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Conclusion: Becom ing
a "T rian g le D o cto r"

THE PERVASIVENESS OF TRIANGLES IN RELATIONSHIPS AND IN THERAPY
Normal people and mental health professionals automatically think about ones and twos. When things go badly in our
lives or in therapy, each of us quickly moves to questions like, "What did I do wrong?" or "Who did me in?" Our purpose in
this book has been to facilitate our readers' ability to think about threes and to recognize triangles when they do occur.
One way of looking at life is to see it as a never-ending series of relationship triangles to be recognized and
resolved. From conception on, we are part of our primary parental triangle. As we negotiate childhood, triangles with our
siblings, grandparents, aunts, uncles, and cousins dot the relationship landscape. Adolescence, with its famous
emotional storms, makes triangles inside and outside the family explicit and easy to see. As young adults move to form their
own marital and nuclear family units, relationship triangles multiply in number and in interlocking complexity. If we are
aware of the developmental density of triangles in our own lives and in the lives of our patients, we can more easily find,
define, and neutralize the specific triangles that may be defeating us at a particular moment in time.
For purposes of efficiency and cost effectiveness, as clinicians we deal with the matter at hand—whether anxiety,
depression, or relationship conflict—by freezing it in time, analyzing it, and treating it.
This doesn't take away from the fact that each symptom or clinical episode, with its accompanying triangle, is just one in a
connected series that has occurred over time.
Our lives and our therapeutic efforts are complicated immeasurably by the often invisible power of relationship
triangles. Remember the time when you were 7 years old, on a neighborhood exploration with your best friend, and you
wanted to cut across the frozen pond on the way to the candy store? Your friend said his mother wouldn't let him. Undaunted, you
did it anyway, and he ran home and told your big sister. She not only came and got you, and dropped you home before you got a
chance to buy your candy, but she also ratted on you to your mother. Your mother sent you to your room with the familiar
threat: Wait until your father gets home. It was bad enough that your father thought your big sister was perfect and you left a
lot to be desired, even though you could already dribble a basketball at age 7.
Did you ever tell your best friend your deepest, darkest secret only to arrive at school the next day and find a group
of the most popular and powerful kids gathered in a corner of the schoolyard laughing together in a way that by instinct
told you that your friend had told? Now, for the rest of the year, you'd be an outcast. Or in college, when you found out
your friend was pursuing your sweetheart? Then you grew up, went to graduate school, found a life partner, and received an intense postgraduate course in mothers-in-law.

Triangles surrounded you when, in clinical practice, little boys who were targets of their fathers' criticism,
husbands who couldn't control their libidinal compulsions, and wives driven to depression by the critical squeeze of their
mothers and their husbands kept finding their way to your office. It is just this pervasiveness of triangles and of the fallout
they produce that inspired us to take up the challenge of writing this book.

METHODS OF MANAGEMENT OF RELATIONSHIP TRIANGLES
Our approach to the clinical management of triangles is best summarized in the following five steps: (1) Find the triangle;
(2) define the triangle's structure and the flow of movement within it; (3) reverse the flow of movement in the triangle;
(4) expose the emotional process; (5) deal with the process and move toward improved functioning.
When Scott 0. met Carolyn W. one summer on the beach, they were both 23. They were a year out of college, tired
of the bar scene and the unendi ng string of beer parti es . Each of them had an unspoken longing to meet someone
special who might turn out to be "the one." Neither of them believed that the chaotic madness of another Newport
summer would provide the fulfillment of these wishes.
Now, 18 months later, Scott finds himself in a place he never dreamed he'd be: a psychiatrist's office. Scott and his
family didn't really believe in psychiatry or "any of that mental health crap," but for the past 3 months Scott had been
experiencing anxiety attacks at work, while driving to pick up Carolyn in the city, and even at a Gi ants' game with
some old friends. The anxiety attacks included a pervasive sense of impending doom, with no rational stimulus, profuse
sweating, heart palpitations, and nausea. All this in spite of the fact that his job was going well and his relationship
with Carolyn was building in a beautiful way. In fact, in the past few months, especially around Christmas time, they had
begun to talk about the possibility of becoming engaged on Carolyn's birthday in April.
Scott had consulted his family physician, concerned that he might have a cardiac problem. The physician had examined
him and run the appropriate battery of tests, including an EKG and stress test, before telling Scott that he was physically
fit and suffering from anxiety attacks. He prescribed small doses of Xanax, which gave Scott some relief. However, on a followup visit, Scott reported awakening at 3 A.M. each morning, in panic over the dream he was having that his mother was in a
hospital with terminal cancer. In response to this information, the physician had referred Scott for a psychiatric
evaluation.
The psychiatrist discontinued the Xanax and prescribed moderate doses of imipramine at bedtime. Imipramine is a
tricyclic antidepressant with an excellent track record for controlling panic attacks. The psychiatrist assured Scott that his
condition would respond to the medication if Scott complied with the treatment plan. He also asked some questions about
Scott's life, looking for the developmental anxiety in him as well as the relationship processes that might be involved in
the formation or maintenance of his symptoms.

