
The Big Picture 
with

Linda J. Gottlieb, LMFT, LCSW-R



Presentation’s Goals

1) Identify the expertise and skills needed by a therapist who is 
competent to treat alienation at all levels 

2) Identify the issues that make reunification therapy—as it is        
practiced by the non-specialist—contraindicated for all levels of 
alienation.



Presentation’s Goals

1) Identify effective treatment interventions common to all degrees of 
alienation

2)  Explain how to use the Patient’s Bill of Rights to hold the traditional 
reunification therapist accountable for providing effective 
treatment (and when failure inevitably results, use the failure as 
grounds to file a motion for the court to order a known effective 
treatment intervention and assign a therapist who is competent 
to treat alienation.)



So many choices





Family therapy is the treatment of choice for alienation

WHY?



Why Family Therapy?

It’s the context that matters: 

Consider the total clinical picture!



Philosophy of Family Systems Therapy:

Rejection of linear causation:

the narrow, traditional focus on the internal mechanisms of a   
chemical imbalance, intrapsychic conflict, and/or historical 
factors as the cause of the identified patient’s symptoms 

Ratification of circular causation:

the here-and-now interactions/behaviors among the family 
members as the cause and maintenance of the Identified 
patient’s symptoms 

“Children are not orphans” Salvador Minuchin



1) It’s the dysfunctional relationship, stupid, that is the target for intervention

Not the Individual



2) Creating corrective family experiences is the intervention

Less focus on insight & validation of feelings in favor of behavioral changes



These two fundamental principles of Family Systems Therapy: 

1) that the site of pathology resides within the dysfunctional family 
relationships and not within the individual

2) that experience not insight produces change

Differentiates family systems therapy from every other therapy



The Birth of Family Systems Therapy in the 1950’s
developed out of treatment for Schizophrenia

(the cliff note version):

Palo Alto (observations and studies of Anthropologist, 
Gregory Bateson, and his colleagues: Jay Haley, Don Jackson, 
John Weakland)

The psychiatric Wards (child psychiatrists: Nathan Ackerman, 
Murray Bowen)

Wiltwyck Center for Boys in NY (Child psychiatrist, Salvador 
Minuchin)



The founders of family systems therapy observed is 
family dynamic during their

psychotic child-patients’ visits with their families



The founders of family systems therapy 
labeled this dysfunctional family dynamic at 

the root of the child’s psychosis as

“triangulation”



Triangulation is crazy making for the child



SOUND FAMILIAR?



Family Therapy’s reframe from linear causation to circular causation freed the 
child from mental health labels such as “psychosis” (misdiagnosis!)

Family Therapy’s reframe from linear causation to circular causation freed the 
child from mental health labels such as “psychosis” (misdiagnosis!)



Family Therapy therefore rejects 
the value of 

and 
need for 

psychotropic medications



The standard for reaching a clinical finding/diagnosis:

• Generate all plausible hypotheses:
• Did the therapist generate the “loyalty conflict” as a possible cause for your child’s 

panic attacks, anxiety, nausea, headaches, etc. before speculating that the cause had to 
be the fear of merely seeing you under the protection of a therapy session?

• Did the therapist seek evidence for or against every plausible hypothesis to explain 
your child’s symptoms?

• Consider the total clinical picture:
• Did the therapist determine if your children had manifested these symptoms prior to 

the onset of the alienation? Review of the historical context for the symptoms is 
imperative to establish a causation



Various Schools of Family Systems Therapy:
Any one of which being an effective intervention for alienation

• Structural Family Therapy: Minuchin, Auerswald, Nichols, Fishman

• Strategic Family Therapy: Haley, Satir, Palo Alto Group, Milan School

• Psychodynamic/Multigenerational Family Therapy: Bowen, Ackerman, Nagy

• Paradoxical Family Therapy: Haley, the Milan School

• Experiential Family Therapy: Whitaker, Satir, Napier, Bumberry





Family Systems Therapy Asserts:

In the Middle



Family Systems Therapy asserts:



However, relationships are 50/50

ONLY UNTIL THEY AREN’T



“THE YOUNG DOCTOR KNOWS THE RULES;

THE EXPERIENCED DOCTOR KNOWS THE:

STEVEN MILLER, MD.                                   !"



