Chapter Fifteen

Steps in Diagnosis

nnannaaannananaannnnnarnn

Tas 15 a strictly methodological chapter having to do with routine
steps to be followed in arriving at a diagnosis which, in tumn,
will point the way to treatment.

A. A Systematic View of the Major Clinical Issues
1. TRANSITIVE DIAGNOSIS

From the standpoint of the psychology of personal constructs,
diagnosis is properly conceived as the planning stage of client
management. Our basic philosophical position, which we have
chosen to call “constructive alternativism,” assumes that there
are many ways in which the same facts may be construed and
that it is therefore impractical to claim that what events naturally
are dictates the one and only way in which they may be accu-
rately construed. Rather, we have taken the view that the reality
of events permits many alternative and useful constructions
to be placed upon them. In deciding just which construction
to employ, we need to be guided by what we want to do about
the events as well as by their reality.

The psychology of personal constructs proceeds from the
assumption that the clinical psychologist wants to help his clients.
It therefore sets up an approach which is designed, not only to
embrace the realities of the client’s life, but also to point out
those avenues along which the client and the psychologist may
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proceed toward a solution of the client’s problems. This is the
approach which follows from our philosophical position of con-
structive alternativism, and from the series of psychological as-
sumptions which have been stated in our basic postulate and
its eleven corollaries. An important feature of such an approach
is that clinical diagnosis should be construed as the planning
stage for client reconstruction.

So that it may be kept clearly in mind just how we approach
diagnosis, we are using the term fransitive diagnosis. The term
suggests that we are concerned with transitions in the client’s
life, that we are looking for bridges between the client’s present
and his future. Moreover, we expect to take an active part in
helping the client select or build the bridges to be used and in
helping him cross them safely. The client does not ordinarily
sit cooped up in a nosological pigeonhole; he proceeds along
his way. If the psychologist expects to help him he must get
up off his chair and start moving along with him.

In the preceding chapters we have proposed some diagnostic
constructs which are designed to help the psychologist meet this
particular kind of responsibility. As we have indicated before,
these constructs define the more important ways in which the
client can change, and not merely ways in which the psycholo-
gist may distinguish him from other persons. The diagnostic
dimensions are avenues of movement as seen by the therapist,
just as the client’s personal constructs are potential avenues of
movement as seen by the client. Transitive diagnosis is, there-
fore, based on a dimensional system of axes and transitional
states.

Much of the reform proposed by the psychology of personal
constructs is directed toward the tendency for psychologists
to impose preemptive constructions upon human behavior. Diag-
nosis is all too frequently an attempt to cram a whole live
struggling client into a nosological category. Among psychi-
atrists this approach is frequently labeled as Kraepelinianism.
Among psychologists it is often called Aristotelianism. These
terms are themselves preemptive labels which tend to do injustice
to two great contributors to psychological thought.
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In the writer’s opinion, one of the many great contributions
of psychoanalytic thinking is its development of a system of
“psychodynamics” to replace the nosological systems of the day.
Psychoanalysis permitted the clinician to see that there was
something going on in the client; that he was not merely a
misshapen lump of matter. To be sure, in making this contribu-
tion, psychoanalysts, particularly Freud and his disciples, reached
far back into preclassical thinking for their model. Psychoana-
Iytic thionking is shot through with anthropomorphisms, vitalisms,
and energisms that are only a few short steps removed from
primitive notions of demoniacal possession and exorcism. Yet
rooted as it is in this way, the psychoanalytic construction of
man presents him as a warm, living creature, albeit a relatively
helpless one. At least it does not portray man in the stony form
of a classical Grecian statue.

Like psychoanalysis, the psychology of personal constructs also
registers its protest against nosological diagnosis and all the
forms of thinking which distract our attention from the fact
that life does go on and on. If a clinician wishes to free himself
of the restrictions of fixed nosological pigeonholes, he must start
examining clinical situations with an eye for the practical pe-
tentialities. In transitive diagnosis the clinician, instead of pre-
occupying himself with the question, “In what category should
this case be classified?” immediately addresses himself to the
question, “What is to become of this client?” He attempts to
formulate the decisive issues at the outset and forthwith directs
his diagnostic examination toward resolving them. Eventually,
of course, he makes a temporarily preemptive construction of
the case in the manner described in the preceding chapter. After
all, he must do something with the case. He must decide whether
to send him to this ward or that ward, whether to undertake
outpatient treatment or not, whether to approve his university
schedule or not — whatever the situation calls for. Thus, transi-
tive diagnosis is not an end in itself, but rather, the develop-
ment of a plan for a client’s management. The plan involves
more than what some clinicians construe as “therapy” or even
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“treatment.” It includes everything which is done for the
client’s welfare.

While much progress has been made recently in the clinical
applications of psychology, the variety of practical measures
likely to be taken in behalf of a disturbed person is still dis-
tressingly limited. It is particularly limited in neuropsychiatric
hospitals, where there is almost always a shortage of staff and,
though not quite so often now, of imagination. The next few years
will undoubtedly see clinicians choosing treatment measures
from a much bigger bag of tricks. Even with this anticipated
extension of the clinician’s repertory, the number of alternative
courses of action which are feasible in a case will still be finite.
In a very practical sense the limited number of action alternatives
in a given case will continue to determine, in a practical manner,
the diagnostic issues at stake.

2. OUTLINE OF THE CLINICAL ISSUES

Following is a tentative list of the practical issues which arise
when one considers a client from the standpoint of the psychology
of personal constructs and attempts to make what we have
characterized as a transitive diagnosis. The issues at the begin-
ning of the list are essentially at a descriptive level and are
therefore framed within the common patterns of perception of
psychological observers. One does not have to adhere strictly
to a particular psychological viewpoint in order to report them
consistently. The issues at the middle of the list require a greater
scientific sophistication. The final issues require therapeutic
training on the part of the psychologist who resolves them.

I. Normative formulations of the client’s problem.
1. Description of the manifest deviant behavior patterns
(symptoms).
9. Description of the correlates of the manifest deviant be-
havior patterns.
8. Description of the gains and losses accruing to the client
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through his symptoms (description of validational experi-
ence).

II. Psychological description of the client’s personal construc-

1.

2.

3.

tions.

The client’s construction of what he believes to be the
problem area.

The client’s construction of what others believe to be the
problem area.

The client’s construction of his life role.

III. Psychological evaluation of the client’s construction system.

1L

2.

3.

4.

Location of his areas of anxiety, aggressiveness (or spon-
taneous elaboration), and constriction.

Sampling of the types of construction he uses in different
areas.

Sampling of his modes of approach to new problems to
determine how he customarily resolves anxiety.
Determination of his accessibility and levels of communi-
cation.

IV. Analysis of the milieu in which adjustment is to be sought.

L

2.
3.

Analysis of the expectancy system within which the client
must make his life role function.

Assessment of the socio-economic assets in the case.
Preparation of information to be utilized as contextual
material in helping the client reconstrue life.

V. Determination of immediate procedural steps.

L
2,
3.

Physiological construction of the available data.
Other professional constructions of the available data.
Evaluation of the urgency of the case.

V1. Planning management and treatment.

o UL o po

Selection of the central therapeutic approach.
Designation of the principally responsible clinician.
Selection of adjunctive resources to be utilized.
Designation of the responsible clinician’s advisory staff.

. Determination of the ad interim status of the client.
. Setting of dates or conditions under which progress re-

ports will be reviewed by the advisory staff.



STEPS IN DIAGNOSIS 779
The six issues can be stated colloquially as six questions:

1. Exactly what is peculiar about this client, when does he
show it, and where does it get him?

2. What does the client think about all this and what does
he think he is trying to do?

3. What is the psychological view of the client’s personal
constructs?

4. In addition to the client himself, what is there to work
with in the case?

5. Where does the client go next?

6. How is the client going to get well?

B. Issue One: Normative Formulations of the
Client’s Problem
3. DESCRIPTION OF THE MANIFEST DEVIANT BEHAVIOR
PATTERNS (SYMPTOMS )

The clinician first sees the client through the eyes of society.
He applies a normative yardstick. The client, by normative
standards, appears deviant. The clinician sets out to elaborate
the client’s problem. The first step is the description of the
manifest deviant behavior patterns. Now what constitutes de-
viant behavior?

a. The clinician’s behavior norms. The use of the concept of
“deviant behavior” suggests that the clinician must have a set
of behavior norms to use as a base line for his judgments. Such
norms do not exist, at the present writing, in any statistical or
scientific sense. Except in certain limited areas, they exist only
as unstandardized totalized impressions in the minds of experi-
enced clinicians. The psychological job of replacing them by
collecting and classifying normative data along the base lines
of human behavior has yet to be done. Until that job is done
and such norms are established, each individual clinician will
have to estimate these base lines as best he can. If he has had
an intimate experience with a wide variety of persons, he can
work them out satisfactorily enough, At this moment no defini-
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tion of “norms” that could be written here can, for the reader,
take the place of such experience.

b. Deviation from the ways of the primary group. While
recognition of what is deviant in human behavior is now wholly
a matter of wide and balanced experience in the individual clini-
cian, there are some checks which the clinician can apply in
making his judgments. Does the client’s behavior represent a
significant deviation from the ways of his normal primary group
(family, neighborhood, and other face-to-face circles of which he
is a functioning member)? For him the path of normaley is
one which has been trodden down by his friends, not the one
on which his clinician beats out a particular daily route. In
dealing with people from isolated regions, or from minority
ethnic groups, the clinician may easily mistake ethnically con-
sistent behavior for psychopathological symptoms. For example,
a clinician with a New York City background believed he had
detected a “withdrawn schizoid” tendency among Kansans with
whom he associated, while a clinician with a Kansas background
was impressed with the number of “character defectives” he
observed in a limited sample of New Yorkers.

¢. Incompatibility with own norms. Does the client’s behavior
show incompatibility with his own norms? The deviant nature
of some clients’ behavior is not clear except by contrast with
what they were like at some previous time. What was this
person like six months ago or six years ago, is a type of question
the clinician should keep in the background of his thinking dur-
ing the diagnostic phase of his clinical contacts.

d. Common interpretations. Is the client’'s behavior inconsist-
ent or unpredictable under commonly used systems of interpreta-
tion? This may seem like an irrelevant yardstick. It may seem
as though the failure of a system to predict behavior or make it
appear consistent with nature should be charged to the system
and not to the behaving person. Yet our various psychological
systems do tend to explain the common modes of behavior, and
when it appears that a person’s behavior is not explicable in terms
of any of the common systems, the chances are that the behavior
is itself truly deviant.
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If a person laughs when our psychological system would lead
us to expect that he would weep, there is some evidence of
deviant behavior in that fact alone. We could call this laughter
the “symptom of emotional inappropriateness” and say there is
a “schizoid process” going on.

This kind of classification of behavior leads us into curious
bypaths. If we say that inappropriateness or unpredictability
is an essential feature of the behavior that helps define schizo-
phrenia we are saying, in effect, that schizophrenia is anything
which we do not understand. If we really understood why a client
laughed, his laughter would not be unexpected. If we understood
his point of view, the behavior could not appear to be emotionally
inappropriate. Thus, when we say that a person’s behavior is
emotionally inappropriate, we are likely to be saying simply that
we do not understand him. We certainly do not make him any
more understandable when we reify our own confusion and call
it a symptom of the client’s.

