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OVERVIEW

Despite the fact that many practitioners of varying theoretical stripes regard in-session
strong client feeling as an important lever for psychotherapeutic change, there has been almost no
research on how therapists can help bring about these strong feeling events in their sessions, or
how they can use them once they have occurred. Nowhere in the current literature are there
research-generated, unabridged, richly descriptive category systems designed to show
practitioners precise methods for promoting strong feeling in the session, and precise ways of
using it once it occurs. The present study aims to begin filling these conspicuous gaps in the
literature by addressing two research questions: (1) What therapist methods, employed under
what in-session client conditions, are judged as helpful in promoting strong client feeling? (2)
When strong feeling occurs in the session, how do therapists use it?

The research strategy will be an inductive, discovery-oriented approach, emphasizing
knowledge generation, rather than explicit hypothesis-testing. The data will consist of audiotaped
sessions of individual psychotherapy that contain multiple instances of strong feeling, and that are
conducted by distinguished therapists representative of a broad range of therapeutic approaches.

The potential value of the findings for psychotherapeutic practice is that they will offer a
richly detailed collection of procedural, technical knowledge that practitioners can readily add to
their therapeutic arsenals if they so wish. The findings may also enable theorizing about the
relationships between therapist methods, occurrences of strong feeling, and subsequent therapist
uses, and provide empirical data that future researchers may confirm and/or extend toward a more

scientifically-based technology of how to promote and use strong feeling in the session.
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CHAPTER1
THE THERAPEUTIC USES OF STRONG FEELING:

A REVIEW OF THE LITERATURE

Since Breuer and Freud's (1895/1955) volume, Studies on Hysteria, outlined their
"cathartic technique” for treating hysterical symptoms, many psychotherapeutic practitioners of
varying theoretical orientations have continued to embrace the notion that it is desirable (valuable,
important, useful) for patients to undergo strong feeling in the therapy session (e.g. Daldrup,
Beutler, Engle, & Greenberg, 1988; Driscoll, 1987; Farrelly & Brandsma, 1974; Greenberg &
Safran, 1987; Greenberg, Rice, & Elliott, 1993; Greenwald, 1987; Jackins, 1978; Lowen, 1975;
Mabhrer, 1996a; Malone, Whitaker, Warkentin, & Felder, 1961; McGuire, 1991; Nichols & Zax,
1977, Perls, 1969; Pierce, Nichols, & DuBrin, 1983; Reich, 1949; Shorr, 1972; Stampfl & Levis,
1967; Ventis, 1987). The bulk of this chapter will be devoted to reviewing the existing research
and clinical literature on the topic of Aow strong feeling has been viewed as therapeutically useful
across therapies. Then, at the end of this chapter, a specific research question will be chosen that
seems most appropriate given the state of the existing literature. Before proceeding further,
however, it seems important to provide a brief introduction to the term "strong feeling" and what

it means in psychotherapy.

What is “Strong Feeling”?

In order to introduce what “strong feeling” refers to psychotherapy, it seems appropriate

to begin by providing some general, historical context. Thus, what follows is a brief overview of



how emotion has been looked upon, defined, and studied over the course of modern history, and
then a more specific discussion of what “strong feeling” means in psychotherapy.

The study of emation: A historical sketch. Although documentation of the therapeutic
value of intense emotional experiences (or Katharsis) can be traced back to the writings of
Aristotle (384-322 B.C.) (Nichols & Efran, 1985), it is only during the last century that human
emotional experience has become widely regarded as a phenomenon worthy of concern to the
philosopher, and his offspring, the scientist (Knapp, 1963). Indeed, for most of the past 2000
years, higher education has been dominated by the dualistic notion that man is essentially a soul
mysteriously trapped in a material body. In this enduring intellectual climate, emotions were long
held in disrepute as part of the lower "material" realm -- as a part of man's animal inheritance, and
as alien from man's true, spiritual "self". With this dualism dominating philosophical thought, the
study of emotions was, by and large, left to mystics -- or as Brown (1959, p. 31) put it, "to the
poet, lunatic, and lover".

Within these mystical circles, the use of cathartic emotional experiences to promote
healing survived and flourished throughout the ages. Early Christian healing rites, and the
religious healings of magicians, sorcerers, and astrologers in ancient Egypt, Babylonia, Judea,
Chaldea, Arabia, Greece, and Rome were based largely on the purification value of cathartic
emotional experiences (Nichols & Efran, 1985; Nichols & Zax, 1977). In the book of Psalms,
Hebrew poets encouraged emotional expression, and warned that unrecognized feelings would
have their revenge. Back to primitive times, and throughout the centuries, and even still in the
present day, healing rites and rituals of medicine men -- such as magicians, priests, shamans,

witchdoctors, healers -- have endured, generally in the form of cathartic procedures designed to



purge offensive emotions and/or purify the soul (Nichols & Zax, 1977). Nevertheless, until this
present century, the predominating intellectual-philosophical dualistic climate continued to hold
emotions with contempt.

The Dutch philosopher Spinoza (1632-1677) was an exception to this dualistic tradition.
He was one of the first thinkers to deal systematically with emotional processes and to recognize
their immense power in determining human behaviour (Knapp, 1963). Spinoza contended that
body and mind were both interrelated parts of a single universe. He saw human mental processes
and emotional processes as both being natural phenomena subject to nature's general laws. In
putting forth this unified view, Spinoza was clearly a spiritual forefather of Darwin and Freud.

Darwin (1809-1882) carried this unified viewpoint further in postulating that emotional
phenomena evolved - as did man himself - from antecedents in his animal forbears. In addition,
Darwin attempted to explain and define emotional behaviour across species by principles such as
(a) associated manifestations of particular emotions -- e.g. bared teeth as a sign of anger; and (b)
antithesis -- e.g. fawning, based on submission and fear, as the opposite of aggression. Despite
Darwin's contributions, dualistic modes of thought persisted. Most study of emotional processes
tended to divide itself between two streams: one physiological, one psychological (Knapp, 1963).