Because it is child abuse,
Parental Alienation is the EXCEPTION to 

the 50/50 rule



PERSONALITY DISORDERS ARE THE EXCEPTION TO THE 50/50 RULE



Personality Disorders among Severe Alienators

Polak & Moran (P. 68):

“Higher rates of psychopathology and personality disorders 
have been found among alienating parents” (Fiddler & Bala, 
2010; Gordon, Stoffey, & Bottinelli 2008).

Also referenced are studies by:

Demby, 2009
Lampel, 1996
Siegel & Langford, 1998



Personality Disorders among Severe Alienators

Bala & Fiddler (P. 19): 

“In other cases—notably, severe alienation—the alienating 
parent, feeling above the law and acting with malice, 
deliberately fabricates or knowingly makes unfounded abuse 
allegations to intentionally discourage, interfere with, or 
prevent the child’s contact with the other parent….Personality 
disorders, mental illness or vengeance are likely contributors 
to the alienating parent’s irrational thinking or knowingly 
fabricated allegations ” (Johnston & Campbell, 1988; Johnston, 
Walters, & Olesen, 2005; Miller, 2013)



Personality Disorders among Severe Alienators

Clawar & Rivlin (2013), published by the American Bar Association:

“Programming-and-brainwashing 
parents will escalate social 
situations…. This technique is 
employed to create burnout, 
frustration, and ultimately exhaustion 
on the part of other parties.” (Pp. 
274-275)



Personality Disorders among Severe Alienators

Clawar & Rivlin (2013), published by the American Bar Association:

“The effect of the shotgun approach [employed by 
programming/brainwashing parents] was to cause 
all parties extensive outlays of money, time, 
energy, and anxiety. It is part of their socially 
abusive (and, at times, sociopathic) style of 
operation. The behaviors are generally resistant to 
change and usually will not cease until there are 
powerful sanctions (financial and legal) for 
frivolous litigation and/or custody allocation to the 
target parent. Even then they may not stop.” (P. 
275)

(Italics & red mine)



Personality Disorders among Severe Alienators

Clawar & Rivlin (2013), published by the American Bar Association:

“Escalation [by the 
programming/brainwashing parent] 
takes many forms. Increasing the 
pressure on children, cranking up 
litigation accelerating rumors, and 
heightening allegations are just a few 
examples of what may take place.” (P. 
276)

(Italics & red mine)



Personality Disorder

“An enduring pattern of inner 
experience and behavior that 
deviates markedly from the 
expectations of the 
individual’s culture, is 
pervasive and inflexible, has 
an onset in adolescence or 
early adulthood, is stable over 
time, and leads to distress or 
impairment.”       

DSM-5 (p. 645)



Cluster B Personality Disorders





“A pervasive pattern of instability of 
interpersonal relationships, 
self image, and affects, 
and marked impulsivity, 
beginning by early adulthood 
and present in a variety of contexts as 
indicated by five or more of the following:”

DSM-5



DSM-5 Criteria for BPD (5 of 9 in a variety of contexts)

• Fear of abandonment

• Unstable relationships/extremes of idealization and devaluation

• Unstable self-image

• Impulsivity in at least 2 areas of potential for self-damage

• Recurrent suicidal behavior, threats, gestures or self-mutilation

• Extremes of affective instability

• Chronic feelings of emptiness

• Inappropriate, intense anger

• Paranoid ideation 

(P. 663)