Finding the Triangle
In Scott's case, the active triangle (Scott, his mother, and Carolyn) surrounding his anxiety symptoms was easy to see from
the content of Scott's dream and the developmental timing of the symptoms (just at the time his relationship with
Carolyn was moving toward engagement). However, this clear presentation isn't the usual case: Finding triangles isn't
always so easy. More likely someone like Scott would present his symptoms oblivious to their connections in time and relationship space. From shame, embarrassment, or denial, he would not mention his relationship with Carolyn or his
repetitive dream about his mother, not seeing them as relevant. If the clinician Scott consulted thought only about biology,
the treatment would consist only of prescribing an appropriate drug.
If the clinician believed in the importance of relationship process, his or her evaluation would include a search
for developmental or situational issues in Scott's life. A logical focus would have been Scott's work and love life. Probes
into either of these areas would have produced glowing reports from Scott. Only if the clinician had added a systems
perspective to his knowledge of individuals and dyads would questions be directed toward potentially active
relationship triangles in Scott's life.
For the fullest possible perspective on Scott, and to catch problems that might otherwise remain invisible, the
clinician must be able to think about threes. Once the clinician does that it becomes simple, because the same tracks are
followed to look for symptomatic triangles in any clinical case as are used to nail down individual and dyadic factors. The
major tools in finding the relevant triangles are the patient's genogram and asking questions about the developmental
and situational threats or challenges that are going on and about the triangles in the patient's relationship system that
would most likely be activated. The genogram very quickly helps the clinician to visualize the developmental and
situational challenges in the patient's life and so directs the flow of process questions. If Scott had presented clinically
without making the key triangle explicit, these two sets of tools would do the trick.
But so what? In this case the imipramine would manage the symptoms well enough, and the panic attacks would
go away. Scott would feel better and be none the worse off for lack of enlightenment about the cause of his anxiety.
Clinically, one could defend this position, especially in light of the constraints of time and money and the demands for
rapid symptom relief from our present models of care. This position can also be criticized, however. An equivalent,
if a young patient presented to an internist with hypertension, would be for the internist to prescribe diuretics and
other antihypertensive therapy without inquiring about family history, diet, and aerobic fitness.
In Scott's situation, even without the information about his marriage plans and dreams about his mother's death, a
cursory look at the genogram would demonstrate the developmental challenges. A few well-placed process questions
would uncover the active triangle. Process questions are formed more easily if you already have in your head a picture of
possible triangles. With Scott, his mother, and Carolyn in mind, for example, some process questions might be: "How
does your Mom like Carolyn?" "Did your mother have health problems or any separation anxiety when you or your
sister left for college?" "How do you think your mother would do if you and Carolyn got married and your company
transferred you to Europe?" "Does Carolyn admire the closeness you have with your mother?" "Does she worry about the
impact that closeness might have on your marriage?"
Now, depending on how open Scott would have been to this type of questioning, his answers still might not yield
much more information than you already had. Even as our society reels through this age of disclosure, psychiatry is
being pushed by the edicts of managed care. After decades of probing to uncover internal and relationship conflicts,
therapy has entered an age of containment. Even in the midst of this revolution, though, there remains a place for clinical
discernment. Sound clinical judgment calls for at least a modest attempt to cut through denial rather than celebrate the
superficial accounts of some patients by accepting their limited perspective and allowing it to dictate the course of
treatment. It's worth the effort to take time to look for triangles.

