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Dr. Buczynski: What happens when the stuck person in the room is the practitioner?  

In this bonus series, we’ll look at how our own rigidity or stuck patterns can become a liability to the 

treatment. 

To begin, Dr. Michael Yapko makes a compelling case about how our professional views could be holding 

patients back. 

Dr. Yapko: I was hugely influenced by Milton Erickson’s perspective. 

I’ve been exposed to so many different people over time, but his really made the most sense to me.  

When he was asked why people have problems, he had a one-word answer, and the answer was rigidity – 

when a person is very rigid in some aspect of their experience, which means that their response to some 

circumstance isn’t changing with the circumstances.  

They continue to do something in a persistent way that works against them. 

In the same way that he defined the problem of rigidity; he described 

the essence of the solution as flexibility.  

How can we get people to start to do something different?  

He was certainly known as a very innovative clinician in getting people to do things differently.  

You take the salient principles of what Erickson would do: he would encourage people to get active, to go out 

and do things, to create experiences that would permit and catalyze greater flexibility in their responses.  

For me, it is about adaptation. How can I help people handle circumstances in more adaptive ways?  

Dr. Buczynski: How do you help people get more flexible?  

Dr. Yapko: By creating new experiences for them. I think that’s a big part of it.  
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Another big part of it is having the attitude that what people are really looking for is change instead of 

pathologizing and labeling them and becoming part of the problem.  

That’s a lot of what happens: People who are working with clients 

who are stuck become stuck in the same way the clients do which is 

the formula for long-term therapy.  

It is a big thing to be able to view yourself as an agent of change – to create an atmosphere that encourages 

people to do things proactively.  

Instead of analyzing and analyzing and talking and talking, it’s important to get people moving and doing 

things differently and conveying an attitude of wanting to experiment, wanting to try new behaviors, and 

making it safe to do so.  

Dr. Buczynski: You suggest that we as practitioners are vulnerable to getting stuck ourselves because we see 

the same thing so many times.  

Dr. Yapko: It’s not just because we see the same things so many times, but our own philosophies can get in 

the way of being effective agents of change.  

It’s really interesting how incongruent in many ways the therapy field is – we’re in the business of change and 

how often we use language that precludes it, and how often we use language that teaches people to think of 

themselves in unchangeable ways.  

We tell people that it’s about their brain, or we tell them it’s about their biochemistry, or we tell them it’s 

about their genetics.  

Or we use language that tells people who have, for example, a history of abuse, that they’re an abuse 

survivor.  

On the surface, that sounds very empowering, and yet just beneath the surface where people respond to 

implications, we’re telling them that they can globally define 

themselves according to their unchangeable history.  

It was one of the most valuable lessons I learned from Jay Haley 

directly when I first started studying with him.  

“People who are working 

with clients who are stuck 

become stuck in the same 
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I came to our very first supervision meeting armed with this great case that I was going to present to him, 

and I’d filled my description with all kinds of psychobabble hoping that I would impress him.  

I asked him what he would do with this particular woman who had a borderline personality disorder. She was 

dysthymic – she had an ego dysthymic internal dialogue.  

I threw in all this stuff before I finally asked him, “What would you do with her?” There was a long pause 

before Jay finally said, “I wouldn’t let her have those problems.”  

I thought that was a pretty confusing answer at first. It took me a long time to really understand the genius of 

what he was saying, which was: Never define problems in unsolvable terms. 

One side of the experience is when the client comes in stuck because of their own perspectives, and then 

here’s the practitioner side – the therapist side – that 

reinforces stuckness by some of the language that we use – 

some of the philosophies that we have.  

There are therapists who will say to their clients, “While 

you’re in therapy, don’t change anything. Don’t make any big 

decisions. Don’t do anything that’s going to…” What a preposterous thing to say to somebody who’s there for 

their reason. 

When people (therapists) get loyal to a theory, they sometimes miss the opportunity to encourage people to 

do things differently.  

Dr. Buczynski: As Michael said, the way we define our patients’ problems could add to the barriers to change.  

For some additional thoughts on this, let’s hear from Dr. Ron Siegel, Dr. Kelly McGonigal and Dr. Joan 

Borysenko. 

Dr. Siegel: Whether we understand our problem as functional or structural. By “functional” I mean we are 

caught in some sort of a loop, where a given action on our part creates a result which traps us in more of a 

proclivity for more of that given action and we just keep going round and round and round. Say in public 

avoidance, where we get anxious when we go to the supermarket, so we stay out of the supermarket. Then 

anytime we approach the supermarket it’s scarier still because we haven’t been exposed to it. We just get 

stuck in this kind of way - versus structural, in the sense that something is broken.  
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And, interestingly, the structural models are very helpful for alleviating shame. 