With the turn of this century, the unified modern view finally began to take hold. In the
late 1800s, James and Lange independently seized upon physiologic reaction as the essential
ingredient in emotional experience. In Vienna, Breuer and Freud (1895) discovered a therapeutic
treatment based on the notion that physical symptoms could be cured by having the patient
retrieve hidden, repressed memories of early traumatic experiences, and express the concomitant

strong emotions-feelings. With Freud's discovery was born (or reborn) a notion that has since



endured in the psychotherapy literature: that strong feeling expression is an important factor in
positive psychotherapeutic change. And more generally, by the beginning of this century, with the
rise of the view that mental and physical phenemona were united and governed by the same
natural laws, emotional behaviour had become regarded as an important area of scientific inquiry
that was being pushed forward by early pioneers such as Wundt, Cannon, Pavlov, and others.

What is strong feeling in psychotherapy? The phrase "strong feeling” likely conjurs up
images of a patient sobbing very hard, laughing heartily, or yelling angrily. However, defining
what "strong feeling" actually refers to in psychotherapy is no easy task because, in the
psychotherapy literature, there seems to be no well-established, systematic, generally-accepted
definition of what "strong feeling" is. In other words, although many writers in the clinical and
research literature use terms like "strong feeling” or "catharsis" as if they refer to clear and
obvious phenomena, there does not seem to exist any hard, tight definition of what strong feeling
really means in psychotherapy (cf. Nichols & Zax, 1977). Indeed, various theorists who talk
about strong feeling and its therapeutic value seem often to be referring to different sorts of
feelings. From author to author, descriptions of strong feeling seem to variously refer to different
sorts of events -- such as fear, anger, sadness, sorrow, grief, crying, joy, laughter, orgasm,
trembling, hope, relief, or other emotions -- and yet nowhere in the psychotherapy literature does
there seem to be a systematic, agreed upon definition of what “strong feeling” is.

Further complications arise because "strong feeling events" (or similar events) in
psychotherapy have gone by a variety of names over the years such as abreaction (Breuer &
Freud, 1895), affect (Breuer & Freud, 1895), catharsis (Bohart, 1980; Breuer & Freud, 1895;

Guinagh, 1987; McGuire, 1991; Nichols & Efran, 1985; Nichols & Zax, 1977; Pierce et al, 1983),



discharge (Jackins, 1978), explosion (Perls, 1970), primal scream (Janov, 1970), historical
emotions (Casriel, 1972), emotional expression (Fagan, 1976; Pierce et al, 1983), emotional re-
living (Volkan, 1981), venting (Lowen, 1975), damage repair processes (Jackins, 1978), and
many more.

Outside the realm of psychotherapy, a number of theoﬁs’és and researchers have devoted
energy to describing and defining emotions, including the strength-intensity of emotions. These
writers — who include Wilhelm Wundt, phylogenetically-centered researchers such as Plutchik,
Frijda, Osgood, Nowilis, Izard, Russell, Tomkins, and others such as Lazarus, Davitz, and Watson
and Tellegen -- have been chiefly concerned with the larger issue of how to categorize and
describe different emotions (cf. Ekman, Friesen, & Ellsworth, 1982; Izard, 1991; Lazarus, 1991;
Ortony, Clore, & Collins, 1980; Ruckmick, 1936). A common research approach has been to
utilize observers' ratings of posed still photographs of human facial expressions which are then
factor analyzed to yield empirically-generated categorization schemes or models of emotion.
Strength of feeling becomes related to this venture because one dimension that has commonly
emerged from the factor analyses conducted by these researchers is one that has been variously
referred to as degree of excitement or arousal, emotional intensity-control, and activation (cf.
Ekman, Friesen, & Ellsworth, 1982; Izard, 1991; Lazarus, 1991; Ruckmick, 1936). These studies,
despite bearing on the topic of strength of feeling in general, are far removed from and provide no
definition of what "strong feeling" actually means in psychotherapy.

Focusing once again inside the psychotherapy literature, there are a number of existing
scales that assess feeling-related variables such as voice quality (Rice, Koke, Greenberg, &

Wagstaft, 1979), depth of self-exploration (Kiesler, 1973, Truax & Carkhuff, 1967), experiencing



(Klein, Mathieu, Gendlin, & Kiesler, 1969; Klein, Mathieu-Coughlan, & Kiesler, 1986),
expressiveness (Wexler, 1975), and self-reported affect (Zuckerman & Lubin, 1965). However,
the only scale that seems to specifically relate to strong feeling is a measure developed by Mahrer
and his colleagues (Mahrer, Stalikas, Boissoneault, Trainor, and Pilloud, 1990), which defines
strong feeling along four dimensions: (a) degree of loudness and volume; (b) degree of
spontaneity; (c) degree of fullness and saturation; and (d) degree of strength and breadth of bodily
sensations. According to this scale, strong feeling means that one or more of these dimensions is
present to a relatively high degree. Not all four qualities need be present. So, for example,
loudness might be high and booming as a client angrily screams. Alternatively, noise level might
be low as a client sobs quietly, with saturated and full feeling. This definition appears to have
been the only attempt to systematically describe strong feeling in therapy. Its focus, clearly, is on
expressed (manifest, outwardly shown) strong feeling as opposed to non-manifest (inner, hidden)
strong feeling. The measure is not psychometrically-validated, nor is it well-established.
Nevertheless, as a way of beginning to describe what strong feeling in therapy is, it seems to
provide a useful answer.

The definition of strong feeling, as it will be operationalized in this study, is provided in
Appendix F. Let us now move on to a review of the literature on the topic of the therapeutic uses

(value, desirability) of strong feeling.

What are the Therapeutic Uses of Strong Feeling?
The following literature review will contain three parts. The first part will review the

existing outcome research that relates to the question of the therapeutic use (value, desirability) of



strong feeling. The second part will review the existing psychotherapy process research that
bears on the question of how strong feeling is therapeutically useful (valuable, desirable) in the
therapy session. The third part will consist of an extensive review of the clinical-theoretical
literature, in which I will describe and organize the different ways that various clinical writers
have regarded strong feeling as an important part of the process of psychotherapeutic change.

