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and John C. Norcross, Ph.D.

There is a growing tendency among psychothera-
pists to ignore the ideological barriers dividing schools
of psychotherapy and to define what is common
among them and what is useful in each of them. After
a brief introduction the authors provide a short glos-
sary of terms often associated with psychotherapy in-
tegration. They then characterize integrative-eclectic
therapists, describe the forces fostering their emer-
gence, and outline recurrent themes of the movement
and points of contention within it. The authors hope to
encourage clinical thinking about the less ideological
approaches to psychotherapy and to advance the inte-
grative movement, which is likely to influence psycho-
therapeutic practice for decades to come.

(Am ] Psychiatry 1989; 146:138-147)

P sychotherapy systems appear and vanish with be-
wildering rapidity on the diffuse, heterodox scene
in the United States. In 1959, Harper (1) identified 36
distinct systems of psychotherapy. In 1976, Parloff (2)
discovered more than 130 therapies on the market-
place or the “therapeutic jungleplace.” In 1986, Ka-
rasu (3) reported a count of more than 400 presumably
different ““schools” of psychotherapy. The prolifera-
tion of therapies has been accompanied by a deafening
cacophony of rival claims. The result has been vari-
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ously characterized as confusion, fragmentation, and
discontent (4).

Sibling rivalry among theoretical orientations has a
long and undistinguished history in psychotherapy,
dating back to Freud. In the infancy of the field, ther-
apy systems, like battling siblings, competed for atten-
tion and affection in a “dogma eat dogma” environ-
ment (5). Mutual antipathy, profound mistrust, and
exchanges of puerile insults between adherents of rival
orientations were very much the order of the day.

Amid this strife and bewilderment there slowly
emerged a therapeutic “underground” (6). Although
not associated with any particular school and not de-
tailed in the literature, the underground reflected a
growing openness to contributions from diverse per-
suasions as well as a nascent awareness that single
schools had distinct clinical limitations. Adventure-
some clinicians gradually, if unsystematically, began to
use strategies that were efficacious without regard to
their theoretical origin.

Of course, the notion of integrating various thera-
peutic approaches had intrigued mental health profes-
sionals for some time (7). However, it has been only
within the past 10 or 15 years that psychotherapy in-
tegration has developed into a clearly delineated area
of interest. This movement, by most accounts, has de-
veloped more as a cumulating climate of opinion than
as an orderly scientific advance (8).

The last decade in particular has witnessed the stir-
rings of rapprochement and a decline in the ideological
cold war. The debates across theoretical systems ap-
pear to be less polemical or at least more issue-specific.
Clinicians of all persuasions have begun to acknowl-
edge the inadequacies of any one system and the po-
tential value of others.

The concomitant openness to contributions from di-
verse persuasions has given rise to many publications,
organizations, and conferences. Specific systems of in-
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tegrative and eclectic practice (9-13), influential an-
thologies (4, 14—16), and compilations of prescriptive
treatments (17, 18) have flourished. An international
journal (Journal of Integrative and Eclectic Psycho-
therapy) and several series of articles devoted to psy-
chotherapy integration have appeared in the last
decade. Two interdisciplinary and nonideological
organizations—the Society for the Exploration of Psy-
chotherapy Integration and the International Academy
of Eclectic Psychotherapists—also exemplify the spirit
of open inquiry and growing collaboration.

This article is designed to provide an overview of the
movement toward the integration of the psychothera-
pies. It will not address the combination of psycho-
therapy and psychopharmacology (19, 20) nor the syn-
thesis of such therapeutic formats as individual,
family, or group therapy. We will begin with a short
glossary of terms often associated with integrative
movements. We will then characterize integrative-
eclectic therapists and outline the forces fostering their
emergence. Several recurrent themes and points of con-
tention follow.

A SHORT GLOSSARY

The terminology relating to the psychotherapy inte-
gration movement has been applied inconsistently and
indiscriminately. This semantic disarray has fostered
conceptual confusion. In this section, we briefly review
the definitions of and distinctions among these terms in
an effort to clarify our thinking and to enhance the
consistency of our vocabulary.

Rapprochement. According to Webster’s Ninth
New Collegiate Dictionary, “rapprochement” refers to
the “establishment of or state of having cordial rela-
tions.” This term denotes an earlier developmental
stage than mature theoretical integration in that cor-
dial relations typically precede incorporation.

Convergence. This is the tendency to grow alike, to
develop similarities in form. Many observers (15, 21—
24) have noted increasing confluence of attitudes and
practices among the psychotherapies. Behavior ther-
apy, for instance, has largely regained its “mind” and
has become far friendlier to the cognitive concepts of
psychoanalysis and to the affective experiences of hu-
manistic-expressive therapies (24). “Convergence” re-
fers, however, to emerging similarities of distinct ori-
entations rather than to their integration per se.

Eclecticism. This is a vague and nebulous term, with
connotations ranging from ‘““a worn-out synonym for
theoretical laziness” to the “only means to a compre-
hensive psychotherapy” (25). In some corners eclecti-
cism is prized as complex, relativistic thinking by peo-
ple united in their respect for the evidence. In other
corners, it connotes undisciplined subjectivity and
muddle-headedness (26). Indeed, it is surprising that so
many clinicians admit to being eclectic in their work,
given the negative valence the term has acquired (27).

Apart from its connotation, the use of “eclecticism”

Am | Psychiatry 146:2, February 1989

BEITMAN, GOLDFRIED, AND NORCROSS

has increasingly been restricted to the technical, atheo-
retical synthesis of clinical methods. Lazarus (12, 28,
29), the most eloquent proponent of technical eclecti-
cism, emphasized the distinction between the theoret-
ical eclectic and the technical eclectic. The theoretical
eclectic draws from diverse systems that may be epis-
temologically and ontologically incompatible, whereas
the technical eclectic uses procedures drawn from dif-
ferent sources without necessarily subscribing to the
theories that spawned them. We will employ “eclec-
ticism” in the technical, atheoretical sense advanced by
Lazarus.

Integration. Although “eclecticism” is certainly one
component of the integration of psychotherapy in that
it integrates clinical methods from diverse sources, the
term ‘““integration” has come to acquire a more theo-
retical meaning (30, 31). “Integration” commonly de-
notes the conceptual synthesis of diverse theoretical
systems. “Eclecticism,” by contrast, is atheoretical but
empirical in pragmatically applying what already ex-
ists. “Integration” is more theoretical than empirical in
creating something “new”: a superordinate umbrella,
coherent theoretical gestalt, metatheoretical frame-
work, or conceptually superior therapy (32).

