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  Introduction to Evidence-Based Practices in Christian Counseling and Psychotherapy


  



  Everett L. Worthington Jr., Eric L. Johnson, Joshua N. Hook and Jamie D. Aten


  



  



  This book is for adult learners who wish to broaden and deepen their counseling repertoire and skills. This isn’t just another book on practice written for practitioners. Nor is it just another book on research written for researchers. Rather, this is a book about practice and research for practitioners and researchers (and students) alike. Its goal is to help readers learn how to deliver Christian evidence-based practices and psychotherapies while also becoming familiar with the state-of-the-art supporting science. Each chapter brings together the best of practice and clinical know-how with sophisticated science and research.


  A Primer on Evidence-Based Treatments


  What constitutes “evidence” that a treatment helps clients? We all want to provide and receive the best help possible for any mental health problem. But how do we know what constitutes the “best help”? Of course, we cannot know for sure. People might respond differently to the same treatment. Counselors might be better at doing some types of counseling than others. Some counselors are so interpersonally skilled and personally wise that it might not matter what they do—counseling will be effective by the sheer force of their personality. But even though we cannot know for certain what is the best approach for a particular person with a particular problem, we can collect some evidence and make the best judgment about which treatments have the highest likelihood of being successful. This is what evidence­based practice is about.


  Immediately we must ask: What is evidence? There are many types of evidence, but not all evidence is equally good. Suppose a person advocates a particular approach to mental health treatment. He or she is either in business to sell a particular approach (i.e., has written a book or is providing a continuing education workshop) or has invested years of research time in its success. If this person says that the treatment is “successful,” you would be wise to ask: What is your evidence supporting its success? You might take the worth of the barrage of successful clients that the practitioner touts with a grain of salt. They might be selected specifically to illustrate the approach. In addition, there is no way to discern whether the clients got better because of the specific treatment or simply because the book writer or conference presenter was personally dynamic and charismatic. You might insist on better scientific evidence as a basis for accepting the success of the treatment.


  Suppose you are handed a brochure that says, “A study has proven that the approach is successful.” You will probably say: What kind of study was it? Did the study solicit responses from the scientist’s or counselor’s ten favorite friends? Were the respondents giving an opinion of the treatment’s success? Was some kind of objective test done? Were the people who answered the questions the only four people who succeeded at the treatment (without including the ten who dropped out early because they were disappointed in the treatment)?


  What if the advocate offers up one or more case studies as evidence of a treatment’s success? Case studies can range widely in thoroughness. They can be haphazard summaries of the high points of treatment or just points that are theoretically interesting. They can be composites from many clients, showing methods combined into what looks like a single case but which actually represents several cases. Case studies can also be elaborate descriptions of actual people that involve pre-treatment, post-treatment and follow-up assessments using many methods of objective assessment (see Worthington, Mazzeo & Canter, 2005). Usually case studies appear early in the development of a treatment or in book chapters to illustrate an established treatment. They are considered low-level scientific support, not definitive support.


  Or what if the advocate says that the evidence for the efficacy of the treatment is simply that the treatment is consistent with Scripture? While this might be true, many questions remain. The Bible, for example, was written in everyday, lay-person language, rather than in scientific or professional­-counseling discourse. Though inspired by God, it uses concepts and terms in a variety of unsystematic ways that do not yield the kind of precision and clarity that we strive for in science or modern professional counseling protocols. As a result, the appeal to Scripture can lead down many different, and sometimes even contradictory, paths. Moreover, how can counselors be sure that the success of their biblically-based counseling is not due to factors other than Scripture, for example, the personality or interpersonal style of the counselor or the counselee? We need careful research to tease apart the influence of different factors that in everyday life are blended together and interact with one another. Also, the Bible reveals to us general helpful principles that apply to all people for all time. How can we find out which biblically based treatments work with different facets of human beings (e.g., rational, emotional, relational) or with different psychological problems or in different cultures? We cannot answer such questions without careful, empirical investigation.


  Scientifically rigorous clinical experiments try to take as much of the ambiguity as possible out of language and observation when interpreting the available evidence. So the gold standard of empirical evidence for treatments is called a randomized clinical trial (RCT), in which clients are randomly assigned to treatments. Counselors follow a thorough manual—not slavishly at the expense of clinical judgment, but wisely and flexibly while adhering to the prescribed treatment. RCTs usually use several different counselors (not just one who is particularly gifted or not gifted) with clients who have different personal characteristics and personality traits. Standard assessments are used to determine clinical success, not simply the judgment of the counselors, who have been shown, on average, to overestimate their success relative to the judgments of clients and results by objective measures and outside-trained evaluators. Then this type of treatment is described in detail in a clinical scientific publication, where it is reviewed by other clinical scientists and clinicians who keep poor studies out of published journals. Thus this kind of evidence can provide some confidence that the treatment (as opposed to other factors) is actually a major reason for the findings. The RCT controls for the particular charisma of the counselors and standardizes what is done (with the flexibility of clinicians to deviate from the protocol on occasion based on clinical experience and expertise).


  Although the RCT is the gold standard of clinical evidence, it is not the only type of evidence that is important. Some studies can be qualitative, using interviews to find out what people liked and didn’t like about treatments. Some can be field trials. Field trials lose some precision because they reflect how people actually apply the treatments in real psychotherapy situations. Field trials, also called effectiveness trials, might compare the treatment of interest to treatment-as-usual, giving psychotherapists directives to use, in random (yet prescribed) order, and not the order that depends on the therapists’ judgment, the treatment of interest and the treatment they usually use.


  In the work-a-day world of psychotherapy, manuals are not usually used. Or if they are used, psychotherapists do not follow them rigorously. When psychotherapists in normal practice use a manualized, evidence-based treatment, the psychotherapist is often not personally excited about the treatment; the practitioner might just be using it because insurance payment demands it. However, field trials—in contrast to RCTs—do use real clients and real counselors in less highly monitored conditions than the typical RCT. Field trials also—in contrast to work-a-day psychotherapy—use manuals, and sessions are usually audiotaped to ensure reasonable (though not slavish) fidelity to the treatment. So, what comes out of field trials is an idea of how people really might use the treatments in the clinic—at least more so than the highly controlled and monitored RCT.