This is the kind of confused thinking which we wish to avoid
in expanding the psychology of personal constructs. What we
have said is simply this and no more: a good check on the de-
viancy of a client’s behavior is to note whether it is predictable
under the commonly used systems of interpretation. If it is not
predictable, the chances are that the behavior is unusual. But
to say that behavior is “unusual” is not to make it explicit or
predictable; that is where we came in!

e. Frequent abandonment of adjustment patterns. Another
cue to deviant behavior, in general, is a history of frequent
abandonment of adjustment patterns which have been attempted.
Has the client tried many different jobs, launched himself in
various careers, abandoned several marriages, resigned from
numerous enterprises. In a way, this is the same as the criterion
of deviation from his own norms. Yet his norms, in this case,
have a wide standard deviation.

f. Distinction between what is deviant and what is transparent.
The clinician should be careful to distinguish between what is
truly deviant and what is merely transparent. Sometimes inex-
perienced clinicians are inclined to consider behavior abnormal
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because the “lower-order impulses” which appear to lie back
of it happen to be particularly easy to detect. Clinicians who
are particularly adept in tracing aggression or homosexual tend-
encies, for example, may be inclined to classify as deviant all
behavior in which they can see those factors plainly.

Depending on his working system and his skill in using it,
the clinician may see “primitive” impuilses in much of everyday
human behavior. He may also, if he wishes, detect “civilized
impulses.” He may see either type of impulse through an overlay
of socially acceptable behavior. Yet this does not necessarily
mean that the client is pursuing a highly deviant course of be-
havior. He may be behaving quite normally. He may deviate
only in the fact that he does not try to “cover up.”

From the standpoint of the psychology of personal constructs,
the “low-order impulses” such as “rage and sexual lust” are not
necessarily any more fundamental than are “high-order impulses”
such as “ambition and altruism.” Both pairs of constructs are
designed as subsuming constructs and may be used by the clini-
cian as such. A clinician chooses his constructs according to
what he wants to accomplish. If he wants his client eventually
to see himself as behaving like a child, he may himself choose
to use diagnostic constructs which are particularly adapted for
construing a child’s behavior. He can then say to the client,
“Liook, a child does this and this and this. So do you. You don’t
want people to notice your behaving like a child, now do you?”
If the clinician eventually wants his client to deal with his prob-
lem in terms of constructs which are particularly fitting for
describing adult behavior, he may use such constructs in his
own thinking about the client. It is not merely a question of
“discovering” the client’s motives; it is also a question of how
the clinician can most effectively choose from among constructive
alternatives.

‘What a clinician sees in a client is a function both of the client
and of the clinician. This does not mean that the observation of
deviant behavior is a wholly arbitrary matter. But it does mean
that there are many ways in which a given client’s behavior can
be seen as deviant and many ways in which it can be seen as
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normal. Our choice of ways to see the client is best determined
by what we want to do about him. Just because it is easy for us
to see “primitive impulses” peeping through his proprieties, it
does not follow that he is exhibiting deviant behavior. It may be
more a matter of our own readiness to construe behavior in primi-
tive ways.

g. Deviation in the way of complaining rather than in the con-
tent of the complaint. A clinician should always be alert to the
possibility that there is more that is deviant in the complaint
which appears on the client’s registration sheet than there is in
the content of the complaint itself. A complaint is itself a form
of behavior. It may be deviant behavior. Consider two possibil-
ities. Consider first the complaint that has been lodged by the
client’s relatives or by his employer. Without exception, the cli-
nician should view this as a measure of the demands being made
upon the client as well as a description of his manifest behavior.

One time a twelve-year-old foster child was brought to our
clinic with the complaint that he was lazy. Elaboration of the
complaint revealed that his foster parents considered him lazy
because he was dilatory in digging up all the cactus in a 200-acre
pasture. Further inquiry revealed that this two-months’™ after-
schaool task had been assigned to “pay back™ the cost of bringing
him back from X City, where he had been picked up after run-
ning away to see his younger sister from whom he had been
separated by the breakup in his natural family.

Consider, secondly, the complaint which has been verbalized
by the client himself. The clinician should always keep in mind
that what the client says, as well as what he does, is part of his.
behavior. For example, a client may complain that he lies awake
all night. A checkup shows that he sleeps like a baby. This does
not mean that there is no deviant behavior. His report of sleep-
lessness is itself the deviant behavior.

Whenever a clinician records complaints or case-history in-
formation, he should be very careful to indicate both the source
of the information and the circumstances under which it was ob-
tained. The writer is painfully aware of the many times he has
heard clinicians describe the mothers of their clients as “dominat-
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ing” and “indulgent” without indicating who made the observa-
tion. Usually it has turned out that the description was offered by
the client’s husband or by a sibling, or had even been accepted
uncritically from the client. The clinician overlooked the fact
that the problems of early marital adjustment tend to make the
husband see himself as competing with a mother-in-law who
seems unusually “dominating” or “indulgent.” Similarly a sib-
ling, who is Likely to feel some competition with the client, finds
it easy to construe his mother as “indulgent.” Clinicians who ac-
cept this kind of thing at face value, rather than in terms of the
personal constructs of the people who are talking, are likely to
be misled.

h. Data for description of the manifest deviant behavior. The
following sources usually provide the basic data for the descrip-
tion of the manifest deviant behavior patterns.

. The nominal complaint.

The client’s description of his own behavior.

. The initial “status examination.”

Medical, military, school, and employer personnel records,
Observations of reception and ward behavior.

. The client’s family.

. Other associates.

O U O DO

A lay description of deviant behavior is likely to characterize
the clinician’s first contact with any new case. It is easy to be-
come impatient listening to complainants give drawn-out recita-
tions of anecdotes of the client’s behavior. Yet, properly explored
and elaborated under careful questioning, the complaint pro-
vides the core for the psychological description of deviant be-
havior patterns. The complainant may be either the client him-
self, a relative, an occupational associate, or some other person
who has had direct contact with the client.

Second in the usual order of availability is the client’s descrip-
tion of his own behavior. This may not be stated in the form of a
complaint. That may require a session of exploratory questioning
under optimal conditions of rapport. The client’s statements and
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behavior under inquiry may have two kinds of signal value: (a)
factual meanings, such as where the client has been, what he did
yesterday, and so on, and (b) subjective meanings, such as the
kinds of places where he says he has been, what he seems to
think he did yesterday, and so on. Both kinds of signal value are
important; the first because it may describe behavior which has
taken place, and the second because it suggests the content of
the client’s present perceptual field.

The third source of information on deviant behavior is the
initial “status examination.” This examination, which varies from
clinician to clinician, usually involves an abbreviated appraisal of
the client’s behavior, including the client’s statement of com-
plaint, his temporal and spatial orientation, a brief check of in-
tellectual functioning, observation of speech and mannerisms,
observation of amount of activity, and an estimate of social re-
sponsiveness. All too frequently the initial status examination is
administered rapidly under poor conditions of rapport. The re-
sults may give the clinician a distorted view of what the client’s
behavior would be under normal conditions. A careful examina-
tion of the other sources of information on deviant behavior will
prevent the clinician from overinterpreting the status examination.

Next in order of availability is likely to be personnel records. In
terms of the currently used nosological systems these records
provide some indication of the deviant nature of the client’s be-
havior. It is difficult, however, to “read back” behavior from the
nosological category which has been assigned to the case. In
other words, it is much easier to take a description of behavior
and classify it nosologically than it is to take the nosological term
and, from it, visualize the behavior of the client.

Pexsonnel records may have usefulness beyond the disease
names which they list. The client’s history of duty assignments,
hospitalizations, reenlistments, and ratings provides a behavior
record which is likely to be more useful than the record of disabil-
ity assessment at a separation center.

In the fifth place, hospital-ward behavior (in the case of hospi-
talized patients), if systematically observed and recorded, may
provide an important source of information. Here is a field of



786 THE PSYCHOLOGY OF PERSONAL CONSTRUCTS

research open to psychologists interested in time sampling of
manifest behavior. With properly developed instruments designed
to fit their construct system, and with a minimum of training, at-
tendants can compile a great deal of useful data.

Much depends on the kind of ward in which the patient is
placed. In a ward where social stimulation is at a minimum and
the only social values recognized are inaction and untroublesome-
ness, the patient’s meaningful behavior is reduced to a minimum.
Under such conditions the observation of ward behavior has
minimal possibilities. On the other hand, where a premium is
placed upon affirmative behavior rather than upon negative ac-
quiescence, the manifest behavior of the patient becomes a rich
source of information regarding his psychological life. Games
and occupations, both individual and organized, self-care and
self-enhancement, opportunities, socialized duties, and purpose-
ful activities all serve to enrich the meanings of the patient’s
ward behavior. In an outpatient clinic it should be possible to
convert the patient’s period of waiting in front of the admission
desk for an appointment to a period of meaningful activity worth
observing, recording, and evaluating, as a part of the clinical
examination.

Of course, the client’s family and household constitute a sixth
source of information regarding his behavior and the development
of his symptoms. Members of the client’s family usually fail to
sece the deviant behavior as a gradual development but are
inclined to report it as wholly of recent origin or as the result of
a recent situation. For example, it is common for the family to
claim the client is reacting to a disappointment in love. They may
fail to recognize that in his romance the client did not behave
normally from the outset. His own deviant courtship behavior
may indeed have been a partial cause of his disappointment.
Despite the characteristic aberrations of the family’s observation,
they can, under the proper type of questioning, furnish useful
information regarding deviant behavior which cannot readily be
obtained elsewhere.

One should keep in mind that the interview with members of
the client’s family and with other associates may throw light upon
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issues which are not strictly a matter of assessing deviant behavior.
As in all clinical interviewing, the clinician should be sensitive to
his informant’s personal involvement in reporting the client’s
behavior. What the clinician gets is a report of how his client
affects this particular associate. He also gets some idea of what
resources and expectancies have to be reckoned with in planning
for the client’s social readjustment.

i. What is manifest behavior? Stripped to its lowest terms be-
havior may be considered merely as motor action. At one time
the behavioristic school of thought in psychology insisted that
all observations of behavior should be confined to what could
be construed in physical and chemical terms. For example, they
.said that speech should be observed as a phenomenon of muscu-
lar contractions and that any report of the content of one’s speech
could not be considered as a scientific cbservation. This approach
had the advantage of placing observers on a common ground of
agreement, since the simple physical and chemical construction
systems which were employed were widely shared by different
-observers.

At the other extreme are those who immediately relate all their
«observations to an elaborate theoretical structure which is not
‘widely shared. For example, instead of saying that a client has
been biting his nails the clinician may report that he has observed
“oral masochistic behavior.” Or a client who refers to his clinician
in scatological terminology may be reported to have exhibited
“anal aggression.”

Ordinarily the clinician should report his observations of mani-
fest deviant behavior in terms which are commonly understood.
.As much as possible he should allow the reader of his report to
reformulate these observations in terms of his own professional
:system. If a clinician uses such terms as ambivalence, anxiety,
uncooperativeness, compulsiveness, and so on in describing the
‘manifest deviant behavior patterns, he has already biased the
report to such a degree that another clinician, who does not share
this professional point of view, cannot reconstrue the observations
in another system.

Now it must be recognized that some personal bias is unavoid-
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able. In fact the clinician who has no basis of pertinence does
not know what to look for. More than that, he does not even
know what he has seen! What the clinician should do is first
describe the manifest deviant behavior in terms of common biases.
After he has done that, he can venture into higher and more
specialized levels of interpretation.

For example, it may seem to the clinician that a client is show-
ing “anxiety.” In such a case the supporting behavior should be
detailed first — for example, crying during the interview, vocal
and lip tremors while discussing certain topics, alterations of the
breathing pattern, speech content, and so on. These are observa-
tions upon which most of us might be expected to agree.
Having cited these observations the clinician may then wish to
refer to the likelihood of there being an anxiety pattern associ-
ated with certain topics or occasions. At this point he is launching
out into an interpretation growing out of a particular systematic
point of view.