Other descriptive terms have been proposed as al-
ternatives or replacements for the foregoing. These
include “creative synthesis,” “metamodeling,” “‘com-
prehensive therapy,” “prescriptive counseling,” and
“differential therapeutics.” Each term has a slightly
altered emphasis, but all generally denote a trend toward
a more consensual and comprehensive framework.

INTEGRATIVE-ECLECTIC PSYCHOTHERAPISTS

Eclecticism has emerged as the modal theoretical
orientation of contemporary mental health profession-
als. Across all disciplines, between one-third and one-
half of American psychotherapists disavow an affili-
ation with a single therapeutic tradition, preferring
instead the label of eclectic. This holds true for psychi-
atrists (33, 34), psychologists (35, 36; unpublished
1988 manuscript of J.C. Norcross et al.), and clinical
social workers (34, 37). Interestingly, even surveys of
clinicians belonging to behavioral and humanistic or-
ganizations reveal sizable percentages of respondents
who align themselves with eclecticism: 42% of behav-
ioral clinicians (38) and 31% of humanistic clinicians
(39).

The existing research has not delineated any consis-
tent differences between those psychotherapists who
identify themselves as eclectic and those who identify
themselves as noneclectic, with the exception of clini-
cal experience (39—41). This research has indicated
that clinicians ascribing to eclecticism tend to be older
and more experienced. Conversely, inexperienced ther-
apists are more likely to endorse exclusive theoretical
orientations. Reliance on one theory and a few tech-
niques may be the product of inexperience; put another
way, with experience comes diversity and flexibility.

139

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



INTEGRATING THE PSYCHOTHERAPIES

Eclecticism is approached from a multitude of path-
ways. Garfield and Kurtz (42) found that approxi-
mately 40% of eclectic respondents had not previ-
ously adhered to a particular theoretical perspective,
whereas 50%—60% indicated that they had. Of those
with previous theoretical allegiances, the largest shift
occurred from psychodynamicism and psychoanalysis
to eclecticism. Norcross and Prochaska (31) found that
one-half of eclectic psychologists with a previous alli-
ance were formerly in the analytic tradition, and Jaya-
ratne (43) found that one-half of eclectic social work-
ers with a previous alliance were also formerly in the
analytic tradition. Next most common for both groups
were the behavioral and client-centered orientations.

There appears to be an emerging preference for the-
oretical synthesis (integration) as opposed to technical
synthesis (eclecticism). In the 1970s, 47% of eclectic
therapists characterized their clinical practice as prag-
matic-technical eclecticism (42), whereas 34% did so
in a 1980s sample (31). Concomitantly, 27% of the
respondents in the 1970s combined two theories or
amalgamated aspects of multiple theories (42),
whereas 39% indicated that they did so in the 1980s
(31).

WHY INTEGRATION NOW?

A historical perspective of psychotherapy integra-
tion (7) has persuasively demonstrated that the stir-
rings of rapprochement have always been with us but
have been actualized and organized into a coherent
movement only recently. The unprecedented growth in
integrative psychotherapies over the past decade leads
one to inquire, Why now? What is there in our socio-
economic environment or the field’s maturation that
has intensified the spirit of open inquiry?

At least six interacting, mutually reinforcing factors
have fostered the advancement of psychotherapy inte-
gration in the past decade (4, 7, 44).

1. Proliferation of therapies. In describing the gene-
sis of scientific revolutions, Thomas Kuhn (45) indi-
cated that the abandonment of any given paradigm is
ordinarily preceded by a period of crisis. This crisis is
characterized by the open expression of discontent
about the current state of affairs and by the prolifera-
tion of different orientations. The field of psychother-
apy, it would appear, is currently experiencing such a
crisis (46).

The field has been staggered by too many choices
and fragmented by future shock. Which of the more
than 400 therapies should be studied, taught, or
bought? No single theory has been able to corner the
market on validity or utility. The search for a more
unified and comprehensive paradigm has thus become
a prime motivation for both eclectic and integrative
psychotherapists.

2. Inadequacy of single theories. A related factor is
the growing consensus that no one approach is clini-
cally adequate for all problems, patients, and situa-
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tions. Clinical realities have come to demand a more
flexible, if not integrative, perspective. Psychotherapy,
as a result, has entered a period of intense self-exam-
ination in which the failures of our pet theories are
reappraised and their limitations realized. The integra-
tion movement, to some extent, reflects dissatisfaction
with single approaches. A survey of self-designated
eclectic and integrative clinicians (42) revealed that
their alignment is motivated in part by disillusionment
with single-therapy systems.

3. Equality of outcomes among therapies. A third
reason for the recent surge toward integration is the
general inability to show that one therapeutic ap-
proach is clearly superior to any other in manifest out-
come (47-49). Despite a notable increase in both the
quantity and quality of psychotherapy research, there
are few conditions in which a given therapy system
leads to differential effectiveness. With few exceptions,
there is little compelling evidence to recommend the
use of one form of psychotherapy over another in the
treatment of specific problems. Borrowing a phrase
from the Dodo bird in Alice in Wonderland, Luborsky
et al. (50) wryly concluded that “everybody has won
and all must have prizes.”

A paradox has emerged from the equivalence con-
clusion: there is no differential effectiveness despite
technical diversity (51). A number of reasons for this
paradox have been advanced, notably the lack of spec-
ificity of outcome measurement, the poor integrity of
treatments, and the elucidation of common core fac-
tors in the therapist, client, or alliance. The two most
common suggestions for resolving the paradox seem to
be a specification of factors common to successful
treatments (52) and a synthesis of useful concepts and
methods from disparate therapeutic traditions (53).

4. Resultant search for common components. The
identification of common change processes or thera-
peutic factors has been called the most important psy-
chotherapy trend in the 1980s (54). Strupp (55) has
noted that the important advances in psychotherapy
research have resulted from better conceptual analyses
of basic processes operating in all forms of therapy
rather than from premature comparisons of tech-
niques. This observation stems from the emerging view
that the commonalities in all forms of therapy are far
more impressive than their apparent differences.

A transtheoretical analysis of prominent psychother-
apy systems (56) demonstrated how much therapeutic
systems agree on the processes producing change while
disagreeing on the content to be changed.

