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Clinical Psychology: What is and what might be. 

Timothy A. Carey

The idea that people control their perceptual inputs rather than their motor outputs has pervasive implications for the field of clinical psychology. Clinical psychology is currently littered with concepts that regard observable actions or reported symptomatology as the aspects of a person’s behaviour that are problematic when a mental illness is reported. I will argue throughout this chapter that the very way in which mental health or mental illness is conceptualised is based on a person’s behaviour. It is often assumed that there is some underlying cause of the symptoms of mental illness, however, it is still the symptoms that are treated and variations in degrees of symptomatic behaviour are taken to indicate the efficacy of treatment and the presence or otherwise of the mental illness. 

Conversely, according to PCT a person’s actions are not what that person is “doing”. What people are doing when they are observed to be acting in various ways is creating and maintaining internally specified perceptual experiences. The observed actions of others are often some of the incidental consequences that occur when people control perceptions. From this perspective then current approaches to conceptualising and treating mental illness will need to be reviewed. 

In this chapter I intend to spend little time explaining the details of the PCT model. These details have been well elucidated in other chapters. Rather, in this chapter I wish to explore the consequences of the PCT model as they might play out in the area of clinical psychology. I would urge you to consult other chapters of this text if there are areas of PCT that I discuss in this chapter that you are unsure of. 

Broadly speaking I have divided the practice of clinical psychology into three main areas: assessment, diagnosis, and treatment. Each of these areas has been molded by the idea that a person’s actions are the focus of attention. To a very large extent it is a person’s actions that are assessed, diagnosed, and treated when the services of a clinical psychologist are engaged. It is certainly the case that clinical psychologists also address aspects of experience other than actions such as cognitions or thoughts and emotions or feelings. By and large, however, when a person’s thoughts are the focus of intervention what is addressed is the person’s reports of these thoughts. In fact, it is hard to think of the person’s thoughts being examined in any other way. People’s thoughts or cognitions are based on the verbal reports they offer to psychologists or the way they fill in questionnaire measures. In this instance then what is being assessed, diagnosed, and treated are their verbal reports and questionnaire scores. 

In this chapter I will provide a brief review of the current state of the three areas I have mentioned followed by the focus that each of these areas might have if they were informed by a PCT understanding of the activity of living. To conclude each section I will provide details of a case study from my clinical experience. I will use the same case at the conclusion of each section so that the reader may gain some sense of how working with a client might proceed from a PCT perspective. At the end of the chapter I provide a transcript of an actual dialogue that occurred with a person. The transcript provides an example of the kind of treatment approach that might be taken when it is understood that people control their perceptions. 

The reviews I offer are not intended to be exhaustive but rather representative of the particular area of clinical psychology that is being discussed. Given the diversity that currently exists in the area of mental illness an exhaustive review would need more space than one chapter in an introductory psychology text. Even if space allowances permitted this to occur, the value of such a review would be questionable at best. However diligently I attempted to cover all of the practices currently employed in the area of clinical psychology there would sure to be still more strategies and procedures that I had omitted. 

Furthermore, much of what I write about when I address how clinical psychology might be considered from a PCT perspective is speculative. It is simply the case that PCT has been ignored in clinical psychology to such an extent that the application of its principles is severely limited. Rather than describe what is happening then to any significant extent, when I discuss PCT I am providing my interpretation of the possibilities I envisage should people begin to appreciate the implications of what it means to control perceptual input rather than motor output. 

Throughout the chapter the practices I discuss are based on my own clinical experiences as well as the reading I have undertaken. It is likely that your specific experiences are different to mine. I don’t believe this fact will compromise the integrity of the information I am about to provide. Where our experiences diverge I would encourage you to consider the principle that the example I have used is illustrating. At the level of principles it is likely that you will be able to find common ground and then use your own examples to judge the validity of what I write. Additionally for the sake of continuity rather than diversity I have decided to use the disorder of depression as the predominant example throughout this chapter. Depression is an extremely common disorder and is likely to have been treated by almost all clinical psychologists. I intend, however, that the points I make should apply to all psychological disorders. If your experiences lie with disorders other than depression I would invite you to apply the points I raise to the area you know better. 

Before outlining the areas of assessment, diagnosis, and treatment I will spend some time clarifying how problems are currently understood in clinical psychology. The way problems are conceptualised will largely determine what it is that is diagnosed, assessed and treated. It is important, therefore, to spend some time outlining what mental illness is considered to be from the perspective of current approaches. Following this I will provide a description of how problems of a psychological nature might be understood from a PCT perspective. 

In many ways the area of clinical psychology has stagnated. Although more and more research is being conducted into various aspects of mental illness, a good case can be made to suggest that less and less new knowledge is being produced. People who are judged to be experiencing a mental illness are provided with psychotherapy or pharmacotherapy or sometimes both. Both these approaches seem to help some people some of the time (Dawes, 1994; Oei & Shuttlewood, 1996; Valenstein, 1998). Both these methods also fail to help a large number of people. Some people actually deteriorate during and following treatment. Some people even “get better” on their own without any intervention from mental health practitioners. 

It would not seem to be drawing too long a bow to suggest that we currently understand very little about the phenomenology of mental illness. We don’t understand what happens when someone experiences what we might call mental illness and we certainly don’t understand what happens when this experience changes or disappears. This is not to suggest that there is a lack of theories, models, and stories that attempt to explain the occurrence of mental illness. It is just to suggest that these attempts do not hold together under scrutiny. 

Understanding PCT is to understand mental illness in a way that is currently not widely accepted. This understanding, however, promises a new path for clinical psychologists to take. New areas of research will become important as people learn to ask questions that are pertinent to the design and functioning of living control systems. The area of mental illness will be understood in a way that has never been achieved before and with this understanding will come the promise of more meaningful and ultimately more effective treatments. 

For people who are interested in maintaining the status quo this will not be easy information to digest. For others, however, who have sensed that much of clinical psychology has been stumbling in the dark this chapter may offer a faint flicker of light. If you are interested in entertaining a different story of mental illness than the current one that’s on the shelf I invite you to consider the information I present. 

The Problem

Before describing how problems are and might be understood I should preface this by explaining the clients I am writing about. In this chapter, when I speak about people with a mental illness or recipients of psychological services, I am referring to voluntary or willing participants. I am referring to people who would judge for themselves that they are experiencing difficulties of a psychological nature. I am, therefore, referring to clients who would voluntarily present for assistance. There are certainly other people who receive psychological assistance but do not fit the criteria I have just mentioned. Some children, for example, are deemed to have particular disorders such as Attention Deficit Disorder or Conduct Disorder. Often, these judgements are made because adults or teachers in the child’s environment find the child’s behaviour problematic. Only if these children also believed that they were experiencing difficulties would they be included in the population of people I am referring to here. Similarly, some incarcerated people are deemed to have mental illnesses and receive treatment for these illnesses. Again, only those people who would judge for themselves that they were experiencing psychological problems would be included in the category of people I am writing about in this chapter. I am only referring, therefore, to people who are experiencing psychological problems by their own admission. I am not referring to people who are judged to be mentally ill by other people. PCT can help us understand people in these situations too but that the task for another time. 
What Is

When someone experiences a mental illness what exactly are they experiencing? Currently it seems to be the case that the experience of mental illness is judged according to the behaviour of the person. That is, when someone presents for assistance to a clinical psychologist the person is assumed to have problems with their behaviour. The term “behaviour” in this sense is used to incorporate the experiences of a person we might call actions, thoughts, and feelings. The Diagnostic and Statistical Manual of Mental Disorders Fourth Edition (DSM-IV; APA, 1994) defines a mental disorder as: “a clinically significant behavioral or psychological syndrome or pattern that occurs in an individual and that is associated with present distress (e.g., a painful symptom) or disability (i.e., impairment in one or more important areas of functioning) or with a significantly increased risk of suffering death, pain, disability, or an important loss of freedom.” (p. xxi). In this definition the emphasis on behaviour is clear. Furthermore, it is my contention that where “psychological” factors are alluded to these factors are inferred from verbal reports or behavioural observations. 

In the area of mental illness then, people are said to be “suffering” from particular mental illnesses when they behave in certain ways or report to be behaving in certain ways. These behaviours are assumed to be caused by something that is happening to or has happened to the person. Many theories exist that attempt to explain the link between various hypothesised antecedent causes and the consequential behaviour (Kaplan & Sadock, 1998). The behaviour is often thought to reflect some underlying disorder. The concept of psychological disorders has been likened to biological disorders by some people despite the fact that no biological or physical markers have been located (Dawes, 1994). 

Clinical psychology, in fact, is an area of psychology where the notion of linear causality is played out to the full (e.g., Beck, 1995). The apparent problematic behaviour that a person presents with is said to be the symptom of the underlying disorder. If a person feels sad and teary and agitated and thinks life is hopeless and will never improve and spends a lot of time in bed and has withdrawn from many of the activities he or she used to engage in, then assigning a diagnosis of depression would not be unusual. The person then, would be treated for his or her depression. The disorder of depression would be assumed to have caused the person’s current feelings, thoughts, and actions. It would be assumed that when the person was less sad, teary, and agitated and reported fewer hopeless thoughts that his or her depression was being successfully treated. The World Health Organization (WHO, 1997) reflects this attitude when they claim that “Symptom reduction is the first and most obvious goal of any treatment …” (p. 4).

Many theories abound to account for the manifestation of these “depressive behaviours” (Nathan & Gorman, 1998). Some theories hold external factors accountable such as being fired from a job, or experiencing the death of a close relative. Other theories attribute the onset of depression to internal factors such as brain chemicals called neurotransmitters. Still other theories highlight the importance of systemic factors in the manifestation of depression such as dysfunctional familial relationships or a lack of social support. Some theories also combine these various explanations in different ways. 

