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Up Close and Personal: A Consideration of the
Role of Personal Therapy in the Deveiopment
of a Psychotherapist

Suzanne B. Phiilips

... Theodor Reik {1948) has said the personatity of che therapist is his most
impormant tool... As with any craft, it is vital that the artsan or the scientist
know in derail the capabilities and limitation of their tools so they can truly
use them as facilitators of creativity rather than stambling blocks berween
them and their work.

{Pechles, 1980, P 261y

Friedman, in his 2008 New York Times article “Have vou ever been in psycho-
therapy, Doctor?” writes, “A therapist should not start exploring a patient’s
mind without really knowing whar is in his own.” _

Yalom (2002, p. 40} tells us, “To my mind, personal psychotherapy is by
far the most important part of psychotherapy training.”

This chaprer will examine the role of personal therapy in the journey of
becoming a psychotherapist. As a clinician practicing for 33 years, with the
expertence of personal analysis, group therapy, and the privilege of having
supervised and been the therapist for many clinicians, I have a clear bias as to
the personal and professional benefits of this experience. I do not, however,
have 10 make a case for it. The empirical reality is thar an overwhelming
majority of therapists of all disciplines across different orienrations, both
nationally and internationally, seck personal therapy, often more than once,
during and after training and for personal reasons (Norcrass & Guy 2005
Orlinsky er al., 2003b). Therapists practice whar they preach. What can we
underszand from this? How does it illuminare the role of personal therapy
in the developmenral journev of therapists? What can we pass on to those
who follow us? _

In this chaprer | attempt to answer these questions. Drawing upon
empirical findings, qualitative narrative studies, and personal experience.
I recognize the inextricable mix of personal and professional dimensions in
the functioning of therapists. T consider personal therapy as integral to a ther-
apist’s formative training and ongoing development across disciplines and
otienzations. | recognize personal therapy as expanding didacric training.

144



Up Close and Personal

clinical experience, supervision, and cultural comperence. While no single
factor can guarantee the effectiveness of a therapist, T invite practitioners (o
more openly recommend and model the use of personal therapy as a crucial
dimension in a therapist’s journey.

This chaprer will include a consideration of personal therapy in rerms of
the mix of personal and professional dimensions: empirical findings, preva-
lence, differences across orientations, reasons for use, and comparisons with
the general population; trauma waork, personal and professional benefits, and
professional career development; “the person” of the therapist: the therapist’s
therapist; its value across theoretical perspectives; the interface with super-
vision; its rele in developing culwral competence: the implications of
mandared and required therapy; and the legacy of personal therapy.

The Mix of Personal and Professional Dimensions

In @ qualitative interview study aimed ar identifying learning arenas for
professional development, Ronnestad and Skovholt {2001) illuminate the
inextricable relfationship of personal and professional dimenstons in a thera-
pisc’s development. Drawing upon the retrospective accounts of 12 senior
practitioners, ranging in age from 61 to 84, and interviewed twice in a span
of 11 years, Ronnestad and Skovholr identify three arenas of learning:
(1) awareness of eady life experiences, cumulative professional experiences,
mentors, colleagues, and adult life experiences as opporsunities for profes-
sional development; (2} recognition of the significance of processing and
reflecting experiences in all domains; and (3} recognition of being a therapise
as a rewarding choice that can be maintained despite age.

While a small qualirative study, the broad message offered is thac being
a therapist is a sustaining identity oprimally developed by ongoing reflection
and integration of personal and professional life experiences.

Reflected in my own life, I think it is no coincidence that my first profes-
sional book, co-authored with Fenster and Rappaport (1986). The Therapisss
Segnancy: Inrrusion in the Analyric Space, marked the birth of my first son,
and that my most recent book, co-authored with Kane (2008), Healing
Togerher Afser Trauma: A Couples Guide ro Coping with Trauma and Post-
traumaric Stress, marks the near-death and recovery of my youngest son.

With the first, | had been a therapist for 8 years before having children.
The intrusion into the analytic space addressed by me and my co-authors
reflected not just the break in the frame and intrusion in the space shared
with patients but the intrusion in my definition of self, body, marriage, and
my personal and professional life space as T knew it. It would of course resule
int an expansion of the frame thar would be invaluable for me as a person and
as a therapist.

In addition 7o passing on to other couples an understanding of the vul-
nerability and resiliency shared by a couple facing trauma. my recent book
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Healing Together Afier Trauma represents an integration of personal meanings
of loss, professional training, and the gift of experience given by patients, be
they runaway girls, rape victims, cancer survivors, widows, or grieving fire-
fighters who invited me in to help them face the unthinkable.

Empirical Findings: The Best-Kept Secret

Resonating with this message, a little-known facr is that the majority of
mental health practitioners choose to enter personal therapy. Summarizing
the prevalence of personal psychotherapy among mental heaith professionals
in the United States from 14 studies, Norcross and Guy {20035) found that
with 2 mean and median of 72% to 75%, the majority of responding profes-
sionals have had at least one experience of personal treatment. Bike et al.
(2009), in a 2007 replication and extension of a 1987 naticnal survey of
psychotherapists, including 219 psychologists, 191 counsejors, and 192 social
workezs, reported that 85% sought therapy, with no differences across gender
and professions.

The relevance of personal therapy is further corroborated by the data
collected on the prevalence and parameters of personal therapy in Europe and
other countries {Orlinsky er al., 2005b; Orlinsky & Ronnestad, 2005a,
2005k, 2005¢}. Using the Development of Psychotherapists Common Core
Questionnaire (DPCCY), filled out by 5,000 therapists, Orlinsky et al. com-
puted the personal therapy experience of therapises from 14 countries.

The sample included primarily psychologists but also other professions,
including social work, counseling, and nursing, primarily in New Zealand
and Sweden. Alchough there was some variation between the countries wich
the largest samples (Germany, the United States, and Norway), gender was
balanced. The orientations of therapists included analytic/dynamic, cognt-
tive-behavioral, humaniseic, and broad-spectrum eclectic. Findings reveal
that despire many cultural differences, overwhelming majorities of therapists
everywhere reported having at least one course of personal psychotherapy,
with the sole exception of South Korea. The rates range from 90% in France,
Switzerland, Sweden, Israel, and Denmark to a low of 72% in Rassia and
66% in Portugal.

Pravalence and Orientation

The question arises as to whether similar value is atiributed ro personal ther-
apy across orientations. Whereas the refevance of personal therapy for train-
ing and effectiveness with diffetent orientations and models will be addressed
below, national and international empirical findings suggest that the preva-
lence of personal therapy varies with theorstical orientation. In considering
five representative studies, Norcross and Guy (2003 reveal that 88% to 97%



Up Close and Personal

of self-identified insight-oriented mental health professionals choose personal
therapy, compared with 44% to 66% of self-identified behavioral cherapists.
In berween are humanistic, systems, and eclectic pracaotonets.