As a preliminary footnote, it should be mentioned that the scope of the following literature
review will be limited to writings and studies related to individual adult psychotherapy, as this

area accounts for the bulk of theoretical writings and research on strong feeling.

Outcome Research
Most past research related to the therapeutic use (value, desirability) of strong feeling has
consisted of outcome studies. Typically, these investigations have included some way of
measuring client strong feeling during therapy, pre- and post-treatment assessments of the client's
level of psychological well-being -- and conclusions aimed at linking the two. As will be seen
below, outcome research has been generally supportive of a link between strong feeling during

therapy, and post-therapy client improvement.

(a) Qutcome Studies Directly Measuring In-Session Strong Feeling Suggest That It [s Positively

Linked to Client Improvement

One of the few noteworthy attempts to directly explore the link between strong feeling
and therapeutic outcome was a series of three studies conducted by a group of researchers in

Rochester (Nichols, 1974; Nichols & Bierenbaum, 1978; Pierce, Nichols, & DuBrin, 1983).



These studies were unusual in that, through ratings of audiotapes, the precise duration of strong
feeling was directly measured for each client in each session. In the first study (Nichols, 1974), an
attempt was made to compare the effectiveness of "emotive” therapy (re-evaluation counselling)
against "non-emotive" psychoanalytic therapy. Results provided some positive support for the
value of "emotive" therapy in general, and strong feeling discharge in particular. The second and
third investigations (Nichols & Bierenbaum, 1978; Pierce, Nichols, & DuBrin, 1983) then
evaluated the differential effectiveness of emotive therapy for different types of clients.
Interestingly, most clients -- regardless of whether their problem was labelled as neurosis,
transient situational reaction, personality disorder, or even psychosis -- were found to show
significant improvement on a wide variety of outcome measures. So, taken together, this trio of
investigations provided some supportive evidence of the therapeutic use (value, desirability) of
strong feeling for a wide variety of client problems-conditions.

More supportive evidence comes from Nixon (1982, cited in Greenberg & Safran, 1987),
who studied sessions of primal therapy using the "emotional voice” category of the client vocal
quality scale (Rice, Koke, Greenberg, & Wagstaff, 1979). The "emotional voice" category is a
measure of "emotional overflow", tapping how disrupted or distorted the client's speech pattern
is. Amount of "emotional voice" was positively correlated with client improvement.

Further friendly data come from studies attempting to assess the effectiveness of implosive
therapy, an approach emphasizing strong client feeling in the session (Borkovec & Sides, 1979;
Kozak, Foa, & Steketee, 1988; Lang, 1977; Orenstein & Carr, 1975). These investigations found
that the client's undergoing of heightened levels of anxiety in the session (measured

physiologically) predicted positive outcome -- which was defined as a decrease in fear during a



subsequent behaviour avoidance test.

In addition, supportive evidence comes from Hoehn-Saric and his colleagues (Hoehn-
Saric, Frank, & Gurland, 1968; Hoehn-Saric, Liberman, Imber, Stone, Pande, & Frank, 1972;
Hoehn-Saric, Liberman, Imber, Stone, Frank, & Ribich, 1974), who investigated the link between
chemically-induced emotional arousal and attitude change. In each of these studies, it was found
that heightened emotional arousal (brought on by giving the clients ether or adrenalin) was linked
to heightened suggestibility and attitude change. Using sophisticated research designs involving
multiple control groups, the experimenters demonstrated that aroused clients underwent more
change than control group clients in attitudes targetted for change by the therapist.

In a vast line of studies stemming from a client-centered perspective (e.g. Fischer &
Apostal, 1975, Frank, 1973, Gendlin, Beebe, Cassens, Klein, & Oberlander, 1968; Gendlin,
Jenney & Schlien, 1960; Jackson, 1984, Kiesler, 1971; Kiesler, Mathieu, & Klein, 1967; Melnick,
1972; Rogers, Gendlin, Kiesler, & Truax, 1967; Starkweather, 1961; Tomlinson, 1967,
Tomlinson & Hart, 1962; Tomlinson & Stoler, 1967), it has been well-established that higher
levels of in-session experiencing -- as measured by the Experiencing Scale (Klein, Mathieu,
Gendlin, & Kiesler, 1969; Klein, Mathieu-Coughlan, & Kiesler, 1986) -- are correlated with
positive outcome. However, a high level of experiencing, which is characterized by the client
having a "synthesis of readily accessible feelings and experiences to resolve personally significant
issues” (Klein et al, 1969; cf. Rice & Greenberg, 1991), is not easily comparable with strong
feeling. As Greenberg and Safran (1987) state: "Affective reactions of great intensity, such as 'I
hate you', would receive low ratings on the Experiencing Scale if they were focused outward and

involved no form of internal exploration” (p. 75). Therefore, these findings are only tangentially
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related to the question of the therapeutic desirability of strong feeling.
In summary, outcome studies that directly measure in-session strong feeling and relate it

to therapeutic improvement offer some general support for the therapeutic use (value, desirability)

of strong feeling.

(b) Outcome Studies Indirectly Measuring Strong Feeling Suggest That It Is Linked to Client

Improvement

Other outcome studies have relied on more indirect means of measuring strong feeling,

and they also provide generally supportive evidence. For example, Orlinsky and Howard (1967,
1975) relied on immediate post-session retrospective ratings by therapists and clients. They found
that successful outcome was characterized by therapy sessions being rated as intense affective
experiences, and each session being focused on one dominant mood or affect.

A fair amount of supportive data also come from research devoted to demonstrating the
therapeutic value of various "emotive" therapies. For example, studies of primal therapy (Karle,
Corriere, & Hart, 1973) and feeling therapy (Karle, Woldenberg, & Hart, 1976; Woldenberg,
Karle, Gold, Corriere, Hart, & Hopper, 1976) suggest that clients show reduced tension levels --
measured physiologically through readings of EEG, blood pressure, pulse rate, and rectal body
temperature -- after therapy sessions. However, these reduced tension levels do not tend to be
maintained at follow-up. Furthermore, studies assessing the effectiveness of implosive therapy
(Borkovec & Sides, 1979; Crowe, Marks, Agras, & Leitenberg, 1972; Hekmat, 1973; Hogan &
Kirchner, 1967; Lang, 1977; Levis & Carrera, 1967; Mealiea & Nawas, 1971; Mylar & Clement,

1972), and flooding (Boulougouris & Bassiakos, 1973; Boulougouris, Marks, & Marset, 1971;
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Calif & MacLean, 1970; DeMoor, 1970; Girodo, 1974; Rachman, 1966a, 1966b) provide
evidence that the client's undergoing of anxiety and fear in the session can be beneficial in treating

anxiety disorders such as phobias.

