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Foundational Definitions

1. Introduction

The Clinical Effectiveness Institute works from a founding proposition: clinical
effectiveness is necessary for ethical practice. A therapist who intends a good outcome
for a client, and cannot assess whether the therapeutic work is actually reaching that
client, has not yet met the full ethical demands of the profession.

Psychotherapy, clinical leadership, and clinical effectiveness are terms that circulate
widely across the field, often without a stable shared meaning. What follows sets out
how these terms are used here, so that clinicians, students, and collaborators share
common ground and precise language for discussing psychotherapy, psychological
change, and the responsibilities of clinical practice.

These definitions will be refined and extended as the clinical and theoretical work
continues. They are offered as a working reference and as the shared foundation for the
conceptual development the field does together going forward.

2. What Psychotherapy Is

Psychotherapy is an intentional psychological process, conducted within a professional
relationship, and organized toward meaningful psychological reorganization.

It is intentional because it has a purpose, even when that purpose changes as the work
goes on. It is psychological because it deals with how a person experiences, interprets,
and organizes his or her inner and outer world, not only with behavior or symptoms. It
happens within a professional relationship, not a friendship: the therapist carries
greater responsibility for understanding and organizing the work, and the roles are not
equal or interchangeable. And it is organized toward reorganization. That does not mean
it always produces reorganization. It means the therapist stays oriented toward that
outcome and tracks whether the work is moving in that direction.

Supportive work is different. It helps a person endure, stabilize, adapt, function, or hold
onto capacities he or she already has. It is often important, and many clients need it
before they can take on reorganizational work at all. Therapy frequently moves back and
forth between the two. Supportive work and reorganizational work differ in purpose,
and they also differ in complexity: the skills required to help a person stabilize and



function within his or her existing psychological organization are not the same as, and
are not as complex as, the skills required to help a person change that organization. This
is not a claim about the value of supportive work. It is a claim about what each kind of
work demands of the clinician.

3. Psychological Organization and Reorganization

Psychological organization is the patterned way a person experiences, interprets,
regulates, and responds to his or her inner and outer world. It shows up in how a person
relates to himself or herself, to other people, to his or her own feelings, to his or her own
needs, to conflict, and to meaning. These pieces tend to move together, as one
recognizable pattern, across different situations and relationships.

Personality type, attachment style, and case conceptualization each describe a piece of a
person's organization, seen from a particular angle. The organization itself is the fuller
pattern underneath all of those descriptions.

Psychological reorganization is a durable enough change in that pattern that new
possibilities open up for the person, across time, across states, and across relationships.
Psychological movement is something narrower: a change in the moment. An insight
surfaces and fades. A feeling gets expressed and passes. A session feels significant while
it is happening, and afterward the person is left with the same range of possibilities he
or she had before. Therapy can generate a great deal of movement while a person's
underlying organization stays exactly where it was. Reorganization is the rarer event,
and it is what psychotherapy aims toward.

Real questions remain open here. How much durability counts as reorganization rather
than movement? Does the change need to show up outside the therapy relationship, or
can a change that so far only exists with one particular therapist still count? Can
reorganization happen in one part of a person's life while the rest of his or her
organization stays the same? These questions will be sharpened as the work continues.

4. Clinical Leadership and Professional Stance

Professional stance is the therapist's ongoing orientation to the purpose,
responsibilities, and ethical demands of the therapeutic work. It shapes how a therapist
holds boundaries, tolerates uncertainty, and stays accountable to the client and to the
process, session after session.

Clinical leadership grows out of that stance. It is the therapist's greater responsibility for
understanding and organizing the psychotherapeutic process in service of meaningful
change. The client holds authority over his or her own experience. He or she interprets



his or her own life, sets and revises his or her own goals, agrees or disagrees with the
therapist, and decides whether to continue the work. The therapist holds a different
kind of responsibility: for assessing what is happening, for forming and revising a
working understanding of the client's psychological organization, and for calibrating the
pace and depth of the work to what the client can actually use.

Clinical leadership is a distinct stance from directiveness, control, or paternalism. A
therapist practicing clinical leadership brings his or her own clinical judgment fully into
the room and remains accountable for organizing the process well. That is a different act
from imposing a predetermined outcome on the client or treating the client's own
account of his or her experience as something to be managed or corrected.

Alliance is part of how clinical leadership becomes real in the room. Alliance is the
explicit agreement between therapist and client to engage honestly with each other's
thoughts, feelings, and observations within the professional exchange of the therapeutic
encounter. This differs from the more familiar account of alliance as agreement on the
goals and tasks of treatment (Bordin, 1979). The standard here is honest engagement
itself: what each person commits to bringing into the room, independent of whether
they have yet agreed on where the work is headed. A therapist and client can hold a
strong alliance in this sense while still working out what the goals of their work together
actually are.

