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Preface

In  1959, I chaired a sem in a r  at the  Post
g rad ua te  C en te r  for M e n ta l  H ea l th  in N ew  
York City , d u r in g  w hich a n u m b er  of p a r 
t i c ip a n t s  p re s e n te d  m a te r i a l  d e ta i l in g  th e i r  
thoughts  about and  experiences w ith  sh o r t 
te rm  therapy . H elen  Avnet, D irec to r  of R e
search, G ro u p  H e a lth  Insu rance  C o m p a n y ,  
revealed the results  of a project th a t  las ted two 
and  one-half  years, in w hich  a panel of 1,139 
psychiatrists  trea ted  p a tien ts  on a  shor t- te rm  
basis. O n  te rm ina tion ,  70 percent of the p a 
tients were ra ted  by the  panel as im proved or 
recovered. It w as concluded th a t  a large p o r 
t ion  of th e  c o m m u n i t y ’s p s y c h ia t r i c  needs 
could be met by shor t- te rm  trea tm ents .  Ju le s  
M as se rm a n  detailed the h is to rica l-com para t ive  
and  experim en ta l  roots of sh o r t- te rm  the rapy ,  
trac ing  its orig ins in the past. S andor  R ado 
presented  m ater ia l  on m otivational factors tha t  
could provide guidelines for techniques in 
shor t- te rm  therapy .  Paul H och  differentiated 
the characteristics of shor t- te rm  versus long
te rm  therapy . F ra n z  A lexander  dealt w ith  p sy 
choanalytic con tr ibu t ions to sho r t- te rm  the rapy  
in facilitating a corrective em otional ex p e r i 
ence. L o th a r  K alinow sky  lectured on the  use of 
so m atic  t r e a tm e n ts  in s h o r t - t e r m  th e r a p y .  
A lexander  W o lf  dealt w ith  shor t- te rm  g ro up  
psychotherapy. M olly  H a r ro w e r  described a 
research project re lated  to outcom e of long
te rm  and  shor t- te rm  therapy .  A rlene  W o lb e rg  
discussed the incorpora t ion  of case-work p roce
dures  in a sho r t- te rm  p rog ram . I gave tw o  lec
tures, one on general aspects of techn ique  and 
the o ther  on the em ploym ent of hypnosis  as an 
adjunct in shor t- te rm  therapy .  T h e  sem in a r  
w as published later by G ru n e  & S tra t ton  
under  the title Short-term  Psychotherapy.

It is in teresting  in reviewing the  cu rren t 
l i te ra ture  tha t  independent studies have vali

da ted  an  astonish ing ly  large percen tage  of the 
ideas and  observations of th is  sem inar.  It is 
re latively recently, however,  th a t  there  has 
been a sw ing to w ard  sho r t- te rm  th e rap y  as a 
p r im a ry  and  p referred  t r e a tm en t  ra th e r  th an  
as an  expedient.  Even na tiona l psychoanalytic  
o rgan iza tions ,  st rongholds of long- te rm  t r e a t 
ment,  have begun to p reach  its v ir tues and 
have  organ ized  con tinu ing-education  courses 
on the  subject. A host of articles and  a n u m b e r  
of in teresting  books have app ea red ,  ou tl in ing  
philosophies,  goals , selection p rocedures and  
techniques  th a t  the au th o rs  have found v a lu a 
ble in the ir  a t tem p ts  to abbrev ia te  trea tm en t .  
In  the  m ain ,  s imilari ties of concepts have ex
ceeded differences. N evertheless,  a  g rea t  n u m 
ber of quest ions rem ain  u n an sw ered ,  and  it is 
the  p u rp ose  of the  present volum e to con tr ibu te  
to the  resolution  of some of these.

O n e  of the  most critical quest ions is re lated  
to the  value of dynam ic  approach es  in sh o r t 
te rm  the rapy .  M o s t  im portan t ly ,  can we em p i
rically prove the  effectiveness of a dynam ically  
based sh o r t- te rm  th e rap y ?  C on tro l led  ex p e r i
m ents  have been few, and  even in these the dif
ficulties th a t  shadow  outcom e studies tend to 
obscure results . Yet w ith  all o u r  skepticism 
abou t quan tify ing  brief clinical op era t ions  suf
ficiently to satisfy the cr i te r ia  of objectivity, 
validity, and  reliabili ty  so essential in scientific 
studies, d isc r im ina t ing  experience  establishes 
beyond reasonable  doubt th e  usefulness of a 
dynam ic  o r ien ta t io n  in any  form of shor t- te rm  
psychotherapy . T h i s  applies  w h e th e r  we are  
he lp ing  a person  recognize a n d  then to come to 
te rm s w ith  his past ,  as in insight the rapy ,  or 
e l im ina ting  effects of the past  th ro ug h  re in 
forcement of adap tive  behaviors,  as in behavior 
the rapy ,  o r  squeezing  the past out of muscles 
and  tissues as in the “ new  body th e ra p ie s ,”  or
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gain ing  a perspective on inner  em otional ef
fects of the pas t  th rou gh  sensory aw areness  
techniques, or correcting hab itua l  past modes 
of th ink ing , as in cognitive therapy .  Indeed, a 
d ynam ic  approach ,  in my op inion, is the  best 
design to follow in all forms of psychotherapy, 
however brief they m ay be, and  w hile  it may 
not have an  im m edia te  d ram atic  influence on 
the personality  struc ture ,  it can catalyze such 
changes eventually  th ro ug h  its con tinu ing  in 
fluence on cognit ion.

In this volum e I have a t tem pted  to b ring  
together com m on elements in the  chief models 
of shor t- te rm  th e rap y  cu rren tly  in use and  to 
evolve principles th a t  can be employed by ind i
vidual therap is ts ,  irrespective of the ir  th eo 
retical biases and  styles of opera t ion . H o w  a 
d y n a m ic  v ie w p o in t  m a y  p ra c t ic a l ly  be  i n 
troduced in any  form of psychotherapy  is one 
of my goals. T h e  shor t- te rm  method  tha t  I will 
describe is not p resented  w ith  il lusion th a t  it is 
flawless, infallible, or universally  applicable .  
N o r  m ay  it prove equally  helpful to all th e r a 
pists o r  curative in every case. It is, neverthe
less, in my op in ion , (and in the ju d g m e n t  of 
therap is ts  w ho  have utilized the m ethod),  an 
easily learned and  effective technique  servicea
ble for the g reat  m ajori ty  of pa tien ts  seen in 
clinics and  private  practice. T h e  method  also 
takes into consideration  the  fact tha t  there  will 
be patien ts  w ho  are  not good subjects for 
sho r t- te rm  t rea tm en t  and  w ho  will req u ire  
o ther  forms of help. U n d e r  these c ircum 
stances, the method  will function as a useful 
initial diagnostic procedure , enab ling  the  th e r a 
pist to select modalit ies th a t  will serve th e  p a 
tient best.

T h e  method also contains a m eans of p ro 
v id ing  c o n t in u in g  th e r a p y  for th e  p a t i e n t  
th ro ug h  assigned hom ew o rk  and  the use of a 
casette  tape, the  m ak ing  of w hich  will be 
described in detail.  It has  a lw ays confounded 
me th a t  so m an y  therap is ts  assume tha t w hen  
the  last formal t rea tm en t  session has ended, 
the pa tient can sally forth  like the fabled 
prince  and  princess to live happ ily  ever after. 
T h e  facts on the follow-up a re  a g r im  denial of 
this fantasy. F o r  exam ple, in follow-up re 

search of p a tien ts  w ho  had  been trea ted  in a 
com par ison  study w ith  tw o forms of brief psy
cho th e rap y  (behavior th e rap y  and  psychoana-  
ly t ica l ly  o r i e n te d  p s y c h o th e ra p y )  a n d  w h o  
w ere  d ischarged as im proved, Pa tte rson ,  et al
(1977) found th a t  one year after te rm ina tion ,  
fully 60 percen t had  sought ou t and  ob ta ined  
fu r th e r  t rea tm en t .  T h ese  figures are  p robab ly  
low because m a n y  d ischarged patien ts  w h o  do 
not seek formal th e rapy  uti lize o ther  forms of 
he lp  o r  self-help to reduce the i r  tension and  
better  the i r  ad jus tm en t.  Life, after satisfactory 
p s y c h o th e ra p e u t ic  t r e a tm e n t ,  co n t in u e s  to 
present a never end ing  series of challenges th a t  
can tax  coping capacities of even “ c u re d ”  p a 
tients. T h is  is no t a l together  bad, for in m ee t
ing these challenges the  individual has  an  o p 
p o r tu n i ty  of s treng then ing  adaptive  pa t te rn s ,  
m uch  like a booster shot can enhance  the  effect 
of a p r io r  vaccination. S h o r t - te rm  p sycho ther
apy  offers the  pa t ien t  a m eans  by w hich  o n e ’s 
fu tu re  m ay  be regula ted , p rovided the  therap is t  
p rep a re s  the  p a t ien t  for an tic ipa ted  events and  
contingencies a n d  teaches a w ay  of dealing  
w ith  these, should  they app ea r .

As a  handbook , this  volum e provides an  o u t
line of process in sho r t- te rm  therapy .  Should  
extensive details  of technique  be sought, they 
m ay be found elsewhere, including the  th ird  
edit ion of my book The T echnique o f  P sy 
chotherapy. It is recom m ended  th a t  the  reader  
if not a lready  acqua in ted  w ith  some techniques 
o th e r  th a n  individual psycho therapy  exp er i
m en t w ith  these to see w h e th e r  they accord 
w ith  o n e ’s indiv idual styles of w ork ing . In  my 
opin ion , a th e r a p is t ’s usefulness is especially 
enhanced  by know ledge of g ro u p  th e rap y  (see 
The T echnique o f  P sychotherapy, 3 rd  ed, pp. 
7 0 2 - 7 2 9 ) ,  fam ily  t h e r a p y  (pp .  7 2 9 - 7 3 3 ) ,  
m ar ita l  (couple) th e ra p y  (pp. 7 3 3 -7 4 0 ) ,  be
hav ior  th e rapy  (pp. 6 8 5 -7 0 1 ) ,  re laxation  p ro 
cedures (pp. 7 6 1 -7 6 6 ) ,  and  som atic  the rap y  
(pp. 7 6 7 -7 8 9 ) .  O th e r  techn iques  m ay  p e r i 
odically be useful such as hypnosis  (pp. 791 — 
809), sex th e rap y  (pp. 8 0 9 -8 1 7 ) ,  an d  bib- 
lio therapy  (pp. 81 7 -8 3 3 ) .  It goes w itho u t  say
ing th a t  know ledge of the  th e rapeu tic  process 
from the in itial interview to te rm ina t io n  (pp.
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3 53 -6 8 4 ;  7 4 3 -7 5 8 )  and  especially in terv iew 
ing techniques (pp. 3 6 0 -3 8 2 )  are  indispensi- 
ble.

A final w ord of caution  m ay be indicated. 
O ne  should not assume tha t it is a lw ays possi
ble to duplicate  or surpass  w ith  sho r t- te rm  a p 
proaches w h a t  can be done w ith  appropria te ly  
selected p a tien ts  th ro ug h  longer- te rm  t r e a t 
ment. But, for the grea t m ajori ty  of people  
seeking help for emotional p roblem s, the time 
element is not the most im p o r tan t  var iab le  in 
psychotherapy. T im e  is too frequently  con
sidered a magical device tha t  acts like a de
tergent, w ash in g  aw ay  accum ulated  neurotic  
residues. It is assumed trad it iona l ly  th a t  the 
longer a patien t rem ains  in psychotherapy ,  the 
grea te r  the benefits he will derive from it. 
C o m m on practice, however, convinces th a t  this 
is t ru e  only u p  to a certain point. Beyond such 
a point, resistances pile up  in a d is tu rb ing  
nu m b er  of patients ,  gains a re  neu tra lized ,  and  
a setback ensues. Peering  into the causes of 
these misfortunes, we observe in th e rap y  tha t  
goes on for too pro trac ted  a period an em erg 
ing sense of helplessness tha t  m ay  be concealed 
by various reaction formations. T h e  conse
quence is a  sabotage of progress  and  u lt im ate ly  
an exacerbation  of sym ptom s. T h e  th e rap is t  
then becomes for the  patient a crutch; w ithou t  
w hom  independent steps a re  avoided. T h i s  is 
par t icu la r ly  the case in sicker p a tien ts  whose 
dependency needs are  h a l lm a rk s  of the i r  basic 
personality  structure ,  or w ho  have, because of 
persistent anxiety, lost the ir  sense of mastery  
and  d is trust the ir  ow n capacities to function.

W h a te v e r  ga ins  m ay  accrue from any  evolving 
insights are  n eu tra lized  by the  cripp ling  influ
ence of the pro longed  sheltered relationship . 
P lay ing  a w ait ing  gam e in the  hope th a t  time 
will eventually  dislodge a neurosis too fre
quen tly  results  in pa tien t  para lysis  and  th e r a 
pist frustra tion .

Such disconcerting ph en o m e n a  give im petus 
to ou r  efforts to shorten  the  th erapeu tic  process 
w itho u t  devita liz ing  its effect. T h i s  is not to 
depreciate  economic and  o th e r  practical r e a 
sons for abbrev ia ting  sh o r t- te rm  therapy .  But 
a p a r t  from cost effectiveness and  the need to 
min is ter  to the  g row ing  m ulti tudes of people 
w ho  seek help, dynam ic  sho r t- te rm  t rea tm en t  
is justif ied only if it can prove itself to be a 
tru ly  useful m eans of dealing  w ith  emotional 
p rob lem s in the  vast m ajo ri ty  of cases. In my 
opin ion , this p roof  has now  been established.

A cknow ledgm ent is m ade  to the  P o s tg ra d u 
ate  C en te r  for M e n ta l  H ea l th ,  u n d e r  whose 
auspices this book w as w ri t ten ,  and  to its Staff 
for the  s t im ula t ion  they inspired. T h a n k s  are  
d ue  to G ru n e  & S tra tton ,  the publishers  of my 
books Short-term  P sychotherapy  and  The D y 
nam ics o f P ersonality  (with  J o h n  K ildahl)  for 
perm iss ion  to utilize some m ater ia l  from these 
volum es in C h a p te r s  7, 8, 9 and  16. C red i t  is 
also due  to m y secretary, A n n  K ochanske , for 
h e r  effective he lp  w ith  the physical p rep a ra t io n  
of the  book and  the  checking of references.

L ew is R. W o lberg ,  M .D .
N ew  York, N ew  York 
N ovem ber 1, 1979



CHAPTER 1

Models of Short-term Therapy

Brief trea tm en t  is no new com er on the 
psychotherapeutic  scene. C hron ic led  in p r im i
tive archives of earliest recorded his tory, p a r 
ticular ly  in E gypt and  Greece, a re  accounts of 
w h a t  we m ay consider species of sho r t- te rm  
psychotherapy. In  these ancient docum ents  
there  are  transcribed e labora te  r i tua ls  to heal 
the afflicted, to solace troubled  souls,  a n d  to 
assuage anguish  and  distress. A m ong such in 
terventions are  tranq u il iz ing  nostrum s,  bodily 
m anipu la t ions ,  trance  incan ta tions, persuasive 
suggestions, and  even ru d im en ts  of re inforce
ment therapy ,  emotional catharsis,  and  in te r 
pre ta tion  of fantasies and  d ream s.  E lab o ra t ion s  
of these therap ies  con tinue  to this  day  d raped  
in the sophistication of m odern  theories. U p  to

the beginn ing  of the tw entie th  cen tury  m ethods 
of t rea tm en t  w ere  short te rm ; even the  orig inal 
F re u d ian  techniques  w ere  im plem en ted  over a 
period  of a few m onths. G ra d u a l ly  p sy cho ana
lytic methods stretched out in time, and  the 
n u m b e r  of weekly sessions increased as efforts 
w ere  directed at the task of resolving resistance 
to unconscious conflict. A few contem porar ies  
of F reud ,  no tab ly  Adler,  Ferenczi,  Stekel, and 
R an k ,  tr ied heroically  to shor ten  the  p ro 
tracted  tim e of psychoanalysis ,  but the i r  m e th 
ods w ere  rep ud ia ted  by the  official analy t ic  es
tab l ishm ent.  Some R a n k ia n  and  Stekelian stra- 
tegems survived, nevertheless, and  have been 
adap ted  to fit in w ith  presen t-day  styles and  
con tem p ora ry  ideologies.

Psychoanalytic Modifications in 
Brief Dynamic Therapy

It w as F ra n z  A lexander  in 1946 w ho  most 
strikingly challenged the  validity of p rolonged 
tim e as a necessary com ponen t of t r ea tm en t  
methods directed at reconstructive goals. R eac
tion to A lex an d e r ’s unorth od ox y  w as at first 
harsh ,  and  a lthough  he w as accused of a b a n 
doning  the psychoanalytic  ship, it is to his 
credit tha t  he resisted recan ting  his convictions. 
Along w ith  French  he published a  p ioneer 
w ork  on brief the rap y  (A lexander  & F ren ch ,  
1946) tha t  questioned m any  of the assum ptions  
of long-term classical psychoanalysis.

In their  volume the au th o rs  describe ex p e r i
m enting  w ith  varying the frequency of in te r 
views, the a lternative  use of the  cha ir  and  
couch, deliberate  in te rru p t ion s  of t r ea tm en t

p r i o r  to  t e r m i n a t i o n ,  s t r a te g ic  p la y in g  of 
studied  roles, an d  combined use of p sycho ther
apy  w ith  d ru g  and  o th e r  t rea tm en ts .  At the 
tim e their  experim en ts  w ere  considered as d a r 
ing and  innovative. Par t icu la r ly  regarded  as 
a b e r ra n t  w ere th e  em phas is  on p rob lem  solv
ing and  the consideration  of th e rapy  as a cor
rective em otional experience th a t  functioned to 
b reak  up  old reaction  p a tte rns .  “ In some 
cases ,”  they w ro te ,  “ the  developm ent of a full- 
fledged transference neurosis  m ay  be desir
able; in o thers  it should p e rh a p s  be avoided 
a l to g e th e r .  In  som e it is im p e ra t iv e  th a t  
em otional d ischarge  and  insight take  place 
gradua lly ;  in o thers ,  w ith  pa tien ts  w hose ego 
s treng th  is g rea te r ,  in terviews w ith  g rea t  em o
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tional tension m ay  be not only harm less  but 
highly desirable . All this depends upon  the 
needs of the pa tien t in a  p a r t icu la r  p hase  of the 
th e r a p e u t i c  p r o c e d u r e . ”  T h e  m o d if ic a t io n s  
suggested w ere forms of psychoanalysis based 
on dynam ic  princip les  tha t  a t tem p t to secure a 
more  harm o n io us  environm enta l  ad jus tm en t 
w ith  enhanced developm ent of o n e ’s capacities.

F requ en t  interviews over a long- term  pe
riod, they insisted, h ad  a regressive conse
q u en ce  often g ra t i fy in g  th e  p a t i e n t ’s d e 
pendency needs. “ T h e  initial soothing effect of 
the prolonged outlook g rad ua l ly  becomes cor
ruptive, and  the  therap is t ,  faced w ith  the task 
of driving the pa t ien t  from his comfortable  in 
fantile position, realizes anew  how  difficult it 
is to force anyone  to give up  acqu ired  r ig h ts .” 
It w as a fallacy, they contended, to assum e 
th a t  an  analysis  oriented  a round  regressive 
m ater ia l  w as m ore tho rough  th an  one focused 
on th e  im m e d ia te  life conflic t .  In d e ed ,  
regressive m ater ia l  w as  usual ly  a sign of n eu 
rotic w i th d ra w a l  from a difficult life si tuation. 
It w as the duty  of the therap is t  to d ivert this 
re trea t  tow ard  new a t tem pts  to solve prob lem s 
from w hich the pa tien t  had  fled in the  past. 
A no ther  d isadvantage  of too frequent sessions 
was th a t  transference w as not a llowed to accu
mulate ,  being d ra ined  off in small quan ti t ies  at 
each session, thus  lessening the  emotional p a r 
ticipation. T h e y  advised m an ip u la t io n  of the 
frequency of sessions to intensify emotional 
reactions. A focus on the present helped reduce 
the  evolvement of a transference neuroses and  
the substitu tion  of transference gratifications 
for real-l ife experiences. P u tt in g  into practice 
w h a t  had  been learned in th e rap y  encouraged 
the bolstering of self-confidence and  the over
coming of neurotic  im pairm en t .  T h e  pa t ien t  
d u r in g  the  course of his experim en t ing  w ith  
new pa tte rn s  w as  to be forew arned  of failures 
and  the need to analyze  the reasons for these 
should they occur, thus  tu rn in g  th em  to a d v a n 
tage.

W ith  the  developm ent of com m unity  m ental 
health  facilities and  the  servicing of increasing 
g ro up s  of patien ts  by staffs depleted th rou gh  
sh r ink ing  budgets , the necessity of limiting

time devoted to t r ea tm en t  w ithou t  destroy ing  
its effec tiveness  h a s  re k in d le d  in te re s t  in 
the observations of A lexan der  and  French. 
M oreover ,  restr ic tion  of paym en ts  to a  des
ignated n u m b er  of sessions by insurance  com 
panies  has forced even those therap is ts  w ho  by 
t ra in ing  and  conviction a re  dedicated to long
te rm  th e rapy  to  modify the i r  tactics an d  to 
b ring  tr e a tm en t  to a ha lt w ith in  the  confines of 
the alloted re im bu rsem en t term . Economics 
has thus  had  a corrosive effect on ideology, 
which  is p robab ly  all to the good in a  field 
w here  bias and  op inion have frozen profes
sionals to pos tu la tes  th a t  could never have been 
o therw ise  thaw ed  ou t and  revised.

T h e  w o rk  of A lexander  and  F rench  p ro 
vided the  founda tion  for o th e r  developing sys
tem s  of d y n a m ic  s h o r t - t e r m  th e r a p y  a n d  
inspired  a n u m b e r  of analys ts  w h o  though  
loyal to the teachings of F re u d  refused to con
sider them  as divine revelations (M a rm o r ,  
1979). W h ile  challenging classical analy t ic  
concepts, they vouchsafed the  validity of the 
dynam ic  design. A m ong  the best know n of con
tem p o ra ry  contr ibu tions  to dynam ic  shor t- te rm  
th e rap y  a re  the  w rit ings  of M a la n ,  Sifneos, 
and  M a n n .

In  th e  s tu d y  by M a l a n  (196 3 )  a t  the  
T a v is to c k  C l in ic  in L o n d o n ,  th e  p a t i e n t s  
trea ted  w ere  those w ho  w ere  able to explore 
the ir  feelings and  w ho  gave the im pression 
they could w o rk  w ith  in terpre tive  the rapy .  All 
of the  therap is ts  involved w ere  psychoana-  
lytically o rien ted  and  w ill ing  to em ploy  an  
active in terpre tive  technique. Sessions totaled 
from 10 to 40. It w as possible, M a la n  w ro te ,  
u nd er  these condit ions “ to obta in  qu i te  far- 
reach ing  im provem ents  not merely  in sym p
toms, but also in  neuro t ic  behavior pa t te rn s  in 
pa tien ts  w ith  relatively extensive and  long 
s tand ing  n eu roses .” T h e  best results  w ere 
achieved w h en  (1) the  pa t ien t  w as  highly  m o t i
vated, (2) the  the rap is t  d em ons tra ted  h igh en 
thus iasm , (3) transference developed early ,  
especially negative transference, and  w as in te r 
pre ted , and  (4) grief a n d  an ger  became im p o r
tan t  issues as te rm ina t ion  ap p roached .  T h e  
prognosis w as  also best w h ere  the  p a t ien t  and
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therap is t  showed a strong  will ingness to get in 
volved— the form er w ith  an  intense desire for 
help th rough  und ers tand in g ,  the  la t te r  w ith  
sym pathy  w hile  in terac t ing  objectively and  not 
w i th  c o u n te r t r a n s fe re n c e .  E v en  d ee p -s e a te d  
neurotic behavior p a t te rn s  could be lastingly 
changed. T h e  technique  if p ro pe r ly  used c a r 
ried few dangers ,  even w here  p en e tra t in g  in 
te r p r e t a t io n s  w e re  m a d e  fro m  d re a m s ,  
fantasies, and  the  the rap is t -p a ren t  link of the 
transference th a t  connected the present with 
childhood experiences. M a la n  modestly sug
gested tha t  a  crucial ingred ien t in change 
might not be the  technique  employed, but the 
nonspec if ic  fac to r  of th e  a n a ly s t  a p p ly in g  
himself enthusiastically  to his techn ique  i r 
respective of w h e th e r  it w as analy tic  o r  non- 
analytic.

In a la ter  study published in his book 
F rontier o f  B rie f P sychotherapy, M a la n  (1976) 
confirmed his previous conclusions regard ing  
the uti lity of dynam ic  shor t- te rm  the rap y  and 
described some principles  of selection of su i ta 
ble pa tien ts  for this  form of trea tm en t .  In 
M a l a n ’s sam ple  the pa tien ts  w ere  carefully 
screened. C hosen  were those w ho  ap pea red  “ to 
have the basic s t reng th  to s tand  up  to uncover
ing psy cho the rap y ,”  “ w ho w ere responsive to 
in te rp re ta t io n ,”  and  w ho could help form ula te  
a c ircumscribed focus a ro u n d  w hich the rap y  
could  be done .  S ever i ty  of p a th o lo g y  o r  
chronicity w ere  not considered. O f  all factors 
in prognosis, m otivation  for insight and  the 
ability to focus on significant m ate r ia l  seemed 
to be of p r im ary  im portance . T h ese  w ere  con
sidered to be measures  of successful in te rac
tions between patient and  therap is t .  Pa tien ts  
w ho w ere excluded w ere alcoholics, hom osex
uals , d ru g  addicts, those w ho  had  at one time 
m ade  serious suicidal a t tem pts ,  w ho had  a p e 
riod of long-term  hosp ita l iza t ion , w ho  had 
m ore th an  one course of E C T ,  w ho suffered 
from  in c a p a c i ta t in g  c h ro n ic  o b se ss ion a l  o r  
p h o b ic  sy m p to m s ,  an d  w h o  w ere  g ross ly  
destructive or self-destructive in acting-out.  As 
was predicted, reasons for rejection w ere  tha t 
the patient would  have difficulty in m ak ing  
contact, tha t  a g reat deal of w ork  w ou ld  be

needed to develop p ro p e r  m otivation  for th e r 
apy, th a t  rigid and  deep-seated issues requ ired  
m ore  w o rk  th an  the limited tim e could allow, 
th a t  severe dependence  and  o th e r  u n favor
able  intense transference feelings w ould  be 
too obstructive, o r  th a t  depressive o r  psychotic 
d is tu rbances  m igh t be p rec ip ita ted  o r  in te n 
sified.

Sifneos (1972), confirming m a n y  of M a l a n ’s 
f indings, adds some o the r  cr i te r ia  of selection 
for this  form of dynam ic  “ anx ie ty -p ro vo k ing ” 
th e rapy  tha t  lasts from 2 to 12 m onths. S u i t
a b le  p a t i e n t s  a r e  th ose  w h o  possess  five 
quali ties: (1) existence of above-average in 
telligence, (2) possession of at least one m e a n 
ingful re la tionsh ip  in th e  past ,  (3) ability  to 
i n te ra c t  w i th  th e  in i t ia l  in te rv ie w e r  w h ile  
manifesting  a p p ro p r ia te  em otions and  a  degree 
of flexibili ty, (4) ability  to identify a  specific 
chief com pla in t ,  (5) will ingness to unders tan d  
oneself, to w o rk  on oneself, to recognize o n e ’s 
sym ptom s as psychological, to be honest in r e 
vealing th ings ab ou t  oneself, to part ic ipa te  ac
tively in th e rap y ,  and  to m ake  reasonable  
sacrifices (Sifneos, 1978).

F o r  pa tien ts  w h o  a re  selected, sessions are 
held once w eekly  for 45 m inu tes  in face-to-face 
interviews. T h e  initial interview deals with 
his tory  taking, pa r t icu la r ly  “ a jud ic ious con
fron ta tion  by open-ended  and  forced-choice 
type of q u es t io n s .”  As a reas  of conflict and 
m aladap tive  reactions open up , the therap is t  
asks quest ions th a t  will give h im  a c lea rer pic
tu re  of the psychodynam ics. H e  m ay then be 
able  to m ake  a  connection between the u n 
derly ing conflicts and  the  superficial com 
pla in ts .  Before long, transference  feelings are 
ap t  to emerge. “ T h e  th e rap is t  m ust then con
front the pa tien t w ith  his transference  feelings 
and  use them  as the  m ain  psychotherapeutic  
to o l .” T h is  facilitates t rac ing  of o n e ’s em o
tional prob lem s in the past and  recognizing 
how  conflicts give rise to o n e ’s sym ptom s. 
Sooner or la ter  resistance appears .  “ T h e  whole 
tone  of the interviews s tart to ch an ge ,”  silences 
a p p e a r ,  “ th e  w h o le  in te rv ie w  seem s f r a g 
m e n te d .” C on fron ta t ion  and  clarif ication are  
employed as tools, but a transference  neurosis
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is avoided. T h e  pa t ien t  m ust be confronted 
w ith  his anger  and  his negative feelings, and  
these m ay flair u p  w ith  the  th e ra p is t ’s anxiety- 
p rovoking questions. In te rp re ta t io ns  help cla
rify the p a t i e n t ’s reactions. A w areness  of his 
ow n  counter transference  is vital,  and  the  th e r a 
pist m us t m ake  sure he is not using  the  pa tien t 
to gratify  his ow n needs. R epeatedly  d em o n 
stra ting  how the pa tien t deals w ith  his conflicts 
and  the  adverse effects on h im , the therap is t  
acts as “ an  unem otiona l ly  involved te ac h e r .” 
T an g ib le  evidence of progress is show n by the 
p a t ie n t’s ability  to relate  w h a t  is going on to 
past  sources and  by im provem ent in his in te r 
p e r s o n a l  r e l a t io n s h ip s .  T h e  t h e r a p i s t  m us t  
w o rk  u n in t e r r u p t e d ly  to w a r d  t e r m in a t io n ,  
h and ling  his counter transference  and  realiz ing 
th a t  “ there  a re  certa in  behavior p a t te rn s  which 
canno t be altered  by psy cho th e rapy .” At a p ro 
pitious tim e te rm ina tion  m ust be discussed. 
T h e  p a t i e n t ’s reactions such as anger,  de
pression, and  fear m ust be an tic ipa ted  and  
handled .

T h e  following outl ines technical processes in 
Sifneos’s technique:

1. T h e  p a t ie n t  is asked to list in o rd e r  of  u rgency
the  p rob lem s  th a t  he  w ould  like to overcome.

2. It is essentia l  to develop a  r a p id  th e rap eu t ic
al l iance  w i th  pa t ien t ,  since th e  p a t i e n t ’s posi tive 
feelings to w a rd  th e ra p is t  co ns t i tu te  a chief  t h e r a 
peu t ic  tool.  A g reem en t  m us t  be reached  r e g a rd in g  
the p ro b le m  to be solved.

3. T h e  th e ra p is t  r ap id ly  a r r ives  a t  a ten ta t ive
p sychodynam ics  an d  the  u n d e r ly in g  em otiona l  co n 
flicts.

4. T h e  focus in t h e r a p y  is on these  conflicts, the
object be ing  to he lp  th e  pa t ien t  lea rn  new  m odes  of  
solving difficulties.

5. T h e  t h e r a p i s t  m u s t  c o n f ro n t  p a t i e n t  w i th
an x ie ty -p ro v o k in g  ques t ions ,  he lp in g  h im  to face 
a n d  e x a m in e  a re a s  of difficulty r a th e r  t h a n  to avoid 
them , a n d  e n ab l in g  h im  to exper ience  his conflicts 
a n d  to conso l ida te  new  solu tions for them .

6. If successful in r each in g  th e  goals  set forth ,  the
pa t ie n t  shou ld  be ab le  to u ti l ize  his l e a rn in g  “ to 
deal  w i th  the  new  cr itical  s i tua t ions  in the  fu tu r e .”

It m us t be rem em bered  th a t  the basis of 
Sifneos’ ap p ro ach  w as w ork  w ith  a clinic 
popu la t ion  of self-referred, relatively w ell-edu

cated young people  “ w ho gave freely of the ir  
tim e and  w ere  eager to h e lp .”  W h ile  these re 
qu irem en ts  a re  ideal, the  average th e rap is t  will 
see a good n u m b e r  of less su itable  pa tien ts  u r 
gently  d e m and in g  sym ptom  relief w hose p ro b 
lems a re  linked to inner  conflicts and  w ho  do 
not fulfill the selection req u irem en ts  of Sifneos. 
T h e y  m ight still be considered for dynam ic  
the rapy ,  bu t anx ie ty-provoking  tactics m ay  
have to be avoided.

Sifneos has  not neglected considera t ion  of 
o th e r  classes of pa tien ts  not qualified for the  
anx ie ty-provoking  techn ique  bu t am en ab le  to 
an  “ a n x ie ty - s u p p r e s s iv e ”  fo rm  of t h e r a p y .  
Such th e rap y  is designed for pa tien ts  w ith  
w eak  ego s truc tu res  w ho  hab itua l ly  have poor 
in te rpersona l re la tions and  a re  disposed to 
lifelong em otional difficulties. H e re  the  goal 
is to dissipate  anxie ty  by such tactics as 
reassurance , advice giving, em otional catharsis ,  
env ironm enta l  m an ip u la t io n ,  persuas ion ,  hos
p ita liza tion ,  or medication. W h e re  the pa tien t 
has  adeq ua te  m otivat ion to receive help, recog
nizes tha t  his sym ptom s a re  psychological, is 
able to m a in ta in  a jo b ,  and  is w ill ing  to coop
era te  w ith  the  therap is t ,  he has the  best o p p o r
tun ity  for relief. Sessions last from a few 
m inu tes  to an  h o u r  and  a re  spaced every week, 
twice a week, o r  oftener. B rief  crisis suppor tive  
th e rap y  lasts u p  to 2 m o n ths  and  is a im ed  at 
o v e rc o m in g  th e  e m o t io n a l  d e c o m p e n sa t io n .  
P a tien ts  w ith  serious difficulties, however, may 
re q u i re  sup po r t  for a p rolonged period.

An in teresting  form  of dynam ic  brief th e r 
apy  has been detailed by M a n n  (1973). A few 
of the  princ ip les  w ere  or ig inal ly  described by 
R a n k  (1936, 1947). S tressing the subjective 
and  objective m eanings  of tim e (e.g., s e p a ra 
tion, loss, dea th ,  etc.) both to the  pa tien t  and  
th e r a p i s t ,  M a n n  c o n te n d s  t h a t  a m b ig u i ty  
abou t time lim ita t ions of th e rap y  m ay  act as a 
d e te r ren t to acceptance of reality  an d  the  w ork  
to be done. Patien ts ,  he avows, a re  bound  to 
“ child t im e ,”  an  unconscious yearn ing  for 
e tern ity ,  and  m ust be b ro ug h t  to the  accep
tance of realistic limited “ adu lt  t im e .”  H e  o u t
lines a f ix e d  12 session form of t re a tm en t  based 
on psychoanalytic  concepts a ro u n d  w hich  he
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has s truc tured  a methodology. “ E xperience  
has dem ons tra ted  tha t  12 t rea tm en t  sessions is 
probably  the m in im al tim e requ ired  for a 
series of dynam ic  events to develop, flourish, 
and  be available  for discussion, exam ina tion ,  
and reso lu tion .”

T h e  limited interview is concerned w ith  
clarifying w h a t  the  pa tien t seeks from therapy .  
T w o  o r  m ore  sessions m ay  be requ ired  here. 
In the course of this inqu iry  “ a fo rm ula t ion  of 
the central conflict p roductive of the present 
manifestations of distress can be m ade  . . . [the 
therapis t]  te lling the pa t ien t  w h a t  is w ro ng  
w ith  h im .” T h is  m ay  or m a y  not accord w ith  
the p a t ie n t’s incentive for seeking help. A de
lineation of o th e r  unconscious de te rm in an ts  is 
a t tem pted  by ex am in ing  past sources of the 
central conflict. A diagnosis is m ade, an d  there  
is an  assessment of the p a t i e n t ’s general psy
chological state. T h e re  is then  an est im ate  of 
how  12 h o u r  sessions should be d is tr ibuted: 12 
full sessions once weekly, 24 ha lf -hour sessions 
over 24 weeks, o r  48 sessions of 15 m inutes  
over 48 weeks. T h e  therap is t  expresses to the 
pa tien t his op inion of the  p a t i e n t ’s chief p ro b 
lem and  w h a t  he believes should be done. H e  
consults his ca lendar  and  announces  the  exact 
da te  of te rm ina tion .  H e  settles dates and  times 
of app o in tm en ts  and  discusses the fee. H e  
assures the p a tien t tha t  if they find the  chosen 
central issue erroneous, they  will move on to 
ano th e r  issue. T h e  pa tien t is then  given the 
privilege to accept o r  reject the  stated condi
tions. A ssum ing tha t  the  pa t ien t  has sufficient 
ego s trength  to negotiate  a  t re a tm en t  ag ree
m ent and  to to lera te  a s truc tu red  schedule, a r 
rangem ents  for the rap y  a re  concluded.

T h e  interviews are  conducted on as h igh  an 
emotional level as possible, moving from  a d a p 
tive issues to defenses to genetic orig ins of con
flicts. T h is ,  of course, requ ires  tha t  the  th e r a 
pist be em path ic  and  th a t  he have a high 
degree of com prehension  of dynamics. T h e  
choice of the central issue will vary  w ith  the 
t h e r a p i s t ’s u n d e r s t a n d in g  a n d  e x p e r ien ce .  
Since free association is im pract ica l in sh o r t 
te rm  the rapy ,  some o the r  form of c o m m u n ica 
t ion  is needed .  M a n n  re c o m m e n d s  F e l ix

D e u tsc h ’s “ associative a n a m n e s is”  (Deutsch, 
1949) as one w ay  of w orking.

Even though  a  n u m b e r  of conflictual them es 
vary, a com m on one, “ the  recu r r in g  life crisis 
of sep a ra tion -ind iv idua t ion  is the substantive 
base upon  w hich  the  t re a tm en t  re s ts .” M as te ry  
of separa tion  anxie ty  serves as a model for 
overcom ing o th e r  neuro t ic  anxieties . A m ong 
basic universal conflict s i tua t ions th a t  re la te  to 
the  separa tion -ind iv idua tion  them e a re  (1) in 
d e p e n d e n c e  v e rsu s  d e p e n d e n c e ,  (2) ac tiv ity  
v e rsus  p a ss iv i ty ,  (3) se lf-suffic iency  versus  
in adeq ua te  self-esteem, and  (4) “ unresolved or 
delayed g rief.”  M a s te ry  of separa t ion - ind iv id 
ua t io n  influences the  m as te ry  of all of th e  la t
te r  conflicts. D u r in g  te rm in a tion  of th e rap y  the 
pa t ien t  will und ergo  a degree of anxie ty  reflec
tive of the  adequacy  of his resolution  of the 
sepa ra tion -ind iv idua t ion  phase  of his ear ly  de
velopm ent.  O n e  o r  an o th e r  of the  four basic 
universal conflicts will be activated d u r in g  the 
te rm ina t ion  phase.

M a n n  advises not to com prom ise  the  12- 
session tim e limit by m ak in g  any  prom ises to 
con tinue  th e ra p y  after the allotted period has 
ended. In  this  w ay  a fixed tim e s t ruc tu re  is 
presen ted  to the  pa t ien t  in w hich  the  d ra m a  of 
establish ing a  dependent re la t ionsh ip  and  of 
w ork in g  th ro u g h  the  crisis of separa tion  and  
achievement of au to no m y  is repeated  in a set
t ing  tha t  perm its  a  m ore  satisfactory solution 
th a n  the  individual realized in his past early  
re la tionships .  In o ther  w ords ,  we a re  provided 
w ith  two them es in therapy :  the first, the 
centra l issue for w hich  the  p a t ien t  seeks t r e a t 
m ent ,  and  the  second, the m ore  basic s e p a ra 
t ion-ind iv idua tion  them e. T h e  fact th a t  we 
focus on an  agreed  a rea  of investigation and  
th a t  the pa t ien t  possesses know ledge of im 
m inen t  te rm ina t ion  limits the  extent of re 
gression in the  transference. T h e  rap id  m obi
lization of a positive transference in the  first 
few sessions will br ing  sym ptom  relief and  an 
o u tp o u r in g  of m ate ria l .  A lthough  the  focus is 
on the centra l issue, the adaptive  m aneuvers  of 
the pa tien t and  the  genetic roots of the  central 
issue will soon become a p p a ren t .  T h e  th e r a 
pist, however, m ust resist the  tem p ta t ion  to
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deviate from the  central them e. At all times, 
the therap is t  is active in “ suppor ting ,  en 
couraging, and  educating  the  p a t ie n t .”  T h is  
does not m ean  giving advice or guidance. 
About the seventh session the pa tien t will 
begin to sense d isappo in tm en t  in th e rapy  since 
he is not allowed to ta lk  abou t all of the th ings 
he w an ts  to b r ing  up  and  m ust confine himself 
to the  central issue. At this  point negative 
transference will app ea r ,  and  am bivalence re 
places positive transference. Resistance rears  
its head, and  sym ptom s m ay  re tu rn .  Despite  
these reactions th e  therap is t  m ust w ork  tow ard  
term ination .  T h is  will be difficult for both  p a 
tient and  therap is t  since the emotions of te rm i
nation  and  separa tion  (such as grief and  anger)  
will be disconcerting. T h e  pa tien t will show 
m any  defenses against te rm ina t ion  th a t  will 
have to be handled .

In te rp re ta t io n  of the  p a t ie n t’s reactions is 
im portan t  as th e  pa tient expresses his a m 
bivalent feelings, the  therap is t  enunc ia ting  the 
idea tha t  the  p a t ie n t’s responses are  u n d e r 
s tandable  since his expectations are  not being 
fulfilled. D a ta  from the  p a t i e n t ’s past will 
allow for a re la ting  of the p a t ie n t’s reactions to 
early  experiences w ith  paren ta l  figures.  T h e  
last three sessions at least should be devoted to 
dealing w ith  the p a t ie n t’s feelings about te rm i
nation.

As to selection of pa tien ts  for this type of

the rapy ,  according to M a n n ,  most p a tien ts  are 
candidates  except those w ith  borderline  or psy 
chotic p roblem s. Y oung people  in a m a tu ra -  
tional crisis have difficulties “ exquisitely  re 
lated to the  separa tion -ind iv idua tion  p rocess .”  
R egard ing  therap is ts  w ho  can w ork  w ith  this 
m ethod, M a n n  says: “ It is evident tha t  this 
kind of psychotherapy  requ ires  a high degree 
of skill, knowledge, and  experience. K n o w l
edge of the  psychoanalytic  theories of m enta l  
functioning heavily buttressed by experience in 
the  long- term  t rea tm en t  of pa tien ts  is the  first 
p rep a ra t io n  for this  t r ea tm en t  p la n .”

A no ther  system of dynam ic  shor t- te rm  th e r 
apy  is described by Lew in  (1970), w ho, follow
ing  th e  lead  of B e rg le r  (1 9 4 9 ) ,  con s id e rs  
sym ptom s a consequence of psychic m asoch
ism , w h ic h  is a u n iv e r sa l  in g r e d ie n t  of 
neuroses. T h e  need to appease  guilt th rough  
suffering, he avows, can prevent progress in 
therapy .  “ Ideally , the  core of the p a t i e n t ’s 
masochism , his bad introject, should be ex
posed and  replaced, a long  w ith  his sadistic 
conscience.”  W h ile  this m ay  not a lw ays  be 
possible, the least the  th e rap is t  can do is to 
c o n f ro n t  th e  p a t i e n t  w i th  h is  m asoch ism . 
Assigning all of his prob lem s and  sym ptom s to 
se lf-punishm ent for guilt feelings in re la tion  to 
p a ren ta l  figures provides the  pa tien t w ith  a 
focus tha t ,  according to L ew in ,  helps shorten  
the therapeu tic  process.

Eclectic Systems

S pu rred  on by com m unity  need, by stric
tu res  on the nu m b er  of sessions financed by 
th i rd -p a r ty  paym ents ,  and  by dissatisfaction 
w ith  the  results  of long-term  trea tm en t ,  th e r a 
pists of all denom ina tions  have experim ented  
w ith  briefer m ethods and  con tr ibu ted  w rit ings 
to shor t- te rm  theory  and  practice. Some of the 
techniques are  a revival of the  methods em 
ployed in the  preana ly tic  and  early  analy tic  
period. Some a re  replicas of established case
w o rk  and  counseling procedures. O th e rs  are

m ore innovative, being influenced by behavior 
the rapy ,  by the con tem p ora ry  em phas is  on ego 
functions, by an  increasing interest in p roblem  
solving as a p r im ary  m eans  of en hanc ing  
ad ap ta t ion ,  as well as by a resurgent flexible 
eclecticism (G rayson ,  1979). Accordingly, a 
n u m b er  of models of sho r t- te rm  the rap y  have 
been in troduced, and  some of these will be 
cited as examples.  O th e r  excellent models u n 
doubtedly exist, bu t they canno t be included 
because of lack of space. An exam p le  of how
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florid the w rit ings have become in shor t- te rm  
therapy  is the anno ta ted  b ib l iography  of W ells  
(1976), w ho in reviewing the  l i te ra tu re  u p  to 
1974 d e ta i ls  243  c i ta t io n s  co ver in g  m a jo r  

jo u rn a ls  in psychiatry , psychology, and  social 
w o rk .  T h e s e  a r t ic le s  a r e  c a te g o r iz ed  in to  
theoretical and  review articles, individual adult 
therapy ,  individual th e rap y  of children  and  
adolescents , g ro up  therapy ,  family therapy ,  
m ar ita l  therapy ,  and  t r ea tm en t  of hospita l ized 
patients.

In 1965 Beliak and  Small w ro te  a book (the 
second edition of which ap p ea red  in 1978) 
tha t  differentiated emergency from brief psy
ch o th e ra p y .  T h e y  con te n d  th a t  e m e rg en cy  
trea tm en t is a  te m p ora ry  ap p ro ach  uti lized in 
crisis, while brief psycho therapy  is a  “ fore
shortened applica tion  of t r ad it iona l p sycho ther
apy, called into being e ither by the  life s i tuation  
of the pa tien t  or by the  setting in w hich t r e a t 
m ent is offered.” T h e y  offer a form  of brief psy
chotherapy  th a t  is rooted in o r thodox  psycho
analytic  theory  and  directed at sym ptom s or 
m aladap ta t ions ,  avoiding the  reconstitu tion  of 
personality  th a t  may, nevertheless, come about 
autonom ously . Brief psycho therapy  m ay  s tab i
lize the individual sufficiently so th a t  “ he m ay 
be enabled to continue w ith  m ore  extensive psy
c h o the rap y .” T h e  tim e span allotted for t r e a t 
ment is one to six sessions. A positive t r a n s 
ference is fostered, free association avoided, and  
in te rp re ta tion  tem pered ,  being coupled w ith  
o ther  types of in tervention  like medical, envi
ronm enta l ,  etc. Brief th e rapy ,  they observe, is 
useful in nearly  every kind of em otional dis
tu rbance , even psychosis. W hile  extensive re 
s t ruc tu r ing  of the  charac te r  is desired and  possi
ble, o r  w here  ac ting-out exists, however, it is 
not suitable.

A detailed his tory  is essential w ith  a com 
plete exp lora tion  of the presen ting  prob lem , 
the precip ita ting  factors, the con tem po ra ry  life 
si tuation, and  the developm ental his tory , in 
cluding family re lationships.  T h e  object is to 
u nders tand  the present illness “ in dynam ic  
term s and  related  to p receding genetic, de
velopm ental ,  and  cultura l events .” O u t  of this, 
som e im m e d ia te  th e r a p e u t i c  h e lp  m a y  be

rendered  th a t  can  take  the  form of a m inor  
in t e r p r e ta t i o n .  P s y c h o th e ra p y  is p la n n e d  
“ w ith in  the f r am ew o rk  of w h a t  the pa t ien t  is 
will ing to engage in ,”  in con tras t  to the posi
tion taken  by some therap is ts  like Sifneos to 
the effect th a t  “ th e  pa t ien t  m ust fit the  t r e a t 
m en t chosen for h im  by the  e x p e r t .”  In Beliak 
a n d  S m a l l ’s m ethod  d ream s m ay  be elicited, 
projective testing like the  T h e m a t ic  A p p ercep 
tion T es t  used, and  hypnosis  employed to 
b r ing  out repressed m ater ia l .  An a t te m p t  is 
m ade  to establish causal factors in re la tion  to 
p rec ip ita ting  incidents and  specific historical 
events and  structures.  Ju d ic io u s  use of in te r 
p re ta t io n  to im p a r t  insight, reassu rance  and  
su pp o r t  w hen  necessary, counseling, guidance , 
conjoint family therapy ,  g rou p  therapy ,  drugs, 
e lec tro co n v u ls iv e  t h e r a p y  (as in su ic ida l  
depressions), and  env ironm en ta l  m an ip u la t io n  
will call for a good deal of flexibili ty, d iag 
nostic acum en, and  clinical ju d g m e n t  on the 
p a r t  of the therap is t .  E m p h a s is  in w ork ing-  
th ro ug h  is u p o n  im m edia te  learn ing . “ T h e  
m ain tenance  of the  positive re la t io n sh ip ,” they 
state, “ avoids a sense of rejection in the 
te rm ina t ing  process and  perm its  the  pa t ien t  to 
re ta in  the  the rap is t  as a benign, in trojected 
f igure .”  T re a tm e n t  is ended by in form ing  the 
pa t ien t  th a t  the therap is t  is available  in the  fu
tu re  w hen  needed.

T h e  l i te ra tu re  is replete  w ith  descrip tions of 
special techniques vaunted  by the au th o rs  as 
u n iq u e ly  effective for s h o r t - t e r m  th e r a p y .  
T h e i r  en th us ia sm  is u n d e rs tan dab le  because 
therap is ts  become skilled in certa in  m ethods to 
which  they a re  by personali ty ,  opera t iona l 
style, and  theoretical bias a ttuned .  Lest we be
come too rhapsod ic  over any  set of methods, 
however, we m us t rem em b er  th a t  w hile  they 
m ay  be effective in the  han ds  of some, they 
may not be useful for all the rap is ts .  M a tc h in g  
pa tien t and  method  is also a challenging p ro b 
lem (B urke  et al,  1979). Except for a  few syn
drom es, such as behavior th e rapy  for phobias  
and  p h a rm aco th e rap y  for psychoses, outcom e 
studies fail to credit any  special interventions 
w ith  global super ior i ty  over o ther  approaches . 
Indeed, statistics indicate equivalen t im prove
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ment rates for a host of available techniques. 
Nevertheless, a study of the various modalities 
in con tem porary  use is rew ard in g  if no m ore 
th an  to provide us with models th a t  m ay  selec
tively be useful.

A m ong the  most comm on techniques, in ad 
dition to those previously cited under  dynam ic  
therap ies ,  a re  in terpretive  m ethods  tha t  d raw  
the ir  substance from classical (F reud ian )  and 
n o n c lass ica l  (A d le r ia n ,  S te k e l ia n ,  R a n k ia n ,  
Ju n g ia n ,  and  Reichian) psychoanalysis as well 
as from behavioral m odels. T h e  list th a t  fol
lows includes the m ore formal modalit ies c u r 
rently  in use:

1. A u to g e n o u s tra in in g  (C ro sa ,  1967; L u the ,
1963; Schultz  & L u th e ,  1959).

2. B eh a v io ra l m odels  (Ayllon & A zr in ,  1968;
B a n d u ra ,  1969; C r o w e  et al, 1972; F e rb e r  et al, 
1974; F ers te r ,  1964; F ra n k s ,  1964; F ra n k s  & 
W ilso n ,  1975; G h a d i r i a n ,  1971; H a n d  & L a-  
M o n ta g n e ,  1974; H ofm eis te r ,  1979; L a z a ru s ,  1976; 
L ick  & B ootz in ,  1970; P a t te r so n ,  1973a,  1973b, 
1974; R ich a rd so n  & S u in n ,  1974; S tu a r t ,  1969; 
S u in n  et al, 1970; W o lp e ,  1964).

3. B ioenergetics  (L ow en ,  1958; P a lm e r ,  1971).
4. B io fe e d b a c k  ( B l a n c h a r d  & Y o u n g ,  1 974 ;

G l u e c k  & S t ro e b e l ,  1 975 ;  S t ro e b e l  & G lu e c k ,
1973).

5. C a s e w o r k  th e r a p y  (K e rn s ,  1 970 ;  U p h a m ,
1973; W a t t ie ,  1973; A. W o lb e rg ,  1965).

6. C og n itive  lea rn in g  (B a k k a r  & B a k k a r -R a b -
d a u ,  1973; G re e n e ,  1975).

7. C ogn itive  th era p y  (Beck, 1971, 1976; Ellis ,
1957, 1965, 1973; G licken ,  1968; R u s h ,  1978).

8. C o n fro n ta tio n  m e th o d s  (G . A dle r  & Buie,
1974; G .  Adler  & M y e rs o n ,  1973; G a r n e r ,  1970a, 
1970b; G od b o le  & F a lk ,  1972; K a sw a n  & Love, 
1969; Sifneos, 1972).

9. C o u n s e lin g  m e th o d s  ( G ro s s  & D e r i d d e r ,
1966).

10. D a nce a n d  m o v e m e n t th era p y  (Sm a llw ood ,
1974).

11. D ecision  th era p y  (G re e n w a ld ,  1974).
12. E m o tio n a l ca tharsis  (N ichols ,  1974).
13. E S T  (Kettle,  1976).
14. G esta lt th era p y  (Peris ,  1969; A. C .  Sm ith ,

1976).
15. G o a l a t ta in m e n t  s c a lin g  ( L a  F e r r i e r e  &

C a lsy n ,  1978).

16. G u id e d  a ffec tive  im a g ery  (Koch, 1969).
17. H y p n o s is  ( C r a s i l n e c k  & H a l l ,  1 975 ;

F r a n k e l ,  1 973 ;  M o r r a ,  1 9 6 7 ;  R a b k i n ,  1 977 ;  
Spiegel, 1970; Spiegel & Spiegel ,  1978; S tein, 
1972; W o lb e rg ,  1948, 1964, 1965).

18. In te rp re tiv e  m e th o d s  (K. A. Adler ,  1972;
A n sb ach e r ,  1972; B a r te n ,  1971; D . Beck,  1968; 
D a v a n l o o ,  1 9 7 8 ;  D a v a n l o o  & B e n o i t ,  197 8 ;  
G i l lm a n ,  1965; M .  M o r e n o ,  1967; S m all ,  1971; 
W a h l ,  1972).

19. M e d ia tio n  (C a r r in g to n ,  1977; C a r r in g to n  &
E p h ro n ,  1975).

20. M ilie u  th e ra p y  (Becker  & G o ld b e rg ,  1970;
C la r k ,  1972; G o ld b e rg ,  1973; K nobloch ,  1973; 
R a s k i n ,  1 9 7 1 ;  S t a i n b r o o k ,  1 9 6 7 ;  V i s h e r  & 
O ’Sul l ivan ,  1971; W ilk in s ,  1963).

21. M u ltim o d a l th era p y  (L a z a ru s ,  1976).
22. P ersuasion  (M a l tz ,  1960).
23. P r im a l th e ra p y  ( Janov ,  1970).
24 . P r o g r a m m e d  p s y c h o th e r a p y  ( H .  Y o u n g

1974).
25. P sych o im a g in a tio n  th e ra p y  (Shorr ,  1972).
26. P sy ch o syn th es is  (T ie n ,  1972).
27. R e a lity  th e ra p y  (G lasse r ,  1965; G lasse r  &

Z u n in ,  1972).
28. R e la x a tio n  (Benson  et al , 1974).
29. S crea m  th e ra p y  (C asrie l ,  1972).
30 . S e n s i t i v i t y  t r a in in g  ( Q u a y t m a n ,  1 969 ;

Schu tz ,  1967).
31. S o c ia l th e ra p y  (B ie re r ,  1948; F leischl &

W olf ,  1967).
32. S o m a tic  th e ra p y  (D a sb e rg  & V a n  P ra ag ,

1 9 7 4 ;  H a y w o r t h ,  1 973 ;  H o l l i s t e r ,  1 9 7 0 ;  K a l -  
inow sky  & H ip p iu s ,  1969; O s to w ,  1962).

33. S tru c tu r a l in teg ra tio n  (Rolf, 1958; S p e rb e r  et
al, 1969).

34. S y m b o ld r a m a  (L e u n e r ,  1969).
35. T ra n sa c tio n a l a n a lys is  (B rechense r ,  1972;

H o l lensbe ,  1976; J o h n s o n  & C h a to w sk y ,  1969; 
S h a rp e ,  1976).

36. V id eo ta p e  p la y b a c k  (Alger,  1972; Berger ,
1970, 1971; G o n e n ,  1971; M e ln ic k  & T im s ,  1974; 
Silk , 1972).

Less formal therap ies  have d ra w n  on the  fol
lowing techniques:

1. B u d d h is t S a lip a tth a n a ,  o r  “m in d fu ln e ss  m e d i
ta tio n  ” ( D e a th e ra g e ,  1975).

2. C o m m u n ic a tio n  th eo ry  (Kusnetzoff ,  1974; R.
C . M a r t i n ,  1968).
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3. D rea m  a na lys is  (M e r r i l l  & C a ry ,  1975).
4. “E m o tiv e  - r e c o n s tr u c tiv e  p s y c h o th e r a p y ”

(E R P ) ,  w hich  com bines  the  use of im a g e ry  w i th  h y 
p e rven t i la t ion  (Fu lch ie ro ,  1976; M o r r i s o n  & C o-  
m eta ,  1977).

5 . “F is c h e r -H o ffm a n  p ro c e s s  (A. C .  S m i th ,

1976).
6. “F lo m p  m e th o d ” (H ag e l in  & L a z a r ,  1973).
7. M o n ta  th e ra p y  (R eynolds ,  1976).
8. N a ik a n  ( Ish ida ,  1969).
9. “P ara d o x ica l in te n t io n ” ( F r a n k l ,  1965, 1966).
10. Socia l sk ills  tra in in g  (Argyle  et al,  1974).
11. Socia l sy s tem s a p p roaches  (C la rk ,  1972).
12. S to ry  te llin g  (D e  L a  T o r r e ,  1972).
13. T ea m  sy s te m s a p p roaches  (D ress ie r  et  al,

1975).
14. “ T h e r a p e u t ic  p a r a d o x ” te c h n iq u e  ( F u l 

chiero ,  1976).

Special techniques have also been recom 
mended for p a r t icu la r  syndromes:

1. C onversion  reactions  (Dickes, 1974).
2. D ep ress ive  reactions  (C a m p b e l l ,  1974; N e u  et

al,  1978; R e gan ,  1965; Sokol,  1973).
3. H y s te r ic a l  p e r s o n a l i ty  d iso r d e rs  (S e ib o v ic h ,

1974).
4. O bsessive -co m p u lsive  d iso rd ers  (Suess , 1972).
5. P h ob ias  (Skynne r ,  1974).

6. P s y c h o s o m a tic  c o n d it io n s  ( M e n t z e l ,  1969;
M e y e r ,  1978; M e y e r  & Beck, 1978).

7. S e x u a l p ro b le m s  (K a p la n ,  1974; Levit,  1971;

M e a r s ,  1978; S p r in g m a n ,  1978).
8. S m o k in g  h a b its  ( M a r r o n e  et  al,  1970; H .

Spiegel, 1970).
9. U n reso lved  g r ie f  (V o lk an ,  1971).
10. U n to w a r d  reactions to p h y s ic a l illness  (E. H .

S te in  et al ,  1969; T u c k m a n ,  1970).
11. W a r n euroses  (P ru c h  & B rody ,  1946).

M oreover ,  selected in terven tions have been 
advised for specific categories of patients :

1. A lcoho lics  (K rim m el  & F a lk e y ,  1962).
2. D y in g  p a tie n ts  ( C ra m o n d ,  1970).
3. G eria tric  p a tie n ts  (G o d b o le  et al ,  1972; G o ld -  

f a rb  & T u r n e r ,  1953).
4. U n iv e rs ity  s tu d e n ts  (B ra g a n ,  1978; K il leen  &

J a c o b s ,  1976; L o re to ,  1972; W .  M i l l e r ,  1968).

T h e  use of sho r t- te rm  approach es  in p r i 
m a r y  ca re  a n d  m ed ica l  se t t in g s  h a s  been 
described by B leeker (1978), B u dm an  et al 
(1979), C on roe  et al (1978), and  K irchner  et al
(1978). A lthough  not focused d irectly  on sh o r t
te r m  th e r a p y ,  th e  c o n t r ib u t io n s  of S t r u p p  
(1972) and  F r a n k  (1973) to re la ted  aspects of 
t r ea tm en t  a re  no tew orthy .

Short-Term Therapy in Outpatient Clinics

T h e  urgency in m any  clinics to a lte r  tactics 
of psychotherapy  in line w ith  the requ irem en ts  
of the pa tien ts  being treated  as well as the  dis
position of the com m unity  has resulted in the 
sh i f t in g  fro m  lo n g - te rm  t r e a tm e n t  to w a rd  
eclectic shor t- te rm  p rogram s.  F o r  exam ple ,  at 
the M o n trea l  G enera l  H osp ita l  in C a n a d a  a 
change in the  t rea tm en t  ph ilosophy  aw ay  from 
the long-term objective of personali ty  recon
struction w as necessary for practical reasons: 
(1) because the kind of pa t ien t  popu la t ion  the 
clinic dealt w ith  w as unab le  to u tilize a

pro longed  th erapeu tic  re la tionsh ip  and  (2) be
cause some of the  therap is ts  w ere  not fitt ingly 
t ra ined  or w ere  unab le  to spend a sufficiently 
long tim e to follow th ro ug h  w ith  a p p ro p r ia te  
t r ea tm en t  m easures  (D avanloo , 1978; S traker ,
1968). T h e  result w as a  “ h igh d rop ou t  ra te  or 
the rap id  developm ent of chronic  clinic de
p endency .” In addit ion , w a it in g  lists became 
so g rea t  th a t  acute  em otional crises could not 
receive needed help. A brief  psychotherapy  
p ro g ra m  w as started  in 1961 based on psy
chodynam ic  form ula t ions . P a tien ts  w ho  did
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not qualify for the  p ro g ram  received suppor t-  
tive kinds of help, p h a rm aco th e rap y ,  social 
service assistance, w a rd  care, and  so on, ac
cording to the ir  needs. W ith  this p ragm atic  
change the d rop ou t  ra te  decreased over five 
times, and  staff interest and  m orale  were 
g re a t ly  s t r e n g th e n e d .  F o l lo w - u p  s tu d ie s  2 
years after in take  revealed th a t  66 percen t of 
the total case load had  benefited sufficiently to 
need no fu r ther  therapy .  Patien ts  selected for 
and  treated w ith  brief psychotherapy  showed 
an  84 percent remission rate.

Largely  th rou gh  D av an lo o ’s efforts three 
In te rna t iona l Symposia  w ere o rgan ized , in 
1975, 1976, and  1977, b r ing ing  together p ro 
fess ionals  in te re s te d  in b r ie f  a p p ro a c h e s .  
D a v an lo o ’s m ethods resemble those of Sifneos 
and  M a la n .  Eva lua t ion  cr i ter ia  for dynam ic  
th e rap y  are, first, the  assay of the ability to es
tablish  meaningful re la tionsh ips  based on the 
p a t ie n t’s hav ing  had  previous em otional ties 
w ith  o ther people. Even in the first interview 
the p a t ie n t’s capacity  to in teract w ith  the th e r 
apis t will be obvious. Second, there  is an esti
m ate  of the ego’s capacity  to experience and  
tolerate  anxiety  tha t  will be mobilized in the 
interview. T h i rd ,  m otivation for t rue  change 
m ust be differentiated from a desire to satisfy 
an infantile need in therapy .  F o u r th ,  psycho
logical mindedness and  capacity  for in trospec
tion are  judged  carefully. Fifth, the most c ru 
cial criterion is the p a t i e n t ’s ability to respond 
co ns t ru c t iv e ly  to in t e r p r e ta t i o n  d u r i n g  the  
evaluation interview. Sixth, the degree of in 
telligence is an im po rtan t  factor in the  choice 
of approach .  Seventh, the eva lua tor  m ust de
term ine  the richness and  flexibility of available 
defenses since these correlate  with  effective 
uti lization of dynam ic  therapy .  D avan loo  is 
wedded to classical analytic  form ulat ions , such 
as the s truc tu ra l  hypothesis, and  frames his 
language in these terms. T h e re  is general 
agreem ent am on g  most therap is ts  w ith  D a v a n 
loo’s belief th a t  selection of a p sy cho thera
peutic focus is vital in shor t- te rm  th e rap y  and 
th a t  “ identification and  unders tand in g  of the 
psychodynamics and  psychological processes

underly ing  the  p a t ie n t’s psychological p ro b 
lem s is the  key  issue in th e  e v a lu a t io n
process .”

O th e r  clinics th a t  have rem odeled the s t ruc 
tu re  of their  services a long shor t- te rm  lines 
also rep o r t  an im proved rem ission ra te  am on g  
patien ts  and  a heightened staff moral.  T h e  
n u m b er  of sessions devoted to t r ea tm en t  is con
sidered a rb i t r a ry  and  has tended to cluster 
a ro u n d  low er limits, w hich  in some studies 
have yielded results  equal to t r ea tm en t  w ith  
n u m e r ic a l ly  h ig h e r  sessions . E r r e r a  et al 
(1967) com p ared  the  results  of pa tien ts  a t  the 
Yale-N ew  H aven  M edical  C en te r  Psychiatric  
O u tp a t ie n t  Clin ic  w ho  w ere  in th e rapy  for 
from  6 to 10 sessions w ith  a s im ila r  pop u la t ion  
w ho  received 21 or m ore  t r ea tm en t  sessions 
and  found th a t  “ there  w as no significant differ
ence in the  im provem ent rates, n e ither  as 
recorded by the therap is ts  nor evaluated  by the 
ra te r s .”

L ingering  doubts  as to the  extent of he lp  p a 
tients receive has  been all bu t dissipated by the 
experience of clinics th a t  have converted the ir  
services a long shor t- te rm  lines and  conducted 
follow-up inquiries.  At the Boston U nivers ity  
M edica l C en te r  Psychiatric  Clinic, for ex
am ple , a study w as conducted by H askell  et al 
(1969) as to w h a t  h a p p ened  to pa tien ts  after 
12 weeks in sho r t- te rm  therapy .  Significant 
changes w ere  found in the g ro up  as a whole 
(about 71 percent)  on five m easures  of de
pression, anxiety , and  overall im provem ent.  
Even though  it w as felt “ th a t  the type  of p a 
tient w ho  responds to t im e-lim ited  th e rap y  dif
fers m arked ly  from  the type  w ho  responds to 
long- term  th e r a p y ,” no clear-cut cri ter ia  w ere 
ap paren t .

Clinics associated w ith  colleges have also 
noted excellent results  w ith  a small n u m b e r  of 
sessions (M ille r ,  1968; Speers, 1962; W h i t 
t ington, 1962). Because college s tudents  a re  at 
an  age level w h ere  prob lem s in identity, reso
lution of dependency w ith  emergence of a u 
tonom y, and  firm ing of sexual role a re  being 
w orked  th rou gh ,  they are ,  as a g rou p ,  bound  
to experience a good deal of stress. T h e  pres-
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ence of a facility tha t  can offer th em  crisis- s tudents.  F or  exam ple , a review of 3 ,000
o r ien ted  psycho log ica l  serv ices  can  be ex- s tudents  w ho  applied  for he lp  at the  City
tremely helpful in fostering a better  ad jus t-  College of S an  Francisco showed th a t  the
ment. E xperience  indicates th a t  relatively few average n u m b e r  of contacts w as below three
sessions are  necessary for the  grea t m ajo ri ty  of (A m ada ,  1977).

Walk-In Clinics and Crisis Intervention

T h e  grow th  of com m unity  psychiatry  has 
encouraged a m ulti tude  of shor t- te rm  p ro 
g ram s o rgan ized  for purposes  of crisis in te r 
vention and  the dealing w ith  emergencies (An- 
nexton, 1978; D onovan  et al,  1979; D . G o ld 
stein, 1978; R obbins,  1978). W a lk - in  clinics 
tha t  bring help to v ir tually  thousands  of people  
have sprouted th ro u g h o u t  the  country . A n ex
am ple  is the  In take  Reception Service a t  the 
Psychiatric C lin ic  of the M a im o n id es  M edica l 
Service in Brooklyn, N .Y .,  w hich  functions as 
a w alk-in  clinic offering im m edia te  he lp  to 
anyone app ly ing  (G elb  & A llm an,  1967). F o u r  
to eight individual sessions a re  given. If m ore 
th e rap y  is needed, m ax im al  use is m ade  of 
g roup  and  family the rapy .  Professionals from 
different disciplines a re  used, including p sy 
ch ia t r i s ts ,  p sy cho lo g is ts ,  p sy c h ia t r i c  social 
workers ,  and  psychiatric nurses. A n ex p e r i
enced therap is t  m ay  be accom panied  by a th e r 
apis t in t ra in ing ,  w ho  part ic ipa tes  as an  ob 
server.  T h u s  the session opera tes  as a t ra in in g  
tool. Indications for referring  a pa tien t to a 
psychiatrist  the rap is t  a re  any  of the  following: 
(1) somatic sym ptom s, (2) m enta l  illness in a 
pa tien t  who is dangerous  to him self  or others, 
(3) a need for medications, (4) his tory  of a t 
tem pted  or th rea tened  suicide, or (5) a special 
re q u e s t  for a p sy c h ia t r i s t .  T h e  a p p r o a c h  
utilized is dynam ically  o r ien ted  and  is not con
sidered, in the w ords of G e lb  and  A llm an  
(1967) “ an  emergency shor tcu t o r  a poor  sub
s titute for an un a t ta in a b le  ideal bu t is, in itself, 
the most effective and  h u m a n  ap p ro ach  to o u r  
patients . . . .”  Im m edia te ,  active, em ph a t ic  and  
accurate  confrontation  w ith  neuro t ic  funct ion

ing is m ore  effective th an  “ years  of passive 
w o rk in g - th ro u g h .” P a tien ts  w ho  requ ire  m ore 
help after th e rapy  ends a re  invited to re tu rn  
“ any tim e  the need a r ise s ,” bu t not on a con
t inu ing  basis. T h is  ap p ro ach  has resulted in a 
60 percent im provem en t ra te  w ith in  five visits.

T h is  im provem en t ra te ,  th a t  is ab ou t  two- 
th irds  of the  patien ts  receiving th e rap y ,  is 
subs tan tia ted  by m any  o ther  w alk -in  clinics 
(G ottschalk  et al,  1967; Ja co b so n  & W iln e r ,  
1965). In  a large s tudy of over 8 ,000  patien ts  
t rea ted  on an emergency basis only 10 percent 
r e q u i r e d  c o n t in u in g  lo n g - te rm  th e r a p y  
(C olem an & Z w er l ing ,  1959). T h e  value of 
shor t- te rm  g ro u p  crisis in tervention  has also 
been dem ons tra ted .  In  a  study of 78 cases 
receiving six g ro u p  sessions com pared  w ith  90 
control cases in unlim ited  g roups  o r  individual 
th e rap y ,  the sh o r t- te rm  g ro u p  cases d e m o n 
stra ted  g rea te r  im provem ent on a 5 -po in t scale 
of functioning (T ra k a s  & Lloyd, 1971).

W a lk - in  clinics designed to provide im 
m e d ia te  g o a l- l im i te d  h e lp  (B e l iak ,  1964; 
C o lem an  & Z w er l ing ,  1959; Jaco bso n  et al, 
1965; N o rm a n d  et al, 1967; Peck et al, 1966) 
generally  concern  themselves w ith  crisis in te r 
vention and  usual ly  restrict the  total n u m b e r  of 
sessions to six o r  less. Referra l for m o re  ex
tended care is provided w h e re  necessary. A l
though  the w o rk -u p  done in different clinics 
will vary, it generally  includes some dynam ic  
form ula t ion  of the  prob lem , an  assay of exis t
ing ego s treng ths  and  weaknesses,  a n d  an  esti
m a te  of the degree of pathogenic ity  of the  cu r 
ren t  env ironm en t.  T o w a r d  this  end N o rm a n d  
et al (1967) have  described a jo in t  initial in te r 
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view conducted by a psychia tr is t-socia l w orke r  
team . Such a team  m axim izes the selection of 
an ap p ro ach  to the exis ting prob lem  and 
outl ines a b luepr in t  for action. A w ork ing  h y 
pothesis is fo rm ulated  a ttem p t ing  to relate 
in trapsychic  a n d / o r  env ironm enta l  aspects to 
the d is tu rbed  behavior or the sym ptom s, and  it 
is a ro u nd  this hypothesis tha t  choice of in te r 
ventions is m ade from a w ide rang e  of su p 
portive, educational,  and  ins ight-oriented  a p 
proaches. Should  no im provem ent occur, the 
w ork ing  hypothesis is reform ulated . T h i s  a p 
proach  has proven itself to be practical “ as an 
aid to p roviding high qua li ty  m enta l  health  
services for the p o o r”  in the face of even 
o v e rw h e lm in g ly  im p o ss ib le  e n v i r o n m e n ta l  
deprivations. T h e r e  is a feeling th a t  pa tien ts  
from lower socioeconomic classes do better 
w i th  s h o r t - t e rm  cris is  in te rv e n t io n  t h e r a p y  
th an  w ith  any  o ther  ap p ro ach  (H askell et al, 
1969; M ey e r  et al, 1967; Sadock et al, 1968.)

W alk - in  clinics thus  provide  a  vital need in 
the practice of com m unity  psychia try  by m a k 
ing trea tm en t  im mediately  and  easily accessible 
to all classes of patients .  M a n y  prob lem s can 
be m anaged  th rou gh  this m eans  tha t  o therw ise  
would  go u na t tended .  O n  the basis of an  a n a l 
ysis of m an y  interviews in the psychiatric  
w alk-in  clinic of the M assachuse t ts  G en era l  
H ospita l  in Boston, w hich  handles  abou t 40 
w alk-in  p a tien ts  each day  (15,000 visits per 
year), L a za re  et al (1972) have listed 14 ca te
gories of patients .

1. P a t ien ts  w h o  w a n t  a  s t rong  person  to protect
a n d  contro l  them . (“ Please take  o v e r .” )

2. T h o s e  w h o  need som eone w h o  will he lp  them
m a in ta in  contact  w i th  rea li ty .  (“ H e lp  me kn o w  I 
a m  r e a l . ” )

3. T h o s e  w h o  feel so e m p ty  they  need suc- 
corance .  (“ C a re  for m e .” )

4. T h o s e  w h o  need some clinic or  person  a ro u n d
for securi ty  pu rp o ses  th o u g h  the  contact  be occa
sional.  (“ A lw ays  be t h e r e .” )

5. T h o s e  r idden  w i th  guilt  w h o  seek to confess.
(“ T a k e  a w a y  m y  g u i l t . ” )

6. T h o se  w h o  u rg en t ly  need to ta lk  th ings  out.
(“ Let m e  get it off my chest ” )

7. T h o s e  w h o  des ire  advice on p ress ing  issues.
(“ T e l l  m e  w h a t  to d o . ” )

8. T h o s e  w h o  seek to sor t  ou t  th e i r  conflicting
ideas. (“ H e lp  m e  p u t  th ings  in pe rspec tive .” )

9. T h o s e  w h o  t ru ly  have a  des ire  for se lf-under-  
s t a n d in g  a n d  ins igh t  in to  th e i r  p rob lem s.  (“ 1 w a n t  
p s y c h o th e ra p y .” )

10. T h o s e  w h o  see th e i r  d iscom fort  as  a  medical
p ro b le m  th a t  needs  th e  m in is t r a t io n s  of  a physic ian .  
(“ I need a p h y s ic ia n .” )

11. T h o s e  w h o  rea lly  seek som e p rac t ica l  he lp
like d isab il i ty  assis tance ,  legal  a id ,  o r  o th e r  in te r 
cessions in th e i r  life s i tua t ion .  (“ I need yo u r  legal 
p o w e r s ” )

12. T h o s e  w h o  credit  th e i r  difficulty to o ngo ing
c u r re n t  r e la t io n sh ip s  an d  w a n t  th e  cl inic to i n te r 
cede.  (“ D o  it for m e .” )

13. T h o s e  w h o  w a n t  in fo rm a t io n  as to  w h e re  to
get he lp  to sa tisfy var ious  needs ,  ac tua l ly  seeking 
som e c o m m u n i ty  resource .  (“ T e l l  m e  w h e re  I can 

get w h a t  I n e e d .” )
14. N o n m o t iv a te d  o r  psychotic  pe rsons  w h o  a re

b ro u g h t  to the  clinic ag a ins t  th e i r  will . (“ I w a n t  
n o th in g .” )

W h e re  the  the rap is t  is perceptive enough  to 
recognize the  p a t i e n t ’s desire and  w h ere  he is 
capable  of grat ify ing  o r  at least acknow ledging 
th a t  he u n d e rs tan ds  the  request ,  he  will have 
been able to s tar t  a  w o rk in g  re la tionship . 
Should  he bypass the  p a t i e n t ’s im m edia te  plea 
for help or p robe  for conflicts and  o th e r  dy
nam ic  forces underly ing  the  request ,  the rap y  
m ay  never get s tarted . Obviously , fulfilling the 
p a t i e n t ’s desire a lone m ay  not get to the bo t
tom  of the  p a t i e n t ’s troubles ,  but it will be an 
avenue th rou gh  w hich one will be able  to coor
d ina te  and  uti lize  the d a ta  ga thered  in the 
diagnostic  eva lua t ing  interview. In clinics or 
p r iva te  the rap y  w here  there  is lack of con
gruence  betw een w h a t  the  pa t ien t  seeks and  
w h a t  the  th e rap is t  decides to provide, the 
d ro p o u t  ra te  after  the  first in terview  i s 1 as 
h igh as 50 percen t (Borghi,  1968; H e in e  & 
T ro s m a n ,  1960).

T h e  claim th a t  sho r t- te rm  tre a tm en t  accords 
w i th  s u p e r f ic i a l i ty  of g o a ls  h a s  no t  been  
proven, especially w here  th e rapy  is conducted 
a long even modest dynam ic  lines. T h u s ,  a type 
of crisis in terven tion  th a t  a im s at m ore  th a n  
sym ptom  relief is described by M .  R. H a r r i s  et 
al (1963),  w ho  trea ted  a g ro u p  of 43 pa t ien ts
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w ith  up  to seven sessions w ith  the objective of 
(1) resolution of the  stress factor precip ita ting  
the request for help  and  (2) clarifying and  
resolving, if not the basic conflict, the  second
ary  derivative conflicts activated by the  cu r 
ren t stress s i tuation. “ O u r  hypothesis is tha t  
such explora tion  and  w ork in g  th rou gh  fa 
cilitated the  estab lishm ent of a new adaptive  
ba lan ce .” D u r in g  th e ra p y  the  m otivation for 
fu r ther  trea tm en t  w as also evaluated. T h i r ty -  
eight (88 percent)  of the p a tien ts  w ere  helped 
by brief therapy .  T h i r t e e n  (30 percent)  of the 
p a t i e n t s  c o n t in u e d  in lo n g - te rm  t r e a tm e n t .  
T h re e  patien ts  (7 percent)  re tu rn ed  for a 
second brief series of contacts. D u r in g  in te r 
viewing w ith  this  t rea tm en t ,  efforts w ere  m ade  
to establish connections be tw een conflicts and 
the  prec ip ita ting  stress since this enab led  the 
pa t ien t  to “ be better  able to cope w ith  his 
distress and  achieve a new psychic equ il ib 
r i u m .” H istorica l  m ater ia l  w as  utilized only 
w hen  it w as spontaneously  b ro ug h t  u p  and  re 
lated directly to the cu rren t  difficulty. T h e  a u 
thors  declare th a t  w here  long-s tanding  vex
ations exist, m otivation for fu r ther  t re a tm en t  
“ m ay in fact be increased by the  experience of a 
successful brief therapeu tic  t r an sac t io n .”  A do p
tion of a psychodynam ic stance in crisis in te r 
vention can enhance  the  q ua l i ty  of results ,  as 
L ouis  (1966) and  o thers  have pointed  out.

O f  all devasta ting  stressful experiences,  the 
death  of a  loved one, o r  a person  on w h o m  the 
survivor is dependent ,  is p e rh ap s  the most m is
m anaged . A p a r t  from token consolations, a 
c o n sp i rac y  of si lence  sm o u ld e r s  u n d e r  the

a s s u m p t io n  th a t  t im e  i tse lf  w ill  h e a l  all 
w ounds .  T h a t  tim e fails m iserably  in this task 
is evident by th e  h igh rate  of m orb id i ty  and 
m orta l i ty  am o ng  survivors following the fatal 
event (K raus  & Lil ienfeld, 1959; Rees & L u t-  
kins, 1967; M .  Y oung et al, 1963).

Recognition of these facts has  led to some 
crisis in tervention  p ro g ram s to provide sh o r t
te rm  help  for the bereaved in the  service of 
both prevention and  rehab il i ta t ion  (G erber ,  
1969; Silver et al, 1957; P. R. S ilverman, 
1967). Success of these p ro g ram s  presages 
t h e i r  f u r th e r  d e v e lo p m e n t  a n d  e x p a n s io n .  
G e rb e r  (1969) has described some m ethods for 
fostering em anc ipa t ion  from  the  bondage of 
grief and  read ju s tm en t  to p resent realities. 
T h ese  include (1) he lp ing  the  client to pu t into 
w ords his o r  h e r  feelings of suffering, pain , 
guilt,  notions of a b a n d o n m e n t  and  a ng er  as 
well as the n a tu re  of the past  re la tionsh ip  w ith  
the  deceased, good and  bad; (2) o rgan iz ing  a 
p lan  of activities tha t  d raw s  upon  available  
resources and  friends; (3) lending a h an d  in 
resolving practical difficulties involving ho us
ing, economic, legal, and  family r e a r ra n g e 
m ents; (4) m ak in g  essential referrals  for m ed i
cal assistance includ ing  p rescr ip t ion  of drugs 
for depression an d  insom nia  and  offering fu ture  
assistance. Service to a bereaved person is often 
best recom m ended  by the family physician, 
and  such recom m endat ions  m ay be a re q u i re 
ment.  An in itial hom e visit by a social w orker  
o r  o ther  professional o r  t ra ined  parapro fes-  
sional m ay  be necessary before the  client will 
accept office visits.

Dealing with Unresponsive Patients

D espite  ou r  best efforts to shorten  the rapy  
there  will be some patien ts  w ho  will need con
t inu ing  trea tm en t.  Clinics only too often be
come clogged w ith  such chronic  patien ts  whose 
t r e a tm e n t  becom es in t e rm in a b le .  T h i s  can  
result in long w aiting  lists and  an  end to ready 
access to th e rapy  for even emergency p ro b 

lems. T h i s  is not to deprecia te  the  value of p ro 
longed tre a tm en t  in some long-s tanding  em o
tional p rob lem s. H ow ever ,  from a p ragm atic  
s tandpo in t ,  for the  grea t  m ajo ri ty  of chronic 
p a tien ts  o ther  modes of m a n a gem en t a re  not 
only helpful, bu t actually  a re  m ore  a t tu ned  to 
the continu ing  needs of these patients .  Such a l



14 HANDBOOK OF SHORT-TERM PSYCHOTHERAPY

ternative methods involve, p e rh ap s  for the re 
m ain der  of a p a t i e n t ’s life, occasional short 
(10- to 15-m inute) visits w ith  a professional 
person on a m onth ly  or b im onth ly  basis, 
supervision of d ru g  in take, in troduction  into a 
g roup  ( therapeutic ,  social, or rehabili ta t ive),  
an d  u t i l i z a t io n  of a p p r o p r i a t e  c o m m u n i ty  
resources. W h a t  the therap is t  tr ies to avoid for 
such a pa tient is s t im ula t ing  dependency  on 
himself personally.

An eight-year experim en t at an o u tpa t ien t 
clinic dedicated to the the rapy  of the  c h ro n 
ically ill at the U nivers ity  of Chicago H o s
pitals and  Clinics is repor ted  by R ada  et al 
(1969). T h e  clinic is open every T h u rsd a y  
afternoon for 2 / i  hours ,  pa tien ts  being seen in 
o rder  of arr ival .  Pa tien ts  are  accepted only 
after a diagnostic evaluation  and  initial w o rk 
up  by the referral sources to m ake sure  they 
will be suitable  for the  clinic routines.  T h e  
staffing is by psychiatric  residents, medical 
students, a  social w orker ,  receptionist, and  two 
a ttend ing  staff supervisory psychiatrists , the 
la tter  four being the only p e rm an en t  staff. 
U pon  arr ival ,  the receptionist greets the  p a 
t i e n t— a n d  if th ey  come, th e  f a m i ly — an d  
brings the pa t ien t  into the w aiting  room, 
w here  light refreshm ents  (cookies and  coffee) 
a re  served. P a t i e n t  in te ra c t io n s  a re  e n 

couraged. Individual interviews are for 15 to 
25 m inutes  to ascertain  the  p resen t physical 
and  em otional state, to regu la te  the  d ru g  in 
take  if d rugs  a re  taken , to offer re co m m en da
tions for in terven ing  activities, and  to m ak e  an 
ap p o in tm en t  for the next time. T h e  patien ts  are  
then  re tu rn ed  to the w a it ing  a rea  for more 
coffee and  socialization. F am ily  and  couples 
th e rapy  a re  done  if necessary. F requency  of 
visits rang e  from  weekly sessions to once every 6 
m o n th s  a l tho ug h  patien ts  m ay  re tu rn  vo lun
tar i ly  if they need help. Should  the pa tien t d rop  
out of therapy ,  he is perm it ted  to re tu rn  in 
times of stress w ith ou t  hav ing  to go th ro u g h  a 
readm iss ion procedure . After the  clinic h ours  
the staff meets briefly (30 to 45 m inutes) to  d is
cuss the d a y ’s problem s. T h e  tw o a ttend ing  psy
chia tr is ts  do not see individual pa tien ts  (except 
in emergencies); they serve as adm in is tra t ive  
supervisors and  active p a r t ic ip an ts  in the w a i t 
ing a rea  experience and  the staff g roup  m eet
ings. Patien ts  see the  sam e therap is t  (a resident) 
for 3 m onths  to a year and  know  th a t  they  will 
be transferred  to an o th e r  professional from time 
to time. D iagnost ic  categories vary, a p p ro x i 
mate ly  h a lf  being psychotic , the  rem a in d e r  h av
ing severe neuroses and  persona li ty  disorders. 
Fees generally  su p p o r t  the  clinic and  a re  re la 
tively low.

Short-term Hospitalization and Its Alternatives

S hrink ing  budgets have m ade  it m and a to ry  
to take  a ha rd  look at costs versus benefits not 
only in regard  to psychotherapy , but also 
pro trac ted  psychiatric  hospita l iza tion . A part  
f rom  p ra g m a t i c  d is a d v a n ta g e s  o r  im p ra c t i -  
ca li t ies  of c o s t /b e n e f i t s ,  p ro lo n g e d  i n s t i t u 
t ionalization  fosters regression and  p ara lyz ing  
dependencies— plus extended separa tion  from 
c o m m u n i ty  life. T h e s e  u n f o r tu a n te  c o n t i n 
gencies have sponsored shifts from long-term 
confinement to shor t- te rm  detention organ ized  
a ro un d  the objective of early  discharge. A l
te rnatives to hospita liza tion  have also been ex
plored. For  exam ple , in an experim en ta l  p ro 

g ram  D avis  et al (1972) d em ons tra ted  th a t  a 
team  led by visiting nurses going to the homes 
of pa tien ts  to oversee p ro p e r  medication could 
prevent hosp ita l iza t ion  and  im prove re la t io n 
ships w ith in  the  family. A no ther  exam ple  is 
the finding by Z w er l ing  and  W ild e r  (1962) 
th a t  a day-care  trea tm en t  facility could often 
act as an a d eq u a te  substi tu te  for an inpa t ien t  
unit.  T h e r e  are ,  nevertheless, s i tuations w hen  
hospi ta l iza t ion  is essential, for exam ple ,  to 
provide security for d is tu rbed  o r  suicidal p a 
t ie n ts  o r  w h e re  c r i s is -o r ie n te d  th e r a p y  is 
needed and  it canno t be done on an  ou tpa t ien t  
basis. A limited hopsita l stay m ay  be all th a t  is
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required . Even in children  shor t- te rm  hosp i ta l
ization is sometimes considered (Shafii et al, 
1979).

T h a t  it is possible to reduce the time of hos
pita lization  of pa tien ts  adm itted  to an ins ti tu 
tion th rough  a crisis in tervention  p ro g ram  
utilizing a wide range  of t rea tm en t  modalit ies 
has been dem ons tra ted  by D ecker and  Stub- 
blebine (1972) in a 2 i i  year study of 315 
y o u n g  ad u l t s .  At the  C o n n e c t i c u t  M e n t a l  
H ea lth  C en te r  a p ro g ram  of brief (3-day) in 
tensive hospita liza tion  and  30-day  ou tpa t ien t  
care  has been used to deal w ith  pa tien ts  
r e q u i r in g  h o s p i ta l iz a t io n  (W e is m a n  et al,
1969).  In  th e  h o sp i ta l ,  c r is is  in te rv e n t io n  
methods are  employed tow ard  res to ring  the 
pa tien t to the previous level of functioning. O n  
discharge there  is a 1-m onth  ou tpa t ien t  period 
of trea tm en t,  w hich  is considered a follow-up 
measure. An agreem ent is m ad e  in advance as 
to this limited tim e a rran g em en t to insure  tha t 
t rea tm en t does not go on indefinitely. “ O n e  ef
fect of the time-limited contract is to establish a 
‘set’ w hich  prom otes rap id  identification of 
p rob lem  areas and requ ires  pa tients  to begin 
quickly developing new modes of dealing w ith  
these p ro b lem s .” T h e  pa t ien t  is seen each day 
by several staff m em bers  w ho  a re  usual ly  
nurses or aides in o rder  to d ischarge de
pendence on the  godlike figure of the doctor. 
T o  expose patien ts  to different tactics, a fixed 
style of ap p ro ach  is deliberately  not used. 
T e a m  m em bers  also in teract w ith  pa tien ts  in 
daily g roup  th e rap y  and  family therapy .  Self- 
reliance is stressed by focusing on the p a t i e n t ’s 
responsibility, especially in m ak ing  p lans  after 
discharge. W h ile  concern and  in terest are 
shown, “ the staff avoids doing th ings for the 
patient which he can be encouraged to do 
h im s e l f . ”  P s y c h o t ro p ic  d ru g s  a r e  used  to 
d im in i sh  ta r g e t  sy m p to m s .  T h e r e  is e a r ly  
family involvement, and  the en tire  hospita l day 
is struc tured  w ith  activities. As for results , at 
the end of brief hospi ta l iza t ion  of the  first 100 
patients ,  18 percent w ere transferred  for longer 
inpat ien t care after the 3-day  intensive ex p e r i
ence since they requ ired  longer te rm  hosp ita l i
zation. A nother  19 percent w ere rehospita l ized

w ith in  1 year of discharge. At the  1-year 
follow-up ro u t in e  almost tw o-th irds  of all p a 
tients had  not been rehospita l ized or t r a n s 
ferred after the  3-day intensive hospita l t r e a t 
m ent.  T h i s  com pares  favorably w ith  rehosp i
ta l iza t ion  ra tes  w ith  longer te rm  therapy .

T h e  function of the  usual shor t- te rm  h osp i
ta liza t ion  (i.e., 3 to 4 weeks) is, first, to br ing  
about a  rap id  remission of sym ptom s and, 
second, to p re p a re  the p a tien t for, and  to see 
th a t  there  is m ade  available ,  an  adequa te  
aftercare  p ro g ra m . T h e  first objective is ac
complished by d ru g  th e ra p y  and  E C T  if neces
sary, individual family and  g ro u p  trea tm en t ,  
and  milieu, occupational,  and  rehabili ta t ive 
the rap y ,  all ta i lored  to the  p a t i e n t ’s needs. Be
c ause  of th e  e m p h a s is  on  th e  co n tro l  of 
sym ptom s ra th e r  th an  a lte ra t ions  in the p e r 
sonality  s truc tu re ,  crisis-oriented behavioral 
approaches  a long  eclectic lines a re  most com
monly  practiced. Ideally, brief hospita liza tion  
should  provide psycho therapy  to p re p a re  the 
pa tien t  for o u tpa t ien t  care  (A. B. Lewis, 
1973). T h e  second objective, a l though  most 
crucial to avoid the  revolving door syndrom e, 
is too often neglected. Unless  the  pos thosp i
tal env ironm ent is regu la ted , ensu ing  stress 
will a lm ost inevitably p roduce a re lapse  in 
sym ptom s. A m ong  the  m easures  necessary to 
prevent this a re  the ad jus tm en t  of living a r 
rangem en ts  so th a t  the least s t ra in  is imposed 
on the p a t i e n t ’s coping capacities, the  use of 
ha lfway  houses, facilities prov id ing  day and  
n ight care, supervised d ru g  m an agem en t ,  and 
rehabili ta t ive, social, hea lth ,  and  recreational 
p rogram s.  T h e  selective use of com m unity  
o u tpa t ien t  psycho therapy  of a  not too intensive 
variety  w ith  an em pa th ic  the rap is t  can be most 
helpful.

T o  safeguard agains t the f ragm en ta tion  of 
an  aftercare  p ro g ram , continuity  of trea tm en t  
w ith  one professional person can help prevent 
t r ea tm en t  d egenera t ing  into m anag em en t  of a 
series of emergencies w ith  inevitable rehosp i
ta lization . T h is  person m ust have established a 
re la tionsh ip  w ith  the  pa tien t and  know  the  his
tory  of the l a t te r ’s illness and  som eth ing  about 
the  dynamics. W h a t  causes most pa tien ts  to
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re tu rn  to the  hospita l is poor aftercare p la n 
n ing  w ith  litt le or no provision for some kind 
of ongoing individual o r  g rou p  psychotherapy , 
im p r o p e r  m o n i to r in g  of d r u g  m a in te n a n c e ,  
fa ilure  to u tilize emergency measures  w hen  
needed (such as E C T ) ,  stressful living condi
tions, poor housing  and  inad equ a te  provision 
of essential social and  rehabili ta t ive  services. 
W h e re  possible, the th erap is t  w ho  has worked 
w ith  the pa tien t in the hospita l should be the 
one w ho  continues seeing the  patien t an d  d i
recting the aftercare  p ro g ram . Sometim es the 
hospita l m ay  provide some of the  af tercare  
services, bu t the  adm in is tra to rs  should alw ays 
strive to in tegra te  the pa tien t into the co m m u 
nity as rap id ly  as possible. T h is  is usual ly  the 
best course. W h e re  re tu rn  to a family would  be 
d is tu rb ing— for instance, w here  m em bers  are 
too hostile, dem and ing ,  and  rejecting— place
m en t in a halfway  house and  la te r  in a foster 
hom e m ay be advisable.

Short- te rm  hosp ita l iza t ion  does not e lim i
na te  in te rm edia te - te rm  intensive t r ea tm en t  in a 
hospital, th a t  is, 130 to 180 days, or for longer 
periods w here  the  a im  is a personali ty  change. 
H ow ever ,  custodial care in patien ts  w ho  re 
q u ire  con tinu ing  m an ag em en t  can usual ly  be 
achieved outside of a  hospita l facility. W a y n e  
(1976) has ap p rop r ia te ly  pointed  out th a t  w ha t  
determines the  duration  of hosp i ta l iza t ion  is 
not the  diagnosis but the  persistence of a h a b i
tua l  d isruptive life-style, severe family, social, 
and  occupational difficulties, and  the  presence 
of a serious physical disability  or h ypochon
driasis . W h e re  the  p ro pe r  env ironm ent is made 
available and  af tercare  supervision prom oted ,  
even chronic psychotic persons can m ak e  an 
ad jus tm en t outs ide of an  institution.

T h e re  is evidence th a t  shor t- te rm  family

th e rap y  can cut dow n the  need for h o sp i ta l iza 
tion in acute  cases of decom pensation . T o  com 
p a re  the outcom e of o u tp a t ie n t  family crisis 
th e rap y  w ith  hosp i ta l iza t ion , F lom enhaft  et al 
(1969) trea ted  w ith  the  fo rm er m odality  186 
pa tien ts  in need of adm ission to a m enta l  hos
pital.  A control g rou p  of 150 patien ts  received 
hospita l iza t ion . T h e  ou tp a t ien ts  received an 
average of five office visits, o ne  hom e visit, and  
th ree  te lephone contacts. T h e  results  of o u tp a 
tient th e rapy  w ere  at least as good as hosp i ta l i
za tion , in add it ion  to being m ore  economical 
and  less s t igm atizing . In  a study by Langsley  
et al (1969) 75 acute decom pensated  psy
chiatr ic  pa tien ts  w ere  given an  average of six 
sessions of family crisis th e rap y  organ ized  
a long  directive and  suppor tive  lines. A control 
g rou p  of 75 received hosp ita l iza t ion  and  in p a 
tient trea tm en t .  In  the family the rap y  g ro up  61 
pa tien ts  w ere  able  to avoid hosp ita l iza t ion  and  
o n ly  14 p a t i e n t s  r e q u i r e d  h o s p i t a l i z a t io n  
w ith in  a 6 -m on th  period. In  the  hosp i ta l iza 
tion g rou p  16 p a tien ts  requ ired  reh osp i ta l iza 
tion after d ischarge w ith in  a 6 -m o n th  period. 
O n ly  a n  average  of 8.1 days w ere  requ ired  for 
im provem ent in  the  experim en ta l  g ro up  as 
com pared  to 24.3  days in the  hospita lized  
group .  T w o  years  la te r  a  sim ilar  s tudy was 
repeated  w ith  a  la rger g ro u p  of patients .  It 
confirmed th a t  most p a tien ts  w ith  shor t- te rm  
fam ily  t h e r a p y  cou ld  avo id  h o s p i ta l iz a t io n  
(Langsley  et al,  1971). At the  E as te rn  P e n n 
sy lv an ia  P sy c h ia t r i c  I n s t i t u te  these  s tud ies  
w ere  replicated , indicating  the  efficiency of 
shor t- te rm  family the rap y  (R ubenste in ,  1972). 
Focal th e rapy  in a  day  hosp ita l  m ay  also be 
employed as an  a lternative  t rea tm en t  (Frances 
et al,  1979).

Short-term Child and Adolescent Therapy

T h e  question  is often asked as to w h e th e r  it period  of t r e a tm en t  of the  child pa t ien t  and  
is possible to do child th e rap y  on a shor t- te rm  p a ren ts  is custom ary . T h e r e  are  some studies 
basis since it is generally  accepted th a t  a  long however,  th a t  indicate th a t  good results  m ay  be
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obtained w ith  shor t- te rm  approach es  (C ram er ,  
1974; Kerns, 1970; M a r t in ,  1967; Negele, 
1976; Nicol,  1979; Phillips & Johnston, 1954; 
Rosenthal & Levine, 1970, 1971; S haw  et al, 
1968; Skynner,  1974). O th e r  studies verify the 
uti lity of sho r t- te rm  g rou p  t ra in ing  for p a ren ts  
in m anag ing  prob lem s in the i r  children  (G. R. 
Patterson  et al,  1973a; W a lte r  & G ilm ore ,  
1973; W il tz  & Patterson , 1974). M a n y  th e r a 
pists believe th a t  w here  the child is u nd er  7 
years of age the m ain  th e rap eu tic  w o rk  is w ith  
the parents .  F ro m  ages 7 to 11 the child and 
p aren ts  are seen separately . F ro m  12 on family 
sessions seem best. Preadolescent children w ith  
acute p roblem s have been m ateria lly  helped  by 
pa ren t  g roups focused on discussions of child 
m anagem ent ,  po w er  ploys of children, and  a l 
te rna te  approaches  to p rob lem  solving. T h e  
children themselves a re  encouraged  to ex p e r i
ment w ith  m ore  m a tu re  behavior th rou gh  
better ways of coping w ith  people  and  s i tu a 
tions (Epstein , 1976).

U til iz ing  a so-called “ h e a l th ” model, W e in 
berger (1971) describes a form  of brief th e rapy  
for children  “ w hich sees clients basically cop
ing and  ada p tin g  but experiencing  prob lem s 
caused by ignorance, in a p p ro p r ia te  expecta
tions, social su rround ings ,  o r  o ther  factors 
which do not im plicate  the p a ren ts  as m alev
olent and  pathologically  m o t iv a ted .” T h is  is 
seen as a p referred  th e rap y  for the m ajori ty  of 
children  in contrast to the  prevai ling  model 
of shor t- te rm  trea tm en t ,  w hich  is e i ther a 
compression of long- term  trea tm en t  m ethods 
or an  elongated diagnostic p rocedure  th a t  is 
app ro p r ia te  for only 5 to 10 percen t of all 
chidren  sent for help.

As p a r t  of the therapeu tic  process, W e in 
berger states th a t  it is im p o r tan t  to t ry  to as
certain  how  pa ren ts  view the  ch i ld ’s p rob lem  
and  w h a t  the ir  expectations a re  of the th e r a 
pist.  T h i s  leads to the d raw in g  up  of a verbal 
“ con trac t”  of w h a t  the pa ren ts  and  therap is t  
expect of each other. U sua lly  the  goal is the 
e limination of undesired  behavior. T h e  time 
limit set is 6 weeks d u r in g  w hich  a m ax im u m  
of 12 sessions a re  a r ran ged  for the child and

o th e r  family mem bers .  T h e  child generally  is 
ignoran t  of w hy  he is ac tua lly  seeing the  th e r a 
pist, has  litt le real notion of his underly ing  
p rob lem , and  no m otivation  to do any th ing  
abou t it. Shou ld  the  child be aw a re  th a t  he is 
seeing a  “ do c to r ,”  he m ay  regard  this as 
p un ish m en t for his  crimes w hile  believing tha t  
the  “ do c to r” expects h im  to change  in accord 
w ith  the  wishes of his paren ts .  If, on the  o ther  
h and ,  the child is cognizan t of his p rob lem , he 
m ay  ra t iona l ize  it as a jus tif ied  consequence of 
un fa ir  d em and s  and  acts by his pa re n ts  and  
others.  It m ay  be essential in o rde r  to secure 
coopera t ion  w ith  the  t r e a tm en t  p lan  to w ork  
w ith  the child unti l  he verbalizes a p ro b lem  on 
w hich  he w ould  like to concentrate .

O n e  w ay of focusing on the  p rob lem  in the 
event the  child seems ign o ran t  of it is to con
front the child w ith  w h a t  o thers  say about him  
and  to han d le  his reactions to the  confron ta 
tion. W h y  does he believe he is seeing the  th e r 
ap is t?  O nce  the  child adm its  to a behavioral 
deviation, o th e r  w ays  of reac t ing  are  suggested 
to him. A ny d is torted  w ay  the  child conducts 
him self  w ith  the the rap is t  m ay  be an  im p o r
ta n t  m eans  of b r ing ing  to his a tten tion  how he 
behaves, how  o th e r  people m ay  be affected by 
his behavior ,  and  how  he him self  suffers the 
consequences of the ir  reactions. T h e se  com 
m ents  are  m ade  w itho u t  anger,  disgust, accu
sation , o r  th rea ts  of rec r im ina tion ,  prov id ing  
the child w ith  a  different experience  in re lation  
to an  au th o r i ty  figure. C o ncu rren t ly ,  the  th e ra 
pist m ay  w o rk  w ith  the  p a ren ts  o r  see the  p a 
tient together w ith  o the r  m em bers  of the 
family in family therapy .  In conference w ith  
the  pa ren ts  it is im p o r tan t  to alleviate their  
guilt,  to t ry  to  clarify w h a t  is h a p p e n in g  in 
the i r  re la tion  to the  child, to exp la in  u n 
r e a s o n a b le  e x p e c ta t io n s  a n d  d e v e lo p m e n ta l  
norm s,  and  to suggest a l te rna t ive  w ays of dea l
ing w ith  the  ch i ld ’s behavior. T h e  ex ten t of d i
rectiveness of the  therap is t  will vary w ith  the 
will ingness and  ability  of the  pa ren ts  to m ake 
p ro p e r  decisions on the ir  own.

T h e  p lan  of action and  how  it is carr ied  out 
by the child and  p a ren ts  is m onitored  by the
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the rap is t  in the rem ain ing  sessions, the p lan  it
self being modified o r  discarded and  a new one 
substituted depending  on the progress th a t  is 
being made. “ A m ajo r  p a r t  of this w ork ing  
th rough  is to help the p aren ts  not only recog
nize and  accept the ir  ow n and  the i r  ch i ld ’s 
limitations, but, to set m ore  realistic goals for 
themselves as paren ts ,  and  their  child as a 
child w ith  a u n iqu e  life style of his ow n which 
m u s t  be u n d e rs to o d ,  re sp ec ted ,  a n d  no t

enm eshed in the i r  ow n  needs and  p ro b lem s” 
(W einberger ,  1971). Based on 5 y ea rs ’ ex p e r i
ence in the  clinic w ith  ab ou t  3 ,000  cases, 
W ein b e rg e r  estim ates  th a t  50 percent of all 
children  can be handled  in brief  therapy . M o r e  
extensive th e ra p y  is req u ired  by 30 percent,  
and  help  o the r  than  psycho therapy  (special 
classes, residentia l p lacem ent,  etc.) is requ ired  
by 20 percent.

Short-term Group Approaches

M a n p o w e r  shortages reinforced by the  fac
to r  of cost /benefit  have accelerated the use of 
shor t- te rm  g rou p  the rapy ,  both for hosp i
talized persons and  ou tpat ien ts .  M a n y  g roup  
p ro g ram s have accordingly been in troduced, 
u ti liz ing techniques tha t  d ra w  their  substance 
from psychoanalysis, behavior  therapy ,  cogni
tive therapy ,  guided im agery  o r  any  o ther  
theoretical school to w hich  the therap is ts  a re  
dedicated.

1. C r is is  in te r v e n t io n  g r o u p s  (B e r l i n ,  1970;
C r a r y ,  1968; D o n o v a n  et al, 1979; M o r le y  & 
B ro w n ,  1969; S tr ick le r  & Allgeyer,  1967; T r a k a s  & 
L loyd , 1971).

2. E x p e r ie n t ia l  g r o u p s  (B a c k ,  197 2 ;  B u r t o n ,
1969; E lm o re  & S au n d e rs ,  1972; Lewis & M id e r ,  
1973; Peris,  1969; R a b in ,  1971).

3. E d u c a tio n a l g ro u p s  {D ru c k ,  1978).
4. B eh a vio ra l g ro u p s  (A ronson ,  1974; F enste r-  

h e im ,  1971 ;  L a z a r u s ,  1968 ;  L i b e r m a n ,  1970; 
M e a c h e m  & W iesen ,  1969; S u in n  et al , 1970; 
W o lp e ,  1964).

5. In s p ir a t io n a l  g r o u p s  ( D e a n ,  1 9 7 0 - 1 9 7 1 ;
G r e e n b l a t t ,  1975 ;  H e r s c h e l m a n  & F r e u n d l i c h ,  
1972).

6. P sych o d ra m a tic  g ro u p s  (C ors in i ,  1966; M o r 
eno ,  1966).

7. T ra n sa c tio n a l g ro u p s  (B erne ,  1964; T .  H a r 
ris, 1967; K a r p m a n ,  1972).

8. A cce lera ted  sh o r t-te rm  g ro u p s  (W olf ,  1965).

Between 1947 and  1962 over a h u n d red  
pape rs  were published  on ju s t  the last cate

gory, (A. W olf ,  1965) and  since then m ore 
have accum ula ted .

S h o r t - te rm  g roups  a re  usually  open-ended  
a n d  f r e q u e n t ly  c o n d u c te d  by c o th e r a p is t s  
(G o o l i s h ia n ,  1962; S ad o c k  et a l ,  1968; 
S h ra d e r  et al,  1969; T r a k a s  & Lloyd, 1971. 
O u tcom e  studies on groups  rep o r t  highly  suc
cessful results , in some instances being con
sidered as m ore  effective th an  individual th e r 
apy  (T ra k a s  & Lloyd, 1971). T h e  uses and  
abuses of g rou ps  a re  described by Im ber  et al
(1979).

S ho r t - te rm  g roups  w ith  children have been 
gain ing  p o p u la r i ty  (G ra h a m ,  1976; Rosen thal  
& Levine 1970), some repor ts  c la im ing suc
cesses equal to tha t  in long- te rm  the rap y  
(R osenthal & Levine, 1971). An exam ple  is 
the study by B urdon  and  N eely  (1966) w ho 
trea ted  55 boys w ith  repea ted  school failures. 
A 5-year  follow-up showed increased school a t 
tendance  w ith  98 percen t pass ing  and  73 p e r 
cent ea rn in g  prom otions. Some useful methods 
for w ork in g  w ith  children  in g roups  have been 
outl ined by Rhodes (1973), E pste in  (1976), 
and  Levin & Rivelis (1970). S h o r t - te rm  g rou p  
t r ea tm en t  m ay  also be helpful for m alad jus ted  
adolescents (E isenberg , 1975; R ivera & Bat- 
taggia, 1967), d u r in g  brief  inpa t ien t care for 
adolescents (Chiles & S anger ,  1977; M o se r ,  
1975), for de l inquen t  adolescents (D a n n e r  & 
G a m so n ,  1968), adolescent d ru g  users (D eeths ,  
1970), and  youthful offenders in a de ten t ion
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unit  (W ould  & Reed, 1974). T h e  need to dis
t inguish between adolescents whose prob lem s 
are  the product of en tang lem en ts  rela ted  to the 
developm ental process and  those whose e n 
counter w ith  adolescence stirs  up  unresolved 
conflicts of ea r l ie r  stages of g row th  will inf lu
ence techniques and  objectives (Sprince, 1968).

G ro u p  w ork  w ith  pa ren ts  of p rob lem  ch il
d re n  h a s  a lso  p ro v e n  r e w a r d i n g  (E p s te in ,  
1 970 ; M a iz l i s h  & H u r l e y ,  1963; T r a c e y ,
1970), the t ra in in g  of pa ren ts  in behavioral 
methods being especially p o p u la r  as an  effec
tive intervention method  (Bijou & Redd, 1975; 
F erb e r  et al, 1974; Pa tte rson ,  1973a, 1973b, 
1974; W a lte r  & G ilm ore ,  1973). O n e  of the 
most difficult s i tua t ions for the therap is t  is the 
unmotivated  family of ch ildren  w ith  aggressive 
b e h a v io r  d iso rd e rs .  A p i lo t  s tu dy  a t  th e  
U niversity  of C hicago School of M ed ic ine  by 
Safer (1966) describes w ork  w ith  29 such 
paren ts  whose children  ranged  in age from 4 to
16. Fam ily , conjoint and  individual sessions
produced im provem ent in most ch ildren , and  
this w as m ain ta ined  in follow-up evalua tions 
after 4 to 16 m onths. T h e  a reas  of change 
b rough t about by the rap y  in families w ith  de
linquen t adolescents has exposed some in te res t
ing findings. F o r  exam ple , Parsons  and  A lex
an der  (1973) discovered tha t  one could utilize 
in studies four in teraction  m easures  th a t  w ere 
not a function of ex traneous  variables.

M a rita l th erapy  is also often conducted on a 
shor t- term  basis both in g ro up s  (L e ib lum  & 
Rosen, 1979; Wells , 1975) and  w ith  individual 
couples (Bellville et al, 1969; F itzgera ld , 1969; 
K alina , 1974; P. A. M a r t in  & Bird, 1963; P. 
A. M a r t in  & Lief, 1973; Sager et al, 1968; 
Satir ,  1965; S im on, 1978; W atz law ick  et al, 
1967).

An in teresting  model is described by V er- 
huls t (1975). H e  has evolved an intensive 3- 
week approach  resembling cognitive lea rn ing  
(B akker & B ak ke r -R ab d au ,  1973) th a t  e m 
phasizes confrontation  and  p rob lem  solving 
w ith  the help of active, en thusiastic ,  facili ta- 
tive therapists .  O th e r  m ethods a re  ou tl ined 
e lsewhere (W olberg , 1977, pp . 7 3 3 -7 4 0 ) .

A n u m b er  of repo r ts  have indicated tha t  
sh o r t- te rm  m ar i ta l  th e rap y  is at least as effec
tive in dealing  w ith  m ar ita l  conflict as long
te rm  therapy .  G u r m a n  (1975) reviewed avail
able d a ta  a n d  found th a t  a 76 percen t im prove
m en t ra te  w as achieved w ith  an  average  of 
abou t 16 sessions. Review studies by B arten  
(1969), Reid an d  Epste in  (1972); and  Reid 
a n d  S h y n e  (1 9 6 9 )  c o n f i rm  th ese  p osi t ive  
results . R a tings  at te rm ina t io n  and  a t  an 
average  of 2 Zi years la te r  of 49 couples who 
w ere involved in conjoint m ar i ta l  th e r a p y  (a 
com par ison  of these w ith  repor ted  results  of 
outcom e studies on individual sho r t- te rm  psy
cho the rapy  as well as w ith  a n o th e r  form of 
conjoint th e rap y  and  w ith  psychoanalysis)  in 
d icate th a t  the  conjoint ap p ro ach  has some 
technical advan tages  over and  com pares  fa
vorably  w ith  these o ther  types of t re a tm e n t  
(F i tzgera ld , 1969).

S h o r t - te rm  family th e rap y  continues to g row  
in popular i ty .  Its techniques a re  described by 
B a r to le t t i  (1 9 6 9 a ,  1 9 6 9 b ) ,  B loch  (1 9 7 3 ) ,  
D eutsch  (1966), Eisler and  H e rso n  (1973), 
H a ley  and  H offm an  (1967),  F angsley  and  
K ap lan  (1968), P i t tm an  et al (1966), Satir  
(1964a) ,  and  W a tz law ick  (1963). T h e  n u m b er  
of sessions th a t  are  op tim al for family th e rapy  
is dealt w ith  in exper im en ta l  evalua tions by 
S tu a r t  and  T r ip o d i  (1973). T h e y  ran do m ly  
assigned 73 families w ith  p rede l in qu en t  and  
de l inquen t  adolescents to 15-, 45-, and  90-day  
b e h a v io ra l ly  o r i e n te d  t r e a tm e n t s .  O u tc o m e  
m easures  show ed no difference between the 
groups. T h u s  it w as  concluded th a t  there  is no 
reason to choose longer over shor te r  family 
trea tm ents .  T h e  idea tha t  brief  family the rap y  
yields superficial results  is challenged by H a u g  
(1971), w ho  describes a case w h ere  ego a l te ra 
tion coincided closely w ith  rap id  and  pers is t ing  
a lte ra t ions  in the body image. H ow ever ,  w here  
the adaptive  flexibili ty of p a ren ts  is blocked by 
rigid defenses o r  the  conflict in the  child is 
m arked ly  in ternal ized , trad i t io na l  longer te rm  
psychotherapeutic  m ethods a re  p robab ly  m ore 
su itable  (H au g ,  1971).

T h e  com bina tion  of g ro up  and  family th e r 
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apy  app ea rs  to possess some advantages, as 
K im bro  et al (1967) and  D u re l l  (1969) have 
pointed ou t in the i r  repor t  of a pilot s tudy of 
t im e - l im i te d  m u l t ip le  fam ily  th e r a p y  w ith  
d i s tu rb e d  a d o le sc en ts  a n d  th e i r  fam il ies .  
G ro u p s  of th ree  families met w ith  a therap is t

for weekly meetings. T h i s  design is being 
u tilized m ore  a n d  m ore  an d  L a q u e u r  (1968, 
1972) has w ri t ten  extensively on the  ra t iona le  
and  process of b r ing ing  p rob lem  families from 
the sam e background  together  as a w ay of ex 
ped it ing  trea tm en t .

Massing Therapy Sessions

A ttem pts  have also been m ade  to s tudy  the 
effect of massing  the rap y  sessions by literally  
im m ers ing  the pa tien t  in t r ea tm en t  th ro ug hou t  
the day. T h u s  Swenson and  M a r t in  (1976) 
t rea ted  patien ts  on a full-time basis for 3 weeks 
w ith  com binations  of different modalit ies tha t  
th ey  co n s id e re d  c o m p le m e n te d  each  o th e r .  
Assessing the p ro g ra m  on 335 pa tien ts  at the 
tim e of d ischarge revealed significant im prove
m e n t  in th e  p r e s e n t in g  sy m p to m s ,  w o rk  
cap a c i t ie s ,  in t e rp e r s o n a l  r e la t io n s h ip s ,  an d  
general level of comfort. A follow-up study 
showed tha t this  im provem ent w as re tained.

“ M assed  t im e- l im it”  th e rap y  sessions for as 
long as 10 h o u rs  consecutively have been given 
(B erenb aum  et al,  1969). A form of this  th e r 

a p y — “ m u l t ip le  im p a c t  t h e r a p y ” — th a t  has  
proven successful is described by M a c G re g o r  
(1962). G oo lish ian  (1962) employed the  tech 
n iqu e  w ith  60 families an d  the ir  p rob lem  
adolescents. A team  consisting of a psych ia 
tr ist ,  a  psychologist,  and  a social w ork e r  met 
th r e e  t im es  w i th  th e  fa m il ie s  for a l l -d a y  
sessions. G r o u p  and  individual th e rap y  focused 
on  m a jo r  d y n a m ic s  a n d  s e l f - r e h a b i l i ta t io n .  
Results  w ere  considered at least com parab le  to 
conventional psychotherapy .