EXTREME SPLITTING



Sobering statistics on BPD

•10% of persons with BPD die by suicide

•Among all suicides, 9-33% are by BPD Individuals

•Up to 75% of individuals with BPD have, cut, 
burned, hit or otherwise injured themselves

The National Education Alliance for BPD

• Suicidal gestures may be as high as as 70-90% among 
BPDs

PubMed Central/National Institutes of Health



NARCISSTIC PERSONALITY DISORDER



“A pervasive pattern of grandiosity 
(in fantasy or behavior), 
need for admiration, 
and lack of empathy”

DSM-5



DSM-5 Criteria for NPD (5 of 9 in a variety of contexts)

• Grandiose sense of self-importance

• Pre-occupied with fantasies of unlimited success, power, brilliance, beauty, or 
ideal love

• Believes that he or she is “special” and unique

• Requires excessive admiration

• Sense of entitlement

• Interpersonally exploitative

• Lack of empathy

• Envious of others and believes others are envious of him or her

• Arrogant, haughty behaviors or attitudes.        (Pp. 669-670)



Narcissists and Alienation





ANTISOCIAL PERSONALITY DISORDER

A pervasive pattern of disregard for and violation of the 
rights of others”

DSM-5



DSM-5 Criteria for ASPD (any 3 or more)
• Repeated failure to confirm to social norms with respect to lawful behaviors

• Deceitfulness

• Impulsivity

• Irritability and aggressiveness

• Reckless disregard for the safety of others

• Consistent irresponsibility

• Lack of remorse, as indicated by being indifferent to or rationalizing having hurt, 
mistreated, or stolen from another

(Evidence of a conduct disorder with onset before the age of 15)         (P. 659)



Beware of 

The Sociopath Next Door by Martha Stout, PhD



There is no known effective treatment for ASPD:
“Therapist, save thyself!”



Why therapists who treat alienation must be a specialist:



Prevalence of Personality Disorders in the General Population

•Antisocial: between 0.2% to 3.3%.          DSM-5 (P. 661)

•Borderline: between 1.6% to 5.9%     DSM-5 (P. 665)

•Narcissistic: between 0% to 6.2% DSM-5 (P. 671)

•Any Personality Disorder.      9.1% (2001-2003) NIMH



In summary, an individual with a personality 
disorder is:

• Expert at mimicking normal behavior

• Makes the other feel she or he is the problem

• Makes the other doubt and question herself or himself

• Is highly resistant to treatment

• But will decompensate if challenged under a good cross 
examination or held accountable by the therapist for her or his 
alienating behaviors



A Personality Disorder is Characterological:

An individual with a personality disorder 
typically presents with the 4-C’s:

“Cool  Calm  Charming   Convincing”
Steven Miller, MD



On the other hand,

As a result of the alienation, the alienated parent 
is a trauma victim and may present with the 4-A’s:

“Angry  Agitated  Anxious  Afraid”
Steven Miller, MD



THE FUNDAMENTAL ATTRIBUTION ERROR

The 4-A’s are not dispositional or characterological traits.

They are situationally caused reactions to a personality 
disordered partner/ex-partner and to the alienation. 

Resolve the alienation, and these reactions will greatly 
diminish or resolve altogether



Two common errors are committed when reaching a 
Hybrid Finding:

Error #1) The cognitive error of failure to do a causal analysis between the    

rejected parents behaviors and the onset of the rejection (e.g. for   

something to be a cause of something, it must precede the    
dependent effect).

Should the alienated parent react with the 4-A’s, that’s not a good  

thing. But those behaviors did not cause the rejection!



Two common errors are committed when reaching a 
Hybrid finding:

Error #2) The clinical error of failure to consider severity (e.g. Was the   

rejected parent’s behaviors in proportion to the extreme situation 

of child rejection of a parent? 

Hint: Because of our long dependency period, it is part of the instinct 
for survival to need and want a parent. Therefore, rejection of parent 
is anti-instinctual and extreme. Research reveals that even abused 
children do not reject their parents (Baker & Schneiderman: Bonded 
to the Abuser)



The Long and the Short of it:
When one parent has a personality disorder, 
the contributions of each parent are not
50/50—in fact, they are far from equal.