Orlinsky er al. 2005b) found similar differences in terms of orientation
from their international database. With the sxception of South Korea, 92%
of analytic/psychodynamic therapists and 92% of humanistic international
therapists reported having personal therapy, com pared with 60% of behavior
therapists. What is perhaps most ;mporant to note is that although a greater
percentage of therapists with psychodynamic orientations use personal ther-
apy, more than half of the behavioral therapists also seck personal therapy.

Tn their choice of personal therapy, most therapists choose 2 therapist
with an otientation similar to their own. The exception to this is the choice
of behavioral therapists. National and international findings suggest that
44% to 66% of behavioral therapists seeking personal therapy choose non-
behavioral therapists, most commonly those from a psychodynamic perspec-
tive (Daronghamas et al,, 1994; Norcross & Grunebaum, 2005; Norcross &
Guy, 2005). This may reflect the changing view held by behaviorists over the
past 20 years as to the value of personal therapy, from a training perspective,
in terms of the importance of the development of interpersonal skills (Laireiter
& Willutzki, 2005). It may also indicare that behavioral therapises, like most
therapists, choose therapy for personal reasons. While they arc expert in cog-
nitive-behavioral models directed o behavior change and symprom relief,
hehavioral therapists may choose therapy for less symptom-focused reasons.
It is perhaps 2 testament to their flexibility in terms of a best pracuce model
that they are not held o singulariry of orientation as a criterion for choice in
personal therapy.

It is worth recognizing that in many cases choice of orientation is not
static but rather represents ongoing integration of life experience, clinical
practice, personal therapy, and furcher training. In The Gifi of Therapy, Yalom
(2002} describes the hundreds of hours he spent as a patient at different
stages of his lifer “1 believe there is no betrer way to learn about a psycho-
therapy approach than to enter into it asa patient” (p. 42).

Reasons for Personal Therapy

In 2 national survey of United States psychologists, counselors, and social
warkers secking treatment, Bike et al. (2009) asked if therapy was entered for
personal reasons, professional reasons, or both. They found that 60% chose
personal reasons, 5% chose professional reasons, and 35% chose both. The
imost common reasons were marital/couple distress (20%,), depression {1 366},
need for self-understanding (12%), and anxiery/stress {19%;. In a review of
five studies, Norcross and Connor {2005) found that the majority of psycho-
therapists indicated primarily personal reasons for entering therapy. INOICross
and Guy (2003), drawing upon a number of studies, reported that the three
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most frequent presenting problems were depression, marital/couple conflicts,
and anxiety.

Reasons Compared to General Fopulation

The reasons for therapists seeking treatment are no different from those
of educated people in the general population seeking treatment. My experi-
ence as a therapist’s therapist for many years is consistent with this finding.
Never has the presenting problem been difficulty with a patient, a practice
issue, or a professional problem. Rather, mental health professionals have
entered treatment to work on personal issues and, much like other profes-
sionals, their wotk hours and professional demands at times exacerbate
personal problems. A

Several studies indicate thar a larger percenrage of married therapists as
compared with single therapists seek weatment (MNorcross & Guy, 2003).
One wonders if the profession exerts a toll on the therapise in terms of per-
sonal refationships. While one study suggests an impact on the practitioner in
werms of anxiety, depression, and emotional under-involvement with family
{Prochaska & Norcross, 1983), there is litede evidence of seif-reported negative
marital consequences. The statistics on divorce for mental health profession-
als are similar 1o the general population (Meyers & Gabbard, 2008). There
is perhaps a recognition among mental health professionals of the value of
therapy in addressing interpersonal struggles, stress, and mariral issues.

Prevalence of Use Compared to the General Population

While reasons for seeking therapy are comparable with the general population,
the prevalence of use by therapists differs. 1n a review of 17 studies involving
8,000 participants, the mean and median of mental health professionals
having had at least one personal therapy experience clustered berween 72%
and 75%. This is substanrially higher than the general adult population: the
estimates from national houschold surveys and epidemiological studies indi-
care that 25% 1o 27% of American adults have received specialized mental
heaith care, and this includes psychoactive medications and psychiatric
hospitalization (Notcross & Guy, 2005).

As suggested above, it seems likely that therapists truly believe in the
services they provide. While being a therapist is no guarantee of interpersonal
strength or capacity for intimacy, it is possible that the nature of the work
raises one’s consciousness about atzachmens, emotional pain, conflict, the
meaning of symptoms, communication issues, and the possibility of change.

From a professional perspective, it may also be that therapists consciously
and unconsciously understand that whar they carry personaily bears on who
they are and how they pracrice professionally. Accordingly, they take presenting
problems like depression, marital/couple conflicts, and anxiery very seriously
and seek intervension.
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Trauma Work and Personaf Therapy

One field of mental health work thar has been found to have a more direct
emotional impact on therapists is work with traumatized patients. There
is increasing evidence that heavy caseloads of severely craumatized patients
and lack of training, ongoing supervision, and support in concert with
continual exposure to the graphic and shocking derails of war, nasuraf
disasters, and man-made terror can cause burnout, compassion farigue,
secondary post-traumatic stress, and vicartous traumatization (Canningham,
2003: McCann & Pearlman, 1990; Palm er al., 2002; Pearlman &
Saakvitne, 1993). :

The tragedy ar Fr. Hood, Texas, on November 5, 2009, illuminates an
extreme of the collaterat damage of unattended caregiver pain. It underscares
the inextricable overlap of person and professional selves. In this case early
history, isolation, religious tenets, incompatible ideclogy, tack of close col-
teagues, the refusal of personal therapy, and the fear and caution of cofleagues
collude and erupred with deadly consequences.

One military social warker returning from Iraq made it clear when shar-
ing his experiences that it is not a question of whether caregivers are affected;
it is how they are going to deal with the inevitable impact. Reflecting this in
his comments about “compassion fatigue,” an Army psychologist who
planned a career in the military, but burned our after 5 vears, reported:
“I thoughr it was 2 bogus phenomenon, but it’s true,...you become detached,
you start to feel like you can’t connect with your patients, you run out of
ernpathy...” (Carey et al., 2009,

My own work in providing “care of the caregiver” programs naticnally
and internationally for civilian and uniformed mental health professionals
{military, fire, and police) as well as spiritual caregivers seasitized me 1o the
need to train caregivers about the impact of trauma work and to provide a
safe venue for them te normalize reactions, share feclings, and bear witness o
the imprint of trauma they have been asked to contain.

One of the common countertransference responses to traurma work is to
deny helplessness in the face of the horror or loss by not seeking help, sup-
port, or consultation. For scasoned professionals there can be an expectation
of performance that makes symptoms of anxiety, self-doubt, and burnour
something to hide rather than something ro address in supervision, group
therapy, or individual therapy (Phillips, 2004).