M a r a th o n  g ro u p  sessions (Bach, 1966, 1967 
a - d ;  Casrie l & D eitch , 1968; T e ic h e r  et al,  
1974; V erna ll is  et al,  1970, 1972) w hile  not as 
p o p u la r  as in p revious years con tinue  to have 
th e i r  advocates.

Conclusion

Som ehow , shor t- te rm  th e ra p y  has acquired  
the  repu ta t ion  of being a sub s tan dard  a p 
proach  in w hich  qua li ty  of results  is sacrificed 
on the  a l ta r  of expediency. Superficia lity  of 
goals , uncerta in ty  of results , substitu tion  of 
sym ptom s, and  a general glossing over of ef
fects a re  said to be inevitable. T h e se  ideas have 
proven grossly inaccurate .  T h e r e  is am ple  evi
dence from the repor ted  clinical experiences 
w ith  shor t- te rm  the rap y  th a t  it has a uti lity 
not only as an  economic expedient,  but also as 
a  p re f e r re d  fo rm  of p sy c h ia t r ic  t r e a tm e n t .  
W h a tev e r  controlled research  studies exist, 
these subs tan tia te  its value in individual th e r 

apy  w ith  adults ,  adolescents and  children , as 
well as in g rou p ,  family an d  m arita l  therapy .  
A n u m b er  of models of shor t- te rm  the rapy  
have evolved from w hich techniques m ay selec
tively be a d ap te d  to the  w ork ing  styles of 
psychotherap is ts  t ra ined  in the  various th e 
oretical orien ta t ions.

T h e  ac tua l models in use a re  usual ly  condi
t io n e d  by th e  e x p e r ie n c e  a n d  th e o re t i c a l  
o r ien ta t ion  of the prac t ic ing  professionals and  
the policies of the agencies, if any, un der  
w hose supervision the  w ork  is being done. T h e  
shortcom ings of some of these systems is tha t  
they tend to be monolithic , c ircum venting  fac
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tors related to the specific com pla in t  and  to 
such elements as the  stage of the p a t i e n t ’s 
readiness for change an d  preferred  lea rn ing  
patterns.  N ot all persons a re  capable  of u ti l iz 
ing the  techniques tha t  are  offered. T h i s  is not 
ex trao rd in a ry  since patients  generally  h a rm o 
nize w ith  some in terventions and  not w ith  
o thers. Some do well w ith  a cognitive a p 
proach in w hich  they can absorb  abstrac t  con
cepts and  insights tha t  he lp  them  to a lte r  their  
s in g u la r  th i n k in g  p a t t e r n s .  O th e r s  fail to 
benefit from such tactics. T h e y  do better  w ith  
behavioral techniques, exper im en t in g  w ith  dif
ferent modes of action, solidifying successful 
ones though  reinforcements . Still o thers  learn 
by modeling themselves after an  adm ired  a u 
thority , generally  the  therap is t ,  bestowing on 
h im  virtues he m ay o r  m ay  not possess. An ef
fective shor t- te rm  therap is t  is one w ho discerns 
the needs and  lea rn ing  proclivities of each p a 
tient and  is flexible enough  to a lte r  his m e th 
ods as he goes along.

R ig id  t h e r a p i s t s  dog ged ly  fo llow a set 
agenda into w hich  they wedge all p a tien ts  w ith  
little room  for eclectic m aneuvering .  Yet one 
h ard ly  ever sees a pa tien t w ho  could not utilize 
some of the effective in terventions of different 
systems at successive stages of the ir  trea tm en t .  
T h u s  a therap is t  m ay  w ith  the same pa t ien t  be 
active at some times and  passive at o thers; he 
m ay  selectively  em p lo y  c o n f r o n ta t io n ,  r e 
assurance, or suggestive o r  persuasive tech
niques. If fam il iar  w ith  the  methods, he m ay 
utilize role playing, p sychodram a, re laxation , 
h yp n o s is ,  fam ily  th e r a p y ,  g r o u p  th e r a p y ,  
m i l ieu  th e r a p y ,  sy s tem a t ic  d e n s e n s i t i z a t io n ,  
assertive t ra in ing ,  and o ther  behavioral tech
n iq u e s  w h e n  necessa ry .  H e  m a y  em p lo y  
psychotropic d rugs  w hen  sym ptom s block ef

fective learning. H e  m ay  uti lize the  lessons 
learned from psychoanalysis  th a t  help  expose 
and  resolve unconscious resistances, p a r t icu 
lar ly  transference and  acting-out.  O bviously 
for best results  th e  therap is t  m ust be highly  se
lective abou t  th e  m odalit ies  he uses so th a t  he 
does not sw a m p  the pa tien t w ith  unnecessary  
activity. All therap is ts  canno t  be expert  in, or 
even a w a re  of, every available  technique tha t  
exists. But sufficient flexibili ty should  prevail 
to prevent a s ta lem ate  w hen  the  p a tien t  fails to 
respond  to the  method  th a t  the  therap is t  is a p 
ply ing  at the mom ent.

T h e  fact th a t  the  various sh o r t- te rm  th e r 
apies  in the h and s  of com peten t therap is ts  do 
bring  abou t relief or cure  indicates th a t  the 
pa r t icu la r  techniques and  s t ra tagem s employed 
are  not the only  im po rtan t  e lem ents responsi
ble for im provem ent.  T h e  proposit ion  is invit
ing tha t  therapeu tic  m aneuvers  merely act as a 
m eans  of com m unica t ion  th rou gh  w hich  the 
th e rap is t  encourages  the em ergence of positive, 
and  the  resolution  of negative, healing  ele
m ents  (M a rm o r ,  1966). If a  therap is t  feels 
most comfortable  w ith  a m o re  active ap proach  
th a n  w ith  a less active one, w ith  hypnosis 
ra th e r  th an  formal interv iewing, w ith  behavior 
th e rapy  ra th e r  th an  analy tica lly  o riented  th e r 
apy, he will p rob ab ly  be able  to help m ore  p a 
tients than  w ere  he to force him self  to use a 
p rocedure  w ith  w hich he is not at ease or 
abou t w hich  he is not enthusiastic .  T h is  is not 
to deprecia te  the vir tues of any  of the  existing 
models and  techniques. H ow ever,  we do tend 
to overem phasize  technical v ir tuosity  w hile  
m in im iz ing  the vital hea ling  processes tha t  
em erge  in the  course of the  he lp ing  re la t ion 
ship  as a h u m a n  experience.



CHAPTER 2

A Rationale for Dynamic 
Short-term Therapy

S h o r t - te r m  th e r a p y  g e n e ra l ly  has  th ree  
goals: (1) modifying or rem oving the sym ptom  
com plain t  for w hich  help  is being sought, 
w hich  is the im m edia te  objective, (2) p ro d u c 
ing some corrective influence on the  ind i
v id ua l’s general ad jus tm ent,  and  (3) in itia ting  
essential a l te ra t ions  in the  personality  s t ruc 
tu re .  W i th  p ro p e r ly  c o n d uc te d  t r e a tm e n t  
we m ay an tic ipate  substan tia l  or complete 
sym ptom  relief as well as some modification 
for the better  of behavioral coping. H ow ever ,  
we m ay scarcely have broken  g round  on the 
th ird  goal of personality  reconstruction. W e  
m ay hope, nevertheless, tha t  the experience of 
t rea tm en t  will have set into motion a  process 
following the rap y  th a t  over a long-term  period 
will result in t rue  charac te r  perm uta t ions .  
T h a t  such changes do occur has been dem o n 

stra ted  in follow-up studies of pa tients  w ho 
have received a p p ro p r ia te  professional help 
over a brief span . T h o u g h  not an tic ipa ted ,  sig
nificant and  lasting  changes in the self-image 
and  the qua l i ty  of in te rpersona l  re la tionsh ips  
have  been noted.

W h e n  we review the m any  systems of sh o r t 
te rm  th e ra p y  th a t  address themselves to  the 
goal of persona li ty  reconstruction , we find tha t  
the m ajori ty  acknow ledge the  opera t io n  of 
unconscious conflict, a long  w ith  the  cond it ion 
ing of faulty  hab it  responses, as a source of the 
neuro t ic  process. In dynam ic  forms of the rap y  
a  p r im e  objective is he lp ing  the  pa tien t acqu ire  
g rea te r  know ledge of oneself including o n e ’s 
h idden  motives. A question is w h e th e r  the  kind 
of t r ea tm en t  being employed can lend itself to 
the  achievement of this  objective.

Categories of Short-term Therapy

T h r o u g h o u t  the  l i t e r a tu r e  o n e  f inds  a 
tendency to subdivide shor t- te rm  th e rap y  into 
th ree  distinctive categories: (1) crisis in terven
tio n ,  (2) s u p p o r t iv e - e d u c a t io n a l  s h o r t - t e rm  
the rapy ,  and  (3) dynam ic  shor t- te rm  therapy . 
T h e  goals of crisis in tervention  usually  differ 
from those in the  o th e r  brief methods. H ere ,  
after from 1 to 6 sessions, an  a t tem p t is m ade 
to restore hab i tua l  balances in the exis ting life 
si tuation. Support ive-educational approaches ,  
such as behavior the rapy ,  constitute forms of 
in tervention  th a t  are  und er tak en ,  a long w ith  
ed u c a t io n a l  i n d o c t r i n a t io n ,  to re l ieve  or

remove sym ptom s, to a l te r  family hab it  p a t 
terns,  and  to rectify behaviora l  deficits. T o  a t 
ta in  these objectives, a  varie ty  of eclectic tech 
niques are  im plem ented ,  depend in g  on the 
idosyncratic needs of the p a t ien t  and  the skills 
and  methodological preferences of the  th e r a 
pist. T h e  n u m b e r  of sessions varies, ran g in g  
from  6 to 25. In  dynam ic  sho r t- te rm  th e rap y  
the th ru s t  is tow ard  achieving or at least s t a r t 
ing a process of personali ty  reconstruction . 
Sessions here  m ay  extend to 40  o r  more.

Some forms of crisis in tervention  th a t  are  
being practiced a re  indis t inguishab le  from  the

22
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kind of counseling comm only done in social 
agencies. T h e  focus is on mobiliz ing positive 
forces in the individual to cope w ith  the crisis 
situation, to resolve rem ediab le  environm enta l  
difficulties as rap id ly  as possible, u ti l iz ing  if 
necessary app ro p r ia te  resources in the  co m m u 
nity, and  to take  w hatever  steps a re  essential to 
forestall fu ture  crises of a sim ilar  or re la ted  n a 
ture. N o a t te m p t is m ade  at diagnosis or 
psychodynam ic formulation . O th e r  kinds of 
crisis intervention a ttem pt provisionally  to de
tect underly ing in trapsychic  issues and  past 
formative experiences and  to relate  these to 
curren t problems. M o re  extensive goals th an  
mere emotional stabil ization a re  sought.

T h e  “ social-counseling”  forms of crisis in 
tervention are  generally  employed in w alk-in  
clinics and  crisis centers w here  large num bers  
of clients app ly  for help and  w here  there  is a 
need to avoid getting involved too in tim ate ly  
w ith  clients w ho  m ight get locked into a d e 
pendent rela tionship . Visits a re  as frequent as 
can be a r rang ed  and  are  necessary d u r in g  the 
first 4 to 6 weeks. T h e  family is often involved 
in some of the  in terviews, and  hom e visits m ay  
have to be made. T h e  interview focus is on the 
present s i tuational difficulty and  often is con
cerned w ith  the most adap tive  w ays of coping 
w ith  im m ediate  pressing problems. V igorous 
educational m easures  are  sometimes exploited 
to activate the patient.  T h e  em ploym ent of 
supportive measures  and  the use of o ther  h e lp 
ing individuals and  agencies is encouraged. 
T h e  second ,  m o re  a m b i t io u s ,  g o a l-d i re c ted  
forms of crisis intervention a re  often seen o p e r 
a ting  in ou tpa t ien t  clinics and  private  practice. 
If the assigned nu m b er  of sessions have been 
exhausted  and  the patien t still requ ires  more 
help, referral to a clinic or p rivate  therap is t  or 
continued trea tm en t  w ith  the  same th erap is t  is 
considered.

B rie f  s u p p o r t iv e - e d u c a t io n a l  a p p ro a c h e s  
have sponsored a  variety of techniques, such as

trad it iona l in terviewing, behavior the rapy ,  re 
laxation, hypnosis ,  biofeedback, somatic th e r 
apy, G esta l t  the rap y ,  sex th e rap y ,  g roup  th e r 
apy, etc., singly o r  in combination . T h e  n u m 
ber of sessions will vary according to the  ind i
vidual therap is t ,  w ho  usual ly  anchors  his deci
sion on how  long it takes to control sym ptom s 
and  enhance  adap ta tion .

T h e  ph ilosophy  th a t  enjoins therap is ts  to 
employ dynam ic  shor t- te rm  tr ea tm en t  is the 
conviction th a t  m a n y  of the  derivatives of 
present behaviors  a re  rooted in needs, conflicts, 
and  defenses th a t  reach into the past, often as 
far back as ear ly  childhood. Some of the most 
offensive of these com ponents  a re  unconscious, 
and  w hile  they o b trude  themselves in officious 
an d  often destructive ways, they are  usually  r a 
t ionalized and  shielded w ith  a tenacity  th a t  is 
f rus tra ting  both  to the victim and  to those 
a rou nd  him. T h e  only w ay, according to p re 
vail ing theories, th a t  one can b ring  these 
mischief m akers  u n der  control is to propel 
th em  into consciousness so th a t  the  pa tien t 
realizes w h a t  he is u p  against.  By studying 
how  the p a t ien t  uti lizes the re la tionsh ip  w ith  
him , the th e rap is t  has an  op p o r tu n i ty  to  de
tect how  these buried  aberra t ions  operate ,  
projected as they are  into the  t re a tm en t  s i tua
tion. D ream s ,  fantasies, verbal associations, 
nonverbal behavior ,  and  transference m a n i
festations a re  considered ap p ro p r ia te  m edia  for 
exp lora tion  because they embody unconscious 
needs and  conflicts in a symbolic form. By his 
t ra in ing ,  the  therap is t  believes him self  capable  
of decoding these symbols. Since im po rtan t  
unconscious d e te rm in an ts  shape  o n e ’s everyday 
behavior ,  the  the rap is t  tr ies to establish a con
nection betw een the  p a t i e n t ’s p resent p e r 
sonality  in o pera t ion ,  such as tem p eram en t ,  
moods, m ora ls  and  m anners ,  w ith  early  past 
experiences and  condit ionings in o rder  to help 
the  pa tien t acqu ire  some insight into  how  p ro b 
lems originated.
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Universality of Dynamic Principles

T h e  subdivisions of sho r t- te rm  t rea tm en t  
th a t  have been described— namely, crisis in te r 
v en tio n ,  s u p p o r t iv e - e d u c a t io n a l  s h o r t - t e rm  
therapy ,  and  dynam ic  shor t- te rm  th e rap y — are  
artificial. In  practice the ir  boundaries  become 
diffuse. Because patien ts  respond selectively to 
different techniques, effective therap is ts  in all 
th ree  categories of trea tm en t  will vary th e i r  in 
terventions according to the im m edia te  p ro b 
lems and  needs of the ir  patients .  M oreover ,  be
cause all o pera te  w ith in  the m a tr ix  of a re la 
tionsh ip  th a t  develops between p a tien ts  and 
th e r a p is t s ,  u n d e r ly in g  p e r s o n a l i t y  p ro b le m s  
and  conflicts will surface d u r in g  the rapy  and  
yield vitally significant dynam ic  m ater ia l  for 
exam ination .  W h a t  the  therap is t  does w ith  the 
m ate r ia l  the pa tien t brings u p  d u r ing  in te r 
views can affect the  outcom e of trea tm en t.  
Indeed the techniques and in terventions used  
by the therapist to influence the p a tie n t’s 
sym ptom s m ay be less im portan t than the 
fan tasies an d  behavioral responses they evoke  
in the pa tien t. F o r  exam ple, some m anifes ta 
t ions  reflect p ro je c t io n s  of p a s t  fea r s  an d  
desires in re lation  to early  au th o r i ty  figures. 
These ,  if undetec ted or d isregarded, m ay  effec
tively block therap eu tic  progress. Such t r a n s 
ference resistances a re  ex tremely  com m on and 
are p robab ly  the  chief reason for failures in 
therapy .  F req uen t ly  they are  a p p a ren t  only in 
nonverbal behavior ,  dream s, fantasies, and  in 
sidious acting-out aw ay  from the th e r a p is t ’s of
fice. This is w h y  a dynam ic approach, during  
which the reactions o f  p a tien ts  to the therapist 
and to the p e rva d in g  techniques, constan tly  
assessed and taken into consideration, can 
pro ve  useful in a ll fo rm s o f  short-term  therapy. 
W h ile  the interview focus m ay  be on sym p
tom s,  e n v i r o n m e n ta l  d is to r t io n s ,  a n d  o th e r  
com pla in t  factors, the real therapeu tic  w ork  
will be organ ized  a rou nd  personality  reactions 
and  conflicts mobilized by the m aneuvers  of 
the  therapis t .

A m an  w ith  em physem a w ho came to th e r 

apy  reques ting  hypnosis to e lim ina te  his sm ok
ing hab it  w as  exposed to my usual induction 
m ethod. A techn ique  th a t  I custom ari ly  em 
ploy is to ask the  pa t ien t  to lift his left index 
finger w hen  he experiences certa in  th ings th a t  
I suggest to h im , for exam ple ,  a  fan tasy ing  of 
certa in  scenes. At the suggestion th a t  he pic
tu re  h im self  w alk ing  a long the  street and  tha t  
he lift his left finger (which I touched) as soon 
as the im age cam e to h im , the  pa tien t instead 
lifted his r igh t finger.  H e  also resisted sugges
tions th a t  his  left a rm  w ould  become so stiff 
and  heavy th a t  he could not move it. O n  the 
con tra ry ,  he spontaneously  waved his a r m  in 
the  air .  O n  te rm in a tio n  of the  induction, I h u 
morously  pointed  out these facts and  specu
la ted th a t  his nega ting  of my suggestions 
w as  p robab ly  an  expression  of oppositional 
tendencies. Said I, smiling, “ C ould  you be 
an  oppositional charac te r  w ho  w o n ’t allow 
him self  to be pushed  a ro u n d ? ”  H is  im m edia te  
response w as  to laugh  heart i ly  and  to say th a t  
people considered h im  a “ s tub bo rn  cuss .”  It 
requ ired  no g reat  effort to connect his opposi
tional behavior w ith  a childhood p a t t e rn  of 
asserting  h im self  w ith  his pa ren ts  and  older 
siblings by d isp lay ing  negativ ism and  som e
times violence to avoid w h a t  he considered be
ing dom ina ted  and  crushed. I com m ented  tha t  
I certa in ly  w as  not his p a ren t ,  bu t th a t  he 
m ight react to me and  to w h a t  I was doing for 
h im  as if I w as  somebody w ho  w an ted  to 
do m in a te  and  crush  him . H e  could easily block 
him self  by such an  a tt i tud e  from benefiting 
from  trea tm en t .  M y  s ta tem en t seemed like a 
revelation to h im . H e  speculated th a t  this  w as 
probably  w h y  his previous psycho therapeu tic  
effort w ith  an o th e r  the rap is t  had  failed. H e  
never could u n ders tand  w hy  he w ould  have 
flashes of anger  to w ard  the  th erap is t  and  
w ould  sometimes m u m ble  to him self  after  he 
left the  th e r a p is t ’s office, “ I w o n ’t let th a t  son- 
of-a-bitch b ra in w ash  m e .”  H e  felt so a sham ed  
of these reactions tha t  he h ad  concealed them
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from his therap is t ,  w ho  failed to pick u p  the 
transference resistance. By an tic ipa t ing  his 
transference reaction, I w as able to secure his 
cooperation and  to achieve a good result in 
trea tm ent.

H a d  I not utilized hypnosis bu t ju s t  an  o r 
d in a r y  in te rv ie w in g  t e c h n iq u e  o r  b e h a v io r  
therapy ,  the pa t ien t  w ould  undoubted ly  have 
revealed his oppositional tendencies w ere I  to 
look fo r  them — if not in his behavior, th en  in 
d ream s and  o ther  represen ta t ions . T h e  p r i n 
ciple th a t  I am  try ing to i l lus tra te  is th a t  the 
therapeutic  tactics employed, w hile  a im ed  at 
re l iev in g  th e  im m e d ia te  cr is is  s i tu a t io n  o r  
sym ptom atic  upset, will usually  set into motion 
custom ary  resistances and  defensive opera t ions  
th a t  m ay  then  be closely exam ined  and  w orked  
th rough ,  if possible, as a m eans  of inculcating 
essential insights. In  o the r  w ords, even though  
the methods m ay  be nonanalytic ,  the p a t i e n t ’s 
reactions to th em  and  to the therap is t  become 
an im po rtan t  exp lora tory  focus, if no m ore 
th an  to deal w ith  obstructive transference  and  
o ther  b arr ie rs  to  change. Personali ty  modifica
tions eventually m ay  evolve from this as a se
rendipitous dividend, one th a t  m ay  continue  in 
a prop itious environm ent for an  indefinite time 
and  u lt im ately  become a pe rm a n en t  change.

It would seem p rud en t ,  obviously, in view of 
the great d em an d  for services from the  re la 
tively small cadre of available  t ra ined  th e r a 
pists, tha t ,  at the  s tar t ,  at least, sho r t- te rm  
the rap y  should practically  be geared tow ard  
goals of op tim al functioning. Hopefully ,  h o w 
ever, even a brief  exposure  to the rap y  will u n 
cover fundam enta l  personality  conflicts, w hich  
the therap is t ,  if he deems the  pa t ien t  p repa red  
to scrutinize them , m ay carefully b r ing  to the 
p a t ien t’s a t ten tion  w ith  the  object of inviting

reconstructive change  should the  pa t ien t  tru ly  
desire to move a head  in his development.

W e  m ust not expect to accomplish miracles 
w i th  d y n a m ic  s h o r t - t e r m  p ro c e d u re s ,  even 
w hen  executed w ith  perfection. At the  end  of 
the formal brief  t r e a tm en t  period we usually  
observe  so m e  a l t e r a t io n  of th e  p a t i e n t ’s 
sym ptom s, an  alleviation of suffering, and  a 
certa in  degree of behavioral correction. If we 
have diligently searched for them , we will have 
reco g n ize d  fu n d a m e n ta l  c h a r a c t e r  p ro b le m s  
th a t  a re  likely to create  difficulties in th e  fu
tu re ,  and  d u r in g  the t re a tm en t  we m ay  have 
been able to s ta r t  the  pa tien t on a  productive 
p a th  tow ard  a lte r ing  self-defeating personality  
pa tte rns .  U n fo r tu na te ly ,  the  la t te r  objective is 
avoided by some therapis ts .  In my opinion, in 
most cases, th is is because the  therap is t  writes 
it off as un a t ta in ab le  and  hence does not app ly  
him self  to its accom plishm ent .  T o  repeat ,  we 
can n o t  expect too radical a persona li ty  reo rga 
niza t ion  w ith in  the  limited tre a tm en t  period. 
T h e  most to be hoped for is th e  in itia tion  of 
sufficient se lf-understanding  to challenge some 
values and  defenses and  to encourage  ex per i
m en ta tion  w ith  new  an d  m ore  constructive 
w ays  of re la t ing  to o thers  an d  to th e  self. In 
this w ay  a chain  reaction  m ay  be set off, con
t inu ing  for m on ths  and  even years after  the 
tr e a tm en t  period , tha t  will hopefully  lead u lt i
mately  to extensive personali ty  change. T h a t  
such fa r-reach ing  results  are  achievable in an 
impressive n u m b e r  of p a tien ts  is the  finding 
am on g  m any  therap is ts  w ho  have applied  
themselves to a dynam ic  a p p ro ach  in a dis
ciplined way. T h e y  a t ta in ed  success because 
they found and  w orked  on a specific im portan t  
focus d u r in g  the trea tm en t.

Dealing with Unconscious Determinants

In  patients w ith  intact personalit ies a few am elio ra tion  of sym ptom s, an d  no  fu r ther
well-conducted sessions, however superficial t re a tm e n t  will be needed. H o w ever ,  th e re  are
they m ay seem, m ay suffice to b ring  abou t  an  m a n y  p a t i e n t s  w h o se  p ro b le m s  a r e  m o re
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deeply entrenched w ho will req u ire  fo r  even 
mere sym ptom  re lief some resolution of p e r 
sonality conflicts tha t  are  incessantly gen e ra t 
ing trouble  for them . Even lea rn ing  better 
m odes  of p ro b le m  so lv ing  r e q u i r e s  som e 
insight into in ternal  forces tha t  govern be
havior.

It is precisely because the most d is tu rb ing  
sources of tu rm oil so often lie beyond a w a re 
ness tha t  efforts in m any  patien ts  applied  ex
clusively tow ard  env ironm enta l  m an ip u la t ion ,  
persuasion, suggestion, reassurance , reedu ca 
t io n ,  o r  r e c o n d i t io n in g  so often  a r e  on ly  
part ia l ly  successful. T h is  is not to depreciate 
the effectiveness of supportive  and  educational 
measures,  for in suitable patients ,  a p a r t  from 
bring ing  about necessary relief from suffering, 
a certain  degree of personality  change m ay  oc
cur  th rough  their  im plem enta t ion . U n fo r tu 
nately, lasting characterologic  a lte ra t ions  are  
rare .  T h e  chances are  th a t  if we really  hope to 
succeed in br ing ing  about explicit pe rsonality  
change, assum ing  tha t  this is ou r  goal,  we will 
have to clarify and  m anage  inner  conflicts tha t  
a re  beyond the p eriphery  of aw areness  in an 
effort to p rom ote  g reater  self-understanding. 
T h e  question  in shor t- te rm  the rap y  is w hether  
th is  can be done briefly in a specific case and, 
if so, how  best it can be done.

T rad i t io na l ly ,  the method  most often e m 
ployed in dealing  w ith  unconscious conflict is 
lo n g - te rm  p sy c h o an a ly s is .  A good d ea l  of 
m isunders tand ing ,  however, still exists about 
psychoanalysis, some of w hich  stems from its 
m isapplication  to areas  in w hich  its com 
petence as a therapeu tic  p rocedure  m ay  be 
challenged. Such misdirection has tended to 
shred its authentic ity .  F r e u d ’s enduring  legacy 
lies in his p ene tra t ing  insights into h u m a n  be
havior. T h ese  include the  concept of the  u n 
conscious, the tren chan t  n a tu re  of behavior, 
the indelible im p rin t  of childhood experience 
on charac te r  structure ,  the consanguinu ity  of 
abn o rm al  m enta l  sym ptom s and  norm al m e n 
tal processes, the  significance of anxiety , the 
s tructure  of symbolism, the n a tu re  of d ream s,  
an d  th e  im p o r t a n c e  of t r a n s fe r e n c e  an d

re s is ta n ce .  T h e s e  in n o v a t io n s  hav e  becom e 
firmly incorpora ted  into psychiatric  and  p sy 
chological th ink in g  and  have inspired  p ra c 
tically all cu r ren t  systems of psychotherapy . 
T h e y  a re  intrinsic  to o u r  con tem p ora ry  ideas 
about dynam ically  based shor t- te rm  psycho
therapy .

P s y c h o a n a ly s is  in its lo n g - te rm  classica l  
form has not proven itself to be a  practical 
form of the rap y  in the m ajori ty  of cases seek
ing h e lp— not only  because it is expensive and 
d rags  on for years , bu t also, even w here  fi
nances and  a  willingness to part ic ipa te  in a 
p ro longed  the rap eu tic  re la tionsh ip  are  p resent,  
only a small n u m b er  of pa tien ts  a re  su itable  
candida tes  for the  technique. Identifying w ho 
m ig h t  s a t is fac to r i ly  r e s p o n d  is d iff icu l t .  
R oughly , persons w ho  are  not too sick and  not 
too im m atu re ,  a so-called “ no rm a l-n e u ro t ic ” 
g ro up ,  qualify. T h ese  constitu te  only a small 
fraction of the  vast a rm y  of people  w ho cluster 
a ro un d  clinics a n d  p rac t i t ion e rs ’ offices seeking 
he lp  for a  w ide  variety of problems.

A ttem pts  to find o the r  m eans  th an  classical 
analysis  to expose u nderly ing  sources of p ro b 
lems continue to this very day. Blocking such 
a t tem p ts  a re  obstructions to surfacing of the 
unconscious and  the  strang lehold  th a t  h idden 
needs and  defenses have on o n e ’s values and  
b e h a v io r .  B ecause  such u n c o n sc io u s  in 
gredients  are  frozen into the  charac te r  s t ruc 
tu re ,  efforts to dem o ns tra te  the i r  u n re a son ab le 
ness a re  resisted w ith  a despera te  tenacity.

Are we then  doomed in he lp ing  people reach 
reconstructive persona li ty  t ransfo rm at ions?  It 
is fallacious to conclude th a t  a seriously defec
tive c h i ld h o o d  im po ses  a life sen ten ce  on 
everyone. G ro w th  is possible at all stages of an 
ind iv idua l’s life, corrective em otional ex p e r i
ences b e in g  sp o n s o re d  by c o n s t ru c t iv e  life 
events , par t icu la r ly  meaningfu l in terpersonal 
re lationships .  W h e re  an  individual has  lived 
th rou gh  a crisis and  has  resolved it success
fully, he m ay also be rew ard ed  w ith  new and  
better  personali ty  responses th a t  can serve h im  
well in hand ling  fu tu re  stressful s i tuations.

T h e  idea th a t  the  unconscious is forever con
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cealed unless uprooted  by formal p sych oan a
lytic therapy  is no longer accepted by disciples 
of m odern  cognitive app roach es  w ho contend 
tha t  an  individual is not a  helpless p aw n  of his 
unconscious. R a th e r  the individual exercises a 
certain degree of com m and  over inn e r  conflicts, 
constantly  striving to m ake  them  conscious so 
he can gain m as tery  over them . T o  an extent,  
he is even capable  of exercising decisions about 
which aspects of his unconscious to reveal, 
t i tra ting  their  exposure  against his to lerance of 
anxiety. As he w orks th ro ug h  his anx ie ty , he 
becomes increasingly aw a re  of segments of 
himself tha t  have been concealed and  hence 
have evaded detection and  control. C o u n te r in g  
th is ,  of cou rse ,  a re  r e s is tan c es  th a t  m ay  
obstruct such a t tem pts  at self-healing.

T h e  virtue of the cognitive ap p ro ach  is the 
philosophy it espouses to the effect tha t  tech
n iques o ther  th a n  formal analysis  can be im 
mensely helpful in resolving resistance to the 
opening  up  of crucial a reas  for exp lora tion  and 
u lt im ately  lead to self-understanding. Left to 
o ne’s own resources, the  average individual 
m ay  not have sufficient motivation, the for
ti tude to struggle w ith  the anxie ty  inevitable to 
the hand ling  of repud ia ted  aspects of the 
psyche, and  the willingness to ab and on  the 
m ateria l and  subversive gains accruing to n eu 
rotic indulgence. O n  the o ther  hand , the ind i
vidual w ho tu rn s  to a carefully  designed a p 
proach  executed by a skilled em path ic  therap is t  
will learn  to deal w ith  resistances to self-under- 
s tand ing  and  suppor t  experim en ta tion  w ith  
m ore reality-oriented  patterns.

H o w  se l f -u n d e r s ta n d in g  h e lp s  to  b r in g  
deeper p rob lem s to the  surface and  to en 
courage health ier  adap ta t ion  is not entirely  
clear. Roy Schafer (1973) expresses it this 
way: “ It is impressive tha t ,  as these changes 
take  p lace  in the  p a t i e n t ’s c o n c ep t io n  of 
himself,  often by d in t  of and  w ith  the accom 
pan im en t  of m uch suffering, he begins to feel 
better and  to function better. H is  sym ptom s 
diminish in scope and  persistence; his mood 
improves; his social and  sexual re la tionsh ips 
a re  enhanced. It seems tha t  it can be a gain

ju s t  to be able  to recognize o n e ’s neurotic  
m isery .”  W h a te v e r  the involved m echanism s, 
the ind iv idua l’s sense of m as te ry  is helped.

Since the goal of se lf-unders tanding  requires  
the uncovering  of at least some unconscious de
te rm in an ts ,  the m a n n e r  of th e i r  exposure  and  
the  tim ing  a re  especially im p o r tan t  in sh o r t 
te rm  therapy .  G en era l ly ,  the first few sessions 
will reveal d a ta  from the  h is torical m ater ia l  
(and par t icu la r ly  the present behavioral p a t 
te rns of the pa tien t)  th a t  offer clues rega rd ing  
the operative dynamics. U sua l ly  it is unw ise  to 
p resent the pa t ien t  w ith  such clues, no m a t te r  
h ow  s ig n if ic an t  they  m a y  seem , u n t i l  he 
him self  expresses aw areness  of w h a t  is going 
on. Even then  an y  in te rp re ta t io ns  m ust be c au 
tio us ly  offered  in th e  fo rm  of te n ta t iv e  
presen ta t ions  (W olberg , 1977, pp. 5 89 -59 0 ) .  
T h e  re la tionsh ip  of expressed conflictual m a 
ter ia l to the p resen t com pla in t  factor is vitally 
im p o rtan t  if such a re la tionsh ip  can be d em o n 
strated.

A m ild -m ann ered ,  soft-spoken pa tien t came 
to my office w ith  the com pla in t  of m igra ine  
headaches. As he w alked into the room , he 
t ip p e d  over a c h a i r  a n d  th e n  p ro fuse ly  
a p o lo g ize d  w h i le  a shes  fro m  his c ig a re t t e  
spilled over the  carpet.  D u r in g  the interview I 
got the im press ion  from his posture ,  the set of 
his ja w ,  and  slashing m ovem ents  of his hands  
th a t  his faw ning , obsequious m a n n e r  was a 
cover for an inner  boiling pot of anger .  In my 
m in d  I m a d e  a c o n n ec t io n  b e tw een  his 
sm oldering  rage  and  his migra ine . I also 
speculated tha t  he was not a w a re  of the extent 
of his anger  and  how he repressed it. T o  have 
confronted h im  w ith  my hypothesis would 
p robably  have ended o u r  re la tionsh ip  before it 
began. Instead, I bided my tim e until I had 
m ore evidence to confirm my im press ion  while 
w ork ing  on establish ing a closer re lationship .

At the four th  session the pa t ien t  spoke of 
needing some extensive den ta l  w ork  because he 
g round  his teeth d u r in g  his sleep. T h is  re in 
forced my idea tha t  his anger,  u n d e r  control 
usually ,  w as s trong  enough  to b reak  th ro ug h  
in sleep. Repeti tive use of such phrases  as
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“ T h e  m an  is all chewed u p , ”  “ It kills me 
to th ink  of how  people take advan tage  of 
w elfare ,”  “ I s laughtered  h im  at ten n is ,”  and 
so on, enabled me to say, “ I w on der  if you 
hold back on your anger  w hen  you have a 
r ight to be u p se t?” I then  repeated  some in 
cidents th a t  he had  revealed to me in w hich  he 
had  felt taken advantage  of but had  failed to 
assert his rights. T h i s  led to an  expostu la t ion  
of ind ignation a t  the state of the w orld  a n d  the 
nefariousness of people w ho  needed to “J e w  
you d o w n .” H is  next association w as tha t  
F reu d  was a J e w  and  F reu d  w as  a psy
choanalyst w ho  w as cu rren tly  being criticized 
in articles he h ad  read. “ Is th e re ,”  I asked him , 
“ an y th ing  I as a psychoanalytic  p sycho thera 
pist am  doing th a t  upsets you o r  m akes you 
a n g r y ? ”  “ W h y , ”  he  re p l ie d  a s to n ish e d ,  
“ should I b e?” “ W e ll ,”  I re torted , “ a re  you ?” 
T h e  pa tien t  then  laughed  and  in an  e m b a r 
rassed w ay  ta lked  about his resen tm en t a t  the 
fee I charged, a t  the  puncti liousness of my a p 
po in tm en t  times, and  at the  fact tha t  I had  given 
h im  an  ending  da te  w hen  he w as sure  he could 
not get well in so short a  period. T h e  trouble ,  
he insisted, w ith  most doctors w as th a t  they

w ere too busy to devote themselves to any  s ingle 
pa tien t.  T h i s  w as  the  case also w ith  some 
paren ts ,  includ ing  his ow n  p aren ts ,  w ho  had 
spent litt le tim e w ith  him .

W ith ou t  apologiz ing for m y actions o r  ac ting  
ind ignan t,  I encouraged  h im  to tell me m ore  
a b o u t  h ow  he  felt,  im p ly in g  th a t  I a p 
proved of his f rankness  an d  his r igh t to  feel 
w h a t  he felt. As I an tic ipated ,  he backtracked, 
apologizing for his boldness and  rudeness.  
T h is  reaction , I replied , w as  in service of his 
guilt,  a h ab itua l  p a t te rn  to keep his a ng e r  
u nd er  control. “ B u t ,”  he re to rted , “ I rea l ly  do 
like doctors and  Jew s .  A nd there  is some 
Je w is h  blood in my fam ily .”

O p e n in g  u p  som e t r a n s f e r e n c e  fee l ings  
served to he lp  o u r  re la tionsh ip ; and  to sup po r t  
his ability  to cri ticize his family m ore  frankly  
for some of the  w ays he w as hand led  as a 
child. A noticeable change occurred  in the  fre
quency  of his m ig ra ine  a ttacks, and  at o u r  
te rm ina t ion  d a te  he expressed g rea t  satisfaction 
w ith  the benefits he had  received from  th e rap y  
both in relieving his h eadaches  and  giving h im  a 
g rea te r  sense of freedom.

Conclusion

All persons, irrespective of the degree of 
em otional illness have a po tentia l for im prove
ment and  g row th ,  both spontaneously  th rou gh  
constructive life experiences and, m ore  exped i
tiously, w hen  trea ted  w ith  a p p ro p r ia te  psycho
therapy . F o r  radical and  en d u r in g  am end m en ts  
in the personality  s t ruc tu re  some cognitive 
altera t ion  is essential. W ith o u t  such change, 
improved hab it  and  behavioral pa tte rn s  a re  ap t 
to be short-lived. D u r in g  the rap y  far-reaching  
im provem ents  m ay  be approached  by ex p lo r
ing and  w ork ing  th rou gh  basic conflicts, espe
c ia l ly  tho se  revea led  in th e  t r a n s fe ren ce .  
W h ere  transference is not a p p a ren t  in the 
therapeu tic  si tuation, it m ay  often be detected 
in d is tort ions in the ind iv idua l’s re la tionsh ip

w ith  o ther  people  as well as in the  dream s,  
fantasies, an d  acting-out tendencies. I r respec
tive of the techniques th a t  a re  being employed, 
(e.g., nondirective in terv iewing, active anxie ty- 
provoking  confron ta t ion , analy t ic  in te rp re ta 
tion, behavior therapy ,  G esta l t  approaches ,  
etc.), the  pa t ien t  will respond  to these tech
niques w ith  a w ide range of hab i tu a l  charac-  
te ro log ic  r e a c t io n s  a n d  re s is tan ce s .  T h e s e ,  
uti lized as a p roductive focus on w hich to con
cen tra te  d u r in g  the rapy ,  m ay  help  pene tra te  
defenses a n d  in i tia te  new w ays of th ink ing ,  
feeling, and  behaving. A p a r t  from the  fact tha t  
tim e in t re a tm en t  is usually  too shor t  to pe rm it  
the developm ent of too intensive transference  
reactions th a t  reach a po in t of a transference
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neurosis, it is ac tua lly  not essential for the  p a 
tient to evolve and  w o rk  th ro ug h  a transference 
neurosis to achieve extensive reconstructive 
change. Indeed, the  effect of too great an  in te n 
sification of transference  m ay  be to increase 
resistance to th e rapy  and  to p ro long  trea tm en t .  
W h ere  a re la tionsh ip  is found between the  p a 
t ie n t’s p resen ting  sym ptom s and  com plain ts ,

prevai l ing  c h a rac te r  pa t te rns ,  and  the i r  origins 
in early  life experiences, the  process of recon
structive change is expedited. Such change m ay 
continue  the  re m a in d e r  of the  ind iv idua l’s life, 
par t icu la r ly  w here  the p a t i e n t ’s env ironm ent 
suppor ts  the  change  and  he continues self- 
observation  and  exper im en t ing  w ith  productive 
new  patterns.



CHAPTER 3

Criteria of Selection

W hile  the best pa tients  are  undoubted ly  
those who are  adequate ly  motivated for th e r 
apy, intellectually capable  of g rasp ing  im 
mediate  in te rpre ta tions ,  proficient in w ork ing  
on an im po rtan t  focus in therapy ,  not too de
pendent,  have had  at least one good re la t io n 
ship in the past ,  and  a re  im mediately  able to 
in teract well w ith  the  therap is t ,  they generally  
constitute only a small percentage of the p o p u 

lation w ho  ap p ly  to a clinic or private  p rac t i 
tioner for t rea tm en t .  T h e  challenge is w he the r  
pa tien ts  not so bountifully  blessed w ith  th e r a 
peutically  positive quali ties  can  be trea ted  ade 
q u a te ly  on  a s h o r t - t e rm  b asis  w i th  som e 
chance of im prov ing  the ir  genera l  modes of 
p rob lem  solving and  p e rh ap s  of achieving a 
m in o r  degree of personality  reconstruction .

Patient Classification

In practice one m ay dis tinguish at least five 
classes of pa tien ts  who seek help. W e  have 
categorized them  as Class 1 th ro ug h  5. In 
general ,  Classes 1 to 3 req u ire  only shor t- te rm  
therapy .  Classes 4 and  5 will need m an ag e 
m ent for a longer period after an initial sh o r t
te rm  regimen of therapy .

Class 1 Patients

U ntil  the onset of the cu rren t  difficulty Class 
1 pa tients  have m ade  a good or to lerable  a d 

ju s tm en t .  T h e  goal in the rap y  is to re tu rn  
them  to the ir  hab itua l  level of functioning. 
A m ong such pa tien ts  are  those whose stabil ity 
has been tem pora r i ly  shat tered  by a c a ta 
strophic  life event or crisis (death of a loved 
one, divorce, severe accident, serious physical 
illness, financial disaster, or o ther  calamity). 
Some individuals m ay  have been burdened  
w ith  extensive conflicts as far back as ch ild 
hood but up  to the present illness have been 
able to m arsha ll  sufficient defenses to m ak e  a

reasonab le  adap ta t io n .  T h e  imposition of the 
crisis has destroyed their  capacities for coping 
and  has p roduced  a te m p o ra ry  regression and  
e rup t ion  of neuro t ic  mechanism s. T h e  object in 
th e rapy  for these pa tien ts  is essentially su p p o r 
tive in the form of crisis in tervention  w ith  the 
goal of rees tabl ish ing the previous equ il ib r ium . 
Reconstructive effects w hile  not expected a re  a 
welcome dividend. G enera l ly ,  no m ore  th a n  six 
sessions are  necessary.

An exam ple  of a C lass  1 pa tient is a satisfac
torily adjusted  w o m an  of 50 years of age w ho 
drove a fr ien d ’s au tom obile  w ith  an expired  
license and  in the process had  a severe acci
dent,  killing the driver of the car w ith  w hich 
she  co ll ided  a n d  severe ly  i n ju r in g  tw o  
p a s s e n g e rs  in h e r  o w n  c a r ,  w h ic h  w as  
dam aged  beyond repa ir .  She herself sustained 
a concussion and  an in jured  a rm  and  was 
moved by am b u lan ce  to a hospita l ,  w h e re  she 
rem ained  for a week. C h a rg e d  w ith  dr iv ing 
violations, sued by the ow n er  of the  ca r  she 
borrow ed and  by the two in jured  passengers,  
she developed a dazed, depressed reaction  and

30
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then  periods of severe dizziness. T h e ra p y  here  
consisted of a good deal of suppor t ,  reas 
surance, and  help  in finding a good law yer, 
w ho  counseled her  successfully th ro u g h  her  
en tangled legal complications.

Sometimes a crisis opens up  closed t r a u 
matic chap te rs  in on e ’s life. In  such cases it 
m ay  be possible to link past incidents , feelings, 
and  conflicts w ith  the present upset t ing  c ir
cu m s tan ce s  e n a b l in g  th e  p a t i e n t  to c la r ify  
anxieties and  hopefully to influence deeper 
s t ra ta  of personality .  In the case above, for ex 
ample, the pa tien t recalled an incident in her 
childhood w hen  w hile  w heeling he r  young 
b ro ther  in a carr iage, she accidentally  upset it, 
causing a gash in her  sibling th a t  requ ired  su 
tur ing . S ham ed, scolded, and  spanked, the 
f r ig h te n e d  ch ild  h a rb o r e d  th e  event th a t  
powered fear and  guilt w ith in  herself. T h e  
intensity of he r  feeling surprised  her,  and  their  
discharge d u r in g  the rap y  fostered an  a s s u m p 
tion of a m ore objective a tt i tude  tow ard  both 
the past and  the im m edia te  crisis event. It m ay  
not be possible in all cases, bu t an  as tu te  and  
em path ic  therap is t  may be able to help  the  p a 
tient make im p o rta n t  connections between the 
past and present.

Class 2 Patients

T h e  chief p rob lem  for C lass  2 patien ts  is not 
a critical s i tuation  tha t  has  ob truded  itself into 
their  lives, but ra th e r  m aladap tive  p a t te rn s  of 
behavior a n d /o r  d is tu rb ing  sym ptom s. T h e  ob
ject here is sym ptom  cure  or relief, modifica
tion of destructive habits , and  evolvement of 
more adaptive behavioral configurations. M u l 
tiform techniques are  em ployed for 8 to 20 
sessions following eclectic su pportive-educa
tional models u n der  the ru b r ic  of m an y  terms, 
such as shor t- te rm  behavioral therapy ,  sh o r t 
te rm  reeducative therapy ,  and  so forth.

A phobia  to a ir  travel exemplifies the  com 
plain ts of a class 2 pa tient.  T h i s  was a great 
handicap  for M iss  J  since job advancem ent 
necessitated visits to rem ote areas .  T h e  origin

of the p a t i e n t ’s anxie ty  lay in the last flight 
th a t  she had  taken  8 years  previously. A 
d is tu rbance  in one of the engines repor ted  to 
the passengers  by the pilot necessitated a 
re tu rn  to the  po in t of origin. Since th a t  time 
M iss  J  had  not d ared  en ter  a p lane. T h e ra p y  
consisted of behaviora l  systematic desensit iza
tion, w hich  in eight sessions resulted in a cure 
of the  sym ptom .

In u ti liz ing  the  various eclectic techniques 
the  therap is t  a le r ts  h im self  to past p a t te rn s  
th a t  act as a p a r a d i g m  for the  p re s e n t  
sym ptom  complex, as well as to manifestations 
of resistance an d  transference. In a certa in  
n u m b er  of cases the  pa t ien t  m ay  be helped to 
ove rco m e  re s is tan c es  th r o u g h  re s o lu t io n  of 
provocative in n e r  conflicts and  in this  w ay  
achieve results  beyond the profits of sym ptom  
relief.

Class 3 Patients

T h o se  in w ho m  both  sym ptom s an d  be
haviora l difficulties a re  connected w ith  deep- 
seated in trapsychic  p rob lem s th a t  take  the 
form of persona li ty  d is tu rbances and  in a p p ro 
pr ia te  coping m echanism s m ake  up  the  C lass  3 
classification. Such pa tien ts  have functioned at 
least m arg ina l ly  up  to the tim e of the ir  b reak 
dow n, w hich  w as p e rh ap s  in itia ted  by an  im 
m edia te  p rec ip ita ting  factor. M o s t  of these p a 
tients seek help  to alleviate the i r  distress or to 
solve a crisis. Some come specifically to achieve 
g rea te r  personali ty  developm ent.  O n  evalu
ation  either they a re  deemed unsu i tab le  for 
long- term  t r ea tm en t ,  o r  extensive th e ra p y  is 
believed to be unnecessary. T h e y  often possess 
the desire and  capacity  to w o rk  tow ard  ac q u ir 
ing se lf-understanding.

T h e  goal for C lass  3 p a tien ts  is personality  
reconstruction  a long  with sym ptom atic  and  be
haviora l im provem ent.  T e ch n iq u es  are  usually  
psychoanalytically  o r iented , involving in te r 
viewing, confron ta t ion , d ream  and  transference 
in te rp re ta tions ,  and  occasionally the use of a d 
junct ive  techniques like hypnosis. Some th e r a 
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pists confine the term  dynam ic short-term  ther
apy  to this class of pa tien ts  and  often employ a 
careful selection process to e l im inate  pa tien ts  
w hom  they feel would not w ork too well w ith  
th e i r  te c h n iq u e s  (B u d a ,  1972; D a v a n lo o ,  
1978, M a la n ,  1963; Sifneos, 1972; U rsa n o  & 
D ressier,  1974).

An exam ple  of a C lass  3 pa tien t  is a young 
m o th e r  w ho b rough t he r  son in for consu l ta 
tion because he w as gett ing such low m a rk s  in 
the final year of high school th a t  the chances 
of his  g e t t in g  in to  college w e re  m in im a l .  
M oreover ,  he firmly announced  his unw il l in g 
ness to go to college, insisting on finding a job 
after g rad ua t io n  so th a t  he could buy an  a u 
tomobile and  p u rsue  his two hobbies: baseball 
and  girls. D u r in g  the  interview w ith  the boy it 
w as obvious tha t  he had  motivation ne i ther  for 
fu r ther  college education nor for any  kind of 
therapeu tic  help. It was a p p a re n t  too tha t  his 
s tubborn  refusal to study and  to go on to 
h igher  learn ing  w as a w ay  of fighting off the 
dom ina tion  of his m othe r  and  stepfather.  Ac
cordingly, the m other  w as advised to stop nag 
ging the boy to continue  his schooling. Instead 
she was urged to perm it h im  to experim en t 
w ith  finding a jo b  so th a t  he could learn  the 
value of a do llar  and  to discover for him self  the 
k inds of positions he could get with so little 
education.

T h e  next day the m other  te lephoned and  re 
ported  tha t  she had  followed the  doc to r’s 
instructions. H ow ever ,  she asked for an  a p 
poin tm ent for herself since she w as overly 
tense and  suffered from bad backaches th a t  her 
o r thopedist claimed w ere due  to “ nerves .” 
W h a t  she w an ted  w as to learn  self-hypnosis, 
which her  doctor claimed would  help her 
relax. Abiding by her  request,  she w as taugh t 
self-hypnosis— not only for re laxation  p u r 
poses, but also to de term ine  the sources of her 
tension. T h ro u g h  in terv iewing aided by in 
duced im agery  dur ing  hypnosis, she w as able 
to recognize how  an g ry  she w as at me for not 
satisfying he r  desire to force he r  son to go to 
college. Images of a ttack ing  her father,  w ho 
frus tra ted  and  dom ina ted  her, soon b rought

out her violent rage. She realized then th a t  her 
obsequious behavior  tow ard  he r  h u sb and  was 
a cover for her hostil ity. Acting on this insight, 
she w as soon able  to express he r  anger  an d  to 
discuss her reactions w ith  he r  husban d  and  the 
reasons for her rages. T h i s  opened up  channe ls  
of com m unica t ion  w ith  a  d ram a tic  resolu tion  
of he r  sym ptom s and  an im provem ent in her 
feelings about herself  and  h e r  a tt i tudes tow ard  
people, confirmed by a 5-year  follow-up.

Class 4 Patients

P atien ts  of the  C lass  4 category a re  those 
whose prob lem s even an  effective therap is t  
m ay  be unab le  to media te  in a brief  span  and  
w ho  will req u i re  m ore  p ro longed  m an agem en t 
after the  initial shor t- te rm  period  of formal 
th e ra p y  has disclosed w h a t  in terventions would 
best be indicated. T h e  w ord  “ m a n a g e m e n t” 
should  be stressed because not all long- term  
modalit ies need be, and  often a re  not,  best 
a im ed at in trapsychic  a ltera t ions. A m ong  in d i
viduals w ho a p p e a r  to req u i re  help over an  ex
tended span  a re  those w hose  prob lem s a re  so 
severe and  deep-rooted  tha t  all th e rapy  can do 
for them  is to keep them  in reasonable  reality  
fu n c t io n in g ,  w h ic h  th e y  cou ld  no t ach iev e  
w ithou t a p ro longed  the rap eu tic  resource.

C lass  4 p a tien ts  include the  following:

1. In d iv idua ls  w i th  ch ron ic  psychotic  reac t ions
a n d  psychoses in rem iss ion  w h o  re q u i re  som e s u p e r 
v isory ind iv idua l  o r  g ro u p  w i th  w h o m  contact  is 
r e g u la r ly  m a d e  over  sufficiently spaced in tervals  to 
p rov ide  som e kind  of  h u m a n  re la t io n sh ip ,  h o w 
ever t en u o u s  th is  m a y  be,  to oversee essential 
p syc ho t rop ic  d ru g  in take ,  to r e g u la te  the  milieu ,  
a n d  to su d u e  th e  per i ls  of  psychotic  processes w hen  
these  a r e  per iod ica l ly  released. Such  p a t ien ts  do not 
usua l ly  r e q u i re  fo rm al  p ro lo n g ed  p s y c h o th e ra p y  o r  
r e g u la r  sessions w ith  a p sych o th e rap is t ;  they  could 
do as well,  o r  be t ter ,  w i th  a pa rap ro fess io n a l  
c o u n s e lo r .  M i l i e u  t h e r a p y ,  r e h a b i l i t a t i o n  p r o c e 
du res ,  a n d  social o r  g ro u p  a p p ro a c h e s  m ay  be h e lp 

ful.
2. P e rsons  w i th  se rious  c h a ra c te r  p ro b le m s  w ith
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tendencies to w a rd  a lcoholism  a n d  d ru g  addict ion  
w h o  r e q u i re  r e g u la r  gu idance ,  surveil lance ,  g ro u p  
a p p ro ach es ,  a n d  reh ab i l i ta t ive  services over an  in 
definite  period.

3. I n d iv id u a l s  w i th  u n c o n t r o l l a b l e  t e n d e n c ie s
to w a rd  ac t ing -ou t  w h o  need con tro ls  f rom  w i th o u t  
to re s t ra in  th e m  from  express ing  im pu lses  th a t  will 
get th em  in to  difficulties.  E x a m p le s  a re  those w h o  
a re  occasionally  d o m in a te d  by d a n g e ro u s  p e rv e r 
s ions ,  d e s i re s  for  v io lence ,  lu s t  for  c r im in a l  
activities,  masochist ic  needs to  h u r t  them se lves,  ac 
cident  p roneness ,  se lf-defeating g am bl ing ,  a n d  o th e r  
c o r rup t ions .  M a n y  such persons  recognize  th a t  they 
need cu rbs  on th e i r  uncon t ro l la b le  w a y w a r d  desires .

4. Persons  so t r a u m a t iz e d  an d  fixated  in th e i r  d e 
v e lopm en t  th a t  they  have never  overcom e infantile  
a n d  childish needs a n d  defenses th a t  con t rav en e  a 
m a tu r e  a d a p ta t io n .  F o r  instance,  the re  m ay  be a 
c ons tan t  e n t r a p m e n t  in r e la t io n sh ip s  w ith  su r ro g a te  
p a ren ta l  figures, w h ich  usua l ly  evolve for both  s u b 
jec ts  an d  hosts into a sado-m asoch is t ic  p u rg a to ry .  
Yet such pe rsons  can n o t  function  w i th o u t  a  d e 
pendency  p ro p ,  an d  th e  th e ra p is t  offers h im se lf  as  a 
m o re  objective an d  non p u n i t iv e  p a re n ta l  agency. 
S om e of these p a t ien ts  m ay  need a  d ependenc y  s u p 
p o r t  the  r e m a in d e r  of th e i r  lives.

M a n y  of the  p a t ien ts  in this ca tegory  fall into 
d e v a s t a t i n g  f r u s t r a t i n g  d e p e n d e n c y  r e l a t i o n s h i p s  
d u r in g  th e r a p y  or  a l te rna t ives  to  t h e r a p y  from 
w hich  they can n o t  o r  will not  ex tr ica te  themselves. 
Real iz ing  the  d a n g e rs  of th is  con t ingency ,  w e  can, 
how ever ,  p lan  o u r  s t ra tegy  accord ing ly ,  for e x 
a m p le ,  by p ro v id ing  su ppor t ive  p ro p s  ou ts ide  of the  
t r e a tm e n t  s i tua t ion  if s u p p o r t  is needed.  N o r  need 
w e  a b a n d o n  reconstructive  objectives, once w e  m ake  
p ro p e r  a l low ances  for possible  regressive in ter ludes.  
In fo l low -up  contacts , I w a s  p leased  to f ind, the re  
had  been chan g e  af ter  5, 10, an d  in  som e cases 15 
years  in p a t ien ts  w h o  I bel ieved h a d  litt le chance  to 
achieve perso n a l i ty  change.

5. P ersons  w ith  pers is ten t  a n d  u n con tro l lab le
anx ie ty  react ions  po w ered  (a) by unconsc ious  co n 
flicts of long s ta n d in g  w i th  exis ting  defenses so 
f ragile th a t  the  pa t ien t  is u n a b le  to cope w i th  o r 
d in a ry  d e m a n d s  of  life o r  (b) by a n o x ious  an d  i r re 
m ediab le  env i ro n m en t  from w hich  the  pa t ien t  c a n 
not escape.

6. B order l ine  p a t ien ts  ba lanced  p recar ious ly  on a
r a z o r  edge of ra t iona l i ty .

7. I n t r a c t a b l e  obsess ive  - c o m p u l s iv e  p e r s o n s
w hose  reac t ions  serve as  defenses ag a ins t  psychosis.

8. P a ra n o id a l  persona l i t ie s  w h o  r e q u i re  a n  incor
ru p t ib le  a u th o r i ty  for rea l i ty  testing.

9. I n d i v id u a l s  w i t h  se v e re  l o n g - s t a n d i n g  p s y 
ch osom atic  an d  h y p o ch o n d r ica l  cond i t ions ,  such  as 
u lcera t ive  colitis, o r  chron ic  p a in  sy n d ro m es  tha t  
h ave  resis ted m in is t r a t io n s  f rom  m edical ,  psycho
logical, a n d  o th e r  h e lp in g  resources .  O f ten  these 
sy m p to m s  a re  m an ifes ta t ions  of defenses aga ins t  
psychotic  d is in teg ra t ion .

10. People  p re se n t in g  w i th  depress ive  d isorders
w h o  a r e  in d a n g e r  of a t t e m p t in g  su ic ide a n d  r eq u i re  
carefu l  r eg u la t io n  of an t idep ress ive  m ed ica t ions  or  
e lectroconvulsive t h e r a p y  followed by p sy c h o th e rap y  
un t i l  the  r isk of  a r e lapse  is over.

Class 5 Patients

In  C lass  5 we place those individuals  w ho 
seek and  req u i re  extensive reconstructive p e r 
sonality  changes and  have the  finances, t ime, 
forbearance , and  ego s treng th  to to lera te  long
te r m  p sy c h o a n a ly s is  o r  p sy c h o a n a ly t i c a l ly  
oriented  psychotherapy .  In add it ion ,  they have 
h ad  the  good for tune  of f inding a  w ell- tra ined, 
experienced, an d  m a tu re  analys t w ho  is c ap a 
ble of dealing  w ith  depen den t  transference and  
o ther  resistances as well as w ith  o n e ’s personal 
counter transferences . P a tien ts  w ho  can benefit 
m ore  from long- te rm  reconstructive th e rap y  
th a n  from dynam ically  or ien ted  shor t- te rm  
th e rap y  a re  often burdened  by in terfering  ex
te rna l  conditions th a t  m ay  be so strong, or by 
the press of inner  neurotic  needs so intense, 
th a t  they canno t proceed on th e i r  ow n  to w ard  
t r ea tm en t  objectives after the shor t- te rm  th e r a 
peutic period  has ended. C o n t in u in g  m o n i to r
ing by a th e rap is t  is essential to prevent a re 
lapse .  In  c e r t a in  cases  th e  c h a ra c te ro lo g ic  
d e tachm ent is so great th a t  the  pa tien t  is u n a 
ble to establish close and  t ru s t in g  contact with  
a therap is t  in a brief period, and  a  considera
ble bulk  of time d u r in g  the  sh o r t- te rm  sessions 
m ay  be occupied w ith  establish ing a  w ork  re la 
tionship.

A special g ro up  of patien ts  re q u ir in g  long
te rm  th e rapy  a re  highly d is tu rbed  children  and 
adolescents w h o  have been s tunted  in the
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process of personality  developm ent and w ho 
requ ire  a con tinu ing  rela tionsh ip  w ith  a  th e r a 
pist w ho functions as a  guiding, educational,  
benevolent p a ren ta l  figure.

L ong-te rm  patien ts  in Classes 4 and  5 u su 

ally constitute  less than  o ne -q u a r te r  of the p a 
tient load carr ied  by the average psy cho th e ra 
pist. T h e  bulk  of o n e ’s practice  will generally  
be composed of patien ts  w ho  m ay adequa te ly  
be m anaged  by shor t- te rm  methods.

Conclusion

If we are  pragm atica lly  disposed to trea t  as 
m an y  patients  as possible for economic or 
o ther  reasons, we may say tha t  all pa tien ts  i r 
re spec tive  of d ia g n o s is ,  a n d  sever ity  an d  
chronicity  of p rob lem s a re  poten tia l  candidates  
for shor t- te rm  therapy . Should  any  patien ts  
fail to respond to abbreviated  methods, we can 
alw ays continue t rea tm en t ,  having acquired  in 
valuable  information  d u r in g  the shor t- te rm  ef
fort as to w h a t  interventions would best be in 
dicated for the i r  problems. Even w h ere  the 
yardstick of cost effectiveness is not p a ram o u n t ,  
the m ajority  of individuals w ho  seek help  for

em otional p rob lem s can w ith  efficient sh o r t
te rm  m ethods achieve satisfactory results  and 
m ay even go on by themselves, w ith  the  le a rn 
ings they have acquired ,  to a t ta in  some degree 
of personality  g row th .  A few m ay re q u i re  an 
addit ional visit or two from time to time to re 
solve some prob lem s tha t  they are  u nab le  to 
hand le  by themselves. T h e y  th us  will have 
been able  th ro u g h  a practical brief  therap eu tic  
app roach  to have been spared  the  expense, 
inconvenience, and  in some cases the  dangers  
of long- term  therapy .



CHAPTER 4

A General Outline of 
Short-term Therapy

T h e re  obviously are  differences am o ng  th e r 
apists in the w ay tha t  shor t- te rm  th e rap y  is 
im p lem en ted— for exam ple, the focal a reas  
chosen for a tten tion  and  explora tion ,  the re la 
tive em phasis  on cu rren t  as com pared  to past 
issues, the a tten tion  paid to transference, the 
w ay resistance is handled , the dep th  of p ro b 
ing, the dealing w ith  unconscious m ater ia l  tha t  
surfaces, the precise m a n n e r  of in te rp re ta t io n ,  
the degree of activity, the am o u n t  of advice giv
ing, the kinds of in terventions and  adjunctive 
devices employed, and  the prescribed n u m b er  
of sessions. M oreover ,  all the rap is ts  have to 
deal with  their  own personalit ies , prejudices, 
theoretical biases, and skills, all of w hich will 
influence the w ay  they work. In spite of such 
differences, there  are  certa in  basic principles 
tha t  have evolved from the experiences of a 
wide assortm ent of therap is ts  w ork ing  with 
diverse pa tien t  popula t ions  th a t  have produced 
good results. T h e  p rac t i t ioner  may find he can 
adap t  at least some of these principles  to his 
ow n style of opera t ion  even though  he con
tinues to employ methods tha t  have proven 
themselves to be effective w ith  his pa tien ts  and 
a re  not exactly in accord w ith  w ha t  o ther  p ro 
fessionals do. In the  pages th a t  follow 20 tech 
niques are suggested as a general guide for 
shor t- te rm  therapy .

Establish as Rapidly as Possible a 
Positive Working Relationship 
(Therapeutic Alliance)

An a tm osphere  of w a rm th ,  un ders tand ing ,  
and  acceptance is basic to achieving as positive

w ork in g  re la t ionsh ip  w ith  a patien t .  E m p a th y  
p a r t i c u l a r ly  is an  in d i sp e n s ib le  p e r s o n a l i ty  
q ua l i ty  tha t  helps to solidify a good th erapeu tic  
alliance.

G enera l ly ,  at the  initial in terview, the p a 
tient is greeted courteously by nam e, the th e r a 
pist in troducing  h im self  as in this excerpt:

T h .  H o w  do you do, M r .  R ober ts ,  I a m  Dr.  
W o lb e rg .  W o n ’t you sit d o w n  over  there  
(p o in t in g  to a ch a ir), a n d  w e 'l l  ta lk  th in g s  over 
an d  I ’ll see w h a t  I can do to he lp  you (p a tie n t 
g e ts  sea ted ).

P t .  T h a n k  you, doctor ,  (pause)

A detached d e adp an  professional a tt i tude  is 
pa r t icu la r ly  fatal. It may, by elicit ing powerful 
feelings of rejection, provoke protective defen
sive m aneuvers  th a t  neu tra l ize  efforts tow ard  
es tablish ing a w ork in g  re la tionsh ip .

It is difficult, of course, to delineate  exact 
ru les  about how  a the rap eu tic  a ll iance m ay be 
established rap id ly . Each therap is t  will utilize 
him self  un ique ly  tow ard  this  end in te rm s of 
his ow n techniques and  capacities for rappor t .  
S om e th e r a p i s t s  possess  an  e x t r a o r d i n a r y  
ability  even d u r in g  the first session, as the p a 
tient describes his p rob lem  and  associated feel
ings, of p u t t in g  the pa tien t at ease, of m obiliz
ing his faith in the effectiveness of methods tha t 
will be utilized, and  of subd u in g  the p a t i e n t ’s 
doubts  and  concerns. A confident enthusiastic  
m a n n e r  and  a conviction of o n e ’s ability  to 
help som ehow  com m unica tes  itself nonverbally  
to the patient.  T h e ra p i s t  e n thu s ia sm  is an im 
p o r ta n t  ingredient in trea tm en t.

T h e  following suggestions m ay  prove he lp 
ful:

35
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V erbalize w hat the p a tien t m ay be fee lin g  
P u tt ing  into w ords for the  pa tien t w h a t  he 

must be feeling but is unab le  to conceptualize  
is one of the  most effective means of estab lish
ing contact. “ R eading  between the l ines” of 
w h a t  the pa tien t is ta lk ing  abou t  will yield in 
teresting clues. Such simple s ta tem ents  as, 
“ You m ust be very u n h a p p y  and  upset about 
w h a t  has happ ened  to y o u ” o r  “ I can u n d e r 
s tand how u n h a p p y  and  upset you m us t be 
u nd er  the c ircum stances”  present the  therap is t  
as an em path ic  person.

E ncourage the p a tien t that his situation is 
not hopeless

It is so m e t im es  a p p a r e n t  th a t ,  d e sp i te  
presen ting  h im self  for help, the pa tien t is con
vinced tha t  he is hopeless and  tha t  little will 
actually  be accomplished from therapy .  W h ere  
the therap is t  suspects this, he m ay  say. “ You 
p robably  feel tha t  your s i tuation  is hopeless be
cause you have a lready  tr ied various th ings 
tha t  h av en ’t been effective. But there  are th ings 
th a t  can be done, tha t  you can do about your 
si tuation and  I shall guide you tow ard  m ak ing  
an effort.”  E m p a th iz in g  w ith  the pa tien t  may 
be im portan t:  “ P u tt in g  myself in your  posi
tion, I can see th a t  you must be very u n h ap p y  
and  upset about w ha t  is hap pen in g  to y o u .” 

Sometimes it is useful to define the p a t i e n t ’s 
role in developing and  sus ta in ing  his p roblem  
in a  nonaccusing way: “ You probab ly  felt you 
had  no o ther  a lte rnat ive  th an  to do w h a t  you 
d i d . ”  “ W h a t  you a re  d o in g  n o w  seem s 
reasonable  to you, but there  m ay  be o ther  
w ays tha t  could create fewer p rob lem s for 
y ou .”

W hile  no prom ise  is m ade  of a cure, the 
therap is t  m ust convey an  a tt i tude  of conviction 
and  faith in w h a t  he is doing.

P t .  I feel hopeless  a bou t  get t ing  well. D o  you 
th in k  I can  get  over th is  t ro u b le  of m ine?

Th.  D o  you rea lly  have a des ire  to get over this 
t ro u b le ?  If you rea lly  do, this is n ine - ten th s  of 
the  battle . You will w a n t  to a p p ly  yourse lf  to 
th e  j o b  of ge t t ing  wel l. I will po in t  ou t  some 
th ings  you can do,  a n d  if you w o rk  a t  them

yourself ,  I see no reason  w h y  you c a n ’t get 
better .

W h e re  the  pa tien t becomes self-deprecatory 
and  masochistic, the positive aspects of his 
reactions m ay be stressed. F o r  exam ple, should 
he say he is constantly  furious, one might 
reply , “ T h is  indicates th a t  you are  capable  of 
feeling strongly  about th in g s .” If he says he 
detaches and  does not feel any th ing ,  the a n 
sw er m ay  be, “ T h is  is a sign you a re  try ing  to 
p ro te c t  y o u rs e l f  f rom  h u r t i n g . ”  C o m m e n ts  
such as these a re  intended to be protective in 
o rder  to preserve the re la t ionsh ip  w ith  the 
therap is t .  L a te r  w hen  it becomes a p p a re n t  tha t  
the  re la tionsh ip  is sufficiently solid, the th e r a 
p is t’s com m ents  m ay  be m ore  provocative and  
c h a l l e n g in g .  T h e  p a t i e n t ’s defenses  b e in g  
th rea tened ,  anx ie ty  m ay be mobilized, bu t the 
pa t ien t  will be sus ta ined by the therap eu tic  
all iance and  he will begin to  uti lize it ra th e r  
th a n  ru n  a w ay  from  it.

Deal With Initial Resistances

A m o n g  th e  re s is ta n ces  c o m m o n ly  e n 
countered  at the first session are  lack of m oti
vation and  d isapp o in tm en t  th a t  the th erap is t  
does not fulfill a stereotype. T h e  th e ra p is t ’s 
age, race, na tionali ty ,  sex, ap pea ran ce ,  profes
sional discipline, and  religion m ay not co rre 
spond w ith  the p a t ie n t’s ideas of som eone in 
w ho m  he w an ts  to confide.

Th.  I notice th a t  it is difficult  for you to  tell me 
a b o u t  yo u r  p rob lem .

P t .  ( O b v io u s ly  in d isc o m fo rt)  I d o n ’t kn o w  w h a t  
to say. I expected  that  I w ou ld  see a n  o lder  
p erson .  H a v e  you had  m uch  ex per ience  with  
cases like m e?

Th.  W h a t  concerns  you is a fear  th a t  I d o n ’t have 
as m u c h  exp e r ien ce  as you believe is necessary  
a n d  tha t  a n  o lder  person  w o u ld  do a b e t te r  job .  
I can  u n d e r s ta n d  h o w  you feel, an d  you m a y  
do b e t te r  w i th  an  o lder  pe rso n .  H o w e v e r ,  s u p 
posing  you tell m e  a b o u t  yo u r  p ro b le m  a n d  then  
if you w ish  I will refer  you to the  best o lder
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th e ra p is t  w h o  can  t rea t  th e  k ind  of condit ion  
you have.

T h is  tactic of accepting the  resistance and  
inviting the pa t ien t  to tell you m ore about 
himself can be applied  to o ther  stereotypes 
besides age. In a well-conducted interview the 
therap is t  will reveal himself o r  herself as an 
em path ic  u n ders tan d ing  person, and  the p a 
tient will w an t  to continue w ith  h im  or her  in 
therapy.

A nother  comm on form of resistance occurs 
in the person w ith  a psychosomatic p rob lem  
w ho has been referred for psycho therapy  and 
w ho is not at all convinced th a t  a psychological 
problem  exists. In such cases the therap is t  m ay  
proceed as in this  excerpt.

P t .  D r .  J o n e s  sent  me here.  I have  a  p ro b le m  w ith  
s tom achaches  a long t im e  an d  have been seeing 
doctors  for it for a long time.

Th.  As you know , I a m  a  psych ia tr is t .  W h a t  m akes  
you feel y o u r  p ro b lem  is psychological?

P t .  1 d o n ’t th in k  it is, but  D r .  J o n e s  says it m igh t 
be, an d  he sent  me here.

Th.  D o  you th in k  it is?
P t .  N o ,  I c a n ’t see how  this pa in  comes f rom  my 

head.
Th.  W ell ,  it m igh t  be o rgan ic ,  b u t  w i th  som eone 

w h o  has  suffered as long as  you have  the  pa in  
will cause a  good deal of tens ion  a n d  upset. 
[To insis t on the  idea th a t the  p ro b le m  is p s y 
chological w o u ld  be a p o o r  tactic. F irst, the  
th era p is t m a y  be w ro n g , a n d  th e  cond ition  
m a y  be o rg a n ic  th o u g h  u n d e te c ta b le  b y  
p re se n t-d a y  tests a n d  exa m in a tio n s . Second , 
the  p a tie n t m a y  n eed  to re ta in  h is n o tio n  o f  the  
s y m p to m ’s o rg a n ic ity  a n d  even to be ab le  to 
experien ce  a tte n u a te d  p a in  fr o m  tim e  to tim e  
as a d efense  aga inst o v e rw h e lm in g  a n x ie ty  or, 
in certa in  serious co nd itions, p sy c h o s is . )

P t .  It su re  does.
Th.  A nd the  tens ion  an d  depress ion  p reven t  the  

s tom ach  f rom  healing .  T e n s io n  in terferes  w ith  
hea l in g  of even t r u e  physical  p rob lem s.  N o w  
w h e n  you reduce  tens ion ,  it he lps  the  healing .  
It m igh t  he lp  you even if yo u r  p ro b lem  is o r 
ganic.

P t .  I h ope  so.
Th.  So w h a t  w e  can do is t ry  to f igure  ou t  w h a t

p ro b le m s  you have  th a t  a r e  cau s in g  tension,  
an d  also lift the  tension. T h i s  shou ld  he lp  your  

p a in .
P t .  I w ou ld  like th a t .  I get  tense  in m y  jo b  w ith  

th e  peop le  I w o rk .  Som e of th e m  a r e  c rum bs.  
[.P a tie n t go es on ta lk in g , o p e n in g  up  p o c k e ts  o f  

a n x ie ty .]

T h e  object is to accept the  physical condition 
as it is and  not label it psychological for the 
time being. Actually ,  as has been indicated, it 
m ay  be an  essential ad a p ta t io n a l  sym ptom , the 
pa t ien t  need ing  it to m a in ta in  an  equ il ib r ium . 
D ea l in g  w ith  a reas  of tension usual ly  will help 
relieve the sym ptom , and  as psychotherapy  
takes hold, it m ay  m ake  it unnecessary  to use 
the sym ptom  to preserve psychological hom eo
stasis.

M otiv a t io na l  lack m ay obstruct th e r a p y  in 
o the r  s i tua t ions, as w hen  a pa tien t does not 
come to t r e a tm en t  on his ow n  accord bu t  is 
sent or b ro u g h t  by relatives o r  concerned 
part ies .  A dditional exam ples  a re  children or 
adolescents w ith  behavior p rob lem s, people  
w ho  a re  addicted  (drug, alcohol, food, g a m 
bling), and  people  receiving pensions for p hysi
cal disabilities. C ase  1 in C h a p te r  6 illustrates 
the m an ag em en t  of a  nonm otiva ted  adoles
cent. M o r e  on han d ling  lack of motivation 
is detailed elsewhere (W olberg ,  1977, pp. 
45 8 -4 7 0 ) .

Gather Historical Material and 
Other Data

T h r o u g h  “ sym pathe t ic  l is ten ing” the p a 
t ient is allowed to tell his story w ith  as little 
in te r ru p t ion  as possible, the  th e rap is t  in te rpo 
lating  questions and  com m ents  th a t  indicate a 
com passionate  un d ers tan d in g  of the  p a t i e n t ’s 
s i tuation. T h e  d a ta  ga thered  in the initial in 
terview should hopefully  pe rm it  a tentative 
diagnosis and  a notion of the etiology and  pos
sibly the  psychodynam ics. Should  the  patien t  
not b r ing  the  m a t te r  up , he m ay be asked w ha t  
he considers his most im p o r tan t  p rob lem  to 
be? W h y  has he come to t r e a tm e n t  at this
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t ime? W h a t  has he done about the p rob lem  to 
d ate?  H as  he himself arrived at any  idea as to 
w h a t  is causing his difficulty? W h a t  does 
he expect o r  w h a t  would he like to get from 
therapy?

It is often advantageous  to follow an o u t
line* in o rder  to do as complete a his tory  or 
behavioral analysis as possible d u r ing  the first 
session or two. T h is  m ay  necessitate  in te r ru p t 
ing the  pa tient after the therap is t  is convinced 
th a t  he has ob ta ined  sufficient helpful da ta  
about any  one topic.

A m ong the questions to be explored a re  the 
following:

1. H a v e  th e re  been p revious upse ts  th a t  resem ble
the  p resen t  one?

2. W e r e  th e  p r e c i p i t a t i n g  e v e n ts  o f  p r e v io u s
upse ts  in an y  w a y  s im i la r  to the  recent  ones?

3. W h a t  m eas u res  ag g rava ted  th e  p rev ious  upsets
a n d  w h ich  alleviated the  sy m p to m s?

4. A p a r t  f ro m  th e  m o s t  i m p o r t a n t  p r o b le m
for w h ich  help  is sought ,  w h a t  o th e r  sym ptom s 
a re  be ing  exper ienced  (such as tens ion ,  anx ie ty ,  
dep ress ion ,  physical  sy m p to m s ,  sexual  p rob lem s, 
phobias ,  obsessions, in som nia ,  excessive d r in k in g ?

5. W h a t  t r a n q u i l iz e rs ,  energ izers ,  hypnot ics ,  and
o th e r  m ed ica t ions  a re  being  taken?

Statis tical d a ta  are  rap id ly  recorded (age, 
e d u c a t io n ,  o c c u p a t io n ,  m a r i t a l  s ta tu s ,  how  
long m arr ied ,  a n d  children  if any). W h a t  was 
(and is) the p a t i e n t ’s m other  like? T h e  fa ther?  
Any problem s w ith  bro thers  o r  sisters? W e re  
there any  prob lem s experienced as a child (at 
home, at school, with  hea lth ,  in re la tionships 
w ith  o ther  child ren)?  Any prob lem s in sexual 
developm ent,  career  choice, occupational a d 
j u s tm e n t?  C a n  th e  p a t i e n t  r e m e m b e r  a n y  
dream s,  especially n igh tm ar ish  and  repetit ive 
d ream s?  W ere  there  previous psychological or 
psychiatric trea tm en ts?

T o  obta in  fu r th e r  da ta ,  the p a tien t  m ay  be 
exposed to the Rorschach cards, gett ing a few 
responses to these unstruc tu red  m ater ia ls  w i th 

* F u r t h e r  d e ta i l s  on  h is to ry  t a k in g  a n d  co n v e n ie n t  a p -  
p r o p r i a t e  fo rm s  m a y  be  f ou n d  in W o l b e r g ,  197 7 ,  p p .  401 — 

4 0 9 , 1 1 7 6 - 1 1 7 8 .

out scoring. T h i s  is optional,  of course. T h e  
therap is t  does not have to be a clinical psychol
ogist to do this,  but he or she should  have read 
some m ater ia l  on the Rorschach. T h e  pa tien t  
m ay  also be given a sheet of p a p e r  and  a pencil 
and  be asked to d ra w  a p ic ture  of a m an  and  a 
w om an . Some therap is ts  prefer show ing  the 
pa tien t rap id ly  the  T h e m a t ic  A ppercep tion  
C ard s .  W h a t  d is tort ions a p p e a r  in the p a 
t ie n t’s responses and  d raw ing s?  C a n  one cor
re la te  these w ith  w h a t  is h ap p en in g  sym pto
matically? T h e se  tests a re  no substitu tes for 
essen tia l  p sych o lo g ica l  te s ts  w h e re  n eed ed ,  
w hich can best be done by an  experienced c lin
ical psychologist. But they can fulfill a useful 
p u rpo se  in picking u p  gross defects in the 
th ink in g  process, border line  o r  schizophren ic  
p o te n t ia l i t i e s ,  p a r a n o i d a l  te n d en c ie s ,  d e 
pressive m anifesta tions, and  so on. N o  m ore  
th an  10 o r  15 m inutes  should  be utilized for 
this  purpose.

An exam p le  of how R orschach  cards can 
help reveal underly ing  im pulses  not b ro ug h t  
out by regu la r  in terv iewing m ethods is il lus
tra ted  in a  severely depressed m an  w ith  a con
trolled, obsessional charac te r  w hose passivity 
and  inabili ty  to express aggression resulted  in 
o thers  tak ing  advan tage  of h im  at w o rk  an d  in 
his m arr iag e .  W h e n  questioned abou t  feelings 
of hostility o r  aggression, he denied these with 
some pride. T h e  following w ere  his responses 
to the R orschach  C ards.

1. T w o  th in g s  flying a t  each o the r .
2. S o m eth in g  sa i ling  in to  som eth ing .
3. T w o  figures p u l l in g  s o m e th in g  a p a r t ;  tw o

ad u l t s  p u l l ing  tw o  in fan ts  a p a r t .
4. A n im a l s ’ fur  sp re a d  out .  X - r a y  (d ro p s card)
5. F ly ing  insect,  surg ica l  i n s t ru m e n t ,  forcepts .
6. A n im a l  o r  insect split  a n d  f la t tened  out.
7. X - r a y  f lu o ro s c o p e  o f  e m b r y o ;  a d o le s c e n t s

look ing  a t  each o th e r  w i th  th e i r  h a i r  w h ip p in g  u p  in 
the wind.

8. T w o  a n im a ls  c l im b ing  a tree ,  on e  on each
side; fem ale  o rg a n s  in all  of these  cards.

9. F o u n ta in  th a t  goes u p  a n d  sp i l l ing  blood.
10. U n d e r w a t e r  scene,  fish s w im m in g ,  crabs ,  I n 

side of a w o m a n ’s body.



GENERAL OUTLINE OF SHORT-TERM THERAPY 39

T h e  conflicts re lated  to aggression and  being 
torn  a p a r t  so a p p a re n t  in the responses became 
a p r incipal therapeu tic  focus and  b rought forth 
his repressed anger  at his mother.

Select the Symptoms, Behavioral 
Difficulties, or Conflicts that You 
Feel are Most Amenable for 
Improvement

T h e  selection w ith  the pa tien t  of an  im p o r 
tan t p rob lem  a rea  or a d is tu rb ing  sym ptom  on 
which to w ork  is for the  purp ose  of avoiding 
excursions into regions tha t ,  while p e rhap s  
challenging, will d ilute a m eaningful effort. 
T h u s ,  w hen  you have decided on w h a t  to con
centrate ,  inqu ire  of the pa t ien t  if in his opinion 
these are  w h a t  he w ould  like to e lim ina te  or 
ch an g e .  A g re e m e n t  is im p o r t a n t  t h a t  th is  
chosen area  is significant to the  pa tien t and 
w orthy  of concentra ted  a ttention . If the pa tien t 
com plains tha t  the selection is too limited, he is 
assured tha t  it is best to move one step at a 
time. C on tro l l ing  a simple si tua t ion  or a llev ia t
ing a sym ptom  will he lp  s treng then  the p e r 
sonality, and  perm it more extensive progress.

T h u s  the focal difficulty a ro u n d  which th e r 
apy  is o rganized m ay be depression, anxiety , 
tension, or somatic m anifesta tions of tension. It 
m ay  be a s i tua t ional p rec ip ita ting  factor or a 
crisis tha t  has  imposed itself. It m ay  be a  dis
tu rb in g  p a tte rn  o r  some learned  ab e rra t ion .  It 
m ay  be a pervasive difficulty in re la ting  o r  in 
functioning. O r  it m ay  be a conflict of which 
the patient is aw a re  or only part ia l ly  aw are .

O nce  agreem ent is reached on the a rea  of 
focus, the therap is t  m ay  succinctly sum  up 
w h a t  is to be done.

Th.  N o w  th a t  we have  decided to  focus on the 
p rob lem  \designate]  th a t  upse ts  you, w h a t  we 
will do is t ry  to u n d e r s ta n d  w h a t  it is all 
a bou t ,  how  it s ta r ted ,  w h a t  it m eans ,  w h y  it 
continues .  T h e n  w e ’ll es tab l ish  a p lan  to do 
s om e th ing  a bou t  it.

E xam ple  /. A sym p tom atic  focus

Th.  I get the  im pre ss ion  th a t  w h a t  bo th e rs  you 
most  is tens ion  a n d  anx ie ty  th a t  m a k e s  it h a rd  
for you to get  a long.  Is it y o u r  feeling th a t  we 
shou ld  w o rk  to w a rd  e l im in a t in g  these?

P t .  Yes. Yes,  if I could  get rid of  feeling so upse t ,  I 
w ou ld  be m o re  h a p p y .  I ’m so i r r i tab le  and  

j u m p y  a b o u t  every th ing .

E xam ple  2. A focus on a p rec ip ita tin g  event

Th.  W h a t  you a re  co m p la in in g  most  a b o u t  is a 
sense of hopelessness a n d  d ep ress ion .  If we 
focused on these an d  w o rk ed  to w a rd  e l im in a t 

ing th em ,  w ou ld  you ag ree?
P t .  I shou ld  say so, bu t  I w ou ld  also like to see 

h o w  I could  im prove  my m a r r ia g e .  I t ’s been 
go ing  dow n h i l l  fast. T h e  last  fight  I had  with  
my h u s b a n d  w as  th e  limit.

Th.  W ell ,  s u p p o s e  w e  take  u p  the  p ro b lem s  you a re  
h av in g  w i th  y o u r  h u s b a n d  a n d  see how  these 
a r e  connected  w i th  yo u r  sym ptom s .

P t .  I w ou ld  like tha t ,  doctor .

E xam ple  3. A dynam ic focus
W h enev er  possible the the rap is t  should  a t 

tem pt to link the p a t i e n t ’s sym ptom s and  com 
p la in ts  to u nderly ing  factors, the connections 
w ith  w hich the pa t ien t  m ay  be only dimly 
aw are .  C arefu l ly  phrased  in te rp re ta t ions  will 
be required .  It m ay  not be possible to detect 
basic conflicts in the first in terview, only sec
o n dary  o r  derivative conflicts being ap p a ren t .  
M oreover ,  the pa tien t m ay  not have given the 
therap is t  all the  facts due  to resistance, guilt,  
or anxiety. O r  facts m ay  be defensively dis
torted. It is often helpful (with the perm iss ion  
of the pa tien t)  to interview, if possible, the 
spouse or a n o th e r  individual w ith  w h o m  the 
pa tien t  is re lated  after the  first o r  second in te r 
view. T h e  su pp lem en ta ry  d a ta  ob ta ined  may 
c o m p le te ly  c h a n g e  th e  in i t ia l  h y p o th e t ic a l  
assum ptions  gleaned from the m ateria l  exclu
sively revealed by the pa tient.

Nevertheless,  some invaluab le  observations 
m ay be m ade  from the historical d a ta  and  in 
terview m ater ia l  tha t  will lend themselves to 
in te rp re ta t io n  for defining a focus. T h u s  a p a 
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tient presenting  great inferiority prob lem s and 
repetitive difficulties in w ork  s i tua t ions w ith  
supervisors, w ho  as a child fought b itterly  with 
an older sibling, was told the following: “ It is 
possible tha t  your present anxie ty  w hile  re 
lated to how you get a long w ith  your  boss 
touches off troubles y o u ’ve carr ied  a ro u n d  w ith  
you for a long time. You told me you alw ays 
felt inferior to your  bro ther .  In m any  cases this 
sense of inferiority continues to bo ther  a p e r 
son in relation to all kinds of new older 
brothers.  It w o u ld n ’t be mysterious if this w ere 
h app en in g  to you. W h a t  do you th in k ? ” T h is  
com m ent s tarted  off a p roductive series of 
reminiscences rega rd in g  his experiences w ith  
his bro ther ,  a  focus on w hich resulted in con
siderable  u n ders tan d ing  and  betterm ent of his 
cu rren t  re lationships.

As has been indicated, m ore fundam enta l  
nuclear conflicts m ay  be revealed in later 
sessions (for exam ple , in the above pa tien t an 
almost classical oedipal conflict existed), espe
cially w hen  transference and  resistance m a n 
ifest themselves.

Define the Precipitating Events

It is essential tha t  we identify clearly the 
precip ita ting  factors tha t  led to the p a t i e n t ’s 
present upset or w hy the  pa tien t cam e to t r e a t 
ment at this time.

Th.  It seems as if you w ere  m a n a g in g  to get a long  
w i th o u t  t roub le  until  your  d a u g h te r  told you 
a b o u t  the  affa ir  she is hav ing  w ith  th is  m arr ied  
m an .  D o  you believe this s ta r ted  you off on the 
d ow nslide?

Pt. D octor ,  I c a n ’t tell you the shock this w as  to 
me. J a n i e  w as  such an  ideal child an d  never 
w as  a bit of a p rob lem . A nd  then  th is  th ing  
h a p p e n e d  S h e ’s com plete ly  changed ,  a n d  I 
c a n ' t  u n d e rs ta n d  it.

Sometimes the events a re  obscured or denied 
b ecause  the  p a t i e n t  has  an  in v es tm e n t  in 
susta in ing  s i tua t ional ir r i tan ts  even w hile  he 
seeks to escape from their  effects. Involvement

in a n  u n sa t i s f a c to ry  r e l a t i o n s h ip  w i th  a 
d is tu rbed  o r  re jecting person from w hich  the 
pa t ien t  cannot ex tr ica te  him self  is an  exam ple. 
It m ay  be necessary to encourage continu ing  
conversation a bo u t  a suspected precip itan t,  
asking pointed  quest ions in the effort to help 
the  pa t ien t  see the re la tionsh ip  between his 
sym ptom s and  w h a t  he m ay have considered 
u nre la ted  noxious events. Should  the  patient 
fail to m ake  the connections, the  therap is t  m ay  
spell these out, asking pe r t in en t  questions tha t  
m ay  help the  p a tien t  g rasp  the  association.

Evolve a Working Hypothesis

After the first session the therap is t  should 
have gathered  enough  d a ta  from the present 
and  past  h is tory, from any  d ream s th a t  are 
revealed, and  from the general a t t i tude  and  be
hav ior  of the  pa tien t  to p u t  together  some 
fo rm ula t ion  abou t  w h a t  is going on. T h is  is 
p resented  to the pa tien t in simple language, 
em ploying  concepts with  w hich the  pa t ien t  has 
som e fa m i l ia r i ty .  T h i s  f o r m u la t io n  sh o u ld  
never be couched in d ismal term s to avoid 
a la rm in g  the  pa tient.  R a th e r  a concise, re 
s tra ined , optimistic  picture  m ay  be pa in ted  
m ak in g  this contingent on the  p a t i e n t ’s cooper
a tion  w ith  the th erapeu tic  p lan .  Aspects of the 
h y p o th e s is  sh o u ld  idea l ly  b ra c k e t  th e  im 
m edia te  p rec ip ita ting  agencies w ith  w h a t  has 
gone on before in the life his tory  and ,  if possi
ble, how the p a t i e n t ’s personali ty  s t ruc tu re  has 
influenced the  w ay tha t  he has reacted to the 
p rec ip ita ting  events.

A w o m an  experiencing  a severe anxie ty  a t 
tack revealed the  p rec ip ita ting  incident of dis
covering her h u s b a n d ’s m ar i ta l  infidelity. As 
she discussed this, she disclosed the painful 
episode of he r  f a th e r ’s ab an d o n in g  her  m othe r  
for an o th e r  w om an.

Th.  Is it poss ib le  th a t  you a r e  a f ra id  y o u r  h u sb a n d  
will do to you w h a t  yo u r  f a th e r  did  to your  
m o th e r?

Pt. (b rea k in g  o u t in tears) O h ,  i t ’s so te r r ib le .  I 
som e tim es  th ink  I c a n ’t s tand  it.
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Th.  S ta n d  his leaving you o r  the  fact th a t  he had  
an  affa ir?

Pt. If it could end r igh t  now ,  I m ean  if he w ou ld  
stop ,  it (pause).

Th.  You w ould  forget w h a t  h ad  h a p p e n e d ?
Pt. p a u s e )  Yes— Yes.
Th.  H o w  you han d le  yourse lf  will d e te rm in e  w h a t  

hap p en s .  You can see th a t  y o u r  p resen t  upset  
is p ro b a b ly  l inked w ith  w h a t  h a p p e n e d  in your  
ho m e  w h e n  you w ere  a  child. W o u ld  you tell 
me a bou t  your  love life w i th  y o u r  h u sb a n d ?

T h e  focus on the rapy  w as thereafter  con
cerned w ith  the qua l i ty  of her re la tionsh ip  
with  her  husband .  T h e re  w ere evidences tha t 
the pa tient herself p rom oted  w h a t  inw ard ly  
she believed w as an  inevitable aband on m e n t .

T h e  therap is t  in m ak ing  a tentative th ru s t  at 
the dynamics of a p rob lem  should  present it in 
simple term s th a t  the pa tien t  can unders tand .  
T h e  explana tion  should not be so dogmatic ,  
however, as to preclude a revision of the h y 
pothesis at a la te r  date, should fu r th e r  elicited 
m ateria l dem and  this.  T h e  patient m ay  be 
asked how he feels about w h a t  the therap is t  
has said. If he is hazy abou t the  content,  his 
confusion is explored and  clarification con
tinued.

For  exam ple , a pa tient w ith  m ig ra ine  is 
presented w ith  the hypothesis tha t  ang e r  is 
w h a t  is creating  his sym ptom . T h e  pa tien t 
then makes a connection w ith  past resen tm ents  
and  the denial defenses tha t  he erected, which 
apparen t ly  are  still operative in the present.

Th.  Y o u r  headaches  a re  a g rea t  p ro b lem  obviously 
since they  block you in your  w ork .  O u r  a im  is 
to he lp  reduce  o r  e l im ina te  them . F ro m  w h a t  
you tell me, they  s ta r ted  w ay  back p ro b ab ly  in 
your  ch ildhood .  T h e y  a re  a p p a r e n t ly  connected  
w ith  cer ta in  em otions.  F o r  ex am p le ,  upset  feel
ings a n d  t e n s io n s  a r e  o f ten  a b as is  for 
headaches,  but  the re  m ay  be o th e r  th ings  too,  
like resen tm ents .  W h a t  w e  will  do is exp lore  
w h a t  goes on in your  em ot ions  to see w hat  
c o n n e c t io n s  w e  c a n  c o m e  u p  w i th .  O f te n  
re sen tm en ts  one has  in the p resen t  a r e  the 
result  of  s i tua t ions  s im ila r  to t ro u b le s  a person 
had in childhood.

Pt. I h a d  g re a t  p a in s  a n d  t ro u b le  f igh ting  for my 
r igh ts  w h e n  I w a s  sm a l l— a bossy m o th e r  an d  
fa the r  w h o  d i d n ’t care. I guess I f inally  gave 
up.

Th.  D id  you give u p  t ry in g  to  ad jus t  a t  ho m e  or 
w o rk ?

Pt. N o t  exactly . But  f ighting  never  gets a n y 
w heres .  People  j u s t  d o n ’t listen.

Make a Tentative Diagnosis

Despite  the  fact th a t  o u r  cu rren t  nosological 
systems leave m uch to be desired, it m ay  be 
necessary to fit the pa tien t into  some diagnostic 
scheme if for no o ther  reason  th an  to satisfy in 
s t itu tional regu la tions  and  insu rance  re q u i re 
ments. T h e re  is a tem pta t ion ,  of course, to 
coord inate  d iagnosis w ith  accepted labels for 
which  re im b u rsem en t  will be m ade. T h i s  is 
u n fo r tu n a te  since it tends to limit flexibility 
and  to invalidate  uti liz ing case records for p u r 
poses of statistical research. Even though  clini
cal diagnosis bears  litt le re la tionsh ip  to p re 
ferred the rapeu tic  techniques in some syn
drom es, in o th e r  syndrom es it m ay  be helpful 
to w a r d  in s t i tu t in g  a r a t io n a l  p r o g r a m  
(W olberg , 1977, pp . 6, 6 2 -6 3 ,  41 0 -4 1 8 ) .

Convey the Need for the Patient's 
Active Participation in the 
Therapeutic Process

M a n y  patien ts ,  accustomed to dealing  with 
medical doctors, expect the therap is t  to p re 
scribe a fo rm ula  o r  give advice th a t  will o p e r 
ate  au tom atica lly  to pa ll ia te  the  prob lem . An 
exp lana t ion  of w h a t  will be expected of the p a 
tient is in order .
Th.  T h e r e  is no m agic  a b o u t  ge t t in g  wel l. T h e  way 

w e  can best accom plish  o u r  goals  is to w ork  
tog e th e r  as  a p a r tn e r s h ip  team . I w a n t  you to 
tell me all the  im p o r ta n t  th in g s  th a t  a re  going 
on w ith  you an d  I will t ry  to he lp  you u n d e r 
s ta n d  them . W h a t  we w a n t  to do is to develop 
new , h e a l th ie r  p a t te rn s .  M y  j o b  is to see w h a t  
is b locking you f rom  ach iev ing  th is  objective by
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po in t in g  o u t  some th ings  th a t  have  an d  a re  still 
blocking you. Y o u r  j o b  is to act to pu t  into 
p ract ice  new  p a t te rn s  w e  decide a re  necessary, 
you te l l ing me a b o u t  your  exper iences  an d  feel
ings. P sy ch o th e rap y  is like l e a rn in g  a  new  la n 
guage.  T h e  le a rn e r  is the  one  w h o  m ust  p r a c 
tice the  language .  If  th e  teache r  did  all the 
ta lk ing ,  th e  s tude n t  w ould  never  be ab le  to 
ca r ry  on a conversa tion .  So r e m e m b e r  you a re  
go ing to have  to ca r ry  the  ball,  w i th  m y help  of 
course.

Make a Verbal Contract With The 
Patient

T h e re  should be an agreem ent rega rd ing  the 
frequency of appo in tm en ts ,  the  n u m b er  of 
sessions, and  the  te rm ina t ion  date.

E xam ple  7. W here L im ita tion  o f  the 
N u m ber o f  Sessions is D eem ed  N ecessary in 
A dvance

Th.  W e  a re  go ing  to have a to tal  of 12 sessions. In 
tha t  t ime we should  have m a d e  an  im pac t  on 
your  anx ie ty  a n d  depress ion .  N o w ,  le t ’s con
sult  the  ca lendar .  W e  will t e rm in a te  th e ra p y  
on O c to b e r  9, a n d  I ’ll m a rk  it do w n  here. C a n  
you also m a k e  a note  of  it?

P t .  W il l  12 sessions be e n o u g h ?
Th.  Yes. T h e  least  it could do is to  get you on the 

ro ad  to rea l ly  w o rk in g  out  the p rob lem .
P t .  W h a t  h a p p e n s  if I ’m not be t ter?
Th.  You a re  a n  intel l igent  person  an d  the re  is no 

reason  w h y  you sh o u ld n ’t be be t te r  in tha t  
t ime.

Should the therap is t  dally  and  com prom ise  
his confidence in the  p a t i e n t ’s capacity  to get 
well, the pa tien t may in advance cancel the 
te rm ina tion  in his ow n m ind  in favor of an 
indeterm inate  fu ture  one.

E xam ple 2. When the T erm ination  D a te  is 
L eft Open

Th.  It is h a rd  to es t im ate  how  m a n y  sessions we 
will r eq u i re .  I like to keep th e m  below 20. So 
let us begin on th e  basis of tw ice a  week.

Pt. A n y th in g  you say,  doctor .  If m o re  a r e  neces
sa ry ,  O K .

Th.  It is rea l ly  best to keep the  n u m b e r  of  sess ions 
as  low as possible  to avoid g e t t ing  dep en d en t  
on  them . So w e ’ll p lay  it by ear .

Pt. T h a t ’s fine.

T h e  a p p o in tm e n t  times m ay then be set and  
the  fee discussed.

Utilize Whatever Techniques are 
Best Suited to Help the Patient 
with Immediate Problems

Follow ing  the  in itial in terview, techniques 
th a t  are  acceptable  to the pa tien t ,  and  th a t  are  
w ith in  the t ra in in g  range  an d  competence of 
the  therap is t ,  a re  im plem ented , bearing  in 
m ind  the need for activity an d  flexibility. T h e  
te c h n iq u e s  m a y  in c lu d e  s u p p o r t iv e ,  e d u c a 
tional,  and  psychoanalytically  oriented  in te r 
ventions and  a  host of ad junctive devices, such 
as psychotropic  drugs , hypnosis,  biofeedback, 
behavioral and  g roup  approaches ,  and  so on, 
in w hatever  com bina tions  a re  necessary to 
sa t isfy  the  p a t i e n t ’s im m e d ia te  a n d  fu tu r e  
needs. An exp lan a t ion  m ay be given the  p a 
tient about w h a t  will be done.

Th.  At th e  s ta r t ,  I bel ieve it w ou ld  be helpful  to 
r educe  yo u r  tension.  T h i s  shou ld  be beneficial 
to you in m a n y  ways. O n e  of the  best w ays  of 
d o ing  this is by t each in g  you som e re lax in g  e x 
ercises. W h a t  I w ou ld  like to do for you is to 
m a k e  a  re lax in g  casette  tape .  D o  you have a 
casette  ta p e  reco rd e r?

Pt. N o , I h a v e n ’t.
Th.  You can  buy  one q u i te  inexpensively .  H o w  do 

you feel a b o u t  this?
Pt. It  sounds  g reat .
Th.  O K . O f  course,  the re  a r e  o th e r  th in g s  w e  will 

do, bu t  th is  shou ld  help  us get  off to a  good 
sta rt .

M a n y  therap is ts  practic ing  dynam ic  sh o r t 
te rm  th e rap y  ask the ir  pa tien ts  to reveal any 
d ream s tha t  occur d u r ing  therapy .  Som e p a 
tients insist tha t  they ra re ly  o r  never d re a m  or
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if they do, th a t  they do not rem em ber  the ir  
d reams.

Th.  It is im p o r ta n t  to m en t io n  an y  d r e a m s  th a t  
com e to you.

Pt. I c a n ’t get hold of them . T h e y  slip  aw ay .
Th.  O n e  th ing  you can  do is, w h e n  you re t ire ,  tell 

yourse lf  you will r e m e m b e r  yo u r  d ream s.
Pt. W h a t  if I c a n ’t r em em b er .
Th.  K eep  a pad  of p a p e r  an d  a pencil  n e a r  the  

head  of your  bed. W h e n  you a w a k e n  ask  y o u r 
self if you d re a m t .  T h e n  w r i te  th e  d r e a m  
d ow n .  Also, if you w a k e  u p  d u r in g  th e  n ight .

Study the Patient's Reaction and 
Defense Patterns

T h e  uti lization of any  technique  or s tra-  
tegem  will set in to  m o t io n  re a c t io n s  a n d  
defenses th a t  a re  grist for the  th erapeu tic  mill. 
T h e  patient will display a  range  of p a t te rn s  
th a t  you can study. T h i s  will perm it  a d r a 
matic dem ons tra t ion  of the p a t ie n t’s defenses 
and  resistances in actual opera t ion  ra th e r  th an  
as theories. T h e  p a t ie n t’s d ream s and  fantasies 
will often reveal m ore than  his actions or ver
balizations, and  he should continually  be en 
couraged to ta lk  about these. T h e  skill of the 
therap is t  in w ork ing  w ith  an d  in te rp re t ing  the 
p a t i e n t ’s s in g u la r  p a t t e r n s  w ill  d e te r m in e  
w h e th e r  these  w ill  be in te g ra te d  o r  will  
genera te  fu r the r  resistance. G enera lly ,  a com 
passionate, tentative type of in te rp re ta t io n  is 
best, sp r inkling  it if possible w ith  a  casual 
light hum oro us  att itude. A pa t ien t  w ho  w an ted  
hypnosis to control sm oking ap pea red  restless 
du r ing  induction:

Th.  I noticed th a t  w h e n  I asked you to lean back in 
the  cha ir  a n d  t ry  r e lax in g  to m y  suggestions,  
you w ere  q u i te  uneasy  a n d  kep t  on  open in g  
your  eyes. W h a t  w ere  you th in k in g  ab o u t?

Pt. (em o tio n a lly )  M y  h e a r t  s ta r ted  bea t ing .  I w as 
a fra id  I c o u ld n ’t do it. W h a t  y o u ’d th in k  of 
me. T h a t  I ’d fail. I guess I ’m a f ra id  of doctors.  
M y  h u sb a n d  is t ry in g  to  get m e  to see a g yne 
cologist.

Th.  But you kept open in g  yo u r  eyes.

Pt. (pause)  You k n o w ,  doctor ,  I ’m  a f ra id  of  losing 

con tro l ,  of  w h a t  m ig h t  com e out. I guess I 
d o n ’t t ru s t  anybody .

Th.  A fra id  of  w h a t  w ou ld  h a p p e n  here ,  of  w h a t  I 
m ig h t  do if you sh u t  you r  eyes? (sm ilin g )

Pt. (la u g h in g )  I guess so. Silly. B ut  th e  th o u g h t  
c am e to m e  a b o u t  s o m e th in g  sexual .

While the Focus at all Times is on 
the Present, be Sensitive to How 
Present Patterns Have Roots in the 
Past

E x am in in g  how  the p a t ien t  w as rea red  and 
the  re la tionsh ip  w ith  pa ren ts  and  siblings is 
par t icu la r ly  revealing. An a t tem p t is made 
to  e s ta b l i sh  p a t t e r n s  t h a t  have  o p e ra t e d  
th ro u g h o u t  the  p a t i e n t ’s life of w hich  the c u r 
ren t stress s i tua t ion  is an  im m edia te  m anifes ta
tion. T h is  d a ta  is for the  th e r a p is t ’s ow n con
sum ption  and  should not be too exhaustive, 
since the  pa t ien t  if encouraged  to explore  the 
past  m ay  go on endlessly, and  there  is no time 
for this.  At a p rop itious  m om ent,  w hen  the  p a 
tient a p p ea rs  to have some aw areness  of con
nections of his past w ith  his present,  a p ro p e r  
in te rp re ta t io n  m ay be made. At th a t  tim e a  re 
la t ionsh ip  m ay  be cited between genetic de
te rm inan ts ,  the exis ting personali ty  patterns,  
and  the  sym ptom s and  com pla in ts  for which 
th e rap y  w as  orig inal ly  sought.

Watch for Transference Reactions

T h e  im m edia te  reach ing  for help  encourages 
projection onto  the  the rap is t  of positive feelings 
and  att i tudes re lated  to an  idealized au thor ity  
figure. T h ese  should  not be in te rp re ted  or in 
any  w ay discouraged since they act in the in 
terest of a lleviating  tension an d  sup po r t in g  the 
placebo element. O n  the o ther  h an d ,  a  negative  
transference reac tion should  be dealt w ith  
rap id ly  and  sym pathet ica l ly  since it will in te r 
fere w ith  the  therap eu tic  alliance.

Th.  [n o tin g  th e  p a tie n t 's  h e s ita n t sp e e c h ] You seem 
to be upse t  a b o u t  som e th ing .
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Pt. W h y ,  sh o u ld  I be upse t?
Th.  You m igh t  be if I did so m e th in g  you d i d n ’t 

like.

P t .  (pause)  N o — I ’m af ra id ,  j u s t  a f ra id  I ’m not d o 
ing w h a t  I shou ld .  I ’ve been he re  six t im es  and  
I still have  tha t  pan icky  feeling f rom  t im e  to 
time. D o  o th e r  p a t ien ts  do bet ter?

Th.  You seem to be c o m p a r in g  yourse lf  to my o the r  
pa t ien ts .

P t .  I— I— I guess so. T h e  young  m a n  th a t  cam e 
before  me. H e  seems so self-confident an d  
cheerful. I guess I felt inferior ,  th a t  you w ould  
find fault w i th  me.

Th.  D o  you th in k  I like h im  be t te r  th a n  I do you? 
Pt. W ell ,  w o u ld n ’t you,  if he  w a s  do in g  better  

t h a n  I w as?
Th.  T h a t ’s in teres t ing .  T e l l  me more.
P t .  I ’ve been th a t  w ay .  M y  p a re n ts ,  I felt, p r e 

ferred  my older  b ro th e r .  H e  a lw ay s  cam e 
in on  top. T h e y  w ere  p ro u d  o f  his accom pl ish 
m en ts  in school.

Th.  So in a w ay  you feel I should  be ac t ing  like 
yo u r  paren ts .

Pt. I c a n ’t he lp  feeling th a t  way.
Th.  D o n ’t you th in k  th is  is a p a t t e rn  th a t  is really  

se lf-defeating? W e  o u g h t  to ex p lo re  th is  more. 
Pt. (e m o tio n a lly ) W ell ,  I rea lly  th o u g h t  today  you 

w e re  go ing  to send me to a n o th e r  doctor  be
cause  you w ere  sick of me.

Th.  A ctually ,  the  t h o u g h t  never  occu rred  to  me to 
do tha t .  But  I ’m glad  you b ro u g h t  th is  m a t te r  
ou t  because  w e  will  be ab le  to exp lo re  some of 
your  in n e rm o s t  fears abou t  h o w  people  feel 
a b o u t  you.

Examine Possible 
Countertransference Feelings

If you notice persistent ir r itabil ity ,  boredom , 
anger ,  ex trao rd in a ry  in terest in o r  a tt rac t ion  to 
any  patien t,  ask yourself w h e the r  such feelings 
and  att i tudes do not call for self-examination. 
T h e i r  con tinuance  will a lm ost certa inly lead to 
interference w ith  a good w ork ing  rela tionship . 
F o r  exam ple, a therap is t  is trea ting  an u n s ta 
ble m id d le -ag ed  fem ale  p a t i e n t  w h o m  he 
regards  as a p lum pish ,  sloppy biddy w ho sticks 
her  nose into o the r  peop le ’s affairs. H e  tr ies to 
m a in ta in  an  im part ia l  therapeu tic  stance, but

periodically  he finds himself scolding he r  and 
feeling annoyed  and  enraged. H e  is a lw ays 
relieved as the  session h o u r  comes to an end. 
H e  recognizes th a t  his reactions a re  coun- 
te r therapeu tic ,  and  he asks himself if they are  
really  justified. T h e  image of his ow n m other  
then comes to his m ind , and  he realizes th a t  he 
h ad  m an y  of the  sam e feelings of exaspera tion ,  
d ispleasure, and  disgust w ith  his ow n paren t .  
Recognizing th a t  he m ay  be tran sfe r r in g  in 
p a r t  some of these a tt i tudes  to his pa tien t  
whose physical ap pea ran ce  and  m a n n e r  r e 
m ind  h im  of his m other ,  he is better  able to 
m a in ta in  objectivity. Should  self analysis, h o w 
ever, fail to h a lt  his an im osi ty ,  he m ay  decide 
to send the p a tien t  to an o th e r  therap is t .

Constantly Look for Resistances 
That Threaten to Block Progress

O bstruc tions  to successful th e rap eu tic  ses
sions a re  n u r tu re d  by misconceptions about 
th e rap y ,  lack of motivation , needs to m a in ta in  
certa in  benefits th a t  accrue from o n e ’s illness, 
and  a host of o ther  sources, conscious and  
unconscious. W h e re  resistances are  too s tu b 
born  to budge readily  o r  w here  they o pera te  
w ith  lit tle aw areness  th a t  they exist,  the  few 
sessions assigned to sho r t- te rm  the rap y  m ay 
not suffice to resolve them . O n e  w ay  of dealing  
w ith  resistances once they a re  recognized is to 
b r ing  them  out openly  in a n oncondem ning  
m ann er .  T h i s  can be done by s ta ting  th a t  the 
pa t ien t  m ay  if he desires hold on to them  as 
defenses, but if this  is so, he m us t suffer the 
consequences. A f rank  discussion of w hy  the 
resistances have value for the  pa tien t  and  the ir  
effects on his t re a tm en t  is in order .  A no th e r  
techn ique  is to an tic ipa te  resistances from the 
p a t i e n t ’s past  modes of a d a p ta t io n ,  d ream s,  
and  the like, p resen ting  the  pa t ien t  w ith  the 
possibility of the ir  a p p e a ran ce  and  w h a t  could 
be done abou t th em  should they app ea r .  T h e  
th e r a p i s t  sh o u ld  w a tc h  for  m i n im u m  a p 
pearances  of resistance, how ever m ino r  they 
m a y  be, t h a t  w ill  serve  as  p sy ch o lo g ica l
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obstructions. M ere ly  bring ing  these to the  a t 
tention of the  pa tient m ay  rap id ly  dissipate 
them.

P t .  I d i d n ’t w a n t  to  come here.  L as t  t im e  I h a d  a 
te r r ib ly  severe  headache .  I felt d izzy  in the 
h ead ,  (pause)

Th.  I w o n d e r  why. D id  an y th in g  h a p p e n  h e re  th a t  
upse t  you; did I do a n y th in g  to  upse t  you?

P t .  N o ,  i t ’s funny  b u t  i t ’s s o m e th in g  I c a n ’t u n d e r 
stand .  I w a n t  to come here ,  a n d  I d o n ’t. I t ’s 
like I ’m afra id .

Th.  A fraid?
P t .  (Pause; p a tie n t  f lu sh e s .)  I c a n ’t u n d e r s ta n d  it. 

People  a re  a lw ays  t ry in g  to  chan g e  me. As far  
back as I can  r e m e m b e r ,  at  hom e ,  at  school. 

Th.  And you resent  th e i r  t ry in g  to chan g e  you.
P t .  Yes. I feel they  c a n ’t leave me alone.
Th.  P e rh a p s  you feel I ’m try in g  to chan g e  you.
P t .  (a ngrily) A r e n ’t you?
Th.  O n ly  if you  w a n t  to change.  In  w h a t  w ay  do 

you w a n t  to change,  if a t  al l?
P t .  I w a n t  to get r id  of  my h eadaches ,  an d  

stom achaches ,  a n d  all the  rest of  my aches.
Th.  P .t you d o n ’t w a n t  to chan g e  to do this.
P t .  W ell ,  doctor ,  th is i sn ’t t rue .  I w a n t  to change  

the  w ay  I  w a n t  to.
Th.  A re  you su re  the w ay  yo u  w a n t  to chan g e  will 

he lp  you get  r id  of  your  sy m p to m s ?
P t .  But t h a t ’s w h y  I ’m com ing  he re  so you will  tell 

me.
Th.  But you resen t  my m a k in g  suggestions to  you 

because som e how  you p u t  m e  in  th e  class of 
everybody else w h o  you bel ieve w a n t s  to take  
yo u r  independence  aw ay .  A n d  then  you show  
resis tance  to  w h a t  I a m  try in g  to do.

P t .  (laughs) I s n ’t th a t  silly, I rea l ly  do t ru s t  you. 
Th.  T h e n  supp o s in g  w h e n  you begin  to feel you 

a re  being d o m in a ted  you tell me, so w e  can 
ta lk  it ou t .  I rea l ly  w a n t  to  he lp  you a n d  not  
d o m in a te  you.

P t .  T h a n k  you, doctor ,  I do feel be tter .

Give the Patient Homework

Involve the pa tient w ith  an  ass ignm ent to 
w ork  on how  his sym ptom s are  re lated  to h a p 
penings in his env ironm ent ,  to a tt i tudes, to 
fallacies in th ink ing , to d is tu rbed  in te rpersona l 
re lationships,  or to conflicts w ith in  himself.

Even a bit of insight m ay  be a saving grace. As 
soon as feasible, moreover, ask the  pa t ien t  to 
review his idea of the  evolution of his p rob lem  
and  w h a t  he can  do to contro l o r  regu la te  the 
c ircum stances th a t  reinforce the  p rob lem  or 
alleviate his sym ptom s. Practice  schedules m ay  
be agreed on tow ard  opposing  the si tua t ions or 
tendencies th a t  req u i re  control. T h e  pa tien t 
may  be enjo ined to keep a  log rega rd ing  in 
cidents th a t  exaggera te  his difficulties and  
w h a t  the p a t ien t  has  done to avoid o r  resolve 
such incidents . T h e  pa tien t m ay  also be given 
some cues rega rd ing  how  he m ay  w o rk  on 
him self  to reverse some basic destructive p e r 
sonality  p a t te rn s  th rou gh  such m easures  as 
acqu ir ing  m ore  u nd ers tan d in g  and  insight,  re 
w a rd in g  h im self  for positive actions, self-hyp
nosis,  and  so on. T h e se  tactics m ay  be pursued  
both d u r ing  th e rapy  and  following th e rap y  by 
oneself.

