoretical orientations, certain aspet® given therapy, varying client
characteristics, and the availability of researatacibout a particular treatment influence their
treatment preferences and decisions. To date, sncktstudies of therapists in practice have
used quantitative methodologies based upon suray dpen-ended written prompts,
examining client records, or experimental manipatatFew have used a qualitative method to
study different specific facets of treatment sedect

In the realm of quantitative methods, Schottenhabkass and Arnkoff (2007) provided a
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review, and a rationale for the need for additiaeakarch in psychotherapy integration. They

then provided the results of a study they condilcatiaddressed this need by comparing the
treatment selection practicies of integrationistd gpure form" ahderents. Researchers have
examined what treatment decisions therapists mdlemreatment reaches an impasse (Stewart
& Chambliss 2008); the effects of client charastizs on choice of short or long-term therapy
(Rabinowitz & Lukoff, 1995); and the role of up%0 predictor variables in therapist treatment
decisions (Rosenblum, Mannarno, Magnussen, & Jaméd881). In addition, research has been
directed at treatment decisions for a specificrdieg GAD (Van Manen et al. 2008). Although
they provide useful data at part of a multi-facet@gloration of this issue, Nelson and Steele
(2008) noted a limitation of quantitative surveythuals: "To better understand influences on
practitioners’ decision-making in action, reseantight examine practitioners' actual treatment
decisions and identify important considerationthimse decisions. Such methods would be less
subject to the effects of socially desirable resjiog’ (p. 176).

Researchers have not only focused on study ofewydtems of treatment selection, or
the behaviors of therapists in practice. Much ef¢hrrent research on treatment selection has
examined individual predictors of clinical decissoand their outcomes. Vervaeke and
Emmelkamp (1998) reviewed research on such matatarngbles, including sociodemographic
factors, degree of disturbance/severity, diagnosétch of patient and therapist, personal or
background characteristics, and matches for vamgitiydes, values, and patient characteristics.
Other brief examples are Duncan and Miller's wotthwlients' theory of change, and Berg,
Sandhal and Clinton's (2008) investigation intorthle of clients' treament preferences in
therapy outcomes.

Approaching therapist's clinical decision-makingnfi another angle, researchers have
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also suggested that underlying cognitive procetssdsundergird all of decision-making,

including treatment selection, should be inveséigaand have conducted studies with clinicians
in practice (e.g. Murdock & Fremont, 1989; Schadbmer et al., 2007). Through all the above
studies, we have come to rule out some of the Imgsited processes of treatment selection, and
begun to speculate about others. For examplegimséhat therapists do not use research
evidence as a primary guide to treatment selec8pacifically, one recent study based upon a
national survey of practioners concluded that étxengh research evidence is thought to be the
appropriate basis for clinical decision-makingatreents with the best research are not widely
implemented in clinical settings. It is in actuglireatments with little or no research support,
and those that emphasize the therapeutic relaipnshich are more preferred by clinicians.
(Nelson & Steele, 2008).
What is missing: Important gaps in understanding

Several researchers and organizations have indepty called for a greater
understanding of the way psychotherapists practieetual therapy settings, with some
specifically calling for research on clinical decismaking and therapy integration practices, as
well as research using a diversity of methodolagies

A report from the 2000 NIMH workshop on promotigiggater public health relevance for
psychotherapy intervention research noted, "Ortaemost frequent comments expressed at the
meeting concerned the paucity of existing resedetiming treatment as usual (TAU).
Participants strongly recommended that descritata on the components of ‘typical’ clinical
practice be collected,” (p. 130, Street, Niederg&hkeebowitz, 2008). Leading researchers from
the area of psychotherapy integration suggesteg thoped-for benefits of knowing more about

therapists' in-practice treatment selection deoiaddressing the gap between research and
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practice, better understanding complex clinicaksaand gathering data that could be used to

support therapists in training (Eubanks-Carter,cRell, & Goldfried, 2005).

Researchers whose focus is on training Integratieeapists have called for good models
of Integrative practice. For example, in the sumnadrcontributors' responses to the question of
future directions in Integrative training, Eubar®arter et al. (2005) noted, "Several contributors
emphasized that students need faculty and supeswgwm can model Integrative practice
(Feldman & Feldman; Pachankis & Bell). Halgin comted that the most effective way to teach
integration is for students to observe the workntdégrative therapists” (p. 515). If researchers
were to contribute to this effort of providing assé¢o models, their work might take the form of
publishing case studies that focus on the perspesctf such potential mentors:

“[Norcross & Halgrin, 2005] and others (e.g. Laomypoulos, 2002; Norcross & Beutler,

2000) emphasize the enormous value of demongjratid modeling psychotherapy to

trainees. Trainees should observe the work ofcairsupervisors, conduct psychotherapy

with more experienced peers, and watch videotapssasoned clinicians conducting
psychotherapy. Trainees may also benefit by regaliout how seasoned therapists
themselves struggled in their early attempts el an integrated approach to therapy

(Goldfried, 2001)" (p. 450).

There is a gap in the literature-- thus far, tieédfihas primarily taken the top-down
approach of proposing theories of integration aedtiment selection and begun to test them. But
we are missing the complementary approach of askier@gpists about their current process of
treatment selection. One hope is that by bringmege¢ two directions of study together, top and
bottom, we can also make progress towards bridéj@gap between research and practice in
this area. This idea is reinforced in the followopgpte:

"Therapists in the trenches are constantly ma#tewsions to integrate therapies in an

effort to improve service to their clients. Althgluit is a challenge to study their

decision-making and link it to outcome, the fielth benefit from the wisdom of those

who spend the majority of their time providing\sees. Such 'bottom-up' research
strategies can complement and ultimately inforenrttore standard 'top-down' strategy of



creating and studying manualized treatments" &0, &chottenbauer, Glass &Arlnzkoff,
2005).
Reasons for using a qualitative methodology to rdouite to narrowing the gap:

While a variety of research approaches to studghegapists’ treatment selection
processes have been advocated, it seems thabteitdized to date are qualitative methods.
This is a notable absence, because qualitativamgdsenethods are particularly useful for
exploring processes about which less is known ({@tsHanson, Clark Plano, & Morales,
2007), and as Schottenbauer, Glass and Arnkof@AR@ssert, "Research on clinical decision-
making in psychotherapy is in its infancy" (p. 228hother characteristic of qualitative research
that makes it particularly well-suited to the qimstof how therapists make treatment selection
decisions, is that qualitative research is desigaahswer questions of "how" and "what," and
to "explore" issues in a "naturalistic setting" é€swell, 1998).

A third reason gqualitative methods were used isttiia approach is especially useful for
highlighting the perspectives of those whose voaresnot always heard (Haverkamp & Young,
2007). And while this is not to imply that studyiptacticing therapists is comparable to working
with participants who have been systematically epped in society, there is a mild parallel. The
gap between research and practice is most frequfentled by researchers "bringing” theories
and techniques for therapists to use, rather tgahdrapists bringing theories and techniques for
researchers to study. Eubanks-Carter et al. (20@ggested ways for future research to be more
open:

"In addition to basic research, we should dravelorical wisdom when we develop new

theories. The intuition of skilled clinicians iften years ahead of our research findings.

But the tools of research can help us to accessal wisdom in a systematic way.

Instead of allowing the most forceful personaditie dominate the discussion, we can use

systematic reviews of the literature, surveysxqfegts, and studies of master therapists to
bring together the clinical wisdom of a diversenpée of therapists” (p. 513).
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Two researchers have used qualitative methodsitly $he way therapists think about,
and make decisions about the therapy they conddilitams and Levitt (2007) studied the
process by which expert therapists negotiate valtlesirs and their clients'-- in psychotherapy,
as part of a larger qualitative study concerneth Wierapists’ understanding of the change
process. This is relevant to the current studyat the rationale for the study of therapists'
treatment selection process mirrored Wiliams andtt'e rationale for studying therapists' values
negotiation process. It seems that in both linasastigation, the gap appeared in the same
place. That is, that although a significant nunmifestudies had proposed, tested, and advocated
for theories about the process in question (vahgg®tiation or treatment selection), and several
guantitative studies had provided insight intoidselie, questions still remained about what the
process looked like in everyday practice. In tihaitonale for conducting a qualitative study,
Williams and Levitt stated:

"Instead of indicating sets of rules about valaewersion, we could develop principles

by first asking therapists about their practicéhafrapy, and then developing a

comprehensive understanding of how values areedgtnegotiated within sessions rather

than beginning with a theoretical foundation” (20p. 162).

In addition to calls for all types of studies txettapists' clinical decision-making and
treatment selection processes, some in the field kaggested that case study methodologies are
particularly warranted (Lazarus, 2005; Wolfe 20Q&)zarus (2005) advocated for their use
because, "when properly implemented, single cagbest can be carefully thought through, tied
to relevant theoretical constructs, empirically swead, and described in sufficient detail for
others to be able to appreciate, understand, atidate the intricacies of the clinical situation”

(p.418).

The present study
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The question that guided the present study was: ¢hopracticing therapists--
particularly those who identify as Eclectic or igtationist-- make treatment selection decsions?
To investigate this question, the study took thenfof a collective, instrumental case study.
"Collective," because | examined more than one,cs# "instumental” because the cases were
selected in the service of promoting insight arehtgr understanding of the issue of naturalistic
practices of treatment selection (Creswell et@07). | recruited experienced practicing
therapists to particpate in interviews, and analyzanscripts, observations, and (vicarious)
documents from five cases. Although one definirgguee of qualitative research is an "evolving
design" that allows the investigator to be respamtd unfolding information (Creswell, 1998,
p.19; Haverkamp & Young, 2007), a specific plan watsally necessary. This provided an initial
structure for choosing participants of interestthnds of data collection, data analyis strategies,
and guiding philosopies of science. The methodHr study is elaborated in Chapter three.
Scope of the present study

One initial limitation of this study is that it de not address questions of the effectiveness
or outcomes associated with using different metloddseatment-relevant decision-making. That
issue remained outside the scope of the projecs. Arioject also shared the advantages and

drawbacks of qualitative research methods compargdantitative methods.
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CHAPTER TWO: LITERATURE REVIEW

To provide a context for the following researcld &meory, | begin by locating treatment
selection issues within the broader psychotherprature. Next, | call attention to the
Psychotherapy Integration movement and its praogtis, whose decisional processes are the
focus of this study. Disagreements and controverdieth among Integrative/Eclectic
psychologists and between integrationists and sitiggrapy adherents are acknowledged.
Following this contextual grounding, | overview:dyblished theories and models of treatment
selection and the empirical evidence for these iso@¢ studies of individual variables
associated with treatment selection, and 3) rekdantised specifically on the process and
content of treatment selection decisions made agtwing psychotherapists. Sections were
organized with the aim of describing the curreatesbf research on treatment selection through
the lens of the Integrative psychotherapy movement.

Treatment selection and the broader context of psyrerapy research

Psychotherapy on the whole is highly effectivea&sl & Miller, 1980; Lambert & Bergin,
1994; Shadish, Matt, Navarro, & Phillips, 2000; &kha, Matt, Navarro, Siegle, Crits -Cristoph,
Hazelrigg & et al., 1997; Smith & Glass, 1977), egearch as to precisely why and how it is
effective is still nascent. These primary questioage led to competing meta-models and
divergent research foci: the search for speciftdis/ingredients that make therapy effective,
versus the search for factors common to all forfnssgchotherapy that account for its
effectiveness. At present, research evidence asl#yeaccumulating in favor of the contextual
model.

Within the field of psychotherapy, partly in resige to the proliferation of individual

therapy approaches, the majority of research hidmfed the form and focus of that from
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medicine (Wampold, 2001). In this type of Medicabdi#l, specific treatment techniques based

upon differing theoretical orientations had beerl&d to determine their absolute and relative
efficacies. The focus was on testing specific “edjents” of each therapy, under the assumption
that just as medical conditions may require speddiff matched interventions, it was the specific
factors unique to each psychotherapy approachnibis most important for clients' change and
recovery. However, using meta-analytic statistpralcedures, psychotherapy researchers
(Wampold, Mondin, Moody, Stich, Benson & Ahn, 199&3ted and found support for another
possibility, which is known as the Contextual Madettead of the specific differences in
therapies accounting for healing, it was found thatgeneral factors common across all forms
of psychotherapy contributed to the largest praporof variance in outcomes. This finding
provided strong evidence for what others had beguirag for some time (i.e. Frank & Frank,
1991; Rosenzweig, 1936).

While each of the alternatives to a single theoaétpproach vary in their consistency
with the contextual model--from Theoretical Integra at the far end of the continuum, which at
times suffers the issues of the integration becgntgown "new" single theoretical approach--to
Technical Eclecticism, and finally to Common Fasthtegration at the most closely affiliated
end (Wampold, 2001), they may tend to be more stersi with the Contextual Model then are
single "pure form" theoretical approaches with tipeescribed technical interventions. This is so
by virtue of the fact that the Medical Model, byfid&ion, requires treatments to highlight the
specific ingredients to the point of advocating tise of a manual to ensure adherence to these
specifics. And while several Integrative Psychadipegs do have published manuals, the broader
idea of psychotherapy integration allows more Uit for focus on factors common to many

effective treatments.
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Placing Integration and Eclecticism in the contaixbther psychotherapy movements,

Anchin (2003) pointed out the co-evolving historiédntegrative psychotherapy and Brief
psychotherapy. He argued, for example, that tregratith of WW-II, the growth of inter-
disciplinary VA hospitals, and the Community Menitialth Center Act each called for
flexibility in treatment techniques that producédficeent results, and also allowed therapists to
come into contact with variations in other praotigrs' approaches. Thus, there was motive and
opportunity for the development of Brief and Ecletherapies.
Integrative and Eclectic (I/E) Theoretical Orientats

The proposed study is focused upon the treatméattts® decisions of psychologists
who identify with, and practice Eclectic and/ordgtationist approaches to psychotherapy.
Beginning in the 1960s, studies have investigatechumber of therapists practicing from more
than one theory, and have consistently found thatquarter to one third of these practitioners
identified as Integrative or Eclectic in their apach to psychotherapy (Norcross, Kariak, &
Lister, 2005). In the most recent survey of psyobts, 29% of the 654 respondents identified
as Integrative or Eclectic (Norcross et al., 2008)h most respondents preferring the term
“Integration” as opposed to “Eclecticism”. Thisfsielentification seems to be consistent with an
historical trend towards using the former termrio@mpass both styles. These data are a crucial
part of understanding what practicing psychologisfort doing during treatment as usual. But
while they demonstrate the widespread use of Iategr approaches in practice, there is little
known about what such actual practice looks like.
The Eclectic and Integrative psychotherapy moventéigtory and changing terminology

The distinctions between Integration, Eclecticesmal their subtypes can be unclear,

because their meanings and connotations havedloWer time and continue to evolve
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(Garfield, 2000). Because of this evolution of teriiese approaches to psychotherapy are

perhaps usefully described through tracing thehystf their development. Although
Psychotherapy Integration, as a formal movememesdaack only [25 years as of 2009]
(Lampropoulos, 2001), it is based upon a much Iotrgéition of combining different aspects of
‘pure type” treatments.

In a sense, I/E psychotherapy can be traced loaleketud, who began by integrating
techniques such as hypnosis with a relational ambréo create psychoanalytic therapy (Anchin,
2003). Or, it can be traced to Freud in another:\payhaps because disagreements among ex-
followers of Freud sparked the first rivalries argdheoretical orientations (Beitman, Goldfried,
and Norcorss, 1989). But most historians of Psywraipy Integration and Eclecticism cite an
article by French (1933) on the need for Psychgaisato account for Pavlov's findings in
Classical Conditioning, as the seminal work in wiatild become the I/E movement (Garfield,
1994; 2000; Lazarus, 2000; Stricker & Gold, 2003).

Later, in the mid to late 1950s, journals freqleptiblished debates pitting
psychoanalysis against behaviorism. Meanwhilentiraber of other single-systems of
psychotherapy proliferated. It was this climate ted an unofficial “underground movement”
of psychotherapists to question whether any oneddiad all the answers (Beitman et al, 1989;
Lazarus 2000). “Eclectic” was the term for the agenore than one approach to psychotherapy.
Another line of influence that contributed to tlgerof Eclecticism was new insurance
regulations, which did not favor the long-term gy model of traditional psychoanalysis
(Lazarus, 2000). Eclectic therapies were usefukutitese conditions because they could
combine more active, brief therapy models with teghes from psychoanalysis. But the most

prominent contributor to the growth of Eclectic dntegrative psychotherapy was outcome
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research accumulating in the 1970s and 1980s.rékésarch indicated that the many diverse

pure-form therapies, which had continued to pradife, were equally effective (Anchin, 2003;
Garfield, 2000).

Thus, the late 1970s and early1980s was a tingeeatt interest in Eclectic approaches to
therapy, because of the culmination of severabfaciStricker and Gold (2003) offered four
catalysts: First, it was recognition of evidencetfe equivalence of outcomes between single-
school therapies. Second, because of the risetafgacal models of psychopathology and the
new medications, talk therapies were required feraktheir own effectiveness. To do so,
therapists from divergent schools began to, agiewhang together or hang separately through
learning from one another. Another facilitatingttacof integration was generational: because
the “pure form” therapies had established themsedwel provided the raw materials, newer
generations of therapists were more free to exparirand attempt to make improvements.
Finally, the broader zeitgeist of the 1960s-198(wpsrted breaks with authority, and encouraged
social integration as well as intellectual integnas.

However, the 1970-to-mid-1980s period was alsma bf differentiation within the
movement. The introduction and favoring of the téhmtegration” in the early 1980s was partly
a response to critiques that Eclecticism was “hapit, and partly in response to Wachtel's
(1977) well-received boolRsychoanalysis and Behavior Therapy: Toward angiratgon, which
“opened the floodgates” (Stricker and Gold, 2003%®2) of psychotherapy integration. Garfield
(1994) further explained that, “what was evidentimy this period was both a continuing
interest in Eclectic approaches to psychotheramythe beginning development of a movement
for integration of two or more approaches to psyiet@apy, particularly psychodynamic and

behavioral” (p. 126). In 1983, the Society for Eoqaltion of Psychotherapy Integration (SEPI)
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was founded (Lazarus, 2000; Stricker & Gold, 2083)a concrete example of the shift in

terminology and focus in the movement, from thensatond editions of several books and
journals previously using the term “Eclectic” irethtitles changed to using the term
“Integration” even while maintaining the same esis¢ontent (Garfield, 1994). Technical
Eclecticism was retained as a term, but was renizgd to be not a separate system, but as one
of three sub-categories of Integration which ineldid heoretical Integration, Common Factors
Integration, and Technical Eclecticism. Interediinffom the perspective of one psychotherapist
and researcher who was making treatment selectioisidns during this time, Garfield (2000)
noted that in the1995 edition, he himself had ckdrtge title of his 1980 book to include the
word Integration for social/political reasons: Diéspeing a proponent of Technical Eclecticism,
and specifically of Common Factors Eclecticism, &f€eld] accepted the fact that | was viewed
also as an Integrationist.”
Psychotherapy integration versus Integrative Psjlobi@pies

The evolution from the use of the term “eclectiw’'the use of the term “integrative” was
only one chapter in the story of labels shapingtibegrative psychotherapy movement. Stricker
and Gold (2003) stressed the importance of recognthe differences between two closely
related constructs: psychotherapy integration:oegss on one hand, and Integrative
Psychotherapyl/ies: the product of that processhemther. More specifically, Psychotherapy
Integration refers to a clinical orientation, pisiighical approach, or general worldview of
psychotherapy “defined by an openness to underistguadeas of overlap or divergence among
individual psychotherapies, interest in promotimgjabue among and learning from therapists
from diverse orientations, and not declaring loy#&it one school or model of psychotherapy”

(Stricker & Gold, 2003, p. 317). Integrative Psytttevapy, however, is th@oductof such a
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process, which can then be packaged as a sindlanohused “as yet another sectarian approach

with all the limitations attendant upon that statfes 317).

This distinction is relevant to the present sthdgause it juxtaposes what is theorized
with what may or may not be practiced. It is nobwn whether practicing I/E psychotherapists
view themselves as Psychotherapy Integrationistswaintain a general outlook that informs
treatment decisions, or if they consider themselodse users of one or more Integrative
Psychotherapies, and adhere to more structureemnsgsif drawing from more than one “pure
form” therapy. Or, alternatively, if it could beahthey vary between the two depending upon
certain variables or contexts. Or as a final examnipkhis distinction is even “on the radar” as a
dimension therapists use to conceptualize or tordestheir work. It is also relevant in so far as
the need for such a distinction provides infornratdout the state of the I/E movement. On a
broad scale, Integrationism is recapitulating safthe very things it was designed to avoid
(Garfield, 2000). That is, I/E arose in part du¢hte proliferation of psychotherapy “packages”,
along with the belief that no one therapy couldvie everything to every client in every
situation. But in response to a similar prolifepatiof forms of integration, Stricker and Gold
(2003) seem to be noting that there is once agaged to reaffirm that no one Integrative
Psychotherapy can provide all things to all people.

Types of I/E: Primary categories and conceptuaioa

Overall, Integrative Psychotherapies have beemdéfas “the result of an explicit
attempt to synthesize theoretical constructs aimitel interventions that are drawn from two or
more traditional schools of psychotherapy into tivezapeutic approach [with the goal that these
forms of therapy] will be more effective, and applble to a wider range of clinical populations

and problems than were the individual modes of pstferapy that were integrated” (Stricker &
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Gold, 2003, p. 317). There are a great many Integr®sychotherapies, and likewise, a number

of different systems by which they have been ogthiAnchin (2003) observed, “there are a
number of ways to slice the brief integrative tipgraie...[that are] by no means mutually
exclusive” (p. 227). One frequent organizationiffedentiating models of I/E treatment
selection by their primary type of integration. hireaks down into Theoretical Integration,
Technical Eclecticism, Assimilative Integrationda@ommon Factors Integration. Brief
descriptions of each follow.