A good general rule is for the examining clinician to impose his.
own special systematic bias upon the data only after he has re-
corded a precise account of the client’s deviant behavior in com-
monly understood terms. His record of observations should
thereafter prove serviceable to the reader who might be inclined
to place another type of professional construction upon them —
for example, psychoanalysis or field theory.

j. Elicitation and description of the complaint. The complaint
with which the clinician is introduced to a new client rarely pro-
vides a scientific statement of the clinical issues at stake. It is,
however, an extremely important datum which deserves more
attention than it usually gets. An analysis of its content and the
manner in which it is formulated throws important light upon
the complainant’s basic framework of ideas. If the complainant
is the client, the analysis should reveal his basic “manner of
understanding,” within which any reconstruction of his thinking
about his problem must take place. If the complainant is some-
one with whom the client must eventually work out an adjustment,.
the analysis of the complaint material will show the clinician
what the client is up against.
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(1) The complaint is the layman’s formulation of the clinical
issues. It is usually a poor formulation. The fact that the client
has come for help attests to the fact that it has opened no avenues
to a happy solution. The verbatim complaint may therefore reveal
both the locus of the maladjustment and the reason why the com-
plainant is unable to see a solution.

By having the client carefully elaborate his complaint, the
clinician may come to understand the conceptual processes within
which the personal maladjustment is developed and maintained.
By having a representative member of the client’s society elabo-
rate his complaint, the clinician may come to understand the
conceptual process within which the social maladjustment is
developed and maintained.

Modern sound-recording devices, such as magnetized wire and
tape and embossed plastics, have opened a vast new area of in-
quiry into the psychological nature of maladjustive and readjus-
tive processes. They now make profitable 2 much more detailed
analysis of interview data. Verbatim protocol of complaints which
have been carefully elicited and faithfully recorded may be
subjected to such modern analytic procedures as the “conceptual
matrix method” or the “A/V word count.” Clinicians’ “case notes,”
on the other hand, are obviously not too well suited to such anal-
yses.

Hearing out a complaint is also one of the best methods of
establishing rapport, and thus of anticipating a cooperative thera-
peutic relationship. It is not encugh merely to listen to a client
until he stops talking. He may run out of words long before he
runs out of feelings he wants to express. Nonthreatening ques-
tions, both specific and unstructured, along the lines which the
client (or informant) himself believes important, may aid the
establishment of rapport and the conviction that everything of
importance is being taken into account. Questioning the client
is, then, much more than a simple matter of extracting objective
information.

(2) There is a language of complaint, as the experienced
clinician soon learns. It is made up partly of an empirical com-
munication system and partly of a highly subjective communica-



790 THE PSYCHOLOGY OF PERSONAL CONSTRUCTS

tion system which may tax the clinician’s philological talents. He
must listen as if learning a new language without a textbook or a
translator. Once he has learned the client’s language of com-
plaint he must find a way to translate the client’s complaints and
place them in the record. The clinician in reporting complaints
may first report protocol verbatim and second say, “After estab-
lishing communication with the client I believe I have learned
that what he is trying to say is . . . 7

Since a complaint may often be viewed as an expression of failure
in the enactment of 2 role, it partly describes the expected social
and personal patterns with respect to which the client has failed
to plan his role. A disturbed client is always deviant with respect
to something. He misfits either the pattern of his society or the
pattern he conceives for himself. The clinician should listen to
his complaint so carefully that he can infer patterns of society
and self with respect to which the client has come to be seen as
a misfit, either through his own eyes or through the eyes of others.
With the complaint viewed as a statement of recognition of the
breakdown of an attempted role, the clinician may, through the
study of the complaint alone, make a preliminary appraisal of the
restructuration in concepts of role which must necessarily pre-
cede readjustment.

k. Temporal patterns in the deviant behavior. Prediction of
behavior is largely a matter of extrapolation; but, to the extent
that the behavior is cyclical or follows a well-known accumulative
pattern, predictions may be made from a careful analysis of the
temporal sequence which has already been made manifest.

There are typical cues to a history of emotional crises. “Psycho-
somatic” disturbances are usually evidence of a series of emotional
crises and are predictive of future emotional disturbances. Re-
luctance to make plans or to establish new personal relationships.
may, in some cases, indicate that the client has been frequently
“burned” and is unwilling to risk further affective investments.
The man who has lost interest in his work and “drags his feet”
immediately causes the experienced clinician to look for the
point where he lost his initiative and became unable to channel.
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his aggressiveness. The problem of hostility or guilt may or may
not be involved.

The clinician should look for periodicity in the deviant be-
havior. Does the deviant behavior repeat itself? At what intervals?
With what variations? The clinician who cannot detect periodic-
ity in the deviant behavior should begin to doubt the adequacy
of his own abstraction of the case. Nearly always there is some
way in which the present deviant behavior is like behaviors which
have occurred again and again in the client’s life. Perhaps the
earlier behaviors were not considered deviant at the time they
appeared. Perhaps they are not the kinds of behaviors which the
clinician is accustomed to recognize as deviant even now. The
task of detecting the recurrent phases in the client’s life is a real
task in concept formation for the clinician.

The clinician should be aware of diurnal cycles. It is not
enough to know that the client felt suicidal yesterday. The clini-
cian should know the time of day when the client felt suicidal.

The clinician should elicit phase descriptions of the deviant
behavior. What is the sequence of behaviors and moods from one
corresponding phase point to the next? Sometimes it is possible
to explain deviant behavior in terms of what immediately pre-
cedes it in the phase and then to break up the deviant behavior
by altering the sequence of events of which a phase is composed.
More often, a variety of behaviors have to be taken into account
and treatment undertaken which deals with the phase as a
whole.

Nearly always it is a good plan for the clinician to draw a
line on a piece of paper and mark off the years of the client’s life
along it. The salient events and the history of deviant behavior
can then be noted along the line so that they can be seen graphi-
cally. The line should be extended into the client’s future and
some entries made which are relevant to what may normally be
expected of him later. In this manner the clinician may be able
to see the client in a better time perspective. Not infrequently he
discovers, through using this device, features of the case which
had previously escaped him.
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4. DESCRIPTION OF THE CORRELATES OF THE MANIFEST DEVIANT

BEHAVIOR PATTERNS

Since the clinician has a concept-formation task on his hands
when he attempts to formulate a transitive diagnosis, it is impor-
tant that he not limit his attention to the specific elements which
he or the client structures in terms of the complaint. The clinician
should deliberately look for other elements to construe along
with the manifestly deviant elements. If he fails to do so, he may
be able to make no more progress than the client has in reaching
a constructive formulation of the problem.

a. The cultural context. The clinician should keep himself
clearly aware of the cultural context in which the deviant be-
havior arises, and in relation to which it takes on its particular
deviant coloration. This is not to say that “culture determines
psychopathology” — that is a meaningless generalization! But
an awareness of the cultural context may enable the clinician to
piece together certain facts and arrive at a meaningful construc-
tion of the case which goes beyond what the client has been able
to develop.

b. The personal-social context. The clinician should be aware
of the particular figures who people the client’s world. Here, too,
he may find new elements which may be put together with facts
from the story of deviant behavior. Out of the combination may
come a meaningful reconceptualization of the client’s problems.

c. Threat concomitants. Even though we have used the term
“transitive diagnosis” to indicate a kind of diagnosis which is
oriented toward doing something about the client’s condition, the
psychology of personal constructs is not a “dynamic” theory in
the ordinary sense. The term “stress” also sounds like a “dynamic”
term. Without buying “dynamism,” however, we can say simply
that stress is a matter of being aware of potential threat. If a
father finds himself in a position where the course of events may
force him to reconstrue himself as an unfatherly parent, he may
be under stress, and the events may be perceived as threat.

The clinician should look for the stress concomitants in a client’s
life, both past and present. What reconstructions were thrust
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upon him or are about to be forced upon him? Against what ex-
pectancies did he have to maintain himself? Sometimes it is pos-
sible to see the deviant behavior as a direct adaptation to the
stress to which a client has been subjected.

d. The occupational pattern. The occupational history of the
client, together with the history of his occupational aims, his
abandonments of occupational aims, and his outright occupational
adjustments and failures, need to be described as a part of the
correlational material. The subjective values the client attaches
to the occupational record may throw additional light upon his
deviant behavior.

A number of years ago the writer was asked to examine a
high-school boy aged about sixteen. His teachers, principal, and
superintendent reported that he seemed unmanageable. He would
talk loudly in the classroom to any other student at any time
about any topic that seemed to interest him. He seemed to have
a complete disregard for the customary restraints. He would
walk in and out of the classroom as he pleased, go downtown to
shoot pool, interrupt conversations, and generally ignore all regu-
lations. His teachers found him rude but not particularly hostile.
If he was interested in a topic he might ask to talk it over with
a teacher at length. Altogether, it seemed to add up to his placing
a very low value on most of what the school was attempting to
do and a genuine unwillingness to let himself take the school’s
program seriously.

The boy’s father had died when he was about ten and his
mother, true to folklore, had taken in washing to help make ends
meet. The school had dealt with him intelligently and sympathet-
ically. There had been a concerted attempt to establish personal
relationships and to seek to enable him to express the problem
as he saw it. Perhaps it was because of this enlightened approach
that his deviant behavior was not markedly mixed with hostility.
However, he remained inarticulate regarding his problem.

The diagnostic efforts of the writer yielded initial results simply
because he followed a routine procedure, such as that proposed
in this chapter. Asked about his vocational plans the boy said he
had none. Asked further about what his vocational aspirations
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had been when he was a child he replied that he had wanted to
be an airline pilot. Further questioning revealed that he had
placed great stock in that occupational goal and that somehow it
had become fixed as a part of his personal adjustment to his
father’s death and the changes in domestic life which ensued.
The payoff came when he was asked why he had given up his
ambition. His “front” was completely swept away, and he told
how suddenly one afternoon about two years before everything
had gone up in smoke. His physician, in the course of an exami-
nation, had told him that his vision would never meet the require-
ments for a pilot’s license and that he was foolish even to think
about it. Now, of course, this bit of information and his sharing
of this confidence could not be expected to bring about any mi-
raculous cure, nor did it even furnish a fully comprehensive pic-
ture of how the boy had painted himself into that particular
corner. It simply helped the clinician to formulate a dynamic type
of diagnosis which had some implications as to what might be
done, not merely implications as to what kind of “case” the boy
was.

e. The domestic pattern. As in the case of the occupational
pattern, the domestic pattern of behavior should routinely be
explored so as to bring the deviant behavior into perspective. As
one does this, the deviant behavior is likely to appear less and
less deviant and more and more plausible. This is a course the
clinician must take, and yet there lies a trap waiting for him at
the end of it. The client may begin to appear so utterly plausible
that the clinician sees no problem to be solved, save that of “the
society which made him this way” or of the “mother who projected
her own neurosis upon him.”

One has only to look about to see the numerous writers who,
after pursuing a clinical career with individual clients, came up
with sweeping criticisms of what exists outside the arena of their
own activity. A clinician who has done nothing but work with
individual clients decides that what is wrong really lies within
the area of the sociologist. Or he may conclude that the trouble
is “mothers” or “momism.” If he works with mothers, then he
sees only really deviant behavior as residing in their mothers, and
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so on and on. This is the trap that one is likely to fall into as a re-
sult of coming to see the groupwise deviant behavior as normal
within the context of the client’s biography.

What the clinician must plan to correct is not the behavior
which is implausible or irrational, but the behavior which he has
come to see as plausible and wholly rational. There are many
clinicians who cannot do this. They think that what is plausible
and rational is therefore “true” or “realistic.” They see no alter-
natives to what is “true” or “realistic.” Not fully realizing that
there are such things as alternative truths and alternative reali-
ties they are unprepared to help their clients find psychological
solutions for personal problems.