The impact of trauma work on caregivers trumps language, culture, and
tocation. Working at one internarional meeting, I experienced caregivers from
different countries struggling to understand and translate for each other, as
well as to corroborate the secondary post-traumatic stress symproms, feelings
of helplessness, horrific images, anger, and isolation felt when working with
people who had faced the unspeakable. The intensity, connection, and relief
associated with sharing, making meaning, and receiving support in chis con-
text were palpable. In trauma work, the caregiver’s willingness and capacity to
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make usc of interventions such as group training and group process experiences.
supported by group and individual therapy, is a necessity.

Personal Benefits

Regardless of discipline, nature of work, or crientation, another reason for
the significant use of personal therapy by therapiss may be the reported posi-
tive personal outcomes. In national and international studies, over 80% of
therapists fepors positive reatment outcome (Orlinsky et al., 20052). In their
20-year replication study of 500 gsychotherapists, Bike er al. (2009) noted
that cherapists reported significant improvements in three dimensions: behav-
ioral symproms, cognitive insight, and emotional relief. In this study, 95% of
the sample indicated no harmful effects.

Professional Benefits

What is extremely important about the reported onrcomes of therapists’ therapy
is that although personal reasons are predominarely given for seeking treat-
ment, there are consistent and significant findings of positive professicnal
gains. According to Bike et al. (2009), the reported professional benefits
include awareness of the impertance of 2 therapist’s reliability and commit-
ment; competence and skill; warmth and empathy; patience and tolerance;
the value of having the experience of being a patient; and the opportunity to
see that therapy can work. Pope and Tabachnick (1994) found that the per-
sonal therapy of therapists improved self-awareness, self-understanding, self-
esteem, increased openness to and acceptance of feelings, and enhanced the
therapists’ personal relarionships. Linley and Joseph (2007) found that thera-
pists who received personal therapy or were currently in personal therapy
reported more personal growth and less burnout.

Professional Career Development

The professional benefics of personal therapy are consistent with the reported
findings by Orlinsky and Ronnestad {2005a) in their extensive internarional
study, How Psychotherapists Develop. They report that when asked the ques-
cion, “How important o you is your further development as a psychothera-
pist?” 80% to 90% of 4,700 therapists of different disciplines, theoretical
orientations, carcer levels, gender, and nationalities rated development as
highly imporrant (4 or 5ona scale of 5). Further differentiating professional
development into current development and carcer development, Orlinsky
and Ronnestad {2005b) found thar the srongest and most widely endorsed
positive influence on current development was “experiences in therapy
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with patients.” The next most widely endorsed positive influence was
personal therapy (rated 80% by those having had or in personal therapy).

Marching qualitative analysis with empirical data in rerms of career
development, Otlinsky and Ronnestad (2005¢) found two vasiables that pre-
dicted 40% of the variance of career development. They were breadth and
depth of case experience and level of currently experienced growth, which in
rurn was a function of clinical experience and personal therapy. According
1o these findings, client experience, supervision, and personal therapy emerge
as the major wriad of positive influence on therapists’ career development.
One important conclusion. as suggested by Orlinsky and Ronnestad, is
that therapists place much greater emphasis on interpersonal influences thun
inteliectual ones.

The Importance of “The Person of the Therapist”

Hans H. Strupp {1978) considers a therapists theoretical orientation as an
overrated variable, maintaining that “techniques per se are inert unless they
form an integral part of the therapist as a person” {p. 314).

At present, we do not have direct cotroboration of a cause and effect
from the patient’s perspective of the personal therapy of the treating clinician
as 2 variable in treatment outcome. We do, however, have consistent Andings
over time thar the “person of the therapist” and the therapy reladonship are
crucial to therapeutic outcome regardiess of theoretical orientation (Engel,
2008; Strupp, 1978; Wilson eral., 1968). Quoringa Univessity of Pennsylvania
scudy, Stossel (2008) reports findings that most successful therapists, regard-
less of their orientations, aze considered to be honest and empathic and able
to connect quickly and weil with ocher people. The consistent finding is thar
the effectiveness of rreatment across orientations is not a function of tech-
nique but “who the therapist is” (Norcross, 2002).

This recognition of the importance of the “person” of the therapist in

therapeutic work bears on the value of personal therapy in che developmental -

journey of the therapist. It suggests that those very aspects of self {self-aware-
ness, self-esreem, capacity for empathy, and inverpersonal skilis) reported o
be enhanced by pessonal therapy are intrinsic to therapeutic effectiveness
despite orientation.

The Therapist’s Therapist

Perhaps the strongest corroboration of the crucial role of the “person of the
therapist” comes from a consideration of those factors identified by therapists
in their choice of a therapist. In a study of 509 psychologists, Norcross et al.
(1988) found that the four top reasons for a therapist’s choice of a therapist
were perceived competence, clinical experience, professional repuration, and
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interpersonal warmth. In their review of muldple studies, Norcross and
Grunebaum {2093) underscore the consistent finding of interpersonal quali-
ties as openness, Aexibility, respect, and caring, in addition 1o competence
and professional repuration. As Gruncbaum (1983} concludes, “therapist-
patients seek a personal relationship with therapists—one in which they feel
afRrmed, appreciated and respected by another human being whom they like,
appreciate and respect” (p. 1338).

The Value of Personal Therapy from Different
Theoretical Perspectives

While the predominant feeling across orientarions or perspectives is that
personal therapy enhances the personal and professional development of the
therapist, there are differences reported when considering personal therapy as
necessary and essentiad to therapeuric effecriveness.

Psychodynamic Perspective

Freud had considered that the unanalyzed analyst could go only as far as her
or his own limited experience with the unconscious would let him or her go.
As such, the analyst's analysis was an absolute necessity (Freud, 1915/1958).
Against this backdrop. the personal therapy or analysis of those therapists
working from a psychoanalytic/psychodynamic perspective has always been
considered a crucial and integrative component in the development of
a psychorherapist (Fromm-Reichman, 1950: Macran et al., 1999).