Theoretical Integration (TI)

Tl “is the most complex, sophisticated, and difftanode of integration, and relies on a
process of synthesizing personality theories, nwdepsychotherapy, and mechanism of change
from two or more traditional systems” (Stricker &I@, 2003, p. 321). It is an integration in
which “a clear theory drives the choice of techeis|(which are not necessarily from only one
school of therapy” (Schottenbauer, Glass, & Arnka@05, p. 460), and in its ideal sense, bring
together two or more theories into one more exptagauseful theory that is then used to guide
treatment.

Technical Eclecticism (TE)

TE is “an empirically based approach which advesaelectively combining the best
techniques, regardless of theoretical orientatmid, applying them to efficiently address client
problems” (Lampropoulos, 2001, p. 7). This approaabne response to Paul's (1967) question:
what treatment, by whom.... is best (Wampold, 208frategies and techniques from at least two
approaches can be applied serially or in combinatisually after extensive assessment of the
client to understand how techniques targeting difierealms (affect, cognition, behavior,

systems) could best be combined to address th#'sloblems. Within this sub-category of
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integration, treatment decisions are made on tbis lod thorough assessment, clinical

knowledge, and/or research findings (Stricker & @003, p. 320).
Assimilative Integration (Al)

Al is a more recently introduced sub-type of iméggn (Messer, 1992), which was
conceived as a means to combine the flexibilityafhnical Eclecticism with the coherent
scaffolding of Theoretical Integration (Norcrossrfiak, & Lister, 2005). Case
conceptualization and the majority of strategied @ehniques are informed by one primary
theoretical orientation, while selective technigfresn other orientation are judiciously added.
Ideally, Assimilative Integrationists use an enqafly supported “home” therapy, incorporate
empirically supported complementary techniques,enrglire that all components are compatible
with the original rationale, therapeutic stance] philosophical underpinnings of the home
treatment (Lampropoulos 2001).

Common Factors Integration (CFI)

CFI “begins with an identification of effectivegredients present across all therapies”
(Stricker & Gold, 2003, p. 320), and is at timetegarized together with Technical Eclecticism
as a sub-form because the curative factors can é@mmeany system of therapy, regardless of
the original theory involved. When Technical Ecieistm involves choosing from among
strategies (as opposed to techniques or approaitmepjesents a form of CFI (Wampold, 2001).
Types of I/E: Alternative classification systems

In addition to/in place of the three types integmadiscussed above, Carere-Comes
(2001) proposed an alternative taxonomy that addte®modative Integration. Messer (2000)
additionally suggested categorizing integrativéntegues by their “visions of reality” which he

described as potentially romantic, tragic, iromiccomic (as cited by Anchin 2003). Integrative
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psychotherapies have also been categorized byidgaaskis or disorder they are designed to

address, or alternatively, by a range of problexpeeenced by particular clinical populations
(i.e. children, adults families) upon which thegdis (Anchin 2003; Schottenbauer, Glass &
Arnkoff, 2005). The relevance of presenting thefferihg classifications is the demonstration
that the Integrationist movement is a “live” fiektill being shaped by the primary research
voices. While researchers are categorizing whabfists may be doing in practice, it is unclear
how individual practitioners label their approacfeben not choosing among pre-set
alternatives) and whether they are drawing fromliteeature to do so.

Further, in considering the question of how th&tapmake decisions about which
treatments from which theories using which techegyut may be helpful to add yet another
dimension of organization to this list. One primgnestion to ask regarding treatment selection
in psychotherapy is, “who is doing the selecting@blished models of Integrative therapy could
be organized by placing them on a continuum reptesgthe degree to which each model
advises privileging the client's theory of chanQa.one end, the therapist acts as the expert to
prescribe a treatment, and to provide a convincatignale for why that it is the best approach.
On the other end, the client is in the role ofdélRpert (or, indeed, “hero” as described by
Duncan, Miller and Sparks, 2004) while the thergpi®le is to use his or her knowledge of
theories and techniques to best accommodate ta'slivorld-view. And, in the middle, there
are models that advocate an explicit negotiatiomeztment decisions between therapist and
client (Van Audenhove & Vertommen, 2000).

Pros and cons of I/E psychotherapy: Critiques aodtmversies
Many I/E proponents assert that within the humamddion, affective, behavioral,

cognitive, and interpersonal aspects of an indafiduife and problems are interrelated, but the
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major single-schools of therapy tend to focus oa area while under-representing or ignoring

others. Those who are Eclectic have given the rettsad they use whatever techniques are the
best for the individual they are working with, wotlt regard for their theoretical origins, because
they then have tools to address many of the diftedemains that together affect their clients’
lives. They also see I/E approaches as allowindjéaibility, practicality depending upon the
treatment setting, and a focus on the therapeeiationship (which, although also important in
single-schools, is less explicitly emphasized).

Stricker and Gold (2003) elaborate these reasuegtative therapy approaches to
treatment might be preferable to single, traditidgharapy systems. They state, “Integrative
psychotherapies seem, at least in theory, to luehy suited to the needs of patients with
diverse backgrounds and problems, whose livesppalisies and psychopathologies deviate
from the 'ideal types' that are most easily tre&iedne of the sectarian approaches” (p. 337).
These authors also highlight the focus on flextipilor the uniqueness of each client; the goal of
developing the most effective patient-techniqueamaiossible; the ability to allow the focus of
treatment to be broader and more individualized;the main idea that one is using the best of
what works to try to “cover all the bases” (p. 387Wwhat impacts problems. Finally, Integrative
psychotherapy tends to be used more often withregueblems that traditional treatments have
not worked for.

However, Lampropoulos & Dixon (2007) acknowledgattintegration and Eclecticism
have often been accused of “idiosyncratic, unsyatEmand unscientific practice” (2007, p.
187). Yet at the same time, when these authoregeadvinternship training directors, they found
that “90% agreed that knowing one therapeutic maadllis not sufficient for the treatment of a

variety of problems and populations; instead, trgjnn a variety of models is needed” (p. 197).
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The reconciliation of these two positions has b&ated as the “need for a clear, coherent,

systematic and data-driven integrative practice’2(p4). This goal remains an aspiration for
those who publish, study, critique, teach, andyappdels of psychotherapy integration
(Norcross & Goldfried, 2005).

Alford and Beck (1997) described three primaryaaref disagreement between
psychotherapy integration and established systéitineapy--specifically CBT. One
philosophical difference is seen in positions aaworth of debates and arguments between
camps in journals (with CBT encouraging the excleaaugd I/E aiming to reduce arguments in
favor of a more collaborative approach). A secoisdgreement concerned the way CBT has
been inaccurately portrayed as overly committesttentific theories, and narrowly focusing on
the role of cognition. Alford and Beck note thatelgrationists are themselves just as committed
to their own theories and approaches, and thaheeikas progressed due to the testing of
theories. They also suggest that CBT is highlyifilx and has never single-mindedly valued the
role of cognition. These authors frame the two apphes as “competing” with one another, but
also as being much less polarized than is portrayé#te literature.

There are also controversies within the areatbplactice, as compared to criticism
leveled from “outsiders” who recommend the userd single therapy. Regarding Assimilative
Integration specifically: “to its proponents, asgating is a realistic way-station to a
sophisticated integration; to its detractors, ihisre of a waste station of people unwilling to
commit themselves to an evidence-based eclectigisiorcross, Kariak, & Lister, 2005, p.
1593). Likewise, Lampropoulos (2001) identified iiaions of Theoretical Integration.
Although Tl ideally aims to integrate all or mamisting theories into one universal approach,

existing theories only integrate 2-3 single apphascat most, and only incorporate those aspects
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of pure form treatments that are initially compkgitvith one another (rather than being

successful at fusing disparate approaches). Seoemdintegrative psychotherapies may focus
only on treatment of a specific disorder, and reotlbsigned to work for all diagnoses. Finally,
and importantly, Tl lacks systematic empirical dalion.

Further, Technical Eclecticism as a sub-form tégnation has been criticized for being
“haphazard, arbitrary and idiosyncratic” (Lamprolos 2001, p. 7). This is the case despite the
fact that some forms are explicitly based uponesystic, empirically validated models of
treatment selection which were developed based Aptitude-Treatment Interaction designs.
But even with the possibility of such ATI designsthering TE research, criticism remains.
Lampropoulos (2001) points out that by definitidi, does not follow from one overarching
theory. Thus, it is not possible to test only aii@d number of logically derived hypotheses to
advance the approach, but instead produces a o¢est the over 1.5 million possible
interactions among identified variables.

Overall, lack of empirical evidence for Eclectimdalntegrative approaches, as opposed to
single-school approaches (Stricker and Gold, 206@3)been a major critique. But in some ways,
making progress on one front has led to problemanmther. Eclecticism's criticism for being
too random and ungrounded was partially address#teimovement of psychotherapy
integration, which tried to combine only 2-3 oreavfspecific single-theory-based treatments
within its own new theoretical framework, thus nrakihese treatments more amenable to
systematic research. However, this approach hagjalmered criticism because at this point,
there continues to be the proliferation of inteigramethods, mirroring the proliferation of
single-form treatments. And, as Wampold (2001) siadehoing Arkowitz (1992), “The central

issue for psychotherapy integration is to avoiditigthe integrated theory become a unitary
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theory of its own, and to generate hypothesesatteatlistinct from the theories on which the

integration is based” (p. 22). Thus, this issuatdggrative psychotherapies ‘taking on lives of
their own’is a critique coming from both insidedaoutside the I/E movement.

In actual practice, perhaps Integrative and sisgleool treatments do not differ as much
as in theory. This line has blurred and changed tmee. Therapies that were once considered
“integrative” have since developed into their ovaierent “pure form” treatments. Beck's
Cognitive-Behavioral therapy in the 1970s is onamegle (Stricker & Gold, 2003). On the other
hand, the widespread adoption of Integrative arlddiic modes of practice was shown even
when only members of a particular “pure form” otetion were surveyed. A study of Behavioral
therapists indicated a large percentage identifiechselves as “Eclectic behaviorists” (Garfield,
2000).

Research on Integrative and Eclectic (I/E) psycbadpists: What is known

Norcross, Karpiak and Lister (2005) surveyed ChhPsychologists in APA's Division
12 with the goals of learning a) how many praatiéis endorsed an I/E approach to therapy, b)
what each called their specific approach to intiégmac) which “single form” therapies they
most often drew upon in their Integrative/Eclegtiactices, and d) how these psychologists
“defined or explained” their theoretical orientatid\ complementary aim of the study was to
compare the results to earlier studies (Garfieldw&tz, 1977; Norcross & Prochaska, 1988),
which had asked these same questions, to exameimdstover time. Because these authors
addressed key issues related to the study of YEhasherapists' conceptualization of I/E
practice, | focus more closely here on the detdithis study. Of particular interest are the
study's strengths and limitations pertaining to svine study advances knowledge of I/E

therapists' practices, and ways the study leaves ggen for future investigation.
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Provided that participants endorsed I/E as thegrall orientation, the second issue (b)

was addressed by presenting participants with ti&eale items allowing them to indicate their
preference for the terms “eclecticism” versus “‘greionism”. Thirty-nine percent preferred the
term “integrative”, 20% preferred “eclectic” and%Xeported no preference. Additionally,
participants were asked which of four sub-typeBE©+“Assimilative Integration” (Al),
“Theoretical Integration” (TI), “Common-factors bgration” (CFI) or “Technical Eclecticism”
(TE)-- best described their practice. Results fotlnad Al was endorsed by 26% of respondents,
Tl by 27.5%, CFI by another 27.5%, and TE by 18%.

Greater detail about reported in-session behavésr gathered by listing six major
therapeutic approaches (Cognitive, Humanistic, Bemal, Psychodynamic, Interpersonal,
Systems/Family, as well as a seventh “Other” catggand asking participants to rate, on a 5-
point Likert-type scale, how frequently they utdzeach (from “no use” to “repeated use”).
Results showed that for each of the 15 possibleth&ory combinations (based upon each
participant's two most frequently used theoridgre¢ were indeed therapists who used them.
Interestingly, the most commonly endorsed combimatvas Behavioral and Cognitive. Yet,
instead of identifying as a “pure form” cognitiveHavioral therapist, these participants had all
reported identifying with an I/E orientation.

Next, because practitioners do not always limentkelves to only two sources of
integration, the authors used a “K-means clustalyars” to distill the results of the Likert-scale
responses into a 9-cluster solution. They thentededescriptive labels for each cluster
according to the number and regularity of theouigsd. Specifically, those who reported using
all six theories frequently (all rated with 3's afid on the Likert scale) or very frequently (all

rated 4's and 5's) were represented by clusteeteldbbModerate Eclecticism” (7% of
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respondents) and “Extreme Eclecticism” (9%) redpelst Similarly, the few who reported

using each of the 6 therapies with low or no fremyewere described as part of the
“Uncommitted or Naysayers” cluster (3%). Three mdtesters described different degrees of
reliance upon cognitive and cognitive-behavioraddzhtherapies, and encompassed a total of
31% of the respondents (“Broad Cognitive-Behavigfdlraditional Cognitive-Behavioral”, and
“Uber-cognitive”). The remaining three clusters ékMulitmodal” (18%; all therapies were
used, but like Lazarus's Multimodal Psychotherapgnitive and behavioral approaches were
reportedly used the most); “Cognitive-Analytic” @Qthese two approaches were most
frequently used); and “Interpersonal-Humanistic3%d), which encompassed a situation in
which there was very high reported use (ratings)aff Humanistic and Interpersonal
approaches, along with high reported use (ratimgg of Psychoanalytic and Cognitive
approaches (Norcross et al., 2005). While veryringtive about the range of approaches to
selecting treatments for use in an Integrativeaedic practice, these data share the caveats of
other self-report survey data. It is unknown hodividual practitioners were interpreting the
terms for the therapies “Humanistic”, “PsychodyneimiCognitive”, and so on, that they rated
for frequency of use. Or, if in response to the Emoally Supported Treatment movement, they
were perhaps showing a bias towards endorsing éreqise of, for example, Cognitive and
Behavioral approaches, as these are among theofte@ststudied and efficacious in RCTs.

A final survey item differed from other items imat it was framed as a “free-response”
guestion. Thus, instead of quantitative ratingstigpants were asked to write a qualitative
“definition and explanation” of their I/E orientati. While a potentially rich opportunity to learn
how therapists saw their theoretical orientati@mglysis of these data were limited by methods

used in prior studies. Data were coded into pretitied categories (based upon findings in the
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1977 & 1988 studies) rather than interpreted amew tthe raw data in a grounded manner.

Thus, while successfully addressing one goal okthdy (to compare results over time), it is
possible that this choice of data analysis didfalby address the goal of understanding I/E
practice from the perspective of therapists themeselThere appears to be an interesting
contradiction between the methods used in the Ktefuanalysis to categorize I/E types based
upon the data anthento apply descriptive cluster names post-hoc, hedrethods used in the
gualitative analysis which began with descriptiaéegory names a-priori, and fitted the data into
them.

The above study added much important informatlmuathe reported combinations of
therapeutic approaches used in practice, and tlie psychologists described their orientations.
A main finding is summarized in the authors' cosmu: “It is clear from these results that
psychotherapists who describe themselves as I/& aeey heterogeneous group” (Norcross,
Karpiak, & Lister, p. 1591). This empirical workuminated the diverseontentof participants'
treatment selection decisions (which therapies weaw/n from and how frequently), but did not
focus on therocessedy which these decisions were made by the respasdar the
information regularly used to influence those diecis. Thus, these results stimulate further
guestions about treatment selection decisions ariBrgsychotherapists.

Outcome research on models of treatment selection

Schottenbauer, Glass and Arnkoff (2005) revieweddbychotherapy outcome literature
and categorized 29 different Integrative psych@pess (published between 1981 and 2005)
according to the design and number of studiessilygport them. They listed 9 models with
“substantial” empirical support (4 or more RCTs3,ulith “some” support (1-4 RCTs), and 7

with “preliminary support” (studies with no contrgtoup or a nonrandomized control group). In
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addition to these, the authors listed 25 more thiesawhich they classified as “promising”. This

category included models that had one or more plubdi, successful case studies but no group
tests to support their effectiveness or efficadye Tiine most studied and most well-supported
integrative psychotherapies were Acceptance andn@tment Therapy, Cognitive Analytic
Therapy, DBT, Emotionally Focused Couples ThergWPR, Mindfulness-Based CBT,
Multisystemic Therapy, Systematic Treatment Sebectand Transtheoretical Psychotherapy.
Research-based prescriptions for treatment selectio

In accordance with the ideals of Theoretical Batésim, much treatment selection
research has focused on answering Paul's (1968)iga@bout which client-therapist-situation-
treatment matches lead to the best outcomes. lex\aaed Emmelkamp (1998) reviewed the
psychotherapy outcome literature and made infegeabeut what may be most important to
consider when making treatment selection decisiBpscifically, their goals were to examine
research on matches between a) patient characte@asid therapist characteristics, b) patient
characteristics and type of therapy, and c) pati&agnosis and type of therapy. Advice to
practitioners and predictions about future dirawiocluded placing more emphasis on
assessment of clients' interpersonal patterns céxijp@ns, preferences, and potential matching
characteristics. This was advised so that thesap@ild focus more energy on the initial
treatment decision, and avoid the wasted energyaondoutcomes involved in premature
dropout or poor progress towards therapy goals.r@ents also included advice to use more
manualized, standardized, short-term treatmengstersimilar manualized treatment selection
manuals, and to place less trust in the Dodo Buerdict. However, this was tempered by an
acknowledgment that “even the most sophisticatatiment selection manual won't ever

completely decrease the importance of a cliniciexilily responding to client needs in any
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given moment” (p.57). Overall, these authors recemtied that empirical evidence be the

primary guide to treatment selection decisions.
Studies of Treatment Selection as Usual (TSAU)e#&el on practicing psychotherapists

Despite recommendations to use empirical dateeatrnent selection decisions (e.qg.
Vervaeke & Emmelkamp, 1998), the actual contributid such evidence to practitioners'
decisions has largely remained a mystery. Howewer recent articles addressed this question.
They concluded that while results of empirical s#gdare indeed one consideration contributing
to treatment decisions, they were not the only oNetson and Steele (2008) surveyed 206
practicing clinicians to determine the relative orjnce of different considerations in choosing
a treatment and to determine, within the categbrgsearch as a determiner, which types of
research (i.e. efficacy or effectiveness) were messuasive. Participants worked in diverse
settings, with diverse training backgrounds, degraad theoretical orientations. The most
highly rated considerations were found to be theifflility of a treatment, tied with a treatment's
empirical evidence based on real-world conditi@itier main considerations were colleagues'
endorsement of a treatment, and a treatment's bBjopaaents. Although there were no self-
identified I/E therapists among the respondents,iiiteresting that along with efficacy-study
evidence, flexibility was the number-one-rated elsteristic that would recommend a treatment
to them.

Stewart and Chambless (2007) found somewhat ressieaging results for practitioners'
reliance upon empirical evidence to inform treatthsatection decisions. Indeed, as opposed to
Evidence Based Practice's emphasis on “using @séaguide practice, albeit tempered by the
therapists' clinical experience” (p. 276), thertpis this study reported doing the opposite:

emphasizing their clinical experience and tempetig knowledge with considerations of EBP-
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type research. A survey of 591 APA Division 29 mensb(based upon only a 25% response rate)

asked two types of questions. One set addresdeérnices on daily clinical practice, attitudes
towards psychotherapy outcome research, sourcdsasmprove therapy skills, and sources
consulted for their last difficult case. The secsetipertained to a case study provided. It asked
how the respondent would treat the hypotheticahtlvith Panic Disorder, and why. Questions
also asked the respondent's likelihood of attendimgrkshop on treatment of Panic Disorder
using one of 4 different theoretical orientatioResults indicated that clinicians rated clinical
experience as significantly more important to tgpaecision-making than research, advice from
colleagues, and personal therapy experiences. ditietence represented a large effect size.
Overall, the authors concluded that “there is afueing research-practice gap” (p. 267), and that
“further research is needed to elucidate in moteaidleow clinicians decide to approach cases in
there practice” (p. 278). This interesting studsogbrompts the questionsiow are therapists
using their “past clinical experience” to make #eégcisions? Andyhat aspectsf their clinical
experience are particularly salient for them ang?vh

Also largely unknown are the cognitive processesddition to the primary
considerations, as described above) used in @dim¢idecision making. Consequently, one vein
of treatment selection research has explored iaflists' decisional processes are consistent with
formal psychological theories of decision-makingg & they utilize formal “rational” logic. One
recent, and one early study showed mixed results.