Yet fully realizing that there is this trap waiting for him at the
end of his exploration, the psychodiagnostician should continue
his search for the patterns of behavior, in the context of which
the client’s deviant behavior looks less and less deviant. Having
looked at the occupational pattern, he routinely looks at the
domestic pattern. What has been the history of the client’s do-
mestic life and of the personal attachments which he has formed,
used, and broken? In the language of the psychology of personal
constructs, what have been the changing contextual contents of
his dependency structures? Furthermore, what has been the his-
tory of the client’s domestic and personal-affective aims? What
has he thought he wanted at various stages of his life history?
Also, the clinician should know the history of adjustments and
failures in the broad area which we call “domestic.” What have
been the cycles, what sequences are involved in the phases, in
what phase of his cyclical pattern is the client now?

5. DESGRIPTIONS OF THE GAINS AND LOSSES ACCKUING TO THE CLIENT
THROUGH HIS SYMPTOMS ( DESCRIPTION OF VALIDATIONAL EXPERI-
ENCE)

The psychology of personal constructs invites the clinician to
see the client’s gains and losses in terms of validating and invali-
dating experience and in terms of the freedom to acquire such
experience. Validation is experienced when one perceives that
he has correctly anticipated an event. An event which is reward-
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ing for one person is therefore not necessarily rewarding for an-
other. The second person may have experienced the event as a
complete surprise.

Does this mean that people never like surprisesP? Not at all.
A surprise that opens up a field where one can see many new pre-
dictions as coming true is likely to be welcomed, even though it
involves momentary confusion. A surprise which opens upen il-
limitable chaos is always to be avoided.

From the standpoint of the psychology of personal constructs,
it is not practical to try to catalogue events as intrinsically re-
warding or as intrinsically punishing. Nor is it psychologically
meaningful to describe some outcomes of a person’s trials as in-
trinsically reinforcing. The reward which inheres in an event is
primarily a function of how that event is construed and predicted
by a given person. Nowhere is this more apparent than in the
field of clinical psychology, where one frequently finds clients
who collect their rewards in unusual ways and who appear to find
genuine satisfaction in what most of us would like to avoid at all
costs.

In setting the stage for diagnosis, one needs to make some anal-
ysis of the client’s experience. Since we have devoted a whole
chapter to this topic, there is no point in discussing it in detail
here. That this experience must have validational implications
for the client follows from our systematic position. We are
interested in what has happened to the client, not merely because
it happened and may happen again, but also because, in hap-
pening, it must have confirmed or upset the client’s expecta-
tions.

At the outset all one can do is begin to list the client’s experi-
ences which are most closely associated with his deviant behavior
and to interpret the losses or gains which those experiences might
normatively be expected to provide. One can look for the com-
pensation demands and the formal disability claims the client
has made. One may look for equivalences between his symptoms
and the love which was otherwise unavailable to him. One may
see in his hostilities the control over the course of events which
might otherwise get completely out of hand. His anxiety may
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keep him at home. His expressions of guilt may prove that he is
still aware of his role responsibilities.

Yet each of these gains may be made at the cost of losses on
other fronts. He may have had to accept some guilt along with
his hostility. His freedom to explore for new validational experi-
ence is often paid for with anxiety. He may have been able to
open one area of life to spontaneous elaboration only by con-
stricting himself with respect to other areas. In transitive diag-
nosis the clinician seeks a preliminary normative overview of
these gains and losses in relation to the client’s symptoms. He
follows this up in a later stage with a more intimate appraisal of
these gains and losses in the light of the client’s personal con-
structs.

C. Issue Two: Psychological Description
of the Client’s Personal Constructions

6. THE CLIENTS CONSTRUCTION OF WHAT HE BELIEVES TO BE THX
PROBLEM AREA

It is important to understand the client’s viewpoint, The best
place to start is with the immediate problem which brought him
to the clinician. Even though the client is upset by a discussion
of his problem area, the clinician will ordinarily establish a better
relationship with the client if he does not evade the issue. The
discussion of the problem area may be quite brief, perhaps only
a sentence or two, but if the relationship between client and
clinician is to be a profitable one, it is important for each to be as
candid with the other as circumstances permit. Even in dealing
with children it is important that the clinician give each child a
chance to come to grips with the fact that he has been brought
to the clinician for a specific reason. As far as the writer is con-
cerned, this procedure is so basic that it constitutes an ethical
requirement in clinical practice.

The client should be invited to say what he believes his prob-
lems are. The clinician who privately disagrees with him and
lets it go at that makes a serious mistake. From the standpoint of
psychology of personal constructs the statement of the client is,
by definition, a true formulation of the problem. However, it is
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not the only true formulation, for there are levels of formulation,
and the client’s level of formulation may not be the most fruitful
one.

We have already discussed at some length the matter of ac-
cepting the client’s initial formulation of his problem, of the
clinician, and of the psychotherapeutic process. That discussion
appears at the beginning of the chapter on the role of the psycho-
therapist.

7. THE CLIENTS CONSTRUCTION OF WHAT OTHERS BELIEVE TO BE THE
PROBLEM AREA

Not only should the client be permitted to make a formulation
of what he believes to be his problem but he should always be
given an opportunity to give his version of what others believe
to be the problem. This, too, is an ethical consideration and a
useful step in diagnosis.

Every clinician tends to be biased by what he hears. A parent
tells him that her child will not eat breakfast. The clinician labels
the problem as a feeding problem and plans to probe the child’s
core constructs. If it occurs to him to find out what the child thinks
about this breakfast matter, he may find that the mother expects
the child to eat cold fried eggs left over from the evening before.
He may also discover some other interesting things which are
relevant to a psychological understanding of the situation.

8. THE CLIENT'S CONSTRUCTION OF HIS LIFE ROLE

This is where the analysis of self-characterization comes in.
Whether this is based on a self-characterization which is written,
as were the self-characterizations discussed in an earlier chapter,
or upon an impromptu oral self-characterization, the response of
the clinician is essentially the same. The clinician should assume,
for the time being, the attitude which we have called “the credu-
lous approach.” He should use the techniques of overlay, inflec-
tion, and topical analysis. He should look for antecedents and
consequences, generalizations and specifications, conceptual
lapses, retractions, qualifications, and appendages.

But more than a self-characterization is in order here. The
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clinician should make himself aware of how the client construes
his own biography, what meanings he attaches to the salient
events of his past, indeed what he considers to be the salient
events of his past. Again, as we have so often cautioned before,
the clinician should not assume that the events of the past have
inexorably herded the client along a path of life. As always, the
clinician should keep in mind that his client is bound only by the
consistent interpretations he places upon his experience. What
is the thread of meaning upon which the client strings the events
of his life? How will future events be added to his string? What
is his conceptualization of his life role?

Since a role is a course of activity played out in the light of
one’s interpretation of other persons, a clinician cannot under-
stand a client’s conceptualization of his life role without learning
something about how he construes other people. This is where
a type of instrument such as the Role Construct Repertory Test
comes in. A skillful analysis of the client’s Thematic Appercep-
tion Test protocol also throws light upon his construction of his
life role. The strictly thematic type of analysis, originally pro-
posed by Murray, gives the clinician some indication of how the
client can string together the events of his life. The figure type of
analysis, which most clinicians have come to employ — perhaps
because it is easier — gives the clinician some idea of what kinds
of persons populate his world. It is in relation to such persons
that he acts out his life role in each separate scene. It is in rela-
tion to his thematic apperceptions that he develops his life role
from scene to scene.

D. Issue Three: Psychological Evaluation
of the Client’s Construction System

9. LOCATION OF THE CLIENT'S AREAS OF ANXIETY, AGGRESSIVENESS

(OR SPONTANEOUS ELABORATION ), AND CONSTRICTION

As we have pointed out before, there are two levels of under-
standing a client. The first is seeing the world through the client’s
eyes, the second is seeing the client’s construction system from
the vantage point of a psychologist. The first level of understand-
ing permits the clinician to understand the client sympathetically
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and to communicate with him. The second permits the clinician
to join with the client in a true role relationship and, together
with him, make progress which the client cannot accomplish
alone.

This does not imply that the psychologist must be a superior
person. Subsuming another person’s construct system does not
require a more elaborate construct system nor even, in a strict
sense, a better one. It requires only that we have constructs
whose contexts are composed of elements, those elements, in turn,
being the constructs of other persons. In fact, the writer has
observed some psychotherapists whose construct systems seemed
quite mediocre work out helpful role relationships with clients
whose construct systems seemed far more intricate and intellec-
tually meaningful. In spite of their limitations the psychothera-
pists were able to subsume parts of their clients’ construction
systems and provide the overview that was necessary in order
to be therapeutically effective.

Locating the client’s areas of anxiety, aggressiveness, and con-
striction is a matter not merely of describing the client’s con-
struction system but of evaluating it psychologically. Here is
where the psychologist uses his own professional constructs. The
previous chapters represented the beginning of a clinician’s rep-
ertory of professional diagnostic constructs.

It is relevant to mention three types of psychological construc-
tion in particular at this point. First, there is our old friend
“anxiety.” While the term has been redefined within the system
of the psychology of personal constructs, the seeking of these
areas is by no means novel to our system. Few modern clinicians
will doubt but that a good diagnosis involves a search for the
areas of a client’s anxiety.

The seeking of the areas of aggressiveness is more often over-
looked. Not only are they a clue to where the client can work
out his own problems, but it shows the clinician how the client
can be expected to operate when he does open up his constricted
areas as a result of therapy. When he starts out, the clinician has
no sure way of knowing just how the client will contrive eventu-
ally to solve his most perplexing problems. Every successfully
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treated client solves them differently. The best single preview
is provided the clinician when he looks at the areas where the
client is currently working out problems — in other words, the
areas of aggression or of spontaneous elaboration. He may also
examine the problems and solutions which the client has already
worked out. Here the clinician can examine the working models
of the devices which the client will probably utilize when he
starts to straighten things up in his present problem areas.

Location of the client’s areas of constriction is like observing
the eye movements of a person reading a letter; the passages he
can read only a word at a time are the ones where he is likely to
lose his perspective. When the clinician runs across an area of
discourse in which the client must figuratively put his finger on
each successive word, he can be sure that he has located an
area of constriction. We have said that constriction occurs when
a person narrows his perceptual field in order to minimize ap-
parent incompatibility in his construings. It can be seen in the
perseveration in brain-injured adults, in the circumstantiality of
certain senile persons, and in the legalistic thinking of certain
compulsive neurotics. Each of these types of clients, of course,
employs constriction in a somewhat different way.

There are other types of professional interpretation of the
client’s personal construction system which can be applied during
the diagnostic or treatment-planning stage of client management.
One can lock for suspension, comprehensive constructs, core con-
structions, guilt, and so on. Diagnosis cannot, of course, tell the
whole story. A complete psychological evaluation of a client’s
construction system, if ever made at all, would have to come at
the conclusion of a long period of comprehensive psychother-

apy.

10. SAMPLING THE TYPES OF CONSTRUCTION THE CLIENT USES IN
DIFFERENT AREAS

A client may use loose construction when dealing with people

and tight construction when dealing with money. He may show

guilt in his relationships to his family, hostility in his relation-

ships to his employer, preemption in his relationships to for-
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eigners. It is not practical to try to seek out all the areas where
these particular types of construction are used, as we have sug-
gested in the case of anxiety, aggression, and constriction. It is
practical to sample a few areas of the client’s life and see in
greater detail just how effective his conceptualization is in each
of them.

11. SAMPLING THE MODES OF APPROACH

The clinician samples the client’s approaches to new problems
to determine how he customarily resolves anxiety. This is pretty
much a matter of investigating further the areas in which the
client is able to engage in aggressive spontaneous elaboration.
We have defined anxiety quite broadly. From our point of view,
a continuing life-adjustment process involves continual dealing
with anxieties in manageable amounts,

Most psychological tests which have been devised in the past
half century will throw some light on this issue. The intelligence
test sets up relatively novel problems for the subject to solve. The
scoring is usually in terms of whether or not the subject gets the
“right” answer. It measures his intellectual efficiency; and, if it
is administered by a skillful clinician, it may throw some light
on how the client arrived at his answers. This, in turn, throws
light upon what may be expected in the way of efficiency and
novel approach once the client gets his personal problems ver-
balized at the level of an intelligence-test question.