Hybrid cases are, therefore, very, very, very, 

very, very, very, very very rare.



In case I did not make myself clear:     

Hybrid cases are very, very, very,  

very RARE!



Those family therapists (or those who claim to be doing 
family therapy without the credentials) got the “50/50” 

culpability wrong in cases of alienation
because they did not recognize:

“The exception to the rule” 

and because

They weren’t personally trained by 
Salvador Minuchin



“TRADITIONAL REUNIFICATION 
THERAPY FOR SEVERE ALIENATION IS 

CONTRAINDICATED—

MEANING FORBIDDEN”

Steven Miller, MD



“Delays caused by ineffective treatment will only serve to 
further exacerbate the problem, making it more resistant to 
remediation.”   Fiddler & Ward

“Models of outpatient  reunification therapy…are 
most likely to be effective for mild-moderate cases
of parent-child contact problems and parental 
alienation…Families whose dynamics are considered
moderate to severe, however, often require a more
intensive approach.”                             Polak & Moran

“Individual outpatient therapies often fail in more 
severe alienation cases”                        Drozd & Bala



“The rationale for unwanted treatment and intrusive
intervention with families where children refuse or
resist contact with one parent can be derived from a
prioritized list of four explicit intervention goals:

Highest Priority #1: Protect the safety and 
well-being of the child” (P. 323).   

Janet Johnston



TRADITIONAL REUNIFICATION THERAPY FOR SEVERE ALIENATION IS 
CONTRAINDICATED—MEANING FORBIDDEN!

Clawar & Rivlin (2013), published by the American Bar Association:

"We have added 300 new cases to our 
original sample of 700, for a total of 
1000 cases . . . Our research continues 
to confirm that, even under court 
order, traditional therapies are of 
little, if any, benefit in regard to 
treating this form of child abuse." 
(Preface, page xxvii.)



APPROPRIATE TREATMENT  FOR ALIENATION

Food for thought: 
DOES THE SEVERITY OF THE ALIENATION DICTATE 

DIFFERING TREATMENT INTERVENTIONS?



DIAGNOSIS DOES DICTATE TREATMENT
But the lines between the categories of mild, moderate, and severe are not so 

clear cut

Alienation is on a continuum, and the categories are fluid and often overlap 

Therefore, there are many more than just the three categories

For example, we have encountered many cases that care classified as

mild-to-moderate and others that are moderate-to-severe, and

there is a world of difference between these categories.



DIAGNOSIS DOES DICTATE TREATMENT

We assess the level of alienation by the intensity of the 
manifestations exhibited by child. 

But what if a mildly alienated child is under the influence of 

a severe, obsessed alienator?

Does anyone doubt that the child will eventually reach 

the parent’s severity level in the absence of intervention?

How does one assess a typical case like this to determine 

the most effective treatment?



Given these variables to be considered in assessing for the 
severity of a particular alienation case, 

how can one be sure of selecting the appropriate 
treatment for the case?



Treatment selection is not problematical:

The treatment does not change regardless of the level of severity;

It is the treatment environment that changes based upon severity
1) the need for the 90-day no-contact period between the child and  
alienating parent 

2) the temporary transfer of sole legal and physical custody of the   

child to the alienated parent



MINIMUM ACCEPTABLE THERAPIST EXPERTISE AND EXPERIENCE

• Knowledge of family dynamics

• Knowledge of child development

• Competence in applying the scientific method to the case evidence

• Familiarity with the counterintuitive issues arising in alienation

• Familiarity with the 8 manifestations of an alienated child

• Familiarity with 3 additional manifestations of an alienated child

• Familiarity with the 17 alienating strategies researched by Baker and Fine



PREFERABLE THERAPIST EXPERTISE AND EXPERIENCE
(PARTICULARLY IN SEVERE CASES)