Schottenbauer, Glass, and Arnkoff (2007) provide@monstration of the ways that
Bounded Rationality, a general theory of decisiaxkimg, could be used to interpret data from
studies on treatment selection decisions. Thatwgs a “demonstration” because instead of

using the theory to make a priori predictions dmhttesting them, they used the theory in their
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discussion section to understand their data pastdsan example of the potential usefulness of

such theories. Their original empirical study hiagké goals: first, to describe what therapists
report doing when they reach an impasse in thenaghya client who has experienced trauma,;
second, to explore differences in these secondertneéatment selection decisions between “pure
form” and Integrative therapists; and finally, fwesulate about ways the most frequently
reported strategies were, or were not consistethtwidnat is predicted by the Theory of Bounded
Rationality. One hundred seventy-one psychothetafi®th masters and doctoral level)
completed an online survey that included open-emgedtions asking how they might proceed
with a hypothetical client diagnosed with PTSDhié tclient did not improve during the initial
portion of therapy. Based upon the qualitative oesges, the authors created a 16-category
coding manual and asked two outside raters tomsegponses to one or more categories. The
16 different categories of choice-content includedtching from the initial treatment to one of 6
name-brand psychotherapies (one category for eanh$fing outside assistance (ranging among
consultation with colleagues, increasing one’s @gucation, suggesting medication referral,
and initiating termination/referral to another psgtherapist); introducing a new strategy (but
not a whole new therapy) such as exploring theagherelationship; stepping back and
reassessing aspects of the case (i.e. client niotivéherapist case conceptualization, or the
client's wider environment); making an unspecifieldange” in approach; and doing nothing/
continuing as usual. Results indicated that thet fineguent treatment decisions made,
regardless of respondents’ theoretical orientatege 1) reassessing the case 2) referral to
another provider or treatment modality 3) consigdtatvith colleagues or gaining more
education 4) making unspecified changes in appraauh5) considering medication

consultation. Few said they would choose a specdig treatment, approach, or technique (such
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as switching to an EST such as EMDR or CBT). Fnabhile the authors concluded that these

types of decisions very well could fit with tenefsthe Theory of Bounded Rationality (e.g.
Ecological Rationality, Psychological Plausibilignd use of an Adaptive Toolbox), it was
impossible to say from their study if this was iadeéhe case, and advised further research.
O'Donohue, Fisher, Plaud, & Curtis (1990) condaistieuctured interviews with 25
practicing therapists to determine the degree ticlwtneatment decisions about assessment
techniques, goals, and methods were made usingnsgst, rational processes. These questions
were addressed in reference to 3 recently clossesdar each therapist. For each aspect of
therapy (assessment, goals and methods) partisipane asked what choice they had made, the
decisional processes leading them to that chorahaw they would justify the decision. Each
response was then coded as either “rational” (shgwevidence of inductive or deductive
reasoning, such as in the form, “In all cases ¥stim this case X”) or as “begging the question”
(when the conclusion was considered “obvious” @né processes leading to the decision were
not known). These authors found that for each flerac activity (choosing assessment
methods, goals and methods in treatment) over SG¥ewpists described their decisional
processes in ways that begged the question. Imdeda justification of treatment method
decisions, therapist preference and history ofgreaissuccess with a method were the most
frequently cited. Research evidence for the chosetmhod was a somewhat distant second.
O'Donohue et al. (1990) expressed concern withattieof formally inductive and deductive
processes described, but noted that perhaps therall indeed use these processes, but simply
did not describe them in ways that met the stuthyteria. They suggest that in light of ethical
mandates and requirements of managed care for @tadmlity, closer exploration of therapists'

treatment decision-making processes is needed.
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The prior two lines of treatment selection reskdomn contributions of empirical

evidence, and the role of formal logic and decigimaking) explored general categories of
considerations and thought processes used by twaetis. Other lines of inquiry on TSAU have
focused more specifically on correlations betwdentor therapist factors and the treatment
selection decisions that were subsequently made.

VanManen et al. (2008) examined treatment selecerisions in the context of treating
clients diagnosed with personality disorders. Tine\s specifically focused on “macro-level”
initial treatment decisions made by intake clinigatreatment setting (inpatient or outpatient),
duration (long or short-term), intensity (suppagtior confrontational), and recommended
theoretical orientation (symptom focused or insifgitiused). A list of 18 client characteristics
thought to influence treatment assignment decisicgre drawn from the literature, and then
further winnowed to a list of 12 after consultatiwith 29 therapists and two of the authors.
These were ego-strength, motivation, psychologiiadedness, capacity for relationships
outside/within the therapy relationship, defengéessymptom severity, type of personality
disorder, treatment history, focal vs. general [@ols, employment status, and care
responsibility. Twenty-seven intake clinicians r@sged to structured interviews asking how
they would use either “high” or “low” levels of thmatient characteristics listed above to assign
clients to either “high” or “low” levels of the fowdependent variables: treatment setting,
duration, intensity, and type of theoretical oramin. Results showed that none of the 12 patient
characteristics were deemed consistently relevarddciding upon treatment setting. For
duration, degree of problem focus and ego-strewgtte said to be important patient
characteristics to consider. Clinicians overallorégd that when making decisions about

treatment intensity, they considered many charties, namely ego-strength, psychological
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mindedness, capacity to relate in/out of therapfemkive style and symptom severity. For

example, intake therapists indicated that a chétit high ego-strength should be assigned to a
more confrontational/expressive therapy, whereageat with lower ego-strength should be
assigned to a more supportive therapy. Decisionataheoretical orientation were also said to
be made with consideration of psychological minagsdrnand ego-strength. For both, high levels
indicated psychodynamic assignment and low levelgated CBT assignment. While
interesting to discover which individual client cheteristics would hypothetically influence
macro-level treatment decisions, the authors acletdiye that it is unlikely that clients’
characteristics are considered one at a time umbdecision-making. Or, that they are seen as
having bi-polar high/low values. Rather, the ranfipossible interactions quickly becomes
burdensome to measure or systematically consider.

Also exploring macro-level treatment decision)édt, Burger, Strukely, Hartmann,
Fritzsche & Wirsching (2003) found that while cliearacteristics seemed to influence whether
the client was accepted for treatment or not, & te therapists' characteristics, and the
therapeutic relationship, which were often betteligators of later treatment decisions. Whereas
VanManen et al. asked clinicians hypothetical goastabout decisions they would make,
Scheidt et al. (2003) examined the actual treatrseletction decisions of 24 psychotherapists in
private practice over 12 months. They comparedrtreat selection criteria for clients who were
ultimately accepted for treatment and those whaeweit, and criteria for those assigned to
short-term therapy, long-term therapy, or very loeign psychoanalysis. Interestingly, the
authors found that it was the therapist's emotioesponse to the client that most influenced
assignment to short versus longer-term therapy.mtwe@ emotionally sympathetic, involved,

and interested the therapist was, the more likedyctient would be assigned to longer-term
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therapy. This is especially interesting when coragdo VanManen et al.'s (2008) study that

showed that when asked hypothetically, therapist®ewnore likely to assign clients with better
ego-strength and interpersonal relationships totdban therapies. Yet overall, in both studies,
diagnosis was not predicted to be, or shown to to@jar contributor to initial treatment
selection decisions. It is notable that althougtséntherapists all identified their theoretical
orientation as psychodynamic, knowing about thesgstbns could also be pertinent to I/E
therapists who may make decisions about accepttigris for treatment and the necessary
length of treatment to recommend to any given tli€his study is one of the few that
acknowledged the relationship between therapistciadt as an influence to treatment
selection.

Continuing with studies that examined therapststeptions of the client as
contributions to macro-level treatment selectioaisiens, Murdock and Fremont (1989)
predicted that therapists' attributions about vdaaised a client's presenting problems would
influence their decisions about assigning the tliershort term, long-term, individual, or group
therapy. Fifteen therapists conducted 116 intatervwrews. After each intake, the therapist rated
the client's presenting problem along four attiitmel dimensions. On a 7-point scale, they
noted the degree to which the main problem wasethhg: 1) something in versus out of the
client's control, 2) something internal versus mdé 3) something stable or transient, and 4)
something specific to one situation versus peneaanross situations. Therapists also rated the
intake client's problems on severity, duration, tiedtment urgency, and provided a
recommendation to individual therapy that is vdrgrs, short, or long, to group therapy, or no
treatment. It was found that ratings of problemadion and therapist attributions of cause to a

stable versus transient reason best predictedhénagists macro-level treatment decisions. This
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supported the hypothesis that therapist interpogtsitof clients' problems lead to differences in

treatment selection.

If therapist conceptualizations affect treatmestisions, is it also the case that clients'
formulations of their own problems impact theseislens? Zuber (2000) used a creative design
to examine this question. As part of a larger pst¥iobrapy study, clients participated in an
extensive initial assessment, which resulted iscammendation to either an insight-oriented
(e.g. psychodynamic) or a symptom-focused (e.gawieral) treatment. For each of the 159
clients who participated, their own problem forntida was transcribed verbatim during the
initial clinical interview. These were then codedbi three categories: symptom-focused
formulations (i.e. insomnia, lack of concentratitatigue), relation-focused formulations (i.e.
problems with loneliness, arguments, being tooectstoo distant from others) and
combination-focused (expressed both symptom amtioakhip components). A second
measurement taken was the length of the typed gmobBdrmulation transcription in millimeters.
The diagnosis assigned by the intake clinician alss noted for each client.

Overall results indicated that therapists did adleecommend treatments consistent with
the client's own formulation (Zuber, 2000). Spexeifiy, symptom-focused formulations more led
to symptom focused, directive treatment recommeaoidisitand relationally framed problems led
to insight-oriented treatment recommendations réstingly, while formal diagnosis was not
predictive of the treatment decision made (excepahxiety disorders), something as subtle as
thelength of the patient's formulation, in millimetewas predictive. Clinicians tended to assign
those with longer formulations (more “verbal” clishto more verbally oriented therapies, such
as psychodynamic. This is especially striking siclag@cians were not aware that the verbatim

reports they wrote would be used to predict thegisions in this way. The authors note that this
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study highlights the subtle cues that therapiststmpick up on while considering their treatment

decisions.

The prior studies have examined treatment seledatisions made before therapy
begins. But the need to consider such decisions doeend when therapy begins. Stewart and
Chambliss (2008) surveyed 591 Division 12 theragisprivate practice about what they have
done when their initial treatment decisions result lack of client progress, and how they
reached that decision. Specifically, this questi@s asked in the context of their “most recent
difficult case of a client who did not improve,with whom you did not know how to proceed.”
Decisions were most often informed by consultatigth colleagues and reliance on the
therapist's own clinical experience. The resultsevadso analyzed according to theoretical
orientation of the clinician. Psychodynamic theséqicompared with Eclectic and CBT
therapists, reported giving a longer time beforeidiag whether the initial therapy was helping
or not. They were also less likely than Eclectid &BT therapists to refer to other clinicians and
to use materials from psychotherapy outcome rekBdaneassess their therapy in the event of no
improvement.

In addition to use of survey data on differenteasp of treatment selection as usual,
researchers have begun to complement such inviéstigavith qualitative methods geared to
ask more open-ended, exploratory questions. Isehech for understanding the processes,
considerations, and nuances of TAU in the contékteating adult survivors of childhood sexual
abuse, two recent articles represent this qual@atpproach. Each focused on experts'
experiences of making treatment decisions withghigicular population. Kessler, Nelson,
Jurich, & White (2004), and Kessler and Goff (2088)ressed treatment selection at the level of

approaches and techniques used during individyahasherapy (as opposed to the more macro-
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level decisions about theoretical orientation arudiatity). Kessler et al. (2004) conducted a

Delphi study of American Association of Marriageddfamily Therapists (AAMFT) who were
Approved Supervisors for the organization. Thraends of data collection were used, each of
which informed the next. Round one focused on dgisoe approaches to treating survivors of
CSA, round two focused on practice and applicabibthose approaches to a hypothetical case,
and round three asked respondents to provide edésifior the applications used in round two,
and to explain how they would carry them out. Aathe data were qualitative, two coders
analyzed the data manually as well as with the betphe N.U.D.l.S.T. software program.

A second study also examined initial treatmentgieas with adult survivors of CSA
through interviews with experts in the field. Emyplay qualitative, phenomenological methods,
Kesser and Goff (2006) used intensity samplingetwouit 11 practitioners who met their criteria
for “expertness” around the issue of CSA, and cotaetlitelephone interviews. Interview
guestions were semi-structured, non-binding, arseédan a literature review with special focus
on gaps in the literature. Two categories of inggsgemed especially relevant for the study of
treatment selection decisions more broadly. These vhow experts determined the treatment
focus (i.e. to focus on the details of the CSAhatorical coping and/or on current
concerns/coping) and how they determined the tretmodality (i.e. couples or individual
therapy). Throughout, it seemed that therapistedasany of their decisions on the larger goal
of providing an empowering, safe, and warm relaiop with appropriate boundaries. For
example, in order to keep clients at the helmaeshg therapy, many decisions about treatment
focus were made based upon client's goals andrpnefes in order to promote autonomy and
respect in the relationship. There were, howeveresexceptions, such as a client's current

stability that might cause the therapists to preaeationale for waiting to focus on CSA until
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later in therapy. Thus, this study showed thatas\a combination of client preferences and

goals, as well as therapist's concerns and gaatsrifuenced these experts' treatment selection
decisions.

A review of the above studies indicates some gapidimitations to the current
understanding of TSAU, especially in regards tagsienss made by I/E therapists. The preceding
studies were not focused on I/E therapists spatlficalthough several did include this group.
The preceding studies also provided useful butionscribed data. The focus has tended to be
upon specific influences on the eventual decisioade, rather than on the process used by
practitioners to choose, sort, rank, and otherdigest the huge variety of therapist, client,
relationship, and contextual issues which havepttential of affect treatment selection.
Further, several studies focused on “macro-leveltment selection decisions. Although a
necessary step in any decision process, this tkned not address more fine-grained decisions
once individual talk-therapy is selected. On tHeeohand, when studies have looked more
broadly at treatment selection issues at the macientation, approach and technique levels,
they have done so only in the context of examisingle-approach practitioners who were
treating specific issues (i.e. CSA).

Summary

Integration and Eclecticism are widely endorsepragches to psychotherapy. I/E can be
considered both a movement with broader goalsh®future of the field and a theoretical
orientation used by individual practitioners. Onigily labeled “Eclectic”, those using the
approach have come to favor the term “Integrativbich encompasses Eclecticism as a method
of bring together the “best” from different schoofsgpsychotherapy. Over time, some

approaches that began as “Integrative” are nowiderex to be new therapies (CBT; EMDR;
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DBT) in their own right, with their own manuals fonplementation. Although there are many

models of integration (with the number continuinggtow), it is not known how many therapists
adhere to one or more of these approaches in peattiis known that therapists report not using
manualized treatments and not necessarily lookimublished research as the primary guide to
their therapy practice. Nor do they appear tozdiformal, “rational” decision-making

processes. As the Integrative psychotherapy moveoostinues, the present study aimed to
provide a detailed description of practicing I/Eygtsotherapists’ reported processes of treatment

selection.
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CHAPTER THREE: METHODOLOGY

Since the early 1980's, qualitative research-bgsedtions and methods have made an
increasingly frequent appearance in professiongpasogy journals, especially within the field
of counseling psychology (Berrios & Lucca, 2006;yH& Bhati, 2007; Rennie, Watson, &
Monteiro, 2002). But while counseling psychologisésre been relatively late adopters of
gualitative research designs, other disciplines @ther social sciences; law; medicine; nursing)
have long traditions of valuing their unique strdrsgand potential contributions (Yeh & Inman,
2007). Until recently, the reticence in adoptinglifative research methods and using them to
their full potential has been in part because thipophy of science underlying qualitative
inquiry is out of step with the philosophy undenlgiquantitative research, the traditional "gold
standard" of knowledge acquisition. Specificalhg two paradigms differ in their
conceptualization of the nature of reality, theerof the researcher vis a vis participants, the rol
of values, style of reporting results, and theecidt by which they are judged (Ponterotto, 2002).
Where qualitative traditions are relationship-faadissubjective, exploratory, descriptive,
interpretive, naturalistic and conducted in pap@eit-focused settings, quantitative traditions
have advocated an approach that is interpersoreatipved from one's participants, objective,
confirmatory, explanatory, positivist and conduciethboratory, or researcher-focused settings
(Haverkamp & Young, 2007; Rennie, Watson, & Morag2002).

Yet while counseling psychology has historicatigdised on quantitative methods, the
field has much in common with the values represkmteualitative methods, and there has been
a call for a greater balance of methods from eeattitton. For example, Berrios and Lucca
(2006) note that there are vital compatibilitiebA®en counseling psychologists and qualitative

researchers: their views of human nature, simil@rance of ambiguity and non-linearity, focus
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on process as well as content, and openness tmg@dners’ stories.

Collective, instrumental case study: Definition aationale for selection of approach
The current study used qualitative methods toesfquestions about how practicing

psychologists make treatment selection decisiond.#though there are several qualitative
methods with which to investigate such questiores fiography, phenomenology, grounded
theory, and ethnography; Creswell, 1998) a colectinstrumental case study was chosen as the
specific approach here, because of its match Wwalparticular goals of the present study. In this
section, | first define and provide a rationaleudse of the case study method overall (explicating
the “match” between question with method). | thestdss how the further method-specifying
variations of a “collective” and “instrumental” @astudy were appropriate. Further, | define “a
case” in the current study.

First, to define case study approaches. Creswalisbin, Plano Clark and Morales (2007)
define case study research as:

“A qualitative approach in which the investigataptres a bounded system (a case) or

multiple bounded systems (cases) over time thralegailed, in-depth data collection

involving multiple sources of information (e.g.,sgovations, interviews, audiovisual

material, and documents and reports) and repards@ description and case-based
themes” (p. 245).

Yin (2009) offered a complementary definition oseastudy research that focused on its
intended function, rather than its form (as Creéseieal. did above). That is, Yin described the
circumstances under which it was most appropriatec{ional) to conduct a case study:
“You would use the case study method because yoteddo understand a real-life
phenomenon in-depth, but such understanding encgsagamportant contextual
conditions-- because they were highly pertinenioior phenomenon of study...[and]
because the boundaries between phenomenon ancaicargaot clearly evident” (p. 18).

The present research question presents just stictuastance. My aim was to understand the

phenomenon of I/E therapists’ treatment selecterision-making processes. | began the study
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with the assertion that such decisions cannot lbenstood outside such contextual conditions as

the person of the therapist, that person’s brobBesrientation, and so forth. Because decisional
processes are embedded in the context of the deaisaker, they cannot be deeply understood
independently of that context. Case study methoo¢igled a means to seeking this deeper
understanding.

Case study methods are appropriate when a researghal is to understand a given
process, salient aspects of the context that irsghat process, and insights into idiographic
wisdom that has been acquired about the procesise [present study, the given process was
treatment selection decision-making. The contexmteirest to the process included the person of
the therapist, their I/E theoretical orientation{bgir personal/professional background, and the
physical, social, and cultural settings in whicaythvorked. The idiographic wisdom sought was
these practicing therapists’ descriptions of tlo@n personal experiences related to the process
of treatment selection decisions.

In addition, a case study approach was chosen bedthea format in which its results are
traditionally written can address calls for exanspdé Integrative practice that could “allow
trainees to read about how seasoned therapistséhess struggled in their early attempts to
develop an integrated approach to therapy” (Gadfr2001, p. 450). Case studies are often
written in a rhetorical form similar to literatuvath descriptions that place the reader into the
process of interest. Because of this, they areghioio be especially useful to practitioners and
to students of the process being studied. Thistidacause of the generalizability of case studies
in a quantitative sense. Rather, because the "tiaskription” called for by case studies allows
readers an opportunity to empathize with, andrrutate the participants' actual actions,

perceptions and cognitions. Such a "simulationtpss on the part of the reader is made
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possible when reading text that (like case studie®)ly captures the context and language of

the participants (Havas, Glenberg & Rink, 2007).d®yng so, consumers of research can get a
sense of what the process entails for the indivgdstaudied, and can make informal connections
with their own personal experiences to aid and deemderstanding. In this way, the case study
tradition can provide psychotherapy trainees aesans so much of what treatment decisions
shouldbe made, but diowother practitioners have engaged this questiohair bwn work.

Next, | address the specific choice of conductingléective (versus single-case) and
instrumental (versus intrinsic) case study. Asieéfty discussed earlier in the Statement of the
Problem, case studies may be comprised of eitbgrge case, or of multiple cases. When more
than one case is presented, the study is refesrad & collective case study.

Case study research is further classified by itssdi.e. what question it is intended to
address). A case may be focused on an individudl/eéa be studied because of its uniqueness
(as in an intrinsic case study), or on a procesgtivity engaged in by one or more
individual(s)/entities (as in an instrumental cagely, Cresswell, 1998). In the present study,
"the focus is not primarily on the individual iretitase, but on thssuethe individual case was
selected to help understand” (p. 13, Creswell.e@D7), and is thus considered an instrumental
case study.

Defining a “Case”

If the focus of the inquiry is not on the individymarticipant per se (as in an intrinsic case
study) it may introduce confusion-- Is the “cast#l the individual if the focus is on process
that the individual engages in? Yes. Stake (2006hér clarified this issue:

“With these [instrumental] cases we find opporti@sito examine functioning, but the

functioning is not the case. Even when our maimgas on a phenomenon that is a
function, such as ‘training,” we choose cases dnatentities. Functions and general



activities lack the specificity, the organic chadeaicto be maximally useful for cagg study

(Stake, 2005). We can use the case as an arewatasrifulcrum to bring many functions

and relationships together for study” (p. 2).
Thus, in the present study, each individual thestaparticipant comprised “a case,” as he or she
was the “arena or host” in which the function denest (making treatment selection decisions)
took place.

| offer one parenthetical note here as well: Skerms are very effective at conveying a
process-in-context metaphor (and are very apprigpfaa instances where a case might be a
program or organization). But, | recognize thaythave rather unfortunate connotations when
used to refer to an individual. | simply note h#rat of course | prefer not to speak about
participants as “arenas” or “hosts,” as this segragpropriate and counter to the type of
respectful, collaborative stance advocated by taiale traditions. But | chose to quote Stake’s
metaphorical language here, with this caveat,Hersake of clarity.
Case study approach and data collection methods

Regarding data collection, Yin (1989, as citedJdsgswell, 1998) stated, "One aspect that
characterizes good case study research is thef nseny different sources of information to
provide ‘depth’ to the case” (p. 251). He goessaedommend that researchers use as many as
six different types of information in their casadies, including interviews, observations,
documents, field notes, researcher and particijpanbals, and audio-visual materials. The
present study used information from interviews,evtations and documents. Each is discussed
below.