Historically, the conceprualization of the therapist’s feelings in response to
the patient was termed countertransference and warranced the therapist’s own
analysis as a way to handle and resolve the emergence of such feelings. As the
definition of counrertransference has expanded to a tomlistic perspective that
includes the therapis’s conscious and unconscious feelings and verbal and
nonverbal responses to the patient based on the therapist’s theorerical perspec-
tive, training, experience, person, personalicy, history, and current life events,
as well as the impact and transference of the pavient, the need for self-under-
standing is ever more important (Racker, 1968; Roth, 1990). Essentially,
evolving psychoanalytic thinking makes psychotherapy for the therapist more
important. Whereas the goal of a classical training analysis was to prepare the
candidate to become the all-wise and the all-knowing analyst, today, those
who subscribe to 2 relational/psychodynamic perspective no longer presume
to “know.” Evolving psychoanalytic thinking moves the therapist into a
co-participant model that accepts that reality is subjective (Ehrenberg, 1992;
Hirsch, 1996). Accordingly, this warrants on the part of the therapist 2 willing-
ness to know more about self (Aron, 1996; Wachiel, 2008). It demands
a tolerance for being affecred by the parient’s conscious and unconscious.
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In concert with this, related issues including the recognition, use, and
misuse of countertransfesence, self-disclosute, enactments, consideration of
a dynamic unconscious, and the coflaborative use of dreams, make personal
therapy a necessary journcy of finding and knowing self. To ask whether
a therapist from this perspective can be effective without personal therapy is
to fail to grasp the use of the therapist’s self as necessary in facilitaring the
patient’s self-journey.

It is based on these perspectives that psychoanalvtic and psychodynamic
training programs view and require analysis andfor psychotherapy of the
therapist as centzal to training and development.

Cognitive-Behavioral Perspective

From a cognitive-behavioral perspective, which sees change as due ro leatning
and the proper application of cherapeutic methods, petsonal therapy has
not been seen as crucial to effectiveness (Laireizer & Willorzhd, 2005;
Norcross, 20053,

In the past 20 years, while not viewed as a standard training element and
still considered by most behavioral therapists to be of limited value, personal
therapy has been increasingly acknowledged by cognitive behaviorisss as
helpful in enhancing important training goals (Laireirer & Willuezki, 2005,
Geller er al., 2005).

From this perspective, the therapist’s personal therapy is not a model of
treatment but an opportunity to improve self-reflection, self-knowledge of
blind spots, habits, and interpersonal patterns. Personal therapy also offers
the therapist the experience of having been in the role of client, which is valu-
able in rerms of empathy for the feelings of the dient. Personal therapy alse
offers incidental learning and modeling of straregies and methods experi-
enced in the relationship with one’s own therapist. One cognitive-behavioral
therapist shared thar it was not undl he was rhe client that he could recoghize
how difficult it was to change parterns and how much he valued his thera-
pist’s parience.

Experiential-Humanistic Perspective

Those coming from an experiential-humanistic perspective, as in person-
centered or gesialt therapy. work with the immediate experience of the client
and emphasize personal agency. This perspective necessitates attunement ro
the dlient, self-awareness, auchentic response 10 the client’s reactions, and
comfort with complex feelings in self and other. From this perspecrive per-
sonal therapy is seen as vatuable bur as only one of many possible opporwni-
ties for personal growth, which can also be found in training worksheps.
journaling, growth groups, and other sources of personal expansion {Elfiott
& Partyka. 2005).
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Systerns Theory Perspective

While the systems theory (Haley, 1976) perspectives of family and couple
therapy have discounted the relevance of personal therapy for the therapist,
the more psychodynamic fields of family and couple therapy (Bowen, 1978;
Scharff & Scharff, 1987; Whitaker 8¢ Kejth, 1981) recognize personal therapy
as crucial in terms of the therapists authenticity and handling of counter-
transference. In this light, it is interesting to note that they recommend
individual therapy, not necessarily family or couple therapy as a crucial
component of training. Whereas family or couple therapy will foster self-
understanding in terms of these contexts and may enhance empathy and skill,
individual personal therapy is seen as more likely ro foster understanding and
use of self in the face of family and couple issues.

Group Perspectives

Group interventions can be conducted from many perspectives: psycho-
dynamic, cognitive-behavior, self-psychological, psycho-educational, and so
forth, Drawing upon my own personal group experience as well as my profes-
sional experience conducting groups, and training and supervising group
therapists, it is my opinion that the practice of group therapy necessitates the
therapist’s having had a personal group experience of some kind.

In terms of psychodynamic groups models. for example, the leaders
cxperience as a2 member of 2 psychodynamic group dealing with the strucrure,
process, and inevitable interplay of group dynamics, levels of functioning,
multiple transferences, group unconscious, and individual and group resis-
tances is integral to his or her development and effectiveness as a group psy-
chotherapist (Ormont, 1980, 1992).

The leader’s personal group experience is also crucial for effectiveness in
group therapy with other models (e.g., cognitive processing, cognitive-behav-
ioral protocols, rime-limited theme-centered, psycho-educational groups).
Regardless of the "agent” or model of change for a group, the crucial compo-
nent in outcome is the leader, through whom all other components of group
experience flow. The jeaders capacity to utdlize the protocol of change, the
dynamics of the members, and the strucrure, frame, and process in a way that
facilitates positive outcome resuirs from the leader’s training as well as per-
sonal group experience (Bieling et al., 2006; Burlingame et al., 2004),

Yalom (2002} tells us, “Only by being a member of a group can one truly
appreciate such phenomena as group pressure, the relief of catharsis, the
power inherent in the group-leader role, the painful but valuable process of
obtaining valid feedback about one’s personal presentation” (p. 43).

The Interface of Supervision and Personal Therapy

Regardless of orientation, supervision is intended to expand technique
and interpersonal capacities. It invites the supervisee to identify with the
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supervisor as 2 mentor as it offers skills that foster autonomy. Reflecting the
averlap of personal therapy and supervision, one of the gifts of my snalyst was
the suggestion that | be in supervision with a brilliant female analyst. Against
the backdrop of dreams that was part of my own analysis, this supervisor
taught me to step into the unconscious with my patients in a way that was
empowering and transforming to them and o me.

Historically, the place where supervision interfaced with personal therapy
was in consideration of the supervisee’s countertransference—rchar is, those
unconscious reactions to the patients transference that were viewed as a
hindrance or obstacle, something to be analyzed away. The supervisor, from
this perspective, would attempt to identify, confront, neuarralize, or recom-
mend personal therapy as a way to exclude such feelings and enhance the
supervisee’s effectiveness.

Evolved psychoanalytic thinking views countertransference in 2 more
totalistic way as a funceion of the supervisee's person, personality, gender,
history, and theoretical orientation. It is seen as inevirable, having both
subjective and objective components, and is often a valuable lens for knowing
oneself and one’s patrients (Kernberg, 1984},

While countertransference, seen as the ol range of feelings roward 2
patient, is not automatically a reason to recommend therapy to a supervisee,
it is valuable for the supervisor and supervisee to distinguish between chose
objective and subjective countertransference reactions that can be utilized in
the service of the treatment and those that actually disrupt or compromise the
care of the patient and the treatment goals. It is ar these times that a supervi-
sor who has developed a mumually respectful reladionship with the supervisee
can identify, clarify, and recommend personal therapy as a way to enhance
personal and professional effectiveness. It is of great value for the supervisor
to differentiate what personal therapy can offer thar supervision cannot.