  Sometimes single-case designs are used. Typically clients—often six to ten participants in a study—are reported individually. They are assessed regularly using several questionnaires or behavioral measures. For example, each week, partners might complete reports of couple satisfaction, communication and forgiveness. The couple therapist might use a treatment that assessed and gave feedback in the first two weeks of treatment, trained in communication for weeks three through eight, dealt with forgiveness in weeks nine and ten, and terminated in week eleven. The measures would be expected to reveal a continuing increase in couple satisfaction. However, the increase in quality of communication would be most evident during the weeks that communication was the focus of counseling. Increases in forgiveness might be seen most evident in weeks nine and ten. Importantly, therapists could tailor their treatment to the needs of the clients, but the multiple measures would reflect the causal nature of each separate treatment. There are, of course, weaknesses to the design. Therapist expectations or nonspecific factors could be causing the effects, rather than the treatments. Thus, ideally, several therapists using multiple-baseline, single-case designs would be needed.


  No single Christian-accommodated treatment has yet been tested in widespread dissemination trials (McHugh & Barlow, 2010). These trials investigate state or nationwide uses of the treatment in which vast numbers of practitioners follow manuals and assessment regimes to determine how effectively a treatment can be disseminated to the public. Problems typically involve ensuring fidelity of treatment to the manual and getting practitioners to conscientiously follow assessment procedures.


  Large RCTs, field effectiveness trials and dissemination trials are all individual studies; as such they inevitably involve idiosyncratic elements that might make it difficult to attribute effectiveness solely to the treatment. Thus the platinum standard for evidence of the quality of a treatment is the review of the literature. Qualitative reviews are important, but meta-analytic reviews (which code outcomes on a single standardized scale and aggregate the results numerically across studies) are the highest level of evidence. Because reviews and meta-analyses take into account all of the existing research, local effects tend to balance out. Reviews and meta-analyses can also identify and test elements that the original studies did not explicitly test. For instance, if two-thirds of the studies used mildly depressed clients and one-third used profoundly depressed clients, a meta-analysis could compare whether the treatment worked equally well for each group.


  Now you are equipped. As you explore the research supporting each treatment in this book, you can evaluate the strength of the evidence. Thus you can judge your confidence at applying the treatment with your clients.


  Evaluating the directness of the evidence. In addition, the experimental evidence might be more or less direct. Treatments can be supported by different types of evidence. Some evidence is about whether or not a treatment works, and other evidence is about why the treatment is thought to produce changes in clients. To support whether or not a Christian treatment works, evidence would ideally demonstrate that a Christian-oriented treatment works better for Christians than a highly similar secular treatment. This evidence would support the notion that the Christian accommodation was having some real effect. The accommodations should be clearly specified (although they usually are not). Less direct evidence would show that a Christian treatment works better for Christians than does a secular treatment that is not similar (i.e., having a different duration or theoretical basis) or than a control group. In these instances, although we have evidence that the Christian treatment is producing some positive effects, we do not know whether it is due to the Christian accommodation specifically.


  To investigate why treatments are producing changes in their clients, evidence might support a theory for why change might be stimulated. Treatments may work, but not for the reasons that the theorist claims. David and Montgomery (2011) provide a classic example. Early treatments for malaria were based on the idea that malaria was caused by bad wind. The prescribed preventive treatment, which was very effective, was to close windows to prevent the bad wind from circulating. But this reduced the number of cases of malaria in reality not because it kept out the bad wind but because it kept out the real cause of malaria, infected mosquitoes. For years, couple therapy trained couples in communication under the assumption that poor communication was the cause of couple problems. Fincham, Hall and Beach (2005) showed that poor communication was more an effect of a poor marriage rather than the cause of a poor marriage. The cause of the poor marriage was likely a compromised emotional bond between the partners.


  In this book, we have invited authors to present the strongest evidentially supported, explicitly Christian treatments. Undoubtedly we have missed some important treatments and we apologize for our omissions. However, the treatments summarized should provide a good state-of-the-clinical-science review for a wide range of adult readers, including practitioners, clinical researchers, students, teachers and educated lay people.


  Who Should Read This Book?


  Practicing psychotherapists. Psychotherapists in full-time clinical practice often find that the demands of clinical work make it hard to stay on top of cutting-edge trends. The average day often brings unexpected opportunities and challenges along with already busy hours of clients and paperwork. Some might also find the financial realities of being in full-time clinical practice difficult. For some, this means that every hour not spent in direct services means another hour not paid. For others, it means the average caseload for salaried therapists makes it hard to engage in fruitful peer dialogue that might otherwise create opportunities for staying on top of emerging trends. If this rat-race seems to fit you, you might enjoy reading this book on your schedule—not at the demand of your schedule.


  This book can help you work with a wide range of clients and presenting problems. It also will help you address the increased emphasis by insurance companies for proof of outcomes. Professional and Christian ethics demand that psychotherapists provide the best, most effective treatment for particular disorders, which readers will learn about through the chapters that follow. Many of us who are psychotherapists acknowledge that our training was limited, and (what’s more) new research and theory are being produced each year, and we struggle to keep up with them.


  We know that many secular theories of psychotherapy have been thoroughly researched. But we also know that many of our clients—if we see committed Christians as our clients—want (or may even demand) a straightforward Christian approach that is recognizably Christian. They might, in some cases, even consider that requirement as important (or more important) as the proven efficacy of the treatment.


  Evidence is crucial in choice of treatment. For example, imagine you are seeking help for a medical condition and you are presented with two alternatives from which to choose. Would you choose to go to a physician who uses scientifically supported medical treatments but might not be a Christian? Or would you rather go to a Christian who uses methods that he or she says are Bible-based, but have no scientific studies that support their efficacy? Or would you drive several hours because you know of a trusted physician in another city that brings both to patient care? Most of us want to have scientifically studied and supported medical treatments as well as biblically consistent treatments. And we should think that our clients want the same thing in terms of their psychological treatment. The good news is that there are now several psychological treatments that are consistent with a Christian worldview and have scientific evidence supporting their efficacy.


  We can learn about such evidence-based treatments in several ways. One could systematically search the PsychINFO database for the latest research on evidence-based practice, read and study the articles as they come out, and put promising treatments into practice. This is, we believe, idealistic. Frankly, even academic psychologists who do psychotherapy research do not search PsychINFO so diligently. A second way to expand your repertoire of evidence-based treatments is to take CE workshops at conferences, local training or webinars. Of course, there is no guarantee that a workshop relevant to your area of study will be offered at a conference or that you will be able to find one that is helpful to you. Webinars can be inconvenient because they are usually scheduled at one particular hour of the day, so their timing might conflict with your schedule. And to be frank, in terms of Christian evidence-based practices, there is just not much information and training available.


  The most convenient way to find the information is to simply read the chapters in this book—at least the ones that you find particularly interesting or relevant to your practice. As practitioners we often dream of getting our hands on a chapter which not only helps us understand the theory or psychotherapeutic approach, but also to see all of the evidence for it. We can learn from it, and summarize it and send it to insurance panels. These chapters are designed to meet these purposes.


