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INTRODUCTION 

Good morning. It’s an honor to be here and to be invited to speak on such an important and timely topic. 
The idea of integrating behavioral and psychodynamic techniques is not a new one. But it hasn’t been a 
popular one either. Over the years most clinicians of either camp have been more inclined to disparage each 
other’s work than to learn from it. Here in the Boston area, the psychoanalytic perspective remains 
dominant and behavior therapy is often viewed with skepticism and looked down upon. Fortunately, the 
prospects for dialogue seem to be improving. For one thing, psychotherapy integration on another front has 
led to the emergence of Cognitive Behavior Therapy, a variant of behaviorism which is more compatible 
with psychodynamic thinking than the original, and which has recently attained the status of being referred 
to by the acronym, CBT. You know you have arrived when you have your very own acronym. “CBT” is also 
easier to say than “cognitive behavior therapy.” So far I haven’t heard anyone actually use the term “CBT” 
in conversation, but I plan on doing my part to change that, starting with my remarks today.  In addition to 
the fact that CBT has attained acronym status, recent scientific, political and economic forces have created 
new incentives for psychodynamically oriented clinicians to acknowledge its relevance to the needs of their 
clients.  There is an increasing body of support for evidence-based treatments whose ingredients arise from the 
CBT toolbox.  Meanwhile, insurance companies and legislators are beginning to ask about the effectiveness of the 
treatments they are funding. Some of you may even be interested in incorporating CBT into your practice. All of 
you need to know enough about it to make informed decisions about when it might be useful to incorporate it into 
a patient’s care, whether provided by you or by somebody else. Psychotherapy integration appears to be a 
concept whose time has come.  

So that you will be informed consumers of what follows, I want to start by giving you some idea of 
where I am coming from. I have very little formal cognitive behavioral training. My graduate training was  
primarily psychodynamic and overlapped with a fruitful five year psycho-analysis. Fifteen years ago, when I 
entered training, I was in a state of comfortable disdain for behavior therapy. I viewed it as superficial, 
mechanistic, reductionist, and devoid of art. I mention this craftily, so that those of you who still feel that 
way will feel understood and be more likely to listen to what I have to say, and also to give you the message that, 
if I was able to learn about CBT and incorporate it into my practice, you can too, if you want.  

 



2	  
	  

Even in graduate school I believed that behavioral techniques worked, at least sometimes, but I also 
assumed I would find their use boring, if not aesthetically and morally repugnant.  I began to reconsider 
during my first clinical practicum.  I was providing psychodynamic therapy to a patient with panic disorder, 
and although the patient and I both greatly enjoyed the insights we were developing together, his panic 
attacks weren’t getting better.  Having read that behavior therapy was good for panic disorder, I came to the 
reluctant conclusion that I should look into it. None of the staff at the clinic knew anything about CBT, but I 
found articles about it, the patient and I worked our way through the process together, and he got better.  I 
was so distracted by the fact that I was helping him that I forgot to worry about being mechanistic. 

The next step in my involvement with CBT came when I began working with trauma survivors. Especially 
in the early stages of trauma treatment, the impairments in self-care and self preservative judgment that 
clients often experience can require that the therapist be highly directive, in order to coach the client on 
maintaining basic safety. Similarly, the psycho-physiological reactivity of trauma survivors usually calls for 
us to offer active training in self-soothing techniques like Progressive Muscle Relaxation, guided imagery, 
and meditation. But at the same time, the essence of trauma is that the person’s expected level of control 
over her or his experience has been violated, often profoundly. This calls for a treatment in which therapeutic 
activity and initiative are conducted with scrupulous respect for the client’s autonomy and integrity, and in 
which refraining from action can be as important as action. The damage to the sense of self that is inflicted 
by trauma calls out for a treatment informed by a theory of the self, of its dynamics and how it is healed. 
Psychoanalytic self-psychology offers such a model.  I found that I couldn’t respond fully to the needs of 
trauma survivors without taking an integrative approach.   