F o r  exam ple , the  following suggestion was 
m ade  to a p a t ien t  w ho cam e to th e rap y  for 
he lp  to aba te  m igra ine  attacks:

Th.  W h a t  m ay  he lp  you is u n d e r s t a n d in g  w h a t  
t r igge rs  off yo u r  head ac h es  a n d  m ak es  th em  
w orse .  S u p p o s in g  you keep  a  d ia ry  a n d  jo t  
d o w n  th e  f requency  of  y o u r  h eadaches .  Every- 
t im e  you get  a  h e a d a c h e  w r i t e  d o w n  the  
day  an d  t im e.  Even m o re  im p o r ta n t ,  w ri te  
d o w n  th e  events  th a t  im m ed ia te ly  p receded  the 
o n s e t  o f  t h e  h e a d a c h e  o r  t h e  f ee l in g s  o r  
th o u g h ts  you h a d  th a t  b r o u g h t  it on. If a 
he a d a c h e  is s topped  by a n y th in g  th a t  has  h a p 
pen ed ,  o r  by a n y th in g  you th in k  a b o u t  or  
f igure  ou t ,  w r i te  th a t  d o w n ,  a n d  b r in g  your  
d ia ry  w h e n  you com e h e re  so we can  ta lk  
a b o u t  w h a t  has  h a p p e n e d .

Keep Accenting the Termination 
Date if O ne was Given the Patient

In  p rep a r in g  the  pa tien t for te rm in a t ion  of 
the rapy ,  the  ca len dar  m ay  be referred  to pr io r  
to the  last th ree  sessions and  the  pa tien t 
rem inded  of the  date. In some p a tien ts  this  will 
activate separa tion  anxie ty  and  negative trans-
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ference. Such responses will necessitate  active 
in te rp re ta tion  of the p a t i e n t ’s past dependency 
and  fears of au tonom y. Evidences of past reac
tions to separa tion  m ay help  the pa tien t ac
q u ire  an u n ders tan d ing  of the u nd erp inn in gs  
of present reactions. T h e  therap is t  should  ex
pect a recrudescence of the p a t i e n t ’s sym ptom s 
as a  defense agains t  being on his ow n  and  as 
an  appeal for con tinu ing  trea tm ent.  T h ese  
manifestations are  dealt w ith  by fu r ther  in te r 
p re ta tion . D o not p rom ise  to con tinue  th e rapy  
even if the pa t ien t  predicts failure .

P t .  I kn o w  w e ’re supposed  to have  only  o n e  m ore  
session. B ut  I get scared not  h av ing  you 
a ro u n d .

Th.  O n e  of o u r  a im s  is to m a k e  you s t ro n g e r  so 
you w o n ’t need a  c ru tch .  You kn o w  enough  
a b o u t  yourse lf  n o w  to take  som e steps on  your  
ow n.  T h i s  is p a r t  of ge t t ing  well. So I w a n t  
you to give yourse lf  a chance .

M a n y  patien ts  will resent te rm ina t ion  of 
th e rap y  after the designated n u m b er  of sessions 
have ended. At the middle point of therapy ,  
therefore, the therap is t  m ay  bring  up  this 
possibility. T h e  therap is t  should search for in 
cidents in the past w here  separa tions  have 
created u n to w ard  reactions in the pa tient.  I n 
d iv id u a ls  w h o  w e re  s e p a r a te d  fro m  th e i r  
p aren ts  at an early  age, w ho  h ad  school 
phobias produced  by inabili ty  to b reak  ties 
w ith  the m other ,  and  w ho  are  excessively de
pendent a re  part icu la r ly  vulnerab le  and  a p t  to 
respond to te rm ina t ion  w ith  anxiety, fear, 
anger,  and  depression. T h e  te rm ina tion  proc
ess here  m ay  constitute  a p r im e  focus in th e r 
apy  and  a m eans  of en hanc ing  individuation.

Th.  W e  have five m o re  sessions, as  you know , and  
then  w e will  te rm ina te .

P t .  I rea l ize  it, bu t  I a lw ays  have t ro u b le  b reak in g  
aw ay .  M y  wife ca lls me a  ho lder -oner .

Th.  Yes, t h a t ’s exactly  w h a t  we w a n t  to avoid, the 
dependency .  You a r e  likely to resen t  end ing  
t r e a tm e n t  for th a t  reason .  W h a t  do you th in k ?  

P t .  (la u g h in g ) I ’ll t ry  not  to.
Th.  W ell ,  keep  th in k in g  a b o u t  it an d  if you have 

a n y  bad react ions  le t ’s ta lk  a b o u t  it. I t ’s im p o r 
tan t  no t  to  m a k e  t r e a tm e n t  a  w ay  of  life. By

the  end  of  the  five sessions, you shou ld  be ab le  
to  c a r ry  on.

P t .  B ut  su p p o s in g  I d o n ’t m ake  i t?
Th.  T h e r e  you go, see, a n t i c ip a t in g  fai lure .  T h i s  is 

a g e s tu re  to hold on.
P t .  W el l ,  doctor ,  I k n o w  you a r e  r igh t .  I ’ll keep 

w o rk in g  on  it.

Terminate Therapy on the Agreed- 
upon Date

W h ile  some therap is ts  do not consider it 
wise to invite the  pa t ien t  w ho  has progressed 
satisfactorily to re tu rn ,  o thers  find it a  helpful 
and  reassu ring  aid for most pa tien ts  to do so at 
the final session. I genera lly  tell the  pa t ien t  to 
w ri te  to me som etim e to let me know  th ings 
a re  coming along. In the event p rob lem s d e 
velop th a t  one canno t m anag e  by oneself,  the 
pa t ien t  should call for an  ap p o in tm en t .  R are ly  
is th is  invita tion abused  and  if the pa tien t does 
re tu rn  (which is not too com m on in my ex p e r i
ence) the  difficulty can be rap id ly  handled , 
even tua ting  in re in forcem ent of o n e ’s u n d e r 
standing.

Th.  T h i s  is, as you k n o w ,  o u r  last sess ion. I w a n t  
you n o w  to t ry  th ings  o u t  on your  o w n .  K eep  
p rac t ic ing  th e  th ings  1 t a u g h t  y o u — th e  r e l a x a 
tion  exercises \w h ere  these  h a ve  been used], 
th e  f ig u r in g  ou t  w h a t  b r ings  on  yo u r  sym ptom s 
a n d  takes th e m  a w a y ,  a n d  so fo rth .  You should  
co n t in u e  to  get be tter .  B ut  se tbacks m ay  occur  
f rom  t im e  to t ime. D o n ’t let th a t  upse t  you. 
T h a t ’s n o rm a l  a n d  y o u ’ll get over th e  setback. 
In fact, it m a y  he lp  you f igure  ou t  be t te r  w h a t  
yo u r  s y m p to m s  a re  all a b o u t .  N o w ,  if in the  
fu tu re  you f ind you need a  li t t le  m o re  help ,  
d o n ’t h es i ta te  to  call me a n d  I ’ll t ry  to a r r a n g e  
an  a p p o in tm e n t .

Actually  relatively few pa tien ts  will take 
advantage  of this invita tion, bu t  they will feel 
reassured  to go out on the i r  ow n  k now ing  they 
will not be abandoned .  Should  they r e tu rn  for 
an ap p o in tm en t ,  only a  few sessions will be 
needed to bring  the  pa tien t to  an  eq u i l ib r ium  
and  to he lp  learn  abou t  w h a t  p roduced  the  re 
lapse.
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Stress the Need for Continuing 
Work on Oneself

T h e  m atte r  of con tinu ing  w o rk  on oneself 
after te rm ina tion  is very m uch underes tim ated . 
Patien ts  will usually  re tu rn  to an  env ironm ent 
tha t  continues to sponsor m aladap tive  reac
tions. T h e  pa tien t  will need some constant 
rem in der  tha t  old neurotic p a t te rn s  la tently  
aw ait  revival and  tha t  he must a lert h im self  to 
signals of their  aw akening . In my pract ice  I 
have found tha t  m aking  a re lax ing  tap e  (a 
technique detailed in C h a p te r  15) sprinkled  
with positive suggestions of an  ego-building 
n a tu re  serves the in terest of continued g row th .  
In the event the pa tien t has  done well w ith  
hom ew ork  d u r ing  the active the rap y  period, 
the sam e processes m ay  continue. Ins ti tu tion  of 
a  p ro p e r  philosophical outlook m ay also be in 
o rder  p r io r  to discharge. Such att i tudes m ay  be 
encouraged as the need to isolate the past from 
the present,  the rea liza tion  tha t  a certa in  
am o un t of tension and  anxie ty  are  no rm al ,  the 
need to adjust to hand icaps  and  realistic i r re 
mediable conditions, the urgency to w o rk  at 
correcting rem ediab le  e lem ents  in o n e ’s envi
ronm ent,  the recognition of the  forces tha t  t r ig 
ger off o n e ’s p roblem s and  the im portance  of 
rectifying these, and  the w isdom  of stopping  
regrett ing  the past  and of avoiding an tic ipa t ing  
disaster in the future. It m ust be recognized 
th a t  while the im m edia te  accom plishm ents  of 
sho r t- te rm  th e rap y  m ay be modest, the con
tinued applica tion  of the m ethods the  pa tient 
has learned dur ing  his th e rap y  will help bring  
about more substantia l changes.

Arrange for Further Treatment if
Necessary

T h e  question may be asked regard ing  w ha t  
to do with the patien t w ho at te rm ina t ion  
shows little or no im provem ent.  C e r ta in  p a 

tients will req u i re  long- term  therapy .  In this 
reference there  are  some pa tien ts  w ho  will 
need help  for a p rolonged period  of time; some 
requ ire  only an  occasional contact the re 
m a ind er  of the i r  lives. T h e  contact does not 
have  to be intensive or frequent.  Persons w ith  
an  ex trem e dependency  c h a rac te r  d isorder,  
borderline  cases, and  schizophrenics  often do 
well w ith  short visits (15 to 20  m inutes) every 
2 weeks o r  longer. T h e  idea th a t  a supportive  
person  is available  m ay  be all th a t  the pa tien t 
dem and s  to keep h im  in homeostasis. In t rod uc
ing the pa tien t into a g rou p  m ay  also be h e lp 
ful, m ultip le  transferences d ilu ting  the  hostile 
transference th a t  so often occurs in individual 
therapy .  A social g rou p  m ay  even suffice to 
provide the  pa t ien t  w ith  some m eans of a 
h u m a n  rela tionsh ip . Some p a tien ts  will need 
referral to a n o th e r  therap is t  w ho  specializes in 
a different technique , for exam ple , to someone 
w ho  does biofeedback, o r  behavioral therapy ,  
or an o th e r  modality .

T h. N o w , w e h a v e  c o m p le te d  th e  n u m b e r  of 
sessions w e ag reed  on. H o w  do you feel abo u t 
m a tte rs  no w ?

P t .  B e tte r , d o c to r, bu t no t w ell. I still have  m y in 
so m n ia  an d  feel d isco u rag ed  an d  dep ressed .

T h. T h a t  sh o u ld  get b e tte r  as tim e  goes on . 1 
sh o u ld  like to  have  you c o n tin u e  w ith  m e in a 
g ro u p .

P t .  Y ou m ean  w ith  o th e r  p e o p le ’ I ’ve h ea rd  o f it. 
It scares m e, but I ’d like to do it.

W h e re  the patien t  is to be referred  to 
a n o th e r  therap is t ,  he m ay  be told:

Th. Y ou have go tten  a c e rta in  a m o u n t o f he lp  in 
com ing  h e re , b u t th e  k ind  of p ro b lem s you 
have w ill be h e lped  m o re  by a  specia list w ho 
dea ls  w ith  such p ro b lem s. I have  som eone in 
m in d  fo r you w ho  I believe w ill be ab le  to help  
you. If you ag ree , I sha ll te lep h o n e  h im  to 
m ak e  su re  he h as tim e for you.

P t .  I ’d like th a t .  W h o  is th e  d o c to r?
T h. D r _________ If he h a s n ’t tim e. I ’ll get som eone

else.
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Conclusion

T w en ty  opera t ions  are  recom m ended  for an 
effective dynam ically  o riented  shor t- te rm  th e r 
apy p rogram . T h e y  consist of (1) establishing a 
rap id  positive w ork ing  re la tionsh ip  ( th e ra 
pe u tic  a l l ia n c e ) ,  (2) d e a l in g  w i th  in i t ia l  
resistances, (3) ga th e r in g  historical da ta ,  (4) 
selecting a focus for the rapy ,  (5) defining 
precip ita ting  events , (6) evolving a w ork ing  
hypothesis, (7) m ak ing  a tentative diagnosis, 
(8) conveying the need for the  p a t ie n t’s active 
part ic ipation  in the therapeu tic  process, (9) 
m ak ing  a verbal contract,  (10) uti liz ing a p p ro 
p ria te  techniques in an  active and  flexible 
m a n n e r ,  (11) s tu d y in g  th e  r e a c t io n s  an d  
defenses of the pa tien t to the techniques being 
employed, (12) re la ting  presen t-day  p a t te rn s  to 
pa tte rn s  tha t  have operated  th ro ug ho u t  the  p a 
t ie n t’s life, (13) w atch ing  for transference reac
tions, (14) ex am in ing  possible c o u n te r t r an s 
ference  feelings, (15) a le r t i n g  on ese l f  to 
resistances, (16) assigning hom ew ork ,  (17) ac 
centing the te rm ina t ion  date, (18) te rm ina t ing  
therapy ,  (19) assigning continu ing  self-help 
activities, and  (20) a r r a n g in g  for fu r the r  t r e a t 
m ent if necessary.

T hese  opera t ions  m ay be utilized in toto or 
in p a r t  by therap is ts  w ho  can adap t them  to 
their  styles of w orking. Irrespective of the 
oretical persuasion, there  are a n u m b er  of 
areas  of general agreem ent am ong  different 
professionals p ractic ing  shor t- te rm  therapy :

1. T im e . T h e  m ost f req u e n tly  d es ig n a ted  n u m b er 
of sessions ran g e  from  3 to 6 for crisis in te rv en tio n , 
from  6 to 12 for su p p o rtiv e -ed u ca tio n a l a p p ro ach es , 
an d  from  12 to 20 for m ore ex tensive  p sy c h o th e rap y

a lo n g  d y n a m ic  lines. T h e se  m ay be  crow ded  in to  a 
sp a n  of a few w eeks, o r  th ey  m ay  be d is tr ib u te d  over 
a n u m b e r  of m o n th s. Som e th e ra p is ts  p re fe r to see 
th e ir  p a tie n ts  on  a  on ce-a -w eek  basis; o th e rs  find 
tw ice  a  w eek th e  o p tim a l freq u en cy . In som e cases 
40  to 50 sessions a re  still co n sid ered  accep tab le  for 
sh o r t- te rm  coverage. T im e  lim its  a re  o ften  set in 
ad v an ce  w ith  th e  p a tie n t.

2. Selec tion  o f  cases. Ali ty p es o f p ro b lem s of
a c u te  an d  ch ro n ic  d u ra tio n  a re  consid ered  su itab le . 
E ven p a tie n ts  w ith  se rio u s p sy c h o p a th o lo g y  a re  c a n 
d id a te s . Som e th e ra p is ts  w ho  confine  them se lves to 
d y n am ic  sh o r t- te rm  th e ra p y  believe selection  o f a p 
p ro p r ia te  p a tie n ts  is m a n d a to ry .

3. G oals. R e co n stru c tiv e  ch an g es  a re  deem ed  not
on ly  d e s ira b le  b u t a lso  o b ta in a b le  in su ita b le  p a 
tien ts , espec ia lly  w ith  th e  use  of d y n am ic  a p 
p ro ach es , p ro v id ed  th e re  ex is ts  p ro p e r  m o tiv a tio n  
a n d  c o n cu rren ce  o f reco n stru c tiv e  objectives on the  
p a r ts  of p a tie n t an d  th e ra p is t.

4. D eg ree  o f  th era p is t a c tiv ity . A re la tiv e ly  h igh
d egree  of ac tiv ity  is g en e ra lly  p re fe rred .

5. F ocus o f  th era p y . A re s tr ic tio n  of focus to a
zo n e  ag reed  on by p a tie n t an d  th e ra p is t  is im p o r
ta n t ,  if no t e ssen tia l. If a n u c le a r  conflic t is id e n tifia 
ble an d  th e  p a tie n t does no t defensively  avo id  it too 
m u ch , its co n s id e ra tio n  as a  focus is d es ira b le  in d y 
n am ica lly  o rien ted  ap p ro a c h e s . C o n s id e red  sign ifi
c an t a re  tran sfe ren ce  p h e n o m e n a , w h ich  in som e 
system s m ay  occupy  a position  o f  c e n tra l im p o r
tan ce .

6. T ech n iq u es . T h e  full ra n g e  o f eclectic su p p o r
tive, e d u c a tio n a l, an d  reco n stru c tiv e  tech n iq u es a re  
used  in c lu d in g , in d y n am ic  a p p ro a c h e s , tra d itio n a l 
a n a ly tic  tech n iq u es  of tra n sfe re n c e  an a ly s is , in te r 
p re ta tio n  of re s is tan ce , d re a m  an d  fan tasy  e x p lo ra 
tio n , an d  th e  re la tin g  o f tran sfe ren ce  to genetic  d e 
te rm in a n ts .



CHAPTER 5

The Initial Interview
A. Common Questions

T h e  initial interview is p e rh aps  the most 
vital of all sessions since in its conduct rests the 
fate of the th erapeu tic  a ll iance and ,  even more 
im portan tly ,  the  eventuality  of w he th e r  or not 
the patient will re tu rn  for fu r the r  t rea tm en t .  
H o w  much time should ideally be spent on h is
tory tak ing? Should  the interview be largely 
diagnostic or therapeu tic?  W h a t  degree of con
frontation  can safely be em ployed? T h ese  and  
m a n y  o th e r  q u e s t io n s  c h a l le n g e  the  i n t e r 
viewer. In the present ch ap te r  some of the 
points m entioned in the last chap te r  will be ex
pounded  by presen ting  relevant quest ions (and 
answ ers) b rough t up  in teaching and  su p e r 
visory sessions w ith  therap is ts  of different 
theoretical persuasions.

W o u l d  y o u  c o n s i d e r  t h e  f i r s t  s e s s io n  
th e r a p e u t i c  o r  d iagnos tic?

W hile  the initial in terview is conducted for 
the purpose  of assessing the presen ting  p ro b 
lem and  p lan n in g  trea tm en t  strategy, it should 
be m anaged so tha t  it registers a constructive 
impact on the patient.  It must be stressed tha t  
a sizable n u m b er  of patients ,  especially those 
tha t  come to o u tpa t ien t  clinics, do not re tu rn  
for a second interview. Fo llow -up  studies show 
tha t the  initial interview can have a definite 
therapeutic  effect and  may even s tar t  the p a 
tient on the road  to recovery. T h e  therap is t ,  
therefore, should assume th a t  the first in te r 
view will be the only o p p o r tu n i ty  to w ork  with 
the patient and  thus tha t  enough  w ork  m ust be 
done so tha t  the pa tien t can leave the session 
w ith  something positive to g rap p le  onto. T h e  
initial interview should be conducted in such a 
w ay  as to give the pa tien t a better idea about

his underly ing  p rob lem  and  an  assay of w hat 
he can do to he lp  himself.  N a tu ra l ly ,  most p a 
tients will re tu rn  for m ore sessions unless the 
therap is t  has failed to incite the i r  confidence or 
h a s  c o m m it te d  se r io u s  e r r o r s  in a p p r o a c h  
(detachm ent,  beli tt l ing att i tudes, fr ightening 
the pa tien t w ith  depth  in te rp re ta tions ,  hos
tili ty, etc.).

H o w  th o r o u g h  s h o u ld  h i s to ry  ta k in g  be in 
th e  in i t i a l  in te rv ie w ?

D u r in g  the  initial in terview exhaustive, r i 
tualistic tak ing  of a his tory is unnecessary. All 
th a t  is requ ired  is the g a the r ing  of sufficient in 
form ation  to allow  for t r e a tm e n t  p lan n in g  and  
p e rh a p s  for the  m ak ing  of a tentative d iag 
nosis. In la te r  sessions one m ay  fill in this 
skeletal ou tl ine  of his tory. M o r e  in form ation  
will be revealed as the pa t ien t  gains confidence 
in the  therap is t .

In  a p p r a i s in g  th e  d e g re e  o f  th e  p a t i e n t ’s 
m a la d j u s tm e n t  at th e  in i t ia l  in t e r v ie w ,  
a re  th e re  a n y  c r i t e r i a  th a t  can  be  a p p l i e d ?

T h e re  a re  a n u m b er  of ad jus tm en t  scales 
th a t  a re  in use, none of w hich  is perfect. It is 
helpful to view the present difficulty against 
the backdrop  of previous m a ladap ta t ion s ,  p a r 
t icular ly  those d u r ing  childhood. T h e  da ta  
here  is not entire ly  definitive since the  patient 
could, in spite of a d isorgan ized  early  life h is
tory, still make a reasonable  adu lt  ad jus tm en t 
u n der  p rop i tious  circumstances. T h e  second 
item one m ay consider is the  qua li ty  of the 
present personal re la tionships ,  the ad jus tm ent 
to o n e ’s m ar ita l  p a r tn e r  and  children, the ex
tent of creativity, and  the values tha t  m old  be
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havior. T h i rd ,  one may es tim ate the degree of 
anxiety  tha t  is manifest or th a t  expresses itself 
in term s of such sym ptom s as depression and 
psychosomatic manifestations.

A fourth  possibility is to exam ine  the  n a tu re  
of defenses against anxiety, for instance, their  
ability to contain  the anxiety  and  the effect 
tha t  they have on the to tal functioning. Fifth, 
we ponder the extent of adap ta t ion a l  collapse. 
H ere  even though  the pa tient seems to be m a k 
ing a good ad jus tm ent,  we m ust ask at w hat 
expense. T h u s ,  a detached person m ay show 
on the surface a fairly good adjus tm ent.  C o n 
sequently, it is essential to estim ate how  tru ly  
adequa te  this is in te rm s of w ha t  is h app en ing  
to the individual as a whole. H e  may be escap
ing anxie ty  and  w ork ing  adequate ly  only by 
the tactic of isolating himself from people. O r  a 
dependent person may be functioning solely by 
a ttach ing  himself to a paren ta l  figure. T h e  
kind of ad ap ta t io n  helps us to de term ine  the 
degree of suppor t  tha t  will be required  at the 
s tart of t rea tm en t ,  the am o u n t  of part ic ipa tion  
one m ay expect from the  pa tien t  and  how  ac
tive the therap is t  should be in the re lationship .

Is it ad v isab le  to s p e n d  m o r e  t im e  o n  th e  
in i t ia l  in te r v ie w  th a n  o n  o th e r  sessions?

If possible, yes. So much has to be done d u r 
ing the first in terview tha t  the usual 45 o r  50 
minutes of time allotted for a session m ay be 
insufficient. E x tend ing  the time, however, may 
not be practically  possible. Hence, tw o sessions 
m ay be necessary in some cases to accomplish 
all essential tasks. An experienced interviewer, 
h o w ev er ,  m ay  r e q u i r e  no m o re  th a n  one 
session.

Is it im p o s s ib le  to w o rk  w i th  a n  u n m o t i 
v a te d  p a t ie n t ,  a n d  i f  so, can  y o u  give 
so m e  e x a m p le s  o f  h o w  th is  can  be  d o n e ?

It is not at all impossible provided one deals 
w ith  w ha t  is behind the  lack of motivation. T o  
do this the therap is t  may try to retrieve un ex 
pressed or unconscious emotions tha t  are  ac t
ing, or will act, as resistances to therapy . Such

emotions underl ie  the  p a t ie n t’s manifest be
havior. V ery  frequently  these em otions cannot 
be expressed in words, and  the  therap is t  will 
have to m ake  assum ptions  th ro ug h  observation 
of the p a t i e n t ’s behavior. F o r  instance, in the 
event tha t  a de l inquen t  boy is referred  for th e r 
apy, the boy m ay  sulk in his chair ,  fidget, be 
evasive, a n sw er  in a d isa rm ing  m an n e r ,  ex
press dis interest , or  show negativism. T h e  
therap is t  m ay  gain  the im pression from observ
ing the att i tudes of the boy th a t  the  boy resents 
being at the  interview. H e ,  therefore, m ight 
say to the boy, “ You p robab ly  resent coming 
h e re ,”  o r  “ P robab ly  you feel th a t  you ought 
not to have come h e re ,”  or “ I can unders tan d  
th a t  you feel k ind  of m ad  abou t this s i tu a t io n .” 
Such a rem ark  cuts into the  emotion of th e  boy 
and  m ay enable  h im  to perceive tha t  his feel
ings are  unders tood.

A no th e r  exam ple  is th a t  of a w o m a n  re 
ferred by a social agency on the basis th a t  the 
agency believes she is suffering from an em o
tional p rob lem  for w hich  she should  get help. 
Even if she is not yet p rep a red  to receive this 
help, she m ay still a p p e a r  for th e rapy  in o rder  
to appease  the casew orker o r  as a m eans 
th ro ug h  w hich she can gain fu r ther  aid  from 
th e  agency .  H e r  m o t iv a t io n ,  c o n se q u e n t ly ,  
would  be to give as little inform ation  as possi
ble about herself  o r  to be as evasive as she can 
w ithou t  offending. U n d e r  these circumstances, 
once the  therap is t  realizes w h a t  is going on, he 
might say the following:

T h .  I can  very w ell see th a t  you w ould  feel re se n t
ful o r u n co m fo rtab le  ab o u t com ing  here . Y ou 
p ro b ab ly  do no t feel th a t  it is necessary  and  
m ig h t believe th a t  you cou ld  very  easily  do 
w ith o u t th e ra p y . I do n o t b lam e you for feeling  
th is  w ay  in asm u c h  as you d id no t rea lly  com e 
to  th e  agency  in o rd e r  to  seek he lp  fo r an  em o 
tio n a l p rob lem .

T h is  exp lana t ion  p robab ly  w ould  re lax  the 
w o m an  considerably, since she w ould  sense in 
the therap is t  a sym pathetic  person. She might 
then begin to express her  feelings abo u t  the



THE INITIAL INTERVIEW: COM M ON QUESTIONS 51

agency and at the end be w ill ing  to ta lk  about 
herself and  her problems.

A common p rob lem  is provided by the  p a 
tient w ho views psycho therapy  in the  same 
light as consulting an internist.  T h e  pa tien t  
tells the doctor about d is tu rb ing  sym ptom s, 
and  the doctor prescribes a remedy. T h e  p a 
tient, consequently, will b om bard  the therap is t  
w ith  a flood of sym ptom s and  complain ts  with 
the hope th a t  everything will then be taken  
care of in some mysterious way. T h e  pa tien t  
really has no m eans of u nd ers tan d ing  w h a t  is 
supposed to go on in th e rap y  o the r  than  
th rough  experiences w ith  previous health  ven
dors. T h e  disadvantage  w ith  such an  a tt i tude  
is th a t  once the  pa tien t has  e labora ted  the 
p roblem , responsibili ty  for it is transfered  to 
the therap is t  and  a cure  will be expected. 
Should the therap is t  become aw are  of this  a t 
titude, he m ay offer this  in te rp re ta tion :

T h .  It is u n d e rs ta n d a b le  th a t  you have  suffered  so 
long th a t  you feel it is im possib le  for you to  do 
a n y th in g  ab o u t y o u r p ro b lem  yourself. It is 
n a tu ra l  for you to w a n t som ebody  to step  in 
a n d  do for you w h a t you h a v e n ’t been ab le  to 
do for yourself. B ut you an d  I have  to  w o rk  
to g e th e r  as a team . I sha ll h e lp  you to u n d e r 
s ta n d  w h a t is h a p p e n in g  to  you, an d  you 
w ill find th a t  you can  do m an y  constru c tiv e  
th in g s  for yourself. T o g e th e r  w e sh ou ld  m ake 
p rog ress.

T h e  patient w ith  a psychosomatic p rob lem  
is often unconvinced tha t  his physical sym ptom  
is or can be emotionally  determ ined . T h e  best 
w ay  of losing such a pa tien t  is to insist th a t  his 
p rob lem  is psychological. Since the pa tient 
m ay, at least tem porar ily ,  need his sym ptom , 
the therap is t  is wise at the s tart of th e rap y  to 
allow the pa t ien t  to re ta in  the idea of its or- 
ganicity. H e  m ay  inform the pa tien t  th a t  any 
sym ptom , even an  organ ic  sym ptom , creates 
tension because of discomfort or pain . T h e  ten 
sion delays healing. W h a t  needs to be done is 
to reduce tension, and  this can st im ula te  the 
healing  process.  T each in g  the pa t ien t  simple 
re laxing methods and  allow ing  the pa t ien t  to

verbalize freely should  soon establish a th e r a 
peutic  a ll iance, and  th ro ug h  this the  pa tient 
m ay  be helped to come to grips w ith  his w o r
ries and  conflicts.

A final ex am ple  is provided by the  host of 
p a t i e n t s  w h o  a r e  s h e p a r d e d  in to  th e r a p y  
agains t  the ir  free will, such as court cases, 
spouses of com pla in ing  m ates,  persons collect
ing disability paym ents ,  an d  individuals de
r iv in g  s t ro n g  sec o n d a ry  g a in s  f ro m  th e i r  
sym ptom s th rou gh  avoiding h a rd  w ork , su p 
p ort ing  dependency  needs, and  gett ing  a t ten 
tion and  sym pathy .  Such pa t ien ts  cannot be 
forced to change. T h e  p r im a ry  task here, as in 
the case of the  psychosomatic  p a tien t ,  is to first 
establish a therapeu tic  alliance. N o h a rd -an d -  
fast rules can be given since each pa tien t  will 
r e q u i r e  in n o v a t iv e  s t r a te g e m s  d e s ig n ed  for 
the ir  special s i tuations. Patien ts  receiving d isa 
bil ity checks a re  p a r t icu la r ly  difficult to con
vince tha t  an y th in g  psychological keeps them  
from re tu rn in g  to work. O n e  tactic is never to 
im ply th a t  the pa tien t  is in any  w ay  psycho
logically m an u fac tu r ing  his sym ptom s because 
this  will obstruct the  establish ing of a  w ork ing  
rela tionsh ip . T h e  app roach  at first m ay, as 
in the psychosomatic  patien t,  be o rganized 
a ro u n d  tension reduction  to help  the patien t 
assuage suffering. As tension is lessened, the 
pa t ien t  will begin ta lk ing  m ore  abou t himself 
and  p e rh a p s  ab ou t  some family ad jus tm en t 
p roblem s. T h e  therap is t  m ay  soon be able  to 
inqu ire  about the  hopes, am bitions, and  goals 
of the  patient.  Q uestions m ay  be asked such as 
“ W h a t  w ould  you like to d o ? ” “ H o w  would 
you  like to feel?”  “ W h a t  do you enjoy m o s t?” 
V ery often w hen  the  pa tien t  realizes th a t  the 
therap is t  does not expect conformity  to s tan d 
ards  th a t  o thers  set for the pa tien t,  a th e r a 
peutic a ll iance will begin. Reflecting the p a 
t ie n t’s anger  w itho u t  condem ning  it helps con
vince the  p a tien t  th a t  he is not bad for feeling 
the  w ay  he does. H o w  the  pa t ien t  can go about 
fulfilling his ow n  goals is then  p lanned . An in 
teresting article on techniques of dealing  w ith  
such unm otiva ted  pa tien ts  has been w ri t ten  by 
S w anson  and  W oolson  (1973).
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If  a p a t ie n t  is r e f e r r e d  w h o  is u n p r e p a r e d  
f o r  t r e a t m e n t ,  h o w  d o e s  a c o u n s e l o r  
p r e p a r e  th e  p e r s o n  to  ac ce p t  r e f e r r a l  to a 
t h e ra p i s t  w h e n  th e re  is n o  in c e n t iv e  to 
r ec e iv e  h e lp ?

An exam ple  m ay il lus trate  the s i tuation . A 
college student is referred to a  counselor by her  
school advisor because she was becoming more 
and  m ore of a recluse, avoiding social activit ies 
and  even staying aw ay  from classes. O n  in te r 
view she is manifestly depressed. H ow ever ,  she 
has no desire for the rapy  and  no idea tha t  
there  is any th ing  w rong  w ith  the w ay  she is 
behaving. She insists ind ignantly  th a t  there  is 
n o th ing  w ro ng  w ith  he r  m ind . Because she 
refused to go ou t does not m ean  she needs a 
psychiatrist .  T h e  question is how  to get this 
girl to accept psychotherapy.

In hand ling  this  type of p roblem , the  first 
th ing  the counselor would  w an t  to do is es
tablish some sort of an  incentive for therapy . 
W ith o u t  this  incentive, it w ould  be useless to 
refer the pa tien t to a therap is t .  H o w  to create  
an incentive is the  case in point. O n e  w ay is to 
ask if she is completely satisfied w ith  her  
p resent-day life and  ad jus tm ent.  If  she says 
th a t  everything is going a long well, the  th e r a 
pist m ay  say: “ It is very gratify ing to feel tha t  
you a re  co m p le te ly  sa t is f ied ,  a n d  u n d e r 
s tandably  u n d e r  those circumstances, you will 
w an t  to do very little about yourself. T h e re  
may, however, be certa in  a reas  th a t  a re  not as 
p leasan t for you as you m ight w an t .  A re  you 
satisfied the w ay  everything is going in every 
a re a ? ” Should the  a d a m a n t  reply be tha t  
th ings now are  perfect,  the  therap is t  m ay  have 
no a lternative  th an  to b r ing  out the prevailing  
ad jus tm ent difficulties, such as staying aw ay 
from classes. At the end of the session the  still 
unconvinced s tudent is invited to re tu rn  at any  
time she feels she w an ts  to ta lk  th ings over.

O n  the  o ther  hand ,  the s tudent m ay  adm it 
tha t  while th ings are  not too bad, there  is the 
p rob lem  th a t  she does not seem to have the 
energy to go ou t w ith  boys though  she likes 
boys. T h e  counselor re torts : “ If you really 
have a desire to get m ore energy, it m ay  be

possible for you to rectify this. P e rh aps  there  
isn ’t any  desire to go ou t because there  are  
fears of exposing yourself to some sort of con
tac t .”  T h e  p a t ien t  m ay  th en  deny this vehe
mently.

If the counselor has gotten  the  s tuden t to 
ta lk  about herself, the chances are  she will ask 
for an o th e r  conference w ith  the  counselor. At 
the next visit she will p e rh a p s  say th a t  she has 
th ou gh t  the  m a t te r  over and  she does feel tha t  
p e rh ap s  she m igh t be concealing from herself 
reasons w h y  she does not w an t  to go out.  
U n d e r  these circumstances the  counselor m ay  
inform her th a t  there  a re  certa in  persons w ho  
specialize in h an d lin g  prob lem s of this  type. In 
the  past  p sychotherap is ts  w ere  looked u p o n  as 
people  w ho m inis tered  to only severe em o 
tional difficulties, bu t in recent years they have 
been han d lin g  both m ino r  and  m a jo r  prob lem s 
of no rm al  people; people w ho  could be m uch 
m ore  hap p y  w ith in  themselves and  m ore  effi
cient in the ir  w o rk  o r  studies w ith  some 
psychotherapeutic  help.

Before referring  a prospective pa t ien t  to a 
t h e r a p i s t  it w o u ld  be im p o r t a n t  fo r  th e  
counselor (1) to  establish the  existence of a 
definite p rob lem  for w hich help is needed, (2) 
to deal w ith  o r  to clarify w hatever  resistance 
th e r e  m ay  ex is t  t h a t  m a k e s  th e  p e rs o n  
re luc tan t to consult a therap is t ,  and  (3) to cor
rect any  exis ting misconceptions about psycho
therapy .  H o w  tru ly  m otivated  for t r e a tm e n t  
the pa t ien t  will be w h en  a the rap is t  is con
sulted will depend  on how  good a jo b  the 
counselor has done. But, gett ing  the p a t ien t  to 
a therap is t  is the first step.

Since  th e  p r e s e n c e  o f  e m p a t h y  is u s u a l ly  
m e n t io n e d  as th e  k e y n o te  to  a t h e r a p e u t i c  
a l l i a n c e ,  w h a t  h a p p e n s  i f  y o u  s im p ly  c a n 
n o t  e m p a th i z e  w i th  a p a r t i c u l a r  p a t ie n t?  
D o es  th is  m e a n  y o u  c a n n o t  t r e a t  th a t  p a 
t ie n t?

It often h a p p e n s  th a t  a  the rap is t  does not 
like the k ind  of h u m a n  being the  p a t ien t  is at 
the  tim e he presen ts  h im self  for t r ea tm en t ,  no r  
m ay  the  the rap is t  be able  to condone the  life



THE INITIAL INTERVIEW: COM M ON QUESTIONS 53

the pa tient has  led, no r  app rov e  of his  a t 
ti tudes, morals, values, o r  objectives. T h i s  does 
not m ean one cannot w o rk  w ith  the  pa tient.  
P roblem s develop w here  the therap is t  because 
of in to le ra n c e ,  is ho s t i le  o r  ju d g m e n ta l .  
P art icu lar ly  destructive to establishing a w o rk 
ing re lationship  is repetit ion by the  th e rap is t  of 
the same kind of a rb i t ra ry  and  d isapproving  
m a n n e r  displayed by o ther  au thor it ies  w ith  
w hom  the  pa t ien t  has  come into contact. T h e  
pa tien t  has  a lready  set up  defenses agains t  
these au thorit ies  th a t  will block his developing 
confidence in a therap is t  w h o m  he identifies 
w ith  past authorit ies.  If the the rap is t  can ex 
ercise control over impulses to verbalize d is ap 
proval, and  can avoid d isplaying criticism 
th r o u g h  facial ex p re s s io n s  a n d  g e s tu re s ,  
aspects of the  p a t i e n t ’s personali ty  will sooner 
o r  la ter  come th ro ug h  th a t  m ay  kindle w a rm  
feelings in the therap is t .  M a n y  pa tien ts  a t  the 
s tar t  often try  to test a  th e rap is t  by d isplaying 
anger  o r  by p resen ting  the most shocking or 
disagreeable aspects of themselves. If the  th e r a 
pist does not fall into this  tr ap ,  the  w ork in g  re 
la tionship  m ay very well develop even in the 
first session.

H o w  can  y o u  c o m m u n ic a te  e m p a th y ?
O ne  may show  interest in w h a t  the  pa tien t  

is saying by listening carefully, by asking 
proper  questions, and  by d isplaying a p p ro 
p r ia te  facial expressions. Sometim es c o m m u n i
cating w ha t  m us t be on the p a t i e n t ’s m ind 
from clues given, verbally  and  nonverbally ,  can 
be helpful.  T h e  therap is t  m ay  ask  himself, 
“ W h a t  goes on in the p a t i e n t ’s m ind  as he  sits 
there  ta lk in g?”  If one can p ene tra te  beyond 
the facade of the  p a t ie n t’s manifest verba l iza 
tions and  get to the core of w ha t  he m ay 
actually  be feeling, w h a t  fears, a n d  anxieties 
exist, one m ay m ake a strong  im press ion  on 
the patient.  W h e n  the p a tien t first comes to 
therapy ,  he is usually  qu i te  upset , fearful,  
angry , or frustra ted  and  he m ay an tic ipate  
counterhostility  or d isapproval.  T yp ica l  ideas 
tha t  occupy the p a t ie n t’s m in d  are  these: (1) 
T h is  is my last resort.  If  th is  do esn ’t w ork ,  I

m ight as well com m it suicide. (2) I feel de
graded  th a t  I have  finally had  to resort to psy
chiatr ic  help. (3) If anybody finds ou t about 
the  rea l  me, it will be too bad  for me. (4) I will 
p robab ly  be b lam ed, rejected o r  hated . (5) I feel 
foolish to come here. It is silly for me to th ink  I 
need help  for my m ind . (6) T h i s  m us t m ean  I 
a m  going insane.

T h e  therap is t  should  also countenance  w ha t  
m ay  be going on in the th e r a p is t ’s ow n  mind. 
T h e se  though ts  a re  very ra re ly  acknowledged, 
let alone faced. T h e y  involve all sorts of 
f o r m u la t io n s  su ch  as th e  fo l lo w ing :  (1) I 
w o n der  if I ’m  going to like this  pa tien t?  (2) I 
w o n der  if he is going to like me? (3) I w onder  
if I ’m  able  to he lp  this  pa t ien t  o r  w h e th e r  his 
k ind of p rob lem  is the  sort th a t  I can trea t?  (4) 
I w onder if he can pay  my fee and  how  am  I 
going to han d le  the s i tuation  in the  event tha t  
he is unab le  to afford t rea tm en t  w ith  me?

A ssum ing  one can han d le  o n e ’s ow n feel
ings, the th e rap is t  m ay  dip lom atica l ly  ask  the 
p a tien t  quest ions such as “ I w onder  if you are 
upset about com ing  h e re? ”  “ D o you have 
questions abou t  w h a t  I m igh t be th ink ing  
abou t you ?”  “ You m ay feel this  is the last 
re s o r t !” O th e r  quest ions and  com m ents  will be 
suggested by observing the  p a t i e n t ’s reactions 
and  read ing  between the lines of w h a t  the  p a 
tient is saying.

Is th e r e  a n y  w a y  o n e  ca n  e x p e d i te  e m 
p a th y  to w a r d  a p e r s o n  w h o  c o m e s  f r o m  a 
s o c io e c o n o m ic  g r o u p  w i th  w h ic h  a  t h e r a 
p is t  has  l i t t le  a ff in ity?

In  listening to a pa tien t w ho  belongs to a 
s t ra tu m  of society w ith  w hich  one is not too fa
m ilia r ,  one m ay  try  to u nd e rs tan d  the  ex
pressions and  idioms the  pa t ien t  employs and 
to utilize the sam e language forms so th a t  one 
can  com m unica te  on the  sam e wave length. 
O n e  m ay  also try  to find ou t  if the  destructive 
p a t te rn s  the p a t ien t  indulges are  those comm on 
to o r  condoned by the p a t i e n t ’s subcultu ra l  
g rou p ,  for exam p le  alcoholic excesses, d a n 
gerous d ru g  usage, o r  delinquency. It is neces
sary  to m ake  su re  at the  s tar t  th a t  one does not
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convey d isapproval o r  disgust at indulgences 
the pa tient m ay  consider norm al.  L a te r  on, 
w hen  a w ork ing  re la tionsh ip  exists w ith  the 
patient,  it may be possible to point out des truc
tive pa tte rn s  th a t  suppor t  the prob lem s for 
w hich  help is being sought. T h e  therap is t  m ay  
also keep asking himself,  especially w hen  the 
pa tien t comes from a d isadvantaged  group , 
how the therap is t  would feel and  w h a t  he 
would do if he had  to e n d u re  the intolerances 
and  abuses the patient w ent th rou gh  in the  p a 
t ie n t’s past life. W ou ld  he be any  different? 
T h e  therap is t  m ay  then better  be able to e m p a 
th ize w ith  the patient.

W h a t  do  y o u  d o  if  a p a t i e n t  t u r n s  o n  y o u  
an d  a t tacks y o u  v e r b a l ly  d u r i n g  th e  in i t i a l  
in te rv ie w ?

M a n y  patien ts  are  inw ard ly  very hostile 
w hen  they come to the in itial interview. T h e  
reasons for this vary. T h e  pa tien t m ay  r ig h t
fully resent w aiting  for an a p p o in tm en t ,  the 
rou tine  of a clinic, the fee to be payed, and  
o ther  facts of life. O r  hostility will stem from 
inner  sources not at all re la ted  to reality. T h e  
therap is t  must accept this hostility and  not act 
th rea tened  by it nor respond in any  adverse 
way. Hostility  should be handled  by bring ing  
it out in the open d u r in g  the interview, clarify
ing the reason for the d is tu rb ing  reality  s i tu a 
tion if one exists. O r  w here  hostil ity is not ex 
plicable, a  casual sta tem ent m ay  be m ade such 
as the  following:

T h .  It is u n d e rs ta n d a b le  th a t  you have  suffered  a 
g re a t deal from  y our p ro b lem . Peop le  w ho  suf
fer a g rea t deal often a re  re sen tfu l of th e  suffer
ing they  have  ex p erien ced  an d  th e  ineffective
ness of the  m easu res they  have  ad o p ted  to  gain  
h elp . Y ou m ay be an g ry  a t th e  fact th a t  you 
a re  ill, o r  because of w h a t h as h a p p e n e d  to 
you. M o st p eop le  do feel re sen tfu l of w h a t has 
h a p p e n e d  to th em . T h is  is u n d e rs ta n d a b le . It 
is n a tu ra l  no t to w a n t to  ta lk  ab o u t o n e ’s feel
ings of re se n tm e n t, too. T h e  reaso n  I am  te ll
ing  you th is  is th a t  it is possib le  you m ay  even 
feel an g ry  a t m e o r a t th e  c lin ic  as a re su lt. If 
you do, do n o t feel g u ilty  if you  ta lk  ab o u t it.

In  sp i te  o f  a l l  th e  e f fo rts  y o u  m a k e  to  be 
to l e r a n t ,  w h a t  d o  y o u  d o  i f  y o u  still  f in d  
y o u r s e l f  b e i n g  u n s y m p a t h e t i c ,  e v e n  
a c tu a l ly  d is l ik in g  th e  p a t ie n t?

If your feelings interfere w ith  your doing 
the rapy ,  simply transfer  the pa tien t to an o th e r  
therap is t .  But, in all p robab il i ty  the  pa tien t 
will leave you first.

H o w  w o u ld  y o u  sh o w  a p a t i e n t  y o u  a re  
t o l e r a n t  o f  b e h a v io r  a b o u t  w h ic h  th e  p a 
t ie n t  p e r s o n a l ly  is a s h a m e d  a n d  c a n n o t  o r  
w i l l  n o t  d o  m u c h  a b o u t?

Some pa tien ts  will expect you, p e rh aps  even 
w an t  you to d isapprove of the ir  behavior .  If 
you comply  w ith  this  wish, it m ay  tem pora r i ly  
be stabil iz ing  by furn ish ing  the  pa t ien t  w ith  an 
outside control. T h e  im provem en t,  however, 
will be short-lived as long as the  p a t ien t  h as  a 
stake in destructively acting  ou t pa tte rns .  T h e  
pa t ien t  will then  defy you o r  deceive you by 
p e rp e tua t in g  the  p a t te rn s  secretly at the  same 
time th a t  a n g e r  and  guil t accum ula te .  T h e  
th erapeu tic  a ll iance will, therefore,  suffer. T h e  
best w ay  to m an ag e  any  revelation of conduct 
about w hich  the  pa tien t seems guil ty  is to 
re m a rk  th a t  the  pa tien t a p p ea rs  to be guilty 
and  asham ed  of w h a t  he or she is doing. T h e  
following excerpts i l lus trate  how  I h an d led  two 
such cases:

P t .  I w a n t you to  know  th a t  I am  hom o sex u a l.
T h .  So w h a t?
P t .  (pause)  W e ll?
T h .  W ell w h a t?  Is th a t  w h a t you cam e to see me 

ab o u t?
P t .  N o , b u t h o w  do you feel ab o u t it?
T h .  Y ou m u st feel th a t  I d isa p p ro v e  o r  sh ou ld  

d isa p p ro v e .
P t .  D o n ’t you?
T h .  W h y  shou ld  I if i t ’s so m e th in g  you w a n t to do. 

Y ou to ld  m e th a t  you w ere  dep ressed  an d  
a n x io u s  a good deal o f th e  tim e. I s n ’t th a t  
w h a t you cam e to see m e a b o u t?

P t .  Y es, it is.
T h .  So le t ’s w o rk  at th a t .  N o w , if y o u r choice o f a 

sex u a l p a r tn e r  h a s  so m e th in g  to  do w ith  these 
sy m p to m s w e ’ll ta lk  ab o u t th a t .
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P t . [obviously  re lieved \ F in e , I knew  you w ere  

lib era l ab o u t these th ings.

A patient in her middle 60s came for help to 
relieve pain  following a breast am p u ta t io n  for 
cancer.

P t .  I have  to tell you, d o c to r (la u g h s) th a t  I hav e  a 
little  h a b it th a t I am  ash am ed  to tell you 
ab o u t.

T h .  A re you a fra id  of w h a t m y reac tio n  w ill be?
P t .  N o , I guess 1 d o n ’t like it m yself. I t ’s th a t 

w henever I go in to  a sto re , I lift-sn e ak  a  little  
th in g  in m y p u rse  o r bag.

T h .  H o w  do you feel ab o u t it?
P t .  I guess I do it for th e  ex c item en t. I u su a lly  

d o n ’t need th e  tr in k e t. I guess y o u ’d call it 
k lep to m an ia . I read  ab o u t it.

T h .  Y ou m ust d isa p p ro v e  of it, o r  d o e sn ’t it b o th e r  
you?

P t .  M y  h e a rt trem b le s for h o u rs  a f te rw a rd . W h a t 
if I ’m  cau g h t?  T h e  d isg race .

T h .  If it does b o th e r you en o u g h , w e o u g h t to take  
it u p  in o u r  ta lk s  here .

P t .  D o  you th in k  I can  get over th is  h a b it?  It 
s ta rte d  sh o rtly  a f te r  my h u sb a n d  d ied .

T h .  P e rh a p s  you felt dep rived . B ut if you rea lly  
w a n t to get over it, th a t ’s n in e - te n th s  o f th e  
b attle .

A re r e a so n s  fo r  se ek in g  h e l p  at th e  t im e  of  
c o m in g  fo r  h e l p  a go o d  th in g  to focus  o n?

H a rr i s  et al (1964) describe a 3-year project 
at the  Langley  Po r te r  N euro psych ia tr ic  I n 
s titute in San F rancisco  w here  a method  of up  
to seven sessions w as designed a ro u n d  the  focus 
of the factors th a t  enjoined the  pa tien t  to come 
to the clinic. T h e  questions explored w ere  w hy  
the pa tien t w as seeking he lp  a t this tim e  and  
w h a t  he or she expected ou t of the  contact w ith  
the clinic. T h is  ap p ro ach  served not only as a 
satisfactory in take  m ethod, bu t  also produced  a 
re tu rn  to adeq ua te  functioning in a significant 
n u m b e r  of patients .  F o r  the rem ain in g  p a tien ts  
the brief experience helped delineate  the  p ro b 
lem, clarified the  extent of motivation , and  
acted as p re p a ra t ion  for con tinu ing  help  or in 
tensive trea tm en t.  Focusing on the help-seeking 
factors is no th ing  new. Social-w ork agencies

have for m a n y  years  employed it in casew ork  on 
a sho r t- te rm  basis. S im ilar ly  some counseling 
appro aches  have opera ted  a ro u n d  a s im ila r  ex
posure  of the  im m edia te  com pla in t  factor. Both 
casew ork and  counseling  have  often su b s tan t i
ated im provem ent beyond the m ere  a lte ra t ion  of 
th e  e n v i r o n m e n ta l  d i s tu r b a n c e s  o r  sy m p -  
tomic upsets th a t  initia ted the consulta tions.

H o w  d o es  a th e r a p i s t  k n o w  w h e t h e r  h is  
a p p r a i s a l  o f  a c h o s e n  focus  is th e  c o r re c t  
o ne?

A th e ra p is t ’s ju d g m e n t  concern ing  existing 
core p rob lem s involves speculations th a t  are 
not a lw ays consistent w ith  w ha t  an o th e r  th e r a 
pist m ay  hypothesize. G iven the  sam e da ta ,  
different therap is ts  will vary  in w ha t  they con
sider is the most significant a rea  on w hich  to 
focus. In a sm all expe r im en t  th a t  I conducted 
th ree  experienced therap is ts  tra ined  in the 
sam e analytic  school witnessed the first two 
sessions c o n d u c te d  by a  fo u r th  co l le ag u e  
th ro ug h  a one-w ay  m irro r .  Each  th e rap is t  had  
a  som ew hat different idea of w h a t  m eaningful 
topic w as best on w hich to focus. In my 
opinion, such differences are  not significant be
cause m ultip le  prob lem s can exist and  these 
a r e  u su a l ly  i n t e r r e la te d .  E ven  w h e re  one  
s t r ik e s  the  p a t i e n t ’s co re  d if f icu l t ies  t a n -  
gentially , one m ay still register  an  im pac t  and  
sp u r  the pa tien t on to w ard  a better  ad ap ta t io n .  
After all , a reasonab ly  in telligent p a t ie n t  is 
capable  of m ak ing  connections and  even of cor
recting the m ispercep tions of a therap is t  w here  
a good w o rk ing  re la tionsh ip  exists and  the 
therap is t  does not respond to being criticized 
too dras tica lly  w ith  a display  of w ounded  n a r 
cissism. F ro m  a p ragm atic  s tandpo in t ,  the 
focus is an accura te  one if the  pa t ien t  responds 
positively to it.

C a n  a p e r s o n  get w e l l  w i th o u t  n e e d in g  to 
w o rk  o n  bas ic  n u c l e a r  conflic ts?

G etting  well em braces m an y  degrees of 
im provem ent.  M os t  people  m ak e  a fairly good 
adap ta t io n  w hile  re ta in ing  some aspects of
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the ir  deepest conflicts. In  shor t- te rm  the rapy  
we usually  deal w ith  secondary derivative con
flicts because of the  lack of time for dep th  
p rob ing  and  the w o rk in g - th ro ug h  of resistance. 
H ow ever ,  personali ty  changes can result over a 
period following th e rap y  if the  pa tien t con
sistently w orks on him self  and  his problems. 
A pparen t ly  nuclear  conflicts m ay  sometimes be 
influenced th ro u g h  resolution of th e i r  m a n i
festations in secondary  conflicts. H itchcock and  
M oo n e y  (1969), for exam ple ,  have w rit ten  
how  in m enta l  health  consultion dealing  w ith  
the  consultee’s work-ego function a lone can 
have a m ore th a n  superficial effect. D. Beck 
(1968) has also w rit ten  an in teresting  article 
accenting the  value of w ork ing  on derivative 
conflicts. In  m any  types of shor t- te rm  the rap y  
o pening  u p  a “ bag  of w o rm s ” th ro ug h  b lunt 
in te rp re ta tion  of a nuclear conflict m ay  create 
m ore  problem s than  it solves. T h e  therap is t  
m ust ju dg e  how ready  the  pa tien t is for an  in 
te rp re ta t io n — th a t  is, how  conscious the p a 
tient is of an exis ting conflict— before ex p lo r
ing it. W h e re  the  pa t ien t  has  such an  a w a re 
ness and  wishes to deal w ith  his conflict, there  
is no reason to avoid it.

S u p p o s e ,  in  e v o lv in g  a w o rk in g  h y p o t h e 
sis o f  th e  p r o b l e m ,  th a t  th e  th e r a p i s t  h a p 
p e n s  to b e  w ro n g .  W o u ld  it n o t  b e  b e t t e r  
to  w a it  u n t i l  m o r e  facts  a r e  a v a i la b le  
b e fo re  s p e c u la t in g  a b o u t  w h a t  is g o ing  
o n?

W h ile  the therap is t  will w an t  to develop a 
w ork in g  hypothesis of the prob lem , he must 
consider it tentative at best. N o t all of the  facts 
m ay  be available  d u r in g  the first few in te r 
views. Even if the therap is t  is w ro ng  or 
p art ia l ly  w ron g  in the initial analysis , he will 
be able to correct or modify his ideas la ter  on. 
If a connection w ith  personali ty  factors o r  in 
n e r  conflicts is not a p p a ren t  at the beginning, 
o r  if the pa tien t is not ready  to countenance  the 
im plications of such connections, in te rp re ta 
tions m ay be confined to the im m edia te  envi
ronm en ta l  p rec ip itan ts  while w aiting  for more 
d a ta  before linking these to underly ing  inner 
difficulties or m ore  obscure ex te rna l events.

H o w  w o u ld  y o u  a c c o u n t  fo r  th e  fact th a t  
e v e n  th o u g h  few  o r  n o  p s y c h o d y n a m ic s  
m a y  be a p p a r e n t  d u r i n g  th e  f irs t  i n t e r 
v ie w ,  th e  p a t i e n t  sti ll  m a y  e x p e r i e n c e  a 
g o o d  d e a l  o f  re l ie f?

T h e re  are  m any  reasons for this.  F irs t ,  the 
em p a th ic  u n d e rs tan d ing  of the  therap is t  e n a 
bles the pa tient to u n b u rd en  h im self  o r  herself 
in an  a tm osph ere  shorn  of b lam e and  au tho r -  
atat ive pressure. S im ply  relieving oneself of 
pa inful though ts  reduces tension. But m ore  im 
p o r tan t ly ,  p u t t in g  into w ords  feelings tha t  float 
a ro u n d  in a nebulous w ay  tends to identify 
them  and  helps the pa tien t  ga in  control over 
them . M oreover ,  revealing ideas and  ex p e r i
ences to an  au th o r i ty  w ho  does not respond  the 
w ay  o ther  past au thor it ies  have acted, o r  the 
w ay  the p a t ien t  im agined they would act or 
should  act, softens the  introjected paren ta l  
image and  relieves guilt.  F a i th  and  tru s t  a re  
kindled. T h e  placebo elem ent to the effect tha t  
som eth ing  is available  th a t  can help  and  tha t  
m a t te rs  a re  not hopeless, and  the  im pact of d i
rect o r  indirect suggestions m ade  by the th e r a 
pist m ay  insp ire  the  pa tien t  to w ard  tak in g  a 
corrective p a th  of th ink ing  and  behaving. O f  
course, the  ex ten t of the p a t i e n t ’s tak in g  a d 
vantage  of these positive e lem ents  will depend  
on his readiness for change. W h ere  a readiness  
for change  exists in good m easure , the  im pact 
of the first interview can be d ram atic  even 
though  basic n uc lea r  conflicts a re  not touched. 
A nd the  p a t ien t  m ay  be able  to achieve an 
em otional eq u il ib r iu m  at least equ ivalen t to 
th a t  w hich  prevailed  p r io r  to the onset of the 
present illness.

C a n  o n e  p r o g n o s t ic a te  f ro m  th e  se v e r i ty  
o f  s y m p to m s  o r  th e  s ickness  o f  a p a t i e n t  
th e  p o s s ib i l i ty  o f  im p r o v e m e n t  o r  cu re ?

No. Som etim es the sickest pa tien ts ,  even 
ha lluc ina t ing  psychotics, recover rap id ly ,  while 
w h a t  seems like a mild depression , anx ie ty , or 
cha rac te r  p rob lem  will scarcely budge. M a n y  
variables  obviously exist o th e r  than  the cu rre n t  
sym ptom s, w hich  are  re la ted  to the p a t i e n t ’s 
la t e n t  ego s t r e n g th ,  f lex ib i l i ty  of defenses ,  
readiness  for change, secondary gain , selective
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response to techniques, capacity  for developing 
a  therapeutic  all iance, skill and  personali ty  of 
the therap is t ,  and  m any o ther  factors. T h ese  
will all influence the  outcome. T h e  effect of 
these variables cannot be an tic ipa ted  in a d 
vance since they display themselves only after 
the rap y  has started.

Is th e re  o n e  fac to r  y o u  w o u ld  c o n s id e r  
th e  m ost  im p o r t a n t  o f  al l  in  in s u r in g  good  
re su l t s  in  th e ra p y ?

T h e re  a re  m an y  factors th a t  a re  operative, 
bu t I would consider the  qua li ty  of the  re la 
tionship  between the th erap is t  and  p a t ien t  the 
most im portan t  of all factors.

H o w  m u c h  c o n f r o n ta t io n  can  b e  u t i l i z e d  
d u r in g  th e  in i t i a l  in te r v ie w ?

T h e re  are  varying opinions. W h e re  the first 
in terview is employed as a screening device to 
de term ine  the suitabili ty  of a pa tien t for an 
anxie ty-provoking type of the rapy ,  such as 
practiced by Sifneos, confron ta t ion  is p a r t  of a 
selection procedure. As a genera l  ru le ,  h o w 
ever, w ith  the average patien t ,  confron ta t ion  is 
best delayed unti l  a good th erapeu tic  all iance 
has been established to sus ta in  the p a t i e n t ’s 
hostil ity and  anxiety . O th e rw ise  the pa t ien t  is 
ap t  to d rop  out of t r ea tm en t  p rem atu re ly ,  
e ' th e r  because he mistakes the th e r a p is t ’s m a n 
ner as an attack  o r  because he is u n ab le  to 
hand le  the emotions st irred  up  in him self  as a 
result of the pointed  challenges. In some cases, 
however, the therap is t  is capable  of setting up  
a w ork ing  re la tionsh ip  rap id ly  in the first 
session , u n d e r  w h ic h  c i r c u m s ta n c e  ca re fu l  
em path ic  confrontation  m ay be gainfully  e m 
ployed.

S h o u l d  n o t  t h e  t h e r a p i s t  c h o o s e  as a 
p r e f e r r e d  focus  th e  r e l a t i o n s h i p  b e tw e e n  
h im s e l f  a n d  th e  p a t ie n t?

Effective lea rn ing  can proceed only in the 
medium  of a good in te rpersona l re lationship . 
T h e  la tter  serves as the  m a tr ix  for w hatever  
th eo re t ic a l  an d  m e th o d o lo g ic a l  s t r u c tu r e s  
fashion the trea tm en t  m aneuvers  of the  th e r a 
pist. O ne  usually  assumes tha t  the patient

comes to th e rap y  w ith  some basic trus t  in the 
the rap is t  as a professional w ho can help. 
N a tu ra l ly ,  there  a re  a lw ays la tent some ele
m ents  of fear and  d is trus t ,  the  degree de
p enden t on previous experiences w ith  i r r a 
tional au tho r i ty  and  w ith  incom petan t profes
sionals. It is usual ly  not necessary to focus on 
the re la tionsh ip  unless there  a re  evidences, 
from the  behavior  and  verbal iza t ions of the  p a 
tient, tha t  the  re la tionsh ip  is not going well or 
th a t  transference exists th a t  is ac ting  as a 
resistence to t r ea tm en t .  As long as the re la t ion 
ship  ap p ea rs  to be good, there  is no reason  to 
probe  o r  challenge it.

D oes n o t  th e  r e l a t i o n s h i p  i tse lf  s p o n s o r  
r e c o n s t r u c t iv e  c h a n g e  w h e r e  th e  t h e ra p i s t  
is a c c e p t in g  a n d  to le r a n t?

An assum ption  is often m ad e  th a t  everyone 
has w ith in  oneself the  capacity  to achieve 
therapeu tic  change, provided there  is a non- 
ju d g m en ta l ,  n onpun it ive  a tm o sp here  in which 
to express feelings w ithou t fear of re ta lia tion  
or  censure. G ro w th  is said to be contingent on 
the  constructive re lea rn ing  th a t  comes abou t as 
a by-product of a n o n trau m a t ic  rela tionship . 
T h e  individual has  an  o p p o r tu n i ty  here  to 
revise inheren t concepts of au tho r i ty  out of a 
new experience w ith  the  th e rap is t  w ho o p e r 
ates as a different kind of p a re n ta l  symbol. In 
practice  this h a p p y  result does not often follow 
because the individual,  even in a completely 
noncensorious env ironm ent ,  will usual ly  p e r 
p e tua te  personal p rob lem s by clinging to  u n 
justified and  unjustif iable  assum ptions. Even 
th o u g h  th e  th e r a p i s t  does no t  r e p e a t  th e  
p a ren ta l  a tt i tudes or d isplay  the ir  intolerance, 
the  pa tien t m ay  react as if the  o rig inal a u th o r 
ities w ere still present.  T h i s  is because the 
prob lem  has been in ternal ized  and  forces the 
p a t ien t  to op e ra te  w ith  a sense of values tha t ,  
merciless as it is, is uncorrected  by reality. 
Indeed, the pa t ien t  m ay  even become ind ignant 
tow ard  the th e r a p is t ’s to le ran t s tan d a rds  and 
behavior as offering tem p ta t io ns  for w hich  one 
will la ter  pay  dearly .  T h i s  serves as resistance 
agains t a l te r ing  o n e ’s values. W e ,  nevertheless, 
try  to p rom ote  change by detection of negative
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att i tudes and  transference feelings and  by their  
in terpre ta tion  and  w ork ing- th rough .

H o w  im p o r t a n t  a re  o p t im is m  a n d  e n 
th u s ia sm  o n  th e  p a r t  o f  th e  th e ra p is t?

V ery im portan t.  O p tim ism  and  en thus iasm  
inspire  faith and  trus t  and  tend to neu tra lize  
d espa ir  and hopelessness. T h e  th e ra p is t ’s belief 
in himself and  in his techniques m ust,  of 
course, be real, since sim ula ted  optim ism  will 
easily be detected and will dam age  the re la 
tionship.

T h e r e  is som e c o n t ro v e r s y  a b o u t  th e  ro le  
o f  p o s i t iv e  e x p e c ta t io n  o n  th e  p a r t  o f  the
p a t i e n t  in  p r o m o t in g  c h a n g e .  D oes e x p e c 
ta t io n  in f lu e n c e  s h o r t - t e r m  th e ra p y ?

As is usual in some questions, the answ er  is 
yes and no. E xpecta t ion  tha t  one will change 
acts as a placebo enhancing  the p a t i e n t ’s faith 
in the therap is t  and  in the operative tech
niques. T h e  therapeu tic  s i tuation  itself is a 
suggestive a rena  tha t  p rom otes  expectations of 
change. O n  the o ther  hand ,  expectation m ay 
be bridled to certa in  assum ptions  abou t the 
th e rap is t ’s pow er and  invincibility th a t  can be 
unrealistic . W h en  the patien t learns th a t  the 
therap is t  has no magic and  th a t  the pa tient 
himself must w o rk  to achieve change, his ex 
pectations may dw indle  to no th ing  and  may 
even act as a negative placebo.

Is y o u r  im m e d ia te  im p r e s s io n  o f  w h e t h e r  
y o u  l ike  a p e r s o n  o r  n o t  a good  g au g e  o f  
h o w  th e  r e la t i o n s h i p  w ill  d e v e lo p ?

T h a t  depends on w he th e r  the therap is t  is 
able to analyze  his ow n countertransference  
and  prejudices. Initial im pressions are  often 
the products of past experiences w ith  a person 
o r  person w h om  the patient resembles or of in 
tolerance related to the  p a t i e n t ’s race, religion, 
sex, age, facial expression, m anner ,  speech, 
and  the like. Misconceptions can abound ,  but 
a m a tu re  therap is t  keeps ana lyz ing  his own 
reactions to see w hether  they are  the result of 
counter transference  or prejudice, and  he ac

cordingly tr ies to  correct a t t i tudes th a t  will in 
terfere w ith  establish ing a therapeu tic  all iance.

S h o u ld  th e  th e r a p i s t  p r e p a r e  th e  p a t i e n t  
fo r  t e r m i n a t i o n  o f  t r e a tm e n t  at th e  firs t  
in te rv ie w ?

P ro p e r  p re p a ra t io n  of the pa tien t for te rm i
na tion  is an  ex trem ely  im p ortan t ,  yet the most 
grossly neglected, aspect of t rea tm en t .  T h e  
therap is t  should  be aler ted  for signs, even in 
the first interview, of im pend ing  prob lem s w ith  
te rm ina t ion  since the ending  of t re a tm e n t  can 
be ex tremely  difficult and  d is tu rb ing  for some 
patients .  M oreover ,  the  therap is t  will need to 
be aw a re  of his ow n guilt at d ischarg ing  some 
patients ,  pa r t icu la r ly  those w ho have become 
dependent on h im . T h e  therap is t  m ay  consider 
th e  t e r m in a t io n  of t r e a tm e n t  a fo rm  of 
ab an do nm en t.  O n  the p a t ie n t’s p a r t ,  te rm in a 
tion m ay  kindle  previous upset t ing  reactions 
w ith  experiences of separa tion  o r  loss even as 
far back as childhood. T h e  pa t ien t  m ay  in te r 
pre t  te rm in a t ion  as a sign of the  th e ra p is t ’s i r 
responsibili ty  or lack of concern and  this  will 
activate a devalued self-image. If a t  the first in 
terv iew the therap is t  discusses w ith  the  patient 
th a t  some p a tien ts  respond to te rm ina t ion  of 
trea tm en t  w ith  resen tm ent and  feelings of loss, 
this m ay  ease, though  not entire ly dissipate ,  
the p a t ie n t’s eventual reaction  of anger  and  
d isappoin tm ent .

W h e re  the his tory  reveals an  early  loss of, 
separa tion  from, or ab an d o n m e n t  by a pa ren t ,  
the th erap is t  m ust be tr ip ly  mindful of the 
need to p rep a re  the pa tien t  for te rm ina t ion  and 
to w atch  for ear ly  signs of anger ,  depression, 
and  grief. T h e  pa tien t,  as p a r t  of trea tm en t ,  
should be encouraged  to talk  about developing 
separa tion  reactions as well as past separa tion  
experiences. A m ong the em erg ing  separa tion  
reactions will be a re tu rn  of old com plain ts  
and  the developm ent of new sym ptom s such as 
anxiety , depression, and  psychosomatic  com 
plaints . Some pa tien ts  respond  to te rm ina t ion  
by denial; w here  there  are  signs of this, the 
therap is t  m ust actively in te rp re t  the  response. 
Vastly  im p o r tan t  is the need for the therap is t
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not to consider the p a t i e n t ’s hostil ity as a p e r 
sonal affront.

A re p sycho log ica l  tests n ec es sa ry  in  s h o r t 
te rm  th e ra p y ?

G enerally ,  no, A rap id  exposure  of the p a 
tient to the R orschach cards and  to a m an- 
w o m a n  d r a w in g ,  th o u g h  they  a re  s t r ic t ly  
speaking not tests in the formal sense, are 
sometimes helpful d iagnostically  and  tow ard  
spotting a dynam ic  focus. T h e  same can  be 
said for the T h e m a t ic  A ppercep tion  C ards .

W h a t  a b o u t  th e  M in n e s o ta  M u l t ip h a s i c  
Test?

A great deal of in form ation  can be gotton 
from the M M T ,  a lthough  a good in terv iewer 
can get sufficient m ate r ia l  to w ork  on th ro ug h  
o rd inary  history taking. M o s t  therap is ts  do not 
give the ir  pa tien ts  rou t ine  tests like the M M T ,  
intelligence tests, and the like, unless there  are 
special reasons for testing.

Is it a d v isa b le  to m a k e  an  in i t i a l  d ia g n o s is  
on  e v e ry  case?

Yes, for m an y  reasons. T h e  initial diagnosis, 
however, m ay  have to be changed as m ore in 
formation is ob tained d u r in g  therapy .

A re pas t  d r e a m s  im p o r t a n t  to e x p l o r e  in 
th e  in i t ia l  in te rv ie w ?

V ery much  so. D rea m s  often reveal the  o p 
erative dynam ics not o b ta inab le  th ro ug h  usual 
interview techniques. Repetitive d ream s and  
n igh tm ares  are  especially im po rtan t .  Asking 
for d ream s tha t  the patien t  can rem em b er  from 
childhood m ay also be valuable.

It ha s  b e e n  s ta ted  th a t  p a t i e n t s  w h o  w e re  
in te r v ie w e d  a n d  p u t  o n  a w a i t in g  lis t  d id  
a lm o s t  as w e l l  o n  th e i r  o w n  as th o se  w h o  
w e re  a c ce p te d  fo r  f o rm a l  t r e a tm e n t .  If 
th is  is t r u e ,  is n o t  t h e r a p y  s u p e r f lu o u s ?

Some skeptics dow ngrade  psycho therapy  by- 
po inting  out tha t  there  is no advan tage  in 
formal t rea tm en t to simply being placed on a

w aiting  list after an  in itial interview. F or  ex
am ple ,  in one study (Sloane et al. ,  1975) 94 
patien ts  w ere seen initially  by experienced 
therap is ts  and  then rand om ly  assigned to (1) a 
w aiting  list, (2) shor t- te rm  behavior therapy ,  
and  (3) sh o r t- te rm  psychoanalytically  oriented  
psychotherapy  for 13 or 14 sessions. F o llow -up  
after 4 m onths  by assessors show ed th a t  target 
sym ptom s in all th ree  groups  im proved , but 
som ew hat m ore  so in the trea ted  groups . W o rk  
and  social ad ju s tm en t  showed no differences. 
A ll three g rou ps  1 year and  2 years after the 
initial in terview had  improved significantly 
“ regardless of w h e the r  o r  not fu r ther  t r e a t 
ment w as received d u r in g  this  pe r io d .” W e  
m ight conclude from this tha t  w ith  the n o 
t rea tm en t  g ro u p  doing a lm ost as well as the 
trea ted  groups after 4 m onths  and  fully as well 
after 1 and  2 years, formal p sycho therapy  was 
d ispensable.

T h e  fallacy of this  a ssum ption  is th a t  we fail 
to credit the  in itial in terv iew  w ith  the th e r a 
peutic  im pact th a t  it can score by itself even 
w here  no fu r the r  professional help is secured. 
N o r  is it t rue  tha t  a  pa t ien t  on a  w a it in g  list 
languishes w ithou t exploi ting  o ther  help ing  
resources. O ften  after a  good in itial interview 
the pa tien t will have ob ta ined  sufficient su p 
port ,  reassurance ,  aw areness ,  and  hope to 
m us te r  latent coping capacities or to find su i ta 
ble he lping aids outs ide of formal trea tm en t .  
W e  should, therefore,  consider even a single 
in take  interview a form of sh o r t- te rm  therapy .

T h a t  even one or two sessions have on fol
low -up  registered themselves therapeu tica lly  
on patien ts  has been repor ted  by a n u m b e r  of 
observers, such as M a la n  et al (1975). N ot 
only had  sym ptom atic  im provem ent occurred, 
b u t  in som e cases th e  so l i t a ry  in te rv iew  
a p p e a r s  to h av e  re leased  forces p ro d u c in g  
noticeable, and  in some cases significant and 
lasting  dynam ic , changes. At the Beth Israel 
Flospital in Boston a sizable g rou p  of pa tien ts  
w ere given a d iagnostic  interview in the  form 
of a two-session evaluation. N o o the r  therapy  
w as adm inis te red .  A follow-up interview 1 
m onth  la ter  revealed a sub g ro up  w ho im 
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proved w ith  no o ther  therapy .  T h e  results  
“ confirm the conception of the  diagnostic in te r 
view as a dynam ic  in te rpersona l process and  
adds supp o r t  to  the  evidence tha t  brief  psy
chiatric contact d u r in g  times of stress can 
produce  significant changes in affect and  be
h av io r .” W h e th e r  pa tients  w ho  im prove will

sustain  or con tinue  their  im provem ent will 
p robab ly  depend  on the  n a tu re  of the ir  t r a n s 
fo r m a t io n ,  th e i r  p r e v a i l in g  m o t iv a t io n  to 
ch a n g e ,  th e i r  a b i l i ty  to  re lea se  th em se lv e s  
from  the ir  m aladap tiv e  coping pa t te rns ,  and  
w h e th e r  o r  not the i r  env ironm en t reinforces or 
d iscourages the  developing a lte ra tions.



CHAPTER 6

The Initial Interview
B. Case Histories

Although every initial interview will be con
ducted som ew hat differently depend ing  on the 
presenting prob lem , the capacity  for verba l iza 
tion, the personality  of the pa tien t,  the  initial 
resistances, counter transference  a rousa l,  an d  so 
on, certain basic techniques are  manifest. T h is  
chap te r  consists of three transcribed in itial in 

terviews th a t  b r ing  out some salient features 
com m only  encounte red  in first, a deve lopm en
tal personali ty  p rob lem , second, an  obsessive 
neurosis,  and, th ird ,  a  schizoid personality  
d isorder,  w ho  is not deemed su itable  for sh o r t
te rm  therapy .

Case 1

T h e  patient is a 16-year-old boy whose 
paren ts  called for an app o in tm en t ,  saying tha t 
he was failing at school, defying his paren ts ,  
f igh t in g  w i th  som e of h is  c la s sm a te s  and  
generally  being obnoxious. W h a t  concerned 
them  most,  however, w as his going steady w ith  
a girl. T h e y  did not approve  on the basis tha t  
he w as too young for a serious relationship . 
T h e y  were despera te  for some direction as to 
w h a t  to do. T h e  boy had resisted going to see a 
therap is t  unti l they cut off his allowance, and  
then he consented to one appo in tm en t .  T h e  
paren ts  accom panied  h im  and  sat in the  w a i t 
ing room. T h e  session brings out how  to deal 
with a defiant adolescent so th a t  he m ay con
tinue in therapy  as well as how  to select a  dy 
namic focus.

At the appo in ted  time the pa tien t  entered  
my office, slouched into a chair , and  looked 
about the room  in a noncom m itta l  way. T h e  
tactic I have found useful in dealing  w ith  such 
reactions is not to engage in criticisms o r  accu
sations, and  not even to question  the pa tien t

about his difficulties, bu t to confront the  p a 
tient. C onfron t ing  this boy w ith  his resistance 
and  verbaliz ing  his r igh t to be angry  m ay  act 
as a shock s t im ulus  s ta r t ing  h im  off to w ard  en 
listing the th e rap is t  as an ally to m an ip u la te  
the  p a ren ts  to abide w ith  his ow n desires. In 
this  w ay  a re la tionsh ip  gets started  th a t  may 
have the rapeu tic  potentialities.

T h .  So th ey  f in a lly  c a p tu re d  you an d  b ro u g h t you 
h e re , h u h ?  ( T h e ra p is t sm ile s  a n d  th e  p a tie n t  
loo ks up , o b v io u s ly  surp rised . H e  p a u se s , then  
b reaks o u t in an em b a rra ssed  la u g h .)

P t .  Yes sir.
T h .  A re n ’t you so re  ab o u t it?
P t .  N o , I guess not.
T h .  I ’d be fu rio u s , if I w ere  in y o u r  po sitio n .
P t .  N o , I ’m no t.
T h .  A fter a ll, w h y  w ou ld  you com e to see m e, ex 

cept th a t  th ey  inveig led  you in to  th is?  (sm ilin g  
as i f  jo k in g )

P t .  I fo rgo t ab o u t th is  u n til last n ig h t.
T h .  H o w  d id  th ey  sp r in g  it on you?
P t .  W e  h ad  an  a p p o in tm e n t a t 1 0 :3 0 , th ey  said.



62 HANDBOOK OF SHORT-TERM PSYCHOTHERAPY

T h .  W h a m , ju s t  like t h a t— for w h a t reaso n  d id 
they  give you?

P t .  I d o n ’t k n o w — th ey  th in k  I ’m sick I guess.
T h .  Y ou m ean  they  th in k  y o u ’re  m en ta lly  sick?
P t .  I d o n ’t k n o w — th ey  th in k  so m e th in g  is w ro n g  

I guess.
T h .  W h a t do they  th in k — in w h a t a re a ?  I h a v e n ’t 

spoken  to th em  excep t briefly . So I d o n ’t know  
w h a t th e  rea l p ro b lem  is.

P t .  I d o n ’t know . I th in k  they  th in k  I ’m m ixed 
u p — so m e th in g  is w ro n g .

T h .  D o  you  feel you a re  m ixed  u p ?
P t .  N o.
T h .  H o w  w ou ld  th ey  get th a t  co n cep tion ; w h a t’s 

th e  sto ry  on  th a t?
P t .  1 d o n ’t k n o w — i t ’s ju s t  th e  w ay  I get a long  

w ith  th e m — o u r  re la tio n s .
T h .  Y o u r re la tio n sh ip s , (pause)  W e ll, m aybe w e 

can  ta lk  ab o u t th a t. A re they  g iv ing  you a  h a rd  
tim e?  \H ere  I  am  try in g  to verb a lize  w h a t the  
p a tie n t  m a y  be fee lin g .]

P t .  I d o n ’t know . I guess i t ’s tw o  w ays.
T h .  A re  you  g iv ing  th em  a h a rd  tim e?  A re you 

re a lly ?  W h a t a re  you d o ing?
P t . I d o n ’t k now , I d o n ’t go ou t of m y w ay , bu t I 

have  a little  g ru d g e  ag a in s t th em . I d o n ’t 
k now , (pause)

T h .  W ell, w h a t have they  d o n e — do th ey  deserve 
th e  g ru d g e?

P t .  I d o n ’t know .
T h .  T h e y  m en tio n ed  so m e th in g  o n  th e  te lep h o n e . 

Y o u ’re  a t school now , aw ay  from  h o m e— and 
y o u ’ve got a  g ir lf r ie n d — is th a t th e  s to ry?  
(pause)  So? [ /  no te  th a t th e  p a tie n t  seem s  
a n g ry  a n d  f id g e tty . I  decide to sh o w  h im  th a t  
in co n tra st to h is p a re n ts  I  believe he  has the  
rig h t to choose h is  ow n  co m p a n y .]  W h y  do 
you th in k  th ey  stick  th e ir  nose in to  th a t  th in g ?

P t .  I d o n ’t know .
T h .  D o n ’t you resen t it?  D o  you tell th em  every 

th in g ?
P t .  I te ll th em  to a degree . T h e y  find  ou t an y h o w .
T h .  H o w  w ould  th ey  find ou t if you kep t it to 

yourself?
P t .  I d o n ’t k now . S om etim es I see h e r , th en  I ’ll 

com e h om e, an d  th en  they  seem  to find ou t.
T h .  H o w  w ou ld  they  know  th a t you  see h er?
P t .  If som eone sees m e w ith  J a n e ,  th en  they  tell 

them .
T h .  Y ou m ean  they  re p o rt on  you?
P t .  W ell, som eone m ust because I know  I once 

w en t over to h e r  house . N ex t tim e w h en  I w as 
nom e, they  sa id . "Y o u  saw  h e r , d id n ’t y o u ? ”

T h .  W h a t  do th ey  object to ab o u t h er?
P t .  T h e y  say  h e r  p a re n ts  a re  too  fo rw a rd , they  

d o n ’t like h e r , an d  so fo rth . B ecause h er 
p a re n ts  th ey  inv ited  m e over to  h e r  hou se  on 
h e r  b ir th d a y  for d in n e r  once.

T h .  So, w h a t’s th e  b ig deal ab o u t th a t?
P t .  I d o n ’t k n o w , an d  th e re  w as a  cam p  reu n io n  

an d  h er m o th e r  let h e r  go on th e  bus w ith  m e. 
W e w ere  go ing  to have  a  cam p  re u n io n , an d  
my m o th e r felt she sh o u ld n ’t have  called  u p , I 
guess. I sh o u ld  have  ju st gone th e re  an d  m et 
her. I d o n ’t know  w h a t it w as.

T h .  In  o th e r  w o rd s, w h a t th ey  a re  try in g  to do is to 
b re a k  th is  th in g  u p ?

P t .  Yes
T h .  A h h h , is th a t  w h a t th e  w ho le  s to ry  is a b o u t?
P t .  Yes.
T h .  A n y th in g  else? A ny o th e r  beefs th a t  you have 

w ith  y o u r p a re n ts?
P t .  W ell, ju s t  som etim es th e y ’re  d iffe ren t, I d o n ’t 

k n o w , they  have  d ifferen t v iew s ab o u t k ids and  
th a t .  T h a t ’s th e  biggest g rip e , w ith  th a t  g irl.

T h .  W h o  do you get a lo n g  w ith  b e tte r , your 
m o th e r o r  y o u r fa th e r?

P t .  N e ith e r .
T h .  N e ith e r  one of th em . T h e y ’re  bo th  d ifficult 

r ig h t a t th is  t im e?  A nd they  bo th  h a rp  on th e  
sam e th in g ?  (pause)  D o  you th in k  th a t  if you 
gave u p  th is  g irl th e y ’d be an y  d iffe ren t?

P t .  I d o u b t it.
T h .  T h e y ’d p ick  on so m e th in g  else?
P t .  I d o n ’t k n o w , you know  m y s is te r an d  I a re  

very close, (pause)
T h .  Y o u r sis te r an d  you a re  very close.
P t .  A nd you k n o w , sh e ’s u p  a t co llege r ig h t now . 

W e w rite . She w ro te  m e a  le tte r  th a t  i t ’s so 
d is a p p o in t in g  to  co m e  h o m e  b e c a u s e  th a t  
a n y tim e  th a t  she finds a boy frien d , o r  an y tim e  
I find  som eo n e— w ell, th is  is rea lly  th e  first 
g irl I ’ve been p re tty  se rio u s ov er— I d o n ’t 
k n o w , th ey  find excuses an d  th e y ’re  th e  w o rst 
excuses. I m ean  th e y ’re  rea lly  bad . T h e y  have 
th e ir  reaso n s . T h e y  say  you c a n ’t do th is , you 
c a n ’t do  th a t. W ell, D o tty  sa id — like w h en  she 
cam e ho m e last t im e — she sa id  it w as a d isa p 
p o in tm e n t to her. H e r  v aca tio n  s ta r te d  w hen  
she w en t back to school. S he sa id  she w as m ore 
h u r t w h en  she cam e hom e like, she  sa id , w h en  
y o u ’re  aw ay , ev e ry th in g  is p ro g re ss in g  and  
w h en  you com e h om e, i t ’s ju s t  as s ta g n a n t as 
i t ’s a lw ay s  been, a n d , I d o n ’t k n o w , it looks 
p re tty  bad . T h e y  w o n ’t ch an g e .

T h .  A nd you m u st k n o w , they  hav e  th e ir  ow n  ideas
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an d  they  com e from  a d iffe ren t w o rld  th a n  you 
com e from . I m ean , yo u r frien d s an d  y o u r a s 
soc ia tions an d  y our p h ilo so p h y  a re  d ifferen t 
these  days th a n  in th e ir  day . So you m u st feel 
th ey  a re  try in g  to  im pose  o ld -fash io n ed  ideas 

on you.
P t .  I d o n ’t k now , p re tty  m uch  try in g  to p u t th e ir  

ideas on m e. L ik e  if th ey  say you c a n ’t see h er,
I d o n ’t k now , I t ’s a lw ay s th e  sam e excuse. 
U su a lly  w h en  th ey  say , “ Y ou c a n ’t see h e r ,”  
y o u ’re  all set to  fight th e  n ex t line.

T h .  In  o th e r  w ords, th e  m in u te  th ey  say you c a n ’t 
see h er, in w a rd ly  you s ta r t  reb e llin g .

P t .  I know . R ig h t now  m y p a re n ts  notice it, an d  
th a t ’s very u p se ttin g , b u t a n y tim e  th ey  s ta r t  to 
ta lk  to m e, I d o n ’t k n o w , I get set for a fight o r 
so m eth ing .

T h .  B ecause you feel th e y ’re c ritica l of you. W h a t 
w ould  be th e  w o rst th in g  th a t  could  h a p p e n  if 
you could see th is  g irl a ll you w an ted ?

P t .  N o th in g , b u t they  feel th a t. W ell, it s ta rted  
off— I w as a lw ay s see ing  one g irl. It w as her. 
T h is  w as a fte r  last su m m er, an d  th en  th ey  said  
I c o u ld n ’t go ou t w ith  one g ir l, an d  yet I had  
been o u t w ith  h e r  on ly  th re e  tim es. I h ad  been 
over h e r  house  an d  stu ff like  th a t.

T h .  H a v e  you been over since y o u ’ve been hom e 
only  th re e  tim es?  D o you give th e m  an  ac 
co u n tin g  of every th in g  th a t  goes on?

P t .  I d o n ’t tell th em  an y th in g .
T h .  Y ou feel th a t ’s y o u r b usiness, r ig h t?  H av e  you 

th o u g h t you  sh ou ld  go o u t w ith  o th e r  g irls  too 
ju s t  to p lease  th em ?

P t .  I can , b u t I m ad e  the  m istake  th en , you know . 
I k in d  of u n d e rs ta n d  it, b u t th en  th ey  sa id  I 
h ad  to d a te  one  g ir l, th e n  a n o th e r , th en
a n o th e r . If I w an ted  I could d a te  th is  g ir l, then  
a n o th e r  an d  a n o th e r , see. A n d  I d id n ’t follow  
u p , an d  th en  th ey  f ina lly  sa id , “ Y ou c a n ’t go 
o u t w ith  h e r .”

T h .  A t a ll?
P t .  A t a ll, th is  is a  long  tim e  ago, an d  th e n  I co n 

tin u ed  to see h e r  a  li ttle  b it, an d  th e n  w e, I
d o n ’t k now , las t T h a n k sg iv in g , w e h ad  a
p re tty  bad  w eekend .

T h .  O h , you m ean  th e  last tim e  you w ere  hom e? 
T h e  fu r w as fly ing?

P t .  Yes, th en  they  sa id , f in a lly , “ Y ou can  never see 
h er again . W e ’ll call h e r  if w e th in k  i t ’s neces
sa ry . W e ’ll sp e ak  to h e r  p a re n ts  a n d  tell th em  
th a t th e y ’re  b rin g in g  u p  th e ir  ch ild  w ro n g .”  
M a y b e  i t ’s no t for m e to  say , b u t w ho  a re  they  
to say  th e y ’re  no t b rin g in g  u p  th e ir  ch ild  r ig h t?

T h .  Is she  y o u r s tead y  g ir lfr ien d  no w ?
P t .  I d o n ’t co n sid er it; m y p a re n ts  say so.
T h .  I m ean  a re  you go in g  steady?
P t .  N o
T h .  W o u ld  you m a rry  a g irl like th is?
P t .  I d o n ’t see w hy  no t.
T h .  E v e n tu a lly ?
P t .  I m ean  I ’m  n o t going to  stay  w ith  h e r  fo r the  

rest o f m y life u n til I ge t m a rrie d . I ’m  b ound  
to go w ith  o th e r  g irls , I m ean , b u t a t th e  be
g in n in g  th ey  sa id  she h a d  n o th in g  in com m on 
w ith  m e. I ’m  n o t say in g  sh e ’s n o t in com m on 
w ith  m e, b u t I ’m say ing  (pause).

T h .  W e ll, she does have  so m e th in g  in com m on 
w ith  you; you w e n t to cam p  to g e th e r.

P t .  Y eah , th e r e ’s a lo t of th a t  stu ff a n d  sh e ’s no t 
a th le tic  in th e  m u sc u la r  sense, b u t sh e ’s an  ac 
tive g irl, I d o n ’t k now , S h e ’s sm a rt m y p a re n ts  
say.

T h .  Is she  a  good -lo o k in g  g ir l?  S exy? So-so?
P t .  S h e ’s no t sex sta rv ed , b u t sh e ’s all r ig h t.

T h .  A nd sh e ’s easy  to ta lk  to?
P t .  Y eah , w e sit a ro u n d  an d  ta lk , a n d  w ith  h er 

p a re n ts . W e all get a lo n g  rea l good, h er 
p a re n ts  a n d  h e r  b ro th e r.

T h .  D o  you like h e r  p a re n ts  b e tte r  th a n  y o urs?
P t .  I guess everyone does.
T h .  E v e ry b o d y ’s ow n  p a re n ts  a re  no  good, you 

m ean ?
P t .  Y eah.
T h .  She h as  a  m o th e r an d  fa th er.
P t .  I th in k  h e r  fa th e r  d ied .
T h .  B u t h e r  p re se n t s te p fa th e r  is a  nice guy?
P t .  W e get a lo n g  good like w h en  I go over th e re . 

H e  an d  I w ill s ta r t  ta lk in g  fo r a  w hile .
T h .  C a n ’t you ta lk  th a t  w ay  w ith  y o u r o w n  d ad ?
P t .  I d o n ’t k n o w , I c lam  up  w h en  I ’m  a ro u n d  h im . 

I d o n ’t k n o w  w hy.
T h .  D o  you feel h e ’s look ing  d o w n  on you, o r h e ’s 

c o n d em n in g  yo u ?  O r  w h a t?
P t .  I d o n ’t kn o w  w h a t it is, b u t he  b o th e rs  m e an d  

I w ish  he  d id n ’t.
T h .  Y o u ’d like to get h im  off y o u r back?  I ’d like to 

h e lp  you get h im  off y o u r b ack , rea lly , if th a t  is 
w h a t  you w a n t, b u t h o w ?  [H e re  I  am  jo in in g  
the  p a t ie n t ’s fee lin g s . T h is  is in lin e  w ith  the  
desire  to fo r m  an a lliance  w ith  th e  p a tie n t.  ]

P t .  I ho p e  you can .
T h .  I d o n ’t kn o w  if I can , b u t I ’ll try , if you give 

m e an  id ea  w h a t I can  do. W h a t I cou ld  tell 
h im  is th a t  th e  tac tics  th ey  a re  u sin g  a re  not 
th e  r ig h t tac tics . A ll th ey  do is a n ta g o n iz e  you. 
A fter a ll, th is  g irl isn ’t go in g  to do an y th in g
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te r r ib le  to you. [ /  am  n o t su re  w h e th e r  or n o t  
the  p a tie n t  is g iv in g  m e  the  rig h t da ta  a b o u t 
the  p ro b le m . H e  so u n d s reasonable  in re sen t
ing, a t h is age, th e  in terferen ce  o f  h is p a re n ts  
in w h a t seem s to be an average b o y -g ir l  rela
tio n sh ip . I f  w h a t he  says is correct, it is the  
p a r e n ts  w h o  n e e d  so m e  c o u n s e lin g  a b o u t  
adolescen t needs a n d  p r o b le m s  a n d  th e  p ro p e r  
w a y  to m a n a g e  them selves. ]

P t .  I d o n ’t k n o w , sh e ’s k ind  of c u ltu re d  in  a  w ay.
T h .  S h e ’s cu ltu red .
P t .  Y eah , I d o n ’t know  w h a t they  got a g a in s t her. 

She know s how  to  behave a t d ifferen t tim es. 
Y ou know  she k n ow s ju s t  how  to  act.

T h .  She soun d s very  nice.
P t .  T h a n k  you , th a t ’s w h a t she is, b u t do you 

k now  ab o u t F a irv ie w  w h ere  w e live. T h is  new  
elite an d  th en  th e  v illage?

T h .  (sm ilin g )  Y ou m ean  th a t ’s w h ere  all th e  k ids 
th a t have p a re n ts  w h o  have p ro b lem s live. T h e  
p a re n ts  have  p ro b lem s no t th e  k ids?  (laug h in g )

P t .  O h  (laug h in g ). W ell, m y fa th e r  sa id  th e  reason  
they  d id n ’t like h e r , she w as u sin g  m e as a  ba it 
to c lim b socially .

T h .  D oes y o u r g ir l ’s fam ily  com e fro m  a low er eco
nom ic  s ta tu s  class?

P t .  I d o n ’t th in k  so. T h e y  used to  live in  Q u een s , 
w hich  isn ’t good, an d  th ey  m oved to  w h ere  
they  a re  now . A nice h ouse , b u t th en  m y fa th e r  
said  som e of h e r  best frien d s a re  k id s th a t  m y 
fa th e r  likes. So I to ld  h im  I th o u g h t th is  w ould  
m ak e  h im  like h e r  o r so m e th in g , an d  he  said 
w h a t she is do in g  is she  is c lim b in g , she  is u s
ing  these frien d s to  c lim b  u p  th e  lad d e r. All 
she w an ts  is h er frien d s in o u r  a re a  for th e  
m oney , etc.

T h .  H o w  does he  kn o w  th a t ,  he d o e sn ’t even know  
h e r?

P t .  I th in k  h e ’s seen her.
T h .  H o w  can  he  a n a ly ze  w h a t she is d o ing  w ith o u t 

ta lk in g  to h e r . [ /  am  d e lib era te ly  s id in g  w ith  
the  p a tie n t  to f i r m  u p  o u r  re la tio n sh ip .]

P t .  I d o n ’t k n o w , b u t th is  is w h a t he says. S h e ’s 
try in g  to c lim b socially , an d  sh e ’s ju s t  go ing  to 
d ro p  m e. T h is  is w h a t he  says.

T h .  T h a t ’s w h a t he  says, b u t th a t d o esn ’t m ean  i t ’s 
so, is it?  [again, s id in g  w ith  th e  p a t ie n t  to p r o 
m o te  an id e n tific a tio n ]

P t .  I k now , b u t how  can  I a rg u e  w ith  h im ?  I d o n ’t 
k n o w , th e  w ay  1 f igu re  it is I w o n ’t be hom e 
th a t  long  an d  th e re  w ill be a  couple o f a rg u 
m en ts o r  so, an d  th en  I ’ll go aw ay .

T h .  G o  aw a y  to  college you m e a n ?  W h a t a re  you 
go ing  to do th is  su m m e r?

P t .  I d o n ’t kn o w  yet.
T h .  W ell lis ten , b e tw een  you a n d  m e, w h y  c a n ’t 

you go a ro u n d  w ith  o th e r  g ir ls  a n d  th en  do 
w h a t you w a n t an y w ay s?

P t .  ( la u g h in g )
T h .  Y ou know  you can  have  a  ru n n in g  b a ttle  going 

on  w ith  th e m  all th e  tim e  th e  w ay  th in g s  a re . 
T h e r e ’s no sense to  it, because  th e y ’ll get very 
u p se t an d  s ta r t  b u stin g  y o u r re la tio n sh ip s  up . 
A p p a re n tly , you d o n ’t w a n t th em  b u sted  up. 
Y o u ’ve got to  be sm a rt ab o u t these  th in g s . I ’m 
no t try in g  to give you an y  adv ice  on  how  to 
conduct y ourse lf, b u t I know  th a t  these  th in g s 
can  get very , very  sticky. Y ou can  get you rse lf 
in to  a  ja m  w ith  th em , a n d  you a re  eco
n om ica lly  d e p en d en t on  th em  for a  w h ile  a n y 
w ays. So w h y  c a n ’t you give th em  an  idea  th a t  
y o u ’re  g o ing  o u t w ith  o th e r  g irls  too? M a y b e  
b r in g  one  o r  tw o  a ro u n d — you k now . W h a t’s 
th e  b ig  d ea l, you could  go o u t w ith  o th e r  g irls  
if you w a n te d  to , c a n ’t you ?  [In g iv in g  th e  p a 
tie n t th is  advice, I  am  te s tin g  m y  o w n  capacity  
to in flu en ce  h im  a t th is  p o in t. I  a m  n o t su re  he  
w ill ta ke  m y  advice to d e fu se  th e  s itu a tio n .]

P t .  I can .
T h .  I m ean , you d o n ’t even hav e  to  te ll th is  gal 

a n y th in g  ab o u t it if you d o n ’t w a n t to .
P t .  W e ll, you see like las t n ig h t, I w as supp o sed  to 

go to  a  p a r ty . W ell, I to ld  m y p a re n ts  it w as 
g o ing  to  be a  p a r ty . It w as k in d a  m y fau lt. I 
sa id  it w a s  C h r is tm a s  E ve, a n d  if she  w as 
g o ing  to  be a t th is  p a r ty  an d  if she  w as go ing , I 
w as go ing  w ith  m y best friend  a n d  som e g irl he 
k n ew . A nd  I w as go ing  to  go, a n d  I asked  m y 
m o th e r, an d  she  sa id  I could  go p ro v id in g —  
an d  th a t ’s on ly  o n e  th in g  w e a sk  you to  do an d  
th a t ’s n o t to  see th is  g ir l—ju s t  like th a t .  A nd 
she sa id , “ Y o u ’ll have  to  give y o u r fa th e r  a ll 
th e  d e ta ils , e tc ., how  th e  p a r ty  is go in g  to be, 
he  w a n ts  to  kn o w  m o re  ab o u t i t . ”  So I to ld  m y 
frien d  to go a h e a d  a n d  see h is  g irl la s t n ig h t. 
A nd  w h a t w e w ere  g o ing  to  do? W e  w ere  
go ing  to p la n  a  good o n e — th e re  w o u ld  be in 
v ita tio n s.

T h .  Y o u ’re  le ttin g  som ebody  else do th e  inv itin g , 
an d  y o u ’re  ju s t  be in g  inv ited  to  a  p a r ty ?

P t .  I d o n ’t k now . T h e y  u su a lly  find  o u t ab o u t th a t 
stu ff an y h o w .

T h .  W ell, look , w h a tev e r th ey  fin d  o u t, t h a t ’s it. 
Y ou d o n ’t have  to  tell th em  ev e ry th in g  you do 
a t  y o u r  ag e , do  you?
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P t .  N o , I d o n ’t in ten d  to.
T h .  All r ig h t, if you w a n t m e to I ’ll try  to  tell th em  

th a t  they  a re  m ak in g  a big fuss over n o th in g . 
[I g e t  the  im press io n  th e  p a t ie n t  needs an a lly , 
a n d  1 am  p ro p o s in g  an advocacy ro le  on m y  
p a rt.]

P t .  See, if you tell th em  th a t— I d o n ’t know . 
S om etim es th ey  a lw ay s have  good sto ries , like 
so m eth in g  w ill go on in th e  h o u se— you know  
betw een  m y m o th e r an d  I— a n d  th en  w h en  m y 
fa th e r  com es hom e an d  I lis ten  to  h e r  te lling  
h im  w h a t goes on . Y ou k n o w , it nev er w en t 
on.

T h .  So th a t  m ak es you very fu rious.
P t .  I m ean  th ey  can  tw ist a  s to ry  so th a t  th e y ’re 

th e  w h ite  k n ig h ts . I m ean  w h en  th e y ’re  h e re —  
i t ’s no t u s— an d  he  goes o u t— I do go o u t for 
a rg u m e n ts  I m ean , w h en  they  m ak e  m e an g ry .

T h .  W ell, it m u st m ak e  you fu rio u s  an d  you p ro b a 
bly feel y o u ’ll sp lit a g u t u n less you com e ou t 
w ith  y o u r feelings. Y ou see w h a t th ey  object 
to , I th in k , they  d o n ’t like to have  you lie. 
T h e y  d o n ’t like to  hav e  you p u t o n e  over on 
th em . T h e y  say  y o u ’re  no t su p p o sed  to do  it, 
an d  th ey  expect th a t you  w o n ’t do  it. N o w , 
obv iously , it w ou ld  be silly  to  ex pect you to 
give u p  so m eth in g  th a t is very  v a lu ab le  to you, 
b u t yet they  still have a fee ling  y o u ’re  still ju s t  
th is  b ig ( in d ic a tin g  a sm a ll s ize  w ith  fin g e rs ) .  
A nd som e p a re n ts  never get over th a t  feeling 
ab o u t th e ir  k ids. T h e y  w an t to be p ro tec tive , 
an d  they  com e th ro u g h  as co n tro llin g . T h e y  
d o n ’t rea lize  th a t  you have  y o u r o w n  needs, 
an d  yo u r ow n life, an d  ev ery th in g  else. A nd 
they  w o n ’t get off y our back on th a t  accoun t. 
W h a t you have  to do is re a ssu re  th e m — say to 
th em  w h a t is tru e . I th in k  th e  best w ay  you 
can  re a ssu re  th em  is to  conv ince  th em  th a t 
th e r e ’s n o th in g  too se rio u s ab o u t th is  b u si
ness— th e re ’s n o th in g  too se rio u s ab o u t y ou r 
see ing  th is  g irl an d  th a t  y o u ’re no t go ing  to 
m a rry  h er. [m o re  advice g iv in g  to test o u r rela
tionsh ip]

P t .  D o  you th in k  th ey  feel I a m ?  (T h e  p a tie n t  acts 
su rp rised .)

T h .  T h e y  m ay feel y o u ’re go in g  to be so se rious 
th a t you m ay even get h e r  p re g n a n t o r  som e
th in g . Y o u ’ll be in a ja m  then .

P t .  W e ll, if they  do th is  w ith  every  g ir l, I m ean , if 
they  feel w e ’re  go ing  to have  these g re a t tim es 
a n d  ev ery th in g , i t ’s go ing  to  h a p p e n  every 
tim e. T h e y  have  to a d m it it.

T h .  A dm it w h a t?

P t .  Y ou , I m ean  th a t  I ’m no t g o in g  to go o u t and  
sc rew  every  g irl I see.

T h .  W e ll, w h a t you do  is y o u r o w n  busin ess, t h a t ’s 
th e  p o in t. W h a t you do is y o u r ow n  b u sin e ss—  
you can  screw  th e  g irls  you w a n t if th a t ’s w h a t 
you w a n t. [su p p o r tin g  the  p a t i e n t ’s r ig h t to 
a u to n o m y]

P t .  W h a t  I m ean  is if th e y ’re  go in g  to  act lik e— if 
th o se  a re  th e ir  m otives for b re a k in g  th is  u p —  
th en  th e y ’ll do it w ith  th e  n ex t g ir l an d  the  
n ex t g irl.

T h .  T h e y  m ig h t, th ey  m ig h t, i t ’s p ossib le , b u t the  
facts a re  if you w a te r  th a t  s itu a tio n  d o w n , 
y o u ’ll p ro b ab ly  get th e m  off y o u r back. W h a t 
you do  p riv a te ly  is y o u r ow n bu sin ess, an d  if 
you screw  an y b o d y , I guess you hav e  enough  
sense to use a ru b b e r  an d  d o n ’t tak e  any  
chances. Y ou kn o w  w h a t I m ean ?  B ut th a t ’s 
yo u r ow n  bu sin ess an d  n obody  ever need know  
ab o u t i t— you nev er need tell th em  o r  anybody  
else, [again, b a ck in g  th e  p a t i e n t ’s r ig h t o f  a u 
to n o m y]

P t .  O n e  d ay , fo r som e reaso n  o r  o th e r , m y m o th er 
su d d en ly  sa id , “ G iv e  m e y o u r w a lle t ,”  an d  she 
w en t th ro u g h  it an d  I h ad  a ru b b e r  stuck  in 
th e  in sid e  of it.

T h .  D id  she find  it?
P t .  Yes, a n d  she  took it. S he d id n ’t say m uch  an d  I 

fig u red  it w as fo rg o tten . A nd  th e n  m y fa th e r—  
w e w ere  g o ing  to get p iz z a  o r  so m e th in g — an d  
he s ta r ts  a sk in g  m e d id you ever u se  it, w hen  
d id you use it, an d  so on . A nd  I sa id , “ W h a t 
am  I su p p o sed  to  sa y ? ”  T h e n  I ’m  n o t su p 
posed  to say  “J a n e  an d  I d id  th is ”  o r  “ Sue and  
I , ”  an d  “ It w as on th e  th ird  n ig h t o f M a y ” o r 
so m eth in g .

T h .  T h is  is y o u r ow n  p r iv a te  a ffa ir , a s  long  as you 
a re  carefu l an d  you d o n ’t get y o u rse lf too 
deep ly  m essed u p  an d  involved. T h a t ’s y our 
ow n  bu sin ess an d  y o u ’re  r ig h t in re se n tin g  her 
ta k in g  y o u r  pocket book an d  go ing  th ro u g h  it, 
any w ay s.

P t .  T h a t ’s tru e , an d  o h , th e  o th e r  th in g , they  
found  P la y b o ys  in m y ro o m , so o h h h h h h h h , no 
sm u t in  th e  h ouse , an d  th ey  s ta r t  ye lling  an d  a t 
th e  sam e tim e , I k n o w , I d o n ’t see a n y th in g  
w ro n g  w ith  it.

T h .  T h e re  isn ’t a n y th in g  w ro n g  w ith  it, b u t w h a t 
they  a p p a re n tly  feel is th a t  th ey  w ou ld  like to 
have  a son th e  idea l, m o ra l, s tu d io u s  k ind  of a 
guy . I th in k  m ost p a re n ts  w o u ld  like to p ic tu re  
th e ir  ch ild ren  a s  th a t. I m ean  from  an  ideal 
s ta n d p o in t, a n y th in g  th a t  goes below  th a t  ideal
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a n d  they  s ta r t  b lam in g  them selves, s ta r t  feeling 
gu ilty , feel you m ay be h e ad in g  fo r a lot of 
tro u b le . I w ou ld  th in k  th e ir  an x ie ties  a re  not 
to  h u r t  y o u — th e ir  an x ie tie s  a re  m o tiv a ted  by a 
concern  ab o u t you. T h e i r  m otives a re  p ro b ab ly  
h o n o rab le  ones, you kn o w  w h a t I m ean ?  At 
least th ey  have a  des ire  to see th a t  you d o n ’t 
get in to  p ro b lem s, th a t you d o n ’t get cau g h t by 
an y  g irl, th a t  you d o n ’t get an y  g irl p re g n a n t, 
th a t  you d o n ’t get a v enereal d isease . T h e se  a re  
p ro b ab ly  w h a t th e ir  m otives a re . T h e y  m ay  be 
liv ing  in th e  last g en e ra tio n  an d  no t in th is 
one. T h e y  m ay  no t k now  w h a t goes on these 
d ays. I su p p o se  they  felt you w ere  all m ixed  up  
an d  needed  advice an d  th a t  1 sh o u ld  ev a lu a te  
w h a t  y o u r  p ro b le m  is. Is  th a t  w h y  th ey  
b ro u g h t you h e re ?  [I a m  d e fen d in g  th e  p a re n ts  
to see i f  I  can g iv e  h im  a n o th e r  m e a n in g  fo r  
th e ir  beh a v io r than  th e ir  p u r e ly  se ek in g  to 
d o m in a te  a n d  co n tro l h im .]

P t .  I d o n ’t k n o w — I w as go ing  to ask you.
T h .  I d o n ’t th in k  y o u ’re  m ixed u p  in so fa r  as w h a t 

you have  to ld  m e is concern ed . [ /  g e t the  im 
p re ss io n  th a t w e are d eve lo p in g  a re la tionsh ip . 
T h e  p a tie n t  tries to m o ve  h is  cha ir  closer to 

m e.]  So fa r you h a v e n ’t to ld  m e a th in g  th a t is 
a b n o rm a l. \A t  th is  p o in t  I  in tro d u ce  q u es tio n s  
a b o u t o th er sy m p to m s  a n d  co m p la in ts .]

T h .  I w a n t to ask  you a few q u es tio n s  ab o u t any  
sym ptom s you m ay  have. H o w  ab o u t ten s io n ?  
D o you feel tense?

P t .  S o m etim es— I m ean , yes. N o t a lw ays.
T h .  U n d e r  w h a t c ircu m stan ces?
P t .  W h e n  I get upse t a t th ings.
T h .  A ny an x ie ty , a feeling  y o u ’re  fa llin g  a p a r t?
P t .  W h y  no.
T h .  D ep ress io n ?
P t .  N o t too bad.
T h .  P hysica l co m p la in ts  o r  sym ptom s, like h e a d 

aches, stom ach  tro u b le , bow el tro u b le , an d  so 
on?

P t .  I d o n ’t th in k  so.
T h .  H o w  ab o u t sexual p rob lem s?
P t .  N o th in g  like th a t.
T h .  P h o b ia s  o r  fears o r  th o u g h ts  th a t  c ro p  u p  th a t 

frig h ten  you?

P t .  N o.
T h .  H o w  do you sleep?  A ny in so m n ia?
P t .  S leep  O K .
T h .  D o  you d re a m  a little  o r a lot?
P t .  A lo t, bu t I d o n ’t rem em b er an y  d ream s.
T h .  R em e m b e r an y  ch ildhood  d ream s?
P t .  L ik e  o f fa llin g , scary .

T h .  N ig h tm a re s?
P t .  I d o n ’t rem em b er.
T h .  H o w  ab o u t d ru g s?  T a k in g  an y  p ills  o r  th in g s?
P t .  N o , n o th in g . Som e of th e  k id s tak e  g rass . I 

d o n ’t like it.
T h .  N o w  tell m e a little  ab o u t y o u r  m o th e r.
P t .  W h a t cou ld  I te ll. S he bosses m y fa th e r  

a ro u n d . K eeps te llin g  m e w h a t to do.
T h .  S cared  o f h e r?
P t .  N o.
T h .  H o w  a b o u t yo u r fa th e r?
P t .  I to ld  you . I c a n ’t get to  h im . H e  d o esn ’t 

u n d e rs ta n d .
T h .  H o w  ab o u t y o u r sis ter, sh e ’s a  few years  o lder. 

H o w  do you  get a long?
P t .  W e get a lo n g  fine. I can  ta lk  to  h e r . W e used 

to  figh t w h en  I w as sm a ll. W e  like each o th e r  
n ow .

T h .  H o w  d id  you get a lo n g  w h en  you w ere  a k id , 
a t h om e, a t school?

P t .  O K , I guess.
T h .  N o  p ro b lem s?
P t .  N o , no n e  I can  th in k  of.
T h .  H a v e  m a n y  frien d s?
P t .  O h , yes.
T h .  A ny p rev io u s tre a tm e n t w ith  a p sy c h ia tris t o r 

p sycho log ist?
P t .  N o.

[ /  decide  to sh o w  the  p a t ie n t  the  R orschach  
cards to see i f  I  can p ic k  up  a n y  u n d e r ly in g  d y 
nam ics. F rom  th e  data  h e  has g iven  m e  I  ca n 
n o t y e t  d iscern  p ro b le m s  o th e r  th a n  p a re n ts  
a n d  a do lescen t in con flic t over beh a v io r th a t is 
n o t too u n u su a l. H is  s to ry  m a y  concea l o th er  
aspects th a t he  d e lib era te ly  or uncon sc io u sly  is 
h o ld in g  back. I t  is p o ss ib le  th a t so m e th in g  w ill 
c o m e  th ro u g h  in h is  re sp o n se s  to th e  
R o rsch a ch  cards or in d ra w in g s. ]

T h .  I ’m go ing  to show  you som e ca rd s, an d  I w a n t 
you to tell m e w h a t you see. T h is  rea lly  is no t 
a te s t— ju st an  idea  o f  yo u r im p ress io n s . ( /  
sh o w  h im  th e  f i r s t  card)

P t .  O K  A re tho se  th e  p ic tu re s  you look a t an d  I ’m 
sup p o sed  to  say w h a t it looks like?

T h .  T h a t ’s r ig h t— ever seen th em ?
P t .  I ’ve h ea rd  ab o u t th em .
T h .  W h a t does th a t  look lik e?  (firs t card)
P t .  I d o n ’t k now , an  insect. C a n  I tu rn  th is  an y  

w ay  I w a n t?
T h .  A ny w ay  you w an t.
P t .  O r  a m ask.
T h .  A n y th in g  else?
P t .  N o.
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T h .  O K . W h a t does th a t  look lik e?  (second  card) 
A n y th in g  th a t  com es to  y o u r m ind . So fa r you 
a re  do ing  very  w ell.

P t .  I d o n ’t k now , it looks like a  fo o tp rin t o r 
so m eth ing . I d o n ’t k now , a  face o r  som e th in g .

T h .  W h e re ’s a face?
P t .  T h a t .
T h .  S how  me.
P t .  T h e re , th e  low er p a r t— th e  eyes— th e  nose—  

th e  eyes.
T h .  H e re ’s th e  th ird  one.
P t .  It looks like tw o  peop le  d a n c in g — it looks like 

tw o  p eo p le  d an c in g  back to back th e  o th e r 
w ay.

T h .  A n y th in g  else? W h a t k ind  of p eop le  a re  they?
P t .  D o you m ean  race-w ise?
T h .  N o , no, a re  they  m en , w o m en ?
P t .  I d o n ’t know  th ey  look like both  m en and  

w om en.
T h .  W h a t m akes th em  look like m en?
P t .  T h e re , (p o in ts  to p ro je c tio n )
T h .  Y ou m ean th is  is a  p en is?
P t .  R igh t.
T h .  A nd w h a t m akes th em  look like  w om en?
P t .  T h e y  look like they  have  b re a s ts  r ig h t here.
T h .  N o w , th is  is th e  fo u rth  one.
P t .  U g h , it looks like a dead  ra b b it. A lso looks like 

a  b a t o r som e an im a l th a t  got h it w ith  a steam  
ro lle r.

T h .  All r ig h t, h e re ’s th e  fifth  one.
P t .  T h a t  looks like a b a t, th a t  rea lly  does.
T h .  A n y th in g  else?
P t .  N o.
T h .  All r ig h t, h e re ’s th e  nex t one. (six th  card)
P t .  It looks like a  cat th a t k ind  of got h it.
T h .  Pussy  cat?
P t .  I d o n ’t k now , som e sort of ca t, n o th in g  else.
T h .  O K , th is  is th e  seven th  one.
P t .  A re these any  special p a tte rn s?
T h .  N o , everybody  h as  d ifferen t associa tions.
P t .  U m m m m m — no th in g .
T h .  W ell, look a t it closely.
P t .  O h , oh, it looks like tw o  p eop le  d an c in g  

a g a in — th e y ’re w ea rin g  a sk ir t o r d resses o r 
w hatev er. H av e  long h a ird o ’s. T h a t ’s a ll.

T h .  O K , h e re ’s the  nex t one. (e igh th  card)
P t . T w o  m en h a n g in g  on to  so m eth in g . T h is  w ay  it 

looks like a face. I guess th a t  looks like a 
bom b, (n in th  card) I d o n ’t kn o w  m aybe som e 
m u scu la r guy  o r so m eth in g  s ittin g  in th e  back. 
Y ou know  th e  back ang le .

T h .  O K , h e re ’s th e  last one.

P t .  It looks like th e  an a to m y  o f som e bo d y — I 
d o n ’t k n o w , (h a n d s card  back)

T h .  A ll r ig h t. N o w  I ’m  go ing  to ask  you to  d ra w  
m e a p ic tu re  of a p erso n .

P t .  A p erso n ?
T h .  Yes, a n y th in g  you w a n t. T h is  is no  d ra w in g  

con test.
P t .  Boy o r  g ir l?
T h .  A n y th in g — ju s t  a p ic tu re — a n y th in g  you w an t.
P t .  I ’ll d ra w  ab o u t lifting  w e ig h ts . D id  I say 

a n y th in g  w ro n g  w ith  th o se  p ic tu re s?

T h .  N o . Y ou d id  p re tty  good. I cou ld  testify  th a t 
y o u ’re  no t n u ts  if th a t ’s w h a t y o u ’re  a fra id  of. 
I can  say th e r e ’s n o th in g  se rio u sly  w ro n g  w ith  
y ou r m ind .