Defining the Triangle's Structure
and the Flow of Movement within It

Earlier in the book' we spoke of the difference between a relationship threesome and a relationship triangle.
If we track the central triangle in Scott's life (with Carolyn and his mother) from the time he met
Carolyn through the triangle's activation, we'd assume that the potential for an active triangle existed
from the start. As Scott's relationship with Carolyn developed over time, the direction and intensity of
his movement were increasingly toward Carolyn and away from his mother. It may have been that
when Mrs. 0. met Carolyn, in spite of feeling positive about her and pleasure in her instinctive feeling that Carolyn
was the one for Scott, she found herself involuntarily asking Scott critical questions about Carolyn and their relationship.
At this point the triangle was activated. Its structure, and the flow of movement in it, were largely determined by Scott's
developmental challenge to separate from his mother and form a new primary relationship. Scott and Carolyn are
closer in relation to one another, and Scott's mother is on the outside of their twosome.
There are many variations on this theme that could have occurred. Mrs. 0. and Carolyn might have taken to each
other and spoken so glowingly about each other to Scott that he might have become uncomfortable and started to wonder if
he were doing the right thing. Or, their immediate appreciation of each other might have relieved Scott, as he felt
Carolyn taking on the pressure of his relationship with his mother, and vice versa. In that case he might have come to
believe that he was now relieved of obligations and free to spend time with his buddies without worrying about demands
or criticism from either one of them. In fact, what happened was that Mrs. 0. reacted with coolness toward Carolyn and
was distant and critical (very much like Maureen O'Hara's character in the movie Only the Lonely). Carolyn responded
by insisting that Scott get his mother under control and that he defend her against his mother or even that he choose
between her or his mother.
The point is that, no matter what the variation, the problem Scott presents clinically will not be resolved successfully
unless it's seen in triangular, as well as biological, individual, and dyadic terms. The underlying triangular process is the
same whatever form the structure and movement take. It has to do with Scott separating from his mother and
forming a new primary relationship: All three twosomes are interconnected and have to be dealt with—both separately
and in their interconnectedness. Every new relationship in a person's life is affected by existing relationships. If the new
relationship is (or should be) a primary one, it sets up the likelihood of conflicts about the primacy of attachment and the
hierarchy of influence between the new relationship and the old ones.

