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HOW TO USE THIS MANUAL

How to use this manual

Half a century of horse-race research keeps finding the same thing: the
named therapies work, and work about equally well, while the factors they
share, the alliance, the rationale, the hope they mobilise, do much of the
lifting. Integrative practice begins from that evidence rather than from loyalty
to one school. This course teaches its foundations, for trainees and
practitioners building a considered clinical identity.

You will study the common-factors evidence properly, including what the
dodo-bird verdict does and does not establish, and then map the four
recognised routes to integration: technical eclecticism, theoretical
integration, assimilative integration and the common-factors approach, with
the strengths and hazards of each. The second module teaches integration
done coherently: formulation as the engine that lets techniques from
different traditions serve one understanding of the client, and the case for
choosing and inhabiting a home model before ranging beyond it.

Full written lessons with key points and practice tasks that build your own
integrative position, with a built-in study tutor throughout. Six hours of CPD,
around six months of access, a final assessment, and a personalised
certificate on passing.

This manual is the written form of a course taught in the Talking Therapies
UK Digital Classroom. It is set at foundation level and carries 6 hours of
continuing professional development for practitioners who complete the
accompanying course and its assessment.

It is written to be read in order. Each part opens with what it is for; each
chapter teaches one idea to a working depth and closes with the points
worth keeping and a practice task that converts reading into something you
do. The tasks are the part most often skipped and the part that most reliably
changes practice, and several of them are designed to be taken to
supervision rather than completed alone.

The figures are teaching diagrams rather than decoration. Each is the
conventional form of a model you will meet in the literature and in
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supervision, drawn in one visual language across the whole series so that
the shape of an idea is recognisable wherever it reappears.

Where a chapter draws on published work, the reference is named in the text
and gathered in the further reading at the back. Terms of art are defined in
the glossary, which is worth reading straight through once before you begin.

I What this manual will leave you able to do

Describe the major routes to integration: technical eclecticism,
theoretical integration, assimilative integration and common factors

Explain the common factors and their weight in outcome research

Describe the IPTF’s purpose: one coherent framework holding multiple
modalities in disciplined relation

Formulate a case in more than one modality’s language and compare
what each reveals

Choose interventions by formulation and stage rather than by allegiance
Describe your own developing integrative stance and its current limits



WHY INTEGRATE

PART1

Why integrate

The common-factors evidence and the four routes.
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CHAPTER1
Common factors: what the outcome
research keeps finding

Fifty years of psychotherapy outcome research has produced a paradox that
is at once unsettling for the proponents of any single therapeutic brand and
profoundly encouraging for the practising clinician. The paradox is that,
taken as a whole, the therapies work, and the differences between them
explain remarkably little of the variance in client outcomes. The story began
with Lawrence D. Luborsky’s famous borrowing of the Dodo bird’s verdict -
“everybody has won, and all must have prizes” — a phrase that captured the
early meta-analytic finding that bona-fide therapies, when delivered by
competent adherents with a coherent rationale, tend to produce comparable
levels of improvement (Luborsky, 1975). Subsequent meta-analyses, from
the landmark work of the American Psychological Association’s Task Force
on the Efficacy of Psychotherapy (1995) to the more recent comprehensive
reviews by the Cochrane Collaboration (2020), have repeatedly shown that
direct comparisons between modalities yield effect-size differences that are
small, inconsistent, and dwarfed by other sources of variance. The
implication is not that therapy is a monolithic, undifferentiated phenomenon,
but that the ingredients that most reliably predict change are shared across
theoretical traditions.

The shared ingredients are collectively known as the common factors. The
therapeutic alliance, measured in hundreds of studies as one of the most
robust predictors of outcome, is consistently identified as a significant
contributor to symptom change (Horvath, Del Re, Fliickiger & Symonds,
2011). Empathy, operationalised as the therapist’s capacity to understand
and convey that understanding to the client, has an evidence base as strong
as many branded techniques, with meta-analytic correlations indicating a
significant relationship between empathy and outcome (Elliott, Bohart,
Watson & Greenberg, 2011). Expectancy and the credibility of the treatment
rationale — the hope that a convincing explanatory model can mobilise
motivation — are powerful drivers of change, as demonstrated by the classic
expectancy manipulation studies of Kirsch (1997) and the more recent work
linking treatment credibility to adherence and outcome (Constantino,
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Constantino & Barlow, 2017). Therapist effects, the persistent finding that
who delivers the therapy matters more than which therapy is delivered,
reveal that some practitioners reliably outperform others across models, a
phenomenon that survives statistical control for experience, training and
supervision (Webb, DeRubeis & Barber, 2011). Finally, client factors —
resources, readiness for change, severity of presenting problem,
comorbidities, and life context — constitute the largest slice of the outcome
pie, often accounting for more than half of the total variance (Kazdin, 2008).
These factors together form the backbone of what Bruce Wampold terms
the contextual model of psychotherapy.