Frank (§7) posited that all psychotherapeutic meth-
ods are elaborations and variations of age-old proce-
dures of psychological healing. The features that dis-
tinguish psychotherapies from each other, however,
receive special emphasis in our pluralistic and compet-
itive society. Since the prestige and financial security of
psychotherapists hinge on their particular approaches
being more successful than those of their rivals, little
attention has been traditionally accorded the identifi-
cation of shared components (4).
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Frank (47, 57, 58), among others, has argued that
therapeutic change is predominantly a function of fac-
tors common to all approaches. For Frank, these in-
clude an emotionally charged and confiding relation-
ship, a healing setting, a rationale or conceptual
scheme, and a therapeutic ritual. For Garfield (11),
these common factors entail the relationship, catharsis,
explanation, reinforcement, desensitization, informa-
tion, and time. Similarly, Karasu (3) identified three
nonspecific change agents that all therapy schools
share: affective experiencing, cognitive mastery, and
behavioral regulation. These authors have noted that
features shared by all therapies account for an appre-
ciable proportion of clinical improvement, and psy-
chotherapy outcome research (59) has generally sub-
stantiated this claim.

S. Empbasis on patient characteristics and the ther-
apeutic relationship. Psychotherapy researchers have
come to recognize that the powerful determinants of
therapeutic success lie in the personal qualities of the
patient and the therapist and in the interaction be-
tween them. The particular clinical method appears to
have little differential effect. Meta-analytic studies (49,
60, 61), for example, indicate that only 10%—12% of
outcome variance is generally accounted for by tech-
nique variables. In substantial concurrence, a panel of
psychotherapy experts (62) estimated that one-third of
treatment outcome is due to the psychotherapist but
two-thirds is attributable to the patient. Echoing the
consensus on the issue, Bergin and Lambert (63) con-
cluded, “We believe . . . that the largest variation in
therapy outcome is accounted for by preexisting client
factors, such as motivation for change, and the like.
Therapist personal factors account for the second larg-
est proportion of change, with technique variables
coming in a distant third” (p. 180).

Consequently, it would appear that singular at-
tempts to improve techniques within one orientation
would have a negligible effect on therapeutic outcome.
Beutler (64) has noted the irony of devoting 80% of
the psychotherapy literature to specific technologies
and procedures, which account for about 10% of the
change.

Instead, our efforts might be more profitably ex-
pended in tailoring the therapeutic relationship and
clinical method to the patient. To the extent that there
are some specific technique effects (and refined re-
search may discern still more), treatment success can
be maximized by altering the therapist’s stance and
operations to the patient’s presenting problem, inter-
personal style, personality configuration, readiness to
change, and related variables. To the degree that cli-
nicians are able to modify and enlarge their practices
to fit the patient’s needs, the benefits are potentiated.
This is one of the distinguishing characteristics of the
integration movement: prescriptive treatment based
primarily on patient need and empirical evidence
rather than on theoretical predisposition (17).

6. Sociopolitical contingencies. The movement
toward integrating the psychotherapies is one adaptive
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response to social, political, and economic influences.
There are at present mounting pressures from insur-
ance companies, government policy makers, consumer
groups, and judicial officials for accountability. Third
parties and the public are demanding crisp and infor-
mative answers regarding the quality, durability, and
efficiency of psychosocial treatments (65). Until re-
cently the field has had the luxury of functioning
within a culture of individual professional freedom.
Clinical services had been in steady demand in the
marketplace, generally oblivious to economic forces
and sociopolitical realities. However, the shrinking job
market, increased competition, and diminishing public
support portend a future discontinuous with our ex-
pansive past (66).

Without some change from the field, psychothera-
pists stand to lose prestige, customers, and money.
These sociopolitical considerations have us increas-
ingly pulling together rather than apart. Mental health
professionals report that political and economic
changes have led them to work harder, to be more
creative, and to adjust their treatments to meet the
needs of their clients (67). Intertheoretical cooperation
and the search for a unified psychotherapy paradigm
represent attempts to respond to these sociopolitical
forces. As the external demands escalate, so too will
the spirit of open inquiry and psychotherapy integration.

RECURRENT THEMES

In a historical analysis of previous attempts to inte-
grate the psychotherapies, Goldfried and Newman (7)
identified issues that have repeatedly emerged over the
past half century. Such recurrent themes include the
complementary nature of different therapeutic ap-
proaches; the advantages of identifying interactions
among cognition, affect, and behavior in patients; the
importance of an empirical foundation on which ther-
apies may be based; the need for a common language
with which to engage in dialogue across different ori-
entations; the need to arrive at a set of therapeutic
principles that can account for commonalities across
different orientations; and the view of therapy as in-
volving certain common phases or stages. As the topic
of therapeutic integration has moved from being a la-
tent concern to a more clearly defined area of interest,
clinicians and researchers have started to devote in-
creasingly more attention to each of these themes. The
sections that follow describe some of these considerations.

Complementary Nature of Different Orientations

Clinical experience and research findings alike lead
us to the conclusion that each therapeutic orientation
has its share of clinical failures and that none is con-
sistently superior to any other (51). Such findings have
stimulated many workers in the field to consider the
possibility that contributions from orientations other
than their own might be fruitfully employed. In es-
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sence, the weakness of any one orientation might be
complemented by another’s strength. This notion has
been articulated by Pinsof (68), who described an in-
tegrative problem-centered therapy as one that “rests
upon the twin assumptions that each modality and
orientation has its particular ‘domain of expertise,’
and that these domains can be interrelated to maxi-
mize their assets and minimize their deficits” (p. 20).

In considering the potential benefits and liabilities of
an integrative approach, Messer and Winokur (69) in-
dicated that patient variables may play a particularly
important part in determining the most appropriate
therapeutic intervention. Thus, a verbally limited pa-
tient with little skill at introspection may be less likely
to benefit from psychodynamic treatment but may, in-
stead, show greater gains with an action-oriented, be-
havioral intervention. Like Wachtel (6, 70), Messer
and Winokur further argued that both action and in-
sight might be effectively used in any given case, par-
ticularly when insights are translated into action,
which can in turn further enhance awareness.

Consistent with this thesis, Fensterheim (71) sug-
gested that a psychoanalytic style may be used to de-
velop hypotheses about ways patients organize their
perceptions of the world and to select the most rele-
vant behavior patterns that are in need of change. Hav-
ing done so, however, a behavioral approach may then
be more appropriate in helping to actually facilitate
behavior change.