Interviews.To allow for “depth” of exploration in the presesitidy, | conducted a series

of three interviews with each participant over tioairse of several weeks. This method is based

upon the qualitative research approach proposdabliyeare and Schuman (Schuman, 1982; as
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cited in Seidman, 1991), and is an especially blatenodel for a case study of therapists'

decision-making because it purposefully addressell the decisions they have made, and the
processes and contexts that contributed to thassides:

“A basic assumption in in-depth interviewing resdais that the meaning people make of

their experience affects the way they carry out éxperience... interviewing allows us

to put behavior in context and provides accessitterstanding [participants’] action”

(Seidman, 1991, p. 4).

As detailed in the above section, the case studyoagh is appropriate when a process of
interest and its context are closely intertwinesligathe state of affairs with treatment selection
decision processes and the therapists who makeé .thethis same way, the specific data-
collection method of in-depth interviewing (whicls@acknowledges and seeks to address
process-in-context issues) is well matched to boghpurpose/spirit of case study research and to
the present research question.

The longitudinal three-interview format is also smtent with “validity” standards in
gualitative research as defined by Lincoln & Gub@85). Seidman (1991) cautions against
having a “mechanistic response to validity” (p.bid} notes that within the philosophical
framework of qualitative research designs the tmesrview framework is useful because it:

1. Places participants' comments in context

2. Encourages interviewing over the course of a fewksdo account for idiosyncratic
days, and allowing for checks of the internal cstesicy of what is said

3. Recruits more than one participant allowing for pamison across cases as well as within
one case, and

4. To the degree that the experience meets the gadlloefing participants and interviewers

to make sense of the topic of interest, of theneseland of their actions, it is valid (p.

17).

Specifics of how the in-depth interviewing struetuvas implemented in the present study are

described in detail in the research protocol sadii@low).

ObservationsThe three interviews took place with each partictdaxcept one) in the
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office where he or she practiced psychotherapye(@articipant, Therapist D, was interviewed

in the location he used for research activitiebjsBllowed for observation of participants’
physical contexts, and allowed participants to kpei¢h the researcher in their usual
professional setting-- generally the one in whiodytmade the types of clinical decisions we
discussed. Consistent with the study’s aim to wstded an aspect of practice-as-usual, | was
allowed an approximation of the kinds of logistig@keractions a client might usually experience
with each therapist. | spent time in their waitnogms, returned to their offices to meet weekly,
every-other-week or intermittently, and experientteglatmosphere and social flow of each
setting. This social flow included, for exampleirngewelcomed with an offer of tea, or a
guestion about my preference for having an officaew open or closed--which one therapist
later confirmed was indeed “as usual” for her wkeaing clients. Observations were integrated
into the Intra-case analyses.

Documentsin addition to interviews, the present study inelddiata from between-
interview correspondence with participants. Emagkssages served to clarify and extend
interview conversations, and also demonstratedi¢évelopment of researcher-participant
relationships over time. The research protocol afsmuraged participants to privately (to
protect confidentiality) consult and make use @irtiown documents (i.e. progress notes from
past clients’ cases) as a means of supportingspeative recall of the clinical decisions made,
and the context in which they occurred.

Participant Selection Considerations

Few individuals are included in case-study designd,thus selection of particular cases

requires a systematic rationale. Several approaaiegsossible, and Creswell (1998) highlighted

the flexibility that may be exercised in choosimgang them: "I prefer to select cases that show
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different perspectives on the problem, processyent | want to portray, but | also may select

ordinary ones, accessible cases, or unusual cgsed?). To choose among these, Creswell
(1998) advised looking to the Purposeful Samplitrgt8&gies proposed by Miles and Huberman
(1994). Here, it is also useful to note that thedon of “expertness” has often been used when
selecting participants for qualitative psychothgregsearch (e.g. Jennings & Skovholt, 1999;
Kessler & Goff, 2006; Williams & Levitt, 2007). Thihas allowed the field to benefit from the
wisdom of the most effective therapists, and hésiently used research to highlight those most
likely to provide useful insights. However, the ggat study was most concerned with the way
“usual”, and “local” (although not randomly seleti®r necessarily representative) therapists
make treatment selection decisions. That is, “eéxess” per se was not used as a selection
criterion in the present study. Complementing takiable contributions made by research with
experts, studies with therapists not explicitlyntiieed as “stars” (Seidman, p. 44) can contribute
to filling gaps in understanding psychotherapy psses as they occur in “treatment as usual”
(Street, Niedereche, & Lebowitz, 2008).

To select participants in the present study, a ¢oation of two strategies was used. First,
“criterion sampling” narrowed the participant poahd then “maximum variation sampling”
within the group of potential participants meetthg initial criteria was considered. Criterion
sampling was initially desirable to ensure thairadividuals involved were engaged in the
process of interest (making treatment selectiomsd®ts) and were members of the population of
interest (Eclectic and Integrative psychotherapistaximum variation sampling is
recommended when conducing collective case stidiesuse it allows exploration of the
process of interest from different perspectives]endiso allowing for comparison of common

themes despite those differences (Creswell, 19983. strategy can apply to both sites and
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people (Tagg, 1985, as cited by Seidman, 1991).

While it is not possible to obtain generalizabledfngs based upon case study research,
the benefit of interviewing therapists who praciite variety of settings is that it increases the
chances the study will be of interest to a widati@oice of practitioners and researchers
(Seidman, 1991). Therapists tend to place the sraghasis on research carried out in “real life”
settings (Nelson & Steele, 2008). Thus, offeringpoints and voices from a variety of such
settings may be most desirable.

Specifically, participants were selected based uperfollowing criteria: a) they identify
their theoretical orientation as integrative, etiter a variation which does not include
adherence to a single, "pure" treatment approaeinebljcensed psychologists c) currently
conduct clinical work in outpatient settings, withleast 50% of their professional time spent on
psychotherapy practice-related activities (i.eedhiclient hours, supervision, paperwork, and
other administrative or support activities) d) hawdeast five years of psychotherapy practice
experience. This experience criterion was choseadapon prior research on Integrative and
Eclectic therapists. Therapists who have practioed longer period of time are more likely to
have developed their own Integrative/Eclectic sagecompared to therapists who are newer to
psychotherapy practice because most doctoral pregfacus on teaching one or more single-
theory therapies rather then teaching integratenrsp, (Lampropoulos & Dixon, 2007). Thus,
there is a pattern of initially adhering to a “péioem” therapy and then incorporating strategies
and techniques as one becomes more experiencetirmeefFinally, criterion €) was chosen to
ensure the possibility of conducting face-to-fagenviews. Only clinicians practicing locally
were contacted. All study participants met the#era.

Regarding the number of cases to be studied,rarsdthe number of participants to be
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recruited, maintaining the focus on depth (verseadith) was a primary goal that necessitated

working with fewer participants rather than morehil% there is no specific required number
cited in the literature, "typically, no more thauf [cases] are chosen™ (Creswell, 1998, p. 63).
Remaining within this range, four cases were iltiselected. However, here it is important to
note that although four cases were initially s@dcfive psychotherapists were eventually
interviewed as participants. One of the initialjexted participants chose to end his
participation following the first interview. He primled consent for the data from that meeting to
be included in the final analysis, but declineghéoticipate in the second and third interview
stages. Because of this, | requested participdtamm a fifth therapist, who completed the full
three-interview sequence. Thus, the Cross-casgsasiad based upon data from all five
therapists, whereas the Intra-case analyses watkicted only with data from the four
participants who completed all three interviews.
Participants: Integrative-Eclectic Therapists

Five licensed, currently practicing I/E psycholdgimitially consented to participate in a
series of three in-depth interviews. However, oragenparticipant with 25 years of experience
(Therapist B) withdrew after the first interviewetonetheless still consented for his responses
from that interview to be included in the studyo$h responses were analyzed, but the Case
Findings that emerged were included only as paritoss-case analysis. That is, because his
data were incomplete, there was no separate Iaga-@nalysis for this participant. Of note,
Therapist B cited concerns about client confideityiédue to being asked to discuss de-
identified case material as part of the secondvig®) as his reason for stopping participation.
These circumstances are discussed in depth witb@parate, explanatory section regarding

Therapist B in the Intra-case analysis chaptefyded there in place of an Intra-case analysis).
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Thus, five participants’ data contributed to th@€a-case analysis (Therapists A-E), and

only four participants (Therapists A, C, D, andhall complete data for separate Intra-case
analyses. These four were one man and three womidn5-15 years of post-licensure
experience. Participants worked in three diffesattings: private practice, a university-affiliated
counseling center, and an outpatient clinic. Thagety allowed examination of themes from
therapists situated in a variety of contextual emwnents. Table 1 summarizes participant

characteristics:



Table 1. Participant characteristics
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Participant Gender Self-Identified  Yearsin  Current Practice
Code Letter Theoretical Practice  Setting

and Degree Orientation

Therapist A, Female “Integrative” 15 Private practice
Ph.D.

Counseling

Psych

Therapist B, Male “Eclectic” 25 Private practice
Ph.D. (Withdrew participation
Clinical after first interview)
Psych

Therapist C, Female “Integrative- 5 University counseling
Psy.D. Eclectic; | feel center

Clinical like they are

Psych similar labels”

Therapist D, Male “Solidly 10 Outpatient clinic
Ph.D. Eclectic”

Clinical

Psych

Therapist E, Female “Informed 10 Private practice
Ph.D. Eclectic”

Counseling

Psych

Recruitment Procedures

Criterion sampling was used to locate licensed lpshpgists who fit the criteria for
practice activities and theoretical orientational#ed above. Letters providing information
about the study, and an invitation to participaee(Appendix A) were sent to 40 individual
psychologists working at local and regional siidsese sites included settings such as private

practices, community mental health centers, managezlclinics, and university-affiliated
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clinics and counseling centers. Potential partitipanames and contact information were

obtained via agencies' web sites. When therastail addresses were publically available,
letters were sent electronically. When email adsi#ssvere not available, hard-copy letters were
sent to therapists’ business addresses. This epiegba practical strategy using publicly
available information. It mirrored the way in whititerapists may be sought out or contacted by
clients in the course of naturalistic practice stleoinciding with the present goal of studying
psychotherapists in community settings. This methad also chosen to increase the likelihood
of inviting psychologists who are primarily engagegractice as opposed to research, teaching,
or other professional activities.

Recruitment letters resulted in replies from thpetential participants (a 7.5% response
rate). Of these, one therapist did not meet stadision criteria (as he held a license in a mental
health profession other than psychology). The ramgitwo volunteers met study criteria, were
sent a consent form (see Appendix B) for reviewl, subsequently agreed to arrange a time for
the initial interview. They were included as papants. However, one of these individuals
(Therapist B) later elected to stop his participaifter the first interview. After his withdrawal,
the initial recruitment strategy of sending invibat letters was supplemented with word-of-
mouth requests for participation. Three additidhalapists agreed to participate through this
method of invitation. Of note, this writer knew ooiethe five participants in an acquaintance-
type capacity prior to that person’s participationhis study. However, word-of-mouth
invitations were mostly facilitated by my contartgshe psychotherapy community, who in turn
referred their colleagues (with whom | had no pdontact) for possible participation. To offer a
further clarification, snowball sampling was noedsNo participant referred, or was referred by

another participant.
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In-Depth Interview Procedures

In conjunction with recruitment strategies, | pied detailed information about the
study in order to obtain informed consent from iggrénts. This process carries additional
significance in the tradition and philosophy of ligagéive research, because participants are
considered co-researchers in the investigatioerésted individuals who met the five sampling
criteria were sent a consent form. During the fiase-to-face meeting, but before the first
interview began, the consent form and study proeiwere discussed. In particular,
participants were reminded that each interviewidi@taped and transcribed, that the study
consists of three 1-1.5 hour interviews, and thaytare free to end their participation in the
study at any time during interviews or data analysith no negative consequences. Preserving
the confidentiality of each participant was alsscdissed. In addition to asking therapists not to
provide any identifying information about a caselent they may reference during the
interviews, they were reminded that after eachrunegv, they would receive a copy of the
transcript, and be invited to remove any commeray believed could identify themselves, or
another person. While | used only code lettergterrto participants, this additional step of
transcript review provided another means to safehcanfidentiality. Participants signed the
consent form and at that time the first interviesgan.

Within the three-interview framework, “the goaltésshave the participant reconstruct his
or her experience within the topic of study” (Seadm1991, p. 7). Each interview was semi-
structured, with pre-chosen questions and prommanted with follow-up questions based
upon participants' responses throughout the irgervTlhe first of the three interviews was
designed to establish the context of the partidlpaxperiences with the issue of interest. This

included questions about the learning experiertascontributed to their current views and



59
actions, and addressed the focal issues and pescetgeatment selection from a

developmental perspective.

The first interview also explored the participamsegrative, Eclectic, or other non-pure-
form theoretical orientation, how they arrivedlait current orientation, and in what ways it
influences their understanding of the treatmerdcten process. This interview provided the
groundwork for more clearly understanding how tierapist thought about treatment selection
in general, and how they typically engaged in ghigcess (see Appendix C for list of a priori
guestion topics for each of the three interviewghile the prepared topic lists were used to keep
the focus of the interviews broadly on issues egldb “treatment selection,” they were not
strictly adhered to. Rather, conversations were fate to develop based upon participants’
responses.

The purpose of the second interview was to "comagmbn concrete details of the
participant's present experience in the topic afesaudy” (Seidman, 1991, p. 11). In contrast to
the first interview's focus on theory and opiniealted to treatment selection, the second
interview's focus helped participants reconstreathgr than remember) " a day in the life" in
relation to recent treatment selection decisioreseHthe therapist was asked to explore a single
recent case from beginning to end in order to disdwow treatment selection decisions were
made with that individual, at that point in time,that setting. Specifically, participants were
asked to choose one recenly terminated psychotheese, and to engage in an interpersonal
process recall (IPR: Kagan & Kagan, 1997)-inspirgdrview. Therapists were asked to bring
any documents or notes which could aid in reconstrg their treatment selection decision
process. During this meeting, the therapist "walkedhrough” the case in terms of treatment

selection issues that were salient for him or helifeerent points in time. Although therapists
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were encouraged to bring client material to thetmgdor their own reference, they were asked

to remove or hide all client-identifying informatipand to refrain from providing any verbal
information which could identify the client. As ti@erviewer, | did not have access to any
client-related documents so that confidentialityswigaintained. These documents were only
vicariously known to me: therapists consulted thgar to or during the interview, and used
them to inform their interview responses.

The third and final interivew aimed to integrateawivas learned from the initial two
interivews and to inquire about how the participawgide sense and meaning out of them. The
third interview was also used to solicit reactiabh®ut participation in the study, and to ask how
the therapists understood their own processeglh dif their responses to general and specific
guestions in the two prior interviews. In additiafter re-reading transcripts of the first and
second interivews, | created memos that includ#dviieup questions to address any
misunderstandings on my part. The last intervies® grovided an opportunity for a sense of
closure in the research relationship.

After each of the three interviews for each pgpacit, | transcribed the audio taped
material, and made additional research notes abgwwn questions, and areas on which |
wished to follow up. Participants were then seabpy of the transcript and were encouraged to
provide feedback, corrections, and changes to eehaccuracy and confidentiality. The sending
of transcripts occurred between the first and seédoterviews, between the second that third
interviews, and after the third interview. Intemnwewere scheduled far enough apart to allow
time for transcription and participant review dariscripts between meetings. Each of the
participants provided feedback on their transcripiisre were no major, substantive changes

suggested. In most cases particpants' commentstaxhsf correcting words or phrases which |
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had transcribed incorrectly, or providing additibnatation to clarify comments they had made

during the interviews. Two therapists respondeithitorequest for feedback by spontaneously
sending me their own detailed memos, which elabdrapon their interview remarks.
Information about these documents (in context witier data) is discussed in depth in Chapters
four and five.

Data Analysis and Verification Strategies

At its most basic level, qualitative data analygisoss the qualitative traditions involves
reading and re-reading collected materials, brepfown and rebuilding data in new structures,
and doing so in a way that is loyal to participantsanings, cognizant of one's own biases, and
rigorous in regards to depth and quality of intews or observational data (Yeh & Inman, 2007).
Robson (2002) further noted, “The fact that a stisdy case study does not, in itself, call for a
particular approach to the analysis of the qualadiata which it produces” (p. 473). In the
present study, | completed data analysis and gatifin in two stages. Stage one was completed
with another researcher, and stage two (whichviahb procedures described in Stake, 2006)
was completed alone. These stages are descriluledaih below.

First however, because stage one involved a datifig" process, | take time to clarify
the meaning of this term for the current study, eindistinguish it from formal Open, Axial, and
Selective Coding, which are part of the specifio@ded Theory tradition of qualitative
research. The current study did not attempt t@¥olGrounded Theory analysis techniques, or to
eventually develop a theory of the process of @derHere, the term is instead meant as 'coding
with a lower-case c,’ similar to Miles and Huberradt994) usage. Robson (2002) cites these
authors and explains:

"Qualitative data rapidly cumulate, and even wégular processing and summarizing, it
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Coding provides a solution” (p. 477).

Here, a “code” is identified as merely: "A symbplp#ed to a section of text to classify or
categorize it. Codes are typically related to regeguestions, concepts, and themes. They are
retrieval and organizing devices that allow yodina and then collect together all instances of a
particular kind” (p. 478). Robson further makes itnportant distinction that Grounded Theory
analysis also refers to "coding" but uses "a sonag\wliferent terminology” (i.e. Open, Axial,
and Selective Coding), and has a different aim:omby to apply a symbol to a section of text,
(as in Miles and Huberman's usage), but to evegtgaherate a theory (p. 478).

With that clarification, | offer one further note@ut the varied use of this term. In
addition to defining a “code” in general, Miles addberman (1994) go on to create additional,
proprietary meanings for Coding with a capital &\t discuss such processes as “First-level
Coding” and “Second-level Coding.” Again, the cutretudy did not attempt to follow their
formal analysis technique (because it instead ialb Stake’s) or to adopt their more specific
usage of the term “code.” Faced with the (wondexthd “overwhelming”) qualitative research
situation of having 13 transcripts with a modalgémof 20 pages, a coding process did indeed
provide a legitimate solution for systematicallgdeng and beginning to make sense of the data.

Data Analysis Stage Onia the first stage, a team of two researchers (cm®g of
Doriane Besson and this writer, both CounselingcRslpgy doctoral students at the time of the
study) analyzed interview transcripts via a cogingcess. Again, as described in detail above,
the term "coding" here refers simply to a procdssttaching a label to seemingly significant
sections of text. Doriane graciously volunteered as-researcher for this stage of the project,

and brought to bear strong experience working grotva, and others’ qualitative research
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teams. Our initial meeting involved a discussionhef purpose, background, and methods of this

study, as well as a broader discussion of casg sasgarch. Researchers discussed our
understanding of coding as a first round of datayeis. We agreed to keep track of the relevant
line numbers of text that corresponded to each ¢ndeart so that quotes exemplifying that idea
could later be re-located). Doriane and | first pteted coding procedures independently, then
met in person to consult about similarities anfed#nces in coding.

During the coding process, we approached the taskiwo goals in mind: first and most
importantly, we aimed to remain loyal to participgimeanings, and to work at understanding
their comments in the context from which they eredrgContext included both the surrounding
text, and what we knew about the participant fram af their earlier transcripts. Secondly, we
held the goal of reading transcripts with an eyeatas their deeper meanings. This may be
understood as reading with a “third ear” (eye) imagy that allowed for recognition of subtle
themes. Freud’s advice to analysts to listen ent$ with “evenly hovering attention” may be an
apt metaphor for how we worked to keep the two gjoabalance. Evenly hovering attention
referred to remaining open to seeing and hearirgtevier was present, at any level of
explicitness, but without imposing preconceivedgland biases. (Or, more realistically, to own
one’s preconceived ideas and biases whenever pgssithen in doubt, we followed the first
tenet of sticking close to the data, and to pgoéiots’ most likely, explicit meaning. But at times
when we both independently noted a less-explieitit®, we made a note to tentatively consider
such ‘third ear’ data.

Of note, to ensure confidentiality, no identifyimgormation about participants or their
clients was included in transcripts used by thergpteam. Initial consent forms were stored

separately from transcripts, and only a code |edentified transcripts.
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Regarding the timing of research tasks discussedealve conducted initial coding

concurrently with further data collection. Thatas, soon as an interview had been conducted,
transcribed, and checked by the participant, it made available to researchers for analysis.
This was done in order to allow my future intervéetw benefit from data gleaned from prior
interviews. It allowed for follow-up questions te bormed not only from my own assessment,
but also from discussion with another researchéeNéver possible, researchers analyzed
transcripts from only one participant at a timear(Example, we completed analysis of all three
interviews from Therapist A before beginning workiaterviews from Therapist B, and so
forth). This allowed us to become immersed in usi@rding one therapist at a time. By doing
this, we had the opportunity to be aware of eactigigant’'s communication style, and of subtle
themes that continued across interviews.

Timing of researcher meetings varied, and depemdpdrt upon this writer’s schedule
for completing interviews, transcriptions and papant checks, and ultimately occurred
approximately once every one to two weeks. At eaekting, we shared codes and perspectives
about the meaning of the data.

Data Analysis Stage Twin a second stage of data analysis, this writerkimg alone)
used the initial codes derived from Doriane’s andamding process as a basis for identification
of Case Findings (within cases). Later, Merged igsl and Assertions (which took into account
Case Findings from across all participants) weeaiified to complete a Cross-case analysis. In
case study research, a single researcher oftenletasphese levels of analysis (Stake, 2006).
There are many possible approaches to the logwticenaging data at this stage. To facilitate
the iterative process of organizing the data td figher-order connections, | worked with the

initial codes in the form of three-dimensional alge(codes typed on small strips of paper) that
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could be manually sorted and resorted (as advige&tdke, 2006). First, | printed and cut out a

strip of paper for each of the approximately 9G@ahcodes. From here forward, | refer to these
as “code strips”. As recommended, | color-codedheddhese to indicate the participant (A-E)
and interview number (first, second or third) frarhich it came. Transcript line numbers from
which a given code was originally derived were digmed on each code strip.

