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Although the mental bealth professions are effective in ameliorating personal
distress, treatment can sometimes have negative consequences. The authors
explore causal mechanisms for iatrogenic symptoms in therapy by discussing
the processes by which clients may be socialized into therapy and the
potential impact that psychiatric labels and language may have in influencing
clients’ self-perceptions. The authors review research that bas examined
possible negative effects of psychiatric labels and then examine other forms of
language, categorization, and conceptualizations that may contribute to
negative effects in therapy. latrogenic symptoms may originate through the
overreliance on a belief system within which therapists interpret, reinterpret,
or label clients’ characteristics or distress as pathological. Therapeutic com-
munication that emphasizes pejorative language may introduce clients to this
belief system. latrogenic symptoms may also provide clients and therapists
with secondary gains. Possible approaches for minimizing iatrogenic symp-
toms are explored.

The core mental health professions—psychiatric nursing, psychiatry, psy-
chology, and social-work—embrace noble intentions, namely, to under-
stand, predict, and alter behavior such that individuals, societies, and
cultures will achieve greater well-being. However, acts of healing and
associated treatments inevitably have not only curative, but also unwanted
effects (1). Although the mental health professions serve a salutary func-
tion, they are not immune to deleterious or iatrogenic effects. We explore
causal mechanisms for iatrogenic symptoms by discussing the processes
through which clients are socialized into therapy and the potential impact
of psychiatric language and belief systems in influencing clients’ self-
perceptions. We conclude with suggestions for reducing iatrogenic symp-
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Iatrogenic Symptoms in Psychotherapy

toms. Many of the ideas we offer are generalizations, which require further
formal investigation, and any one idea may or may not apply to a particular
therapist. In general, we hope to raise therapists’ awareness of the complex
process of therapy and its potential to produce undesirable effects. We also
hope to encourage further research and discussion in an area that seem-
ingly has been given little attention in the literature.

IATROGENIC SYMPTOMS

DeriNrTION

The American Psychiatric Association defines iatrogenic illness as “a
disorder precipitated, aggravated, or induced by the physician’s attitude,
examination, comments, or treatment” (2, p. 103). Although iatrogenic
symptoms have often been associated with medication side effects (3, 4) or
other forms of medical treatment (5), research shows that iatrogenic

symptoms can result from other treatments, e.g., psychetherapy (6-11).

TREATMENT OuTcOMES: THE CO-~OCCURRENCE OF POSITIVE AND NEGATIVE EFFECTS

It would be utopian to believe that therapy with any particular patient
produces effects that are exclusively positive. Mental health treatment is
likely to produce some degree or type of negative effects as well. For
example, a client may experience increased self-esteem and assertiveness
after therapy, but feel less positive about family members and experience
less acceptance from others who now feel threatened by the client’s
behavioral changes. Fortunately, in the majority of cases, positive treat-
ment effects far outweigh negative effects (8, 12, 13). Research, however,
shows that cases in which negative results predominate may not be that
uncommon (8, 10, 14). Research finds that therapy leads to negative
consequences for a considerable number of clients, perhaps about 10% (8,
10). This is a sobering statistic considering the number of people who
receive therapy (15).

A fundamiental goal of treatment is to shift the balance of positive and
negative effects in an increasingly favorable direction, or to maximize
benefits and minimize harm. Completely eliminating any negative treat-
ment effects is unrealistic and perhaps only accomplished by ceasing all
treatment, which, given the overall positive balance of treatment outcomes,
would ultimately do considerably greater harm than good. Although we
naturally tend to be more concerned about avoiding extremely negative
outcomes (e.g., a client develops a severe depression as a result of
treatment), virtually every client, even those with predominantly positive
outcomes, benefits when negative effects are reduced.
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Bazilian (16) suggests that professionals may have difficulty recognizing
negative treatment effects. For example, a therapist may misattribute a
client’s behavior to a disorder (e.g., it was the client’s symptoms of
schizophrenia that caused the client’s distress) rather than to the treatment
(e.g., the therapy that caused the client’s distress by exploring emotionally
laden issues). Given the absence of a counterfactual, or knowledge of what
would have happened had one done otherwise (e.g., not treated or treated
differently), it can be difficult to properly decipher both positive and
negative treatment effects (17). A patient who does well may have done
better without the treatment, and a patient who does poorly might have
fared much worse without the treatment. Given what seems to be limited
attention to negative treatment effects in the literature and difficulty
detecting such occurrences, it is certainly possible that Bazilian is correct.
Of interest, in a survey of attitudes toward the treatment of children,
parents were more concerned than therapists about possible iatrogenic
symptoms (18).