  Clinical researchers. A second target audience is clinical researchers who conduct or plan to conduct research evaluating the efficacy of a treatment. For clinical researchers interested in evidence-based Christian treatments, this book should provide knowledge of existing evidence and description of treatments. It will also provide new directions for future research and describe best practices for conducting research outcome studies on Christian treatments.


  Students. A third target audience of this book is students. As a textbook it functions to introduce the latest approaches and research in a way that brings students up to speed. Unlike a text in which a single author summarizes the field of counseling theories, couple counseling theories or family theories, this book presents a variety of approaches, each explained by its own practicing experts.


  Teachers. A fourth target audience is teachers. This book provides a rich update on the current status of evidence-based Christian accommodated treatments. It serves as a guide for how to conduct the treatments, illustrating each approach with a case study and summarizing the research evidence for the treatment.


  Educated lay people. Finally, a fifth target audience is the educated lay person. Many people have mental health problems and may seek individual psychotherapy, couple therapy or family therapy. Others might not need counseling themselves but have family members or friends who are looking for treatment. This book provides a guide to the types of Christian treatments for specific disorders that have clinical research supporting their efficacy. While not every type of psychotherapy may be available in a given local area, this book at least provides a guide for what to look for to get help, or what to recommend to a friend or loved one.


  The Contents of the Book


  In this introduction, we have considered the concept of evidenced-based psychotherapies for Christian counseling and psychotherapy. Here is what to expect in the remainder of the book. We have organized it into four parts. In part 1, the contributors examine evidence for general psychotherapeutic factors such as the therapeutic alliance and empathy, and whether matching client religious preferences by providing Christian-accommodated treatments will affect the outcomes of counseling. In part 2, we have collected chapters related to individual psychotherapy. Part 3 includes treatments aimed at helping couples and groups. This is the longest section of the book, with six chapters. In part 4, we reflect on evidence-based treatments from the viewpoints of editors who have had the opportunity to consider all the chapters provided by these accomplished reviewers of research and practice. Let’s take a closer look at each of the chapters. We hope this little capsule summary will whet your appetite for the material to come.


  Chapter 2: Evidence-based relationship and therapist factors in Christian counseling and psychotherapy. Scott Stegman and his colleagues highlight the empirical status of evidence-based relationship and therapist factors in Christian psychotherapies. Several factors contribute to effective therapy. One important aspect of effective therapy is tailoring the therapy to the client’s personal characteristics, proclivities and worldviews (Norcross, 2002). In 1999 the APA division of psychotherapy task force was commissioned to determine empirically supported relationship factors in therapy. Several methods of customizing therapy to clients were determined to have “promising” empirical support, including tailoring therapy to religious beliefs and values (Worthington & Sandage, 2002). Norcross (2011) has updated these reviews and convened a new panel of experts to review the experimental evidence. The effect of religious and spiritual matching was considered by Worthington, Hook, Davis and McDaniel (2011). The joint task force from the APA divisions of psychotherapy and of clinical psychology gave religious and spiritual matching the highest rating for adequacy of supporting evidence. Stegman et al. review the research to date on issues pertinent to the characteristics of the therapist and therapeutic relationship in Christian psychotherapy.


  Chapter 3: Lay Christian counseling for general psychological problems. Christian church-based lay counseling involves religious counseling offered by paraprofessionals. Lay counselors are trained in counseling skills in the context of time-limited therapy. Siang-Yang Tan reviews research on lay Christian counseling, including clinical trials and descriptions of lay counseling approaches.


  Chapter 4: Christian devotional meditation for anxiety. Fernando Garzon summarizes Christian devotional meditation, which has long been valued in the Christian church. It generally involves practices or disciplines of prayer or quiet reflection on Scripture. Garzon describes one controlled study (Carlson, Bacaseta & Simanton, 1988) and demonstrates how he uses devotional meditation in psychotherapy.


  Chapter 5: Christian-accommodative cognitive therapy for depression. David (Jeff) Jennings and his colleagues review the empirical status of Christian-accommodative cognitive therapy for depression. Christian-­accommodative cognitive therapy generally has retained the main features of the existing secular theory (i.e., Beck or Ellis), yet places the therapy in a Christian context. Techniques such as cognitive restructuring and guided imagery are integrated with biblical teaching and religious imagery. Several studies have found evidence that participants in Christian cognitive therapy showed more improvement in depressive symptoms than did participants in the control conditions. Researchers also found that treatment gains (e.g., maintenance of treatment effects) from Christian CT were maintained at follow-up.


  Chapter 6: Christian-accommodative trauma-focused cognitive-­behavioral therapy for children and adolescents. Donald F. Walker and his colleagues draw on an empirically supported treatment, as well as on insights from the Christian faith, for working with children and adolescents recovering from abuse. This trauma-focused, manualized treatment allows Christian therapists to help clients explore, assess, process and make meaning of abuse via cognitive-behavioral processes. Clinical trials are currently underway.


  Chapter 7: Evidence-based principles from psychodynamic and process-experiential psychotherapies. Keith Edwards and Edward (Ward) Davis provide an overview of theory and research supporting approaches to psychotherapy that are based in psychodynamic theory and practice, particularly exploring emotion and attachment within relationships with significant adults and God. Since people develop their sense of self in relationships, those relationships can become the curative focus in psychotherapy. Although no Christian-accommodative RCTs exist at this point, the general approach is strongly supported by secular research. The chapter is particularly strong in practical advice regarding conducting this type of psychotherapy.


  Chapter 8: Preparing couples for marriage: The SYMBIS model. Les and Leslie Parrott have developed a popular approach to preparing couples for marriage. The approach can be used to treat marriages in trouble, but is more widely applied to psychoeducation of couples. The Parrotts have created their approach by drawing from many evidence-based approaches. The “saving your marriage before it starts” (SYMBIS) approach has been widely disseminated and used.


  Chapter 9: Christian PREP: The prevention and relationship enhancement program. Gary Barnes and his colleagues have developed, tested and disseminated the PREP approach to marriage preparation and enrichment. Christian PREP, founded by Scott Stanley, is a Christian-­accommodated treatment for couples at the levels of preparation for marriage and couple enrichment. Christian PREP has been studied in controlled clinical trials, with the research funded by federal agencies. PREP and Christian PREP can also be applied to couple enrichment. Training is available for both the secular and Christian versions. Thousands of people are trained to conduct PREP throughout the world.


  Chapter 10: The hope-focused couples approach to counseling and enrichment. Jennifer Ripley and Vickey Maclin have conducted field trials of the hope-focused approach (HFA) to couple therapy. They team with Joshua Hook and Everett Worthington to describe the hope-focused couples approach (HFCA) to helping couples enrich their relationships. They offer a three-part strategy for helping couples enhance motivation, facilitate change and draw strength from God. The HFCA also calls attention to common marital problems and potential solutions. It has been used for psychoeducation and has been investigated extensively in couple enrichment with both Christian and secular samples. The Christian and secular versions of the therapy were compared at Regent University by Ripley’s research team.


