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Dr. KrolPs article on boundary violations raises a
numberof important issues about thecurrentstateof
our knowledge concerning the complex and subtle
interpersonal processes that are central in psycho
therapy. I agree with Dr. Kroll's observations that
although serious boundaryviolations in professional
relationships are probably always preceded by some
forms ofboundary crossings, thisdoes not necessarily
confirm the slippery-slope hypothesis that subtle
boundary crossings inevitably lead toserious bound
ary violations. But the controversy about what con
stitutes boundary crossings and their impact on the
treatment processevokes important questions about
our understanding ofthe therapeutic process and the
conditions that facilitate therapeutic change.

Dr. Kroll's primary point is that the current for
mulations about boundary crossings flow primarily
from one theoretical orientation—a psychodynamic
orientation, based on assumptions that are not nec
essarily consistent with other forms of psychother
apy. The contemporary emphasis on intersubjectiv-
ity and the value of therapists' sharing with their
patients aspects of the therapists' personal experi
ences, both within and external to treatment, for ex
ample, is a very different model from classic psy
chodynamic psychotherapy.

Different forms of psychotherapy operate with
verydifferentassumptions about the mutativeforces
in the treatment process. In some approaches, the
essence ofthe treatment process occurs in the depri
vation of gratification and in the therapist's main
tainingrelative neutrality and anonymityto facilitate

Dr. Blattis Professor of Psychiatry and Psychology at Yale University,
New Haven,CT. Addresscorrespondenceto: SidneyJ. Blatt, PhD, 25
Park Street, New Haven, CT 06519.

the emergence ofthe transference and eventually the
transference neurosis. Although psychoanalysis al
lows for deviations from classic technique in the in
troduction of "parameters," these deviations in the
treatment process are acceptable only if clinical for
mulations justifytheir use. Generally, however, these
deviations are viewed as potentially compromising
the treatment process. Otherforms of treatment, in
contrast, stress the importance of maintaining, as
fully as possible, an egalitarian orientation in the
therapeutic relationship and the communication of
concern about, and investment in, the patient. Al
though the various orientations in psychotherapy all
agree on the destructive consequences of boundary
violations, particularly those of a sexual relationship
between therapist and patient, they have very differ
ent views aboutwhatconstitutes boundary crossings
and their therapeutic consequences. Differences in
the definition of boundary crossings and the under
standing of their impact on the treatment process
derive from fundamental differences in what each of
these orientations consider to be an effective thera
peutic process and how various factors are mutative
and result in constructive therapeutic change.

These extensive differences in fundamental as
sumptions about the nature of the therapeutic pro
cess are unlikely to be resolved in debate and discus
sion. Rather, these differences must be addressed by
systematic research that identifies and understands
the mechanisms through which dimensions of the
treatment process contribute to, or interfere with,
constructive therapeutic change. Despite this urgent
need for systematic investigation of the factors that
lead to therapeutic change, much of contemporary
psychotherapyresearch, at least in the United States,
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is focused on the comparison of the relative efficacy
of various forms of manual-directed brief treatment
in reducing a focal symptom. Attempts to identify
empirically validated treatments usually result in
comparative-treatment trials that focus on the tech
niques and tactics of brief treatments designed to
reduce symptoms, and little attention is directed to
ward understanding the therapeutic process and the
factors that contribute to therapeutic change.

The results of the investigations to establish em
pirically validated treatments generally indicate that
active treatments are usually more effective than no
treatment at all (waiting-list control groups) and
more effective than imprecisely defined control
groups such as treatment that isgenerally available in
the community (treatment as usual, or TAU). More
rigorous research designs that compare active treat
ments usually result in few significant differences be
tween active treatments—what Luborsky and col
leagues' have called, after the creature in Alice in
Wonderland, the Dodo-bird effect—that is, all have
won and therefore all should have prizes. Thus, re
search for identifying empirically validated treat
mentsusually contributes little to our understanding
ofthe implications ofthe majordifferences in thera
peutic assumptions that Dr. Kroll raises in his con
sideration of boundary crossings. Without further
knowledge and dataabout the natureofthe mutative
forces in the psychotherapeutic process, our discus
sions about boundary crossings and their potential
impact on the treatment process are influenced by
ourassumptions and biases aboutwhatwethinkcon
stitutes an effective therapeutic process.