5. Intersubjectivity

Something happens between therapist and client that goes beyond technique, content,
or agreed-upon goals. This dynamic component of therapeutic work draws in part on
Jessica Benjamin's concept of mutual recognition, and remains an area of active
development.

Benjamin describes mutual recognition as a relationship in which each person
experiences the other as a genuine subject: a separate center of feeling and perception,
rather than an object of the other's needs, projections, or reactions. When recognition
breaks down, each person can begin to experience the other primarily as an extension of
himself or herself, a collapse Benjamin calls “doer and done to.” When recognition
holds, or is repaired after a breakdown, something becomes available between the two
people that neither could generate alone.

This capacity for mutual recognition is clinically significant and often transformative in
its own right. Whether, or under what conditions, it is required for psychological
reorganization is not yet settled. It connects closely to ongoing work on meaning as a
hinge in psychological change.



6. Clinical Effectiveness

Clinical effectiveness is the concept the rest of this work builds toward. Psychotherapy,
psychological organization and reorganization, clinical leadership, and alliance all exist
to make this definition precise rather than aspirational.

Clinical effectiveness is whether, and how, psychotherapy contributes to meaningful
psychological reorganization. This sets effectiveness apart from several things that often
stand in for it. A strong alliance, a satisfied client, steady attendance, real insight, and
genuine relief can all be present in work that is clinically effective. Each of these can also
be present in work that produces none of the reorganization described above. None of
them, on its own, establishes that reorganization has occurred.

Effectiveness describes a relationship between the therapeutic process and the change it
produces, not a fixed trait a therapist either has or lacks. It depends on the therapist's
capacity to assess what a client's current psychological organization can actually use,
and to calibrate the pace, depth, and content of the work accordingly. A clinically sound
intervention, delivered to a client who cannot yet use it, does not produce
reorganization. It produces clinical activity that resembles progress without becoming it.

Ethical practice requires sustained responsibility for clinical effectiveness. A therapist
cannot guarantee that reorganization will occur. Client capacity, context, and
circumstance all shape what becomes possible, and much of that lies outside the
therapist's control. What ethical practice requires is that the therapist stay accountable
to the question of whether the work is actually reaching the client, rather than resting on
the presence of alliance, relief, or attendance as though these settled the matter.

Precise measurement of reorganization, and a precise account of what a therapist can
reasonably be held responsible for, remain active areas of development. The claim that
stands now is this: clinical effectiveness is a distinct and necessary standard, separate
from the outcomes more commonly used to stand in for it.

7. Closing

Clinical effectiveness is necessary for ethical practice. That is the proposition this work
stands on, and every term above exists to make it precise enough to act on.

Psychotherapy is not defined by warmth, insight, satisfaction, or attendance, however
real and valuable each of these can be. It is defined by whether it moves a person's
psychological organization toward something new: a wider range of what is possible for
him or her, held across time, across states, and across relationships. That is a higher bar
than the field currently asks itself to clear, and it is the bar clinical work should be
measured against.



A therapist does not control whether reorganization occurs. He or she controls whether
the work stays organized toward it, whether the pace and depth of what is offered
actually meet the client in front of him or her, and whether the standard of effectiveness
stays in view rather than quietly giving way to comfort, retention, or relief. That
responsibility cannot be outsourced to technique, and it cannot be satisfied by a client
who feels helped without being changed.

This is the ground the Clinical Effectiveness Institute is building from. The work
continues from here.

Glossary

Psychotherapy — an intentional psychological process, conducted within a
professional relationship, organized toward meaningful psychological
reorganization.

Supportive work — clinical work that helps a person endure, stabilize, adapt, or
function within his or her existing psychological organization.

Psychological organization — the patterned way a person experiences, interprets,
regulates, and responds to his or her inner and outer world.

Psychological reorganization — a durable enough change in a person's patterned
organization that new psychological possibilities open up across time, states, and
relationships.

Clinical leadership — the therapist's greater responsibility for understanding and
organizing the psychotherapeutic process in service of meaningful change.

Professional stance — the therapist's ongoing orientation to the purpose,
responsibilities, and ethical demands of the work.

Client authority — the client's authority over his or her own experience,
interpretation, consent, and goals.

Alliance — the explicit agreement between therapist and client to engage honestly with
each other's thoughts, feelings, and observations within the professional exchange of
the therapeutic encounter.

Intersubjectivity — the relational movement between therapist and client, drawing
on Jessica Benjamin's concept of mutual recognition, that goes beyond technique or
agreed-upon goals; an area of active development.



Clinical effectiveness — whether, and how, psychotherapy contributes to meaningful
psychological reorganization.
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