Reversing the Flow of Movement
Once the therapist has a clear idea of the structure and the way the movement flows back and forth within the triangle,
the first task is to create an experiment that reverses the direction of the relation ship movement. Essentially, such
experiments attempt to engage one or more members of the system to stop moving in the direction called for by affect
and reactivity and to begin moving in a planned, experimental direction that usually is the opposite of what's been
going on.
There are several reasons for doing this. First, the intervention increases self-focus, as people become aware of how
difficult it is to do an apparently simple experiment in relationship movement. They begin to see themselves as caught
and controlled by their emotions. Second, it gives people the sense that they have options in their behavior. There are
ways of doing things differently from what they've been doing, which hasn't been working. Third, people's reactions to
doing (or even thinking of doing) something different bring the underlying emotional process into the open.
The medication in the current case relieved Scott's panic attacks and took the edge off his inner turmoil. The
psychiatrist offered him the option of accepting this as the result of treatment or of moving on to deal with the source of
the anxiety that was driving his symptoms. Scott decided on the latter. Rather than deliver a lesson on triangles this
early in therapy, which often creates confusion and misuse of the concept, the therapist suggested a relationship
experiment. He pointed out to Scott that this was just that—an experiment, not necessarily a solution. While doing it, Scott
was to monitor his own internal emotional reactions as well as the response in the relationship where the experiment is
taking place.
He suggested that Scott move toward his mother (the opposite of what he had been doing). He suggested that Scott
ask her what she thought about his closeness to Carolyn and the strong possibility that they might marry. Scott could
open up with his mother the feelings he was having about not being so close to her any more and talk to her about
how they could stay connected in ways appropriate for a mother and her married son. Scott could also just spend some
relationship time with his mother, hanging out with her and talking about old times.
By this time, Carolyn had joined the therapy, and the therapist asked her, too, to perform an experiment. He
predicted that she would have an emotional reaction of some kind to Scott's moves to ward his mother, and he asked
her to monitor it carefully. He suggested she might want to keep a journal of her reactions and bring it into the
therapy. Carolyn did raise objections to Scott's spending more time with his mother, saying that Mrs. 0. was against
her and the marriage. The therapist pointed out that unless this triangle were resolved in some way, it would remain a
permanent threat to their marriage. He said that Scott was doing the experiment for them and for the long-term health of their
relationship, not for his mother.
The goal of Scott's experiment was to face his phobic avoidance of this mother, her understandable anxiety over
losing her son, and the effect her anxiety had on him. The therapist offered two choices. One was for Scott to move
directly toward his mother and spend some relationship time with her. Eventually he would talk to her about his
anxiety, his symptoms, his plans with Carolyn, even about his and his mother's special relationship, and how they were
going to deal with this difficult time in their lives.
A second option was for Scott to move toward his father and to discuss with him how to deal with his relationship
problem with his mother. At first glance this option might appear to the novice triangle doctor as the activation of
another triangle. But remember the distinction we made earlier between threesomes and triangles, we pointed out that
behavior in an active triangle is driven by emotional reactivity. If Scott is moving toward his father to return the gift of his
m other m any years l at er, it 's a developm entall y appropriate, thoughtful, planned behavior. (Of course, if Scott's
movement were laden with reactive feelings of anger and resentment toward his father, it would in fact represent the
reactivation of Scott's primary parental triangle.)

At this point you may be thinking, "Well, if men are from Mars and women are from Venus, the families you see
must be from Pluto if you can get them to do an experiment like moving toward either of their parents." This thinking
raises the issue of clinical judgment: Which families and family members are coachable, and which will require the direct
intervention of getting everyone into the treatment room? In general, coaching as a technique requires highly motivated,
high-functioning adults with significant relationship leverage in their families. It also requires a belief that, through the
modulation of anxiety and affect, and by means of relationship experiments, people's behavior in relationships can change.
In the absence of some of these characteristics, it can still be useful to attempt coaching a patient through a relationship
experiment. If coaching fails, then you can resort to enlarging the membership in the sessions to deal directly with the
triangle.
In the meantime, let's return to Scott and his dilemma.
Exposing the Emotional Process in the Triangle
Six weeks later, after two more therapy sessions and a cancellation, Scott had yet to move toward his mother. Discussion
with Scott uncovered his apprehension and aversion toward making this move. He also revealed that, in talking about
this experiment with Carolyn, she kept saying she didn't get it. She thought that grown-ups drew boundaries between
themselves and their parents. This was the reason she had moved from Baltimore to Connecticut and kept her visits
home to a minimum.
The therapist repeated his earlier point that Scott didn't have to engage in the experiment. He could just take his
medication and forget the project with his mother. However, he also offered Scott a plan to help him make up his mind
about how to proceed. He lent him a video copy of Only the Lonely, a John Candy film about the struggle of a single
Chicago cop who lived with his mother to separate from her and marry the woman of his dreams. The therapist
suggested that Scott watch the tape with Carolyn and invite her to the next therapy session.
One of the purposes of a relationship experiment is to bring underlying emotional process to the surface. Just
proposing this relationship experiment had revealed the following pieces of process:
1. Scott had an intense relationship with his mother and an inability to open up for discussion between them
important issues in his and his mother's life. This lack of openness had forced the anxiety about these issues
underground. The anxiety then came out by triggering Scott's biological vulnerability to panic attacks.
2. From his experience over the years, Scott had grave doubts about whether his father could or would be a
supportive refuge for his mother as she suffered through the separation from Scott. In addition, his relationship with
his father was weak enough that Scott couldn't ask his father to provide this support.
3. In his apprehension about the experiment, Scott's anxiety had been elevated, with two important side effects. First,
there had been a moderate return of his panic symptoms. Second, a therapy triangle had been activated, consisting of
Scott, Carolyn, and Scott's therapist.
It became the therapist's job to establish a plan to neutralize this threefold process.