P t .  W h a t’s th e  p u rp o se  of h av in g  m e d ra w  th is?
T h .  I ’ll tell you w h en  you get th ro u g h — O K , now  

d ra w  m e a  p ic tu re  of a person .
P t .  A w o m a n ?  (P a tie n t d ra w s an u g ly  w o m a n  

w ith  large breasts h o ld in g  a s tic k .)
T h .  N o w  a  m an .
P t .  Y ou d o n ’t m in d  if i t ’s in s id e?  (H e  d ra w s a 

m uscle  m a n  lif t in g  w e ig h ts .)
T h .  It d o e sn ’t m a tte r . [ /  g e t the  im press io n  fr o m  

his responses to the  R o rsc h a ch  cards th a t he  is 
im m e rse d  in in co m p le te  se p a ra lio n -in d w id u a -  
tion , fe e ls  c ru sh ed  (fourth  a n d  s ix th  cards) 
w ith  a p ro b le m  in id e n tity  ( th ir d  card). I  con 

je c tu r e  th a t the  w o m a n  w ith  a s tick  in h is f ir s t  
d ra w in g  is h is  strong , p u n i t iv e  m o th e r  a n d  the  
m a n , h is c o m p e n sa tin g  m a scu lin e  s e l f]  N ow , 

you see I gave you a tes t, a n d  th e  test w ould  
seem  to in d ica te  th a t y o u r basic  defenses a re  
p re tty  good an d  th a t  y o u ’ve go t a lot of o o m p h , 
sp a rk , a lot of fire  [an a tte m p t a t rea ssu ra n ce]. 
B ut you do  w ith d ra w  an d  you do in h ib it w hen 
th in g s  get too  to u g h  fo r you [sparse responses  
on cards]. Y ou pu ll back  an d  you ju s t  d o n ’t let 
yo u rse lf com e o u t o f yourself. It a lso  ind ica tes 
th a t  you a re  w o rk in g  o u t y o u r feelings of 
m ascu lin ity , th a t som ehow  y o u ’re  no t too con
fiden t ab o u t y o u r feelings of m ascu lin ity  a t the  
p re sen t tim e . W h y  do  you sm ile?

P t .  I fo rget. [I g e t th e  fe e l in g  fr o m  the  n o n verb a l 
responses to the  in te rp re ta tio n s  I  have  m a d e  
th a t the  in te rp re ta tio n s  are correct a ssu m p 
tions. H is  re m a rk  “I  f o r g e t” in d ica tes to m e  an  
active  d es ire  to den y . T h e  d y n a m ic  fo c u s  to be 
w o rk e d  on , i f  I  am  correct, w o u ld  then  be 
h is  s e p a r a t io n - in d iv id u a t io n  a n d  id e n t i ty  
p ro b le m s .]

T h .  All r ig h t, now  w h ere  w ou ld  these p ro b lem s 
com e fro m ? F ro m  yo u r re la tio n s  w ith  yo u r



68 HANDBOOK OF SHORT-TERM PSYCHOTHERAPY

m o th e r an d  y o u r fa th e r?  D o  th ey  have  a  lot of 
tro u b le  to g e th e r?

P t .  Y eah — a little  b it— a lot.
T h. Y ou see a  person  is b ro u g h t u p  in a  fam ily  an d  

you see how  th e  m o th e r an d  fa th e r  get a lo n g  
to g e th e r— an d  you begin  to p ick  u p  ideas 
a b o u t how  m ales function  w ith  fem ales. D oes 
she kick h im  a ro u n d ?  d o m in a te  h im ?

P t .  S om etim es— m ost o f th e  tim es.
T h. T h a t  m akes a w o m an  a  s tro n g  p e rso n  in th e  

concep tu a l th in k in g  of a  boy. H e  w ou ld  like to 
iden tify  w ith  a  s tro n g  fa th e r— w h o  is ab le  to 
s ta n d  u p  to  h is w ife, to keep h e r  from  being 
to o  c o n tro llin g , a n d  s to p  h e r . W h e re  th e  
w o m an  is too s tro n g  in th e  fam ily , i t ’s a p t to 
reflect on th e  b o y ’s feelings th a t  w om en  a re  the  
s tro n g  people . N o w , th is  h as an  im p ac t on  the  
b o y ’s d evelop ing  sense o f m ascu lin ity . A nd  th is  
is th e  one p ro b le m — it d o esn ’t m ak e  you daffy 
o r a n y th in g  like th a t ,  b u t it is so m e th in g  th a t
you have to w o rk  o u t— you have to  beg in  to 
develop  a  d ifferen t co n cep tu a liza tio n  o f y o u r
self as a  s tro n g  m ascu lin e  p erso n . [T h is  is a 
s tro n g  in terp re ta tio n , b u t I  believe I  a m  right. 
I  w o n d e r  h o w  th e  p a t ie n t  w ill h a n d le  the  in te r
p re ta tio n . 1} he  d en ies it  or bypasses it, a g rea t 
d ea l o f  w o rk  w ill  be necessary on h is defenses. 
W h ere  a p e r s o n ’s id e n tity  p ro b le m s  are too 
s tro n g  a n d  w h e re  th e y  are re sponsib le  fo r  
m a n y  a d ju s tm e n t d ifficu lties, lo n g -te rm  th er
a p y  m a y  be needed . ]

P t .  W ell, I know  w h en  I w as in e lem en ta ry  
school— I d o n ’t know  w h y — b u t it used  to be if 
th e  boys w an ted  to show  off before th e  g irls , 
th e y ’d ju m p  m e. I used  to be sm a lle r  and  
e v e ry th in g — an d  th e y ’d say  le t’s ju m p  on  th e  
fag o r  som eth in g  like th a t.

T h. W h o  w ou ld  say th a t?
P t .  O h , som e of th e  kids.
T h. T h e  k ids w ould  say  to w hom ?
P t .  T o  m e. T h e y ’d ju m p  on m e— an d  th e y ’d say 

th is  to th e  o th e r  k id s— th a t ’s I k in d a — I ’ve 
b een  d o in g  w e ig h ts — t h a t ’s p ro b a b ly  th e  
reaso n  I d rew  th a t. T h e n  th e  o th e r  day , I w en t 
d o w n to w n  ju s t  look ing  for a  f ig h t— I d o n ’t 
k n o w , m aybe to  p rove m yself— w h o  know s. 
[T h e  p a t ie n t ’s a dm ission  th a t he  h a d  concern  
a b o u t o thers co n sidering  h im  h o m o sexu a l, h is  
rea liza tion  th a t h is d ra w in g  refers to h im se lf, 
h is in sig h t a b o u t p ra c tic in g  w ith  w e ig h ts  a n d  
lo o k in g  fo r  f ig h ts  to co m pensa te  fo r  h is  fe a r  o f  
lack o f  m a sc u lin ity  are g o o d  signs. ]

T h. L o o k , y o u ’ll n ever p rove  it th a t  w ay . I t ’s b e tte r 
to  keep  a w a y  fro m  figh ts because  a ll it w ill do 
is c rea te  p ro b lem s fo r you. [ /  am  p u s h in g  a d 
vice— h o p in g  th a t I  have  e s ta b lish ed  su ffic ien t 
cred ib ility  f o r  h im  to fo l lo w  th is  advice since he  
co u ld  g e t in to  se rious tro u b le  try in g  to p ro v e  
h is  m a sc u lin ity  th ro u g h  vio lence  a n d  fig h tin g .]

P t .  Y eah , I k n o w , like th e  las t t im e  I w as hom e. 
L ik e  one k id  sa id , “ H o w ’s sc h o o l?”  an d  I sa id , 
“ I t ’s n o t b a d ,”  an d  he  sa id , “ I t m u st be a 
p an sy  sch o o l”  o r  so m e th in g  like th a t .  A nd  I 
sa id , “ L ook  i t ’s k in d a  h a r d ,”  an d  he  sa id , 
“ W ell, th e n  it m u st be a  good sch o o l,”  an d  
th en  he  sa id , “ If y o u ’re  g o in g  th e re , th e  k ids 
m u st be a b u nch  of J O ’s .”  A nd  g o in g  on like 
th is . T h is  is one  k id I h a te . A n d  it w as ju s t  
y es te rd ay  an d  I w en t to  to w n  ju s t  look ing  for 
h im . A nd th en  before I left for schoo l— th e  last 
t im e — I ju s t  w en t a ll ov er to w n  look ing  for one 
kid.

T h. T o  beat th e  hell o u t o f h im ?
P t .  If  I cou ld  ju s t  find  h im . B ecause som eth in g  

h a p p e n e d  betw een  m e an d  a  g ir l— o r  som e
th in g  like th a t— an d  he  w as th e  cause  o f it. It 
w a s n ’t th is  g irl J a n e — a n o th e r  g ir l. I w as 
rea lly  m ad  th e n , an d  I to ld  th e  g ir l, “ T e ll  h im  
if I see h im  a g a in , I ’ll look for h im  to m o rro w .”  
T h e n  som e k id  ca lled  m e u p , o n e  o f h is  friends, 
w h o  m u st be a  sen io r no w , an d  he  sa id , “ If 
you lay a  h a n d  o n  h im , I ’ll knock  th e  sh it o u t 
o f you , an d  I got a  m a rin e  frien d  w h o  is go ing  
to  do th is  to  y o u .”  Y ou k n o w  th e  w hole  
m a rin e s , th e  a rm y , like th a t .  A n d  I sa id , 
“ W ell, th is  is ju s t  b e tw een  m e an d  h im , you 
k n o w ; if h e ’s so to u g h  let h im  be th e r e .”  I 
d o n ’t kn o w  I sp e n t th e  w ho le  d ay  in  to w n , he 
nev er cam e a ro u n d .

Th. Y ou can  have  beefs w ith  k ids, an d  m aybe you 
sh o u ld  be ab le  to  defend  yourself. T h e re ’s no 
reaso n  w h y  you sh o u ld n ’t le a rn  how  to  defend 
yourse lf, b u t to  look for fig h ts  is a n o th e r  
m a tte r .

P t .  I th in k  ju j i ts u  is k ind  of for th e  b ird s. I m ean  if 
you get in to  a  fig h t, you k n o w . I used  to  th in k  
J u d o  is p re tty  good u n til la s t year. I saw  a k id , 
a n d  he  sa id , “ I tak e  ju d o ,”  a n d  th e  o th e r  kid 
s ta rte d  la u g h in g  like a n y th in g , a n d  th e n  he 
ju s t  stood th e re  lau g h in g , a n d  th e n  th e  kid 
s ta r ts  th e  fancy advances, a n d  th en  th e  n ex t 
th in g  you know  th e  ju d o  e x p e r t w as on  the  
g ro u n d , an d  he s ta rte d  b leed ing .
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Th. D o they  have  to u g h  k ids in th a t  p lace  y o u ’re  
in?

Pt. N o t w here  I live, b u t d o w n to w n , yes.
Th. W e ll, lis ten , I th in k  th a t  you a re  concerned  

ab o u t d efend ing  yo u rse lf because  o f y o u r ow n  
d o u b ts  of y our ow n cap ac ity  to  defend  y ourse lf 
an d  y o u r ow n  feelings o f low  m ascu lin ity . B ut 
t h a t ’s a p ro b lem  you w o n ’t w o rk  o u t by fig h t
ing . Y ou w o rk  it ou t by ta lk in g  ab o u t it, a n d  if 
you w a n t to com e an d  see m e an d  ta lk  ab o u t 
these  th in g s , I ’ll be g lad  to see you. B ecause 
you can  do a lot b e tte r  by v e rb a liz in g  th a n  you 
can  by figh ting , jI ’m  te s tin g  m y  e ffec tiveness in 
th e  in te rv ie w  here. H a v e  I  es ta b lish ed  a rela
tio n sh ip  a n d  does h e  ha ve  su ffic ien t con fidence  
in m e  to s ta r t th era p y  w ith  m e?  H is  response  
to m y  inv ita tio n  w ill tell. ]

Pt. T h a t ’s w h a t J im  sa id , you kn o w  J im  S loan , 
m y friend . I to ld  h im  y este rd ay . H e  w an ted  to 
go o u t an d  I to ld  h im  I go tta  stay  h om e, an d  I 
to ld  h im  I w as go ing  to  see a p sy c h ia tris t. A nd 
he  sa id , y o u ’re  rea lly  lucky 'c a u se  th ey  can  do 
a lo t o f good for you. H e  said  w h en  you w alk  
in th e re , t ru s t  h im , he sa id , som etim es it m ay 
tak e  a  few tim es, to  tru s t h im  eough  to ta lk  to 
h im , b u t once you can , y o u ’re  lucky. I d id n ’t 
believe h im . I d id n ’t w a n t to  com e, b u t I ’m 
g lad  I cam e.

Th. W ell, if you can  c larify  som e th in g s  for y o u r
self, you a re  lucky. B elieve m e, in sig h t an d  
u n d e rs ta n d in g  can  be th e  g rea te s t sav io r of 
yo u r life. If  you have  an  idea  o f w h a t ’s cooking  
w ith  you a n d  w h ere  it o r ig in a te d , you can  tak e  
a  s ta n d  ag a in s t it. B u t if you h a v e n ’t the  
fa in test idea  of w h a t’s go ing  o n , a ll you feel a re  
em o tio n s a n d  b ad  feelings, a n d  th en  y o u ’ve got 
to  ge t r id  o f these feelings. A nd  before  you 
k now  it, y o u ’re  in a  m ess. Y ou d o n ’t solve 
an y th in g . A  lot o f th e  feelings y o u ’ve been h a v 
ing  w ith  yo u r p a re n ts  a re  these  b ad  feelings 
th a t a re  com ing  u p  because you c a n ’t com 
m u n ica te  w ith  them . N o w , m aybe i t ’s im possi
ble to com m unicate . I d o n ’t kn o w  w h a t y o u ’re 
u p  ag a in s t w ith  th em  because  I d o n ’t know  
bo th  of th em . B u t I do believe th ey  m u st have 
your w elfare  a t h e a r t. T h e i r  m otives a t least 
a re  good, b u t th e  w ay  th ey  e x p ress  them selves 
m ay be bad .

Pt. D o  you rea lly  feel th a t  o r  a re  you ju s t  say ing  
th a t?

Th. W h y  sh ou ld  I say  th a t to  you if I d id n ’t m ean  
it?

Pt. I d o n ’t k n o w , to give m e a  c e rta in  feeling  o r 
som eth in g .

T h. B u t I th in k  you can  be m u ch  sm a rte r  th an  
y o u ’ve been , because w h a t you have  been 
d o in g  is jo in in g  in on  a  b a ttle  w ith  th em . Y ou 
a re  th e  low  m a n  on th e  to tem  pole. Y ou 
h a v e n ’t go t a  chan ce  w ith  th e m  u n less you use 
a n o th e r  k in d  of tactic .

Pt. H o w ?
T h . Y ou have to  be k in d  of sm a rt in co m m u n ic a t

ing w ith  th em . L et th em  kn o w  y o u r  feelings, 
b u t d o n ’t te ll th e m  ev ery th in g  ab o u t w h a t you 
do, ab o u t these  g irls . Y ou can  tell th em  w h a t is 
tru e . W h y  n o t say  ab o u t y o u r g ir l, “ T h is  isn ’t 
s e rio u s .”  If  th ey  say , “ A re  you go in g  to see 
h e r ? ”  you could  say , “ L ook  I have  ce rta in  
th in g s  th a t  I hav e  to keep  to  m yself, an d  I ’m 
g o ing  to  keep  th e m  to  m yself. I ’m  n o t go in g  to 
do a n y th in g  th a t  w ill e m b a rra ss  you , o r  h u r t 
you. I ’m  n o t g o ing  to  m a rry  an y b o d y , I ’m  no t 
g o ing  to  get an y b o d y  p re g n a n t .”

Pt. I to ld  th e m  often . W e h ad  a  b ig  a rg u m e n t one 
n ig h t. I sa id  so m e th in g  like, “ I d o n ’t know  
w h a t y o u ’re  so concern ed  ab o u t r ig h t now . I ’m 
n o t go ing  to  la tch  on to  one g irl u n til I m a rry  
h e r .”  I sa id . “ D o n ’t w o rry . I ’m  n o t s tu p id ; 
I ’m  n o t go in g  to  get in to  t ro u b le .”  T h e y  get 
u p se t if a  g irl isn ’t o u r  re lig io n . I t ’s a  big 
th in g . T h e y  ju s t  w a n t to  k n o w , I d o n ’t know , 
b u t th e re ’s a  w h o le  b u n ch  of these  a rg u m e n ts , 
a n d  I say , “ D o n ’t w o rry  ab o u t th is , th is  isn ’t 
g o ing  to  h a p p e n ,”  an d  they  say , “ A re  you 
g o ing  to  see J a n e ,”  a n d  so fo rth  a n d  so fo rth . 
B ecause  th e  o th e r  n ig h t I cam e ho m e an d  m y 
m o th e r h a d  go n e  to  sleep  a n d  it w a s  ab o u t 
1 1 :00  o ’clock I cam e in , an d  he  s ta r ts  to  ta lk  to 
m e. I h ad  th is  feeling  he  w a n te d  to  h it on 
so m eth in g , an d  I sa id , “ G e t to  th e  p o in t, D ad ; 
w h a t is i t ? ”  A nd  he sa id , “ I ’m  no t h itt in g  on 
a n y th in g . I ju s t  like you to go  o u t w ith  o th e r 
g ir ls ,”  an d  so fo rth .

T h. W h e re a b o u ts  is th e  p lace  th a t  y o u ’re  go in g  to 
school ?

Pt. H a v e rs to w n .
T h . I w o n d er if I cou ld  find  a p e rso n  for you to 

ta lk  to like y o u ’re  ta lk in g  to  m e. W o u ld  you 
w a n t to  see som eone to  ta lk  th in g s  over. [-Smce 
H a v e rs to w n  is f a r  fr o m  N e w  Y ork , I  am  con
te m p la tin g  re ferr in g  th e  p a tie n t  to a n o th er  
th e ra p is t w h o  lives in th e  n e ig h b o rh o o d  o f  the  
school. ]

Pt. T h a t  w ou ld  be p re tty  good.
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Th. You h a v e n ’t got co m m u n ica tio n  w ith  yo u r Pt.
p a re n ts . Y ou need co m m u n ica tio n  w ith  som e
body. B ecause y o u ’re  g e ttin g  too bo ttled  up  
w ith in  yourself. T h e se  k ids a t school, you c a n ’t 
ta lk  to k ids th e  w ay  you w o u ld  ta lk  to a  th e ra 
p ist. T h e y  d o n ’t know  w h a t i t ’s all ab o u t.

Pt. M y  sister is p re tty  sm a rt.
Th. S h e’s fine. Y ou can  ta lk  to h e r , bu t sh e ’s no t

a ro u n d . T h
Pt. T h a t ’s tru e .

Th. I ’ll be g lad  to see you w h en ev e r you can  com e Pt.
in to  to w n , b u t it w ould  be b e tte r  if you had  
som ebody n ea rb y . T h a t  w ou ld  be g re a t. H o w  T h
w ould  you feel ab o u t th a t?

Pt. T h a t  w ou ld  be p re tty  good.
Th. B ut th e re  m ay  no t be an y b o d y  a ro u n d  th e re  in 

H av ers to w n .

Pt. I t ’s a  h ick to w n ; i t ’s r ig h t n e a r  n o th in g . B u t I 
have a friend  in one of th e  teach ers . E very  so 
o ften  h e ’ll tell m e to d ro p  in to  h is room , h is 
a p a r tm e n t, an d  m aybe w e ’ll have a  ta lk  o r 
som eth in g  like th a t.

Th. You need som ebody w ho  h as m o re  tra in in g , 
rea lly  m o re  e x p e r t in th is  ty p e  o f th in g . You 
need som ebody  w ho  k n ow s ab o u t dynam ics, 
ab o u t em o tio n a l p ro b lem s, ab o u t re la tio n sh ip s  
w ith  an d  betw een  p a re n ts , th e  invo lvem ent 
w ith  o n e ’s ow n  sense of self. T h is  is a  h igh ly  
specialized  an d  co m plica ted  business. A n ed u 
ca to r  u su a lly  d o e sn ’t have  th is  ty p e  of t r a in 
ing. (pause)  If th e re ’s n obody  tra in e d  n ea r  
H av e rs to w n , I ’ll suggest th a t  you com e an d  see 
m e as o ften  as you can . H o w  often  can  you 
com e in to  th e  c ity?  Pt.

Pt. P re tty  often.
Th. C a n  you? I ’ll be g lad  to see you w h en ev e r you 

can  get aw ay . Y ou kn o w  it w ill also  m ake your 
p a re n ts  feel as if y o u ’re  no t g o ing  to get y o u r
self in to  tro u b le . Y ou k now , you  have  a lot on 
th e  ba ll, an d  you have a  lot o f  very good stuff 
in you. I w o u ld n ’t say th a t  you a re  a b n o rm a l, 
b u t you can  get involved in tro u b le  w ith  all 
these feelings to act o u t, th is  fea r of no t be ing  a 
m an . Y ou have to w o rk  it o u t on a n o th e r  level.

Pt. I d o n ’t m ean  to be u n tac tfu l, bu t how  m uch 
does one visit cost?

T h. I have a slid ing  scale. In  o th e r  w o rd s, d ep en d - Th 
ing u p o n  w h a t a p erso n  can  pay ; in o th e r  
w o rd s, if a p e rso n  is ab le  to p ay  a h ig h  fee, i t ’s 
g o ing  to cost m ore. If he  c a n ’t p ay  a h ig h  fee, I 
scale it dow n.

S u p p o se  I w as to  be p a y in g  fo r th is . [77!!* is a 
g o o d  sign  a n d  ind ica tes th a t th e  p a t ie n t  w a n ts  
to a ssu m e  re sp o n s ib ility  fo r  h is  o w n  trea tm en t. 
In  m y  m in d  I  a lready have  d ec id ed  th a t I  w ill  
see th e  p a re n ts  also, w h o  w ill m a k e  u p  fo r  the  
sm a ll fe e  th e  boy can a ffo rd  to p a y . T h e y  w ill  
k n o w  too th a t the  boy  is ca rry in g  h is  ow n  
tre a tm e n t costs.}
Y ourself, d ep en d s on how  m u ch  you could  af
ford  to p a y — w h a t could  you affo rd  to pay?
It d ep en d s if I cou ld  send you m y a llow ance 
fro m  school.
I w o u ld n ’t w a n t to ta k e  aw a y  y o u r allow ance, 
I ’d w o rk  o u t so m eth in g . W h a te v e r  you could 
affo rd  to p ay . I ’ll w o rk  th a t  o u t w ith  you nex t 
t im e . W e ll ,  l e t ’s leav e  it th is  w a y — th a t  
w h en ev e r you can  com e in to  to w n , let m e 
k n o w  a  co up le  d ay s in advance . T h is  w ill be 
ju s t  b e tw een  you a n d  m e. T h e y  w o n ’t have 
a n y — I ’m  not g o ing  to tell th em  an y th in g  
a b o u t w h a t w e ta lk  a b o u t. I t ’s th e  on ly  w ay  I 
can  w o rk  w ith  a  p e rso n . If I w ere  to  reveal 
a n y th in g  you to ld  m e, it w ou ld  d es tro y  o u r  re 
la tio n sh ip , an d  it w o u ld n ’t be help fu l p a r tic u 
la r ly . T h e  on ly  th in g  I can  te ll th em  ab o u t m y 
ta lk  w ith  you  to d ay  is th a t ,  in m y o p in io n , you 
d o n ’t have  an y th in g  se riously  w ro n g  w ith  you, 
th a t  y o u ’re  ev o lv in g  a n d  d e v e lo p in g  in  a 
n o rm a l w ay , an d  th a t  th ey  have  to  es tab lish  
b e tte r  co m m u n ica tio n  w ith  you . A nd they  have 
to s to p  go ing  th ro u g h  y o u r pockets. T h a t  
w ou ld  be g re a t if I cou ld  p u t th a t  across to 
th em , w o u ld n ’t it?
T h a t  w o u ld  be fine, b u t som etim es, I m ay  be 
w ro n g , b u t som etim es I feel th ey  th in k  they  
can  get th ro u g h  to  m e by g iv ing  m e som eth in g  
of a  ta lk . I d o n ’t k now , th ey  say , “ Y o u ’ve had  
it too  easy , w e ’ve g iven you e v e ry th in g .”  T h e y  
say  w h y  w e d o n ’t tru s t  you is because you 
w ere  th e re  a n y w ay , m e a n in g  ab o u t seeing 
J a n e .  T h e y  d o n ’t expect m e to say  I ’m not 
g o ing  to go th e re , a n d  if she m ean s a n y th in g  to 
m e, th ey  d o n ’t expect m e to say  I ’m n o t go ing  
to go. A nd  th ey  a re  try in g  to  co rn e r  m e in to  
say in g  I ’ll never go an d  give m y w o rd  th a t  I 
w o n ’t go.
W ell, I ’ll do m y best. I ’m  try in g  to fig u re  ou t 
w h a t I can  tell th em  to try  to  h e lp  th e  s i tu a 
tion . I ’ll tell th e m  th a t  w e ta lk ed  th in g s  over 
an d  th a t I th in k  th a t  it w ould  be b e tte r  fo r you 
to ta lk  to som ebody  else th a n  to  ta lk  to  th em ,
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an d  th a t  I to ld  you I ’d be very  h a p p y  to see 
you. If an y  p ro b lem s com e u p , you w ou ld  be
ab le  to d iscuss th em  w ith  m e. H o w  fa r from
N ew  Y ork C ity  is H a v e rs to w n ?

P t .  All I know  is th a t  i t ’s ab o u t 75 m iles.
T h .  H o w  w ou ld  you get h e re?
P t .  O h , I could  tak e  a tra in  in.
T h .  Y ou could com e in once in tw o  w eeks, once in

th re e  w eeks, once a m o n th . Y ou know  th a t 
isn ’t bad .

P t .  O n ce  a  m o n th  I could com e in.
T h .  D o you rea lly  w a n t to  com e an d  see me an d  

ta lk  to  m e, no k id d in g  ab o u t it?
P t .  I ’m serious.
T h .  Y ou tell th em  th en  th a t  you w ou ld  very  m uch  

like to com e an d  ta lk  th in g s over w ith  m e an d  
th a t  if any  p ro b lem s com e u p , you w ill w a n t to 
d iscuss th em  w ith  m e. I ’ll tell th em  th a t  I ’ve 
seen you, an d  I th in k  it w o u ld  be very  helpfu l 
if I could have som e ta lk s  w ith  you. I ’ll tell 
th em  th a t you have  no se rious in ten tio n  of g e t
tin g  yo u rse lf so com plete ly  im m ersed  an d  in 
volved w ith  anybody  th a t ’s g o ing  to  in te rfe re  
w ith  yo u r freedom . Y ou k n o w , give th em  som e 
k ind  of a ssu ran ce  so th a t  th ey  w ill stop  b u g 
ging you ab o u t th is  th in g . Y ou know  w h a t I 
m ean ?  T h a t ’s if you ag ree , I sh ou ld  tell them  
th a t.

P t .  I m ean  I ag ree  w ith  you ab o u t w h a t y o u ’re 

go ing  to te ll th em , bu t how  am  I supp o sed  to 
ac t?  S u re  w e can  sit h e re  an d  ta lk , b u t I have 
to live w ith  them .

T h .  Y ou have to live w ith  th em , I know . W h y  c a n ’t 
you ju s t  say , “ L ook , M o m  an d  D a d , I d o n ’t 
w a n t to fight w ith  you. I d o n ’t w a n t to go be
h in d  y our back an d  do th in g s  th a t  a re  bad . I 
can  a ssu re  you th a t  I ’m go ing  to go o u t w ith  
o th e r  peop le , bu t I a lso  p ro b ab ly  w a n t to  see
J a n e . ”

P t .  I c o u ld n ’t say  th a t  to th em ; th ey  w ou ld  s ta r t 
an  a rg u m e n t. A n y tim e  th a t  n am e  is m en 
tio n ed , th e re  is going to be an  a rg u m e n t. 
A ny tim e it h as been m en tio n ed  in th e  pas t, 
th e r e ’s an  a rg u m e n t. A nd I know  i t ’s a  very 
sensitive sub ject. W h a t could I say?

T h .  W h y  no t say sim p ly : “ L ook , I ’m go ing  to ta lk  
th in g s over w ith  D r. W o lb erg . G e t th e  id e a ? ” 

P t .  O K
T h .  I b e tte r  see th em  for a  coup le  of m inu tes. 

(P a tien t w a lk s  o u t-p a re n ts  com e in a n d  sit 
d o w n .)

Fa. W e ’ve been  ta k in g  it.
T h .  Y o u ’ve b een  r e a l ly  ta k in g  i t?  S u rv iv in g ?  

W h a t’s been  h a p p e n in g ?
Fa. I t ’s been to u g h , th e  son , h e ’s been b e llig eren t, 

an d  h e ’s been w a lk in g  w ith  a  c h ip  on his 
sh o u ld e r (separa tes h a n d s  w id e ly )  th is  big. 

K nock  it off, you know . T h e r e ’s no  ta lk in g  to 
h im . I kn o w  I c a n ’t get th ro u g h  to h im . I try  
to ta lk  to h im . T h e r e ’s no r a p p o r t ,  th e r e ’s 
n o th in g .

T h .  (A d d re ss in g  th e  m o th e r )  C a n  you get th ro u g h  

to h im ?
M o . I c a n ’t.
Fa. I ju s t  c a n ’t get th ro u g h . I d o n ’t like w h a t ’s d e 

ve lop ing , develo p in g  in h im .
T h .  I d o n ’t like w h a t ’s d ev e lo p in g  in h im  e ith e r , 

b e tw een  you  an d  m e, b ecause  he  can  get 
h im se lf in to  a  hell of a  lot of tro u b le  th e  w ay  
he feels.

M o . W ell, h e ’s— he d o esn ’t w a n t to do an y th in g . 
H e  ju s t  likes to  do  n o th in g . I t ’s very  h a rd  to sit 
an d  w atch  th is  for h o u rs , I guess. I feel, I a l
m ost feel I d o n ’t give a d am n .

T h .  I can  u n d e rs ta n d  y o u r em o tio n s. I know  you 
tak e  it on th e  ch in . H e ’s a  very  h an d so m e  boy 
w ith  a  lot of stu ff on th e  b a ll, b u t he is no t liv
ing  u p  to h is ow n  p o te n tia l. H e ’s ac tin g  ou t 
an d  so on . I gave  h im  som e tes ts  to see w h a t’s 
w h a t. H e ’s got a  lot on  th e  b a ll, b u t h e ’s ju s t  
fu ll o f em o tio n . H e ’s an  e x trem e ly  em otio n a l 
kid , read y  to ex p lo d e  an y  tim e , b u t h is defenses 
a re  p re tty  good. I m ean  h e ’s a b le  to ho ld  on  to 
h is em o tio n s. T h e  on ly  basic  p ro b le m  th a t 
com es u p  is one  com m on a t h is age , a  fear of 
h is ow n  cap ac itie s  as a g ro w in g  boy, a  need  to 
p ro v e  h is ow n  m ascu lin ity . P ro v in g  h im self 
w ith  exerc ises an d  w eig h t liftin g  is O K , b u t 
w a n tin g  to  get in to  f ig h ts— th is  is a se rious 
p ro b le m  th a t  I took u p  w ith  h im . H e  needs 
th e ra p y . N o w , i t ’s go ing  to  be very  d ifficu lt to 
find  an y b o d y  a ro u n d  H a v e rs to w n . T h e r e ’s n o 
body in th a t  a re a  w e can  call on . I believe I 
w as ab le  to  get to  h im , to co m m u n ica te  to h im , 
to re la te  w ith  h im . I th in k  he tru s ts  m e, a n d  he 
o p en ed  u p  w ith  m e. H e  cam e in very  defen
sively as you k now . I w as ab le  to  cu t th ro u g h , 
b u t you can  ju d g e  th a t  b e tte r  w h en  you ta lk  to 
h im . I th in k  th e  w o rst th in g  you can  do is keep 
p u ttin g  in ju n c tio n s  on  h im — rules. H e  w ill 
b re a k  th e m  d o w n ; you w ill n o t be ab le  to stop  
h im  a t th is  p o in t. W ith  som e th e ra p y  he
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shou ld  be ab le  to  con tro l h im self. A t the  
p re sen t tim e  he is focusing  ev e ry th in g  on a 
b a ttle  w ith  you , w hich  isn ’t so u n u su a l a t th is  
age w h en  he  is b reak in g  h is d ep endency  on 
you.

Mo. W h a t k in d  of ru le s, excuse m e, w h a t k in d  of 
ru le s?  [A p p a re n tly , she  is q u ite  d e fen s ive .]

T h .  H e  w o n ’t p ay  a tte n tio n  to ru les .
Mo. T h e re  a r e n ’t an y  ru les .
T h .  Y ou tell h im  no t to  see th is  g ir l. I w ould  advise 

y o u — I d o n ’t kn o w  if you can  do it— to  lay off 
th a t  s i tu a t io n  fo r  th e  t im e  b e in g . D o n ’t 
co u n ten an ce  it an d  d o n ’t co ndone it, b u t d o n ’t 
q u iz  h im  ab o u t it. W e ta lk ed  ab o u t it, an d  he 
ag reed  it w ould  be b e tte r  for h im  to see o th e r  
peop le . I to ld  h im  it w ou ld  be on ly  sensib le  for 
h im  n o t to re s tr ic t h im se lf to th is  g ir l. It isn ’t 
as se rious as you th in k . H e  ag reed  it w ou ld  be 
a  good th in g  if he  d id n o t re s tr ic t h im se lf to 
one  p erson . T h e  basic  th in g  is he needs som e
body to  ta lk  to. H e  needs to  co m m u n ica te  w ith  
som ebody , to op en  u p  w ith  som ebody , because 
h e ’s a  volcano in side , read y  to bust w ide  open . 
A nd if he  verb a lizes, h e ’s n o t so likely  to act 
ou t. I to ld  h im , “ I can  see you a n y tim e  you 
com e, if you call m e in a d v a n c e .”

F a .  W e w ere  ta lk in g  ab o u t th a t  ou tside .
T h .  A nd he  sa id  to  m e, “ W h a t do  you c h a rg e ? ”  I 

sa id , “ I ch a rg e  a s lid in g  scale, w h a t a  person  
cou ld  afford  to  p a y .”  H e  sa id , “ I ’d like to  pay  
for th is  m yself o u t of m y a llo w a n c e .”  so I sa id , 
“ All r ig h t, w e ’ll w o rk  o u t so m eth in g . W e ’ll 
w o rk  o u t so m eth in g  betw een  th e  tw o  of us, 
w h a tev e r you can  afford  to p a y , because  a f te r  all 
you c a n ’t a fford  a  h ig h  fee a n d  I do see som e 
p eop le  h e re  a t  a  low  fee sc a le .”  It w ou ld  be b e t
te r  fo r h im  to  feel he  can  h a n d le  it by h im self, so 
he can  send m e five bucks o r  w h a te v e r it is.

Mo. T h a t ’s h is a llow ance.

T h .  T h e n  I ’ll ta lk  to  h im ; som eday  he  can  p a y  m e. 
Mo. H e  w a n ts  to  com e th e n ?
T h .  I th in k  he very  m uch  w a n ts  to  com e. H e  w as 

te llin g  m e th a t  h e  w as ta lk in g  to a  frien d  last 
n ig h t an d  said  they  (m ean in g  you) w a n t m e to 
see a  p sy c h ia tris t. T h is  o th e r  k id sa id , “ Y ou 
k now  y o u ’re  very  lucky , y o u ’re  very  lucky you 
can  see som ebody  to  ta lk  to .”

F a .  H e  to ld  us ab o u t it. T h e  in te re s tin g  th in g  is 
th e  fellow  he says sa id  it, h is m o th e r  an d  
fa th e r, c a n ’t get a lo n g  w ith  h im .

(T h e  pa tien t  cam e for a session the  next 
week, again  accom panied  by his paren ts .  At 
th a t  tim e I convinced the  pa ren ts  to con tinue  
in the rap y  w ith  me, both  singly and  together,  
d u r in g  w hich  I counseled them  on th e  de
velopm ental req u irem en ts  of adolescents and  
the  need to encourage  the ir  so n ’s independent 
strivings. It becam e a p p a re n t  tha t  the  chief 
p ro b le m  in th e  fam ily  n e u ro s is  w as  th e  
m o th e r ’s need to control and  dom ina te  both 
her  husban d  an d  he r  children to a point tha t  
they  had  to obey w ithou t question  to avoid he r  
hysterical displays. T h e  fa ther  w as in troduced 
to a  g rou p  w ho  challenged his passive yielding 
to his wife and  encouraged  his s tand ing  up  to 
he r  and  tak ing  he r  so n ’s side. T h e  m o the r  
received  a b o u t  4 0  sessions of p s y c h o a n a -  
lytically orien ted  th e rap y  a long  w ith  abou t 10 
sessions of g ro u p  therapy .  T h e  boy himself 
benefited sufficiently from 5 m ore  sessions to 
discontinue th e rap y  greatly  improved. O n  fol
low -up  the  en tire  family s truc tu re  and  re la 
t ionship  between m em bers  of the  family had 
changed rem arked ly  for the better.)

Case 2

T h e  following illustrates the active, su p p o r 
tive first-session m an agem en t of an  acute  ex 
acerbation of anxie ty  in a chronic obsessive- 
compulsive patient.  In  deciding to te rm in a te  
the rapy  after a few sessions, I toyed w ith  the 
alternative possibility of engaging in a long

te rm  process, bu t  felt tha t  the  risks of en h a n c 
ing the  p a t i e n t ’s dependency  on me m igh t be 
too great. Actually, the pa tien t herself ex
pressed an inabili ty  to con tinue  in pro longed  
therapy .  M y  objective then w as  to b r ing  her  
rap id ly  to an  anxiety-free equ il ib r ium , offering
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her,  if possible, some insight into he r  dy 
namics, w hich hopefully could in time, if she 
uti lized it, have some reconstructive effect. 
T h e re  was no il lusion th a t  th is  brief trea tm en t  
in terlude would forestall fu tu re  attacks. H o w 
ever, it w as felt th a t  if the pa tien t  could be 
tided over her im m edia te  crisis, she m ight be 
helped to a be tter  ad jus tm ent.  Since tension 
w as the motor tha t  released her obsessional 
sym ptom s, help ing  her  to learn  to control ten 
sion by re laxation  w as the tactic I decided to 
utilize.

Pt. I called  th e  C o n su lta tio n  Service an d  1 spoke to 
D r . G . an d  to ld  h im  w h a t I needed  a n d  he rec 
o m m ended  you. H e  sa id  th a t you w ere  th e  p e r 
son to tell m e yes o r  no . [ T h e  p a tie n t  sp eaks  
ra p id ly  a n d  seem s u p se t a n d  p e r tu rb e d . I  g e t 
the  im press io n  th a t she  need s a g o o d  dea l o f  
reassurance w h ich  m a y  or m a y  n o t be o f  help  
to her.}

T h .  Y ou m ean , w h e th e r  m y k in d  of th e ra p y  w ould  
be o f va lue  to you?

Pt. T h a t ’s r ig h t.
T h .  W e ll, su p p o s in g  you give m e an  idea  o f yo u r 

p ro b lem , an d  th en  I w ill tell you w h e th e r  I can 
be o f an y  possib le  he lp  to  you.

Pt. C a n  you tre a t m e? I have obsessions th a t 
c row d in to  m y m in d  an d  upse t m e.

T h .  If you have  th e  des ire  for h e lp , th a t is u sua lly  
n in e -ten th s  of th e  b a ttle . [B ecause  she  is so 
u pse t, 1 decide to reassure h e r  ra th e r  than  to 
exp lo re  w h a t she  m ea n s by  “o b sess io n s. ” ]

Pt. W ell, th a t ’s w h a t I am . I am  rea lly  obsessive, 
very  badly .

T h .  T e ll m e ab o u t it. H o w  bad  is it?
Pt. W ell I w ill tell you th e  sto ry . I get very upse t 

over it. ( T h e  p a tie n t  p a u se s  a n d  is m a n ife s tly  
a n x io u s .)

T h .  T a k e  yo u r tim e [m ore rea ssu ra n ce].
Pt. W h en  I w as 15, th is  first cam e o u t an d  it 

rea lly  b o th ered  me. A w ord  cam e to m y m ind , 
a n d  I felt forced to re p e a t it. (p a u se) It is the  
re p e a tin g  of the  w o rd  (pause).

T h .  T h e  re p e a tin g  of the  w ord .
Pt. Yes, you see I com e from  a very re lig ious 

fam ily . I, m yself, am  no t re lig io u s o r  an y th in g  
like th a t. I d o n ’t know  if you know  w h a t I am  
ta lk in g  ab o u t. In th e  fam ily  th a t  I cam e from  
th e re  w ere  co n s tan t p ra y e rs . W ell, as a ch ild , 
w h en  I w as ab o u t 15, I rem em b er m y fa th e r

h av in g  a  lot o f fin an c ia l tro u b le . T h e re  w as a 
lot of w o rry  an d  h ig h  tens ion  in th e  house . I 
su p p o se  I took  th is  m o re  o r  less to  h e a r t, 
w h e re a s  m y sis te r  an d  b ro th e r  d id n ’t rea lly  
believe in a ll th e  co m p la in ts , th e  u su a l k in d s of 
th in g s  th a t  go on . O n e  tim e  I w as u p  in my 
b ed ro o m  an d  I w as ju s t  so rt of like p ra y in g  to 
G o d  th a t  ev ery th in g  w ou ld  w o rk  ou t an d  it 
w ou ld  be a ll r ig h t. I know  I w as feeling  d e 
fiance  an d  I kn o w  how  th is  w o rk s, b u t I said 
to m yself, “ W ell, if I c a n ’t p ra y  to G o d  to 
m ak e  ev e ry th in g  all r ig h t, m ay b e  if I say  ‘J e su s  
C h r is t ’ ov er an d  over ag a in  it w i l l .”  W ell, I 
s ta r te d  to re p e a t th a t in  m y m in d  an d  it 
seem ed repu lsive .

T h .  J e s u s  C h ris t?
P t .  T h a t ’s it.
T h .  T h e  re p e tit io n  of J e s u s  C h r is t ,  w as it so rt of a 

d efian t g es tu re?
P t .  I su p p o se  it w as. I d o n ’t q u ite  u n d e rs ta n d  it. 

W e ll, I c o u ld n ’t s to p  re p e a tin g  th is  th in g  in 
m y m ind . I t w o u ld  ju s t  go on an d  on an d  on, 
w h ich  nev er h a p p e n e d  a c tu a lly  before. I d id n ’t 
k n o w  w h a t to  do. F in a lly , I to ld  m y m o th e r 
a b o u t it, a n d  w e w en t to  o u r fam ily  docto r. I 
w as 15 a t th e  tim e. I am  21 now . H e  sen t me 
to a p sy c h ia tris t. T h is  guy  w as a  p sy c h ia tris t 
a n d  n eu ro lo g ist. N o w , w h en  I w en t to  h im , it 
w as for a  sh o rt tim e. A m a tte r  of a  few 
m o n th s. H e  d id  ab so lu te ly  n o th in g  for m e, as 
fa r as th a t  goes. I to ld  h im  th e  sam e sto ry  
w h ich  I w ill tell you now  th a t  th e re  is som e
th in g  th a t  h a p p e n e d  to m e w h en  I w as 8 years 
o ld. I can  re m e m b e r w h en  th is  th in g  firs t cam e 
o u t. I am  positive  ab o u t it. I am  te llin g  th e
sam e ro tte n  sto ry . I h a te  m yse lf fo r th is  be
cause  it w as ju s t  a  w aste  of ev e ry th in g . W ell, 
f in a lly , a f te r  ab o u t 5 m o n th s  I reca ll th a t  it 
s ta rte d  to  let d o w n — th is  re p e a tin g  o f the  
w o rd s— an d  I got back to  b e in g  m yself. J u s t  
be in g  m yself. P eriod . [ 772^ o u tc ro p p in g  o f  the  
obsessiona l sy m p to m  is a d er iva tiv e  o f  m a n y  
a n x ie tie s , som e p e r h a p s  u nconscious, d a tin g  
back to h e r  ch ild h o o d . T h e  p a tie n t  recognizes  
the  connection .]

T h .  D u rin g  th is  p erio d  th a t  you w ere  seeing  th e  
p sy c h ia tris t w h a t h a p p e n e d ?

P t .  Yes. 1 w en t to h im  on an d  off, an d  then  
ev en tu a lly  he just to ld  m e th a t  he rea lly  sp e 
c ia lized  in neu ro lo g y  an d  th e re  w as not a  d a rn  
th in g  he could  do for m e. A n d  if I cou ld , I 
w o u ld  hav e  ra th e r  avo ided  th is . I w as a ju n io r
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in h igh  school a t th e  tim e th a t I w as 15. 
T o w a rd  th e  end of th a t year it m o re  o r  less 
w en t aw ay  an d  I w ou ld  fo rget ab o u t it. 1 
w ou ld  ra th e r  th in k  th a t  it h a d  n o th in g  to do 
w ith  m e an d  th a t  I could  s ta n d  it. I w as all 
r ig h t in m y sen io r y ea r in h ig h  school. I w as 
all r ig h t in m y fresh m an  year in college. 
M a y b e  it w ould  s ta r t  com ing  u p , b u t I could 
sort o f fight it d ow n . W h en  I w as a so p h o m o re  
in college, I w ent aw ay  to school.

Th. Y ou w ere  all r ig h t as a fre sh m an  in college?
P t .  Yes. T h e n  I w an ted  to  go aw a y  to school and 

live in a  d o rm . It w as a new  ex p erience . G e t
tin g  aw ay  a n d , o f course , th e  ch an g e  of en v i
ro n m e n t sudd en ly . E v e ry th in g  w as go ing  a long  
w ell, a lth o u g h  it w as new  an d  I h ad  never 
been aw ay  from  hom e. B ut before I could get 
b e tte r , th is  th in g  got hold  o f m e. Y ou know  
w h a t I m ean ?

Th. Y ou m ean  th e  obsessions s ta rte d  a g a in ?  W h en  
w as th a t?  H o w  long  ago?

P t .  T h is  w as w h en  I w as 18. I t ’s no t so m uch the  
re p e a tin g  of th e  w o rd , ac tu a lly , a lth o u g h  th a t 
o ccu rred .

T h. T h e  sam e w o rd , J e s u s  C h ris t?
P t .  Yes, b u t it ch anged  to a ll k in d s of sym ptom s 

ac tu a lly . I s ta rte d  ju s t  w ith  say ing , “J e su s  
C h r is t ,”  b u t I know  w h ere  all th is  cam e from . 
I w ill go back , b u t I ju s t  w an ted  to tak e  it from  
here . F in a lly , w h en  I w as a so p h o m o re , a t the  
end o f m y so p h o m o re  year, I got hom e and  
ev ery th in g  w as fine. It d id n ’t b o th e r m e th a t 
m uch  e ith e r  th a t y ear as m u ch  as it d id  the  
firs t tim e. T h e n  I becam e engaged . I w as fine 
an d  I th o u g h t it w o u ld n ’t even b o th e r  m e a n y 
m ore . I got m a rrie d . M y  h u sb a n d  an d  I have a 
very nice m a rria g e — a successful m arriag e . 
[U p to th is  p o in t  the  p a tie n t  does n o t p re se n t  
too co h eren t a story . S h e  seem s so concerned  
a n d  u p se t w ith  h e r  o bsessiona l sy m p to m  th a t 
she  bypasses im p o r ta n t d e ta ils th a t I  sh a ll ex 
p lo re  la te r ./

Th. H o w  old w ere  you w h en  you got m a rrie d ?
P t .  N in e teen . I ’m 21 now .
Th. Y ou have been m a rrie d  a lm ost 2 years?
P t .  A y ear an d  3 m o n th s. I w as m a rrie d  for 10 

m o n th s— th is  is w hy  I am  h e re  n o w — th is  past 
A p ril I w as h u m m in g  in bed , a n d , you see 
ac tu a lly  w h en  I am  o u t and  active an d  every
th in g , an d  if th is  s ta rts  to b o th e r m e, I can  ju s t  
get involved in o th e r  th in g s  a n d  sort o f keep it 
d ep ressed , keep it d ow n . W h en  it cam e to the  
su rface  a g a in , th a t rea lly  bo th ered  m e.

Th. It m u st hav e  u p se t you a good deal.
P t .  It d id , th is  pas t A pril.
T h. T h a t ’s 5 m o n th s  ago.

P t .  I have  spoken  to som e p eop le  since th en  be
cause  m y h u sb a n d  an d  I w a n t a  la rg e  fam ily  
n a tu ra lly . M y  h u sb a n d  an d  I w a n t to p la n  on 
a fam ily , an d  I d o n ’t w a n t to have ch ild ren  be
cause  I w ill be su ffering  w o rse  th e n . B ecause, 
if it is an  an x ie ty , o r  w h a tev e r you call it, 
w h en  I ge t it, rea lly  get it, I am  m iserab le . 
Y ou c a n ’t rem ove it som etim es ly ing  th ere ; you 
ju s t  d o n ’t know  w h a t it is. I t ’s like y o u r scared 
of so m e th in g , b u t you d o n ’t know  w h a t you 
a re  scared  of. It is very  h a rd  to say . I had  
spoken  to som e p eop le  ab o u t th e  th in g  th a t 
h a p p e n e d  to m e in A p ril. I got pe trified . I 
avo ided  ev e ry th in g  an d  everybody . T o  m e if I 
am  no t feeling  g u ilty  an d  it is no t b o th e rin g  
m e, I am  fine. I re a liz e  now  th a t  it is som e
th in g  th a t  w ill be re c u r rin g  u n til I find  ou t 
w h a t it is th a t  is n eeded , o r  d es tro y  it, o r p u t it 
d o w n . I spoke to  a  few do c to rs , b u t n o th in g  
steady .

Th. A ny o th e r  tr ie s  a t p sy c h o th e rap y ?
P t .  J u s t  th e  o n e  tim e th a t  I to ld  you ab o u t. I h ad  a 

g irl frien d  ta lk in g  to m e once. I never to ld  a n y 
body abo u t it because I am  d e a th ly  a sh am ed  of 
it, an d  d ea th ly  a sh am ed  th a t  an y o n e  should  
k now . A n y w ay , th a t  b o th e rs  m e an  aw fu l lot. 
S he w as te llin g  m e ab o u t w h en  she w as aw ay  
one tim e. S he s tu tte rs . She h ad  gone to  a  p e r 
son , w h o  I believe is a p sy c h ia tris t, w ho  ta u g h t 
hy p n o sis  to  o th e r  docto rs o r  so m e th in g  of th a t 
so rt, an d  she  w as te llin g  m e th e  sto ry  o f how  
she w as reg ressed  to e a r lie r  tim es of h er life. 
S he  w as reg ressed  to th e  tim e  w h ere  she first 
s ta r te d  to s tu tte r . H e r  m o th e r took a knife to 
one o f h e r  b ro th e rs  w h en  she w as 2 years  old, 
w h en  it h a p p e n e d  th a t she s tu tte re d . A fter she 
found  o u t ab o u t th a t, th en  she  began  to ta lk .
[T h is  co n ven tio n a l n o tio n  o f  th e  p a th o g e n ic ity  
o f  “b u rie d  m e m o r ie s ,” a n d  th e ir  n eed  to d is
gorg e  th em  fo r  cure, sen d s som e p a tie n ts  in 
q u e s t o f  th era p is ts  w h o  can surg ica lly  d issect 
in to  the  u n co n sc io u s .) A fter she found  ou t 
ab o u t th a t, th en  she began  to ta lk . W ell, from  
w h a t I had  read  ab o u t h y p n o sis  an d  th in g s  like 
th a t ,  I th o u g h t th a t m aybe, m aybe th is  is one 
w ay  of go ing  back an d  f in d in g  ou t w hy  I h ad  
th is  tro u b le . W h a t is it covering  u p ?  I know  
th is  m uch a t leas t. W h en  I w as 8 y ea rs  o ld , I 
have th re e  b ro th e rs , an d  an  o ld e r b ro th e r , w ho 
is 6 years  o ld e r  th a n  I — th e re  w as a lot of sex
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p lay  betw een  th e  tw o  of us. I w as b ro u g h t up  
in a very stric t hom e. Sex w as so m e th in g  th a t 
w as never ta lked  a b o u t, an d  so fo rth . T h e  w ay 
I feel ab o u t it, I have no t a bad  a d ju s tm e n t. I 
have had  a very good a d ju s tm e n t in m arriag e . 
I c a n ’t u n d e rs ta n d  how  one h as a n y th in g  to  do 
w ith  the  o th er. T h is  is th e  on ly  th in g  I can  re 
m em b er from  m y y oung  ch ild h o o d  life. T h is  
th in g  is b o th e r in g  m e. T h e re  w as no ac tu a l in 
te rco u rse  th a t  took p lace  a t a ll, b u t th e re  w as 
like m a s tu rb a tio n . H e  w ould  touch  m e, an d  I 
w ou ld  touch  h im , an d  so fo rth . \ W h a t th e  p a 
tien t w a n ts  is h y p n o s is  to u p ro o t im p o r ta n t  
m em ories. T h is , in m y  op in io n , is n o t w h a t  
w ill he lp  her. N a tu ra lly , she is n o t to ld  th is  
since it m a y  d iscourage h er to learn  th a t the  
tech n iq u e  th a t she  believes w il l  save h e r  ca nno t 
do so. L a te r , w h e n  I  have  a w o rk in g  re la tio n 
sh ip  w ith  her, I  w ill  be in a b e tter  p o s itio n  to 
a p p rise  h er o f  w h a t I  believe can h e lp  her.]

T h .  Y ou  re m e m b e r  th e  in c id e n t to d a y  q u ite  
acu te ly ?  Y ou w ere  on ly  8 y ea rs  of age  th en . It 
still b o th e rs  you?

P t .  1 rem em b er every sing le  th in g  th a t h a p p e n e d .
T h .  D o  you rem em b er if you felt sexual excitem en t 

a t th e  tim e?
P t .  N ot me.
T h .  N ot you?

P t .  W ell, it is a  fu n n y  th in g . If I w ere  to  be t r u th 
fu l, I ’d say th a t  I knew  th a t  I liked  it. B u t h ere  
is th e  s to ry . Y ou see, w h en  w e firs t s ta r te d —  
th is  w ent on fo r a very  sh o rt tim e , b u t it 
w a sn ’t ju s t  one tim e  th a t  it to o k  p lace  betw een  
the  tw o  of us— w h en  it first s ta r te d , I knew  
n o th in g  ab o u t sex. I w as ju s t  ab o u t 8 years 
o ld. I d id n ’t even know  w h a t it w as. D u rin g  
th e  tim e th a t th is  w as going on , a ll th e  g irls  
w ere  g e ttin g  to g e th e r  an d  s ta r tin g  to  ta lk  ab o u t 
sex. T h e n  I rea lized  w h a t I w as d o in g  an d  th a t 
w h a t I w as do in g  w as w ro n g . T h a t  m ade m e 
feel d ifferen t, (pause)

T h .  It m ad e  you feel gu ilty?
P t .  N o w , I w as only  8, but I rem em b er one tim e. 

M a y b e  it w as e x tra  nice o r  so m e th in g  like 
th a t. It w as th e  su m m ertim e  in m y house . I 
w an ted  to tell m y m o th e r. I h ad  to get th is  
th in g  ou t of m e. I can  re m e m b e r go ing  to m y 
room  and  c ry in g  ab o u t it. A lw ays d ea th ly  
a fra id  th a t I w as p re g n a n t. E ven  th o u g h , as I 
say , I knew  I co u ld n ’t be, bu t I w as scared  th a t 
I w as. I w as scared  all of my teen ag e  life th a t 
som eday  I w ould  be p re g n a n t from  th is  th ing . 
I rem em b er my m o th e r cam e u p s ta ir s  to  my

ro o m , b u t she  cam e in w ith  m y a u n t, an d  I 
w as go ing  to  tell h e r, b u t she  w as w ith  m y 
a u n t an d  I c o u ld n ’t. I looked a t h e r  an d  sa id , 
"M o m m y , I am  p re g n a n t .”  O f  cou rse , my 
a u n t b u rs t o u t lau g h in g . I w ou ld  b u rs t ou t 
la u g h in g  if it w as an y b o d y  else. T h e y  ju s t  sh u t 
it off. It w as ju s t  n o th in g . S om e k in d  of silly  
bu sin ess an d  th a t  w as th e  en d  of it. W ell, to 
th is  day  nobody  k n ow s a n y th in g  ab o u t it ex 
cept th is  d o c to r th a t  I spoke to .

T h .  Y o u r b ro th e r  w as 14 at th e  tim e?
P t .  Yes. W h e n  th is  w as g o ing  o n , he  w ould  send 

m e o u t o f th e  room , an d  I nev er kn ew  w hy. It 
w as w h en  he  w o u ld  reach  an  o rg asm  an d  the  
sp e rm  w ou ld  be com ing  o u t. O n e  tim e  I asked 
h im  w h y , an d  he  let m e sta y , an d  I saw  the  
sp e rm  com ing  o u t, an d  he  to ld  m e, “ T h a t ’s 
w h a t m ak es you p r e g n a n t .”  I becam e, as a 
ch ild  of 9 an d  10, I becam e very  a fra id  of 
sp e rm . T h in g s  th a t  m y b ro th e r  w o u ld  touch  I 
w as a fra id  to tou ch  for fea r  I w ou ld  get 
p re g n a n t. Som etim es I w as scared  in m y m a r 
ried  life. I can  u n d e rs ta n d  it ra tio n a lly , b u t I 
do n o t w a n t to have  a p reg n an cy , an d  I am  
m o re  scared  o f becom ing  p re g n a n t ju s t  from  
sp e rm  th a n  I th in k  a n o rm a l p e rso n  w ould  be. 
I am  q u ite  su re  o f th a t.

T h .  D o  you use  co n tracep tiv es?
P t .  Yes. I becam e very  a fra id  to tou ch  a n y th in g  

th a t m y b ro th e r  to u ch ed . If I w o u ld , th en  I 
w ou ld  ru n  an d  w ash  m y h a n d s , w ash  m y 
h a n d s , an d  w a sh  m y h an d s. It w as getting  
rid ic u lo u s , b u t I h ad  to  do it. If th a t  is co m p u l
sion , w ell, th en  th a t  is co m p u ls io n . I d o n ’t 
kn o w  w h a t it is. T h e n , o f co u rse , I th in k  th a t 
fro m  th a t  m aybe you w ou ld  d e te rm in e  th a t I 
w as touchy . T h a t  d o esn ’t b o th e r  m e m uch. 
W h e n  I w as yo u n g er, I w o u ld  p ick  u p  the  
p ra y e r  book an d  s ta r t  to  re a d . W h e n  I w ould  
com e to th e  end of th e  sen ten ce , o r  som eth ing  
like th a t ,  I w ou ld  have  to say , “J e s u s  C h r is t”  
over a n d  over to  m yself. It got to th e  p o in t 
w h e re  I c o u ld n ’t read  w ith  an y b o d y , a lth o u g h  
I d id n ’t say a n y th in g . T h e n  th is  w o u ld  com e to 
m y m in d . As I g rew  u p , I guess it subsided  an d  
d id n ’t b o th e r  m e, w ith  th e  h a n d  w a sh in g  and  
th in g s  like th a t ,  a lth o u g h  all th ro u g h  my 
teen ag e  life I a lw ay s w as a fra id  I w as going to 
becom e p re g n a n t. E ven as a  ch ild . It on ly  w ent 
on fo r a  sh o rt p e rio d , a m a tte r  o f m o n th s. I 
d o n ’t rea lly  re m e m b e r how  long. W ell, it w as 
d u r in g  th is  tim e  th a t  I s ta rte d  to  re p e a t “J e su s  
C h r is t”  to m yself. A nd  ever since th a t  tim e,



76 HANDBOOK OF SHORT-TERM PSYCHOTHERAPY

th is  th in g  h as  ju s t  been g ro w in g  an d  g ro w in g  
an d  g ro w in g . N o w  it s tops, now  it fla res up , 
now  it d o e sn ’t. T h e  last tim e  w as in  A p ril. It 
h a s n ’t bo th ered  m e for q u ite  a w hile . A lth o u g h  
I could  fight it d o w n , I am  p u rp o se ly  no t f ig h t
ing it dow n for th e  sim p le  reaso n  th a t  I w a n t 
to get r id  of it because n a tu ra lly  w e w a n t to 
have  a  fam ily . I know  th a t  I can n o t m ak e  a 
decen t m o th e r w ith  th is  so rt of a tta c k  com ing  
u p o n  m e. O n e  o th e r  th in g  th a t  b o th e rs  m e— I 
guess th is  is because I am  oversensitive  to the  
p ro b le m — it is th a t  w h en  w e to ld  o u r  fam ily  
docto r, I w as a fra id , I am  now  scared  th a t 
everybody  know s. I am  so a fra id  th a t  peop le 
w ill find m e o u t. T h e  p eop le  a ro u n d  C o n 
necticu t, w h ere  I live, a re  nosy . I believe, I 
th in k  it now .

T h .  F in d  o u t ab o u t y o u r obsession?
P t .  W h e n  it d o esn ’t b o th e r m e an d  I th in k  th a t 

som eone know s, I ju s t  lau g h  it off. I th in k , “ So 
w h a t, w h a t can  I do ab o u t it. I c a n ’t h e lp  it. It 
is over a n d  do n e  w ith . It is a silly  th in g .”  In 
fact, I can  rem em b er a c tu a lly  la u g h in g  a t 
m yse lf in -betw een  tim es to th in k  th a t  I w ould  
do so m e th in g  like th a t. A lth o u g h  th a t  b o th ers  
m e a  lot, sw allo w in g  som etim es is a  sy m ptom .

T h .  S w a llo w in g ?  T e ll m e ab o u t th a t.
P t .  It is ju s t  n o th in g . A ll o f a  su d d en  I ju s t  c a n ’t

sw allow . I t d o e sn ’t b o th e r  m e a  lo t. I t is a ll of
a  su d d en . I am  no t d o ing  it now . I am  ju s t
ta lk in g  ab o u t th is  w h o le  th in g , p a r tic u la r ly  the  
w o rd  rep ea tin g .

T h .  T e ll m e ab o u t th is . W h a t o th e r  w o rd  besides 
J e s u s  C h ris t  com es o u t?

P t .  I d o n ’t a lw ay s say  “J e su s  C h r is t .”  I ch ange 
th e  w o rd  a ro u n d  so th a t  I d o n ’t have  to say 
th a t  p a r t ic u la r  w o rd . I w ou ld  say “ cocka- 
d o o d le”  o r  so m e th in g  like th a t.

T h .  C ockadood le?
P t .  I d o n ’t know . J u s t  a n y th in g  in  o rd e r  to  avoid 

say ing  th e  w o rd  th a t  I am  th in k in g  of. B u t 
som etim es I w ill ju s t  be d o in g  a n y th in g  an d  it 
w ill com e o u t ju s t  like th a t.

T h .  W h e n  it com es o u t, it g ives you a n x ie ty ?
P t .  O h , yes.
T h .  A g re a t d ea l of an x ie ty ?
P t .  N o t a lw ay s . B ut w h en  I am  feeling  fine, an d  

a ll o f a  sudden  it com es o u t, I ju s t  p ra y  th a t  it 
is n ’t going  to com e to th e  su rface , I d o n ’t p ray . 
I d id n ’t m ean  it th a t  w ay . I ju s t  get scared  an d  
try  to  avoid  it. B ecause I know  how  I can  get 
so involved an d  engulfed  in th is  th in g .

T h .  A ll r ig h t. N o w , a p a r t  from  th is , do an y  o th e r

w o rd s  com e u p  in  th e  sam e co n tex t a s  J e s u s  
C h r is t?

P t .  O n ly  if I t ry  to  cover it u p  w ith  a  sw ear w o rd , 
b u t it d o e sn ’t b o th e r  m e in  th e  leas t ac tu a lly .

T h .  T e l l  m e a  l i t t le  b i t  m o re  a b o u t  o th e r  
sym ptom s. D o  you get tens ion  d u r in g  th e  d ay ?

P t .  D o  you m ean  w h en  I am  u p se t o r  ju s t  a 
re g u la r  d ay ?

T h .  R e g u la r  day .
P t .  I k n o w  I hav e  a  lo t o f in fe rio ritie s . I can  tell 

you th a t  m uch . H e re  is a  c u r io u s  th in g . I d o n ’t 
k n o w  if th is  m e a n s  t h a t  y o u r  ego  do es 
s tre n g th e n  u p  th ro u g h  tim e  o r  n o t. A t one tim e 
I felt like I w as  th e  ug liest th in g  in th e  w o rld . I 
w o u ld  w a lk  d o w n  th e  h a lls— th is  m y p re ju d ice  
com ing  u p — a n d  if th e  colored  g ir ls  w o u ld  w a lk  
by m e, I w o u ld  th in k , “ Y ou k n o w  you  a re  ju s t  
th e  ug liest th in g  in  th e  w o r ld .”  A n d  yet, it 
d o e sn ’t b o th e r  m e a t  a ll n o w , a n d  h a s n ’t 
b o th e re d  m e since. I hav e  h ad  th e  o th e r  tw o  a t 
ta c k s  m o re  o r  less w h ich  have  been ju s t  as bad . 
A nd  yet, w h e n  I w as a  sen io r in  h ig h  school, I 
co u ld n ’t  com pete  in  m y so ro rity , w h ich  m ust 
have  been  a  shock to  m y ego. N o w  it rea lly  
d o e sn ’t b o th e r  m e an y m o re . I have  tw o  sis ters, 
one  is a  y e a r  o ld er th a n  I. I k n o w  I w as held  in 
h e r  sh ad o w .

T h .  I see. D id  you  have  an y  o th e r  k in d s o f p ro b 
lem s as a  ch ild ?  D id  you hav e  an y  tics o r 
speech  p ro b lem s of an y  k in d , in stan c es o f b ed 
w e ttin g  o r  w a lk in g  in  y o u r sleep?  [ /  cou ld  
have fo c u s e d  m o re  on th e  co m p e titiven ess  w ith  
h e r  sister, b u t I  w a n te d  to g e t as m u ch  in 
fo rm a tio n  as p o ss ib le  in  th is  in te rv ie w  to help  
m e  in d es ig n in g  a tre a tm e n t p la n .]

P t .  I n ever w alk ed  in  m y sleep , nev er w et m y bed. 
I d o n ’t kn o w  if th is  h a s  a n y th in g  to  do  w ith  it, 
b u t I once asked  m y m o th e r, a lth o u g h  I c e r
ta in ly  d o n ’t re m e m b e r back  th a t  fa r  m yself. O f  
cou rse , m y s is te r h a s  a bab y  no w , an d  I like 
th e  w ay  she  is b rin g in g  h e r  u p . She lets h e r  do 
th in g s  as she  com es of age  a n d  th a t ’s h o w  she 
co n tro ls  herself. I su p p o sed ly  n ever w et m y 
p a n ts , a n d  by a  y ea r  o r  so m e th in g  like it I 
nev er bed w et. I can  never re m e m b e r an y  one 
tim e  in m y life w h ere  I d id  b ed -w e ttin g . A s fa r 
as tics a re  concerned , w h ich  m ean s sw allo w in g  
o r  som e such  fu n n y  th in g , I d o n ’t k n o w  how
old I w as , b u t you know  h o w  you can  click 
y o u r th ro a t  o r  so m eth in g . I used  to  do th a t ,  
b u t n o t a  lo t. N o t th a t  it b o th e red  m e. I never 
got w o rrie d  a b o u t it. M a y b e  y es te rd ay  or 
so m e th in g  it m ig h t have  h a p p e n e d .
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T h. H o w  a b o u t d e p re s s io n s?  D o  y o u  g e t d e 
pressed?

P t .  T h e  on ly  tim e  1 get dep ressed  is w h en  I get the  
a ttack . R ig h t now  I ’m  no t dep ressed . If m y 
h u sb a n d  w an ted  to go to a  p a r ty  an d  have  a 
good tim e , I ’d go. W h e n  I feel a ll r ig h t in be
tw een  a ttack s , I am  ju s t  like a n y  o th e r  p erson . 
S om etim es I feel b lue  one d ay , b u t ce rta in ly  
n o t depressed . If som ebody ca lls an d  w a n ts  to 
go som eplace, okay . B u t I do  get very , very 
d o w n h e a r te d  w h en  th is  th in g  gets m e. B e
cause , w h a t can  I do? R ig h t now  I a m  all r ig h t 
in th a t  sense. W h a t a m  I go in g  to do?  I c a n ’t 
b re a k  ou t. W h a t’s th e  use o f  go ing  on from  
h ere . I t is ju s t  rid ic u lo u s , (p a u se)

T h. D o you get an y  h ead ach es?
P t .  Yes. I know  w h en  I get a  h ead ac h e  a n d  w h en  I 

d o n ’t. I know  th is  m ean s i t ’s a  n eu ro tic  
sy m p to m , p ress in g  on  th e  sides. I get a ll th is  
stuff. I have  g o tten  th is  p re ss in g  feeling  ever 
since th e  a ttack s s ta rte d , fro m  th e  tim e  th is  
s ta rte d  w h en  I w as a  child .

T h. T h is  dep ress in g  feeling?
P t .  P re ss in g  n o t d ep ress ing . I h ad  to go to th e  doc

to r  to  get a  physical ch eck u p  because  I w as 
g e ttin g  so excited  an d  so scared  in side  th a t  I 
w o u ld  ac tu a lly  w o rk  a  fever u p  in side  m yself. I 
c a n ’t ex p la in  it. I get so scared  an d  so pe trified  
th a t  I d o n ’t know  w h a t to do . W ell, I know  
w h en  I get a  fever. W h en  I ge t a  rea l fever, I 
know  th a t  I am  sick, b u t w h en  I ge t th is  k ind  
of a  “ h o tn ess”  o r  so m e th in g  . . . now  I can  
re la te  th a t to  so m eth in g  w h en  I refe r back. 
W h en  I w as 8 years  o ld , I can  rem em b er d u r 
ing th e  sex  p lay  betw een  m y b ro th e r  an d  I, I 
cou ld  n ever u n d e rs ta n d  w hy th e  a ir  a lw ay s  felt 
so w a rm  o r  so h o t. N o w  I d o n ’t know  if th e re  
is an y  d irec t c o rre la tio n  be tw een  these . I d o n ’t 
even know  if it is th a t  w h ich  is cau sin g  it. 
M a y b e  it is com pletely  subconscious. B u t for 
som e reaso n  I a lw ay s re la te  it to  th a t .  B u t it 
m ay  have n o th in g  to  do w ith  it.

Th. D o you re la te  th e  fever to  th a t  in c id en t w ith  
yo u r b ro th e r?

P t .  N o , it w as from  m y b ro th e r  seem ing  to  get ex
c ited  o r  s tim u la ted , o f cou rse . W a rm th  w as 
ju s t  p a r t  o f th e  sexual s tim u la tio n . I rem em b er 
w o n d erin g  ab o u t it especia lly  w h en  I h an d led  
h is penis.

Th. W h en  you h an d led  h is pen is , d id you  have  an y  
feelings ab o u t th a t?

P t .  M e ?  S exually?
T h. D id  it excite you o r  scare  you?

P t .  In  th e  b eg in n in g , it d id n ’t scare  m e. I w as very 
cu rio u s  ab o u t th e  w ho le  th in g  an d  w h en  w e 
w ere  little  te llin g  jo k es . A t th e  tim e  I w as ju s t  
cu rio u s.

T h. Y o u r sex u a l a d ju s tm e n t no w , w ould  you say it 
is a good one?

P t .  Yes.
T h . W ith  a  c lim ax ?
P t .  A ll th e  tim e. Yes. W h e n  w e firs t got m a rrie d , 

th e  on ly  th in g  I co u ld n ’t get over th e  idea  of 
h a v in g  com plete  freedom  in sex. B u t afte r a 
few  m o n th s , it w as fine.

T h . So th a t  you  a re  u n in h ib ite d  m o re  o r  less sex
u a lly ?

P t .  M y  h u sb a n d  an d  I have com e to  an  ag reem en t. 
W e  bo th  en joy  w h a t w e do , a n d  th a t ’s how  w e 
feel ab o u t it.

T h. H o w  ab o u t w h en  you hav e  a few  d r in k s?  D u r 
ing  th e  tim es w h en  you have a n x ie ty  does alco 
hol he lp ?

P t .  I d o n ’t d r in k .
T h. H o w  ab o u t tra n q u iliz e rs ?  H a v e  you ta k e n  any  

m ed ica tio n ?
P t .  I once w en t to a  docto r w ho  gave m e a p ill. 

T h e  firs t p sy c h ia tris t w h o m  I w en t to  w h en  I 
w as 15 gave  m e som e p ills , b u t he  to ld  m e 
r ig h t  to m y face, he  sa id , “ Y ou k now  y o u r cure 
is n o t in th e  b o ttle .”  W h ic h , o f  co u rse , I know . 
T h is  last tim e , I spoke to  th is  one  d o c to r— I 
ju s t  w en t to h im  once— an d  he gave m e a 
p re sc r ip tio n  w h ich  he  sa id  w o u ld  ca lm  m e 
d o w n  a n d  I w o u ld  fo rget ab o u t it, som e th in g  
like th a t. I took  th e  p ill, a n d  it d id n ’t do a 
th in g , an d  I kn o w  m yself th a t  a  p ill is no t go
ing  to cu re  m e.

T h . D o you k now  w h ich  p ill he  gave  you?
P t .  It w as a  g reen  an d  b lack  one.
Th. S o u n d s like L ib r iu m .
P t .  Y es, it w as L ib r iu m .
T h . It d id n ’t h e lp ?
P t .  It d id n ’t do a  th in g . I t ’s all u p  h e re  p o in t s  to 

h ead). [I g e t  a b e tte r  fe e l in g  a b o u t h e r  basic 
stren g th s. S h e  has m a d e  a g o o d  se x u a l a d ju s t
m e n t a n d  has som e u n d e rs ta n d in g  o f  h e r  p r o b 
lem .}

Th. H o w  ab o u t d re a m s?  D o you  d re a m  a  g rea t 
deal o r  do you d re a m  very  little ?

P t .  In  fact, I h ad  a  d re a m  th is  m o rn in g . I have 
been a  l i ttle  an x io u s  ab o u t co m in g  here . I have 
d ream s. C e r ta in  ones hav e  stood o u t, because  I 
knew  som eday  I w ou ld  be te llin g  som ebody m y 
sto ry  an d  I sh ou ld  re m e m b e r these  d ream s. 
T h e y  a re  ab o u t th in g s , an d  I w ill p lace  my
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o ld er sis ter do ing  th em , an d  th en  I w ill p ro b a 
bly w a n t to  do th e  sam e th in g . T h is  m o rn in g  I 
had  a  d ream  ab o u t m y sis te r an d  I. N o w  w hen  
w e w ere  little , w e used to fig h t, a t least I ’d call 
it th a t ,  because I ’d re tre a t. G eo rg e tte , my 
sis ter, w ho  is a  year o ld er th a n  I am , h ad  an  
acciden t w hen  she w as a sm a ll ch ild , an d  so 
she w as a lw ay s coddled  an d  ev e ry th in g  w hen  

she w as ab o u t 3 years  o ld . S h e  b roke one leg, 
she b roke  an  a rm , an d  th in g s  like  th a t. If w e h it 
h e r , she w as g o ing  to  fall a p a r t .  A n y w ay , it is 
th e  t ru th . I rem em b er th a t  w e used to fight and  
I w ou ld  never let m yself go to rea lly  h it h e r  
back. In  o th e r  w ords, I w as a lw a y s th e  one th a t 
w as b lam ed  for th in g s  an d  a lw a y s  got h it and  
a ll th is  o th e r  stuff. T h is  m o rn in g  I d re a m t th a t 
the  tw o  of u s w ere  fig h tin g  a n d  she w as h ittin g  
m e an d  rea lly  h u r tin g  m e, a n d  yet I c o u ld n ’t 
rea lly  h it h e r  back. B ut I w as h o ld in g  back  all 
m y s tre n g th , w h ich  is so m e th in g  th a t  a lw ay s 
h a p p e n e d  w h en  w e w ere  ch ild ren . [T h e p a t ie n t  
co n tin u es to re fer to h e r  re la tio n sh ip  w ith  her  
s is te r  as a source o f  k e e p in g  h e r  d o w n  a n d  
cru sh in g  her. A c tu a lly , h e r  s ib lin g  riva lry , 
never  resolved, in la ter sessions tu rn e d  o u t to be 
a core p ro b le m .]

T h .  A nd you have a lw ay s held  back ?  [ I  w o u ld  have  
lik e d  to ha ve  g o n e  in to  h e r  re la tio n sh ip  w ith  
h e r  sis ter  a t th is  p o in t , bu t I  re a lized  th is  
w o u ld  ha ve  co n su m e d  the  re m a in in g  m in u te s  
o f  th e  session. ]

P t .  Yes.
T h .  W h a t ab o u t y o u r m o th e r an d  fa th e r?  W h a t 

k ind  of p eop le  a re  they ?
P t .  M y  m o th e r is a p ecu lia r  p erso n . M y  fam ily  is 

th e  h ig h -s tru n g  type.
T h .  H o w  did you re la te  to y o u r m o th e r w h en  you 

w ere  a  ch ild?
P t .  M o th e r  an d  I w ere  no t close. T h e  reaso n  th a t 

I d id  w h a t m y b ro th e r  w an ted  m e to d o — I 
know  th is— is because I got a  lot o f love from  
m y b ro th e r . I w ould  say  m y g ra n d m o th e r, w ho  
did no t live w ith  us, w h en  I w ould  see h e r , I 
w ou ld  feel rea l tru e  love. N o w  th e re  is som e
th in g  w ro n g  w ith  m y re la tio n sh ip  w ith  m y 
m o th e r a n d  fa th er. I could  never ta lk  to my 
m o th er. M y  o ld e r  sis te r w as a lw ay s safer. T h is  
I know . 1 have  a lw ay s  felt th a t  w ay. I am  close 
to m y s is te r now . It w a s n ’t u n til I got m arried  
th a t  I could  ac tu a lly  go over an d  look my 
m o th e r s tra ig h t in the  face, a n d  ju s t  sit th e re  
an d  ta lk  an d  have  a  re g u la r  co n v ersa tio n  as a 
m o th e r a n d  d a u g h te r  shou ld . As a  tee n a g e r, I

w as very , very  h u r t  w h en  I w as ab o u t 11 o r  12 
o r  13. Y ou see, m y s is te r w as a  year o ld e r  th a n
m e, an d  she  w o u ld  go in  a n d  s ta r t  ta lk in g  to 
m y m o th e r ab o u t h e r  boy frien d s an d  th in g s 
like th a t. O n ce  o r  tw ice  w h en  I tr ie d  to  go in to  
th e  k itch en , an d  ju s t  get to g e th e r, th e  tw o  of 
us, an d  sp e ak  an d  try  to ta lk  to  h e r , it w as a l
w ay s as if “ O h , you a re  ju s t  a  k id ; y o u r boy
frien d s a re  n o th in g ; ju s t  little  p lay m ates . I 
d o n ’t w a n t to h e a r  ab o u t y o u r silly  little  
th in g s .”  So I k ep t ev ery th in g  to  m yself.

T h .  H o w  a b o u t y ou r d ad ?  W h a t so rt of m an  is he?  
H o w  did you re la te  to h im ?

P t .  I a lw ay s liked  m y fa th e r. I a lw ay s  liked  my 
m o th e r, too , b u t I could  never get close to her.

T h .  Y ou c o u ld n ’t ta lk  to y our fa th e r  e ith e r?
P i .  N o . W ell th a t is so m e th in g  to th in k  ab o u t for a

second. I felt th a t I w as “ in ”  w ith  m y fa th e r, 
so to  sp e ak , an d  th a t  w as all r ig h t. M y  fa th e r  
is w h e re  a ll th e  re lig io n  com es to  o u r  fam ily . 
H e  is a  very  re lig io u s p e rso n , p seu d o -re lig io u s 
p e rso n . I t d ep en d s  on how  you look a t it. H e  is 
very  w ell ed u ca ted , in c u ltu re , b ack g ro u n d , 
an d  th in g s  like th a t.

[A t th is  p o in t  th e  p a tie n t  is sh o w n  th e  R orschach
cards. ]
T h .  N o w  I ’m go ing  to  show  you som e ca rd s a n d  I

w a n t to ask  you to  te ll m e w h a t you see in 
these  ca rd s. W h a t does th is  o n e  look like?

P t .  A b u tte rfly , a  c rab , (pause)
T h .  A ll r ig h t. H o w  ab o u t th is  second one?
P t .  It looks like tw o  e le p h a n ts  w ith  th e ir  noses up

a n d  to g e th er.
T h .  A n y th in g  else?
P t .  N o
T h .  T h is  is th e  th ird  card .
P t .  T w o  p e o p le  b e n d in g  o v e r  a n d  to u c h in g

so m e th in g  to g e th e r. N o th in g  else.
T h .  A nd  now  th e  fo u rth  ca rd .
P t .  A b e a r  fu g . (pause) T h a t ’s a ll.
T h .  T h e  nex t card .
P t .  I ’ m  th in k in g  of a g re a t b ig b u m b leb ee  w e h ad

in th e  ca r th e  o th e r  d ay  w ith  a  big fu rry  coat 
on it.

T h .  A fu rry  bum blebee .
P t .  Yes, g ig an tic  w ith  b ig w ings. It also  looks like

a  b u tte rfly .
T h .  I believe th is  is th e  six th  card .
P t .  T h a t  looks like a  scared  cat. (pause)
T h .  T h is  is th e  seven th .
P t .  It ju s t  rem in d s  m e of c h e ru b s  in side  o f a

ch u rch  o r som eth in g .
T h .  A n y th in g  else h ere?
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P t .  A fter look ing  a t it, I can  see w h ere  th e re  m ay 
be tw o  ch ild ren  o r so m e th in g  like th a t.

T h .  T h is  is th e  e igh th  ca rd .
P t .  T h is  looks like a ske leton  I once saw  in a 

biology la b o ra to ry . (P a tie n t ten ta tiv e ly  tilts  th e  
ca rd .)

T h .  Y ou can ho ld  it u p sid e  do w n  if you w ish .
P t .  I see n o th in g  else.
T h .  T h is  is the  n in th  card .
P t .  T h is  one  so rt o f looks like a volcano.
T h .  H o ld  it an y  w ay  you w ish , (pause)  T h is  is the

last card .
P t .  T h is  in a w ay  rem in d s  m e of th e  w aves on the  

w a te r  w h ere  th e  w a te r  goes th ro u g h . T h is  
looks like tw o  crab s. T h e re  a re  o th e r  u n d e rsea  
fishes.

T h .  N o w  w e can  ta lk  a  b it ab o u t y our p ro b lem . I 
get th e  im press io n  th a t th e  sexual experien ces 
w ith  yo u r b ro th e r  a t th e  age of 8 in itia ted  a 
good deal o f g u ilt in you. N o t th a t  you m igh t
no t have felt g u ilty  ab o u t y o u r feelings before, 
especially  to w ard  yo u r m o th e r an d  sis ter. \In  
ap p ra is in g  h e r  d yn a m ics , it w o u ld  a p p e a r  th a t 
the  p a tie n t  has an o verw h e lm in g , p u n i t iv e  su 
perego  th a t p u n ish e s  h e r  fo r  h o stile  fee lin g s ,  
p ro b a b ly  to w a rd  h e r  sis ter  a n d  m o th er . S h e  
h a d  to repress aggression  to w a rd  h e r  s is te r  be
cause h e r  sis ter  w as “w eak. ” H e r  obsession  o f  
d e fia n tly  rep ea tin g  “J e su s  C h r is t"  serves as an 
o u tle t fo r  aggression a n d  as a w a y  o f  re s tra in 
in g  h e r  aggression . A n x ie ty  re su lts as even  
m in im a l h o s tility  com es th ro u g h .] N o w  sex 

p lay  betw een  b ro th e rs  an d  sis ters is no t too 
uncom m on  even th o u g h  you ra re ly  h e a r  ab o u t 
it. [ T h is  is an a tte m p t a t reassu ra n ce .]

P t .  I k now , I lea rn ed  ab o u t th a t  as I g rew  up .
T h .  A ch ild  has to  develop  som e ideas ab o u t sex

u a lity  before he o r  she g ro w s u p . S ex u a lity  is 
like w alk in g . Y ou have to le a rn  it. O u r  cu ltu re  
is p ro h ib itiv e . Sex is reg a rd ed  as h id eo u s , te r r i 
ble u n til one gets m a rrie d . B u t like an y  o th e r  
bodily  function  sex h as  a b e g in n in g  ea rly  in 
life. O bv io u sly , y our ex p erien ces d id n ’t do  too 
m uch  d am ag e  to you because you tell m e you 
function  w ell sex u a lly  now . [M o re  reassurance  
is g iven  her, p lu s  the  a t te m p t to g e t h e r  to 
fo c u s  a w a y  fr o m  an even t she  considers ir
reparable, th ereb y  e s ta b lish in g  the  hopeless
ness o f  h er  co n d itio n .]

P t .  B ut isn ’t it w ro n g ?
T h .  Y ou consider it w ro n g . C h ild re n  in ea rly  life 

ex p lo re  th e  sexual a re a . O ften  th e re  is sex p lay  
th a t goes on am o n g  ch ild ren  w ith in  the  fam ily

o r o u tsid e  of th e  fam ily . Y ou d id  n o th in g  th a t
is p a r t ic u la r ly  d iffe ren t o r  b ad . B ut y o u r reac 
tion  to th ese  inc id en ts  w as a b n o rm a l. P e rh a p s  
th e  rea so n  w h y  you in te rp re te d  th is  as such a 
h o rrib le  an d  te rr ib le  th in g  w as th a t ,  p r io r  to 
th e  sex -p lay  in c id en t, you w ere  a lre a d y  sen 
sitized  to  “ being  b a d .”  A te r r ib le  th in g , a  bad  
p e rso n , a h o r rib le  p e rso n .p a u s e ) .  [I am  m a k 
in g  a c tiv e  e d u c a tio n a l e f fo r ts  th a t ,  th o u g h  
a im e d  a t reassurance  are  p ro b a b ly  n o t g o in g  to 
in flu en ce  h er  u n d e r ly in g  g u i l t  fe e lin g s . Yet I  
believe  th is  is w h a t she  w a n ts  to hea r fr o m  
m e.\

P t .  I w a n t to say o n e  th in g . W h e n  I w as a  k id , I 
w as a lw a y s  to ld  th a t  I am  b ad  an d  ro tte n  an d  
no good, an d  w h en  I w as to ld  th a t ,  I a lm ost 
co u ld n ’t ta k e  it. If th ey  w o u ld  say , “ Y ou a re  
p re tty  o r  nice o r  a  good g i r l ,”  I w as a lw ay s th e  
bad , ro tte n , good for n o th in g . [T h e  p a tie n t  is 
very  e m o tio n a l here. H e r  fa c e  is f lu sh e d , h er  
f i s ts  are  clenched. T h e re  are tears in h e r  eyes.]

T h .  T h is  is exactly  th e  so rt of th in g  th a t  I am  ta lk 
ing  a b o u t. T h a t  sex u a l ex p e rien ce  m ay  have 
been m ere ly  g ris t for th e  m ill. T h e n  you w ent 
a lo n g  w ith  th e  re lig io u s exerc ises a n d  p ray e rs . 
Y ou d id  th is  p ro b a b ly  w ith  a g re a t b u rd e n  on 
y o u r soul.

P t .  I d id , I d id . I felt I d id n ’t deserve  to p ra y , th a t 
I w as a  h y p o c rite .

T h .  Y ou w en t a lo n g  try in g  to  abso lve y o u r  gu ilt for 
m an y  th in g s . B ut th e  ex p e rien ce  p roved  to you 
th a t  you d id  a  b ad  th in g . T h a t  m ad e  you, in 
y o u r th o u g h ts , a  bad  p e rso n . N o w  w h y  do you 
th in k  you p ra y e d ?

P t .  I w an ted  to  be fo rg iven . I w a n te d  G o d  to  fo r
give me.

T h .  W h e n  you m ade these p ro n o u n c e m e n ts , these 
re lig io u s p ro n o u n c e m e n ts , th ey  m ay  h av e  been 
a  sign  of p u r ity . B ut th en  you m ay  have 
th o u g h t, “ H o w  could  I p ra y  an d  ac t holy 
w h en  I kn o w  th a t  I am  such  a  h o rrib le , aw ful 
an d  te rr ib le  p e r so n .”  T h e  p h ra se  J e s u s  C h ris t 
seem s to sym bo lize  so m e th in g  fo r you.

P t .  Yes, b u t w h en  I ’d say it, I felt h y p o c ritic a l; 
th en  I ’d get d e fian t an d  sp it.

T h .  It is p ro b a b le  th a t  re lig ion  h as m an y  m ean in g s 
for you. W h a t  you m ay  have felt w as th a t only  
a  te r r ib le  p erso n  like y o u rse lf ac ts d efian t in 
p ra y e r . B ut th e re  is a so rt of h e a lth y  core to 
defiance  too . Y ou w ere  f ig h tin g  back . [W h a t I  
am  try in g  to do w ith  these  te n ta tiv e  in te rp re ta 
tio n s is to g iv e  h e r  som e e x p la n a tio n  fo r  her  
sy m p to m s  to sh o w  h e r  th a t th e y  have  a m ea n 
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in g  a n d  fu n c tio n . T h is  m a y  g e t  h e r  to con
cen tra te  in la ter  sessions on p o ss ib le  sources o f  
h er con flic t ra th e r  th a n  on h e r  sy m p to m s , on  
h e r  d eva lu ed  se lf-im a g e  a n d  th e  n o tio n  th a t she  
is h o p e lessly  ill a n d  “b a d "  because sh e  co m 
m itte d  a se xu a l crim e. ]

P t .  (e x c ite d ly ) Y ou a re  r ig h t. I ’d say , “ I ’ll show  
th em . W h o  do th ey  th in k  th ey  a r e .”  [I decide  
to u tilize  the  p a t ie n t 's  em o tio n  to o ffer h er  
m o re  a c tiv e  in te r p r e ta t io n s , r e a l iz in g  th a t  
in s ig h t a t th is  stage  has la rge ly  a p lacebo  e f
fec t. B u t I  am  s tr iv in g  fo r  a ra p id  re la tio n 
s h ip .]

T h .  A nd  w hy  sh o u ld n ’t you be aggressive and  
an g ry  w h en  you feel p u t in to  such a  te r r ib le  
p o sitio n ?  N eg a ted  as a h u m a n  being ; a person  
w ho  c a n ’t act in h e r  ow n r ig h t. Y ou m ay  have 
felt you w e re n ’t sup p o sed  to be a n g ry , forced 
to be n am b y -p am b y , to ld  th a t  you w ere  no 
goo d . A n d  th e n  th e  d e f ia n c e  c a m e  th a t  
som ehow  got involved w ith  th e  w o rd  J e su s  
C h ris t . P e rh a p s  you felt th a t  J e s u s  C h r is t  m ust 
kn o w  w h a t an  aw fu l p e rso n  you felt yo u rse lf to 
be. T h e re fo re  you sh ou ld  defy h im .

P t .  O h , yes, yes. [T h e  p a tie n t  is q u ite  m oved , w ip 
in g  tears fr o m  h e r  eyes. ]

T h .  It com es o u t of yo u r d ep th s , o u t o f y o u r deep  
em o tio n s, w h ich  in d ica ted  to you w h a t a  h o r r i 
b le, te r r ib le , ev il, ug ly  p e rso n  you w ere . B ut 
you co u ld n ’t co u n ten an ce  th is . I t w en t ag a in s t 
yo u r ow n  ideas of th e  k ind  o f p e rso n  you 
w an ted  to  be. A fea r developed th a t  peop le  
w ou ld  find o u t th a t  you w ere  rea lly  a  te rr ib le  
p erson .

P t .  W h a t frig h ten s m e m o re  th a n  a n y th in g  else is 
th a t  everybody  w ill know  I a m  bad  an d  h o r r i 
ble. (cries) B u t som etim es I d o n ’t feel th is  w ay.

T h .  W h a t I ’d like  to have  you do is to beg in  no tic 
ing s itu a tio n s  w h e re  you feel yo u rse lf  to be a 
te r r ib le  p erso n . D oes th is  have  a n y th in g  to do 
w ith  p eop le  o r  s itu a tio n s , o r  does th is  a ll com e 
u p  from  th e  in side  a t tim es w h en  you feel 
u n d e rm in e d . [ /  am  assig n in g  th e  p a tie n t  a task  
to keep  h e rse lf  a le r te d  fo r  sources o f  her  
sy m p to m s . ]

P t .  B ut w h y  am  I th is  w ay?
T h .  T h e  m echan ism  is p ro b ab ly  an  ex trem ely  com 

p le x  o n e . I t ta k e s  m a n y , m a n y  fo rm s . I 
recen tly  h ad  a g irl ju s t  a b o u t y o u r age  w ho 
w ou ld  com e u p  w ith  ex p o s tu la tio n s  of fo u r-le t
te r  sw ear w o rd s th a t  frig h ten ed  h e r . T h is  to 
h e r  w as h o rrib le  because  th e  “ d ir ty ”  w ords

w ere  no t spoken  in h e r  fam ily , indeed  w ere  
fo rb id d en . H e r  o u tb u rs ts  w ere  an  in d ica tio n  to 
h e r  th a t  she  w as a  h o rrib le  p e rso n . E x ac tly  th e  
sa m e  th in g  you have , b u t u s in g  a  d ifferen t k ind  
of sym bol. T h e  w o rd s used  d o n ’t m ean  a  th in g  
in them se lves. I t ’s w h a t ’s b eh in d  th em . [Som e
tim e s  the  use  o f  an e x a m p le  o f  a case w ith  
p r o b le m s  s im ila r  to the  p a t i e n t ’s p ro b le m s  re in 
fo rc e s  an in te rp re ta tio n . ]

P t .  D o c to r , you kn o w  so m e th in g , I ’m  b eg in n in g  to 
feel b e tte r , a lot b e tte r . D o  you th in k  w e ’ll use 
h y p n o sis  to  find  o u t th in g s?  [T h e  p a t ie n t  is 
o b v io u s ly  n o t g o in g  to g iv e  u p  easily  in h e r
q u e s t to d ig  up  a n d  e x te rm in a te  d e te rm in in g  
repressed  m e m o r ie s . ]

T h .  N o w , I d o n ’t th in k  th a t  you a re  g o ing  to find 
a n y  d eep  re m a rk a b le  d iscoveries o r  secre ts in 
y o u r p as t. I rea lly  do n o t, I believe th a t  h y p 
nosis m ay  b rin g  you back to y o u r ch ildhood  
an d  h e lp  you ex p erien ce  som e of th e  o rig in a l 
fea rs  a n d  an x ie ties . B u t a good m an y  of yo u r 
m ech an ism s seem  to  be on  th e  su rface . O n ce  
you a b so rb  w h a t h as frig h te n e d  you , a ll these 
th in g s , an d  re a liz e  how  in co n se q u e n tia l these 
th in g s  re a lly  a re , you m ay  find  y o u rse lf liv ing  
in th e  p re se n t, n o t fearfu l o f th e  p as t o r  te r 
rified  by th e  fu tu re . O n ce  you firm  u p  yo u r 
ideas ab o u t w h a t is g o ing  on in you , th e  nex t 
s tep  is u til iz in g  th is  in sig h t in th e  d irec tio n  of 
ch an g e . H e re  h y p n o sis  m ay  be  o f h e lp  to you. 
It m ay  a lso  be ab le  to h e lp  you co n tro l y ou r 
ten s io n  an d  a n x ie ty  w h en ev e r these  p o p  u p  
a g a in .  [ /  w il l  o fte n  u t i l i z e  h y p n o s is  in 
obsessiona l p a tie n ts  to he lp  th e m  co n tro l a n d  
“tu rn  o f f "  th e ir  to r tu re d  ru m in a tio n s .[

P t .  D r . W o lb e rg , I w as scared  o f com ing  h e re  for 
th e  s im p le  reaso n  th a t  I th o u g h t th a t  I w ould  
leave th is  office as I have  left too m an y  o r no t 
h e a r  a n y th in g  b u t w h a t I w a n te d  to  h e a r . I 
m ean  it. Y ou ju s t  c a n ’t im ag in e  how  I feel in 
side.

T h .  H o w  do you feel in side?
P t .  O h , If I cou ld  get r id  o f th is  th in g , it w o u ld  be 

th e  g rea te s t th in g  in th e  w o rld . I so m u ch  w an t 
to hav e  a  fam ily  an d  be ab le  to  be a  m o th e r 
a n d  a  good w ife to m y h u sb a n d , a n d  n o t th e  
w ay  I w as w h ere  I co u ld n ’t even cook d in n e r . I 
w as ju s t  too  scared  to  m ove. I have  a lw a y s  had  
d ep ress io n s , an d  an y  d o c to r I w en t to , e sp e 
c ia lly  one  I w en t to w h en  I w a s  15, I w o u ld  sit 
h e re , an d  he w o u ld  sit over a t  th e  desk  an d  I 
w ill tell h im  a  sto ry . H e  w o u ld  p ra c tic a lly  fall
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asleep  on m e. I know  it is fu n n y  an d  every 
th in g , b u t it w ou ld  h u r t  m e so m uch . I w ould  
w a lk  o u t o f th e re  being  th e  sam e h opeless p e r 
son. N o  he lp , no  ch an g e  n o th in g . I d id n ’t 
know  w h a t is go ing  on in side  o f m e. W h e n  it 
firs t cam e on , I ju s t  rea lly  th o u g h t I w as go ing  
ou t of m y m ind . Y ou d o n ’t kn o w  w h a t is h a p 
p e n in g  to  you.

T h. W h a t I sa id , does it m ak e  sense  to  you?
P t .  O h , yes. Y ou see, you a re  th e  firs t p e rso n  w ho  

h as  ever ex p la in ed  it to m e, in  w o rd s like th is. 
I a lw ay s  th o u g h t I w as ro tte n , m iserab le , 
h a ted  by everybody  else, a lw ay s . I a lw ay s d id 
have  te rr ib le  in fe rio ritie s  w h en  I w as a  girl 
am o n g  g irls . I w as th e  w o rst one  th e re . (7 7 m  
can o ffer fe r ti le  f ie ld s  f o r  exp lo ra tio n  la te r  on 
in vo lv in g  h e r  desire  to be a to m b o y  a n d  h e r  in 
fe r io r i ty  fe e lin g s  a b o u t h er fe m in in i t y .]

Th. A p p a re n tly , you felt u n d e rm in e d  w h en  you 
w ere  little . Y ou never seem  to  hav e  h ad  a 
w a rm  close re la tio n sh ip  w ith  y o u r  m o th er. 
A nd  you h ad  a fa th e r  you c o u ld n ’t c o m m u n i
ca te  w ith  too w ell. A nd  you felt you had  no 
r ig h t to co m p la in . Y ou c o u ld n ’t act n o rm a l 
w ith  yo u r sis te r e ith e r . T h e  h ea lth y  th in g  
w ou ld  have  been to fight back, to  b ea t the  devil 
o u t of h e r  w hen  she beat you , th e n  k iss an d
m ak e  u p  la te r . Y ou w ere  a p p a re n tly  f ru s tra te d  
an d  h a m s tru n g . Y ou c o u ld n ’t ex p ress  yourself, 
an d , to  boo t, w h en  you w an ted  to p itch  in to  
h e r , you w ere  considered  to be an  evil, bad , 
h o rrib le  p erso n  w h o  did te rr ib le  th in g s  to a 
sis te r w ho  w as so fra il a n d  w eak . [A ctive in te r 
p re ta tio n s  are m a d e  re p ea tin g  the  th in g s the  
p a tie n t  a lready kn o w s, b u t w ith  th e  fo c u s  on 
h er  n eed  to repress h e r  fru s tra tio n  a n d  ag
gression .]

P t .  I w as a lw ay s th e  one w h o  got h it even if w e 
got in to  figh ts , an d  a f te rw a rd  m y s is te r w ould  
tell m y m o th e r even if it w a s n ’t m y fa u lt. I w as 
th e  one  w h o  got h it a n d  p u n ish e d  a n d  h ad  to 
say, “ I ’m so r ry .”

T h. So, th e re  a g a in , th e  n o rm a l im p u lse  w ould  
have been to  ex p ress ag g ress io n  to get it o u t of 
y our system , to  sc ream  a t y o u r m o th e r , if nec
essary  to figh t back  w ith  y o u r sis ter. So fa r as 
sexual cu rio sity  in ch ild h o o d , th e re  is n o th in g  
so u n u su a l ab o u t th is. B ut to you these  w ere  
ind ices of how  te rr ib le  you w ere . A n aw fu l 
p erso n . Y ou m u st hav e  c a r te d  th is  im age of 
yo u rse lf a ro u n d  a ll y o u r life, an d  you hav e  had

to ru n  aw a y  fro m  th is  im age b ecause  in your 
o p in io n  it w as such  a  h o rrib le  th in g  to  look at.

P t .  C a n  I get over th is?
T h. Y ou a re  s till y o u n g , a n d  if you  hav e  th e  desire  

to  do  so, you sh o u ld  be ab le  to  get over th is. 
T h e  test I gave you seem s to  in d ica te  th a t  you 
re a lly  a re  n o t too  b ad ly  off, th a t  you have 
fa i r ly  g o o d  p o te n t ia ls .  [E m p lo y in g  h e r  e x 
p o su re  to th e  R o rsch a ch  cards as a re assuring  
too l a n d  as p r o p  to h e r  to w o r k in g  a t h e r  p r o b 
lem ]

P t .  H o w  long w ill I have  to co m e? Y ou see i t ’s 
h a rd  for m e to  trav e l h e re , a n d  besides I c a n ’t 
affo rd  it.

T h. I t is h a rd  to  say  how  long. S o m etim es it takes 
tim e  to  in te g ra te  th in g s  you le a rn . Y ou have 
to ted  th is  th in g  a ro u n d  for y e a rs  an d  y ea rs  an d  
years . H o w  lo n g  w ill it be before you com 
p le te ly  d isc a rd  it, I d o n ’t k now . B u t if you 
hav e  th e  r ig h t fo rm u la  to  w o rk  o n , an d  if you 
ap p ly  y ourse lf, you w ill g ra d u a lly  u n d e rm in e  
th is  m isco n cep tio n  of y ou rse lf. P e rh a p s  w h a t 
w e can  do  is to  have  a  few  m o re  sessions 
to g e th e r . I ’ll teach  you se lf-re la x a tio n  so you 
can  co n tro l y o u r ten s io n  an d  h e lp  y o u r u n d e r 
sta n d in g  b e tte r . A nd  th en  w e w ill see w h a t 
h a p p e n s .

P t .  C a n  I ask  a n o th e r  q u e s tio n ?  I to ld  you th a t  I 
have  a  h o rrib le  fea r o f p eop le  k n o w in g  th in g s 
ab o u t m e. W e  to ld  o u r  fam ily  d o c to r. T h e  only  
th in g  th e  fam ily  d o c to r w as to ld , w h a t m y 
m o th e r  p ro b a b ly  sa id  w as , “ M y  d a u g h te r  has 
‘J e s u s  C h r is t ’ ru n n in g  a ro u n d  h e r m in d , an d  
so o n .”  H e  sen t m e to  som ebody  else. N ow , 
w h en  I w as w a itin g  in th is  p sy c h ia tr is t’s office 
one  tim e , I m et m y g ir lf r ie n d . She ju s t  said  
hello  an d  th a t  w as th e  end  of it. S he  sa id , 
“ W h a t  a re  you do in g  h e re ? ”  a n d  I sa id , “ I 
w as ju s t  g o ing  to ta lk  to h im .”  I felt aw fu l th a t 
she kn ew  I w as th e re . W h e n  th is  th in g  b o th ers  
m e, I becom e p e tr ified , an d  I rea lly  m ean  
pe tr ified , w h en  I th in k  p eop le  you kn o w  know  
a b o u t it.

T h. T h is  is p a r t  o f th e  p ro b lem , th e  c o n s tan t con 
cern  w ith  “ p eo p le  w ill k n o w .”  T h e y  w ill know  
w h a t a  “ h o r r ib le ”  p erso n  you a re . A gain  th is  
is p ro b a b ly  y o u r g u ilt feeling  sh o w in g  in th e  
fo rm  of a  fea r th a t  p eop le  w ill see th e  te rrib le  
im ag e  you see in yourself. R e m e m b e r you a re  
th e  one w h o  is d es ig n in g  th is  im age. \A ga in , 
active, strong , a u th o r ita tiv e  in te rp re ta tio n s  to 
bo lster  h e r  a g a in st a n x ie ty . I  fe e l  I  have  a
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w o rk in g  re la tio n sh ip  w ith  her.]  I ’m afra id  o u r 
tim e is up . W o u ld  you like to see m e a g a in ?

P t .  O h , yes.
T h .  W h en  w ou ld  you like to see m e?
P t .  I hav e  tw o  m ore years  of school before I fin ish . 

I have  decided m aybe no t to go to  school th is  
com ing  y ea r  an d  m aybe w o rk  th is  sem ester.

T h .  W ell, th e n , su p p o s in g  I see you a  few  m ore 
tim es, a n d  th en  w e ’ll d iscuss w h a t to do 
th e re a fte r. P e rh a p s  a fte r  a  few tim es y o u ’ll be 
ab le  to go on by yourself. T h e n  you can  com e 
back if necessary  for an  occasional session.

P t .  I know  m y h u sb a n d  w a n ts  to  ta lk  to you. 
T h e re  a re  ce rta in  th in g s  th a t  m y h u sb a n d  does 
no t know . H e  shou ld  know . H e  w a n ts  to know  
if I rea lly  need it because he d o e sn ’t th in k  
th e re  is an y th in g  bad  ab o u t m e.

T h .  O f  cou rse , I ’ll be g lad  to see h im  if th is  is nec
essary .

P t .  A nd d o c to r, a n o th e r  th in g , you know , the  
n am e  I used  is n o t m y rea l nam e.

T h .  (la u g h in g ) I guess you felt so ash am ed  of your 
id en tity  th a t  you decided to conceal you rse lf 
u n d e r  an  assum ed  nam e. W h ic h  is p a r t  o f th e  
p ro b lem , isn ’t it?

P t .  Yes (sm ilin g ). W h e n  sha ll I com e back?
T h .  N ex t w eek a t the  sam e tim e.
P t .  V ery  good (arises). G oodbye.
T h .  G oodbye, see you nex t w eek.

T h e  pa tien t re tu rned  for th ree  more sessions, 
d u r ing  which we m ade  a re lax ing  tape* for 
purposes of re lax ing  w ith  he r  tensions, p u sh 
ing obsessive though ts  out of a ttention , and 
reinforcing her  insights. O u r  focus soon con
centrated  on her underm ined  conception of

* T h e  t e c h n iq u e  o f  m a k i n g  a  r e l a x in g  t a p e  w i l l  be  fo und

in C h a p t e r  15.

herself and  on her  re la tionsh ip  w ith  her older 
sister. H e r  guil t feelings for he r  resen tm en t 
tow ard  her m o th e r  and  sister, and  tow ard  
t r a n s f e r e n t i a l  f igu res  in h e r  p re s e n t  life, 
g r a d u a l ly  li f ted . M o m e n t a r y  u p s u rg e s  of 
anxie ty  w ere  relieved both by he r  re lax ing  ex 
ercises and  by he r  re la ting  the upsurge  of 
sym ptom s to provocative competitive incidents 
in he r  p resen t env ironm ent.  A 5-year follow- 
up  indicated a significant change in her self- 
image. A d re am  she sent me reflected this dif
ferent conception of herself.

L a s t n ig h t I h ad  tw o  d ream s. In  one I d re a m t 
th a t  I w as in a  fash ion  sa lon  lo o k in g  a t a fu ll-len g th  
o y s te r-w h ite  b eaver coat be in g  sh o w n  to  m e on a
live m odel. T h e  coat w as a d u p lic a te  o f one I h ad  
seen y es te rd ay  on th e  T V  show . In th e  o th e r  d re a m  
I w as in a  very  la rg e  p riv a te  ho m e a b o u t 10 m iles 
fro m  w h ere  I live. T h e  hom e belonged  to a  lady 
p sy c h ia tr is t, m y p sy c h ia tris t. She h ad  given m e a 
p a r t ia l  ph y sica l e x a m in a tio n  (I listened  to m y h ea rt)  
a lth o u g h  I rem em b er h o ld in g  th e  end  of th e  s te th o 
scope to m yself. T h e  hou se  w as full o f m an y  people, 
all w a n tin g  to see h e r , b u t they  w ere  in a p a r ty -lik e  
m o o d , ta lk in g ,  w a lk in g  a r o u n d ,  e a t in g  in th e  
k itch en , e tc. S h e  an d  I w ere  ta lk in g  ab o u t m y h av 
ing a  b ab y , w h ich  w as fine w ith  h e r . S he asked  m e 
to p lease  b rin g  th e  bab y  to h e r  so th a t  she m ay  have 
a  peek a t it a f te r  it w as b o rn . (I th in k  I felt th e  baby  
w o u ld  be a g ir l.)

S h o r t ly  a f t e r  th is  th e  p a t i e n t  bec am e  
pregn an t .  A te m p o ra ry  upsu rge  of anxiety  
b rough t he r  in for two m ore  sessions. F o llow 
ing the b ir th  of he r  child, a brief period of 
anxie ty  w as controlled also w ith  a  limited 
n u m b e r  of sessions.

Case 3

Some patien ts  are  not suited for sho r t- te rm  
the rapy  and  req u ire  a long-term supportive  
app roach  until sufficient motivation is d e 
veloped for a more productive type of t r e a t 
ment. Often such patients  seek a paren ta l  type

of r e l a t i o n s h ip  w i th  th e  t h e r a p i s t  th a t  
eventually , if the therap is t  is not aw a re  of 
w h a t  is h ap p en in g  nor know s how  to deal 
w ith  the evolving s i tu ta tion , becomes an  in te r 
m inable  sadomasochistic  encoun te r  t rau m at ic
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to both patient and  therap is t .  T h ese  pa tien ts  
frequently refuse to accept a referral to a clinic 
or a  therap is t  experienced in dealing w ith  the ir  
type of p roblem  since th e rapy  is not w h a t  they 
w ant.  T h is  is il lustra ted in the next initial in 
terview. T h e  pa tien t  is a young single w om an  
w ho asked for an  in terview th ro ug h  a le tter  in 
which she complained  of tension and  of having 
tro u b le d  d re a m s .  A ta l l  a t t r a c t iv e  w o m a n  
entered my office at the ap p o in tm e n t  time, 
som ew hat aggressively seating herself in the 
chair  after we in troduced ourselves.

T h. W o u ld  you like to  tell m e ab o u t yo u r p ro b lem ?  
P t .  E x ac tly  w h a t is it you need to know  so th a t 

you know  w h a t I ’m d o in g ?  So you ask  q u e s
tio n s  and  I ’ll try  to an sw er.

Th. Y ou w ould  ra th e r  have m e ask  questio n s .
P t .  It d o e sn ’t m a tte r , excep t th a t I th in k  you need 

to  know  w h a t you need to k n o w , an d  since I 
d o n ’t know  you, I d o n ’t k now  w h a t in fo rm a 
tion  you w ish . [H e r  in itia l responses to th e  in 
terv iew  are c er ta in ly  u n u su a l a n d  strange.]

Th. All r ig h t. S u p p o se  you give m e a g en e ra l idea 
o f th e  p ro b lem , an d  th en  w e w ill decide the  
best th in g  th a t can  be do n e  for y o u r p ro b lem . 

P t .  T h e  p ro b lem  is th is . I have found  th a t  belief, 
ju s t  belief, ra ises  a tre m e n d o u s ro le  in th e  lives 
of h u m a n  beings. W h a t th ey  believe in and  
how  they  believe; an d  I d o n ’t have  to  tell you 
q u o te  m irac le  cu res u n q u o te , an d  th in g s  o f th is  
n a tu re . I ’d like very m uch  to know  how  th is  
o p e ra te s— an d  how  w e can tu rn  th is  to good
use. I ’d like to know  very  im p o rta n tly  how  th e  

subconscious m in d  functions because  in m y ex 
perien ce  th is  is a perfec t m ech an ism . It a lw ay s 
te lls th e  p erso n  exactly  w h a t is r ig h t for th e  in 
d iv id u a l. N ow  is th is  co m m o n ?  [A gain , h er  
q u eries  are strange, a n d  I  g e t  th e  im press io n  
th a t she  is q u ite  a sick p erso n . ]

Th. H av e  you in yo u r ex p erien ce  found  th a t th is 
w orks for you?

P t .  W o rk s  consisten tly  for me.
Th. G  ive m e an  ex am p le  of th a t.
P t .  Yes, I can  give you a very  c lea r ex a m p le  of 

th a t. I t ’s rea lly  a  very fu n n y  one, too . I w as 
g o ing  w ith  a  young  m an  th a t I liked very  m uch 
an d  I w as try in g  to m ake u p  m y m in d , do  I 
like h im  en ough  to sleep  w ith  h im  o r d o n ’t I. 
A n d  I seem ed  to  n eed  h is  a ffe c tio n  a n d  
w a rm th , an d  in th e  m idd le  o f the  decision  I

h a d  a d re a m  a n d  th e  d re a m  to ld  m e th a t  I 
w o u ld  feel like a  p ro s titu te  if I slep t w ith  h im . 
N o w  th is  is im p o rta n t  to m e, so th e  nex t d ay  I 
asked  H a n s . W e got to  ta lk in g  ab o u t it, an d  
h is firs t ex p erien ces . I m igh t ad d  he  w as from  
C h ile , a G e rm a n  w h o  lived in C h ile . A ll o f th e  
w om en  he h ad  slep t w ith  w ere  p ro s titu te s . M y  
subconscious m in d  p icked  it u p . A nd because  I 
w as very  w illin g  to lis ten  to m y u nconscious, I 
found  it very  accu ra te .

T h. W e ll, w e m ay be ab le  to  ta lk  ab o u t th is  specific 
q u a lity , w h e th e r  i t ’s u n iq u e  to yo u rse lf o r 
w h e th e r  i t ’s a  m o re  g en e ra l q u a lity .

P t .  M o re  g en e ra l.
Th. T h e n  w e can  d iscuss it in te rm s  of w h e th e r  it 

can  be p u t to  som e co n s tru c tiv e  use, as you 
say.

P t .  W e ll, for m e in d iv id u a lly , I p u t it to use all th e  
tim e , {pause)

T h. Is th a t  so?
P t .  O h  yes, a lw ays.
T h. H o w ?  D o you ask  yo u rse lf q u e s tio n s?  H o w  do 

you do th is?
P t .  A p ro b lem  is th e re , for ex am p le . Y ou a re  in 

th e  m idd le  a tte m p tin g  to find  a  so lu tio n . I find 
th e  best w ay  is to  lie d ow n  an d  re la x  com 
p le te ly . A n d  I u se  a very  fu n n y  ex p ress io n , “ I 
w ill to w ill th e  w ill o f G o d ,”  w h ich  m akes m e 
re lax . W h ic h  is very , very  good for m e. A nd in 
th is  k in d  of s ta te  o f su sp en d ed  a n im a tio n , 
w h ich  I su spect is a fo rm  of h y p n o sis , th e  a n 
sw er to th e  p ro b lem  w ill com e to  me.

Th. It w ill com e to you a lm ost like in sp ira tio n ?
P t .  N ot like an  in sp ira tio n , b u t like a  feeling.
Th. A k in d  of feeling . D o  you get the  im press io n  

th a t  it com es from  th e  o u ts id e  w o rld ?
P t .  N o , I do no t. S o m etim es w h en  I d o n ’t like 

w h a t ’s com ing  o u t, I sto p  it you  see.
T h. W h a t com es o u t?
P t .  O h , I d o n ’t k n o w , m aybe I k ind  of have  a 

p ro p e n sity  of m ak in g  o n e  cho ice, an d  an o th e r  
one  is p o k in g  i t ’s nose in . I have  th e  im 
p ress io n  of a d o u b le  lay e r in m y m in d , of a 
th o u g h t com ing  u p  th ro u g h . T h is  m ay  be an  
asso c ia tin g  issue w ith  F re u d , how ever. I ’ve 
h ad  th is  se n sa tio n  lo n g  before  I ever knew  
F re u d  an d  h is th eo rie s  o r a n y th in g  ab o u t h im . 
I t ’s a physica l feeling .

T h. I see. N o w  I ’d like to  have  you tell m e som e
th in g  ab o u t y o u r  p ro b lem s, th e  th in g s  th a t 
rea lly  b o th e r you an d  upse t you . [N o w  th a t the  
p a tie n t  is b e g in n in g  to ta lk  m o re  fre e ly , I
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believe 1 can be m o re  d em a n d in g  o f  h e r  to te ll 
m e a b o u t h e r  rea l p ro b le m s. ]

P t .  Y ou m ean  as an  in d iv id u a l?
Th. As a p e rso n , yes.
P t .  T h a t  is w h a t I w a n t to  do, 1 believe tw o  m ain  

p ro b lem s. I am  u n fo rtu n a te ly  afflicted w ith  
very  bad  feet, w hich  th ro w s  m y sp in e  o u t of 
b a lan ce— co m p le te ly — w hich  keeps m e a little  
tire d  all of th e  tim e. I d eep ly  re sen t th is . It also  
m ak es m e a little  n erv o u s an d  a lw ay s  gives m e 
a  consciousness of be ing  tied  to  m y body, 
w h ich  in m y case is a  very  bad  th in g  because 
I ’m very ta ll. A nd so I becom e conscious abou t 
be in g  ta ll an d  have  a sense o f being  d ifferen t. 
T w o , I find  it very  d ifficult to believe th a t  I ’m 
an  accep tab le  in d iv id u a l to o th e r  peop le . N o w , 
th e re  is no  basis for th is , ex cep t th a t  I som e
tim es do very  foolish an d  clum sy  th in g s. B ut 
these  a re  derived  from  th e  feeling  itse lf an d  not 
from  a n y th in g  in h e re n t in me.