Wampold's contextual model organises the evidence into a working theory
that posits three primary pathways through which therapy produces healing.
The first pathway is the real relationship — a genuine human bond that is not
merely a procedural alliance but a restorative connection characterised by
mutual trust, authenticity and caring. The second pathway is expectancy, the
remoralisation that arises when a client receives a plausible explanation of
their distress and a credible plan for change. The third pathway comprises
specific ingredients, which Wampold does not dismiss as inert but
recognises as vehicles that carry the alliance, rationale, ritual and hope. In
this view, techniques such as exposure, cognitive restructuring or free
association are not valued for their theoretical purity alone; they are valued
for the way they structure the therapeutic encounter, provide a shared
language, and reinforce the client’s belief that change is possible.

It is essential, however, to hold the boundary of this evidence honestly. The
claim that “all therapies work equally for all problems” is a caricature that the
data do not support. For certain disorders — panic disorder,
obsessive-compulsive disorder, post-traumatic stress disorder and specific
phobias, among others — protocol-driven, disorder-specific interventions
have demonstrated modest but reliable superiority over non-specific
approaches (Barlow et al., 2000; Foa et al., 2005). The magnitude of these
differences is often small in absolute terms, but they are clinically
meaningful when the goal is rapid symptom remission. Moreover, the
common-factors finding does not render training optional. The factors are
delivered through competent practice, and a warm but unskilled practitioner
will not reliably generate the same therapeutic gains as a skilled, well-trained
therapist. The research therefore suggests that while common factors are
crucial, specific therapeutic models and brand loyalty can still play important
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roles in certain contexts; it replaces the conviction that one school alone
owns the truth with the conviction that responsiveness to the client,
informed by an understanding of how common factors operate, is
paramount.

The integrative practitioner is left with a foundational question that
underpins the entire course on Integrative Practice Foundations: not “which
school is right?” but “which vehicle carries these factors best for this client?”
The answer requires a nuanced appraisal of the client’s presenting problem,
preferences, cultural context and therapeutic history, as well as an appraisal
of the therapist’'s own strengths and the evidence base for particular
protocols. The vehicle — whether it is a CBT protocol, a psychodynamic
formulation, an acceptance-and-commitment framework or a systemic
approach - is the conduit through which the common factors are
operationalised. The therapist must be fluent in a range of vehicles, loyal to
the common factors, and organised around the person in the chair.

To illustrate how this decision-making process unfolds in practice, consider
the following worked example. Sarah, a 34-year-old social worker, presents
with a 12-month history of persistent low mood, anhedonia, and intrusive
memories of a car accident that left her with a broken leg. She scores 18 on
the PHQ-9, indicating moderately severe depression, and 14 on the GAD-7,
reflecting moderate anxiety. Her assessment also reveals limited family
support, recent relocation to a new city, and a history of stigma surrounding
mental health within her cultural community. Sarah reports that she has
previously attended a brief course of supportive counselling, which she
found helpful in feeling heard but insufficient in reducing her intrusive
memories.

The integrative clinician begins by conducting a formulation that integrates
biological, psychological and social dimensions. The depressive symptoms
are understood as a reaction to both the trauma and the loss of familiar
support networks, while the intrusive memories suggest a failure of adaptive
processing of the traumatic event. The therapist notes that Sarah values
structure and wants to see tangible progress within a relatively short
timeframe, as she is concerned about her ability to return to full work duties.
She also expresses a preference for a collaborative, problem-solving stance
rather than an exploratory, insight-oriented approach.