Neutralizing the Process and Detriangling
The therapist had begun Scott's treatment by managing his symptoms of anxiety and then moving on to assist him in
addressing the symptomatic triangle with Carolyn and his mother. The relationship experiment, designed with this triangle
in mind, did its job by opening up the process described above: Scott's anxious attachment to his mother and his inability
to communicate with her about difficult issues; his insufficient attachment to his father; the formation of a therapy triangle around the experiment.
The activation of a therapy triangle almost always calls for dealing with it immediately. Scott's taking Only the
Lonely home to watch with Carolyn was the first of a number of steps designed to involve her in the therapy. Perhaps
now is a good time to raise a philosophical (and perhaps ethical) question about the methods we're describing. Someone
who adheres to a minimalist approach to therapy might argue that all this playing around with Scott's triangles is producing
iatrogenic problems—not to mention prolonging the therapy and increasing its cost. Such a critic might add that, if
Scott's panic attacks had failed to respond to medication and cognitive techniques, or that, if after initial relief he had
suffered multiple relapses, the treatment described here could be offered as an adjunct to fortify the primary intervention.
However, we believe in a heavy emphasis on patient education and efforts at prevention. Primary care medicine
today emphasizes the importance of changes in diet, exercise, and life style in caring for cardiac- and cancer-prone
patients. In much the same way, we believe that work on relationship triangles is essential to the comprehensive care of
anxiety, depression, and relationship conflict. It's important to educate patients about the choices available to them for
elective procedures and to allow them to make a choice.
We return now to Scott and his fiancee. Carolyn came to the next session and, in a clear and forthright way, gave
her thoughts on Scott's situation. She said that they had both enjoyed Only the Lonely and after watching it had a long
discussion about driving to Baltimore so that Scott could meet her family. They saw this as a step on the road to getting
engaged. At that point, the therapist asked Carolyn about her family and how it differed from Scott's. He also asked her
directly if she thought the separation between Scott and his mother might go better by dealing openly with the
issues between them rather than leaving them unspoken and having everyone anxious about them. Carolyn said that
she could imagine it but had never seen it work. The therapist asked her to help him by trying to
get emotionally neutral about the idea and by sitting back and evaluating the results with him. He added that, with
Scott's and his parents' permission, he would videotape the sessions and allow her to study them as a part of her
evaluation. If she liked the results, she might even get Scott to take the camcorder along to on the trip to Baltimore.
Carolyn expressed the thought that the therapist was even more relentless than her mother, but she agreed to the
challenge. Scott agreed to speak with his parents about coming in for a series of three sessions to deal with some issues
that were important to him.
All these steps were aimed at neutralizing the therapy triangle that the proposed experiment had activated. The
therapist depolarized the triangle by decreasing the distance between him and Carolyn, thereby diminishing the
emotional reactivity in the therapy triangle. If the therapist had tried to bring Carolyn in to lecture her on how she was
blocking Scott's therapy, to convert her to the therapist's way of thinking, or to shut her out of the work Scott would
do with his parents, the triangle would have gotten further polarized and reactive. Therapy might in fact be dead in the
water for the foreseeable future.
The therapist hoped that, in addition to neutralizing the therapy triangle, by his engaging Carolyn actively in the
process, other good things would happen. If Scott and his parents were successful, enough of a conversion would take
place in Carolyn that she would support the present therapeutic efforts and that the potential for future problems (or at
least the fallout from future problems) would be diminished.