Another way in which the complementarity between
psychodynamic and behavior therapies may be imple-
mented has been noted by Messer (72), Rhoads (73),
and Salzman (74). It has been suggested that there will
be times when a behavioral approach may be called for
to help a patient cope with some debilitating symptom
at the outset of therapy. Having gained the patient’s
trust and cooperation, the therapist may more readily
be able to use a psychodynamic approach to explore
long-standing problems that have contributed to the
initial complaint. By achieving insight through this sec-
ond phase of treatment, the therapist may then return
to a behavioral orientation to help patients develop
more adaptive behavior patterns.

Interaction of Cognition, Affect, and Bebavior

In the most general sense, different therapeutic ori-
entations have tended to focus on different aspects of a
patient’s functioning. Thus, psychodynamic therapy
has tended to deal with awareness, experiential ther-
apy with emotionality, and behavior therapy with the
patient’s action patterns. The emphasis of such thera-
pists as Lazarus (75) on “multimodal” therapy has
underscored the importance of dealing with the inter-
action among these different components of a patient’s
functioning. Integrative therapists, such as Driscoll
(76), have raised the question, Shouldn’t the choice to
concentrate on one component more than others be a
function of patient characteristics instead of the ther-
apist’s training background?
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In an article that draws a parallel between interper-
sonal therapy and cognitive-behavioral approaches,
Safran (77) suggested that Sullivanian concepts can
supplement the cognitive-behavioral approach by pro-
viding a framework within which “hot” information
processing occurs in an emotional and interpersonal
context. Based on experimental data and models of
information processing, Greenberg and Safran (78)
proposed a way of conceptualizing the integration of
emotion and cognitive processes within a single ap-
proach to therapy.

An Empirically Based Therapy

Clinicians and researchers alike have long called for
the development of a theory of therapy that would
have a strong empirical base. Strupp (79) has empha-
sized that therapies must be testable, so that indepen-
dent observers can specify what is going on clinically,
communicate to others about such phenomena, and
ultimately reach some consensus as to whether thera-
peutic change has in fact occurred. Although many
modern workers in the field have reaffirmed this posi-
tion and it is generally agreed that psychotherapy is
effective in producing change (48), little empirical
work has been done to specify the actual principles
that underlie the change process. There has been con-
siderable speculation about such principles on the ba-
sis of what different therapists say they do, but much
less is available that is based on direct observations of
what therapists actually do (46). It has been suggested
(80) that a workable methodology is needed in order
to study the common principles of therapeutic change
and that such research efforts may best be found in the
area of psychotherapy process research.

Need for a Common Language

It should come as a surprise to no one that each of
our therapeutic orientations has its own unique set of
jargon which, although facilitating communication
within a school, prevents dialogue across orientations.
Such problems in communication are reflected not
only in the difficulty one has in understanding concepts
from another orientation but also in the emotional
barriers to listening that occur when one hears certain
terms associated with another orientation (e.g., “‘ex-
tinction,” “self-actualization,” and “transference”).

At an NIMH workshop on research in psychother-
apy integration (81), it was noted that the language of
psychotherapy may be used for four different pur-
poses: 1) to enhance communication within a particu-
lar school, 2) to retrieve basic research findings from
the literature, 3) to engage in dialogue with colleagues
of different orientations, and 4) to carry out compar-
ative psychotherapy process research. To communi-
cate with colleagues that subscribe to our own orien-
tation, the use of jargon typically affords us a relatively
convenient and efficient method of communication—
either with each other or with the psychotherapy lit-
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erature that is derived from a particular school of
thought. However, basic research on human function-
ing and the change process is rarely couched in the
jargon of any of our therapeutic orientations. Conse-
quently, a translation is needed between the jargon of
our particular therapeutic school and the language sys-
tems used in basic research on human functioning
(cognitive psychology and social psychology, for ex-
ample). The NIMH workshop participants suggested
that in engaging in dialogue across orientations, ordi-
nary or natural language (everyday English) would
stand the best chance of allowing for cross-theoretical
conversation. Finally, a psychotherapy research lan-
guage was suggested, which would allow the incorpo-
ration and translation of the concepts from various
theoretical orientations into an operationalized system
that was neutral with regard to each of the separate
schools. Creating such a language for psychotherapy
process research would enable us to identify points of
convergence and points of contention as they occur
within different therapy interventions.

The Search for Common Therapeutic Principles

Goldfried (53) has suggested that a particularly
fruitful way of determining common therapeutic prin-
ciples is by focusing on a level of abstraction some-
where between theory and clinical technique. This in-
termediate level of abstraction, referred to as a clinical
strategy, may be thought of as a heuristic tool that
implicitly guides the efforts of experienced therapists.
Goldfried (53) argued,

To the extent that clinicians of varying orientations are
able to arrive at a common set of strategies, it is likely that
what emerges will consist of robust phenomena, as they
have managed to survive the distortions imposed by the
therapists’ varying theoretical biases. (p. 996; author’s
italics)

Although there have been no empirical studies of
common clinical strategies based on direct observa-
tions of therapy sessions, a review of the available lit-
erature (13, 46) reveals a number of potential similar-
ities. Among these are the initial expectations that
therapy may be helpful, the patient’s participation in a
therapeutic relationship, the opportunity to obtain an
external and/or objective perspective on one’s prob-
lems, the encouragement of corrective experiences, and
the opportunity to engage in repeated reality testing.
Even though the specific clinical procedures used to
implement each of these strategies may conceivably
vary from orientation to orientation, the strategies
themselves nonetheless represent common threads.

Stages of Psychotherapy
One of the common heuristic tools used by thera-
pists across orientations is the notion that psychother-

apy proceeds in stages. Patients must be engaged in
therapy; patterns of dysfunction must be elucidated;
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these patterns must then be altered in some beneficial
way; termination then follows (9, 10, 13). These stages
may be defined by their objectives: engagement, pat-
tern search, change, and termination (9). Some evi-
dence suggests that change may be divided into three
substages: giving up the old pattern (or patterns), ini-
tiating the new pattern, and maintaining the new pat-
tern (9). Several investigators have examined the crit-
ical elements of the engagement process, including the
patient’s and therapist’s perceptions of each other, the
therapist’s techniques, and the patient’s motivation
(82). Future research is likely to elucidate the optimal
approach to dysfunctional patterns and the manage-
ment of the substages of change.