  Chapter 11: The relational conflict restoration model: Empirical evidence for pain-defense and grace-trust patterns in couple reconciliation. James Sells summarizes his approach to helping troubled couples. He draws from both emotionally focused couple therapy and contextual family therapy to create the relational conflict restoration model. This approach has been tested directly with Christians in one pilot study, but it also draws on substantial secular research with general populations and on writing by the theorists of family therapies.


  Chapter 12: Marital couples and forgiveness intervention. Fred DiBlasio is one of the leading researchers in forgiveness interventions with couples in counseling. This chapter outlines a brief couples counseling intervention for helping clients learn to forgive. This approach helps create a safe therapeutic environment for couples to discuss and reflect on hurts, as well as to share emotional reactions, which leads to the decision to forgive. DiBlasio discusses the clinical trial research supporting this approach (DiBlasio & Benda, 2008) and outlines a three-hour step-by-step approach that has been shown to increase martial satisfaction and decrease depression among Christian and secular couples.


  Chapter 13: Christian-accommodative group interventions to promote forgiveness for transgressions. Julia Kidwell and Nathaniel Wade describe Christian-accommodative group treatment for unforgiveness based on the REACH model of forgiveness (Worthington, 2003), which involves five steps: recall (R) the hurt; empathize (E) with the one who hurt you; offer the altruistic (A) gift of forgiveness; commit (C) to forgive; and hold (H) onto forgiveness. For the Christian treatment, participants were encouraged to draw on their religious beliefs and other religious sources while working toward forgiveness, as well as using prayer and Scripture to help with the forgiveness process. Studies found that participants in the Christian condition showed more improvement in forgiveness than did participants in the control condition, and equivalent improvement in forgiveness as did participants in the secular condition. Other research has used a process-oriented approach to promote forgiveness during group therapy.


  Chapter 14: Promising evidence-based treatments. The editors review the treatments discussed in the book to give you a bird’s-eye view of how much support is (or is not) available for each approach. We consider whether each approach has evidence supporting its theory of change. We also consider the degree of empirical support of secular versions of the treatment. Finally, we examine the degree of support for each explicitly Christian accommodation of the approach. A table highlights support for each treatment approach so that readers have all of the facts at their fingertips. This chapter also calls attention to Christian interventions that have promise but no empirical support yet.


  Chapter 15: Conducting clinical outcome studies in Christian counseling and psychotherapy. The editors of this book review the state-of-the-science recommendations for conducting controlled clinical trials and effectiveness research. Terms such as efficacy, specificity, effectiveness and clinical significance are defined. Issues such as research design, power, choice of assessment instruments, follow-up data, treatment implementation and data analysis are discussed. This chapter is essential reading for researchers to become equipped to conduct high-quality clinical research. In addition, it is highly recommended for students and clinicians who intend to be informed consumers of clinical research.


  Chapter 16: Evidence-based practice in light of the Christian tradition(s): Reflections and future directions. In this final chapter, the editors identify themes and trends from the previous chapters in light of the Christian tradition. We also address future directions that we believe warrant additional attention. We offer some clinical and training recommendations for advancing evidence-based Christian psychotherapies and provide relevant theological considerations that might guide future work in this area. Finally, the editors outline a brief research prospectus focused on advancing evidence­-based practice in Christian counseling and psychotherapy.


  Just the Beginning


  We hope we have piqued your interest about what you will learn in the rest of the book, equipped you with the tools and critical attitude you need to evaluate these evidence-based approaches, and given you a helpful overview of what is to come. We have tried to stimulate your appetite. Now it is time to begin the feast with the topic of relationship factors at work in all of the treatments. After that, you’ll move on to the main course—the chapters describing specific evidence-based approaches. Finally, you’ll finish the meal with our three “dessert” chapters. Bon appétit!
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  The purpose of this chapter is to enhance the effectiveness of psychotherapy by focusing on evidence-based relationship and therapist factors in the context of Christian psychotherapy. According to Norcross (2002b, 2011), relationship and therapist factors take into account who our clients are and who we are as therapists, as well as how we perceive and interact with one another. Relationship and therapist factors have been found to account for a substantial portion of positive client gains. For example, Horvath, Flückiger and Symonds (2011) found that the therapeutic alliance accounts for a large degree of positive therapeutic gain evidenced by clients. They suggested that the relationship may actually account for a greater degree of change than technique. Of particular relevance to our present chapter, initial studies on matching religious clients with religious therapists suggest that religious and spiritual relationship and therapist factors may further strengthen perceived and realized treatment outcomes (Worthington, Hook, Davis & McDaniel, 2011). Though the impact of relationship and therapist factors has received a fair amount of attention over the last decade, uniquely Christian factors have received much less attention.


  To help readers learn how to make the most of relationship and therapist factors in their practice, we provide a general overview of client therapeutic religious and spiritual concerns and preferences, and we attempt to parcel out evidence in support of a Christian integrative approach. We then shift our focus by providing a brief summary of the current research available on religion and psychotherapy relationship and therapist factors. Next, we survey evidence-based variables in the psychotherapy relationship that should be monitored and adjusted to each client so as to maximize the effectiveness of the therapeutic relationship. We also suggest some guidelines on how to consider and leverage a client’s religious commitment in the therapy relationship. Finally, we will offer several practical tips on how to utilize this information in the psychotherapy room.


  What to Keep in Mind About Relationship and Therapist Factors


  The therapeutic alliance, or bond between client and therapist, is the quintessential common ground shared by most psychotherapies. How and to what extent this alliance affects the outcome of therapy has been the focus of many studies. Horvath et al. include 190 such studies in their meta-analysis. Likewise, Johansson and Jansson (2010) found that measures of helping alliance taken toward the end of therapy correlated well with psychotherapy outcome. Through meta-analytic studies, Horvath et al. found that the strength of the psychotherapeutic relationship tends to increase positively with time. In an earlier meta-analysis of the therapeutic alliance and psychotherapy outcomes among children and adolescents, Shirk and Karver (2003) found positive correlations between therapeutic alliance and psychotherapy outcomes. The findings mirrored those found among adult populations. Across psychotherapeutic modalities, the strength of the therapeutic alliance builds over time. These findings may also suggest that the psychotherapeutic relationship needs to be monitored (perhaps through questionnaires). This can be done throughout the course of treatment in order to track client progress and help alert the therapist, and client, to any potential relational issues that may need to be addressed to ensure the growth of a strong psychotherapeutic bond and its translation into stronger mental health outcomes.