With the therapy triangle under control, the work with Scott and his parents could begin. Scott's reluctance when
the experiment had been suggested made it clear that coaching him was unlikely to work. Directly involving his parents in
therapy seemed the most efficient way to deal with Scott's overly strong attachment to his mother and his weak
attachment to his father. The feelings of loss that go along with kids growing up are as predictable as the moon and
tides, but they're usually handled by angry distance or silent emotional paralysis. The first item on the agenda, therefore,
was making it safe enough for Scott and his mother to talk about the emotional side of their developmental problems.
To make the therapy "safe," the therapist's questions in the first session gently and curiously addressed the family's
ability to deal with the hard feelings (anger and resentment) versus the tender feelings
(loss and longing). Scott and his mother did most of the talking about this in the first session, and they planned to
continue doing so outside the therapy. (It might seem that encouraging all this talking and connection between Scott and
his mother intensifies and prolongs the separation difficulties. Our experience and our theory predict just the
opposite: it's the failure to communicate openly and work through these overly close connections that makes separation
more of a problem.)
In the second session, the therapist directed the discussion toward the question of whether either side of the family had
a tradition of the men being connected to one another in a way that was emotionally supportive. The idea was to plant a seed that
might germinate and foster an improvement in the attachment between Scott and his father.
In the third session, the therapist asked Scott's father for his opinion about the first two sessions. Mr. 0. said he
thought they'd been worthwhile; he hoped his son thought so, too. About 15 minutes into this session, Mrs. 0. somewhat
hesitantly said that the first two sessions brought up for her the topic of her own mother-in-law. She said she hadn't
wanted to talk about it then but asked her husband if he would come back to the therapist with her and without Scott
to talk about Mr. 0.'s relationship with his mother and the impact that relationship had had on her. Mr. 0. looked
thunderstruck and said that he wasn't sure what his wife was talking about. He agreed reluctantly to a session with her,
but he had great difficulty settling on an appointment time.
Carolyn came in one more time with Scott. She had watched one of the tapes of the sessions with Scott's parents and
said that it looked too good to be true but that she'd be willing to keep an open mind. She kidded the therapist about
bringing him along on the trip to Baltimore. No further appointments were scheduled, and the therapist told Scott to call
if he wanted to do some more work or if his anxiety symptoms returned.
The follow-up of treatment proved satisfactory. With the help of the imipramine, Scott hadn't had a recurrence of
panic attacks for 6 months. When the psychiatrist saw him at that time, he explained that there were two options—to taper
off the medicine, or to remain on a maintenance dose for a longer time. Scott asked the psychiatrist to write down the
schedule for tapering off, and made a follow-up appointment. He cancelled that appointment, and the psychiatrist didn't
hear from Scott, Carolyn, or Scott's parents for 4 years. At that time, Scott called for an appointment. Just the day
before, on the train going to work, he had experienced another panic attack. So, he thought he ought to check with the
therapist before the situation got out of hand. When he came in, Scott reported that he and Carolyn had been
married for 21 years and were very happy. He also said that things were going well with his mother—she and Carolyn
had been getting along fine, and he had been careful to maintain a relationship with his mother. As the session neared
its close, the therapist remained puzzled that he could find no trigger for the panic attack Scott reported. On his
way out the door, after making an appointment for a few weeks later, Scott smiled and said, "By the way, Doc, we just
found out 2 weeks ago that Carolyn is pregnant."