In a natienal survey, therapists rated the extent to which research
supported a number of assertions about psychotherapy outcome. The
majority of respondents were either incorrect about research findings on
iatrogenic effects (i.e., they tended to underestimate the frequency of
negative treatment outcomes) or simply indicated that they were unaware
of research in this area (Boisvert, 1999, unpublished doctoral dissertation).

CausaL MECHANISMS

Research has not yet provided a clear understanding of the mechanisms by
which iatrogenic effects occur, although several explanations have been
proposed. Possible explanations include clients misinterpreting transfet-
ence or concluding therapy with unresolved transference (1, 16, 19) and
errors in therapy technique (11). Additionally, Campbell (20) suggested
that therapists have a tendency to draw negative inferences about clients’
support systems and to subsequently overvalue the therapy relationship.
This may further add to clients’ distress by breaking down or minimizing
the curative potential in clients’ support systems. Lambert and Bergin (8)
suggested that negative treatment effects may partly result from “thera-
peutic techniques that are aimed at breaking down, challenging, or under-
mining habitual coping strategies or defenses” (p. 176). Zuckerman (21)
suggested that time restrictions imposed in therapy by third parties, such
as managed care, can lead to iatrogenic effects by altering the therapeutic
process and compromising the therapeutic relationship.
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PATHOLOGY-ORIENTED BELIEF SYSTEMS: A SUBTLE MECHANISM FOR
IATROGENIC EFFECTS

In the following pages, we will explore potential mechanisms for iatrogenic
effects, as a whole, which seemingly have been given less attention in the
literature. Specifically, iatrogenic symptoms may originate from a pathol-
ogy-oriented belief system through which therapists interpret, reinterpret,
or label clients’ personal characteristics, life script, or distress. Clients may
be socialized into therapy through a language system that emphasizes
pejorative labels and suggests that therapists hold specialized knowledge
that, in truth, they may or may not possess. Therapists may give clients the
implicit or explicit message that something is wrong or flawed with them,
which, in turn, may contribute to negative treatment effects.

MaxkING INrTIAL FORMULATIONS
At the outset of therapy, some formulation is generally reached about the
client’s status, the client’s suitability for treatment, and his/her treatment
needs. An individual, who seeks therapy, usually starts off with the belief
that a problem exists. The client then enters into a dialogue with the
therapist who indicates whether or not the client has a problem requiring
treatment and what treatment is required. One can conceptualize the ideal
outcome of the exchange as one in which the client’s and the therapist’s
opinions are congruent with each other and with “reality” (e.g., the client
truly does have a problem, and the client and therapist agree that a
problem dees exist). Also, an implicit message may be conveyed that,
absent the treatment, the problem may not (or will not) resolve itself and
is likely to get worse. At times, of course, such beliefs may be very well
justified. However, at other times, the therapist may see more disorder
than is present and consequently persuade clients of the same belief.
Once the client has agreed to proceed with therapy, problem areas are
further clarified to assist the client in identifying treatment goals. As such,
clients may experience increased distress as problems are discussed. In
particular, during the initial phase, therapists may not only identify
problem areas, but may seemingly, by necessity, point out negative con-
sequences that clients may experience if they go untreated. This may be
used to reduce the client’s resistance to treatment or to increase motiva-
tion. An implicit assumption is that the therapy will continue on to
“completion,” and the client will be “cured” or the problem substantially
reduced. However, if the client attends fewer sessions than anticipated or
prematurely terminates, which occurs in a substantial percentage of cases,
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(22), then the client may be harmed, especially if she has “overinterpreted”
any negative messages or pejorative language.