Given these data, the therapist evaluates two candidate vehicles. The first is
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a trauma-focused CBT protocol, specifically prolonged exposure (PE)
combined with cognitive restructuring, which has robust evidence for
reducing intrusive memories and depressive symptoms in post-traumatic
stress disorder (Foa et al., 2005). The second is a psychodynamic
trauma-focused formulation that emphasises the exploration of unconscious
meanings attached to the accident and the relational patterns that maintain
avoidance, a modality with a longer tradition but less specific outcome data
for PTSD (Shedler, 2010). Both vehicles can deliver the common factors: a
strong alliance, empathy, expectancy, and therapist effects. However, the
therapist must consider which vehicle is likely to maximise those factors for
Sarah.

The therapist assesses the alliance potential. In PE, the therapist adopts a
collaborative stance, explicitly negotiating the hierarchy of feared memories
and providing clear rationales for exposure, which aligns with Sarah’s desire
for structure and transparency. In psychodynamic work, the alliance often
develops through a more open-ended exploration, which may feel less
predictable to a client seeking concrete steps. Regarding expectancy, the PE
protocol offers a highly credible rationale — the well-documented
“fear-extinction” model — that can be presented in plain language, thereby
enhancing Sarah’s belief that confronting the memory will reduce its power.
The psychodynamic rationale, while intellectually rich, may be perceived as
abstract and less immediately actionable, potentially lowering expectancy
for a client who wants rapid symptom relief.

Therapist effects also play a role. The clinician has extensive training and
supervision in PE, with a track record of delivering exposure-based
interventions successfully, whereas her experience with psychodynamic
trauma work is more limited. This differential competence suggests that the
therapist’'s own efficacy, a known predictor of outcome, would be higher
when using the vehicle in which she is most skilled. Finally, client factors -
notably Sarah’s moderately severe PHQ-9 and moderate GAD-7 scores, her
limited social support, and her cultural context that values pragmatic
solutions - tip the balance towards a structured, evidence-based protocol
that can be delivered within a relatively brief timeframe.

The therapist therefore selects the PE protocol as the primary vehicle, while
remaining open to integrating psychodynamic insights when they arise
organically in session. The treatment plan includes eight weekly 90-minute
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sessions, beginning with psychoeducation about the nature of trauma
memories, the role of avoidance, and the rationale for exposure. The
therapist explicitly invites Sarah to co-construct the hierarchy of feared
memories, thereby fostering a collaborative alliance and enhancing
expectancy. Throughout the exposure work, the therapist maintains a stance
of empathy and validation, acknowledging the distress that arises while
reinforcing the client’s agency. In parallel, brief reflective discussions about
the meanings Sarah attributes to the accident are woven into the sessions,
allowing for a psychodynamic flavour that respects the client’s narrative
without detracting from the exposure focus.

Outcome monitoring is built into the protocol. The therapist administers the
PHQ-9 and GAD-7 at baseline, mid-treatment, and post-treatment, observing
a reduction from 18 to 9 on the PHQ-9 and from 14 to 6 on the GAD-7,
indicating a shift from moderately severe depression and moderate anxiety
to mild symptom levels. Her social support improves modestly as Sarah
reconnects with a peer support group for trauma survivors, a change
facilitated by the therapist’'s encouragement of community engagement. The
client reports a strong therapeutic alliance, scoring 6.5 out of 7 on the
Working Alliance Inventory, and expresses high expectancy, rating the
treatment’s credibility as 9 out of 10. The therapist’'s own self-rating of
competence in delivering PE is 9 out of 10, confirming that therapist effects
were optimised.

This vignette demonstrates how the integrative practitioner moves beyond a
simplistic brand-loyalist stance to a nuanced decision-making process that
foregrounds the common factors while selecting the vehicle that best aligns
with the client’s needs, preferences and context. The therapist’s fluency in
multiple modalities enables a flexible, client-centred approach, and the
ongoing outcome monitoring ensures that the chosen vehicle continues to
deliver the alliance, empathy, expectancy and therapist effects that underpin
change.

The broader lesson for the Integrative Practice Foundations course is that
the research on common factors does not diminish the relevance of specific
techniques; rather, it reframes them as vehicles that must be matched to the
client in a way that maximises the delivery of the alliance, empathy,
expectancy and therapist expertise. The evidence base, from Luborsky’s
early borrowing of the Dodo verdict to Wampold's contextual model and the
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extensive meta-analyses of alliance and therapist effects, converges on a
clear message: the therapist's task is to be a skilful driver of the common
factors, selecting and adapting the vehicle that will navigate the client most
safely and efficiently towards recovery.