But not much of therapy is likely to be conducted at the verbal
level of an intelligence test. The clinician may find it more mean-
ingful to fall back upon less explicitly formulated questions. He
may observe the client’s construction of a Rorschach set of ink
blots, his drawing of geometric forms, or his grouping of a
number of miscellaneous objects. In each of these test situations
the client may be seen as resolving bits of anxiety created for
him by the ambiguity of the test item. The psychologist is in-
terested in how he resolves each bit of anxiety, for that may be
the way in which he will have to resolve the lingering anxieties
which brought him to the clinic for help.
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12. DETERMINATION OF THE CLIENT'S ACCESSIBILITY AND HIS LEVELS
OF COMMUNICATION

An important feature of diagnosis is the determination of the
client’s capacity to work with a therapist. For example, some
clinicians make a considerable point of determining whether the
client should work with a man or woman therapist. This may be
important in some cases, particularly ones where an extreme
type of dependency relationship must be acted out. More basic,
however, is the question of whether or not the client and the
clinician can ever be expected to speak the same language or to
communicate with each other by any sorts of semeiotic devices.
Will the client confide? Can he use words? At what level of
abstraction does he pitch his communications? Can he act out
his major constructions in the therapy room as well as talk about
them? Will he seek to validate his predictions against the re-
sponses of the therapist? If the answer is no to any of these ques-
tions, then the therapist is likely to have a rongh way to go.

Psychoanalysis emphasizes the importance of “ego strength and
accessibility” as a prerequisite for successful psychotherapy of
the psychoanalytic type. Usually the psychoanalysts think of
“ego strength” mainly in terms of “contact with reality.” While
we do not attempt to employ the notion of “ego” in the psychology
of personal contructs, what we are saying here is roughly paral-
lel to what a psychoanalyst would have to say if he allowed him-
self to be pinned down to something approaching an operational
definition of “ego strength” and “contact with reality.”

There are, however, some important practical differences be-
tween our position and that of classical psychoanalysis at this
point. Some psychoanalysts emphasize the ability to verbalize
“emotional” material. They take a dim view of “acting out.” Yet
they often call for “emotional insight” While we, too, consider
words as extremely useful in psychotherapy, our position is that
that which is considered by the analysts as “emotional” is often
better understood merely as that which is not word-bound.

The person who is anxious canmot completely verbalize his
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anxiety; if he could he would no longer be anxious. Of course,
he can demonstrate his anxiety in part by means of words, some-
times a torrent of words. But the words are the loosely held ele-
ments in the seething pot of his anxiety. The word symbols which
would give those elements structure and continuity are yet to be
found. Indeed the structure and continuity must themselves first
be found.

The personal-construct psychologist is willing to accept a client
whose verbalizations in the area of his anxiety are quite inadequate
and who has no means of expression except to “act out.” We
emphasize the acting out of roles in human relationships and we
utilize “role playing” as a legitimate procedure in psychotherapy.
Even at the conclusion of a successful course of therapy the client
may not be able to say what has happened to him. He may be
able to talk about it, but still be inarticulate as to what it was.
We hope, however, that he has achieved structure where once
there was anxiety and that his new structure is stabilized by
means of some portable symbols which are not necessarily verbal

in nature.

E. Issue Four: Analysis of the Milieu
in Which Adjustment Is To Be Sought
13. ANALYSIS OF THE EXPECTANCY SYSTEM WITHIN WHICH THE
CLIENT MUST MAKE HIS LIFE ROLE FUNCTION

It is a mistake to assume that a psychologically healthy person
can immediately adjust himself happily to any kind of situation.
Adjustment can only be achieved in relation to something. It
makes a difference what one has to adjust to. Diagnosis is not
complete until the clinician has some understanding of the milieu
in which adjustment is to be sought. This position represents a
departure from the common notion that diagnosis involves an
analysis of the client only. From our point of view, diagnosis is
the planning stage of client management. Therefore, both the
client and his milieu must be understood.

In our chapter on personal experience in a social setting we
pointed out the effect upon a person of having his associates ex-
pect certain things of him. Usually this means that a person gets
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along better if he does what is expected of him. Adjustment is
not quite as simple as this, however. Many highly conforming
people end by having troubles which are an outgrowth of their
conformity. If one’s conformity is achieved through excessive
constriction there comes a time when he is unable to demon-
strate the aggressiveness or initiative that his associates expect of
him. Yet one can make an adjustment, as we pointed out in our
earlier chapter, which is essentially nonconforming. But he has
to know what it is that he is not conforming to if he is to get
validating results from his ventures. If he has a pretty clear idea
of what his neighbors expect of him, he can pretty well anticipate
their gasps and grunts. He may have, for this reverse kind of
adjustment, a wide and well-structured field open to spontaneous
elaboration. But whether the person conforms or rebels, he can
validate his life role only if he conceptualizes what those associ-
ates, with respect to whom that role is enacted, expect of him.
Without that conceptualization his life role will rapidly become
chaotic.

The diagnostician must take account of the expectancy system
within which the client must make his life role function. Is it one
to which the client can comply without undue constriction? Is it
one against which the client can successfully rebel? Can he un-
derstand it well enough to do either? If he rebels, will he find
closed to him those fields of spontaneous elaboration which he is
best prepared to explore —for example, the fields of material
luxuries, parental protection, sex, and so on?

In this connection the clinician who considers hospitalization
for a client should take into account, not only the urgency of the
case, but the effect that hospitalization may have upon the client’s
morale. The hospitalization may break the client by diverting all
his aggressive tendencies. It may make it impossible for him
ever to achieve self-respect again. It may also force him to face
a set of community expectancies upon his return which may be
more difficult for him to handle than are those which now cause
him difficulty. Perhaps the hospitalization itself will be easy for
him to adjust to. Then the clinician must face the question of
whether or not the further elaboration of the client’s dependencies



806 THE PSYCHOLOGY OF PERSONAL CONSTRUCTS

through hospitalization may make it impossible for him ever to
revise them properly. The clinician may need to ask the same
questions regarding a course of outpatient psychotherapy. Some-
times the family and community expectancies make it inadvisable
to undertake a protracted series of psychotherapeutic interviews.
This whole question of the expectancy system within which the
client must make his life role function is one to which clinicians
have customarily given too little consideration. From our point
of view, it is one of the crucial issues in diagnosis itself.

14. ASSESSMENT OF THE SOCIO-ECONOMIC ASSETS IN THE CASE

Here we refer to the socio-economic resources which may be
utilized by the client, not those which can be exploited by the
clinician. It is important to know whether or not the client has
a family who will stick by him through a period of difficulties.
Or will his wife desert him if he shows that he needs psycho-
therapy? Will a child’s community accept him as worth re-
habilitating? In many communities, perhaps in most, the malad-
justed child is not considered worth rehabilitating. In this
connection, one is reminded of the midwestern state which spent
more per head improving the livestock on its institutional farms
than it spent per patient on those farms.

The clinician should know whether or not the client can bear
the financial burden of protracted treatment. Can the client ac-
cept hospitalization or go on a vacation without experiencing
guilt through loss of his legitimate social role? In some cases the
economic unrealism of the clinician’s recommendations exceed
even the unrealism of the client’s symptoms.

There is no doubt that a client who has an established family
which is determined that he must be rehabilitated, who has finan-
cial resources, who has influential friends, who has acquired
effective social techniques, who has high-prestige vocational train-
ing and skills, who is physically intact, and who is young and
attractive is a better psychotherapeutic risk than one who has
none of these assets. The clinician is not necessarily losing sight
of his humanitarian objectives when he recognizes this fact. Fur-
thermore, the clinician should not hesitate to put any of these
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assets to use in the client’s interest. The fact that another client
does not have these assets, or that the clinician himself does not
have them, does not put them out of bounds for psychotherapy.

15. PREPARATION OF INFORMATION TO BE UTILIZED AS CONTEXTUAL
MATERIAL IN HELPING THE CLIENT RECONSTRUE LIFE

Since psychotherapy is largely a matter of concept formation —
a point which is to be developed in a later chapter — transitive
diagnosis requires that the clinician mobilize a considerable array
of items relating to the client’s life which can be sorted out in
meaningful ways during psychotherapy. It is helpful, for example,
for the psychotherapist to know at the outset that his client is
familiar with the history of political thought during the eighteenth
century, even though that fact may not be directly related to the
client’s psychological difficultes. This information can be used
in two ways. The facts with which the client is familiar may be
arranged together with other experiences to form new and useful
constructs. To use the analogy of the concept-formation test, the
clinician may acquire a ready-made inventory of appropriate
psychological objects for the client to sort in new arrays. Secondly,
the alert therapist may find occasion to invoke some of the client’s
historical concepts in helping him build analogous social concepts
with which to guide himself in the twentieth century. Essentially
this means that the clinician may find preformed constructs al-
ready available in the client’s repertory, constructs which need
only to be made more permeable to the experiences of everyday
life.

F. Issue Five: Determination
of Immediate Procedural Steps

16. PHYSIOLOGICAL CONSTRUCTION OF THE AVAILABLE DATA

Part of the task of diagnosis is to determine the order in which
the diagnostic steps should proceed. As in all clinical work, one
arrives at a diagnosis by successive approximations. If a client
comes into the office threatening homicide and suicide before
the night is out and revealing a specific plan for accomplishing
both acts, the wise clinician makes a partial and tentative diagno-



808 THE PSYCHOLOGY OF PERSONAL CONSTRUCTS

sis on the spot and takes preventive measures. Perhaps he sees
that the client is put under custody. Perhaps he seeks immediate
consultation with other professional people. Certainly he does
not invite the client to come back a week from Tuesday, in the
event he is still alive.

The clinician with psychological training should be prepared
to place psychological construction upon the facts of a client’s
case. The clinician with physiological training can also place
physiological construction upon some of those same facts and
thus, in addition, mobilize some other facts which the psycholog-
ist would ordinarily overlook or ignore. It is helpful if each
specialist has some idea of what facts are most likely to be
given meaningful construction by the other. This is not always
possible. The psychoclinician is ordinarily the more alert of the
two as regards the possibility of a meaningful construction of
the data by the other.

Does this mean that diagnosis should determine whether the
client is a “psychological case” or a “medical case”® Not at alll
The client is himself neither psychological nor medical. He is
his own uncommitted self. This is a point we have made several
times before. Here we are concerned with a practical diagnosis.
We have the task of determining what is to be done about the
client. The fact that a client has a cerebral lesion does not make
him a medical case exclusively or even necessarily predominantly.
Nor does the fact that he is anxious about the effect his example
may have upon his children make him a psychological case ex-
clusively nor even necessarily predominantly. The issue is always
bow can he be helped, not who can see the most that is wrong
with him.

The psychoclinician frequently finds that it is profitable for a
medical clinician to construe the facts of the client’s record, per-
haps to look for additional facts, and often to make an examina-
tion of the client in person. This is no guarantee that the physio-
logical construction of the client will be exhaustive. Many phy-
sicians are quite unskilled in picking up cues other than aches
and pains. What the psychoclinician has to do is take what steps
he can to see that the available data are physiologically construed,
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even if he has to do it himself. From the physiological construc-
tion of the case certain immediate procedural steps may be
shown clearly to be in order.