Summary of Qutcome Research

Existing outcome studies are generally supportive of the therapeutic usefulness (value,
desirability) of strong feeling for a wide band of client problems-conditions. Outcome studies
directly measuring in-session strong feeling generally find it to be positively linked to later client
improvement. Outcome studies indirectly measuring in-session strong feeling, most notably those

assessing the effectiveness of particular "emotive" approaches, generally find the same.

Psychotherapy Process Research on the
In-Session Therapeutic Uses of Strong Feeling

Although outcome research findings give the general impression that strong feeling may be
therapeutically desirable, they do not give us any answers to the more precise question of how.
Process studies have begun to provide some answers to this how question by identifying particular
kinds of valued in-session client events (shifts, changes) that tend to follow (or be promoted by)
the prior in-session occurrence of strong feeling.

Specifically, process studies suggest that in-session strong feeling may facilitate the
subsequent occurrence of in-session client events such as: acceptance (welcoming) of an aspect
of self that had previously been regarded as problematic (Greenberg, 1984a; Greenberg &

Clarke, 1979; Greenberg & Dompierre, 1981; Greenberg & Rice, 1981; Mahrer, White, Howard,
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Gagnon, & MacPhee, 1992); attainment of an overall state of heightened well-being (Mahrer et
al, 1992); attainment of a sense of physical relief (Labott, Elliott, & Eason, 1992); the sustaining
and maintaining of the strong feeling (Labott, Elliott, & Eason, 1992; Mahrer, Markow,
Gervaize, & Boulet, 1987); attainment of increased insight and self-understanding (Labott,
Elliott, & Eason, 1992; Mahrer, Nadler, Gervaize, & Markow, 1986); manifest presence of a
qualitatively new personality process-state (Mahrer Lawson, Stalikas, & Schachter, 1990;
Mabhrer et al, 1992a); and commitment to undertake new ways of being-behaving in the imminent
extratherapy world (Mahrer et al, 1986b, 1990a).

These studies begin to open up some answers to the important question of how therapists
may use strong feeling in the session. But there is still very little research data on this, and what
little data there is is scattered across the few, isolated studies mentioned above. What remains
conspicuously absent from the literature is an integrated, research-based, practitioner-relevant
category system which shows therapists, in rich detail, how they can use occurrences of strong

feeling in the session.

Clinical-Theoretical Review
My objective in this section is to review and organize the existing clinical-theoretical
literature on therapeutic uses of strong feeling. This is a difficult task because -- as was true of
the research literature -- the clinical literature also seems to offer no taxonomy of the therapeutic
uses of strong feeling.
Greenberg and his colleagues perhaps have come closest to providing one. Over the past

decade, they have forwarded four theory-based taxonomies of the therapeutic uses of emotion-



13

Jeeling-affect. A first scheme (Greenberg & Safran, 1987), based on a review of the
psychotherapy literature on emotion-feeling-affect, included four uses: (1) discharge; (2)
emotional insight;, (3) facilitating adaptive emotions; and (4) exposure and habituation. In the
same volume (Greenberg & Safran, 1987), the authors also further differentiated these above
categories to better capture the actual processes that the client is undergoing in the session, and
came up with a second taxonomy including six categories: (1) the acknowledging of primary
affective responses; (2) the creation of meaning through synthesis; (3) the arousal of affective
responses; (4) taking responsibility for affective experience; (5) modifying dysfunctional affective
responses;, and (6) emotional expression in the therapeutic relationship. In a subsequent edited
volume, they (Safran & Greenberg, 1991b) synthesized the contributors' diverse views on the
issue of how emotion is implicated in therapeutic change into a seven-fold categorization scheme
of affective change processes: (1) emotional restructuring; (2) catharsis (a) experiencing
compassion for self, (b) completing interrupted emotion/action sequences, (c) releasing inhibiting
muscular tension, (d) schematic restructuring; (3) experiential symbolization; (4) facilitating
cognitive reorganization, (S) motivating adaptive behaviour, (6) corrective emotional
experience; and (7) affect attunement. Recently, a fourth taxonomy was offered by Greenberg,
Rice, & Elliott (1993). This scheme is particular to their process-experiential therapy approach,
and delineates four different uses of client emotion in the process of change: (1)
attending/awareness, (2) experiential search; (3) active expression; and (4) interpersonal contact
(with the therapist).

Given the absence of any accepted theory-based taxonomy that is specifically on the topic

of the therapeutic uses of strong feeling in therapy, it is difficult to decide how to organize the
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vast amount of clinical writing on the subject. I could choose one of the taxonomies from
Greenberg and his co-workers. But then I would be faced with the problem of deciding which of
these taxonomies to choose, and also the problem that none of these taxonomies are specifically
on the topic of uses of strong feeling. Based on these considerations, it seems more attractive
instead to look naively at the clinical literature on therapeutic uses of strong feeling, and do my
best to organize it into meaningful categories.

It should be clear at the outset that the aim here is not to come up with a competing
category system to those forwarded by Greenberg and his colleagues. The aim is also not to
come up with careful hypotheses that can be tested later. The aim is simply to organize the
clinical literature in a meaningful way so that it can subsequently be compared with a research-
based, richly unabridged, and practitioner-relevant category system of the different therapeutic
uses of strong feeling -- the generation of which will be a major objective of the present
investigation, as will later be explained.