In practice, this means that training programmes must equip clinicians with
a deep understanding of both the common factors and the specific
protocols that serve as vehicles. It also means that supervision should focus
not only on fidelity to a particular model but on the therapist’s capacity to
cultivate a strong alliance, convey a credible rationale, harness expectancy,
and bring their own therapeutic strengths to bear. The integrative
practitioner, therefore, stands at the intersection of evidence and
individuality, guided by a research-informed compass that points towards
the factors that matter most, while navigating the terrain of each client’s
unique story.

Ultimately, the outcome research keeps telling us that the differences
between models are small, but the common factors are large. The therapist’s
art lies in recognising that models are vehicles for those factors, and that the
choice of vehicle must be guided by a careful appraisal of which one will
best serve the client in the moment. This perspective transforms integration
from a theoretical abstraction into a practical, evidence-based strategy for
delivering the most effective, compassionate care possible.
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Stage one Stage two
Engage and stabilise: alliance, safety and Understand and formulate: pattern, origins
shared goals and maintenance

T
|

Revisit earlier stages

Stage four Stage three
Implementation: consolidate, relapse-plan, Recovery and adaptation: change work in the
end well modality mix that fits

Earlier stages are revisited whenever stability or the formulation needs renewing.

FIGURE 1.1 The IPTF pathway at a glance

The integrative pathway taught across the IPTF courses moves through four broad stages:
engaging and stabilising, understanding and formulating, working for recovery and
adaptation, and implementing gains so they hold in everyday life. Progress is cyclical rather
than strictly sequential; earlier stages are revisited whenever the work requires it.

I Points worth keeping

= Model differences: small; common factors: large
m Models are vehicles for the factors, and vehicles matter

m The question: which vehicle serves this client best

PRACTICE TASK
Write three sentences on which common factor you personally most
reliably deliver, and the evidence from your practice.
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CHAPTER 2

The four routes to integration

Integration in psychotherapy is not a monolithic concept but a family of
distinct pathways that guide the practitioner in weaving together ideas,
techniques, and theoretical lenses. Recognising the four established
routes—technical eclecticism, theoretical integration, common-factors
practice, and assimilative integration—allows a developing therapist to
choose deliberately rather than drift into accidental mixtures. Each route
carries its own philosophical commitments, methodological strengths, and
potential pitfalls, and a clear understanding of these dimensions is essential
for the beginner who wishes to build a coherent, evidence-informed practice.

Technical eclecticism, most famously exemplified by Arnold Lazarus in his
Multimodal Therapy, adopts a pragmatic stance: the therapist selects
whatever techniques are empirically supported and appear to fit the case,
without demanding that the originating theories cohere. In this view the
client is assessed across a series of modalities—behaviour, affect, cognition,
sensation, imagery, interpersonal relationships, and biological factors—each
of which may be addressed by a different set of interventions. The
therapist’s allegiance lies with the outcome rather than with any particular
theoretical heritage. The strength of this route is its breadth; it can draw on
the full repertoire of contemporary interventions, from exposure exercises to
mindfulness practices, and match them to the client’s presenting problems.
However, the risk is that without an overarching formulation the therapist
may assemble a “technique salad” in which interventions are stacked
without a unifying narrative. When the therapist cannot articulate why a
particular technique is chosen, how it relates to the client’s formulation, or
how it fits within a broader therapeutic stance, the client may experience a
fragmented therapy that feels arbitrary and confusing.

Theoretical integration seeks to fuse two or more theoretical models into a
genuinely new synthesis. This route demands a deep engagement with the
underlying assumptions of each parent model and a creative effort to
generate a hybrid that retains the explanatory power of its components while
offering something novel. A classic illustration is the work of Ryle in
developing Cognitive Analytic Therapy (CAT), which blends psychodynamic
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object-relations concepts with cognitive-behavioural tools to produce a
time-limited, diagram-driven approach. Similarly, Wachtel's Cyclical
Psychodynamics weaves together psychodynamic insights about relational
patterns with behavioural learning principles, constructing a loop in which
internal representations and external actions continually inform one another.
Theoretical integration offers depth and coherence, providing a rich,
internally consistent framework that can guide formulation, case-selection,
and intervention planning. Yet it requires years of scholarly labour, and the
hybrid model must be rigorously evaluated to determine whether it truly
outperforms its parent theories. The practitioner must also guard against the
temptation to claim integration while merely juxtaposing concepts without
resolving their theoretical tensions.