SUMMARY AND CONCLUSION
This chapter has reviewed the pervasiveness of relationship triangles in people's lives, both personal and professional.
Scott's developmental struggle illustrates the part triangles play in the predictable events of all our lives.
All therapists, whatever their theoretical persuasions, have listened to Scott's story and ones like it repeatedly in
their offices. In their personal lives, therapists have experienced triangles activated by the birth of a baby, the death of a
parent, a child leaving home for college. Our purpose has been to make you, the reader, a "triangle doctor." This chapter,
therefore, together with the rest of the book, gives you the tools to do that. We've given you a developmental history of
the concept of relationship triangles. We've analyzed the idea by breaking it down into its component parts: structure,
movement, process, and function. To make it easier to use triangles in clinical work, we've offered a clinical typology of
the most-often-seen triangles and a clinical methodology for dealing with them. We've presented information that leads to
knowledge and recognition of triangles. We've shown how triangles set up structurally, how emotional process flows
through the structure, and how triangles serve functions for any relationship system.
In order to make a working knowledge of triangles more useful clinically, we proposed our five-step paradigm in this
chapter. This method allows for identifying the triangles that people bring to us and the ones that we create in therapy
and in our own lives, for understanding them, and for intervening with them. Now, using the genogram to grasp the
context of the individual's or the dyad's symptoms, and with the topology of triangles in your head, you can find the triangle
or triangles that you need to work on. Having done that, you can now define the structure of the triangle and see the flow of
movement in it. Once you're clear about structure and movement, you can then begin to intervene by reversing the flow of
movement experimentally. If people follow your suggestion and do the experiment, inevitably that will expose the
emotional process that has been hiding underneath the symptoms. The experiment will expose the emotional process to you
and to the individual, couple, or family, and now you can deal with it directly and move people toward improved
functioning.
It is our firm belief, based on years of experience, that developing a radar for spotting triangles gives therapists a
wider perspective on possible interventions for every case they see. This can't help but positively affect clinical outcomes.
In closing, we'd like to reemphasize a point essential to good clinical practice. to work skillfully in triangles, a
therapist must also be skilled at working with individuals and dyads. As the practice of psychotherapy evolves over time
and cost-effectiveness becomes more of a factor in therapy, it's important to develop the ability to integrate the
following three factors: (1) the biological and psychological pro-cesses internal to the individual, (2) the emotional
processes in relationship dyads that gives those individuals the important connections in their lives, and (3) the
inevitable reactive emotional triangles that are an integral part of relationships and form the essential building blocks of
any relationship system. Effective psychotherapy relieves symptoms, opens the door to and facilitates the process of
psychological change for individuals, and improves the nature of the connections with one another. The fabric of this
therapy is woven out of an integration of individual, dyadic, and triangular factors. In fact, you could say that this is the
one-two-three of psychotherapy.

References

American Psychiatric Association. 1994. Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM -IV). Washington,
DC: American Psychiatric Association.
Bowen, Murray. 1957. Treatment of Family Groups with a Schizophrenic Member. P a p e r p r e s e n t e d a t t h e a n n u a l m e e t i n g o f t h e
A m e r i c a n Orthopsychiatric Association, Chicago.
Bowen, Murray. 1966. "The Use of Family Theory in Clinical Practice." Comprehensive Psychiatry, Z 345 374.
Bowen, Murray, 1978a. Family Therapy in Clinical Practice. New York: Jason Aronson.
Fogarty, Thomas. 1975. "Triangles." The Family, Z 11-20.
Fogarty, Thomas. 1979. "The Distancer and the Pursuer." The Family, 7(1), 11-16.
Freud, Sigmund. 1955 (1913). "Totem and Taboo." In The Standard Edition of the Complete Psychological Works of Sigmund Freud, Volume
14. London: Hogarth Press and the Institute of Psycho-analysis.
Guerin, Philip, Leo Fay, Susan Burden, and Judith Kautto. 1987. The Evaluation and Treatment of Marital Conflict. New York: Basic
Books.
Guerin, Philip, and Edward Gordon. 1986. "Trees, Triangles and Temperament in the Child-Centered Family." In Evolving Models
for Family Change: A Volume in Honor of Salvador Minuchin, Eds. H. Charles Fishman and Bernice L. Rosman. New York:
Guilford Press.
Haley, Jay. 1987. Problem - Solving Therapy, Second Edition. San Francisco: Jossey-Bass.
Kerr, Michael, and Murray Bowen. 1988. Family Evaluation. New York: Norton.
Luepnitz, Deborah Anna. 1988. The Family Interpreted: Feminist Theory in Clinical Practice. New York: Basic Books.
-

Minuchin, Salvador. 1974. Families and Family Therapy. Cambridge, MA: Harvard University Press.
Pittman, Frank. 1989. Private Lies: Infidelity and the Betrayal of Intimacy. New York: Norton.
Speck, Ross V., and Carolyn L. Attneave. 1973. Family Networks. New York: Pantheon.