• All of the above

• Qualified as an expert in a court of law specifically in alienation and in related matters

• Peer-Reviewed publications on alienation and related topics

• Extensive pattern recognition for alienation

• Is a continuing education approved provider on alienation and related matters





THE THERAPIST YOU ARE TYPICALLY STUCK WITH:

• Believes the fallacy that alienation is junk science

• Has virtually no knowledge of family dynamics and assessment

• Either has no knowledge of the 8 manifestations OR
• thinks Amy Baker and Linda Gottlieb “concocted” the 8 manifestations and 

that the manifestations are unsupported by science (actual deposition 
testimony of a therapist treating a severe case of alienation)



THE THERAPIST YOU ARE TYPICALLY STUCK WITH:

• Has no familiarity with the 17 research-validated alienating strategies

• Ignores information from neutral collateral sources

• Relies on pure speculation, a false belief system, and intuitive 
reasoning e.g. that the alienating parent and child are reliable 
reporters. 2009 Begley article in Newsweek: “Ignoring the Evidence: 
Why do Psychologists Reject Science?”

• Shuns the analytic/scientific method for assessing the case evidence



THE THERAPIST YOU ARE TYPICALLY STUCK WITH:

• Is defensive: thinks she or he knows it all about family dynamics and 
that you cannot educate her or him on your particular family

• Is unwilling to learn from you about your children

• Believes she or he knows more about your children than you do
• FYI: A therapist can be an expert only on families in general and cannot be 

an expert on your particular family. You are the EXPERT on your family and 
children!



COMMON MISTAKES MADE BY 
TRADITIONAL REUNIFICATION 

THERAPISTS



Mistake 1: Focus is placed on the symptom: 

the damaged/severed parent-child relationship

while ignoring 

the cause: the alienating parent/alienating environment



Mistake 2) Failure to treat the underlying condition, which is the child abuse

“The highest priority is to protect the child from the abusive alienating environment

Not to restore the relationship with the alienated parent.” Steven Miller (2013)



Mistake 3) Therapist’s Prima Facie acceptance of the child’s and AP’s reporting

“You are not suffering from Parental
Alienation. You alienated yourself. So
forgive your children for rejecting you 
and stop blaming them because they 
are refusing to speak with a stranger!”



Mistake 3) Therapist’s Prima Facie acceptance of the child’s and AP’s reporting:

“Your mother cares more about her boyfriend than she does about US. Forget 
about her like she forgot about you.”

“Remember: 
We’re a Team. 
We don’t need her!
We have each other.” 

“Tell the therapist your mom is mean to you 
and you don’t want see her.”



“Ignoring the Evidence: Why do Psychologists Reject Science?”
Sharon Begley (2009, Newsweek)

Intuitive & analytical reasoning (system 1 & 2) are necessary for reaching correct findings



Mistake 4) Validation of the child’s delusional thinking



Mistake 4) Validation of the child’s delusional thinking:
Alienated children are not free agents



Mistake 4) Validation of the child’s delusional thinking: 
The alienated child suffers from “diminished capacity”

“THE CHILD’S ATTORNEY AND THE ALIENATED 
CHILD: APPROACHES TO RESOLVING THE 
ETHICAL DILEMMA OF DIMINISHED 
CAPACITY”: 

“In child custody cases where parental 
alienation exists, the appointed Child’s Attorney 
must determine whether the child is of 
diminished capacity under the Model Rules of 
Professional Conduct, and if so, must treat the 
client accordingly under Rule 1.14.20.”  

Jaime Rosen FAMILY COURT REVIEW, Vol. 51 
No. 2, April 2013 330–343 © 2013 Association 
of Family and Conciliation Courts. 