For example, a supervisee who became extremely negartive and dismissive
of any sexual issues broughs up by a female patient revealed, when asked to
consider possible reasons for her reaction, that she bad been raped in her first
year of college. The supervisor underscored the reality that working as a ther-
apist very often trips the unhealed or unresolved issues in one’s own history.
The supervisor suggested that when personal triggers provide a reason for us
to seek personal therapy. they offer an opportunity to change disruptive
countertransference into therapeutic attunement.

In addition to countertransference, supervisien interfaces with personal
therapy because supervision is an interpersonal experience that occurs in the
context of relationships—rthe supervisor and supervisee, and the supervisee
and the patient {group, couple, family). Whatever is imparted or learned
is botk didactic and emotional and occuss in the context of intersecting
relationships. There will be feelings, expectations, conflicts, and realities
that will affect supervisot, supervisee, and patient in positive as well as nega-
tive ways,

In this regard, as a faculty member and supervisor in dactoral and post-
docroral programs for many years, I have secn students benefit from what
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Fleming and Benedek (1960} termed a “learning alliance” with a supervisor—
that is, onie that parallels the working alliance in terms of the necessary trust,
respect, and mutual goals to make the experience viable. As Rock (1997)
explains, a supervisory experience is very meaningful when supervisees expe-
rience the supervisor as committed, focused, and expert as well as someone
with whom they feel respect and mutuality.

On the other hand, 1 have been aware of students working with authori-
tative or rigid supervisors with whom they find “no fit” and with whom they
become anxious, angry, or frozen. Often they begin to conceal the process,
lose confidence, and in some way stop being authentic with self, supervisor,
and patient.

Given the reality of differences in supervisors along one’s training and
career path, personal therapy for the supervisee may serve as a buffer, con-
tainer, and support system. Whether personally chosen or suggested, personal
therapy in concert with supervision offers an invaluable opportunity for inte-
gration of conscious and unconscious material, the continual opportunity to
examine stirred countertransference and transference issues, and the experi-
ence of knowing what it is to be a patient and 1o have a therapise. Whar
makes personal therapy different from supervision is that it is a refiecrive
space thar allows for work on the inevitable overlap of personal and profes-
sional issues without fear of judgment or professional evaluation.

As a supervisor, I have been keenly aware of the responsibility as well as
the expectations of being the expert as well as the “intruder and the insider”
with supervisee and patient {Phitlips, 2006). Using a refarional style, 1 have
been moved by the mix of passion and humility of new therapists and have
rold them so. At other times, I have shared my anxiety and confusion on
hearing a case and the anxiety ot other feelings I may have felt with a former
case of my own. Very often supervisces want to know “the righe thing to do.”
It is difficult for them to value their silent presence or empathic listening with
a patient. Some supervisess have tried to metaphorically “hand over” their
patients, believing I must have all the answers. At dhose times, | have had 10
ask myself before I ask chem: Did 1 invite this? Did I need this?

1 believe that regardless of orientation, as supervisors we have ro consider
the value of self-reflection and some form of personal therapy. We have to
consider our strle and its impact, While there may be mutuality and collabe-
ration, supervision is an asymmetrical relationship in that one is providing a
service 1o the other and is “supposed” to have “super vision.” How one uses
the power in this relationship is central to what the supervisee will feel, learn,
and pass forward. Generally, as supervisors, we may or may not know if we
are making a supervisee feel anxious, inadequate, shamed, or blamed. It is
crucial that we tty to know, as these are feeling states incompatble with learn-
ing and growing. The self-reflection that we both overdy and implicidy model
becomes the crucial facror of any technique we espouse as curative.

ust as it may be necessary to encourage a supervisee to seek personal
therapy, it may be necessary for a supervisor to seek personal therapy because
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he or she recognizes thar his or her funcroning as a supervisor is being com-
promised by personal life evencs, hisrorical triggers, or the emortional configu-
ration of a particular supervisee or his or her patient. In the interface with
supervision, personal therapy should be considered as an important option
on 2 continuum of self-reflection, self-care, and self-development.

Cultural Competence and Personal Therapy

Cultural competence addiesses the therapist’s worldview and the personal
and professional capacity to work effectively with patients from diverse cul-
tural, socioeconomic, and racial populadions and sexual orientations.
Competence in this regard requires humility, the acquisition of informarion,
and the ability ro consider assumptions about self and other, to recognize
cognitive and emotional rigidity, and to challenge inherent bias and perspec-
tive. To do this, a process of self-reflection, in the form of group process,
group therapy, and/or personal therapy, becomes the essential complement to
didactic opportunitics.

Traditionally, the acquisition of cultural competence involved didaciic
experience from an “etic” perspective—that is, learning about the aspecrs of 2
particular minority group by becoming intellectually aware as an objective
outsider of the norms, customs, language, histories, and waditions of the
group (Brown, 2009, p. 12). This approach leaves out rwo essential compao-
nents of cultural competence: the recognition of the muliiple identizies owned
by anyone identified with any minority group, and the inclusion of the mul-
riple identities of the person of the therapist as an object of self-study relevant
to understanding the person, group, couple, or family with whom he or she
is working.

An example of the limitations of this perspective is reflected in the situa-
tion in one training institute noted for the racial, ethnic, and sexual diversity
of its candidates. An unexpected complaint voiced by candidates to faculty
was the singularity of definition experienced by members of cerrain mineri-
ties, who felt they were turned to as “the spokesperson” whenever a patient
from their minority group was discussed. The surprise and concern on the
patt of the faculey on hearing this underscored the complexity of cultural
understanding and the need for alternative models to address diversity
awareness.

Toward this end, Laura Brown {2009) recommends thar therapists con-
sider themselves and their clients chrough Hays' (2008) epistemic model of
social identificrs caprured in the acronym ADDRESSING, standing for age,
disability {acquired and/or developmental}, religion, ethnicity, social class,
sexual orientation, indigenous heritage, rational origin, and gender/sex, This
consideration of seif and other expands the natute and viability of the thera-
peutic exchange. To some degree, however, it is only part of the process for
developing cultural competence.

LAy

~I
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Culrural competence requires heightened awareness of what we represent
to patients and whar they represent 10 us on a conscious and unconscious
basis. To truly facilitare self-consideration of social identiliers, didactic infor-
mation abour another culture, clinical experience, and cross-cultural involve-
ment requires the addition of group process or therapy experience to afford
opportunities for both increased feedback and self-reflection.

For example, given the educational and professional background of most
therapists, it is likely that they have had “dominant group privilege” as a func-
tion of their race, ethnicity, social class, education, and even gender orienta-
vion (Brown, 2009). Given that privilege teads ro be invisible to those
benefiting from it, but very visible to those who do not have it, some oppor-
wnity to develop self-awareness is needed to undersiand what we represent to
patients and what they represent 1o us.