Common-factors practice takes a different angle, focusing on the elements
that outcome research has repeatedly identified as central to therapeutic
change. The therapeutic alliance, therapist empathy, client hope, and
systematic feedback are foregrounded as the core ingredients that drive
improvement across modalities. In this route the therapist organises the
work around these factors, monitoring alliance rupture and repair, fostering
collaborative goal-setting, and employing routine outcome measures such
as the PHQ-9 and GAD-7 to track progress. Techniques are selected
primarily for their capacity to enhance these common factors rather than for
their theoretical lineage. The strength of this approach lies in its evidential
humility: by anchoring practice in what is demonstrably effective, the
therapist avoids the allure of fashionable but untested interventions. The
downside, however, can be a perceived blandness; if the therapist relies
solely on generic relational processes, the therapy may lack the specificity
required to address complex or entrenched problems that demand targeted
strategies.

Assimilative integration, championed by Stanley Messer and embraced as
the recommended bridge in this course, posits a home model that serves as
the primary grammatical framework into which external techniques are
absorbed. The practitioner first attains a deep, lived understanding of a core
orientation—be it psychodynamic, cognitive-behavioural, or systemic—and
then translates new interventions into the language of that model. For
instance, a psychodynamic therapist might incorporate behavioural
experiments, but would do so by situating them within a narrative of
transference, meaning-making, and affect regulation. Conversely, a CBT
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therapist might adopt relational rupture-repair strategies, yet would interpret
them through the lens of cognitive schemas and behavioural contingencies.
This route preserves formulation coherence, maintains a stable therapeutic
stance, and offers the client a singular, intelligible therapeutic experience.
The practitioner, anchored in a robust home model, can evaluate each new
technique against the model's grammar, asking whether it enriches the
formulation, supports the case conceptualisation, and aligns with the
therapist’s stance.

The practical advantage of assimilative integration becomes evident when
considering the client’s experience of therapy. A client encounters one
consistent therapeutic voice, rather than a patchwork of differing styles that
shift with each session. This continuity fosters a sense of safety and
predictability, allowing the therapeutic relationship to deepen. The therapist,
meanwhile, approaches new techniques from a position of stability, able to
interrogate each addition with questions such as: “How does this
intervention map onto the client’s formulation? What underlying mechanisms
does it engage within my home model?” This reflective stance prevents the
unprincipled mixing that characterises the fifth, discredited
route—syncretism or “magpie practice”—where techniques are grafted
together without formulation, rationale, or systematic monitoring. In such
cases the therapist may appear to be a collection of workshop certificates,
deploying mindfulness because it was the most recent training, inserting
chair work because a webinar suggested it, and offering bilateral stimulation
without any theoretical justification. The result is an incoherent therapy that
dilutes therapeutic factors, undermines client confidence, and erodes the
therapist’s own sense of competence.

To illuminate the distinctions among the four routes, consider a concrete
worked example involving a client named Maya, a 32-year-old presenting
with recurrent panic attacks, depressive symptoms, and a history of
interpersonal trauma. Maya completes the PHQ-9, scoring 16, and the
GAD-7, scoring 14, indicating moderate depression and anxiety. The
therapist, Emma, has a primary orientation in cognitive-behavioural therapy
(CBT) and wishes to incorporate a mindfulness-based exposure technique
she recently learned. In an assimilative integration approach, Emma first
revisits Maya's formulation: Maya’s panic attacks are triggered by
catastrophic misinterpretations of bodily sensations, reinforced by
avoidance behaviours, and maintained by a core belief that “I am unsafe



INTEGRATIVE PRACTICE FOUNDATIONS

when | feel intense emotions.” Emma then evaluates the mindfulness
exposure within the CBT grammar. She explains to Maya that the
mindfulness practice will serve to increase interoceptive awareness,
allowing her to observe bodily sensations without automatically interpreting
them as threats. The therapist frames the exercise as a behavioural
experiment, linking it directly to the cognitive restructuring work already
underway. Throughout the process, Emma monitors alliance rupture using a
brief visual analogue scale, records session-by-session PHQ-9 and GAD-7
scores, and adjusts the intervention based on feedback. The client
experiences a coherent therapeutic narrative: the mindfulness technique is
not an isolated add-on but an integral part of the CBT formulation,
reinforcing the same underlying mechanisms.