After inspecting the vast amount of clinical writing on uses of strong feeling, it becomes
apparent that it could be organized in a variety of ways. It could be organized in terms of wses
across particular therapeutic approaches (e.g. psychoanalytic, behavioural, experiential); uses for
different kinds of patients (problem-conditions); or in terms of uses of different kinds of strong
Jeeling (e.g. laughter vs. anger vs. sadness). It could also be organized in terms of the general
therapeutic in-session client consequences (sequelae, outcomes, shifts) that tend to "naturally”
and "automatically” follow the prior occurrence of strong feeling; or in terms of what the therapist
actively fries to do with the strong feeling, once it has occurred, to facilitate the valued

consequence that is intended to come next.
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In line with these latter two options, I have chosen to focus on the various in-session client
consequences (shifts, changes, outcomes) that different clinical theorists seem to value, and that
strong feeling has been regarded as helpful in promoting. Many theorists' descriptions of how
they use strong feeling are stated more implicitly than explicitly; and in such cases, I have
attempted to describe their views as accurately as possible. The result is a framework consisting
of five uses of strong feeling (including additional subcategories), and a sixth category which
accounts for the views of clinical writers who regard strong feeling as not therapeutically useful,
and to be avoided. These categories are somewhat overlapping and at varying levels of
abstraction, but this organization is my best attempt to make sense of the literature in its current

state.

(a) Strong Feeling is Helpful in Promoting the Reduction of Bad Feeling (Release of Inhibited

Mouscular Tension, Reduction of Symptomatology)

One group of theorists are united in their view that strong feeling is helpful in promoting
the dissipation of bad feelings, reduction of symptomatology, or reduction of inhibited muscular

tension. Discussed below are three subgroups.

(1) Strong feeling facilitates the retrieval of previously banished memories, and thereby

promotes the reduction of bad feeling (Breuer & Freud). In their pioneering book, Studies on
Hysteria, Breuer and Freud (1955/1895) hypothesized that "hysterical" symptoms such as muscle
contractures, seizures, and lack of feeling in various parts of the body were disguised
representations of intensely distressing childhood events which had been banished from memory.

They observed that the alleviation of symptomatology tended to occur when these traumatic



16

memories were rediscovered, put into words, and the attached affect discharged:
....we found, to our great surprise at first, that each individual
hysterical symptom immediately and permanently disappeared
when we had succeeded in bringing clearly to light the memory
of the event by which it was provoked and in arousing its

accompanying affect, and when the patient had described that event
in the greatest possible detail and had put the affect into words (p. 6).

In this process of "abreaction”, recollection of traumatic incidents tended to be useful only
when accompanied by a revival of the strong affect originally attached to it: "Recollection
without affect almost invariably produces no result" (p. 6). Once the memory was uncovered, and
the affect discharged, the symptoms tended to go away.

(ii) Strong feeling facilitates the purgation of previously pent-up emotions, and thereby

promotes the reduction of bad feeling (Reich, Lowen, Volkan, Janov, Jackins). The idea that the
expression of strong feeling leads to a purging of built-up emotions and the subsequent reduction
of a bad-feeling state can be traced back to ancient times. For instance, Aristotle viewed theatre
as therapeutic because it aroused in theatre-goers feelings of pity and fear, the expression of
which accomplished a catharsis and subsequent state of relief, clarity, and peacefulness (Nichols &
Efran, 1985). Throughout history, this "purgation” view of strong feeling expression has
remained at the root of various therapeutic techniques and healing rituals such as Mesmerism and
hypnotherapy; drug-facilitated catharsis designed to overcome traumatic neuroses of war; rituals
of mourning; and religious revivals (cf. Nichols & Efran, 1985).

In the field of psychotherapy, the foremost pioneer of this purgation tradition was Wilhelm
Reich. His orgone therapy (Reich, 1949, 1960) was based on the view that somatic

symptomatology, tension, and anxiety all arose from blocked emotion. He viewed patients as
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constricted and distorted -- both physically and experientially -- by "characterological armor":
"The individual is ‘characterologically armored' against the outer world and against his
unconscious drives” (Reich, 1960, p. 67). Reich believed that intense discharge of feeling was
required to weaken and break through these defences, and restore pure, undistorted, genuine
expression (or "plasma pulsation”, as he called it).

A number of therapies followed in Reich's wake. Alexander Lowen's (1975)
bioenergetics, for example, emphasizes the intense expression of rage, sadness, fear, and other
emotions in order to help soften and overcome the chronic muscular tension and body rigidities
that limit and constrict the person: "...it is our consistent policy to open up and vent these
feelings, for their release makes available the energy necessary to the process of change" (Lowen,
1975, p. 121).

Vamik Volkan's (1972, 1981) re-grief therapy also follows along these lines. It was
designed for bereaved patients who are stuck in a state of "pathological mourning”, unable to
complete the natural mourning process. Psychological symptomatology, tension, anxiety, and so
on, all are presumed to arise from this blocked mourning. The empbhasis is on the client's intense
expression of blocked emotions in relation to the dead person: "Such abreactions reflect a
recurrence of the initial reaction to death and a (re-)commencement of the work of mourning"
(Volkan, 1981, p. 208; cf. Volkan, Ciffuffo, & Sarway, 1976). As the mourning process becomes
unblocked, the client becomes increasingly able to discharge the feelings of anger, guilt, sadness,
and so on, that were being held inside before. As a consequence, the tension, the anxiety, and the
bad feeling become reduced: "[Clients] feel free, even excited, with the lifting of their burden, and

begin to look for new objects for their love" (Volkan, 1981, p. 210). Clients become able to
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finally "let" the dead person "die", and move forward with their own lives.

Primal therapy (Janov, 1970; Janov & Holden, 1975; Rose, 1976), which is also faithful
to this "purgation" tradition, is based on the assumption that the repressed pain of the original
birth traumas becomes channelled into psychological symptoms. Janov postulates "a primal pool
of pain" that needs to be drained (Janov, 1970). Cure comes through "going back" and intensely
re-experiencing the original trauma.

Harvey Jackins' (1978) re-evaluation counselling views psychological problems as being
rooted predominantly in our society’s tendency to block (suppress) emotional expression, from

infancy to adulthood:

....this suppression of discharge is the basic reason why our

entire population is so troubled, so unable to live up to their

potentials.