Research has demonstrated the value of multicultural competence
programs that include learning through reflection; teams thar afford a venue
for consistent open dizlogues about identities and biases; and group ream
meetings thar include ongoing multicultural supervision (Park-Taylor et al,,
2009). Multicultural competency requires an orientation that is didacric,
self-reflective, interpersonal, and continuous.

Mandated Personal Therapy

When we think abour mandated personal therapy for mental health profes-
sionals who have completed their training, we are referring te those cases where
professionals are pressured to seck treatment from professional ethics commit-
tees, Hcensing boards, or programs for impaired professionals. According to
Norcross and Connor {2005), the most common reasons are sexual miscon-
duct with patients, substance abuse, or nonsexual boundary violations.

Many variables factor into the viability of mandated personal therapy o
address personal and professional issues. In her book Sexual Boundary
Violations, Celenza (2607}, for example, makes a crucial distincrion between
the majority of one-time offenders and the few psychopathic predarors, and
the amenability of the former to rehabilitation as compared with the larzer,
Central to the vulnerability associared with professionals who face problems
that require mandated trearment is a lack of self-reflection, an inability to
recognize warning signs, and discomfort in seeking help in the face of emo-
tional pain and unresclved issues.

In their cemparison of multiple studies, Norcross and Connor (2005)
report that, regardless of stage of career, those mental health professionals
who do not seek personal therapy report similar reasons for their decisions.
These include confidentiality concerns, financial expenses, exposure fears,
self-sufficiency desires, time constraints, and difficulty finding 2 good enough
therapist outside of their social and professional networks. A number also
report using other effective means of dealing with burdens in life.
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One wonders if more knowledge about the prevalence of seeking per-
sonal therapy by mental health professionals and perhaps more “colleague
care” in terms of attention to warning signs and encouragement in secking
help would serve both professionals and those they treat.

While personal therapy is not required in most training programs or
graduate programs, the requirement to seek personal cherapy is often made
by faculty to a student or trainee who demonstrates problem performance or
behavior (Huprich & Rudd, 2003). Underscoring this is the program’s ethical
and legal responsibility to mainain quality assurance in the professional ser-
vices of trainees seeing clients as well as the professional capacities of their
program’s graduates.

One of the problems associated with required treatment is the identifica-
tion of personal therapy with failure, inadequacy, or exposed difficuldes.
I would suggest that if personal therapy is openly recomnmended for all
candidates as part of professional development, along with didactic training,
clinical experience, and supervision, students might avail themselves of per-
sonal therapy as a choice that reduces the need for required treatment. In
such an atmosphere, the requirement of treatment, if needed, might be expe-
rienced differently-—that is, with less shame and more effecriveness.

Required treatment often involves teatment progress reporting. For
example, the Psychology Code of Ethics states conditions under which
a faculty member may require student disclosure of personal information and
personal therapy so long as issues of privacy and confidentialiry are addressed
in advance. In view of these newer regulations designed to protect both the
public and practitioners, there must be clear guidelines for confidentiality of
material reported to the training committee of an institute or graduate
department.

With respect to the issue of communication between the trainec’s thera-
pist and the faculty who mandate personal therapy, Elman and Forrest (2004}
reviewed the plan of 14 training programs and identified them as using either
2 “hands-off approach” or an “active involvement” approach. Reporting that
the “hands-off approach” was found to be unclear and ineffective, they rec-
ommend an active involvement plan with a nuanced and sensitive model of
trainee privacy and confidentiality that has real merit.

The plan, which would be spelled out as deparrment policy known by
trainees and faculty, includes the trainee’s choice of a therapist from an
approved fisi: meeting with the treating therapist and trainee to establish
goals of therapy relevant to the professional functioning concerns of the fac-
ulty; and agreement by the therapist and trainee that artendance and progress
will be reported to the training program. Cruciai to this reporting is the clear
differentiation between information revealed in therapy like dreams, feass,
and personal hisiory, which should remain privare and protected, and infor-
mation pertinent to a trainee’s professional competencies and capacity 10
address issues that might compromise or interfere with treaument, such as
boundary violations, excessive use of anger, excessive anxiety, substance abuse,
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and so foreh. It would seem a plan of this type might serve the needs of both
trainee and faculty in a professional way. '

A crucial aspect of this plan or any required weatment is choice of
therapist. Recommended therapists not only need expertise and empathy, but
also should have the ability to recognize the needs of the student within the
framework and concerns of the department., As with any culture, the chera-
pist also needs to make himself or hetself aware of the particular discipline,
orientation, and faculty recommending the student. From a systems perspec-
tive it is always valid 1o consider the context of identified problems.

Canclusion; The Legacy of Personal Therapy

An overwhelming majority of therapists of all disciplines across different
orientations, borh nationally and internationally, seek personal therapy, often
more than once, during and after training. They have done so by choice.
Licensure in psychology, psychiauy, social work. marriage and family
counseling, and psychiatric nursing does not require personal therapy.
The reasons that therapists give for seeking therapy are more personal than
professional and are consistent with those of rhe general population, Whart
is different is the prevalence with which they choose therapy and the consis-
tent report by the majority of positive professional gains and career develop-
ment growth,

Personal therapy is integral to a therapist’s formative training and ongo-
ing development across disciplines and orientations because there is an inex-
tricable mix of personal and professional dimensions in the functioning of
therapists. Clinical experience, care of the caregiver, supervision, and culoural
competence all hinge on the integration of expertise and training with the
person of the therapist and the personal qualities and awareness he or she
brings to this work.

When asked, most mensal health professtonals across disciplines and ori-
entations feci that personal therapy in some form should be recommended
but not required. As one group therapist working from a cognitive behavioral
perspective said, “The model is nor critical. It is the act of being in therapy
that is significant” {G. Créshy, January 13, 2009).

Personal therapy cannot guarantee the effectiveness of a therapist. This is
a rewarding and often stressful profession. It is one that demands and invites
& continual awareness of self while one is responsible for another. It is one for
which personal and professional dimensions overlap, fostering growth and
development or creating stress and disruption. As such, therapists need o do
more than recommend personal therapy. As colleagues, faculty, and supervi-
sors. we need to discuss, disclose, and model the personal therapy journey so
many of us have taken. Passing on a legacy of personal therapy validares 1ts
crucial role in professional development and invites the recognition that our
effectiveness as professionals depends on our connection as people.



Up Close and Pessonal 161
References

Sson, L. (1996), A Meesing of Minds: Mutuality in Pryckoanalysis. Hillsdale, WNJ: Analyric
Press.