  Several factors appear to influence the therapeutic alliance. Empathy has long been acknowledged as a key element in the development of the therapeutic relationship and has received empirical support over the years. According to meta-analytic findings by Elliott, Bohart, Watson and Greenberg (2011), empathy may account for approximately 4% of variance in clinical outcome studies. The American Psychological Association’s joint task force involving Division 29 (psychotherapy) and Division 12 (clinical psychology) also identified several “promising elements” of the therapeutic relationship, including: (a) requesting feedback, (b) repairing alliance ruptures, (c) self-disclosure, (d) management of countertransference, and (e) relational interpretations in psychotherapy (Norcross, 2002a). Other factors that may affect the therapeutic alliance include: (a) severity of client disorder, (b) type of client disorder, (c) client attachment style, (d) therapist use of interpersonal/communication skills, (e) degree of therapist empathy and openness, (f) client-therapist rapport, (g) therapist level of experience, (h) therapist specialized training and preparation, and (i) client-therapist collaboration (Horvath et al., 2011).


  In 2011, Norcross convened another joint task force to review meta-analyses of the nine years of subsequent research, which was reported by Norcross and Wampold (2011). Based on the research, the joint task force identified six relationship elements as demonstrably effective: (a) alliance in individual psychotherapy, (b) alliance in youth psychotherapy, (c) alliance in family therapy, (d) cohesion in group therapy, (e) empathy and (f) ­collecting client feedback. Three relationship elements—consensus, collaboration and positive regard—were evaluated as probably effective. Three relationship elements were evaluated as promising but with insufficient research to judge: congruence and genuineness, repairing alliance ruptures, and managing countertransference.


  In 2011, Norcross asked the joint task force also to judge the effectiveness of matching variables—an aspect often of great interest to psychotherapists who see Christian clients. They found that at the highest level of evidential base (that is, judged to be demonstrably effective) were four matching variables. Religion and spirituality—along with culture and reactance-­resistance level—were seen as important and demonstrably effective for matching clients’ wishes with treatment. Two matching variables were considered to be probably effective: stages of change and coping style. Two were seen as promising but without enough research to judge definitively: expectations and attachment style.


  Overall, some of the aforementioned elements, such as repairing alliance ruptures, are often inevitable, and since they may influence other psychotherapy variables, they should be considered significant. For example, the amount of therapist self-disclosure may vary from client to client, but with resistant clients, appropriate self-disclosure can be used as a helpful way to put the client at ease to build and strengthen the therapeutic alliance. Furthermore, inquiring about the client’s experience and asking for feedback can foster a therapeutic environment of collaboration. These kinds of practices can strengthen the therapeutic alliance, increase the client’s participation and ownership of psychotherapy, and increase the likelihood of positive change.


  What’s Faith Got to Do with Client-Therapist Factors?


  In this section, we set the stage for a Christian integrative approach to enhancing relationship and psychotherapist factors by providing a brief general review of the research on client religious and spiritual concerns and preferences, as well as introducing the unique needs of Christian clients. We dig further into the literature to bring attention to what research has shown that clients actually want out of psychotherapy regarding issues of faith. We also present a snapshot of research that has examined the impact of matching clients and therapists based on religious factors.


  What psychotherapists know. When it comes to working with religious and spiritual clients—especially Christian clients—research suggests that we may not know as much as we might hope. For example, Hage, Hopson, Siegal, Payton and DeFanti (2006) surveyed psychology professionals across numerous settings to determine the amount of training they had received in the area of religion and spirituality. They learned that these professionals generally obtained little training in these matters. Even though Hage et al. did not focus on Christian training programs, in which trainees may receive more training on these topics than in secular programs, this nonetheless remains an important finding. For example, if we take a closer look at the membership rosters of prominent Christian counseling and psychology organizations, we find that a significant number of members are from non-Christian programs like the ones surveyed by Hage and colleagues. Moreover, at a recent symposium at the Christian Association for Psychological Studies (CAPS), a group of highly regarded Christian educators concluded that a wider range of competencies in Christian counseling and psychology programs is needed to push these fields forward.


  We hope, of course, that Christian psychotherapists are sensitive to religious and spiritual issues that might be facing clients. In general, O’Connor and Vandenberg (2005) found that secular psychotherapists tend to pathologize the religious beliefs of their clients. When these beliefs were understood to be part of a religious system, clinicians rated the beliefs as less pathological than those of clients who were not seen against a recognized religious membership backdrop. Furthermore, religious beliefs that varied from the most familiar belief systems of the United States were identified as more pathological than those associated with mainstream religious beliefs. This raises important issues that warrant further study. For example, although Christian therapists are likely to be sensitive to Christian religious and spiritual client issues, are we equally as sensitive to non-Christian clients’ religious and spiritual issues? As Christian psychotherapists, we could all benefit from additional training in learning how to better care for Christian as well as non-Christian clients. Moreover, are Christian practitioners, who are necessarily ensconced in a particular religious or spiritual tradition, able to disengage their own stereotypes and prejudices against those who do not share their religious beliefs and values? This simply has not been researched.


  What clients want. Researchers have found that engaging clients as active participants in their care, such as collaboratively developing treatment plans and discussing them over the course of treatment, helps to ensure clients’ wants and needs are addressed. Studies have shown that such activities help to strengthen the therapeutic alliance and client-­therapist bond. Listening and valuing what is important to our clients helps to foster a stronger client-therapist bond by building on relationship and therapist factors (Tryon & Winograd, 2011). So what do clients want from psy­chotherapy? More specifically, what do Christian clients want from psychotherapy? According to Rose, Westefeld and Ansley (2001), clients find religious and spiritual issues to be relevant for psychotherapy, and many hope to discuss such matters with their therapist. Furthermore, whether a client is religious or not may not be a direct indicator of whether they find religious issues to be relevant to the psychotherapy process. Similarly, Belaire and Young (2002) surveyed religious clients and discovered that Christian clients who were highly conservative had higher expectations that counselors—even secular ones—would utilize their religious beliefs in psychotherapy. A study done with college students at their campus counseling center found that around one out of every five students reported concern around religious or spiritual issues that would be relevant for psychotherapy (Johnson & Hayes, 2003).