 

EVIDENCE BASED TREATMENT PROTOCOLS 

As I have alluded to, in recent years psychotherapy outcome research has led to the development of a 
growing body of evidence-based treatment protocols tailored to specific disorders. The manuals based on these 
protocols are intended to be directly accessible to the patient. I use them in my teaching and my students 
have generally found them easy to read and implement, even for clinicians new to this type of therapy. The 
use of such manuals has played a vital role in my learning how to do what I do.  

The protocols for these conditions all have substantial, empirically established levels of effectiveness. Some 
work better than others, but they all work, and some of them can work in a remarkably short period of 
time. For instance, the cognitive behavioral treatment of panic disorder developed by David Barlow and his 
associates (Barlow & Craske 1994) involves a fifteen-session protocol. When employed with clients having 
no comorbid conditions, eighty-five percent are panic free at the end of treatment. Helen Singer Kaplan’s 
(1989) treatment of premature ejaculation averages fourteen weeks and has a ninety percent success rate. 

In real life clinical practice, most clients don’t meet the pristine exclusion criteria often employed in 
research. But even where I work, at The Cambridge Hospital, where the majority of our panic patients have 
very complex problems involving multiple psychiatric diagnoses and profound socio-economic hardship, 
graduates of our fourteen week group treatment have, over a three year period, reported on average a fifty 
percent reduction in how much their anxiety interfered with their functioning. 
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COMBINING TREATMENTS 

As a basis for our discussion today, I’m going to ask you to take it for granted that both psychodynamic 
and behavioral approaches work. A set of theories and practices does not acquire the kind of following 
that these two have unless it works. Each of these two bodies of thought has such ardent and committed 
adherents because numerous smart and able people have experienced a lot of meaningful success with it. 
However, the fact that both therapies work doesn’t necessarily mean that they work well together, or 
that they work for the same things. My primary goal with you today is to explore a few of the issues 
associated with combining the two approaches. The topic is too big for us to cover it comprehensively.  
My goal is to start a conversation. 

If both approaches work, how do we decide which one to use? Clearly, one way is to always use the 
one we like best and are most comfortable using.  This is what almost everyone does. But if we are 
concerned with the wellbeing of our clients, we will want to arrive at some sense of which approach 
will meet their needs best, and under what circumstances. While its hardly a comprehensive way of 
thinking about the problem, here I’m going to suggest we consider three factors: the type of person, the 
type of problem, and the stage of the change process. 

In terms of the type of person, we might hypothesize that individuals who need or prefer a lot of 
structure and focus in their approach to problem solving will do better with a cognitive behavioral 
approach, while individuals who need or prefer less structure, and who are comfortable with ambiguity and 
open ended exploration, may be better able to benefit from a psychodynamic approach. On the other hand, if 
a man is overly reliant on logic and mechanical reasoning in dealing with emotions, starting with CBT may 
suit his temperament and be the best way to engage him, but may not ultimately help him to grow and 
extend his comfort zone as much as psychodynamic therapy would.   

In terms of the type of problem, we might hypothesize that dynamic techniques will be most useful when 
the problem or goal is understood in terms of general self-exploration and self-integration, or when the 
problem has to do with some aspect of interpersonal relating, such as tolerating intimacy, issues which can 
be enacted via the transference and real relationship. However, when the goal is to alter a specific, 
circumscribed and well delineated set of behaviors, and especially when the target behaviors are triggered or 
maintained by some sort of psychophysiological interaction that’s susceptible to conditioning, CBT will be the 
more reliable choice.  If the patient has a problem like panic disorder, for which a highly effective, evidence based 
CBT protocol exists, I wonder if we should even consider it ethical to offer a purely psychodynamic treatment. 

In terms of a stages of change model (Prochaska & DiClemente, 1984), we might hypothesize that 
when a person is in the initial stages, where contemplation and self-examination predominate, psychodynamic 
techniques will be helpful.  If a college student with no liking for mathematics is determined to become a math 
major because that is what his parents want for him, treating his math phobia and depression with CBT is putting 
the cart before the horse. On the other hand, we might guess that when the person is actually ready to take 
appropriate action, cognitive and behavioral techniques will often have more to offer.  Finally, at the stage 
when the person has made a change, but is still struggling to achieve a sense of ownership and to 
incorporate it into their sense of self, a dynamic approach may again be valuable. 