POINTS OF CONTENTION

At the 1932 annual meeting of the American Psy-
chiatric Association, Thomas French (83) stood before
his audience and presented his thoughts on the rela-
tionship between psychoanalysis and Pavlovian condi-
tioning. Horrified by French’s attempt at rapproche-
ment, Myerson (84) confessed,

1 was tempted to call for a bell-boy and ask him to page
John B. Watson, Ivan Pavlov, and Sigmund Freud while
Dr. French was reading his paper. I think Pavlov would
have exploded; and what would have happened to Watson
is scandalous to contemplate, since the whole of his be-
havioristic school is founded on the conditioned reflex

. Freud . . . would be scandalized by such an approche-
ment made by one of his pupils, reading a paper of this
kind. (p. 1201)

The latent theme of psychotherapy integration has
continued over the past half decade or so, and staunch
supporters of specific schools of thought have voiced
their strong opposition to such trends. These argu-
ments have typically been presented in passing and
have usually been of the “my-school-is-better-than-
yours” variety. As this latent theme has developed into
a clearly articulated area of interest—indeed, move-
ment—reservations about integration have become
more explicit (85-87). Supporters and critics of the
integration movement have begun to engage in open
dialogue (14, 88), and certain points of contention
have been debated, including the conflicting perspec-
tives on reality held by differing schools, the role of the
unconscious, the importance of transference, and the
goals of psychotherapy itself.

Conflicting Perspeciives on Reality

Messer and Winokur (69) and Yates (87) have ar-
gued that in the light of the differing world views taken
by psychodynamic and behavior therapists, little hope
exists for rapprochement between these orientations.
Messer and Winokur (69) described a behavioral ap-
proach as being consistent with a “comic” view of
human functioning, reflected in the belief that happi-
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ness can be obtained in one’s life by identifying and
removing environmental barriers. By contrast, psycho-
analytic therapists assume a “‘tragic” view, which rec-
ognizes and accepts some of the limitations inherent in
the human condition. Similarly, Yates (87) character-
ized the behavioral approach as emphasizing realism,
objectivity, and “extraspection,” in marked contrast to
the psychoanalytic perspective of idealism, subjectiv-
ity, and introspection. In acknowledging that such dif-
fering world views do indeed exist, however, several
theorists (89~91) have suggested that these differences
in philosophy are precisely what makes psychotherapy
integration interesting, in that it brings together the
strengths of the different orientations.

The Role of the Unconscious

One of the basic differences that has existed between
psychodynamic and behavioral approaches to therapy
has been that of “the unconscious.” Indeed, the es-
sence of therapeutic change from a psychodynamic
point of view has traditionally focused on underlying
conflicts and needs of which the patient had little or no
awareness, whereas a behavioral approach has typi-
cally emphasized the development of alternative be-
havior patterns and alteration of interfering environ-
mental factors.

Although the concept of the unconscious appears to
represent an irreconcilable point of incompatibility be-
tween psychodynamic and behavior therapy, this is the
case only if one compares classical psychoanalysis and
radical behavior therapy. As emphasized by many
writers (6, 11, 77, 92-94), today’s psychodynamic
therapists have begun to recognize the importance of
conscious thoughts, action, and environmental factors,
and behavior therapists’ recognition of cognitive fac-
tors has led them to accept the importance of
“implicit” thoughts.

Meichenbaum and Gilmore (94) suggested that all
therapies deal either directly or indirectly with the pa-
tient’s hypothesized cognitive structures. These au-
thors mainrain that the psychodynamic goal of making
the unconscious conscious parallels the cognitive-be-
havioral therapist’s attempt to have patients identify
automatic assumptions about themselves and others.
To be sure, there are theoretical differences between
these two views of unconscious processes. For exam-
ple, the psychodynamic view maintains that the uncon-
scious reflects a basic motivational system within the
individual, whereas the cognitive-behavioral view
adopts a more nonmotivational, information-proc-
essing conceptualization. Nonetheless, we seem to be
witnessing a most important convergence between
what have traditionally been opposing views of this
clinical phenomenon.

The Importance of Transference
Another key concept that has served as a barrier for

the integration of psychodynamic and behavior ther-
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apy is that of the existence and function of transfer-
ence. In addressing this issue, Gill (95) expressed
doubts that classical psychoanalysis, which requires a
uniquely ambiguous and restrained analytic stance,
could ever be integrated with any intervention ap-
proach in which the therapist is more directive. Gill
acknowledged, however, that this basic incompatibil-
ity does not necessarily exist between psychoanalyti-
cally oriented therapy and other approaches.

In conceptualizing the therapeutic interaction from a
more Sullivanian point of view, Wachtel (6) main-
tained that the therapist can never really be the total
“blank screen” presumably required for the develop-
ment of a transference reaction. As participant and
observer, the therapist “is as much a part of the con-
text if he is silent and invisible as if he is face to face
with the patient and overtly discernibly responding to
him” (p. 69). Such a broad conceptualization of the
therapeutic context, Wachtel argued, allows one
greater freedom to intervene with procedures that
might be more directive in nature.

Viewing transference from a cognitive-behavioral
vantage point, Arnkoff (96) noted that certain similar-
ities exist between psychodynamic and cognitive-be-
havioral approaches in the use of the therapeutic rela-
tionship. She suggested that there may be instances in
cognitive-behavioral therapy when it is most relevant
to focus on the relationship as it is occurring within the
session itself. This observation has also been made by
Goldfried and Davison (97) and Goldfried (98), whose
depictions of cognitive-behavioral therapy allow for
the possibility that the therapeutic relationship offers a
sample of the patient’s relevant thoughts, emotions,
and behavior, thereby affording the opportunity for an
“in vivo” intervention. The primary difference be-
tween the use of the therapeutic relationship in these
two therapeutic approaches appears to be more the
relative emphasis placed on this therapeutic change
procedure rather than its existence.

Goals of Therapy

Beutler (10) has suggested that different therapeutic
orientations probably do not dictate the specific inter-
ventions used so much as they determine the therapeu-
tic goals to pursue. In arguing for the incompatibility
of different therapeutic approaches, Yates (87) main-
tained that the differences in goals are a function of
basic philosophical differences across therapeutic
viewpoints. Thus, a behavioral therapist might empha-
size the need to change specific behaviors and perceive
a patient’s sorrow as a negative emotion to be elimi-
nated. A psychoanalytically oriented therapist, on the
other hand, might choose to focus more directly on the
sorrow and, construing it as a natural reaction to an
unfortunate life circumstance, would pursue the goal
of helping patients to experience, work through, and
finally accept certain losses.