When we talk to somebody about, “Gee, you know, what you’re doing is 

simply what your brain evolved to do through millions of years of evolution - 

you know, of course it responds this way. Of course you want to avoid the 

supermarket, because the fear response has saved so many of our ancestors from so many lions. It 

normalizes it. It reduces the shame. It allows us to feel okay about ourselves - but it also suggests that it’s 

immutable; we’re stuck with it.” 

The same thing is true if we talk to somebody who has had, oh, say, childhood physical abuse and they freeze 

every time somebody speaks to them in an aggressive manner. We say, “Well, that makes perfect sense, 

given your childhood experience.” But those explanatory models also tend to lock a person into thinking that 

they’re a little bit inevitable. 

So, the structural models are both helpful, because they normalize and get rid of the shame, but also 

problematic because they make it seem as though it’s somehow fixed.  

One way out of this is to really talk about the mechanism - what’s going on in each moment; in other words, 

“How your reaction to this that happened when you were a child is causing you to behave in a way which is 

now trapping you in another problem,” and actually pointing out that “the behavior is a choice here and you 

can learn to work with the feelings that come up, when somebody’s aggressive with you, in a different way.” 

I’m particularly fond of the Buddhist tradition. They talk about these as tantric models, which are models in 

which whatever comes up, however unsavory it might be - is grist for the mill - it’s something to work with.  

I think of Dick Schwartz in his Internal Family Systems Model where whatever part of me comes up, even if 

it’s a part that is the victim part - who feels terribly frightened and who sees the world as a dangerous place - 

we’re not going to try to just stamp that out, but rather we are going to see, how does that part try to help us 

in some fashion? 

When we take this kind of model that says all these parts, all these reactions, that are all helpful in some way 

- How can we see ways in which they are helpful and use them when 

they’re helpful, but also when can they rest? When do we not need to, 

say, be hypervigilant because somebody’s just been aggressive with us? 

Or when do we not need to listen to the fear of going into the 

supermarket? 

“Structural models 

are very helpful for 

alleviating shame.” 

“We need to be careful 

about when we’re 

inadvertently hypnotizing 

people into thinking that 

they can’t change.” 
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So it’s complicated but I do think Michael’s point is really an excellent one. We need to be careful about 

when we’re inadvertently hypnotizing people into thinking that they can’t change. 

Dr. McGonigal:  Yes, this is one of the reasons why I really changed the way that I talk about stress. In 

thinking about how we can accidentally give people the mindset or the belief that they’re doomed, based on 

the reality of their brain or their bodies or their lives.  

It reminds me of one of the most common instruments that healthcare professionals or psychologists use to 

help people think about stress, and that’s the Stressful Life Events Checklist. I’m sure you’ve all seen it. You 

list everything you’ve gone through in the past year that can be construed as stressful. And it’s everything 

from surviving the Holiday season, to getting a promotion, to having a change in any relationship with any - I 

mean, you name it, it’s on that list.  

Then you add it up. Pretty much everyone I worked with got a high score. Then you look at the bottom of the 

page where it says, “What do you do with your score?” And it says, “You are at high risk of getting sick or 

dying in the near future. Do your best to avoid future life crises.”  

For my book I talked with a woman who works with people who are on Welfare to Work programs, and many 

of them are recently homeless or currently homeless. They’re getting out of abusive relationships, they’re 

dealing with addiction. She was training to use this checklist as a way to make sure they understood how 

important it was to manage stress, and instead they were all like “Well, wait. My life is killing me. This is my 

life. I am doomed. I am screwed.”  

I feel like there’s probably many things that we accidentally do as helping professionals to try to get people’s 

attention on something. We try to illuminate why something is risky or why something is unhelpful, that 

doesn’t necessarily give people that same sense of hope.  

Any time we are going to point to why something that someone is doing is maladaptive or self-destructive, 

we need to be real sure we’ve got the other side coming in that is 

realistic - more realistic than, “So, you need to change the way you 

think,” or, “You need to reduce your stress,” but that comes in 

with something very strategic and practical that gives hope. 

Dr. Siegel:  I think this speaks to one of the challenges of being a 

clinician. We have to hold opposites simultaneously so often that 

we have to both be able to hold, “Yes, you’ve had these 

“Any time we are going to 
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experiences - but yes, human evolution has brought us to this place, and, yes, change is possible.” And these 

feel like opposites, and at a certain level they are, but they’re how complex systems work. Complex systems 

both have momentum and they’re mutable. Somehow we have to be able to hold both. 

Dr. Borysenko:  I think what you would have to do is completely change the perspective so that you’re not 

looking at solving a problem at all. But rather, I would say to somebody I was working with, “Well, you know, 

life is a continuum; it’s a journey; it’s flowing. We have a lot of things - we have obstacles that come up, and 

we all tend to stay with obstacles until we’ve gotten everything that we can out of them. That’s simply part of 

the journey.” 