T h. I see.
P t .  T h is  is a  block th a t  I w ould  like very  m uch  to 

get over.
T h. W h a t ab o u t y o u r se lf-confidence? D o you feel 

con fiden t?
P t .  N o , I d o n ’t.
T h . N o  confidence a t a ll?
P t .  N o . I w o n ’t say  exactly  no  confidence. I t ’s a 

very  fu n n y  th in g . W h e n  I ’m  a lone , an d  w hen 
I ’m w o rk in g , an d  w h en  I ’m d o in g  so m e th in g  I 
like to do , I have a  very  basic self-confidence. I 
th in k  so m o re  th a n  m ost peop le . I know  I ’m 
rig h t. I ’ve a c tu a lly  m ad e  very few m istakes in 
m y life in te rm s of ju d g m e n t an d  in  te rm s of 
w h a t I w an ted  to do. It a lw ay s  seem s to 
som ehow  w o rk  o u t, b u t th a t  d o e sn ’t m ean  th a t 
o th e r  p eo p le  w ill accep t m y p erso n a lity . A nd
you see I w a n t to be accepted .

Th. I see. N o w  to get back  to th e  business ab o u t 
y o u r belief, th a t  is, y o u r feeling  th a t  you a re  
no t accep tab le .

P t .  I th in k  I can  give you th e  rea so n s  for th is. 
O n e , m y fa th e r  is a  p a ra n o ia c . T h is  p ro b lem  I 
th in k  m an ag ed  to  solve, bu t you can  im ag ine  
h is possessive love, an d  m y re jec tio n  of th is 
o v e rd o m in a tio n  an d  of h is h eav y -h an d ed  w ay
of h a n d lin g  p eop le  an d  su p e rsen sitiv ity . So you 
reject it, an d  co n seq u en tly  it i s n ’t n ice to reject 
fa th e r , so you d o n ’t like yourself. T w o , I d id n ’t 
like m y sis te r  a r riv in g  a t th e  tim e she  a rriv ed . 
T h r e e ,  m y f irs t  e x p e r ie n c e s  w ith  y o u n g  
p lay m ates  w ere  very u n fo rtu n a te . N o w , I d o n ’t
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re m e m b e r th is , b u t m y m o th e r  te lls  m e, I re 
m em b er la te r  w h en  I h ad  a  reac tio n  s im ila r  to 
th a t .  T h e  firs t g irl I p layed  w ith — I th in k  w as 
ab o u t 2 — an d  m o th e r  sa id  if she  d id n ’t w atch , 
I w o u ld  com e ru n n in g  in to  th e  house  ju s t  b lack  
an d  b lue  because if I w an ted  so m e th in g  an d  w e 
w ere  sh a r in g  so m e th in g  o r  it w as m y tu rn  o r 
so m e th in g  an d  M a ry  d id n ’t like th e  idea , she 
ju s t  s im p ly  b ea t m e u p . I still c a n ’t be p u t 
ag a in s t a  w all. N o w , these  a re  th in g s  I ’m 
p re tty  w ell a d ju s te d  to.
A nd  in y o u r  life s itu a tio n  hav e  you ad ju s te d ?  
H a v e  you go tten  a lo n g  fa irly  w ell a ll th ro u g h  
ch ild h o o d ?
N o , no.
T e ll m e so m e th in g  a b o u t th a t.
M y  w ho le  h is to ry  as an  in d iv id u a l, a n d  in co n 
tac t w ith  o th e r  p eo p le , h as been  one  o f s tra in , 
ten s io n , o f sh yness a n d  m a la d ju s tm e n t. N o w  
I ’m  re a c h in g  th e  p o in t w h ere  th is  is no  longer 
tru e . A s a  m a tte r  o f fact, a few years  ago  I 
w en t th ro u g h  p re tty  th o ro u g h  th e ra p y  an d  got 
q u ite  an  u n d e rs ta n d in g  of it.
O h , is th a t  so?
B u t it d o e sn ’t re lieve th e  shyness, you see.
W h o  w ere  you tre a te d  by?
H e  w as a  docto r an d  th ey  p ro v id ed  th is  service 
fo r s tu d e n ts , an d  I w en t th ro u g h  th e  w h o le  
b usiness w ith  th e  R o rsch ach s an d  th e  IQ  tests 
an d  th in g s  like th a t.
A nd  d id  you get an y  th e ra p y ?
It w as th e ra p y .
H o w  m a n y  tim es a w eek d id  you go?
I w en t tw ice  a w eek for 6 m o n th s.
D id  you find  o u t m uch  ab o u t yourse lf?
N o th in g  I d id n ’t know  before.
I see, b u t it d id  h e lp  you?
I t h e lped  because  I liked  th e  docto r, a n d  I h ad  
th e  sense th a t  he liked  m e, an d  th a t  som eone 
w ho is in te llig en t a s  w ell as lik ab le  w ou ld  like 
m e is so m eth in g  I needed  very bad ly .
I see, you w en t th ro u g h  college, an d  w h a t do 
you do  no w ?
I ’m  a se cre ta ry . T h is  is a lo n g  sad  sto ry , th is  
b usiness of m y o ccu p a tio n . I d o n ’t rea lly  w o rk  
very  w ell fo r o th e r  peop le.
Is th a t  so? W h a t a re  y o u r g oals?
T h is  is th e  w ho le  p o in t. I beg an  in th e a te r  as 
an  ac tress , an d  I m igh t ad d  I w as a very  good 
actress .
O h , is th a t  so?
B u t I am  too  ta ll an d  co n seq u en tly  I d id n ’t get
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th e  p a r ts  I w an ted . I c o u ld n ’t get th em . T h e re  
w ere  no lead in g  m en for m e. T h e y  d id n ’t ex 
p la in  th is  to m e. N o  one h e lp ed ; no  one  took 
th e  tim e to  say , “ L ook , y o u ’re  ju s t  too ta ll, 
d o n ’t t r y .”  T h e y  ju s t  d id n ’t say  an y th in g , and  
let m e go on a n d  m y basic lack  o f confidence 
increased , you see, so th a t  I h ad  n o th in g  left. I 
tu rn e d  to w ritin g , an d  I ’m  very  good a t  th is.

T h .  I see.
P t .  B ut I have  a  te rrif ic  block ag a in s t w ritin g . I 

can  tell you th is  too . I know  th ese  th in g s— an d  
th is  is th e  ir r i ta t in g  p o in t. A s a  c h ild — I w as 
9 — I w ro te  a  sto ry  ab o u t a dog  an d  a  little  boy 
w ho found  th e  dog , a n d  he  loved th e  dog, an d  
he c o u ld n ’t keep th e  dog. H e  h ad  ru n  aw ay  
from  hom e. A nd I rem em b er he  w en t do w n  to 
th e  r a ilro a d  track s  o r  so m e th in g . It w as a  very 
co m plica ted  an d  r id ic u lo u s  ch ild ish  sto ry . A nd 
m y fa th er w ho  th o u g h t he cou ld  w rite , an d  
p ro b ab ly  could have  a t one tim e , to re  it to 
sh reds. I never got over it q u ite .

T h .  Is th a t  so?
P t .  I t ’s th is  re jec tion  you see. N o w  I u n d e rs ta n d  

h is ego c o u ld n ’t let h im  say  it w as a ll r ig h t to a 
9 -year-o ld  child . H e  h ad  to p rove h im se lf as 
be ing  s tro n g e r an d  c ritic iz in g . It d o esn ’t help  
th e  reaction .

T h .  N o w , I ’m  go ing  to a sk  you a  few q u es tio n s  
r a th e r  rap id ly . H o w  old a re  you?

P t .  T w e n ty -n in e .
T h .  E ver m a rrie d ?
P t .  N o.
T h .  H o w  ab o u t ten s io n , do you feel tense?
P t .  V ery  m uch .
T h .  A good d ea l of tension?
T h .  W h a t ab o u t d ep ress io n ?
P t .  A w eek before my p erio d  every  m o n th . T h is  is 

chem ical. I feel th is  com ing  on .
T h .  Yes. W h a t ab o u t physical sy m p to m s?
P t .  M y  back, spondy litis .
T h .  A ny fa tigue  o r  e x h au s tio n ?
P t .  M ild  a n em ia  also.
T h .  A ny h ead aches?
P t .  V ery  seldom .
T h .  D izz in ess?
P t .  N o
T h .  S tom ach  tro u b le ?
P t .  N o.
T h .  W o u ld  you say you h ad  an y  se x u a l p ro b lem ?
P t .  Som e in h ib itio n , u n less I kn o w  th e  m an  ex 

trem ely  w ell. I ’m ju s t  no t a  casu a l p erson .
T h .  Yes.

P t .  I ju s t  have  to  kn o w  p eop le  a  long  tim e. T h e n  
th e re  is no  p ro b lem . W h e n  I feel accep ted , I 
have  no  d ifficu lty .

T h .  W h a t ab o u t p h o b ias?
P t .  N o n e  th a t  I can  th in k  of.
T h .  A ny th o u g h ts  th a t  com e in to  y o u r m in d  th a t 

to r tu re  you o r  b o th e r  you?
P t .  O n e , a n d  th is  is th e  sto ry  o f th e  “ ca t-m o u se s .”
T h .  T e ll  m e ab o u t th e  ca t-m ouses.
P t .  T h e  ca t-m ouses . W ell, I tr ie d  to do som eth in g , 

an d  it d id n ’t w o rk  very  w ell. I ’m p a y in g  off a 
r a th e r  la rg e-s ized  p e n a lity  fo r it. T h e  ca t- 
m ouses a re  d is to rted  ch ild ren . T h e y  a re , as 
you no tice , p a r t  m ouse a n d  p a r t  ca t. A nd  so 
th e  firs t tim e  I h ad  th e  d re a m  I sensed  w h a t it 
w as an d  I d id n ’t like it, so I tu rn e d  it in to  a 
w h im sica l th in g  I could  like.

T h .  In  th e  d re a m ?
P t .  N o , no  a fte r, a n d  so la te r  m y subconscious 

k ep t te llin g  m e, a p p a re n tly  I d isliked  w h a t 
h a p p e n e d . T h e  sto ry  is a  very  bad ly  h an d led  
ab o r tio n  I h ad , an d  I m ean  bad ly  h a n d le d , it 
w as ju s t  aw fu l.

T h .  Is th a t  so?
P t .  A nd  so you see th e  re la tio n sh ip , an d  th is  is th e  

s to ry , an d  th is  th in g  o ccasionally  po p s u p , 
u n d e r  c e r ta in  t e m p e r a tu r e  c o n d it io n s , a n d  
som etim es ju s t  before m y p erio d  w h en  th e re  
a re  c ra m p s  an d  I feel tig h t. It is th e  sam e 
physical feeling  a s  d u r in g  th e  o p e ra tio n .

T h .  I see. W a s  th e  o p e ra tio n  do n e  by a p erso n  w ho  
is co m p e ten t a t a ll?

P t .  By an  excellen t d o c to r. T h e  th in g  th a t  w ent 
w ro n g  w as th a t  I h ad  h ad  severa l sh o ts  before 
th en  in  o rd e r  to avoid th e  o p e ra tio n  itself. So 
th e  fetus h ad  sh ifted , an d  th e  d o c to r w ho  did 
th e  o p e ra tio n  th o u g h t it w as  a  p o ly p  an d  
d id n ’t to u ch  it so co n seq u en tly  tw o  day s la te r  on 
a  t r a in  g o ing  h om e, I w en t in to  v io len t lab o r 
p a in s . A nd  th a t  w as w h en  it a c tu a lly  oc
c u r re d — an d  th a t  w as ju s t  a  m essy m ess.

T h .  D id  you see th e  fetus?
P t .  Yes, w h ich  is th e  u n fo rtu n a te  p a r t  you see. If I 

h a d  n o t, I th in k  it w ou ld  have  been b e tte r.
T h .  It looked like a  ca t-m o u se?
P t .  It d id  no t. I t looked like a  ch icken  h e a rt.
T h .  L ik e  a  ch icken  h e a r t.
P t .  U h -h u h , exactly .
T h .  H o w  m an y  m o n th s  p re g n a n t w ere  you?
P t .  I ’d say  6 w eeks, a little  over.
T h .  W e ll, th a t  isn ’t too  long.
P t .  O h , no.
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T h .  W ell, le t’s ta lk  ab o u t those  ca t-m o u ses a little  
m ore. G ive  m e an  idea  of w h a t th e  d ream s 
w ere .

P t .  T h e  d re a m s a ll have  th re e  th in g s in co m m o n —  
h e a t— th e  sen sa tio n  of bodily  hea t. T h a t ’s w hy  
I hav e  th em  m o re  o ften  in su m m er. I t ’s very 
ho t, w a te r , a  th in g  of be ing  in  w a te r  o r  n e a r  
w a te r , o r su rro u n d e d  by w a te r , an d  d is to rted  
an im a ls , p ecu lia r  a n im a ls , I m ean . Som e of 
th em  a re  very  c h a rm in g  an d  very  w h im sica l. 
A nd in o n e  I rem em b er I h ad  ab so lu te ly  to  get 
r id  of th e  an im a ls . I h ad  to k ill th e m , an d  it 
w oke m e u p  because  I c o u ld n ’t.

T h .  Y ou co u ld n ’t?
P t .  I ju s t  co u ld n ’t. I ju s t  ab so lu te ly  c o u ld n ’t touch  

th e  an im als .
T h .  T h e se  ca t-m ouses , a re  th e re  m an y  in th e  

d re a m  or ju s t  one?
P t .  O h , they  ch an g e ; th e y ’re  n o t a lw ay s a cat- 

m ouse . T h is  is ju s t  th e  n am e  I ’ve given to the  
c re a tu re  th a t  evolved th ro u g h  th is . T h e y  can 
be a n y th in g , b u t they  a re  a lw ay s co m b in a tio n s.

T h .  B ut th e  ca t-m o u ses sym bol itself?
P t .  C a ll it a  ca t-m o u se  sym bol.
T h .  C a t-m o u se  sym bol, can  you describe  it?  H o w  

big is it?
P t .  T in y , th e y ’re  a lw ay s  very sm a ll, th e y ’re  a l

w ays little .
T h .  T h e  body w h a t does it look like?
P t .  L ik e  a  m ouse.
T h .  A nd  th e  ca t?
P t .  T h e  o rig in a l one  w as like a c a t— a c a t’s head  

an d  a  m o u se ’s body.
T h .  A nd th ey  w ou ld  sh ift?
P t .  W ell, to a dog-fish  now .
T h .  A dog-fish  now ?
P t .  W ell, the  ca t-m ouses a re  p eop le  w ith  w him sy  

an d  w ho can  u n d e rs ta n d  w h im sy  an d  w ho 
have a sense o f h u m o r, an d  dog-fishes a re  ju s t  
du ll peop le .

T h .  I see.
P t .  T h is  I ’ve don e , an d  w ritte n  som e very  c h a rm 

ing little  p ieces w h ich  I w ish  I could  tu rn  in to  
som e m oney  if I could .

T h .  H o w  do you feel? D o  you th in k  ab o u t these 
ca t-m o u se  sym bols a good dea l?

P t .  N o , as a  m a tte r  o f  fact I d o n ’t.
T h .  T h e y  d o n ’t b o th e r  you?
P t .  N o.
T h .  Y ou seem  to be ra th e r  p reoccup ied  ab o u t th a t 

in th e  le tte r  you sen t m e.

P t .  I d id  th a t  because  of— i t ’s k in d  of a trick . I 
sh o u ld n ’t have  don e  it. A m ong  o th e r  th in g s  I 
w rite  ad v e rtis in g  copy. I t ’s m y b usiness to  in 
te re st p eo p le , so I use tr ic k s because p eop le  a re  
a ttra c te d  by th is  so rt o f w h im sica l th in g .

T h .  I see, it is n ’t rea lly  a p ro b lem  then .
P t .  It i s n ’t rea lly  a  p ro b lem .
T h .  All r ig h t, fine, now ?
P t .  I t ’s a  little  u n p le a sa n t. It i s n ’t a p ro b lem ; 

th e y ’ll go aw ay .
T h .  Y ou h av e  an x ie ty  in y o u r d re a m s w ith  th is  

sym bo l?
P t .  I d o n ’t kn o w  if i t ’s an x ie ty  o r  no t. I t ’s ju s t  a 

fo rm  of ten s io n  an d  a  fo rm  of an x ie ty  of be ing  
forced to  do so m eth in g  I d o n ’t w a n t to  do. A 
very  obv ious rea so n . T h e  a b o r tio n , it w as very 
pa in fu l a n d  very  u n p le a sa n t.

T h .  T h is  sym bol on ly  occu rred  a f te r  th e  ab o rtio n ?
P t .  I ’ve nev er h ad  it before. N ever.
T h .  A nd  you feel very  w ell sa tisfied  th a t th is  is the  

basis of th is?
P t .  It clicked over, if you u n d e rs ta n d  th is  ex 

p ress io n . It felt r ig h t.
T h .  N o w , do you  hav e  an y  in so m n ia ?
P t .  N o , I can  p u t m yse lf to sleep  in s tan tly .
T h .  G o o d , W h a t a b o u t n ig h tm a re s?
P t .  O n ly  th is . H o w ev er, I never have  th is  excep t 

w h en  I ’m ta k in g  a  n a p . I d o n ’t hav e  th is  a t 
n ig h t.

T h .  O n ly  d u r in g  th e  day.
P t .  B u t i t ’s like ly  to be w a rm , a n d  I ’ll be dressed  

an d  ly ing  dow n.
T h .  O K . N o w , te ll m e a  little  b it ab o u t your 

m o th e r  an d  y o u r fa th e r. A re th ey  liv ing?
P t .  T h e y  a re . It w o u ld  be such  a  sto ry .
T h .  W h a t so rt of p eop le  a re  they ?
P t .  M y  fa th e r  is a  very  in te llig en t m an . As a  child  

I r e m e m b e r  h im  b e in g  a  v e ry  w o n d e rfu l  
m a n — an d  he  ad o red  ch ild re n . H e  still does, 
bu t he  is a  p a ra n o ia c . I d o n ’t m ean  a  p a ra n o ia  
p e rso n a lity , I m ean  a p sychosis p a ra n o ia c . H e  
is a lso  an  alcoholic .

T h .  H o w  d id  he  re la te  to you? W a s  he  close?
P t .  A s a ch ild , very  close. W e w ere  very , very 

close.
T h .  D id  you rea lly  love h im ?
P t .  D eep ly , I still do. T h is  p re se n ts  a  p ro b lem . 

I ’ve been u n a b le  to  solve it b ecause  h is  w ho le  
p e rso n a lity  s tru c tu re  is so o b n o x io u s  to  m e th a t  
I have  h ad  to  sp lit it off. A nd to  love th e  m an , 
th e  in d iv id u a l, th e  th in g s  u n d e rn e a th , an d
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w h a t I know  is th e re  an d  avo id  th e  p e rso n a lity  
as if  it w e re  th e  p la g u e . T o  w a tc h  th e  
d eg en e ra tio n  of a m in d  an d  a h u m a n  bein g  is 
not a p le a sa n t th in g  for a ch ild .

T h .  I shou ld  say n o t, even as a ch ild  he w as 
d e g e n e ra tin g  th en .

P t .  I began  to  p ick  it u p  ab o u t 9. T h a t ’s w h en  he 
s ta rte d  to d r in k . T h a t ’s w h en  a lot o f th e  t r o u 
ble began , an d  w e w ere  never h a p p y  since.

T h .  H o w  ab o u t y o u r m o th e r?  W h a t  so rt o f person  
is she?

P t . M y  m o th e r is a lso  tw o people . She is the  p e r 
son she w as 10 years  ago , an d  th e  p erso n  she is 
now ; she is— w as a very  s ta b le  p e rso n — a 
b eau tifu l w om an .

T h .  H o w  did you get a lo n g  w ith  h e r?
P t .  W o n d e r fu lly , j u s t  w o n d e r fu lly . O h , w e 

sc rap p e d  a little  b it, b u t w ith  th a t  k in d  of a 
fam ily  if w e get m ad , w e say  so m e th in g . I 
m ean  m o th e r th re w  p la te s a n d  I stom ped  ou t 
of th e  house , bu t it nev er m ean t an y th in g . I 
m ean  th e re  w as never an y  g ru d g es h e ld —  
o v e rsh ad o w in g , long tens ion  periods.

T h .  D o  you have an y  b ro th e rs  an d  sis ters?
P t .  I have  a yo u n g er b ro th e r  an d  y o u n g er sister.
T h .  H o w  young?
P t .  M y  yo u n g er s is te r is 2 years  y o u n g e r— she is 

m a rrie d  an d  has tw o  ch ild ren . M a rr ie d  a m an  
ju s t  like m y fa th e r  w ho  is a lso  an  alcoholic . So 
she  refuses to stay  m a rrie d , an d  as long  as 
th e y ’re  d ivorced  an d  live to g e th e r, life is fine. 
S he  a tte m p te d  to com m it su ic ide . T h is  p ro b a 
bly is due to a  b ra in  in ju ry . S he  has been sick 
a ll of h er life. M y  b ro th e r  is 19, is sensitive 
a n d  in te l l ig e n t ,  te r r ib ly  d e p re s s e d  a n d  in 
h ib ited . 1 sh ou ld  say b asica lly  ju s t  a fine boy.

T h .  As a child  d id you hav e  an y  em o tio n a l u pse ts 
th a t  you rem em b er?

P t . I d id n ’t rem em b er a d ay  w h en  I d id n ’t have 
any .

T h .  W h a t fo rm  d id  those  em o tio n a l u p se ts  tak e?  
By em o tio n a l u p se ts  do you m ean  ta n tru m s  or 
o u tb reak s?

P t . O u tb re a k s  o r  n ervousness. It w as a  rep re ssio n . 
I a lw ay s  felt p u sh ed  in to  a  c o rn e r  an d  forced 
off, an d  m y on ly  freedom  w as w h en  I w as by 
m yself an d  liv ing  in d a y d re a m s essen tia lly .

T h .  A nd yo u r p rev io u s tre a tm e n t, an y  so rt o f t r e a t
m en t p r io r  to seeing  th e  college docto r?

P t .  N o n e .
T h .  T a k in g  an y  m edicines o r  tra n q u iliz e rs ?

P t .  N one.
T h .  N o w , I ’m go ing  to show  you  th e  R orschach  

ca rd s  r a th e r  ra p id ly .
P t .  O h , I ’ve h a d  th a t  (la u g h in g ).
T h .  I k now . J u s t  to give m e an  idea.
P t .  T h e  las t tim e  it took  m e 3 h o u rs .
T h .  It w ill tak e  ju s t  ab o u t 5 m in u te s  w ith  m e. ( /

h a n d  h e r  th e  f i r s t  card .)
P t .  M o u n ta in s , c ra b , sea c rab s , w o m an  p ray in g , 

these  a re  th e  m ost p ro n o u n ced .
T h .  All r ig h t. T h is  is th e  second one.
P t .  B ears , tw o  little  bears , teddy  b ea rs , I a lw ay s 

have  to th in k  th is  is a tem p le , th e  w h ite  p a r t  in
th e  cen te r. A nd I asso c ia te , th e  o ra n g e  p a r t
w ith  m e n s tru a tio n — blood.

T h .  All r ig h t. T h is  is th e  th ird  card .
P t .  O h , I re m e m b e r  these, these  a re  m y little  c a n 

n ib a l w o m en . T h e y  a re  cook ing , th e  little  guy 
w ho  sits  in th e  tw o  c o rn e rs  h e re , {fourth  card) 
T w o  tire d  b ird s  s ittin g  back to  back. T h e y  a re  
very  tire d , (fifth  card) I a ssocia te  th a t  w ith  th e  
beer belly , a vegetab le , an d  I c a n n o t trace  it. 
T h e  to p  is a  so ld ie r ’s h e lm e t. W o m en  chiefly  
w o m en , p ro b a b ly  n u rs in g  o r  ab le  to  n u rse  an d  
som ehow  asso c ia ted  w ith  c h ild re n  in th is  case.

T h .  T h is  is th e  six th  one.
P t .  N a v a h o  ru g s , b e a r  ru g s, I hav e  a  se n sa tio n  of 

w ings.
T h .  W h e re  do you see th e  w in g s th e re ?
P t .  T h e  w ho le  o u tsid e , th e  fe a th e rs , an d  th e  sh a p e  

of it. (seven th  card)  T h e se  a re  th e  ch ild ren . 
I ’m re m e m b e rin g , by th e  w ay , som e reac 
tio n s  from  before . L ittle  c h ild re n , fac ing  one 
a n o th e r , in  k in d  of a  b a lle t d a n c e rs ’ pose , th is 
w ay . (e igh th  card)  T h is  is th e  m ost, I can  tak e  
it a p a r t  m ore . T h is  one I re m e m b e r  lik ing . I t ’s 
th e  colors; i t ’s a w e ird  co m b in a tio n  h e re , it has 
a  k in d  of offbeat like ja z z  m usic , th e  o ran g e  
an d  th e  p in k . It h as a  w a te ry  fee ling  to m e. 
T h e se  a re  th e  p o la r  b ea rs  over h e re , very 
s tro n g ly  sh a p ed . A n im a ls  of so rts  a ro u n d  a 
w h ee l, so rt of d is to rte d  p a tte rn . I noticed  
so m eth in g . I ’m so rt of a ttra c te d  to th e  an im a l 
w orld .

T h .  U h -h u h . T h is  is th e  n in th  one.
P t .  T h is  is th e  one I d id n ’t like. B ecause i t ’s 

m essy , very  m essy , because  it rem in d s  m e of 
v io lence a n d  insects, an d  th is  is so m e th in g  I 
d islike .

T h .  V io lence , insects.
P t .  W h e n  p eo p le  a re  ro u g h  an d  v icious in  a w ay.
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Th. D o you see a n y th in g  else th e re ?  . . . Y ou can  
hold  it an y w ay  you w ish . . . .  All r ig h t, th is  is 
th e  las t one.

P t .  C h ild re n  th a t  a re  like sea ho rses , an d  ag a in  
s lig h tly  h y ste rica l m o d ern  a r t .  I like th is  one. 
N o w  I get an  Eiffel T o w e r  im p ress io n  from  
th is  im m ed ia te ly , w hich  I a u to m a tic a lly  sw itch  
over in to  a  p re fe rred  sym bol. A nd th is  is the  
feeling  I have. T h is  one is good, som ehow , 
even th o u g h  it seem s d isc o rd a n t an d  d iscon 
nected . It h as a coheren ce  of w a rm th  an d  good 
feeling  th a t  com es som etim es w ith  good th in g s. 
[ T h e  d is o r g a n iz a tio n  o f  th o u g h t  a n d  th e  
in te n s ity  o f  fe e l in g  in th e  last th ree  cards p o in t  
to a sc h izo p h re n ifo rm -lik e  te n d e n c y . ]

T h. A good feeling?
P t .  P lay fu l is th e  w o rd  I w an t.
T h. N o w , I hav e  a  little  b e tte r  idea  of th e  p ro b lem  

th a n  I d id before. So very  ra p id ly  I ’m  ju s t  go 
ing to give you m y ideas, b u t I m ay  no t be 
ab so lu te ly  ac c u ra te  an d  I w a n t you th en  to tell 
m e yo u r im p ress io n s . \In  p re se n tin g  in te rp re ta 
tio n s to th e  p a t ie n t  or in g iv in g  h e r  a h y p o th 
esis o f  the  p ro b le m , I  m u s t be ca re fu l th a t she  
does n o t regard  w h a t I  say  as an a tta ck , o r as 
bein g  cr itica l o f  her. S h e  has a lrea d y  to ld  m e  
th a t w h a t she  seeks fr o m  m e is a p p ro v a l a n d  
su p p o r t. ]

T h. N o w , you a re  an  ex trem e ly  sensitive an d  c re a 
tive p erso n . Y ou have a g re a t m an y  ta le n ts  an d  
th e  ab ility  to perceive n u an ces  and  to  a rriv e  
very  ra p id ly  to in tu itiv e  feelings. T h a t ’s be
cause  you live very  close to  y o u r  unconscious. 
Y ou have a  re m a rk a b le  fac ility  in th a t  d irec 
tio n . T h e re  a re  p eop le  w ho  do an d  p eop le  w ho  
d o n ’t. Y ou ju s t  seem  to have  th is  facility . F o r 
th a t  reaso n  m an y  of th e  p h en o m en a  th a t a re  
o rd in a rily  rep ressed  an d  a re  no t o rd in a rily
perceived  a re  av a ilab le  to  you. So, you can  be
com e a w a re  of m an y  sym bols th e  av erag e  p e r 
son overlooks. Y ou can also  be in fluenced  by 
yo u r unconscious. Y ou th en  can  pose q u es tio n s 
to y o u r u nconscious an d  get th e  an sw ers . N ow  
th is  is no t av erag e . I ’d say m ost p eop le  can n o t 
do th is.

P t .  T h e n  you see m y in te re s t in th is  field  because 
I ’m  a w a re  o f th is . I ’ll tell you  so m e th in g  else 
th a t  m igh t in te re s t you. If I ta lk  to som eone for 
2 h o u rs  an d  let th em  ta lk  to m e, I can  tell you 
w h ich  p a re n t h as caused  th e  tro u b le  in th e  p e r 
so n —ju s t  in stinc tive ly .

T h. Is th a t  so. Y ou w ou ld  a lso  be very  good in a n a 
lyzing  d ream s, a n a ly z in g  th e  unconscious.

P t .  So i t ’s u n b e liev ab le . A side fro m  m yself, as long 
as I d o n ’t th in k  ab o u t it.

T h. So you do  hav e  th is  fac ility , b u t th is  very 
fac ility  can  c rea te  p ro b lem s for you.

P t .  Yes, it does.
T h. Y o u ’re  ex trem e ly  sensitive , too  sensitive. Y ou 

feel s lig h ts , you get very  tense , you a re  ju s t  like 
a  w e a th e r  vane. Y ou ju s t  sw in g  w ith  th e  w in d , 
a n d  because  of th a t ,  you m ay  need som e sort of 
h e lp . N o w , I w o u ld  th in k  th a t  you could  do 
very  w ell w ith  th e ra p y — m ay b e  no t too in te n 
sive th e ra p y  bu t seeing  som eone ab o u t once 
w eekly .

P t .  J u s t  to  s tu d y  it o u t.
T h. S om ebody  th a t  w ou ld  s ta b ilize  you an d  w ould  

e n a b le  you to get som e s ta b ility  because  y o u ’re  
too m uch  like a  w e a th e r  vane.

P t .  I k n o w , it w ould  d riv e  m e w ild , you see, an d  
t h a t ’s p a r t  of th is  w h o le  th in g . I ’ve go tten  
tra c k  of th is  idea  o f u sin g  h y p n o sis  as a  fo rm  of 
re se a rc h ; no w , I ’m  no t ad v e rse  to w o rk in g  on 
m yself. I d o n ’t m ean  to use it as an  easy  w ay 
o u t. I w o rk  aw fu lly  h a rd  for ev e ry th in g  I ’ve
ever h ad , an d  I d o n ’t m ind . I even en joy  it, I
have  a feeling  now  of g e ttin g  so m e th in g  th a t ’s 
g o ing  to  m ean  en o u g h  to  s tead y  m e d ow n .

T h. I ’ m su re  th a t  you could  u tiliz e  h y p n o sis  very  
effectively.

P t .  I ’ m very  good a t it, by th e  w ay .
Th. A re you?
P t .  I ’ve don e  a  little  b it o f it, ju s t  en o u g h , an d  if I 

use m y eyes it w o rk s like a ch a rm . I ju s t  go 
r ig h t ou t.

T h. Y ou can c e r ta in ly  u tili tz e  y o u r facility  in a 
very a p p ro p r ia te  w ay . A s fa r  as y o u ’re co n 
ce rn ed , I d o n ’t th in k  h y p n o sis  is ab so lu te ly  
n ecessary . It w o u ld n ’t m ak e  too m uch  d iffe r
ence as fa r as y o u r g e ttin g  so m e th in g  beneficial 
o u t o f th e ra p y .

P t .  T h a t  w a s n ’t th e  p o in t. (la u g h in g )
T h . Y ou u n d e rs ta n d  w h a t I m ean ?
P t .  Yes, I kn o w  w h a t you m ean .
Th. So w e ’re  ta lk in g  in tw o  d iffe ren t fram es of re f

e rences: hy p n o sis  is o n e  th in g  a n d  a lso  you as 
a  p e rso n  in te rm s  o f y o u r c ap ac ity  to get 
so m e th in g  m ean in g fu l o u t o f o th e r  k in d s of 
th e ra p y . A s a  m a tte r  o f fact, I d o n ’t th in k  h y p 
nosis w o u ld  be th e  best th in g  for you . Y ou a re  
too im m ersed  in y o u r unco n sc io u s n o w , an d  it



THE INITIAL INTERVIEW: CASE HISTORIES 89

w ould  be m uch b e tte r  for you to s ta b ilize  and  
bu ild  u p  a little  m o re  rep re ssio n  so th a t you 
a re  no t be in g  b o m b ard ed  all th e  tim e  by yo u r 
unconscious. | M y  fe e lin g  is th a t th e  p a tie n t  
w o u ld  u tilize  h yp n o s is  to s tir  u p  too m a n y  
fa n ta s ie s  a n d  in th is  w a y  w o u ld  f r ig h te n  
herself. ]

Pt. W ell, you know  th a t  w as p a r t  of th e  idea.
Th. N o w , I th in k  th a t  you p ro b a b ly  w o u ld  do well 

in th e ra p y  w ith  som ebody to w hom  you could 
com e on a  o n ce-a-w eek  basis to ta lk  th in g s 
over. Y o u ’ll feel an  an c h o ra g e  th e re . A nd  in 
th a t refe rence  I m ay  be ab le  to refe r you to 
som ebody w ho m ay  be ab le  to h e lp  you.

Pt. B ecause th is  costs m oney  an d  th is  1 d o n ’t have  
an d  you see I ’m rea lly  in a  c o rn e r  on  th is  fi
n an c ia l business.

Th. T h a t ’s one  of the  th in g s  I m ig h t be ab le  to  he lp  
you w ith  by a r ra n g in g  for th e ra p y  in te rm s  of 
yo u r b u dget an d  in te rm s of y o u r ow n  ab ility  
to p ay  w h a tev e r you can . T h e re  a re  p laces in 
th e  city w h ere  you can  receive som e good help .

Pt. I d o n ’t need  th a t k ind  of help . I need a fa th e r, 
D r . W o lb erg . N o , th is  is t ru e , I need  so m e
body th a t  is very  stro n g , an d  very  s ta b le  an d  
w o n ’t lau g h  a t m e w h en  I get off on one  o f m y

ta n g e n ts . \T h e  p a tie n t  is o b v io u s ly  se e k in g  a 
p ro lo n g e d  su p p o r tiv e  re la tio n sh ip , w h ich  is 
p ro b a b ly  a ll  she  can use  a t th is  tim e . S h e  is 
q u ite  close to a sc h izo p h re n ic  b reak , in m y  
o p in io n , b u t she  s ti l l  has g o o d  defenses, a n d
m ig h t, i f  she  is m o tiva ted , b en e fit f r o m  the  
p r o p e r  ty p e  o f  tre a tm e n t a n d  p e r h a p s  som e  
m ild  neu ro lep tic . 1 ha ve  in m in d  re ferr in g  her  
to a h o sp ita l c lin ic  w h e re  sh e  co u ld  receive  
g o o d  th era p y . ]

T h. W ell, give m e an  idea  of w h a t you can  afford , 
ap p ro x im a te ly .

Pt. G ee , i t ’s so aw fu lly  tig h t th a t even so m eth in g  
as little  as $ 1 0  a w eek  w o u ld  be too m uch. 
T h a t  I cou ld  m ak e , I could  m a n a g e  th is .

Th. All r ig h t, I th in k  I can  find  som ebody  for you 
at o n e  of th e  clin ics. I sha ll te le p h o n e  h im  th is  
af te rn o o n  a n d  let you know .

Pt. All r ig h t.

T h e  pa tien t  w as  referred to the  head of a 
clinic in the ne ighborhood ,  w ho m  I te lephoned 
and  informed abou t her p roblem . T h e  clinic 
w as  willing to take  her, bu t the pa tien t never 
accepted the  referral .  A te lephone  call from me 
to her  was never re tu rned .



CHAPTER 7

Choosing an Immediate Focus

M a n y  p a tien ts  come to the rapy  convinced 
th a t  their  p rob lem s w ere b rough t abou t  by 
some prec ip ita t ing  factor in the i r  environm ent.  
An alcoholic hu sband ,  a disastrous investment, 
a  broken love affair, a  serious accident, these 
and  m any o ther  real o r  exaggera ted  calamities 
m ay  be blam ed. W h a t  people usual ly  w an t  
from trea tm en t  is help in gett ing  rid of painful 
or disabling sym ptom s tha t  a re  often ascribed 
to such offensive events. T h e  sym ptom s include 
anxiety , depression, phobias ,  insomnia, sexual 
difficulties, obsessions, physical p rob lem s for 
which no organic  cause can be found, and  a 
g rea t  m any  o ther  com plain ts  and  afflictions.

Even though  we m ay  be correct in our 
a s s u m p t io n  th a t  th e  basic  t r o u b le s  re s ide  
elsewhere th an  in env ironm enta l  or sym pto
m atic  complaints,  to bypass the p a t ie n t’s im 
mediate  concerns is a serious mistake. L a te r  
when there  is firm evidence of the underly ing  
causes, for exam ple , faulty personality  o p e r 
ations o r  unconscious conflict, a good in te r
viewer should be able to m ake  connections be
tw e e n  th e  p r e c ip i t a t i n g  even ts  o r  ex is t in g  
sy m p to m s  a n d  th e  less a p p a r e n t  d y n a m ic  
sources of difficulty. T h e re  will then  occur a 
change in focus. T h is  shift, however desirable 
it m ay  seem, is not a lw ays necessary because 
we m ay find th a t  ou r  objectives a re  reached, 
and  tha t  the patient achieves stabil ization , 
w i th o u t  d e lv ing  in to  co rro s iv e  confl ic ts  o r  
st ir r ing  u p  ghosts of the past. It is only w here  
goals go beyond sym ptom  relief or behavioral 
im provem ent th a t  we will, in the hope of 
initia ting some deeper personality  a l te ra t ions, 
delve into dynam ic  p rob lem  areas. Even w here  
the objective is m ere sym ptom  relief or be

haviora l im provem ent,  resistance to simple 
suppor tive  and  reeducative tactics m ay  ne
cessitate a  serious look at u nderly ing  p e r 
sonality  factors th a t  are  s t ir r ing  up  obstructive 
transference an d  o ther  in terferences to change.

In practically  all pa tien ts  some im m edia te  
stress s i tuation , usual ly  one w ith  w hich the  in 
dividual is unab le  to cope, sparks  the  decision 
to get help. U su a lly  the pa tien t considers 
him self  to be the  victim r a th e r  th an  p e rp e t ra 
to r of his identif ied troubles.  T h is ,  in some 
cases, m ay  be true ;  in most cases it is false. It 
is necessary, therefore ,  in all pa tien ts  to a p 
pra ise  the degree of personal p a r t ic ipa tion  in 
the ir  difficulties.

Since we are  ac tua lly  dealing  w ith  si tuations 
th a t  g e n e ra t e  te n s io n  a n d  a n x ie ty ,  it is 
e s sen tia l  to  v iew  e n v i r o n m e n ta l  in c id e n ts  
th rou gh  the lens of the ir  special m ean in g  for 
the  individual. W h a t  m ay  for one person  con
stitute an  in su rm o un tab le  difficulty m ay  for 
an o th e r  be a boon to ad jus tm en t.  D u r in g  
W o rld  W a r  II ,  for instance, the  L ondon  b o m b
ings for some citizens w ere sha t te r ing  assaults  
on  e m o t io n a l  w e l l -b e in g ;  for o th e r s  they  
b ro ug h t  for th  la tent p ro m p tin g s  of cooper
ation , b rotherliness ,  an d  self-sacrifice tha t  lent 
a new  and  m ore  constructive m ean ing  to the  
ind iv idua l’s existence. Indeed , w a r t im e  w ith  its 
th rea t  to life m arsha lled  an  interest in survival 
and  subdued neuro t ic  m alad ju s tm en t ,  w hich  
re tu rned  in peacetime to p lague  the individual.

T h e  u n d e rs tand in g  of stress necessitates ac
know ledging  th a t  there  is no objective m easu re  
of it. O n e  can no t  say th a t  such and  such an  en 
v ironm ent is, for the  average adult ,  70 percen t 
stressful and  30 percent n u r tu ra n t .  N o m a t te r

90
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how benevolent o r  stressful the environm ent ,  
the individual will im p ar t  to it a special m e a n 
ing as it is fi ltered th ro ug h  his conceptual n e t 
w ork. T h is  shades his w orld  w ith  a  signifi
cance tha t  is largely subjective. C o ncep tua l dis
to r t io n s  p a r t i c u l a r ly  tw is t  fee l ings to w a rd  
o ther  h u m an  beings and  especially tow ard  the 
self. A self-image tha t  is hateful o r  inadeq ua te  
may plague the individual the  re m a in d e r  of his 
life and  causes h im  to in te rp re t  most h a p p e n 
ings in relation to his feelings tha t  he does not 
have much value. M ost of w ha t  h a p p ens  to 
h im  in life will be viewed as confirming his 
own conviction tha t  he is not m uch  good and  
tha t  no th ing  th a t  he does will am o u n t  to 
anything. Such a pervasive belief, of course, 
makes nearly  any  occurrence productive of 
considerable stress.

W ith  this as an in troduction , it m ay  be 
asserted tha t  there  is such a th ing  as realistic 
environm enta l  stress:

1. T h e  e n v ir o n m e n t m a y  exp o se  th e  in d iv id u a l to
g ra v e  th rea ts  in the  fo rm  of g e n u in e  d an g e rs  to life 
a n d  to security . E x am p le s  a re  ex p o su re  to  d isa ste rs  
such as w a r , floods, s to rm s, an d  acciden ts as w ell as 
severe d ep riv a tio n  of fu n d am en ta l needs for food, 
sh e lte r, love, reco g n itio n , an d  o th e r  b io logical an d  
social u rg es en g en d ered  by a cruel o r  b a r re n  en v i
ro n m en t.

2. T h e  en v iro n m e n t m a y  be p a r tia lly  in im ica l,
the  in d iv id u a l no t h av in g  th e  re so u rces to rectify  it. 
T h e  en v iro n m en t m ay be beneficen t en o u g h , bu t the  
in d iv id u a l, p e rh a p s  th ro u g h  e a rly  fo rm a tiv e  e x p e r i
ences, never developed  th e  a b ility  to use those 
resou rces th a t w ere  p o ten tia lly  av a ilab le .

3. T h e  e n v iro n m e n t m a y  con ta in  a ll e lem en ts
essen tia l fo r  a g o o d  a d ju s tm e n t, yet th e  in d iv id u a l 
m ay , as has been c ited , be u n ab le  to  tak e  ad v an tag e  
of it because o f a p e rso n a lity  s tru c tu re  th a t m akes 
h im  experien ce  essen tia l needs a s  p rovocative  of 
d an g e r. Su ch  defects m a y  cause h im  to p ro je c t o u t 
in to  the  e n v iro n m e n t his in n e r  d issa tisfac tions, a n d  
he m a \  a c tu a lly  create  c ircu m sta n ces th a t b rin g  
upon  h im s e lf  th e  very  h a za rd s  fr o m  w h ich  he  seeks  
escape.

Some persons invariably  regard  the ir  envi
ronm en t as one in which the i r  assertiveness

brings pun ishm en t .  T h e y  a re  com m only  re 
ferred to as “ losers .”  A p a t ien t  of m ine  con
stantly  w ould  involve himself w ith  f inancial in 
vestments tha t  a lm ost inevitably would  tu rn  
out to be less th a n  profitable . H e  w ould  then 
react w ith  depression , rage, and  shattered  self
esteem. Yet no sooner w ould  he accum ulate  
any  su rp lus  of funds, then  he w ould  again  
p lunge  into fanciful schemes th a t  ended in 
disaster. It w as  only after w e had  exposed his 
inn e r  need to fail tha t  he w ould  recognize how 
he b rough t his troubles  on himself. F o r  a while 
it w a s  w i th  th e  g re a te s t  effort t h a t  he 
res tra ined  him self  from indulg ing  in wildcat 
gambles. I felt tha t  had  he not needed to a n 
sw er to me, he still w ould  have taken  im possi
ble risks.

C h a ra c te r  d is tort ions engendered  by defects 
in developm ent,  such as ex trem e  dependency, 
d e ta c h m e n t ,  a g g re s s io n ,  m a s o c h ism ,  p e r fe c 
tionism, o r  compulsive am bitiousness ,  a re  w ha t  
usual ly  prevent the individual from fulfilling 
him self  and  tak in g  advan tage  of env ironm enta l  
opportun it ies .  T h e y  m ak e  for the crea tion  of 
ab no rm al  goals and  values th a t  m ay  seriously 
in te r fe re  w i th  a d ju s tm e n t  a n d  th a t  ac t  as 
sources of stress irrespective of the  environm ent .

It is r a re  then  tha t env ironm en ta l  stress 
a lone is the sole culprit  in any  em otional p ro b 
lem. Inimical, fr ightening, and  despera te  s i tua 
tions do arise  in the lives of people, bu t the 
reactions of the individual to h ap pen in gs  are  
w h a t  de te rm ine  the ir  pa thologica l potentia l .  
U n d e r  these c ircum stances m inor  en v iro n m en 
tal stress can tax  coping capacities and  break 
dow n defenses so tha t  an  even tua ting  anxie ty  
will p rom ote  regressive devices like protective 
phobias .  It is, therefore, essential tha t  any 
p rec ip ita ting  incident th a t  brings a pa tien t into 
th e rap y  be regarded  as merely  one elem ent in 
an assembly of etiological factors, the most im 
p o r ta n t  variable  being the degree of flexibili ty 
and  integrity  of the personali ty  structure .  It is 
this  variable  th a t  de te rm ines  a ha rm o n io u s  in 
teraction  of forces tha t  pow er  in trapsychic  
m echanism s w hen  security and  self-esteem are 
th rea tened  by adversity  from the outside and
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by common developm ental crises tha t  impose 
themselves from w ith in . By focusing on w h a t  is 
regarded as a p rec ip ita ting  incident we m ay be 
able  not only to initia te  rem ediable  env iron 
m enta l  corrections but also to open a w indow  
into hidden personali ty  resources.

F ro m  a practical v iew point therefore, any 
environm enta l  stress w a r ra n t s  close e x a m in a 

tion for its influence, good o r  bad, on the  p a 
tient. An u n d e rs tan d ing  of the  how  and  w hy  of 
its im pact m ay  prove invaluable .  Som etim es 
the  in i t ia t ing  factor m ay  seem like a trivial 
spa rk  to the  therap is t ,  bu t an  exp lo ra tion  of 
the  p a t i e n t ’s pas t  his tory, his att itudes, and  his 
values m ay  reveal the em otiona l explosive m ix 
tu re  th a t  aw aits  detonation .

Focusing on Symptoms

Because sym ptom s a re  frequently  a by
product of stress, tension, and  anxiety, it may 
be helpful to exam ine  the ir  developm ent and 
m ean ing  w ith in  the m atr ix  of ad ap ta t io n .  As 
long as a person  is capable  of coping w ith  his 
cu rren t life s i tuation, as long as he can gratify 
his most im p o r tan t  needs and  dispose of o thers  
th a t  he is unab le  to satisfy, as long as he can 
sustain  a sense of security and  self-esteem, and  
as long as he is able  to media te  troubles  tha t  
vex h im , he will not experience stress beyond 
the point of adap tive  balance. W h e n ,  however, 
this is not possible, the  th re a t  is registered as a 
state of tension, w ith  altered  homeostasis  af
fecting the viscera, the skeletal muscles, and 
the psychic a p p a ra tu s .  T h e  person mobilizes 
himself to cope w ith  the stress and  if he is suc
cessful, homeostasis  is restored. W h e n  a ttem pts  
at adap ta t ion  keep failing, the con tinu ing  p res 
ence of tension in tu rn  sabotages the develop
ment of more effective coping patterns.

O vers t im ula tion  resulting from continued  
stress is bound  to register its effect on the 
bodily integrity  (“ exhaust ion  reac t ion” ). B om 
bard m en t  of the viscera w ith  stimuli will tend 
after a while organically  to d is tu rb  the func
tions of the various organs and  systems. T o  
such ensuing d is tu rbances Selye (1950) has 
given the nam e  “ disease of ad a p ta t io n .”  As in 
sidious as are  the physical effects of tension, 
the developm ent of a castastrophic  sense of 
helplessness produces the  m ore  d is tu rb ing  p h e 
nom enon of anxiety. And it is often anxiety  
th a t  brings the pa tient to therapy .

Anxiety and Its Defenses

A vast am o u n t  of h u m a n  psychopathology is 
covered by the  generic te rm  anxiety. It is 
character ized  by a violent biochemical and  
neurophysio logical reaction  th a t  d is ru p ts  the 
physical, intellectual, em otional ,  and  behav
ioral functions of the  individual. It is indicative 
of a collapse of a p e rs o n ’s hab i tua l  security 
s t ruc tu re  and  his successful m eans  of a d a p ta 
tion. So uncom fortab le  a re  its effects th a t  th e  in 
div idual a t tem p ts  to escape from it th ro u g h  
various m aneuvers .  T h ese  a re  usually  self-de
feating because those very m aneuvers  are  often 
regressive in n a tu r e — th a t  is, they revive o u t
moded childish w ays of dea ling  w ith  discomfort. 
T h e y  only fu r th e r  interefere w ith  assertive and  
productive coordinations.

W h e re  anxie ty  is uncontro lled , an  actual 
re tu rn  to infanti le  helplessness w ith  complete 
loss of m as tery  m ay th rea ten .  Reali ty  testing 
m ay  totally  d is in tegra te ,  end ing  in confusion, 
depersona liza tion ,  an  inabili ty  to locate the 
limbs in space, incoord inat ion , and  loss of ca
pacity  to differentia te  the “ m e ” from the “ not 
m e .”  T h is  th rea t  to in tegrity  m ay  in itia te  
“ p a ren t- in v o k in g ” tactics ran g in g  from  quiet 
search ing  for su p p o r t  to scream ing, ta n t ru m s ,  
bewildered cries for help, and  fainting. Such 
complete re lapse  to infancy is rare ,  occurr ing  
only in ind ividuals  w ith  fragile personali ty  
structures .

Anxiety  does not a lw ays have to be harm ful.  
As a m a t te r  of fact, some anxie ty  is an  a d a p 
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tive necessity; its release acts as a signal to 
alert the individual and  to p repa re  h im  for 
emergency action. Small am o un ts  of anxie ty  
sponsor somatic and  visceral reactions tha t  
lead to attack o r  flight. Anxiety  even facili tates 
information  processing in the  forebrain. T h e  
phys io lo g ica l  a n d  b io ch em ica l  p a t t e r n s  of 
anxiety  are  inna te  in the organ ism . Its psy
chological ingredients are  u n iq ue  to the ex p e r i
ences a n d  c o n d i t io n in g  of th e  in d iv id u a l .  
These ,  constitu ting  the security a p p a ra tu s ,  are 
organized to reduce and  to remove th rea ts  to 
the integrity and  safety of the  individual.

T h e  signal of anxiety , therefore, activates 
adaptive reserves s t im ula t ing  somatic and  psy
cholog ical  m e c h a n ism s  to  p r e p a r e  fo r  an  
emergency. T h e  individual learns to react to 
m inim al cues of anxie ty  w ith  a constructive de
fensive reaction th a t  dispels the anxie ty  and  
pe rh aps  e liminates  its source. B u t w here the 
defenses fa il to operate, anxiety  can reach a 
pitch  w here it cannot be d ispelled. Somatic 
reactions of a  diffuse, undifferentia ted, and  
destructive n a tu re  then flood the body. P sy 
cholog ica l  r e sp o n se s  becom e d is o rg a n iz e d .  
Regressed, childish kinds of behavior ,  w hich 
solve little tow ard  hand ling  an  adult  anxiety 
si tuation, m ay  then emerge. Because the  ind i
vidual cannot cope w ith  intense anxiety , he 
m ay w a n t  someone to take over for him.

W h a t  generally  shat ters  the  defenses of the 
p e rso n  so t h a t  he re s p o n d s  w i th  g lo ba l  
anxiety? T h e  provocative agent m ay  be any  ex 
ternal danger  o r  in ternal  conflict, recognized 
or unrecognized, tha t  disorganizes the  ind i
v id ua l’s reality sense, crushes his security  and 
self-esteem beyond media tion , and  fills h im  
w ith  a catastrophic  sense of helplessness to a 
point w here  he cannot s tabilize himself.  It is 
the m eaning  to the individual of an experience 
or a conflict tha t  is the fundam en ta l  cri ter ion 
as to w he th e r  he will respond  w ith  u n c o n 
trollable anxiety.

Let us proceed with exam ina t ion  of the 
physiological and  psychological m anifestations 
of the  in d iv id u a l  su ffe r ing  from  e x t r e m e  
anxiety since these m ay be chosen as a focus in 
therapy.

F irs t ,  there  is a vast undifferentia ted , exp lo
sive d ischarge of tension w hich  disorganizes 
the  physiological rh y th m  of every o rgan  and  
tissue in the  body, including m uscu la r ,  g lan 
d u la r ,  c a rd io v a s c u la r ,  g a s t ro in t e s t in a l ,  g e 
n ito u r ina ry ,  and  special senses. L ong  con
tinued  excitations m ay p roduce  psychosomatic 
d isorders  and  u lt im ate ly  even irreversible  o r 
ganic changes. T h u s ,  w h a t  s tarts  ou t as a 
gastric d isorder  m ay  tu rn  into a s tom ach ulcer; 
bowel irr i tab il i ty  m ay  become a colitis; h y p e r 
tension m ay resu lt  in cardiac  illness, and  so on.

Second, there  is a  prec ip ita t ion  of ca ta 
s trophic  feelings of helplessness, insecurity, 
and  devaluated  self-esteem. T h e  victim often 
voices fears of fatal physical illness, like cancer 
or hea r t  disease o r  b ra in  tum o r ,  as in te rp re ta 
tions of the  pecu lia r  som atic  sensations or 
sym ptom s th a t  a re  being released by anxiety.

T h i rd ,  there  is a  w ear ing  dow n of re 
pressions to the  po in t  w here  they become 
p ap e r  th in  in certa in  areas . C onsequen tly ,  a 
b rea k th ro ug h  of repud ia ted  thoughts ,  feelings, 
a n d  im p u ls e s ,  o r d in a r i l y  c o n t ro l l a b le ,  no w  
m ay  occur at rand om . T h ese  o u tburs ts  fu r ther  
u n d erm in e  security  and  p roduce a fear of being 
out of control, of not kn ow ing  w h a t  to expect.

F o u r th ,  various  defenses are  mobilized, their  
variety and  adaptiveness  depend ing  u p o n  the 
flexibili ty and  m a tu r i ty  of the  individual. If 
these strategies fail to control or d iss ipate  the 
sense of te r ro r ,  then a fu r ther  set of m aneuvers  
is in itiated.

Solutions for anxie ty  will depend  on the 
source of the  anxie ty  as well as the  s ingular 
personali ty  configurations of the  individual.

T h e  specific types of defense a re  chosen by 
the  individual for reasons th a t  a re  not, at our 
p resen t state of knowledge, fully know n. T h e  
following factors are  p robable .  (1) T h e  ind i
v id u a l’s u n iqu e  experiences and  condit ionings 
focus em phasis  on prob lem s and  coping mech
an ism s developed d u r in g  certain  periods in his 
life. F o r  instance, as a child the  ind iv idua l’s 
dependency needs m ay not have been satisfac
torily resolved, causing him  to m easu re  his 
self-esteem chiefly in te rm s of how well loved 
he w as by his p a ren ts  (and la ter  the ir  in te r 
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nalized images in his conscience). H e  will be 
insecure w hen  confronted w ith  circumstances 
w here  he m ust take  an  independent stand. (2) 
C er ta in  defenses a p p e a r  in childhood th a t  net 
the child a special gain. Such defenses, if suc
cessful, establish a pa t te rn  of behavior tha t  
m ay  be pu rsued  la ter  on. T h u s  w here  violent 
and  aggressive displays in t im idate  pa ren ts  into 
yielding to the ch i ld ’s dem ands, he m ay  tend to 
have ou tburs ts  of anger  and  to in t im idate  
o thers as a p referred  w ay  of dealing w ith  o p 
position. (3) U nresolved childish fears, needs, 
and  strivings, w ith  persistence of archaic  con
cepts of reality, will influence the pa tte rn s  
adopted  in the face of stress. F ears  of the d a rk  
or of being alone may re tu rn  w henever stress is 
excessive, w here  these were manifest in ch ild 
hood. (4) Defensive reactions are  often condi
tioned by p a ren ta l  neurotic  a t t itudes and  ill
nesses, w hich  the individual m ay  take over 
th rough  the process of im itation . A m o th e r ’s 
te r r o r  of l i g h tn in g  s to rm s  o r  re c o u r se  to 
headaches w hen  difficulties come up  m ay  be 
adopted  by her child.

T h e  neurotic individual thus  revives early 
techniques of ad ap ta t io n  tha t  originally  helped 
solve the difficulties in his childhood. Since 
these techniques have long outlived the ir  use
fulness, they create  m any  m ore problem s than  
they solve. Nevertheless, the individual is ap t 
to im plem ent them  in a reflex m an ner ,  a lm ost 
as if they w ere  the  most na tu ra l  of devices to 
employ u nder  the  circumstances.

M a n y  defensive responses to anxie ty  tha t 
a re  directed tow ard  the reduction of anxie ty  
may lead to a c r ipp ling  of a p e rso n ’s flexibili ty 
and  adaptiveness . T h e  defensive technique  of 
the phobia  illustra tes the destructive influence 
tha t  a m echanism  of defense m ay yield. T h e  
inhibit ion of function characteristic  of phobic 
states is calculated to isolate the individual 
from certain  sources of danger  onto w hich he 
has projected his inner  anxieties. F o r  instance, 
a w o m an  fearful of yielding to un res tra ined  
sexual impulses may develop strong anxieties 
while w alk ing  outdoors. She m ay shield herself 
from such anxie ty  attacks th rou gh  the sym p
tom of agoraphob ia ,  th a t  is, by avoiding leav

ing he r  hom e, except p e rh ap s  in the presence 
of her mother.  T h e  phob ia  u lt im ate ly  resu lts  in 
her  incapacita t ion , in terfering  w ith  he r  liveli
hood and  he r  capacity  to establish no rm al  re la 
tionships w ith  people. She m ay, as a result,  
undergo  a sha t te r ing  of self-esteem, and  her 
feelings of inferiority  m ay  st im ula te  a fu r the r  
a t tem p t to isolate herself from  others. H e r  
hostility, w hich  is usual ly  directed at her 
p a re n t  on w h o m  she is so helplessly dependent ,  
m ay  become ex trem e, and  she may have diffi
culty in expressing  o r  even acknow ledging  her 
h a te fu l  fee l ings  becau se  th ey  t h r e a t e n  h e r  
s tand ing  w ith  he r  mother.  T h u s ,  w hile  she has 
employed a defense to shield h e r  from anxiety , 
she has suffered from gross difficulties in her 
functional re la tionsh ips w ith  life and  people. 
T h e  d efense  a g a in s t  the  o r ig in a l  a n x ie ty  
p lunged  he r  into difficulties as great or g rea ter  
th an  the stress th a t  in itially inspired  he r  reac
tion.

Because defenses so often a re  sources of diffi
cu l ty  for w h ic h  p s y c h o th e ra p e u t ic  h e lp  is 
sought and  because they frequently  a re  an  im 
media te  focus in trea tm en t ,  it m ay  be p ro d u c 
tive to elabora te  on how and  w hy  they evolve.

In  general ,  four levels of defense a re  e m 
ployed as ou tl ined in T a b le  7 -1 :  (1) conscious 
efforts at m a in ta in in g  contro l by m a n ip u la 
tion of the environm ent ,  (2) characterologic  
defenses a im ed  at m an ip u la t in g  in terpersonal 
re lations, (3) repressive defenses th a t  m a n ip u 
late the in trapsychic  forces, and  (4) regressive 
defenses th a t  regu la te  physiological m ech a 
nisms. T h e  individual m ay  stabilize at any  
level, w hile  re ta in ing  sym ptom s and  defenses 
characteristic  of previous levels. At different 
times, as stress is alleviated or exaggera ted  or 
as ego s treng then ing  o r  w eaken ing  occurs, 
there  m ay  be shifts in the lines of defense, 
e i ther up  o r  dow n. T h e  m a n n e r  in w hich these 
four levels of defense are  employed in a d a p ta 
tion is as follows:

F ir s t - l e v e l  d e fe n s e s :  C o n tr o l  m e c h a n i s m s

W h e n  tensions and  anxie ty  a re  experienced, 
the  first m aneu ve r  on the p a r t  of an individual 
is to m an ip u la te  the  env ironm en t to fashion it
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M A N IF E S T A T IO N S  and S Y M P T O M S SY N D R O M ES

T hreats  to Adaptation

A D A PT A T IO N
SY N D R O M E

tension
anxiety
physiological reactions

Anxiety states 
Physical conditions arising 

from mental factors 
(psychosomatic illness)

1st Line of Defense

C O N T R O L
M E C H A N ISM S

Removing self from sources of stress 
Escape into bodily satisfactions & extroversion 
W ish-fulfilling phantasies
Suppression, rationalization, philosophical credos, self-control, emo

tional outbursts, impulsive behavior, “ thinking things th rough” 
Alcoholic indulgence—excessive alcohol intake 
Sedation, narcotics— drug overindulgence

Substance use disorders 
(alcoholism, drug 
dependence)

2nd Line of Defense

C H A R A C T E R O L O G IC
D EFEN SES

S T R IV IN G S  of an IN T E R P E R S O N A L  N A T U R E
1. Exaggerated dependency {religious fanaticism , etc.)
2. Submissive technics (passivity)
3. Expiatory technics (masochism, asceticism)
4. D om inating technics
5. Technics of aggression (sadism)
6. Technics of w ithdraw al (detachm ent)

S T R IV IN G S  D IR E C T E D  A T  S E L F -IM A G E
1. Narcissistic strivings (grandiosity, perfectionism)
2. Power impulses (compulsive am bition)

Educational disorders, habit 
disorders, work problems, 
m arital problems, adjustm ent 
disorders, conduct disorders, 
sexual disorders and 
perversions, delinquency, 
crim inality, personality 
disorders

3rd Line of Defense

REPR ESSIV E
D EFEN SES

A E F F O R T S  D IR E C T E D  at R E IN F O R C IN G  R EP R E S S IO N
1. General: (a) reaction formations, (b) accentuation of intellectual

controls w ith com pensations and sublimations.
2. Inhibition o f function:

a. Disturbed apperception, attention, & thinking
b. Disturbed consciousness (fainting, increased sleep, stupor)
c. D isturbed memory (antegrade and retrograde am nesia)
d. Em otional dulling, indifference, or apathy (emotional inhibi

tions)
e. Sensory defects (h ypoesthesia, anaesthesia, am aurosis,

ageusia, etc.)
f. M otor paralysis (paresis, aphonia)
g. Visceral inhibitions (impotence, frig id ity , etc.)

3. D IS P L A C E M E N T  &  P H O B IC  A V O ID A N C E (phobias)
4. U N D O IN G  & IS O L A T IO N  (compulsive acts & rituals)

Posttraum atic stress disorders 
Conversion disorders 
Dissociative disorders 
Phobic disorders 
Compulsive disorders

B. R EL EA SE of R E P R E S S E D  M A T E R IA L  (direct or symbolic)
1. Impulsive break through w ith “ acting-out” (excited episodes)
2. Obsessions, (excessive revery & dream like states)
3. D issociative states (som nam bulism , fug u es, m u ltip le  p e r 

sonality)
4. Psychosom atic d iso rders (sensory, som atic, visceral; tics,

spasms, convulsions)
5. Sexual perversions (fetishism, scoptophilia, etc.)
6. Internalization of hostility (depression)
7. Projection

Obsessive-compulsive disorders

Conversion disorders

N eurotic depression 
Paranoidal reactions

4th Line of Defense

R EG R ESSIV E
D EFEN SE S

A. R eturn to helpless dependency
B. Repudiation of and w ithdraw al from reality

1. Dereistic thinking; disorders of perception (illusions, hallucina
tions), disorders of mental content (ideas o f reference, delu
sions)-, disorders of apperception and com prehension; disorders
of stream  of mental activity (increased or dim inished speech 
productivity, irrelevance, incoherence, scattering, verbigeration,
neologisms)

2. Defects in memory, personal identification, orientation, reten
tion, recall, th inking capacity, attention, insight, judgem ent

C. Excited “ acting-out” (hostile, sexual, and o ther impulses)
D. Internalization of hostility (depression, suicide)

Psychotic episodes 
Schizophrenic disorders 
Paranoid disorders 
M anic-depressive disorders 
Involutional psychoses

to his needs, to escape from it, o r  to change his 
mode of th ink ing  about it. T h u s  he m ay avoid 
certain activities or places o r  people. H e  will 
try  to m anage in some different w ay  w hatever  
he feels to be the source of stress. H e  m ay

change his job ,  his wife, his ha ircu t,  his nose 
shape, o r  his domicile. O r  he m ay try  to 
change exis ting a tt itudes, a t tem pt ing  to th ink  
th ings th ro ug h  and  to arr ive  at some new  in 
tellectual fo rm ulat ions  about w h a t  his life is all
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about.  In  this regard  he m ay try  to suppress  
certa in  thoughts ,  to keep his m ind  on m ore 
positive channels ,  to exercise self-control, o r  to 
read self-help books th a t  st im ula te  h im  to 
th ink  th rough  a new philosophy of life. H e  
m ay develop different le isure-time activities in 
quest of satisfactions in a new hobby, a new 
social activity, or different friends. H e  m ay  try  
to “ get outside h im self ,”  or, ju s t  the  opposite, 
he m ay  become m ore  absorbed in bodily satis
factions such as eating  o r  drink ing . H e  may 
deaden  his feelings w ith  sedatives, s t im ulate  
them  w ith  energizers,  or  d ro w n  th em  in alco
hol.  D ay d re am in g  of a wish-fulfilling n a tu re  
m ay  help in escaping the painful realities of his 
daily troubles.

H is  em otional equ il ib r ium  m ay also shift, so 
th a t  he perm its  him self  em otional ou tbursts ,  
fits of crying o r  laughing, and  impulsive o u t
breaks designed to release tension.

All these, and  o th e r  m aneuvers  like them , 
are  the  first a t tem pts  to be m ade  w hen  a p e r 
son feels the  uncom fortable  tension th a t  in 
dicates a b reakdow n in homeostatis .  Every 
person alive at various times employs some of 
these  e n v i r o n m e n t - m a n i p u la t i n g  devices. 
Pathological exploita tion  of certa in  first-line 
defenses,  h o w e v e r— n a m e ly ,  a lcoho l  an d  
d ru gs— can cause addictive disorders such as 
a lcoholism and  d ru g  addiction. O th e r  first-line 
defenses,  such  as a t t e m p t s  a t  in te l le c tu a l  
u nders tand ing  rega rd in g  the  basic n a tu re  of 
o n e ’s conflicts and  anxieties, m ay  help provide
some degree of relief. O n  the o th e r  h an d ,  a hit- 
o r -m is s  a p p l i c a t i o n  of se l f-he lp  m e a s u re s ,  
w itho u t  aw areness  of the  n a tu re  of o n e ’s diffi
culties, m ay  lead to no th ing , necessita ting the 
use of the next line of defense.

Second-level defenses: C haracterologic  
defenses

In s i tuations of increasing th rea t  it is typical 
for a person to exploit in exaggera ted  form his 
n o rm a l  c h a ra c te ro lo g ic  d r ives .  A g gre ss io n ,  
w ith d raw a l ,  and  abn o rm al  self-image re s to ra 
tion are  examples.

Idiosyncratic adap ta t ions  to stress a re  de

veloped early  in  life, p r im ar i ly  in coping w ith  
the  p a ren ta l  figures w ho a re  the  first source of 
a c h i ld ’s security. C e r ta in  charac te r  styles w ere 
prom oted  by the  paren ts ,  and  the  child learns 
th a t  there  is a  certa in  m a n n e r  in re la t ing  to 
people  an d  events th a t  has  the  best chance  of 
keeping h im  free of anxiety . L a te r  in life, 
w hen  anxie ty  is experienced, there  is an u n w i t 
t ing  re tu rn  to the  mode of life th a t  worked 
most effectively in the  past.

T h u s  these modes of defense m ay  be term ed 
“ m a n i p u la t in g  o n e ’s in t e r p e r s o n a l  r e l a t i o n 
sh ip s .” If  dependency  is characteris tic  for a 
person, then  in tim e of stress he m ay become 
abjectly dependen t .  If de tachm en t is the  w ay  in 
w hich  a  person  handles  u n to w a rd  experiences, 
then  a serious tragedy will cause h im  p a th 
ologically to isolate an d  w i th d ra w  for long 
periods. It is the  exaggera t ion  of the  usual 
mode th a t  is the  key to u n d e rs tand in g  this 
second level of defense.

It  is typical of the  exaggera ted  m aneuvers  of 
the second defense line th a t  they get the ind i
vidual into in te rpersona l difficulties. If a  h igh 
school princ ipal is accused by his teachers  of 
being too controll ing, the  p r inc ipa l m ay  be
come th rea tened .  W h e n  th rea tened ,  he fears 
th a t  he is losing control over his teachers and  
reacts p e rh a p s  by ask ing  th a t  they subm it  to 
h im  m ore  complete  lesson p lan s  and  th a t  they 
sign out of the  bu ild ing  w hen  leaving for 
lunch. It is th is  very contro l th a t  the  teachers 
objected to in the  first place, and  the in te rp e r 
sonal conflict becomes exaggerated .

E x a m p le s  of p a th o lo g ic a l ly  e x a g g e ra te d  
charac te r  drives include m an y  kinds of in te r 
personal,  vocational, a n d  educat ional difficul
ties. T h e  following a re  typical. E duca tiona l 
and  w o rk  d isorders  m ay  be sym ptom atic  of 
such excessive dependency  th a t  one is u n ab le  to 
p u r s u e  a n y  in d e p e n d e n t ,  a s s e r t iv e  l in e  of 
th ou gh t  o r  action. T h e  w ri t in g  of a te rm  p ap e r  
o r  the  m ak ing  of a business call m ay  rep resen t 
the  exercise of personal responsib ili ty ; an  ind i
vidual w ith  a  devalued self-image m ay  no t be 
able to p u rsue  such an  activity on his ow n. 
M a r i ta l  p rob lem s, so ub iq u i tou s  in o u r  society,
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and  paren ta l  m ishand ling  of their  ch ildren  
m ay represent the exaggera t ion  of any  or 
several charac te r  strivings.

D elinquency  and  crim inali ty  a re  syndrom es 
represen ting  the  excess of hostile aggression. 
Sexual d isorders often p o r t ray  the n a tu re  of 
the in terpersonal d isorder.  H y po chondr iaca l  
p reoccupations m ay depict the  fear of in jury; 
psychopaths dem ons tra te  the  ex trav agan t  ca r i
ca tu re  of m an y  in terpersonal needs; im m atu re ,  
obsessive, schizoid persons have all , u n d e r  the 
th rea t  of anxie ty , pressed the ir  life-styles to ex
trem e lengths. U sually ,  second-line defenses do 
no t  w o rk  effectively. R a th e r  th ey  p lu n g e  
people into such in te rpersona l difficulties tha t  
conflict and  stress are  heigh tened  ra th e r  th an  
redu ced .  T h e  c h ro n ic  e m p lo y m e n t  of d e 
pendency reactions, for exam ple , is eventually  
resented by o thers  on w h om  one leans, serving 
to alienate  the person from his sources of su p 
port. R a th e r  th an  have his needs gratified, he 
drives o thers aw ay  and  is m ore  alone. T h e  
emotionally  poor  get poorer  if there  is a  blind 
repetit ion at the  sam e p a t te rn .  Because of the 
u lt im ate  ineffectiveness of the  second line of 
defense, the  individual usual ly  goes on to the 
next level.

T hird-level defenses: R epressive m aneuvers
T h e  th i rd  level of defense consists of the 

m an ip u la t io n  of o n e ’s in trapsych ic  s t ruc ture .  It 
is an  a t tem pt to gain peace by push ing  troubles  
out of o n e ’s mind. In repression  a  b a r r ie r  is set 
u p  to the m oto r  d ischarge of needs, impulses, 
memories, ideas, o r  a tt itudes, aw areness  of 
which will set off anxiety. T o  avoid anxiety , 
selected ideational segm ents a re  sealed off 
a lo n g  w ith  a n y  a sso c ia t io n a l  m e m o r ie s  o r  
links, the activation of w hich  m ay challenge 
the repression. In  this process there  m ay  be (1) 
a b lock ing  in th e  p e rc e p t io n ,  p ro ces s in g ,  
storage, and  retrieval of experiences; (2) an  in 
hibition o r  d is tort ion  in the  functions of in 
telligence, such as a tten tion ,  learn ing , d isc r im i
nation , ju d g m en t ,  reasoning, and  im aginat ion ; 
(3) a blocking in the  opera t ions  and  ex

pressions of emotions; and  (4) a  blocking in 
behavior.

T h e  necessity of m a in ta in in g  repression  can 
absorb  the  energy  resources of the  individual. 
C ons tan t ly  th rea tened  a re  b reakdow ns  in the 
repressive b a rr ie rs ,  a  f iltering of the  sealed-off 
com ponents  in to  consciousness, and  a m o b i
lization of anxiety . T h e  individual m ay  con
sequently  be victimized by a ceaseless stress 
reaction, his physical system being in a  p e r 
p e tua l up roa r .  V u ln e rab le  o rg an  systems m ay 
become disorgan ized  w ith  ou tb reaks  of organic  
illness. At the  sam e tim e a symbolic d ischarge 
(id isp la cem en t o f  affect) m a y  o ccu r  in  a t 
tenua ted  o r  d is torted  forms, w hich  will provide 
some gra tif ication  for the repu d ia ted  drives. At 
phases w hen  repressed needs become p a r t ic u 
lar ly  urgen t ,  or for some reason  o r  o th e r  are  
activated by physiological factors (such as a 
previously quiescent sexual drive s t ir r ing  d u r 
ing adolescence) o r  experien tia lly  (as w h en  an 
insult excites s lu m b er ing  rage and  aggression), 
a direct expression m ay occur followed by 
re tr ibu t ive  reactions w hich  will appease  guilt 
feelings an d  serve to restore  repressions.

T h e  un d ers tan d in g  of the repressive line of 
defense can best be seen in tw o groupings: 
those efforts a im ed  at re inforcing repression  
a n d  the  direct o r  symbolic release of repressed 
m ateria l .

F irs t ,  reaction form ation s  (such as chastity  
o r  heigh tened  m ora li ty  as a cover for perverse 
s ex u a l  o r  a n t i so c ia l  d e s i re )  m a y  b ecom e 
pathologically  exu b e ran t  in the  u rgen t  need to 
deny the  existence of forbidden impulses.

Second, there  is an  inhibition  o f  function , 
d is tu rbed  ap percep t ion ,  a t ten t ion ,  concen tra 
tion, and  th in k in g  occurr ing  as one selectively 
ina t tends  to cer ta in  upset t ing  aspects of o n e ’s 
inne r  o r  ou te r  w orld . D is tu rb ed  consciousness 
m ay  take  the  form  of fainting, s tupor ,  o r  ex
cessive needs for sleep. D is tu rbed  m em o ry  to 
the  po in t  of am nes ia  m ay  develop. E m otiona l 
du ll ing  can be seen in a person  w ho  exhibits  
indifference o r  a p a th y  as a  defense agains t  be
ing involved in a  po ten t ia l ly  th rea ten in g  s i tu a 
tion. Sensory  defects, m oto r  paralysis ,  and
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even visceral inhibit ions m ay be conversion  
reactions tha t  serve to block out the direct 
aw areness  of an  anxie ty-provoking  th ou gh t  or 
deed. T h u s  one m ay literally not be able to feel 
a  fr ightening object, see a  th rea ten ing  event,  or 
experience a  sexually  arous ing  s t im ulus— if 
such aw areness  w ould  provoke un d u e  anxiety.

A no ther  effort at reinforcing repression  is 
the development of a phobia .  In  p h ob ia  fo rm a 
tion  there  is a d isplacem ent from a fearsome 
inner  drive to an ex ternal  object th a t  sym 
bolically comes to represen t this drive. T h u s  a 
fear of snakes in a w om an  m ay conceal an  ex
aggerated  bu t repressed interest in the  male 
sexual organ. A fear of heights m ay  be a cover 
of a m urd e rou s  im pulse for w hich one may 
antic ipa te  re tr ib u to ry  pun ishm ent .

F u r th e r  a t tem pts  to gain  peace th ro ug h  
repression are  th ro ug h  undoing  and  isolation. 
By these m aneuvers  the individual, almost 
magically, robs a forbidden im pulse  of any  vi
tality. W h en  he th inks an angry  though t ,  he 
quickly follows it with a though t tha t  “ u n 
does” the first thought .  O r  he does not “ feel” 
the thought ,  and  so he believes his sexual or 
hostile impulses have no real significance for 
him.

The release o f repressed m ateria l th rou gh  
direct or  symbolic m eans is the  second form by 
w hich repressive m aneuvers  a t tem pt to m a in 
tain  a psychic equ il ib r ium . As we have ju s t  
noted, the first form of repressive m aneuver 
reinforces the repression itself. T h i s  second 
form allows for an in te rm it ten t direct o r  sym 
bolic discharge of the repressed m ateria l .

O ne  such type  of release is simply an im p u l
sive b reak th rou gh  of some forbidden w ord or 
thought or impulse. O ccasionally  an excited 
episode of acting out some im pulse  can be 
noted in a person w ho otherw ise  relies heavily 
on repression as his typical form of defense. 
T h e  fighting d ru n k  m ay actua lly  be a sober 
C a s p e r  M i lq u e t o a s t  w h o se  r e p re s s io n s  a re  
tem porar ily  deadened by alcohol, perm it t ing  a 
hostile release.

O bsession , t h a t  is the  rep e t i t iv e  use  of 
reveries and daydream s, is a second m eans tha t  
serves to d ra in  aw ay  the repressed m ater ia l .  A

sy m b o l iz a t io n  of fo rb id d en  in n e r  im p u ls e s  
th rou gh  obsessional th ink ing  d ra in s  off energy 
bu t p rom otes  anx ie ty  in the i r  release. T h e  in 
dividual m ay  m u rd e r ,  rape ,  or to r tu re  special 
people  in his fantasies o r  m ay  explode the 
w orld  w ith  a to m  bom bs to his ow n d ism ay and  
anxious  discomfort. H e  m ay  then  neu tra l ize  
his released im pulses by engaging  in com pu l
sive rituals, w hich  on the surface m ak e  no 
sense but w hich  symbolically appease  his guilt 
o r  divert his m ind from his p reoccupation . 
T h u s  “ evil” th ou gh ts  m ay  inspire  repeated  
h an d  w ash in g  as a cleansing ri tual .

A th i rd  m easu re  for l ibera t ing  repressed  m a 
ter ia l is th ro u g h  dissociative states, such as 
s o m n a m b u l i s m ,  fugues ,  a n d  m u l t ip le  p e r 
sonality. Acted ou t are  the repressed impulses, 
too th rea ten in g  to be in tegra ted  into o n e ’s con
scious activit ies, bu t not rem em bered  w hen  the 
usual consciousness is restored.

Psychosom atic disorders  m ay  be a fou r th  ev
idence of the release of tensions th a t  have not 
m ade  the ir  w ay  into conscious aw areness .  
Sensory, som atic  and  visceral changes m ay 
reflect the inn e r  conflicts of an individual. 
T ics ,  spasm s and  convulsions a re  often sym 
bolic revelations of inner  psychic processes tha t  
cannot find d irect expression.

T h e  fifth m eans  a re  the sexual perversion s, 
such as fetishism, exhibi tionism , and  the  like, 
tha t  d ischarge erotic tension w hen  these be
come uncontro llable .

T h e  use o f the se lf as an object fo r  ag
gression  is a sixth m ethod  by w hich  unaccepted  
im pulses gain some m easu re  of expression. 
A ngry  im pulses orig inally  directed at o thers  
are  repressed and  then directed agains t  the 
self. T h e  re su l tan t  condition m ay  be neurotic  
depression, a feeling tha t  one  is a m iserable  
c rea ture .  T h e  continu ing  self-recrim inations 
tha t  the depressed person indulges served to 
d ischarge his hostil ity— albeit in the w ro n g  d i
rection. T h e re  m ay also be dangerou s  abuses 
of the self, w ith  accident p roneness,  m utila t ion  
tendencies, and  even suicide.

F inal ly ,  a  defense m echanism  th a t  allows for 
re leasing repressed m ater ia l  is pro jection . P ro 
jec t ion  is a m eans  of rep u d ia t in g  inner  drives
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tha t  a re  painful and  anxie ty  provoking  by a t 
tr ibu t ing  them  to outside agencies and  in f lu 
ences. T h u s  inner  feelings of hate, too d a n 
gerous to accept and  m anage ,  a re  ex ternalized  
in the conviction of being hated  or victimized 
by an  oppressor.  Avarice m ay  be concealed by 
a belief tha t  one is being exploited. H o m o sex 
ual drives m ay  be credited to persons of the 
same sex tow ard  w hom  the individual is sex
u a l ly  a t t r a c te d .  T h e  p ro jec t iv e  m e c h a n ism  
serves the purpose  of objectifying a forbidden 
and repressed danger  th a t  will jus ti fy  certa in  
measures, such as the expression of aggression 
w ithout guilt. In this w ay  p u n ish m en t  and 
self-blame a re  avoided. By projecting  impulses 
and  desires on to the outside w orld  one may 
insidiously gain acceptance for his ow n forbid
den drives. F o r  exam ple, insisting upon  the 
fact tha t  the w orld  is sexually  preoccupied, and  
finding p ru r ien t  exam ples for this po in t of 
view, a sexually fearful individual m ay  try to 
lessen the severity of his ow n conscience tha t  
punishes h im  for his sexual needs.

F ourth-level defenses: R egressive defenses
W h en  all o ther  measures  a re  failing to re 

store emotional eq u il ib r ium , psychotic  states

are  the  last in s tru m en ta l i ty  w ith  w hich  to es
cape  the painful d em and s  of reality. T h e re  m ay 
be a re tu rn  to completely helpless dependency, 
a rep ud ia t ion  of and  w ith d raw a l  from reality, 
excited acting-out im pulses w ithou t reference to 
re a l i ty  d e m a n d s ,  a n d  d e p re s s io n  t h a t  has  
reached delusional and  suicidal p ropor tions .  In 
this  fou r th  level of defense the  individual shows 
evidence of psychotic functioning. T h e re  m ay  be 
dereistic th ink ing ,  d isorders of percep tion  (illu
sions, hallucinations), d isorders  of m enta l  con
tent (ideas o f  reference, delusions), d isorders  of 
appercep t ion  and  com prehension ,  d isorders  in 
s t r e a m  of m e n ta l  a c t iv i ty  ( in c re a sed  o r  
d im in ished  speech productiv ity ,  irrelevance, in 
coherence, scattering, neologisms), and  defects 
in m em ory, personal identif ication, o r ien ta t ion ,  
re tention , recall,  th ink ing  capacity ,  a t ten tion ,  
insight, and  ju d g m e n t .  T h e r e  is evidence tha t  
special syndromes, such as m anic-depressive  
psych osis  and  sch izophren ia , have genetic com 
p onen ts  th a t  br ing  out the i r  pecu liar  cha rac 
teristics in the  face of stressful experiences.

T h ese  four levels of defense m ust not be 
regarded  as a rb i t ra ry ,  static states.  Each level 
never occurs in isolation. Each level is a lw ays 
mixed w ith  m anifesta tions of o th e r  defensive 
levels.

Conclusion

O nce we have determ ined w hy at this time 
the pa tient has presented himself for the rap y  
and  explored w ith  h im  his ideas abou t his 
situation including w hat he believes is beh ind  
his troubles, and  w h a t  he w an ts  to achieve 
from trea tm en t ,  we m ay then  select an  im 
mediate focus and  organ ize  o u r  t r ea tm en t  s t r a 
tegies. A too early  concentra tion  on the p a 
t ien t’s psychopathology and  past conditionings 
tha t  have created his conflicts and  c i rcu m 
scribed his g row th ,  how ever im p o r tan t  these 
may be, will sup po r t  regression and encourage  
long-term lingering  in t rea tm en t .  R a th e r ,  we 
should begin to focus on w h a t  is of im m edia te

concern to the  pa tien t,  such as incidents in life 
tha t  have precip ita ted  the  sym ptom s for which 
he seeks help. In focusing on p rec ip ita ting  fac
tors one m ust gauge the  p a t i e n t ’s vu lnerabil ity  
to stress as well as the  vir ility of the stress fac
to r  itself. In focusing on sym ptom s the th e r a 
pist should view them  as an assembly of reac
tions to anx ie ty  as well as consequences of 
m echanism s of defense.

D u r in g  the exp lo ra tions  it is im p o rtan t  to 
concentra te  on prob lem  solving, w hile  e x a m in 
ing, encourag ing ,  and  help ing  the release of 
w hatever  positive adaptive  forces a re  p resent in 
the pa tien t,  focusing on the resistances tha t
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block their  opera t ion . In  the course of doing 
this  we m ay be confronted by the  pa tien t w ith  
his early  formative experiences, bu t these are  
handled  in the context of exp la in ing  obstruc
tions to effective functioning in the  present. 
A m ple  opportun it ies  will be found la ter  on to 
switch the focus to a reas  related to some 
central dynam ic  them e by establishing some 
connection between it and  curren t prob lem s 
and  concerns should this be deemed desirable .

Pow erful resistance to t r e a tm en t  m ay  m ak e  a 
focus on dynam ics essential. Obviously , the  
th e rap is t  will deliberately  have to select dy 
n am ic  aspects th a t  he can w o rk  w ith  ex
p e d ie n t ly ,  a v o id in g  o r  d e a l in g  ta n g e n t ia l ly  
w ith  even noticeable  conflicts th a t  do not seem 
offensive and  w ould  be difficult or impossible 
to  h a n d le  in  th e  b r i e f  p e r io d  a l lo t t e d  to 
therapy .



CHAPTER 8

Choosing a Dynamic Focus
A. Probing into the Past

Little  time is available in shor t- te rm  the rapy  
to explore the  past. M u ch  better  use can be 
m ade of the t r ea tm en t  h o u r  by dealing  w ith  
pert inen t elements in the  here  and  now. H o w 
ever, w here  the therap is t  can de term ine  im p o r
tan t past events and  contingencies th a t  have 
molded the personality  o rgan iza tion ,  this  will 
facili tate a  be tter  u n ders tan d ing  of the p a 
t ien t’s illness and  help  select an  a p p ro p r ia te  
dynam ic  focus. E n ou gh  d a ta  m ay  be available  
from tak ing  a good his tory to m ake  a s s u m p 
tions of how the  past has entered  into the 
form ation  of personality  dis tort ions th a t  b u r 
den present-day adap ta tions .  M o re  im m edia te  
clues m ay  be gained from the  transference  tha t  
serves as a vital link to the  kinds of ear ly  re la 
tionships tha t  existed in ac tua lity  or fantasy

th a t  have been in s tru m en ta l  in laying down 
the  foundations of the p a t i e n t ’s charac te r  s t ruc
ture .  Because behavior reflects to a g rea te r  or 
lesser degree conditionings set u p  in the past ,  it 
m ay  be difficult to u n ders tan d  it fully w ith ou t  
reference to w h a t  has gone on before. F ro m  a 
practical po in t  of view in shor t- te rm  th e ra p y  it 
is not possible to devote m uch  effort in exp lo r
ing the  past  beyond prov id ing  the pa t ien t  w ith  
some guidelines to pu rsue  on his ow n  after the 
formal th e rap y  period  has ended.

T h is  ch ap te r  constitutes a review of develop
m en t from a psychodynam ic  perspective. It is 
included in this  volume as an  in troduction  to 
the m ore  clinically im p o r tan t  ch ap te rs  th a t  fol
low.

Transference

O f  vital significance to psychotherap is ts  of 
all persuasions w as F re u d ’s crucial perception  
th a t  to a g rea te r  o r  lesser degree patien ts  tend 
to project onto  au th o r i ty  figures thoughts ,  
wishes, and  feelings identical to those formerly 
harbored  tow ard  im p ortan t  past personages 
(parents,  p a ren ta l  substitutes , siblings).  R e a n i
mated during  the rap y  are  transference reac
tions, wholly in ap p ro p r ia te  for the presen t,  but 
reactions tha t  recap itu la te  an tecedent em o
tional situations. It is as if the  p a tien t seeks to 
relive the periods of infancy and  childhood,

recovering gratif ications a n d  resolving fears 
th rou gh  the in s trum en ta l i ty  of the therap is t ,  
w ho  is endow ed w ith  pow er and  a tt r ibu tes  
such as an  infant harb o rs  tow ard  paren ta l  
agencies. T h e r e  m ay be exhibited also tow ard  
the therap is t  in transference a  host of a b e r ran t  
a tt itudes, such as rebelliousness, hostility, su b 
missiveness, and  sexual excitement.  Such feel
ings m ay  also develop outside of the  th e r a 

peutic s i tuation w ith  any  kind of an  au th o r i ty  
o r  sibling figure. T ran sfe ren ce  is d iagnostically  
im p ortan t ,  since it is a  labora to ry  revival of
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much of w h a t  w ent cn  in the ind iv idua l’s 
childhood. It m ay  explain a good deal of cu r 
re n t  b e h av io r  th a t  on th e  su r face  seem s 
illogical and  m aladaptive . It m ay  also contain 
the key to w hy the pa tien t is resisting the th e r 

apis t and  failing to respond to the therapeu tic  
techniques th a t  are  being used. T h e  detec
tion and  m an ag em en t  of transference may, 
therefore, be crucial and  decisive a p a r t  from 
help ing  to select a  pivotal dynam ic  focus.

Synthesizing Factors of Personality 
Development

In o rder  to unders tan d  how  and  w hy the 
past  survives in the present and  the mischief it 
invokes, it is necessary briefly to sum m arize  
some of the curren t findings on personality  de
velopment tha t  come from the biological and 
social fields. A ttem pts  are  constantly  being 
m ade to bring  objectivity to the da ta  on de
velopment by s tudying m ateria l  from a n u m b e r  
of different sources. T h e se  include observations 
by tra ined  w orkers  of n ew born  babies at hos
pitals , insti tutions, and  day-care centers; ex
periences of teachers w ith  children at n u rse ry  
schools, k indergartens ,  and g rade  schools; re 
ports of p aren ts  describing the behavior of 
their  offspring; studies or recordings of plays, 
a r t  p roductions, dream s, fantasies, and  spo n 
taneous verbal iza t ions of p resum ably  norm al 
children; psychological tests of children, espe
cially projective tests; investigations by social 
workers,  correctional w orkers ,  and  psychol
ogists  of th e  soc ioeconom ic  e n v i r o n m e n t ,  
family relationships,  and  o ther  areas  of p o ten 
tial conflict am ong  malad jus ted , de linquent,  
and  criminal youngsters and  adults; scru tiny  of 
case records of children w ith  severe emotional 
problem s w ho have been hospita lized in m e n 
tal institutions; observations of p sy cho thera 
pists trea ting  children in the i r  private  p ra c 
tices or in ou tpa t ien t  clinics; exp lora tion  of 
memories, d ream s,  and transference p h e n o m 
ena tha t  reflect childhood experiences of adult 
pa tien ts  receiving psychoanalysis; field studies 
of anthropolog ists  repor ting  on the  customs, 
folkways, creative artistic expressions, modes 
of ch ild  r e a r in g ,  a n d  fam ily  s t ru c tu r e  of 
various cultura l groups; dem ograph ic  surveys

by various social scientists of the  incidence and  
prevalence of emotional p rob lem s in different 
p a r ts  of the w orld ;  analysis  of reactions of in 
dividuals to psychotropic  d rugs; accounts by 
ethologists of an im a l  behavior in a n a tu ra l  set
ting; and  research findings of an im al experi-  
m en to rs  w ho  have subjected h igher  m am m als  
to art ifacts in upbr ing in g  or to m otivational 
conflicts.

Objective app ra isa l  of this  vast d a ta  requ ires  
a  m ore  a less precise app lica tion  of the scien
tific method. U nfor tuna te ly ,  investigators in 
the field of personali ty  research  a re  h a n d i 
capped  by formidable  methodological p roblem s 
in a ttem p t ing  to subject the ir  observations to 
clinical research. M oreover ,  cu rren t theories of 
h u m a n  behavior are  so complex, the ir  inheren t 
te rm s so opera t iona l ly  indefinable, the ir  d e r i
vations so diffuse, their  im plications so global 
th a t  we a re  unab le  to expose them  readily  to 
scientific experim ent .

In  sp i te  of these  se em ing ly  in s u p e ra b le  
obstacles, it h as  been possible to scrutinize 
m an y  of the events associated w ith  the  develop
m ent of personali ty  and  to exam ine and  a n a 
lyze this  da ta ,  m ak ing  a p p ro p r ia te  connec
tions, d iscern ing  com binations, and  o therw ise  
synthesizing  the  m ate r ia l  in a constructive 
w ay .  O u t  of th is  sy n th e s is  a n u m b e r  of 
p ropositions have emerged tha t  m ay  clarify 
pathological evolvements on which the  th e r a 
pist m ay  wish to focus.

1. T h e  task  of h u m a n  g ro w th  is to tra n sfo rm  an
a m o rp h o u s  c re a tu re , th e  in fa n t, in to  a civilized 
a d u lt cap ab le  of liv ing  ad a p tiv e ly  in a com plex
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soc ia l  f r a m e w o r k .  T o w a r d  th is  e n d  th e  c h i ld  
cult ivates  re s t ra in ts  on  his biological im pulses ,  ac 
q u i re s  skil ls in in te rp e rso n a l  r e la t ionsh ips ,  evolves 
values  th a t  a re  consonan t  w i th  the  society in w hich  
he lives, an d  perfects techn iques  th a t  a l low  h im  to 
fulfill h im se lf  creatively w i th in  the  bo u n d s  of his p o 
tentials.

2. G r o w th  is governed  by a  n u m b e r  of  d e 
ve lopm en ta l  l aw s— for instance,  law s  of m a tu ra t io n  
co m m o n  to the  en t i re  species, law s  pecu l ia r  to the  
cu l tu ra l  an d  sub c u l tu ra l  g ro u p  of w h ich  the  in d i 
v idual  is a  p a r t ,  an d ,  finally , law s  u n iq u e  to himself, 
parce ls  of his pe rsona l  exper ience  th a t  will  m a k e  his 
deve lopm en t  u n l ike  th a t  of an y  o th e r  indiv idual .

3. W h i le  g ro w th  is b road ly  s im i la r  in all  h u m a n
infants  a n d  ch i ld ren ,  the re  is g rea t  difference in in 
div idual  styles an d  the  r a te  of g ro w th .

4. D eve lopm en t  m ay  conven ien t ly  be divided into
a n u m b e r  of stages of g ro w th  c o r re sp o n d in g  ro ugh ly  
w i th  ce r ta in  age  levels. W h i le  the re  is som e v a r i a 
tion  in t im in g  a n d  ra te ,  the  ave rage  ind iv idual  a p 
p e a r s  to  fo l low  th e s e  s ta g e s  w i th  s u r p r i s i n g  
sequen t ia l  regu lari ty .

5. T h e  var ious  stages a re  ch a rac te r ized  by speci
fic needs th a t  m us t  be p ro p i t ia ted ,  co m m o n  stresses 
th a t  m us t  be resolved, an d  special  skills  th a t  m us t  be 
developed. A h ea l thy  p e rsona l i ty  s t ru c tu re  develops 
on the  basis of the  adeq u ac y  w i th  w h ich  these  needs 
a re  supp l ied ,  stresses m as te red ,  a n d  skil ls lea rned  at  
p rogressive age levels.

6. Difficulties  m ay  a r ise  at  each stage of g row th
th a t  e n g en d e r  a  pa r t ia l  o r  com ple te  fa i lu re  in the  
sa t is faction of needs, the  so lu tion  of  c u r re n t  co n 
flicts, a n d  the  lea rn in g  of skills. Such fai lures  
h a n d ic a p  the  ind iv idua l  in a d a p t in g  to th e  m ore  
e lab o ra te  d e m a n d s  a n d  r e q u i re m e n ts  th a t  cons t i tu te  
the succeeding stages of g ro w th .

7. W h ere  essen tia l p e r so n a lity  q u a litie s  charac
teristic  o f  m a tu r ity  are n o t evo lved , the  in d iv id u a l 
w ill be b u rd e n ed  un th  re sid u a l ch ild h o o d  needs, a t
titudes, a n d  w a y s o f  h a n d lin g  stress. T h e s e  a n a c h 
ron ism s tend  to clash w i th  th e  d e m a n d s  of a  hea l th y  
biological  a n d  social ad ju s tm en t .  P r im it ive  s tr ivings 
a n d  conceptions of th e  w or ld ,  ea r ly  fears a n d  guilt 
feelings, an d  defenses ag a ins t  these  u sua l ly  survive 
in the ir  p r is t ine  form  th o u g h  they  a re  no t  a lw ays 
manifest . T h e y  tend  to c o n ta m in a te  a n  a d u l t  type  of 
in tegra t ion .

8. Persona l i ty ,  evolving as it does f rom  a b lend  of
heredity  an d  exper ience ,  is no t  m ere ly  a  reposi to ry  
of  special abili t ies,  a t t i tudes ,  an d  beliefs. It is a 
b road  fabric  th a t  covers every facet of m a n ’s in te rn a l  
a n d  ex te rn a l  ad ju s tm en t .  T h r o u g h  the  m ed iu m  of

p e r so n a l i ty  o p e ra t io n s  th e  ind iv idua l  sa tisfies even 
th e  m ost  e lem en ta l  of his needs.

9. D is tu rb e d  o r  n eu ro t ic  beh av io r  r ep re sen ts  a
collapse in th e  in d iv id u a l ’s capac it ies  for a d ju s t 
m en t .  T h i s  collapse is sponso red  by a persona l i ty  
s t ru c tu re  th a t  ca n n o t  sus ta in  th e  ind iv idua l  in the 
face of his in n e r  conflicts a n d  the  e x te rn a l  dem ands .  
I n h e re n t  in every neurosis  is a n  a t t e m p t  a t  a d a p t a 
t ion  th a t  s tr ives to res to re  th e  pe r so n  to some kind 
o f  h o m e o s ta t i c  b a la n c e .  U n f o r t u n a t e l y ,  th e  e x 
ped iences  th a t  a r e  exploited  a r e  u l t im a te ly  d es t ru c 
tive to  a d ju s tm e n t ,  c r ip p l in g  th e  ind iv idua l  in his 
d ea l ings  w i th  th e  w or ld .

10. T h e  first few years  of life a r e  the  m ost  crucial
in perso n a l i ty  d eve lopm en t ,  e s tab l ish ing  th ink ing ,  
feeling, a n d  b ehav io ra l  p a t t e rn s  th a t  will influence 
the  ind iv idua l  th e  r e m a in d e r  of  th e  life. W h e r e  ex
per iences  w i th  the  p a r e n t  a n d  w i th  the  ea r ly  envi
ro n m e n t  a re  h a rm o n io u s ,  th e  child  is enco u rag ed  to 
evolve a  sys tem of securi ty  th a t  r e g a rd s  th e  w o r ld  as 
a  bount i fu l  p lace  an d  to develop a  se lf-esteem th a t  
p r o m o te s  a s s e r t iv e n e s s  a n d  se l f -co n f id e n ce .  T h e  
child  will  be convinced of  h is  capac it ies  to love and  
to be loved, a n d  this will fo rm  the  fo u n d a t io n  of  a 
h e a l th y  pe rsona l i ty .  O n  th e  o th e r  h a n d ,  w h e re  the 
child  has  been depr ived  of  p ro p e r  s t im u la t io n  and  
care ,  o r  w h ere  he has  been rejected ,  overpro tec ted ,  
im p ro p e r ly  d isc ip lined,  o r  u n d u ly  in t im ida ted ,  the 
w o r ld  will  cons t i tu te  for h im  a  p lace  of m enace .  A 
p e r so n a l i ty  o rg a n iz a t io n  s t ru c tu re d  on  th e  bedrock 
of such u n w h o le so m e  cond i t ion ings  is b o u n d  to be 
u n su b s ta n t ia l  a n d  shaky.  In c o m p le te  se para tion -  
in d iv id u a t io n ,  e x a g g e r a te d  d e p e n d e n c y , in te n se  
re se n tm e n t, g u ilt , sa d o m a so ch is tic  im p u lse s , im 
p a ir e d  indep en d en ce , a d a m a g ed  sense o f  id en tity  
a n d  se lf-im age, d e ta c h m e n t, a n d  a h o st o f  co m 
p e n s a to r y  m e c h a n is m s  in te r fe r e  w i th  a p r o p e r  
a d a p ta tio n .

P s y c h o p a th o lo g y  becom es m o re  u n d e r 
s tandable  w hen  viewed agains t  the backdrop  
of p e r s o n a l i ty  d e v e lo p m e n t .  D e v e lo p m e n ta l  
studies, as has been indicated above, show tha t  
personali ty  s treng th  o r  w eakness is m ore  or 
less de te rm ined  by the  experiences dur ing  
childhood. T h e  child will tend to identify with 
the characteristics of those w h o m  he admires,  
and  to evolve an  idealized im age of himself 
(ego ideal) fashioned after the  person or p e r 
sons he venerates. If, in the first few years  of 
life, the individual has  developed a feeling of 
security, a sense of reality , a  good m easu re  of



104 HANDBOOK OF SHORT-TERM PSYCHOTHERAPY

asser t iven ess ,  pos i t ive  se lf-es teem , a n d  c a 
pacities for self-control, he will p ro bab ly  be 
ab le  to e n d u re  c o n s id e ra b le  e n v i r o n m e n ta l  
h ardsh ips  thereafter  and  still evolve into a 
healthy  adult.  O n  the o ther  hand ,  early  u n fa 
vorable developm ent hand icaps  the child in 
m anag ing  even the  usual vicissitudes th a t  are 
comm on to g row ing  up. T h i s  does not mean 
th a t  all children  w ith  a good personal su b 
s truc ture  will inevitably emerge as healthy  
adults  since an overly h a rsh  env ironm ent can 
in h ib i t  d e v e lo p m e n t  a t  a n y  p h a se  in the  
grow th  process. N o r  does it im ply  th a t  a child 
w ith  an  inad equ a te  personality  s truc ture  m ay  
not in the face of favorable circumstances over
come severe early  im pedim ents  in g row th  and 
m a tu re  to satisfactory adulthood . W e re  w e to 
subscribe to the pessimistic philosophy  th a t  all 
e a r ly  psychic  d a m a g e  is i r r e p a r a b l y  p e r 
m anen t ,  we w ould  blind ourselves to the ef
ficacy of psychotherapy  tha t  is p redicated  on 
the assum ption tha t  it is possible th ro ug h  the 
emotionally  corrective experience provided by 
trea tm en t to overcome m an y  childhood p e r 
sonality distortions.

Personality  tra its  in adu lt  life, however,  a re  
never an exact reduplica t ion  of childhood striv
ings. E ar ly  condit ionings a re  tem pered  by ex
periences in la ter  life th a t  tend to modify, n e u 
tralize, or reinforce them. M oreover ,  though  
behavior is influenced by p a t te rn s  rooted in the 
past, responses vary widely in different s i tu a 
tions in accordance w ith  the ir  symbolic signifi
cance and the prevai ling  social role played by 
the person at the  time. T h e  sundry  varia tions 
of personality  strivings in opera t ion  are  in 
finite. Incorpora ted  are  a tt itudes, values, and  
pa tte rn s  of behavior tha t  issue out of a defec

tive security system, d is torted conceptions of 
reality , imperfect social control over bodily 
fu n c t io n s ,  v i t ia te d  sense of a sse r t iv e n e ss ,  
s tu n te d  in d e p e n d e n c e ,  im p a i r e d  se lf-es teem , 
inad equ a te  f ru s tra tion  to lerance, im p ro p er  m a 
stery of sexual and  hostile impulses, incom 
plete identif ication w ith  m em bers  of o n e ’s own 
sex, deficient g ro u p  identif ication, faulty  in 
tegra tion  of p revai l ing  social values, an d  im 
pa ired  acceptance of o n e ’s social role. P ressu re  
of early  unsatisfied needs, an tic ipa t ion  of the 
sam e kinds of tu rm oil  th a t  existed in childhood 
o r  the  ac tua l  setting u p  of conditions tha t  
prevailed in o n e ’s early  life, and  survival of 
anachronis t ic  defenses, sym ptom s,  and  their  
symbolic extensions, all a re  incorpora ted  into 
the personali ty  s truc ture .  C om puls ive  in n a 
ture ,  they p e rm ea te  every phase  of thought ,  
feeling, and  action; they govern the  ra n d o m  
a n d  purposefu l activities of the  individual, 
forcing h im  to conform w ith  them  in a m erc i
less way.

W h ile  the  personali ty  s t ruc tu re  is t r e m e n 
dously complex and  is u nd ers tand ab ly  different 
in every h u m a n  being by v ir tue  of distinctive 
constitu tional m ak eu p  and  u n iqu e  cond it ion 
ings, certa in  com m on ingredients  m ay  be ob
served in all persons in o u r  culture .  A m ong  
these a re  (1) aspects of nuc lea r  conflicts tha t  
accrue in the  course of personali ty  develop
m ent ,  (2) in terac t ing  m anifesta tions of u n re 
solved childish p rom ptings ,  and  (3) reve rbe ra 
tions of cha rac te r  drives, such as excessive 
d e p e n d e n c y ,  a g g re s s io n ,  co m p u ls iv e  i n d e 
pendence, de tachm en t,  and  m anifesta tions of a 
devalued self-image. T h e se  a re  rich sources of 
p rob lem s th a t  supply  im p o r ta n t  a reas  of d y 
nam ic  focus.

Possible Assumptions Based on the Past

An unders tand in g  of how the past life (see pa tien t has  influenced the exis ting psychopa-  
T a b le  8 -1  on personality  developm ent)  of a thology is thu s  of inestimable  value in dynam ic

(C ont‘d ,p . 108)
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TABLE 8-1. Personality Developm ent 
(See follow ing chart* for corresponding numbers

(1) H e re d ita ry  a n d  c o n s titu tio n a l e le m e n ts  are the  b u ild in g  b locks o f  p e r so n a lity . A lo n g  w ith  
in tra u te r in e  in flu en ces th e y  d e te rm in e  se n sitiv ity  a n d  a c tiv ity  p a tte rn s  a n d  th u s  regu la te  
the  character o f  la te r  co n d itio n in g s. U n d er th e  p r o m p tin g s  o f  m a tu ra tio n , needs em erge  
a n d  sk ills  evo lve w ith  su r p r is in g  regu la rity . E n v iro n m e n ta l  fa c to rs , never th e less , m a y  
m o d ify  these p re n a ta l fo rc es  a n d  fa sh io n  the  lines a lo n g  w h ich  th e  p e r so n a lity  s tru c tu re  is 

organized .

(2) P erso n a lity  evo lves o u t o f  th e  co n d itio n in g s a n d  exp er ien ces o f  the  in d iv id u a l in h is  rela
tio n sh ip s w ith  the  w orld . B asic  need s m u s t be g ra tif ie d  a n d  a p p ro p r ia te  cop ing  
m ech a n ism s evo lved , th e  c o n su m m a tio n  o f  w h ich , a t a n y  age level, i f  in a d eq u a te  w ill  
re ta rd  a n d  i f  sa tis fac tory  w ill  e x p e d ite  successive stages o f  g ro w th . T h e  socia l m ilieu ,  
re flec ted  in th e  d isc ip lin es a n d  va lues sp o n so re d  by  the  fa m ily ,  d esigns th e  specific  o u tle ts  
fo r  a n d  m o d es o f  exp ress io n  o f  th e  em erg in g  needs.

(3) P erso n a lity  m a tu ra tio n  is co n tin g e n t on execu tio n  o f  v ita l ta sk s  th a t m u s t be successfu lly  
fu l f i l le d  a t th e  d iffe ren t age levels.

(4) W h a t in h ib its  o r d is to r ts  g ro w th  are d e p r iv in g  exp er ien ces th a t block th e  p ro p e r  sa tis fac
tion  o f  needs. A n  u n w h o le so m e  m ilie u  ten d s to fo s te r  d e s tru c tive  p a tte rn s  th a t crush  se
cu rity , u n d e rm in e  se lf-esteem  a n d  in terfere  w ith  the  d ev e lo p m e n t o f  e ssen tia l sk ills  a n d  
va lues th a t are co n so n a n t w ith  th e  re q u ire m e n ts  o f  ad a p ta tio n .

(5) A t  a n y  age leve l co llapse in a d a p ta tio n  m a y  be sp o n so re d  w h e n  basic needs are  v itia ted , 
a n d  se cu rity  a n d  se lf-esteem  are  sh a tte re d  w ith  no ho p e  o f  im m e d ia te  rep a ra tio n . I f  the  
reservo ir o f  de fenses is su ffic ie n tly  f le x ib le , considerab le  con flic t m a y  be end u red . O n the  
o th e r  hand , w h e re  the  p e r so n a lity  u n d e rp in n in g s  are u n sta b le , even  m in im a l con flic t m a y
tax  co p in g  capacities. A  c o m b in a tio n  o f  sy m p to m s  issue fr o m  th e  fa i lu r e  to so lve con flic ts, 
a n d  inc lude , in the  m a in , th e  various m a n ife s ta tio n s  o f  a n x ie ty , de fenses a g a in st a n x ie ty , as 
w ell as techn ics o f  co u n te ra c tin g  or so lv in g  the  co n flic tu a l s itu a tio n  itself. W h ile  the  
e labora ted  sy m p to m s  are u n iq u e  fo r  every  in d iv id u a l, b e ing  in flu en ced  by  th e  specific  
experien ces o f  the  p erso n , a n d  by  th e  s in g u la r  m ec h a n ism s o f  d e fense  he has fo u n d  success
f u l  in p a s t  d ea lin g  w ith  stress, d e fin ite  g ro u p in g s  o f  s y m p to m s  a p p ea r  w ith  su ffic ie n t f r e 
q u e n c y  to co n s titu te  fa m il ia r  sy n d ro m es . S y m p to m a tic  ev idences o f  a fa i l in g  a d ju s tm e n t  
m a y  p e r s is t  f r o m  one age level to th e  n e x t, accretions o f  succeed in g  d ifficu ltie s  be in g  a d d ed  

to or su b s titu tin g  fo r  p ro b le m s  e x is tin g  a t p re ceed in g  age levels.

(6) R esid u es o f  de fec tive  rea rin g  c o n ta m in a te  a d ju s tm e n t b y  in flu en c in g  d iso rg a n iz in g  rela
tio n sh ip s  w ith  o th e r  in d iv id u a ls . C o n flic t is th u s  in co n s ta n t g en era tio n . T h e  specific  de
p o s its  o f  de fec t d isp la y  th em se lves in lu x u r ia n t fo rm s , th e  c u m u la tiv e  p ro d u c t o f  p a th o 
logical accruals fr o m  one age leve l to the  n ex t.

(7) A w a re n ess  o f  fo rm a tiv e  exp er ien ces  a n d  e la b o ra ted  d efenses m a y  be d im m e d  by  repression . 
F o rg e ttin g  or re p u d ia tin g  th em  does n o t p ro te c t th e  in d iv id u a l a g a in s t th e ir  fo ra y s  in to  h is  
conscious life  in d irec t or d er iva tiv e  fo r m . E a r ly  con flic ts m a y  be rev ived  sy m b o lic a lly  in  
dream s, th ro u g h  th e  use o f  p sy c h o to m im e tic  d rugs, as a re su lt o f  an o verp o w e r in g  em o 
tio n a l crisis, d u r in g  an in ten se  re la tio n sh ip  w ith  a p e rso n a g e  w h o  represen ts  a p a r e n ta l  or  
sib lin g  fig u re , or by  a tra n sferen ce  neu ro sis  in sp ire d  in the  co urse  o f  p sy c h o th e ra p e u tic  
trea tm en t.

* F ro m  L . R . W o lb e rg , P sy c h o th e r a p y  a n d  th e  B e h a v io r a l S c ien ces  (N ew  Y o rk , G r u n e  & S tra t to n ,

1966 ), p p . 6 2 - 6 3 .  R e p r in te d  w ith  p e rm is s io n .



TABLE 8-1, cont'd: Building Blocks of Personality
I. H ERED ITA RY  E L E M E N T S  (n e u ro p h y s io lo g ic a l  b io c h e m ic a l , )

I I .  IN TR A U TER IN E INFLU EN C ES ( M e ta b o l i c ,  p o s t u r a l ,  in fec t ious)

1
Sensitivity  and  Activity Poten tia ls

M A TU R A T IO N A L  C O M P O N E N T S  AND E X PE R IE N TIA L  C O N D IT IO N IN G S

Y E A R (2 )  N E E D S
(3 )  T A S K S  T O  

A C H I E V E (4 )  B A S IC  T R A U M A S

1
(In fa n c y )

In te n se  a n d  u rg e n t d e m a n d s  fo r o ra l 
s a tis fa c tio n  (n u tr i t io n  a n d  su ck in g  
p le a su re );  sen so ry  s t im u la tio n  (o p tic , 
a u d i to ry ,  ta c ti le , k in e s th e tic ) ; love a n d  
a p p ro v a l.

F e e lin g s  o f s e c u rity  a n d  
tru s t .

S e p a r a t io n  o f se lf from  
no n self.

C o o rd in a t io n ;  a m b u la 
t io n . S y m b o liz a tio n .

In te r fe re n c e  w ith  n u tr i t io n  (a c u te  o r 
c h ro n ic  illn e ss , g a s t ro in te s t in a l  u p se ts , 
a l le rg ie s ) . In te r fe re n c e  w ith  su ck in g  
p le a su r e ,  s e n so ry  s t im u la t io n , love an d  
a p p r o v a l  ( s e p a ra tio n  fro m , d e a th  of, o r  
re je c tio n  by  m o th e r) .

F a u l ty  w e a n in g .

2 - 3
(E a r ly
C h ild 
h o o d )

In v e s tig a tiv e  a n d  e x p lo ra to ry  n ee d s; 
g e n ita l  m a n ip u la tio n .

B e g in n in g  s tr iv in g s  fo r in d e p e n d e n c e  a n d  
m a s te ry ;  ag g ress iv e  asse rtiv e n ess .

F e e lin g s  o f a u to n o m y ; 
in c o rp o ra tio n  o f  d isc i
p lin e s ; to le ra n c e  o f  fru s 
t r a t io n . S ocia l o u tle ts  fo r 
a g g re ss io n . Self- 
co n fid en ce .

H a b it  t r a in in g  ( to o  la x  o r  to o  severe  
d isc ip lin e s , a s  in  re la t io n  to  to ile t  tra in in g ) .

In te r fe re n c e  w ith  in d e p e n d e n c e  a n d  
m a s te ry  (o v e rp ro te c tio n ) .

F a u l ty  h a n d l in g  o f ra g e  a n d  a g g re ss io n  
(to o  sev e re  re s tr ic t io n s  o r  excessive  
p erm iss iv en e ss) .

T o o  g re a t  o r  to o  li tt le  e m p h a s is  by p a r e n t  
on  r ig h ts  o f  o th e r  m e m b e rs  o f fa m ily .

In te r fe re n c e  w ith  in v e s tig a tiv e  a n d  
e x p lo ra to ry  ac tiv itie s . In te r fe re n c e  w ith  
g e n ita l  m a n ip u la tio n .

U n c o n sc io u s  e n c o u ra g e m e n t o f re b e llio n  
by p a r e n t ,  a l te r n a t in g  w ith  excessive 
p u n is h m e n t.

3 -5
(C h ild 
hood)

N e ed  fo r e x tra fa m ilia l  g ro u p  c o n ta c ts  a n d  
fo r c o o p e ra tiv e  p lay .

K een in te re s t in  sex , g e n ita l  d iffe ren c es , 
a n d  b ir th  p rocesses.

S e x u a l id e n tif ic a tio n . 
O e d ip a l  re so lu tio n .

P ro b le m s  re la te d  to  e n try  in to  n u rs e ry  
schoo l a n d  k in d e rg a r te n .

In te r fe re n c e  w ith  in te re s t in  s e x u a lity ; 
m a s tu rb a to r y  in tim id a tio n .

P re c o c io u s  o r  excessive  sex u a l 
s t im u la tio n . S ed u c tiv e  p a r e n t .

M o th e r  to o  d o m in a n t;  f a th e r  to o  p assiv e  
o r  a b se n t.

5 -1 1
(L a te

C h ild 
ho o d )

N e ed  fo r in te lle c tu a l g ro w th  an d  
u n d e rs ta n d in g .

N e ed  fo r fu r th e r  social c o n ta c ts  a n d  for 
o rg a n iz e d  te a m  p lay .

N e ed  to  b e lo n g  to  a g ro u p , c lu b , o r  g a n g .

G r o u p  id e n tif ic a tio n . P ro b le m s  re la te d  to  e n try  in to  g ra d e  
schoo l ( im p ro p e r  school a n d  te a c h e rs :  fe a r 
o f re lin q u is h in g  d e p e n d e n c y ).

N e ig h b o rh o o d  s tresse s .
E x p o s u re  to  ra c ia l  a n d  re lig io u s  

p re ju d ic e s .