One can observe very small children trying repeatedly to

let go of their feelings and being repeatedly made to choke

them back. As they grow older, they appear to shut off their

own discharge as the shame and embarrassment conditioning

takes over (Jackins, 1978, p. 86).
Failure to discharge the emotion linked to distressful experiences is seen to progressively limit our
capacity to live life with zest and joy. Our behaviour patterns become increasingly chronic,
constricted, and filled with "deadness”. Therapy (or co-counselling), therefore, focuses on the
discharge of intense emotion. Once the client has allowed the pent-up emotion to be discharged,
distress gives way to a resurgence of obvious happiness, great enthusiasm and alertness,

awareness and outgoingness and activity (Jackins, 1978).

In all these therapies, then, the uniting glue is a belief that symptomatogy, anxiety, tension,
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and bad feeling all arise from pent-up, blocked-off emotion, and that the best way to help alleviate
these bad feelings is to mobilize the client's intense expression of affect in the therapy session.
This perspective has been referred to as the "container model” of catharsis (Guinagh, 1987).
Clients are viewed as "emotionally constipated”. Strong feeling is their laxative.

(iii) Strong feeling facilitates vivid experiential contact with the feared object or situation,

and thereby promotes the reduction of bad feeling (Stampfl; Rachman). In implosive therapy

(Hogan & Kirchner, 1967; Stampfl, 1976; Stampfl & Levis, 1967, 1968), the key assumptions are
that (a) clients’ bad feelings -- specifically fears, phobias, anxieties -- are initially acquired from
childhood traumatic experiences in which they experienced intense anxiety; (b) through a process
of classical conditioning, they paired the anxiety response with a (previously neutral) phobic
object related to the bad, traumatic feelings; (c) they subsequently avoided the phobic object
because this avoidance kept the anxiety at bay; and (d) the only way for clients to unlearn the fear
reaction is to be subjected to conditions similar to those that caused the initial trauma (Hogan &
Kirchner, 1967). Consequently, the primary aim of implosive therapy is to "recreate the original
trauma - or at least the presumed trauma" (Rachman, 1969, p. 296). The idea is that if, in the
therapy session, the client undergoes extreme anxiety in the context of the recreated traumatic
stimulus -- and there is an absence of the real occurrence of the feared consequence -- then what

will follow is a reduction in anxiety and bad feeling (Rachman, 1969).

(b) Strong Feeling is Useful in Promoting Insight-Understanding (Co

Emotional Restructuring, Schematic Restructuring)

Lots of writers of differing theoretical stripes are united by their emphasis on the client
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achieving a change in perspective, a restructuring of their experience, a modified and broadened
insight-understanding into present and past behaviour (cf. Safran & Greenberg, 1991b). Although
their languages are often different, the sentiment amongst the writers in this group seems pretty

much the same. Four variations on this theme are presented below.

(i) Strong feeling facilitates and signals the emergence of important, previously blocked-
off material, and thereby promotes insight-understanding (later Freud; other psychoanalysts). By

1912, when The Dynamics of Transference (Freud, 1912/1959) was published, Freud had

abandoned his traumatic childhood event theory of neurosis because he had found that the
patient's remembering of traumatic early events did not produce lasting personality change
(Nichols & Efran, 1985). In its place, he developed the conflict theory, which postulated that
therapeutic change required that repressed, disowned feelings and impulses be recognized,
understood, and integrated into the patient's personality. Freud's focus was now on helping
patients to reappraise past childhood events and wishes, using their present mature judgement,
toward the attainment of greater insight-understanding.

With this shift in focus, the patient's undergoing of strong emotion -- often taking the form
of "transference" feelings directed toward the therapist - was now valued as an effective way for
the patient's buried feelings to become manifest so that the therapist could gain more direct access
to them for the purposes of analysis (cf. Nichols & Efran, 1985; Silberschatz & Sampson, 1991).
Strong feelings were a good indication that important material was coming to the surface. The
emergence of this material was desirable because it provided the therapist with the "data” needed
to understand and interpret the patient's behaviour, and thereby to help the patient achieve greater

understanding.
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Many later psychoanalytic theorists also followed in this general vein. Strachey (1934)
suggested that emotional expression was a signal that a therapist's interpretation had hit the target.
Other analysts used patient's outbursts of strong feeling as ammunition for convincing their
patients that powerful, repressed, unconscious impulses really did exist inside them (cf. Bibring,
1954; Fenichel, 1945; Greenson, 1967). Psychoanalysts also considered strong feeling to be a
valuable tool since the patient's attainment of insight in the session would be more change-
producing and therapeutic if it occurred along with strong feeling (Nichols & Efran, 1985;

Sheiner, 1966).

(i) Strong feeling facilitates the vivid re-experiencing (re-living) of problematic earlier life

incidents, and thereby promotes insight-understanding (Pierce, Nichols, DuBrin, Efran; Hart,
Corriere, & Binder; Sacks; Shorr; Rice, Greenberg, Safran, Daldrup, Engle, Beutler; Guidano).

Therapists belonging to this group also see strong feeling as a useful precursor to insight-
understanding. However, their emphasis was less on retrieving buried material, and more on the
intense re-living of past incidents with strong feeling en route to insight-understanding. As Shorr
(1972) explains: “I attempt to bring [past problematic incidents] into the present to be dealt with
at this time. But the traumatic incidents have to be refelt as if they were in the past, so that the
understanding ... can be clarified” (p. 51).