And so the question, when you come up against an obstacle, is not to see it as an obstacle - the river runs 

around it, there’s a flow. And if you take a more mindful perspective and do ask some questions: “Well, this is 

really interesting where you find yourself right now, and what are the things in it that are comfortable for 

you?” Or “what is it that’s uncomfortable for you? Where do you see the journey moving?” 

And instead of defining it all in terms of the obstacle, you look at the journey as a whole. And I might quote a 

poem. It’s a great poem - it’s called Usai, and it is about a Japanese poet, 

Hokusai, and it’s Hokusai’s wisdom for life. And one of the things in that 

poem that is so riveting is he says, “And go ahead and stay stuck. Stay stuck 

as long as it’s interesting.” And I realized, “Oh, that’s really good! Must still 

be interesting to you if that’s where your energy is right now.” 

So, to start up a different conversation about what stuckness is, I think, is always a good thing to do. 

Dr. Buczynski: I liked how Joan avoided the “obstacle” and focused more on how the client is benefiting from 

being stuck.  But, getting back to the main point—how could our own preconceptions play out in a session? 

Here, Dr. Marsha Linehan talks about what led up to a mis-assessment of her client.  Here’s Marsha — 

Dr. Linehan: The other thing, though, that you have to pay attention to all the time is whether you have 

appropriately assessed the client –exactly what the problem is.  

In my experience, I would say that 80 to 90 percent of therapy errors are assessment errors.  

Almost always your real problem is assessment: you’ve miss-assessed somewhere along the line. 

For example, I had a client who had, without a doubt, the worst childhood I’ve ever heard of in my life.  I 

“Instead of defining it 

in terms of the 

obstacle, look at the 

journey as a whole.” 
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haven’t seen anything even in one of those scary movies as bad as what this client had. This is the single 

worst case I’ve ever heard of – starting about age three or four, all the way to 15 or 16.  

This person had post-traumatic stress disorder, and we knew that to do PTSD treatment on her, we needed 

to do a lot of other things. 

The problem was: nothing was working – nothing was working; she wasn’t getting herself to do anything 

either.  

Finally, I started going in and saying, “What is the problem here? You’re not making progress. I’m beginning 

to wonder if the problem is you’re afraid of getting better,” at which point it turned out that that was 

absolutely true – that was exactly what the problem was.  

“I’m afraid,” she said, “I won’t know who I am. I’ll be someone else. I will have no identity if I get better. I’ve 

been… my entire life. I won’t have an identity.”  

I said, “All right – fine – you’re afraid of getting better.”  

She said, “Yes,” and I said, “OK”… 

Her other fear was that she would lose me. So I said, “OK, we’re going to skip PTSD for all the abuse you’ve 

had and we’re going to do PTSD on getting better. 

We’re going to work on the fear of getting better. We’re skipping everything else – so over and out – except 

for a few little details.”  

With all this stuff she had learned to do that she had previously been afraid of, I said, “Just keep doing those. 

That’s not going to kill you. You won’t get better anyway by doing what you’ve learned – so don’t worry 

about it.  

We’re going to work on the fear of getting better.”  

The therapy changed like that – we started moving. It had been a completely missed assessment on my part 

– it was a perfect example of a missed assessment. 

Dr. Buczynski:  You had framed it as one thing and it really was… 

Dr. Linehan:  This is how I framed it…she had told me she wanted to die because of the flashbacks.  
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She wanted to die because she had horrendous flashbacks constantly. She was being raped, constantly 

attacked and everything else, which is why she wanted to die.  

I bought right into that and said, “OK, fine. We will work on that.” We went on and worked on not harming 

herself; we worked on all kinds of things related to that - until I started realizing that that was not the actual 

problem.  

The key problem was the fear of getting better. Until we got over the fear of getting better, we couldn’t do a 

treatment that we knew would make her better because she was too afraid of getting better.  

Now, we’re working on: Maybe it won’t be so terrible to get better and who she can be.  

I’m using the exact same book that was developed for PTSD on getting better, and it’s very interesting.  

But my point is: this is an example that’s not everybody’s problem – although it is more often than you think 

– especially for people who have long-time mental disorders where they’ve just stayed afraid for years – 

“Who are you if you’re not afraid?” That’s all part of the problem. 

That’s a good example of a missed assessment, and I’ve had so many! I could tell you a million stories about 

missed assessment – that is one of the few things that really 

doesn’t get taught.  

My graduate students tell me this: I’m the only person who 

really spends a lot of time on teaching them how to do an 

assessment.  