1 1 -1 5
(E a r ly

A d o les 
cence)

In te n se  se x u a l fee lings a n d  in te re s ts  fo r 
w h ich  a social o u tle t  is n ec essa ry  
( r e c re a tio n a l p ro g ra m s , e sp e c ia lly  social 
d a n c in g .)

N e ed  to  p rac tice  sk ills  fo r successfu l 
p a r t ic ip a t io n  in g ro u p s .

S o c ia liz a tio n  o f sex 
d riv es . R e so lu tio n  of 
p a r e n ta l  am b iv a le n c e .

C o n flic t  b e tw e en  need  fo r a n d  d e f ia n c e  of 
p a r e n ts .

C o n flic t in re la t io n  to  se x u a l d e m a n d s  
a n d  so cia l re s tr ic t io n s ;  m a s tu rb a to r y  
conflic ts .

T o o  lax  se x u a l e n v iro n m e n t. P o o r 
su p e rv is io n  a n d  d isc ip lin e . L a c k  of 
co h e siv e n ess  in  ho m e.

1 5 -2 1
(L a te

A d o les 
cence)

G r a d u a l  e m a n c ip a tio n  fro m  p a re n ts . 
N e ed  to  m a k e  a  v o ca tio n a l cho ice . 

G r o w in g  sen se  o f re sp o n s ib il i ty . C o u r ts h ip ;  
m a rr ia g e .

R e so lu tio n  of 
d e p e n d e n c y .

A ssu m p tio n  of 
h e te ro se x u a l ro le .

C o n flic t b e tw e en  d e p e n d e n c e  an d  
in d e p e n d e n c e .

C o n tin u in g  se x u a l conflic t.
S ev ere  ec o n o m ic  p ro b le m s.

2 1 - 4 0
(A d u lt
h o o d )

G o o d  se x u a l, m a r i ta l ,  fa m ily , a n d  w o rk  
a d ju s tm e n t.

C o m m u n ity  p a r tic ip a t io n .

P ro d u c tiv e  w o rk  ro le  
a n d  ec o n o m ic  in d e p e n 
den c e . M a r r ia g e ;  p a r e n t 
h o o d . C o m m u n ity  r e 
sp o n s ib ilitie s . C re a tiv e  
se lf-fu lfillm e n t.

E x tra o rd in a ry  fa m ily  s tresse s . 
E co n o m ic  h a r d s h ip s .  N a tu r a l  d isa s te rs . 

Illn ess , a n d  ac c id en ts .
R ac ia l a n d  re lig io u s  d is c r im in a tio n s .

4 0 - 6 5
(M id d le

A ge)

A c cep ta n ce  o f a  s lo w e r life pace , 
p h y s ic a lly  a n d  co m p e titiv e ly .

N e ed  fo r n ew  in te re s ts , h o b b ie s , a n d  
co m m u n ity  ac tiv itie s .

M o b i liz a t io n  o f o n e ’s 
to ta l  re so u rc e s  to w a rd  
ac h ie v e m e n t o f  p e r so n a l 
h a p p in e s s , fam ily  
in te g ra tio n , a n d  social 
w e lfa re .

M e n o p a u s a l  a n d  c lim a c te r ic  c h a n g e s .
C o n flic ts  in  re la t io n  to  s e p a ra t io n  fro m  

c h i ld re n , u n fu lfille d  a m b it io n s ,  sex u a l 
d e c lin a tio n , a n d , in  w o m e n , ce ssa tio n  of 
c h ild  b e a rin g .

65  on 
(O ld  A ge)

A c cep ta n ce  o f p h y s ic a l, s e x u a l, a n d  
m e m o ry  recession .

N e ed  to  e n g a g e  in  social a c tiv itie s , to  
c u lt iv a te  n ew  fr ie n d s , to  d ev e lo p  co m m u n ity  
in te re s ts  a n d  h o b b ies .

C o n tin u e d  w o rk , 
in te rp e rs o n a l a n d  social 
ac tiv itie s  to  th e  l im it o f 
o n e ’s p h y s ica l c a p ac itie s .

C o n flic ts  in re la t io n  to  lo n e lin e ss , d e a th  
o f  f r ie n d s  a n d  m a te , in c re a se d  le isu re  tim e ,
re ti r e m e n t ,  fa ilin g  w o rk , p h y s ic a l an d  
se x u a l ac tiv itie s . I lln ess .

F e a r fu l  a n t ic ip a tio n  o f d e a th .



TABLE 8-1, cont'd: Building Blocks of Personality
I. H ERED ITA RY  E L E M E N T S  (n e u ro p h y s io lo g ic a l ,  b io c h e m ic a l , )

II. IN T R A U T E R IN E  INFLU EN C ES (m e ta b o l ic ,  p o s t u r a l ,  in fec t ious)

4
Sensitivity  and  Activity Poten tia ls

M A TU R A T IO N A L  C O M P O N E N T S  AND E X PE R IE N T IA L  C O N D IT IO N IN G S

(5 ) S Y M P T O M S  O F  
A D A P T I V E  B R E A K D O W N

(6 )  S U R V I V I N G  
P E R S O N A L I T Y  D I S T O R T I O N S

(7 )
R E P R E S S I O N

l D iffu se  a n x ie ty  re a c tio n s .
2 . P sy ch o so m atic  d iso rd e rs : a n o r e x ia ,

v o m itin g , co lic , d ia r r h e a ,  b re a th in g  an d  
c irc u la to ry  d iso rd e rs .

3 . R ag e  re a c tio n s — sc re a m in g , c ry in g .
4. W ith d ra w a l  r e a c t io n s — d u lln e s s , a p a th y

s tu p o r .

In se c u rity ;  m is tru s t;  d e p re ss iv e n e ss .
P re o c c u p a tio n  w ith  o ra l  a c tiv itie s . S e a rc h  

fo r a n  id e a liz e d  p a r e n ta l  f ig u re  o r  for 
n i rv a n a . P ro p e n s ity  fo r a d d ic tio n s . A lte re d  
b o d y  im ag e ; a u s ti t ic  re a c tio n s ;  
d e p e rs o n a liz a tio n .

4 +

1 . A n x ie ty , p h o b ic  a n d  c o m p u ls iv e -lik e  
re a c tio n s . P sy ch o p h y s io lo g ic a l re a c tio n s :
(a ) g a s tro in te s tin a l  d i s o rd e r s — feed ing  

d iffic u ltie s  like  a n o re x ia ;  
c o n s tip a tio n , d ia r r h e a .

(b ) sp eech  d is o rd e r s — s ta m m e rin g .
(c) bow el a n d  b la d d e r  d is o rd e r s — 

so ilin g , e n u re s is .
2. P e rso n a li ty  d iso rd e r s :  (a )  ra g e  re a c tio n s ,

(b ) w i th d ra w a l  re a c tio n s , (c) excessive  
d e p e n d e n c v , (d ) d is tu rb e d  id e n tity .

L ac k  o f se lf-co n fid e n ce . S tu b b o rn n e ss . 
In a b il i ty  to  c o n tro l  im p u lse s  a n d  e m o tio n s . 

F ru s t ra t io n  in to le ra n c e .
P re o c c u p a tio n  w ith  a n a l  ac tiv itie s . 

P a ra n o id a l  id ea s; fe a r  o f a u th o r i ty .  
C o m p u ls iv e n e ss . F e e lin g s  o f sh a m e .

4 +

1. P sy c h o n e u ro tic  re a c tio n s :  (a ) a n x ie tv
s ta tes , (b ) p h o b ic  re a c tio n s , (c) 
p sy ch o p h y s io lo g ic  re a c tio n s : 
g a s tro in te s tin a l  d is o rd e r s , speech  
d is o rd e r s , b la d d e r  d is o rd e r s , sk in  
d is o rd e r s , t i ts .

2 . P e rs o n a li ty  d is o rd e r s  (a s  above).
3. P r im a ry  b e h a v io r  d iso rd e rs .

P e rs is t in g  o e d ip a l c o n flic ts ; in a b i l i ty  to  
id en tify  w ith  p e rso n s  o f o w n  sex .

2 +  to  
4 +

1. P sy c h o n e u ro tic  re a c tio n s : (a )  a n x ie ty
s ta te s  a n d  a n x ie ty  re a c tio n s , (b ) ph o b ic  
re a c tio n s , (c) co n v e rs io n  h y s te r ia , (d ) 
c o m p u ls io n  n e u ro s is , (e) p sy c h o so m a tic
d iso rd e rs : g a s t ro in te s t in a l ,  b la d d e r , 
sp ee ch , sk in , h e a r in g  a n d  v isual 
d iso rd e r s , tics, m u scle  sp a sm s , n a il-  
b itin g . co m p u ls iv e  o r  a b se n t 
m a s tu rb a tio n .

2 . P e rs o n a li ty  d is o rd e r s  (a s  above).
3. P r im a ry  b e h a v io r  d i s o rd e r s — le a rn in g

d isa b ilitie s .
4 . Ju v e n ile  sc h iz o p h re n ia .

In a b il i ty  to  ac ce p t a p r o p e r  ro le . 
D is tu rb e d  re la t io n s  w ith  o th e rs . P ro b le m s 
in c o m p e titiv e n e ss  a n d  c o o p e ra tio n .

0  to  
2 +

a s  ab o v e , p lu s  
S c h iz o p h re n ia

S e x u a l a c tin g -o u t. E x cessiv e ly  h o s tile  
a t t i tu d e s  to w a rd  a u th o r i ty .  P ro b le m s  in 
id e n ti ty . Iso la tio n .

0  to  
2 +

a s  ab o v e E x cessiv e  d e p e n d en c e .
D e v a lu e d  se lf- im a g e.
C o n fu s io n  re g a rd in g  so cia l ro le . S e x u a l 

in h ib it io n s .

0  to  
2 +

as  ab o v e , p lu s  
A lco h o lism  
D r u g  ad d ic tio n  
M a n ic -d e p re s s iv e  p sy ch o sis

R e in fo rc e m e n t o f e x is te n t p e r s o n a li ty  
d is tu rb a n c e s .

0  to  
1 +

a s  ab o v e , p lu s
In v o lu tio n a l m e la n c h o lia

a s  above 0  to  
1 +

as  ab o v e , p lu s
A r te r io sc le ro tic  a n d  S en ile  p sychoses

a s  a b o v e 0  to  
2 +
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shor t- te rm  therapy .  W hile  litt le time is avail
able to explore the past, as has been m en 
tioned, certa in  assum ptions  m ay be possible 
from the sym ptom  picture, a good his tory, 
d ream s,  and  pa r t icu la r ly  transference m a n 
ifestations. T h e  im pact of the past  m ay  be 
sum m arized  u n d e r  seven headings.

U n prop itia ted  early  needs constantly ob
trude them selves on the individual, p rope llin g  
him  tow ard  direct or sym bolic  actions to satisfy  
these needs. A m a n  deprived d u r ing  infancy of 
adequa te  sucking p leasure  m ay  constantly  be 
obsessed w ith  a need for m ou th  st im ula t ion , 
over- indulging himself w ith  food and  alcohol 
to the point of obesity and  alcoholism. A 
w o m a n ,  re s t r ic te d  as a  ch i ld  in p hy s ica l  
activity and  assertive behavior on the basis tha t  
she w as a gir l,  m ay  continue  to envy m en and 
their  possession of the em blem  of masculinity , 
the penis. Accordingly, she will a t tem p t to p a t 
tern  he r  life a long lines com m only  pursued  by 
males, masculin ity  being equa ted  in her mind 
w ith  freedom and  assertiveness. W ith  dogged 
persistence she will deny feminine interests, 
and  she m ay even clothe herself in m ascu line
like att ire ,  cropping  her  h a i r  after the style of 
men.

D efenses evo lved  in ch ildhood  m ay carry  
o ver  in to  a d u lt life w ith  an a s to n ish in g
persistence. A boy, overprotected and  sexually 
o v e r s t im u la te d  by a d o t in g  m o th e r ,  m ay  
vigorously detach himself from her. W h e n  he 
grows up, he m ay continue to avoid contact 
w ith  w omen; any  a t tem pts  at sexual p lay  m ay 
result in incestuous guilt to a point w here  he is 
unab le  to function. A child r igorously and  p re 
m ature ly  toilet t ra ined  m ay  regard  his bowel 
activities as disagreeable  and  filthy. O v e r
c lea n l in ess ,  o v e ro rd e r l in e s s ,  o v e rm e t ic u lo u s 
ness ensue and  b urden  his adu lt  ad jus tm ent.  A 
younger  sibling m ay carry  over into adu lt  life 
the conviction th a t  he is small and  ineffectual 
in re lation  to any  person m ore  o r  less u n co n 
sciously identified as his older sibling. T h is  
will p rom ote  w ith d raw a l  tendencies o r  provoke 
h im  to prove himself by fighting and  push ing  
himself beyond his h ab i tua l  capacities. An 
older sibling m ay  continue  to h a rb o r  ha tred

tow ard  any  com petito r  w h o m  she equates  w ith  
the  p referred  an d  privileged younger child in 
her  family w ho  displaced he r  as the  favorite.

M echan ism s developed  in early  ch ildhood  
that have insured a gratification  o f needs w ill 
continue to be indu lged to a g rea ter  or lesser 
degree in adu lt life. T h u s  a child in t im idated  
by his pa ren ts  to avoid m as tu rb a to ry  activities 
responds w ith  g reat  hostility and ,  in a defiant 
m an n e r ,  covertly continues his practice. L a te r  
the manifesta tion  of hostility  seems to be a 
condition p rerequ is i te  for any  k ind of sexual 
expression, sexual sadism being the  u lt im ate  
outcome. A n o the r  youngster m ay  have been 
enjoined by overscrupulous pa re n ts  to perform  
meticulously on all occasions, on the  th rea t  of 
the ir  condem na tion  or loss of love. H enceforth  
indulgence of the  tra i t  of perfectionism m ay  be
come an  essential factor in his experiencing 
any  degree of positive self-esteem. A p am p ered  
child whose tem per  ta n t ru m s  compelled his 
p a ren ts  and  siblings to give in to his w him s ,  
persists  in self-oriented, selfish d em and s  on the 
w orld  to supp ly  h im  w ith  gratifications and  
satisfactions. Sensitive to the  sl ightest rejection, 
he construes any  casualness tow ard  h im  as a 
designed personal injury . T h i s  mobilizes rage  
and  releases coercive behavior to force people  
to yield to his dem ands .

T he ind ividu al w ill repe titive ly  set up and  
a ttem p t to live through early  destructive situ a
tions that he has fa iled  to m aster as a child. A 
young w om an  repetitively involves herself  in 
competitive re la tionsh ips  w ith  older, m ore a t 
tractive, m ore  gifted w om en  in an  a t tem p t to 
subdue them . T h e  feelings she experiences and  
the  si tua t ions she creates para l le l closely the 
rivalry  experience w ith  he r  older sister w ho m  
she could never vanquish .  A child is severely 
rejected and  physically  m al trea ted  by an  alco
holic  fa th e r .  W h e n  she  m a tu re s ,  she  is 
passionately  a tt rac ted  to de tached, sadistic, and  
psychopathic  m en , w hose affection she desp e r
ately tr ies to  w in .  A m an  in psychoanalysis  de
velops p a ran o id a l  a tt i tudes an d  feelings to w ard  
the analys t ,  im agin ing  th a t  the  analys t  wishes 
to hum il ia te  an d  to r tu re  h im . T h e se  a re  t r a n s 
ference m anifesta tions reflective of the  same
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kinds of feelings he had  to w ard  his fa ther d u r 
ing the  oedipal period.

The individual often u n w ittin g ly  exh ibits  
the sam e k ind  o f  destructive a ttitu des and be
havior pa ttern s that he b itter ly  p ro te sts  w ere  
m anifested to w a rd  him  by his paren ts. A 
w om an  reared  by a pe tu lan t ,  a rgum enta t ive  
m other  may engage in the  sam e kind of be
havior w ith  her  ow n ch ild ren , to tally u n a w a re  
of the compulsive n a tu re  of her  pa t te rn .  A m an  
victimized d u r in g  his childhood by a hy p o 
c h o n d r ia c a l  f a th e r  m a y  h im se l f  becom e 
obsessionally concerned w ith  physical illness 
following m arr iage .  T h r o u g h  insidious iden
tification a son m ay become an  alcoholic  like 
his male  p a ren t ,  a d au gh te r  the victim of m i
g ra ine  like her m other; the exam ples of such 
identification a re  endless.

The individual m ay fa il  to develop certain  
m ature person a lity  features. A child severely 
neglected and rejected d u r in g  infancy comes 
into adult life w ith  pathological feelings of im 
pending  doom, a conceptualiza t ion  of him self  
as in h u m a n  and  insignificant, tendencies to 
depersonaliza tion , and  an  inabili ty  to love or

respect others. A boy w hose fa ther is passive 
and  detached identifies w ith  a st rong  a g 
gressive m other ,  em u la t in g  he r  m a n n e r  and  in 
terests to the po in t of avoiding m asculine a t 
ti tudes and  goals . A youngster  w ho w as dis
c r im ina ted  aga ins t  by his agem ates  because of 
his race m ay, from  the beginn ing  of his  ex- 
trafam ilia l  contacts, develop a con tem pt for his 
kinfolk and  a fear of g roups . A gir l victimized 
by “ p ro p e r”  and  “ gen tle” pa ren ts  w ho  cannot 
s tand scenes is sham ed into aban d o n in g  any 
d em on s tra t io n  of anger.  She continues to d is
p lay  a  b land , forgiving m a n n e r  despite  ex
p lo ita t ion  and  in tim idat ion .

The individual m ay tend to revive ch ildhood  
sym p tom s in the face o f  stress. V om iting ,  colic, 
and  d ia r rh ea ,  w hich  w ere  m anifesta tions of 
stress d u r in g  o n e ’s early  infancy, m ay  be m ob i
lized by la te r  episodes of tension to the  e m b a r 
rassm en t  and  d ism ay  of the person. F e a r  of the 
d a rk  and  of an im als ,  w hich  te r ro r ized  the ind i
vidual in early  childhood, m ay  overw helm  him 
in adu lt  life w hen  anxie ty  taxes his exis tent ca
pacities.

Nuclear Conflicts

T a b le  8 -2  sum m arizes  the  chief conflicts, 
which we call “ nuclea r  conflicts,”  imbedded in 
the psyche of each person, p roducts  of the 
inevitable clash of m a tu r in g  needs and  reality 
restrictions, the m as tery  of w hich  constitutes 
one of the p r im a ry  tasks of psychosocial de
velopment. It m ust be em phasized  th a t  these 
conflicts are  universal quali ta t ively , though  
quanti ta t ive ly  differing in all persons as a 
result of const itu tional-conditioning varia tions 
and  the integrity  of the exis ting defenses.

T h e  earliest nuclear conflicts are  organ ized  
in rela tionsh ip  to the paren ts .  F o r  instance, the 
in fan t’s association of the presence of m other  
w ith  satisfaction of his needs (hunger ,  th irst ,  
freedom from discomfort and  pa in ,  dem an d  for 
s t im ula tion) results  in her becoming affiliated 
with  gratification of these needs, with  p leasure

and  the  relief of tension. At the  sam e tim e the 
absence of m o th e r  becomes linked to dis
comfort, distress, and  pa in .  D u r in g  the last 
p a r t  of the  first year the child reacts w ith  w ha t  
is p robab ly  a p r im o rd ia l  type  of anx ie ty  to 
separa tion  from the m other ,  and  w ith  rage  at 
h e r  tu rn in g  aw ay  from h im  to w ard  anybody 
else, child o r  adu lt .  T h i s  blended gratification- 
depriva tion  im age of m o th e r  is p ro bab ly  the 
p r e c u r s e r  o f  l a t e r  a m b iv a le n c ie s ,  p o w e r in g  
sibling rivalry  and  the rivalries d u r in g  the 
oedipal period. It also gives rise to m otivations 
to control, appease , and  win favors from 
m other  and  m o the r  figures, to vanqu ish ,  e l im i
na te ,  o r  destroy com petito rs  for he r  in terest 
and  a tten tion ,  and  to p un ish  m othe r  and  
m other  figures for actual or fancied d ep r iva 
tio ns .  T h e  m o th e r  sym bol becom es sym -
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T A B LE  8-2. N uclear C o n flicts*

Ages C onflictual E lem ents Legends

R esidual 

M anifestations 
(repressed or 
suppressed)

0 -3  mo. C onstan t freedom  from  distress and pain 
opposed  by realistic environm ental 

restrictions.

“ I m ust be everlastingly  hap p y  and com 
fortab le; instead I su ffer.”

Search  for n irvana. 

D em and  for magic.

4 m o .- l  yr. N eed for o ra l, sensory, and  affectionate 
gratifica tion  opposed  by realistic depriva
tions.

“ I w an t to be fed, loved, s tim ula ted , and 
kept free from  pain  at all tim es; but 
m other denies me th is g ra tif ica tio n .”

A m bivalence tow ard  
m other figures. 

S epara tion  anxiety.

1 -2  yrs. Self-actualiza tion  opposed  by essential 
restrictive disciplines.

” 1 w an t to do w hat I w an t to do w hen I 
w an t to do it, but I w ill be pun ished  and 

told I am  bad .”

Im pulsive aggressiveness. 
G u ilt feelings.

3 -5 Pow er im pulses opposed  by sense of he lp 
lessness.

O edipal desires opposed  by re taliato ry  
fears.

‘‘I w an t to be big and strong, but I know  I 
am  w eak and little .”

‘‘I w ant to possess my m other (father) for 
myself, but 1 cannot com pete w ith  my 
fa ther (m o ther).”

In ferio rity  feelings. 
C astra tio n  fears. 
C om pulsive strivings for 

m asculinity .

6-11 D em and for to tal g roup  acceptance opposed  
by m anifestations of aloofness and u n 
friendliness.

” 1 w ant everybody to like, adm ire, and  ac
cept me, but there are  some people who 
are against me and  reject m e.”

F ear of rejection by the 
group.

12-15 Sexual im pulses opposed  by guilt and fear 
of punishm ent.

‘‘I feel a need for sexual stim ulation , but 
th is is w rong and not accep tab le.”

F ear of lack of “ m aleness” 
in men and “ fem ale
ness” in women.

16-21 Independence strivings opposed  by de
pendency.

“ I need to be a grow n, independent person, 
but I d o n ’t w ant the responsibility . I 
would like to be a child , but th is would 
make me feel like a n o th ing .”

C on tinu ing  dependency.

* From  L. R. Wolberg, and J .  Kildahl, The D ynam ics o f Personality (New York, G rune  & Stratton, 1970), p. 56. Re
printed by permission.

bolically linked to la te r  sources of grat if ica tion  
or  depriva tion .  M o reov er ,  if a  d is ru p t io n  of 
hom eosta tic  eq u i l ib r iu m  occurs at any  tim e 
la te r  on in life o r  if for a n y  reason  anxie ty  
e r u p t s  w i th  a s h a t t e r i n g  of th e  sense  of 
m a s te ry ,  th e  p r i m o r d i a l  a n x ie ty  im p r i n t s  
m ay  be revived, activating separa tion  fears 
and  m other- invok ing  tendencies a long  lines 
pu rsu ed  by the individual as an infant.

T h e  g ra t i f i c a t i o n -d e p r iv a t io n ,  s e p a r a t io n -  
anxie ty  constella tions, laid dow n d u r ing  phases 
of developm ent early  in the period of concep
tua l iza t ion ,  will tend to opera te  outs ide the

zone  of conscious aw areness .  W h en ev e r  h a b i 
tu a l  cop ing  m echa n ism s  fail the  ind iv idual and  
he experiences anx ie ty ,  he m ay  feel the  h e lp 
lessness and  m anifest the  behav io r  of an  in fant,  
an d  he m ay  seek ou t,  aga ins t  all logic, a 
m o th e r  figure o r  he r  sym bolic  subs ti tu te  (such 
as food in compulsive  ea ting  activities).  It is l i t
tle w on der  tha t  m others ,  and  the i r  la te r  r e p r e 
sentatives (p rotectors ,  au thor i t ies ) ,  come to 
possess  sy m b o l ic  r e w a r d  (p l e a s u re )  v a lu e s  
a lo n g  w i th  sy m b o l ic  a b a n d o n m e n t  (p a in ,  
anxie ty) potentia ls .  T h is  conflict, deeply im 
bedded in the  unconscious, acts as compost for
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the fertilization of a host of derivative a t 
titudes, impulses, and  drives th a t  rem a in  with 
the individual th rou gh ou t  his existence. O th e r  
conflicts develop in the ch i ld ’s re la tionsh ips 
w ith  the world , as noted in T a b le  8 -2 ,  tha t  are 
superimposed on the conflicts associated w ith  
the dem and for magic and  for the  constant 
presence of the m other  figure.

T h e  actual experiences of infants d u r in g  the 
first years of life, the degree of need gra t if ica
tions they achieve, the relative freedom from 
deprivation , their  learn ing  to to lera te  some 
frustra tion  and to accept tem p o ra ry  separa tion  
from their  m others  provide them  w ith  coping 
devices to con tro l  th e i r  n u c le a r  confl ic ts ,  
which, nonetheless, irrespective of how  satisfy
ing and  w holesom e their  u p b r in g ing  m ay have 
been, are  still operative (albeit successfully 
repressed), w aiting  to b reak  out in la ter  life 
should the psychological homeostasis  collapse.

N uclear  conflicts, to repeat ,  a re  inheren t in 
the g row ing-up  process irrespective of the 
character  of the environm ent .  T h is  is not to 
say tha t  a depriv ing or destructive env ironm ent 
will not exaggerate  the effect of conflict or keep 
it alive beyond the time w hen  it should have 
subsided; a w holesom e env ironm en t will tend 
to keep in check opera t ions of conflict, he lp ing 
to resolve it satisfactorily. N uclear conflicts are 
in p a r t ordained by biological elem ents and in 
p a r t are aspects o f the culture. We should  ex
p e c t th e ir  a p p ea ra n ce  in m in o r o r  m a jo r  
degree in all persons. T heir im portance is con
tained in the fa c t that they g ive  rise to reaction  
tendencies that, w elded  into the person a lity  
structure, m ay la ter interfere w ith  a p ro p e r  
adaptation . O f  clinical consequence, too, is 
their  tendency to stir  from dorm ancy  into open 
expression w hen  anxiety  b reaks  dow n the  r a m 
parts  of the existent defensive fortifications.

T h e  exposure  of repressed nuclear  conflicts 
tha t  are  creating  prob lem s constitutes a task of 
dynamically  oriented  the rapy ,  the object being 
to determ ine  the d is tort ions they produce in 
the character  s t ruc ture ,  the i r  affiliation w ith  
curren t conflicts, and  the subversive role they 
play in sym ptom  formation. It may be possible

even in s h o r t - t e r m  t h e r a p y — e sp ec ia l ly  in 
dream s,  transference, ac ting-out behavior ,  and  
certain  sym ptom s— to observe how an  im p o r
ta n t  nuclear  conflict is con tinu ing  to d is tu rb  
the present ad ju s tm en t  of the patient.

T h e  opera t ion  of a n uc lea r  conflict is ex em 
plified in a person  w ho  hab itua l ly  relies on a l
cohol as a m eans  of escaping tension and 
anxiety. Feelings about deprivations in life are 
avoided th ro u g h  the  t r anq u il iz ing  effects of a l 
cohol. At the sam e time the person reassures  
himself,  at least as long as he drinks, th a t  a 
n u r tu r in g  agent is available to h im  tha t  will 
keep h im  free of pain .

A no the r  exam p le  of a nuclea r  conflict is evi
denced in a teenager  w ho establishes pseu do in 
dependence  th rou gh  invariably  doing the  op 
posite of w ha t  his pa ren ts  ask. A reques t  to 
w ear  a green shirt  im m edia te ly  establishes in 
h im  an intensely felt desire to w ea r  a red shirt. 
H is  ow n  fears th a t  he will succum b to his 
desire to be d ependen t  on his pa ren ts  drive him 
to exert his independence, litt le realiz ing that 
he is still not free because he is now  im 
prisoned  by his ow n  needs to be oppositional.  
And m uch la ter  in life, w hen  a supervisor says 
“ do it this w a y ,”  he m ay  still be bound  up  in 
his need to resist, irrespective of the m erits  of 
doing a task one w ay or ano ther .

T h e  cu rren t inabili ty  of m any  persons “ to 
get involved” m ay  be a  manifesta tion  of several 
nuclear  conflicts. T o  rem ain  one step removed 
from p a rt ic ipa tion  in a cause o r  to be a spec
ta to r  ra th e r  th an  a p layer m ay  be skillfully r a 
tionalized by saying tha t  one does not have the 
time, or th a t  the  cause does not jus tify  the  ef
fort, o r  tha t  the cand ida te  is all too h u m a n ,  or 
th a t  the political p la tfo rm  is just so much 
w indow  dressing. But behind these reasons 
tha t  sound good, the real reason m ay be o n e ’s 
sense of helplessness and  the  subsequent de
spair  about finding magical solutions. O r  one 
m ay not become involved because of fear of not 
being totally  accepted by any  g rou p  o r  party  
th a t  one jo ins;  so it may be less painful not to 
expose oneself to such a possible rejection. T h e  
n uclear  conflict is handled  by avoidance.
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Conclusion

Even though  tim e does not perm it  an  ex ten 
sive prob ing  of the  past, an  u nd ers tan d ing  of 
h ow  th e  p a s t  h a s  e n te r e d  in to  an d  has  
produced personality  vulnerabil it ies m ay  be 
im p o r tan t  for some p a tien ts  in shor t- te rm  th e r 
a p y .  D r e a m s  a n d  t r a n s fe r e n c e  p h e n o m e n a  
often yield d a ta  regard ing  past  conditionings 
and  m ay expose some nuclea r  conflicts th a t  can 
serve as a  focus in therapy . T h e  object here  is 
to de term ine  the  d is tort ions they p roduce  in 
the charac te r  s t ruc ture ,  the i r  affiliation w ith

cu rren t  conflicts, and  the  subversive role they 
play in in i t ia t ing  and  sus ta in ing  sym ptom s. 
H av ing  g rasped  the significance of how  the 
past  has  entered  into p ro m oting  ad ju s tm en t  
p rob lem s in the  present,  m any  pa tien ts  become 
motivated  to explore  these connections on their  
ow n  after fo rm al th e rapy  has te rm ina ted .  Such 
hom ew o rk  m ay  facilitate a s t reng th en ing  of 
defenses and  u lt im ate ly  act as a m eans of posi
tively influencing personality  grow th .



CHAPTER 9

Choosing a Dynamic Focus
B. Some Common Dynamic Themes

By their  effect on the personali ty  s t ruc tu re  
the developm ental vicissitudes set forth in the 
last chap te r  are  responsible  for a  host of 
sym ptom s, coping m echanism s, and  defenses 
tha t  provide m any  dynam ic  them es on which 
we m ay focus. Because it is difficult for some 
patients  to conceptualize  these themes, it may 
be expedient to simplify personali ty  opera t ions  
and  distortions by p ic tur ing  th em  as p roducts  
of the opera t ion  of five powerful motors: ex
cessive dependency, resen tm en t,  reduced inde
pendence, devalued self-image, and  de tac h
ment.

Dependency

Often at the core of p rob lem s is the first m o 
tor, excessive dependency needs, tha t  h ad  not 
been  a d e q u a t e ly  reso lved  in ch i ld h o o d .  A 
healthy  balance between dependency  and  inde
pendence is essential for em otional well-being. 
W h ere  it does not exist, p rob lem s ensue. M o s t  
likely the average p e rson ’s childhood yearn ings  
for n u r tu re  and  affection w ere not op tim ally  
met, leaving a residue of unm et needs th a t  tend 
to ex p re s s  them se lves  in ten se ly  w h e n  th e  
pressures of life m ount .  O r  dependency w as 
pathologically encouraged by a m o the r  w ho 
utilized the child as a vehicle for he r  ow n 
unfulfilled dem ands ,  h a m p e r in g  the  c h i ld ’s 
g row th  and strivings for independence. U nre
solved  dependency is a ubiqu itous foun ta in - 
head o f troubles. It stem s fro m  w h a t is p erh aps  
the m ost com m on conflict burdening human

k in d — in a d eq u a te  s e p a ra tio n - in d iv id u a tio n . 
A nd  people  a re  ap t  to b lam e the i r  troub les  on 
the  w orld : the  revolt of youth , governm enta l  
co rrup tion ,  infla tion, com m unism , capita lism , 
o r  the  a to m  bom b. M o s t  people, however, 
som ehow  m udd le  th ro ug h ,  w o rk in g  out the ir  
troubles  in one w ay  or ano ther .  It is only 
w here  separa t ion - ind iv idua t ion  is too incom 
plete and  dependency  needs too in tense th a t  so
lu tions will not be found.

People w ith  pow erful dependency  needs will 
often cast abou t  for indiv iduals w ho  d em o n 
s tra te  s t ronger  quali t ies  th an  they themselves 
possess. W h e n  a sw im m er tires, he looks about 
for som eth ing  o r  som eone on w h o m  to lean or 
w ith  w hich  to g rapp le .  A dependen t person  
can be likened to a tired  sw im m er,  and  he* 
w an ts  to find someone o r  som eth ing  w ho  can 
do for h im  w h a t  he feels he canno t do for 
himself.  W h a t  he genera l ly  looks for is a 
perfec t p a ren t ,  an  ideal th a t  exists only in his 
ow n  fancy. Actually ,  th e re  a re  no perfect 
p a ren ta l  figures w ho  a re  able  o r  w ill ing  to 
m o th e r  o r  fa ther  a n o th e r  adu lt .  So o u r  de
penden t person is con tinua lly  being f rus tra ted  
because his hopes and  expecta tions are  not met 
by someone else. A m a n  w ho  weds expecting 
an  all-giving m o th e r  figure for a wife is bound  
to be d isappoin ted .  F u r th e r ,  if he does find a 
person  w ho fits in w ith  his design and  w ho

* The generic “ he” is employed to designate both males
and females. There are, however, some distinctive roles 
played and effects scored for males and females, which will 
be differentiated as much as possible.
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treats  h im  like a helpless individual, he will 
begin to feel tha t  he is being swallowed up, 
th a t  he is losing his individuality, tha t  he is 
trapped .  C onsequently ,  he will w a n t  to escape 
from the re la tionship . Also, as he senses his 
dependency, he will feel tha t  he is being 
passive like a  child. And this is fr ightening be
cause he know s tha t  he is not being m an ly ; he 
m ay actually have homosexual doubts  and 
fears  since m a s c u l in i ty  is a ssoc ia ted  w ith  
activity and  independence.

W e will call his first m aneuver his de
pendency m otor, which begins to opera te  espe
cially at times w hen he is u nder  pressure. As 
he searches for the element missing in his psy
chological diet , nam ely  a paren ta l  figure, he 
will most assuredly be disillusioned. W o m e n  
are  no less victimized by dependency th an  are 
men. And the ir  reactions are  qu ite  s im ila r  in 
th a t  they are  ap t  to regard  both males an d  fe
males on w hom  they get dependent as p o ten 
tial n u r tu r in g  m othe r  figures. T h e y  are  also no 
less subject to the consequences of the o ther  
motors tha t we shall describe.

Resentment

A second m otor  tha t inevitably accompanies 
the first is the resentm ent m otor. R esen tm ent 
invariably fires off because either one m us t find 
a perfect pa ren t  w ho will take  care  of h im  or 
he feels trapped  w hen someone does take care 
of h im  and  he senses his ow n passivity and 
helplessness.  R esentm ent breeds guilt because 
people ju s t  a re  not supposed to be hateful.  
Even guilt does not a lw ays keep the hostility 
hidden. Sometimes w hen  ou r  m an  has h ad  too 
m uch to dr ink  o r  w hen  he is very frustra ted  
about something, his ha te  feelings leak or po u r  
out.  T h a t  in itself can be ter r ib ly  upsetting  be
cause he m ay fear he is gett ing out of control; 
o r  the mere aw areness  of his inner  angry  con
dition can m ake  h im  despise himself. Sadism 
and  sadistic behavior m ay  be directed at the 
object of his dependency w ho he believes is 
tr ap p in g  him  o r  w ho fails to live up to expec
tations. It m ay  be d ra ined  off on scapegoats:

blacks, C hicanos ,  Jew s ,  C om m unis ts ,  c ap i
talis ts, and  so on. Self-hate complicates his 
ex is tence  b e cause  it sp o n s o rs  ten s io n  a n d  
depression. H a t re d  directed o u tw ard  and  then 
tu rned  in results  in masochism , in the form of 
m ajo r  and  m ino r  self-punishments.  T hese  m ay 
range  from fouling up  a business deal to 
inabili ty  to accept success, to dangerou s  ac
cident proneness,  to physical illness, to foolish, 
ou trageous, o r  em b a rrass in g  behavior.

Low Independence

N o w  ou r  m an  has two m otors  going most of 
the tim e w hen  un der  p ressure: the dependency 
m otor  and  the resen tm ent motor,  w ith  ac
com pany ing  kickbacks of guilt and  masochism. 
T h e  p ic ture  is not complete, however,  w ithout 
a th i rd  m otor,  lo w  independence, which is an 
invariable  c o u n te rp a r t  of high dependence. 
L ow  independence is a  feeling tha t  one cannot 
gain, by his ow n reason o r  s t reng th ,  the des i ra 
ble prizes of o u r  cu l tu re— w h eth e r  they be love 
and  jus tice  or w ine, w om en, and  song. A sp in 
off of low independence is a feeling of infe
r iority ,  a lack of proficiency on achieving de
sirable  goals. P a r t  and  parcel of inferiority  
feelings is the uncerta in ty  abou t  being m anly  
and  masculine. Self-doubts abou t  o n e ’s sexual 
in tegrity  are  to r tu rous ;  the usual sequel is to 
try  to com pensate  by being the quintessence of 
everyth ing masculine: overly aggressive, overly 
competitive, and  overly dom ina t ing .  Proving 
himself with  w om en  m ay  lead to satyriasis  and  
D o n  J u a n i s m .  O u r  m an  m ay have fantasies 
and  im ages in his m ind of strong m en (often 
symbolized by the ir  possessing large penises) 
and  m ay be par t icu la r ly  a tt rac ted  to th em  be
cause of their  s trength . But his aw aren ess  of 
how m uch he th inks  about men m ay  cause h im  
to w onder  if he is homosexual and  to fear the 
very th ings th a t  he admires.  H e  m ay actua lly  
on occasion be sexually  a tt rac ted  to idealized 
m ale figures, an d  he m ay fantasize  in co rp o ra t 
ing the ir  penises into himself.

Interestingly, low -independence  feelings in 
w om en  lead to the sam e self-doubt and  com 
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pensations as in men. Such w om en will try  to 
repa ir  the fancied d am age  to themselves by ac
q u ir ing  and acting  as if they have the symbols 
of masculinity  (e.g., by sw aggering  and  w e a r 
ing male appare l )  tha t  in ou r  cultu re  are  
equated  w ith  independence. T h e y  will compete 
w ith  and try  to vanquish  and  even figuratively 
castrate  males. In its exaggera ted  form, they 
w ill  act to w a rd  o th e r  fem ales  as if they  
themselves are  males, dom in a tin g  and  ho- 
mosexually seducing them.

Devalued Self-image

By now in ou r  i l lus tration  we have a fully 
opera t ing  fourth  motor, a devalued self-im age. 
W ith  the constant reverbera ting  of his first 
three motors, ou r  m an  is now  feeling spiteful 
to w a rd  h im se lf .  H e  feels he is m ise ra b ly  
in c o m p e te n t ,  u n d e s i ra b le ,  a n d  u n w o r th y .  
Everyw here  he sees evidence of his insignifi
cance: he is not tall enough, he has developed 
a paunch ,  w om en  do not seem to pay atten tion  
to h im , his h a ir  is th inn ing ,  his jo b  is not 
ou ts tanding; his car, his house, his wife— 
nothing is perfect. H e may even th ink  his penis 
is of in adequa te  proportions . H e  feels like a 
dam aged  person. T h ese  feelings to rm en t him , 
an'* he vows to prove tha t  he is not as devalued 
as he feels. H e  commits himself to the  task  of 
being all-powerful ,  am bitious, perfect so as to 
r e p a i r  his d ev a lu e d  se l f - im age .  T h e n  he 
imagines he can surely respect himself. If he 
can live w ithou t a single misstep, all will be 
well. H e  tr ies to boost h im self  on his ow n  to 
the point w here  o thers will have to approve  of 
him . H e  m ay only dayd ream  all this,  or he 
may, if events a re  fortuitous, accomplish m any  
of his overcom pensatory  goals.

If he climbs high, he will most likely resent 
those below w ho now  lean on h im  and  make 
dem ands on him. T o  those w ho exhibit w e a k 
ness, he will show his anger.  W h ile  he m ay  be 
able to be giving on his ow n term s, an  u n ex 
pected  a p p e a l  from  som eo n e  else w ill  be 
regarded as a vu lgar  imposition. H e  actually  
w an ts  for himself someone on w hom  to lean

and  be dependen t .  H ow ever ,  giving in to such 
a desire speeds u p  all his motors and  makes 
h im  feel even worse. H e  pursues  ju s t  the 
reverse course from his o r ig inal dependency 
drive; he competes w ith  any  strong  figure on 
w ho m  he m ight w a n t  to lean. H e  shows 
th e  p s e u d o in d e p e n d e n c e  r e m in i s c e n t  of th e  
adolescent w ho disagrees on princip le  with 
w hatever  his pa ren ts  say. A nd he m ay  com 
pensate  for his devalued self-image by exploit
ing all the cu ltu ra l  symbols of being a w orthy  
person, such as being perfectionistic, com p u l
sively am bitious, and  po w er  driven. T h ese  
c o m p e n s a to r y  d riv es  m ay  p re o c c u p y  h im  
mercilessly, an d  he m ay  organ ize  his life 
a ro u n d  them . O n e  failure  m eans  m ore  to him 
th a n  tw enty  successes, since it is an aff irm ation  
of his lowly status.

T h ese  difficulties are  com pounded  by the 
w ay  they in terac t  w ith  ou r  m a n ’s sexual needs. 
W h e n  o n e ’s d e p e n d e n c y  needs  a r e  be ing  
gratified, there  is often a pervasive feeling of 
well-being tha t  floods o n e ’s w hole body. U pon  
aw ak en ing  following surgery , for exam ple ,  the 
confident, sm iling  face of a nu rse  can suffuse a 
m an  w ith  gratefu l,  loving feelings, at least p art  
of w hich  m ay be sexual. T h e  sexual feeling is 
not th a t  of adu lt  m ale to adu lt  female but 
r a th e r  tha t  of a helpless child tow ard  a w a rm  
mother.  Such a feeling is ta n ta m o u n t  to an  in 
cestuous surge and  m ay b ring  w ith  it great 
conflict and  guilt.  Should  th is  dependency be 
the n a tu re  of a h u s b a n d ’s con tinu ing  re la t io n 
ship to his wife, he m ay be unab le  to function 
sexually w ith  he r  since he is v ir tually  involved 
in a m o th e r -so n  rela tionsh ip . O n  the o ther 
hand ,  if the n u r tu r in g  figure is a  m an , ho 
mosexual fears and  feelings m ay  arise with  
equa tions  of the h o s t ’s penis w ith  a n ipple .  For  
w om en  the dependency  situa t ion  does ju s t  the 
reverse. A n u r tu r in g  m o th e r  figure calls up  in 
he r  fears and  feelings of hom osexuali ty  which 
m ay  or m ay  not be acted ou t in passive h o 
m osexuali ty  w ith  yearn ings  for the breast. 
M oreover ,  low feelings of independence may, 
as has been indicated, inspire  ideas of defective 
m asculin ity  in males w ith  im pulses to identify 
w ith  muscle men. F an tas ies  of hom osexuali ty
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or direct acting-out of homosexual impulses 
m ay  follow. In w om en  feelings of defective in 
dependence m ay inspire  a rejection of the 
feminine role and  fantasies of possessing a 
penis , the symbol in ou r  cu ltu re  of po w er  and 
independence. Sad ism  and  masochism may 
also be acted out in sexual activities in both 
men and  women.

T h e  reverbera ting  of all these machines calls 
for s trenuous  efforts on the p a r t  of ou r  subject. 
It all began w ith  the dependency motor,  which 
then activated the resen tm ent m oto r  (together 
w ith  its com ponents  of aggression, guilt and 
masochism). T h i s  th rew  into gear  the th ird  
m otor  of low independence, w hich  in tu rn  
fueled the four th  m otor  of self-devaluation with 
its overcom pensations and  sexualizations.

Detachment

W h e re  can a m an  tu rn  next to ga in  some 
sense of com posure?  H e  often tu rn s  to the fifth 
motor,  detachm ent. D e tachm ent  is an a t tem p t 
at escaping from life’s messy problems. O u r  
m an  by now  is fed up  w ith  the  ra t  race and 
w an ts  to get out. H e  says, “ N o  m ore com m it
tees, no m ore  parties,  no m ore  responsibilities, 
no m ore ex tras  of any  kind, no m ore involve
m en t  w i th  p e o p le . ”  H e  w a n ts  a n  is land  
fortress,  or at least a castle w ith  a m oat a rou nd  
it, and  he w ould  pull up  the  d raw brid ge  and 
say no to everyth ing and  everyone. H e  is sure 
th a t  this is the solution; he decides not to be
come rich and  famous.

But it does not work. People need people. 
Life is not satisfying alone. O u r  m an  finds 
loneliness to be a w orse state th a n  w h a t  he was 
end u r in g  before. H e  realizes tha t  people  con
s titute one of life’s richest gratifications. So, he

p lunges in aga in .  By now his first m oto r  of de
pendency is really  d r iv ing him . A nd if he is 
despera te  enough , he m ay attach  him self  all 
over again  to a figure w ho  holds out some 
prom ise  of being the perfect paren t .  T h e n  the 
neuro t ic  cycle is on its w ay again. T h e  fifth 
m oto r  of d e tachm ent has again  revived the 
first, second, th ird ,  and  four th  motors.

T h e se  drives, these five motors,  a re  never 
entire ly  quiescent. In the average  person there  
is invariably  some fuel to keep th em  going. 
T h e r e  is no one w hose dependency  needs were 
perfectly met ear ly  in life. T h is  h u n ger  lives 
on, and  w ith  this  h unger ,  the m echan ism  of 
dependency is con tinually  operative. In ou r  
cu ltu re ,  in this  genera t ion ,  the u nm et de
pendency needs sets in motion  the successive 
motors just described. As long as fuel is ava il
able  and  the  speed of the  m otors  can be con
trolled, the individual m ay  m an age  to keep go
ing, sw itching on one o r  the o ther  m otors  and  
tu rn in g  them  off if they th rea ten  to carry  h im  
aw ay. T o  some extent all people  are  victims of 
the five m otors  described— to a  m inor  degree 
at least.

D ependency  inevitably breeds resen tm en t in 
ou r  culture .  If outlets  for the  resen tm en t are 
not available  and  if com pensations for a de
valued self-image cannot be p u rsu ed — in o ther  
w ords, if the  individual canno t readily  switch 
from one engine  to a n o th e r— then  the conflict 
and  stress reach p ro po r t ion s  w here  one feels 
catastrophically  overw helm ed. W h en  the  ten 
sion m oun ts  excessively and  there  seems to be 
no w ay  of escape, anxie ty  str ikes— w hich is the 
feeling tha t  one is overw helm ed and  lost. 
O p e ra t io n s  to defend agains t  the  anxie ty  will 
be insti tuted, bu t the defense is often ineffective 
o r  m ore burdensom e th an  the  condition it w as 
designated  to combat.

Case History

T h e  pa t ien t ,  R oge r,  w a s  a m a n  in h is  m id  30s g e n t l e m a n  p resen ted  h im se lf  w i th  a n  e xp ress ion  of
w h o se  wife te lephoned  my se cre ta ry  for a n  a p p o in t -  dep ress ion  a n d  b ew i ld e rm en t .  T h e  p ro b le m ,  he
m e n t .  A t  th e  in i t i a l  i n te rv ie w  a  w e l l - g ro o m e d  sa id, s ta r ted  w h i le  d iscussing  seem ingly  casual  m at-
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ters w ith  his best f riend an d  p a r tn e r  d u r in g  a  lunch  
ho u r .  H e  w a s  ove rw h e lm ed  w ith  a feeling of  pan ic ,  
w ith  violent h e a r t  p a lp i ta t io n s  a n d  chok ing  sensa
tions, which  forced h im  to excuse  h im se lf  on the 
basis of a sudden  indisposit ion .  Back at w o rk ,  he 
recovered p a r t ly ,  but  a sensa t ion  of d a n g e r  e n 
veloped h im — a c o n found ing  ag o n iz in g  sensation ,  
the source of  w hich  e luded all  a t t e m p ts  a t  u n d e r 
stand ing .  U p o n  re tu rn in g  hom e,  he p o u re d  h im self  
tw o  e x t r a  j ig g e rs  of  whiskey.  H is  fear  slowly v a n 
ished so th a t  a t  d in n e r  t im e  he had  a lm ost  c o m 
pletely recovered his com posure .  T he  nex t  m o rn in g ,  
how ever ,  he  a p p ro a c h e d  his w o rk  w i th  a  sense of 
f o re b o d in g ,  a  f ee l ing  t h a t  b e c a m e  s t r o n g e r  a n d  
s t ro n g e r  as  the days  a n d  w eeks passed.

Roger had  obviously experienced an  anxie ty  
a ttack  the source of w hich becam e som ew hat 
c learer as he continued his story.

T h e  most  u p se t t ing  th in g  to  R o g e r  w a s  the  d is 
covery th a t  his sy m p to m s  becam e most violent w hile  
at  w ork .  H e  found  h im se lf  cons tan t ly  obsessed at  
the  office w i th  w ays  of  r e tu rn in g  ho m e  to his wife. 
W ee k e n d s  b ro u g h t  t e m p o ra ry  surcease;  bu t  even 
an t ic ip a t in g  r e tu rn in g  to his desk on M o n d a y  w as  
enough  to fill h im  w i th  fo reboding.  H e  w a s  un ab le  
to avoid com ing  late m o rn ings ,  a n d ,  m o re  a n d  m ore  
often he excused h im self  f rom  a p p e a r in g  a t  w o rk  on 
the  basis of  a cu r re n t  physical  illness.  Because he 
rea lized  fully h o w  his w o rk  w as  de te r io ra t in g ,  he 
w a s  not  su rp r i sed  w h e n  his friend took h im  to task  
for his deficiency. F o rc ing  h im se lf  to  go to  w o rk  be
c a m e  eas ier  af ter  Roger  had  co n su m ed  several 
d r in k s ,  bu t  he found tha t  he  r e q u i re d  m o re  an d  
m o re  alcohol d u r in g  the day  to  s u b d u e  his tens ion .  
At n igh t  he needed b a rb i tu ra te  seda t ion  to  in su re  
even m in im a l  sleep.

T h e  surmise tha t  I m ade  at this point was 
th a t  som ething in the w ork  s i tuation  w as tr ig 
gering off his anxiety. I felt th a t  Roger had  a t 
tem pted to gain surcease from anxie ty  by im 
p lem enting  m echanism s of control (first-line 
defenses, see p. 94) such as try ing  to avoid the 
stress s i tuations of w ork  and  deaden ing  his 
feelings w ith  alcohol and  sedatives. T h ese  ges
tures seemed not too successful since he was 
obliged to rem ain  in the w ork  si tua t ion  no 
m atte r  how m uch  he w an ted  to avoid it.

C o n t in u in g  his s tory ,  R oge r  sa id  th a t  w ild ,  u n 
p rovoked  feelings of p an ic  w ere  no t  conf ined  to his 
w o rk .  E ven at  hom e ,  his h a b i tu a l  haven  of  comfort  
a n d  safety, he ex per ienced  bou ts  o f  anx ie ty ,  w hich  
b u rs t  fo rth  a t  i r r e g u la r  in tervals .  H i s  sleep, too, w as  
in te r ru p te d  by n ig h tm a r i s h  fears,  w h ich  forced h im  
to seek refuge in his w ife ’s bed. A pervasive  sense of 
he lp lessness soon com plica ted  R o g e r ’s life. F e a r  of  
b e ing  a lo n e  a n d  fear  of  the  d a r k  developed.  O t h e r  
fears  th e n  occu r red ,  such as fea r  of he igh ts ,  of  open  
w in d o w s ,  of  c row ds,  a n d  of su b w a y s  a n d  buses. In 
the  p resence  of  his wife, ho w ev er ,  these  fears  su b 
sided o r  d i sa p p e a re d .  R oge r  conseq u en t ly  a r ra n g e d  
m a t te r s  so th a t  his wife w a s  ava i lab le  as  often as 
possible.  F o r  a  w h ile  she seemed to re l ish  th is  new  
closeness, for she  had  resen ted  w h a t  she  had  co m 
p la in ed  a b o u t  for a long t im e — his coldness and  
d e ta c h m e n t  f rom  her.

W h a t  a p p a ren t ly  had  h ap p en ed  w as tha t  
not being able  to escape from  the  an x ie ty -p ro 
voking s ituation  at w ork , an d  being u n ab le  to 
develop ad eq u a te  first-line defenses to  control 
o r  neu tra l ize  his anxiety , R oger w as  re t rea t in g  
to and  sought safety in a d ep end en t  re la t io n 
ship  w ith  his wife (second-line defenses, see p. 
96) th a t  para l le led  th a t  of a  small child w ith  a
m other .  V a r io u s  fears of the  d a rk  an d  of being 
a lone w ere  indicative of his childlike he lp less
ness. T h i s  k ind  of adap ta t io n  obviously h ad  to 
fail.

N o t  long a f te r  this, R oge r  c o n t in u e d ,  he  d e 
veloped fan tas ies  of ge t t ing  into acciden ts  a n d  h a v 
ing his body cu t  u p  an d  m u t i la ted .  W h e n  R oger  
confided to his wife th a t  he w a s  g rea t ly  upse t  by 
these  o c cu r r in g  fantasies ,  she  en jo ined  h im  to con
sult  a  doctor .  H e  rejected th is  advice, c o n tend ing  
th a t  he  w a s  m ere ly  ov e rw o rk e d ,  a n d  he  p ro m is ed  to 
ta k e  a w in te r  vaction ,  w h ich  he  w a s  su re  w ou ld  r e 
s to re  his m en ta l  calm . F ea r fu l  th o u g h ts  c on t inued  to 
p la g u e  Roger.  H e  becam e fr ig h ten ed  w h en ev e r  he 
h e a rd  stories  of  violence, a n d  he avoided read in g  
n e w  accoun ts  of  suic ides o r  m u rd e rs .  Soon he  w as  
obsessed w i th  t h o u g h ts  of po in ted  objects. Knives 
ter r if ied  h im  so th a t  h e  insis ted th a t  h is  wife conceal 
th e m  f rom  him .

T h e  re tu rn  to a  childish dependen t position 
a p p a ren t ly  mobilized fears th a t  in too close as
sociation w ith  a m o the r  figure he w ou ld  be
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subjected to m ulti la t ion  and  destruction. Sex
ual feelings tow ard  his wife w ere  equated  with 
forbidden incestuous feelings for which the 
penalty  w as bloody m utila tion . Fan tas ies  of ac 
cidents and  bloodshed could be reflections of 
R o g e r ’s castra t ion  fears. T h e  repet i t ion  of the 
oedipal d ram a  th us  could follow a sh a t te r ing  of 
R o g e r ’s repressive system. A ttem pting  to re in 
force re p re s s io n  by rep re ss iv e  ( th i rd - l in e  
defenses, see p. 76), Roger employed phob ia  
form ation striving to remove him self  from 
symbols of m utila t ion  such as knives and  o ther  
cutt ing  ins trum ents .

W h e n  a s k e d  if he  h a d  o t h e r  s y m p t o m s  or  
fantasies ,  Roger,  in a n  e m b a r ra s se d  w a y ,  confided 
th a t  in the  p resence  of forceful o r  s t rong  men, he e x 
per ienced a pecu l ia r  fear, w h ich  he tr ied to  conceal. 
S om etim es  he w a s  a w a r e  of  a des ire  to  th ro w  his 
a r m s  a ro u n d  men an d  to kiss th e m  in a filial way. 
T h i s  i m p u l s e  d i s t u r b e d  R o g e r  g r e a t ly ,  as  did  
fan tas ies  of n u d e  men w ith  h uge  gen i ta l  o rg an s .  H is  
sexual  life con t inued  to de te r io ra te .  W h i le  he had  
never  been a n  a rd en t  lover, he h a d  p r ided  himself  
on his potency.  H is  sexual  po w ers  no w  seemed to be 
d i sa p p e a r in g ,  w h e n  he ap p ro a c h e d  his wife, he w as 
im p o ten t  o r  h ad  p r e m a tu re  e jacu la t ions .  T h i s  upset 
Roger  an d  c rea ted  fears tha t  he never  aga in  w ould  
function  well sexually .  T o  d isprove  this,  he forced 
h im se lf  com puls ive ly  to a t t e m p t  in tercourse ,  only to 
be r e w a r d e d  by f u r t h e r  f a i lu re s .  A n t i c i p a t o r y  
anx ie ty  soon m a d e  sexual  re la t ions  a source of pain ,  
a n d  w h e n  his wife suggested tha t  they ab s ta in ,  he 
ag reed ,  bu t  he w as  f r igh tened  th a t  she w ould  leave 
h im  for a n o th e r  man.

T h e  fear Roger manifested of strong males, 
the desire to act in an affectionate w ay with 
them , the te r ro r  of homosexual assaults  by 
nude men w ith  huge genital o rgans w ere, if we 
follow ou r  previous line of reasoning, the 
p roducts  of his fear of a ttack  by father figures 
ira te  at his ap p ro p r ia t io n  of the m a te rn a l  ob 
ject. A d is in tegration  of R o g e r ’s sexual life was 
inevitable because he was re la ting  to his wife 
not as a husban d  but as a child. A b an do nm en t  
of a male  role w ith  his wife was, therefore, 
necessary to avoid anxiety. W hile  serving as a 
spur ious  protective device, his sexual inhibit ion 
obviously fur ther  u nd erm in ed  his self-esteem.

In a t te m p t in g  to m ake  a tentative diagnosis 
of R o g e r ’s condition at this point, I w as con
fronted w ith  the co n tem p ora ry  contradic t ions 
th a t  p lague ou r  a t tem pts  at classification. All 
em otional difficulties spread  themselves over a 
wide pathological a rea ,  involving every aspect 
of the  p e rs o n ’s funct ion ing— intellectual, em o 
tional, physical, and  behavioral.  Based as they 
are  on presen ting  com pla in ts  and  sym ptom s, 
systems of nosology often lose sight of the  fact 
th a t  the  en tire  h u m a n  being is em braced  
in any  em otional upheaval .  T h e  p a r t icu la r  
classification into w hich a pa t ien t  fits then  may 
depend  merely upon  the relative em phas is  the 
diagnostic  agent (i.e., the the rap is t )  o r  the p a 
tient pu ts  upon  selected sym ptom s.

T h is  m ay  be il lustrated  in the case of Roger. 
H is  com pla in ts  w ere  those of tension, i r 
r i tabili ty ,  explosiveness, anxiety , depression, 
psychosomatic  sym ptom s, phobias ,  and  ob
sessive thoughts .  In add it ion , he exhibited  a 
cha rac te r  d is tu rbance  in such m anifesta tions as 
excess ive su b m iss iv e n e ss  a n d  d ep en d en cy .  
W e re  Roger chiefly concerned w ith  his p hysi
cal a i lm en ts— his headaches, dyspepsia ,  list
lessness, fatigue, failing h ea lth ,  o r  im potence— 
we w ould  be inclined to reg a rd  h im  as a  p e r 
son suffering from physical d isorders  of psy
chological orig in , th a t  is, a  type  of som atoform  
d is o rd e r .  S h o u ld  h is  a n x ie ty  a t t a c k s  have  
caused h im  greatest concern  and  w ere  he to 
have focused his a t ten tion  on  his anx ie ty , we 
m ight classify h im  as “ anxie ty  d iso rd e r .”  In the 
event his depression  w as  of p r im e  interest , a 
d ia g n o s is  of “ p sy c h o n e u r o t ic  o r  re ac t iv e  
dep ress io n” m ight be en te r ta ined .  If em phas is  
h ad  been pu t on his obsessive concern w ith  
bloody am p u ta t io n s ,  death , an d  pointed  objects, 
he m ight be called an “ obsessive d iso rd e r .” H is  
fear of heights, subw ays, buses, and  crow ds and  
of solitude and  the  d a rk  are  those often found in 
“ p h o b ic  d i s o r d e r s . ”  F in a l ly ,  h a d  h is  s u b 
m iss iveness ,  p ass iv i ty ,  a n d  o th e r  c h a r a c t e r  
defects been considered his most significant 
p rob lem , he m ight be labeled as a “ personali ty  
d i s o r d e r . ”  T h e  m a t t e r  of d iag n o s is ,  th e n ,  
w ould  be essentially a m a t te r  of w ha t  seemed 
im m edia te ly  im p ortan t .  Actually , we m ight say
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tha t  Roger suffered from a mixed psychoneu
rotic disorder w ith  anxiety , depressive, psy- 
chophysiologic, obsessive, phobic, and  d is torted 
p e r s o n a l i ty  e le m en ts .  T h i s  d ia g n o s t ic  p o t 
pourr i  is not su rp ris ing  w hen  we consider tha t 
every individual whose homeostasis  has  broken 
dow n exploits dyn am ism  characteristics of all 
levels of defense in add it ion  to d isplay ing  
m a n i fe s ta t io n s ,  p sych o log ica l  a n d  p h y s io 
logical, of homeostatic im balance  and  ad ap ta -  
tional collapse.

W h e n  R oger  w as  asked w h a t  he believed had 
p rec ip i ta ted  his anx ie ty  o r ig ina lly ,  he w a s  un su re ,  
bu t  he h az a rd e d  th a t  it m igh t have been re la ted  to a 
change  in his posit ion  at  w ork .  N o t  long af ter  his 
ten th  w ed d in g  an n iv e r sa ry ,  a t  age 33,  R oger  w as 
p rom ote d  to sen ior  m e m b e r  of the firm. H is  elat ion 
at  th is w as  short- l ived  as  he  becam e conscious of  a 
s u d d e n  d e p r e s s e d  fee l ing ,  w h ic h  p ro g re s s iv e ly  
deepened .  In er t ia ,  boredom , an d  w i th d ra w a l  from 
his o rd in a ry  sources of p leasu re  followed. Even his 
w o rk ,  to w hich  he h ad  felt h im self  devoted, becam e 
a chore. A lw ays eager  to co opera te ,  he exper ienced ,  
d u r in g  w o rk  hours ,  a vague d re a d  of  som e th ing  
a bou t  to h a p p e n  w h ich  he could not  def ine.  H e  
could not u n d e r s ta n d  w h y  he w ould  react  to a p ro 
m otion  tha t  he w a n te d  by get t ing  upset.

Should a  therap is t  not be in terested in 
p ursu ing  the p a t i e n t ’s sym ptom s fu r ther  to d e 
te rm ine  their  origin in early  past experience or 
in unconscious conflict, in o th e r  words, avo id
ing a dynam ic  approach ,  an  abbrevia ted  a p 
proach aimed at sym ptom  reduction  might 
now be selected w ithou t fu r ther  p rob ing  into 
history.

First,  an effort may be m ade  to trea t  his 
sym ptom s th rou gh  m edicaments,  like sedatives 
or t ranqu il ize rs  for anxiety and  energizers  for 
depression. Roger may be enjoined to slow 
down in his activit ies and  to detach him self  as 
much as possible. H e m ight be reques ted  to 
take a vacation, engage in hobbies and  recrea
tions in o rder to divert his mind off his difficul
ties.

A nother  w ay of h and ling  the problem  might 
be to assume the source of the difficulty to be 
R og er’s w ork  s i tuation  and  to get h im  to

change his job to one th a t  did  not impose too 
grea t  responsib ili ty  on him . H e  w ould  be en 
couraged to try  to detach himself m ore  from 
his wife and  slowly to begin functioning again 
on the basis of the  cus tom ary  dis tances tha t  he 
erected betw een him self  and  others. Active 
guidance  and  reassu rance  m ay  m ake  it possible 
for R oger to re tu rn  to his ow n  bedroom  and  to 
assum e the reserve w ith  his wife th a t  would 
enable  h im  to function w ith ou t  anxiety.

O n  an o th e r  level, the the rap is t  m ight utilize 
behavior modification methods to desensitize 
the pa tien t to his anxieties as well as to in 
stitu te  assertive t ra in ing  to p rom o te  grea te r  
self-sufficiency and  independence. A pproaches  
such as these u n ders tand ab ly  w ould  not correct 
any  basic cha rac te r  p rob lem s tha t  lay a t  the 
hea r t  of R o g e r ’s distress. Yet they m ight m ake 
it possible for h im  to get a long p e rh aps  as well 
as he had  ever done p r io r  to the  ou tb reak  of 
his neurosis.

Since my ap p ro ach  w as a dynam ic  form of 
shor t- te rm  th e rap y  a im ed at some personality  
rectification, I proceeded to explore  as com 
pletely as I could his pas t  life th ro ug h  in te r
viewing and  to p robe for m ore  unconscious 
m otivat ional e lem ents  th rou gh  exp lo ra tion  of 
d ream s and  fantasies and  th ro ug h  observation 
of the transference.

R oger  w as  the  y o u n g e r  of  tw o  b ro th e rs .  H e  w as  
rea red  by a d o m in e e r in g  m o th e r  w h o  w a s  resentful  
of  h e r  ro le  as  housew ife ,  w hich  had  hal ted  a success
ful ca ree r  as  a fashion  designer.  U n h a p p y  in her  
love life w i th  h e r  h u sb a n d ,  she t r a n s fe r re d  h e r  affec
tion  to her  y o u n g e r  son, m in is te r in g  to his every 
w h im  an d  s m o th e r in g  h im  w i th  cloying ad u la t ion .  
R o g e r ’s b ro th e r ,  G e o rg e ,  b i t te r ly  contes ted  this 
s i tua t ion ,  bu t  ge t t in g  n o w h ere ,  he  subjected his s ib 
l ing  to cruel  rep r isa l .  R o g e r ’s fa th e r ,  recoil ing  f rom 
the  not too well concealed hosti l i ty  of his wife, 
rem oved  h im se lf  f rom  the  family  as m u ch  as he 
could m a n a g e  a n d  h ad  very li tt le con tac t  w i th  his 
sons.

T h e  dynam ics  in R o g e r ’s case became a p 
p a ren t  d u r in g  therapy .  Basic to his p rob lem  
w as a d is turbed re la tionsh ip  with his paren ts ,  
pa r t icu la r ly  his m other .  T h e  yielding of her
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u n m arr ie d  professional s ta tus to assum e the 
role of housewife ap p a ren t ly  had  created in the 
m other  resen tm en t tow ard  her husban d  and 
rejection of her  children. T h is  inspired  a 
“ reaction fo rm a tio n ” in the  form of o v e rp ro 
tection, par t icu la r ly  tow ard  he r  younger child, 
Roger. F ru s tra ted  and  unfulfilled, she used 
R oger as a target for her ow n  needs and  a m b i
tions w ith  the following effects: (a) in Roger, 
encouragem ent of overdependence and  p a s 
sivity, s t rang ling  of assertiveness and  inde
pendence, and  s t im ula t ion  of excessive sexual 
feelings tow ard  the  m other  and  (b) in G eorge , 
hostil ity d isplayed directly tow ard  R oger  as 
aggression, and  (c) in her  h usband ,  d e tach 
ment.

O verp ro te c ted  by his m a te rn a l  p a re n t ,  neglected 
by his fa ther ,  an d  abused  by his b ro th e r ,  R oge r  took 
refuge in the  re la t io n sh ip  offered h im  by his m other .  
H i s  d ependency  on h e r  n u r tu re d  subm issiveness and  
passivity , w i th  a l te rna t ive  str iv ings of rebell iousness 
a n d  fierce re sen tm en t  w h ich  he  rep ressed  because 
they  th r ea ten ed  the  securi ty  he m a n a g e d  to derive 
t h ro u g h  com p l ian t  behavior .  R oge r  both  cher ished 
a n d  lo a th e d  th e  c r u s h i n g  a t t e n t i v e n e s s  of  h is  
m o th e r .  T o w a r d  his fa the r  an d  b ro th e r  he  felt a 
s m o th e r in g  fear , w hich  he m asked  u n d e r  a cloak of 
a d m ira t io n  an d  com pliance .

T h e  w ith d raw a l  of his fa ther m ade  it dif
ficult for Roger to achieve the identification 
w ith  a  masculine object necessary for a virile 
conception of himself.  R oger  tu rned  to his 
m othe r  for protection. H e  revolted, however, 
against too great dependency on her, fearing 
tha t  excessive closeness would  rob h im  of 
assertiveness and  tha t  his a roused sexual feel
ings would bring  on him d isapproval from his 
m othe r  as well as p un ishm en t from his fa ther 
and  bro ther .  R epud ia t ing  competitiveness with 
the o ther  male  m em bers  of the  family, he a t 
tem pted to win the ir  approva l by a submissive, 
in g ra tia ting  att itude.

D u r in g  adolescence R oger  em erged  as  a quiet ,  
de tached  lad, never  p e rm i t t in g  h im self  to be d r a w n  
in to  very in t im a te  re la t ionsh ips .  H e  w as  a n  ex
cellent an d  conscientious s tuden t,  a n d  he w a s  well

l iked for h is  fa i rness  a n d  am iab i l i ty .  At college he 
w a s  re t i r in g ,  b u t  he  h a d  a n u m b e r  of f r iends w ho  
sough t  his c o m p a n io n s h ip  because  he  w a s  so easy to 
get a lo n g  w i th .  H is  r o m a n t ic  a t t a c h m e n ts  w ere  
superf ic ia l ,  an d  the  y o ung  w o m en  he sq u i red  to 
p a r t ie s  a d m i t te d  tha t  he w a s  a t t rac t ive  bu t  c o m 
pla in ed  th a t  it w a s  difficult  to get to kn o w  him .

A dopting  de tac hm en t  as a defense agains t  a 
dependen t involvement, and  compliance as a 
m eans  of avoiding physical hu r t ,  R oger evolved 
a charac te r  s t ruc tu re  tha t  enabled  h im  to func
tion at hom e an d  at school, a l though  a t  the  ex
pense of completely gratify ing re la tionsh ips 
w ith  people.

U p o n  leaving college, he  en te red  a business f irm, 
a r r a n g e m e n t s  for this h av in g  been m a d e  by his 
fa ther .  H e  resis ted for tw o  years  th e  e x h o r ta t io n s  of 
his m o th e r  to m a r ry  the  d a u g h te r  of one of  h e r  best 
friends;  bu t  f inally  he  succum bed ,  an d  he seemed 
satisfied a n d  h a p p y  in his choice.  T h e  y o ung  couple 
lived in h a rm o n y ,  an d  he w a s  cons idered  by his 
g ro u p  to be an  ideal e x a m p le  of an  a t ten t ive  h u s 
b a n d  a n d ,  a f te r  his son w a s  b o rn ,  of  a  devoted 
fa ther .  H is  s teadfas t  a p p l ica t io n  to his w o rk  soon 
elevated his posit ion ,  unti l  he becam e a j u n i o r  
m e m b e r  of  the  f irm. H is  bes t f r iend  an d  conf idant  
w a s  one  of  th e  sen ior  m e m b e rs ,  to w a r d  w h o m  
R o g e r  bore  the  grea tes t  respect  an d  a d m ira t io n .

H is  w ork  and  m arita l  life, w hich  w ere m ore  
or less a r ran g ed  for h im  by his paren ts ,  tu rned  
out to be successful since he w as able to e m 
ploy in them  his compliance  and  detachm ent 
mechanism s. T o w a r d  his best friend and  o ther  
senior firm m em bers  Roger related passively as 
he h ad  rela ted  previously to w ard  his fa ther 
and  bro ther .  T o w a r d  his wife he expressed 
conventional devotion, keep ing  himself suffi
ciently d is tant to avoid the t r a p  of a tem p ting  
dependen t re la t ionsh ip  tha t  w ould  th rea ten  the 
independent assertive role he w as s truggling  to 
m ain ta in .

T h e  on ly  d is t ress ing  e lem en t  in R o g e r ’s life w as  
his fai l ing  hea l th .  C o n s ta n t ly  fa t igued ,  he evidenced 
a p a l lo r  a n d  list lessness th a t  in sp ired  m a n y  so
licitous in qu ir ies .  D ysp ep t ic  a t tack s  a n d  severe  m i 
g ra in o u s  h ead ac h es  in cap ac i ta ted  h im  f rom  t im e  to
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t ime. In add i t ion  to his physical  sy m p to m s w a s  a 
pervasive tens ion ,  w hich  could be relieved only  by 
rec rea t iona l  an d  social d is tractions.

In n e r  conflic t b e tw een  d e p e n d e n c y ,  s u b 
missiveness, compliance, de tachm en t,  and  ag 
g ress ion ,  h o w ev e r ,  c o n s ta n t ly  c o m p ro m ise d  
R o g e r ’s ad jus tm ent,  p roducing  a d is rup tion  of 
homeostasis w ith  tension and  psychosomatic 
symptoms. H is  failing health ,  fatigue, pa llor,  
listlessness, dyspeptic attacks, and  m igra inous  
headaches w ere evidences of adap tive  im b a l
ance. W h a t  inspired  this im balance  w as an  in 
vasion of his capacity  to detach, p roduced by 
the dem ands m ade  on h im  by his wife and  as
sociates. In addition , his submissive and  com 
plian t behavior, while protecting  h im  from 
imagined h u r t ,  engendered in h im  ov erpow er
ing hostil ity, w hich  p robab ly  d ra ined  itself off 
th rough  his au tom atic  nervous system p ro du c
ing physical symptoms.

As m igh t  be expected ,  R o g e r ’s affabil ity an d  
needs to please w on  for h im  the  p ra ise  of his su p e r i 
ors a t  w o rk ,  an d  he w as  advanced  an d  finally  of
fered a sen ior  position.

H a d  Roger at this point refused to accept 
senior m em bersh ip  in the firm, he m ight have 
escaped the ca ta s trophe  th a t  finally struck him. 
H is  legitimate desires for advancem ent,  h o w 
ever, enjoined him  to accept. H is  conflict be
came more and  more accentuated  unti l finally 
he no longer w as able to m arsha l  fu r ther  
defenses. C ollapse  in ad ap ta t io n  w ith  helpless
ness and  expectations of in ju ry  announced  
them se lves  in a n  a n x ie ty  a t t a c k  d u r i n g  
luncheon w ith  his friend.

As long as he had  been able  to satisfy to a 
reasonable  degree his needs for security, asser
tion, satisfaction in w ork  and  play, and  c rea 
tive self-fulfillment, Roger w as able  to m ake  a 
tolerable  ad jus tm en t even w ith  his psychoso
matic sym ptom s. T h e  p rec ipa ting  factor tha t 
had  b rought about the u n d e rm in in g  of R o g e r ’s 
capacities for adap ta t ion  w as  his p rom otion  to 
senior m em bersh ip  in the firm. W hile  Roger 
h ad  a rd e n t ly  d es i red  th is  p ro m o t io n ,  for

reasons of both s ta tus and  economics, actually  
being pu t  in a position of pa r i ty  w ith  his fr iend 
violated his defense of passivity, compliance, 
a n d  subord in a t ion  and  th rea ten ed  h im  with 
the  very h u r t  he had  an tic ipa ted  as a child in 
re la tionsh ip  to his fa ther and  b ro ther .  T o  ac
cept the  p rom otion  m ean t  th a t  he w ould  be 
challenging of and  p e rh a p s  t r im p h a n t  over 
fa ther  and  b ro the r  figures. T h i s  touched  off 
fears of in ju ry  and  destruc tion  at the  h an d s  of 
a  pow erful and  punit ive  force he could ne ither  
control nor vanqu ish .  Yet R o g e r ’s desire for 
advancem ent,  inspired  by realistic concerns, 
m ade  it impossible for h im  to give u p  tha t  
w hich  he considered his due. Since he was 
a w a re  neither  of how  fearfully he regarded  a u 
thor ity  no r  of how  he w as  opera t ing  w ith  
childish a tt i tudes ,  he w as nonplussed by his 
reactions.

A d r e a m  r e v e a le d  d u r i n g  o n e  p s y c h o t h e r a p y  
se s s io n  w i l l  i l l u s t r a t e  so m e  o f  o u r  p a t i e n t ’s 
m a n e u v e r s  th a t  becam e  ope ra t ive  a n d  a p p a r e n t  in 
th e ra p y .

P t .  I h a d  a d r e a m  last  n ig h t  th a t  upse t  me. I a m  in 
bed  w i t h  t h i s  b ig  w o m a n ,  b ig  w o n d e r fu l  
b reasts .  S h e ’s m y  wife, b u t  she  changes  in to  a 
negress . S h e  s trokes  a n d  touches  m e  all  over , 
a n d  I feel com ple te ly  loved an d  accepted. I 
aw o k e  f rom  th e  d r e a m  w i th  a  s t rong  h o m o se x 
ual feeling th a t  upse t  me. [H ere  R o g e r  sy m b o 
lizes  in d rea m  stru c tu re  h is  d ep en d en c y  im 
p u lse s , h is repu lsio n  a g a in st h is  dep en d en cy , 
h is  in ces tu o u s desire, a n d  th e  re su lta n t h o 
m o se x u a l residue.]

Th. Yes, w h a t  do you m a k e  of  th is?
P t .  I d o n ’t k now . T h e  w o m a n  w a s  com for t ing  an d  

seduct ive.  I a lw ay s  like b ig -b reas ted  w om en .  
Exci t ing .  But  m y  wife i sn ’t as  s tacked as I ’d 
like h e r ,  o r  as  she w a s  in the  d r e a m ,  (pause) 

T h. H o w  a b o u t  the  negress?
P t .  I never  liked the  idea of s leep ing  w i th  a colored 

w o m a n .  M a k e s  me feel creepy.  C o lo red  people  
m a k e  m e feel creepy.  I kn o w  I s h o u ld n ’t feel 
th a t  way.  L as t  t im e  I w a s  h e re  I noticed you 
h a d  a tan  like you had  been in th e  sun. I sa id, 
“ M a y b e  h e ’s got n eg ro  b lo o d .”  I kn o w  I 
s h o u ld n ’t care  if you d id  o r  not ,  bu t  the  idea 
scared  m e for some reason .
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T h .  S ounds  like the w o m a n  in your  d r e a m  w as  
p a r t ly  me. [T h is  in te rp re ta tio n  w as p ro ffe re d  
in the  hop e  o f  s tir r in g  up  so m e tension  to 
fa c ilita te  associa tions.]

P t .  (p a u se ) T h e  idea scares me. W h y  should  I 
w a n t  you to m a k e  love to m e? (p a u se ) By G o d ,  
m ay b e  I w a n t  you to m o th e r  me,  be giving, 
kind.

T h .  H o w  do you feel a bou t  me?
P t .  I w a n t  you to be perfect like a G o d ;  to be ac

cep t ing  a n d  loving; to be wise an d  strong.  I 
rea l ize  I ’m dep en d en t  \m o to r  one], I resent  my 
need to be d e p en d en t  on  you  [m o to r  tw o ] . 
W h e n  you show  an y  w eakne ss ,  I a m  furious. I 
feel guil ty  an d  upset  a bou t  my feelings. I feel 
like kill ing any b o d y  w h o  con tro ls  me. I kn o w  I 
m us t  face respons ib i l i ty ,  bu t  I feel too w eak

an d  u n m a s c u l in e  \m o to r  th ree], I feel like a 
shit  [m o to r  f o u r j an d  h a te  myself. I a m  a 
n o th in g  a n d  I ’d like to be a  som ebody , bu t  I 
c a n ’t.

T h .  A p p a re n t ly  it scares  you to be a som ebody. 
W h e n  you w ere  p ro m o te d ,  you s ta r ted  get t ing  
upse t .

P t .  W h y  shou ld  I? I su p p o se  I feel like I ’m s te p 
p ing  ou t  of  my d e p th .  L ik e  I ’m no t  m an  
eno u g h .  T h e  w ho le  th ing  p uzz les  a n d  f r igh tens  
me.

T h .  So w h a t  do  you do?
P t .  I a m  con s tan t ly  r u n n in g  a w a y  [m o to r  f iv e ] ,  I 

get so a n g ry  a t  people. I d o n ’t w a n t  to see a n y 
body. I ’m so upse t  a b o u t  myself. I t ry  not  to 
feel. B ut  I c a n ’t seem to m a k e  it on m y  ow n.  
[ T h e  r e in s titu tin g  o f  m o to r  o n e ]

FIG. 9-1. Personality M echanism s’*

THE FIVE MOTORS

MOTOR ONE
HIGH DEPENDENCE

"I want you to be perfect, like a God; to be 
accepting and loving; to be wise and 
strong."

MOTOR TWO 
RESENTMENT 

HOSTILITY
"I resent my need to be dependent on 
you. When you show any weakness, I am 
furious. I feel guilty and upset about my 
feelings. I feel like killing anybody who 
controls me."

MOTOR FOUR
DEVALUED SELF-IMAGE

"I feel like a shit and hate myself. I am a 
nothing and I'd like to a somebody, but I 
can't."

MOTOR THREE 
LOW INDEPENDENCE

"I know I must face responsibility, but I 
feel too weak, and unmasculine." (In fe
males: " If I were a man, I would be strong 
and independent.")

MOTOR FIVE
DETACHMENT

"I am constantly running away. I get so 
angry at people. I don't want to see any
body. I'm so upset about myself. I try not 
to feel."

* F ro m  L . R . W o lb e rg  a n d  J .  K ild a h l, T h e  D y n a m ic s  o f  P e rs o n a li ty  (N e w  Y o rk , G r u n e  &  S tr a t to n ,  1 9 7 0 ), p . 2 15 .

R e p r in te d  by  p e rm iss io n .
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T h e  pa tien t in the session was manifestly 
g rop ing  w ith  his passive-dependent strivings 
(m otor one), his rage  (m otor tw o ), his feelings 
of low independence (m otor three), his  de
valued self-image (m otor fo u r), his de tachm ent 
(m otor f ive ),  together w ith  concomitant u n re 
solved incestuous drives and  unexpressed  ho
mosexual impulses. M a n y  aspects of R o g e r ’s 
personality  p rob lem  w ere being projected onto 
his therap is t  in transference.

T h e se  p a t te rn s  a re  delineated  in F igure  9 -1 .  
In te rp re ta t ion  of the p a t i e n t ’s reactions to me

in term s of his hab itua l  personali ty  responses, 
connecting th em  w ith  his experiences in g ro w 
ing up  and  re la ting  them  to the incidents lead 
ing to the collapse in his homeostasis , enabled  
Roger  to a p p ro ach  a different re la tionsh ip  
w ith  me. T h is  occurred abou t  the tw en tie th  
session and  acted as a nucleus for different feel
ings to w ard  himself. N o t  only  w as  homeostasis  
restored  w ith  cessation of his sym ptom s, bu t he 
also w as able to accept his post as a senior 
m em b er  of the f i rm  w ith  subjective and  objec
tive s t reng then ing  of his ego.

Conclusion

C o m m o n  p s y c h o d y n a m ic s  a re  sh a r e d  by 
peo p le  in  o u r  c u l tu re .  T h e y  in c lud e  the  
ravages of h igh dependency, resen tm en t and  
hostil ity, low independence, a  devaluated  self- 
image, and  detachm ent.  It is the degree of 
in tensity  of these drives th a t  de term ine  the ir  
pathogenicity . Offshoots from resen tm en t in 
clude aggression, p e rh ap s  to the po in t of 
sadism, and  also guilt resu lt ing  from the h a te 
ful feelings, even eventua ting  in masochism.

H ig h  dependency is associated w ith  passivity 
a n d  a  fem in in e  iden t i f ic a t io n .  F ee l in g s  of 
hostil ity sponsor guilt,  masochism , aggression, 
and  sadism. L ow  independence p ro m p ts  the 
overcom pensatory  strivings of compulsive a g 
gressiveness and  competitiveness, m ak in g  for a 
neurotic  masculine identification. A devalued

self-image also leads to com pensa tory  m easures  
such  as p e r fe c t io n ism ,  . a m b i t io u s n e s s ,  an d  
po w er  drives. And d e tachm ent often provokes 
one to ab and on  o n e ’s isolation and  p lunge  into 
compulsive gregariousness.  A ny an d  all of 
these drives m ay  become sexualized, so tha t  
o n e ’s sexual im pulses become linked to feelings
of incestuous passivity o r  competit ive d o m in a 
tion w ith  consequent fears of re ta lia tion  or 
w ith  masochist ic o r  sadistic impulses. W h e n  
these drives fail to m a in ta in  homeostasis  and  
conflict is unresolved, then  anxie ty  results  and  
various levels of defense m echanism s opera te  to 
cope w ith  the  anxiety . A g rea t m an y  dynam ic  
them es eventua te  (see F igu re  9 -2 )  and  offer 
themselves as possible foci for exp loration .



CHAPTER 10

Choosing a Dynamic Focus
C. Presenting Interpretations

T h e  most effective focus is one th a t  deals 
w ith  a basic repetitive conflict, the  manifest 
form of w hich  is being expressed th ro u g h  the 
im m ediate  com pla in t  factor.  As an  exam ple , 
consider a crisis s i tuation  involving a wife, the 
m other  of tw o small ch ildren , w ho  insists on a 
divorce because of con tinu ing  d isenchan tm en t  
w ith  her m arriage .  T h e  divorce decision a p 
pears  to be the te rm ina l e rup t ion  of years  of 
d isappo in tm en t in her h u s b a n d ’s failure  to live 
up  to he r  ideal of w h a t  a m a n  should be like. 
After we cut th ro ug h  endless complain ts,  it be
came ap p a ren t  th a t  the s tan d a rd  agains t which 
she measures he r  husban d  is her  father,  w hom  
she w orsh ips as the  epitom e of success and  
m a scu l in i ty .  T h i s  id e a l iz a t io n  ac tu a l ly  h a s  
little basis in fact, being the  re m n a n t  of a n  u n 
resolved oedipal conflict. Be this  as it m ay, it 
has th w ar ted  h e r  ability  to m ake  a p ro p e r  a d 
ju s tm en t  to her  m arr ia ge ,  and  now w ith  the 
decision of a divorce the  in tegrity  of he r  family 
is being th rea tened .  She comes to th e rap y  at 
the urg ing  of he r  law yer w ho  realizes th a t  she 
is too upset at p resent to m ake  reasonable  deci
sions.

A therap is t  w ho  m inim izes the im portance  
of dynam ic  conflicts m ay  a t tem p t to achieve the 
goal of crisis resolution by invoking logic or 
appeals  to com m on sense. H e  m ay  suggest 
ways of pa tch ing  th ings up , insisting th a t  for 
the sake of the  children  a father,  however 
inadequa te ,  is better  th a n  no father.  H e  may, 
upon  consulting w ith  the hu sb and ,  po in t out 
various compromises the h u sb and  can make, 
and  after the  wife has verbally  disgorged a

good deal of he r  hostility in the  therapeu tic  
session, she m ay  be will ing  to cancel h e r  d i
vorce p lans  an d  settle for ha lf  a  loaf ra th e r  
t h a n  none .  T h e  r e c o n c i l i a t io n  is ex ecu ted  
th ro u g h  a suppress ion  of he r  hostility, which 
finds an  outlet th ro u g h  sexual fr igidity and  
v a r io u s  p h y s ica l  sy m p to m s .  O n  th e  o th e r  
h and ,  should the  th e rap is t  recognize the core 
conflict th a t  is motiva t ing  he r  idea of divorce, 
there  is a  chance  th a t  the  pa t ien t  m ay  be 
helped to an  aw aren ess  of h e r  merciless in 
volvement w ith  he r  fa ther and  the  destructive 
unreasonab leness  of her fantasies of w h a t  an 
ideal m arr ia g e  is like. She m ay  then  allow 
herself  to exam in e  the real v ir tues of he r  h u s 
ban d  and  the t rue  advantages of he r  exis ting 
m arr iage .

A dynam ic  focus should , therefore,  be p ro s
pected in the course of exp lo r ing  the im m edia te  
com pla in t  factor. Such a  focus is often arr ived  
a t  in tu i t iv e ly  (B in d e r ,  197 7 ) .  T h e  m o re  
em path ic ,  skilled, and  experienced the  th e r a 
pist, the  m ore  likely he will be to exp lore  the 
actual opera t ive  dynamics. H ow ever ,  no m a t 
ter  how  firmly convinced he is in his im 
m edia te  assum ptions ,  he realizes tha t  these are  
b e in g  p re d ic a te d  on in c o m p le te  d a ta .  H e  
know s th a t  his pa t ien t  m ay  deliberately  w i th 
hold im p o rta n t  in form ation , o r  though  the  p a 
tient m ay  recognize certa in  conflicts she is still 
oblivious to the i r  significance o r  completely  
u n a w a re  of the i r  existence. W h a te v e r  tentative 
theories come to the  th e r a p is t ’s m ind , he will 
con tinue  to check and  to  revise them  as fu r ther  
inform ation  unfolds. In terv iews w ith  relatives

125



126 HANDBOOK OF SHORT-TERM PSYCHOTHERAPY

and  friends are  extremely valuable  since they 
m ay open facets of p roblem s not evident in the 
conversations w ith  the pa tient.  M oreover ,  once 
the pa tient d u r ing  the first encounte r has d i 
vulged da ta ,  la ter  interviews will help uncover 
rational iza t ions, projections, and  dis tortions 
tha t  will force the  therap is t  to revise his thesis 
and  concentrate  on a different focus from the 
one tha t  originally  seemed so obvious.

N o m at te r  how astu te  the therap is t  has been 
in exposing a t ru ly  m om entous  focus, the p a 
t i e n t’s reactions will d e te rm ine  w he the r  the  ex
posure tu rn s  ou t to be fruitful or not.  F o r  ex
am ple , even though  an  underly ing  p rob lem  is 
c a u s in g  havoc in a p e r s o n ’s life an d  is 
responsible for the  crisis tha t  brings the  person 
to therapy , this  does not imply tha t  the pa tien t 
will elect to do any th in g  about it. Its emotional 
m ean ing  m ay be so im po rtan t  to the pa tient,  
the subversive pleasures  and  secondary gains 
so great, tha t  suffering and  misery are  easily 
accepted as conditions for the indulgence of 
destructive drives even w here  the  pa tien t  has 
full insight into the  problem , recognizes its 
genetic roots, and  realizes the complications 
th a t  inevitably indemnify the indulgence. I re 
call one patient whose yearn ing  for revenge on 
a younger sibling produced a repetitive series 
of co m p e t i t iv e  e n c o u n te r s  w i th  s u r ro g a te  
figures tow ard  w hom  re ta lia to ry  hostil it ies and 
violence b rough t forth p un ish m en t by em 
ployees, colleagues, and  friends. A series of 
abuses culm inated  in a d isastrous incident in 
which a physical assault on a fellow employee 
resulted in the p a t i e n t ’s discharge from a 
prom ising  executive position. T h is  hap p en in g  
was so widely publicized in the indus try  tha t  
the patient w as unab le  to secure an o th e r  job . 
D u r in g  the rapy  the  patient was confronted 
w ith  the m ean ing  of his behavior and  p a r t ic u 
larly  his revenge and  masochistic motives; he 
readily  recognized and  accepted their  validity. 
T h is  did not in the  least deter  his acting out on 
any  occasion w hen  he could vent his rage on a 
sibling figure. At the end of ou r  brief trea tm en t  
period , it w as recom m ended tha t  he go into 
long-term  therapy ,  w hich  he b lun t ly  refused to 
do. H e  seemed reconciled to pursue  a d a m a g 

ing course for the  m o m en ta ry  joy  tha t  followed 
an  ou tburs t  of aggression.

E x p e r ie n c e  w i th  the  ad d ic t io n s  p ro v id e  
am ple  evidence of the  futil ity of focusing on the 
dynam ics of a dangerou s  and  w h a t  app ea rs  on 
the surface to be a d isagreeab le  way of b ehav 
ing. But, th a t  some pa tien ts  d isregard  logic 
does not nullify the  need to persist in m a k 
ing careful in te rp re ta t ion s  in the hope  of 
eventually  e roding resistance to the  voice of 
reason.

W e  m ay expect th a t  a  pa t ien t  in need of 
help  will com m unica te  sufficiently to supp ly  
essential m ate r ia l  from w hich  a focus m ay  be 
ex trapola ted .  U n d ers tan d ab ly ,  there  will be 
differences in em phas is  am o ng  therap is ts ,  even 
a m o n g  those  w h o  hav e  received s im i la r  
theoretical g round ing .  T h e  available  m ater ia l  
is usually  sufficiently rich to enab le  therap is ts  
to em p a th ize  w ith  aspects th a t  synchronize 
w ith  the ir  needs, in tu it ions , ideas, and  biases.

Since all people  share  certa in  conflicts tha t  
a re  basic in o u r  culture ,  some of these can con
stitute  the d ynam ic  focus a ro u n d  which in te r 
pre ta tions  a re  made. T h u s  m anifestations of 
the struggle  over separa tion -ind iv idua t ion  fol
low ing the  ideas of M a n n  (1973), persistence 
of oedipal fantasies as exemplified in the w ork  
of Sifneos (1972), and  residues of psychic 
masochism  such as described by L ew in  (1970) 
a re  some of the core conflicts th a t  m ay  be ex
plored  and  in te rp re ted .  Sensitiz ing oneself to 
indications of such conflicts as they come 
th ro ug h  in the p a t i e n t ’s com m unicat ions ,  the 
th e rap is t  m ay  repeated ly  confront the  pa tien t  
w ith  evidence of how  he is being victimized by 
th e  o p e ra t io n s  of specific in n e r  s a b o te u rs .  
T h e r e  is scarcely a person in w h om  one m ay 
not, if one searches assidiously enough, find in 
dications of incomplete  sep a ra t io n - ind iv id ua 
tion, f ragm ents  of the oedipal struggle, and  
surges of guilt and  masochism . It is essential, 
however,  to show how these are  in t im ate ly  
co nn ec ted  w i th  th e  a n x ie t ie s ,  needs ,  an d  
defenses of each pa t ien t  and  how  they u lt i
m ate ly  have b ro u g h t  about the  sym ptom s and  
behaviora l  difficulties for w hich  the pa tien t  
seeks help.
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Lest we overem phasize  the pow er of insight 
in b r inging about change, we m us t stress tha t  
to a large extent the choice of a focus will 
depend on the th e ra p is t ’s seeing the presen ting  
problem  of the pa tien t th ro ug h  the lens of his 
theoretical convictions. A F reud ian ,  J u n g ia n ,  
A d le r ia n ,  K le in ia n ,  H o rn e y i t e ,  S u l l iv a n ia n ,  
Existentialist,  or behavior the rap is t  will focus 
on different aspects and  will o rgan ize  a t r e a t 
ment p lan  in accordance w ith  personal ideol
ogies. W hile  the focus, because of this, will 
vary, there  is considerable  evidence tha t  how  
the focus is im plem ented  and  the  qua li ty  of the 
re la tionsh ip  w ith  the pa tient a re  at least as im 
portan t factors in the cure, if not more so, th an  
the prescience of the therap is t  and  the ins igh t
ful bone of dynam ic  w isdom he gives the p a 
tient to chew on. T h a t  im plan ta t ions  of insight 
sometimes do a lter  the  ba lance  between the 
r e p re ssed  an d  rep ress iv e  forces c a n n o t  be 
disputed. H o w  m uch the benefits are  d ue  to 
this factor and  how m uch a re  the p roduc t of 
the placebo effect of insight, however, is dif
ficult to say. W h e re  a the rap is t  is firmly con
vinced of the validity of the focus he has chosen 
and  he convinces his pa t ien t  th a t  neurotic  
demons w ith in  can be controlled th ro u g h  ac
cep tin g  a n d  ac t in g  u p o n  th e  “ in s ig h t s ” 
presented, tension and  anxie ty  m ay be suffi
ciently lifted to relieve sym ptom s and  to p ro 
mote productive ad ap ta t io n .  Even spur ious 
insights if accepted m ay in this w ay  serve a 
useful purpose. W ith o u t  question , neverthe
less, the closer one comes in ap p ro x im a t in g  
some of the  sources of the  p a t i e n t ’s cu rren t 
troubles, the g rea te r  the likelihood th a t  signifi
cant benefits will follow.

In this respect for some years I have e m 
ployed a scheme th a t  I have found valuab le  in 
w orking w ith  patients .  T h is  consists of s tu dy 
ing w ha t  resistences arise d u r in g  the im ple
menta tion  of the  techniques th a t  I h ap p e n  to 
be employing at the time. T h e  resistances will 
yield da ta  on the existing dynam ic  conflicts, 
the most obstructive of w hich  is then  chosen as 
a focus.

Experience w ith  large n um bers  of pa tien ts  
convinces tha t  three com m on developm ental

prob lem s in i tia te  em otional difficulties and  
create resistance to p sy cho th e rapy — first, high 
levels of dependency  (the p roduct of inadequa te  
separa tion -ind iv idua tion ) ,  second, a h y p e r t ro 
ph ied  sadistic conscience, and ,  th ird ,  devalua ted  
self-esteem. C oexist ing  and  reinforcing each 
o ther ,  they create  needs to fasten onto  and  to 
d i s t ru s t  a u th o r i t y ,  to to r m e n t  a n d  p u n is h  
oneself masochistically, and  to w allow  in a 
sw am p  of hopeless feelings of inferiority and 
ineffectuality. T h e y  frequently  sabotage a th e r 
ap is t ’s most skilled t re a tm en t  interventions, 
and, w hen  they manifest themselves, unless 
dealt w ith  delibera te ly  and  firmly, the  t r e a t 
m en t process will usually  reach an  u n h ap p y  
end. D edicated  as he m ay be to the i r  reso lu
tion, the  most the  therap is t  m ay  be able  to do 
is to point out evidences of opera t ion  of these 
saboteurs,  to delineate  the ir  orig in  in early  life 
experience, to indicate the ir  destructive im pact 
on the achievement of reasonab le  adaptive  
goals, to w a rn  th a t  they m ay m ake  a sham bles 
out of the p resen t t re a tm en t  effort, and  to en 
courage  the pa t ien t  to recognize his personal 
responsibili ty  in p e rp e tu a t ing  the ir  operation . 
T h e  tenacious hold they can have on a  pa tien t  
is il lustrated  by this  fragm ent of an  interview.

T h e  patien t,  a w rite r ,  42 years  of age, w ho 
m ade  a skimpy living as an  editor in a pub lish 
ing house cam e to the rap y  for depression and  
for he lp  in w ork ing  on a novel tha t  had  defied 
co m p le t io n  for yea rs .  A n g e r ,  g u i l t ,  sh a m e  
and  a host of o ther  em otions bubbled  over 
w henever  he com p ared  him self  w ith  his more 
successful colleagues. H e  w as in a  custom ari ly  
frustra ted , d esponden t mood w hen  he com 
plained:

P t .  I j u s t  c a n ’t get  my ass m ov ing  on  an y th in g .  I 
sit d o w n  a n d  my m ind  goes b lank .  S ta r in g  a t  a 
b la n k  piece of  p a p e r  for h o u rs ,  I f inally  give 
up .

Th. T h i s  m ust  be te r r ib ly  f ru s t ra t in g  to  you.
P t .  (a n g r ily ) F ru s t r a t in g  is a m ild  w o rd ,  doctor .  I 

can kill m yse lf  for being such a  shit.
T h. Y ou rea l ly  th in k  you a re  a  sh i t?
P t .  (a n g r ily ) N o t  only  do I th in k  I a m  a shit , I am  

a  shit ,  a n d  n obody  can convince m e th a t  I ’m 
not.
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T h .  F ra n k ly ,  F re d ,  I ’m  no t  even going to  try. B ut  
you m us t  have h a d  som e h o p e  for yourself,  
o the rw ise  you never  w ou ld  h ave  come here.

Pt. I f igured  you could  get  m e  o u t  of  this,  bu t  I 
k n o w  i t ’s no  use. Fve  a lw a y s  been  a  tai l ender .  

T h .  (confronting the patient) Y ou k n o w ,  I get the  
im press ion  th a t  y o u ’ve got  a n  inves tm en t  in 
h o ld ing  on to the  im press ion  you a re  a  shit . 
W h a t  do you th in k  you get  ou t  of  th is?

Pt. N o th in g ,  abso lu te ly  n o th ing .  W h y  shou ld  I 
need th is?

T h .  You tell me. [In his upbringing the patient 
was exposed to a rejecting father who de
manded perfection from his son. The father 
was never satisfied with the even better than 
average marks his son obtained at school and 
compared him unfavorably with boys in the 
neighborhood who were prominent in athletics 
and received commendations for their school 
work. It seemed to me that the paternal in- 
troject was operating in the patient long after 
he left home, carrying on the same belittling 
activities that had plagued his existence when 
he was growing up. ]

Pt. (pause) T h e r e  is no reason ,  (pause)
T h .  You kn o w  I get th e  im pre ss ion  th a t  you a re  

do ing  the  sam e jo b  on yourse lf  no w  th a t  you r  
fa the r  did on you w h e n  you w ere  a  boy. I t ’s 
like y o u ’ve got h im  in yo u r  h ead .  [In the first 
part of the session the patient had talked about 
the unreasonableness of his father and his own 
inability to please his father.]

Pt. I a m  sure  I do, bu t  k n o w in g  th is  d o e s n ’t help. 
T h .  C o u ld  it be th a t  if you m a k e  yourse lf  helpless 

som ebody  will come a long  a n d  help  you ou t?  
[I was convinced the patient was trying to

foster a dependent relationship with me, one in
which I would carry him to success that defied 
his own efforts. ]

P t. Y ou m ean ,  you?

T h .  I s n ’t th a t  w h a t  you said a t  th e  beg inn ing ,  th a t  
you cam e to me to  get  you o u t  of  th is  th ing?  
You see if I let you get  d e p e n d e n t  on  m e  it 
w o u l d n ’t rea l ly  solve your  p ro b lem . W h a t  I 
w a n t  to do is he lp  you he lp  yourself.  T h i s  will 
s t r en g th en  you.

Pt. B ut if I c a n ’t he lp  myself, w h a t  th en ?

T h .  F ro m  w h a t  I see th e re  i sn ’t a n y  reaso n  w h y
you c a n ’t get  o u t  of  th is  th in g — this  self
sabotage.  ( The patient responds with a dubi
ous expression on his face and then quickly tries 
to change the subject.)

In  the  conduct of brief  t r e a tm e n t  one m ay 
not have to deal w ith  the  under ly in g  conflicts 
such as those above as long as the p a tie n t is 
m oving along an d  m aking progress. I t is only  
when therapy is bogged dow n th a t sources o f  
resistance m ust be uncovered. T h ese  as has 
been indicated, a re  usual ly  rooted  in the  im 
m a t u r e  n eed s  a n d  defenses  o f  d e p e n d e n t ,  
masochistic, self-devaluating p rom p tin gs .  At 
some point an  exp lana t ion  of w h ere  such 
p ro m p tin g s  or ig ina ted  and  how  they a re  now 
o p era t ing  will have to be given the  pa tient.  
T h i s  ex p lana t io n  m ay  at first fall on deaf ears, 
bu t  as the  th e rap is t  consistently dem ons tra tes  
the ir  existence from  the  p a t i e n t ’s reactions and  
pa t te rn s ,  th e  pa t ien t  m ay  eventually  g rasp  
the ir  significance. T h e  desire to m ake  oneself 
dependen t and  the destructiveness of this  im 
pulse, the  connection of suffering an d  sy m p 
tom s w ith  a pervasive desire for p u n ish m en t ,  
the  masochistic  need to appease  a sadistic con
science tha t  derives from a bad p a ren ta l  in- 
troject, the opera t io n  of a devalued self-image, 
w ith  the subversive gains th a t  accrue from  vic
t im iz ing  oneself,  m us t be repeated  at every op 
portun ity ,  confron ting  the  p a t ien t  w ith  qu es
tions as to w hy  he needs to con tinue  to sponsor 
such activities.

Sometim es a genera l  ou tl ine  of dynam ics 
(such as a re  detailed  in C h a p te r  9) m ay  be of
fered the p a t ien t  w ith  the object of e ither  s t i r 
r ing  u p  some anxie ty  o r  res is tance o r  of p ro 
viding the p a t ie n t  w ith  an  in te rp re ta t ion  th a t  
fos te rs  a  b e t t e r  u n d e r s t a n d in g  of h im se lf .  
W h ile  the delineated  drives an d  defenses are  
p r o b a b ly  ty p ic a l  in o u r  c u l t u r e  of b o th  
“ n o rm a l”  and  neurotic  individuals, the  specific 
modes of o p e ra t ion  and  the k inds of sym ptom s 
and  m a lad ju s tm en ts  th a t  exist a re  u n iq u e  for 
each individual.  Every  person  has  a thu m b ,  
bu t pa t te rn s  of th u m b p r in ts  a re  all different. 
T h e  therap is t ,  em ploying  a b luepr in t  such as 
F igu re  1 0 -1 ,  m ay  try  to fit each p a t i e n t ’s 
p rob lem s into it and  then  choose for focus 
w hatever  aspects a re  most im p o r ta n t  a t  the 
m om ent.  F o r  exam ple ,  the  pa t ien t  m ay  d ur ing  
a session com pla in  of a  severe headache  and  
thereafte r  proceed to beat h im self  m asochis
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tically, b lam ing  himself for being w eak  and  
ineffectual. T h e  therap is t  should then search to 
see how  this t rend  affiliates itself w ith  guilt 
feelings and  w h a t  im m ediate  s i tuation inspired 
such feelings. T h e  therap is t  m ay  discover tha t 
w h a t  is behind the guilt is anger  in the  pa tient 
at his wife for not living up  to his expectations 
in executing he r  household  duties. F u r th e r  
p rob ing  m ay reveal anger  at the th erap is t  for 
not doing m ore  for the  patient.  Such t r a n s 
ference m anifestations m ay enable  the  th e ra 
pist to m ake  a connection w ith  the  p a t i e n t ’s 
m othe r  tow ard  w hom  there has existed since 
childhood a good deal of anger  for he r  neglect 
and  rejection. T h i s  will open u p  a discussion of 
the p a t ie n t’s excessive dependency  needs and  
the inescapable  hostil ity, low independence, 
a n d  deva lue d  se lf-es teem  th a t  d e p e n d e n c y  
b r in g s  a b o u t .  A n asso c ia t io n  m a y  be es
tablished between the p a t i e n t ’s hostil ity tu rned  
inw ard  and  the m igra ine  headaches for which 
the rapy  w as sought in the first place. T h e  
therap is t  should in this  w ay  take  advan tage  of 
every opp o r tu n i ty  to show the pa tien t  the  in 
t e r r e l a t io n s h ip  b e tw een  h is  v a r io u s  d rives ,  
tra its , '  and  sym ptom s, keeping in m ind tha t  
while a certa in  trend  m ay  encompass the p a 
t ien t’s chief concern at the m om ent,  it never 
occurs in isolation. It is re la ted  in t im ate ly  to 
o ther  in trapsychic  forces even though  the con
nection may not be im mediately  clear.

An individual can m ake  a reasonable  ad ju s t
m en t for a long time even w ith  a vulnerab le  
charac te r  st ruc ture .  H is  personali ty  motors, 
defective as they may have been, still opera te  
h arm oniously ;  various balances and  co un te r
balances m a in ta in  the psychological equ il ib 
r ium . T h e n  because of the  imposition of an  ex
te rna l  crisis si tuation o r  because of stresses as
sociated w ith  inn e r  needs and  ex te rna l de
m ands , anxiety, depression, phobias ,  and  o ther 
sym ptom s app ea r .  T h e  pa t ien t  m ay  consider 
th a t  his ad jus tm en t p r io r  to the presence of 
some prec ip ita ting  factor was satisfactory if not 
ideal, with  no aw areness  of how his tenuous 
p e r s o n a l i ty  in te ra c t io n s  hav e  been s p o n 
soring various sym ptom s and  u lt im ately  had

produced his b reakd ow n . H e  is very m uch  like 
a m an  w ith  back pa in  w ho  credits his “ sci
a t ic a ” to one incident of lift ing a w eight tha t  
w as  too heavy, oblivious of the fact th a t  for 
m onths  or years he has, th ro ug h  faulty  pos ture  
and  lack of exercise, been accum ula ting  w eak  
and  s tra ined muscles.

T h u s  a p a tien t  w hose self-image is being 
sus tained by a  defense of perfectionism, for as 
far back as he can  rem em b er ,  will have to p e r 
form  flawlessly even in t iny  and  most incon
sequentia l  a reas  of achievement.  T o  perfo rm  
less than  perfect is ta n ta m o u n t  w ith  failure  and  
signals inferiority  and  a sha t te red  identity. T h e  
merciless d e m an ds  he m akes on himself m ay  
actua lly  be im possible  of fu lfillment. At a 
certa in  po in t  w hen  he canno t face up  to  de
m a n d s  in some tru ly  im p o r tan t  s i tua t ion , his 
fa i lu re  will act like a spa rk  in an  explosive m ix 
ture .  T h e  eventua ting  sym ptom s th a t  finally 
b r ing  him  into t re a tm en t  a re  depression and  in 
som nia. It will req u i re  litt le acum en for a th e r a 
pist to spot the  perfectionistic trends  a ro un d  
w hich  the p a t ien t  fashions his existence. B u t  to 
a rg ue  h im  out of his perfectionism an d  to 
counte r  the  b a r rag e  of ra t iona l iza t ion s  evolved 
over a lifetime a re  difficult, if not impossible, 
tasks. W e  may, nevertheless, a t te m p t to w ork  
w ith  cognitive th e rap y  and  select perfectionism 
as a focus, po in t ing  out the d is tort ions in logic 
th a t  govern the  p a t i e n t ’s th ink in g  process. N ot 
all the rap is ts  have the skill and  s tam ina  to do 
this, n o r  do we yet have sufficient d a ta  to testify 
to the  efficacy of this  a p p ro ach  in most cases.

W h a t  w ould  seem indicated is to review 
w ith  the pa t ien t  the  full im plications of his 
perfectionism, its re la tionsh ip  to his defective 
self-image, the sources of self-devaluation in 
incom plete  separa tion -ind iv idua t ion ,  the o p e r 
ations of masochism , and  so forth. O bviously, 
the  therap is t  m ust have evidence to justify  
these connections, but even though  he presents  
an  ou tl ine  to the  pa tien t of possibilities and  
stim ula tes  the  pa t ien t  to m ake  connections for 
himself, he m ay  be able to p e n e tra te  some of 
the p a t i e n t ’s defenses. G iv ing  the pa tien t some 
idea about personali ty  developm ent may, as I
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have indicated, be occasionally helpful, espe
cially w here insufficient tim e is available  in 
therapy  to p inpo in t  the precise pathology. P a 
tients are  usually  en thusiastic  at first at having 
received some clarification, an d  they m ay even 
acknowledge tha t  segments of the presented  
outl ine relate to themselves. T h e y  then seem to 
lose the significance of w h a t  has been revealed 
to them. H ow ever ,  in my experience la te r  on 
in follow-up, m an y  have b rough t up  per t inen t  
details of the outl ine and  have confided th a t  it 
st im ulated th ink ing  about themselves. T h u s  in 
the case of Roger described in the last chap te r ,  I 
gave h im the following general in te rp re ta tion :

T h .  I believe 1 have a  fair  idea of w h a t  is go ing  on 
with  you, bu t  I ’d like to s ta r t  from  the  b eg in 
ning .  I shou ld  like to give you a p ic tu re  of 
w h a t  h a p p e n s  to the  average  person  in the 
g ro w in g -u p  process . F ro m  th is  p ic tu re  you 
m ay  be ab le  to u n d e r s ta n d  w h e re  you fit and  
w h a t  has  h a p p e n e d  to you.  Y ou  see, a  child  at 
b i r th  comes into the  w or ld  help less  an d  d e 
penden t .  H e  needs a g rea t  deal  of  affection,  
care,  an d  s t im u la t ion .  H e  also needs to  receive 
the p ro p e r  disc ip line to  p ro tec t  h im . In this 
m ed iu m  of loving an d  u n d e r s ta n d in g  care  and  
discip line, w h ere  he is given a n  o p p o r tu n i ty  to 
g ro w , to develop, to exp lo re ,  an d  to express  
himself, his independence  g ra d u a l ly  increases 
and  his dependence  g r a d u a l ly  decreases, so 
th a t  at  ad u l th o o d  there  is a hea l th y  ba lance  be
tw een  factors  of dependenc e  a n d  independence .  
Let  us say they  a re  equ a l ly  ba lanced  in the 
average  ad u l t ;  a cer ta in  a m o u n t  of dependence  
being  q u i te  n o rm a l ,  bu t  not so m u ch  th a t  it 
c r ipp les  the  person .  N o rm a l ly  the  dependence  
level m ay  te m p o ra r i ly  go u p  w h e n  a  person  
gets sick o r  insecure, an d  his in d ependence  will 
t e m p o r a r i l y  recede .  B u t  t h i s  sh if t  is o n ly  
w i th in  a n a r ro w  range.  H o w e v e r ,  as a  result  of 
bad or  d ep r iv ing  exper iences  in ch ildhood , and  
from  your  his tory ,  this seems to have  h a p p e n e d  
to you to some extent  [the p a t i e n t ’s fa th e r  a 
sa lesm an w as a w a y  a g o o d  dea l o f  th e  tim e  a n d  
his o lder b ro th e r b ru ta lly  in tim id a te d  h im ], 
the  dependence  level never  goes d o w n  suffi
ciently a n d  the  independence  level stays low. 
N o w  w h a t  h a p p e n s  w h e n  a person  in adu l t  life 
has excessive dependency  an d  a low level of  in 

d e p en d en c e?  M i n d  you, you m ay  not show  all 
of  th e  th in g s  th a t  I sha ll  po in t  ou t  to  you, but  
t ry  to f igure  ou t  w h ich  of  these  do  a p p ly  to 
you.

N o w ,  m ost  people  w ith  s t ro n g  feelings of 
dep en d en c e  will a t t e m p t  to find p e rsons  w ho  
a re  s t ro n g e r  t h a n  they a re ,  w h o  can do for 
t h e m  w h a t  t h e y  feel t h e y  c a n n o t  do for 
themselves.  It  is a lm ost  as if they  a re  search ing  
for idealized  p a ren ts ,  not  th e  sa m e  k ind  of 
p a r e n t s  they  h a d ,  but  m u ch  b e t te r  ones. W h a t  
does th is  do  to  the  in d iv idua l?  F irs t ,  usua l ly  he 
becomes d isa p p o in te d  in the  peop le  he  picks 
ou t  as  idealized  p a r e n ta l  f igures because they 
never  com e u p  to his expec ta t ions .  H e  feels 
cheated .  F o r  instance ,  if a  m a n  weds  a  w o m a n  
w h o  he  expects  will be a k ind ,  giving, p ro tec 
tive, m o th e r  f igure, he will become in furia ted  
w h e n  she fails h im  on an y  coun t .  Second, he 
f inds th a t  w h e n  he does re la te  h im se lf  to a p e r 
son on to  w h o m  he  projects  p a r e n ta l  quali t ies ,  
he  begins to feel help less  w i th in  himself, he 
feels t r a p p e d ,  he has  a des ire  to escape  from 
the  re la t io n sh ip .  T h i r d ,  the  feeling of  being  d e 
p e n d e n t ,  m ak es  h im  feel passive like a child. 
T h i s  is of ten associated in his m in d  w i th  being 
no n m ascu l in e ;  it c rea tes  fears of  his becom ing 
h o m o se x u a l  a n d  re la t in g  h im se lf  passively to 
o th e r  m en .  T h i s  role,  in o u r  cu l tu re ,  is m ore  
accep tab le  to  w o m en ,  but  th ey  too fear  e x 
cessive passivity , an d  they  m ay ,  in r e la t ion  to 
m o th e r  figures, feel as  if they  a re  b reas t- se ek 
ing an d  hom osexua l .

So here  he has  a dep en d en c y  m o to r  th a t  is 
c o n s t a n t ly  o p e r a t i n g ,  m a k i n g  h im  fo ra g e  
a ro u n d  for a  p a re n ta l  image. Inev itab ly  they  
d isa p p o in t  h im .  (A t th is  p o in t  th e  p a tie n t  in 
te r ru p te d  a n d  d escrib ed  h o w  d isa p p o in te d  he  
w as in h is w ife , h o w  in e ffec tive  she  w as, h o w  
u n a b le  she  p ro v e d  h e r se lf  to be in ta k in g  care  
o f  h im . W e d iscu ssed  th is f o r  a m in u te  a n d
then  I  co n tin u e d .)  In add i t io n  to  th e  d e 
pendency  m o to r ,  the  person  h a s  a  second m o 
to r  ru n n in g ,  a r e sen tm en t  m o to r ,  w hich  o p e r 
ates  cons tan t ly  on the  basis th a t  he  is e i ther  
t r a p p e d  in dependenc y ,  o r  can n o t  find an  
idealized  p a r e n ta l  f igure, o r  because  he  feels or  
acts passive a n d  helpless.  T h i s  re sen tm en t  p ro 
motes t r e m e n d o u s  guilt  feelings. After  all , in 
o u r  c u l tu re  one  is not su pposed  to hate .  But
the  h a te  feelings som e tim es do t r ick le  ou t  in
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spite  of this,  an d  on special occasions they  gush  
out ,  like w h e n  the  person  d r in k s  a li tt le too 
m u ch .  (The patient laughs here and says this is 
exactly what happens to him.) If  the  h a te  feel
in g s  do  c o m e  o u t ,  t h e  p e r s o n  m a y  get 
f r igh tened  on  the  basis tha t  he is losing con
trol.  T h e  very idea of h a t in g  m ay  be so u p s e t 
t ing  to h im  th a t  he pushes  th is  im p u lse  ou t  of 
his m in d ,  w i th  re su l t ing  tens ion ,  depress ion ,  
physical  sy m p to m s  of var ious  k inds ,  an d  self- 
h a te .  T h e  h a te  im pulse  h av in g  been blocked is 
t u rn e d  back  on the  self. T h i s  is w h a t  w e call 
m asoch ism , the  w e a r in g  of  a  h a i r  sh ir t ,  the 
cons tan t  se l f -p u n ish m en t  as a  resu l t  of  feed
back of re sen tm en t .  T h e  r e sen tm en t  m ach in e  
goes on a good deal of  th e  t im e  r u n n in g  
alongs ide  the  d ependenc y  m otor.