Wachtel (6) related potential differences in therapeu-
tic goals set by behavioral and psychodynamic thera-
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pists as a function of their conceptualizations of the
patient’s problem. From a behavioral point of view,
problems are more likely to be construed as reflecting
the individual’s difficulty in attaining certain socially
acceptable aims in life. Psychodynamic therapists, by
contrast, view a patient’s problem as reflecting con-
flicting needs and wants, some of which may be so-
cially unacceptable. Consequently, the behavioral ther-
apist’s goal would be to assist patients in making
changes in either themselves or their environment that
might more readily allow them to obtain their objec-
tives, whereas a psychodynamic therapist would pri-
marily work with helping patients to develop an un-
derstanding of the internal conflicting factors. Neither
is necessarily more correct, Wachtel pointed out, and
there is nothing to prevent either the behavioral ther-
apist or the psychodynamic therapist from pursuing
both goals.

Messer (24) has dealt at length with the complemen-
tary nature of therapeutic objectives outlined within
psychodynamic and behavioral points of view. Noting
that the visions of reality have begun to change among
practicing psychodynamic and behavioral therapists,
he outlined how each therapeutic orientation might
fruitfully expand its range of therapeutic goals in ac-
tual clinical practice. Messer (24) fully acknowledged
that not all therapists would be willing to engage in
this integrative effort, but that

there are many therapists of both orientations who un-
doubtedly will welcome the kind of change occurring in
each therapy. For them, the mutual influence of one ther-
apy on the other, the convergence of certain perspectives,
and the particular shift of visions and values that this en-
tails constitute a creative challenge both to the theory of
each therapy and to its practice. (p. 1270)

FUTURE DIRECTIONS

The integrative movement appears to be gaining mo-
mentum and is likely to be the Zeitgeist of the next
several decades of psychotherapy research and prac-
tice. Unsubstantiated theories about the psychothera-
peutic process will grudgingly give way to solidly
grounded concepts to which the different approaches
will make their various contributions. The great char-
ismatic leader proclaiming the right and true path is
likely to gain fewer constituents as psychotherapy be-
comes increasingly more pragmatic. New ideas will be
welcomed as contributions rather than quantum leaps
into new and startling territory. Trainees, we hope,
will be less ideologically programmed and will be
taught to recognize the value of each of the many ap-
proaches as well as the inevitable influence of their
own personalities on the process (99). Ideally, consum-
ers of psychotherapeutic services will be shown clearly
just what it is they are receiving and thereby be able to
make better judgments about their reasons for choos-
ing this form of assistance.
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A number of formidable obstacles confront this
movement as it grows to represent a substantial num-
ber of practicing and research psychotherapies (100).
For example, can comprehensive frameworks and/or a
common language be developed that are acceptable to
diverse audiences? Can we overcome the interprofes-
sional bickering and partisan zealotry that continue to
restrain psychotherapeutic evolution? Will integrative
therapists be able to effectively train neophyte clini-
cians in multiple approaches and integrative perspec-
tives? Will future research demonstrate the utility of
integrative concepts and strategies? Will the movement
generate information for the practicing clinician that
will improve his or her ability to decide what to do,
when, and with which patient? Will it be necessary to
develop not only a superordinate clinical theory but
also integrative theories of personality and psychopa-
thology? We are witnessing an exciting development in
the history of psychotherapy. The future holds the an-
swers to its durability and significance.

REFERENCES

1. Harper RA: Psychoanalysis and Psychotherapy: 36 Systems.
Englewood Cliffs, NJ, Prentice-Hall, 1959
2. Parloff MB: Shopping for the right therapy. Saturday Review,
Feb 1976, pp 135142
3. Karasu TB: The specificity versus nonspecificity dilemma:
toward identifying therapeutic change agents. Am ] Psychiatry
1986; 143:687-695
4. Norcross JC (ed): Handbook of Eclectic Psychotherapy. New
York, Brunner/Mazel, 1986
5. Larson D: Therapeutic schools, styles, and schoolism: a na-
tional survey. ] Humanistic Psychol 1980; 20:3-20
6. Wachtel PL: Psychoanalysis and Behavior Therapy: Toward
an Integration. New York, Basic Books, 1977
7. Goldfried MR, Newman C: Psychotherapy integration: an his-
torical perspective, in Handbook of Eclectic Psychotherapy.
Edited by Norcross JC. New York, Brunner/Mazel, 1986
8. Murray EJ: Beyond behavioral and dynamic therapy. Br | Clin
Psychol 1983; 22:127-128
9. Beitman BD: The Structure of Individual Psychotherapy. New
York, Guilford Press, 1987
10. Beutler LE: Eclectic Psychotherapy: A Systematic Approach.
New York, Pergamon Press, 1983
11. Garfield SL: Psychotherapy: An Eclectic Approach. New
York, John Wiley & Sons, 1980
12. Lazarus AA: The Practice of Multimodal Therapy: Systematic,
Comprehensive, and Effective Psychotherapy. New York, Mc-
Graw-Hill, 1981
13. Prochaska JO, DiClemente CC: The Transtheoretical Ap-
proach: Crossing the Traditional Boundaries of Therapy.
Homewood, Ill, Dow Jones-Irwin, 1984
14. Arkowitz H, Messer SB (eds): Psychoanalytic and Behavior
Therapy: Is Integration Possible? New York, Plenum, 1984
15. Goldfried MR (ed): Converging Themes in Psychotherapy.
New York, Springer, 1982
16. Marmor J, Woods SM (eds): The Interface Between the Psy-
chodynamic and Behavioral Therapies. New York, Plenum,
1980
17. Frances A, Clarkin J, Perry S: Differential Therapeutics in Psy-
chiatry. New York, Brunner/Mazel, 1984
18. Goldstein AP, Stein N: Prescriptive Psychotherapies. New
York, Pergamon Press, 1976
19. Karasu TB: Psychotherapy and pharmacotherapy: toward an
integrative model. Am J Psychiatry 1982; 139:1102-1113
20. Beitman BD, Klerman GL: Combining Psychotherapy and
Drug Therapy in Clinical Practice. New York, Spectrum, 1984

145

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



INTEGRATING THE PSYCHOTHERAPIES

21.

22,
23.
24,
25.

26.

27.
28.
29.

30.

31.

32.

33.

34.

3S.

36.

37.

38.

39.

40.

41.

42.
43.
44,
45.

46.

47.

48.