Although I agree with Dr. Kroll's emphasis on the
unique quality ofeach therapeutic dyad and the need
for the therapist to be flexible in considering what
mightfacilitate therapeutic progress witha particular
patient, therearealternatives to the formulations that
Dr. Kroll presents in his discussion, particularly the
three issues he addresses in his consideration of

boundary crossings: therapist neutrality, therapist
anonymity, and the need to establish a stable fee
schedule.

Dr. Kroll links neutrality with silence, a lack of
engagement, and therapeutic rigidity, compared
with the therapist's offering support, encourage
ment, and respect, which Dr. Kroll attributes to the
attitude of positive regard first articulated by Carl
Rogers.2 But I think itis inRoger's articulation ofthe
necessary and sufficient conditions for therapeutic

change that wecan find possible resolution forsome
of these differences in therapeutic technique that Dr.
Kroll so dramatically polarizes. Having been a psy
chology predoctoral intern in the mid-1950s with
Dr. Rogers at the Counseling Center ofthe Univer
sityof Chicago, I understand that the primaryfocus
of client-centered therapy is the ability ofthe thera
pist to assume the patient's internal frame of refer
ence. Rogers stressed that the primary task of the
therapist is to articulate the patient's experiential
field throughinterventions that heclassified asreflec
tions, clarifications, and, on occasion, even interpre
tations. If, as Rogers suggests, one maintainsa focus
on articulating the patient'sphenomenal world, then
it is possible to be both neutral and sympathetic, to
be separate from the patient and still provide affir
mation and hope.

Dr. Kroll discusses an example (cited by Green-
son) of a therapist who, in a grotesque attempt to
maintain neutrality, makesno mention ofthe serious
illness of his patient's infant.3 An alternative to the
dilemma posed by Dr. Kroll of either ignoring this
issue in treatmentand being unresponsive to the pa
tient's concerns and preoccupations or offering sup
port and reassurance isfor the therapist to capture in
words the affective field of the patientand to reflect
to the patient her intense concerns about the well-
being of her child. By giving voice to the patient's
predominantconcerns, preoccupations, and feelings
throughreflections and clarifications, the therapist is
able to maintain neutrality and still be responsive to
the patient through sharing the patient's phenome
nalfield. The therapeutic taskisto maintain focus on
and to articulate the patient's internal frame of refer
ence, rather than to make judgments about the pa
tient from an external perspective—to give voice to
the patient's thoughtsand feelings.

The samewould be true for another example pro
vided by Dr. Krollabout the academicsuccess ofone
of his patients. As Dr. Kroll notes, commenting on
and praising hispatient for her currentsuccess raises
the possibility that the therapist may subsequently
also have to comment, from an external perspective,
on her failures as well. As I understand Rogers' em
phasis on assuming the patient's internal frame of
reference, what Rogers called "catching the edge of
awareness," one might comment to Dr. Kroll's pa
tient about her senseof joy and pride in her accom
plishments, as well as on another possible occasion,
commenting about her feeling disheartened or de-
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pressed aboutherfailure. In addition to providing an
empathic response through these reflections of the
patient's phenomenal field, such an approach pro
vides patientswith experiences offeeling understood
and that their feelings and thoughts are understand
able, as well as encouraging patients to reflect more
fully on their feelings and experiences. Neutrality is
not an alternative to empathy; rather, neutrality is
maintained throughan empathicnonjudgmental fo
cus on articulating patients' thoughts and feelings—
their experiential field.

Anonymityof the therapist in the treatment pro
cess, also raised by Dr. Kroll, is a complex issue,
because it is often not clearwhether it is the patient
who wants to know details ofthe life ofthe therapist
or whether the therapist, forany numberof reasons,
feels a needto shareaspects of hisor her life with the
patient.Often, therapists feel a desire to shareaspects
of their experiences with the patient to reassure the
patient that he or she is not the only one who has
experienced such difficulties or to provide a role
model for the patient of how one might cope with
such difficulties. Again, I think the issue is not
whetherto maintainanonymity, but to maintainthe
focus on the phenomenal field of the patient as the
central therapeutictask. Thus, it is important to put
into words the patient'scuriosity about aspects ofthe
therapistand to ask the patient, as well as oneself, to
consider what the patient really wants to know and
why.