As if th is  w e r e n ’t eno u g h ,  a th i rd  m o to r  gets 
go ing a long  w i th  the  o th e r  two. H ig h  d e 
pendence  m ean s  low independence .  A person  
w ith  low feelings of indep en d en ce  suffers t e r 
r ib ly  because he does not  feel sufficient  u n to  
himself;  he  does not  feel com pe ten t .  H e  feels 
nonm ascu l in e ,  passive, help less ,  dep en d en t .  It 
is h a rd  to live w i th  such feel ings,  so he  m ay  try  
to  c o m p e n s a t e  by b e in g  o v e r ly  ag g re ss iv e ,  
overly  com peti t ive ,  an d  overly m ascu line .  T h i s  
m ay  c reate  m u ch  t roub le  for the  person  be
cause  he m ay  try  too h a r d  to m ake  u p  for his 
feelings of loss of m ascu l in i ty .  H e  m ay  have 
fan tas ies  of  becom ing  a s t rong ,  han d so m e ,  
overly  active sexual  m ale,  a n d ,  w h e n  he  sees 
such a f igure, he w a n ts  to identify  w i th  him. 
T h i s  m ay  c rea te  in h im  desires  for an d  fears of 
h o m ose xua l i ty ,  w hich  m ay  terr ify  some men 
w h o  do not  rea lly  w a n t  to be hom osexua l .  
In teres t ing ly ,  in w o m e n  a lo w - independence  
level is com pensa ted  for by h e r  com pe t ing  w ith  
m en ,  w a n t in g  to be like a m a n ,  ac t ing  like a 
m a n ,  an d  resen t ing  being  a w o m a n .  H o m o s e x 
ual  im pu lses  a n d  fears also m ay  som etim es 
em erge  as a resu l t  of r e p u d ia t io n  of  femininity .

A consequence of low feelings of inde 
pendence  is a devalued  se lf- image, w h ich  s ta rts  
the  fourth  m o to r  going. T h e  person  begins to 
despise  himself, to feel he  is w eak ,  ugly, and  
con tem ptib le .  H e  will pick ou t  an y  personal  
evidence for this th a t  he can find, like s ta tu re ,  
com plex ion ,  physiognom y,  a n d  so on. If he 
h a p p e n s  to have a s light h a n d ic a p ,  like a p h y s 
ical deform ity  o r  a small  pen is ,  he will focus on 
t h i s  as  ev id e n c e  t h a t  he  is i r r e t r i e v a b ly

d a m a g e d .  Feel ings  of se lf-devaluat ion  give rise 
to a host  of c o m p en s a to ry  drives, like be ing 
perfectionis t ic ,  overly  am b i t io u s ,  a n d  p o w e r  
d r iven .  As long as he  can  do th ings  perfectly  
an d  o p e ra te  w i th o u t  f law , he  will  respect  
h imself . O r ,  if he  is b r ig h t  en o u g h  a n d  his e n 
v i ro n m e n t  favorable ,  he  m a y  boost h im se lf  into 
a  successful posit ion  of  p o w e r ,  o p e ra te  like a 
s t ro n g  a u th o r i ty  a n d  g a th e r  a ro u n d  h im se lf  a 
g ro u p  of  sy c o p h an ts  w h o  will w o r sh ip  h im  as 
th e  idealized  a u th o r i ty ,  w h o m  in t u r n  the  in d i 
v idual  m ay  resen t  an d  envy w hile  accep ting  
t h e i r  p laud i ts .  H e  will feel exp lo i ted  by those 
w h o  e levate  h im  to the  posi t ion  of a  h igh 
pr ies t .  “ W h y , ”  he m ay  ask  h imself ,  “ c a n ’t I 
f ind som ebody  s t ro n g  w h o m  /  can  dep en d  o n ? ” 
W h a t  he  seeks ac tua l ly  is a  d e p e n d e n t  r e la t io n 
sh ip ,  bu t  th is  role en ta i l s  such conflict  for h im  
th a t  he goes in to  fierce com pet i t iveness  w ith  
a n y  a u th o r i ty  on  w h o m  he  m igh t  w a n t  to be 
dep en d en t .

So he re  w e  have o u r  dep en d en c y  o p e ra t in g  
firs t;  second, re se n tm e n t ,  aggress ion ,  guilt , an d  
m asoch ism ;  th i rd ,  dr ives for independence ;  an d  
fo u r th ,  se lf-devaluation  a n d  m a n e u v e r s  to over 
com e  th is  t h r o u g h  such technics  as  perfec
t ion ism ,  o ve ram bi t iousness ,  a n d  p o w e r  s t r iv 
ings, in fan ta sy  o r  in reality .

T o  com plica te  m a t te r s ,  som e of these drives 
get sexual ized .  In  dependenc y ,  for instance,  
w h e n  one  re la tes  to  a pe r so n  th e  w a y  a  child  o r  
in fan t  re la tes  to a  p a r e n t ,  th e r e  m ay  be e x p e r i 
enced a p ow erfu l  suffusion of good feeling th a t  
m ay  bu b b le  over  in to  sexua l  feeling. T h e r e  is 
p ro b a b ly  a g rea t  deal  of sexua l i ty  in all infants  
in a  very diffuse form, p recu rso r s  of a du l t  sex
uali ty .  A n d  w h e n  a  person  rever ts  em otiona l ly  
back to th e  d ependenc y  of  infancy,  he m ay  
reex p e r ien ce  diffuse sexual  feelings to w a rd  the 
p a r e n ta l  figure . If a  m a n  re la tes  d ep en d en t ly  to 
a  w o m a n ,  he  m ay  sus ta in  to w a rd  h e r  a  k ind  of 
inces tuous  feeling. T h e  se xua l i ty  will  be no t  as 
a n  a d u l t ,  bu t  as  a n  in fan t  to a m o th e r ,  an d  the  
f ee l in g s  fo r  h e r  m a y  be a c c o m p a n i e d  by 
t r e m e n d o u s  guil t , fear  a n d  p e r h a p s  a n  inab il i ty  
to function  sexually .  If the p a r e n ta l  f igure  h a p 
p en s  to be a m an  instead  of a w o m a n ,  the  p e r 
son m ay  still re la te  to h im  like to w a rd  a 
m o th e r ,  a n d  e m erg in g  se xua l  feelings will 
s t im u la te  fears of  hom o se x u a l i ty .  [ / /  the pa
tient is a woman with sexual problems, the 
parallel situation of a female child with a



CHO OSING A DYNAMIC FOCUS: PRESENTING INTERPRETATIONS 133

parental substitute may be brought up. A 
woman may repeat her emotions of childhood 
when she sought to be loved and protected by a 
mother. In body closeness she may experience 
a desire to fondle and be fondled, which will 
stir up sexual feelings and homosexual fears.} 
In  sexua l iz ing  dr ives for in d ependence  a n d  a g 
gressiveness, one  m ay  identify w i th  a n d  seek 
ou t  pow erfu l  m ascu l ine  f igures w i th  w h o m  to 
fra te rn ize  an d  affiliate. T h i s  m a y  a g a in  w h ip  
u p  hom osexua l  impulses .  W h e r e  aggressive-  
sadist ic a n d  se lf-punit ive m asoch is t ic  im pulses  
exist, these  m ay ,  for com plica ted  reasons ,  also 
be fused w i th  sexual  im pulses ,  m asoch ism  be
com ing  a condit ion  for sexual  release. So here  
w e  have th e  dependence  m o to r ,  an d  th e  resent-  
m e n t - a g g r e s s i o n - g u i l t - m a s o c h i s m  m o to r ,  an d  
the  independence  m o to r ,  an d  th e  se lf-devalu
a t ion  m o to r ,  w i th  the  va r io u s  com pensa t ions  
a n d  sexual iza t ions .  W e  have a  very busy  p e r 
son on o u r  hands .  (At this point the patient 
revealed that he had become impotent with his 
wife and had experienced homosexual feelings 
and fears that were upsetting him because they 
were so foreign to his morals. What I said was 
making sense to him.)

In  the  face of all  th is  t roub le ,  h o w  do some 
people  ga in  peace?  By a  fifth m o to r ,  th a t  of 
de tachm en t .  D e ta c h m e n t  is a defense one  m ay  
try  to use as  a w a y  of  escap ing  life’s messy 
p rob lem s. H e r e  one w i th d r a w s  f rom  r e la t io n 
ships, isolates himself,  r u n s  a w a y  f rom  th ings.  
By rem oving  h im se lf  f rom  people ,  the  in d i 
v idual  t r ies  to heal  himself.  B ut  th is  does not  
usua l ly  w o rk  because af ter  a w hi le  a person 
gets terrif ied by his isolat ion an d  inab i l i ty  to 
feel. People  canno t  function  w i th o u t  people. 
T h e y  m ay  succeed for a s h o r t  t ime, bu t  then  
th e y  r e a l i z e  t h e y  a r e  d r i f t i n g  a w a y  f ro m  
th ings;  they  a re  d ep r iv ing  them se lves  of  life’s 
p r im e  satis factions. C o m puls ive ly ,  then ,  the  
detached  person  m a y  try  to  re e n te r  th e  living a t 
m o sp h e re  by becom ing  g regar ious .  H e  m ay ,  in 
d esp e ra t io n ,  p u s h  h im self  in to  a  dependency  
si tua t ion  w i th  a p a re n ta l  f igure  as  a  w a y  ou t  of 
his d i lem m a.  A n d  th is  will  s ta r t  th e  w ho le  n e u 
ro tic  cycle all  over again .

You can  see th a t  the  pe r so n  keeps gett ing  
cau g h t  in a w eb  from w hich  th e re  is no escape. 
As long as  he has  en o u g h  fuel avai lab le  to  feed 
his var ious  m o to rs  an d  keep th e m  ru n n in g ,  he 
can go on for a period. B ut  if o p p o r tu n i t ie s  a re

not ava i lab le  to  h im  to sa tisfy h is  different 
dr ives an d  if he ca n n o t  r ead i ly  sw itch  f rom  one 
to th e  o th e r ,  he  m a y  becom e excessively tense 
a n d  upset .  I f  his tens ion  bu i ld s  u p  too  m uch ,  
o r  i f  h e  e x p e r i e n c e s  g r e a t  t r o u b le  in  h is  
life s i tu a t io n ,  o r  in  th e  even t  self es teem  is 
c ru sh ed  for  a n y  reason ,  he  m a y  develop a 
c a ta s t ro p h ic  feeling of  he lp lessness a n d  expec ta 
t ions  of  b e ing  h u r t .  (The patient here excitedly 
blurted out that he felt so shamed by his defeat 
at work that he wanted to atom bomb the 
world. H e became angry and weak and 
frightened. He wanted to get away from  
everything and everyone. Yet he felt so helpless, 
he wanted to be taken care of like a child. He 
then felt hopeless and depressed. I  commented 
that his motors had been thrown out of gear by 
the incident at work and this had precipitated 
excessive tension and anxiety.)

W h e n  tens ion  gets too g rea t ,  a n d  there  
seems to be no  hope ,  anx ie ty  m a y  hit .  A n d  the 
pe r so n  wil l  build  u p  defenses to  cope w i th  his 
anx ie ty ,  som e of w h ich  m a y  succeed a n d  some 
m a y  not.  F o r  instance ,  excessive d r in k in g  m ay  
be on e  w a y  of  m a n a g in g  anx ie ty .  F ea rs ,  com 
pulsions ,  physical  sy m p to m s a re  o th e r  ways. 
T h e s e  defenses often do  no t  w o rk .  Som e, like 
ph o b ias ,  m ay  com plica te  th e  p e r s o n ’s life an d  
m a k e  it  m o r e  d i f f icu l t  t h a n  b e fo re .  E v en  
th o u g h  w ay s  a r e  sough t  to deal  w i th  anx ie ty  
these  p rove  to be self-defeating.

N o w ,  w e  a r e  no t  su re  yet h o w  th is  genera l  
o u t l ine  a p p l ie s  to you. I a m  su re  som e of it 
does, as  you yourse lf  have  co m m en ted .  Som e of 
it m ay  not.  W h a t  I w a n t  you to  do  is to th ink  
a b o u t  it, observe  yourse lf  in yo u r  ac tions  an d  
re la t io n s  to peop le  a n d  see w h e re  you fit. 
W h i l e  k n o w in g  w h e re  you fit will  n o t  s top the 
m o to rs  f rom  ru n n in g ,  a t  least w e  will have 
som e idea as  to w i th  w h a t  w e  a r e  dealing .  
T h e n  w e ’ll b e t te r  be ab le  to f igu re  ou t  a  p lan  
c once rn ing  w h a t  to do.

Sometim es I d ra w  a sketch on a b lank  p ape r  
sh o w in g  “ h ig h  d e p e n d e n c e ,”  “ low  d e p e n 
den ce ,”  “ devalued self- image,” “ resen tm ent-  
g u i l t - m a s o c h i s m ,”  a n d  “ d e t a c h m e n t , ”  and  
repea t the story of the i r  in te rre la tionsh ip .  I 
then ask the  pa t ien t  to figure out and  study 
aspects tha t  ap p ly  to h im . If a  genera l  descrip
tion of dynam ics  is given the  p a tien t,  a long the
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lines indicated above, a little insight m ay  be in 
culcated tha t  can serve as a fu lcrum for grea te r  
self-understanding. T h e  insight m ay  be te m p o 
rar i ly  reassuring  at first; then  it seemingly is 
forgotten w ith  a resurgence of sym ptom s. A 
review of w h a t  has occurred to s t im ulate  an  a t 

tack of anxie ty  m ay  consolidate the insight and 
solidify better  control. An im p o r ta n t  tool here 
is self-observation, w hich  the the rap is t  should 
try  to encourage and  w hich will he lp  the 
“ w o r k i n g - t h r o u g h ”  p rocess ,  w i th o u t  w h ich  
insight can have litt le effect.

Conclusion

In  dynam ic  shor t- te rm  the rapy  the  most 
productive focus is often on some aspect of a 
nuclear conflict. Since the patient usually  de
fends h im se lf  a g a in s t  r e v ea l in g  s ig n if ican t  
unconscious content, the therap is t  will have to 
arr ive at it by observing its manifest der iva
tives. T h ese  m ay be highly disguised and  sym 
bolized. H ow ever,  a sensitive and  astu te  th e r a 
pist will be able  to detect vital undercu r ren t  
forces from the p a t ie n t’s verbal and  nonverbal 
behavior, from periodic transference displays, 
and from dream s, fantasies and  acting-out

tendencies. T h e se  m anifestations will be espe
cially p ro m in en t  d u r ing  periods of resistance to 
techniques th a t  the  therap is t  is im plem enting . 
Accordingly, the th e rap is t  should a le r t  himself 
to w h a t  lies beh ind  the p a t i e n t ’s inability  or 
refusal to respond  to t re a tm en t  interventions. 
A general ou tl ine  of dynam ics p resented  to the 
p a tien t  w ith  the  object of s t ir r ing  up  some ten 
sion in the interview  and  hence expediting  ex
plora tions, o r  of w ork ing  to w ard  fi tting the p a 
t ie n t’s special p rob lem s and  m echanism s into 
the  outl ine, is sometimes helpful.



CHAPTER 11

Techniques in Short-term Therapy

P s y c h o t h e r a p y  a s  it is p r a c t i c e d  t o d a y  is n o  

l o n g e r  a  h o m o g e n e o u s  o p e r a t i o n .  E n t e r i n g  

i t s  m a i n s t r e a m  a r e  t r i b u t a r i e s  f r o m  v a r i o u s  

b r a n c h e s  o f  t h e  b i o l o g i c a l  a n d  b e h a v i o r a l  

s c ie n c e s .  T h i s  is b e c a u s e  b e h a v i o r  e m b r a c e s  

e v e r y  c o n s t i t u e n t  o f  t h e  h u m a n  b e i n g  f r o m  

p h y s i o l o g i c a l  m a k e u p  to  s p i r i t u a l  p r o m p t i n g s .  

I n  T a b l e  1 1 - I  t h e  v a r i o u s  l i n k s  in  t h e  b e h a v 

io r a l  c h a i n  a r e  d e l i n e a t e d ,  a s  w e l l  a s  t h e  f ie ld s  

o f  i n t e r e s t  t h e s e  e m b r a c e ,  a n d  t h e  t h e r a p e u t i c  

m o d a l i t i e s  r e l a t e d  to  e a c h  l i n k  to  w h i c h  c e r t a i n  

s y n d r o m e s  a r e  o f t e n  a s s i g n e d .  T a k e  a s  a n  e x 

a m p l e  t h e  s y n d r o m e  o f  s c h i z o p h r e n i a .

S c h i z o p h r e n i a  is a  d i s e a s e  t h a t  is v a r i a n t l y  

a t t r i b u t e d  to  m a n y  c a u s e s .  T h e r e  a r e  t h o s e  

w h o  r e g a r d  it a s  a  b i o c h e m i c a l  a f f l i c t i o n ,  t h e  

p r o d u c t  o f  d e f e c t s  in  t h e  f u n c t i o n  o f  t h e  

n e u r o t r a n s m i t t e r  d o p a m i n e ,  w h i c h ,  o p e r a t i n g  

in  e x c e s s ,  a f fe c t s  t h e  m e s o l i m b i c ,  i n f u n d i b u l a r ,  

a n d  n i g r a l  p a t h w a y s .  U n d e r  t h e s e  c i r c u m 

s t a n c e s  p h a r m a c o t h e r a p y  w o u l d  a p p e a r  to  be  

t h e  p r e f e r r e d  a p p r o a c h ,  n e u r o l e p t i c s ,  f o r  e x 

a m p l e ,  b e i n g  e m p l o y e d  to  b lo c k  t h e  a c t i o n  o f  

d o p a m i n e .  O t h e r s  r e g a r d  s c h i z o p h r e n i a  a s  a 

n e u r o p h y s i o l o g i c a l  d i s o r d e r ,  c h a r a c t e r i z e d  b y  a  

l a c k  o f  left c e r e b r a l  d o m i n a n c e  a n d  d e f e c t iv e  

c e r e b r o l i m b i c  f u n c t i o n i n g  t h a t  s p o n s o r  a b n o r 

m a l i t i e s  in  l i n e a r  c o g n i t i v e  a b i l i t y .  A d h e r e n t s  

o f  t h i s  v i e w p o i n t  m i g h t  c o n s i d e r  c e r t a i n  f o r m s  

o f  s o m a t i c  t h e r a p y  s u i t a b l e  u n d e r  s o m e  c i r c u m 

s t a n c e s ,  E C T ,  fo r  i n s t a n c e ,  a s  w e l l  a s  s o m e  

f o r m s  o f  r e l a x a t i o n  t h e r a p y .  S o m e  a s c r i b e  

s c h i z o p h r e n i a  to  f a u l t y  l e a r n i n g  a n d  c o n d i t i o n 

in g ,  c o n s i d e r i n g  it a  d e v e l o p m e n t a l  p r o b l e m ,  

t h e  c o n s e q u e n c e  o f  s e v e re  f a m i ly  p a t h o l o g y  

w i t h  p r o j e c t i v e  u s e  o f  t h e  c h i ld  b y  p a r e n t s  

w h o  c o m m u n i c a t e  c o n f l i c t u a l  “ d o u b l e - b i n d ' '  

t h e m e s .  A  b e h a v i o r a l  a p p r o a c h ,  c o n s e q u e n t l y ,

m i g h t  b e  in  o r d e r .  T h e n  t h e r e  a r e  t h o s e  w h o  

p r e f e r  a n  i n t r a p s y c h i c  e x p l a n a t i o n ,  s e e i n g  it  a s  

a  t h i n k i n g  d i s o r d e r  t h a t  p r o v o k e s  “ p r i m a r y -  

p r o c e s s , ”  p r i m i t i v e ,  i r r a t i o n a l ,  w i s h f u l  i d e a 

t i o n ,  w i t h  e x c e s s iv e  c o n d e n s a t i o n ,  d i s p l a c e 

m e n t ,  a n d  t h e  d i s t o r t e d  u s e  o f  s y m b o l s .  T h e  

r e s u l t  is  a n  i n t e r f e r e n c e  w i t h  p r o p e r  e m o t i o n a l  

m o d u l a t i o n .  T h i s  v i e w p o i n t  s o m e t i m e s  s p o n 

s o r s  a  p s y c h o a n a l y t i c  a p p r o a c h .  O n  t h e  i n t e r 

p e r s o n a l  level  c e r t a i n  a u t h o r i t i e s  c r e d i t  t h e  d i s 

e a s e  to  t h e  m i s c h i e f  o f  r e g r e s s i v e ,  a r c h a i c  

d e f e n s e s  t h a t  e n c o u r a g e  d e t a c h m e n t ,  d i s t r u s t ,  

a n d  e x t r a o r d i n a r y  d e p e n d e n c y .  F a m i l y  t h e r 

a p y ,  g r o u p  t h e r a p y ,  a n d  p s y c h o a n a l y t i c a l l y  

o r i e n t e d  t h e r a p y  w o u l d  fit in  h e r e .  S o c i a l

fo rc e s  a r e  c o n s i d e r e d  b y  s o m e  to  b e  t h e  p r i m e  

c u l p r i t s ,  i n s p i r i n g  t h e  p a t i e n t  t o  a s s u m e  

a n o m a l o u s  s o c ia l  r o l e s  t e r m i n a t i n g  in  a l i e n a 

t i o n  a n d  d e v i a t i o n s  in  t a s k  p e r f o r m a n c e .  

M i l l i e u  t h e r a p y ,  c a s e w o r k ,  c o u n s e l i n g ,  so c ia l  

t h e r a p y ,  a n d  r e h a b i l i t a t i v e  t h e r a p y  c o u l d  b e  

u t i l i z e d  w i t h  t h e s e  f a c t o r s  in  m i n d .  F i n a l l y ,  

t h e r e  a r e  p r o f e s s i o n a l s  w h o  p r e f e r  a  m o r e  

e s o t e r i c  s p i r i t u a l  e x p l a n a t i o n ,  v i e w i n g  

s c h i z o p h r e n i a  a s  a  u n i q u e  a n d  s i n g u l a r  m o d e  

o f  p e r c e i v i n g  a n d  e x p e r i e n c i n g  r e a l i t y .

E x i s t e n t i a l  t h e r a p y  a n d  a  c r o p  o f  p h i l o s o p h i c a l  

a p p r o a c h e s ,  m a n y  d e r i v i n g  t h e i r  s u b s t a n c e  

f r o m  E a s t e r n  s y s t e m s  o f  t h o u g h t ,  h a v e  t h e i r  

a d v o c a t e s  w h o  s e e k  to  i n f l u e n c e  t h i s  e l u s iv e  d i 

m e n s i o n .  D i f f e r e n t  a p p r o a c h e s  to  t r e a t m e n t  

t h u s  a c c o r d  w i t h  m u l t i p l e  w a y s  o f  r e g a r d i n g  

t h e  d i s e a s e .  A c t u a l l y ,  s c h i z o p h r e n i a  e m b r a c e s  

a l l  o f  t h e  b o d i l y  s y s t e m s ,  a n d  n o  o n e  e t i o lo g i c a l  

f a c t o r  c a n  b e  c o n s i d e r e d  e x c l u s i v e l y  d o m i n a n t .  

A n d  a n y  o f  t h e  m a n y  m o d a l i t i e s  s i n g l y  o r  in  

c o m b i n a t i o n  m a y  in  s o m e  c a s e s  r e g i s t e r  a  b e n e 

f ic ia l  effec t .
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T H E  B EH A V IO R  
C H A IN F IE L D S

R E L A T E D  
T H E R A P E U T IC  M O D A L IT IE S SY N D R O M ES

Biochemical links Biochemistry Pharm acotherapy Schizophrenia (neuroleptics) 
M ania (lithium )
M ajor depressions 

(antidepressants)
A nxiety states (anxiolytics) 
H yperkinetic syndromes of 

childhood

Neurophysiological
links

Neurophysiology Biofeedback 
Somatic therapy 
Relaxation therapy (meditation, 

relaxing hypnosis)
Emotive release

Tension states (relaxation, 
biofeedback, emotive release) 

Suicidal depressions (EC T ) 
Physical conditions arising from 

mental factors (biofeedback)

Developmental- 
conditioning links

Developmental theory 
Learning theory

Behavior therapy 
Cognitive therapy 
Persuasion 
Suggestive hypnosis

Phobic reactions (behavior 
therapy)

H abit disorders (hypnosis) 
Behavior disorders (behavior 

therapy)
Obsessive-compulsive disorders 

(behavior therapy, persuasion, 
cognitive therapy)

A djustment reactions 
D evelopmental delays

Intrapsychic links Psychoanalysis 
Cognitive theory

Psychoanalysis 
Hypnoanalysis 
Existential analysis 
G uided imagery

Personality disorders 
N eurotic disorders

Interpersonal links Dynam ic theory 
Role theory 
G roup  dynamics 
Social psychology

Psychoanalytically oriented therapy 
G roup therapy 
M arital therapy 
Family therapy 
Psychodrama 
Experiential therapy 
T ransactional analysis 
Cognitive learning

Personality disorders 
N eurotic Disorders 
M arita l problems 
Family problems 
Borderline personality 
D rug abuse and dependence

Social links Sociology 
Anthropology 
Economics 
Political science

M ilieu therapy 
Social casework 
Counseling 
Social therapy 
Recreational therapy

Situational problems 
Psychoses in remission

Spiritual links Theology
Philosophy
M etapsychiatry

Religious therapy
Eastern philosophical systems
Existential therapy

Reactive depression 
Anxiety states 
Addictions

• Behavior is a complex entity composed of a chain of interrelated biochemical, neurophysiological, developmental- 
conditioning, intrapsychic, interpersonal, social, and spiritual links Difficulties in one link will by feedback influence all 
other links in the chain. Distinctive fields of interest and special theories related to each link inspire a number of thera
peutic modalities that are preferred approaches in certain syndromes even though through feedback interventions 
bracketed to other links may also be effective.
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By the same token, p ractically  every n eu 
rotic or behavioral d isorder m ay  be causally  
associated w ith  m ultip le  links in the behavioral 
chain. T h e y  too m ay be approach ed  w ith  a va
riety of techniques tha t  correspond to different 
links. T h is  is the ra t iona le  of eclecticism, 
which in shor t- te rm  th e rap y  is a  preferred  
mode of operation .

T h e  fact tha t  we have so m any  different a p 
proaches to the sam e emotional p rob lem  can  in 
itself be confusing. Because there  is so little 
time available in brief therapy ,  we will w a n t  to 
select the  one method o r  com bination  of m e th 
ods tha t  is most applicab le  to the specific diffi
culty. In this respect we can console ourselves 
in a m inor  w ay. N o m a t te r  w h a t  technique  we 
employ, if we a re  skilled in its use, have faith 
in its validity, and  com m unicate  this  faith  to 
the patient,  and  if the pa tien t accepts the  tech
nique and absorbs ou r  faith, it will influence 
him  in some positive way. In  resolving a diffi
culty related to one d is tu rbed  link in his be
havioral chain, this  will influence by feedback 
o ther  links. T h u s ,  if we prescribe neuroleptics 
for a  schizophrenic  w ith  a  d is tu rb ing  th ink ing  
disorder, the im pact on his b iochemistry will 
register itself positively in varying degrees on 
his neurophysio logy, his genera l  behavior ,  his 
in t ra p sy c h ic  m e c h a n ism s ,  his  in t e rp e r s o n a l  
relations, his social att itudes, and  pe rh ap s  even 
his philosophical outlook. A pp ly ing  behavior 
the rapy  to a phobic will in its correction inf lu
ence o ther  aspects from the biochemical factors 
to sp iri tua l  essences. W o rk in g  w ith  modalit ies 
th a t  a re  directed at the in trapsychic  s truc ture  
in a personality  d isorder th rou gh  p sychoana l
ysis or cognitive therapy ,  we m ay find th a t  all 
o ther  links in the behavioral chain  a re  affected 
in a  gratifying way. T h is  global response, 
however, does not in the least absolve us from 
try ing to select the best method  w ith in  ou r  
range  of skills th a t  is most a t tun ed  to the  p a 
tien t’s u n ique  learn ing  apti tudes .

Be this as it may, there  a re  some general 
principles tha t  are  applicab le  to most patients .  
F irst,  we s tart th e rap y  by allow ing  the pa tien t 
to un b u rd en  himself verbally, to tell his story 
un in te rrup ted ly ,  in te rpo la ting  com m ents  to in 

dicate ou r  un d ers tan d in g  and  em p a th y  and  to 
keep h im  focused on im p o r ta n t  content. Sec
ond, we help  h im  arr ive  at some pre l im ina ry  
und ers tan d ing s  of w h a t  his  difficulty is all 
about.  T h i rd ,  w e select a method  th a t  is t a r 
geted on th a t  link tha t  is c rea t ing  greatest diffi
culty for th a t  pa t ien t— biochemical, behav
ioral, in trapsychic ,  in te rpersona l,  o r  social. 
F o u r th ,  we try  to show him  how  he him self  is 
not an innocent bystander  and  tha t  he, in a 
m a jo r  o r  m in o r  w ay, is involved in bring ing  
his troub les  on himself.  F if th ,  we deal w ith  
any  resistances tha t  he develops tha t  block (a) 
a n  u n d e r s t a n d in g  of h is  p ro b le m ,  (b) his  
productive use of the techniques we employ, 
and  (c) the applica tion  of his t re a tm e n t  tow ard  
behavioral correction. Six th , we try  to ac
q u a in t  h im  w ith  some of the  personality  d is to r
tions tha t  he carr ies a ro un d  w ith  h im  th a t  can 
create t rouble  for h im  in the  fu tu re— how they 
developed, how  they op e ra te  now, and  how 
they m ay show  up  after he leaves therapy .  
A nd, seventh we give h im  some h om ew ork  tha t  
is a im ed at s t reng then ing  h im self  so th a t  he 
m ay  m in im ize  o r  prevent p rob lem s from occur
r ing  la te r  on. W i th in  this b road  f ram ew ork  
there  are, of course, wide differences on how 
therap is ts  w ith  varying theoretical o r ien ta t ions  
will operate .  By and  large, however,  psy
chotherap is ts  w ith  ad eq u a te  t ra in ing  should 
an tic ipa te  satisfactory results  w ith  the great 
m ajo ri ty  of the i r  patients .

E m ploy ing  w hatever  techniques or g ro up  of 
techniques a re  indicated by the  needs of the 
p a tien t and  th a t  a re  w ith in  the scope of o n e ’s 
t ra in in g  and  experience, the  therap is t  m ay  be 
able  to achieve the  goals agreed on in a  rap id  
an d  effective way. W h e re  the  therap is t  has be
come aw are  of the  u nderly ing  dynamics, it 
m ay  be necessary to m ention  at least some 
salient aspects and  to enjoin the pa tien t  to 
w o rk  on these by himself after th e rapy  has 
ended. O n  the o ther  han d ,  the  therap is t  may 
not be able to achieve desired goals unless in 
terfering dynam ic  influences th a t  function as 
resistance a re  dealt w ith  d u r in g  the trea tm en t  
period because the pa tien t is blocked by the 
resistance agains t m ak in g  progress.
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In long-term the rap y  a dynam ic  them e tha t 
explains  the p a t i e n t ’s personali ty  opera t ions 
and  resistances g radua l ly  reveals itself th rough  
a leisurely study of the p a t i e n t ’s verbalizations, 
behavioral proclivities, d ream s,  fantasies, and  
transference projections. N o  such casual in d u l
gence is possible in shor t- te rm  trea tm en t .  P iec
ing together d a ta  from the p a t ie n t’s history, 
general dem eanor,  in terpersonal exploits, asso
ciations, and  the few fantasies and  d ream s tha t 
are  available, and  corre la t ing  these w ith  reac
tions to the rapy  and  to the therap is t ,  as well as 
to any  brief psychological tests tha t  m ay  have 
been given (e.g., m an -w o m an  d raw ing s  and 
exposure to Rorschach cards), the th erap is t  
will be able to m ake  some assum ptions  about 
the p a t i e n t ’s dynamics. T h ese  will be a guide 
in confrontations and  in terpre tive  work.

As has been am ply  i l lus tra ted  in the past 
chapters ,  a  n u m b e r  of dynam ic  themes, p resent 
in the grea t m ajori ty  of people in ou r  culture ,  
have been repeated ly  observed th a t  can guide 
in bring ing  some basic p rob lem s to light d u r 
ing therapy ,  recognizing th a t  m any  configura
tions exist tha t  a re  u n ique  for each individual. 
A m ong fam iliar  them es th a t  have been de
scribed are  those related  to incomplete s e p a ra 
t ion-individuation , residual guilt feelings and 
needs for self-punishment,  and  devalued self
esteem. It is r a re  tha t  one sees any pa t ien t  in 
therapy  w ho does not possess an a b u n d an t  
share  of these leitmotifs, a lthough  the ways 
th a t  they manifest themselves in the charac te r  
s t ruc ture  and  the kinds of sym ptom s they 
sponsor are  distinctively idiosyncratic.

W o rk in g  w ith  the operative dynam ics con

stitutes a valuab le  m eans  of he lp ing  a pa tien t 
to face and, if m otivation  is present,  to a l te r  his 
repetit ive self-defeating behavior .  P o in ted  in 
te rp re ta t io ns  of the dynam ics  underly ing  ego- 
syntonic sym ptom s, tra its ,  and  behavior only 
too frequently  result in denial and  anxiety , for 
m aladap tive  as they are, neurotic  conflicts and  
needs a re  welded into the p a t i e n t ’s h ab itu a l  
coping modes and  yield florid gratifications 
com pared  to w hich  the  p leasures  of healthy  
pa tte rn s  pale. W h a t  is the best w ay  of dealing  
w ith  such obstructions?  A p ithy  ep ig ram  in the 
K oran  contends th a t  “ G od  is w ith  those w ho 
persevere .”  T h i s  certa in ly  applies  to the  u n 
d au n ted  therap is t  w ho  in the face of obst ina te  
resistance doggedly w orks aga ins t  it. In  long
te rm  th e rap y  the  task  of dealing  w ith  re 
sistances to a recognition of o n e ’s dynam ics 
and  m an ag ing  s tubborn  oppositional reactions 
to the  re l inqu ish ing  of destructive behavior 
consum e a  bulk of the tim e devoted to th e rap y  
and  can tax  the  en du rance  of the  most resolute 
t h e r a p i s t .  In  s h o r t - t e rm  t h e r a p y  th e  ta sk  
would  seem tc be doubly  complicated since 
there  is only limited tim e to prosecute  the 
search for conflictual them es and  to resolve 
resistance to the ir  disclosure and  rectification. 
U n d ers tan d ab ly ,  one canno t duplica te  in 10 
sessions w h a t  could be achieved w ith  skillfully 
conducted th e rapy  in 100. Yet, experience 
bears  out the  value of b r ing ing  to the  p a t i e n t ’s 
a tten tion  a glimpse of his opera tive  dynam ics 
and  dem o n s tra t in g  to h im  his responsibili ty  in 
bring ing  abou t the disasters th a t  he has h i th 
erto  credited to destiny and  misfortune.

Confrontation

O n e  technique tha t  has  been advocated by 
some shor t- te rm  therap is ts  to cut th rough  
resistance to unders tan d ing  o n e ’s dynamics is 
th a t  of c o n f ro n ta t io n .  T h i s  is so m e t im es  
uti lized to get at underly ing  trends by p ro 
voking anxiety  or negative feelings. U sually

the pa tien t  will respond  to the  th e r a p is t ’s 
challenges of his behavior w ith  anger  th a t  m ay  
be p ro m ptly  suppressed. W h a t  will a p p e a r  
instead are  disavowal,  protest,  self-justifica
tion, and  self-abasement, lay ing the b lam e for 
o n e ’s behavior on malevolent c ircum stances or
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the dereliction of others. Negative transference 
r a p id ly  p re c ip i t a te s  ou t.  O p p o r tu n i t i e s  a re  
thus rich for in te rp re ta tion  of feelings about 
and  reactions to the therap is t .  T h is  technique 
is d ram atic  and  often effective in patien ts  w ith  
good ego s trength . H ow ever ,  it can dras tica lly  
h u r t  the th erapeu tic  re la tionsh ip  in a good 
n u m b er  of pa tien ts  if im plem ented  too early  in 
the rapy  before p ro pe r  r a p p o r t  has been es
tablished. T h e  pa tien t  is ap t  to regard  the 
th e ra p is t ’s actions and  m a n n e r  as a rb i tra ry ,  
u n ju s t i f ia b le ,  r e c r im in a to r y ,  m a l ic io u s ,  an d  
reflective of the th e r a p is t ’s inabili ty  to u n d e r 
stand him or to em pa th ize  w ith  his suffering 
and  situation. It takes a g rea t  deal of skill to 
select those w ho  are  suited for confrontation  
and  to t i tra te  the degree of forcefulness of 
challenges to the  p a t i e n t ’s existing s trengths. 
Experienced therap is ts  a re  capable  of doing 
this  even in the  first interview w ith  some p a 
tients , but the average therap is t  will be com 
pensated for his efforts w ith  an ex trao rd in a ry  
n u m b er  of d ropou ts  from trea tm en t .  In most 
p a t i e n ts  w h o  com e for h e lp  a m in im a l ly  
provocative p ostu re  will be indicated at first; 
the therap is t  should w ork  tow ard  the  es tab lish
ing of a good w ork ing  re la tionsh ip  before b a t 
ter ing  aw ay at the  p a t i e n t ’s defenses th rou gh  
strong confrontations.

Selection of fruitful areas  for confrontation  
w hen  it is done is im portan t .  Since most p a 
tients possess an  overly p rimitive and  severe 
conscience (superego) tha t  provokes guilt,  feel
ings of wickedness, and  masochistic behavior, 
these pathological zones provide a productive 
area  for a ttack  and  discussion. Some therap is ts  
em p lo y  a te c h n iq u e  t h a t  i n t e rp re t s  the  
sym ptom s of the patien t,  no m a t te r  w h a t  they 
m ay be (for exam ple , anxiety , depression, 
w orry ,  o u tburs ts  of anger ,  conversion reac
tions, compulsions, phobias ,  insom nia , a n o re x 
ia, etc.), as m anifestations of se lf-punishm ent,  
the consequences of a guilty conscience (L ew in ,  
1970). Each sym ptom  is delineated  as serving 
both self-tormenting  needs and  provocative 
a im s  to w a rd  o th e r s .  E ven  an  i n d i v id u a l ’s 
dis turbed charac te r  pa tte rn s  are  reduced to the 
masochistic need to suffer and  “ drive people

aw ay  so th a t  he can to rm en t  him self  w ith  
loneliness.”  T h e  pa tien t is helped “ to see w ha t  
he  w a n ts  to  do a n d  w h a t  h is  consc ience  
forces h im  to d o ” and  how  the  d isparity  creates 
difficulties. T h e  contrast  be tw een a healthy  con
science tha t  guides w hile  inh ib it ing  destructive 
actions and  the  p a t i e n t ’s exis ting sadistic con
science th a t  viciously to rm en ts  and  pu n ishes  is 
poin ted  out. It becomes essential for the  pa tien t  
to recognize th a t  an  in tem p era te  and  merciless 
consc ience  is th e  “ co m m o n  en em y  a g a in s t  
w hich the th e rap is t  is his ego’s strong  a l ly .”  N o 
im m edia te  in te rp re ta t io ns  a re  m ade of specific 
conflicts. “ T h e  initial confron ta t ions are  con
fined to the p a t i e n t ’s need for se lf-punishm ent 
and  his masochistic responses to a n g e r .”

T h is  focalization, it seems to me, is used as 
an expedient to provide the  p a tien t  w ith  a 
single insight into which he can converge his 
e n e rg ies .  S ince  m a s o c h ism  is a co m m o n  
defense, the therap is t  m ay  not be too far off if 
its existence is pointed  o u t— th a t  is, of course, 
if the  pa tien t  p resen ts  even slight evidences of 
its opera t ion .  O bviously, masochism  is not the 
only basis for sym ptom s, and  the therap is t  
should  not be sidetracked by using the  ex p la 
nation  of m asochism  as a s t ra tegy for b reak ing  
up  the p a t ie n t’s resistance. T h e  therap is t  will 
usually  discover,  if a search is m ade  for them , 
addit ional reasons for some of the  p a t i e n t ’s 
symptoms.

O th e r  exp lan a t io ns  th an  masochism  m ay  be 
offered by therap is ts  t ra ined  in specific schools 
of psychology or psychiatry . O n e  universal 
basic cause is presented  for all types of em o
tional illness, and  this single etiological factor 
is to r tu red  to fit in w ith  every  sym ptom  and  
behav iora l  m anifestation . T h u s ,  the patien t 
m ay  be dazzled  by bri l l ian t  exp lana t ion s  of the 
m alfunctions of pregenita l  splitting, or of the 
O ed ip us  com plex, or of the  devalued self- 
image, or of subversive archetypes, or of condi
tioned anxiety , o r  of any  of the countless 
theories a ro u n d  w hich cu r ren t  psychologically 
ideologies a re  o rganized. W h ile  such single ex
p lana t ions  m ay not be accurate ,  they certainly 
a re  convenient and  they m ay be tem porar i ly  ef
fective, especially w hen  dogm atica l ly  stated.
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O n e  of the  advantages of dogm a is tha t  it 
makes critical th ink ing  unnecessary. And some 
patients  are  only too eager to hand  over their  
m inds to the therap is t  w ho  will do the ir  th in k 
ing for th em — th a t  is, unti l the  trea tm en t  ends, 
after which the  pa tien t  will begin to recon
stitute his ow n  fram e of reference and  en
thusiastically  recreate  the condit ions th a t  got 
h im  into trouble  in the first place.

T h is  does not m ean  tha t  we should th row  
the baby out w ith  the bath .  Some of the 
theories and  ex p lana tions  m ay be helpful more 
th an  tem pora r i ly  w hen  applied  to certa in  kinds 
of sym ptom s and  personali ty  problems. Ac
cident proneness,  obsessional self-torment, su i
cidal tendencies, and  hypochondriaca l preoccu
pations, for exam ple, m ay  be indications of a 
generalized masochism. An exp lana tion  such 
as the following m ay be offered: “ You feel 
angry  at w ha t  your p a ren ts  did to you as a 
child. But you also feel guil ty  for your  anger  
and  thoughts.  So you punish  yourself for these 
thoughts  and  feelings. Y our sym ptom s and 
your behavior seem to me to be the results  of 
your punish ing  yourself. N ow  w h a t  are  you 
going to do abou t  w h a t  you are  doing to you r
se l f? ” M o r e  d irec t  su g g es t ion s  m ay  be: 
“ W henever  you to r tu re  yourself w ith  upsetting  
thoughts ,  o r  you get depressed, o r  you have 
sy m p to m s  ( e n u m e ra t e  these )  ask  yourse lf ,  
‘W h y  am  I pu n ish in g  myself?’ Tell yourself, 
‘I ’ve punished myself enough  so ju s t  stop i t ! ’ ” 
Should  these exp lana tions  and  injunctions fail 
to produce results , some therap is ts  resort to 
s t ronger  challenges and  confrontations.

W h ile  aggressive confron ta t ion  u n d e r  these 
c ircumstances m ay prove profitable  in some 
pa tien ts  w ith  good ego streng th , it m ay  no t be 
applicab le  to sicker pa tien ts  unless the con
fron ta tions are  toned dow n to a po in t  w here  
they a re  executed in an  em p a th ic  reassu ring  
w ay. Even th en  it m a y  be necessary to w ait 
unti l a  good w ork ing  re la tionsh ip  has been es
tablished, and  then only after it becomes 
a p p a re n t  th a t  masochistic m aneuvers  are  ob 
viously being em ployed by the  pa t ien t  in the 
in te re s t s  of r e s i s t a n c e — “ Y ou  seem  to be 
p un ish ing  yourself  by refusing to get w e ll .”

T h e  p h ra s in g  of quest ions can be crucially 
im p o r ta n t  in he lp ing  a pa t ien t  explore and  
come to grips w ith  de te rm in ing  problem s. F or  
exam ple ,  the  pa tien t states, “ I wish I had  a 
fa ther  w ho  w as  like y o u .”  T h e  therap is t  m ay  
rep ly  varian tly  along the  following lines: (1) 
“ A nd I w ould  like to have a d au g h te r  (son) 
like y o u .” (2) “ In w h a t  w ay  did your ow n 
fa ther  d isappo in t  y o u ? ” (3) “ You m ust be very 
angry  at your  fa th e r .”  (4) “ R eaching  o u t  for 
an o th e r  fa ther  figure isn ’t going to he lp  you 
much. Y o u ’ve got to learn  to s tand on your 
o w n  f e e t . ”  (5) “ Y o u r  s ay in g  th a t  is a 
m anifesta tion  of your  con tinu ing  depend ency .”  
(6) “ W h a t  is there  about me th a t  makes you 
say th a t ? ” (7) “ You d o n ’t know  me well 
enough  to be su re  of w a n t in g  me as a f a th e r .” 
(8) W h a t  do you th ink  w ould  have happ ened  
to you if I h ad  been your f a th e r?” E ach  of 
these responses will elicit certa in  im p o r tan t  
reactions in the  pa tien t  and  will influence the 
re lationship .

Interpretive Activities

As th e r a p y  m oves on d u r in g  th e  first 
sessions, the p a t i e n t ’s responses to in te rp re ta 
tion will become ap p a ren t .  If there  is rejection 
of i n t e r p r e ta t i o n s ,  lack of ten s io n  a f te r  a 
challenging in te rp re ta tion  is made, or b izarre  
responses, p a rano id  tendencies, o r  acting-out 
w ithout insight occur following in terpre ta tions,

the pa t ien t  is p robab ly  not am enab le  to dy 
nam ic  sh o r t- te rm  therapy .  In  most cases, h o w 
ever, it will be possible to m ake  in te rp re ta t io ns  
and  to he lp  the pa tien t  acqu ire  an  u n d e rs ta n d 
ing of prob lem s and  defenses.

T h e  in te rp re ta t ion  of resistance is indicated 
from the very s tar t  of its ap p e a rance ,  p a r t ic u 
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larly  w here  it takes the form of in terfering 
w ith  the  w ork ing  re lationship . Should  a nega 
tive transference a p p ea r  e ither in d ream s or in 
the p a t ie n t’s behavior, the  th e rap is t  m us t im 
mediately  deal w ith  it in as expedient a w ay  as 
possible.

For  exam ple, the response of a  pa tien t after 
the second hypnotic  session d u r in g  w hich a re 
laxing cassette tape  was m ade  for her w as i r r i 
ta t ion  and  anger  at lis tening to the tape. U pon  
urg ing  her  to tell me he r  reactions to the  tape, 
she stated the following.

P t .  W h e n  1 t r ied  l is tening to the  tape ,  I found my 
m in d  w a n d e r in g .  W h e n  you say,  “ You a re  
t i r e d  a n d  d r o w s y , ”  t i r e d  a n d  d r o w s y  a r e  
an to n y m s.  T i r e d  m ean s  not  re laxed .  W h e n  you 
say, “ Even your  leg muscles a re  r e la x e d ,”  w h y  
“ e v e n ” ? W h e n  you say “ the  fou r  S ’s ( sym ptom  
relief,  s i tua t iona l  contro l ,  self-esteem, self-sug
ges t ions)”  I say the  four  asses. I resen ted  you. 
I w a n t  to apo log ize  for m y  feelings. I a m  s u r 
pr ised  a t  myself  for l ik ing  you. W h e n  you said 
last t ime you m igh t  p resc r ibe  a  d ru g  for my 
depress ion ,  em otiona l ly  I felt you w a n te d  to 
kill me, to  im m obil ize  me w i th  medicine.  In 
the  tape  you say,  “ You a re  filled w i th  negative 
t h o u g h t s  t h a t  w e  m u s t  n e u t r a l i z e , ”  w h a t  
th o u g h ts?  At the  end  you say “ You will re lax  
o r  fall a s le e p .” T h e y  a r e  in com pat ib le .  I said 
to myself  abou t  you, “ H e  is so g o d d a m  im 
pe rm eab le ,  u n re a c h a b le .”  I felt th is w ay  also 
a b o u t  my m o th e r  a n d  fa ther .  You say, “ You 
will  im ag ine  a  beautifu l  re lax ed  scene .”  I c a n ’t 
f igure ou t  if I shou ld  j u s t  see so m e th in g  o r  be 
in it p e r so n a l ly — sitt ing ,  lying, o r  sleeping. 
T h e  scene I se ttled on w a s  th e  b a n k  of  a  river 
w ith  a b o a t— sun ligh t  on the  r iver  reflected it 
on th e  w a te r .  Y es te rday  I p o p u la te d  th e  w a te r  
w ith  a sw im . Also I th o u g h t  th is  w a s  all  n o n 
sense.  I tr ied  to open m y  eyes, b u t  my lids 
w ere  so heavy they  w o u l d n ’t open .  You say, 
“ Even if you a re  conscious, the  suggestions 
will be effective.”  I am  conscious. T h e  w hole  
th in g  gives m e  a  fear of em ptiness .  T h i s  is 
w h a t  I felt w i th  my p a ren ts .  I have guil t  in 
r e la t ion  to m y pa ren ts .  W i th  my m o th e r ,  I r e 
jec ted  h e r  m uch  of  my life. 1 th in k  I identified  
w ith  my fa ther .  I took on  his sym ptom s .

H e r  reaction provided the basis for o u r  d is
cussion of her transference to me and  the  possi

bility th a t  she would  reject the tape  and  its 
contents, even refusing to listen to it.

I felt I had  a sufficiently good re la tionsh ip  to 
offer an im m edia te  and  repea ted  in te rp re ta tion  
of resistance and  negative transference. T h is  
did he lp  consolidate  the w o rk in g  re lationship . 
T h e  pa t ien t  continued  listening to the  tape, 
and  she derived a good deal of benefit from  it.

U nless  the  pa t ien t  is highly  motivated and 
the  therap is t  has  been able to establish an 
early  firm w ork in g  re la tionsh ip ,  provoking 
anxie ty  too soon by focusing on and  in te rp re t 
ing defenses will tend to drive the p a tien t  out 
of therapy .  In te rp re ta t ion s  should  be balanced 
agains t  the  s ta te  of the p a t i e n t ’s willingness to 
explore p rob lem s and  the  qua l i ty  of the  pa- 
t ien t - th e rap is t  re la tionsh ip . C o n s tan t  ex am i
na tion  and  use of the transference  to point out 
hab i tua l  pa t te rn s  of the p a t ien t  and  the origin 
in past  re la tionsh ips  m ay  be helpful. U n like  
formal analysis , transference neurosis should 
be avoided, and  deepest cha rac te r  prob lem s re 
m a in  unexp lo red  since to m an ag e  them  would 
requ ire  m ore  tim e th a n  is available  in the short 
span  devoted to trea tm en t.

T o  in te rp re t  unconscious o r  part ia l ly  con
scious im pulses p rem a tu re ly  is worse th an  use
less. T h e re  a re  therap is ts  w ho  d iv in ing the 
conflicts of a pa t ien t  at the  first in terview b o m 
bard  h im  w ith  in te rp re ta t io ns  tha t  a re  p re 
sum ed to p u t  the  pa t ien t  expedit iously  on the 
road  to cure. Actually , an  as tu te  dynam ically  
oriented  in te rv iew er m ay  be able to induce a 
pa t ien t  to disgorge a good deal of m ate r ia l  re 
lated to early  drives, including sexual and  ag
gressive im pulses and  fantasies, to show the 
pa t ien t  how  these a re  affiliated w ith  present 
drives and  sym ptom s, and  to dem o ns tra te  some 
tr a n s fe r e n c e  m a n i fe s ta t io n s  t h a t  re f lec t  a 
carryover of childish d is tort ions into o n e ’s con
te m p o r a r y  r e la t io n s h ip s .  T h e s e  d isc lo su res ,  
d ram atic  as they seem and  p e rhap s  are, have 
an effect in the great m ajo ri ty  of cases th a t  is 
diam etr ica l ly  opposite  to th a t  w hich is hoped 
for. T h e  in te rp re ta t ions  fall on deaf ears .

N o t long ago I a t tended  a  conference on 
shor t- te rm  th e ra p y  w here , to my aston ishm ent,  
some tra ined  analys ts  in ta lk ing  about w ha t
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they did w ere naively practic ing  w ha t  F reud  
himself condemned in his 1910 p a p e r  on 
“ W ild  P s y c h o a n a ly s is ”  (S ta n d a rd  E d i t io n ,  
Vol. 2, pp. 2 2 5 -2 2 6 )  by confronting  the p a 
tient w ith  aspects of his unconscious d u r ing  the 
first in terview. If knowledge about the  unco n 
scious, w rote  F reu d ,  “ w ere as im p o rta n t  for 
the pa tien t as people  inexperienced in psycho
analysis imagine, listening to lectures o r  r e ad 
ing books w ould  be enough to cure him. Such 
measures, however,  have as much influence on 
the sym ptom s of nervous illness as a d is tr ibu 
tion of m enu-cards in a tim e of famine has 
upon  h u n g e r .”  M a n y  years ago in my pristine 
en thus iasm  w ith  deep hypnosis, I a t tem pted  to 
uncover in the trance  some of the fundam enta l  
core conflicts of patients ,  en jo in ing them  to re 
m em ber the revelations tha t  they themselves 
w ith  great emotion divulged, only to discover 
tha t  the effect on the p a t i e n t ’s behavior was 
barren  and  bleak. I learned th a t  a much  better 
tactic w as to safeguard  the information  for my 
ow n private  en ligh tenm ent and  not waste time 
convincing patien ts  of my brill iance as a psy
chological detective. O nce I had  established a 
good w ork ing  re la tionsh ip  w ith  my patien ts  
(and it requ ired  m ore th an  one session), I 
could providently  guide th em  w ith  p rop e r  in 
terviewing techniques tow ard  coming up on  the 
essential connections of the ir  present topical 
behavior w ith  fundam enta l  intrapsychic  de
te rm inants .  T h e y  would  then tell me w h a t  I 
had  previously hoped I could smuggle into 
the ir  minds in a flash. Essentially , I w as doing 
w h a t  F reud  in 1913 had  recom m ended in his 
p a p e r  “ O n  th e  B e g in n in g  of T r e a t m e n t ” 
(S tandard  Edition, Vol. 12, pp. 139-142) ,  tha t  
is, to w ait unti l the pa tien t evinced some 
preconscious aw areness  of his conflicts.

T h e re  are, of course, ways a skillful and  ex
perienced therap is t  can in a ro un dab ou t ,  ca re 
fully phrased , and  em path ic  w ay allude to the 
essential dynam ics by projective techniques 
such as those described by A rlene W olberg  
(1973) in he r  book The B orderline Patient. In 
this  m a n n e r  one may avoid an  escalation of the 
p a t i e n t ’s anxie ty  or a h a rden in g  of resistance, 
which so often in p rem atu re  in te rp re ta tions

takes the  form of anim osi ty  tow ard  the th e r a 
pist and  a b ru p t  te rm ina t ion  of trea tm en t .  F or  
exam ple, a  young  w om an  of 28 came to th e r 
apy  because of anxiety  a ttacks  and  a dull p a r a 
lyzing depression. O n e  of her chief concerns 
w as  her 2-year-o ld  child w ho m  she feared she 
w as neglecting so m uch  tha t  he would not s u r 
vive. T h e  disasters she envisioned ranged  from 
accidental lethal poisoning to a fatal accident.  
A repetit ive n igh tm are  related  to he r  child fall
ing ou t of a w indow  in spite of her efforts to 
save him. H e r  sym ptom s started  shortly  after 
the b ir th  of he r  child and  caused he r  to give up 
an  excellent position in a firm for w h ich  she 
had  w orked  since g rad u a t in g  from college. It 
does not requ ire  a g rea t  deal of im agina t ion  to 
construct a hypothesis of w h a t  w as going on 
dynamically .  A reckless th erap is t  m ight reveal 
to the pa t ien t  th a t  p a r t  of h e r  w ould  like to see 
he r  child dead so th a t  she can be liberated back 
to a n  in d e p e n d e n t  life a n d  th a t  she u n 
doubtedly  resents he r  role as a w om an , which 
resen tm en t s ta r ted  in he r  early  tom boy days 
and  accounts for he r  p resent sexual frigidity. 
T h i s  in tr igu ing  exp lan a t io n ,  however t ru e  it 
m ay  be, w ould  in all p robabili ty  set off spasms 
of renew ed anxie ty  and  increase the p a t i e n t ’s 
despair  and  hopelessness. O n  the  o th e r  h an d ,  
should the  therap is t  be assured  th a t  a  th e r a 
peutic  all iance has been s tar ted , he might 
instead employ a  projective technique  in te r 
p re t ing  som ew hat as follows:

T h .  I can  u n d e r s ta n d  h o w  upse t  you m ust  be. 
W o m e n  do take  a k ind  of a bea t ing  in o u r  so
ciety. T h e r e  a re  q u i te  a  n u m b e r  of intel l igent  
ed u ca ted  w o m en  w h o  w h e n  they  get m a r r i e d  
resen t  giv ing  u p  th e i r  careers .  After all , the re  
is l i t t le  s t im u la t in g  in w a s h in g  d ishes an d  
p u sh in g  a m op .  Som e of these  w o m en  fan tasy  
an  escape  f rom  th is  t r a p  ( sm iling  a t  th is  po in t  
as if jo k in g )  by im ag in in g  th a t  th e i r  h u s b a n d s  
will  in on e  w ay  o r  a n o th e r  d ro p  dead ,  th u s  
free ing  th e m  aga in .  But they  rea lly  d o n ’t w a n t  
th e i r  h u sb a n d s  dead.  T h e y  love th e i r  h u s 
bands .  B u t  th is  is th e  w ay  th e  h u m a n  b ra in  
w orks:  it o p era tes  by p ecu l ia r  sym bols  an d  
fan tasies  th a t  do not  m e a n  th ey  will l i te ra lly  be 
ca r r ie d  out .
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W h a t  the therap is t  is doing is employing  an 
exam ple  roughly  and  tangentia l ly  re la ted  to 
the p a t ie n t’s p roblem , bu t using an o th e r  p e r 
son as the target.  If she is ready  to identify 
w ith  the exam ple , the pa t ien t  will begin w o rk 
ing on it as it app lies  to he r  and  he r  re la t io n 
ship w ith  he r  ow n husb and  and  her  child. If 
not,  she will pass  it by as irre levant. In the for
m er instance, w hen  the p a tien t opens up, the 
therap is t  m ay  g radua lly  be m ore  and  m ore  d i
rect in his in te rpre ta tions ,  t i t ra t in g  these to the 
p a t i e n t ’s level of tolerance of anxie ty  w hile  be
ing sure to preserve the  w ork ing  rela tionsh ip . 
In the la t ter  instance, th a t  is, w here  the  pa tien t 
avoids the in te rp re ta tion ,  the  therap is t  will 
d rop  the subject and  w ait for a m ore  strategic 
m o m e n t  w h e n  th e  p a t i e n t  sh o w s  g re a t e r  
aw areness  before engaging in challenging in 
terpretive w ork  again. In  the case of the  young 
w om an  ju s t  cited, my in te rp re ta tion  w as com 
pletely ignored, but two sessions la ter  she 
b rought up  fantasies about the dea th  of her 
husband ,  and  we w ere able to discuss her feel
ings and  to m ake  good progress from tha t 
point on.

In presen ting  in te rp re ta t ions  the th erap is t  
should search for areas  w here  ex p lana tions  
will be most productive and  w here  the  most 
resistances to gett ing well reside. A m ong these 
are nuclear conflicts, derivative conflicts, neg a 
tive transference; and  sundry  o ther  resistances.

N u clea r  con flic ts  f r e q u e n t ly  p e rs is t  
th rou gh ou t  the life of the person and  are 
responsible for sym ptom s and  behavioral diffi
culties. E xam ple : A patien t whose m othe r  died 
d ur ing  his infancy and  w ho  w as raised by a 
succession of relatives has since childhood been 
in constant search for a loving, giving, m a 
ternal figure. H e  minim izes re la tionsh ips  w ith  
w o m en  w h o  a re  a c cep t in g  b u t  seeks ou t 
liaisons w ith  unstable ,  rejecting females w ith  
w hom  he acts out the them e of en te r ing  a 
perfect idealized un ion , only to experience re 
jection, humilia t ion , feelings of a ban do nm en t,  
and  separa tion  anxiety. A cu rren t  crisis caused 
by discovery of infidelity on the p a r t  of the 
young w om an  w ith  w hom  he has had  a re la 
t ionship for a year has b rough t h im  to therapy .

Recognizing the  d ep th  of the p rob lem  an d  the 
impossibility of a lte r ing  the dependency  need 
in a  brief  th erapeu tic  effort, the  therap is t  
focuses on a lleviating  the  separa tion  anxiety  
w ith  ego suppor ts .  H e  brings the  pa t ien t  to an 
aw areness  of the  orig ins and  the destructive be
haviora l residues of his symbiotic needs and  
th rou gh  cognitive ap proaches  helps h im  to 
fight off the  urge  for fu tu re  en tang lem en ts  with  
rejecting w om en.

D eriva tive  conflicts a re  closer to aw areness  
th a n  nuclear  conflicts, and  the pa tien t has 
be tter  control over them . E xam ple : A pa tien t 
w ho  has been unab le  to achieve passing  grades 
a t  college sees herself  as a “ loser .”  H e r  his tory 
reveals a series of failures in achievement and  
in in te rpersona l re la tionships .  It becomes a p 
p a re n t  tha t  there  is operative a fear of success 
w hich  is equa ted  w ith  being aggressive and 
d e s t ru c t iv e  to w a r d  o th e r s .  T h e  th e r a p i s t  
predicts  th a t  th is  fear of success m ay  sponsor  a 
fa ilure  in the rapy .  W ith o u t  p ro b ing  the  orig ins 
of her aversion tow ard  aggression, the th e r a 
pist focuses on the  various m anifestations of 
the  need to fail and  th ro u g h  desensitization 
and  o ther  behaviora l  techniques helps the  p a 
tient to m as te r  anxieties re la ted  to a coming 
school ex am ina tion .  U til iz ing  the p a t i e n t ’s suc
cessful passing  as a fulcrum, the therap is t  
helps the pa tien t  evolve w ays of coping with 
fu tu re  challenges.

N egative transference  will block any  p ro d u c 
tive th erapeu tic  effort. T h is  focus is pe rh ap s  
th e  m ost im p o r t a n t  o f  a l l  a re a s .  W h e n  
m a n i fe s ta t io n s  of neg a t iv e  t r a n s fe r e n c e  a p 
p ear ,  its resolution  becomes a p r im a ry  task. 
E xam ple :  A pa t ien t  after the second session 
becomes highly defensive an d  a rgum en ta t ive  
challenging a lm ost every in te rp re ta t io n  the 
th e rap is t  makes. It is a p p a re n t  th a t  he wishes 
to avoid establish ing a w ork ing  re la tionsh ip  
w ith  the  therap is t .  T h e  therap is t ,  recognizing 
th a t  the pa t ien t  is unresponsive  and  obstruc
tive, confronts the  pa tien t  w ith  his behavior .  A 
section of the interview follows:

T h .  I notice th a t  you co ns tan t ly  d isag ree  w i th  w h a t  
I say.
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P t .  N o ,  shou ld  I take  for g ra n te d  every th ing ,  like 
gospel?

T h .  I t ’s in te res t ing  th a t  you say gospel. Y our  
fa the r ,  you told me, is a m inister .

P t .  A re  you t ry in g  to  tell m e  th a t  I ’m act ing  as if 
you a re  m y  fa the r?

T h .  A re  you?
P t .  (lo n g  p a u se )  I d o n ’t th in k  so, but  (pause) 

m ay b e  y o u ’re r igh t .  I w a s  an  a the is t  ever since 
I w a s  6 years  old.

T h .  You m ean  f ighting  th e  gospel?
P t .  (la u g h s) W h a t  you a r e  t ry in g  to do  he re  is 

h a rd ly  religion.
T h .  But  you m ay  be ac t ing  w ith  m e as  if I ’m a 

high  priest.
P t .  (la u g h in g ) Y o u ’re  t ry in g  to  tell me I ’m m isbe

having.
T h .  T h i s  is ho w  yo u  m ust  feel. I cer ta in ly  d o n ’t 

believe y o u ’re m isbehav ing .  You have a  r ight  
to yo u r  o w n  though ts .  W h a t  w e ’re  t ry in g  to do 
is to  find ou t  h o w  you can get a long  better  
w i th  people .  Any m aybe  if you can  w o rk  ou t  a 
be t te r  r e la t io n sh ip  w i th  m e  it will he lp  you get 
a long  b e t te r  w i th  others .  T h a t  d o e s n ’t m ean  
I ’m a lw ay s  r igh t  in w h a t  I say. B u t  I th in k  I 
can  be m o re  objective a b o u t  w h a t  you do th a n  
you can. A nd  if I po in t  ou t  th ings  th a t  seem 
like critic ism, I ’m  not t ry in g  to  be m ean  o r  a r 
b i t ra ry .  L e t ’s ta lk  it out .  I t ’s im p o r t a n t  for you  
to decide if I ’m r igh t  or  w rong .

P t .  D octo r ,  I h ope  you can be to le ran t  w i th  me. I 
kn o w  you a re  r igh t  in w h a t  you a re  saying. I ’ll 
try.

T h .  T h i s  d o e s n ’t m e a n  you have to take  for g ran ted  
every th ing  I say. A fter  all , I ’m not a h igh 
priest.

V arious o th er  res is tan ces  in te r fe re  w i th  
progress in therapy .  It m ay  even be helpful to 
antic ipate  resistances if the his torical d a ta  and  
initial w o rk u p  point out areas  of im pend ing  
trouble. E xam ple : An accident-prone pa tien t 
w ith  an  obsessive-compulsive personality  seeks 
the rapy  for anxie ty  and  depression. F ro m  early  
childhood on he has been fearful of h a rb o r in g  
a dreadful disease, the present form of w hich  is 
cancer. At the fifth session w hen  it becomes 
a p p a re n t  th a t  reassurance  has failed to allay 
his fear of succum bing to a cancerous process 
of the  bra in  ak in  to th a t  of a  colleague in his

profession, the  th e rap is t  confronts h im  w ith  his
masochistic need.

T h .  I rea l ize  th a t ,  as  you  have  told me, doctors  
m a k e  m istakes .  B u t  I get  the  im press ion  th a t  
in y o u r  case,  w i th  so m a n y  medical a n d  n e u 
ro logical  checks, the re  is li t t le  chance  you have  
can ce r  of  th e  b ra in .  M o r e  im p o r t a n t  t h a n  th is  
is w h y  you  have  to t o r tu r e  yourse lf  w i th  th is  
idea o r  w i th  o th e r  fears.  L ik e  all  the  o th e r  
cance rs  you  th o u g h t  you w o u ld  develop in the  
pas t  a n d  d i d n ’t.

P t .  D o c to r ,  I tell you, I get  so upse t .  I c a n ’t ea t  o r  
rest .  I get u p  in the  m idd le  of the  n igh t  w i th  a 
cold sweat.

T h .  ( firm ly )  N o w  listen to me. You a r e  giv ing 
yourse lf  a h a rd  t ime. N o w  w h y  in th e  devil do 
you have  t c  w e a r  a  h a i r  sh ir t  all  the  t ime. O n e  
to r tu r o u s  idea af ter  a n o th e r .  Y o u ’ve a lw ays  
h ad  it. I rea l ly  feel y o u ’ve a lw ay s  had  it. I 
rea l ly  feel y o u ’ve got a  s ta ke  in p u n ish in g  
yourself . All the  guilt  feelings you have  abou t  
y o u r  p a re n ts .  You m ust  feel th a t  you a re  a t e r 
r ib le  pe r so n  for feeling th e  w a y  you do.

P t .  I c a n ’t get  th e  th o u g h ts  ou t  of m y  m ind  abou t  
w h a t  will  h a p p e n  to m e  w h e n  they die.

T h .  L ike  w h a t?
P t .  (pause)  I d o n ’t k now . I ’m af ra id  I c a n ’t get 

a lo n g  w i th o u t  them . A n d  yet I have  these a w 
ful th o u g h ts  th a t  s o m e th in g  te r r ib le  will h a p 
pen  to  th em .  [O b v io u s ly  the  p a tie n t  is ca u g h t 
in a c o n fl ic t  o f  d e p e n d e n t ly  n e e d in g  h is  
p a re n ts , fe e l in g  tra p p e d , re sen tin g  h is  h e lp 
less d ep en d en cy , fe a r in g  th a t  h is ang er w ill  
so m e h o w  b rin g  a b o u t th e ir  d ea th  a n d  tu rn in g  
th is  re se n tm e n t back on h im se lf. H is  g u il t  fe e l 
in g  en jo in s h im  to p u n ish  a n d  to rtu re  h im se lf. 
T h is  w ill  p ro b a b ly  p re v e n t h im  fr o m  benefit-  
tin g  fr o m  th era p y . T o  try  to ta ke  a w a y  h is  
m a so ch istic  n eed  fo r  s e lf-p u n ish m e n t w ith o u t  
d ea lin g  w ith  th e  basis f o r  h is  g u i l t  w o u ld  p ro v e  
e ith e r  fu t i le  o r w o u ld  o n ly  be te m p o ra rily  suc
cessfu l. ]

T h .  N o w  look. Y ou  have  th is  need to p u n ish  y o u r 
self a n d  all  th e  t o r tu r e  y o u ’re p u t t in g  yourse lf  
t h r o u g h ,  a n d  a l l  y o u r  s y m p t o m s  a n d  th e  
m esses you get  in to ,  acc iden ts  a n d  all , a re ,  I 
feel, d irectly  r e la ted  to  th is  need for self
p u n i s h m e n t .  T h e  reaso n  I b r in g  this u p  is th a t  
as  long as  you have  th is  need ,  you will  block 
y ourse lf  f rom  get t ing  well in o u r  t r ea tm en t .



TECHNIQUES IN SHORT-TERM THERAPY 145

W h a t  we a re  go ing to do is p la n  h o w  you can 

b reak  this vicious cycle.

A trea tm en t  p lan  then w as evolved to help 
h im  break  his dependency ties by gett ing h im  
to take  vacations aw ay  from hom e and  then  to 
find an  a p a r tm e n t  for him self  aw ay  from  his 
family. H av ing  been enjoined to vent his 
anger,  the pa t ien t  became increasingly able  to 
tolerate  his hostil ity and  to accept his pa ren ts  
for w h a t  they were. W ith  sup po r t  he was able 
to resist the ir  ins inuat ions th a t  he w as a d is
loyal son for leaving them  and  for living his 
ow n life. A d ra m a tic  change occurred in his 
sym ptom s, and  a  2-year  follow-up show ed con
tinued  im provem ent and  m a tu ra t ion .

Separation an x iety  will emerge as the  end  of

th e rapy  approaches .  E xam p le :  A pa t ien t  w ho 
w as m ak ing  progress  up  to the  seventh session 
began to experience a re tu rn  of sym ptom s. His 
d ream s revealed fears of ab an d o n m e n t ,  feelings 
of helplessness, and  re sen tm en t tow ard  the 
therap is t .  A f rank  discussion of how  n a tu ra l  it 
w as  to experience fear of being unab le  to func
tion on his ow n  as th e rapy  th rea tened  to end, 
an d  how  im p o r tan t  in his g row th  process it 
w as  to tackle his fears a n d  m as te r  them , 
b ro ug h t  ou t ear ly  anxieties  about going to 
school, leaving hom e for college, and  break ing  
up  w ith  form er girlfr iends. P u tt in g  his present 
reaction  into the  perspective of a p a t te rn  tha t  
w as  not so te r r ib ly  ab n o rm a l  enabled  h im  to 
te rm in a te  a t  th e  set da te  w ith  feelings th a t  he 
had  the  s treng th  to carry  on by himself.

Special Applications of Technique

S h o r t - t e r m  t h e r a p y  e m b ra c e s  a h e t e r o 
geneous g roup  of in terventions cata lyzed by 
the th e r a p is t ’s en thus iasm , the  p a t ie n t’s faith, 
and  shared  hope. W h ile  it is t rue  th a t  tech 
n iques serve to release im p ortan t  healing  ag en 
cies, the choice of in terventions and  the skill 
w ith  w hich  they are  im plem ented  are  crucial 
to success. It is to be expected th a t  modifica
tions in trad it iona l psychotherapeutic  tech 
n iques will be in troduced by certa in  therap is ts  
w ho fashion their  theories a ro u n d  m ethods 
tha t  seem to w ork  for th em  personally .  T h i s  is 
all to the good, of course, except w here  the 
therap is t  a t tem pts  to inco rpora te  all of psy
chopathology w ith in  his cherished theory  and  
to insist th a t  only his methods a re  valuable. 
W e  m ay forgive these narcissistic m aneuvers  
should the methods presen ted  have sufficient 
value to justify  experim en ting  w ith  them  to see 
if they fit in w ith  o u r  u n iq ue  ideologies and 
w ork ing  styles. And we m ay be able to modify 
and  shape some of them  to o u r  personal a d v a n 
tage .  B ut,  a cc ep tan ce  of th e  th e o re t ic a l  
premises for these innovative procedures will 
requ ire  tho rough  experim en ta l  validation.

Sokol (1973), for exam ple ,  has  devised a 
shor t- te rm  m ethod  for h an d lin g  “ s im p le” or 
“ endogenous”  depressions based on some p r in 
ciples of psychoanaly tic  theory . T h e  h y p o th e t
ical a ssum ptions  a rou nd  w hich  the t r ea tm en t  
process is or ien ted  contend th a t  several factors 
m us t op e ra te  to  p roduce  a clinical depressive 
reaction. F irs t ,  there  m ust be a cu rren t  loss of 
some kind, such as the  d ea th  o r  removal of a 
person close to one. T h is  acts as a spark ,  ignit
ing the  explosive m ix tu re  of an  ear l ie r  loss in 
the  c h i ld -p a re n t  re la tionsh ip . Second, a p r im i
tive, punitive conscience (superego) m us t exist 
th a t  will not pe rm it  the  release of conflictual 
emotions, p a r t icu la r ly  hostility. Since hostil ity 
canno t be hand led  by the  simple m echan ism  of 
repression , m ore  prim itive  ego m echanism s are  
utilized, such as denial ,  introjection, and  incor
pora t ion .  U sua l ly  o ther  em otions canno t also 
be to lerated , an d  both  negative and  positive 
feelings a re  blotted out. T h i r d ,  “ this leads to 
fu r th e r  sham e  and  guilt and  begins a regressive 
s p i ra l .”  If we concede the  validity of th is  h y 
pothesis in o rd e r  to cure a depression , hostility 
tow ard  the  lost object m us t be recognized,
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tolerated, and  released. Since the pa tien t c an 
not do this for himself, the  therap is t  m ust do it 
for him. “ I reason ed ,”  said Sokol, “ tha t ,  if the 
a ttack  came from me, the pressure  on the p a 
t ien t’s superego w ould  be d im inished and  the 
affectionate impulses could be expressed in de
fending the lost person from this ex te rna l  a t 
ta ck e r .”  U sing this  tactic b rought about a  re 
mission in the cases described by Sokol.

Lest one get too en thusiastic  about S oko l’s 
method, even though  the dynam ics m ay  sound 
plausible, one m ust rem em b er  tha t  only three 
cases were cited in this  study. M oreover ,  in 
each  case b o th  a n t id e p r e s s a n t s  a n d  t r a n 
quilizers  w ere coordinately  used. O th e r  inn o 
vations cla iming good results  w ith  depression 
exist and  employ  different techniques oriented  
a r o u n d  co m p le te ly  d is s im i la r  th eo r ie s ,  for 
instance, the cognitive therapeu tic  m ethods of 
A. T .  Beck (1971, 1976).

In cognitive the rap y  an a t tem p t is m ade  to 
rectify conceptual d is tort ions in o rder  to cor
rect the ways tha t  reality is being experienced. 
In terv iewing techniques analyze  defects in a 
p a t ie n t’s views of the w orld  (cognitive a ssu m p 
tions or “ sc h e m a” ), his m ethods of stimuli 
screening and  differentiation, and  the e r ro 
neous ideas th a t  mediate  destructive response 
pa tte rns .  H o m ew o rk  ass ignm ents  reinforce the 
p a t i e n t ’s ability to deal constructively and  con
fidently w ith  adaptive  tasks. T h e  trea tm en t  is 
short term, consisting of app rox im a te ly  20 
sessions on a twice-a-week basis. Cognitive 
th e rap y  for depression is o rgan ized  a ro u n d  a 
nu m b er  of assum ptions  (R ush  & Beck, 1978; 
R ush  et al,  1977). As a consequence of early  
events, the pa tien t  re ta ins  a “ schem a” tha t 
m akes him vulnerab le  to depression. A m ong  
such events is the death  of a p a ren t  or o ther  
im portan t  person. W h a t  results  is a  “ pre- 
depressive cognitive o rg an iza t io n .”  O pera tive  
here  is a global negative a tt i tude  on the p a r t  of 
the patient.  T h u s  he m isconstrues s i tuations to 
a point w here  “ he has tailored facts to fit 
p reconce ived  n eg a tiv e  c o n c lu s io n s”  (R u sh ,  
1978).

T h e  patient regards  himself as u n w orthy

and  assumes th is  is because he lacks essential 
a t t r ibu tes  to m er it  w orth iness .  H e  assum es his 
difficulties will con tinue  indefinitely in the  fu
tu re ,  tha t  fa i lure  is his destiny. T h e se  c h a rac 
teristics constitu te  the “ cognitive t r i a d ” in 
depression. In t r e a tm en t  the  pa tien t is enjoined 
to keep a record  of aspects of his negative 
th in k ing  w henever  this occurs and  to connect 
these episodes w ith  any  associated env iron
m enta l  events th a t  tr igger them  off. T h e  s imple 
quan tify ing  of any  sym ptom s— in this instance 
negative th in k in g — tends to reduce them . T h e  
th e r a p i s t ,  w h e n e v e r  th e  p a t i e n t  d u r i n g  a 
session brings u p  a  negative though t ,  asks the 
pa t ien t  to rea lity  test it and  then ,  aw ay  from 
the rapy ,  to do this  by himself.  T h ro u g h  this 
m eans  the p a tien t  is helped to see how  he 
m akes unjustified a ssum ptions  (“ a rb i t ra ry  in 
ferences” ), how  he magnifies the significance 
of selected events (“ m agn if ica tion ,” ) and  how 
he uses insignificant s i tua t ions to jus tify  his 
point of view (“ o vergenera l iza t ion” ). O th e r  
“ cognitive e r r o r s ”  a re  identif ied, such as how 
offensive details a re  used ou t of context while 
i g n o r in g  m o re  im p o r t a n t  c o n s t ru c t iv e  facts 
(“ selective ab s t rac t io n ” ), how c ircumstances 
and  though ts  th a t  do not fit in w ith  negative 
“ s c h e m a s ”  a r e  b y p assed  (“ m i n i m i z a t i o n ” ); 
how  unre la ted  events are  unjustif iably  a p p r o 
p ria ted  to subs tan t ia te  his ideas (“ pe rso na l iz a 
t io n ” ). T h e  pa t ien t  is encouraged  to review his 
record of though ts ,  to identify them es and 
assum ptions ,  and  to identify past events tha t  
su pp o r t  his faulty  schemas. Point by point the 
th erap is t  offers a lte rnat ive  in te rp re ta t ions  of 
these past events . By so do ing  he hopes tha t  
sufficient doubt will develop in the pa tien t  so 
th a t  he will engage in exper im en ta l  behaviors, 
recognizing the fallaciousness of his h y p o th 
eses, and  arr ive  at different, less destructive ex
p lana t ions  for events. A m ar i ta l  p a r tn e r  or 
family m ay also be involved in cognitive th e r 
apy  to reinforce correction of d is torted negative 
meanings.

Step by step the  pa tien t is encouraged  to  u n 
d ertake  tasks th a t  he h i the r to  had  considered 
difficult (“ graded  task a ss ig n m e n t” ) and  to
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keep  a reco rd  of h is  a c t iv i t ie s  ( “ ac t iv i ty  
scheduling” ) and  the degree of satisfaction and  
sense of mastery  achieved (“ record ing  a mood 
g r a p h ” ). D iscu s s io n s  in t h e r a p y  focus on 
the p a t i e n t ’s reactions to his tasks and  his 
tendencies at m in im iza t ion  of p leasu re  and  
success. H o m ew o rk  ass ignm ents  a re  crucial. 
T h e se  range from behaviorally  oriented  tasks 
in severe depression to m ore  abstrac t  tasks in 
less severe cases oriented  a ro u n d  correcting ex
isting schemas. Should  negative transference  
occur, it is handled  in the m a n n e r  of a biased 
cognition.

E m ploying  a cognitive model of personality ,  
M o r r iso n  and  C om eta  (1977) have evolved 
w h a t  they call “ em otive-reconstructive” sh o r t 
te rm  therapy  (E R T ) .  T h e  theory  beh ind  the 
technique is th a t  u n fo r tu na te  early  childhood 
stress experiences lead to a “ p e rso n ’s in ade 
q ua te  construction of self a n d  o th e r s .” T h is  
produces a p lay ing  of faulty roles and  self-con
ceptua liza t ions in later life. T h u s  some chil
dren ,  not being able to en du re  the ir  p a ren ts  as 
nonloving, dis tort reality  by constru ing  them  
as loving and  themselves as bad. “ Essentia lly  
locked into the role of bad child as a m eans  of 
reducing the stress and  confusion of p a r a 
doxical family com m unicat ions , ind iv idua ls ’ 
subsequent life experiences a re  bu t rep lays  of 
early  ro les .” W h a t  m ust occur to overcome this 
d is tort ion then is a  discovery of key conflicts 
and  a correction of the ir  in te rp re ta t ion .  Instead 
of try ing  to force this by in ap p ro p r ia te  search 
strategies, as is the case in t r ad it iona l psycho
the rapy ,  a technique  of direct experiencing  is 
used by M o r r is o n  and  C om eta .  P a tien ts  are  
asked to shut the ir  eyes and  “ to im m erse  
themselves in past events by focusing on the 
contextual su rrou nd in gs  (colors, odors, noises, 
texture) of early  experiences” describing these 
briefly. Periodically, w hen  the  th erap is t  wishes 
to arouse the expression of a certa in  feeling, 
the pa tient is asked to hyperventila te  “ by 
b reath ing  deeply and  rap id ly  for 30- to 60- 
second time pe r io ds .”  G es ta l t  and  ro le-p lay ing  
te c h n iq u e s  m a y  c o o rd in a te ly  be e m p lo y ed .  
S upport  is given and  em p a th y  show n w hen

necessary to comfort the  patient.  A p p ro x 
im ately  15 sessions often lead, it is repor ted ,  
“ to  a  r e c o n s t ru in g  of self a n d  s ig n if ic an t  
o thers,  w hich  in tu rn  facili tates the  adop tion  of 
m ore  product ive  life ro les” tow ard  rap id  p e r 
sonality  and  behavior change. T h e  s imilari ty  
of m an y  aspects of this  E R T  technique w ith  
F r e u d ’s e a r ly  c a th a r t i c  m e th o d  w ill  be 
recognized.

A no the r  ex am ple  of the  use of a theoretical 
princ ip le  to fashion a clinical ap p ro ach  is p ro 
vided by Suess (1972). H e  po in ts  ou t th a t  dy 
n a m ic  s h o r t - t e r m  t h e r a p y  is o b s t ru c te d  in 
the obsessive-compulsive individual by rigid 
tendencies to avoid feelings of excessive in- 
te l lectualization , self-control, and  a ttachm en t  
as well as by great fears of su r ren der ing  
oneself to h u r t  and  explo i ta t ion  in any  in te r 
personal re la tionsh ip .  An im p o r ta n t  objective 
in in terv iew ing  these patien ts ,  therefore, is to 
help  them  recognize the ir  feelings by w ork in g  
on those tha t  a re  a roused in the  cu r re n t  in te r 
view situation. T hese ,  manifested in “ ver
balizations, voice tone, facial expression , body 
m ovem ent and  o ther  nonverbal cues ,” are 
dealt w ith  by such p hrases  as “ You sound 
a n g ry ,”  “ You look a n g ry ,” “ You look dis
gu s te d ,” “ You a p p e a r  uncom fortab le  ins ide .” 
P resen t m ean ings  a re  m ore  im p o r tan t  than  
referral to pas t  his tory  an d  genetic origins. 
W h en ever  the  pa tien t  a t tem p ts  a diversion by 
theoretical, philosophical,  o r  intellectual dis
cussion, it is a rres ted  and  the  focus redirected 
at feelings, such as being ang ry ,  guilty, affec- 
tional,  depressed, and  so on. T h e  defensive n a 
tu re  of silences on the  p a r t  of the pa tien t 
should also be in terpre ted ,  for exam ple ,  the  in 
cessant and  p a ra lyz ing  need to m a in ta in  con
trol. Self-criticism pow ered  by an  excessively 
punitive  superego  is tem pered  by suggesting 
the possibility of less critical att itudes. F ocus
ing on the em otions beh ind  verbal iza t ions 
ra th e r  than  the content is im po rtan t ,  especially 
w hen  the pa t ien t  keeps ta lk ing  about his 
sy m p to m s .  In te l l e c tu a l i z a t io n s  an d  d o u b ts  
u tilized as a w ay  of g u a rd ing  agains t recogni
tion of feelings in o n e ’s p resen t life m ay  seduce
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the therap is t  in to engaging  in fruitless debates, 
thus  falling into the  p a t i e n t ’s t r ap  of avoiding 
feelings. T h e  p ro p e r  response to these m a 
neuvers, claims Suess, is to expose th em  as 
resistances.

Some innovative a t tem p ts  at p rophy lax is  of 
em otional illness have been m ade. A m ong  
these is the w o rk  of Stein et al (1969) on brief 
th e rap y  w ith  seriously physically  ill patients . 
T h e  developm ent of an  illness, pa r t icu la r ly  of 
an  incurab le  and  debil i ta t ing  n a tu re ,  imposes a 
severe s tra in  on any  individual. W h e re  the  p a 
tient is unab le  to accept the  imposition of a 
tem po ra ry  o r  p e rm an en t  hand icap ,  w h ere  his 
secu r i ty  is t h r e a te n e d  a n d  h is  se l f - im ag e  
dam aged  by the rea l iza t ion  of his vulnerabil ity ,  
pathological psychological reactions (pa r t ic u 
larly  anxiety, depression, tendencies tow ard  
denial , anger,  and  a variety  of neurotic  an d  oc
casionally, in those w ith  fragile ego s treng th , 
psychotic  manifesta tions) will impose th e m 
selves. Because the  pa t ien t  m ay  as a conse
q u e n c e  becom e a p sy c h ia t r i c  c a su a l ty ,  
p sychotherapeutic  in terventions insti tu ted  as 
soon as possible a re  urgent.

At the  C en tra l  Psychiatric Clinic in C in c in 
nati  an early-access brief t rea tm en t  subdivision 
(S te in  et al.  1969) accep ts  p a t i e n t s  w h o  
preferably have severe physical p rob lem s of 
recent origin. U p  to six sessions a re  given, 
each lasting from 15 to 50 minutes ,  spaced on 
the average of one visit each week. In the m a 
jo r i ty  of these patien ts  sym ptom atic  im prove
m en t and  res to ra t ion  of satisfactory functioning 
has followed th is  brief t rea tm en t  (G ottscha lk  et 
a l. ,  1967). T h e  t r ea tm en t  process is best o r 
ganized by (1) han d ling  the  tendencies to 
denial , (2) m a nag in g  a sha t te r ing  of the sense 
of mastery , and  (3) dealing  w ith  the  conviction 
of im paired  body integrity.

H an d l in g  of the tendencies to denial is c ru 
cial. B lank  unbelief  often opera tes  as a p r i 
m ary  defense to insulate  the patient from the 
implications of his illness (L ind em ann ,  1944). 
Such denial ,  in terfering  w ith  the t rue  assess
ment of the reality  s i tuation , constitutes a great 
d an ger  for the individual. In  coronary  illness,

for exam ple ,  the  p a tien t  m ay  engage in d a n 
gerous overactivity, neglect of his diet, and  
forgetting to take  essential medications. It is, 
therefore,  im p o r ta n t  to review w ith  the pa t ien t  
his ideas of his il lness and  his a tt i tudes to w ard  
it especially his hopelessness. By careful c larif i
cation coupled w ith  reassu rance  we m ay  be 
able  to correct exis ting misconceptions and  
cognitive dis tort ions. T h e  re la t ionsh ip  w ith  the 
therap is t  can great ly  help  the  p a t ien t  to accept 
a factual assessm ent of his s i tuation . T h e  th e r 
apis t here  serves “ in a role s im ila r  to the 
p ro te c t in g  p a r e n t  w h o  m a k e s  p a in fu l  a n d  
th rea ten ing  rea lity  less in to lerab le  to the  child, 
th u s  enab ling  the  child to accept and  face 
reality , w ith  its haza rd s ,  r a th e r  th a n  hav ing  to 
deny and  ‘shut o u t ’ (Stein et al. , 1969).

M a n a g in g  a sha t te r ing  of the  sense of m as 
tery  is im p o r tan t ,  especially in those persons 
w ho  hab itua l ly  m us t m a in ta in  control. T h e  
fear th a t  an  illness can str ike w ithou t w a rn in g  
and  th a t  it m a y  be a h a rb in g e r  of o ther  u n 
kn ow n and  p e rh ap s  m ore  serious physical 
d isasters  destroys the  in d iv idu a l’s confidence in 
his ow n body. R eassu rance  tha t  antic ipated  
ca ta s trophes  a re  not inevitable and  th a t  p re 
ventive m easures  a re  a best m eans  of he lp ing  
to avoid unw elcom e troubles  m ay  quie t the p a 
t ie n t’s fears. E n cou rag in g  the p a t ien t  to venti
late fantasies associated w ith  the illness, the 
th erap is t  is then  in a be tter  position to offer 
advice concerning specific medical and  n e u 
rological consu lta t ion  resources.

D ea ling  w ith  the  conviction of im paired  
body in tegrity  involves res to r ing  faith in o n e ’s 
body. T h i s  is especially necessary in tr au m a t ic  
in juries  and  surgical p rocedures.  T o  some ex
tent a reaction  of fat igue and  a reac tion of 
depression tem p ora r i ly  follow even relatively 
m in o r  a c c id en ts  a n d  o p e ra t io n s .  B u t  a f te r  
serious opera t ions ,  such as breast and  limb 
a m p u ta t io n s  and  effects of m ut ila t ing  acci
dents , a prolonged  period of upset can be ex
pected. W ith  the advent of op en -h ea r t  surgery  
m a n y  u n to w a r d  re s id u a l  p sy ch o lo g ica l  se 
que lae  have been repor ted . Severe anxie ty  and  
psychotic reactions a re  especially th rea ten ed  in
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persons whose adaptive  ba lance  is p recarious, p a t i e n t ’s physician , and  this m ay  a liena te  the
It does not req u i re  intensive p rob ing  to recog- pa tien t from essential sources of su pp o r t  and
nize how angry  a pa tien t is at w h a t  has h ap -  comfort. O p e n in g  up  discussions a ro un d  this
pened to him. Such anger  m ay  be displaced o r  dynam ic  can be most constructive,
projected onto family m em bers  and  even on the

Brief Group and Family Therapy

Brief g roup  psychotherapy  is an economical 
w ay of hand ling  p a tien ts  w ho  have the m ot iva 
tion and  capacity  to in terre la te  in some w ay  in 
a group . As a diagnostic a n d  in take  p rocedure  
it has  been employed w ith  success in certa in  
clinics (Peck, 1953; Stone et al,  1954), p a r t ic u 
larly  w here  there  are  w aiting  lists and  an  u n 
desirable  delay in ass ignm ent to a therap is t .  
H e re  the g roup  serves as m ore  th an  a holding 
opera t ion , some patien ts  benefitting sufficiently 
from the g rou p  contact so th a t  fu r th e r  in 
d iv id u a l  t r e a tm e n t  is no t  needed .  At th e  
M etrop o li tan  H osp ita l  C e n te r  in N ew  York, 
Sadock and  his colleagues (1968) have o p e r 
ated a shor t- te rm  g rou p  the rapy  service for 
socially and  economically deprived p a tien ts  as 
p a r t  of a w alk-in  clinic. At the initial in terview 
the 10 sessions’ limit is exp la ined  by the social 
w orke r  with  the adden du m  th a t  should this  be 
insufficient, longer th e rap y  m ight be a rran ged .  
O n e -h o u r  sessions are  held weekly, conducted 
by a cotherapis t team  of psychiatr ist  and  social 
w orker.  N o  m ore th a n  eight pa tien ts  are  in a 
g roup  w ith  new patients  added as vacancies oc
cur. T h e  average n u m b er  of sessions a ttended  
is five. T h e  pa tien t  popu la t ion  is he te ro 
geneous educationally ,  racially, and  diagnos- 
tically. W h ere  necessary, com m unity  agency 
contact is m ade  for env ironm enta l  a l te ra t ions. 
T h e  g roup  discussions a re  pointed  tow ard  p ro 
blem solving, each new m em b er ,  after being 
in t ro d u ced ,  b e in g  e n c o u ra g e d  to  give 
b iographical d a ta  and  to rela te  the problem  
tha t brought h im  or her to the clinic. Reactions 
of o ther m em bers  to the p a t i e n t ’s account and  
suggestions for coping w ith  prob lem s a re  en 
c o u rag ed ,  an d  goals  a r e  fo rm u la te d .  A p 

p rox im ate ly  tw o-th irds  of the  patien ts  have 
been ra ted  as im proved a t  the  end of the ir  
trea tm en t.

A good deal of l i te ra tu re  has accum ula ted  on 
the  subject of brief g rou p  the rap y ,  and  a n u m 
ber of different models hav ing  been described 
in the  first ch ap te r  of this  book. Some repor ts  
on the  efficacy of sho r t- te rm  g roups  a re  espe
cially enthusiastic .  T r a k a s  and  L loyd (1971) 
w ork ing  w ith  an  open-ended  g ro up  of pa tien ts  
for no m ore th a n  six sessions repor ted  twice as 
m uch im provem ent as w as the  case in pa tien ts  
receiving o ther  k inds of help , including long
te rm  g roup  therapy .  W a x e r  (1977) in troduced 
motivated  pa tien ts  from a genera l  hospita l psy
ch iatric  w a rd  into a g rou p  for no m ore  than  
one m on th  and  w as also very optimistic  about 
the  results . O n  the  o th e r  han d ,  M c G ee  and  
M e y e r  (1971) com pared  two g roups  of schizo
phren ics  u ti liz ing  various ra t in g  m ater ia ls  and  
found th a t  long- te rm  groups  w ere  m ore  effec
tive.

T h e  kinds of pa tien ts ,  the ir  p re p a ra t io n  for 
therapy ,  and  the  skill and  personali ty  of the 
g rou p  the rap is t  a re  obviously crucial elements 
in d e te r m i n in g  th e  r e s u l t s  in s h o r t - t e r m  
groups. T h e  th e ra p is t ’s a tt i tude  tow ard  g roup  
th e rapy  and  his interest in w o rk ing  w ith  a 
g rou p  are  crucial for success.

A  few poin ters  m ay  be helpful. O n e  w ay  of 
ap p roach in g  a pa tien t  to en te r  a g rou p  is sug
gested in this  excerpt:

T h .  I believe th a t  yo u r  type  of p ro b le m  will be 
h e lped  best in a g ro u p  se t ting. W e  will have 
a b o u t  six sessions .

P t .  W il l  th a t  be en o u g h  to cu re  th is  cond i t ion?
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T h .  You should  get enough  out of th e r a p y  to have 
gotten  s ta r ted  on the road  to  ge t t ing  better. 
W h e th e r  you will be all  cu red  is h a rd  to say. 
G e n e ra l ly ,  af ter  so shor t  a t im e  in t r ea tm en t  
your  sy m p to m s should  be im proved ,  a n d  you 
will have a n  idea of h o w  you can  go a bou t  con
t in u in g  to get well an d  s tay  well.

Should the pa tien t  show resistance to en te r 
ing a group , this  is handled  as in long-term  
g ro up  therapy  (see W olberg , 1977, p. 706).

At the first g ro u p  session m em bers  a re  in 
troduced by the i r  first nam es and  the confident 
n a tu re  of the meetings em phasized . T h e  obli
gation to come to all sessions is stressed, p a 
tients are  told tha t  the n u m b er  of sessions is so 
few tha t the sooner they open up  and  focus on 
the ir  problems, the faster they will get better.

T h .  You have  a n  o p p o r tu n i ty  to ta lk  a b o u t  th ings  
h e re  th a t  you o rd in a r i ly  keep  secret. J u s t  o p e n 
ing u p  a n d  p u t t in g  your  feelings into w ords  
will help. W h a t  you w a n t  to do a b o u t  u p se t 
ting  m a t te r s  will be y o u r  ow n decision, bu t  you 
shou ld  be ab le  to th in k  m o re  clear ly  a bou t  
w h a t  to do as a  result  of you r  g ro u p  exper ience  
an d  the  he lp  you get f rom  the  discussions. 
W h e n  you a re  ready ,  you will w a n t  to take  ac 
tion an d  th a t  shou ld  set you on  the road  to get
ting  well.

P t .  But w h a t  shou ld  I ta lk  ab o u t?
T h .  T h e  best w ay  to s ta r t  is to ta lk  a b o u t  w h a t  

b ro u g h t  you in to  th e ra p y ,  h o w  it began  an d  
w h a t  has  h a p p e n e d  u p  to  the  present .

Should the pa tien t delve too m uch into past 
his tory, he should be discouraged, as should 
any  too detailed theoriz ing abou t  his condition. 
T h e  focus should be on the presen t, and  it is 
emphasized  th a t  no m a t te r  w ha t  has h appened  
to a person in the  past ,  one can change if one 
has the desire for change. As patients  begin to 
talk , the ir  reactions to the  g roup  and  to the 
therap is t  will become manifest. Some patien ts  
will try  to convert the g ro up  into a private  
session; they a re  then asked to address the i r  re 
m arks  to the g ro up  ra th e r  th an  the therap is t .  
T h e  m an agem en t of the g roup  session as well 
as special p rob lem s th a t  occur is described

elsewhere in detail (W olberg ,  1977, pp. 7 0 8 -  
719).

M o s t  pa tien ts  w hen  they en ter  a g ro up  are  
highly  in to le ran t  of criticism, w hich they a n 
ticipate will h a p p e n  should they reveal th e m 
selves. In a  well-conducted g roup  the  pa tien t 
becom es c a p a b le  of d is t in g u is h in g  b e tw e en  
destructive, hostile a ttacks and  constructive 
c r i t ic ism  m o t iv a te d  by a  d e s i re  to  he lp .  
M oreover ,  he begins to realize  th a t  some 
critical com m ents  a re  really  not personal but 
a re  projections th a t  a re  being falsely directed 
at him . Such exposures  help  m any  p a tien ts  be
come less critical of themselves, less rigid and  
defensive, and  m ore  accessible to reasonable  
values. T h ese  learn ings  m ay  generalize  outs ide 
of the  trea tm en t  session and  influence re la t io n 
ships w ith  others.  Less hostile to themselves, 
they a re  m ore  lenient w ith  persons w ith  w h om  
they are  related. C oopera tive  and  tender  im 
pulses emerge.

A n u m b e r  of s t ra tagem s m ay be employed in 
the  g roup  to facilitate activity. O n e  technique 
is to ask each m em ber  of the g rou p  to ta lk  
abou t  any  fears he o r  she had  as an adolescent. 
G ro u p  m em bers  often are  able to ta lk  m ore 
easily abou t past  fears and  problem s, especially 
those they have overcome, th an  present u n re 
solved ones o r  abou t  s i tua t ions w ith  an  im 
media te  stress potentia l .  Pa tients  can find 
comfort in listening to how  o th e r  persons have 
h ad  to cope w ith  difficulties sim ilar  to the ir  
own. O nce  past fears are  aera ted , p resent con
cerns a re  taken  up  about some comm on p ro b 
lem. Should  p a tien ts  be on a hospita l w ard ,  
they m ay be quest ioned as to how each feels 
abou t a rou t ine  th a t  some have found d is taste
ful. O nce  the  ice is broken  and  com m unicat ion  
is flowing, m ore personal im m edia te  prob lem s 
may be approached .

An in teresting  technique th a t  m ay  be used 
w ith  patien ts  w ho  are  not too sick, in a g ro up  
th a t  is inactive and  bogged dow n, is ask ing  for 
a vo lunteer to leave the room  so th a t  the rest of 
the g rou p  can ta lk  about h im , a ir ing  the i r  im 
pressions of the  kind of a person  he is. After a 
short period the pa t ien t  is invited back into the
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room and  asked to relate how  he felt w hen  he 
was out of the room , w h a t  thoughts  cam e to 
him , and w h a t  he believes the  g roup  felt and 
said about h im . T h e n  a n o th e r  volunteer p a 
tient leaves the  room, and  the process is 
repeated. L a te r  w hen  the g ro up  is m o re  in 
tegrated, the pa tients  m ay  com pare  how  they 
originally  felt about each o ther  w ith  changes in 
the ir  perceptions. T h i s  technique  can stir  up  a 
g reat deal of feeling and  anxiety  and  should  be 
restricted to patien ts  w ith  good ego structures.  
Individual sessions may coordinately  be held to 
handle  anxieties.

Role playing and  p sychodram a m ay also be 
utilized in some groups  to help a p a tien t act 
out w ha t  he feels about different people im p o r
tan t to h im  as well as to rehearse  new p a t te rn s  
and  different ways of re lating. V ideotape  re 
cording and  feedback m ay  also be em ployed as 
a w ay of giving the  pa tien t insight into p a r a 
doxical and  am biguous  behavior and  com 
munications.

Since groups are  usually  open-ended and  
patien ts  enter th e rapy  at various levels of psy
cholog ical  so p h is t ic a t io n  a n d  r e a d in e s s  for 
change, the therap is t  will have to d isplay  a 
considerable degree of flexibili ty in the m e th 
ods uti lized at different times. P art icu la r ly  dif
ficult is w ork  w ith  actively psychotic patients .  
T h e  conduct of such a g ro up  will call for m e th 
ods of a special kind, such as those didactically 
oriented tow ard  an educat ional goal (D ruck ,  
1978; K lap m an ,  1950, 1952; Preston, 1954; 
S tandish  & Sem rad ,  1963). H e re  topics are 
chosen tha t  deal only tangentia l ly  w ith  the p a 
t ie n t’s affects a n d  conflicts. T h u s  if pa tients  
wish to discuss hallucinat ions and  delusions, a 
general discourse is given on halluc inat ions 
and  delusions and  not any  ind iv idua l’s d e lu 
sions as a personal problem.

In a brief g rou p  the rapy  w ith  the  socially 
and  economically deprived there  are  a d v a n 
tages in having the g roup  composed of peers 
w ho can identify w ith  each o th e r ’s experiences 
and  tr ibulations. T h e  th e rap is t  is often re 
garded as a representa t ive  of bu reauc ra t ic  a u 
thority , and  the presence of persons w ith  s im i

lar  socioeconomic backgrounds  is desirable  to 
lend sup po r t  to  the pa tien t  and  to in te rp re t  
w h a t  is being felt.

B ecau se  h o s p i t a l i z a t io n  is c o n s id e red  as 
sponsoring  regressive pa t te rn s  and  destroying 
se lf-conf idence  a n d  social r e la t io n s h ip s ,  a l 
ternatives to psychiatric  hosp i ta l iza t ion  have 
suggested family g rou p  ap p ro aches  on the 
basis tha t  the  family is actively involved in 
sponsoring  and  m a in ta in ing  patho logy  in the 
presen ting  patien t .  At the  C o lo rado  Psycho
pa th ic  H osp ita l  a Fam ily  T re a tm e n t  U n i t  set 
out to test the hypothesis th a t  family-oriented  
crisis th e rapy  has advantages over o the r  m e th 
ods (P i t tm an  et al, 1966). T h e  unit  is m anned  
by a team  of psychiatrist ,  psychiatric  social 
w orker ,  and  psychiatr ic  public  health  nurse  
and  opera tes  24 hours  a day. All cases con
sidered candida tes  for im m edia te  hosp i ta l iza 
tion and  w ho  live not too far from the  hospital 
a re  scrutin ized for t r e a tm en t  by the  Fam ily  
T re a tm e n t  U n it .  U sually  the  crisis is b rough t 
on by a change  in role dem an de d  of one  or 
m ore family m em bers  p roduced by some shift 
in the  family s i tuation .

At the unit ,  w ork  is done w ith  the family to 
b r ing  the m em bers  to a rea l iza t ion  th a t  the 
designated pa t ien t  is not the only cause of the 
crisis and  th a t  a  solution will not a p p e a r  w ith  
his removal to a hospita l .  R a th e r ,  the  entire  
family is involved and, therefore, responsible  
for b ring ing  a b ou t  solutions. T h e  behavior of 
the designated pa tien t is in te rp re ted  as an  a t 
tem p t at com m unicat ion .  An in te rp re ta t io n  is 
also m ade  of the  family role changes th a t  led to 
the  crisis, w ith  firm but em path ic  confron ta 
tion of all m em bers  of the family as to their  
p a r t  in the p a t i e n t ’s upset. T h e i r  responsibili ty  
is outl ined, the  around-the-c lock  availabil ity  of 
the th erap is t  expla ined, an d  a hom e visit 
scheduled w ith in  24 hours .  T a sk s  a re  assigned 
to each family m em ber. T h e  pa tien t  and  family 
a re  informed th a t  any  insistance on hosp i ta l i
za tion  is a  w ay  of escaping responsibili ty  and  
th a t  the crisis will be resolved only if family 
roles and  ru les  a re  altered. In  this  w ay  each 
family m em ber is given som eth ing  to do, such
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as cleaning the kitchen, w rit ing  a letter, tak ing  
medications, and  so on. T h i s  is a w ay  of tes t
ing the fam ily’s cooperation. A m em ber of the 
team  may actually  p art ic ipa te  in help ing with 
one of the tasks. T h e  patien ts  and  occasionally 
family m em bers  m ay  be given psychotropic 
medications in adeq ua te  dosage if necessary.

T h e  next step is the hom e visit to observe 
the family in terac tions and  if necessary to r en e 
gotiate role assignments.  At first the family as 
a unit  is seen daily , at which time the behavior 
of the m em bers  is m onitored. T h e  th erap is t  
m ay  apply  d irect or indirect p ressure  to en 
courage one o r  an o the r  person (pat ient or 
family m em ber living w ith in  or outs ide the 
home) to change. T h e  focus is on the firm and 
uncom prom ising  need to accept responsibility. 
T h e  patient m ay  be instructed to com m unicate  
m ore  clearly and  not th ro ug h  his sym ptom s. 
T h i s  often  d r a m a t i c a l l y  p ro d u c e s  im p ro v e 
ment.

W i th  th is  t e c h n iq u e  h o s p i ta l iz a t io n  w a s  
completely avoided in 42 of 50 cases, only an 
average of six hom e or office visits per family 
being needed. T e n  of the  50 families called 
over a m on th  following discharge about a sub
sequent crisis, w hich  was usually  handled  over 
the te lephone; several requ ired  one o r  tw o of
fice visits.

S hort - te rm  family the rapy  has had  increas
ing acceptance in clinics devoted to crisis in te r 
vention, the theoretical base being th a t  be
havior d is tu rbance  is a p roduc t of a con tinu ing  
fam ily  sys tem  d is o rg a n iz a t io n  r a t h e r  th a n  
rooted in individual pathology. C om bin ing  
principles from g rou p  th e rap y  and  family- 
centered educational approaches , the p ra c t i 
tioner functions as both  th erap is t  and  educator  
(G uernsey  et al, 1971; W ells , 1974).

In family th e rap y  the therap is t  m ust utilize 
a much m ore challenging and  confronting  tech
n ique  th an  in o rd in a ry  g ro up  the rapy  since the 
in terlocking neurotic  family m echanism s are 
ex tremely  rigid and  self-perpetuating. Yet, the 
degree of challenge m ust be t i tra ted  against the 
qua li ty  of the re la tionsh ip  th a t  exists between 
the therap is t  and  the  family being treated. T h e  
therap is t  m ust also be ready to expose himself

to challenge. G ro w th  is not restricted to the 
p ar t ic ip an ts  of the  group; it also involves the 
therap is t .

M u l t i p l e  fam ily  t h e r a p y  espec ia l ly  has  
increased in p o p u la r i ty  in recent years (La- 
q u eu r ,  1968; 1972), and  an  excellent article on 
its l i te ra ture ,  ra t ionale ,  and  some of its tech 
n iques has been w rit ten  by L u b e r  and  W ells  
(1 97 7 ) .  In  m u l t ip le  fam ily  t h e r a p y  “ the  
fam il ie s  a n d  th e i r  m e m b e rs  can  b ecom e 
m utua lly  suppor tive  of each o the r  in confron t
ing stressful areas ;  intense family feelings are 
m ore  dilu ted  in the g rou p  context, and  hence 
m ore approach ab le ,  and  families can learn  by 
o b se rv a t io n  a n d  id e n t i f ic a t io n  w i th  o th e r  
f a m i l ie s ”  ( L u b e r  & W e ll s ,  1977).  M a n y  
families m ay  be helped w ith  a t im e-lim ited  a p 
p roach  in this w ay, and  for those w ho  req u ire  
a longer period of t rea tm en t  the kinds of p ro b 
lems needing fu r th e r  help will have been iden
tified.

D o n n e r  and  G a m so n  (1968) have described 
the ir  experience in dealing on a shor t- te rm  
basis (16 sessions) w ith  groups  of families ex
periencing prob lem s w ith  adolescents . T h e  ob 
jectives w ere (1) to provide a setting conducive 
to exp lo ra tion  of family prob lem s th a t  con
tr ibu ted  to difficulties of the adolescent m em 
bers, (2) to help  families acqu ire  new and  bet
ter solutions to q uan d a r ie s  confronting  them , 
and  (3) to employ insights gained as a m eans  
of recom m ending  fu r the r  th e ra p y  if needed. 
E vening  sessions of 1 Zi h ou rs  once weekly 
w ere  conducted, usual ly  by a co therap is t  team . 
O u t  of their  experience a  n u m b er  of techniques 
a re  recom m ended . At the  in itial session the 
g rou p  is instructed  th a t  a p rob lem  in one 
family m em ber involves not only the m em ber 
bu t the en tire  family. O n e  should  not regard  
any  m em b er  as “ the  bad  o n e ” o r  “ sick o n e ” 
because w h en  trouble  starts ,  there  is som eth ing  
going on in the  en tire  family. A fam ily  ex
p lora tion  of the p rob lem  enables them  to deal 
w ith  the cause. “ All of us together will t ry  to 
u nd ers tand  w h a t  is going on in the  different 
fam il ie s  t h a t  c o n t r ib u t e  to w a rd  th e  y o u n g  
peop le ’s difficulties, and  each can m ake  con
tr ibu t ions  to the  o th e r s .” T h e  g rou p  is told
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tha t  since family m em bers  in one family live so 
closely, they m ay  not be able  to see the p ro b 
lem as clearly as w hen they see the  sam e p ro b 
lem going on in an o th e r  family. By observing 
how o ther  families solve the ir  prob lem s each 
family may ob ta in  valuable  insights. Feelings 
should be venti lated freely w ith  no restrictions, 
and  there  m ust be no pu n ish m en t at hom e for 
w h a t  is said. O th e r  g round  ru les are  th a t  all 
present m em bers  must a ttend  each session 
(father, m other ,  adolescent, and ,  if possible, 
o ther siblings). Families d u r ing  this t rea tm en t

process are  not to socialize outs ide the g roup  
since this  will affect how  they in terac t in the 
group.

As family m em bers  a ir  the ir  anger ,  despair ,  
h u r t ,  and  ind ignation ,  new  w ays of dealing  
w ith  prob lem s genera l ly  emerge. “ T h e  families 
lose the ir  feeling of hav ing  som eth ing  w rong  
abou t  them , w hich  isolates th em  from o th e r s .” 
T h e  changes in one family g ro up  reinforce 
changes in the  others; the families become ac
tive he lpers  of one another .

Common Questions about Techniques 
in Short-Term Therapy

T h e r e  is a g re a t  d ea l  o f  c u r r e n t  in te r e s t  in  
b io c h e m ic a l  causes  o f  e m o t io n a l  p r o b 
le m s ,  a n d  p a r t i c u l a r l y  c h e m ic a l  n e u r o -  
t r a n s m i t te r s ,  th a t  m a y  be  in f lu e n c e d  by 
p h a r m a c o th e r a p y .  D o y o u  b e l ie v e  th a t  
th is  m in im iz e s  th e  ro le  o f  p s y c h o th e r a p y ?  
C e r t a i n l y  it w o u l d  b e  q u i c k e r  a n d  
c h e a p e r  to g ive  a p e r s o n  a d r u g  r a t h e r  
th a n  to s p e n d  session  a f te r  session  in  i n 
te rv ie w in g .

W h a t  you a re  asking is w he the r  d rugs  
eventually will replace psychotherapy . A c u r 
ren t article in a na tional m agaz ine  implies tha t  
we will in the not too d is tan t  fu ture  be ab le  to 
control all behavior by injecting or ex trac ting  
chemicals into and  from the  body. In my 
opinion, this fr ightening possibility is qu i te  r e 
mote. In explicating  neuro transm it te rs ,  or any 
o ther  chemicals , as the u l t im ate  ingredients in 
behavior, biochemical en thusiasts  com m it the 
same kind of e r ro r  tha t  the classical F reud ians  
m ade  in deifying the O ed ipu s  complex as the 
fo u n ta in h e a d  of a ll m o r ta l  b l ig h ts .  B oth  
n eu ro transm it te rs  and  the  O ed ip us  complex 
may come into play, bu t they a re  merely some 
of the  agencies tha t  a re  operative in the  com 
plex  ser ies of t r a n s a c t io n s  th a t  c o n s t i tu te  
h u m an  behavior. Biochemical, neu ro ph ys io 
logical, developm ental-conditioning, in t rap sy 

chic, in te rpersona l,  social, an d  sp iri tua l  factors 
a re  all vital links in the  behaviora l  cha in ,  in 
fluencing each o th e r  by feedback. N o  one link 
is most im po rtan t .  Every though t ,  idea, wish, 
and  fantasy  has its biochemical correlates. 
Conversely, biochemical changes, including the 
in f luen ces  of p sy c h o t ro p ic  d ru g s ,  re s o n a te  
th ro u g h o u t  the en tire  chain  affecting o ther 
links. But w hile  d rugs  m ay molify, it has  been 
dem ons tra ted  th a t  they will not solve the  m a n i 
fold social, in te rpersona l,  and  o ther  dis tort ions 
th a t  a re  ub iqu itous .  Actually , m ore  people  are  
being funneled back into hospita ls  in spite of 
medications th an  ever before. So let us give 
b io c h e m is t ry  a n d  p h a r m a c o th e r a p y  th e i r  
p ro p e r  due  w itho u t  encourag ing  the public  to 
seek cures for sp ir i tua l ,  social, in terpersonal 
and  em otional ills in the ir  local d ru g  stores.  In 
short,  it is foolish to an tic ipa te  th a t  d rugs  will 
ever replace good psychotherapy .

C a n  y o u  g ive e x a m p le s  o f  w h a t  y o u  m e a n  
by  ec lectic  t h e ra p y ?

It is a ra r i ty  today to find a therap is t  who 
confines h im self  to one specific technique. 
T h e r e  are  several w ays of a lleviating  psycho
logical distress. A m o n g  the  most recent entr ies 
into the  therap eu tic  a re n a  a re  the  m o dern  so
m atic  therap ies  tha t  a im  at rectification of ex
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isting neurophysiological and  biochemical dis
tortions. An effective th erap is t  may, from time 
to time, have to prescribe or refer his pa tien t 
for prescrip t ion  of neuroleptics for schizo
phren ic  and  o th e r  psychotic  reactions, anti-  
depressants  (T ofran il ,  Elavil,  S inequ an ,  N a r 
dil, P a rna te ,  etc.) for deep depressions, anti-  
m anic medications (L ith iu m  for m anic  a t 
tacks),  m inor  t ranq u il ize rs  (V alium , L ib r iu m , 
Serax , etc.) for severe anxieties , sedatives and  
hypnotics for the tem po ra ry  relief of insomnia, 
and  electric convulsive th e rapy  for suicidal 
depressions. So doing will result in correcting 
rap id ly  a host of sym ptom s th a t  interfere w ith  
psychotherapy.