Mistake 4) Validation of the child’s delusional thinking:
Alienated children don’t say what they mean or mean what they say



Mistake 5) Requirement for the alienated parent to apologize for deeds not committed

But the apologies backfire:
Apologies are never good enough, are too little, too 
late, not genuine, are all of the above etc.

Apologies are then turned against the alienated 
parent e.g. “See, he/she finally admitted what 
he/she did wrong! It’s about time!”



There is absolutely no evidence for any therapeutic value to 
validating a child’s distorted stories and beliefs and accepting the 

child’s feelings based upon the distorted thinking—
no evidence whatsoever. 



Harm results from Lazy therapists who rely on a 
belief system rather than on science

e.g. the belief that there is therapeutic value in uncritically 
accepting and validating a child’s feelings and beliefs



Mistake 6) Reversal of healthy family hierarchy



Mistake 7) Further overempowerment of an overempowered child



Mistake 8) Further disempowerment of the disempowered alienated parent



Mistake 9) Conveys that the alienated parent is subservient to the alienating 
parent and can get into trouble with the alienating parent



Mistake 10) Relies upon creating cognitive dissonance in an attempt to 
disabuse the child of her/his belief system

Who thinks they can overcome this?



Research reveals that the more one tries to talk a cult member of out 
her/his beliefs, the more entrenched the beliefs become! 



Mistake 11) Whose really in charge of the therapy?

The traditional reunification therapist allows the 
child to control the therapy and what happens in it:

• Child is permitted not to show up for the therapy

• Child dictates what to talk about in the therapy

• Child is unilaterally permitted to “take a time out” by 
absconding from the room

• Child decides when the session is over

• Child decides whether to talk and participate

• Child is permitted to verbally, and sometimes physically, 
maltreat and abuse the alienated parent.



Mistake 11) When the therapist permits children to treat their parents like this,

it is not therapy

It is Therapist-Assisted Elder Abuse



Mistake 12) When the therapy inevitably fails, the alienated parent is blamed



Traditional reunification therapy is anti-therapeutic for 
all levels of alienation!



What is an alienated parent to do when stuck 
with a therapist who is an alienation-illiterate?

How should the lawyer for the alienated parent 
prosecute an alienation case with a therapist 
who is an alienation-illiterate?



How to make traditional family therapy work for you





In choosing a therapist, hold the therapist accountable to:

• Complying with the Standards of Clinical Care 

• The therapist’s professional Code of Ethics and Conduct

• State standards and guidelines of the mental health governing boards

• Requirements of the insurance companies



Invoke your Rights as a Patient

AMA Principles of Medical Ethics: I, IV, V, VIII, IX

“The health and well-being of patients depends 
upon a collaborative effort between patient and 

physician [clinician] in a mutually respectful alliance. 
Patients contribute to this alliance when they fulfill 

responsibilities they have, to seek care and to be 
candid with your physician [clinician] for example.”



“Physician’s [clinician’s] patients can best contribute to a mutually 
respectful alliance with patients by serving as a patient advocate and by 
respecting patients’ rights.

These include:”

1. courtesy, respect, dignity, and timely, responsive attention to his needs 
or her needs.

2.  to receive information from their physicians and to have opportunity to 
discuss the benefits, risks, and costs of appropriate treatment alternatives, 
including the risks, benefits and costs of the foregoing treatment. Patients 
should be able to expect that their physicians [clinicians] will provide 
guidance about what they consider the optimal course of action for the 
patient based on the physician’ objective professional judgment.



3. to ask questions about their health status or recommend treatment 
when they do not fully understand what has been described and to have 
their questions answered.

4. to make decisions about care the physician [clinician] recommends and 
to have those decisions respected. A patient who has decision-making 
capacity may accept or refuse any recommended medical intervention.

5. to have the physician and other staff respect the patient privacy and 
confidentiality.     

6.   to obtain copies or summaries of the medical records.

7.   to obtain a second opinion.



Your obligations as a patient
1. Are truthful and forthcoming with the physician [clinician] and strive to 

express their concerns clearly.