Whichever particular theory is used the central idea is that some event or physical characteristic has caused the particular behaviours that are exhibited. While depression has been used here as a specific example, any of the psychological disorders could be substituted. In all of the psychological disorders there are theories that attribute the existence of the behaviour to external factors (particular events in the person’s life), internal factors (particular thoughts, feelings, brain chemistry, or brain abnormalities), systemic factors (relationships and systems of people that the person is involved in), or combinations of these three. 

The way in which these particular ideas play out in clinical practice will be described below. At this point it is sufficient to say that currently, in the realm of clinical psychology, mental illness is determined by the way a person behaves. When a person is judged to be behaving in ways that seem to be dysfunctional, or aberrant, or “out of control”, or psychotic then that person is said to have a mental illness and the wheels of the clinical psychology machine begin to turn in order to “cure” or “fix” the person of their illness.

What Might Be

From a PCT perspective people don’t behave, they control. Behaviour is the control of perception (Powers, 1973; Marken, 1992). When people experience difficulties then, these difficulties will be problems or disruptions to the control of particular perceptual experiences. That is, they will encounter some kind of problem during the process of making sensed inputs reach reference states. 

Problems of control can occur in a number of ways. A person for example might not have the necessary reference signals to control particular experiences adequately. Also, in the normal process of control a person may encounter insuperable disturbances which prevent perceptions being brought to reference states. Perhaps a person has problems with the gain of particular systems that result in either too much or too little output being generated. Similarly a person may have difficulties at the input function so that a reliable perception is unable to be constructed. Finally, and perhaps most importantly for the purposes of our discussion a person may experience conflict. 

Conflict occurs when two control systems attempt to control a given perception to two different reference values (Powers, 1998). A conflict is often an easily resolved and transitory aspect to our existence: Will I have the chicken or the fish? Will I go to the beach or go bushwalking? Will I wear the brown belt or the black? Sometimes, however, conflicts can be more enduring: Will I take the promotion in another city or stay with my aging parents? Will I make decisions independently or maintain my families’ approval? Will I remain faithful or have an affair? Conflicts that endure can have serious consequences for the person.

In fact, a case can be made that regardless of all the difficulties that can occur with the control process, the only psychological problem and certainly the most devastating in terms of the consequences for the individual is that of internal conflict (Powers, 1973). When other problems occur such as a lack of references or insuperable disturbances people generally adapt and find other or new ways of controlling the perceptions they intend. When this adaptation does not occur it is interesting to explore why. Commonly when adaptation or learning is being prevented it is being prevented by another control system that is attempting to control for an incompatible perceptual experience. Hence there are two systems in conflict. 

Conflict is a serious problem because it effectively makes at least two control systems inoperative (Powers, 1973). As one control system attempts to reduce its error it increases the error for the other control system. When the other control system attempts to reduce its error, the error for the first control system is increased. Eventually an unsatisfactory and unstable mid point is reached. This mid point is manifested in things such as confusion, indecision, frustration, ambivalence, hesitancy, vacillation, and despair. 

From a PCT perspective then, a person’s behaviours are never the problem. The problem is hinted at by the distress associated with the particular behaviour being presented. My hypothesis is that the distress occurs as a result of experiencing internal conflict. Hearing voices, for example, is only a problem if you are hearing them and don’t want to be. Many people hear voices and never present for psychological assistance. People who do present for psychological assistance are those who are experiencing something and don’t want to be experiencing it. 

In ways then, which will be described more completely in the following paragraphs, the focus for a clinical psychologist who understands PCT would be to focus on the source of the distress that the patient expresses. The PCT psychologist would test the hypothesis that the person was experiencing some kind of conflict and they would seek ways to resolve the conflict if the hypothesis was supported. Whereas conventional notions of mental illness are judged largely from an external perspective depending on the person’s behaviour, the PCT perspective is an attempt to understand the person’s subjective internal experiences. While these experiences can never be fully understood from an external perspective, it is my premise that enough understanding can be gained to help the person significantly improve their control of the intended experiences.   

The Case of Albert

It may be appropriate at this stage to introduce the client I will be referring to throughout the chapter. Albert is a 19 year old man who is living with his fiancé and his fiancé’s best friend. Albert presented for psychological assistance because he felt he was “unable to cope” anymore. He is in a job he doesn’t like but does not know of a job he would like better. His fiancé is pressuring him to set a date for their wedding but he doesn’t feel able to do that. Currently, he reports sleeping for long periods and often feeling irritable and teary. Quite recently he was supposed to meet his fiancé at a restaurant but he became consumed by fear at the thought of leaving the house and was unable to meet her. This overwhelming episode of fear is the only one that Albert has ever had but he is quite worried that it might recur. He is at the stage where he reports not knowing what else to do and he doubts that his situation will improve. 

Assessment

What Is

The broad term of assessment in clinical psychology covers a number of different activities. Because in conventional psychology behaviour is understood to be the end result of a linear chain, the activities generally seem to focus on discovering the extent of the person’s problems and possible causes for these problems. Essentially, a person’s difficulties are understood in terms of problematic output. A person drinks too much or hears disturbing voices or doesn’t get out of bed or is fidgety and restless or is afraid of things or won’t leave the house. These behaviours are regarded as the problems for the person and assessment therefore attempts to clarify the nature of these problematic behaviours. This is especially compelling because when people present for psychological assistance they are often quite distressed and it is their behaviours that they describe to you as the problem. 

The clinical interview is possibly the starting point for all involvement between a clinical psychologist and a client. It is this interview that allows the psychologist to begin to formulate diagnostic decisions (Kaplan, & Sadock, 1998). In this interview the psychologist attempts to gather as much information as possible regarding the person’s current situation and the possible historical events that led to this situation. Initially, the psychologist might enquire as to how often the behaviour is occurring, when it occurs, how long it has been a problem, when it first became a problem, and what led the person to seek assistance at this time. Although some clients may find some benefit in this initial stage, the intake process “is not designed to provide treatment or help, but is almost purely assessment-oriented.” (Sommers-Flanagan, & Sommers-Flanagan, 1993, p. 182).

After clarifying the problem that the client has presented with, the psychologist would be interested in obtaining information about factors that might be contributing to the problem. The person’s current living situation, for example, might be explored. Whether or not they are employed and the nature of this employment would also be of interest. Also, the ways in which the person spends his or her leisure hours would be investigated. Knowledge of interests, hobbies, friends, clubs, and other activities might provide the clinical psychologist with important information as to the person’s mental illness. Other things too would be explored such as the person’s sexual history and forensic history. Essentially, the clinical psychologist attempts to gather as much information as possible to begin to form hypotheses about the nature of the person’s problem. These hypotheses would include statements about factors that seemed to have caused the problem, factors that perpetuate the problem, factors that made the person vulnerable to the problem, and factors that might indicate good recovery from the problem. Remember that the problem in this instance is believed to be the way the person is behaving. 

Also in the initial clinical interview the psychologist would usually conduct a mental status examination. The mental status examination is a summary of the psychologist’s observations of different aspects of the client’s behaviour during the interview (Kaplan, & Sadock ,1998; WHO, 1997). The psychologist’s observations are organised in this way “in an effort to establish hypotheses about the client’s mental functioning.” (Sommers-Flanagan, & Sommers-Flanagan, 1993, p. 219). This information is intended to assist diagnostic decisions.  

Following the clinical interview and the beginning of hypothesis formulation the psychologist might develop ideas about further assessment that needs to be conducted. Based on the hypotheses generated the person might be given some self-report questionnaires to complete (WHO, 1997) and other people such as a spouse or relative might be interviewed. Also, some standardised psychometric assessment of personality, intelligence or other cognitive functioning might be administered. Furthermore, the person might be referred to a medical specialist for a physical examination or possibly further testing such as a brain scan. 

During the assessment phase then, a conventional clinical psychologist will cast a wide net to gather as much information as possible to explain the manifestation and nature of the mental illness that this particular person has presented with. In this phase the psychologist is intending to begin to form logical hypotheses about the illness that will then be tested by the treatment strategies implemented. These hypotheses are about the manifestation of the particular constellation of thoughts, actions, and feelings that the person is presenting with. A lot of information is gathered at this state of a clinical psychologist’s work even though it is not clear that very much of that information is ever used or referred back to as treatment progresses. As will become clearer throughout this chapter, it is not the particular practices of the psychologist that would be called into question from a PCT perspective but rather the purposes that these practices are serving. It is not information gathering that needs to be reviewed but rather the use of this information to explain the appearance of particular caused behaviour.   

What Might Be

Clinical psychologists who inform their practice by the principles of PCT would understand that the behaviour a client was presenting with was not the problem. Instead these psychologists would maintain that the problem was a problem of control. That is, a person was unable to control particular internally specified perceptions. In this instance then, the task of assessment would be to work towards an understanding of the particular perceptions that are not being controlled effectively. 

To this end, some of the same information that a conventional psychologist gathers would still be important. A PCT psychologist would still be interested perhaps in having the person undergo a medical assessment if information from the client indicated this might be useful. If the person reports, for example, a gradual deterioration in their ability to control particular perceptual experiences, then it might be prudent to rule out organic conditions such as Alzheimer’s Disease or Parkinson’s Disease.

Also, if it seemed appropriate, the PCT psychologist would be interested in the extent to which the client might be controlling perceptions that might realistically be expected to result in suicide. If suicide was indicated then the PCT psychologist would follow all the same procedures that other psychologists would follow as described by the particular ethical and legal guidelines of their professional body.  In these respects the work of the PCT psychologist would seem similar to the work of a conventional psychologist. 

Observationally, the work of PCT psychologists would also seem similar to the work of a conventional psychologist. Someone observing an assessment session conducted by a PCT psychologist would probably note that many questions were asked about the client’s current living situation. PCT psychologists would be interested in gaining an understanding of their client’s current situation and so, to this end, they would ask some of the same kinds of questions as a conventional psychologist.