Then | separated code strips by participant (albcode strips from Therapist A's data
were placed together in one “deck”, all code sthips Therapist B’s data were placed together
in another “deck” and so forth). | then worked witiparticipants to sort code strips with other
code strips that expressed similar themes or iddtes. “like” was sorted with “like,” a
summary title was given to each newly formed gra@ugroup of code strips sharing a theme
formed a Case Finding (capitalized as in Stake6p@ince | was manipulating these concepts
as concrete objects, | used a small rectangledrp#olded in half length-wise into a “V” shape,
as the Case Finding strip. The appropriate codesstrere stored inside each folded Case
Finding strip. At the end of this stage of analykisad a total of 113 Case Findings. (Each
therapist’s initial code strips yielded betweenZB7€ase Findings.) These Case Findings formed
the basis for both the Intra-case analyses (consgleach participant’s set of Case Findings
separately) and the Cross-case analysis (consipaltiparticipants’ Case Findings together).
Please refer to Appendix D for a complete list as€ Findings (and the initial codes that
combined to create them) for each participant.

In the Cross-case Analysis, themes were explomependently across all cases
(Creswell, 1998; Yeh & Inman, 2007). All 113 Casedings were included, representing data
from all participants. Stake (2006) explained thggical process of a researcher “doing” the

Cross-case analysis. Because this is somethingeahaical process with its own specific terms,
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| include his exact words below. Of note, Stakete/i@bout a fictional researcher, “Anna Lee” as

the subject completing these research activitiegbktituted “the researcher” for references to
“Anna Lee” in the following passage to avoid condums The first such substitution is bracketed:
“[The researcher’s] task is now to merge Finding®ss Cases. For merging
Findings into clusters, she combines all the de¢ksndings strips. She lays out the
strips, one by one, placing each according tantdarity to those already on the table.
The Case from which each Finding came gets littkca. Findings similar in topic get
placed close together; those dissimilar are pléaeder apart. Even if Findings are
contradictory, any two strips that are on the stope are placed in the same cluster.
Next, the researcher studies the content of thetaals. Adding a strip nearby, or
dropping a misfitting strip, she identifies the miosportant clusters. She gives each
Merged Finding a name that identifies the trughefcluster. She writes the name given
each Merged Finding on its own title card” (p. 60).
After following the above procedure, | formed 18myled Findings from the original 113 Case
Findings. To further sort Merged Findings into Asiems, | repeated the same process. | grouped
the 18 Merged Findings such that they formed sistelrs. These new clusters are titled
“Assertions,” and were similarly each given thawrotitle card that named and “identified the
trust of the cluster.” Please refer to AppendixoEd complete list of all Cross-case Assertions,
Merged Findings, Case Findings, and initial codes.
Data Verification.In addition to participants’ input on the accuradyranscripts, and
their reflections between interviews, participantse also asked to review the Intra-case
analyses and the Cross-case analysis after coompldiney received an invitation to comment
upon, and offer their views on the accuracy ofrésallts derived by this researcher. This process
is referred to as “member checks,” and is consalareimportant component of rigor in case
study research (Stake, 1995). Participants weredatgkreturn their comments in the time space

of one month to be incorporated into the final nsamipt. Three of the five participants

(Therapists A, B, and D) responded to this reqteedeedback with their comments. They each
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offered remarks indicating they supported the testlo participant expressed disagreement

with findings, or suggested substantive revisiditerapist A responded via email:

“Hayley, | just want you to know that | am readiymur pages with such pleasure. | am
slow only because | have so little time. It is 8teresting to read your integration of ideas
as they emerged from your research. Your presentaiot surprisingly, is beautifully
written, crystal clear, and lively. Thank you févasing this, [Therapist A].”

Therapist B replied,

“Hayley, | read it fast. It is clear, well writteand thought provoking.
[Personal/identifying details deleted...] | did enjogeting you and respect and support
your efforts. Sincerely, [Therapist B].”

Therapist D provided this feedback:

“Hayley, Great to see progress on your dissertatidnok time to read through all of the
chapters you sent and | added a number of comraadtsdits (see attached document).
First let me say that this is impressive work @ are doing and | feel privileged to
have been asked to be one of your intervieweesrylmuch enjoyed reading the three
chapters and | learned a lot both from your analyse from what the other therapists
shared with you. In fact, as | think about it, owerall experience as a research
participant in your study (including reading theecih chapters) has helped me to gain
deeper understanding of what it means to be agratiee-eclectic therapist and | think
that | will be a better therapist for it. Althougrere are clear differences among the
therapists, | felt a great sense of validation aldhat | do as a therapist. | feel that
others expressed certain core ideas quite wellpzardy of their insights and
observations, especially about the therapy relatigm really resonated with me (and
helped to clarify my own thinking about varioususs). After reading [the Intra-case
analysis], | realized that I, more than the othsesf-disclosed certain personal and
developmental experiences that shaped who | anthesapist and as a person. | debated
whether or not to ask you to scale back some ot Wtiaclosed but | actually think that
the details of my experiences are key to readaggnstanding of how | evolved into an
integrative-eclectic therapist. So, I'm comfortalgaving everything as written. Thanks
again for inviting me to be part of your dissedatstudy. | hope your defense goes
well! If you have time, I'd enjoy hearing aboutuyalefense and your plans for the
future. Cordially,” [Therapist D].

Of note, the “comments and edits” Therapist D notede related to pointing out
sections he particularly agreed with, as well aslki pointing out places where there

were typos and other minor errors.
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CHAPTER FOUR: INTRA-CASE ANALYSES RESULTS

The “how” of treatment selection has much to ddwiite “who” of the therapist.
Decision processes were situated both within thstsipnternal (or internalized) and external
contexts. And while the image of ‘internal’ versasternal’ contexts is almost certainly an
oversimplification, it is useful here to convey hive “contexts” of treatment selection decisions
were understood to be more than external aspegiacé, time, and physical setting (although
these are certainly important). Analyses indicdked treatment selection decisions were also
internally situated in the contexts of therapists’ basic mgions and core values about therapy.
These assumptions and values, in turn, were fusihexted within the person of the therapist,
including his or her training, practice, and lifgperiences to date. Therapists explained how they
integrated their core approaches to therapy, viiise therapeutic relationship, and specific
intervention tools to address clients’ concerns.

At the next level, the person of the therapist himherself was also situated in
“external” contexts of environment, professiontdig, and culture (although these of course
interact with and shape the “internal” contextsdssed above). Each case begins with a
description of that participant’s practice settiagd physical environment. Identifying details
have been omitted to protect confidentiality, bbave included other details that give a sense of
what it was like interpersonally to be in the rowith each individual. These descriptions also
introduce the social context of the therapist mtble of participant in the present study. Further
in many cases there were enlightening parallelsdxest the interpersonal processes occurring in
the research interviews, and therapists’ descnptf their approaches to treatment. This
experiential context provided another layer of infation to aid in understanding participants’

meanings.
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Here, below, | include a table to display the tigh{dates) of interviews with each

participant. In this timeline table, | also highiighe occurrence of substantive (other than

scheduling or routine exchange of transcripts fember-checking) extra-interview contact with

participants (labeled “Contact”). Whenever impottanich timing issues are elaborated in detail

within each case.

Table 2. Timeline of interviews and other substantiontacts with participants

Therapist Contact Interview 1  Contact  [nterview 2 Contact Interview 3 Contact
A Email: 5/28/10 Email: 6/16/10 1/27/11 Email:
5/23/10 5/29/10 11/7/12
B Email: 6/9/10 Email: (Withdrew) (Withdrew) Email:
5/25/10 8/24/10 10/27/12;
11/4/12
C 10/8/10 12/15/10 12/21/10
D) 12/14/10 12/21/10 2/7/111 Email:
7/26/11;
11/4/12
E 6/24/11 7/13/11 7/27/11

As shown in Table 2, (and discussed earlier inp@a3) Therapist B consented to

participate, and completed one of the three ingsvgibefore he withdrew from the remainder of

the study. He did, however, give permission fortmaclude his responses from that first

interview in my analysis. Because | was unableotmglete the full in-depth interview series

with Therapist B, | made the decision to analyzerbgponses (in the same manner as other

participants’) but not to present these in a sépawaitten case analysis. Rather, with the goal of
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nonetheless still including Therapist B’s voicepmbined the Case Findings from his one

interview with all other participants’ Case Find#ngo that they contributed to the Merged
Findings and Assertions in the Cross Case Analyrsiglace of a full case analysis in this
chapter, | include a more circumscribed introductio Therapist B and his practice context. |
also discuss the circumstances around his withdra@ra the study. It is hoped that such
information will provide a basis for better undarsding his contributions as they appear in the
Cross-case analysis (in the following chapter).

The purpose of each Intra-case analysis was tage@description of that therapist’s
unique approach to treatment selection. In doirgy &nd in light of the discussion of contextual
situated-ness above, particular attention was diwdrow therapists discussed the connections
among various influences and contexts on theirsttatiprocesses. Because of the fluid ways
therapists described these connections, theiridaa®ntexts and decision processes were, at
times, both figure and ground. This state of thevdéd not lend itself to splitting analysis
discussion into sections of “pure” context or “@uprocess. Further, different aspects of self,
history, environment, and intellectual processeseweore or less salient in each case. Thus, to
best preserve and present the individuality andtsgieach case, analyses interweave these
elements in ways that were meant to best matcleqpiess therapists’ meanings (as opposed to,
for example, creating and adhering to a singlelt@gpuesentation structure to be used for each
case.)

Therapist A

To introduce Therapist A's approach to treatmefgci®n, | begin by describing my

introduction to Therapist A. This therapist (a warmnaorking in private practice) was the first

person to respond to my study recruitment lettehihdsight, my early interaction with her
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proved to be uniquely prescient. The concernsdaigel herapist A would later be echoed and

elaborated by other participants. Moreover, begigtine interviews in this way affected me as
the researcher. It quickly sensitized me to keyasdor this practitioner (and later others) and
(graciously) provided me with the opportunity tti@rlate my in-coming research stance and
commitment to open-minded inquiry. It is one th{atheit important) to explicate these
intentions in one’s opening chapter, or in formademic discussion. It was quite another to
share these ideas with participants themselvestcafee| the interpersonal reality of making
such statements directly to those whose experidngieshied to understand. Therapist A invited,
allowed, and challenged me to “go there” as a rebea

“Hayley, | have an interest in supporting therapgeaarch, and would like to be able to help
you in your study. | have a couple of concernssthjiy you are asking for a considerable
time investment. Do you plan to conduct interviewperson or by phone? What is your
time frame? Freeing up three clinical hours wowddalrhallenge for me. Secondly -- | at
least, and | believe many more seasoned practisamelonger think in terms of

"treatment selections.” We do what we deem to bst@ibective for each individual

without cognitively sorting through the possibledhnetical frameworks or intervention
options. Any analysis is ex post facto, and momea#ter of deconstructing what has
become a fluid, integrated process. Does this congzu?

Let me know what you think, [Therapist A]” (Persdemail communication, May 2010).

In response to Therapist A’'s email, | asked myskelésthis concern me? Below | provide my
response. | include this in its entirety, with theal of providing a sense of the interpersonal
context in which Therapist A and | began a researphrticipant relationship. This exchange
further highlights the practical and financial cexttin which interviews [and by extension, the

work and decision-making therapists described duttiose interviews] occurred. (E.g., Itis

indeed asking a lot for a clinician in private fgree to offer three hours of uncompensated time.)

“[Therapist A], Thanks so much for your messagel, your interest in the study. | was
excited to read your email because the issuesaiea about the fluid process used by
seasoned practitioners (versus what the literataife "treatment selection") are just what
I'm interested in exploring in this study. I'venoe across several "theories of treatment
selection” in the psychotherapy integration literatthat talk about therapy as a kind of a
priori decision-making process. But, no one knoiwkis is the way therapists do things in
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actual practice. More recently, it seems theresntzecall for research that goes beyond
guestionnaires testingsearchershypotheses about how things might work, and imkstea
focusing on qualitative studies of therapist'stfirand reflections. So, my goal is to ask
therapists about this topic in as open-ended aasgyossible. | think this would definitely
include getting feedback about different therapigtsvs on the accuracy of the concept of
"treatment selection” itself.

To respond to the second part of your concedgfinitely makes sense to me that
such moment-to-moment means of intervening are intugive and complex than can be
easily articulated post-hoc. The questions I'mragkvould require participants' after-the-
fact recall to try to re-construct what they doumally. Given that, what I'm hoping for is
to somehow make the implicit therapy processes mxpécit (in hindsight). This would
be very valuable not only for measuring the gapvben theory and practice, but also |
think for considering ways to train beginning thesés. Although | would be asking
therapists to explain intervention strategies tate likely not "selected” in advance, I'm
not concerned that this will be prohibitive to gtady. Even if it is not exact, my
assumption is that therapists' reflectivity woutualuable in the same way clients'
reflectivity is: To kind of look at one's intervéon patterns in therapy, and re-construct
why they might have made those choices that wagn éthe choices were not explicitly
premeditated. | also hope that the time betweanvigws, and the opportunity to re-read
one's own transcript could lead to additional fns and clarifications.

My plan is to conduct the interviews in persond &realize that this is asking for a
significant investment in time and logistics. | led reduce the burden on participants at
least somewhat by having a flexible timeframe, beithg available to meet when it is most
convenient for them (including early mornings, darthe work-day, evenings, weekdays
or weekends). For the location, | can meet anywtieaeis quiet and private, including a
participant's home, office, or a room on campus ltharange. My timeframe is to conduct
the interviews this summer, roughly between Jun@d: 1. They can be spaced as
frequently as one per week, or as far apart apenenonth. (And the time intervals
between each interview don't need to be equalyoOfse, participants are also free to end
their participation at any time during the intewiag or data analysis process, without
penalty.

Again, | appreciate your interest, and I'd be lyaigpprovide any other information |
can. I've also attached a copy of the study corfeemt for some additional detail. If you
are willing, and it's possible given the time conmant, | would be very excited to be able
to talk with you about your experiences as a ptiagcer in the study.

Thank you, Hayley” (Personal email communicatioray\2010).

| admit | was somewhat surprised, but quite gratfa excited for her response:

“Hayley, Well put! I'm in. I love process reseaitg surprise :) ). I'll consult my schedule
and offer you a few options. | think it would besb& meet in my office, to give you the
real life setting. | am right by [identifying delsiomitted] hopefully not too out of the way
for you. Do you need your consent form signed waade, or can we do that when we
meet? [Therapist A]” (Personal email communicatidiay 2010).

At the time of the interviews, Therapist A was wiagkfull-time in private practice (with
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one other therapist) and had been a licensed Plggisiofor approximately 15 years. We met to

conduct the interviews at her office. Due to hesybpractice, interviews with Therapist A were
scheduled when a client cancellation coincided withavailability. Therapist A would email me
as soon as she was aware of an open hour, andptaddhe time when my schedule allowed.
As with all participants, the second factor thatedmined our meeting times was my ability to
complete the transcription of the prior interviemd send it to the participant for review before
meeting for the next interview. Scheduling in timanner, the first two interviews took place 3
weeks apart. The third interview, however, wasaoohpleted until seven months later due to
repeated scheduling incompatibilities (see Table 2)

Of note, prior to my interviews with Therapist Awvas made aware (by Therapist B, who
had been independently recruited) that B and Admadken with each other about participating in
this study. (To clarify, one therapist was not éreéd” by the other to participate--1 had
separately mailed each a recruitment letter.) Hanehvalso learned from Therapist B that he
would not have considered volunteering for thiglgtifi Therapist A had not shared the above
email exchange with him (as he had initially shasiedilar concerns). This is further discussed
in the section on Therapist B in this chapter. Dgimny interviews with both therapists, they
were aware that | “knew” they knew each other. @pest A spontaneously stated that she
planned to make a point of not continuing to spsdk Therapist B about her or his
participation so that she did not “influence” eitloé their responses.

The fact of these participants having discussesistudy together speaks to the
professional context in which the intervieweesdiand worked. Participants were recruited
from a relatively small city. Moreover, it is ingsting that these colleagues consulted one

another around the decision to volunteer for thisys Therapist A shared additional information
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(not present in my initial mailings) that influemc&herapist B’s decision to volunteer. Similarly,

in the course of the interviews, Therapist A repdithat she also uses consultation with
colleagues as a way to assess and tune her tré¢atewsions.

While the researcher/participant relationship isairse quite different from a
therapeutic relationship, | nonetheless had an wppidy to experience her style in this different
“helping” context: her assisting me by sharing kmowledge via participating in the present
research. This in-person interaction allowed farthar source of contextual information,
especially as this clinician defined her approactreéatment selection primarily in relational
terms. | experienced Therapist A as warm and erasitis, with a very present, closely engaged
energy. She was quick to use humor, and to comratenier ideas with verbal fluency and
animated, expressive gestures. The notatilmughed/both laughing occurred frequently
throughout our transcripts. Her attentiveness aedigion with words gave a sense that she did
not miss much-- leaving me, as the researcher, ttimpression of being both taken seriously
and also slightly scrutinized (for example, wherEpist A made a humorous comment after |
inadvertently misused a term). Comfortable andrimf, Therapist A slipped off her shoes at
one point during the second interview (and theticmmy me notice this, promptly clarified this
was not something she would do in session witheat}l Therapist A's approach to the research
interview process was supportive, engaged and geseln addition to completing the
interviews, she invested additional time to revimw transcripts, consult prior case notes, and
even initiate email communication to clarify or exyl upon points made in the interviews. She
was further one of the three participants who piegtifeedback after reading the results chapters
(see Data Verification section in Chapter 2).

Therapist A described a somewhat non-traditiondleaiectic educational background.
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She had earned a BA in the humanities, and a gradiegree related to the arts before she

pursued a Ph.D. in Counseling Psychology. She rtbtecdcher early training still impacts her
approach to treatment, but there was also a grasdlition over time. She described having
broad training in multiple theoretical orientatiansan academic environment that did not favor
any one approach, and she learned about diffdnenties from different faculty in her program.
Therapist A noted that during coursework and tragjnshe was not taught about approaches to
integration in any formal way. Instead she learaledut combining approaches in practica from
supervisors, and found that linking theory to pacteally only began coming together for her
on internship. She explained that early in her firacshe was somewhat concerned about not
following a single approach, but over time and egpee saw drawing from different theories
“as a sign of integration versus ignorance” (A/D435).

Therapist A was unique among participants in heusoon longer-term therapy. She
reported that many of her clients’ goals were adop@rsonality change, or “reaching a new base
line” of functioning, in addition to symptom rediai. Thus, she estimated that 18-24 months of
weekly therapy was not an unusual time course dosyng this type of goal. Further, she
observed, “I never terminate.” Rather, she desdribewing the therapy relationship as on
going, such that clients often returned to theraipyarious stages in their lives to address
problems at new levels. Her approach to treatniecityding the importance of “knowing the
client well” over time, can be understood in ligiithis long-term therapy context.

Participant A was remarkable for another reasothanhthroughout the course of the
interviews, she re-interpreted her view of her apph to clinical decision-making. Or, perhaps
more accurately, while discussing and reflectindgnenapproach, Therapist A ‘uncovered’ or

‘rediscovered’ additional nuances and basic teofelt®r practice that had become automatic
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over time. Below | provide a four-part descriptioinTherapist A's unique approach to treatment

selection, based upon all information gatheredhfftbe interviews, as well as from between-
interview communications). Again, this therapisi dot present these details all at once. Instead,
they gradually emerged from the collaborative wiar process. The specific processes of
‘uncovering’ will be discussed in more detail beJdowt it is roughly the case that points one and
two were the most readily available to be descrimgdherapist A, and points three and four
were articulated later in the course of the threéerview process.

Point one:Generally, clinical decisions are experienced asraconscious process. Early
in the interview process, Therapist A expressedenrs that my research question itself--how
therapists make treatment selection decisions-atoed an inaccurate assumption: namely, that
therapists engage in explicit, conscious, a praryctured decision-making. She expressed
skepticism that she practiced anything that coeldddled “treatment selection.” In hindsight,
this early exchange seems to have gotten to thert'béthe matter” (to borrow a phrase from
another participant, Therapist D, whom | would matgr). Namely, the purpose of my study: to
understand how therapists select treatments, aethehthis corresponds with the assumptions
contained in the literature. Other participantsregped similar concerns, and provided corrective
feedback when terminology from the literature diod match with their own experiences, but
none as immediately as Therapist A. Later, shéaéuréxplained, “It really does feel like trying
to put a taxonomy on something that is--that iflwd” (A/3/74-75).