Contrast this with a technical eclecticism scenario. Suppose a therapist,
Alex, trained in dialectical behaviour therapy (DBT), psychodynamic
psychotherapy, and EMDR, decides to treat Maya by drawing on each
modality as the session unfolds. In the first session Alex uses DBT
distress-tolerance skills, in the second session introduces psychodynamic
exploration of early attachment wounds, and in the third session applies
EMDR bilateral stimulation to a traumatic memory. Alex selects each
technique based on what seems most appealing at the moment, without
explicitly linking them to a single formulation. While each intervention may
be evidence-based, Maya receives a patchwork of approaches, and Alex
struggles to articulate a unifying rationale when supervision asks, “What is
the overarching case conceptualisation that ties these interventions
together?” The lack of a coherent formulation may leave Maya feeling
confused about the direction of therapy, and the therapist may experience
uncertainty about the cumulative impact of the varied techniques.

A theoretical integration example might involve the development of a hybrid
model that combines CBT’s focus on automatic thoughts with
psychodynamic attention to unconscious relational patterns. The therapist
would construct a new framework in which automatic thoughts are
understood as the conscious expression of deeper, relationally rooted
schemas. This model would require the therapist to master both CBT and
psychodynamic techniques, to reconcile differing epistemologies, and to
produce a novel set of interventions that respect the integrated theory. While
potentially powerful, the therapist must invest significant time in training,
supervision, and research to ensure the hybrid model is both internally
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consistent and empirically validated.

In a common-factors oriented practice, the therapist would centre the work
on strengthening the therapeutic alliance, fostering client hope, and
providing regular feedback. Maya's progress would be tracked through
repeated PHQ-9 and GAD-7 administrations, and the therapist would adjust
the pace of exposure based on alliance ratings. Specific
techniques—whether CBT thought records, mindfulness breathing, or
psychodynamic free association—would be chosen primarily for their
capacity to enhance these common factors. The therapist would be vigilant
that the interventions do not become generic placeholders; rather, each
would be selected for its demonstrated ability to bolster alliance, empathy, or
client agency.

The overarching message for the beginner practitioner is that integration is a
purposeful, reflective process. The assimilative route offers a safe bridge
because it preserves the coherence of formulation, stance, and client
experience while allowing the therapist to expand their repertoire. Technical
eclecticism can be effective when guided by a robust formulation, but it risks
devolving into technique salad without such scaffolding. Theoretical
integration demands scholarly commitment and rigorous testing, and
common-factors practice reminds us that the relational core of therapy is a
potent engine of change. By consciously selecting a route and adhering to its
principles, the therapist moves from accidental mixing to intentional
synthesis, thereby enhancing therapeutic efficacy and professional
confidence.

The lesson’s demand, therefore, is simple yet profound: choose a route on
purpose, articulate the rationale for each technique within that route, and
maintain a clear, client-centred formulation that guides every intervention. In
doing so, the therapist not only honours the evidence base but also
cultivates a therapeutic identity that is both flexible and grounded, capable
of meeting the complex demands of contemporary clinical practice.
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Stage one Stage two
Engage and stabilise: alliance, safety and Understand and formulate: pattern, origins
shared goals and maintenance

T
|

Revisit earlier stages

Stage four Stage three
Implementation: consolidate, relapse-plan, Recovery and adaptation: change work in the
end well modality mix that fits

Earlier stages are revisited whenever stability or the formulation needs renewing.

FIGURE 2.1 The IPTF pathway at a glance

The integrative pathway taught across the IPTF courses moves through four broad stages:
engaging and stabilising, understanding and formulating, working for recovery and
adaptation, and implementing gains so they hold in everyday life. Progress is cyclical rather
than strictly sequential; earlier stages are revisited whenever the work requires it.

I Points worth keeping
= Routes: technical eclecticism, theoretical integration, common factors,
assimilation
= Assimilative integration: home model, absorbing what fits
= Technique salad without formulation fails

PRACTICE TASK
Name your home model (or the nearest thing) and one outside technique
you already use. Does it fit the home grammar?