  It appears that a significant percentage of clients expect religious and spiritual issues to be a part of the therapeutic process and want to make sure that their beliefs are heard and handled with care. Similar studies of highly committed religious clients (Christians in particular) have voiced these themes as well. In fact, a few authors have argued that not addressing the religious and spiritual beliefs of highly committed Christian clients may not only decrease their satisfaction with the therapeutic relationship, but even lead to early termination (e.g., Aten, Mangis & Campbell, 2011). If we remain mindful that many of our clients hope to discuss religious and spiritual issues, new opportunities will likely emerge for exploring our clients’ beliefs and values. Researchers have found that if we are able to create an environment where our clients feel safe and understood, they will be more likely to share about their faith. When we do this well, clients become more optimistic about treatment and trust us more, thereby reducing the risk of premature termination (Knox, Catlin, Casper & Schlosser, 2005).


  What happens when we match clients and therapists based on beliefs. In general, Herman (1998) has argued that therapist-client matching increases in efficacy as similarity between the client and therapist increases. A fair amount of literature has been devoted specifically to examining this dynamic with regard to the unique needs of matching Christian clients and therapists. For example, Kelly and Strupp (1992) found that client-therapist similarity in belief about the importance of salvation was the only religious variable that significantly influenced outcome. The authors suggested that religious values may be used as a matching variable. At the same time, other clinical studies have found either contradictory evidence (Martinez, 1991) or evidence that nonreligious therapists could deliver religious-oriented treatment (Propst, Ostrom, Watkins, Dean & Mashburn, 1992). Further­more, in 2002 the APA joint task force found that customizing psychotherapy to a client’s religious beliefs and values has promising empirical support (Norcross, 2002b).


  However, the clinical utility of client-therapist matching might only be necessary and beneficial for Christian clients under certain circumstances. In a review of the literature, Worthington and Sandage (2002) concluded that highly religious clients prefer religiously similar counselors (and therefore may not seek help from secular sources) and the spiritual language typically embedded in traditional religion. Yet the therapist’s level of religious commitment may not be as influential as therapists’ willingness to discuss, utilize and affirm the client’s religious commitments in psychotherapy. To successfully leverage Christian client-therapist matching variables, therapists need to have a sense of where clients are coming from and find a way to appropriately disclose their own religious values. Christian counselors and psychologists may need to navigate several common complications to this kind of disclosure: (a) Client and clinician may have differing religious values. (b) Clients may filter what they share according to their clinician’s stated beliefs rather than revealing their own religious convictions. (c) Clinicians may assume more similarity of values with the client than actually exists. (d) Client and clinician may focus too much on religious issues in a way that overshadows other therapeutic needs.


  A flood of research on this subject accumulated subsequent to the review by Worthington and Sandage in 2002. Several treatments (such as Christian cognitive therapy for depression) emerged as empirically supported treatments in a review by Hook and his colleagues (2010). When Worthington, Hook, Davis and McDaniel (2011) meta-analyzed the research studies, they found clear evidence that in pre- to post-treatment assessments, Christian-accommodated (and other religion-­accommodated) interventions resulted in improvement. Christian-accommodated treatments were more effective at producing mental health gains in the target symptom than were alternative or control treatments. However, when strictly accommodated Christian treatments were compared with the secular treatments they were modified from, the gains in mental health were no different. However, the gains in spiritual well-being were greater for the Christian-accommodated treatments.


  In general, it is beneficial to accommodate to client preferences of psychotherapist and treatment type. For example, Swift, Callahan and Vollmer (2011) meta-analyzed thirty-five studies investigating accommodating to clients’ preferences in a variety of issues, and the resulting body of literature was judged by the 2011 task force as demonstrably effective. Worthington, Hook, Davis, Gartner and Jennings (in press) have provided a thorough review of this research and the issues surrounding matching to clients’ religious preferences.


  Practical Tips for Application


  In the following, we attempt to equip readers with some practical skills and recommendations for overcoming the obstacles just noted. We build on the literature reviewed thus far, and discuss how Christian psychotherapists might be more intentional in maximizing the usefulness of religious client-therapist factors.


  1. Engage in reflective practices to gain a deeper understanding of one’s beliefs as well as to keep potential biases in check. An attitude of humility and sensitivity is necessary to engage in candid conversations with clients about religion and spirituality. Therefore, it is necessary for Christian counselors and psychotherapists to be aware of and recognize their own religious and spiritual histories, experiences, beliefs and biases. This is important not only for recognizing one’s limitations, but also as a first step toward being tolerant and accepting of the client’s independent beliefs in order to create a safe space for religious or spiritual dialogue (Richards & Bergin, 2000).


  2. Assess client religious and spiritual beliefs from the onset of treatment. Christian therapists should include religion and spirituality in routine assessments. An assessment of religiosity should include not only associated groups or denominations, but also values and previous and current spiritual experiences. For example, many patients may identify as Christian and may have chosen a therapist according to their religious values. However, clinicians cannot assume that all their clients universally hold the same values and beliefs. Additionally, therapists should assess whether the client prefers a more implicit or explicit use of religion and spirituality in psychotherapy. As discussed by Worthington, Hook, Davis and McDaniel (2011), clients with stronger religious commitments may benefit more from and prefer more explicitly religious forms of psychotherapy and interventions. Furthermore, therapists should assess the client’s preferences regarding religious and spiritual language, as well as spiritual disciplines and practices they hope to utilize in or out of psychotherapy (Doherty, 1999; Rose et al., 2008). If a client prefers a more explicit use of religion or spirituality in psychotherapy, it is recommended that the therapist consult and collaborate with clergy or pastoral professionals when necessary (Gonsiorek et al., 2009).


  3. Use empathy intentionally and “trust the process.” On occasion, Christian therapists might jump the gun a bit when they find out that a client comes from a Christian background. Sometimes this means over-identifying with a client. At other times, the therapist may make untrue or irrelevant assumptions about a client’s faith and get caught up in countertransference issues. This might occur, for example, if the therapist grew up in a highly rigid Christian family and had lingering strong feelings, whether positive or negative, about that experience. Another common problem with over-identifying is that therapists are prone to push too quickly for change. Psychotherapy may become too task driven, which might damage the relationship. Because empathy helps build trust, therapists should remember that much empathy may be needed before the client feels comfortable divulging something so personal and life-shaping as his or her spiritual beliefs. When spiritual or religious beliefs are shared and explored in the course of psychotherapy, a good empathic practice may be to affirm and even thank the client for the courage and vulnerability that goes into sharing such beliefs (Young, Dowdle & Flowers, 2009). The practice of basic good listening skills and reflection of the clients’ statements (e.g., sometimes using their own language) may indicate to clients that the therapist understands their religious frame of reference (even though he or she may not completely agree with it).