2. Provide as complete a medical history as they can, including providing 
information about past illnesses, medications, hospitalizations, family 
history of illness, and other matters relating to present health.

3. Cooperate with agreed on treatment plans. Since adhering to the 
treatment is often essential, patients should disclose whether they have 
or have not followed the agreed-upon plan.



American Psychological Association
Code of Ethics

Psychologists are committed to increasing scientific and professional 
knowledge of behavior and people’s understanding of themselves and 
others.

Psychologists respect and protect civil and human rights and the central 
importance of freedom of inquiry  

Ethics Code provides a common set of principles and standards upon which 
psychologists build their professional and scientific work. 



American Psychological Association
Code of Ethics

Competence
2.01 Boundaries of Competence 

Psychologists provide services, teach, and conduct research with 
populations and in areas only within the boundaries of their competence,
based on their education, psychologists have or obtain the training, 
experience, consultation, or supervision necessary to ensure the 
competence of their services, or they make appropriate referrals. 



American Psychological Association
Code of Ethics

Principle E: Respect for People’s Rights and Dignity 

Psychologists respect the dignity and worth of all people, and the rights of 
individuals to privacy, confidentiality, and self-determination. 



American Psychological Association
Handbook on Forensic Psychology (2015)

Child Alienation

“Over the past 25 years, considerable discussion has focused on 
the dynamics and processes of child alienation. Several different 
models discuss child alienation.” (pp. 454-457)



Every state has standards, guidelines, and laws 
that govern the provision of services by mental health professionals. 

The following provisions are common: 

• Practice outside of the clinician’s areas of expertise is prohibited

• Services must be consistent with science, research, and evidence-based 
practice

• Ongoing self-evaluation and peer-review for competency in services being 
provided is required

• Demonstration of respect for patients/clients at all times

• Collaborative approach to treatment with patient/client 

• Explicit therapeutic goals with timeframes for achievement



The standard for reaching a clinical finding/diagnosis:

• Gather sufficient, high-quality evidence
• Did the therapist seek neutral collateral information?

• Did the therapist give too much weight to intuitive reasoning e.g. believe the self-

reporting of the child and alienating parent?

• Consider severity
• Did the therapist assess if any of your parental mistakes are in proportion to the 

extreme situation of child rejection of a parent?



Your mental health insurance plan is called “behavioral health”

That’s because the expectation is for behavioral change!



I have yet to read a mental health insurance plan 
that provides coverage for:

• Unbridled and abusive expressions of anger

• Validation of delusional thinking

• Toleration of emotional dysregulation

• Validation of folie à deux [shared delusional thinking]

• Encouragement of child overempowerment



And there is certainly no insurance coverage for:

“therapist support for my child to abuse me”



Imagine your medical doctor exclaiming:
• Trust me to do any procedure I deem appropriate

• Trust me to unilaterally decide treatment and surprise you with the 
procedure

• Trust me when I say I need not discuss the risks of the procedure

• Trust me when I tell you that you have no need to know your prognosis

• Trust me to bill you whatever I deem fit without accounting for my time

• Trust me to treat you indefinitely



Imagine your medical doctor exclaiming:
• Understand that you are not allowed to ask me any questions about 

your treatment

• Understand that if you try to ask me questions about your 
treatment, I will get you in trouble with your children

• Understand that you will do as I say even if you have good reasons 
for disagreeing with me [e.g. “You don’t have good reasons for 
disagreeing with me, and even if you do, I don’t care.]

• Understand that if you fail to do what I say, I will diagnose you with 
an “oppositional-defiant personality disorder” and tell on you.