INTRODUCING CLIENTS TO A NEW BELIEF SYSTEM

In presenting their case formulations, therapists may encourage clients to
accept a “new system” of viewing behavior. Therapists may introduce a
belief system which suggests that they know more than the client, and
possibly even more than the client knows about him/herself. At times,
therapists’ case formulations may lead to the impression of greater knowl-
edge than actually exists.

Some therapists commonly espouse belief systems that incorporate
various assumptions about the nature and cause of human suffering, and
treatments to alleviate such suffering. Clients, many of whom are acutely
distressed when they seek treatment, may be unduly vulnerable and
unconditionally accept the tacit assumptions within this belief system.
Some therapists may also hold a deep commitment to the implicit and
explicit assumptions of their belief system and overlook alternative views,
views that clients may endorse but that may contradict the therapist’s
beliefs. As a result, clients may feel flawed, damaged, and inferior and may
consequently experience increased anxiety or distress.

There are various ways that therapists may introduce clients to a “new
system” for understanding their behavior. For example, therapists may use
nonverbal cues (e.g., head shakes and eye contact) to reinforce formula-
tions or interpretations that are syntonic with the therapist’s beliefs
regarding the cause of clients’ distress. Therapists may also interpret and
reinterpret clients’ behavior within a “pathology-oriented” framework,
and use “pathological language” to communicate, explain, or create this
framework.

To summarize thns far, at some point in the therapeutic encounter,
clients may well emerge with a diagnostic label, formal or otherwise, and
a set of assumptions about their condition, the therapist, and the trea-
ment. These assumptions may lead to various negative consequences.
Next, with this in mind, we review research that has examined the effects
of psychiatric labels and then consider other forms of language, categori-
zation, and conceptualization that may contribute to negative treatment
effects.

DSM AND PSYCHIATRIC LABELS

Since its inception in 1952, the Diagnostic and Statistical Manual of Mental
Disorders (DSM) has attempted to identify and describe mental disorders.
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What has ensued is a lengthy list of psychiatric conditions representing
anything from “Coordination Disorder” to “Undifferentiated Schizophre-
nia.” The DSM taxonomy, representing putative categories that demarcate
boundaries between normality and abnormality, seems to be wide-ranging,
making efforts to describe many supposed human aberrations.

Psychiatric labels can influence perception powerfully. Categorization
or labeling can assist in understanding and organizing phenomena in our
complex social world, convey information in a simplified manner, and aid
in making predictions. Additionally, psychiatric labels may assist in un-
derstanding the causes of behavior, facilitate communication among pro-
fessionals, and provide a framework through which behavior can be
described, explained, and treated.

However, to the extent that psychiatric labels facilitate understanding
of behavior, they also have the potential to bias judgment. The DSM
conceptualizes psychiatric conditions throngh evoking a language charac-
terized by disease metaphors, suggesting that these conditions are mani-
festations, at least in part, of some sort of internal pathology. As such,
professionals may potentially embrace an ideology that delimits under-
standing of rich human experiences, in part by being too quick to interpret
them as “diseases” residing indelibly within the person.

Research shows that therapists may too readily make personality attri-
butions about the cause of problems if the client is described as chronic
(23) or if the therapist has access to a preexisting diagnosis (24). Other
studies have found that certain theoretical orientations may lead to over-
pathologizing, such as overattributing greater maladjustment to persons
with a psychiatric label compared to those without the label (25, 26).

According to Batson, O’Quin, and Pych (27), therapists may exhibit
dispositional biases toward their clients for several reasons. Therapists
tend to focus on the client rather than en the situation, see the client only
in a clinical setting, and work from a model that casts symptoms and
problems as entities residing within the person. Furman and Ahola (28)
indicated that professionals’ causal attributions of their clients’ behavior
may have profound effects on treatment responses and lead to negative
outcomes. For example, attributing a client’s behavior to “psychopathol-
ogy” rather than to “family problems” may negatively impact the client’s
self-esteem and increase feelings of depression.

Research has also suggested that psychiatric labels can contribute to
negative self-perceptions and stereotyping (29-35), jeopardize social ac-
ceptance (32, 36-38), and generate pegative attitudes in the public (39).

Our position is certainly not antinosological. We believe that scientif-
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ically sound categories can be of great assistance, that some currently
defined psychiatric disorders have begun to “carve nature at the joints,”
and that some categories have at least a partial physical basis, cause, or
referent. Thus, our concern is not with labeling or diagnosing per se, but
with limitations and potential problems in current use. Psychiatric cate-
gories are often overextended and many are still very tentative conceptu-
alizations. Additionally, we believe that categories cannot capture many
aspects of human experience and that there is still much work to be done
in developing a scientifically sound diagnostic system.

If, as research shows, the language of labeling can exert negative
influences, it is but a small inferential step to posit that other forms of
psychiatric language and conceptualization can exert positive and negative
effects as well. For example, other categories, such as descriptors that are
not part of a taxon (e.g.,, ACOA), as well as concepts, metaphors, and
explanations, may also lead to negative effects. Although psychiatric
language may be a product largely of our professional belief system and
reflect the assumptions therein, this same language and its associated
conceptualizations may perpetuate this view and further shape both
therapists’ and clients’ perceptions. It may be that the language itself serves
to construct or reconstruct a new self and worldview for the client. Next,
we explore the mechanisms by which iatrogenic effects may be created
through the language that characterizes our belief system, and how this
language may shape socially sanctioned roles in therapy.

LANGUAGE AND METAPHORS: A SUBTLE MECHANISM FOR
IATROGENIC SYMPTOMS

The mental health field is replete with psychiatric jargon and talk (e.g., “I
think she’s an ACOA.” “Sounds like Axis II stuff.” “He’s an enabler.”
“She’s playing the dependency role again.” “Don’t feed into his behavior”).
Such psychiatric jargon and associated metaphorical language may catalyze
positive change. For example, informing a client that she is “carrying a lot
of baggage” may stimulate certain images of burdens, responsibilities, and
unnecessary weight, which may help her to understand her situation better
and redefine her experiences. The metaphor may describe a client’s
experiences in a way that preconceived pathological understandings of
behavior are diluted, and the experience becomes normalized through the
evoked imagery. Metaphors, thus, may promote insight and facilitate
change. Furthermore, metaphorical language may provide a transitional
vehicle through which clients can better understand their personal strug-
gles and ultimately, temper more effectively life’s burdens.
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Clients, however, may become “fixed” on the metaphor and define
reality rigidly within the metaphot’s linguistic boundaries. This may
considerably restrict clients’ understanding of their experiences and cause
them to pathologize their behavior. For example, the client who learns that
she is “carrying a lot of baggage” may subsequently feel vulnerable,
victimized, and indefinitely debilitated by such toilsome and oppressive
burdens. Clients may literalize the metaphor such that it permanently
transforms their self and world perceptions into fixed views (40). Evoking
psychiatric labels and suggestive language may sometimes inadvertently
lead therapists to believe falsely that they have captured the essence of the
client and truly understand complicated clinical phenomena, as well as the
worldview of the client.

PsycHiaTRIC LANGUAGE: SOMETIMES PATHOLOGIZING ORDINARY HUMAN EXPERIENCE
Categories and associated descriptors sometimes lead to incorporating
nonrelated phenomena under the category. That is, the category or
descriptor may provide a framework for therapists to view most behavior
of the person as “pathological.” This may occur even if the behavior has
little or no relationship to the descriptor. The psychiatric descriptor may
also lead therapists to redefine clients’ normal experience as abnormal or
to interpret universal human experiences as “pathological” and, in turn,
may encourage clients to do the same. Of interest, Logue, Sher and
Frensch (41) found that both adult children of alcoholics (ACOA) and
non-ACOA subjects rated ACOA personality profiles as highly descriptive
of self. The authors concluded that the label ACOA may have widespread
acceptance due to “Barnum-like” descriptions and that ultimately, the
label may lack the specificity to serve diagnostic and treatment purposes.
Another example of this powerful phenomenon was demonstrated in
Gough’s (42) classic study. He found that therapists, who were instructed
to fill out the Minnesota Multiphasic Personality Inventory as they thought
their clients would, produced grossly inflated elevations on most scales —
much greater elevations, in breadth and severity of pathology, than true
patients. Thus, in many cases, on items for which patients would have
provided unremarkable responses, therapists assumed aberrant beliefs or
behaviors. Ultimately, labeling and related tendencies can easily lead
therapists to overlook a simple but key point, so aptly stated by Meehl: “If
you examine the contents of a mental patient’s mind, he will, by and large,
have pretty much the same things on his mind as the rest of us do” (43, p.
246).
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PsYCHIATRIC . ANGUAGE: ALTERING SELF-PERCEPTIONS AND SOCIAL ROLEs
Psychiatric language and descriptors may negatively impact clients’ self-
perceptions and lead them to falsely interpret their behaviors as stemming
from some underlying disease. For example, if a client’s behavior and
experiences are categorized under the descriptor “Self-Defeating Person-
ality” or “Co-Dependency,” the client’s “window” of normality may be
narrowed. Clients may alter their self-perceptions as they subsequently
interpret most or all of their experiences as manifestations of the inherent
abnormality or “disease process” implicated by the descriptor. Addition-
ally, the descriptor may promote “excuse-making,” in that individuals may
avoid responsibilities and “justify” their behavior through evoking their
“psychiatric condition.”

Link (32), and Link, Cullen, Struening, et al. (37) suggested that
labeling can alter social attitudes, generate negative consequences, and
lead to self-fulfilling prophesies. This occurs through the sociopsychologi-
cal mechanisms of devaluation and defensiveness that arise from expecta-
tions of rejection. Link (32) suggested that labeling can be understood
from a sociocultural perspective in which individuals, before they seek
treatment, develop beliefs, due to social stereotypes, of how others per-
ceive mental patients. This provides a possible framework for understand-
ing that iatrogenic symptoms may develop through clients developing
negative beliefs about “being a mental patient”; in essence, many of the
clients’ reactions may be normal reactions to the anticipated attitudes that
others may have toward them.

Psychiatric language and diagnostic categories may contribute not only
to the loss of status, social distance, and the expectation of rejection, but
also may generate shame (31, 34). Retzinger (34) explored the concept of
secondary deviance as an iatrogenic phenomenon that occurs in response
to being labeled and suggested that “unacknowledged shame due to
rejection, immediately produces iatrogenic symptoms” (p. 325). The client
may experience subsequent interventions as an exposure of personal
inadequacies. Also, due to shame, clients may anticipate rejection from
others, hesitate to seek them out, and underutilize social supports.

Changes in self-perceptions may lead clients to further redefine their
experiences and “act” the role assumed by the descriptor or the psychiatric
language. Graziano and Fink (44) suggested that labeling may reinforce
clients’ beliefs that they are disordered in ways that are not necessarily
grounded in reality by sanctioning “. . .adoption of a sick role” (p. 360).
Moreover, professionals may unwittingly breed negative reactions in cli-
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ents by actively searching for pathology and at least initially encouraging
sick-role behavior.

PSYCHIATRIC LANGUAGE: ANCHORING PSYCHOPATHOLOGY

AND CREATING SECONDARY GAINS

Although clients” behavior may be negatively influenced by the expecta-
tions that labels and language create, psychiatric descriptors may anchor
the clients’ behavior, legitimize the condition, and ensure access to treat-
ment. This may bring about a tacit “socially sanctioned agreement,” such
that now only the therapist can truly “understand” the client and amelio-
rate his/her suffering. Iatrogenic symptoms may provide clients and ther-
apists with secondary gains that perpetuate potentially negative patterns.
By experiencing distress, clients receive attention, and by labeling and
treating the distress, therapists feel needed.

Iatrogenic symptoms may be inevitable in some situations, ultimately
enabling one to secure treatment. Adler and Hammett (45) provided an
intriguing analysis of the placebo effect as a phenomenon in medicine that
functions to satisfy universal human needs for group membership and
participation in a social system. They suggested that “the sick role provides
a socially sanctioned respite while the practitioner fits the symptoms into
a coherent, meaningful system, syntonic with prevailing culture” (p. 596).
The parallel can be drawn with therapy relationships within the mental
health profession. Clients may experience “psychiatric symptoms” that are
consistent with self-perceptions and social expectations implicit in the
therapy relationship (i.e., clients are or act sick; therapists will treat). To
gain a sense of belonging, the client may “settle down to an organized
illness” in which his human experiences become transformed into “psy-
chiatrically acceptable” symptoms (34, pp. 329-330).

STRATEGIES TO REDUCE IATROGENIC EFFECTS

The degree and potential range of negative treatment outcomes may not be
readily apparent to therapists whose intentions are clearly aimed at ame-
liorating clients” distress. However, the presence of negative treatment
effects are too pervasive (6, 8—10), and the unfortunate consequences that
sometimes result from treatment are too powerful to deny or dismiss
cavalierly. It seems important for therapists to become aware of the
potential for negative treatment effects, consider factors that may contrib-
ute to these effects, and try to minimize them (46). The following strategies
are tentatively proposed as means to reduce the extent and frequency of
iatrogenic treatment effects.

253



AMERICAN JOURNAL OF PSYCHOTHERAPY

Maxmvize CLIENTS’ SUPPORT SYSTEMS

Recognizing and identifying the curative potential in clients’ natural
support systems may reduce negative treatment effects (20). This may
further serve to “normalize” many universal human experiences and
minimize tendencies for clients and therapists to overvalue the therapy
relationship. Also, it may help reduce dependency (an important goal if
one is to maximize treatment effects) that can occur during treatment by
assisting the client in transitioning back into the world of relationships that
exist outside of therapy. Moreover, it may also demystify some of the tacit
assumptions of therapy relationships, such as: professionals hold “unique
knowledge and abilities” to resolve clients’ problems, and clients neces-
sarily need professional treatment to get better. Many problems may
resolve on their own or via natural support systems. That is, many other
people (e.g., paraprofessionals, family, support groups) may be effective in
helping the client or at least greatly supplement the therapy (47-49). Also,
should the client’s problem recur, there may be a greater chance that the
client can handle the problem without professional help if he/she has
learned to effectively utilize his/her natural support system.

CoNCEPTUALIZE EAcH THERAPY SESSION AS THE LAST

Each therapy session could be the last, and as such, therapists can ask what
last (and potentially lasting) message might they want to convey to clients
during the session. In fact, research suggests that the majority of clients
attend few sessions (50) and that the modal number of sessions attended
is one (51). Rosenbaum (52) studied single-session visits with 58 outpatient
clients. Following the first session, clients were offered a choice between
“single-session therapy” or traditional brief therapy. Fifty-eight percent of
the clients felt that the single-session therapy was sufficient. It is incambent
upon therapists to be mindful of the possibility that each therapy session
may be the last, and to consider the negative consequences that can result
when a message, intended to begin the treatment process by emphasizing
problems and needs, becomes a final statement that the client perceives as
a reinforcement of his/her shortcomings.

Talmon (51, 53) provided some practical suggestions for making the
most out of a single therapy session. He suggested that therapists identify
and emphasize clients’ strengths, abilities, and solutions; reinforce solu-
tions that clients have used in the past to better manage personal problems;
encourage homework assignments to motivate clients; reframe problems as
a source of hope, self-mastery, and a valuable challenge to change for the
better; conceptualize therapy as a chance for clients to reinforce skills and
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experience success rather than as a chance to focus on deficits and
eliminate problems; and identify clients as the primary agents of change.

PracTICE NEW MENTAL HABITS DERIVED FROM DECISION THEORY

~ Research on human decision making suggests an approach for altering
deeply ingrained judgmental habits, or in this case what one might
consider our sometimes potentially biased worldview. Arkes (54) sug-
gested that certain judgmental biases can be reduced by considering the
opposite, or generating evidence for alternative conclusions. Thus, thera-
pists could invoke the following when formulating a judgment about a
client: a) for each time one concludes that a problem requires treatment,
one might generate reasons to believe that the problem may resolve on its
own or may respond to other approaches (e.g., social supports); b) for each
act of classifying a behavior as pathological, one might search for a more
normalizing explanation (e.g., an angry outburst may not be due to an
impulse-control disorder but to intolerable stress); and c) for each time one
feels the need to convince the client about the presence of some negative
characteristic, one might point out some less recognized strength or
positive attribute, even at the beginning of treatment when initial formu-
lations are being made.

It may also be helpful to consider the possibility (and in some cases the
probability) that some clients may simply be in a difficult situation that will
resolve itself in time and thus may not require therapy (55), and that the
great bulk of a person’s essence and life experience is not captured by a
psychiatric label and is not related to pathology. Such self-debiasing
strategies may reduce tendencies to overpathologize and thereby reduce
the potential for negative treatment effects.

Stay SoLution-Focusep
Although transitory negative treatment effects may be an expectation of
the sophisticated therapist (1), the potential negative effects of therapy
should be readily discussed, and reexamined in light of the therapy
relationship within which behaviors may assume new meanings. Crown (1)
recommended implementing a trial period of therapy in which negative
treatment effects can be minimized by decreasing the frequency of sessions
and the depth of exploration. He supported changing the focus in therapy
from in-depth exploration to problem solving, particularly if long-term
therapy seems unwarranted.

Solution-Focused Therapy (SFT), which seeks to incorporate client’s
strengths into the therapy and minimize the focus on deficits, has gained
popularity, particularly within family therapy (56-58). Barnard (56) sug-

255



AMERICAN JOURNAL OF PSYCHOTHERAPY

gested that therapists are often overly attentive to clients’ deficits and
pathology and therefore overlook strengths. He warns therapists not to
become “seduced into the attractive web of ‘pathologizing’ (p. 135). SFT
ultimately may not only create positive change in clients but may help
reduce iatrogenic effects by providing therapists with a framework and
approach that defines the client, not by pathology or deficits, but by
strengths and capabilities.

CONCLUSION

The mental health professions serve a laudatory role in remediating human
suffering and facilitating the resolution of interpersonal difficulties. Al-
though abundant research demonstrates the overall substantive benefit of
therapy, therapy will inevitably create some degree of negative effects for
virtually all clients. Therapists may be able to reduce the frequency and
level of negative effects through reexamining some of the more fundainen-
tal aspects of treatment relationships and reconsidering some of the tacit
assumptions within the “professional belief system” upon which sanc-
tioned treatment relationships may be constructed.

Traditionally, tremendous attention has been given to approaches for
increasing the positive effects of therapy, which is undoubtedly a worthy
goal, but too little attention has been directed toward the presence of
negative effects and ways of reducing them. We have emphasized the
importance of recognizing treatment as a balance of positive and negative
outcomes. We understand that some of what we present is speculative and
requires formal study to ascertain more clearly the nature and extent of
iatrogenic effects. However, we hope to encourage therapists to recognize
the potential for iatrogenic effects and maintain an awareness of factors
that may contribute to or perpetuate their occurrence. To embrace a
treatment philosophy that falls short of this will likely underestimate the
potential for, and possibly contribute to the development of, a powerful
and often elusive treatment phenomenon. A good starting point may be in
increasing our sensitivity to the implicit and explicit messages we may
convey to clients, working actively to consider alternative perspectives, and
ultimately recognizing the limits of our knowledge.
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