Rather than the actions of PCT psychologists being different from conventional psychologists it is the purpose behind activities like information gathering that would be very different. PCT psychologists would not be gathering information in order to better understand the causes of the behaviour the person was reporting. Instead, these psychologists would be interested in determining the perceptions that were important to the person and how well these perceptions were being controlled. Similarly a PCT psychologist would not necessarily be interested in obtaining estimates of the frequency and duration of different types of behaviour. Behaviour would only be considered in terms of the perceptions it was helping the person control or preventing the person from controlling. The psychologist might also be interested in gaining a sense of the disturbances in the person’s environment and how effectively they oppose these forces. 
PCT psychologists would also be interested in hypothesis testing. Possibly the first hypothesis to be tested would be that the person presenting for psychological assistance was currently experiencing conflict. The task then would be to investigate the presence of two incompatible perceptual experiences. These conflicts might be expressed as wanting this and wanting that or as wanting this and not wanting this. A person, for example, might want approval from family and close friends and might also want to be a rebel and live an unconventional life. Similarly a person might want to be independent but also not want to make decisions. A person perhaps might want to leave an unsatisfactory relationship but might not want to be alone. A person might want to stand up for him or herself but might not want to risk being ostracised. Conflict can be expressed in a myriad of ways but will generally take the form that has already been described: want this/want that; or want this/don’t want this; or don’t want this/don’t want that (Powers, 1998).

Rather than spending a great deal of time enquiring about the person’s history a PCT psychologist would be interested in the perceptions that the person is controlling effectively or not controlling effectively right now. In fact, one of the first areas that a PCT psychologist might investigate is “what is this person controlling for by sitting here in front of me?”. That is, what perceptions is the person creating and maintaining by visiting a psychologist and discussing his or her current situation. This might be especially useful information in instances where the hypothesis of a conflict is disconfirmed. Perhaps the person is not in conflict at all but is seeking psychological services at the request of a partner, parent, or some other person. Information such as this would be important to obtain at the outset. 

Hypothesis testing would also help inform psychologists’ assumptions about what people are controlling for by engaging in discussions with them. In fact, a PCT psychologist might begin testing for controlled variables during the first session as a way of seeking to understand the perceptions the person was attempting to control. Of particular interest might be whether or not this specific psychological state is helping the person control other important perceptions. When the person has reduced levels of activity and looks very sad, for example, does he or she experience more care and attention from important people in his or her environment? Do the demands at work lessen? Are friends more attentive? When people are tentative and timid do they receive more offers of support than when they are confident and independent? 

If the person reports that his or her current psychological state has been unchanged for a long period of time, the PCT psychologist might be interested in exploring how the person’s perceptual hierarchy has accommodated these particular experiences. It is possible of course that the person has been existing with conflict for a long period of time and something has just prevented the reorganisation system from effectively altering the parameters of the systems involved. Alternatively, the person may be going through a period of reorganisation and may find this uncomfortable and of concern. Another possibility, however, is that the person’s hierarchy has accommodated this particular state of affairs to such an extent that resolving this situation might be experienced as disruptive to the person. Part of the assessment phase might include explaining some of these possibilities to the person. 

During the assessment phase of psychological assistance then, PCT psychologists would be interested in investigating the phenomenon of control. They would investigate the presence of conflict and they would be interested in what people might be controlling for by contacting them, making an appointment, arriving, and sitting down in front of them and talking about various experiences. They would also explore, particularly when their clients reported that their current state had persisted for a considerable length of time, what a change in this state would mean to them and how disruptive it would be to other aspects of their life. While this idea of forming and testing hypotheses would continue throughout the provision of the service, at the end of the initial assessment phase the PCT psychologist would form some tentative conclusions about the presence of conflict and the nature of this conflict in terms of the systems that are conflicted and the manifestation of the conflict. 

Assessing Albert

As described above, in the first session with Albert I was interested in assessing the areas in Albert’s life in which he was unable to control perceptions as well as he would like. Albert presented as a well groomed and casually dressed young man. He was cooperative and friendly throughout the interview. He seemed willing to discuss different areas of his life although he clearly stated that many areas of his life were not as he would like them to be. He became visibly upset at times during the interview and occasionally cried. In the instances when he cried it seemed to be when we were discussing how things might be for him in the future. Albert seemed to provide a reliable account of his experiences and did not appear to have any memory problems or thought disturbances. He claimed that he sometimes thought about suicide but he gave little indication that he was a serious suicide risk at the moment. He did not have a plan of how he would suicide and he only thought of this option infrequently. Also, there were no obvious indicators that a medical assessment was necessary and he was being seen concurrently by his local doctor so I did not feel there was a need to recommend a medical checkup. His doctor currently had prescribed him a moderate dose of antidepressant medication. Albert took this medication but said that it didn’t seem to make a great deal of difference and that he did not see medication as a long term option. 

Albert began the interview by stating that he didn’t seem to be able to make decisions. He said that he really didn’t know what he wanted to do with his life and currently felt as though he was “treading water”. When I asked about the kinds of decisions he wanted to make but felt that he couldn’t he spoke extensively about career options. He was currently in a job that he didn’t find satisfying but didn’t know what else to do. I decided to investigate this area of career choice in more detail to assess the kinds of references that Albert might have for possible careers to pursue. I was most interested in what Albert meant when he claimed that he “didn’t know” what to do. As I investigated this area with Albert it became clear that he did have some fairly clear ideas about the kind of work that he would like to do. The problem didn’t seem to be that he didn’t know what to do. The problem seemed to be that what Albert wanted to do were jobs that his parents disapproved of. 

Although Albert was living independently from his parents, as the interview progressed it became apparent that Albert still maintained close contact with his parents. He articulated that his parents’ approval was very important to him as was the approval of his older siblings. Albert was the youngest child in the family and had three older siblings who were all successfully established in their chosen careers. Albert very much wanted his parents and older siblings to accept him and approve of him, however, the employment areas he was interested in were areas that his parents did not find appropriate. 

As we discussed the option of entering a career that his parents felt was acceptable it appeared that in addition to working to maintain his parents’ approval, Albert also wanted to think of himself as an independent and capable adult. At times, in fact, Albert expressed disappointment with himself that he still relied on his parents for their approval. He stated that while he wouldn’t ever do anything to intentionally hurt his parents or siblings he would like to be able to make decisions on his own. He said that he thought independence was a very important attribute and, at times, he felt like being a “rebel”. Currently, however, he reported that when he decided something and discussed it with his parents, if they disapproved he would ultimately change his decision. Once he had done this he would become disappointed with himself. 

This situation had really only begun occurring within the last twelve months. Up until this time Albert had been attending university. This was something that both he and his parents considered worthwhile. About twelve months ago, however, Albert decided that while he would ultimately like to complete a course of study at university he would like to work for a period of time first. This was the beginning of the disagreements between Albert and his parents. Since that time Albert had been employed sporadically in different jobs as he attempted to juggle finding an occupation that both he enjoyed and that his parents approved of. 


Albert’s “juggling” act had continued to such an extent that he currently didn’t feel confident to make decisions about anything at all. He found this was causing difficulties in his relationship with his fiancé and all other areas of his life. He had lost contact with friends he had had and was not involved in any sporting or leisure activities. He had difficulties sleeping, in that he took a long time to get to sleep and also woke up early. He also reported changes in his eating patterns. Generally Albert reported feeling “upset and confused” on most days and could not see any way that the situation might change. 

To provide additional information I administered some standardised self-report measures at the end of the initial interview. In using these questionnaires I was interested in obtaining further information about the way Albert understood his current situation. Additionally, I intended to readminister the questionnaires throughout our treatment sessions as one way of assessing the benefits of treatment for Albert. 

Much of what I have just described with Albert will no doubt seem like a fairly conventional intake interview. Most clinical psychologists would conduct this sort of interview with a client at the beginning of a treatment program. The difference in the interview just described is, I believe, in the intent behind why it was conducted. During this interview I was endeavouring to assess the kinds of perceptions that Albert needed to control in order to live a satisfying life. I was also interested in what might be preventing him from controlling these perceptions as well as he might. I was not interested in trying to discover antecedents for Albert’s condition, nor was I interested in establishing what Albert’s dysfunctional thinking style or behavioural pattern might have been. My only purpose in conducting the assessment was to gain some understanding of Albert’s functioning as a living control system. 

Diagnosis

What Is

Once the necessary information has been obtained from the client the task of a conventional psychologist is to organise the information in such a way that an apparently coherent picture of the person’s underlying pathology is elucidated. The assumption in clinical psychology is very much that a person’s symptoms indicate an underlying disorder. This assumption is upheld despite any evidence for an underlying organic or physical basis to any of the mental health disorders. 

The diagnostic reference that I am most familiar with is the DSM-IV (APA, 1994) and so that is what I will discuss here. Another reference that is often used is the International Statistical Classification of Diseases and Related Health Problem – Tenth Edition (ICD-10; WHO, 1992). Construction of the ICD-10, however, is similar enough to the construction of the DSM-IV for the points I make to apply equally to both references. Because of my familiarity with the DSM-IV, however, when I make specific references it will be to this source rather than the ICD-10. 

The DSM-IV is essentially a description of various types of observable or reportable behaviours that are grouped together in different categories and labelled with the name of a particular psychological disorder. Various kinds of information are provided with the list of behaviour such as problems of differential diagnosis, the usual course of the disorder, and prevalence rates of the disorder (APA, 1994). Diagnosing someone according to the guidelines in the DSM-IV constitutes assigning a multi-axial diagnosis to their condition. This diagnosis has five axes which all represent different aspects of the client’s current condition. Axis One is where psychological disorders are described. Axis Two is used when the professional concludes that a personality disorder exists. Axis Three is used to record any medical conditions. Information about possible psychosocial stressors that may be contributing to the occurrence of the disorder is recorded on Axis Four. On Axis Five the psychologist records the client’s current level of functioning (as judged by the psychologist) and his or her highest level of functioning in the past year. Ultimately though it seems to be the case that the defining feature of psychological disorders are the symptomatic behaviours that are supposed to indicate the presence of the disorder (Dumont, 1984). 