To Review: The reunification therapist
must undertake concrete steps in compliance with:

•Your rights as a patient

• The standards of clinical care

• The ethical guidelines of the therapist’s professional 
organization

• The standards of the therapist’s regulatory board 

•Your insurance company’s policies and standards

•Other professional organizations e.g. AFCC, APSAC



Concrete Steps:
• Develop a mutually-agreed upon written treatment plan identifying 

short and long-term behavioral goals

• Develop the goals within the context of the “total clinical picture” 
[not merely based upon the presenting relationship between the 
child and alienated parent]

• In other words, assess for the cause of your child’s rejection

The standard of care requires that the best-assessed diagnosis must 
be made in order to develop the appropriate treatment: 

Diagnosis dictates treatment



Concrete Steps:

• Periodically review with you the treatment plan to assess for 
progress at meeting the agreed-upon goals and for addressing any 
needed changes

• Actively seek your input not only for the treatment plan but also for 
your opinions on your child, the family dynamics, and the role of the 
other parent as well as 3rd party co-alienators

• Provide you with a copy signed by both of you of the treatment plan



Concrete Steps:

• Abide by the treatment plan!

• Hold the alienating parent accountable for the child’s 
inappropriate/antisocial behaviors 

• Require the alienating parent to demand immediate socially-
appropriate behaviors of your child (while feelings take time to 
change, behavior can be changed immediately with the proper 
motivation due to consequences)



Concrete Steps:

• Hold the alienating parent accountable for failure to comply with 
the parenting plan

• Challenge the alienating parent’s professed support for the 
reunification therapy and your parenting time while simultaneously 
declaring impotence at doing so. [note: the claim for being the 
residential parent requires competency at getting the child to do 
what is requested of them]



Basics of what you should expect from 

your reunification therapist for behavioral changes



Step 1) The Process must be civil before content can be addressed



Step 1) “Civil” means compliance with our society’s 



Step 1) It is a priority for the therapist to establish civility 



Step 2) Therapists must require Parental Responsibility for:
teaching and requiring of their children to behave in a socially appropriate manner

Teaching children how to behave begins at home!



Step 2) It is a job-priority of therapists (as of teachers, lawyers, judges, etc.) 
to instruct and require children to 

behave according to their culture’s norms and expectations



Step 3) When a child misbehaves, therapists must hold the alienating 
parent accountable to take corrective action

The alienating parent has 
leverage over the child

Parental competency means 
using leverage to get children to 

do what is expected of them

One criteria for the claim to be the residential parent is competency to 
get children to do what is expected of them



Step 3) Alienating parents must be judged by their behavior,
not by their toothless words 



Step 4) Therapists must require behavioral changes

While feelings take time to change, 
behavioral changes can be immediate with proper consequences



Step 5) Therapists must challenge the pathological enmeshment



Step 5) Therapists must challenge the pathological enmeshment

Alienated families do not know the meaning of this:



Step 5) Therapists must challenge the pathological enmeshment by assisting the 
alienated parent in helping the child to establish healthy boundaries



Step 6) Therapists must help the alienated parent to 
correct—not validate—the child’s revisionist history





Step 7) Therapists must challenge the dysfunctional 
family dynamic of alienation



Step 8) Therapists must implement a time-limited treatment plan
leading to prompt restoration of your parenting time. Suggested treatment plan to restore 

your parenting time:

• WEEK 1: Alienated parent has dinner with children on all days of the court 
ordered parenting schedule.

• WEEK 2: Alienated parent has full day visits on all days of the court ordered 
parenting plan.

• WEEK 3: Alienated parent has overnight visits on all days of the court ordered 
parenting plan.

• WEEK 4: Alienated parent resumes full access to children as ordered in the 
parenting plan.



Step 8) Suggested therapeutic plan to restore your parenting 
time:

WEEK 5: Attorney for the alienated parent files 
contempt motion against the alienating

parent for failure to comply with the t
therapist’s treatment plan to comply with the court-
ordered parenting plan (but now blames 
the alienating parent for violating the treatment 
plan)



Competent therapists demand healthy family hierarchy





The therapist’s job is not done until this happens:


