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Leonard Krasner (1966) begins his review of Eysenck and Rachman's "The Causes and Cures of
Neurosis" with the statement: "A quiet yet dramatic revolution is underway in the field of
psychotherapy." Krumboltz (1966c) entitled the proceedings of the Cubberly Conference,
"Revolution in Counseling." A quiet revolution seems to me to be a contradiction in terms. The
current development of behavior therapy, I would like to suggest, is neither quiet nor a
revolution. The behavior therapists are far from being quiet. They are highly vociferous,
dominating our professional journals with their cases and claims, exhibiting all the
characteristics of a school or cult which they rail against. Rather than being a revolution,
behavior therapy is a revival, a rediscovery of the story of Peter and the Rabbit first told by Mary
Cover Jones (1924) under the tutelage of Watson. Once before behavior modification was going
to save the world, through the practice of conditioning in the home and the nursery school. It
might be instructive to study the reasons for its eclipse. One reason might be that parents could
not maintain the objectivity required for the proper dispensation of rewards and punishments, but
I suspect there were others, such as the limitations and limited effectiveness of the method. It
might be well to temper current enthusiasm for behavior therapy by a look at the history of all
new therapies. Many, if not most, of them appear to be highly successful at first, when they are
used by enthusiastic believers, but then are found to be less effective, or noneffective, after the
enthusiasm wanes. Faith, or the so-called placebo effect, may have more to do with the success
of the behaviorists than the techniques themselves. But more will be said about this later.
There is more than one way to change behavior. Two such ways are through various
conditioning procedures and through the more usual methods of psychotherapy, including clientcentered therapy. The question of which method to use in particular instances hinges upon a
number of factors, such as the nature of the change desired, the conditioning of the client,
patient, or subject whose behavior it is desired to change, and the implications of the change in
terms of concomitant changes or side effects. Efficiency is only one, and sometimes a minor
factor, though it would appear to be the major factor to many behavior therapists. But if change
could be obtained either through conditioning or through client- centered therapy, even though
the specific change desired might be more easily and quickly changed through conditioning, it
might be preferable to seek the change through client-centered therapy. It might be argued, with
some justification, I think, that change occurring by the latter method might have certain
advantages, at least in terms of certain values held and long-term effects desired by many
counselors and others. These effects might include more active participation of the client in the
change, the assuming of more responsibility by the client for the change with increasing learning
of taking responsibility for himself, a greater sense of satisfaction and of achievement when the
change has occurred in this way, greater independence and confidence in himself, perhaps a
greater generalization and persistence of change or even greater induced change in other
behaviors or total functioning or well-being.

There is now considerable evidence that client-centered or relationship therapy is effective. But it
is also claimed that behavior therapy is effective. I would agree that this is so, although I do not
believe the behavior therapists have demonstrated this by any acceptable research as yet. So far,
there are no adequately controlled studies. Reports of individual cases abound, but the
behaviorists do not accept this as evidence for the effectiveness of any other approach. Nor
would they accept from others the evidence Wolpe presents for his effectiveness, which consists
of his own ratings or evaluations of selected cases.
But accepting the effectiveness of these two apparently quite different approaches to counseling
or psychotherapy, there are two questions which must be considered. First, are the results
achieved by both methods the same or similar? Do they have the same goals? Second, are these
approaches really different? Do they have nothing in common? Are there really two (or more)
basically different methods of changing behavior in a counseling or therapy situation, that is, the
changing of significant behavior above the reflex level, where a change is voluntarily desired or
sought by the subject or client?
The goals of counseling have been variously stated to include such things as self-acceptance,
self-understanding, insight, self-actualization, self-enhancement, adjustment, maturity,
independence, responsibility, the solving of a specific problem or the making of a specific
choice, learning how to solve problems or to make decisions, and the elimination of or the
performance of specified acts or behaviors. Some, usually those who state the more general goals
at the beginning of the list, feel that the goals of counseling should be the same for all clients.
Others, including the behaviorists (Krumboltz, 1966, a, b, d), believe that goals should be
specific for each client. The behaviorists see general goals as vague, undefinable, unmeasurable,
and neglecting individual differences. Some would see many of the specific goals of the
behaviorists as trivial, partial, limited in significance or meaning, selected mainly because they
are concrete and measurable, as by increasing frequency of performance of a specific act. The
behaviorists may seem to be unconcerned about the meanings of their goals, or with any general
criterion for determining the desirability of specific goals.
Can any agreement between these two points of view be achieved? I believe that it can be. As a
matter of fact, the criteria actually used in studies of the effectiveness of client-centered therapy
are specific. They include responses on the Rorschach, the MMPI, the TAT, the Wechsler Adult
Intelligence Scale, Q-sorts, and other tests and rating scales, including ratings of clients or
patients by others. The significance of test responses in terms of other behavior may, of course,
be questioned. A question may also be raised about the relationship of these measures to the
general goals expressed by client-centered therapists. There have been some attempts to utilize or
develop instruments related to these goals, however, such as Q-sorts, the Personal Orientation
Inventory (Shostrom, 1963) and the Problem Expression Scale (van der Veen and Tomlinson,
1962).
The behaviorists, on the other hand, do seem to be concerned with broader, more general goals
or outcomes-greater freedom, more expressiveness, the more effective use of potential-or selfactualization. But because they cannot count or measure these goals, they do not talk about them.

There need be no inconsistency between specific, immediate goals and more general, long-term
goals. In fact, there should be a relationship or consistency. Specific goals may be, or should be,
steps toward, or aspects of, a more general goal. Those who advocate the more general goals
might accept some of the specific goals of the behaviorists. The behaviorists might accept a
general goal if it could be specified how its attainment could be demonstrated. Self-actualization
may be considered as the goal or purpose of life, or, from another point of view, as the unitary
motivation of all behavior (Goldstein, 1949; Patterson, 1964).
There is no reason why self-actualization cannot be defined, its characteristics or manifestations
described, and instruments developed to measure its attainment. Maslow's (1956) study of selfactualizing persons is relevant here, since it attempts to define and describe the manifestations of
self-actualization. Rogers' (1959, 1961) specifications of the fully functioning person are also
relevant as a step in this direction.
The acceptance of a general goal for all clients does not mean that individual differences are
ignored. Different individuals actualize themselves in different ways. The point is that it seems
desirable to have some criterion to apply in the selection of specific, limited goals. These specific
behaviors are aspects of a total individual, a person, who is more than a bundle of separate
behaviors established through mechanical reinforcements. It is probably the case at present that,
while the client-centered counselors are interested in goals that are too general or vague, at least
in terms of present ability to define and measure them, the behaviorists seem to be too specific,
lacking in any general theory or criterion for selecting their goals.
If, as I think is possible, we can gain some agreement on goals, both general and specific, are
these goals attainable by widely differing means? Or are client-centered therapy and behavior
therapy essentially the same?
The essence of the client-centered approach is that it is a relationship. Several aspects of the
relationship have been identified and measured, and shown to be related to outcome (Truax and
Carkhuff, 1964, a, b, 1967). These aspects include empathic understanding, nonpossessive
warmth, genuineness, and concreteness. It is a complex relationship with various aspects. It is
not simply a cognitive, intellectual, impersonal relationship, but an affective, experiential, highly
personal relationship. It is not necessarily irrational, but it has nonrational aspects. Evidence
seems to be accumulating that the effective element in counseling or psychotherapy is the
relationship. Goldstein (1962, p. 105), after reviewing the literature on therapist-patient
expectancies in psychotherapy, concluded: "There can no longer be any doubt as to the primary
status which must be accorded the therapeutic relationship in the overall therapeutic transaction."
Now the behavior therapists appear to be unconcerned about the relationship, or perhaps it would
be more accurate to say that they minimize its importance, treating it as a general rather than a
specific condition for therapy. Wolpe (1958) recognizes it as a common element in therapy, but
not a sufficient condition for change in most cases. He does recognize its effectiveness in some
cases, however, when he notes: "I have a strong clinical impression that patients who display
strong positive emotions toward me during the early interviews are particularly likely to show
improvement before special methods for obtaining reciprocal inhibition of anxiety are applied"

(Wolpe, 1958, p. 194). Krumboltz (1966d) also recognizes the relationship as a necessary but not
sufficient condition.
Examination of the functioning of behavior therapists such as Wolpe, makes it very clear that the
behavior therapist is highly interested in, concerned about, and devoted to helping the client. He
is genuine, open, and congruent. He is understanding and empathic, though perhaps not always
to a high degree. He respects his client, though he may not rate extremely high on unconditional
positive regard. There is no question but that a strong relationship is present. Behavior therapists
are human; they are nice people, not machines.
Now I would like to suggest that the relationship is not only a necessary but the sufficient
condition for therapeutic personality change. Wolpe concedes that it is in some cases. I suggest
that it is in all cases. Let me try to indicate why this is so.
I noted earlier that the relationship is complex. It almost certainly includes more significant
aspects than the four mentioned earlier although these themselves are complex. Some of the
other aspects can be mentioned. Every therapy relationship is characterized by a belief on the
part of the therapist in the possibility of client change, by an expectation that the client will
change, by a desire to help, influence or change him, and, highly important, confidence in the
approach or method which is used to achieve change. The client, for his part, also contributes to
the relationship. He needs and wants help, recognizes this need, believes that he can change,
believes that the counselor or therapist, with his methods, can help him change, and finally he
puts forth some effort or engages in some activity in the attempt to change. These characteristics
are all present in behavior therapy. Their presence alone produces change. One might say, with
good evidence to support such a statement, that it almost does not matter what specific behavior
the therapist engages in as long as these conditions are present.
The consideration of the nature and importance of the relationship leads to the necessity for
caution in accepting the claims of the behavior therapists that their results are due to their
specific techniques rather than to the relationship, or that their results are greater than could be
achieved by means of the relationship alone. One aspect of this is the well-known fact that any
new approach, applied with enthusiasm and confidence, and accompanied by faith in its efficacy
on the part of the therapist and the client, is always successful when first applied, and continues
to be successful to some extent as long as the confidence and faith in it continue. A second
implication of the known power of the relationship is that in order to demonstrate the efficacy of
the specific techniques of behavior therapy, their effects must be tested apart from or
independent of the relationship. As a matter of fact, these techniques have been tested in the
laboratory although not entirely apart from the influence of the relationship between the subject
and the experimenter, as Orne (1962) points out in his discussion of the social psychology of the
psychological experiment. (The work of Rosenthal [1964, 1966] on the effect of the
experimenter on the results of psychological research is relevant here also). The results of such
research, that is, laboratory research on conditioning, indicate that (a) generalization is difficult
to obtain and (b) in every situation (with one possible exception which cannot be considered
here), when the reinforcement is discontinued, the conditioned behavior ceases, or is
extinguished. If this is the case, why does the behavior conditioned in behavior therapy persist?

Either there are other factors operating, or the reinforcement is continued outside of therapy. If
the latter is the case, what is the nature of this reinforcement?
Perhaps it is too stringent a requirement to insist that behavior therapists eliminate the
relationship to demonstrate the effectiveness of their specific methods. After all, they do
recognize that the relationship is necessary. But at least they ought to control the relationship;
they ought to test the added effects due to their specific methods, instead of simply stating that
since other methods emphasizing the relationship achieve only about 60 percent success, and
since they achieve (so they claim) 90 percent success, the difference is due to their specific
methods. This is obviously unacceptable evidence, for several reasons which cannot be
enumerated here.
The laboratory research on conditioning itself demonstrates the importance of the relationship
between the experimenter and the subject for obtaining conditioning. The development of
conditioning, the rate of conditioning, and the extent and persistence of conditioning are related
to and influenced by the personality and attitudes of the experimenter and his relationship to the
subject (Ullmann and Krasner, 1965, p. 43). The essential point is that the relationship is more
important than the behavior therapists recognize, and their claims that the effects they produce
are greater than those which can be attributed to the relationship alone have not been
demonstrated.
But there is another aspect of the counseling relationship, an inherent element in the relationship,
which must be recognized. Simply stated, the counseling relationship (and every good human
relationship) is reinforcing. Reinforcement, and conditioning, are an inherent part of the
therapeutic relationship. It is by now generally recognized that all therapists reinforce, by one
means or another, the production of the kinds of verbalization in their client in which they are
interested, i.e., the kind they feel are therapeutic, whether it is talk of sex, inferiority feelings,
self-concepts, or of decision making The therapist rewards the appropriate verbalizations by his
interest, his attention, or by implicit or explicit indications of praise or approval.
The therapeutic relationship also, as a number of writers, including Shoben (1949) and Dollard
and Miller (1950) have noted, provides by its accepting, understanding, nonthreatening
atmosphere, a situation where anxiety may be extinguished. Further than this, I would like to
suggest that, in such a relationship, where external threat is minimized, desensitization occurs.
Anxiety arousing thoughts, ideas, images, words, and feelings are free to appear. Moreover, I
believe that they appear in a hierarchal sequence which is the same as that laboriously
established by Wolpe (1958), that is, from the least anxiety arousing to the more anxiety
arousing. Thus, in any good (nonthreatening) therapy relationship, desensitization occurs in the
manner produced by Wolpe. The relationship, by minimizing externally induced anxiety, makes
it possible for the client to experience and bring out his internally induced anxieties, or anxietyarousing experiences, at the time and rate at which he can face and handle them in the accepting
relationship. Ullmann and Krasner (1965, p. 37) state that the behavior therapists are systematic
in their application of specific learning concepts. But it might also be said that client-centered or
relationship therapists are systematic in the application of these principles, though not in the
same conscious or deliberate manner.

We might conclude that there are not two different kinds of therapy; relationship therapy and
behavior therapy. All counseling or psychotherapy involves both a relationship and conditioning.
The difference between relationship therapy and behavior therapy is essentially one of emphasis.
The behavior therapist emphasizes conditioning techniques, which he applies systematically, and
is not systematic in his development of a relationship. The relationship therapist systematically
develops a relationship, but is not so consciously systematic in applying conditioning techniques.
Which is better? Or should both the relationship and the conditioning techniques be used
systematically?
The behavior therapist, by providing a relationship, unsystematically treats other, perhaps
underlying or more general problems than the specific ones he focuses upon with his particular
techniques. The relationship therapist, on the other hand, influences more specific behaviors by
his reinforcement of client behavior.
It would seem reasonable to believe that, where we are concerned with specific behaviors, we
apply methods of training or relearning which are most effective. For example, where a
particular kind of behavior is desired, or required, we apply the most effective reward when such
behavior is performed, and continue this reinforcement until the behavior is "learned" to a
desired criterion, or until the client receives reinforcement by others in his life to assure its
continuance.
But for some kinds of behavior the most potent reinforcement is a good human relationship.
Some clients are not seeking to change specific behaviors, but to develop different attitudes and
feelings toward themselves and others, to find a meaning in life, to develop long-term or life
goals, to determine who and what they are, to develop a self-concept. The behaviorist would
presumably attempt to reduce these goals or desires of clients to specific behaviors, or perhaps
decide that such clients were not appropriate for them, or even not in need of counseling. But the
attempt to reduce such concerns or problems to specifics may lead to breaking up the total
person, to dealing with specific aspects of behavior which may not be particularly relevant to the
client as a whole. It appears that some behavior therapists, if one may judge from their approach,
refuse to accept any client statement of a problem which is not a specific one with which they
can deal. It is interesting in this respect to note what Wolpe does in his demonstration tape
(Wolpe, 1965). He refuses to accept any problems presented by the client, but defines her
problem in his own terms. Behavior therapists, if not always overtly forcing the client to accept
their definition of his problem, perhaps teach or condition their clients to have the kinds of
problems for which their techniques are applicable.
Moreover, some behaviors are symptoms - not necessarily symptoms of a presumed underlying
pathology in a medical sense, but indications of a more widespread problem or disturbance. The
client may not be able to express this. The presenting problem is not always the real or total
problem. The behavior therapists seem to deny or refuse to accept any problem which is not
concrete or specific. London (1964) notes that the behavior therapist must "drastically curtail the
range of persons or problems he attacks. Courting specificity [he] risks wedding triviality." If he
widens the concept of "symptom," until it includes meaning, his position becomes scientifically
tenuous, according to London. One might ask the behavior therapist how he would decondition
the pain or suffering of the client who suffers from a realization that he is not functioning up to

his potential or aspiration level, who has a concept of himself as a failure, or who experiences a
lack of meaning in his life. I am not convinced that the specific behaviors which might be
derived from such complaints by a behaviorist would actually represent or include the problem.
And if the behaviorist would deny that such complaints are real problems, then he would seem to
be taking the narrow behaviorist position that nothing exists which cannot be dealt with by his
specific techniques.
The specificity and concreteness of the behaviorist, as it appears to be represented in those
concerned with clients in an educational setting, such as Krumboltz, seems to me to be moving
from counseling or psychotherapy toward teaching. There seems to be some confusion about
what is counseling and what is teaching. (Parenthetically, it is interesting that those who most
strongly insist that there is a difference between counseling and psychotherapy tend not to
distinguish between counseling and teaching.) Much emphasis has been placed upon the
similarity between counseling and teaching, illustrated by the statement that counseling is deeper
teaching, or that counseling or psychotherapy is learning. To counteract this tendency to identify
teaching and counseling, I have sometimes suggested that the greatest similarity may be that both
utilize a 50-minute hour. There are, of course, similarities and as in many other situations, the
major difference may be one of emphasis. It would appear to me that the emphasis in teaching is
upon cognitive problems or aspects of behavior, while the emphasis on counseling is-or should
be-upon affective problems or aspects of behavior.
As Krumboltz (1966d) notes, classical conditioning is important in emotional learning. But most
of Krumboltz's concern is with operant conditioning, imitative learning and cognitive learning,
and the concerns of the Cubberly Conference on which he was reporting included
"procedures for encouraging college accomplishment among disadvantaged youth,
minimizing classroom learning and discipline problems, developing decision-making
ability, modifying the behavior of autistic children, reducing test anxiety, building an
environment conducive to school achievement, increasing attentive behavior, encouraging
career exploration, improving testwiseness, improving child-rearing techniques, using
computers in counseling, increasing the assertive behavior of shy children, and improving
study habits" (Krumboltz, 1966c, p. VIII).
These are worthy concerns, and things to which the learning techniques of behavior modification
have much to contribute, but, I wonder, how many of these problems and their treatment would
be considered as involving counseling? In this conference also, Bijou (1966) presents an
excellent paper which is entitled "Implications of behavioral science for counseling and
guidance," but which has nothing to do with counseling, but rather with the modification of the
environment to shape the behavior of children.
The broad goals desired by the relationship therapists are perhaps those most consistent with the
emphasis upon the therapeutic relationship.
This approach, it seems to me, has several advantages. (1) It does not restrict counseling to one
or a few specific problems determined by the client or the client and therapist early in the
counseling process. (2) It does not attempt to deal with specific problems independently of each

other, but deals with the total person of the client. (3) The nonthreatening atmosphere created not
only makes possible client self-exploration, but also the desensitization and anxiety extinction
accomplished in behavior therapy. (4) It places more responsibility on the client for the process
of therapy, thus reinforcing independence and responsibility. (5) Its goals of self-exploration,
responsibility, and independence, outside of and following therapy as well as within therapy,
allow the client maximum freedom in making choices and decisions regarding specific goals or
behavior changes. (6) Insofar as self-exploration, independence, and responsibility are aspects of,
or lead to self-actualization, this ultimate goal is promoted.
Specific behaviors must be considered in terms of the perspective of their meaning for life; they
may be considered as means to the end of living a meaningful life, of actualizing one's
potentialities as much as possible.
The question is not one of whether we should accept behavior therapy or become behavior
therapists. For the individual counselor there are alternatives, in terms of what clients he works
with or what kinds of problems he accepts to work with, and the way in which he works with
clients. He can choose to deal with clients with specific problems or kinds of behavior which the
client and counselor agree should be changed, and apply specific conditioning techniques to
achieve these changes. Or he can choose to select and work with clients who express broader,
more general problems and desire an opportunity to explore feelings and attitudes about these
problems, and consider values, goals, and objectives for their lives, in which case he will offer
the kind of relationship which appears to help the client explore himself. I believe there are many
clients who want to experience a relationship, to be accepted and understood, to be allowed to
explore themselves in order to find themselves. One's theory and method, of a course, affect
one's perceptions, and there is also selection of clients, and of counselors by clients based on
knowledge of the methods and the reputation of the counselor. Clients have been known to
present the problems which the counselor likes or prefers to deal with.
The application of behavior modification techniques is not likely to be the cure-all that some
enthusiasts seem to imply. Monkeys can be taught, by conditioning, to do many things -such as
picking olives. These and other employable skills can no doubt be taught to socially and
economically disadvantaged and chronically unemployed humans. But there is a question as to
whether this is sufficient, even if we accept it as desirable, if we are concerned with them as
people and potential full members of society rather than simply as workers. Sanford (1966, pp. 34), discussing the program of the women's Job Corps Centers, suggests that ". . . it seems likely
that, in order to teach these girls the skills and social competencies that would make them
employable, it would first be necessary to change attitudes, to develop different self-conceptionsindeed to undertake socialization on a broad scale . . . as a minimum it would be necessary to
build up whatever was necessary in order for a girl to hold a job . . . such a girl would not be
likely to hold a job unless she could see some point in it, and this would require that she develop
in herself capacities for enjoying its benefits and taking satisfaction in it.... The residential
centers, then, would have to be conceived as institutions for personality development." Now the
behaviorists claim that by conditioning behaviors, such complex behavior can be built up. But
the evidence for the claim is lacking.

Behavior therapists emphasize the efficiency of their methods, the small number of interviews
required to achieve success with specific symptoms. This could be because they may be dealing
with simple, isolated, restricted behavior disturbances. But there may be an even more efficient
way of dealing with such behaviors. At a VA hospital one of the patients was irritating the staff
by sticking his tongue out at them. The staff was responding nontherapeutically. A student
trainee decided to use aversive conditioning in the interview. After a few interviews the patient
said: "Say, Doc, if you're trying to get me to stop sticking my tongue out, just say so and I'll
stop." If we want clients or students to engage in certain specific behaviors, such as some
techniques of problem solving, asking questions, exploring alternatives, perhaps the most
efficient way is to ask them openly, or suggest it to them, or teach them in the usual way, rather
than resort to lengthy conditioning procedures, which in effect may be a sort of guessing game in
which the client has to find out what you want him to do. This is an indication of the confusion
between counseling and teaching. Since the relationship is not so important in teaching, which is
more cognitively oriented, it is understandable why behavior therapists consider the relationship
as relatively unimportant.
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