  4. Take a collaborative approach by making clients active players in their own treatment. Collaboration in psychotherapy is the mutual involvement of both the therapist and the client toward therapeutic tasks and outcome. In general, common measures of collaboration include level of client resistance and cooperation with homework (Tryon & Winograd, 2011). Yet collaboration may look slightly different in Christian counseling and psychotherapy. For example, clients with stronger religious and spiritual belief systems may desire to have psychotherapy goals and interventions that relate directly to these belief systems. Worthington, Hook, Davis and McDaniels (2011) conducted a meta-analysis revealing that psychotherapy was more effective for both symptom reduction and a sense of spiritual growth among patients who held stronger religious commitments if treatment employed more explicitly religious language and interventions. Because religious commitment and language may be important to Christian clients, the therapist should endeavor to hold a collaborative posture and modify their approach according to the needs of their client.


  5. Pay close attention to how the therapeutic alliance is developing over the course of psychotherapy. As the studies above indicate, the therapist would do well to monitor the therapeutic alliance throughout the treatment process when working with Christian clients. This can be done through clinical assessments or through “checking in” with the client. Given that the client trusts the therapist enough to be open and honest about how he or she is feeling about the relationship, this practice can be rewarding in a number of ways. First, it demonstrates to the client that the therapist cares for him or her as a person and finds his or her opinion valuable. Second, it demonstrates a collaborative posture that invites the client into the change process even further. Third, it provides valuable information for the therapist on how to adjust the relationship so as to strengthen the therapeutic alliance, which will in turn increase the likelihood of effective psychotherapy. Even if client and counselor both consider themselves Christians, they may differ from one another in many respects. It is important that the therapist monitor his or her reactions to clients who may come across as hyper-religious or rigid in their beliefs. Because these clients in particular may be very sensitive to perceived challenges to their belief system, the risk of damaging the therapeutic alliance is greater.


  6. Know when to adjust the therapeutic alliance. Beutler, Moleiro and Talebi (2002) have argued that resistance is a common “red flag,” which therapists should look for as an indicator that adjustment may be warranted. They focus primarily on resistance as a situational factor rather than as a client trait. In defining resistance as situational, therapists avoid over-pathologizing resistance. Their approach draws a clear distinction between a client who is resistant by character and one who simply is not getting better and is thus “resistant” to change. Thus clients with less trait resistance respond better to more directive forms of psychotherapy. The opposite is true of clients who are highly resistant; they respond better to a nondirective therapist. Clinicians should also assess for coping style and the client’s predisposition to specific psychotherapy interventions. Evidence shows that clients with an internalizing coping style will benefit more from insight-oriented psychotherapy, whereas clients with externalizing coping styles will improve with more behavioral or symptom-focused techniques. Resistance and coping style are two evidence-based ways to adapt psychotherapy according to a client’s individual personalities and characteristics.


  Conclusion


  In this chapter, we sought to bring attention to various ways evidence-based relationship factors can be leveraged in Christian counseling and psychotherapy to produce better client outcomes. Chief among these are therapeutic alliance, empathy and collaboration in psychotherapy. Furthermore, adjusting the clinical relationship based on the resistance level and coping styles of a client has also been demonstrated to be advantageous for psychotherapy. Finally, the utilization of religion and spirituality in psychotherapy to particular degrees dependent on the religious commitment level of the client has been found to be beneficial to therapeutic outcome and religious/spiritual growth, both of which are important to many clients with strong religious convictions. By utilizing these relational variables appropriately in psychotherapy, Christian counselors and psychotherapists bring an added dimension of care shown to bolster already proven techniques and practices.
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  The “nonprofessional revolution in mental health” described by Sobey (1970) over 40 years ago has developed even further in recent years. For many reasons—including the sheer need for mental health services, the effort to cut healthcare costs internationally, and reduced benefits of mental health insurance in the United States—the role of paraprofessional or lay counseling in the provision of mental health services has grown tremendously here and abroad (see Garzon & Tilley, 2009; Tan, 1997). Lay counselors or paraprofessional helpers are “those who lack the formal training, experience, or credentials to be professional psychotherapists, but who are nevertheless involved in helping people cope with personal problems” (Tan, 1997, p. 368). They have provided much-needed but increasingly ill-afforded mental health services in various ways, such as through telephone hotlines, suicide-prevention programs, church-based lay counseling services, national caregiving ministries, and peer-helping programs in many schools, colleges, businesses, prisons, religious institutions and other community agencies (Tan, 1992). A major example of paraprofessional or nonprofessional helping is lay Christian counseling for general psychological or emotional problems, usually in a local church context, but also in other parachurch (e.g., Youth for Christ) or Christian ministry (e.g., missionary) contexts (see Tan, 1991, 2002).


  Church leaders and Christian counselors often view lay Christian counseling as a legitimate Christian ministry based on biblical teaching. The biblical basis for lay helping, as well as building a deeply connected and loving Christian community, is found in texts such as Romans 15:14, Galatians 6:1-2, John 13:34-35, 1 Thessalonians 5:14 and James 5:16. Furthermore, 1 Peter 2:5-9 emphasizes the priesthood of all believers so that every Christian should be involved in appropriate ministries in the church and beyond, including lay helping and pastoral care, according to the spiritual gifts he or she has been graciously given by the Holy Spirit (see Rom 12; 1 Cor 12; Eph 4; 1 Pet 4:8-11). Besides biblical support for lay Christian counseling ministries, there is also some limited empirical support for the efficacy or effectiveness of lay Christian counseling, although more and better controlled outcome studies are needed before more definitive conclusions can be made (see Garzon & Tilley, 2009; Tan, 1991, 2002).


  Empirical Support for Lay Counseling


  The empirical support for the effectiveness of lay counseling or nonprofessional or paraprofessional helping in general is quite extensive. Earlier reviews of the research literature with forty-two studies on the comparative effectiveness of paraprofessional and professional helpers (see Durlak, 1979, 1981; Nietzel & Fisher, 1981), as well as subsequent meta-analyses (Berman & Norton, 1985; Hattie, Sharpley & Rogers, 1984; Stein & Lambert, 1995), have similarly concluded that lay counselors are generally as effective as professional therapists for most common problems such as anxiety, stress and depression (see Atkins & Christensen, 2001; Bickman, 1999; Christensen & Jacobson, 1994; Lambert & Bergin, 1994; see also Ali, Rahbar, Naeem & Gul, 2003; Neuner et al., 2008), although there is still some controversy over these findings.