Given the frequency with which a combination of approaches may be the best way to do justice to the needs 
of our patients, how are we to proceed? One increasingly common solution is to have separate clinicians 
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involved to implement each of the indicated modalities. Indeed, one important step toward providing clients 
with good care is for clinicians of both orientations to be respectful and knowledgeable enough of each 
other’s work to be able refer and collaborate when appropriate. If the two therapists refrain from undermining 
each other, many clients can do the integrating themselves. 

However, even this minimally integrative approach can be problematic, and some potential issues are worth 
noting, since this is the type of combined treatment in which you are most likely to engage. It will be hard 
for the client to integrate the two treatments if the therapists are offering conflicting models of the problem. 
For instance, one therapist might tell a man with premature ejaculation that his symptoms are a passive 
aggressive expression of his unconscious hostility toward women. At the same time, the other may be 
saying that the symptoms result from the fact that the client has never stayed psychologically present 
with his sexual excitation in a way that would enable him to learn self-control. In such cases, where the 
therapists entertain different formulations, treatment will be more effective if the two clinicians can 
communicate and arrive at some sort of unified approach to share with the client. This doesn’t require 
agreement, just respectful open mindedness. A lot of trouble can be avoided in these situations if 
everybody remains curious and open, and if we treat our ideas about the patient’s problem as 
hypotheses to be tested rather than ideological truths.  We can then allow ourselves to be guided by 
collaborative exploration of what the client actually finds helpful.  For many clients, it can be a unique 
and valuable therapeutic experience to work with two therapists who see things differently but who are 
able to do constructively, and with mutual respect 

I think most psychodynamic therapists would consider it impossible to provide both types of treatment 
to the same patient.  The two concerns that I most frequently encounter are that the directive activity 
inherent in CBT will not only contaminate the relationship in a way that makes transference-based 
treatment impossible, but also impinge on the patient’s sense of ownership of the therapeutic agenda 
and of freedom to explore and discover their own path. For those psychodynamic clinicians interested 
in experimenting with actually trying CBT themselves, the growing number of empirically based 
treatment manuals represents an interesting option. In a meta-analysis of forty studies, Gould and Clum 
(1993) have found that, when used by a patient in collaboration with a therapist unfamiliar with the protocol, 
manuals and self-help books retain substantial rates of effectiveness.  Rather than taking a position as an expert 
who identifies with the protocol and is instructing the client, the psychodynamic therapist can approach the 
workbook side by side with the patient. They can treat the patient’s relationship with the protocol in the same way 
they treat the patient’s other relationships, putting their heads together to make sense of it. As I said, this is how I 
started out, but when I suggest the idea to psychodynamic clinicians, most indicate that it appeals to them almost as 
much as conducting therapy from a street-corner lemonade stand.  Still I would propose that whatever our original 
training and theoretical orientation, the current state of psychotherapy effectiveness research mandates that, if we 
wish to do justice to our clients, we are going to have to either collaborate or work integratively ourselves.   

Having suggested such a potentially provocative idea, I would like to turn now to a question I hope will provide us 
with some common ground.  What are the essential characteristics of a “good” therapeutic process? Current 
research on “non specific factors” associated with positive outcomes in psychotherapy indicates that the patient’s 
experience of things like warmth and empathy are crucial, and matter more that the therapist’s theoretical 
orientation. What are the qualities of the therapeutic process that are most essential to the way we work? As we 
consider the possibility of changing how we practice, what is it that we feel is most essential to hold on to?  
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Personally, I think “good” therapists, regardless of whether they consider themselves to be psychodynamic or 
cognitive behavioral, are more similar to each other than they are different. I think articulating these similarities is 
important.  So here’s my list of some of the qualities I consider essential to good therapy.  I’m not making any 
claim to comprehensiveness mind you, just putting a few things up on the overhead projector, as a way of 
asserting that there are some things that are more important than the theoretical and technical differences 
that divide our field at present. Also, although I alluded a minute ago to the research on common factors, I 
am not a scholar of that research and this list is not derived from it. It’s just my own incomplete thoughts on 
the subject. Furthermore, despite the fact that therapy is a relational process that requires qualities of the 
client as well as the therapist, I am going to restrict myself here mainly to the qualities of the therapist. 