The definitions of the mental health disorders in fact are incredibly circular. If someone presented to a clinical psychologist, for example, and reported being sad and teary much of the time, and losing weight, and having trouble sleeping, and thinking of suicide, and withdrawing from previously enjoyable activities, this person would be diagnosed with some kind of depressive disorder. At first, this might seem as though an explanation has been offered for the person’s current state in much the same way that a diagnosis of diabetes would explain the symptoms that a person with a diabetic condition might experience. 

Despite the parallels drawn between psychological disorders and physical disorders the similarities do not exist (Dawes, 1994). There is no underlying condition that is responsible for the symptoms of depression. In fact, the symptoms of depression are depression. Telling people they have depression is just another way of telling them that they are probably sad much of the time, they feel down, they are experiencing changes in their eating and sleeping patterns, they may believe that the future is hopeless and have thoughts of suicide, and their participation in activities they used to find enjoyable may be markedly reduced. When depression is treated it is these symptoms that are treated directly. Unlike a physical condition such as diabetes, for example, where the problematic pancreas would be addressed, with psychological conditions the foci of treatment are the observable or reported actions, thoughts, and feelings. Dawes (1994) in fact concludes that whereas many medical conditions could be thought of as natural categories the same can not be said for psychological conditions. In fact Dawes (1994) maintains that the category of mental illness is itself not a natural category. 

Diagnosis, however, is seen as an important aspect to a conventional clinical psychologists’ role (WHO, 1997). Within this area problems exist such as differential diagnosis and clarification of these areas can take much time and deliberation. Often it is the case that a person does not present with a pattern of symptoms that fit neatly into one category of psychological disorder or another. It is the conventional psychologist’s role then to decide whether there is a primary disorder with other symptoms being secondary to that or whether the disorders exist comorbidly. Alternatively the psychologist might decide that the person has a personality disorder which underlies other disorders.  

It is interesting academically but perhaps of little other value to speculate as to the reasons that diagnostic issues have become so important to clinical psychologists. It is not that diagnosis plays a crucial role in treatment for example. With physical disorders it is easy to understand the importance of accurate diagnosis since the treatment for diabetes would not be appropriate for the treatment of cirrhosis of the liver. Sometimes it can even be the case that psychological problems such as mood disturbances occur in the presence of a physical condition. This is a separate issue to the presence of a psychological disorder, however, as generally when the physical condition is diagnosed and treated the psychological problems diminish. 

With psychological disorders the principles of treatment are often broad and generic. While some specific procedures might be recommended for depression as opposed to social phobia it is also the case that many of the same procedures apply. Moreover if people receive treatment for social phobia when they are “really” experiencing depression they will not be compromised in anything like the way that people receiving treatment for cirrhosis of the liver when they are experiencing diabetes will be compromised. 

Diagnostic decisions then do not play a crucial role in the devising of treatment programs. Knowing that a person is diagnosed with depression adds no more information than knowing that the person is sad, teary, agitated, suicidal, withdrawn, and experiencing changes in sleep and eating patterns. The term “depression” is certainly a more economical way of describing the above symptoms but the advantage of economy has no implications for the treatment offered. The views offered here would not be considered to be generally accepted however. Many sources, for example, maintain that correct diagnosis is important in ensuring appropriate treatment and that treatment will be most effective if it is based on the correct diagnosis rather than the complaints (e.g., WHO, 1997). I am arguing, however, that a diagnostic label is no more than a summary of the complaints. To maintain that there is an underlying disorder that is treated is to ignore a large body of research (Dawes, 1994). 

It may be that psychologists wish to be seen credibly by other medical specialists. Many clinical psychologists work in settings where they come into regular contact with medical professionals. Psychologists even work on multidisciplinary teams with these professionals. Perhaps the area of diagnosis provided psychologists with a vocabulary that seems as necessary as the vocabulary of other professionals in the setting. Terms such as “differential diagnosis”, “comorbidity”, “pathology”, and “disorder” are all very much part of a clinical psychologist’s vocabulary. Terms such as these seem to give the appearance of scientific rigor and certainty. It is an appearance that is not supported by results. 

It might also be that the process of diagnosis is politically and economically driven. Perhaps the assigning of diagnostic labels to people is necessary in some instances for medical insurance purposes. Also, many research programs are designed to explore different aspects of the apparent psychological disorders so there is no doubt much to be gained by perpetuating and promoting the idea of diagnosis in clinical psychology. Many research projects are funded on the basis of their proposals of investigating particular psychological disorders. 

Diagnosis in the conventional sense then is a process of attaching a summarising label to a collection of behaviours that are observed by the psychologist or reported to the psychologist. Time is spent clarifying which particular summarising label will be used and reports are written stating the particular disorder that the collections of symptoms represent. Occasionally, statements are even made concerning the hypothesised source or cause of the collection of behaviours. In the next section I will explore what might happen diagnostically if behaviour in the field of clinical psychology was understood to be the control of perception. 

What Might Be

The application of PCT principles to the world of clinical psychology is in such an embryonic stage that much of what I suggest here will be speculative and hypothetical. Nevertheless, I think that a good case can be made for the suggestion that understanding behaviour as the control of perception would radically change the conclusions we reach concerning apparent “mentally ill” behaviour. It is likely that diagnosis would play a much less pivotal role in psychological practice than it does now. 

Perhaps the first question that might need to be asked concerns what would a diagnosis add to the information obtained in the assessment phase of the psychological intervention. If by diagnosis one is referring to a short summary statement about the professional’s understanding of the client’s current situation and the manifestation of his or her difficulties then the utility of this kind of document is readily apparent. To conclude from this statement, however, that the person should be diagnosed with a particular condition or disorder makes little sense.

In fact, if behaviour is understood to be the control of perception then it makes very little sense to group people together based on the way they act from time to time. From a PCT perspective if the actions that we observe are not what people are “doing” from their own internal perspective, then decisions to classify people according to their actions are untenable. Describing two people who are sad and teary and frustrated and on edge and having trouble sleeping as having the same condition makes as much sense as claiming that people born at a similar time will share certain characteristics or cars that are the same colour should receive the same kind of mechanical treatment. Perhaps one of these people experiences more care and attention from his or her partner and family during times of sadness. The other person, however, may be in the process of deciding whether to move with his or her partner to a new country for the partner’s career or whether to stay close to friends and family and end the relationship. 

Diagnostically then, clinical psychologists who were basing their work on the principles of PCT would be interested in determining whether or not clients were experiencing conflict and what they were controlling for by presenting for psychological assistance. Perhaps time would be spent also gaining a clearer understanding of some of the person’s more tightly controlled perceptions. The purpose of diagnosis from this perspective would simply be to understand as best as one might what the client is currently experiencing, attempting to experience or being prevented from experiencing by the presence of conflicted systems. This information will be essential when moving into the treatment phase of the intervention. 

Albert’s Diagnosis

From the information presented in the assessment section it may be apparent that Albert would have easily met the diagnostic criteria for one of the depressive disorders described in the DSM-IV (APA, 1994). The results of the questionnaires I administered indicated that Albert scored in the severely depressed range of depression. These questionnaire results then, would add further support to a diagnosis of a depressive disorder. 

Within the realm of PCT, however, I was interested in “diagnosing” the kinds of control problems that Albert might be experiencing. As a result of our conversation in the intake interview I hypothesised that Albert was experiencing conflict in one of the higher levels of the perceptual hierarchy. It seemed from the interview that Albert was simultaneously controlling for “independence” and “parental approval”. As Albert created the experience of “independence” he desired, he increased the error he experienced around the “parental approval” control system. In order to reduce this error Albert attempted to experience more “parental approval”. By doing this, however, he increased the error associated with “independence”. Albert, then, seemed to have oscillated between the references of “independence” and “parental approval” until he became “stuck” at an unsatisfactory midpoint. The experiential manifestation of the midpoint seemed to have consequences for Albert like confusion, hopelessness, sadness, and withdrawal. 

I discussed my hypothesis with Albert and he readily agreed that this seemed to describe his current condition. As a treatment hypothesis, therefore, I discussed with Albert a method for addressing internal conflict. Albert seemed interested in the treatment I outlined and agreed to participate in such a program. 

Diagnostically then, I was not interested in grouping Albert’s “thoughts” and “actions” into a particular mental illness category. Based on my understanding it did not make sense to view a person’s behavioural output as the problem. Rather, I was interested in formulating an hypothesis about the type of control problems Albert was experiencing. It seemed that Albert was experiencing chronic conflict at one of the higher levels in the perceptual hierarchy. My treatment decisions, therefore, were informed by this hypothesis. 

Treatment

What Is

Treatments that are offered to alleviate psychological distress are numerous. Some psychologists subscribe predominantly to one type of treatment protocol such as Behaviour Therapy or Interpersonal Therapy while others adopt an eclectic approach. Some terms are broad and generic such as Cognitive Behaviour Therapy and in themselves could be considered to encompass different methods such as Reality Therapy and Rational Emotive Behaviour Therapy. These therapies all differ in the particular interpretation they provide for the manifestation of psychological problems and the specific strategies they promote to alleviate the condition (Corey, 1991; Kaplan, & Sadock, 1998). 

Treatments also differ with respect to the extent to which they have been researched and empirically validated (Nathan, & Gorman, 1998). While practitioners of Cognitive Behaviour Therapy (CBT) describe this particular form of therapy as the gold standard treatment for many psychological problems today, others would dispute this assertion (King, 1999). There is a claim made by some people at least that the reason CBT is so widely researched is because its methods are particularly conducive to quantification and organising in treatment manuals. The decisions then are made on methodological grounds rather than any claim that the procedures are based on a more scientifically rigorous model of human behaviour. Furthermore, even when psychological interventions are empirically validated the assessment and treatment of clients still needs to be individualised (King, & Ollendick, 1998).