146

Frank JD, Hoehn-Saric R, Imber SD, et al: Effective Ingredi-
ents of Successful Psychotherapy. New York, Brunner/Mazel,
1978

Karasu TB: Psychotherapies: an overview. Am J Psychiatry
1977; 134:851-863

Marmor J: Recent trends in psychotherapy. Am ] Psychiatry
1980; 137:409-416

Messer SB: Behavioral and psychoanalytic perspectives at ther-
apeutic choice points. Am Psychol 1986; 41:1261-1272
Smith DS: Trends in counseling and psychotherapy. Am Psy-
chol 1982; 37:802-809

Robertson M: Some observations from an eclectic therapist.
Psychotherapy: Theory, Research and Practice 1979; 16:18—
21

Garfield SL: Eclecticism and integration in psychotherapy. Be-
havior Therapy 1982; 13:610-623

Lazarus AA: In support of technical eclecticism. Psychol Rep
1967; 21:415-416

Lazarus AA: Multimodal therapy, in Current Psychotherapies,
3rd ed. Edited by Corsini RJ. Itasca, Ill, FE Peacock, 1984
Goldfried MR, Wachtel PL: Clinical and conceptual issues in
psychotherapy integration: a dialogue. ] Integrative and Eclec-
tic Psychotherapy 1987; 6:131-142

Norcross JC, Prochaska JO: A study of eclectic (and integra-
tive) views revisited. Professional Psychology: Research and
Practice 1988; 19:170-174

Norcross JC, Napolitano G: Defining our Journal and our-
selves. Int J Eclectic Psychotherapy 1986; 5:249-255
Beitman BD, Maxim PE: A survey of psychiatric practice: im-
plications for residency training. J Psychiatr Education 1984;
45:149-153

Norcross JC, Strausser DJ, Faltus FJ: The therapist’s therapist.
Am ] Psychother 1988; 42:53-66

Prochaska JO, Norcross JC: Contemporary psychotherapies:
a national survey of characteristics, practices, orientations,
and attitudes. Psychotherapy: Theory, Research and Practice
1983; 20:161-173

Watkins CE, Lopez FG, Campbell VL, et al: Contemporary
counseling psychology: results of a national survey. ] Coun-
seling Psychol 1986; 33:301-309

Jayaratne S: Characteristics and theoretical orientations of
clinical social workers: a national survey. ] Social Service Re-
search 1982; 4(2):17-30

Swan GE: On the structure of eclecticism: cluster analysis of
eclectic behavior therapists. Professional Psychology: Research
and Practice 1979; 10:732—-739

Norcross JC, Wogan M: American psychotherapists of diverse
persuasions: characteristics, theories, practices, and clients.
Professional Psychology: Research and Practice 1983; 4:529—
539

Norcross JC, Prochaska JO: A national survey of clinical psy-
chologists: affiliations and orientations. Clinical Psychologist
1982; 35(3):1, 4-6

Walton DE: An explanatory study: personality factors and
theoretical orientations of therapists. Psychotherapy: Theory,
Research and Practice 1978; 15:390-395

Garfield SL, Kurtz R: A study of eclectic views. ] Consult Clin
Psychol 1977; 45:78-83

Jayaratne S: A study of clinical eclecticism. Social Service Rev
1978; §2:621-631

London P: Ecumenism in psychotherapy. Contemporary Psy-
chol 1983; 28:507-508

Kuhn TS: The Structure of Scientific Revolutions, 2nd ed. Chi-
cago, University of Chicago Press, 1970

Goldfried MR, Padawer W: Current status and future direc-
tions in psychotherapy, in Converging Themes in Psychother-
apy. Edited by Goldfried MR. New York, Springer, 1982
Frank JD: The present status of outcome studies. ] Consult
Clin Psychol 1979; 47:310-316

Lambert MJ, Shapiro DA, Bergin AE: The effectiveness of psy-
chotherapy, in Handbook of Psychotherapy and Behavior
Change: An Empirical Analysis, 3rd ed. Edited by Garfield SL,
Bergin AE. New York, John Wiley & Sons, 1986

49.

50.

S1.

52.

53.

54.

55.

56.
57.

58.

59.

60.
61.

62.

63.

64.

65.

66.
67.

68.

69.

70.

71.

72.

73.

74.
. Lazarus AA: Multimodal Behavior Therapy. New York,

Smith ML, Glass GV, Miller TI: The Benefits of Psychother-
apy. Baltimore, Johns Hopkins University Press, 1980
Luborsky L, Singer B, Luborsky L: Comparative studies of
psychotherapies: is it true that “everybody has won and all
must have prizes”? Arch Gen Psychiatry 1975; 32:995-1008
Stiles WB, Shapiro DA, Elliott R: “Are all psychotherapies
equivalent?” Am Psychol 1986; 41:165-180
Gomes-Schwartz B, Hadley SW, Strupp HH: Individual psy-
chotherapy and behavior therapy. Annu Rev Psychol 1978;
29:435-471

Goldfried MR: Toward the delineation of therapeutic change
principles. Am Psychol 1980; 35:991-999

Bergin A: Comment, in Converging Themes in Psychotherapy:
Trends in Psychodynamic, Humanistic, and Behavioral Prac-
tice. Edited by Goldfried MR. New York, Springer, 1982
Strupp HH: The outcome problem in psychotherapy: contem-
porary perspectives, in Psychotherapy Research and Behavior
Change: Master Lecture Series, vol 1. Edited by Harvey JH,
Parks MM. Washington, DC, American Psychological Associ-
ation, 1982

Prochaska JO: Systems of Psychotherapy: A Transtheoretical
Analysis, 2nd ed. Homewood, Ill, Dorsey Press, 1984

Frank JD: Persuasion and Healing, 2nd ed. Baltimore, Johns
Hopkins University Press, 1973

Frank JD: Therapeutic components shared by all psychother-
apies, in Psychotherapy Research and Behavior Change: Mas-
ter Lecture Series, vol 1. Edited by Harvey JH, Parks MM.
Washington, DC, American Psychological Association, 1982
Lambert MJ: Implications of psychotherapy outcome research
for eclectic psychotherapy, in Handbook of Eclectic Psycho-
therapy. Edited by Norcross JC. New York, Brunner/Mazel,
1986

Landman JT, Dawes RM: Smith and Glass’s conclusions stand
up under scrutiny. Am Psychol 1982; 37:501-516

Lambert MJ: Psychotherapy and Patient Relationships. Home-
wood, Ill, Dorsey Press, 1983

Prochaska JO, Norcross JC: The future of psychotherapy: a
Delphi poll. Professional Psychology: Research and Practice
1982; 13:620-627