Bicling, B, McCabe, R., & Antony, M. (2006). Cognirive Behavioral Therapy in Groups.
New York: Guildford Press.

Bike, . S.. Norcross, ]. C., & Schawz, D. {2009). Processes and curcomes of
psychotherapists’ personal therapy: Replicarion and extension 20 years larer.
Psychotberapy Theory, Research, Practice, Training, 46(3), 19-31.

Bowen, M. (1978). Family Therapy in Clinieal Practice. Northvale, NY: Aronson.

Brown, L. S. (2000), Cxlrural Competence in Trauma Therapy, Washington, D.C.:
American Psychological Association.

Burlingame, G. M., MacKenzie, I R., & Strauss, B. (2004). Small group treatment:
Evidence for effectiveness and mechanisms of change. In M. . Lambert, A, E.
Bergin, & 5. L. Garfield (Eds.), Bergin and Garfield’s Handbook of Poychotherapy
and Bebavior Change (3th ed., pp. 647-696). New Yo rk: Wiley.

Carey. B., Cave, D., & Alvarez, L. { 2009). For therapists in the military, painful stories.
New York Times, Nov. 8, A26.

Celenza, A, (2007). Sexual Boundary Violarions. New Jersey: Jason Aronson.

Croshy, G. Personal communication, 1/ 153409,

Canningham, M. (2003}, Impacr of rawma work on social work clinicians: empirica
findings. Social Work, 48, 1--10. Retrieved 11/2/09 hetp://questia.com/reader/
action/open/5002044978

Darongkamas, J., Burton, M. V., & Cushway, D). (1994). The use of personal therapy by
clinical psychologists working in the NHS in the United Kingdom. Clinical
Psychology and Poychatherapy, 18, 299-305.

Ehrenberg, D {1992} The Intimare Edge: Fxtending the Reach of Poychaanalytic
Tnteraction. New York: W.W. Norton & Co.

Elliotr, R., & Partyka, R, (2005). Personal therapy and growth in experientizi-humanistic
therspies. In J. D. Geller, J. C. Norcross, & D. E. Outinsky (Eds.), The
Psychotherapists Own Psychatherapy: Pasient and Clinician Perspectives. New York:
Oxford University Press.

Elman, N., & Forrest, L. (2004). Psychatherapy in the remediation of psychology
rrainees: Exploratory interviews with training directors. Professional Psychology:
Research and Pracrice, 35(2), 123-130.

Engel, J. (2008). American Thevapy: The Rise af Pipchotherapy i the Unired States.

New York: Gotham Bocks.

Fenster, S., Phillips, §. B., & Rappaport, E. (1986). The Therapists Pregnancy: fnrrusion
inta the Anatytic Space. Hillsdale, NIt Analytc Press,

Fleming, J., & Benedek, T. {1966} Prychoanalysic Supervision. New York: Grune 8
Strateon.

Ereud, 5. (1958). Observarions on wransference fove. In J. Strachey (Ed. and Trans.), The
Standurd Edition of the Complere P:;yfi?a!egimf Wheks ofSigmumi Frend (Vol. 12,
pp. 157-171). London: Hogarth Press. {Original work published 1915)

Friedman, R, A. (2008, February 19). Have you ever been in psychotherapy. doctor?
New York Times. Rertieved January 1, 2009, from hup:/vww.nytimes.
comi2008/02/19/healsh! 19mind hemi?pagewanted=print

Fromm-Reichmann, Frieda. (1950). Principles af intensive psychotherapy. Chicago:
University of Chicago Press.



162

ON BECOMING A PSYCHOTHERAPISY

Geller, J. D., Norcross, J. C., & Orlinsly, D, E. (Eds.) (200%). The Peychoskerapists
Ouwn Prychotherapy: Patient and Clinician Perspectives. New York: Oxford
Universicy Press.

Grunebaum, H. {1983). A study of therapists’ choice of thesapist. Amzvican Journal of
Psychiary, 140, 1336-1339. '

Haley. J. (1976). Problem Solving Therapy. San Francisco: Jossey-Bass.

Hays, P A. {2008}, Addressing Cultteral Complexities in Practice: Ascessment,

Diagriosis, and Therapy (2ad ed.) Washington. D.C.: Amencan Psychologicat
Association.

Hirsch, 1. {1996). Observing-Parricipation, mueat enacrmens, and the new classical
models. Consemperary Prychoanalysis, 32(3), 359-383.

Huprich, S. K., & Radd, M. D. (2003). A national survey of trainee impairment in
clinical, counseling and school psychology doctoral programs. fournal of Clinical
Prychology, 60, 43-52.

Kernherg, O. (1984}, Countertransferernce, transference, regression and the incapacity
o defend. In H. C. Hays (Ed.}, Berieesn Analyst and Parienr: Mew Dimensions in
Countertransference. Hitlsdale, Nj: Analytic Press.

Laireiter, A-R., 8 Willutzki, U. (2005}, Personal therapy in cognitive-behavioral
therapy: Tradition and current practice. In J. D. Geller, J. C. Norcross, & DL E.
Orlinsky (Eds.), The Pychotherapists Cun Peychotherapy: Patient and Clinician
Perspectives, New York: Oxford University Press.

Linley, B A., & Joseph, $. (2007). Therapy work and therapists’ positive and negative
well-being, Jowrnal of Social & Clinical Psychology, 26, 385-403.

Macran, S., Smith, J.. & Seles, W, B. {1999). How does personal therapy affect
therapists’ practice? Journal of Counseling Piycholagy, 46(43, 419-431.

McCann, L L., & Peariman, L. A, {1990). Vicarious traumatization; A contexrual model
of understanding the effects of traurna on helpers, Journal of Traumatic Stress,
3(1), 131-149.

Meyers, M. F, & Gabbard, G. Q. (2008). The Phyician as Parienz: A Clinical Handbook
for the Menzal Health Professionzl. Aslington, VA: American Psychiatric
Publishing.

Norcrass, §. C. {Ed.) (2002). Poychotherapy Relationships That Wark. New York: Oxford
University Press.

Marcross, J. C. (2005). The psychotherapists own psychotherapy: Educating and
developing psychologists. American Psychologist, doi: 10.1037/0003-
066X.60.8.840.

Noreross, J. C., & Connor, K. A, (2005), Psychotherapists entering personal therapy. In
1. D, Geller, J. C. Noxcross, & D. E. Criinsky (Eds.), The Pychatherapisss Own
Pyyehotherapy: Patient and Clinician Perspectives. New York: Oxford University
Press.

Morcross, 1. C., & Gruncbaum, H. (2005). The selection and characteristics
of therapists’ psychotherapists: A research synthesis. In j. D. Geller, L
C. Nozeross, & D. E. Orlinsky (Eds.), The Ppohotherapists Ot
Piychotherapy: Patient and Clinician Perspectives. New York: Oxford University
Press.