In this section I will not attempt to review the myriad of different treatment programs that exist. Instead, I will speak generally about the principles which I believe apply to all current psychological interventions. Despite the seemingly different ways that different psychologists go about their task of helping people, in many respects all these different psychologists can be thought of as “doing” the same thing. 

The treatment phase of current psychological interventions reflects the same pervasive theme of behaviour as motor output that was reflected in the two previous stages. The treatments offered by psychologists are superficially diverse depending on the particular therapeutic school they belong to (Corey, 1991). Psychologists might see themselves as a teacher, detective, mentor, coach, supportive friend, or counsellor depending on the particular treatment regime they were offering. Sometimes they assume different roles throughout different parts of the same treatment (Fennell, 1989; Karasu, 1990). 

Despite the differences that appear in psychological interventions the underlying purpose is the same. People “have” a particular psychological condition when they behave in certain ways so the aim of psychological intervention is to somehow change the way they behave. Although I may be stating the case more crudely than some people would like, I believe the validity of my claim is sound. The severity of a person’s depression is judged (among other things) on how sad the person reports being. If a reduction in the person’s self-report of sadness can be achieved then it would be accepted that the depression had “lifted” or “diminished”. 

The central idea then in all current psychological interventions is change. Specifically, it is a change in behaviour that is pursued. Scott (1995), for example, reviewed several treatments for depression (behaviour therapy, cognitive therapy, interpersonal therapy, and brief dynamic psychotherapy) and described these approaches as primarily targetting symptoms or problem resolution. Generally then, people present for psychological intervention in a particular state and when the intervention ceases the success or otherwise of the intervention will be judged by how much the person’s particular state has changed from the one they initially presented in. 

How a particular psychologist goes about creating this change will depend on the particular method of psychotherapy or counselling that he or she subscribes to (Karasu, 1990). Clients might be encouraged to dispute their negative automatic thoughts, or talk to chairs, or balance their scales, or comfort their inner child, or improve current relationships or any one of a variety of other things. There seems to be no end to the creation by psychologists of different activities to engage clients in. There is an amazing scarcity, however, of plausible explanations as to how this or that technique actually produces the change required in the client. That is, how exactly does a person change from being depressed to being less depressed? What actually happens in a person’s when negative automatic thoughts are identified and disputed? What is the process involved in meeting needs or balancing scales that occurs in a person’s head? How exactly does someone change an irrational belief to a rational belief? Furthermore, can it really be the case that many different explanations of the change process are all correct? If some people “recover” from depression through participation in a program of cognitive therapy have these people undergone a different change process from a group of people who “recovered” from depression after participating in a program of interpersonal therapy, or gestalt therapy, or psychodynamic therapy?

 The change process is an area of psychological intervention that has been extensively researched. Despite this attention, however, it is still a process that is poorly articulated. An article I read recently by McCrady and Epstein (1995) provides a clear example of the point I am making. By using this research as an example I am in no way intending to criticise or denigrate the work done by these authors. I am using this research as an example because it is representative of the kind of research being done in this area and the kind of statements being made about the change process. McCrady and Epstein (1995) achieved good results in their study and I am not suggesting that these results were spurious or that somehow the people who reported improvements weren’t really experiencing improvements. My only issue is with the explanation of the changes that occurred. McCrady and Epstein were writing about a program addressing problems with alcohol and co-occurring relationship problems. Under the heading “Hypothesized Active Ingredients in the Treatment” McCrady and Epstein (1995) write:

Four major factors are hypothesized to contribute to therapeutic change. First, the intensive assessment of drinking and its consequences, feedback from the nonalcoholic spouse, and the increased knowledge about drinking problems should facilitate motivation to engage in new behavior that support change. Second, the treatment is designed to enhance self-efficacy by introducing a series of small, successful changes in the behavior of each partner, thus increasing each partner’s self-efficacy for engaging in more difficult behavior change. Third, the treatment is designed to increase positive reinforcers for abstinence in general, and to increase the overall reinforcement value of the relationship as a way to provide a strong incentive to maintain changed drinking, behavior. Fourth, learning new cognitive and behavioral coping skills provides couples with an expanded behavioral repertoire for coping with high-risk situations (p. 375).

Although these authors appear to have nominated some aspects of their therapeutic approach that they believe have more to do with producing the desired effects than other aspects, there is no rationale provided as to how these aspects produce their effects. What exactly is “active” about any of the ingredients they have mentioned? How, for example, does an intensive assessment facilitate motivation? How does the person change his or her drinking behaviour in the first instance much less maintain the change once it has been produced?

There is certainly much speculation about the change process. When discussing the change process researchers might nominate various aspects such as specific and nonspecific factors and therapist variables, client variables, and relationship variables as important (e,g, Follette, Naugle, & Callaghan, 1996; Karasu, 1990; Oei, & Shuttlewood, 1998; Strupp, 1979). Throughout all this writing it appears as though the change process is being articulated and clarified. Regrettably, this appearance is chimeric. Researchers have not been able to express what actually occurs in the heads of people during the time their psychological distress is reducing. This should come as no surprise to people who have followed the logic of my argument up to this point. The manifestation of psychological distress is presently poorly understood. It follows then that any description of changing this experience will be inadequate. 

Furthermore it should come as no surprise to people to learn that while psychotherapy seems to work overall the reasons it works are not clear and there is no sensible explanation offered as to why some people “get better” while others don’t (Dawes, 1994). It certainly seems to be the case that many people benefit from some kind of psychological intervention and most people seem to do better when they engage psychological services than they do on their own. Some people, however, do recover from psychological distress on their own. This state of affairs should be exactly what is expected given the current level of knowledge regarding psychological problems. Since psychologists don’t really understand the appearance or disappearance of psychological distress their treatment methods will essentially be random. Even when clients get better it won’t be for the reasons that the particular therapists propose. Therefore, it is likely to be the case that some of the time some clients will find meaning in the methods being presented to them and some of the time they won’t. This seems to be an accurate account of the current state of psychological interventions. 

Conventionally then, psychological treatment involves implementing various strategies and procedures in order to change the behaviour of the person presenting for the service. Although some people are able to experience a diminishing of their problems through psychological interventions there is no coherent articulation of how this change occurs. While much research has been devoted to investigating the change process the most that seems to be described are factors which are associated in some way with change occurring. How this occurrence takes place still appears to be a mystery. 

What Might Be

As with the other facets of clinical psychology, psychologists applying the principles of PCT would understand behaviour to be the control of perception. Their treatment strategies therefore would reflect this fact. As with the area of diagnosis there is a scarcity of treatment approaches that are based on an assumption of behaviour as the control of perceptual input. In this section then I will be describing an approach that is still largely untested. It is an approach, however, that I have used in the clinical experience I have had with encouraging results. The following section, therefore, will be based on some clinical experience but will also be somewhat speculative and conjectural. The speculation is based on a sound scientific theory but it is speculation nevertheless. Perhaps at the end of this section you will be sufficiently interested in this approach to begin using it in your own clinical practice. It is certainly an approach that invites testing and validation. To begin the speculation might I also suggest that it may also be an approach that will ultimately reveal much about the process of change during psychological interventions. 

In previous sections I mentioned that the pre-eminent problem from a control perspective is that of conflict. Whether this is the only basis to chronic psychological distress or whether there are other factors involved is perhaps the first area that would be useful to explore empirically. As a beginning assumption, however, I am claiming that when people present for assistance from a psychologist it is because they are experiencing distress as the result of unresolved internal conflict. They are afraid of dying and don’t want to be, they experience panic attacks and don’t want to experience them, they hear voices and would like not to, they want to make others behave in certain ways but also want to be thought of kindly. The list could go on. 

It is perhaps a simplistic truism to state that people present for psychological assistance when they are experiencing a particular state and don’t want to. In fact it is highly likely to be the case that for every symptom of psychological distress that people present to psychologists with, there are other people in the community experiencing the same kinds of symptoms who aren’t bothered by them at all. People, for example sometimes hear voices and see images that other people can’t see and for some people this is of no concern at all. Some people actually take substances and put themselves in situations where the experience of these strange sights and sounds is more likely to occur. Similarly some people don’t want to leave the house and are satisfied to stay at home. Others frequently experience low mood and emotional flatness and are comfortable with this situation. It may well be the case that it is the simultaneous experiencing of a particular state and wishing not to experience the state that is the cause of all psychological distress. This is the essential structure of conflict. It is this situation that the procedure I am about to describe addresses. 

The procedure is called the Method of Levels (MOL, Powers, 1992) and it is based on the PCT concepts of the perceptual hierarchy, reorganisation, and awareness. The procedure was born some years ago when William T. Powers and Kirk Sattley were discussing the idea that at any point in time it seemed to be the case that a person had foreground thoughts which were to do with his or her current experience and he or she also had background thoughts which were less clear but seemed to be thoughts about the foreground thoughts. These men wondered what would happen if a background thought was brought to the foreground. Would another thought “appear” in the background? Could this new background thought be brought to the foreground? Would this process of bringing background thoughts to the foreground go on indefinitely?

As perhaps the first experiment in MOL these men worked with each other bringing background thoughts to the foreground. They noticed that the process did not go on indefinitely but had quite a distinct endpoint when the person experiencing the process reached a place of reflective curiousity. It was as if they could glance back down the path they had just traveled and gain some appreciation of their own organisation.

This simple activity illustrates the role of the perceptual hierarchy and awareness in MOL. It is assumed that background thoughts are thoughts about whatever the foreground thoughts are. That is, the background thoughts are a kind of evaluative meta-thought. Additionally, it is assumed that in order to evaluate something one must be apart from that particular something and be considering it “from a distance”. The background thought then, is taken to be a thought from a higher perceptual level than the foreground thought. MOL then is an experience in shifting awareness to ever higher levels in the hierarchy. Indicators of possible background thoughts can be seen when people, in the midst of describing a situation or event, pause and make a comment about what they were just saying. They might say something like “This must sound really crazy”; or “I’m not sure if this is making sense”; or “No, it wasn’t quite like that”. Similarly, the person may not say anything at all but may pause and smile slightly to themselves or look down briefly or give some other nonverbal indication that they just became aware of a thought that was different to the thoughts they were just having. 