For many therapists, what they don’t look at when things aren’t 

going well is: Maybe the problem is my assessment. Maybe I’m 

treating the wrong thing at the wrong time. That’s mainly the point I’m trying to make here. 

Dr. Buczynski: As Marsha reminds us, our singular focus on a problem can sometimes cause us to miss what 

lies beneath.  

For some further insight on how our approaches can sometimes miss the mark, here’s Dr. Ron Siegel and Dr. 

Kelly McGonigal. 

Dr. Siegel: I think a lot of it has to do with keeping our eye on the ball of what’s actually transformative in 

“When things aren’t going well 

in therapy, therapists need to 

step back: Maybe the problem 

is my assessment. Maybe I’m 

treating the wrong thing at the 

wrong time.” 
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therapy, and what’s usually most transformative is not these quick fixes. It reminds me of a situation I had 

very early on - I was in my internship year and I was in one of the Harvard teaching hospitals but it was kind 

of the “runt of the litter” of the Harvard teaching hospitals - we had peeling paint on the walls and old 

wooden furniture and a pretty dilapidated environment.  

And I remember in that environment I was working with this profoundly depressed young woman, and she 

used to come in and tell me about how hopeless her life was - and I tried to fix it; you know, I thought, “Oh, I 

get it - this is anger turned against herself. I’ll mobilize her anger. Oh, no - this is learned helplessness; I’ll get 

her up and doing things so that she can notice that she’s got self-efficacy.” And, “Oh, what the heck - I was in 

Massachusetts; it was an eco-psychological problem: she was alienated from labor, from nature and the like - 

I’ll help her with that.” I kept trying all these things - nothing worked. She was just totally depressed. 

I remember leading those sessions thinking, “You know, I was a good student; I could have gone into so many 

fields - this is clearly not my calling.” And I would have supervision, and the supervisor would point out to me 

that it was actually after the most dismal sessions, the ones in which I 

felt utterly hopeless, that she would sometimes come in the next week 

looking a little bit brighter and occasionally she’d offer, “Last week, 

that was a little bit helpful.” And I remember thinking, “To you 

maybe.” I was ready to drive off a bridge! You know, it was really 

horrible sitting there! But what I started to learn was that if I could 

actually be with her, the fact that I was with her in the despair, that’s 

what was transformative - that she felt a little less alone, a little less lost, a little bit less cut off from humanity 

- and we know all of those are features of depression. 

So that was very, very valuable and it helped me to ease up the “fix it” need. And it’s a problem today 

because a lot of people, you know, they’re forced to fill out “depression inventories” after each session, and 

if you’re not feeling good, that’s seen as a problem. And so often in psychotherapy - and I think so many of 

our presenters were addressing the issue that it’s not about feeling good exactly; it’s about being with what’s 

really here and now. 

Dr. McGonigal:  Yes, that story reminds me of something we talked about previously: that often when we’re 

with people who are suffering, we catch a version of their suffering - whether it’s being self-critical, or 

whether it’s resistance or rejection or depression. And the fact that your experience of working with this 

person was your own despair, I am sure that that empathy, that sort of small version of what she was living 

“If I could be with her in 

her despair, that’s what 

was transformative. She 

felt less alone, and less cut 

off from humanity.” 
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with, is part of the process that was therapeutic. And if we think that, if we get too focused on, again, the 

content of it, like, “Oh, now I need to fix my own despair by getting better at it,” even though nothing seems 

to be working, sometimes the insight that, “This is probably this other person’s lived experience too and 

we’re in it together now.” That’s part of that therapeutic relationship. 

Dr. Buczynski:  I think sometimes, Kelly, that that actually brings out the part of us that wants to fix it even 

more, because it’s hurting, to feel what they’re feeling. And, paradoxically, what’s most valuable is the 

witness: being brave enough to witness suffering and pain without mucking around always in the “fix it” - not 

that there isn’t a role for that at some point, but sometimes some things are not fixable. 

Dr. Siegel:  And that’s where our own capacity, I think, to bear affect, to really be able to feel our feelings and 

tolerate them, becomes so important, in allowing us not to feel like we have to fix them. 

Dr. McGonigal:  This is a theme that has come up in so many sessions - to have the wisdom to recognize that 

we can be catching that kind of mindset or emotional experience and to not need to search to explain it: that 

you could catch the affect of despair or hopelessness, and if you don’t understand that, that could be a 

relational emotion too, to think, “Okay - I have to get better at what I’m doing. I have to fix this person’s 

experience,” I think that this insight that we often hope others will have - that sometimes there are just 

emotions present or beliefs present that aren’t really connected to the present moment of your reality, that 

that’s really important too for people who are trying to help others. 

Dr. Buczynski: That “need to fix” can often feed into a lot of stuckness for practitioners. And when the 

practitioner gets stuck, we run into the danger of compromising our interventions.  