 

COMMON DENOMINATORS IN GOOD THERAPY 

 1) There are two people present in the room. I am talking about psychologically present. Physically 
they may be on opposite ends of a telephone connection, but psychologically both must be present. One of 
the frequent challenges faced by therapists is to engage the client to the point where she or he is ready 
and willing to be psychologically present.  But another frequent challenge is to engage ourselves in a way 
that enables us to be psychologically present as well.  It will be difficult for the client to venture to be 
present or remain present for long if the therapist is absent. Despite this fact, many therapists conduct 
their work from a psychological distance, as if perched on the ceiling, as far away from the patient as 
they can get. There used to be the idea that in order to be a therapist you should have had experience as 
a patient as well. This not only helps therapists know what being a patient feels like, but also helps us 
keep in mind that being therapist or a patient is a role not an essential feature of a person’s identity, 
and that despite their different roles, the two people in the room are human peers. 

 2) Client and therapist must trust each other. As with being in the room, trust involves two 
people and is embedded in the relationship. Trust is not a prerequisite for beginning treatment — trust 
is something that is earned — but the relationship needs to get there.  In some cases getting there may 
be the essence of the therapy. I don’t think that as therapists we must adhere to some superhuman 
standard of trustworthiness, rather we need to convey that we are striving in our own flawed way to be as 
genuine, honest, responsible and reliable as possible. Inevitably will have our lapses and make our mistakes. 
I believe that what matters is how we respond when we become aware of our mistakes. I think we can even 
expect ourselves to engage in a bit of ordinary defensiveness when mistakes come to our attention. But we 
should strive to be alert for our defensiveness, to keep it to a minimum, and to be vigilant for the temptation 
to sacrifice the best interests of the patient in the service of our defensive needs. Therapists should own their 
mistakes and validate their client’s just complaints.  

 3) The therapist must feel some sincere concern for the client’s wellbeing. Genuine though not excessive 
warmth on the part of the therapist greatly facilitates both presence and trust on the part of the client. 

 4) The client must feel understood. Along with warmth and concern, the therapist must communicate 
good enough levels of empathic attunement and understanding of the client’s perspective, utterances, and needs. 
As with mistakes, I do not mean to suggest that misunderstandings should not occur.  Misunderstandings are 
fundamental to all relationships, including psychotherapy. They are also the source of many of the wounds our 
patients bring with them to the work we do together. Like mistakes, they are therapeutic opportunities, the 
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important thing being how we respond to them. When there are misunderstandings, people can either respond 
by collaborating in giving each other corrective feedback that draws them closer, or they can respond with 
defensive reactivity that drives them further apart. The task of therapy is to provide the patient with practice in 
resolving misunderstandings in ways that strengthen human connectedness. 

 5) The therapist must respect the autonomy and integrity of the client. As much as possible, the 
therapist should minimize the intrusion of his or her own values and goals upon the therapy process. 
When our clients report their experiences to us, our job is not to impose the meanings we see in those 
experiences, but to assist our clients in discovering their own meanings. When they report problems, our job 
is not to impose our own solutions, but to help them find theirs. And yet at the same time our patients 
have come to us for help in changing problematic aspects of their meaning-making process, and we are 
there to help them change. Respect for autonomy means different things at different stages of 
development and levels of functioning. It entails not only refraining from unnecessary intrusions, but also 
providing those supports and structures that are necessary to empower the patient and promote optimal 
growth and development. Sometimes we empower by providing, and sometimes we empower by refraining 
from providing. If a client asks for advice on how to meet girls, in one case it may be best to put the question 
back in the patient’s court, but in another case, genuine advice or a bit of social skills coaching may be in 
order. If the patient has panic attacks, it is empowering for the therapist to describe the protocol for treating 
them, but only the client can decide what his or her priorities are or whether or not to incorporate the 
protocol into the treatment. We can only do our best. I believe that what is important is the overall tone 
and not the individual acts. As with mothering, we must settle for being good enough therapists, and 
recognize that lapses may be essential to the overall vitality of the process. 