MOL then is a technique based on both observation and theory. The observation is the disruptions that often occur to the flow of dialogue a person is producing when he or she is talking about a particular topic. The theory is PCT. MOL links the observation with the theory through the concept of awareness. It seems to be the case that awareness can move across the range of human experiences. At will, you can become aware of the brightness of the light in the room you are in, the shapes of the books on your bookshelves, the position of the lamp beside your favorite chair, or the presence of a person you care about. Awareness seems to move over the perceptual hierarchy like a spotlight across a cloudy sky. In MOL it is assumed that when a disruption occurs, awareness has shifted to a different level in the perceptual hierarchy. 

From time to time it seems that negative feedback loops at one level specify incompatible experiences for loops at a lower level. In many instances, this incompatibility is handled without so much as a blip in performance. Will I have my eggs poached or scrambled? Will I go to a movie or the beach? Will I wear the blue or the checked shirt? At other times, however, this situation can endure and become chronic. Will I live on my own or stay in an unhappy relationship? Will I seek others’ approval or do what I want to do? Will I take the great job in another city or stay close to friends and family? 

All of these examples are instances of conflict. Conflict is a common experience for living control systems. It is only when it persists chronically that it has dire consequences for the systems involved. Conflict occurs, from a PCT perspective, when a control system at one level specifies two incompatible experiences to be created at a lower level at the same time (Powers, 1998). Be here and be there, go left and go right, do this and do that, do this and don’t do this, don’t do this and don’t do that. Often people first become aware of their conflict as a feeling of frustration, irritation, anger, anxiety, hopelessness, or despair. Or they may even become aware of one or both of the goals that are maintaining the state they are in. In general, however, they do not become aware of the situation that is creating the conflict. That is, they do not become aware of the highest level that is setting the references for the two conflicted systems. It is this highest level that sets the “situation” for the conflict and it is only at this level that conflict can be resolved. In fact, if people did become aware of this higher level it is likely that the conflict would be resolved through reorganisation.

Staying in an unhappy relationship and ending it are incompatible experiences within the context of a belief that, “The only way to be happy is to be in a relationship.” On the other hand, a person who believes that, “Happiness can be created in many different ways and with many different people.” may not experience conflict about leaving an unhappy relationship. To resolve chronic conflicts, therefore, awareness must move to the level where the conflict is being created.

MOL then, is essentially an awareness-shifting exercise that can move attention from the conflict to the level where it is created. MOL in a clinical situation looks superficially similar to other therapeutic techniques because the session will include both the general skills of good counseling and some specific elements common to other therapies. Generally, establishing rapport, nonverbal encouragement, and reflective listening will all be used in an MOL session to create an environment where the client feels understood and valued. Sometimes the client’s beliefs may appear to be disputed, it may seem that the therapist is educating the client, it may appear that the therapist and the client are weighing the choices available to the client, or the therapist may be helping the client understand the connection between thoughts and feelings. It may even seem like the client is free associating. 

From the therapist’s perspective, however, MOL is a neutral procedure where the only task is to invite the client to describe different aspects of their current experience (Carey, 1999). Different therapists with different theoretical perspectives may see their own kind of therapy occurring, in the same way that individuals may identify different shapes from the same clouds, based on their own personal ideas and preferences. It also may be that other therapies seem to be discernible in the MOL process because MOL is inherent in other therapies. Powers (1998) in fact, suggests that shifting awareness to a higher level may occur in every therapy when a client “gets better.” Although this assertion needs to be tested empirically it is a delicious possibility and may go a long way to helping therapists understand why MOL seems “just like” the therapy they are familiar with.  

It may be the case that shifting awareness is in fact the fundamental ingredient when change occurs. Powers (1998) has speculated that the reorganising system follows awareness. This seems like an intuitively sensible idea since it is difficult to imagine changing anything at all without being aware of something changing. It is hard, for example, to consider setting out to drive to a friend’s house and making an unplanned stop to get gas without being aware of this stop. The assumption with MOL then is that individuals seeking assistance have all the equipment they need to reduce the distress they currently experience. The problem is not that they are damaged or broken. The problem is simply that their awareness is being directed at an aspect of their conflict where reorganisation is unable to effect a change. In this approach then it is not necessary for the psychologist to advise or suggest or coach. It is just important that the psychologist listen carefully for disruptions and comments that might indicate a higher level and to point the client’s awareness in that direction by asking him or her to expand on the thought he or she just fleetingly became aware of. 

The basic MOL procedure, by ambling along a particular path, will bring the client to a fork in the road. The client will describe a conflict of the form, “I want to go left and I want to go right” or “I want to go left but I don’t want to go left”. Eliminating assumptions about what the client should do, and refraining from advice, the psychologist simply asks the client to describe both options: “Tell me about going left….  Now tell me about going right”, continuing to invite the client to move back and forth between the incompatible goals. At the same time the psychologist is also watching for disruptions.

After describing both options for a while, the client may say with a shrug or a sigh, “I just don’t know what to do anymore”. Since this sounds like an evaluation of the conflict rather than a description from within the experience, the psychologist might shift the focus by asking, “What’s it like to not know what to do?” or “Tell me about not knowing what to do” and then continue exploring the experience of “not knowing” until the next disruption occurs. 

If the client fails to shift or returns to the original conversation, or if describing the disruption proves unproductive, return to the prior conversation and wait for the next disruption. The psychologist always asks the client to describe what is happening right now. The psychologist using MOL is not interested in memory, educated guesses, or logical inference. The psychologist is only interested in the client’s experience of his or her system at the time that it is operating. Therefore, the psychologist stays focused on the client’s immediate experience. If during the conversation the client seems not to be making any evaluative comments it is also possible to ask him or her directly if there are any background thoughts that he or she can detect. 

MOL can be a difficult procedure to learn insofar as it requires doing less rather than more. There are no necessarily right or wrong questions to ask and there are no particular activities, techniques, or strategies to use other than asking descriptions of the current experience of being. The most helpful thing you can do is listen to the descriptions and invite more detail, pursuing disruptions as they occur. 

A myriad of experiences are hinted at during MOL, and, with experience, the psychologist will become increasingly selective about which ones he or she pursues. I myself have become particularly interested in clients’ statements evaluating what they have just said: “Does that make sense to you?”, “I’m not sure if that’s really it.”, “When I say that, it sounds a bit weird, I’m so confused”. As an MOL practitioner, I reply to such evaluative statements by asking questions such as, “Are you wondering whether I’ve understood what you’ve been saying?” “What’s it like to wonder whether or not what you’re saying is making sense to people?” “Can you explain a bit more what it’s like to be not sure?” “Tell me a bit more about ‘weird’.” “Does it bother you to be confused?”

In the beginning, however, it is useful to pick up on any disruption that is detected. If it is not significant for the client, that will quickly become clear. The conversation might drift, the client may show little energy for the new direction, and sometimes clients will even tell the psychologist that the new direction is of no concern to them. At this point it is sensible to just regroup and return to the original discussion, with perhaps offering a summary statement of what’s been discussed so far.

For many clients, MOL can be disconcerting. Depending upon their expectations, they may experience frustration when they think the psychologist isn’t really listening to them and disappointment when no advice is offered. This can be avoided by educating clients about the process before it begins. With a little explanation, I’ve found that clients are easily able to identify MOL disruptions and also have little trouble understanding that how goals can be influenced by higher-level goals. Spending time at the outset explaining the process will ensure that the MOL experience makes sense.

MOL is in the embryonic stages of its development. It is known by only a few people and used consistently by only some of the people who a familiar with it. Potentially, however, it may reveal the key to the change process experienced by people who reduce the distress they are experiencing as a result of engaging the services of a psychologist, counselor, or therapist. Perhaps whenever anyone experiences a reduction in distress through any approach to counseling and with any strategy used it is because they have shifted their awareness to a level where their reorganising systems can resolve the conflict they are experiencing. Exploring this issue more directly through empirical research may help psychologists become more efficient in the work that they do. They may become clearer about what is and is not responsible for change. With this clarity they may be better placed to help more people more often. 

Albert’s Treatment Program

Since I had hypothesised that Albert was experiencing a state of internal conflict my treatment decision was to use MOL. As stated above, the purpose of MOL was to help Albert shift his awareness to higher perceptual levels so that his reorganizing system could effect some change in the conflicted systems. Shifts of awareness might be manifested by Albert speaking about his conflict rather than describing his experiences in the conflict. Once Albert began to consider his conflict from a higher perceptual level I hypothesised that conflict resolution would occur through reorganisation. 

The first treatment session was the session after the initial interview making it the second session I had had with Albert. At the beginning of this session I reviewed the hypothesis about conflict I had discussed with Albert at the conclusion of the initial interview. Albert once again agreed with this conceptualisation of his situation. He said that he had been thinking about this idea of conflict during the week between sessions and it seemed to make a lot of sense to him. He went on to say, however, that knowing what the problem was didn’t help much because he still didn’t know what to do about it. At this point I explained in simple terms the idea of conflict from a PCT perspective. 

Once we had discussed the idea of conflict I used the metaphor of a staircase to illustrate the idea of perceptual levels. I asked Albert to imagine that he was in the middle of a staircase looking towards the bottom. From his current position he could see all the steps beneath him but he couldn’t really get a good view of the step he was standing on. For him to see this step he would need to take a step up to the next highest step. From this position he would be able to view the step he had been standing on more clearly. This explanation seemed to interest Albert. At this point he asked how he could step up to the next step. 