Bergin AE, Lambert MJ: The evaluation of therapeutic out-
comes, in Handbook of Psychotherapy and Behavior Change,
2nd ed. Edited by Garfield SL, Bergin AE. New York, John
Wiley & Sons, 1978

Beutler LE: Systematic eclectic psychotherapy, in Handbook
of Eclectic Psychotherapy. Edited by Norcross JC. New York,
Brunner/Mazel, 1986

Parloff MB: Can psychotherapy research guide the policy-
maker? a little knowledge may be a dangerous thing. Am Psy-
chol 1979; 34:296-306

Fishman DB, Neigher WD: American psychology in the eight-
ies: who will buy? Am Psychol 1982; 37:533-546

Brown BS: The impact of political and economic changes upon
mental health. Am | Orthopsychiatry 1983; 53:583-592
Pinsof WM: Integrative problem-centered therapy: toward the
synthesis of family and individual psychotherapies. ] Marital
and Family Therapy 1983; 9:19-35

Messer SB, Winokur M: Some limits to the integration of psy-
choanalytic and behavior therapy. Am Psychol 1980; 35:818—
827

Wachtel PL: Action and Insight. New York, Guilford Press,
1987

Fensterheim H: Introduction to behavioral psychotherapy, in
Behavioral Psychotherapy: Basic Principles and Case Studies in
an Integrative Clinical Model. Edited by Fensterheim H,
Glazer HI. New York, Brunner/Mazel, 1983

Messer SB: The integration of psychoanalytic therapy and be-
havior therapy: summing up, in Psychoanalytic Therapy and
Behavior Therapy: Is Integration Possible? Edited by Arkowitz
H, Messer SB. New York, Plenum, 1984

Rhoads JM: Relationships between psychodynamic and be-
havior therapies. Ibid

Salzman L: Psychoanalysis and behavior therapy. Ibid

Am | Psychiatry 146:2, February 1989

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.
87.

88.

Springer, 1976

Driscoll R: Pragmatic Psychotherapy. New York, Van No-
strand Reinhold, 1984

Safran J: Assessing the cognitive interpersonal cycle. Cognitive
Therapy and Research 1981; 8:333-347

Greenberg IS, Safran JD: Integrating affect and cognitions: a
perspective on the process of therapeutic change. Cognitive
Therapy and Research 1984; 8:559-578

Strupp HH: Psychotherapists and (or versus) researchers.
Voices: The Art and Science of Psychotherapy 1968; 1:28-37
Goldfried MR, Safran JD: Future directions in psychotherapy
integration, in Handbook of Eclectic Psychotherapy. Edited by
Norcross JC. New York, Brunner/Mazel 1986

Wolfe BE, Goldfried MR: Research on psychotherapy integra-
tion: recommendations and conclusions from an NIMH work-
shop. J Consult Clin Psychol 1988; 56:448-451

Docherty JP: Introduction to section V: the therapeutic alli-
ance and treatment outcome, in Psychiatry Update: American
Psychiatric Association Annual Review, vol 4. Edited by Hales
RE, Frances AJ. Washington, DC, American Psychiatric Press,
198§

French TM: Interrelations between psychoanalysis and the ex-
perimental work of Pavlov. Am J Psychiatry 1933; 89:1165—
1195

Myerson A: Discussion of TM French: Interrelations between
psychoanalysis and the experimental work of Pavlov. Am ]
Psychiatry 1933; 89:1201-1202

Franks CM: On conceptual and technical integrity in psycho-
analysis and behavior therapy: two fundamentally incompat-
ible systems, in Psychoanalytic Therapy and Behavior Ther-
apy: Is Integration Possible? Edited by Arkowitz H, Messer SB.
New York, Plenum, 1984

Schacht TE: The varieties of integrative experience. Ibid
Yates AJ: Reply to JD Davis: Slaying the psychoanalytic
dragon: an integrationist’s commentary on Yates. Br ] Clin
Psychol 1983; 22:135-136

Wachtel PL (ed): Resistance: Psychodynamic and Behavioral
Approaches. New York, Plenum, 1982

Am | Psychiatry 146:2, February 1989

I

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

BEITMAN, GOLDFRIED, AND NORCROSS

Beck AT: Cognitive therapy, behavior therapy, psychoanal-
ysis, pharmacotherapy: the cognitive continuum, in Psycho-
therapy Research: Where Are We and Where Should We Go?
Edited by Spitzer RL. New York, Guilford Press, 1984
Mahoney MJ: Psychoanalysis and behaviorism: the yin and
yang of determinism, in Psychoanalytic Therapy and Behavior
Therapy: Is Integration Possible? Edited by Arkowitz H, Mes-
ser SB. New York, Plenum, 1984

Wachtel PL: Integration misunderstood. Br ] Clin Psychol
1983; 22:129-130

Goldfried MR: Anxiety-reduction through cognitive-behav-
ioral intervention, in Cognitive-Behavioral Interventions: The-
ory, Research and Procedures. Edited by Kendall PC, Hollon
SD. New York, Academic Press, 1979

Mahoney MJ: Psychotherapy and the structure of personal
revolutions, in Psychotherapy Process. Edited by Mahoney
M]. New York, Plenum, 1980

Meichenbaum D, Gilmore JB: The nature of unconscious pro-
cesses: a cognitive-behavioral perspective, in The Unconscious
Reconsidered. Edited by Bowers KS, Meichenbaum D. New
York, Wiley-Interscience, 1984

Gill MM: Psychoanalytic, psychodynamic, cognitive behavior,
and behavior therapies compared, in Psychoanalytic Therapy
and Behavior Therapy: Is Integration Possible? Edited by
Arkowitz H, Messer SB. New York, Plenum, 1984

Arnkoff DB: Common and specific factors in cognitive ther-
apy, in Psychotherapy and Patient Relationships. Edited by
Lambert M]. Homewood, Ill, Dorsey Press, 1983

Goldfried MR, Davison GC: Clinical Behavior Therapy. New
York, Holt, Rinehart & Winston, 1976

Goldfried MR: In vivo intervention or transference? in Ther-
apist’s Dilemmas. Edited by Dryden W. London, Harper &
Row, 1985

Norcross JC, Beutler LE, Clarkin JF, et al: Training integra-
tive/eclectic psychotherapists. J Integrative and Eclectic Psy-
chotherapy 1986; 5:71-94

Norcross JC, Thomas BL: What’s stopping us now? obstacles
to psychotherapy integration. J Integrative and Eclectic Psy-
chotherapy 1988; 7:74-80

147

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