This use of strong feeling can be explained in terms of a 3-step sequence in which (a) a
past scene (situation) is identified in which the client experienced bad feelings; (b) the scene is "re-
lived" (re-felt, re-experienced) intensely in the session; and (c) increased insight-understanding
occurs. Therapists may identify the problem scene by being alert to times in the session when the

client mentions a particular situation when he/she felt bad, upset, or troubled (Rice & Saperia,
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1984), or else by identifying an "internal conflict" in the client and asking him/her to recall a past
incident that is related to it (Shorr, 1972). Alternatively, the client may identify memories of so-
called "unfinished" incidents in which an emotion (signifying a need) rose up in him/her, but the
natural push for completion was somehow blocked or interrupted (Daldrup et al, 1988; Engle,
Beutler, & Daldrup, 1991; Greenberg, Rice, & Elliott, 1993; Nichols & Efran, 1985; Pierce et al,
1983). Once the problem scene has been identified, the second step is for the client to intensely
"revisit" it in the session. In therapy -- unlike in the past, traumatic situation -- the patient is
allowed to express strong feeling without being punished or censured. The therapist encourages
and allows the patient to fully express the feelings that arise in relation to the problem scene
(Hart, Corriere, & Binder, 1975; Karle et al, 1976; Shorr, 1972). Vividly and intensely reliving
the unfinished incident in the session unblocks and completes the natural flow of emotional
expression that did not occur in the original scene (Daldrup et al, 1988; Nichols & Efran, 1985).
What naturally follows from this process is increased insight-understanding: "the schematic
emotional memories involved in the experience are restructured in consciousness and perceived
with new meaning" (Daldrup et al, 1988, p. 83; cf. Rice & Saperia, 1984; Shorr, 1972). The
past's hold on the client is loosened: "....without facing the reality of events from the past, one
cannot let go of them; without becoming more feelingful, one cannot take hold of life in the
present" (Pierce et al, 1983, pp. 6-7). The client now has more understanding of his/her
previously incomprehensible reactions and bad feelings in the problem scene.

(i) Strong feeling promotes vivid experiential contact with the feared object or situation,

and thereby promotes schematic restructuring (Foa & Kozak). Foa and Kozak's (1991)

cognitive-emotional approach to anxiety disorders is very similar to implosive therapy, except
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that its principal aim seems to be to promote insight-understanding in the client (rather than the
reduction of bad feeling per se). Foa and Kozak embrace the view that fear is represented as a
propositional network in memory, which serves as a program for fear behaviour. Anxiety
disorders (pathological fears) are characterized by erroneous elements and/or associations
between elements. Psychotherapeutic change, then, involves a schematic change in the
pathological network.

In the psychotherapy session, there are five identifiable steps in the change process, and
strong feeling places a crucial role. (1) In the first step, the therapist assesses the meaning that the
patient ascribes to the feared situation (i.e. the patient's "fear structure") by asking about (a) ideas
and situations that provoke fear; (b) the ritualistic behaviours the patient engages in to avoid fear;
(c) perceptions about what harm will ensue if he/she does not perform these avoidance behaviours
and rituals. (2) In the second step, the therapist exposes the patient to fear cues, either by fear-
relevant imagery or in vivo exposure or both, thus evoking intense anxiety and fear. (3) The
therapist blocks the patient from "escaping" from the anxiety and fear by preventing him/her from
engaging in the ritualistic behaviours or compulsions usually relied on to reduce anxiety. (4)
Gradually, during in-session exposure and confrontation with feared objects or situations, the
patient's anxiety decreases. (5) Change in the fear structure is promoted. The decrease in anxiety,
in the continuing presence of the feared object or situation, is incompatible with the old,
pathological fear structure. The fear structure (emotional memory structure) is modified through
the incorporation of this new corrective information.

In summary, the patient is exposed in the session to situations or objects that he/she

intensely fears. The fear is intensely experienced. When the disastrous, feared consequences do
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not ultimately occur, anxiety decreases. Cognitive re-organization results because of this new
"corrective" information.

(iv) Strong feeling is useful for promoting a cognitive shift in which the client sees painful
life situations in a lighter, more humorous way (Greenwald, Farrelly, Pierce, Driscoll, Killinger,
Ventis). In this variation, the valued cognitive shift is one in which the patient moves from seeing
everything in a grim manner to seeing things more lightly and humorously: "From the cognitive
point of view, one stops thinking about everything in this world as a catastrophe and begins to see
the humor in life's events by looking at the world as the divine comedy that it really is"
(Greenwald, 1987, p. 53). "We maintain that we can convey the humorous aspects of even
painful life situations for clients, thereby challenging them to a new, broader perspective...A
spoonful of sugar really does help the medicine go down" (Farrelly & Lynch, 1987, p. 87).
"Laughter can go a long way towards easing the anguish" (Driscoll, 1987). The client is
stimulated by an experience of novelty, surprise, and fresh objectivity, and his/her frame of
reference is broadened (Driscoll, 1987; Killinger, 1987; Pierce et al, 1983; Ventis, 1987). In
attempting to use strong feeling in this way, the therapist enters the session determined to find
something humorous either in the therapist-patient interaction or in the patient's life situations and
experience (Farrelly & Lynch, 1987; Greenwald, 1975, 1987). The therapist is also highly willing
to use self-directed humor, which serves to lessen the power gap between therapist and patient,
guard against the danger of the patient feeling put down, and thus strengthen the therapeutic
alliance (Farrelly & Brandsma, 1974; Greenwald, 1987). The chief aim is to help clients begin to

see the world and their problems from a lighter, more humorous, broadened perspective.
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(c) Strong Feeling is Useful for Promoting Heightened Experiential Awareness
(i) Strong feeling promotes heightened awareness of self (Perls; Polster; Enright; Fagan;

Greenberg; other Gestalt therapists). Fritz Perls saw people's attempts to control and avoid their
emotional experiencing as a cause of psychological dysfunction. Lack of awareness of emotional
experiencing was seen as blocking feelings from running their natural course, leading to
dysfunction and confusion. "The awareness of, and the ability to endure unwanted emotions are
the conditions, the sine qua non, for a successful cure (Perls, 1969, p. 179).

Accordingly, the bedrock of the Gestalt approach is to help the patient attain a heightened
awareness of what is going on bodily, behaviourally, and emotionally from moment to moment in
the session: "The theoretical and therapeutic core of Gestalt therapy is awareness" (Enright,

1975, p. 25; cf. Denes-Radomisli, 1976). The patient is given the difficult task of staying with
whatever is there right now in the here-and-now moment of the therapy session, as he/she attends
to present experiencing (Harman, 1981; Levitsky & Perls, 1970; Naranjo, 1980; Perls, 1973,
1975a, 1975b; Polster & Polster, 1973; Shepherd, 1976; Yontef & Simkin, 1989; Zinker, 1977).