The psychoclinician frequently finds himself in the position
of having to decide how soon a client should be seen by a physi-
cian. Even more frequently he has to decide what medical
specialty should be called upon fizst. This does not mean that
he is in the best systematic position to select a medical specialist;
it means that the practical exigencies of the situation may require
that he make a specialty referral on the spot. Ordinarily a psy-
chologist who found a man wandering the streets at night in a
highly confused condition would refer him to a psychiatrist
rather than to an obstetrician or a neurosurgeon. Yet the man’s
problem might possibly be such that either the obstetrician or
the neurosurgeon would turn out to be the person who could be
of most help to him.

17. OTHER PROFESSIONAL DISCIPLINES

We have been speaking of a physiological construction of the
case. There are other professional disciplines which can throw
their own special kind of light upon the facts. The educator
may construe many of the same facts that the clinical psychologist
and the physician construe. In addition, he can dig up some
important ones that the other two would overlook. He may draw
some unique and important conclusions as to what immediately
needs to be done. Likewise, the social worker. Likewise, the
clergyman. Likewise, the attorney.

18. EVALUATION OF THE URGENCY OF THE CASE

Treatment facilities are not always immediately available. One
of the unpleasant tasks of any clinician is the determination of
how long treatment can be postponed or of whether, in the light
of other urgent cases, it can be forgone altogether. Sometimes,
as we have already hinted, immediate steps must be taken to
protect the client and others. This, too, is an essential step in
transitive diagnosis.
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G. Issue Six: Planning Management and Treatment
19. SELECTION OF THE CENTRAL PSYCHOTHERAPEUTIC APPROACH

This is, of course, the central issue to which the other five
issues are merely preliminary. Transitive diagnosis is not com-
plete until a plan for management and treatment has been formu-
lated. The treatment can proceed on several fronts. There may
also be psychotherapy of the individual interview type. There
may be orientation sessions for the client’s family. There may be
groupings of the client with other clients or with other persons
in his community. At the same time there may be occupational
guidance. There may be recreational supervision. Some of these
may be closely integrated with the central psychotherapeutic ap-
proach; most of them, at best, will be no more than loosely in-
tegrated.

Later chapters contain illustrative descriptions of psychothera-
peutic designs. Each design is likely to be modified in the light
of the information available regarding the case and in the light
of the therapeutic resources which can be conveniently mobilized.
Our discussion of the role of the psychotherapist indicated that
we conceive psychotherapy as involving a great variety of pro-
cedures and skills. So widely may these vary from case to case
that a procedure which is used predominantly with one client
may never be used in precisely the same way with another. The
particular fixed-role sketch in fixed-role therapy is an example.
Some of the construct-loosening devices which are described in
a later chapter would be another example. Not all psychothera-
pists will agree with the writer on the matter of re-using devices.
Psychoanalysis tends to use loosening devices with all clients.
Client-centered therapists appear to use the nondirective ap-
proach with all clients whom they accept for treatment, regard-
less of any differential diagnostic evaluation.

There is a sense in which personal-construct psychology, in
accepting a wide variety of psychotherapeutic procedures, is ec-
lectic. The theoretical grounds upon which the varying pro-
cedures are accepted do mnot, however, represent eclecticism.
There is no particular objection to eclecticism implied by this.
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It is interesting to note, in passing, that when eclecticism is itself
systematically formulated it loses its eclectic flavor.

One of the reasons the psychology of personal constructs pro-
vides room for a greater variety of psychotherapeutic approaches
than does psychoanalytic theory or the self-concept theory, upon
which client-centered therapy is based, is that it is not so exclu-
sively a clinically induced theory. A theory which was originally
contrived, as were these two great contributions of psychoanalysis
and client-centered therapy, to tie together a wealth of clinical
and psychotherapeutic observations is more likely to set limits
upon the approaches which it countenances. The great deductive
theories in psychology —the Hullian and Tolmanian learning
theories — and the field theories are less likely to set limits on
how the client is to be approached; but, on the other hand,
neither do they provide one with a means of discriminating be-
tween the therapeutic approaches to be used with different cli-
ents. The great eclecticist, Adolph Meyer, who did view psycho-
therapy as embracing a great variety of techniques, may have
been in the midst of formulating a truly comprehensive clinically
derived theory — we will never know. Since his position regard-
ing psychobiology has never been systematically formulated, his
true legacy may be forever lost.

a. Size of the client’s investment. In choosing the central psy-
chotherapeutic approach, the first consideration is always the
size of the investment the client should make. Psychotherapy
takes time that the client might spend in other pursuits. It takes
attention away from the client’s work, his family, his recreation.
It usually takes funds that would otherwise be spent in support
of a family. It frequently plunges the client or his family deeply
into debt. It often puts a temporary strain on the client’s inter-
personal relations. His wife is likely to find him unpredictable
and aggressive. So may his children. If other members of the
family are in poor mental health, the clinician should be extremely
cautious in choosing the therapeutic approach lest he precipitate
a crisis in the lives of those who are dependent upon the client.

Against these costs the clinician should weigh both the benefits
that the client might obtain and the degree of likelihood that
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they can be obtained. He must also weigh the risks of the client’s
becoming disorganized as a result of therapeutic efforts. The
client may commit suicide if the therapist misjudges the situa-
tion. He may divorce his wife or cease to support his family. He
may develop an undesirable dependence upon the therapist and
not be able to terminate the psychotherapeutic sequence satis-
factorily. He may become less imaginative and less creative in
his work. While none of these outcomes is what one ordinarily
expects of psychotherapy, they are real risks and the diagnostic
clinician must recognize them as such when he recommends a
central psychotherapeutic approach in a case.

It is very difficult to determine in advance how long a psycho-
therapeutic sequence will last. In the case of fixed-role therapy it
is possible to come nearer making an estimate of duration than it
is in most other types. Group psychotherapy can usually be con-
ducted in such a manner as to meet a predetermined termination
deadline. In general, the role-playing techniques keep the client
in sufficient contact with his environment to enable him to termi-
nate at almost any predetermined time and still profit from the
psychotherapeutic experience. If the therapist goes in for con-
struct-loosening procedures, he is likely to commit his client to
a Jong series. If he spends much time with the client’s early his-
tory, he is likely to increase the client’s investment considerably.
Early-history items are likely to be bound up with preverbal
constructs of a dependency nature. Such constructs are less
accessible and more difficult to modify. If a therapist opens up
this area to anxiety, he lets the client in for a long reconstruction
job.

Dificult as it is for the diagnostic clinician to make a precise
determination of the duration of therapy, he should, nonetheless,
make the very best estimate he can. If the client cannot reason-
ably invest in a drawn-out psychotherapeutic series, the clinician
should recommend one of the approaches which is more likely
to permit an earlier termination. On the one side of the balance
is the size of the client’s investment and the risk of an unfavorable
outcome; on the other side is the nature of the client’s problem
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and the probable outcome if no psychotherapy were to be at-
tempted or if a superficial approach were to be used.

b. Accessibility and level of communication. In choosing the
central psychotherapeutic approach, the clinician should take
account of what he has learned about the client’s accessibility and
level of communication. At what level of cognitive awareness
are the problems which the clinician sees in the client? Will it
be profitable to attempt to get the client to put some of his pre-
verbal and core constructs into words? In what ways can the
client best express himself? As a result of this kind of considera-
tion the clinician may decide to recommend a type of psycho-
therapy which involves a minimum of verbal communication.
He may recommend finger painting and clay modeling, or he may
recommend a situational change, such as a change in employment
or a planned occupational-therapy sequence.

¢. Type of transference. The clinician must also consider the
type of transference relationship which can best be used. Will it
be profitable to involve the client in extensive dependency trans-
ference? Should the client be invited to construe the therapist in
terms of core constructs? What kinds of constructions should the
client be invited to place upon the therapist? Should the therapist
allow himself to be cast in the role of a parent figure? If the
therapist is to be a “parent,” how young a “child” is the client
to be allowed to be?

The diagnostic clinician should make some preliminary estimate
of the amount and kinds of support and reassurance to be em-
ployed. Simply to say, as is frequently said at the conclusion of
staff conferences, that the therapist should assume “a generally
supportive relationship in this case” is not enough. The areas
of support need to be mentioned. As we attempted to show in
our more detailed discussion of reassurance and support in an
earlier chapter, either of these comforting techniques can back-
fire and cause the client damage.

As we indicated in a previous chapter, the primary or personal-
identification type of transference should ordinarily be avoided
in psychotherapy. Yet there are cases in which considerable
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personal identification of the therapist is unavoidable, and there
are cases in which the client is unable to experiment successfully
with a therapist who is a fype of person rather than a unique
person. In deciding what amount of personal identification should
be permitted, the clinician pretty well determines where and
under what circumstances the therapist will allow the client to
come in contact with him.

d. Threat. The central therapeutic approach needs to be de.
termined in the light of the transitional conditions which the
client is able to deal with. We discussed the transitional constructs
of threat, fear, anxiety, and guilt in Volume One. The diag-
nostic clinician needs to consider the threat implications of the
central therapeutic approach he recommends. If the appreach
requires the client to assume a childlike role in relation to the
therapist, or if it requires him to play the part of a person who
is abjectly dependent upon his family, the threat may be more
than he can bear. It may lead immediately to widespread dis-
organization and to anxiety, constriction, delusions, or to any
one of a number of undesirable adjustments. Also, if the client
is asked to discuss or recreate a picture of an earlier self, he may
be threatened deeply.

e. Fear. Fear, too, must be considered. The client may be
frightened by what his employer may do if he finds that the client
is seeking psychological assistance. He may lose his job. He
may be permanently cut off the promotion list. Even if there is
no fear associated with the act of going to a psychotherapist, the
client’s circumstances may be such that he will be afraid to ex-
periment with new ideas during the course of psychotherapy. If
he tries anything new, or if he allows himself any degree of
spontaneous elaboration, he may figuratively get his throat cut.
A client who lives in a highly regimented situation — as, for ex-
ample, an enlisted man in the military forces, a prisoner, or a
patient in a traditional state hospital for the insane — is likely to
experience real fear as soon as he starts to respond to certain types
of psychotherapeutic treatment.

f. Anxiety. The central psychotherapeutic approach should
be chosen with regard to the client’s anxiety also — both the
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anxiety he exhibits at the time of diagnosis and the kind of
anxiety the therapeutic approach characteristically creates. A
client who shows widespread anxiety may have to be given
support in the areas of his anxiety before any of his construc-
tions are put to crucial test. The effect of invalidation may be
to spread the anxiety more widely. He may then be forced to
fall back upon the most primitive and infantile constructions
in order to deal with the enveloping events of the present.

Some types of psychotherapeutic approach characteristically
create anxiety. A form of psychotherapy which emphasizes
what some psychoanalysts call the “first law” is bound to create
considerable anxiety from the outset. That so-called law is that
“the client shall report everything that comes to mind and with-
hold absolutely nothing.” The client who allows himself to be
caught in this type of regimen soon experiences a feeling of
helplessness. Like a child, he must confess everything. If he is
operating under a childlike construction system, he may actually
be stabilized by the regimen and his anxiety be reduced thereby.
If he is more adult in his outlook the confessions may swamp
him with anxiety before he is able to manage it. From the stand-
point of the psychology of personal constructs, the “first law”
of psychoanalysis is an exceedingly dangerous precept when ap-
plied indiscriminately. Certainly the diagnostician should make
a careful appraisal of the client before recommending a course
of psychotherapy which involves any such precept.

g. Guilt. Psychotherapy can cause guilt. A client under treat-
ment may find his role status slipping away from him. He may
find that he is no longer doing his job. He may find that he has
no social function. In an effort to maintain his role he may turn
to the psychotherapist and attempt to work out a role relation-
ship with him exclusively. He may seek to justify his existence
wholly in terms of what he can do with and for the therapist.
With some clients, particularly with some children, this means
of prevention of guilt is acceptable. With others it may mean
simply that the therapist has been unwise in using a therapeutic
approach which robbed the client of a feeling of usefulness.