Norcross, J. G & Guy, J. D, (2005). The prevalence and parameters of personal therapy
ins the Unired Stares. In J. D. Geller, }. C. Norcross, & 1. E. Onlinsky (Eds.), The
Pryehotherapist’s Oumn Psychotheragy: Paticnt and Clinician Perspectives. New York:
Oxford Universiry Press.



Up Close and Personal

* Norcross, J. C., Serausser, D_ T, & Faltus, F [, (1988). The therapist’s therapist.

American Jonrnal of Prychotherapy, 42, 53~66.

;. Olinsky, D. E., Norcross, |. C., Ronnestad, M, H., & Wisemnan, H. (2005a).
Qurcomes and impacts of the psychotherapist’s own psychotherapy:

A research review. In J. D Geller, | C. Norcross, & D. E. Odinsky (Eds.), The
Poychatberapists Ows: Prychotherapy: Patient and Clinician Perspectives. New York:
Onxford University Press.

Orinsky, D. E., & Ronnestad, M. H. (2005a). How Psychotherapists Dievelap: A Study of
Thercpeusic Work and Professional Growth, Washington, D.C.: American
Psychological Association.

Orlinsky, D. E.. & Ronnestad, M. H. {2005b). Career development: Growth and
correlates of evolving expertise. In D E. Otlinsky & M. H. Ronnestad (Eds),
Howe Prychotherapists Develop: A Study of Therapeatic Wark and Professional Growih.
Washington, D.C.: Americzn Psychological Association.

Odinsky, . E., & Ronnestad, M. H, (2005¢). Current development: Growth and
deplesion, In D. E. Orlinsky & M. H. Ronnestad (Bds.), How Psychotherapises
Develop: A Study of Therapentic Work and Frofessional Growth. Washington, D.C.:
American Psychological Association.

Orlinsky, D. E., Ronnestad, M. H., Willurzki, U., Wiseman, H., Botermans, ., & the
SPR Cotlaborative Research Network {2005b). The prevalence and parameters of
personal therapy in Europe and elsewhere. In 1. D. Gelles, J. C. Norcross, &

D, E. Orlinsky (Eds.), The Prychotherapists Chon Prychatherapy: Patient and
Clinician Perspeciives, New York: Oxford Universiey Press.

Ormont, L. R. {1980}, Training group therapists through the study of
countertransferences, Growp, 4(4), 17-19.

Ormont, L. R. {1992). Subjective countertransference in the group setting: The modern
analytic experience. Modern Prychoanalysis, 17(1), 3—12.

Palm, K. M., Smith, A. A.. & Follette, V. M. (2002}, Trauma therapy and therapist
sclf-care, Bebavior Therapis, 25, 40-42.

Park-Tavlor, J., Kim, G., Budianto, L., Pfeifer, (., Laidlaw, P, Sakurai, M., & Pfeifer, 1.
(2009). Toward reflective pracrice: A muiticulraral competence training model
from a community meneal health center. Professional Pyehology: Research and
Praczice, 40, 88-95.

Peartman, L. A., & Saakviene, K. {1995}, Trammut and the Therapist: Countertransference
and Vicarious Traumatization in Poychotherapy with Incest Survivors, New York:
WA Norton & Co.

Pechles, M. J. (1980). Personal therapy and abilicy to display emparhy, warmth and
genuineness in psychotherapy. Pspefotberapy: Theory, Research and Practice 17,
258-262.

Phillips, 3. B. {(2004). Countertransference: Effects on the group therapist working
with trauma. In B. Buchele & H. Spiwz (Eds.), Group frerventions for
Frearment of Pyycholagical Trawma. New York: American Group Psychotherapy
Associarion.

Phillips, 5. B. {2006). Intruder and insider: The impact of the supervisor on the
supervisee and the process of supervision. Analytic Insights: The Journal of the
Suffoik Society for Poychotherapy & Prychoanalysis, 4, 5-13,

Phillips, 5., & Kane, D. (2008). Healing Together After Trauma: A Cauples Guide to
Coping with Tranma and Post-traumatic Stress. Oakdand, CA: New Harbinger
Publications.

163



164

ON BECOMING A PSYCHOTHERAPIST

Pope. K. 5., & Tabachnick, B. G. {1994}, Therapists as patients: A national survey of
psychologists’ experiences, problems. and beliefs. Proféssional Prychology: Research
and Pracsice, dot: 10.1037/4735-7028.25.3.247.

Prochaska, 1. O., & Norcross, J. C. (1983). Contemporary psychotherapists: A nationa
survey of characteristics, practices, orientations, and sttitudes. Prychotherapy:
Theary, Research and Praciice, 26(2), 161-173.

Rackes, H. (1968). Transference and Countertransference. New York: Incernational
Universities Press.

Rock, M. H. (Ed) (1997}, Prchodynamiic Supervision: Perspectives of the Supervisr and
the Supervisee, Northvale, Nj: Jason Aronson, Inc.

Ronnestad, M. H., & Skovholt, T. M. {2001). Leatning arenas for professional
development retrospective acCeUNIs of senior psychotherapists. Professional
Prychology: Research and Practice, 32(2), 181187,

Ronnestad, M. H., & Skovholr, T. M. {2003}, The journey of the counselor and
therapist: Research findings and perspectives on professional development. Journal
of Carecr Development, 30(1), 5-44.

Roth, B. E. (1990}, Countertzansference and the group therapist’s stare of mind. In
B. Roth, W Stone, & H. Kibel (Eds.}, The Difficult Patient in Group
{pp. 287-294). New York: International University Press.

Scharff, D., & Scharff, J. 5. (1987}, Object Relasions Family Therapy. New York:
Aronson.

Stossel, . (2008, December 21}. Still crazy after all these years. New Yark Times,
Retrieved February 8, 2009, from hrpy/ ferww.nytimes.com/ 2008/12/21/ booksf
review/Stossel-t.heml?_r=18sq=5till_Crazy

Strupp, H. (1978). The therapist’s thearetical orientarion: An overrated variable.
Poychotberapy: Theory, Research & Practice, 15{4), 314-317.

Wachtel, B L. (2008). Relazional Theory and the Practice of Pauchotherapy. New York:
Guilford Press.

Whitaker, €. A, & Keich, DL V. (1981). Symbolic-expericntial family therapy. In
A S. Gurmaan & D. B Kniskern (Eds.), Handbook of Family Therapy. New York:
Brunner-Mazel.

Wilson, G. T, Hannon, A. E., & Bvans, W. 1.{ 1968). Behavior therapy and the
therapise-patient relationship. Journal sf Consulting and Clinieal Prychology, 322},
103~169.

Valom, 1. D. (2002). The Giff of Therapy. New York: Harper Pereanial.