In the Gestalt approach, strong feeling is valued primarily in the spirit of heightening the
client's awareness, rather than in the spirit of modifying meaning structures, or achieving
purgation. Unlike Reich, Lowen, and other proponents of the purgation view, Perls did not view
the patient's emotions as "disturbers of the peace" that needed to be excreted. On the contrary, he
viewed emotions as part of our natural expression, as part of our relating to the world. His
primary aim was to undo the avoidance-interruptive process and to help patients become aware of
and responsive to the actions toward which their emotions direct them (Greenberg & Safran,

1987, Perls, 1947, 1969; Perls, Hefferline, & Goodman, 1951; Smith, 1976). The postulated use
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of strong feeling in Gestalt therapy, then, is that it helps promote the client's heightened awareness
of self -- meaning what his/her sensations, needs, tendencies are as they are occurring right now in

the therapy session.

(ii) Strong feeling promotes heightened experiential awareness through the symbolization

and carrying forward of'a bodily felt sense (McGuire; Friedman; Safran, Greenberg). McGuire's

(1991) experiential focusing approach is a variation on Gendlin's focusing that emphasizes
"catharsis as a change factor and almost as a goal of focusing”" (McGuire, 1991, p. 227; cf.
Friedman, 1982). In McGuire's approach, the welling up of emotion in the client signals the
presence of a "trouble spot”, an area of unprocessed and repetitive response to pain. The
therapist's aim is to persistently bring the client back to this 'sore spot', encouraging more tears,
anger, and laughter, but always -- in Gendlinian fashion -- in the context of focusing upon the
broader "felt sense” and finding a word or image that can serve as a "handle" to carry the
experiencing further. The therapist keeps encouraging the client's strong feeling to flow out from,
and keep in touch with, the felt sense: "[without] deeper focusing upon the felt meanings implicit
in the emotion ... catharsis will not lead to personality change" (p. 229). As the client keeps
focusing on the felt sense, and experiencing strong feeling in relation to it, the felt sense is carried
forward and a shift in awareness occurs: "a whole new sense occurs within which the emotion is
newly experienced” (p. 229). McGuire suggests that attaining this sort of shift will help break the
person's rigid, repetitive, nonproductive emotional responses in extratherapy situations similar to
those focused on in therapy. In this approach, then, strong feeling is viewed as an important and
desirable part of the change process in which the client's bodily felt sense is symbolized, carried

forward, and ultimately transformed.



27

(d) Strong feeling is usefid in promoting a valued encountering-meeting relationshi,

(i) Between therapist and client (Whitaker, Malone, Warkentin, Felder; Farrelly; Cashdan).
This use of strong feeling is founded on the premise that therapeutic change is facilitated through
an intense, encountering-meeting relationship between the therapist and client: “The issue is not
re-experiencing what happened in the past, but rather experiencing very powerful, ongoing
feelings [in relation to the therapist] in the present” (Cashdan, 1988, p. 121).

In order to totally engage the client in this powerful way, Malone, Whitaker, Warkentin,
and Felder (1961) argue that the therapist must bring his/her "whole person" into the session as
well. So the therapist reveals what is occurring inside him/her -- including reactions to the client,
the client's behaviour, the therapy situation. The therapist is open, not only with regard to surface
material, but also with regard to inner, deeper material. This enables the patient to do the same,
to open up more and more, to reveal what is going on deeper inside. The result is an intense
interpersonal encounter. In this use of strong feeling, the aim is for the therapist and patient to
profoundly and intensely "experience each other" (Warkentin, 1976, p. 30; cf. Malone et al, 1961,
1982a, 1982b, 1982c; Whitaker & Bumberry, 1988; Whitaker & Keith, 1981).

Frank Farrelly's provocative therapy follows along similar lines: "It is a fully human
existential encounter that at times can be perceived as the psychological equivalent of a Pier Six
brawl, or conversely, making love" (Farrelly & Lynch, 1987, p. 85; cf. Farrelly & Brandsma,
1974). The therapist aims to create a therapeutic environment characterized by warmth and
acceptance for the client on one level, and direct confrontation and challenge on another level.
Within this environment, and through the use of humor, the therapist aims to provoke intense

"affective-perceptual experiences" (i.e. strong feeling) in the context of a full, intense
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encountering relationship with the therapist (Farrelly & Lynch, 1987).

Between different parts of self (Perls; Greenberg; other Gestalt therapists). In Gestalt
empty chair work (Perls, 1969) and two-chair work (Greenberg, 1979, 1984a), an emotionally-
charged encounter between two opposing aspects of self is viewed as helpful for achieving a
resolution between these opposing sides. The therapist aims to separate two opposing aspects of
self, and then create contact between them. First, the subtle aspects of the experience of both
sides of the conflict are differentiated and explored. Second, emotional arousal is heightened as
the client is encouraged, at different times, to express, embody, and "be" each part. Through this
emotionally-charged encountering dialogue, the needs and wants of each part are clarified and
asserted to the opposing part. This leads to a softening of the positions of each side of the battle,
followed by negotiation, and ultimately a satisfactory agreement that resolves the conflict and
creates resolution. The contact between the two parts dissolves the differences between them,
and an experientially-grounded new perspective emerges which encompasses aspects of both
sides. “By integrating opposite traits we make the person whole again. For instance, weakness

and bullying integrate as silent firmness” (Perls, 1970, p. 7)

(e) Strong Feeling is Useful for Accessing an Inner Experiencing (Deeper Personality Process),

Welcoming and Appreciating It and "Being” It in the Context of Earlier Life Scenes. and

Present and Future Extratherapy Scenes (Mahrer)

These uses of strong feeling are particular to the four-step process of experiential therapy

(Mahrer, 1996a), and are described below.
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(i) Strong feeling is useful for accessing an inner experiencing (deeper personality

process). Step 1 of experiential therapy (Mahrer, 1996a) involves finding a scene (time, incident,
situation) -- real or fantasied, set in the client's recent past, distant past, or future - in which the
feeling is strong. As the first step unfolds further, the aim is for the patient to be wholly living and
being in, wholly caught up in and alive in, the precise moment in this scene when the feeling is
strongest. As the mome