  Some research seems to support the greater effectiveness of professional therapists over paraprofessional helpers. For example, professionally trained and experienced therapists have fewer client dropouts than paraprofessionals in outpatient settings (Stein & Lambert, 1995). Professionally trained and experienced therapists were also found to do better than paraprofessionals in a study using manualized treatments with conduct-disordered children (Kendall, Reber, McLeer, Epps & Ronan, 1990), in a study of group cognitive-behavioral therapy for depression at a six-month follow-up (Bright, Baker & Neimeyer, 1999), and in a study on relaxation training for cancer chemotherapy patients (Carey & Burish, 1987). More recently, Barlow (2004) has concluded that significant clinical expertise and a strong therapeutic relationship are essential for maximizing the efficacy of psychological treatments, particularly for more severely disturbed clients such as those with panic disorder or severe depression (Klein et al., 2003; Norcross, 2002). Therapist variables, such as therapist experience, also contribute significantly to beneficial outcome in such psychological treatments (Huppert et al., 2001). Barlow has therefore strongly advocated the use of highly trained and experienced therapists, especially psychologists, in treating clients with more severe psychopathology (see also Beutler & Kendall, 1995), but the empirical support for his view is still very limited.


  These more recent findings, however, do not negate the previously cited empirical evidence supporting the effectiveness of lay counselors when compared with professional therapists. Lay or paraprofessional counselors have therefore generally been found to be effective helpers (see Tan, 2011).


  Empirical Support for Lay Christian Counseling


  Empirical support for the effectiveness of lay Christian counselor training and lay Christian counseling is limited. Tan (1991) reviewed several studies that evaluated the effectiveness of different lay Christian counselor training programs, including his twelve-session training program, with generally positive results. However, most of the studies did not have a control or comparison group. The only study he mentioned that had a comparison group (comprised of weekly Bible study class students) found that lay Christian counselor trainees improved significantly more on self-ratings of knowledge, competence and confidence about competence in counseling and Christian counseling, and on ratings of genuineness in a videotaped role-play counseling situation by two independent raters, than the comparison group of students (Jernigan, Tan & Gorsuch, 1988; see also Jernigan, 1989). Another study, also with a no-training control group, found that a Christian-based adolescent peer-counseling curriculum (Sturkie & Tan, 1992) used with Christian high school students led to more significant improvements on self-ratings of knowledge and competence in Christian counseling and a stronger preference for an understanding style of response in comparison to the control group. It also led to significantly higher ratings on empathy, genuineness and respect by two independent raters of role-play videotapes (Martin, 1998). There is therefore some evidence from these two evaluations of lay Christian counselor training programs that supports the effectiveness of these training programs in producing significantly better lay Christian counselor responses and self-ratings. However, the crucial evaluation needed is on the effectiveness of the lay Christian counseling provided in terms of client therapeutic outcomes or changes.


  Earlier, Tan (1991) also reviewed several studies evaluating the effectiveness of different lay Christian counseling services in terms of client outcomes. The outcome studies covered did not include a control or comparison group, or use random assignment of clients or subjects, or appropriate pre-post counseling assessments (e.g., see Boan & Owens, 1985; Harris, 1985; Walters, 1987). A more recent outcome study included pre-post assessments, with several good outcome measures, revealing significant positive results in client change with adults receiving counseling at a local church lay counseling service, but there was no comparison or control group (Toh, Tan, Osburn & Faber, 1994). A subsequent controlled outcome study (Toh & Tan, 1997), using a no-treatment control group, with random assignment of subjects either to the lay Christian counseling treatment group (n = 22) or the no-treatment control group (n = 24) found that the treatment group reported significantly more improvement than the control group on all the four outcome measures (target complaints, brief symptom checklist, spiritual well-being scale and global ratings of client’s psychological adjustment) and maintained these therapeutic gains at one-month follow-up. This is the only controlled outcome study that has been conducted on lay Christian counseling involving adult clients in a local church context (see Garzon & Tilley, 2009). A recent review of empirically supported religious and spiritual therapies in general (Hook et al., 2010) included Christian lay counseling for general psychological problems as one of several possibly efficacious treatments based on this one controlled outcome study.


  Garzon and Tilley (2009) recently reviewed the empirical evidence for the effectiveness of lay Christian counseling subdivided into active listening approaches (e.g., Kenneth Haugk’s Stephen Ministry), cognitive and solution-focused approaches (e.g., early Crabb, Backus and Tan), inner healing prayer models (e.g., Francis MacNutt’s Christian Healing Ministries; Ed Smith’s Theophostic Prayer Ministry) and mixed lay Christian models (e.g., eclectic with an integrated cognitive-behavioral component; Neil Anderson’s Freedom in Christ Ministries). While they noted some preliminary evidence for the effectiveness of Freedom in Christ Ministries and Theophostic Prayer Ministry, the lack of controlled outcome studies preclude definitive conclusions. The only randomized waiting list control group study available to date remains Toh and Tan (1997) discussed above. Garzon and Tilley therefore concluded that much more and better controlled outcome research is needed before the effectiveness of lay Christian counseling can be properly evaluated.


  While lay counseling in general can be said to be effective—often as effective as professional therapy—lay Christian counseling can only be said to be a possibly efficacious treatment at this time.


  Therapy Description


  Lay Christian counseling is not a unitary or uniform approach to helping people with general psychological or emotional problems. As Garzon and Tilley (2009) have noted, there are at least four major categories of lay Christian counseling approaches, mainly from a more conservative, evangelical perspective: active listening, cognitive and solution-focused, inner healing and mixed (see also Garzon et al., 2009). A brief treatment description of each of these four major categories will now be provided, following Garzon and Tilley (2009).


  Active-listening approaches. Active-listening approaches to lay Christian counseling include empathy, positive regard and basic listening skills, combined with the use of spiritual resources such as prayer and the Scriptures. A major example of this approach is Stephen Ministry, a Christian caregiving program developed by Kenneth Haugk (see Haugk, 1984) beginning in 1975. It has experienced tremendous growth so that more than 10,000 congregations from over 150 denominations and 21 countries are now using Stephen Ministry in their lay caregiving. Churches first enroll in the Stephen Series program of training, provision of resources and continuing support from the main organization, Stephen Ministries, in St. Louis, Missouri. They then send their pastor(s) or selected lay leaders to attend a week-long leadership course that trains them in the Stephen Ministry model of lay caregiving and how to implement it in a local church context. The leader(s) of this ministry will subsequently select lay members of the congregation to become Stephen ministers by providing them with fifty hours of lay care training on topics such as active listening; feelings; assertiveness; confidentiality; setting boundaries for helping; ministering to people with specific struggles, such as grief, depression, divorce, crisis or childbirth; ministering to the dying, the suicidal, shut-in persons, older persons and inactive members; making referrals to mental health professionals and other resources; and the appropriate use of prayer and Scripture. The trained lay members are then commissioned in church as Stephen ministers who will meet with a “care-receiver,” assigned by a Stephen leader, once a week for an hour. These Stephen ministers will also meet with Stephen leaders for peer supervision twice a month. No controlled outcome studies have been conducted on the effectiveness of Stephen Ministry as a lay Christian counseling or caregiving approach.
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