This point must be kept in mind particularly when dealing
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with the aged. As people pass the prime of life they are likely
to feel less and less useful. They have an awareness of loss of
role. That awareness is, by definition under the psychology of
personal constructs, guilt. If the therapist puts the aged person
under a therapeutic regimen which requires him to be skeptical
of his whole life role from beginning to end, the therapist is
likely to end up with an extremely helpless person on his hands.

h. Loosening. Loosening of a construct tends to lessen its
effectiveness in the precise structuring of a situation. Yet it
may make the construct more permeable and, hence, applicable
to new elements. Again, loosening may lead to new anxiety
and may spread confusion to new areas. Now this calculated
confusion may be just what the therapist wants in order to set
the stage for some sort of therapeutic transition. Still, the
anxiety may get out of hand. The client may loosen up all
around, the chaos may seep into all the cracks and comers
of his life, and the therapist may end up treating a full-blown
schizophrenic patient.

In deciding how much loosening to hazard, the clinician
should take into account the client’s superordinate structure.
Here we are back to our Modulation, Fragmentation, and Organ-
ization Corollaries. A client who has a fairly permeable over-all
construction of his life role can stand a lot of loosening without
becoming functionally schizoid. But a client who does not at-
tach very much purpose or meaning to his life had better not
be subjected to too much structural loosening, lest he collapse.

i. Elaboration of the complaint. Selection of the central psy-
chotherapeutic approach requires some decision as to what the
therapist should do about elaboration of the complaint. Should
the client talk about “his problem™ Should he talk about his
past? Should he talk about his future? Should he talk about his
day-to-day doings? Or should he just talk? Some clients want
to talk about nothing except what they consider to be their
problem. Others want to avoid it as much as possible. Therapists
who approach therapy from the point of view of learning theory
tend to emphasize the elaboration of the complaint and then to
{ollow that by a search for ways of getting new reinforcements



STEPS IN DIAGNOSIS 817

in the client’s life. In fixed-role therapy there is little elaboration
of the complaint and almost all of the discussion is centered
upon how the client may currently construe his interpersonal
relations. It may very well be that the client should not be
encouraged to elaborate his complaint. The therapist may need
to dilate the client’s perceptual field before attempting to recon-
strue the area of complaint. Again it may be that the therapist
wishes to constrict the perceptual field — for example, by hospi-
talization — so that smaller bits of the complaint area will be
opened to anxiety at one time.

j. Finding validation. The diagnostic clinician must give some
thoughtful attention to the question of how the client is going
to find validation of the new constructs which are to emerge as
a result of therapy. A good healthy construct can be hatched in
the incubator of the conference room, but it will not grow to
maturity unless it gets out and scratches. The therapist cannot
expect to be the sole validator of new constructs, although some
therapists attempt to assume that omniscient role. Actually the
client is going to have to see if his new constructs meet the test
of reality outside the interview room. What realities will he
have available? If he has no one save other hospitalized patients
to use for reality testing he may get some erratic and badly
biased returns. If he has only members of a family who continue
to cast him in an inflexible part he may get little response to his
new performances. One of the important considerations in ther-
apy is the opportunity for the person to discover that the new
constructions he places upon life are actually workable. Without
that opportunity he is not likely to respond, even to the most
skillful of psychotherapeutic interviewers.

k. Areas to be opened to elaboration. The diagnostic clinician
should give some attention to what areas should first be opened
up to spontaneous elaboration. In psychoanalytic terms this
is somewhat equivalent to opening up the ego to aggression.
Our definitions of aggression and hostility are somewhat different
from those employed by psychoanalysts, however. Ordinarily
aggression and the resultant spontaneous elaboration are first ex-
plored in the interview room. Almost immediately following,
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they are likely to be explored outside the interview room. Then
there may be trouble. But that is a form of trouble the therapist
cannot wholly avoid, nor should he always avoid it even if he
can. Sometimes the client first tries out his aggression outside
the interview room. Then there is likely to be real trouble.

Keeping all of this in mind, the diagnostician should make some
preliminary appraisal of the situation and suggest what areas
should first be opened up to aggression and spontaneous elabora-
tion. He must, of course, keep in mind the wave of guilt that
may sweep over the client as a result of expressing himself ag-
gressively. In the case of the so-called neurotic depressions,
this deadlock between guilt and initiative may hold up thera-
peutic results for months on end. In such a case, particularly,
the diagnostician must consider most carefully just where the
therapist should first try to open the door to initiative.

l. Submerged ends. The diagnostician who has listened care-
fully to the client will be aware of some constructs that have
what we have called submerged ends. He will be aware of the
fact that the submerged ends represent potential directions the
client’s overt actions may take. With this in mind he will want
to make some initial determination of when, if ever, the sub-
merged ends should be exposed. What regnant constructs need
first to be established? What reconstruction is most feasible for
dealing with the elements now bound in the submerged ends?
What central psychotherapeutic approach will be most suitable
for dealing with the submerged ends in proper order?

20. DESIGNATION OF THE PRINCIPALLY RESPONSIBLE CLINICIAN

If the client is being diagnosed in a situation involving team-
work among a group of clinicians, the designation of the prin-
cipally responsible clinician is the next step. The principally
responsible clinician is normally the one who is in most intimate
contact with the client; serious difficulties almost always develop
in the treatment when he is not. The principally responsible
clinician is sometimes considered to be the only one who is the
client’s psychotherapist, although it should be clearly borne in
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mind that all clinicians who organize their efforts directly toward
the rehabilitation of the client are, in some manner, performing
psychotherapeutic functions and are therefore psychotherapists.
In this sense everything that is done to and for the client may be
considered to have psychotherapeutic implications.

Aside from the matter of administrative availability, the choice
of the principally responsible clinician usually hinges upon two
considerations: (a) understanding of the reconstructions which
are needed in the case, and (b) compliance with the transferences
which may best be utilized during the course of therapy. The
clinician need not be familiar with the case at the time he is
designated. His skills and competencies should be well enough
known to his colleagues to enable them to judge whether or not
he is the man for the job. Some clinicians are known to be better
in dealing with obsessive-compulsive clients, others are known
to handle schizoid clients well, and others do their best work
with anxiety cases.

But more than assigning a clinician to a case on the basis of
the Kraepelinian diagnosis, the matter of constructions should
be taken into consideration. A clinician who tends to plunge
his clients into childlike forms of dependency should not be as-
signed to a case in which the client must maintain adult-like
dependency relations. A clinician who is confused by abstract
verbalizations should not be assigned to a client who must re-
organize his permeable constructs.

Since the client must try many of his questionable construc-
tions on the therapist for size, it is important that the therapist
be one upon whom such transferences can be made. He should,
then, be a reasonably compliant figure, in the sense that he will
let the client see him in the guise of figures from the client’s
personal-social milieuw. This may not be wholly a matter of the
attitude of the therapist. The therapist may simply have physical
characteristics which make it easier for the client to see him
in the ways the client needs to see his therapist. The sex and
age of the therapist may be taken into account. Sometimes it is
desirable to change the designation of the principally responsible
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clinician as therapy progresses and the client is ready to make
new transferences. Ordinarily, however, this kind of shifting is
not necessary if outside social resources are properly used.

21. SELECTION OF ADJUNCTIVE RESOURCES TO BE UTILIZED

In the case of a hospitalized patient it is important to mobilize
as many adjunctive resources as the hospital can provide and the
patient can use. Hospitals are naturally sterile, from a psycho-
logical point of view, regardless of how well staffed they may be.
Adequate therapy requires full use of their resources, yet many
clinicians lack the comprehensive training and the professional
overview necessary to enable them to make full use of the re-
sources in a modern neuropsychiatric hospital, much less make
full use of the more comprehensive resources in a community.

a. Dealing with minor problems too. The clinician’s concern
for the principal difficulties faced by a client should not prevent
him from recognizing the cumulative over-all effect of dealing
with the client’s minor problems too. The client may need minor
medical attention. A hernia may need mending. He may need
dental attention. His glasses may need to be replaced. He may
need a prosthetic device such as a hearing aid. If so, he will
certainly also need training in how to use it. Many prosthetic
programs fail because this fact is overlooked.

b. Occupational therapy. In a hospital the therapist should
make full use of that group of adjunctive services which are
sometimes called “corrective therapy,” but which, more recently,
are grouped under “physical and mental rehabilitation.” The
fitting and training in the use of prosthetic devices is sometimes
included in this group. Physiotherapy in its variety of forms
belongs here. Occupational therapy in its many forms is included.
The occupational therapy may include formal exercises for re-
storing the function of a particular muscle group or it may set
up tasks of a semirecreational or semioccupational nature which
accomplish the same purpose.

Occupational therapy may be diagnostic. The patient may
find it a means of expression, whether it be in terms of finger
painting, woodworking, typesetting, or scrubbing floors. If the
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tasks are carefully assigned, or if they are freely chosen by the
patient, and if they are thoughtfully observed, the hospital staff
may learn much about the patient’s construct system which is
not apparent in the interview therapy room. As we have said
before, words are not the only symbols of constructs. Indeed,
the more basic constructions that we place upon life are fre-
quently not symbolized by words at all. A therapist should keep
close track of the developments which occur in his patient’s
occupational therapy. It is a good plan before each interview
to make a quick check of the patient’s latest finger painting, his
latest clay model, his latest work plan.

Occupational therapy is also therapeutic. A client who cannot
communicate well in terms of words may quite appropriately
be treated with occupational therapy as the central therapeutic
approach. The occupational therapist can observe new constructs
emerging, and can introduce new elements which, if embraced,
will give the new constructions appropriate range and permea-
bility and provide the client with facilities for validating them.
It is a mistake to assume that constructs are sharply divided be-
tween those which have to do with physical things and those
which have to do with mental or social things. A client who loves
to pound nails, dig holes, or grease machinery is likely to be using
constructs which govern his relations with people as well as his
relations with things. As the client’s activity and modes of ap-
proach to these tasks change, his relations with other people are
almost certain to change perceptibly. This important fact can
be used as a basis for bringing about genuine therapeutic changes
in the client’s interpersonal relations.

In a somewhat less fundamental sense, occupational therapy
is therapeutic because it involves the client in a series of con-
structive interpersonal relations with his occupational therapist,
and with the other clients who share his interests. Therapy usu-
ally requires that the client establish his relationships with other
people on the basis of cooperative undertakings rather than on
the basis of domination and submission or on the basis of mini-
mum insularity in a minimum space.

The activities of group psychotherapy can encourage the feeble
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beginnings of cooperation for the sake of a common undertaking.
That cooperation must naturally be based upon role constructs,
those constructs which help the client to interpret the behavior
of the other person.

We have mentioned the Bieri-Lundy effect in interpersonal
interactions. At first the client may have no basis for engaging
in a cooperative role relationship with his fellow clients or with
his occupational therapist, save to concede gradually that they
may be like himself. Later he begins to discriminate and finds
that people who are not like himself can still be plausible people
with whom he can collaborate.

Occupational therapy can be educative. The client may learn
skills which will enable him to get along better both vocationally
and avocationally. This is not to say that education does not also
include aiding the development of an understanding of other
people, as does therapy. We refer merely to those more formal-
ized understandings which enable people to get along in the
world. A client may learn to typewrite. As a result he may be
able to do the creative writing in his spare time which means
so much to his general feeling of well-being. He may also learn
to typewrite in order to earn a living at a type of job where type-
writing is useful.

We may even consider occupational therapy as a diversion.
This may seem like a negative value, but there are instances
when negative values are appropriate. A patient who is trauma-
tized by his first hospitalization, or one who has to face an in-
evitable disaster, may find that the diversionary activities of
occupational therapy will cushion the shock.

c. Recreation. Most hospitals provide programs which are
broadly recreational. They include sports, music, entertainment,
preparation for and participation in festivals, and recreational
reading. The reading can be set up as an important feature of
the therapeutic program. Sometimes the reading facilities and
program are organized under what is called “bibliotherapy.”
Some therapists are able to work out with the client a course of
readings which has important therapeutic implications.