Point two.“Treatment selection” is more accurately understabtelationship selection.”
The therapeutic relationship is the most impor&eient of change. Therapist A described how
this might look in practice for her:

“Subjectively, the way | experience treatment sidechas much more to do with, where
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do | position myself, in relation to my patientdibesn’t have to do so much with, should |
offer them some cognitive strategies to, you kndegl with anxiety, do we need to learn
some relaxation techniques, do we need to refds ypae know, to the corrective emotional
experience. You know, it's not like that. It's meim | supporting and going with, am |
challenging and being a force to push against,,gmou know, what am I--what am | trying
to accomplish in that moment of the interactiont te try to have someone feel they are
being understood? Is it to bring into their awassngomething that I'm seeing that they’re
not seeing? Is it to...illuminate historical factdisit are currently at play, but again not
acknowledged? ...And | guess I think of it being vemych in the moment. | mean,
ideally, when we talk about treatment selectiomatilld be--seems to be more like, you
have a vitamin C deficiency, ergo you should béngkitamin C every 4 hours for the
next 10 days. Right, but I think that the fluidityre end--the goal is much less concrete in
therapy. It is to diminish distress and to enh&noetioning and life satisfaction, but
there’s not a chemical profile we can offer thategi us that. So it's the ever-ongoing effort
to figure out what works for each person” (A/3/9E61L

This focus on the relationship is very consisteitih Viherapist A's core theoretical approaches,
as her “thinking was definitely formed around psydynamic ideas” (A/1/102). She conveyed
facets of a relational focus through her directesteents and more inferentially via her case
example. However, she stated, “I don’t identify mwwye with a [one] school of theoretical
thinking” (A/1/116), and is thus I/E instead of Eegdynamic in orientation.
“I've always been more dynamically oriented, and hay love affair with self-psychology
and Kohut...went through that whole thing...my inteiipskas very strongly around the
self-psychology, object relations and dynamic baockgd. So that's always been a better
fit for me than the other, really clearly cognitivehavioral, or solution focused, or systems
--those other schools of thought” (A/1/48-58).
“In very broad strokes...we are profoundly influendsdour original relationships in
family of origin, and they often create unconscipagterns of relating to ourselves and
others which tend to be reconstructed and repehtedgh life unless you figure out what
you're doing and do something to change it. | velim the unconscious...a defining
element” (A/1/102-107).
She described a focus on both past and present etto@sing interventions, as both historical
perspectives and a client’s current functioningiamgortant. “It's like these parallel tracks that

you refer back to all the time in therapy. Sorittd like a sequence-- you start with the family of

origin, and then you move into the present-- itsdiework like that. You've got to do both at
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the same time” (A/1/ 153-155). She also notesdbeaently her approach includes existential

and developmental lenses, which she began usiagitaher practice. In combining these
elements, her relational focus seems to operdteeisontext and awareness of time: she
considers clients’ pasts, their developmental pathstage, ways their conscious and
unconscious thoughts/feelings impact present fanttg, and their fears/hopes about the future:

“I'm much, much more heavily influenced by exisiahthinking now then | ever was as a

student. Probably because I'm growing up and mosingg in my lifespan, but | think

that the influence that mortality has on each osusimediate and profound, and runs

through everything that we struggle with. And thaty much informs the way | approach

and understand the challenges that people walkthi (A/1/111-116).

“Let’s just talk about Erickson. | have a very sigadevelopmental perspective that runs

through the life span. And | have very clear idalasut how that may influence the way

that people relate to whatever it is that bringsthere, because it’'s going to be different
for you, than it would be for a 60 year-old man whight be experiencing very similar
symptoms...so that is one thing that comes into nmkihg” (A/1/126-131).

Point 3.In addition to the truth of relationship selectitimre is a bit of treatment selection
as technique selection. But, these techniquesfilealy from a storehouse built on knowledge of
techniques, and theoretical orientations, and ppéead based on “feeling it’s right to do so”.
There is conflict between I/E and the medical model

Point 4.As opposed to the above, intervention selectios ‘gedre clunky,” or more
explicit when there are impasses in therapy. Ther&moted that in general, impasses are most
likely linked to problems in the therapeutic redauship. These problems may at times be caused
by problems with therapist discomfort (i.e. notsting self, not connecting to the client, not
‘trusting the process’.) At times of impasse, TipsbA explained that she may find herself
going back to a “formal assessment process” fazhbout how to proceed: “And certainly I'm

aware that my sense of confidence in the procedsen | have a dip in confidence in my own

process is when I'm more likely to refer back taghosis, symptom checking, a more technical
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treatment selection thought process” (A/3/56-59)addition to being a sign that there is an

impasse in therapy, for Therapist A, looking exilijdoward theory or techniques was also
diagnostic of the state of the relationship. Thatfithe relationship were doing the work of
therapy as usual, there would be no need to stepfaliat stream of more intuitive, relational
intervening in order to reassess:
“The more comfortable | am with a particular clietite less likely it is that any sort of
formal theoretical thought will cross my mind. Whan scrambling--and it still happens
[laughg you know, 20 years later! That’s when I'll softrevert, | would almost say
regress back to, like, OK, let’s think about tligerms of, what would Kohut say? Or what
would Kernberg say? Or what would--what's the bébral guy’s name...what would Ellis
say? It's almost a way that | monitor my own corhfevel or my own level of confidence
or certainty with an individual (A/1/162-173)...[seaklines, discusses another issue]...If
I’'m less comfortable and I'm thinking theory, whiaineans to me is that | haven'’t
connected deeply enough with the person to hawetaitive understanding of where we
are” (A/1/213-215).

As mentioned above, Therapist A revised her naeatround treatment selection over
the course of the three research interviews--a sbifsistent with epistemologies that say
knowledge (even about oneself) is socially conséaicl explain this with the help of a narrative
or story metaphor: Whereas initially the main “plot therapist A's narrative was one of “non-
conscious relationship selection,” through the eigoee of talking about her decision-making
processes she identified an additional counter-fiat technique and theory played a larger
more explicit role than first thought. Specifigallherapist A found herself “surprised” by the
degree of “technical” processes and formal asse#stingt her work includes. Ultimately, there
were two points in her process where she identdieabre technical and explicit treatment
selection process: at the initial intake and assest, and at times of impasse when the

relationship seemed to falter.

In the course of the interviews, and particularlyenw she reviewed progress notes in
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preparation for the second interview, Therapistdafized” that she draws significantly from her

training in order to do a clinical diagnostic intew as part of getting to know the client prior to

deciding how to intervene. To illustrate, thismemt of transcript is from early in the second

interview. | (“H” below) had asked Therapist A testribe a case in which she used her “usual”

approach to treatment selection, and she had @mepar the interview by reviewing case notes:

A: “Then | started thinking about--1 was readinge®of the person I’'m going to talk
about. | was quite struck by how technical theyeaver

H: The notes were technical?

A: Um hmm, yeah. And | was realizing that my int&tip was an inpatient psychiatric
hospital and we got very rigorous training in dopsychiatric diagnostic interviews.
Which | was really good at--1 loved doing them,ytlveere so much fun. We had an hour
and you had to suss-out the whole story and thereagp with a diagnosis. It wasn't a
structured interview in the sense that you askdbesstion, then that question, then that
guestion, but it was very sharply laid-out areamqtiiry that you have to cover in that
time period. And | remember using the word ‘quatsanith you?

H: Quadrants, yeah, um hmm.

A: And | wasn'’t thinking in those terms. But asbtight about it | realized that in my
first interview with most people---hell if | dondo a psychiatric interviewldgughg

H: [Laugh$ Yeah?

A: Diagnostic interview. And | don’t structure iyt | get there. You know, it's

everything, from presenting problem, history ofreat illness, previous treatment,
medical issues, financial issues, criminal isssebstance abuse issues, family condition,
umm...what am | missing...depression--I mean, moodnitiog, affect, physical illness-

-it's the whole--you have to do this whole kindgdbbal assessment right at the very
beginning so you kind of know...something about wbé&bcus on.

H: Um hmm.

A: So | find that very interesting because I've héalking to you so much about
‘intuition’ and ‘relationship.’

H: Yes!

A: And sort of, non-technical approaches and yats-very non-technical approach is--
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has this under-girding of very technical, clinigdibcused, diagnostic thinking. Which
surprised me. | never would have said that” (A/2984.

Therapist A went on to discuss how the technicainents integrate with, and lay the
groundwork for other elements of therapy.
“I think what that [technical under-girding] doesii gives me a sense of orientation.

About--in global terms, where to focus my attentidBut | do take that opportunity to
put it into this--very formalized, well-honed, kied framework that | was given by

training. And | think that that structure gives the sense of freedom and confidence to

abandon it, as | get deeper into the relation®geause | do believe, with both my
emotional--my intuitive--and my intelligence, thais the relationship that is the active
ingredient in psychotherapy. And you have to get ptace here you can trust the
relationship.” (A/2/99-121).
Explicit consideration of theoretical conceptudiiaa was also identified as integral during
moments of impasse, as Therapist A clarified tamreefollow-up email after the second

interview:

“Just a couple of follow up thoughts | wanted bau®, before I lose them. When |
was talking about [the client in the case examplsdussed in the second interview] |

distracted myself, and am not sure | ever artieddhe point, which was that in the face of

uncertainty about progress, | find myself more promretreating into “theoretical
thinking” both in terms of a theoretical framewahat | can organize the clinical material
around and in terms of treatment selection, i.eM& maybe he needs cognitive
behavioral therapy to rid himself of those peskational thoughts.” What seems
important to me is that this is in fact a distagcirom what | know to be the most

powerful therapeutic intervention, i.e. staying @ged in the relationship and working with

what that is like. | do believe that in the intdrac there is a counter pull between

intellectual conceptualization and engagement. &essity, the former includes a measure

of objectification and movement toward a more maidstyle of thinking.
That being said, | also need to mention that Ehawerked with many individuals
with severe psychiatric illnesses — not in priatactice —and that when you enter the

realm of psychosis, severe personality disordersrganic material everything | have said

to you is moot. Likely, [my client who wore alumimufoil to a session] was psychotic.
Sullivan, of course, would say that we are jusaidfiof craziness, and I'm not certain
whether the issue is that the approach | take woeloheffective (I believe this) or that |
just don’t want to enter that world sufficientlybe of use (I know this.)” (Email
communication, Therapist A, May 2010).

During the final interview, Therapist A initiateddéscussion of an interesting parallel
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between our research interactions and “what hapipath&rapy” related to why it was at times

difficult to articulate her processes around inggtimg. We agreed there was a sense that we were
jointly immersed in the interaction, even--or pgrh@&specially--at times when disconnections in
explicit, verbal meaning occurred:

A: “It was interesting to see--there were timesum conversations when | thought we
both knew exactly what we were talking about, asally understood each other, and on
paper, it was completely incomprehensible?! Did laue that experience?

H: Yes, | totally did! [aughs]
A: [laughing

H: | was looking at [some sections] thinking, okt ine try to re-create this-- [but] at the
time it did seem to make perfect sense.

A: It made perfect sense! And | looked at soméhoke things and it’s likarjakes
confused facial expressipn

H: Yeah, like, what the hell is that?

A: So that was interesting... it makes me think alibat--words and sound are such a
limited information source? Because there’s a fatisual stuff that goes on, and there’s
a lot of common thinking that you can't hear. Ardits sort of like, that's exactly what
happens in therapy. To some extent, there are piphb@se moments where there is an
experience of understanding, but it doesn’t contaretin words that would be
recorded.” (A/3/465-484).

Earlier in this interview, Therapist A had elabexhbn this challenge of putting the therapy
process into words:

“That’s why it's hard to talk about. Because hopigfwe’re using so many more of our
capacities than just cognition, and those are karg to articulate, as in any relationship.
And the challenge is to take that, and not havadermine the verity of this--it is, it is a-
-it is not a mushy process. | mean, it is andntig’he components of it are ambiguous,
they bleed into each other, they're hard to definey’re hard to name exactly when
they're happening, but the overall construct igeuiell defined, and you can
measurably see movement from it” (A/3/219-228).

Therapist B

While he chose to withdraw from study participatadter the first interview, Therapist B
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nonetheless provided important insights about #&ision-making that | included (and gave

equal weight in relation to insights from othertgapants) when analyzing data for the Cross-
case analysis. In this section, | provide an inicidn to Therapist B and his philosophy related
to psychotherapy. Next, digressing slightly frora fbcus on this case alone, | examine how my
timeline of interviews impacted my approach to th&pecifically, | discuss factors that
influenced my thinking and interview style as ae@sher between meetings with Therapists A
and B. Finally, | relate the circumstances undeictvitherapist B withdrew from the study, and
his reasons for doing so.

Therapist B was a colleague of Therapist A (asudised above, in the Intra-case analysis
for Therapist A). When responding to my recruitmiettier via email, he disclosed their
connection, and explained that he had spoken wtlabout our (A's and my) initial email
exchange. Therapist B indicated he had had similacerns about participating in a study on
“treatment selection” and was not planning to pgyéte until he happened talk with Therapist A
about it:

“l received your request to participate in youre@sh and initially chose not to respond

because my approach to doing therapy is predicateddeeply held belief that how we

help (when we do) requires responsiveness to eaividual's unique story. | regard the

"science"” of psychotherapy as a useful but not @nynguide to how | practice. [Therapist

A, identifying details omitted] mentioned that hagiexchanged ideas with you, she

believes you are open-minded to this "alternataygiroach. | write as one who values

the education | received; what | have learned froynpatients and my supervisees in

[academic department] before that discipline wéegaged to biochemical manipulation

almost to the exclusion of therapy and the therapeelationship. FYI, | have been

influenced by books like Yalom's "Gift of Therapgfid James Gustafson's "Self-Delight
in a Harsh World." All of which is to say that | wiol be delighted to participate in your
research if it can usefully include someone withbmgfly sketched approach. Best

regards, [Therapist B]” (Personal email communaigtiMay 2010).

We agreed to meet at his office for the first (amdntually only) interview in early June 2010

(see Table 2).
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Here, before further introducing Therapist B’s @xttand approach, | digress to describe

how my thinking as a researcher shifted at thisifpoi time: between completing two meetings
with Therapist A, and planning to begin meetingwiherapist B. In planning for study
interviews, | had decided to allow for a combinataf bringing topic areas to ask about, and an
intention to follow participants’ lead. This occedrboth within participants (i.e. asking follow-
up questions to explore areas therapists introduaed between participants (adding new
guestions or topic areas to my original list togmially--but not necessarily--ask other
participants). Because of this approach, time @uér of participant meetings relative to one
another) became an important part of the landschjpeerviews.

Specifically, | added a new, unusually pointed goesto my interview with Therapist B
that | had not originally planned to ask in thisywand had not explicitly asked Therapist A. But
based upon my conversations with her, | believeday be useful to more closely pin-point this
area with other participants: Therapist A was cthat the term “treatment selection” was not a
good fit for her experience intervening in theraggy it implied a rather explicit, didactic process.
But after meetings with her, | was not, at thatetjreure that | had been able to ‘nail down’ what
shewasdoing. Where were the tidy variables and if-thentmgencies? | found | couldn’t see
the trees for the forest. Later looking back frdma perspective of completing the study, |
realized that this was because for Therapist Adeersions were tightly intertwined with her
context (e.g. the therapeutic relationship, heiefgebbout what is helpful, her use of self and all
the experiences that have shaped her). But of epwfsat she “was doing” was there. It would
just take time during the analysis process (whiels wot complete at this point) to identify what
the influences were, and how these did form a @aatigrattern (as described above in Therapist

A’s analysis).
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Again with the benefit of time, | can further idépta (perhaps ironic) parallel process

between the decision-process Therapist A desctibete, and my own decision-process at that
time about how best to proceed with the intervielvgerapist A had described that when she
begins to ‘doubt the process’ of therapy, or feeteranxious about progress, she might “retreat”
into more formal, explicit conceptualization andessment. Similarly, | as the researcher began,
at this early point, to ‘doubt the process’ of gsopen-ended, participant-guided discussion to
answer my research question. Thus, | “retreatett’ fieeling a need to be more explicit, more
concrete with some questions. It seemed that psrRlaerapist A’s initial comment: “| at least,
and | believe many more seasoned practitionersmgel think in terms of ‘treatment

selections,” might, in fact “concern” me.

Therapist B’s initial email to me (above), whichpesssed a similar theme about having
an “alternative approach” to therapy, led me to derif | may face a similar challenge to
exploring and understanding his work. Becauseisf‘ttoncern,” | chose to explicitly ask him
about his approach in contrast to a definitiontagdtment selection” from the literature. My
goal was to explore and better understand whemidjlet place his own experience with
‘knowing how to intervene’ in relation to this cangt. Did any aspects overlap? What term(s)
or process description might he use instead? Ahdidre to take this more structured approach
to a question, | wanted to transparently presemstiurce of my starting-point toward
understanding “treatment selection” (a review @ literature). To do this, | brought a definition
to our meeting, read it out loud, and explicitiked Therapist B for feedback and any reactions
to this material:

“Treatment selection, | would go back to the notgain, of, it starts for me with the

person--the interpersonal selection process. Wdmetin--I'm being redundant here--has
to do with the foundation. And the foundation a=¢ it is whether there are enough



grounds for common understanding between me angefs®n with whom I'm W(?r6king”

(B/1/303-307).

Of course, this question change still occurredaas g a predominantly ‘free-flowing’
interview conversation. And Therapist B's comménattt “I'm being redundant here” led me to
realize that we had already been addressing teseges throughout the interview, so perhaps |
could ‘trust the process’ and still reach the im@ot points. This increased my assurance in “the
process” and allowed me to better focus on lisggmiecording, and understanding whatever it
was that participants expressed about treatmesttgmh. This helped me to have greater
confidence in my approach when working with futpegticipants as well, and feeling less
internal pressure to somehow find simple (or eas#lycribed) answers to research questions.
The important task was again to elucidate thesetipnag I/E therapists’ views and approaches
to decision-making processes, however complex estr@mbedded, or therapists-specific these
might be.

Returning to an introduction of Therapist B, he wasking full time (30-35 direct
psychotherapy hours per week) in a private praetitie one other therapist, and was 25 years
post-licensure at the time of the interview. He wWeesparticipant with the most years of
psychotherapy experience, and, as such, was tthesafrom his Ph.D. training. | experienced
Therapist B as sincere and welcoming, but withanit itmaking attempts to control our
interaction. Thus, while | was the one visiting practice space, he fully allowed me to structure
and lead the “frame” of our interview. At the satimee, he appeared comfortable with freely
articulating the “content” of the interview (as tikerviewee) and leading us into different or
new areas he believed were relevant to the topioi@ hand, feeling the responsibility to lead

the interaction in another professional’s spadeafdlit uncomfortable at first, as if | might have
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‘enough rope to hang myself with’ in terms of pdialhy being awkward with timing or space

(e.g. my coordinating where to have each of usrstying furniture to place the recorder in the
best spot in relation our seating arrangement). &at soon into the interaction, | realized that |
did not feel any judgment from Therapist B, whettines (any awkwardness on my part) had
been the case or not. | imagined that his clienghthexperience an interaction with him
similarly-- that is, with Therapist B initially puiding a great deal of autonomy and freedom in
the structuring of sessions, a client feeling samdety about “doing therapy right” with so
much freedom, but then having the realization thate was, in fact, not any one “right” way.
Instead, Therapist B’s style would be to meet flentin whatever way he or she began.

After this interview, and especially while trangdng it, | thought that the way Therapist
B referred to his clients--consistently not asénlis” or “patients” but as [various grammatical
constructions of] “the person with whom I'm workirgvas unusual. Transcribing this phrase
from the interview again and again made it quiteesito me, in a way | had not fully noticed
during the interview itself. The close interactwith it (typing word by word) allowed me to
note its consistency, and to consider the mearangamplications of this deliberate linguistic
choice for Therapist B. It seemed to be quite refpk collaborative, and very much in line with
his philosophy of not pathologizing individualsraedicalizing therapy. Therapist B had not
sacrificed accurate connotation for quick reference

He explained that prior to earning his degree ini€l Psychology, he “took a rather
circuitous path” (B/1/17) to the field. This patdlhim through 5 universities in two countries,
and nearly led him to earn a Ph.D. in a differggitf(humanities) before, “I was working on
[that humanities] Ph.D. and feeling lost, and aéyusbmeone with whom | was connected

suggested to me that | would be good as a psycisti¢§/1/32-34).
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Therapist B described the population he currentiyked with as “Very diverse. Diverse

in terms of socioeconomic class, diverse to a detirat [current city] allows in terms of race,
diverse in terms of age. | don’t work much withldhen. | like children, but [mainly | work

with] adolescents to the elderly” (B/1/66-69). Herently provided both individual and couples
therapy. Prior to his current setting, he had wdrikean inpatient facility, an outpatient clinic,
and a nursing home. He further described his sobpeactice:

“I'm largely a generalist in the sense that--itgget something we may get to in a more--

you may get to in a more focused way, and thdtasltreally am interested in meeting

people on an individual basis, rather than trymgpok at them in terms of diagnostic
categories” (B/1/84-87)... “To the extent that | sy that | have any kind of particular
area of work, it would be, | suppose, with peopleovihave experienced trauma. But, |
wouldn’t want to emphasize that to the exclusiomekting people wherever they are”

(B/1/92-95).

After the first interview (and having time to trani®e it to send to him for
correction/addendums) | contacted him again by eomajuly 15. He replied and let me know
that he would be away on vacation for approximaselyeeks, and would be in touch again after
that to schedule the second interview. After harretd, he emailed me to explain that he had
chosen to withdraw from the study based upon hiwictions that even with the alteration of
identifying details, he did not feel comfortablsalissing a case without that client’s permission
to do so. (As a reminder to readers, the struatitbe second in-depth interview was for
participants to ‘walk me through’ their treatmeatextion processes in a recently terminated, de-
identified case.) He wrote:

“Hayley, | apologize for not being in touch soonidnave struggled with my feelings

about participating in the second part of your aesie. | do not feel | can "disguise" a

case without altering the whole. | also have restgons about confidentiality. Whether

disguised or not, | personally would want a releafseformation from my client letting
him/her know what | was doing and getting writtearmission. This reflects my personal

feeling, not some moral judgment about how othebsipusly including you) regard this
matter...[potentially identifying details omitted]choose not to go against my



sentiments in this instance and regret that | didtimnk and "feel" it through at tr?eg

outset. | wish you and your research well. Withtlbegards, [Therapist B]”

(Personal email communication, August 2010).