I explained the idea of background and foreground thoughts to Albert at this time. In this explanation I suggested to Albert that background thoughts were possible indicators of higher levels. It would be these thoughts then that we would work to access during treatment in order to “step up” to higher levels. Albert seemed to be able to grasp the idea of background thoughts but to illuminate the concept I asked Albert to participate in an activity. I asked Albert to describe to me, in as much detail as he could, the back of his left hand. Albert began the activity and I listened to his descriptions for about 60 seconds. At the end of that time I asked Albert what he had been aware of during the activity. Initially, Albert stated that he was just describing his hand. When I asked him, however, if there were any other thoughts going through his mind he could identify he quickly indicated there were. Albert said he could remember thinking “Am I doing this right?”; “How long do I have to keep doing this for?”; “Hey! I haven’t noticed that scratch before.”; and “I wonder what this is proving.”. After Albert had articulated these ideas I explained to him that these were what I thought of as background thoughts.

Once the idea of higher levels and background and foreground thoughts had been discussed I outlined the kinds of things that would happen during our sessions. Basically, at the beginning of the session I would remind Albert of the kind of activity we would be undertaking. Then the activity would begin with Albert just talking about whatever was on his mind at the moment. MOL would be conducted until Albert felt he had reached the end of a particular thread. The session would conclude with us briefly discussing our experiences of the procedure. Albert was interested in trying this activity so we commenced the first MOL procedure. 

The first MOL session began with Albert discussing concerns he had with some people at his current workplace. Albert had disagreed with some of his colleagues about a work related issue and he then became worried that he was not liked at work. This seemed once again to tie in to Albert’s issues to do with approval and Albert went on to explain that it was important for him to be liked by everyone but it was also important to do his own thing. I then spent time asking Albert about “being liked” and also about “doing his own thing”. I continually asked Albert to explain a little bit more what he meant by a particular phrase or statement. After 15 – 20 minutes of going backwards and forwards between these two different ideas Albert remarked “You know sometimes I think I’ve got a pretty good life and lots of people often say that they would like to be like me.” This seemed to me to be a comment that was about the things we had just been discussing. I wondered, then, whether this indicated a shift to a higher perceptual level so I asked Albert to talk a little bit more about this idea. I began this by saying “After all the things we’ve just been discussing, how does it sound to you to hear yourself saying those words?”. Albert said that he thought he had solved his own problem. When I asked him what he meant by that he explained that he thought he should learn to accept himself before he could expect other people to accept him. Immediately after explaining this to me he said “Wow! I’ve never thought of that before. That’s amazing.” At this point I asked Albert if there was anything to continue with and Albert said that he would like to end the session at this point and think about these ideas some more. Albert said that he had found the session very interesting and helpful.

In the second MOL session Albert said that he had begun the week after the first MOL session really positively. He stated that he had tried for the first few days to work on just accepting himself. During the week, however, Albert had received a job offer for a job that he was very interested in. Unfortunately, his parents didn’t think that it was a suitable job and arguments had ensued. Albert had become very upset at his parents’ disapproval and although he very much wanted to accept the job he was extremely anxious about the repercussions of that for his relationship with his parents. Albert was visibly upset in this session and cried on several occasions. He claimed that acceptance by others still felt really important to him but he didn’t know why. 

There were no apparent significant level shifts for Albert during this session. Many hypotheses could be offered to explain this seemingly immobility of awareness. The fact that Albert said he had “tried” to focus on self acceptance suggests that the conflict may still have been operating. When MOL is successful there is an absence of “trying”. When people are unconflicted control systems just do what they do – control. “Trying” can often be an experience of “forcing” yourself to do something that you are not completely happy to do. The fact that you are not completely happy to do it suggests that there may be another control system in operation with an incompatible reference signal. Perhaps also, Albert found the current dilemma so compelling that shifting his attention to background thoughts may have seemed to be distracting to his efforts to solve the problem. It may also have been the case, however, that Albert was in the process of reorganisation. As reorganisation alters the parameters of control systems it can be the case that an initial loss of control is experienced. Ultimately the function of reorganisation is to reduce intrinsic error, however, during this process an initial and short-lived increase in error can sometimes be experienced. Perhaps this was occurring for Albert. At the very least these would seem like worthwhile avenues to explore in future research programs.

In the third session Albert’s career issues were given a lower priority than some current relationship concerns Albert had with his fiancé. Albert began discussing the conflict with his fiancé and stated that he was very angry with her at the moment. During this conversation, however, Albert once again began to discuss his employment situation. Albert had decided to accept the job offer and was experiencing disapproval from his family. He also expressed frustration at not being able to choose a career path. Once again we explored these ideas in detail during the session and Albert explained that being independent was very important to him. I enquired as to what independence meant to Albert and as he was explaining his ideas to me he laughed and said “You know, sometimes I think I should take my own advice.”. This statement seemed to me as though it could have been evidence of a shift of awareness to a higher level and so we explored this idea in more detail. As we discussed this idea Albert appeared calm and relaxed and he stated that he didn’t feel angry towards his fiancé anymore. At this stage Albert felt it was appropriate to end the session. After the MOL activity he reported that he had begun to “think this way” in between sessions. By that, Albert explained that he had started to think about what was important to him and had noticed himself reflecting more and more on background thoughts.  

In the fourth session Albert reported that he had begun training for his new job. He had also reduced his contact with parents. Whereas he had previously spoken to his mother or father everyday on the telephone he had now decided to only speak to them once a week. He said that he felt proud that he hadn’t called his parents in a week. During the session Albert said that he had found himself asking himself throughout the week why he needed other people’s approval. This was still something he was wondering to himself. As we discussed Albert’s experience of questionning himself, he said “I just think sometimes, perhaps I’m not the one with the problem.” As a shift to a higher level seemed indicated I encouraged Albert to expand on this idea. He said “Well, I think that I’m doing OK. I think I might have been doing it right all along. If other people don’t like what I’m doing that’s their problem right?!”. When Albert reflected on what it was like to express these thoughts he reported feeling “strong” and “empowered” and stated that his head felt “very clear”. 

At the conclusion of this session Albert and I jointly decided that there was probably no need to meet again on a regular basis. I readministered the self-report measures and Albert’s score for depression had reduced from the severe range to the normal range. Additionally, Albert reported that he was sleeping right through the night and was feeling much more positive about his future. He had also met some friends at his new work place and had gone out with them on two occasions. Albert and I concluded the treatment program then on the understanding that Albert could re-establish contact if his situation became difficult again. 

Ten weeks after our final session I contacted Albert again. He reported to be doing better than ever. He had joined a sporting club and was exercising regularly. Also, he had enrolled in a course of study to assist him with his career plans. His relationships with other family members was positive and he had maintained regular weekly contact with them. Additionally, he had decided to commit to setting a wedding date with his fiancé and had discussed this with her. Their wedding was planned for approximately 12 months time. I readministered the self-report measures and Albert scored zero on all items.

Obviously it is difficult generalising from single case studies and many more experimental controls would need to be introduced before firm conclusions could be drawn. The procedure would need to be used by different practitioners for different kinds of problems, for example. Also, assessment measures such as the self-report instruments could be administered more frequently in order to make some attempt to track patterns of change over the course of therapy. Perhaps recording therapy sessions and then coding comments that could be considered to be reflecting shifts of awareness might help to clarify some of the process components of MOL. Also, it might be possible to record therapy sessions of therapists from different therapeutic schools and investigate the identification of awareness shifts in these different approaches. Despite the limitations, this case study has perhaps introduced the idea that MOL may be an efficient way of helping people resolve internal conflict. At the very least it would seem to be a procedure that warrants further investigation and clarification. In the next section I will provide a verbatim transcript of an MOL session that was conducted with a workshop participant during a three day MOL investigation program. The transcript is provided as a way of providing you with an additional experience of the kind of dialogue that might occur during the conducting of an MOL session. 

A Session with Henrietta


Henrietta volunteered to participate in this session during an MOL workshop. The problem she describes is a genuine difficulty that she was facing at the time of the workshop. Names and places have been changed throughout the transcript, however, these are the only changes that have been made. This is how the session with Henrietta and myself progressed:

Tim: 
So Henrietta, what do you want to talk about?

Henrietta: 
I’d like to explore a bit of an internal conflict that I’ve had going …. ummm …I’m going to be moving in three weeks to live in Chicago for the year. My partner is going to be … ummm … staying in the house I own in Phoenix. My partner has not got a job in Chicago so he’ll be staying in Phoenix next year and that’ll be supporting our step-daughter who needs to pay off her student loan. My, my conflict is … is it … does it make sense to ssss …. how, how do I decide what makes the best sense. Is it to take the equity to invest or do I wait a year, take the risks that the housing market is gone … right … and ummm … sell the house next year and, and lose the potential at investing for financial gain. Right. Because my conflict is the financial gain versus the personal support for my partner and stepdaughter. I could still give them support if they move out and had to rent a townhouse or something like that right. (screws up nose) I guess my conflict is partly they … ummm  (frowns) …. it’s not going to be the same quality of life experience for them for the year. 

T: 
If you sell?

H: 
If I sell (nods) 

T: 
OK. So just let me check Henrietta … there’s ah … your partner and your step-daughter are living in the house at the moment.

H: 
That’s right (nods)

T:
OK. And you’re only going to go up to Chicago for a year.

H: 
Oh no. I’ll be up there for a year and beyond and my partner will move up in a year.

T: 
Oh, OK. So he’s coming up in a year?

H: 
Yep (nods)

T: 
So the longest you’ll need the house for is a year?

H: 
That’s right.

T: 
OK. And you … you’re options are that you can either sell it 

H: 
Put it on the market now

T: 
Right … (nods)

H: 
Right. I could sell it within a few weeks.