Conversely, it is important for the therapist to
consider whyheor shefeels the needto sharespecific
information with a patient at a particular moment in
the treatment process. Frequently, the therapist'sde
sireto reveal aspects of him or herselfto the patient is
a response of the therapist to sensing the emergence
of some important transferential issue that has been
dormant in the treatment process. It is often more
productive for the therapist to reflect on the thera
pist's wish to share aspects of his or her life with the
patient and the implication of this wish for under
standing aspects of the patient and of the treatment
process.

Of course, patients learn important things about
the therapist in the treatment sessions, as well as
through various networks in the community. What
is important, however, is not necessarily what the
patient thinks he or shehaslearned about the thera
pist, but the meaning that this information has for
the patient. Thus, once again, the focus is on the

patient's phenomenal field and the patient's desires
and curiosity as well as the meanings the patient at
tributes to the information he or she has gleaned
about the therapist and the implications that this
meaning has for understanding important aspects of
the patient's life.

The third topic that Dr. Kroll addresses in his
consideration of boundary crossings is the issue of
establishing a stable fee schedule. As Dr. Kroll im
plies, the need to establish a stable fee structure has
becomean increasingly important problem because
ofthe large number of patientswhose psychotherapy
issupported, at leastpartly, by third-party payments,
eitherbya healthmaintenance organization (HMO)
or an insurance contract.Although it is important to
discuss these matters of fees and the general forms of
psychotherapy before beginning treatment, the cur
rent vicissitudes of managed care programs create
conditions in which patients' coverage can change
unexpectedly during the treatment process. As Dr.
Kroll recommends, the therapist should be flexible
and should maintain commitment to the patient.

However, it is also important for the therapist to
place the subject of fees in the broader context of
other issues ofthe treatment frame, such as the time
and length of the therapy sessions and the policy
about changed or canceledappointments. The man
agement of these problems is partly contingent on
the nature ofthe patient's life and therapist's clinical
practice. Therefore, it is difficult to define precisely
how a particular patient and therapist should deal
with requests to alteraspects ofthe therapeutic frame
once they have been established, including the fee.
But again, it is important to focus on the implica
tionsofthese requests aspartofthe treatmentprocess
and to consider the implications that these requests
and the potential response to them havefor the issues
currently active in the therapeutic relationship.

Requests for change in fee structure and the time
or length of treatmentsessions have to be responded
to withappreciation ofthe reality ofthe life context
of both patient and therapist, but also with the
awareness of the conscious and unconscious mean

ingsthat theserequests and the responses to them can
have for the patient and the therapist. Requests can
be motivated by the patient's wish to manipulateor
test the therapist and can be experienced in a similar
fashion by the therapist, even though there may be
realistic components to these requests. The thera
pist's positive response to the patient's requests can
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beexperienced consciously and unconsciously bythe
patientas indulgence and seduction or as caring and
sympathetic understanding; and the therapist's neg
ative response canbeexperienced as rejection, inflex
ibility, and rigidity, or as a constructive setting of
limits. It isas important for the therapist to consider
the potential unconscious meanings that the request
tochange aspects ofthe treatment frame have for the
patient, as it is for the therapist to find constructive
ways to respond to these requests.

Clearly, my responses to Dr. Kroll's comments
and suggestions are determined by my assumptions
about the treatment process and what Iconsider tobe
the factors in the treatment process that contribute to
therapeutic change. In addition, thereare no univer
sal answers to the various boundary crossings dis
cussed by Dr. Kroll, because these problems vary
from patient to patient and from therapist to thera

pist, and their meanings vary, even at different times
in the treatment process. We will be able to begin to
address these problems more effectively only when
we have understood more fully the various dimen
sions of the treatment process and their contribu
tions to therapeutic change. Although wecan debate
the subjects of efficacy and values in psychotherapy,
these debates would be greatly enhanced by system
atic research that begins to specify the dimensionsof
the therapeutic process that facilitate, or impede, sus
tained therapeutic progress.
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