In addition to the above, Therapist B also offesguersonal perspective on his decision. He
indicated that in his own life experience, he hadeobeen in therapy with a therapist who
wished to reference material from Therapist B'atimeent in a book. While this therapist
indicated the material would certainly be alter@gotect confidentiality, Therapist B was still
informed in advance, asked for his written consand, directly given the option to decline
permission for his material to be included. Thispezially having been on ‘the other side’ of
this situation, (and presumably, feeling what tieed meant to him in the context of that
therapeutic relationship), he had a strong commmitrteprovide the same option for his own
client(s).

Therapist B did not happen to ask me about theilpibgsof taking additional time to
seek such consent and permission from a curraaritcknd | did not suggest that possibility. In
my reply to his email, | instead offered furtheardication regarding my expectations for the
purpose of the second interview (i.e. to focushmntherapists’ processes and not on the client’s
specific details), and highlighted that | would betincluding the full transcripts in the final
manuscript, but rather would seek to identify intpot themes about the therapist’s work from
our conversation about the specific case. | alsiewhat | wished to ensure/ask if | still had his
permission to include the data from our first intew. He replied, and confirmed that
permission. He further noted that he felt the prioives and second interview goals | had
reiterated were indeed clear, but did not altedeisision to withdraw. He again wished me the

best with the research, and expressed his lackyohagative judgment about the process or

ethicality of the research study as a whole.



90
His decision to withdraw due to the concerns hetrorad does appear to be consistent

with his emphasis on the importance of trust inttlerapy relationship, and creating a
therapeutic atmosphere in which transparency cdn-beectional--the client can feel free to
discuss issues within the relationship as theyasrd the therapist can earn this trust with his
openness towards hearing and understanding the, died explaining what it is he’s “doing”. It
would appear to follow that transparency in othegyegts (such as how the therapist may be
“using” the client’s material) would also contrileuio that prerequisite trust. Of course, all
participants noted trust as a crucial aspect obfheas well, but knowing this focus may help to
make sense of Therapist B’s particular concernratddhis aspect of confidentiality:

“When | meet a person for the first time, | dorssame they are going to trust me, in fact

| will say, often explicitly to people with whomnhi working, that | think trust is a gift. It

isn’'t something that comes about because | happbave degrees on the wall, because

I’'m a human being before I'm a therapist. And | aawledge that with them. So | keep

coming back to the relationship. If there isn’ttthkend of fundamental sense that there is

a sufficient understanding on my part, and a swffictrustworthiness, that the person

with whom I'm working feels, then it's not going ¢m anywhere regardless of what

technique | use” (B/1/242-249)... “So, it's importahat there be, | think, an atmosphere
created with respect not only to a person tellirsgoay about their lives or what their
concerns are, their immediate concerns, outsia¢hat is going on between me and the
person with whom I’'m working--but also to createsamosphere (without emphasizing it
or allowing it to dominate) but to at least makeld@ar in one way or the other, that
included in the work should be the freedom to de &dbshare in what’s going on
between me and the person with whom I'm working/1{B16-322).

Certainly, reasons for any action can also be piyltetermined, and it is possible that
factors in addition to those Therapist B disclosed/ have influenced his decision to withdraw
from the study. To understand if he might haveedédtl from other therapists who remained in
the study in significant ways (which may have citmited to his decision) comparisons among

participants could be explored. In terms of demplgi@situational characteristics and

therapeutic orientation issues in comparison termplarticipants, Therapist B had much in
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common with them: he shared a non-direct routéudysng psychology, worked full-time as a

clinician, had a generalist practice and workedhwitvide range of clients, and wished to
emphasize connecting with clients as unique indi&isl. Also like other participants, he
expressed disagreement with a strict approachyichpgherapy research’s application to
practice, and use of manualized Empirically Supggbiiireatments. Also like (nearly all) other
participants (as discussed in the Cross-case asjahesnoted the feeling that practicing from an
Eclectic orientation was looked down upon by thefggsion more generally. He noted that
Eclecticism might be seen in such ways as, “notAkng what one is doing...being haphazard in
conceptualization...being sloppy” (B/1/156-157). etlier noted, in another context within the
interview, that

“[Eclectic orientations] can sound thoughtless...h'dldike to think of myself as
thoughtless Hughg. | have a vested interest iHgyley laughknot thinking of myself as
thoughtless. But | don’t want to think that to beuaghtful, even in a conceptual sense,
necessarily requires thinking in terms of diagrosétegories of approach to treatment,
any more than | would think in terms of needingt a diagnostic label on someone in
order to understand them” (B/1/370-380).

In a similar vein, near the end of the first infewv, he stated,

“So, itisn’t like outcome is disregarded, or ireelevant, but how we arrive at--I think
this whole notion of evidence-based therapy, od@vte-based therapy outcome, is really
an effort to out-strip ourselves with respect taatwve are capable of measuring. Now
that, again, can lapse into--the counter to thatédl, that’s irresponsible, you know.
You're not being aware of what’s going on--and hdl@agree with that. | mean, | think
there are ways--first and foremost with the pensgh whom we’re working, again, gets
priority in terms of whether they feel that whag@ng on is meaningful to them. That’s
the first priority. But beyond that, | think thadrfthe therapist, that doesn’t mean to be
thoughtless about what’s going on. But it does ntearimportance of recognizing our
limitations. And | think it's dangerous to presurgeu know, that we have the tools to
measure outcomes with the precision that sometinves1 know, when we attempt to
measure it precisely--you know and of course thisgs in political aspects too--and
economic aspects in terms of insurance compangksaiorth and so on, | think we're
creating a pseudo-science in terms of what we haagable to us...So I think there is
pressure being put on therapists from outside ssuxcbe more precise than we can be.
And that becomes--it takes on a life of its owng &mere are rewards for doing it...but if
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its carried beyond what is possible, | think thielnas negative returns” (B/1/635-665).

Given this stance, it may be quite understanddialelieing asked by a researcher (me) to then
explicitly/precisely describe one’s decisions, amellogic behind them for a given case in
Interview two, one may see this as an impossibid (otentially dangerous--embarrassing;
harming one’s professional reputation if “expectadSwers were not given) task. If this were
the case (and I highlight here that | am specugadiout motives about which | did not directly
ask) perhaps it would be another reason for tlagafhist to have declined further participation in
the study.

On one hand, this appears plausible. On the otledt, Hirst, almost all other therapists
expressed very similar stances and thoughts, imgduears of being “outed” or misrepresented
as an I/E therapist, and yet continued to partieip&/hile it may be that because other therapists
were closer to their initial graduate training--ahdy may have felt that I/E was becoming more
accepted than when Therapist B was trained, arsldbisidered this “outing” concern to be less
of an issue--this still does not explain why Theésap would have continued to give permission
for his Interview one responses to be analyzeds(geremoving all participation). Second, given
Therapist B’s stated values around transparenisyhilpothesized reason may also be less
plausible. | would assume Therapist B would hawgpsy directly offered this (equally valid)
reason for withdrawing from the study. But, it Isapossible that that may have been viewed as
an inappropriately personal disclosure given theneaof our relationship as
researcher/participant and current level of rapgdrtis, while such speculation provides an
additional “outside” perspective on Therapist Bisharawal, it needs to be considered in light of
the other factors presented above.

Therapist B did later resume his participationhie final portion of the study, in terms of
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generously accepting my request (sent to all ppétits) to engage in member-checking of the

results. He read and provided feedback on botlntin@-case and Cross-case analyses, and noted
that he supported, and did not disagree with thdirigs (see Methodology chapter, Data
Verification section). And as noted, his insightsnh Interview one (along with other
participants’) are further discussed in the Crassecanalysis to illustrate the Assertions.
Therapist C

Therapist C was working full time in a universityunseling center, and at the time of the
interviews she had been a licensed psychologidi f@ars. She was the participant who was
earliest in her career, and (relatively) most rédgean training (having earned a Psy.D. degree in
Clinical Psychology). In her current job, she natieat agency factors, including a brief therapy
model and session limits were part of her decisimaking context.

She described having trained and worked in a waoksettings prior to beginning her
current position, and how these experiences shiageprofessional choices:

“| started my practicum at elementary schools agth bchools, so working primarily

with kids with learning disabilities and behaviopabblems. And then | realized | did not

want to work with kids piughg because really you have to work a lot with paseartd it

was very challenging to get them on the same p@gd713-15).
She also described having experience working veitbhigees and torture survivors, adults and
children with severe mental illness in an outpdtraental health center, in an emergency room,
an adolescent substance abuse program, and aremisatting before training at a college
counseling center. She described how those expesdad to her current setting:

“So, during my internship | chose a college coungetenter because | felt a little

drained from--all those intense experiences, amdnted to work with young adults. |

realized that I'd enjoyed the outpatient settirig-worked with a lot of students who

were kind of in their 20s, and | enjoyed that thesinAnd | wanted to work with a

population that's more highly functioning, so chaman be easily, maybe, you know,
seen, or we can work on a lot of things so theyergay their life in this important stage
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of their development. So | did that and | loved tlaad | really enjoyed the variety of

hats that | was able to wear outside being a th&rafdso a supervisor, interacting with

community, and just kind of doing outreach work| seally, really enjoyed that part of
my experience. So for post doc | decided to costittat experience” (C/1/40-53).
Therapist C had been at her current position fged's at the time of the interviews.

Throughout my interactions with Therapist C, | fdurer to be warm, and easy to feel
connected with due, in part, to her quality of chsimg transparency. Although professional,
respectful communication about clients was ceryginésent among all participants in this study,
| was particularly struck by the quality of resp#et Therapist C conveyed for her clients in the
ways she chose to speak about them.

Therapist C’s underlying philosophy of change, toée and stance as a helper, and
worldview of therapy undergirds her approach tattreent selection. Her philosophy forms the
basis of her approach. It directly influences ttag/\whe intervenes, and mediates the theories she
most adheres to, which in turn influence her mortemmhoment interventions. The first
principle of her approach is a focus on contextslipport her awareness of context, Therapist C
discussed the importance of “curiosity”, and womtgehow the pieces of a client’s experience
relate to their social position, culture, and famil

A second principle relates to the way she seeselas a helper in relationship to clients.
Therapist C views her role as supporting clientgbaomy.

“I'm really big in saying, you know, you're an expén your life, and | know a little

about mental health, but I'm really just a guideyonir journey to where you want to be,

and not a person who’s going to make those chaioggsu, or tell you what changes to

make. So, | think that the more agency they havbeir treatment, the better their
outcome is” (C/1/212-216).

She enacts this value in several ways: providingation to clients about the process of change

and about their particular concern, providing &ratle for interventions so that clients can
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judge them for themselves, and being careful nonfmse her own values on clients. Therapist

C also believes in, and relies upon clients’ owsotgces, noting her view that therapy happens
most significantly between sessions, outside thieeofAnother way she is true to this principle

of supporting autonomy is a focus on collaboratigth clients around session focus, types of
interventions used, and other treatment planningsdms. She openly communicates this stance
to clients from the beginning of therapy.

“l always say to people, you know, this may not kvimr you, this may not be the perfect

solution, but let’s try it and see how it worksdahit doesn’t work we’ll try something

else. So, people will have the freedom to, to tmsay this is not what | am about, and

[1] let people pick something that works for the(&/1/361-365).

For Therapist C it seemed that the more generaltblevels of treatment selection were
the most stable and consistent from client to tliand then as you move more into moment-to-
moment interactions and specific interventions,dteativity, diversity, flexibility, and range of
what may be integrated widens. However, at the danee these local treatment selection
choices are embedded in larger, global ones. Treeglalosophically consistent (increasing
agency, relationship-building, narrative, feminddient-centered). But in their client-
centeredness they differ, of course depending tip@rinique client.

The ‘person of the therapist’ and the way she thideout herself and presented her work
is also consistent with her core theoretical oagah. After describing her training background
and diverse settings she had worked in, she sumethby saying, “So, that’s kind of my story.
[laughg My journey, being here” (C/2/61). This refererioestories and journeys was just one
small example of her not separating her concepai@n of clients from her method of

conceptualization of herself. Thus, the languagiafative approaches seemed to be implicitly

“good enough” for both self and others, reinforcihg focus on facilitation of equality in her
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approach. Here, she describes this story/journey:

“So, my theoretical orientation kind of evolveddabghout my years of training. And
now | view it--there are a few components of thate Interpersonal is a big one for me,
and | can talk more in detail about that. | al&e lihe constructivist narrative approach,
which use a lot. And I'm grounded in humanisticdAately I've been incorporating a lot
of acceptance and commitment therapy techniquesd. dimindfulness ways of
approaching different concerns that people brirspeEially anxiety and depression, |
find that it works really well with that. But ovdkahe--kind of the big arc of all my
theoretical orientation is more multicultural, kinfifeminist-grounded theory. So, | look
at people’s concerns more in a systematic andIsaeis, so you know, the culture, the
context that they grew up in, the family, kind bétpolitical and social climate, also
contributes to who they are and how they view thedwes, so that’s kind of the pieces
that | incorporate in the treatment. And | feelttita very fluid. And there isn’t any--1
don’t feel like I'm thinking, ‘oh, right now I'm gimg to utilize this approach.’ It just
comes, kind of naturally. Given what people arading to the session, | use a lot of
process-oriented comments in the here and now tinenmterpersonal perspective”
(C/1/63-81).

Interestingly, Therapist C described the way hemdation “has evolved” and then also indicates
that it continues to evolve today as she notesd“kately I've been incorporating a lot of
acceptance and commitment therapy techniques.” Bethise of the word “lately” and
statement of using ACT “techniques” (as opposedld@d as a whole-sale theoretical orientation)
seem to indicate that her continually-evolving @ggh is not developing by substituting one
primary theory for another, but rather by bringingiseful ideas or techniques that would
complement her already-present core approach.

Therapist C viewed theories as having significamhmonalities with one another, (and
not thus not as being mutually exclusive). Thetta@isxplained that for her, a common thread
among the theories that make up her orientatitimeisocus on the therapeutic relationship:

“It's just kind of pillars to the treatment. Thata-that | pull from based on who the

person in, what their relationship is, the conceas they bring. So there isn’t any one in

particular that | use more than others. Um, | tlilmdere are commonalities to all of them.

So, for example, | view relationship, therapeugiationship as a very important part of

treatment. So, having a safe environment wherelpaam be themselves and explore
very difficult parts of themselves is importantm@, having trust, having equality, as
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much as we can between me and the client--so thérge kind of unconditional
positive regard is important to me. And | think matt that, | cannot help a person...That
the relationship is really something that is impattfor change, and change happens
within the relationship. So | think that’s kind what grounds me. And then, within that,
there’s the narrative perspective, you know, peoplestruct stories about themselves,
and they have views of reality that--it's not nexaagly thereality, but kind of the
interpretation of their reality, so there’s no tigin wrong way of being or viewing the
world, but it's based really on their experienced their development of constructs about
themselves and the world and the relationship, vthien the interpersonal piece comes
in. Which, | feel that it starts really early ifidi And the family, the important
relationships with parents, where they first kirigestablish the relational patterns, the
relational schemes, and the coping strategies @sy0id the anxiety and maintain their
self esteem. Which may be--at first may be adapbuéthen becomes maladaptive, and
they kind of translate to other relationships fa.liSo it all kind of fits together for me...
[laughg | don't know if | make sense, but I'm explainit@you...So, yeah, so people
kind of develop their ideas about themselves aadnmbrld in relationships based on
interactions with others. So, the change then happéthin the relationship as well, and
providing corrective emotional experiences withgdepand also kind of examining
those constructs or schemas--however you wantltthean--about themselves, and
maybe empowering them to make different choicesdas a new story that can
develop. Um, within--and then, kind of understaigdinat some of those stories you
know, who they are, the family they come from.” 1&8-123)

Also, in the above quote, Therapist C again higitighat the important part of theories for her
isn’t the specific terms by which constructs arérael in any given theory. Instead, it is the
commonalities that speak to ways individual migé¥elop problematic stories about themselves
or the world. In the above passage, she is infttalking about early relationships and corrective
emotional experiences, and then switches fluidlg the language of cognitive-behavior therapy,
and mentions “schemas” about oneself which oneldpseShe then signals that she has
recognized herself switching languages, and asdhnee time, feels that this switch is
unimportant in communicating the important pareszduse she adds the parenthetical comment,
“however you want to call them.”

Therapist C provided another description of hoviedént aspects of the treatment

selection process work together to create her agprdiere, she discusses the role of ‘stages of
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change’ in choosing interventions:

“You know, I'm really interested in where people a@m terms of their change. Maybe
they really want to change, but they're not reaahthat yet. Stages of change, like
contemplation, pre-contemplation, you know, anzbiild be really anything...because
we are very much attached to our problems, eveamgth@ve don’t want them anymore.
Because giving them up is really scary. So kindedfing a feel of ok, where shall we
start working? Getting you committed to changeareryou committed, and we can go
into our work, and making those changes. Becaugauifdo it too early, people get
scared and they don’t want to come back, you kiflewghs]...I think | would start with
asking them why they want to change. Like, whattisat’s not happening in their life
that they would like to see happen. So | reallg liklike to go to this question, of if we
had a magical wand, you know, and if your problelissppeared, and you wake up in
the morning--and but you didn’t know that theselyemns disappeared, and you wake up
in the morning--what would be different in yourel You know, how would you be
different, what would you be doing differently, whauld you be with, what are the
things that you want to see in your life that--thatause of the concern that you have,
you cannot have right now.... So, | really want pedpl get, maybe, excited about
change, and acknowledging that it can be scaryatswdacknowledge that it happens
slowly. And sometimes they take a few steps bac#tsvand--so really--1 guess | also
want to know, hey, what do you like about havinig ttoncern? You know, because it
really serves them well. For example, eating diesdperfect one to talk about. Because
it does help them to deal with problems. So pedplgt want to give it up, even though
it's healthy to. Because, if everything was logieflaughg. So there’s a way that it's
helpful for them. And it’'s important to acknowledtat, and recognize it, and then of
changing their relationship to their problem. Salogy with their fear of change is
important first.” (C/1/259-301)

Interestingly, even in describing ways that a dlgestages of change may impact her
treatment selection, she speaks about it in thgukage of her core Narrative approach. That is,
she speaks about “the problem” as being sepaxate‘the person”. She further, implicitly
reinforces this philosophy by speaking about pnaisién externalized language-- because they
are seen as separate ‘entities’ from the clieind,possible to ‘deal with’ them, ‘change your
relationship with them’ and even to incorporate sheple (but powerful) use of the pronouns ‘it’
and ‘them’ to refer to problems.

Therapist C goes on to describe her approach Wwéhts in later stages of change, (i.e.

Action) which include elements of CBT. She furthetes how even this use of behavioral
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techniques interacts with her core theories of atawe and ACT.

“Well, | think that--then | would maybe start to keaactive--actively make those changes
early, and see what happens. For example, somkahnbkas social anxiety and they're
like, ‘I'm ready, | want to deal with this’ then waight come up with a small goal for the
week. Let’s say, | don’t know, going to a party evkough they don’t want to do it. And
they're like, ‘I'm going to do it.’ They really wdrio do it, and then the week passes by,
and they're like, ‘I didn’t do it.” And it’'s not bEause they didn’t want to and they weren’t
ready to do it, but it was really scary. Or them@svgomething else that was happening. So
we talk about that, and kind of--understanding vehgat them--or, what are the things
they can be doing next time. Kind of treating itasisexperiment. Let’s say, and see how
they would act if there as just like, you knowthéy weren’t committed to it for life, but
just for a moment. What would be different abowtt®And | think | really try hard to
work on acceptance with people. You know, wherg #re, not judging themselves for
having those concerns, and really being relaxedtabat. Like it's more a--being

willing to experience all those feelings and atith things that are happening, instead of
avoiding it and not looking at it. So if they'relling to kind of see it, Ok, this is my
concern, and | may not like it, but I'm willing took at it, or I'm willing to have it for

now, with the understanding that | am working tadgathe life that | want to have. So,
sometimes before the active behaviors can be ingaiésd...the groundwork needs to
get done, but even if people are ready to makesthebaviors, they may realize there’s
some other obstacles that come in the way. So meeddfi come back to talking about
what it is that would help them either understdrartconcern, appreciate what the
concern does for them, and also making the cha@icdsexperimenting with the--

knowing that maybe the first time it isn’t goinglte ideal.” (C/1/304-336).

In this example, Therapist C described first wogkam behavioral change strategies, and
even sticking with behavioral approaches in pertispgle-shooting what made it difficult for a
client to complete therapy homework assignments sBe leaves the CBT model to also
approach the lack of change (what may be consideyestill other therapists or still other
therapeutic orientations as ‘resistance’) via cpteef Acceptance, and mindful non-judging.

This is interesting because she is using a fornmalehfrom the literature as a template
for assessing where a client is, and then usingtlt@me of that evaluation (i.e. the stage of
change the person is in) to select her approatrieatment. The Trans-Theoretical Model (stages
of change model) provides a general goal for thenajiself-- to help a client move from one

stage to another, such that they ultimately are abthange behaviors that create problems for
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them. This model prescribes some techniques thatomased to help clients move from one

stage to another, such as making a decisional @&lafrthe pros and cons of changing, and of
examining the client’s sense of self-efficacy faakimg that change (Prochaska & DiClemente,
2005). But here, Therapist C uses her core the@rmesideas about the basic nature of change
and problems to fill infadd to the means proposethls model. She does not speak about
decisional balances per se, but does seems tedbutiis idea when talking about what a person
may appreciate about having a certain concern. Meryehe also adds to this. She notes the role
of Acceptance, as well as in identifying the problas separate from the person (as in narrative
therapy). In this way, the stage of change a cleesents in serves as a cue: it helps her to
choose from among her approaches which one is appsbpriate. In her description, this does
not, however, appear to be experienced as two &eparocesses. Instead, they appear to flow
together-- with the therapist’s core theoriesitidj in the cracks’ of the stages of change model to
make it practically applicable to clients. Furthiarthe specific language she uses to speak with
clients about problems, she infuses her core piyplog of therapy.