It is often claimed that music can be utilized therapeutically
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by all clients. So far, research undertaken along this line has
failed to verify the claim. There are some clients who appear
to make good use of music as an adjunctive approach to their
problems. Group music programs such as bands and orchestras
do seem to be helpful. Dancing and dramatics programs can
also be used adjunctively.

d. Dilation. One may look upon the adjunctive approaches
to psychotherapy as providing dilation of the client’s perceptual
field so that the new constructs which he forms will not be too
constricted and impermeable. It makes a great deal of difference
when a hospital puts on a program of getting patients out of
their pajamas and bathrobes into street clothes and out of their
wards onto the grounds or on errands. The more patients are
encouraged to move around, the wider their psychological hori-
zons are likely to be. The hospital is, of course, the often men-
Honed “protective environment,” but it can also become a prison
for the mind where the disturbed patient can eventually become
socially incapacitated.

The clothes that patients wear makes a difference in their
social behavior. A man in a ragged pair of pajamas does not
pull himself up te his full psychological height, but 2 man in a
freshly pressed pair of trousers often tries to enact the part the
costume calls for. A woman whose hair is unkempt is usually
a miserable creature and anything but charming in her manner,
whether she is a patient or not. A permanent wave, costume
jewelry, hose, and a little attention may not make her well, but
they will make her behave differently. Moreover, the change
is usually for the better and it usually provides a far better
background for making therapeutic progress in the interviewing
room.

There are additional ways of dilating the patient’s perceptual
field. If patients are always greeted in the hall, just as profes-
sional people are always greeted in the hall, if they are always
encouraged to speak to each other, if they are introduced to each
other as one would introduce guests in a home, if they are gen-
erally treated with respect, they will be less likely to show the
constriction which is the dread contagion of so many neuro-
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psychiatric hospitals. The program of the Red Cross Gray Ladies
may also be utilized in avoiding constriction. They may take
groups of patients into town for a movie or for shopping. They
may help them maintain correspondence with their families and
aid in a thousand other ways in keeping the patients “in con-
tact.”

e. Community participation. Even with hospitalized patients
the general resources of the community may be employed. Com-
munity recreational facilities may be used. Some local organi-
zations are accessible to patients. Educational resources can
sometimes be tapped. Local industry may provide employment
for some patients as they leave the hospital. Social agencies
in the patient’s home community may help take care of his
family and, through cooperation with the hospital’s social-work
department, help maintain the patient’s functional identification
with his community.

The hospital itself is a community. Many community func-
tions can be maintained by the patient group. A newspaper can
be published, and frequently is. Concerts can be prepared and
given, Some group problems can be discussed and solved.
Mutual-interest groups can be organized. Friendships can be
formed. Personal plans can be made and discussed with fellow
patients. Educational programs can be carried out. Vocational
training can be given and utilized in the hospital community.

Guidance can be obtained on a professional basis. This
guidance involves much more than being told what job to seek.
It can include the obtaining of comprehensive occupational in-
formation, the study of community facilities for training, avoca-
tional pursuits, and family living. The guidance services may
also include training in social skills, particularly those which
will be needed for reentry into the home, community, and job.
Sociodrama may be used in this connection.

Good psychotherapeutic planning of adjunctive approaches
will usually also include the services of the chaplain, the nurses,
the attendants, and members of the patient’s family who have
particular skills or who stand in important relationships to the
patient. Psychotherapy is largely a matter of mobilization of
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resources along lines which bear directly upon a patient’s psy-
chological problems. It involves far more than waiting for next
Tuesday’s office appointment with the patient.

f. Resources for the nonhospitalized client. We have been
talking about the mobilization of adjunctive resources for the
hospitalized patient. The resources available to the nonhospital-
ized client are more abundant, more complex, and more difficult
to mobilize. The school in the community, for example, is a
complicated agency with an immensely varied program, often
including adult-educational offerings. Churches are also rela-
tively complicated. Neither is likely to have a program which
is specially designed for meeting the needs of disturbed people.
Social-welfare agencies are usually easier to enlist for adjunctive
treatment. Industrial organizations, commercial organizations,
and some fraternal organizations have programs which may meet,
in part, the adjunctive needs of a client. A client who has been
employed in a large industrial organization may have available
to him the personnel and counseling services of that organization.
There may also be nursing and legal-aid services available. The
district nursing service or the county public-health nursing
service may be available to help the client or members of his
family who are incapacitated. There are likely to be arts and
crafts groups, including Little Theater, an organization which,
more frequently than most people realize, incidentally provides
adjunctive therapy for people having difficulty in enacting their
life role or sex role.

One should not overlook the fact that adjunctive therapy for
the client is often a matter of setting up the wholesome living
situation for his family that he is unable to provide himself.
Consider the use of the public playground. If the client’s thera-
pist helps make sure that the client’s children use the play-
ground, not only will the children be better taken care of, but
the client will be relieved to know that this part of his family
obligation is being discharged. Moreover, his children may be
less irritating to him if their own adjustment is more satisfactory.

A similar principle holds with respect to other members of
the client’s family. The more the clinician can do to help the
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client’s family understand how to deal with the client, the more
he can do to keep their morale at a high level, and the more he
can do to mobilize the family resources in general, the better
results he is likely to get in dealing with the client. This does
not mean that all therapy should be situational. It does not
mean that the therapist should necessarily do what some clients
seek to have him do — manipulate the family so that it will con-
form to the client’s demands. It simply means that therapy can
usually be more successful if it pushes forward on a broad front.

22. DESIGNATION OF THE RESPONSIBLE CLINICIAN'S ADVISORY
STAFF

Ordinarily a therapist can do a better job if he has an advisory
staff with whom he can discuss his work with a given case from
time to time. Therapists who have worked too long without
seeking professional collaboration on their cases are likely to
develop blind spots and questionable habits of work. Members
of the advisory staff should ordinarily be clinicians who are
responsible for some of the adjunctive therapeutic approaches
being used in the case. They are in a position to make inde-
pendent observations of the client.

An interdisciplinary advisory staff can sometimes, though not
always, be used to an advantage. All too frequently the inter-
disciplinary approach breaks down because it is not truly inter-
disciplinary, but rather a hierarchy of technicians with different
titles working in an identical disciplinary framework. The client
is not actually seen from the point of view of two or more
theoretical systems. Each technician makes his particular set
of categorical observations but the interpretations are all struc-
tured with the same bias. This is not an interdisciplinary ap-
proach.

In order to have a true interdisciplinary approach, one has
to start first with a basic philosophical orientation toward the
nature of truth. The epistemological position of all of the col-
laborators should be that knowledge is a matter of the con-
struction that one is able systematically and consistently to
place upon phenomena. They must agree that all contemporary
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construction systems have an ad interim status only, and that
the disciplines which collaborate have status as different disci-
plines primarily because they employ different construction
systems. This agreement need not be explicitly verbalized as
long as it is implicit in the attitudes of the participating staff
members.

The status of staff members as representatives of independent
disciplines does not rest upon a division of the phenomena which
each is permitted to observe. To make that kind of division is
to fall into the trap of preemptive and wholly primitive reason-
ing. If the interdisciplinary approach is to be seriously attempted,
it should be upon a basis of full appreciation of the fact that two
mutually inconsistent interpretations of a case may both be
“right” and, furthermore, that the future may prove both of
them to be “wrong”

Now a group of clinicians, each representing a different disci-
pline, may describe a case in an amazing variety of ways. What
then happens to the client? If one of the clinicians is labeled “the
boss” or the representative of the “senior profession” — for ex-
ample, the psychiatrist— the upshot is likely to be that there
is no true interdisciplinary consideration of the needs of the
client and that all decisions are made within the framework of
“the boss’s” favorite set of constructs. This is an authoritarian
way of reaching an action decision — and authoritarianism has
had a long and dismal history in man’s social organization. The
only trouble with this kind of approach is that the thinking which
stems from other premises is stifled when it is cut off from vali-
dating experience. This objection to authoritarianism is a fun-
damental one. It argues ultimately against authoritarianism in
any type of social organization, not merely in the organization of
a professional clinical team.

But again, what happens to the person whose problems are
waiting to be solved while the different disciplines are each try-
ing to escape the authoritarian control of the others? Again we
refer to our C-P-C Cycle — circumspection, preemption, con-
trol. As each disciplinary representative presents his construc-
tion of the case, the members of the team should seek to deal
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with the constructions propositionally. This means that the case
is seen not only multidimensionally but also multisystematically.
Each team member attempts to follow the separate constructions
presented by the others. This propositional thinking permits the
clinicians to deal with the case circumspectively.

Then comes the question of what to do — what action to take.
In large measure, this means accepting the version of the case
which seems best to order the facts, which seems most clearly
to indicate what the therapeutic alternatives are, and which
opens a plausible path to the most desirable outcome. This is
the preemption phase of the C-P-C Cycle. The ensuing decision
to take action is the final or control phase of the cycle. The team-
work, of course, breaks down if none of the clinicians is able to
follow the systematic presentations of the others. In that case
there is nothing for it but to resort to authoritarianism. Indeed,
wheresoever communication breaks down there is mnothing for
it but to resort to authoritarianism.

The principally responsible clinician should have an advisory
staff which is in contact with the case by means of the adjunc-
tive psychotherapeutic approaches, which is truly interdiscipli-
nary, and with whom he can communicate well enough so that
he will not have to resort to authoritarianism. It takes a lot of
professional man-hours out of the week but provision should be
made for regular, even though brief, consultation with the ad-
visory staff.

23. DETERMINATION OF THE AD INTERIM STATUS OF THE CLIENT

This involves a decision which can be revised later but which
is properly a part of the transitive diagnostic procedure, The
client should be protected and the decision should be on the
conservative side, as far as his alternatives are concerned, if it
is possible to determine what the conservative side is.

24. SETTING OF DATES OR CONDITIONS UNDER WHICH PROGRESS WILL
BE REVIEWED BY THE ADVISORY STA¥F

In an earlier chapter we pointed out that a therapist should

check his understanding of his client by continually testing his
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ability to predict what the client will do. The therapist who can-
not distinguish clearly between what his particular client will
do and what would be expected of other people in general may
well question his understanding of the case. This criterion of
the understanding of a therapist for his client is very much in
line with our systematic position in the psychology of personal
constructs. Again we are placing our emphasis upon generally
effective anticipation of events.

Our systematic position might also be expected to affect what
we would have to say about diagnosis. In fact, it does! Effective
diagnosis is a matter of making some reasonable predictions as
to what the client will do under different circumstances and then
proposing to create that set of circumstances which will lead to
the client’s doing what we think he generally ought to do. Like
all predictions, they should be made within a reasonable time
cycle. We should not have to wait until the millennium to find out
how far off we were. If we do, we shall not learn much! In
diagnosis, then, we should indicate what we think will happen,
how it can be made to happen, and when to check up to see
if it has happened or not. Transitive diagnosis is a matter of
a clinician’s “sticking his neck out.” Clinicians should be en-
couraged to stick their necks out in making predictions, although
they should show exemplary professional caution in deciding
what to do with the client.

The clinician can make two types of predictions. He can
say that he expects a given crisis to occur by a specific date and
that the case should then be reviewed. Or he can say that if
and when the client begins to show a given type of behavior it
will be time to review the case and perhaps change the diagnosis.
Both of these call for some preliminary estimate of the dates
or conditions under which progress reports will be reviewed by
the advisory staff. Setting up such mile posts is an important
feature of transitive diagnosis.