T: 
Yep, yep (nodding)

H: 
But then he’d have to move out into a townhouse

T: 
OK

H: 
Right (nods)

T: 
OK, OK and would … you’re concerned that … that the quality of life in the townhouse wouldn’t be as good as in the house is that …

H: 
Correct. That’s right, yep (nods)

T: 
OK, OK. Or if you waited for 12 months to sell the house that … what were your concerns then?

H: 
Well if I wait for 12 months then I would be losing some substantial financial gain. I’m pretty sure to, to, umm … have … the potential to, to gain some through, through investments and interest … right? That if I’m able to use up the equity that’s sitting in the house … If what’s tied up in the house right now sits there and does nothing in fact probably goes down because the housing marked right now is … (gestures to ground)

T: 
OK, so it’s on the way down (nods)

H: 
It’s on the way down.

T: 
OK, OK. I think I’m sort of up there now. You, you said just a, just a minute ago that … ummm … your conflict is how do you decide.

H: 
Yeah

T: 
How are you deciding at the moment? What’s kind of happening?

H: 
(frowns) I guess, I guess what I’m doing really at the moment is I’m questionning the decision that I … my original decision, my original decision was … he stay in the house. 

T: 
Were you just about to say that you’re questionning the decision you’ve made?

H: 
Yeah (nods). Yep, yep. 

T: 
OK. So … so in the back of your mind is there, is there that … that you’ve already made the decision?

H: 
Well we had made a decision but now I’m reviewing it. I’m bringing it up again for review

T: 
OK

H:
Right

T:
OK

H:
… and to his credit he … he was the one who opened that door

T: 
Uh-huh

H:
right

T:
Uh-huh

H:
And now … so now I’m revisiting it … struggling with that 

T: 
OK. What’s … what’s happening with the struggle?

H:
(frowns) … I’m not sure I understand your question.

T: 
Mmmhhmmm. When … when you struggle what’s, what’s happening for you?

H:
Alright … I guess I’ve got at least two voices going … well if you sell you’ve got this advantage

T:
OK

H:
Right. If you don’t then there’s the better quality of life and that’s being more supportive and loyal … and … and … to him

T: 
OK. So … so on the one hand there’s, there’s better quality of life … umm … for your partner and step-daughter ….

H:
Correct. That’s right.

T:
… and the chance of … umm … losing some money

H:
Yep.

T:
OK. And on the other hand there’s a chance of … umm … selling it

H:
Selling it and realising …

T:
And having money to invest

H:
That’s right. Which has advantages for the long term in the sense that you know it’s kind of a five or six year project to take that equity and maximise it so … ahhh … to give more freedom and independence in the long run.

T: 
OK. So … so this one (indicates with hand) has more … more advantages long term the …

H:
Yep

T:
… the selling your house now

H:
Yep

T:
 … and, and … on … on this … on the other hand? (indicates with other hand) the selling it in 12 months …

H:
Has the advantage that it’s less disruptive …

T:
OK (nods)

H:
… for him right? Over this period of a year …

T:
Uh-huh

H:
… for a variety of reasons it’s going to be kind of tough … tough for … for him right …

T:
Yeah (nods)

H:
… you know on his … his own and … long distance relationships right?

T:
Yep, yep.

H:
Yeah.

T:
OK, so … so things would be easier for him …

H:
Yep.

T:
… if … if he stayed in the house.

H:
Right.

T:
Is that right? Is that the way you see it?

H:
Yes (nodding)

T:
OK … and so if you sold the house they’d be … it wouldn’t be as easy for him but there’d be more financial gain and more advantages down the track. 

H:
That’s right, yep.

T:
OK.

H:
I think you’ve described it well enough to count those little plusses and minuses. We’ve created one of these little sheets with plus, minus, and interesting … 

T:
OK. Is that one of the … one of the things that you’ve … that you’ve kind of been doing?

H:
Yeah, yeah.

T:
… and how are the plusses and minusses balancing up at the moment?

H:
Well if they were clear then I wouldn’t be sitting here saying this is my problem right? (laughs) So they’re not.

T:
OK. So what’s the not clear bit with them?

H:
Umm … (looks down – frowns) what’s the not clear bit … is … umm … I guess what’s not clear for me is which is the better … which … which one do I want to value most? Do I want to value my support for him for his quality of life or the financial gain piece. Right? And I don’t want to (shakes head) … part of me doesn’t want to have to balance one against the other (gestures with hands, palms up as in weighing two quantities) because to me they’re kind of two different kinds of things … to be … to then have to … to then balance them.

T: 
So … so just let me … let me get that. Is there a part of you that doesn’t want to make this decision at all?

H: 
But not making a decision of course is a decision right?

T: 
What would the decision be if you didn’t make a decision?

H:
I guess the decision would be he stays in the house and we sell up in a year, right.

T:
OK

H:
Right.

T:
OK

H:
… because the decision has kind of already been made it’s just revisiting is that the right decision

T:
Uh-huh. 

H:
… now it puts these two pieces in balance again (gestures with hands)

T:
OK, OK. So I’m … I’m just interested … you … you said that … that kind of part of you doesn’t even … like how do you … how do you weigh up (gestures with hands) these values this is … these are two … so part of you doesn’t even want to have to do that and … and yet it almost sounds like you feel you have to. That … that it’s going to happen … you … so you don’t want to make a decision but … but you’re going to make a decision anyway. 

H:
Yeah.

T:
… because the decision’s going to be made

H:
Year. To leave it as it is is a decision. 

T:
Uh-huh (nods)

H:
Right.

T:
Uh-huh. Uh-huh.

H:
And right … and so … is that the decision I should stay with or should I revisit and say no let’s … let’s do it the other way?

T:
OK. And is it … is it that part that doesn’t seem clear to you?

H:
(pauses for about five seconds, frowning) … is it that part that doesn’t seem clear to me (sits back and gazes up) …. I’m not sure what you mean when you say ‘that part’

T:
OK … I’m just … I’m … you mentioned the word ‘clear’ before so … and I’m … I’m trying to … to understand what you … what you meant by clear … you’re saying on the umm … because you’ve … you’ve been describing it pretty clearly to me (chuckles) so I’m … so I’m trying to understand what’s not clear for … for you … umm … that you can either sell now …

H:
That’s right.

T: 
… or … or sell in twelve months and there are advantages and disadvantages of both

H:
Right. Exactly (nods)

T:
… and in some ways either decision means valuing …umm … one thing … 

H:
one’s … one’s valuing kind of financial gain and … and long term potential

T:
Yeah

H:
… and one’s valuing being supportive and … and his quality of life in that … in that time, right?

T:
OK. And so it’s almost like you’re saying that if you … if you decide either way then you’re valuing one over the other 

H:
That’s right.

T:
… and you really didn’t want to do that. 

H:
That’s right (nodding).

T:
So … so on another hand it almost sounds like you … you don’t want to be in a position where you have to value one over the other. 

H:
Yeah.

T:
… but … but that’s going to happen anyway … you’re going to make that 

H:
Yeah (slightly shakes head and grins with one side of mouth)

T: 
What just went through your mind then? When you …

H:
Oh … it’s … (chuckles) … umm … (looks up) … let’s see if I can recapture it … (pauses for about five seconds) …when … when you had your hands over here (gestures)

T:
Yep.

H:
valuing over here (continues to gesture)

T:
Yep.

H:
Umm … (pauses) … what happened … there was (gesturing with hands) … it’s almost like I was saying to myself … the … the solution’s clear (smiles and looks at me) … maybe … maybe the solution is … is clear. Maybe I just … the decision’s not to weigh them (nods) one against the other.

T:
Oh.

H:
Right. I’ve been weighing one against the other (gestures with hands in weighing motion) putting them there (brings hands together) creating that. Maybe I should just … (shrugs) … ignore them … those aren’t two things to be considered one against the other. The one I value most is … right … the one that I value most now would be to say OK we won’t sell. Let’s make … let’s stick with your quality of life for the year … you know it’s OK, it’s only a year.

T:
Uh-huh

H:
… right. Where the (shrugs) … financial gain, it’ll happen one way or the other. 

T:
What’s it feel like to hear yourself saying those words?

H:
(chuckles, looks down, and pulls at ear) … well I guess I made a decision.


(T and H both laugh)

H:
Yeah … yeah … (sits back, looks up for a moment and then sits forward and looks at me). Thanks Tim.

T:
Is that a place to finish?

H:
Yeah … (laughs) … that’s a nice place to stop.

People who subscribe to different therapeutic approaches may well see elements of their own procedures in the transcript provided above. There are certainly times when the way I spoke could have been described as “reflecting content” for example. If you are interested in understanding MOL, however, I would urge you to pay less attention to the actual words that are typed and to attempt to understand the purpose behind what was said. The purpose of MOL has been described above. Regardless of the particular strategy I seemed to be using, from my perspective what I was doing was attempting to gain some understanding of the processes that Henrietta was going through right now during the session as she experienced the conflict she described. As I gained more information about her “right now experiences” it seemed that she was able to consider these experiences from a different perspective also. Consequently she appeared to reorganise the “situation” that had existed with the result being that the conflict was eliminated. This is the essence of MOL. It may well be the essence of every successful program of psychotherapy regardless of the particular techniques or strategies that are implemented. 

Concluding Comments

In this chapter I have endeavoured to demonstrate the application of the principles of PCT in the area of clinical psychology. It is certainly the case that much of what I have written is based on conjecture. As sensible as this conjecture might appear it still remains conjecture. The area of clinical psychology is replete with theories and models about different aspects of the human condition. Incorporation of PCT into this area may provide a unifying thread to these otherwise disparate ideas. It is true that many ideas will need to be reviewed and perhaps revised. This may be uncomfortable for the originators of the ideas. Tolerance of this discomfort, however, promises to uncover a clarity of purpose in both research and application that has previously never been known in psychology. With this clarity will come new approaches to research and in many cases new areas to research. A new and more precise understanding of the human condition awaits. For people who are committed to helping others live more satisfying lives this is surely an enticing opportunity. 
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