The treatment selection process itself is tiedsgeasment, and is ongoing. This idea is
also tied to Therapist C’s view that clients may @evays bring their “real” concern to the first
session, and thus she holds a somewhat tentagweoficlients’ first-stated presenting
problems:

“And | think the assessment is ongoing, too. Soleagomething that you-- | really also

try to think about my own assumptions, or my owmnds of counter-transference issues

that are happening in the session. So maybe whatight about at the very beginning
changes at Session 4, when we get to know eachathte bit, there may be some

other things that come up that we haven't talkeslaband that's also important. So, this

assessment piece is on-going.” (C/1/221-228)

Whatever the problem, Therapist C expressed tleattbre tools you have, the more
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flexible you can be with your treatment, and thusah it to your client’s [perhaps changing]

needs. In the second interview, Therapist C tatdmalit a case that “illustrates how | work in
general” (C/2/19). She provided an overview ofriduege of approaches she utilized in working
with a student who was the survivor of another entrd suicide. In this passage, she notes ways
she draws on her core theories to conceptualieatdineeds, and then incorporates other
techniques to achieve treatment goals based uganitial conceptualization.

“As | mentioned last time, it's very important fore to develop a relationship and to
build an alliance. It’s really hard to have chaogéo see change or just create--just
conduct therapy [without that]. So | felt first afade most | wanted to make sure that my
client and | connected, that she felt understoa¢callaborate on choosing what she
needs to work on, and also choosing how we’re gtongork on what she wants to work
on, and so that’s a conversation, and not justagimg, ok, this is what you need. And |
think--I'll tell you the details of the case. Irdtly she came in in crisis and we needed to
attend to what was the immediate crisis. And dfiat, | think | used a lot of,
mindfulness approaches, from Acceptance and Conenitnto develop and build
compassion for herself and acceptance of where ghelith her feelings and how she’s
reacting to whatever the circumstances were ififeeAlso, being able to create some
techniques from-- to diffuse those thoughts, sodsiesn’t feel like she’s getting stuck in
them. | used Narrative kind of approaches, of lie@rher story and recreating and
rewriting her story and see what stuck points lareughout the story she was telling me.
And we did use some techniques--the empty channigoe, to facilitate certain
dialogues that she needed to have. And also d [psycho-] education...interpersonal
process, because we talked a lot about the retdtiprthat was happening in the room,
but also interpersonally how she relates to peoptside of here, and how she relates to
herself. So, you know, we talk a lot about jusstedtial stuff, meaning making, and
creating meaning with the experience that was ha@pgdor her, and the experiences
that she had in the past related to grief. Andrktithere was a lot of--like the overall
umbrella--for that was just multicultural understang. She was a student from [country]
and you know, | haven’'t worked with a student frpountry] before, so it was
understanding her culture, her worldview withinttbalture, and me learning the best
kind of approaches that would honor her perspec8ee | think that’s kind of the
overview of that.” (C/2/26-63).

Therapist D
At the time of the interviews, Therapist D practigesychotherapy in an outpatient

primary care setting, and received many of hisrrafe from medical providers. More so than
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other participants, Therapist D’s professionahaiitis straddled the worlds of research and

practice. He had originally studied to be an acadexnd researcher, before re-specializing in
clinical psychology to enable him to do clinicasearch as well as to practice. He was splitting
his professional time between this community-bgsadtice and a position at a university-
affiliated research center as a principle investigadde had practiced as a licensed psychologist
for 10 years. Therapist D explained that this “fedi” and “unconventional” path to becoming a
therapist ultimately contributed to his “open-middgproach” to therapy.

The story of Therapist D’s approach to treatmelgcsi®n is developmental. And often
with developmental processes, the metaphor of mgyus useful. Here, | give an overview of
the themes in this case analysis, stressing thaiaals lead to ‘the relationship’. Therapist D
makes treatment selection decisions by first eistaibly a basic trusting relationship with clients-
- which is a prerequisite for them providing sekalosures on which he can then base
subsequent interventions. The subsequent inteorenére themselves based on theories with
relational basis. Mechanisms of change are deimeelational terms, and include risk taking to
try different interpersonal patterns in and ous@$sion. At the beginning of the journey,
Therapist D noted that his own relational histdigwaed him to gain skills (such as empathic
attunement) that support his therapeutic workmapping’ Therapist D’s clinical decision-
making history, there is one ‘detour’ (due to thad block of clinical anxiety as a new
practitioner) that led him to over-emphasize foradtherence to one treatment. But this
eventually led him back to a focus on the relatmnwia I/E practice.

Therapist D noted that his unique training and gamknd also contributed to his
experience of “conflict” between psychotherapy agsk literature and psychotherapy practice,

which was a main theme in his views about treatrselgction. He referenced a concern about
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I/E orientations being seen as undesirable byatgel professional community (and proponents

of Empirically Supported Treatments, in particul&dr Therapist D, these issues were
particularly salient: he introduced the term “maeiérto describe I/E therapists who openly
“admit” to using this approach. Often, he desatibes current I/E approach in opposition to
(and as an evolution away from) single-theory, fakmstructured, or manualized Empirically
Supported Treatments. By distinguishing his treatnselection process in this way, there was a
somewhat ironic juxtaposition of his developmenaasychologist (becoming more I/E as he
moved from trainee, to early career practitior@mbre seasoned therapist) and his perceptions
of developments in field of professional psychologgving in the other direction (becoming
more focused on ESTs that were not I/E).

Perhaps fittingly to this conflict, | met with Ttagrist D in the physical setting of his
research realm, amid shelves and piles of bookserpaand articles related to Evidence-based
intervention, to talk about his approach in thecpca realm. Interpersonally, | experienced
Therapist D as engaging and warm, with a knaclstaring his experiences with enthusiasm
and humor. He gave the impression of taking hiskvagra psychotherapist, and his commitment
to the profession very seriously (while having pleespective of valuing humility, and not taking
himself overly seriously). As a researcher, | wagraciative of his directness and open
disclosure.

In this context, Therapist D spoke freely abouatMis approach to treatment selection
is not “Clients won’t get a standard medical model witk” (D/1/287-289). He explained that
working with more complex cases later in his caggenred his I/E approach, as he moved away
from using a single theory:

“I have some patients who are referred to me wawe hiather narrowly defined
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problems. And I'll give you an example. | had aigat referred to me with gambling
addiction, and experienced depression and anxgéetynslary to the gambling addiction.
And so this required much more of a behavioralrigetion. We didn’t go very deep, as
far as, you know, psychodynamic kind of exploratiNnt necessary in that particular
situation. And there are lots of cases I've had dlre years where the problem area was
fairly narrow. Marital conflict is another good enple, or specific phobia. But those
cases are far less common than the ones | norselywhich are the more complex
cases. Where there’s a mix of anxiety, and depresand tremendous ambivalence, and
conflict, and torment, and misery...when | encoutitese cases where nature presents
us with a complex mix of symptoms and history aodlg, eclectic/Integrative gives me
the greatest flexibility in order to martial my kmledge and experience to help this
person. If | try to remain too faithful to a narraélaerapeutic model, it just is not flexible
enough. And that’s why | eventually--after a couple/ears of practicing at [clinic]--
really became solidly eclectic/integrative” (D1/147%1).

Throughout the interviews, Therapist D also spo&scdptively about what his approach
is: how it evolved; what basic philosophies underli@itd how his life-experiences and personal
style interact in complex ways with training in ¢ing and technique to guide interventions. At a
broad level, Therapist D defined treatment selaeci® a process in which he brings together
assessment and the foundations of the therapelditonship.

“Treatment selection involves a process. So youdedime treatment selection as a
process so that--that process involves kind ohgrplay of careful assessment, as well
as the beginnings of that relationship with a pdti&nd treatment selection is not
something that | think is something like a recilaeighg. Just because your assessment
might yield a particular diagnosis that would arforea particular treatment selection,
um, again, there’s a highly subjective part of tthsit involves kind of a comfort level as
the therapist in terms of getting to know someoe# anough to know if a particular
treatment that you select is a good fit. And thédis to do with a person’s psychological
mindedness, their emotional resiliency, you knoowyimuch they can tolerate distress
actually in the treatment process itself, readifiesshange, you know. So there’re a lot
of these factors that go into this, which is wimymy view, it's extraordinarily difficult to
do psychotherapy research. It's absolutely trueaBse to somehow try to exercise
rigorous control over such subjective kinds of ¢sithat go on, um, | think is an exercise
in futility [ laughg (D/3/14-33).

He also noted how the inclusions and exclusiorssrapproach relate to the above “conflict”
“So what this amounts to is a very complicatedrnfation processing task. That's

cognitive and emotional, all at the same time. Ar&lsubjective part of this is that |
bring my life experience to the process. | bringimtgllect; | bring my training, and all
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these kinds of things. And | have to say that &@mfe of a psychologist who advocates for
evidence-based, versus eclectic practice] werektwmw a lot of what we’re talking
about, he might be a little horrified. Becauseimkithat he honestly believes that a
stricter evidence-based approach is what’s goirigke our field forward. And that, to
some degree, in my estimation, means that thesaghist’t really have that license to
engage in this more subjective part of what I'madiééng here, because they can’t study
it, they can't verify that it-- it-- that there’siglence that it’s better than doing something
else” (D/3/259-269).

In an email, Therapist D followed up on our intews by responding to a clarification
guestion about which theories make up his coreagmpr. Of note, regarding the meta-process of
his correspondence, Therapist D’s use of empattyhamor (i.e. acknowledging the scope and
complexity of influences on his approach, and h@s the researcher might struggle in parsing
this information) as well as giving time and thotfgimess to clarify a question for me as the
researcher in the first place, also seemed consisféh those very core therapeutic stances
which he lists:

“I will try to list the main theories, models, amditers that have shaped my approach as a
therapist. First and foremost, | consider exploraand deeper understanding of the nature
and quality of interpersonal relationships (witly keople such as parents, family,
spouse/partner, friends, supervisors/bosses, simabed, etc., AND self!) within the
broader nexus of the patient's human experienbe foundational in my approach. As
you can imagine, the writings of interpersonal tise such as Harry Stack Sullivan,
Gerald Klerman and colleagues (IPT), and Jeremsa8and Zindel Segal have influenced
my thinking. Of course, years ago my reading oidéi Segal's work led me to reading
and learning about mindfulness which expandedading many others including Jon
Kabat-Zinn and other mindfulness writers/theor{gisluding Thich Nhat Hanh). | have
also been influenced by a number of therapistsristsmver the years including Irvin
Yalom, N. Gregory Hamilton (object relations; alsnnicott), Michael Mahoney, Aaron
Beck (and other cognitive theorists/practitionéiscorporate selected ideas/techniques
from CBT in my therapeutic approach), Michael Haydrna Benjamin, Stephen Hayes
(acceptance and commitment therapy), Miller & Riekn motivational interviewing (for
smoking cessation and addressing other modifiadédtin risk factors), Michael White
(elements of narrative therapy), Viktor Frankl (mieg-making, finding meaning in life),
Leston Havens, Joseph Wolpe (and others for behthaoapy techniques with elements
primarily used with anxiety disorders, appetitivealders such as pathological gambling,
etc.), and a smattering of others such as Jay Hallegrt Ellis, Leslie Greenberg, and the
list goes on. | suspect that this may not make yasgk easy in trying to characterize the
theoretical underpinnings of my approach!! Howeselffice it to say that fundamentally
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my approach is interpersonal (primary focus onti@hahip with self and others)
examining traumas, fears, regrets, betrayals, with,any eye towards finding meaning
and purpose in life, developing plans and couragetiertake needed changes in one's
life, and ultimately achieving a secure, autonombuoageful, realistic, and satisfying life
(with resilience) going forward to be able to effeely navigate the ups, downs, and
vicissitudes of life. | should also note that mathhe time | focus more on
emotions/feelings than on cognitions but | alsoramdful of the interplay of thoughts and
feelings in how life is experienced and interpretédlso pay close attention to anxiety in
its many manifestations (all the way from spegqiimbias/fears to existential anxieties) as
well as internal conflict (consciously experiencgdelow awareness but clues abound).
Anxiety is signaling something that needs attentioneeds to be resolved - - a call to
action as it were. So, as an eclectic/Integratregapist, my task is to marshal all my
knowledge and experience in service of the germgeralk listed here as well as the specific
goals articulated by the patient. Goals evolvgasknow, so | try to be flexible, creative,
responsive, and empathic as | work with each pati€n, | guess, that is it in a nutshell!!
(Therapist D, personal email correspondence, JalYQ11, emphases in the original).

As Therapist D himself noted, each of the thecaies approaches is relationship-based. This is
reflected in what he tells his patients, (belowjhbia content and process. In terms of content, he
explains that the first step in therapy is thedbest getting to know the patient, and the patient
better knowing him or herself. In terms of procehs,fact that he is transparent and direct about
his approach conveys respect for the patient, mwites collaboration toward shared goals.

“At our very first session, | tell people that we'going to make some effort to
understand how they got to that point in their fifat they needed to come talk to a
psychologist. | say, ‘So, this is kind of underslisug what's going on as best we can, and
we’re going to continue to do that as we work tbget | say to them. And then | look
them in the eye, and say, ‘But if that’s all thag accomplished in this therapy, our work
would be incomplete, because’--and | say this ¢éorth ‘because | want you to have a
better life. | want you to have a happier life. Antat that means is that there’s going to
have to be some changes. Not just in how you taAbdut things but in terms of how you
live your life. And so our work together, | hopellwesult in you getting brave enough to
try certain things. To take some risks, to makeeschanges, and see what happens, see
if your life is better. So we want to work towanassitive change. And we want to make
sure that those are durable, so that they last.if®aot just some temporary thing, and
then you relapse, and fall back into past pattefimehavior.” People really connect with
this. They go, ‘Oh, so he wants to understand viysb miserable, and try to figure out
what to do about it, and then he wants me to tigatoy it out, to do something.” And so,
I’'m not all about, touchy-feely-let’s-just-get-sorkimd-of-clear-insight-and-
understanding-- | do, | use quite a number of, keow, therapeutic maneuvers or
approaches all in service of understanding thegpettsat’s sitting in the room with me,
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and secondly, working with them collaboratively-iaefhl am a very non-directive--but |

can be directive if the situation calls for it--ulim mostly very collaborative. And |

make it clear to people that, yes, you're in a pekle right now...but at the same time,

you bring strengths to this, lived experience thatcan draw on, and there are new

things that you may learn along the way, but ftotaf people what it’s going to be is a

willingness to take certain risks...So | make | cleathem from the very beginning that

we’re going to try to accomplish certain thingghe process of this therapy, and so,
when you talk about treatment selection, welaughg. People are complex, and
there’re different things that people want to work or need to work on that may require
different kinds of approaches (D/1/456-496).
In explaining the process of therapy, Therapisidhlights the need for clients to “be willing to
take certain risks.” In the service of this meckanbf change, and consistent with his relational
approach, he emphasized the need for conveyingatecempathy, as a way to provide safety
and earn trust. This is the basis of his currept@gch. Next, | turn to how he arrived at this
destination-- how “an unconventional path” and‘it@anflict” around using research in a
technique-limiting vs. -expanding way, merged wWith existing personal values and strengths to
get here.

Therapist D explained his view that there is a maion process for therapists over time,
and a parallel maturation of therapists’ treatns&ction processes. In his graduate program,
Therapist D was exposed to many different modetdstaeories of psychotherapy and
psychopathology, and was trained in “all the usuabpects”: CBT, psychodynamic,
interpersonal, motivational interviewing, and objetations. His training included varied
practicum and internship settings, from forenspaitrent to a university counseling center.
Developmentally, Therapist D admitted he felt Ileewas “flying by the seat of my pants” the
first year of practice, and noted it took time fwofessional comfort to develop. During this

early career period, he did not identify as I/E, ‘l@xperimented with being faithful to my

training” and described his approach to treatméartrpng as “more pragmatic, formal, and
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structured, with a very structured initial clinicdsessment.” Therapist D observed that he

initially used CBT “too rigidly” due to his own arety as a beginning therapist. This shifted over
time, as he experienced “difficult cases” as “altoy fire,” in which he learned techniques in
therapy from experience, “and making mistakes.”

“And it really took quite a number of years for maefeel a level of comfort in listening

to someone and you know, putting all the informatiagether, that | felt that I--in an

efficient way-- would be able to draw on that exg@ece, intuition, what | know about

diagnoses, what | know about treatment modelssarfdrth. So it is a fairly complex
interplay of all those things” (D/1/360-365).
Interestingly, Therapist D conceptualized his titams from a single approach to an I/E approach
in research-oriented terms:

“It's an on-going experiment where you gather datad | discovered along the way, that

if you are too rigid in the way that you apply CBFT, and all these other major

therapies, well, it really does not do justicelte tomplexity of people. And so it was not
very long, you know when | was in independent pcadthat | began to figure out, ok,

I've really got to be a lot more flexible here. Ahbdad read a number of things about

eclectic/Integrative type approaches, Saul, Gakfi@hd a number of other authors, and

it--and again I'll use the ‘r’ word--it ‘resonatedith me Jaughs at use of the word
resonatedl’ (D/3/374-382).

Around this period of time, Therapist D also becasmagy interested in the mechanisms of
change in psychotherapy, and “immersed myselferitarature.” From this process, he re-
confirmed for himself that trust in the therapeugtationship, empathy, and a process of “asking
the right questions to help someone evaluate lives in a therapeutic way” were fundamental
for effective change. ‘Re-confirmed’, because éras that this process of reviewing the
literature allowed him to trust what he had expdradly learned about the helping process
through more informal means, and to focus on ukingself, and his strengths more in the

therapy.

One strength Therapist D said he brings to psy@rapy is his capacity for empathy.
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Below, Therapist D described how his life expergsncontributed to how he developed this

ability. Following those passages, | further disctie role of empathy in Therapist D’s treatment
selection process. In this way, the case analysisodistrates: (from above) how this therapist
came to re-value empathy in his process; (fromvoelow this realization interacted with the
‘person of the therapist’ and his strengths; hovdéeeloped these strengths; and finally, the
larger facilitative role that empathy plays in trisatment selection process.

“One of the strengths | bring to therapy--I thiakd this is what I've been told--I'm

relaying this to you based on thinking about timd also responding to what people have

told me--is empathy. This is, for me, the foundatiBecause if I--if | cannot experience
to some degree what that other person is expengrasid feeling, I'm not gonna get it.

Having a capacity for empathy is really criticahdone of the things | didn’t share with

you about my history is that my father is....a vemypathic person. He just naturally has

a great capacity in terms of empathy. And in hisfgssional life, and in his personal life,

you know, our friends and family members were akvstyuck by his ability to

understand, he showed tremendous support...andk tieipassed some of that on to me.

At least, | think that’s what happened. The othet pf this is that, | had my own

personal therapy experiences pretty early on @ When | was in college, because | had

some difficulties in college. And I've had somertqey experiences since then. And, |

highly recommend therapy for therapists...I've learadot from some of the therapists

I've worked with over the years” (D/1/380-439).

Empathy appeared to be a necessary factor in essiment process, from which he then
based his treatment selection decisions (drawimmg the range of approaches discussed above).
Therapist D identified empathy as a key buildingchl for trust in the therapeutic relationship,
which in turn allows for accurate assessment, @aglient feels comfortable enough to explore
even difficult self-disclosures. Therapist D’s erapis on trust as a pre-requisite for disclosure
and accurate assessment related to his importdetlying assumption that the ‘presenting
problem’ a client brings in is many times not theal’ problem (or the ‘whole’ problem) with

which they are struggling. Thus, it can take timd &ust to create the conditions in which the

‘real’ problem can be revealed or discovered byliberapist and client.
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“Some people are really anxious when they comand,you know, they’re sitting there
with this psychologist and they’re all respectfatieeverything--1 make a real effort to
connect with somebody as early and as quicklycas ) to put them at ease. Because |
need to know really what'’s troubling them. Thatsng to guide the treatment
selection...as I'm listening in that first sessidm hlready of course beginning to
formulate what | think is going on. And thinkingali, what are the particular kinds of
treatment that | can bring to bear, so that welmagin to understand and move forward”
(D/1/253-275).

From this point, he noted that during history gatige he begins to determine the complexity of
the case for treatment selection purposes, buthigmight change as he learns more. Therapist
D explained that there are “no limits on typesmtérventions when the relationship alliance is
strong.”

Later, in our third interview (perhaps consisteithvinis observation that more extensive
self-disclosure comes from having more time foelatronship to develop) Therapist D
described additional roots that support his vieiuherapy, and his development of empathy:

“But the other thing that I'll say that's an impant part of my education was my own

struggles with depression. And going through adaiount of therapy in my lifetime.

There’s nothing like walking that path. And I'm reatying that that’s a necessity for

someone to be a very competent therapist, butréixely met anyone who’s a therapist

who'’s not had a pretty significant life strugglethvsomething--and it could be
depression, substance abuse, sexual abuse hisatdetera, you hame it. And it--it gives
you a perspective that, | think, having a less daraged life doesn’t really give you. And
so, | think one of the reasons that | understamchén someone is telling me about their
pain and despair, and struggles and conflicts a&edything else, is that it resonates. It
absolutely resonates for me. And so, there agdhmaisconflict: that part of it is not very
scientific” (D/3/225-239).

Therapist E

The circumstances of interviewing Therapist E wetated to my goal of working with
an additional participant after Therapist B withangarticipation from the study. Further, our

meeting, and her agreement to participate, origthander serendipitous circumstances. To

provide full disclosure, | note here that | hadrb@eacquaintance with Therapist E several years
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prior to her particip