 6) Therapist and client must develop an alliance involving a shared understanding of the goals of 
therapy and of the processes that will be used to pursue those goals. We begin with the client telling his 
or her story. Sometimes the client’s “problems” or goals are clear, but sometimes they evolve in the 
telling, or remain undifferentiated and embedded within the client’s narrative.  Always, client and 
therapist collaborate to identify possible goals and discuss possible approaches to treatment. Whatever 
the proposed process, its ingredients and their rationale should be discussed. In the case of CBT, this 
sort of psychoeducation is routine, but if a psychodynamic approach is being proffered, its 
characteristics and the reasoning behind them should discussed as well. If the relationship is going to 
have parameters different from normal social practice, these differences should be explained. In the 
same spirit, when I am offering CBT to someone whose previous therapy has been psychodynamic, I 
describe how the process is likely to differ from what they are used to. 

 7) The Therapeutic relationship will be characterized by a sense of dialogue and collaboration. The 
local psychoanalysts, Gerald Stechler and Sam Kaplan, have described the qualities of parent-infant 
interaction, which they believe are conducive to the formation of the self. They describe interactions such as 
those which take place during feeding, which, to be successful, must unfold as a series of reciprocal 
adjustments, as parent and child coordinate and synchronize their activity by adapting to each other’s 
initiatives. Parent and child each at moments initiate actions and also modify their subsequent action in light 
of the other’s actions. As a result, each has a sense of efficacy and impact. In other words, there is a dialogue 
involving mutual initiative and accommodation. According to this model, it is through experiencing the 
effect of his or her actions, mirrored in the adjustments made by the other, that the infant self is discovered. 
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I believe that this quality of dialogue is necessary, not only for the formation of the self, but also for its 
sustenance throughout life. This quality of dialogue is essential if psychotherapy is to be an environment in 
which the self can develop and flourish. And I am referring, by the way, not only to the self of the client, 
but to the self of the therapist as well. In a similar spirit, the cognitive therapist Aaron Beck emphasizes the 
importance of what he terms “collaborative empiricism” (Beck et al, 1979), in which client and therapist 
approach the client’s problem as an investigative team. The client gathers and reports data about the 
problem, and client and therapist meet to discuss the data and develop hypotheses about what might be 
helpful. They design “experiments” for the client to perform to test those hypotheses. The client goes 
out and tests their hypotheses and reports back on his or her findings, leading to modifications in their 
hypotheses and further refinements in their treatment strategies. Client and therapist engage in a self-
correcting process of reciprocal feedback, with each continuously modifying his or her thoughts and 
behavior in response to the other, as they collaborate to zero in on a solution to the client’s problems.  

 

CONCLUSIONS 

When they contemplate bringing techniques from CBT into a dynamic therapy, psychodynamic clinicians are 
frequently and not unreasonably worried about potential technical incompatibilities. As we have noted, there is 
a common concern that if the therapist starts doing things like giving behavioral homework assignments 
this runs the risk of contaminating the transference. It may alter an atmosphere in which patients feel free 
to discover themselves, replacing it with one in which they feel pressured to be what someone else seems 
to want or need them to be.  A large part of the art of an integrated approach lies in balancing such 
concerns. There is no way around the fact that increased therapist activity will alter things. The resulting 
integrative treatment will involve compromises and will certainly look different from traditional versions of 
either of the approaches from which it is derived. The therapist will certainly be less of a “blank slate.”  
Some therapist values and beliefs are bound to be inferred, rightly or wrongly, and in the muddied waters 
it will be harder to differentiate fact from fantasy.  But if the techniques are introduced as tools whose utility 
to the client is being mutually examined it is possible to minimize the therapist’s identification with them. 
The very existence of externally originating protocols, manuals, and workbooks makes this easier. As I 
mentioned earlier, client and therapist can collaborate in a shared exploration of the client’s response to a 
set of procedures that some others have found helpful. It remains to be seen if and how these tools can 
be adapted to the client’s needs. An atmosphere can be maintained which makes it clear that the therapist’s 
primary commitment is to the client’s process of self-discovery. In my opinion, when we practice integrative 
psychotherapy in this fashion, the benefits to our patients far outweigh the costs. 
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