A second mode available  to the therap is t  is 
d iverting the pa tien t  and  p roducing  a ca lm ing 
effect th rough  biofeedback o r  re lax ing  ex
ercises, like m edita tion , hypnosis, and  a u to 
genic tra in ing . A th i rd  w ay  is flooding the 
mind w ith  philosophical,  persuasive, o r  sug
gestive form ulations , as in cognitive th e rapy .  A 
fourth  g roup  of techniques a ttem pts  to divert 
the pa tien t th ro u gh  ex te rna liza tion  of interests, 
music therapy ,  dance and  movement therapy ,  
poetry therapy ,  social therapy ,  and  occupa
tional therapy . A fifth m ode is a ltera t ion  of the 
environm ent to reduce stresses being imposed 
on the pa tien t and  to su r ro u n d  h im  w ith  con
structive st imuli. A m ong the  tactics employed 
here  are  guidance , milieu the rap y ,  m ar ita l  
therapy ,  family therapy ,  th erapeu tic  counsel
ing and  casework, and  suppor tive  g rou p  th e r 
apy. A sixth mode aims a t  rectifying faulty 
hab its  and  developing new and  m ore  p ro d u c 
tive pa tte rn s  th ro u gh  behavior therapy ,  role 
playing, and  cognitive learning. A seventh 
m ode  e x p lo re s  u nco n sc io u s  confl ic t an d  
releases latent creative potentia ls  th rou gh  dy
n a m ic  p sy c h o th e ra p y ,  e x is te n t ia l  a n a ly s is ,  
t r a n s a c t io n a l  th e r a p y ,  e x p e r ie n t i a l  t h e r a p y ,  
hypnoanalys is ,  narcoanalysis ,  exp lora tory  ar t  
and  play the rapy ,  visual imagery , and  analy tic  
g roup  therapy . As has been stressed, however, 
techniques in each of the  modes do not confine 
the ir  influence to one area. T h e y  will influence 
o ther  p a ram ete rs  in cognitive, emotional, and 
behavioral areas.

I s n ’t t h e  p r i n c i p l e  o f  e c l e c t i c i s m  a n  i n 
v i t a t i o n  to  c o n f u s i o n  t h a t  u l t i m a t e l y  
d e f e a t s  i t s  p u r p o s e ?

If you a re  referr ing  to eclecticism as a m ix 
ing of various theories into one “ g rand  s tew ,” 
yes. It is foolish to a t tem p t to app ly  theories 
related to one a rea  of functioning, say the 
biochemical link, to an o th e r  a rea ,  for exam ple , 
the in trapsychic  and  in te rpersona l links or vice 
versa. All you will achieve is confusion. Even if 
one a t tem pts  to mix different theories tha t  
re late  to a single link in the behavioral chain, 
the  result can  be a mess of scram bled ideas tha t  
e x p la in  n o th in g .  O n  the  o th e r  h a n d ,  if 
eclecticism refers to a technical b lending  of 
methods, each of w hich  is suited for a  different 
d im ension of functioning, you can th rou gh  
such b lending enhance  the  efficiency of your 
opera t ions. F o r  exam ple , in a severe dep res
sion you m ay  w a n t  to correct the  patho logy  
in  th e  b io c h e m ica l  l in k  by p re s c r ib in g  
im ip r a m in e .  Y o u  m ay  a lso  s im u l ta n e o u s ly  
decide to deal w ith  the  in trapsychic  p rob lem  
by u ti liz ing  psychoanalytic  psycho therapy  or 
cognitive the rapy .  M oreover ,  if a family p ro b 
lem exists, you will be wise to do some family 
therapy .  T h e se  blended techniques enhance  
each other .  After all,  if a  surgeon had  only one 
technique  at his disposal, like appendectom y, it 
w ould  be silly to try  to trea t  every stom achache 
or bowel c ram p  by tak ing  ou t the appendix .

I f  a  p a t i e n t  d o e s  n o t  r e s p o n d  to  t h e  t e c h 
n i q u e s  y o u  a r e  u s i n g  e v e n  t h o u g h  t h e r e  
a p p e a r s  to  b e  a g o o d  t h e r a p e u t i c  r e l a t i o n 
s h i p ,  w h a t  d o  y o u  d o ?

T h e  first th ing  is to search for transference  
th a t  m ay  not be a p p a re n t  on the surface. T h e  
p a t i e n t ’s resistance to the the rap is t  and  to re 
l inqu ish ing  his illness m ay  be masked by a 
com pla in t  and  seemingly cooperative a tt itude. 
O ften  transference becomes a p p a re n t  only  by 
observing nonverbal behavior or by search ing  
for ac ting-out tendencies aw ay  from  the rapy .  It 
may  be detected sometimes in the  p a t i e n t ’s 
d ream s. O nce transference is confirmed, con
fronta tion , f rank  discussion, and  in te rp re ta t io n
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are  in order .  A no ther  reason  w hy  the  pa tien t  
m ay  not be respond ing  well to t r e a tm en t  is 
tha t  the p ro p e r  techniques are  not being e m 
ployed th a t  accord w ith  the p a t i e n t ’s lea rn ing  
capacities. F o r  exam ple, some pa tien ts  cannot 
seem to utilize the abstrac t  concepts of in te r 
pretive techniques. T h e y  do better  w ith  role 
p laying or assertive t ra in ing .  O th e r  pa tien ts  
respond better to re laxation  methods. O n e  may 
fruitlessly w ork  w ith  an  alcoholic  and  his 
family, yet will find th a t  he improves im 
m e d ia te ly  w i th  an  in s p i r a t io n a l  su p p o r t iv e  
g roup  p a tte rned  after Alcoholics A nonym ous. 
T o  do good shor t- te rm  th e rapy ,  the therap is t  
must be flexible and  exploit a range  of eclectic 
techniques. If certa in  techniques best suited for 
a pa tient a re  not w ith in  o n e ’s range  of skills, 
one should refer the pa t ien t  to a specialist.  
W h e th e r  th e  p a t i e n t  is to  be t r a n s f e r r e d  
entirely  or seen jointly will depend  on the spe
cific p roblem  and  on how  advisable it is to 
m a in ta in  a th e r a p e u t i c  r e l a t i o n s h ip  w i th  
an o the r  professional as a cotherapis t.

H o w  i m p o r t a n t  a r e  t h e  t h e r a p i s t ’s a t 
t i t u d e s  in  s h o r t - t e r m  t h e r a p y ?

Atti tudes are  im p ortan t ,  for instance, e n 
thusiasm  and  conviction about w ha t  one is do 
ing. Beginning therap is ts ,  in the ir  eagerness to 
h e lp ,  often  c o m m u n ic a te  e n th u s ia s m  th a t  
catalyzes therapy .  A p paren tly  experience for 
some reason d am pen s  en thus iasm , therap is ts  
becoming m ore “ scientific,”  cautious, and  con
servative about their  healing  powers.  Such a t 
ti tudes have a dam p en in g  influence. Som ehow  
the therap is t  must get across to the  pa tien t  
conviction in the  validity of his approach .  T h is  
enhances both the  placebo effect of the rap y  and 
consolidates the p a t ie n t’s faith in the therap is t ,  
thus  s treng then ing  the therapeu tic  alliance. A 
show of confidence on the p a r t  of the therap is t  
w ill  h e lp  c a r r y  th e  p a t i e n t  th r o u g h  the  
resistance phases of trea tm en t.  W h e re  the th e r 
apist antic ipates a long period of trea tm en t ,  
cues may be released tha t  play into the p a 
tien t’s dependency and  fears of separa tion ,  
thus prolonging therapy .

W h e n  is c o u n t e r t r a n s f e r e n c e  m o s t  l i k e ly  
to  a p p e a r ?

C o u n te r t r a n s f e r e n c e  is l ike ly  to  a p p e a r  
am o n g  the rap is ts  at any  phase  of trea tm en t ,  
selective characteris tics  in pa tien ts  sponsoring  
avers ive  r e a c t io n s  t h a t  c an  in te r fe re  w i th  
progress.  Serious psychiatr ic  im p a irm en t  in 
pa tien ts  is an  especially p ro m in en t  st im ulus 
th a t  sparks off u n to w ard  responses in m any  
professionals. T h i s  was borne  ou t in a study of 
the reactions of nonpsych ia tr ic  physicians to 
medical pa tien ts  (G oodw in  et al. , 1979). T h e  
most disliked patien ts  w ere  those w ho  pos
sessed strong  psychopathological charac te r is 
tics. T h e  au th o r  of the article concluded tha t  
the emotion of dislike in physicians w as a sen
sitive clue to psychiatric  im p a irm en t  in p a 
tients . Recognition of the  in app ropria tiveness  
of o n e ’s negative feelings gives one an  o p p o r tu 
nity  to exam in e  those feelings and  to control 
them , thus he lp ing  to avoid adverse effect on 
therapy .

C a n  c o u n t e r t r a n s f e r e n c e  e v e r  b e  u s e d  in  
a t h e r a p e u t i c  w a y ?

Yes. T h e ra p i s t s  recognizing tha t  the ir  own 
neurotic  feelings a re  being activated m ay look 
not only into themselves, bu t also into w hat 
neurotic  needs and  drives in their  pa tien ts  are 
activating the ir  personal reactions. T h e y  may 
then b ring  up  these provocations as foci for ex
plora tion . T h e y  m ay ask, “ is the pa t ien t  aw a re  
of a b e r ran t  im pulses and  behaviors?  W h a t  
does the pa tien t  w a n t  to accomplish by th e m ? ” 
C on fron t ing  the pa tien t  w ith  his behavior m ay  
have a th erapeu tic  im pact on him.

A r e  n e g a t i v e  f e e l i n g s  in  t h e  t h e r a p i s t  a l 
w a y s  e v i d e n c e  o f  c o u n t e r t r a n s f e r e n c e ?

O f  course not.  T h e  pa t ien t  m ay  be acting  in 
an offensive an d  destructive way, legitimately 
st ir r ing  up  ir r i ta t ion  and  a ng er  in the th e r a 
pist. T h e re  is no reason w hy, w hen  a  w ork ing  
re la tionsh ip  exists, the therap is t  should not 
confront the  pa t ien t  w ith  his behavior in a 
n on condem ning  bu t firm m an ner .
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C a n  y o u  d e s c r i b e  w h a t  is m e a n t  b y  th e  
“ n e e d  f o r  a c t i v i t y ’’ in  s h o r t - t e r m  t h e r -  
a p y ?

T h e  need for activity on the p a r t  of the th e r 
apis t is explicable on the  basis of the limited 
time available for t rea tm en t .  Passive w ait ing  
for the pa tien t to w ork  th rou gh  his p roblem  
w ith in  a few sessions will b r ing  meager results. 
It m ay  be necessary to guide, suppor t ,  exhort ,  
and  confront the  pa tien t as forcefully as is re 
qu ired  at the m om ent,  a lw ays  mindful of the 
need to preserve a  w a rm  th erapeu tic  climate. 
Activity in th e rap y  may req u ire  ancil lary serv
ices of physicians, lawyers ,  social w orkers ,  
teachers, and  o ther  professionals as well as 
w hatever  com m unity  resources are  needed at 
the mom ent.  Especially in crisis intervention, 
assistance with economic, housing, and  o ther  
s i tuational prob lem s m ay be necessary. By his 
activity the therap is t  com m unicates  the  expec
tations “ tha t an early resolu tion  of the p resen t
ing crisis is achievable. Often it is exactly that 
expectation which serves as the p r im a ry  thera
peu tic  a g e n t” (A m ada,  1977) Activity will re 
qu ire  an a b a nd on m e n t of an onym ity  and  the 
revealing of oneself as a genuine  person ra th e r  
th an  as a professional au tom aton .  T h is  does 
not mean a re l inqu ish ing  of the propr ie ties  of 
an ethical th e r a p is t -p a t ie n t  re la tionsh ip , but 
r a th e r  a loosening of the s tra ightjacket of rigid 
formality  and  d e tachm en t th a t  a re  so des t ruc
tive to good rap po r t .  Activity m ay  take the 
form of pu tt ing  into w ords the nebulous feel
ings of the patien t,  and  it m ay  even be 
ex p ressed  in d irec t  adv ice  g iv ing  th r o u g h  
presen ting  the pa tien t  w ith  several options and  
help ing  him to m ake  the  p rop e r  choice.

H o w  a c t iv e  s h o u l d  th e  t h e r a p i s t  b e ?  W h a t  
i f  b y  n a t u r e  t h e  t h e r a p i s t  is a  p a s s iv e  p e r 
so n ?

Activity is the  keynote of shor t- term  th e r 
apy. T h is  does not m ean the therap is t  should 
do all the talk ing. Even a therap is t  w ho is 
qu ite  quiet and reserved can adopt a style of 
g r e a t e r  ac t iv i ty ,  a v o id in g  s i t t ing  back and  
a llowing the patient to ram ble  on w ith  verbal 
inconsequentiali ties. By uti lizing the principle  
of selective focusing (W olberg , 1977, pp. 3 6 6 -

370), search ing  for evidences of transference 
and  counter transference , im m edia te ly  dealing 
w ith  resistances w hen  they arrive, chang ing  
from one techn ique  to an o th e r  w hen  the for
m er  proves ineffective, and  posing challenging 
quest ions and  confronta tions, a good degree of 
activity will come into play.

I n  f o c u s in g  o n  a  l i m i t e d  a r e a ,  d o  w e  n o t  
s t a n d  t h e  d a n g e r  o f  n e g l e c t i n g  i m p o r t a n t  
p a r a m e t e r s  o f  a  p e r s o n ’s l i fe?

In sh o r t- te rm  the rap y  it is pragm atica lly  
necessary to c ircumscribe the n u m b e r  of v a r ia 
bles w ith  w hich  one deals d u r in g  the  in te r 
view. By concentra ting  on a limited a rea  for 
focus and  confin ing o n e ’s w ork  to tha t  area, 
some therap is ts  feel they achieve the  greatest 
im p a c t .  T h e  p a t i e n t  rev ea ls  h is  p ro b le m  
th ro ug h  m ultip le  channels: the  w ay he walks, 
the w ay  he sits, his bodily movem ents in ta lk 
ing, his facial expressions, revelations of his 
p a s t  life, h is  c u r r e n t  e n ta n g le m e n t s ,  h is  
d ream s,  the m a n n e r  of his re la tionsh ip  to the 
therap is t ,  and  so on and  so on. T h e  therap is t  
m ay  decide to w o rk  w ith  one constella tion, let 
us say the in d iv id ua l’s present re la tionships ,  
p e rh ap s  focusing on his im m edia te  family. T h e  
hope is tha t  by a lte r ing  the charac te r  of the 
family in terac tions a chain  reaction will have 
been started  to influence o the r  re la tionsh ips 
and  u lt im ate ly  the  deepest p a t te rn s  of o n e ’s 
th ink in g  and  feeling life. M em o ries  of past  dif
ficulties m ay  sometimes b reak  th ro ug h  w ith  a 
reap p ra isa l  of o n e ’s past  existence. Indeed, a 
complete revolution m ay take  place in the p e r 
sonality  s tructure .  O r  we m ay  focus on a speci
fic sy m p to m — explor ing  its history, the events 
o r  conflicts th a t  in itiate it, the  c ircumstances 
th a t  am elio ra te  it— and even s ta r t  a reg im en to 
control it. W e  m ay then find th a t  w ith  sym p to 
m atic  im provem ent o ther  d im ensions of the 
personali ty  are  positively influenced.

O n c e  a  fo c u s  is  c h o s e n ,  s h o u l d  y o u  ig n o r e  
o r  d i r e c t  t h e  p a t i e n t  a w a y  f r o m  m a t e r i a l
b r o u g h t  u p  t h a t  h a s  n o t h i n g  to  d o  w i t h  
t h e  fo cu s?

Because there  is so little tim e available, it is 
unproductive  to deal w ith  all of the ran do m
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events and  ideas the pa tien t brings up  d u r ing  a 
session. Often these are  advanced in the in te r 
ests of resistance. Yet there  will occur incidents 
of great concern to the pa t ien t  tha t  on the su r 
face have litt le to do with the  a rea  of focus. T o  
ignore these will indicate to the  pa tien t d is in 
terest and  lack of em pathy ,  a p a r t  from it being 
bad therapy . F o r  exam ple , if a core p rob lem  is 
d e s t ru c t iv e  c o m p e t i t iv en es s  is su in g  o u t  of 
rivalry w ith  a pa ren t  or sibling and  the  pa tien t 
has tha t  m orn ing  found a lu m p  on he r  breast, 
it w ould  be foolish to bypass the p a t i e n t ’s 
desire to ta lk  about the incident. Even lesser 
a re a s  of t r o u b le  p r e o c c u p y in g  th e  p a t i e n t  
should in co m m anding  atten tion  challenge the 
therap is t  to find a connection w ith  a deeper 
focal problem. T h is  can be done in most cases 
even though  the rou te  chosen m ay be devious. 
T h u s  a p a t i e n t  w i th  a core  p ro b le m  of 
passivity and lack of assertiveness, a p roduc t of 
incomplete separa tion-ind iv iduation ,  is in tent 
on ta lk ing about an a r t  exhibit he had a ttended 
at a local m useum . U n d e rn ea th  the g reat  a d 
m ira t ion  for the art is t  is, it seems, a feeling of 
envy and d espa ir  at on e ’s ow n lack of p rod uc
tiveness. T h e  patient may then be b rough t 
back to the core p rob lem  w ith  the s ta tem ent,  
“ H o w  would you com pare  your own ta lents 
w ith  those of the a r t i s t? ” If a th erap is t  cannot 
find any  connections, a question  like “ W h a t  
does tha t  have to do with your  ow n basic p ro b 
lem we have been e x p lo r ing ?” will usually  
help the patient resum e dealing w ith  m ore  sig
nif icant materia l.

H o w  m u c h  a d v ic e  g iv i n g  s h o u l d  b e  u s e d  
in  s h o r t - t e r m  t h e r a p y ?

Advice giving in psychotherapy  should  be 
h a n d e d  ou t  s p a r in g ly  an d  se lec t iv e ly — a n d  
only w hen patien ts  cannot seem to m ake  an 
im portan t  decision by themselves or if their  
ju d g m en ts  are  so faulty tha t  they will get into 
difficulties should they p u rsu e  them. Even in 
the la tter  case it is best to p resent a lternatives 
to the pa tients  for the ir  ow n choice and  to con
tinue questioning them  as to w hy they find it 
difficult to p u rsue  a constructive course of ac
tion w ithout help.

Is t e l e p h o n i n g  t h e  t h e r a p i s t  p e r m i s s i b l e  
i n  s h o r t - t e r m  t h e r a p y ?

In shor t- te rm  the rap y ,  and  especially in 
crisis in tervention , the  availabil ity  of the th e r a 
pist can be most reassuring. W h ile  the th e r a 
pist does not encourage the  pa tien t to tele
ph on e  as a rou t ine , te lling the pa tien t to call if 
an emergency arises can allay  anxiety and 
present the therap is t  as a car ing  person, thus 
bols tering the therap eu tic  all iance.

W h a t  is  t h e  c o n v e n t i o n a l  n u m b e r  o f  
s e s s io n s  t h a t  s h o u l d  b e  s p e n t  i n  s h o r t 
t e r m  t h e r a p y ?

A good deal of varia tion  exists in the  times 
alloted to sh o r t- te rm  th e rapy .  T h ese  range 
from 1 session to 40, the frequencies varying 
from once to th ree  times weekly, the  session 
lengths from 15 m inutes  to 2 hours .  O n  the 
average, however,  there  a re  ap p rox im a te ly  6 
sessions over a 6-week period in crisis in te r 
vention, from 7 to 15 sessions over a  4 -m on th  
s p a n  in s u p p o r t iv e - e d u c a t io n a l  s h o r t - t e rm  
therapy ,  and  as m any  as 40  sessions in dy 
nam ic  shor t- te rm  psychotherapy .  M o s t  ses
sions a re  for a 4 5 -m inu te  “ h o u r . ”  Some th e r a 
pists establish a set n u m b er  of sessions at the 
first in terview and  firmly ad h e re  to a  te rm in a 
tion date. O th e r  therap is ts  a re  m ore  flexible 
and  de term ine  the  length of trea tm en t  accord
ing to the response  of the  p a tien t  to therapy .

H o w  e f f e c t iv e  is t h e  f i r m  a d v a n c e d  s e t t i n g  
o f  t h e  n u m b e r  o f  s e s s io n s ,  a n d  i f  e f f e c t i v e ,
s h o u l d n ’t t h i s  b e  a r o u t i n e  w i t h  a l l  p a 
t i e n t s ?

T h e  firm setting of limits of time on th e r 
apy, originally  described by R ank  (1947) and  
T a f t  (1948), has  been beneficially employed by 
m a n y  th e r a p i s t s  (H a sk e l l  et a l ,  1969; S. 
L ipk in ,  1966; M e y e r  et al,  1967; M u en ch  
1965; Shlien, 1964; Shlien et al, 1962). An in
teresting  finding is tha t  a te rm in a t io n  da te  ac
cepted as an im m edia te  reality  will influence 
the process of th e ra p y  and  stim ula te  grea te r  
pa t ien t  activity than  w here  an  un lim ited  n u m 
ber of sessions seduces the patien t into com 
placent to rpor .  T h e  research  done tends to 
su pp o r t  the advantages of restr ic ting  sessions
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in shor t- te rm  the rap y  to a designated figure. 
Again, the therap is t  will have to exercise suffi
cient flexibility so as not to subvert his clinical 
ju d g m e n t  to a rigid rule. In certa in  cases he 
will w an t  to keep his op tions open, merely 
m ention ing  to the pa tien t th a t  he will limit the 
n um ber  of sessions and  tha t  he will decide on 
the  exact n u m b e r  soon a f te r  th e r a p y  has  
s tarted. T h e  therap is t  m ay  quo te  the figure as 
soon as he has a better idea of the extent of the 
problem  and  the  capacity  of the pa tien t  to 
achieve projected goals.

H o w  f l e x i b l e  s h o u l d  o n e  b e  a b o u t  
a p p o i n t m e n t  t i m e s ,  w h i c h  u s u a l l y  a r e  
s p a c e d  a t  w e e k l y  i n t e r v a l s .

A certain flexibility of ap p o in tm en t  times 
will be required , p art icu la r ly  in crisis in te rven
tion w hen double and  tr ip le  sessions, several 
sessions on the sam e day, and  the spacing of 
sessions are  de term ined by the  p a t i e n t ’s ra the r  
than  the th e r a p is t ’s needs. Also d u r ing  the first 
week of th e rapy  w ith  pa tien ts  w ho a re  ex
tremely anxious three sessions will be needed 
for adequa te  suppor t ,  reassurance , and  the 
consolidation of a re lationship . W eekly  ses
sions thereafter  usually  suffice. T h e n  there  
m ay  be a tap e r in g  off to one session in 2 weeks 
and  the next in a m onth ,  followed by te rm in a 
tion. Should there  be no im provem ent with  
weekly sessions, an  additional weekly session 
in a g roup  may be helpful, the g ro up  the rapy  
also being conducted on a shor t- te rm  basis.

W h a t  d o  y o u  d o  a b o u t  t a k i n g  a v a c a t i o n  
in  t h e  m i d d l e  o f  a p a t i e n t ’s t h e r a p y ?

P rep a r in g  patients  for vacations or o ther  
absences of the therap is t  is often overlooked. 
Sufficient notice should be given to allow at 
least two sessions before the therap is t  departs  
in o rder  to observe and  m anage  the p a t i e n t ’s 
reactions. N a tu ra l ly ,  if a verbal contract was 
m ade  w ith  the pa tient tha t  included the tim e of 
te rm ination  and  no notice had  been given the 
patient tha t  there  w ould  be an in te r rup t ion  of 
t rea tm en t,  sp r ing ing  a vacation on the patient 
can have a bad effect on the rela tionsh ip . In 
the absence of a definite contract involving the

exact da te  of sessions or the  d a te  of te rm ina t ion  
no difficulty should be encountered  w h ere  the 
pa tien t  has  been forew arned  at least two 
sessions in advance, except in the  instance of 
p rolonged  vacations (a contingency th a t  can 
occur part icu la r ly  in older therap is ts  by v ir tue 
of the ir  having achieved sufficient levels of age, 
fatigue, o r  economic security).

W h a t  d o  y o u  d o  i f  a  p a t i e n t  k e e p s  t a l k i n g  
a b o u t  h o w  h o p e l e s s  h e  f e e l s  a b o u t  g e t t i n g  
w e l l  a n d  l i t t l e  e lse?

P atien ts  often express hopelessness about 
gett ing well soon after they s tar t  therapy .  T o  
such lam en ta t ions  the therap is t  m ay  reply, 
“ T h ese  a re  resistances fighting back as soon as 
you begin m ak ing  efforts to get well. T h e y  will 
pass if you d isregard  them  and  go ahead  w ith  
the p lan  of action we discussed.” N o  m a t te r  
how  pessimistic the  pa tien t  m ay  seem about 
himself,  the therap is t  should  re ta in  an  o p t i
mistic  stance: “ N o  m a t te r  how  bad and  im pos
sible th ings seem, if you keep w ork ing  on your 
p roblem s, you can get b e t te r .”  N a tu ra l ly ,  an 
analysis  of w hy  the  pa tien t feels hopeless with 
p ro p e r  in te rp re ta t io n  of his masochism would 
be indicated. If the therap is t  know s how  to do 
cognitive the rapy ,  he m ight try  to use this 
next. In the event the pa tien t is severely 
depressed, and  par t icu la r ly  w here  there  is 
early  m orn ing  aw aken ing ,  loss of appeti te ,  or 
r e t a r d a t io n ,  an  a n t i d e p r e s s a n t  sh o u ld  be 
p re s c r ib e d  a lo n g  w i th  a n y  of th e  o th e r  
m easures  recom m ended  above. Should negative 
d iscouraging though ts  persist,  the  pa tien t m ay  
be taug h t  methods of behavioral aversive con
trol (W olberg , 1977, pp. 6 94 -69 5 ) .

H o w  s o o n  s h o u l d  y o u  d e a l  w i t h  a n g r y ,  
n e g a t i v e  a t t i t u d e s  t h a t  a  p a t i e n t  m a n i f e s t s  
t o w a r d  y o u ,  e x p r e s s e d  b y  c r i t i c i z i n g  y o u r  
c lo t h e s ,  y o u r  o f f ic e  f u r n i t u r e ,  e tc .

T h e  m a in tenance  of a positive w a rm  w o rk 
ing re la tionsh ip  is, of course, the best th e r a 
p eu t ic  c l im a te .  W h e n e v e r  n e g a t iv e  fee l ings  
th rea ten ,  unlike long-term  th e rap y  w h ere  they 
m ay be allowed to foster regression and  then 
analyzed, they must im m edia te ly  be explored
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and  dissipated as rap id ly  as possible to restore 
the pa t ie n t’s confidence. By the  same token, in 
personal dress and  groom ing  the therap is t  
should not a p p ea r  so offbeat as to offend the 
sensibilities of his pa tient.  O n  some level the 
therapis t becomes a model for the patient.  T h e  
arrang em en t and  furnishings of o n e ’s office 
should also reflect orderliness and  good taste.

A re th e re  a n y  r isks  in  see ing  a n o t h e r  
m e m b e r  o f  a p a t i e n t ’s f am ily ,  such  as a 
h u s b a n d  o r  wife?

Yes. A hostile m em ber m ay utilize the  in te r 
view as a w ay  of a ttack ing  the pa tien t by m is
quo ting  for the p a t ien t’s discomfort som eth ing  
the therap is t  has  said tha t  is de tr im en ta l  to 
the patient.  An exam ple  is the  following letter 
received from a pa tien t w ho  did well in sh o r t 
te rm  therapy . I h ad  an  interview w ith  the wife 
dur ing  which she vented he r  anger  at her  h u s 
band. She refused to consider m ar ita l  therapy  
or individual trea tm en t  for herself even though  
I felt I had  m ade  some contact w ith  her w hen  I 
saw her.

D e a r  D r .  W olberg :
F o r  some t ime, I have  been ta u n te d  by M r s .  G  

w i th  deris ions based on  specific r e m a rk s  she f irmly 
sta tes you m ade  to h e r  concern ing  me. T h e s e  s ta te 
m en ts  a re  th a t  I a m  " h o p e le s s ,” th a t  1 will “ never  
get b e t t e r ,”  th a t  I a m  “ too old to get  h e lp , ”  an d  
w orse  t h a n  all , th a t  I have  “ n e i th e r  the  des ire  no r  
the  inc lina tion  to get  b e t t e r .”  T h e s e  r e m a rk s  have 
been repea ted ly  hissed at  me, a n d  a l th o u g h  I have 
tr ied  to d iscount  and  erase  th em  as s ta te m e n ts  from  
you, they  have been repea ted  a n d  I a m  deep ly  h u r t  
a n d  h u m il ia ted  th a t  they m ay  possibly have  h ad  you 
as  the ir  source.

As you will recall ,  1 cam e to you  in a d espera te  
em otiona l  sta te  p lead ing  for help .  1 h ad  a  severe 
anx ie ty  an d  depress ion  an d  the  d is t ress ing  sy m p 
tom s of muscle  spasm . I a t t r ib u te d  these to the 
conflict a t  hom e ,  p a r t ic u la r ly  the  in te rac t ions  be
tw een  m y son an d  his m o ther .  H o w  could I not 
have the des ire  no r  the  inc lina tion  to get  be t te r?  I 
developed a very  effective r a p p o r t  w i th  you and  
a f te r  a few m o n th s  my sy m p to m s left me. Som e two 
m o n th s  la ter ,  th e  s i tua t ion  a t  ho m e  sporad ica l ly  
e ru p ted ,  an d  it soon developed th a t  M r s .  G  w a s  the  
c om m on  d e n o m in a to r  (not  my son) as the  p rovoking

a n d  d i s tu rb in g  influence at  hom e,  th a t  h e r  cruelty  
a n d  co n s tan t  a g i ta t ion  crea ted  the  dai ly  env i ro n m en t  
of hosti l i ty  a n d  chaos  a t  h o m e  a n d  these h ad  their  
d i r e  effects u p o n  m e a n d  my son. T h is  proved  to be 
t r u e  because every sy m p to m  of anx ie ty ,  fear, and  
dep ress ion  left m e  w h e n  M rs .  G  left last  J u n e  for 
F lo r ida .

She r e tu rn e d  ho m e  a  few w eeks ago an d  the  t u r 
moil , cruelt ies ,  an d  hostil i t ies r e tu rn e d  w ith  her .  I 
h a d  reached  a  s ta te  of  in te rn a l  s tabil i ty  an d  e q u a 
n im i ty  w h ile  she  w a s  a w a y ,  but  now  h e r  daily  
t i ra d e s  h ave  re sum ed ,  o p e n in g  u p  old w ounds ,  and  
p a r t i c u la r ly  r e fe r r in g  to you as m a k in g  th e  specific 
r e m a rk s  I have  a l r e a d y  s ta ted .  I rea l ize  she is doing  
th is  w i th  sadistic in ten t ,  an d  a l th o u g h  I have every 
reason  to d iscount  a n d  disbelieve such s ta tem en ts  
f rom  you, I do feel deeply  h u r t  an d  1 do not  w a n t  to 
go on th in k in g  th a t  you m igh t ,  for som e reason ,  
have  given h e r  these  te r r ib le  im pre ss ions  E xcep t  for 
w h a t  is u n d e r s ta n d a b ly  a p e r so n a l  h u r t  w i th  the 
w e a p o n  she is us ing  ag a ins t  me, 1 a m  o therw ise  
feeling fine. I felt I shou ld  w r i te  you of th is  a n d  give 
you a n  o p p o r tu n i ty  to let me kn o w  the  t r u th  of w h a t  
you did o r  did not  r e la te  to M r s .  G  Y o u r  rep ly  will 
re m a in  str ictly  be tw een  us, bu t  I do ow e  it to myself  
to  seek the  t r u th .

C ord ia l ly ,
M r .  G

C red it in g  certa in  rem arks  to the  the rap is t  is 
bound  to affect the  re la tionsh ip  w ith  the p a 
tient. T h e  best w ay  to han d le  the m isu n d e r 
s tand ing  is to a r r a n g e  a jo in t  session w ith  the 
pa t ien t  and  o th e r  family m em ber avoiding ac
cusations about w ho  said w h a t  abou t w hom. 
T h e  therap is t  m ay  then in a n oncondem na to ry  
w ay  help  clarify w h a t  has been happen ing .  
T h is  can be a sticky s i tuation  and  will call for 
a  g rea t  deal of tact. T h a t  incidents such as the 
one cited in the letter above can occasionally 
occur should not d iscourage the therap is t  from 
seeking interviews w ith  o ther  family mem bers.

C a n  s u p p o r t i v e  t h e r a p y  be a n y th in g  m o r e  
th a n  p a l l ia t iv e ,  a n d  i s n ’t d e p e n d e n c y  e n 
co u ra g e d  in  th is  k in d  o f  t r e a tm e n t?

T h e  suppor tive  process m ay  become more 
th a n  palliative w here ,  as a result of the re la 
tionsh ip  w ith  the he lp ing  agency, the  person 
gains s trength  and  freedom from tension, and
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substitutes for m aladaptive  att itudes and  p a t 
terns those th a t  enable  h im  to deal p ro du c
tively w ith  environm enta l  pressures and  in te r 
nal conflicts. T h is  change, b rough t about most 
effectively th rou gh  the ins trum en ta l i ty  of a r e 
la tionship  either w ith  a t ra ined  professional in 
individual the rap y  or w ith  g ro up  m em bers  and 
the leader in g ro up  therapy ,  m ay  come about 
also as a result of spontaneous  re lea rn ing  in 
any  help ing s ituation. Some dependency is, of 
course, inevitable in this kind of a therapeu tic  
interaction, the ad eq ua te  hand ling  of which 
constitutes the difference between the success 
o r  failure of the therapeu tic  re la tionsh ip  in 
scoring a t rue  psychotherapeutic  effect. D e 
pen d en cy  of th i s  k ind ,  h o w e v e r ,  can  be 
m a n a g e d  th e r a p e u t i c a l ly  a n d  c o n s t i tu te s  a 
problem  only in pa tien ts  w ho feel w ith in  
themselves a pathological sense of helplessness. 
T h e  sicker and  m ore  im m atu re  the patien t,  the 
s tronger his dependency is ap t  to be. It is 
essential tha t  the he lping agency be able to ac
cept the  p a t i e n t ’s dependency w ithout resen t
m ent,  g rad ing  the degree of sup po r t  tha t  is ex
tended and  the responsibilities imposed on the 
patient in accordance with th e  s treng th  of the 
p a t i e n t ’s defenses. (See also the second and 
th ird  questions th a t  follow.)

W h e r e  th e  a im  is th e  s im p le  a l le v ia t io n  of  
s y m p to m s  a n d  n o  p e r s o n a l i ty  a l t e r a t io n s  
a r e  d e e m e d  n ec es sa ry ,  w h a t  tactic  s h o u ld  
b e  used?

T h e  therapeu tic  tactics essential for the 
modest a im  of sym ptom  relief a re  unco m p li
cated, consisting essentially of developing a 
w ork ing  rela tionsh ip , encourag ing  em otional 
catharsis ,  giving p rop er  suppor t ,  guidance , and  
suggestions, employing  techniques such as be
h av io r  th e r a p y  a n d  r e la x a t io n  p ro c e d u re s  
w here  these are  indicated, and, if necessary, 
tem porar ily  adm inis te r ing  psychotropic  m edi
cations.

I s n ’t s y m p to m  c o n t ro l  a v e r y  s u p e r f ic ia l  
t h e r a p y ,  a n d  d o e s n ’t it o f ten  re s u l t  in  a 
r e t u r n  o f  sy m p to m s?

T h e re  are  still a subs tantia l n u m b er  of th e r 
apis ts  w ho believe methods a im ed at sym ptom

control, w hile  rap id ly  p a ll ia t ing  suffering and  
p e rh a p s  even re ins ta t ing  the previous psycho
logical equ il ib r ium , opera te  like a two-edged 
sword. Jus t i f iab le  as sym ptom  control m ay  
seem, these skeptics insist th a t  it fails to resolve 
the underlying  p rob lem s an d  difficulties th a t  
n u r tu re  the cu r re n t  crisis. Irreconcilable  u n 
conscious needs and  conflicts con tinue  to press 
for fulfil lment, and ,  therefore, they insist, we 
m ay  an tic ipate  a recrudescence or substitu tion  
of sym ptom s. T h e se  a ssum ptions  are  based on 
an e rroneous  closed-sym ptom theory  of p e r 
sonality  dynamics. S ym ptom s once removed 
m ay  ac tua lly  result in productive feedback tha t  
m ay  remove b a r r ie rs  to constructive shifts 
w i th in  th e  p e r s o n a l i t y  sys tem  itself. Even  
though  these facts have been kno w n  for years 
(A lexander ,  1944; A lexander  & F rench ,  1946; 
Avnet, 1962; M a r m o r ,  1971; W olberg ,  1965) 
M a r m o r ,  1971) and  have been co rrobora ted  in 
the th erapeu tic  results  b rou gh t  abou t by active 
psycho therapeu tic  m ethods, the  tim e-honored  
credo b ran d in g  sym ptom  rem oval as w orth less  
p e rs is t s  a n d  feeds lack  of e n th u s ia s m  for 
sym ptom -orien ted  techniques. (See also the 
second question above and  the  question tha t  
follows.)

D o es  t h e r a p y  fo cu sed  o n  h e l p in g  o r  r e 
m o v in g  s y m p to m s  p r e v e n t  a p e r s o n  f ro m  
a c h ie v in g  d e e p e r  ch anges?

T h e  evidence is o verw helm ing  th a t  sy m p 
tom -orien ted  the rap y  does not necessarily c ir
cumscribe the goal. T h e  active therap is t  still 
has  a  responsib ili ty  to w o rk  th rou gh  m uch  of 
the p a t i e n t ’s res idual personali ty  difficulties as 
is possible w ith in  the confines of the  available  
time, the exis ting m otivations of the  patien t ,  
and  the basic ego streng ths th a t  m ay  be relied 
on to sustain  new  and  better  defenses. It is true  
th a t  most p a tien ts  w ho  ap p ly  for help only 
w hen  a crisis cripples the i r  ad ap ta t io n  are  m o 
tivated merely to re tu rn  to the  dubiously  
h ap p y  days of the i r  neurotic  homeostasis. M o 
tivation, however,  can be changed if the  th e r a 
pist clearly dem ons tra tes  to the  pa t ien t  w h a t  
really  w ent on beh ind  the scenes of the crisis 
th a t  w ere responsible  for his upset. (See also



TECHNIQUES IN SHORT-TERM THERAPY 161

the preceding question and  the  th ird  question  
above.)

W h a t  do  y o u  th in k  o f  G es ta l t  t h e r a p y ,  
a n d  is it u se fu l  in  s h o r t - t e r m  th e ra p y ?

G esta l t  th e ra p y  is one of the  m an y  methods 
tha t  if executed proper ly  by a therap is t  w ho 
has faith in its efficacy can be ex tremely  useful. 
Some of the techniques, like the em pty  chair  
technique, are  especially valuab le  as a means 
of st im ula t ing  emotional catharsis ,  a rr iv ing  at 
an unders tand in g  of suppressed and  repressed 
feelings, and  providing a  p la tfo rm  for the  p ra c 
tice of behaviors tha t  the  pa tien t  rega rds  as 
a w k w a rd  o r  forbidden. As w ith  any  o ther  tech 
nique, resistances a re  ap t  to e ru p t  th a t  will re 
qu ire  careful analysis  and  resolution.

W h a t  is “ e g o - o r ie n t e d  p s y c h o t h e r a p y ” ?
Sarvis et al (1958) have w rit ten  about the  ef

fectiveness of time-limited  “ ego-oriented psy
ch o th e ra p y ” w ithou t  setting u p  p rede te rm ined  
cri te r ia  for m otivation o r  readiness. N o  a r b i 
tr a ry  topic is set, bu t focus “ is a  process  a r is ing  
out of the in terchange between the  pa tien t and  
th e rap is t .”  T h e  au th o rs  conceive of th e rap y  as 
being open-ended, applicable  at any  po in t  in 
the “ adap tive-m aladap tive  in tegra t ions  of e x 
is tence.”  T h e y  regard  it as a  “ l im i ted” dy 
namically  directed form of psychotherapy  tha t  
is dis tinguished from psychoanalysis and  psy- 
choanalytically  o riented  psycho therapy  in both 
process and  goals. A crucial focus is w h a t  has 
b rought the pa t ien t  to th e rap y  at the  tim e he 
applies for he lp  (why now?). F requency  of 
sessions is flexible, depend ing  on the needs of 
the patient; the total time devoted to th e rap y  is 
limited though  not p rede te rm ined  in advance. 
T h e  therap is t  “ tr ies actively to em p a th ize  
w ith , conceptualize, and  in te rp re t  the p a t i e n t ’s 
m ate r ia l— part icu la r ly  preconscious trends, the 
cu rren t therapeu tic  in terac tion , and  the evi
dence of transference, in te rm s of ongoing in 
teg ra t iv e  a d a p ta t io n s  r a t h e r  th a n  to w a r d  
regressiveness.”

W h a t  a re  th e  o b je c t iv es  o f  co g n i t iv e  a p 
p ro a c h e s  to  th e ra p y ?

R e cen t  cogn it ive  a p p ro a c h e s  a t t e m p t  to 
im prove problem-solving opera t ions  as well as

to enhance  social ad jus tm ent.  W h e re  ru d i 
ments  of ad ap tive  skills a re  p resent and  w here  
anxie ty  is not too para lyz ing ,  the  individual in 
a  relatively brief  period  w ith  p ro p e r  the rapy  
a long cognitive lines m ay  be able to reorganize  
his th ink ing  strategies and  to find a lte rnative  
solutions for p rob lem s in living th a t  a re  m uch 
m ore  a t tun ed  to a constructive ad jus tm en t.  I n 
tervention p ro g ra m s  a long cognitive lines have 
been described th a t  are  app licab le  in a variety  
of clinical and  educat ional settings (Spivack et 
al. , 1976). In  my opinion, the  techniques re 
lated to cognitive appro aches  can be im ple
mented  w ith in  a  dynam ic  fram ew ork .

Is “ co g n i t iv e  t h e r a p y ”  o f  a n y  v a lu e  as a 
m e th o d  in  s h o r t - t e r m  th e ra p y ?

Pre l im in a ry  studies a re  encourag ing ,  but 
w h e th e r  it is super io r  to o th e r  methods in 
certa in  conditions is difficult to say and  will be 
ju dg ed  by fu r th e r  research. T h e  m a n y  factors 
th a t  influence all p sychotherap ies  for be tter  or 
worse undoub ted ly  ap p ly  also to cognitive 
therapy .  It has  par t icu la r ly  been recom m ended 
in depression, bu t  it is doubtfu l tha t  it is a su b 
s t i tu te  for a n t i d e p r e s s a n t  p h a r m a c o th e r a p y ,  
especially in endogenous depression . It m ay, as 
a p s y c h o th e ra p e u t i c  a d ju n c t ,  fu n c t io n  h e re  
as a p rophylac tic  re ta rd in g  fu r th e r  attacks. 
Cognitive th e rap y  is most helpful in pa tien ts  
w ith  biased a n d  faulty  th in k ing  problem s, 
obsessional and  phobic  pa tien ts  responding  
positively to a  well-conducted  and  skillfully o p 
era ted  p rog ram . An im p o r tan t  th ing  is how  
cognitive th e rap y  is done and  the  faith  of the 
therap is t  in its efficacy. T o  a therap is t  who 
believes in its value and  w ho  dedicates h im self  
to the  a rd u o u s  task  of a l te r ing  established 
cognitive fram es of reference, it m ay  be a 
p referred  ap p ro ach .  O th e r  therap is ts  m ay  be 
m ore  dedicated to and  get be tter  results  w ith  
techniques w ith  w hich  they have a special p e r 
sonal affinity.

A re  th e r e  a n y  d r a w b a c k s  to  u s in g  b e 
h a v i o r  t h e r a p y  in  d y n a m ic  s h o r t - t e r m  
th e ra p y ?

N ot a t  all. It can be qu i te  useful. W h e re  the 
th e rap is t  is o r ien ted  tow ard  behavior the rapy ,
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he will ap p ro ach  some of the p a t i e n t ’s difficul
ties as manifestations of faulty  learning. H e 
will usually  s tar t  therapy  w ith  a behavioral 
analysis. T h e  sym ptom  to be altered  is a n a 
lyzed to de term ine  w hat benefits the patient 
derives from it. Exp lo ra t ions  will deal with 
identif ication of factors tha t  touch off and  re in 
forcements tha t  sustain  the m aladap tive  be
havior and of elements th a t  reduce such be
havior. Action ra th e r  than  insight is accented. 
A method tha t  helps to encourage  m otivation is 
the keeping of a daily  d iary  tha t  scores the fre
quencies of sym ptom atic  occurrences. S im ple 
score keeping has been found to reduce the 
n um b er  of sym ptom atic  upsets. T h e  p a t i e n t ’s 
positive efforts to control, alter ,  and  reverse his 
m aladaptive  behavior a re  rew ard ed  by a t te n 
tion, praise, and  en thusiasm . T h e  p a t i e n t ’s 
reactions to the  techniques should  be observed, 
the therap is t  being alerted to transference  and 
resistance. T h e re  is no reason why dynam ic  
principles cannot be applied  to w h a t  is h a p 
pening  dur ing  behavior th e rap y  or any  kind of 
therapy .  (See also the following question.)

C a n  b e h a v io r  t h e r a p y  be u se d  fo r  c o n d i 
t io n s  o th e r  th a n  p h o b ia s?

Yes, for various conditions like obsessions, 
hypochondrias ,  depression, and  habit disorders 
w here  the sym ptom s are  c ircumscribed and  the 
events tha t  p roduce the sym ptom s are  iden t i
fiable. Behavior therap is ts  utilize behavioral 
te c h n iq u e s  a lo n g  w i th  o th e r  m e th o d s  like 
ph a rm ac o th e rap y  and  various kinds of psycho
therapy . M o re  and  more therap is ts  are  seeing 
the advantage  of uti liz ing behavior th e rapy  
w ith in  a dynam ic  fram ew ork . Increasing n u m 
bers of analytically  tra ined  therap is ts  a re  find
ing d e se n s i t i z a t io n ,  a s se r t iv e  t r a in in g ,  and  
o ther  forms of behavior th e rap y  useful in their 
work. (See also the preceding question.)

W h a t  is th e  v a lu e  o f  h y p n o s is  in  s h o r t 
t e r m  th e ra p y ?

H ypnosis  is chiefly employed as a  catalyst in 
psychotherapy. It potentia lly  facili tates the 
therapeutic  process in a n u m b er  of ways. F irst,  
hypnosis m ay  exert a positive influence on the

re la tionsh ip  w ith  the the rap is t  by m obiliz ing  
the essential hope, faith, and  trust th a t  are  
parcels of every help ing  process and  by cutt ing  
th ro ug h  resistances tha t  delay the  essential es
tablish ing  of rap p o r t .  T h i s  is especially im p o r
tan t in detached and  fearful individuals w ho 
pu t  up  defenses agains t  any  kind of closeness 
and  hence im pede the evolvement of a w ork ing  
rela tionsh ip . Second, hypnosis,  ow ing  to its 
en hancem ent of suggestibility, will p rom ote  
the  a b s o r p t io n  by th e  p a t i e n t  of posi t ive  
p ronouncem ents ,  verbal and  nonverbal ,  tha t 
m ay  alleviate, at least tem porar i ly ,  sym ptom s 
t h a t  in te r fe re  w i th  e x p lo r a to r y  te c h n iq u e s .  
T h i r d ,  h y p n o s is  often  e x p ed i te s  e m o t io n a l  
catharsis  by open ing  up  founts of bo tt led-up 
emotion, thereby  p rom oting  te m p ora ry  relief 
and  s ignaling some sources of res idual conflict. 
F o u r th ,  im ped im en ts  to verbalization  a re  often 
readily  lifted by even light hypnosis. Fifth, 
w here  m otivat ion  is lacking to w ard  inquiry  
into sources of p rob lem s, hypnosis,  th rough  
its tens ion-aba ting  and  suggestive sym ptom - 
relieving proper ties ,  m ay  he lp  convince the  p a 
tient tha t  he can derive benefits from t rea tm en t  
if he co o p e ra te s .  S ix th ,  by its effect on 
resistances hypnosis  m ay  help  expedite such 
insight techniques as imagery , d re am  recall,  
and  the  release of forgotten memories. Seventh, 
hypnosis  m ay  light up  transference, rap id ly  
bring ing  fun dam en ta l  p rob lem s w ith  au thor ity  
to the surface. E igh th ,  by dealing directly w ith  
deterrences to change hypnosis  m ay  expedite  
the w o rk in g - th ro u g h  process, p a r t icu la r ly  the 
conversion of insight into action. T o w a r d  this 
end, teaching th e  pa t ien t  self-hypnosis m ay  be 
of value. F inal ly ,  hypnosis m ay  sometimes be 
helpful in the  te rm ina t io n  of therapy ,  enab ling  
the pa tien t w ho  has been tau g h t  self-relaxation 
and  self-hypnosis to carry  on the  th erapeu tic  
process by himself.

Is h y p n o s is  e v e r  u se d  w i th  a p s y c h o m i-  
m e t ic  d r u g  to  sp e e d  u p  th e r a p y ?

L u d w ig  and  Levine (1967) claim subs tan tia l  
therapeu tic  changes of a reconstructive n a tu re  
th rou gh  the use of a com bination  of hypnosis 
and  L S D  adm in is tra t io n  in a  technique  they
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te rm  “ hypnodelic  th e r a p y .” Few o ther  th e r a 
pists use this combination .

W h a t  a re  th e  p r in c i p le  o b je c t iv e s  o f  d y 
n a m ic  p s y c h o th e r a p y ,  a n d  h o w  a re  these  
ob je c t iv es  re a c h e d ?

In dynam ically  oriented  the rap y  the  objec
tive is to bring  the individual to an  aw areness  
of prevailing em otional conflicts, the defenses 
employed in avoiding such aw areness ,  the way 
such conflicts o rig inally  had  developed in the 
past, the influence they have exerted on d e 
velopment, the insidious w ays they pollute 
o n e ’s present existence, and  the ir  relevance in 
sponsoring  exis ting sym ptom s and  com plain t  
factors. Such clarification is in the  interest of 
he lping to face anxieties and  to develop new 
ways of re la ting  to oneself and  to people. I n 
te rpre ta tions ,  the  chief methodological tool, are 
targeted  on defenses at the  start,  on any exis t
ing anxiety, and  finally on the  drives and  im 
pulses tha t  are  being w arded  off. Essentia l is 
the m a in tenance  of sufficient tension in the  in 
terview to create an incentive for hand ling  and 
w ork ing  th rou gh  of the in itia ting  conflicts. A 
most fertile a ren a  for exp lora tion  is the t r a n s 
ference, which presents  the pa tien t  w ith  a liv
ing exam ple  of some of the core conflicts in ac
tion. M ost vitally transference in te rp re ta tion  
enables the linking of w ha t  is going on in the 
present w ith  im po rtan t  d e te rm in an ts  in the 
past. T ransfe ren ce  may not be displayed exclu
sively tow ard  the therap is t .  It may be projected 
tow ard  o thers outside of the  trea tm en t  s i tu a 
tion.

In d y n a m ic  t h e r a p y  s h o u l d n ’t th e  c h ie f  
a im  be th e  d e v e lo p in g  o f  in s ig h t  in the  
p a t ie n t  s ince  w i th o u t  k n o w in g  th e  causes  
a c u re  is im p o ss ib le ?

M a n y  therap is ts  still believe tha t u n d e r 
s tanding the causes of a p rob lem  is ta n ta m o u n t  
to a cure. T h e  search for sources then goes on 
relentlessly. Should im provem ent fail to occur, 
the pa tient is enjoined to dig deeper. O b v i
ously, one task of th e rapy  is to d e te rm ine  u n 
derly ing causes; but we are  still at a stage 
w here  ou r  knowledge of which  causes are

p a ra m o u n t  is not yet too clear. H ow ever,  p ra c 
tically speaking, assigning to sym ptom s some 
reasonable  etiology tha t  the pa tien t can accept 
serves to enhance  self-confidence and  to lower 
anxie ty  and  tension levels. T h e  patien t  may 
then be will ing to exp er im en t  w ith  m ore  a d a p 
tive pa tte rns .  If no more th a n  a placebo, then, 
insight can serve in the in terests  of expediting 
therapeu tic  goals.

O bviously, the  m ore perceptive and  well 
t ra ined  the therap is t ,  the m ore likely will the 
pa tien t be helped to arr ive  at underly ing  etio
logical factors. But, however,  accura te  these 
discoveries m ay  be, a trem en d ou s  n u m b e r  of 
e lem ents o th e r  than  insight en ter  into the 
therapeu tic  G esta l t .  Again , this  is not to d e 
preciate  insight, but r a th e r  to assign to insight 
a significant but not exclusive im portance.

H o w  i m p o r t a n t - i s  d r e a m  . an a ly s is  as an  
a d ju n c t  to  w h a te v e r  t e c h n iq u e s  a re  b e in g  
u sed?

D ream  analys is  constitutes a vital m eans of 
he lp ing  pa tien ts  recognize some of the ir  fun
dam en ta l  p rob lem s and  the ir  ow n p a r t ic ip a 
t io n  in fo s te r in g  n e u ro t ic  m a la d ju s tm e n t .  
W o rk in g  w ith  college s tudents ,  M err i l l  and 
C a ry  (1975) found tha t  focusing on d ream s 
lowered resistance to self-experience in s tu 
dents  struggling  w ith  the independence-depen- 
dence conflict. It also reduced ac ting-out by 
encourag ing  the acceptance of d isowned feel
ings. A d ream  is best utilized in re la tion  to 
cu rren t  experience, though  its roots in past 
conditionings a re  not neglected especially w hen 
t r a n s fe r e n c e  e le m e n ts  a re  o b v iou s  in the  
d ream . (C h ap te r  12 deals extensively w ith  the 
use of d ream s in shor t- te rm  therapy) .

A re p s y c h o a n a ly t ic  t e c h n iq u e s ,  such  as 
d r e a m  an a ly s is ,  im a g e ry  e v o c a t io n ,  i n t e r 
p r e t a t i o n  o f  re s is tan c e  a n d  t r a n s f e re n c e ,  
a n d  o th e r  m o d e s  o f  e x p l o r i n g  th e  u n 
c o n s c io u s  a b s o l u t e l y  e s s e n t i a l  t o w a r d  
p r o m o t i n g  d e p t h  c h a n g e s  in  th e  p e r 
s o n a l i t y ?  It is s o m e t i m e s  p o i n t e d  o u t  
th a t  a n u m b e r  o f  p a t i e n t s  do  ac h ie v e  
c o n s i d e r a b l e  p e r s o n a l i t y  g r o w t h  w h e n
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t r e a te d  by  a t h e ra p i s t  w h o  u t i l iz e s  s u p 
p o r t iv e  a n d  e d u c a t io n a l  m e th o d s  e x c lu 
s ive ly ,  p u r p o s e ly  a v o id in g  p r o b in g  fo r  
confl ic ts  a n d  d e a l in g  o n ly  w i th  m a n ife s t  
sy m p to m s  a n d  p r o b le m s .

T h e re  are  a few patients  whose repressions 
are  not too severe, whose defenses are  not too 
rigid, and  w ho possess a  s t rong  readiness for 
change. If the therap is t  is non judgm enta l  and 
em path ic ,  the th erapeu tic  re la tionsh ip  itself 
can serve as a corrective emotional experience. 
T h e  conception of punitive au th o r i ty  is a ltered, 
a n d  so f ten in g  of the  su p e re g o  re s u l t s  in 
s t reng then ing  of the self-image. T h is ,  h o w 
ever, is m ore  likely in long- te rm  than  in sh o r t 
te rm  therapy . M o s t  people do req u ire  some 
challenge in o rde r  to change, and  a certa in  
am o un t  of anx ie ty  needs to be tolerated to give 
up  old habits  and  pa tte rn s  exchanging them  
for un fam il ia r  ways of behaving. W e  see this 
d u r ing  and  after crises w hen  people realize 
tha t  the ir  usual adap ta t ions  a re  ineffective and 
can only get them  into m ore trouble. D u r in g  
shor t- te rm  th e rapy  confronta t ions and  in te r 
p re ta tions  impose on the  individual challenges 
w ith  which he must come to grips. A p u rp o se 
ful focusing on unconscious m ater ia l  can be 
most helpful in p rom oting  self-understanding, 
which m ay then act as an  incentive for change.

D oes o n e  h a v e  to be  a p s y c h o a n a ly s t  to 
d e a l  w i th  res is tance?

O f course not. But the therap is t  w ho  has no 
unders tan d ing  of psychoanalytic  theory  and  
method is at a d isadvantage  in dealing  with 
resistance. In my supervisory w ork  I have 
gotten the im pression tha t  it is resistance tha t 
p rincipal ly  accounts for failures in the active 
approaches  like hypnosis and  behavior th e r 
apy. Referrals to me of a sizable nu m b er  of p a 
tients who were unable  to achieve satisfactory 
results  with nonana ly t ic  therap ies ,  revealed in 
practically  every case tha t  transference  had  in 
terfered with positive responses to the th e r a 
p is t’s methods. Such reactions occurred with 
me also, but I was soon able to detect them 
from the p a t i e n t ’s associations and  dream s. 
T h e y  then constituted the focus in ou r  therapy .

F o r  exam ple , in several cases referred  to me 
for hypnosis  by experienced hy pn o the rap is ts  
w ho  w ere unab le  to induct a hypnotic  s tate, I 
was able easily to detect the transference 
resistance th a t  interfered w ith  hypnotic  in du c
tion. W ith o u t  exception, once this  im ped im en t 
was b rough t to the surface and  explored w ith  
the pa tien t,  he w as able easily to achieve a 
satisfactory trance.

S o m e  a u t h o r i t i e s  ins is t  th a t  t r a n s f e re n c e  
is n o t  a p r o b l e m  in  s h o r t - t e r m  t h e r a p y  
s ince  th e  t im e  e l e m e n t  is too  b r i e f  fo r  its 
a p p e a r a n c e .  O t h e r  a u t h o r i t i e s  b ase  t h e i r  
e n t i r e  s t ra teg y  a r o u n d  th e  d e te c t io n  a n d  
e x p l o r a t io n  o f  t r a n s f e re n c e .  W h a t  is th e  
d is c re p a n c y ?

In  dynam ic  shor t- te rm  th e rapy  transference 
is a  key d im ension and  should  alw ays be 
looked for. It is often purposefu lly  bypassed or 
overlooked w h en  the therap is t  decides to  act 
like a giving, helpful, active, benevolent a u 
thority ,  sym ptom  relief being expedited by this 
kind of re la tionsh ip . In no ndynam ic  shor t- te rm  
th e rap y  a benevolent type  of transference  thus  
m ay be desirab le  for results . W e  a re  not so 
much  concerned w ith  this form of transference. 
W e  are  m ore  vitally concerned w ith  an o the r  
type of transference th a t  acts as resistance to 
trea tm en t  m anifest ing  itself in d is trus t ,  hos
tili ty, excessive dem and s  for love and a tten tion ,  
sexual im pulses,  and  so forth. Progress will be 
in te r ru p ted  unless this show of transference  is 
resolved. W h e th e r  it can be resolved depends 
on the  skill of the  therap is t  and  the  p a t i e n t ’s 
motivation and  ability  to w o rk  it th rough .  
Sicker patien ts  m ay  requ ire  an  extended period 
of t r e a tm e n t  to  ove rcom e  such  d e s t ru c t iv e  
transference. W h e re  a therap is t  is t ra ined  to 
detect transference (e.g., by observing n o n 
verbal behavior ,  slips of speech, acting-out, 
dream s,  etc.) and  deals w ith  it by a p p ro p r ia te  
in te rp re ta t ion ,  it m ay  serve as a m eans tow ard  
helping the pa tien t to u n d ers tan d  some of the 
deepest conflicts. In  su m m ary ,  w hile  the th e r a 
pist m ay  not wish to in terfere  w ith  a positive 
transference, indeed he m ay  employ it as a 
prod tow ard  sym ptom  relief and  positive cor
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rective behavioral actions— a negative t r a n s 
ference will definitely requ ire  a tten tion  and 
resolution. In some cases negative transference 
will a p p ea r  tow ard  the end of th e rap y  as 
te rm ination  poses a th rea t .  T h i s  is especially 
the case w here  separa tion -ind iv idua t ion  has 
been im paired.

W o u ld  you  u t i l i z e  o th e r  t e c h n iq u e s  w h e n  
th e  c h ie f  m e th o d  e m p lo y e d  is g r o u p  t h e r 
a p y  o r  fam ily  th e ra p y ?

G ro u p  the rapy  or family the rapy  does not 
restrict the use of any  o th e r  techniques tha t 
m ight help any  of the mem bers .  T hese  include 
p h a rm aco the rapy ,  individual therapy ,  milieu 
therapy ,  and  so on.

I s n ’t e le c t ro c o n v u ls iv e  t h e r a p y  passe?
By no means. It still is a most, if not the 

most,  effective trea tm en t  m easure  in deep su i
cidal depressions. In  excited m anic  and  schizo
phren ic  patien ts  it also is occasionally used 
when l i th ium  and  neuroleptics fail to qu ie t  the 
pa tien t down.

Is d r u g  th e r a p y  still  w a r r a n t e d  in  d e 
p re s s io n ,  a n d  if  so, w h a t  is its r a t io n a le ?

Definitely it is w a rran ted .  T h e re  a re  differ
ent kinds of depression, of course, for exam ple , 
depression as a p r im ary  condition and  as 
secondary to anxie ty  or hostil ity. T h e r e  are 
certainly biological correlates in depression. 
T h e  latest hypothesis is tha t  in depression 
there  is a deficiency of neuro transm it te rs ,  tha t  
is, of catecholamines at the adrenerg ic  receptor 
sites in the b ra in ,  par t icu la r ly  a deficiency of 
no rep inephrine ,  and  also a deficiency of in- 
doleamines (serotonin). A n tidepressan t drugs , 
namely the tricyclic an tidep ressan ts  (Tofran il ,  
Elavil,  S inequan) ,  increase the  concentration  
of neuro transm it te rs  at the receptor site by 
blocking their  reup take  from the synapse. 
W h en  tricyclic an tidepressan ts  are  used, they 
must be given in adequa te  dosage (individually 
regulated) and  the  effects m ay  not be ap p a ren t  
for 3 to 4 weeks. After the  depression lifts, 
the dosage is lowered to as small a m a in te 
nance dose as sym ptom  control requires.  A n 

o ther  w ay  of increasing the concentra tion  of 
n e u r o t r a n s m i t t e r s  in the  b r a in  an d  l i f t ing  
depression is by preventing  the ir  m etabolism 
th rou g h  inh ibit ing  the enzyme m o no am in e  ox i
dase (M A O ).  U sua lly  the  response to the 
M A O  inhib ito rs  (N ard il ,  P a rn a te )  is also de
layed. Psychostim ulan ts  like d e x tro a m p h e ta 
mines (D exam yl) ,  for exam ple ,  a re  sometimes 
cautiously used in mild depressions. W h ere  
depression is secondary  to anxiety , t r a n q u i 
lizers (L ib r ium , V alium ) occasionally help , but 
because of the d a ng er  of hab itu a t ion ,  tricyclic 
an tidepressan ts  o r  low doses of neuroleptics  
(M ella r i l )  a re  preferred . In p r im a ry  depression 
complicated by anxie ty  tricyclics (Elavil, S ine
q u a n )  are  the  d rugs  of choice. A pa tien t tak ing  
an tidepressan ts  should be seen periodically  by 
a p h y s ic ia n ,  p re f e ra b ly  a p s y c h ia t r i s t  a c 
q ua in ted  w ith  d ru g  the rapy ,  w h ere  the  th e r a 
pist is a  nonm edical person, since side effects 
a re  comm on.

Is l i t h iu m  h e l p f u l  in  s c h iz o p h r e n ia ?
N euro lep t ics  a re  the p referred  drug. A few 

studies do reveal th a t  in some cases l i th ium  
m ay be useful, but the subgroups  tha t  respond 
have not as yet been identified.

H o w  d o  n e u r o l e p t i c s  o p e r a te ?
N euro lep t ics  block the do p am in e  receptors 

in the  b ra in  in terfe ring w ith  d o p am in e  t r a n s 
mission. Some of the sym ptom s of schizo
p h ren ia  a re  believed to be the  product of d o p 
am ine  excesses.

W h i c h  n e u r o l e p t i c s  a r e  p r e f e r r e d  in  
s c h iz o p h r e n ia ?

T h e re  are  several classes of neuroleptics: 
first, the ph eno th iaz ines  (T h o raz ine ,  M el la r i l ,  
and  Pro l ix in);  second, the d ibenzoxazepines 
(Loxapine);  th ird ,  the bu ty rophenones  ( H a l 
do l) ;  f o u r th ,  th e  t h io x a n th e n e s  (N a v a n e ) ;  
an d  fif th ,  th e  d ih y d r o in d o lo n e s  ( M o b a n ) .  
O th e r  classes will p robably  be in troduced as 
well as addit ions to each class. T h e re  is little 
difference am o ng  the various drugs, but occa
sionally a pa t ien t  m ay  develop an intolerance 
to specific d rugs  and  not to others. Some p a 
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tients do well on d rug  therap y ;  some do not re 
spond at all; and  still o thers respond so badly 
tha t  they have to be taken off medications.

S h o u ld  n e u r o le p t i c s  be  u sed  w ith  p s y c h o 
th e r a p y  in  s c h iz o p h r e n ia ?

It has been show n in schizophren ia  tha t 
adequa te  dosages of neuroleptics coupled with 
family therapy  are  followed by the smallest 
n um b er  of relapses. G rea t  flexibility is neces
sary on the p a r t  of the therap is t ,  e x p e r im en t
ing w ith  o th e r  modalities also since special 
techniques will suit some patients  and not 
others. P e rh aps  the  most im p ortan t  therapeutic  
agency is a good re la tionsh ip  with the th e r a 
pist. Psychotherapeutic  techniques are  v a lue
less w ithout this.

S h o u ld  n e u r o le p t i c s  a lw ays  be e m p lo y e d  
in  s c h iz o p h r e n ia ?

By no means. Actually, they are  being 
overemployed and  in some cases used w ithout 
p ro pe r  supervision and  follow-up. Young p a 
tients in their  first attack , especially those 
going th rough  an  identity crisis, often do well 
w ithout drugs. W h e re  sym ptom s are  too dis
ruptive, however, neuroleptics should be used.

I f  n e u r o l e p t i c s  a r e  u s e f u l  in  s c h i z o 
p h r e n i a ,  w h y  s h o u l d n ’t th e y  be  g iv e n  in 
d e f in i te ly ?

T h e re  are  some disagreeable  side effects and 
sequelae w ith  neuroleptics, especially w hen 
given over a long period and  in large dosage. 
T a rd iv e  dyskinesia is a  neurological condition 
tha t  affects as m any  as 40 percent of pa tients  
on prolonged d ru g  therapy. O nce tard ive dys
kinesia has become entrenched, it may plague 
the patien t perm an en tly  even after the d ru g  is 
w ith d raw n . N euroleptics  should, therefore, be 
lowered in dosage after the desired effect has 
been achieved, and  periodically  they should be 
w i th d ra w n  (drug-free holidays) to see how  the 
patient reacts.

A fter  an  a c u te  e p iso d e  o f  s c h iz o p h r e n ia  
a n d  th e  p a t i e n t  is r e la t iv e ly  s y m p to m -  
f re e ,  s h o u ld  n e u r o le p t i c s  be  c o n t in u e d ?

Yes, for a while, if the pa tient has been on 
neuroleptics. T h e  relapse ra te  is g rea ter  w here

d rugs  a re  not continued. Roughly  after the first 
a t tack  the pa t ien t  should continue  on medica
tion for 1 to I /2 years. After a second attack  
they should be prescribed for 2 to 5 years. 
After a th ird  attack  they m ay  have to be used 
indefinitely w ith  occasional drug-free holidays. 
Supervision is essential to see tha t  the medica
tions are  taken  and  to adjust the dosage to 
lessen side effects and  sequelae.

W h e n  w o u ld  y o u  p r e s c r ib e  s le e p in g  p il l s ,  
a n d  w h ic h  w o u ld  y o u  r e c o m m e n d ?

W h ile  benzodiazep ines (V alium , D alm an e )  
are  safer th an  ba rb i tu ra tes ,  they should very 
rare ly  if ever be given to new  pa tien ts  for in 
som nia for m ore  th a n  2 to 4 weeks. Beyond 
tha t  time consistent use causes them  to lose 
the ir  effectiveness. Occasional use of hypnotics, 
however, can prove helpful, as w hen  a  tem p o
r a r y  s tress  s i tu a t io n  in te r fe re s  w i th  sleep. 
D a lm an e  ( f lu razepam ) in the  15-m illigram 
dosage is generally  as effective as the 30-milli- 
g r a m  dosage ,  m a n y  p e r s o n s  a lso  f ind  5 
m ill igram s of V a l iu m  (d iazepam ) effective.

In m a tc h in g  p a t i e n t  a n d  m e th o d  h o w  
v a lu a b le  is a d e v e lo p m e n ta l  d ia g n o s is ,  
th a t  is, k n o w le d g e  o f  w h e r e  in  th e  p a 
t i e n t ’s d e v e lo p m e n t  th e  p r i m a r y  a r r e s t  
o c c u r re d ?

M atch in g  pa tien ts  and  m ethods is still an 
unsolved prob lem . A n u m b e r  of a t tem pts  have 
been m ade  to establish cri te r ia  for a patien t-  
method a lignm en t,  for exam ple , the sym pto
matic diagnosis (like behavior  the rap y  for 
phobias ,  an insp ira t iona l g ro up  such as AA for 
alcoholism, etc); the  characterologic  diagnosis 
(like the personality  typologies p roposed by 
H o row itz ,  see p. 217); responses to hypnotic  
induction (Spiegel & Spiegel, 1978); and  the 
developm ental diagnosis (B urke  et al., 1979). 
T h e  la t te r  au th o rs  believe tha t  therapeu tic  
m ethods m ay be selected to resolve conflicts 
w hich  develop in different stages of develop
m ent (Erikson, 1963). T h u s  M a n n ’s technique  
(1973) of focusing on separa tion-ind iv idua tion ,  
in an em path ic  “ feeling” a tm osphere ,  would
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seem most useful w ith  pass ive-dependent p a 
tients unsuccessful in resolving the adolescen t’s 
conflict of “ identity vs. role confusion.”  H e re  
the struggle over te rm ina tion  of the rapy  brings 
the early  separa tion-ind iv iduation  conflict to 
the fore and  gives the patien t an oppo r tun ity  to 
resolve it in a favorable setting. T h e  hypothesis 
is tha t  if pa tients  successfully m aster s e p a ra 
tion from the therap is t ,  they will move on to 
greater  individuation and  overcome the i r  de
pendency needs. Patients  w ho  in their  develop
ment have moved beyond the crisis of identity 
to w a rd  the  “ F i r s t  A d u l t  L ife  S t r u c t u r e ” 
(Levinson, 1977) and, in their  efforts to  es
tablish in tim ate rela tions, have been blocked 
by resurgence of oedipal conflicts are  well 
suited to the in tellectual, in terpre tive, con
frontation  style of Sifneos and  M a la n .  P ro b 
lems of the latency period th a t  emerge d u r 
ing the midlife transit ion  b rough t abo u t  by 
challenges of “ productivity , creativity, and  the 
m atu ri ty  to deal w ith  new genera t ions at hom e 
and at w o rk ” would be suited most for a  “ cor
rective ac tion” approach  such as tha t  of A lex
ander  and F rench ,  the m a x im u m  therapeu tic  
effect coming “ from transference m a n ip u la 
tions and  a m anageria l  stance by the  th e r a 
p is t .”  U n der  these circumstances. B urke  et al 
(1979) contend, a careful developm ental d iag 
nosis  will  h e lp  iden t ify  p a t i e n ts  w ho  can 
benefit from psychotherapy; it can also he lp  in

the selection of an  a p p ro p r ia te  therapeu tic  
method.

H ow ever ,  none  of these selection schemes, 
involving sym ptom  m anifestations, charac te r  
s t ruc ture ,  o r  developm enta l conflicts, has  been 
proven entirely  reliable. T h i s  is because of the 
in terference of num ero us  miscellaneous p a 
tient, the rap is t ,  env ironm enta l ,  transferentia l,  
counte r transfe ren t ia l ,  and  resistance variables. 
T h e  very choice of a diagnosis and  the identifi
cation of the prevai ling  developm enta l  conflict 
a ro un d  which the  therapeu tic  p lan  is o r 
ganized is subject to the th e r a p is t ’s bias as is 
the method to w hich  the  therap is t  is a t tuned . 
T h is  bias will p rejudice the  p a t i e n t ’s response. 
A th erap is t  w ho  applies h im self  to a favorable 
technique  w ith  en thus iasm  and  conviction will 
expedite the  p a t i e n t ’s progress,  w hereas  the 
sam e  t e c h n iq u e  used c a su a l ly  a n d  u n e n 
thusiastically  m ay  have a m in im al effect on the 
pa tient.  T h e  style of some therap is ts  and  their  
investm ent in the i r  theories will sup po r t  or 
m ili ta te  against the  effective use of any  of the 
m ethods such as those proposed by Sifneos, 
M a l a n ,  D a v a n lo o ,  A le x a n d e r  an d  F re n c h ,  
L ew in ,  Beck, and  others. In su m m ary ,  at the 
present stage of o u r  know ledge we canno t be 
sure  th a t  a selected method exists for every p a 
tient we treat.  O u r  options m us t rem ain  open, 
and  we m ust be will ing  to change o u r  methods 
w hen  a selected technique  proves to be sterile.

Conclusion

A wide variety of techniques is available  to a 
therapis t ,  their  selection being de te rm ined  by 
the existing sym ptom s and  complain ts  of the 
patient,  the familiari ty  of the  therap is t  with  
applicable methods, and  the p a t ie n t’s w ill ing
ness and  ability to w ork  w ith  the chosen in te r 
ventions.

W h e th e r  we a t tem pt to influence the p a 
t ien t’s biochemistry th ro ug h  p h a rm aco the rap y ,  
or his neurophysiology th rou gh  o ther somatic 
therapies  or re laxation  procedures,  or his habit 
p a t t e rn s  t h r o u g h  b e h av io r  t h e r a p y ,  o r  his

in trapsychic  s tru c tu re  th rou gh  psychoanalysis , 
or his in te rpersona l reactions th ro ug h  g ro up  or 
family therapy ,  o r  his social behavior th rough  
milieu  the rapy ,  or his philosophical outlook 
th rou gh  exis tentia l the rapy ,  the pa tien t will 
re a c t  g lo b a l ly  to o u r  m in i s t r a t io n s ,  every 
aspect of his being, from physiological m akeup  
to h igher  psychic processes, being influenced 
th rou gh  a feedback effect.

T h e  p rop er  use of techniques calls for a high 
degree of expertise . R equ ired  a re  quali t ies  in 
the therap is t  th a t  perm it  establishing rap id ly  a
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w orking  re la tionsh ip  w ith  the  pa tien t,  a dea l
ing w ith  motivational deficiencies and  o ther  
resistances as they develop, and  a m a nag in g  of 
those personal reactions tha t  are  prejudicial to 
m ain ta in ing  an objective and  em path ic  th e r a 
peutic climate. T h e  a tm osphere  for the most 
effective o pera t ion  of techniques m ay peri
o d ica l ly  call  for s u p p o r t  a n d  r e a s s u ra n c e  
tem pered by sufficient m ain tenance  of tension 
d ur ing  the in terviewing process to p rom o te  in 
centives for exp lora tion  and for ex pe r im en ta 
tion w ith  new p a t te rn s  of behavior. C o n fro n ta 
tion m ay periodically  be requ ired  to b reak  
th rough  resistances to change, but confron ta 
tion if used m ust be carefully t i tra ted  against 
the p a t ie n t’s tolerance of anxiety. In terpre tive  
activites on some level a re  requ ired ,  especially 
w hen resistance to the therap is t ,  to the th e r a 
p is t’s techniques, and  to change para lyzes the 
therapeutic  effort. T h e  most effective detec t
ing of an d  d e a l in g  w i th  such re s is tan ces  
necessitates unders tan d ing  of how  to im ple
m ent dynam ic  interventions such as the use of 
d ream s and  the analysis  of transference.

Short- te rm  the rapy ,  even w here  the  methods 
a re  supportive or reeducative, as has before 
been repeatedly em phasized, is much m ore ef
fective w here  it is skillfully executed in a 
psychodynam ic fram ew ork. N o m ore  th an  a 
few interviews conducted along dynam ic  lines 
m ay  be needed to unba lance  the shaky ho m eo
stasis tha t  has ruled the p a t i e n t ’s existence 
and  to make possible beginning constructive 
changes in the w ay  th a t  the pa tien t  relates to 
himself and  others. W h e re  the individual has 
been brought to some recognition of the in i t ia t
ing factors precip ita ting  the difficulties for 
which he sought help, w here  he becomes cog
n izan t th rough  interviewing of the presence of 
som e p e rvas iv e  p e r s o n a l i ty  p ro b le m s  th a t  
s ab o tag e  his h a p p in e s s ,  w h e re  he re la te s  
aspects of such problem s to his cu rren t illness, 
and  w here  he gains a  g lim m er of aw areness  
into early  sources of difficulty in his re la t ion 
ship w ith  his paren ts  and  o the r  significant p e r 
sons, he will have the best o p p o r tu n i ty  to 
proceed beyond the profits of sym ptom  relief.

By pointed questioning the patient is e n 

couraged to pu t  the  pieces together for himself, 
p ar t icu la r ly  to figure out the c ircumstances 
th a t  have im paired  his ad jus tm en t  p r io r  to 
coming to t rea tm en t .  T h e r e  is an explora tion  
as to w hy the pa tien t is now  unab le  to w ork  
out his present difficulty by himself,  coming 
hopefully to a rea l iza t ion  of the  resistances tha t 
p revent a resolu tion  of problems. T h e  patien t,  
encouraged in self-observation, is taug h t  how 
to relate  sym ptom s to p rec ip ita ting  h a pp en ing s  
in the  present env ironm ent as well as to inner  
conflicts w ith in  himself.  W h a t  we a re  try ing  to 
do is to mobilize some insight into the  u n d er ly 
ing difficulties. W e  m ust modestly adm it tha t  
some of the  insights we offer the pa t ien t  are  
not a lw ays complete o r  even correct.  Even 
though  they are  part ia l ly  valid, however, they 
often serve to alleviate tensions by providing 
an  exp lana t ion  tha t  m ay  help the process of 
s tabil ization.

T h e  nonspecific windfalls  of insight do not 
invalidate  the  specific profits  tha t  can derive 
from a t rue  u nd ers tan d in g  of the forces tha t 
are  u n d e rm in ing  security, vit ia t ing self-esteem, 
and  provoking actions in imical to the interests 
of the individual. In o pen ing  up  areas  for ex 
plora tion ,  the  sh o r t- te rm  therap is t  m ust con
fine him self  as closely as possible to observable 
facts, avoiding speculations as to theory  so as 
to reduce the  suggestive com ponent .  T h e  more 
experienced the therap is t ,  the m ore capable  he 
w ill  be of co l la t in g  w i th  m in im a l  d e lay  
p e r t in e n t  d a t a — from  th e  p a t i e n t ’s ve rb a l  
co n te n t  a n d  a sso c ia t io n s ,  g e s tu re s ,  facial 
ex p re s s io n s ,  h e s i ta t io n s ,  s i lences ,  em o t io n a l  
o u tb u r s t s ,  d r e a m s ,  a n d  in t e rp e r s o n a l  r e a c 
tions— tow ard  assum ptions  tha t ,  in te rpre ted  to 
the patien t ,  enab le  h im  to reflect on, accept, 
deny, or resist them . D ea ling  w ith  the p a t i e n t ’s 
hesitancies to the  acceptance of in te rp re ta t ions  
and  to the  u ti liza tion  of his expanded  a w a re 
ness tow ard  actions tha t  m ay  lead to change, 
the therap is t  continues to exam in e  his orig inal 
assum ptions  and  to revise them  in term s of any 
new d a ta  tha t  p resent themselves.

Even though  a therap is t  m ay  utilize a va
riety of techniques, the ir  em ploym ent w ith in  a 
d y n a m ic  f r a m e w o rk  seem s to  c a ta ly ze  the
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th e r a p e u t ic  p rocess .  T h e  p a t i e n t ’s u n iq u e  
response to the methods employed ( in terv iew 
ing, c o n f ro n ta t io n ,  b e h a v io r  m od i f ic a t io n ,  
hypnosis, etc.) will almost inevitably expose 
hab itua l  characterologic  styles and  p e rh a p s  
resistances tha t  can become an  im p ortan t  focus 
du ring  trea tm en t .  W h e re  the pa tien t  manifests 
a desire to exam ine  his reactions, the  results  
m ay  be part icu lar ly  gratifying. A nd w h ere  a 
transference s i tuation  can be detected and  ex
plored, and  its genetic roots unders tood, an  en
d ur ing  im prin t  m ay  be etched. T h e  th e rap is t  
should, therefore, be alerted to any  behavior or 
a tt itudes tha t  in any  w ay reflect transference. 
Often such behavior is not manifest and  is de
tected only in d ream s and  acting-out. Even 
though  time in the rapy  is short,  the therap is t ,

if suff ic ien tly  p e rcep t iv e ,  w ill  de tec t  som e 
transferen tia l  behavior in the w ay the pa tien t 
relates to the therapeu tic  s i tua t ion , especially if 
the  therap is t  is active and  provocative. A nd yet 
in a  considerable  n u m b er  of cases the  pa tien t 
m ay  control o r  m ask  his t ransferen tia l  r e 
sponses so th a t  they are  not at all app a ren t .  
H ere ,  all is not lost; since w ith  the o the r  d a ta  
available, one  m ay still be able  to establish a 
consociation betw een the  p a t i e n t ’s sym ptom s 
and  com pla in ts ,  cha rac te r  s t ruc tu re  and  the 
genetic roots of the  prevai ling  neurotic  needs 
and  defenses. A hopeful prospect is th a t  th e r a 
peutic  change will not cease at the te rm ina tion  
of the  shor t- te rm  contact bu t will con tinue  the 
rem a in d e r  of the ind iv idua l’s life.



CHAPTER 12

The Use of Dreams

T h e  g row th  of ego psychology and  the  de
velopm ent of new  concepts regard ing  energy 
and  identity have encouraged m in im iza t ion  of 
the im portance  of dream s. M oreover ,  as we 
have gained g rea te r  unders tand in g  of ego dy 
nam ism s, we have tended to veer aw ay  from 
the trad it ional search for latent d ream  content. 
T h i s  d ive rs io n  is u n fo r tu n a te  b ecau se  the  
average d ream  embodies a mass of in form ation 
th a t ,  sorted out and  selected in relation to the 
problem s being dealt w ith  at the time and  the 
p a r t i c u l a r  goa ls  w i th  w h ic h  w e a re  im 
mediately concerned, can be of inestimable 
value in shor t- te rm  therapy .

Proper ly  utilized, dream s i l lum inate  the ex
isting dynam ics of emotional illness. T h e y  re 
veal conflicts, coping m echanism s, defenses, 
and  charac te r  tra its .  M o s t  im portan tly ,  they 
reflect w ha t  is going on in and  the p a t i e n t ’s 
responses to the th erapeu tic  process. T h u s ,  
w here  the rapy  is not proceeding well, d ream s 
m ay reveal m ore th an  any  o ther  form of com 
m unication  w h a t  resistances are  obstructing  
progress. Even if the therap is t  does not labo
riously w ork  out the m ean ing  w ith  the pa tient,  
as in s u p p o r t iv e  a n d  re e d u c a t iv e  t h e r a p y ,  
d ream s m ay still provide guidelines for c ircum 
venting roadblocks to the most effective use of 
techniques.

W h a t  are  d ream s?  W e m ay  conceive of them 
as images or fantasies tha t  a re  an intrinsic part  
of norm al sleep. W e  know from hu m an  exp er i
ments tha t d ream  deprivation  (interfering with 
d ream ing  by aw a ken in g  the subject w hen  he 
sh ow s  phys io lo g ica l  —  R E M S — or e lec t ro en -  
c e p h a lo g ra p h ic  ev idences  of b e g in n in g  to 
d ream ) can produce  personality  aberra tions .

W e have learned a g reat deal abou t  d ream s 
from co n tem p ora ry  d ream  research . T h e  R E M  
periods d u r in g  sleep th a t  are  accom panied  by 
d ream in g  have been found to be associated 
w ith  activity in the limbic system, the pr imitive 
port ion  of the  bra in  associated w ith  the em o
tional life of the  individual.  T h is  lends em 
phasis  to the theory  tha t  the d ream  is a 
re g ress iv e  p h e n o m e n o n .  H o w e v e r ,  we a re  
merely ta lk ing  here of the neurophysiological 
activity th a t  sponsors  the form ation  of d ream  
images, not of the i r  specific content or signifi
cance, w hich  m ay involve o th e r  d im ensions 
than  regressive em otional ones.

R elaxa t ion  of ego controls liberates needs 
and  im pulses tha t ,  lacking oppor tun i t ies  for 
motor  release, find access in sensory discharge. 
T h e  content of the d rea m  d raw s  from past  im 
pulses, mem ories,  and  experiences as far back 
as early  childhood. T h e  conversion of re 
pud ia ted  drives and  desires into d ream  images 
sets into motion opposi t ional defenses and p ro 
hibitions tha t  m ay  a p p e a r  in the d ream  in a d i
rect or masked way. Im m edia te  experiences 
and  cu rren t conflicts par t ic ipa te  in the s t ruc
tu re  of the d ream . It is likely th a t  a hap p e n in g  
in daily  life th a t  the individual in te rp re ts  as 
significant serves to stir  up im po rtan t  needs, 
frustra tions , mem ories,  and drives from the 
past. T h e  la t te r ,  constantly  do rm a n t ,  invest 
c e r t a in  im m e d ia te  ex p e r ie n c e s  w i th  specia l  
m eaning , a le r t ing  the individual to signals tha t 
in o ther  persons would go unnoticed.

Some years ago, I in itia ted a g roup  of ex 
p e r im e n ts  in th e  h y p n o t ic  p ro d u c t io n  of 
d ream s.  D rea m s  u n der  hypnosis range  from 
fleeting fantasy-like product ions in light trance
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states to, in deeper stages of hypnosis, highly 
d is to r ted  s y m b o l iz a t io n s  a k in  to r e g u la r  
d ream ing  d u r in g  sleep. I found tha t  hypnotic  
dream s could easily be tr iggered by im m edia te  
stimuli and  tha t  from the content of the  d ream  
one could not a lw ays identify the  specific 
provocative stimuli th a t  produced the dream s. 
T h u s  br inging an  open bottle of perfum e u nder  
the nose of a person in a trance , w ith  no verbal 
suggestions to influence associations, w ould  in 
some individuals inspire  a d rea m  tha t revived 
mem ories of previous experiences. At different 
times the same st im ulus acted to provoke dif
ferent kinds of d ream  content. F o r  exam ple ,  in 
one subject the perfum e initially touched off a 
d ream  of being scolded by a m ate rna l- l ike  
figure, the subject crouching in guilt.  N o  o ther  
d ream s or fantasies w ere recalled. O n  re h y p 
nosis the  subject w as asked to re d ream  the same 
d ream  and  to reveal it in the trance. She 
brought up  a p leasurab le  sexual d ream , w hich 
w as followed by a second punitive d ream  iden
tical to the one previously described d u r in g  the 
w a k in g  s ta te .  A p p a re n t ly  the  sub jec t  had  
repressed the  initial p a r t  in the first trance, 
denying the content and  reprocessing it by 
e labora ting  the pun ishm en t scene. T h e  punitive  
d ream  might be considered equivalen t to the 
manifest content,  those m anifesta tions accep ta
ble to the pa tien t.  T h e  repressed port ion  could 
be regarded as the  la tent con ten t th a t  the  p a 
tient could not accept. O n  an o th e r  occasion the 
perfum e s tim ulus created a d re a m  of w an d e r in g  
th rou gh  a botanical garden.

T h e  mood of a d ream  also fashions the 
d ream  content. An upset p a tien t  d u r ing  h y p 
nosis uti lized the sound of a bell th a t  I ra n g  to 
e laborate  a d re am  of fire and  fire engines with 
reactions of anxiety. At an o th e r  session, d u r ing  
a quiescent period of this  p a t i e n t ’s the rapy ,  the 
same sound produced a d ream  of w orsh ipp in g  
in a church. A d is turbed female pa tien t a t  the 
beginning of th e rap y  in te rpre ted  my touching 
her  hand  d u r in g  hypnosis adversely by d re a m 
ing of a m an  choking her. L a te r  in th e rap y  the 
same stim ulus produced a d rea m  in w hich  her 
fa ther was em brac ing  her tenderly.

T h e  d rea m  content is add it ional ly  subject to 
changes of a t t i tude  on the p a r t  of the d ream er.  
Fo r  exam ple , a pa tien t on being asked to bring  
in d ream s responded  w ith  the following w r i t 
ten com m ents  to this  suggestion:

T h e  d oc to r  req u es ts  th a t  I d r e a m .  H e  is in te r 
es ted in h e lp ing  me, so I b e t te r  d r e a m .  In  d re a m in g  
I a m  p leas ing  h is  a u th o r i ty ,  so w h y  should  I d r e a m  
ju s t  because  he asks m e  to. H e  is t ry in g  to  force me 
to do w h a t  he  w an ts .  But I w a n t  to  do w h a t  /  w a n t  
to do. I m ay  no t  w a n t  to d re a m .  B u t  if I d o n ’t b r ing  
in a d r e a m ,  th e  doctor  will be d isp leased .  S hou ld  I 
defy h im  o r  shou ld  I p lease  h im ?  W h a t  will  h a p p e n  
if I d o n ’t d r e a m ?  W h a t  does he  w a n t  m e  to tell 
h im ?  If I d r e a m  an d  conf irm  w h a t  he has  said about  
me, he  will  l ike me. If I d r e a m  o p p o s in g  his ideas 
a b o u t  me, he  will  not  like m e  o r  he will pu n ish  me. 
If I d o n ’t d r e a m  o r  I d r e a m  s o m e th in g  th a t  opposes 
his ideas, th is  will m a k e  me feel s t ro n g  an d  su p e 
r io r .  I do w a n t  to find out  a b o u t  myself  so I can get 
well,  since my th e ra p is t  tel ls m e  th is  is h o w  I can 
h e lp  h im  he lp  me. T h i s  is w h y  I shou ld  d r e a m .  But 
I a m  gu i l ty  a b o u t  som e th ings  a n d  af ra id  of  some 
th ings ,  a n d  I a m  af ra id  of w h a t  I will  find ou t  a bou t  
myself  if I d r e a m .  So m ay b e  I b e t te r  not  d ream .  
M a y b e  I ’ll f ind ou t  so m e th in g  a b o u t  myself  I d o n ’t 
like. It is n o rm a l  to d r e a m ,  a n d  I w a n t  to be 
n o rm a l .  B ut  if I do d r e a m ,  I have  a be t te r  chance  of 
g e t t ing  wel l, bu t  ge t t ing  well will th ro w  m ore  
respons ib i l i ty  on  my shoulde rs .  I ’ll have  to  be m ore  
in d ep en d en t ,  take  respons ib ili ty .  M a y b e  I be t te r  not 
get  well so fast.  T h e re fo re ,  I s h o u ld n ’t d re a m .  O r  
m ay b e  if I do d r e a m ,  I can  m en t io n  only  those 
th ings  th a t  p lease  h im  a n d  th a t  d o n ’t scare  me an d  
d o n ’t m a k e  me get well too fast.

N ot all pa tien ts  are  so obsessively s t im ulated  
by a casual suggestion. But in all pa tien ts  the 
act of d ream in g  does involve varying motiva
tions tha t  a re  incorpora ted  in the d ream  w ork 
and  fused into a complex kind of symbolism, 
dis tort ing , repressing, d isplac ing and  o therwise 
d isg u is in g  the  c o n te n t .  W h a t  m a y  com e 
th ro ug h  is a com prom ise  of p a r t  forgetting and 
p a r t  rem em bering ,  of p r im a ry  and  secondary 
process th ink ing ,  of p resent and  past, of im 
pulse and  defense.
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The Structure of Dreams

T h e  trad it iona l components  of a d re a m  are  
its (1) manifest content, (2) la tent content,  and 
(3) d ream  work. T h e  manifest content is o r 
ganized in the form of a cryptic language that  
requ ires  t rans la t ion  before its true  m ean ing  
can  be c o m p re h e n d e d .  T h e  la te n t  co n ten t  
embodies conscious, preconscious, and  u nco n 
scious elements reflective of both past and 
present impressions. T h e  bricks and  m o r ta r  of 
the d ream  are  w h a t  F reud  described as the 
“ d ream  w o rk ,”  w hich  defies the  laws of r a 
tionali ty  and logic. T h e  chaotic upsurge  of ex
c itation characteristic  of regressive p r im a ry  
process m ental opera t ions  m akes for a tu m u l
tuous and  b iza r re  fusion of emotions, symbolic 
fo rm s ,  a n d  t im e  seq u ences .  O p e ra t iv e  a re  
m echanism s of condensation  and  d isplacem ent.  
In condensation , characteris tics  of m ul t ip le  ob 
jects  are combined into a composite symbolic 
entity. A single image m ay em brace  so m any 
complex form ulat ions tha t  a good deal of 
searching m ay be requ ired  to reveal the  great 
variety of imbedded meanings. In d isplacem ent 
energy inheren t in one idea is transferred  over 
to ano ther .  T h is  may take  the  form of p ro jec t
ing feelings and  actions from significant objects 
or a reas  to seemingly innocuous ones, and  
from whole to par t ia l  areas .  W h a t  results  is 
considerable  dis tort ion , w hich  is p art icu la r ly  
p rom inen t  in the  p h enom enon  of rep re se n ta 
tion by opposites w here in  there  is a reversal of 
the true  m ean ing  of the dream . T h u s  action of 
a kindly and  concerned n a tu re  in a d ream  may 
conceal m urd e rou s  in tent. T h e  individual often 
em p lo y s  d isg u ised  sy m bo ls  of h im se l f  in 
d ream s,  clues to his identity  becoming a p 
pa ren t  only in his associations to the dream s. 
Symbolism contr ibu tes  to the rich and often bi
za rre  n a tu re  of d re am  s tructure .  An u n d e r 
s tand ing  of the d ream er ,  his problem s, and  the 
w ay tha t  he conceptualizes is usually  m a n d a 
tory for a  tran s la t ion  of the symbols. T h e  use 
of pictorial m e tap h o rs  and  the em ploym en t of 
secondary revision a re  modes employed by the

ego to m ake  unconscious and  repud ia ted  ele
m ents  acceptable  to the d ream er .

Symbolism is an unconscious process o r 
g a n iz e d  a r o u n d  a s s o c ia t io n  a n d  s im i la r i ty  
w hereby  one object comes to represen t ano th e r  
object th ro ug h  some q ua li ty  o r  aspect th a t  the 
tw o have in com m on. In  symbolism abstrac t 
and  complex ideas a re  expressed in sensorial 
a n d  c o n c re te  te rm s .  S o m e t im e s  th e  d r e a m  
symbols a re  recruited  from the cu ltu ra l  and 
social w orld  th a t  envelops the d ream er.  At 
o ther  times the k inds of rep resen ta t ions  d raw  
from primitive language forms in w hich  oral, 
excretory, and  phall ic  com ponents  a re  p r o m 
inent. T h ese  symbols, ac tua l  o r  disguised, 
p o r t r a y  i n c o r p o ra t io n ,  p o w e r ,  p u n i s h m e n t ,  
and  ann ih i la t ion  m eanings. A fear of snakes or 
daggers  m ay  accordingly be a symbol for a 
wish for an  in tact penis o r  penal penetra tion .  
T e r r o r  of being bitten by an im a ls  m ay  disguise 
in infantile  im pulse  to devour the  m othe r  or 
h e r  b rea s t .  D e lu s io n s ,  h a l l u c in a t io n s ,  
ob sess io ns ,  c o m p u ls io n s ,  p h o b ia s ,  h y s te r ic a l  
co n v ers io n s ,  m o r b id  affects, h y p o c h o n d r i a s ,  
and  persona liza tion  of o rg ans  or o rgan  systems 
a re  often explicable  by considering  their  sym 
bolic connotations . S im ilarly  in d ream s.

Because the d ream  is a condensation  of a 
host of life experiences, past and  presen t,  be
cau se  it c o n ta in s  u n c o n sc io u s  c o m p o n e n t s ,  
defenses, cha rac te r  drives in opera t ion ,  and  a p 
proving and  co ndem na to ry  att i tudes of a u th o r 
ity (superego), a selection of areas  pe r t inen t  to 
the  im m edia te  goals of the therap is t  would 
seem to be in order .  T h is  does not m ean  tha t  
we a re  a lw ays  able  to track  dow n the  essential 
m ean ing  of every d ream , for m any  of them  are  
so spottily  rem em bered  or so highly d is torted 
th a t ,  w ith  all of ou r  analytic  expertise , we may 
be unab le  to unders tand  them .

G enera l ly ,  we deal w ith  the manifest con
tent, which reflects the problem -solving ac
tivities of the ego o r  self system. A study of the 
manifest content will generally  reveal a good
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deal about the defensive integrity  of the ego, 
and  specifically about the coping m echanism s 
the d ream er  hab itua lly  employs o r  la tently  
wishes to employ for purposes  of p rob lem  solv
ing in general and  specifically for the problem  
prevalent at the time. N o t  only does the d ream  
give insights into the defensive s t ruc tu re  and 
unconscious needs of the d ream er,  it also 
th r o w s  l igh t on th e  c o n te m p o ra r y  social 
rea l i t ie s  th a t  p re c ip i t a te d  th e  p ro b le m  for 
which help is being sought. T h e  individual 
may have rat ional ized  social d is tort ions by 
subtle psychological m echanism s of self-decep

tion or philosophical camouflage. T h e  scotoma 
th a t  cloud perception  of w h a t  is going on in 
the env ironm en t m ay  lift som ew hat d u r ing  
d ream ing .  T h i s  aw areness  may, however,  be 
masked by converting  social symbols into p e r 
sonal symbols. T h e  la tent content of the d ream  
m ay  in addit ion  to unconscious conflicts refer 
to social conflicts tha t  the individual m ay  have 
been unab le  to process and  resolve readily  in 
his w ak ing  life. P ro p e r  in te rp re ta t io n  can force 
on the  individual c lea rer u n ders tand in g  of the 
social and  env ironm en ta l  realit ies w ith  which 
he m ust deal.

Techniques of Dream Interpretation

H o w  dream s are  used in th e rapy  will vary 
am ong different therapis ts .  It generally  suffices 
to ask the pa tient to rem em b er  and  b ring  in 
any dream s. W h e re  the pa tien t forgets his 
d ream s,  he m ay be enjoined to keep a p ad  of 
p ap e r  and  a pencil n ea r  the head of the  bed 
and  to record the d ream  w hen  aw aken ing .  
D ream s  are  usually  freshest in m ind before the 
d a y ’s activities crowd out memories. If there  
are  no dream s, resistance m ay be opera t ing  
since it is no rm al  to d ream  several times d u r 
ing sleep. Some therap is ts  a t tem p t to st im ula te  
their  dreamless pa tients  th rou gh  hypnosis d u r 
ing which it is suggested tha t  the pa t ien t  be 
able  to recall im p o rtan t  dream s. Fan tas ies  and 
dream s m ay also be s t im ulated  d u r ing  the 
trance state itself and  discussed if desired d u r 
ing o r  after the hypnotic  session.

Because the d ream  embodies so m uch m a 
terial,  therap is ts  generally  select aspects for 
discussion tha t  accord w ith  w h a t  they a re  t ry 
ing to em phas ize  at a specific session: inculca
tion of insight, confirm ation of a hypothesis, 
p rob ing  of past  t r aum at ic  events and  m em 
ories ,  defens ive  o p e ra t io n s ,  t r a n s fe r e n c e  
manifestations, resistances to the th e rap is t  and 
to the techniques, fears of u tilizing insight in 
the direction of change, and  so forth. Som e

times a th e rap is t  will merely listen to a d ream  
for his ow n  inform ation ; at o the r  times in te r 
pre ta tions  a re  given the patien t .  In advance of 
this the pa tien t  is asked for associations to a 
d rea m  and  for form ula t ion  of im press ions 
abou t it. M a n y  patien ts  rap id ly  become skilled 
at u nd ers tan d in g  the  m e an in g  of the i r  dream s. 
T o  facili tate associations, some therap is ts  su m 
m arize  the  d re a m  events and  ask the  pa tient 
specific quest ions in re lation  to people and  in 
cidents in the  d ream . D re a m in g  abou t  different 
people  is occasionally a w ay  of represen ting  
different aspects of oneself. T h e  therap is t ,  if 
the m ean in g  of the d ream  is not clear, m ay  ask 
abou t the setting of the d ream . Does the  p a 
tient recognize it? Is it in the past o r  p resent?  
Does it have any  significance for the pa tien t?  
D o the charac te rs  in the d rea m  have any 
m ean ing  for o r  re la tionsh ip  to the d ream er?  
D o any  of the  charac te rs  represen t the  p a 
t i e n t’s paren ts ,  o r  the  therap is t ,  or  oneself? 
Are any  u nderly ing  wishes o r  needs ap p a re n t?  
W h a t  personali ty  tra i ts  a re  revealed in the 
charac te rs?  W h a t  m echanism s of defense are  
d isp layed— flight, aggression, masochism , h y 
pochondriaca l p reoccupa tion?  W h a t  conflicts 
a re  ap p a re n t?  W h a t  is the movem ent in and 
the  outcom e of the  d ream  incidents?
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T h era p is ts  in te rp re t  d ream s in line with 
their  theoretical persuasions, some trea t ing  a 
d ream  like a Rorschach, projecting into it their  
ow n special fantasies. W hile  this m ay  be effec
tive for highly skilled, experienced, and  in tu i 
tive professionals, it is better  for most th e r a 
pists to w ork out the m ean ing  together with  
the patient.  It is a poor tactic to in te rpre t  dog
m a t ic a l ly  th e  la te n t  co n te n t  of th e  in i t ia l  
d ream s revealed by a pa tient.  F irst,  the th e r 
apis t does not know  enough about the p a 
tient and  the operative defenses. Second, to 
pene tra te  into the unconscious p rem atu re ly  
will merely p ro m o te  g reater  repression of and 
dis tortion in la ter  dream s as a w ay  of avoiding 
an x ie ty .  O n e  m a y ,  h o w ev er ,  p ro d u c t iv e ly  
search for cu rren t  reality  reactions (for ex
am ple , resistances to the therap is t  or to the 
techniques; fears, o r  m is in te rp re ta t ions  the  p a 
tient m ay  h a rb o r  about therapy)  or for b izar re  
hopes and  expectations tha t  could result in a 
defeat of the therapeu tic  a t tem pt.  O r  charac te r  
drives may advantageously  be explored as they 
exhibit themselves in the dream , provided tha t  
the patient is a lready  aw are  of these.

Resistance is ap t to occur as the t r ea tm en t  
process proceeds. It may a p p e a r  in re la tion  to 
the setting up  of the w ork in g  re la tionsh ip  at 
the s tart of trea tm en t ,  to the explora tion  of the 
dynam ics of the  inheren t neurotic  process, to 
the p u tt ing  into action of insight, and ,  finally, 
to the te rm ina t ion  of therapy .  M an ifes ta tions  
of resistance may first a p p e a r  in d ream  s truc
ture .  T h e  d rea m  provides a g reat o p p o r tun ity  
to deal w ith  it before it becomes an i r rep a rab le  
obstacle to trea tm en t.  O f  confounding concern, 
however, is the em ploym ent of d ream ing  itself 
as a form of resistance as the pa tien t  becomes 
aw are  of the im portance  of dream s. H e  may 
thus use d ream ing  as an outlet to f ru s tra te  or 
im pede the therap is t .  T h e  pa tien t here  may 
d ream  incessantly and  try  to flood the  th e r a 
peutic h ou r  w ith  an  avalanche  of dream s,  o r  he 
m ay unconsciously e labora te  the symbolism of 
the d ream  as a w ay to confuse the  therap is t  
and to divert from central issues. Some p a 
tients b r ing  in pages of w rit ten  dream s, which 
m ay overw helm  the therap is t ,  and  this m ay  be

one w ay  of avoiding dealing  w ith  reality p ro b 
lems. T h ese  resistances should  be in terpre ted .

O f  vital im portance  a re  the  revelations in 
d ream s of transference in w hich  impulses, e x 
periences, and  defenses in rela tionsh ip  to im 
po r tan t  past personages a re  revived th ro ug h  
the agency of the therap is t .  A w ealth  of in 
form ation  can be exposed in such dream s,  and  
o pportun it ies  a re  afforded the pa tien t  and  th e r 
apis t for u nd e rs ta n d in g  of how early  a tt i tudes 
and  p a t te rn s  d is tu rb  the p a t i e n t ’s present ex 
is tence .  T h i s  p ro v id e s  a m e a n s  to w o rk  
th rou gh  transference dis tort ions. In the  process 
of in te rp re t ing  transference, one  m ust a lw ays 
search for reality  provocations tha t  are  in iti
ated by the  the rap is t  personally .  T h e  way 
transference in d ream s is handled  will depend 
on w h e n  it a p p e a r s  an d  its fu n c t io n  as 
resistance. A dem an d  for infantile  gratification 
in te rm s of complete  givingness, lovingness, 
and  u nders tand ingness ,  an  expecta tion  of h u r t  
and  condem na tion  for the revelation or ex
pression of im pulses of which the pa t ien t  is 
asham ed, can serve as blocks to th erapeu tic  
progress. Such dem an ds  and  expectations will 
requ ire  careful in te rp re ta tion .  O n  the o ther  
han d ,  a delving into genetic foci, into im p o r 
tan t early  formative experiences, if employed 
at all, may requ ire  tact and  grea t patience. 
P re m a tu re  or too forceful in te rp re ta t ions  may 
do m ore  h a rm  th an  good.

O ne  of the  w ays th a t  the d ream  can help  the 
therapeu tic  process is by revealing signals of 
anxie ty  before it becomes too intense and  in te r 
feres w ith  therapy .  W h e re  the d ream  brings 
out anxie ty  in re lation  to im p o rtan t  incidents , 
past  o r  present,  it m ay  be possible to help  the 
pa tien t  end u re  it enough  to avoid the  upsurge  
of too g rea t  resistance.

O ften  the d ream  will reveal the nascent 
drives tha t  m arsha l l  anxiety. T h ese  m ay  be 
imbedded in a p regenital fusion of sexuality  
and  aggression. T h e i r  emergence in sym ptom s 
and  in acting-out tendencies may be responsi
ble for the p a t i e n t ’s cu rren t  difficulties as well 
as for a pervasive inhibit ion  of function and 
o ther  ego defenses. T h e  studied in te rp re ta tion  
of d ream  elem ents  will do m uch tow ard  d a r i -



THE USE OF DREAMS 175

fying the p un ish ing  and  masochistic reprisals  
of the superego. By ferreting  out projective, 
denial, isolating, and  repressive defenses, as 
they come out in the d ream  w ork , one m ay  oc
casionally liberate early  m em ories  tha t  concern 
themselves w ith  the fantasies or actual exp e r i
ences associated w ith  the p a t i e n t ’s sadistic and

masochistic m aneuvers .  O bviously, the  in te r 
p re ta tions  p re fe rred  m ust take  into account the 
p a t i e n t ’s readiness  for change and  the  in tensity  
of anxiety. Above all,  the  m a n n e r  of in te r 
p re ta t ion  serves as an im p o r tan t  factor in h e lp 
ing o r  re ta rd in g  the pa tien t in accepting and 
in teg ra t ing  the significance of the  dream s.

Case Illustrations

Case 1

Sometimes a patien t  will present a long 
complex d ream  tha t  crystallizes an aw areness  
in symbolic te rm s of feelings th a t  are  being 
shielded from oneself. Often , as is b ro ug h t  out 
in the session th a t  follows, the  repressing agent 
is guilt. Because the feelings are  not being 
acknowledged, they m ay be converted into 
sym ptom s— physical sym ptom s as in conver
sion reactions, self-castigation and  rem orse  as 
in reactive depressions, and  fears as in phobic 
reactions. D u r in g  the rapy  w ith  em path ic ,  en 
couraging, non judgm enta l  therap is ts ,  pa tien ts  
m ay  come to grips w ith  the i r  guilt and  begin 
accepting the ir  r igh t to express feelings. Such 
was the case in my patient,  a m arr ied  w o m an  
of 40, sent to me by a general p rac t i t ioner  w ho 
could find no organic  reason for the leg pains 
and  difficulties in w alk ing  for w hich  the  p a 
tient had  consulted him. After referring  the  p a 
tient to a neurologist and  an  orthopedic  s u r 
geon, who similarly  could find no organic  basis 
for he r  complaints,  the p ract i t ioner  advised the 
patient to receive psychological help. She ac
cepted his advice readily  and  d ur ing  the initial 
in terview we decided on a shor t- te rm  p rog ram .

A w orking alliance was readily  achieved, 
and  the patien t spoke freely about her ear ly  re 
la t ionship difficulties, but she could seem to 
find little w ron g  w ith  her  p resent s i tuation  ex
cept for a feeling of detachm en t from her h u s 
band , a m an  eight years younger th a n  herself 
about w hom  she spoke little at first. She was, 
she admitted, not tru ly  hap p y  w ith  he r  re la 

tionsh ip , bu t it w as to lerable  and  she did not 
believe she w as  too affected by it. It w as better, 
she said, th a n  h e r  first m arr ia g e  to an  a u th o r 
itative m an  w ho  kept her  dow n and  min im ized  
h e r  abilit ies, criticizing her incessantly. She 
chose her p resen t husb and  because he was 
gentle, noncompetit ive, and  easy to get along 
with . But, for some reason she w as not happy .  
H e r  leg sym ptom s started  after the m arr iage ,  
bu t the  pa tien t could see no connection be
tw een the  two. W ith  the  p a t i e n t ’s p e rm is 
sion, I in terviewed he r  husban d .  H e  gave me 
som e p r im i t iv e ,  d i s o rg a n iz e d ,  c o n ta m in a t e d  
responses to the R orschach  cards. Clinically , he 
im pressed me as  being at least bo rder line  but 
p robab ly  schizophrenic .

M y  patien t,  an  ex trem ely  capable  and  in 
telligent w o m an ,  rap id ly  caught on to w h a t  a 
dynam ic  a p p ro a ch  w as all about.  T h e r e  were, 
however, no d ream s,  even though  I constantly  
rem inded  he r  of the  need to repo r t  d ream s to 
me. I kept focusing on he r  re la tionsh ip  with 
he r  husb and  and  encouraged  her to begin to 
come to grips  w ith  her d isap po in tm en t  in him. 
I insisted th a t  she w o rk  on her leg sym ptom s, 
saying tha t  they h ad  som eth ing  to do w ith  the 
w ay  she felt. T w o  sessions p r io r  to the presen t 
one, she w as finally able  to a r t icu la te  her 
anger  at her  husban d  and  even some ha tred  
tow ard  him. She  noticed th a t  he r  aw areness  of 
her  anger  tended to relieve he r  leg sym ptom . 
T h e  b reak th ro u g h  of these emotions, I felt, 
inspired  d rea m s  th a t  convinced he r  of the 
dep ths  of he r  hostility to w a rd  her h usband ,  the 
r e l a t i o n s h ip  of th i s  h o s t i l i ty  to h e r  leg
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sym ptom s, and  the need to do som eth ing  about 
h e r  m arriage .  T h e  session tha t  follows is the 
seventh.

P t .  I ’ve decided tha t  I ’ve gotten myself  in a bad 
s i tua t ion ,  (pause)

T h .  I t ’s a s i tua t ion  y o u ’ve been in o r  one y o u ’ve 
gotten  yourse lf  into recently?

P t .  W h a t  r  ve gotten myself  into, an d  I t ry  to act 
nice, bu t  so help  m e  G o d  I can n o t  say:  “ W ell ,  
look sweetie [to A lfr e d  h er  h u sb a n d ] I love 

you,  an d  w e ’ll w o rk  this th in g  o u t . ”  I c a n ’t do 
it. I ’m nice to h im ,  but  i t ’s a very im persona l  
“ n ice ,”  a n d ,  of  course, I ’m te r r ib ly  a w a r e  of  it. 
I d o n ’t kn o w  ho w  w h ere  he is, a n d  aga in  I 
m ay  projec t  and  I ’m m o re  a w a r e  t h a n  he  is. I 
t ry  to do th ings  tha t  he w a n ts  done  a n d  so 
forth ,  the  best I can ,  bu t  i t ’s hell. B ro ther ,  do I 
give m y se lf  th e  b u s in e ss !  Y o u  ta lk  a b o u t  
sym ptom s,  then  do I get them!

T h .  T h e n  you get th em  af ter  tha t .  H o w  do you 
m a k e  the connection  th e n ?  W h a t  h a p p e n s  to 
you?

P t .  O h ,  then  t h a t ’s w hen  I feel guil ty .  I feel so t e r 
r ib ly  guilty . I still do today,  (pause)

T h .  You feel evidence of guilt  co nnec ted— co n 
nected to w h a t?

P t .  T h e  w ay  I react  to A lf red ’s illness an d  p e r 
sonality .

T h .  A n d  h o w  d o es  t h e  g u i l t  re f lec t  i tse l f  in 
sym ptom s?

P t .  Feet an d  legs a lw ays .  W ell ,  not a lw ays ,  but  
mostly  I get  there .

T h .  H o w  do they seem n o w ?  Feet and  legs.
P t .  V ery  bad.
T h .  T h e y  do?
P t .  T o d a y  th e y ’re bad.
T h .  You connect  it u p  w ith  yo u r  guil t  feelings 

to w a rd  Alfred then 
P t .  W ell ,  t h a t ’s w h a t  I connect  u p  w ith ,  but  I can 

be w ro n g  abou t  tha t  too, because  in s im ila r  
c i rcum stances  I usua l ly  get the sam e th ing .  But 
yet I kn o w  w h a t  I ’m do ing,  so I d o n ’t feel as  
depressed .  I d o n ’t have the depress ion  th a t  
som e tim es comes w ith  it.

T h .  T h e  know ledge  of w h a t  you a re  do ing  does 
th a t  help  lift the  sym ptom s too?

P t .  N o t  so far. At least  not im m edia te ly .  I th ink  it 
does after  a while.

T h .  H o w  long?
P t .  W ell ,  m aybe  24 hours.
T h .  And after  24 h o u rs  w h a t  do you notice?

P t .  W el l ,  then  I d o n ’t have the  sym ptom s.
T h .  A nd  then  you d o n ’t th in k  a b o u t  them .
P t .  T h a t ’s r ig h t ,  but  not  im m edia te ly .  I m m e 

dia te ly  k n o w in g  does not  im m ed ia te ly  rel ieve 
the  sy m p to m s ,  but  im m ed ia te ly  ge t t ing  the 
r e a c t io n — w h a te v e r  th is  th in g  is, th is  guilt  t h 
ing  o r  w h ich  is com bined  w i th  supe rego  an d  
b lah ,  b lah ,  b lah ,  bu t  le t ’s call it gu i l t— that  
will do. I im m ed ia te ly  get  sym ptom s.  I get 
sy m p to m s  fast,  bu t  im m ed ia te ly  k n o w in g  w h y  
I ’m g e t t ing  th em  is not  im m ed ia te ly  relieving. 
T h e y  d o n ’t cut off th a t  fast.

T h .  Yes.
P t .  W ell ,  th e y ’re  cut off in a  h u r r y  in this way. 

P ro b a b ly  to m o r ro w  m o rn in g  w h e n  I w ak e  up ,  
I w o n ’t have  th e m — but th a t  w ou ld  be a period 
of 24 h o u r s  af ter  I kn o w  w h a t  I ’m doing.  But 
you see, th is  terrific th in g  of h a te  this week. I 
can  scarcely be in the  sa m e  ro o m  w i th  h im . I t ’s 
colossal, a n d  I h ad  it yes te rday  an d  i t ’s all I 
can  do to  be decent.  It is a s u p e rh u m a n  effort.

T h .  H a v e  you noticed th a t  the  h a te  has  been pil ing 
u p  on the  surface  m o re  an d  m ore?

P t .  Su re ,  sure.
T h .  T h e r e  w a s  a t im e  w h e n  you d i d n ’t have an y  

ha te  for h im  a t  all.
P t .  O h ,  bu t  you k n o w  th a t ,  yes. You see now , it 

gets closer  a n d  closer  to  the  surface, an d  i t ’s 
just  a lm ost  physically  im possib le  to contro l  it.

T h .  W h a t  do you feel like do in g  w h e n  you get this 
th ing ,  this feeling?

P t .  W el l ,  i t ’s a pecu l ia r  th ing ,  I w ou ld  like to 
m a k e  h im  in a n im a te .  I sa id th e  o th e r  day ,  to 
p u t  h im  in his p lace, I w ou ld  like to m a k e  h im  
nonfu n c t io n a l  so th a t  he  c o u ld n ’t b o the r  me at  
all. T h e  on ly  reason  I w o u l d n ’t w a n t  to kill 
h im  is because  I kn o w  th a t  th a t  w ou ld  be on 
my conscience. But I ’d like to hit h im  p h y s i 
cally a t  t imes. I look an d  lie in bed an d  I 
loa the  h im ,  oh, loa the  h im . W ell ,  an y w ay ,  
w e ’ll q u i t  th is  a n d  go on to so m e th in g  else. 
Sort  of the  sam e subject. I t ’s very in terest ing .  
Last  n igh t  w h e n  I w en t  to bed ear ly  an d  I co n 
sciously th o u g h t  to myself, a ll  r ight  now , this 
leg d e p a r tm e n t ,  because th is  th in g  kep t  m o u n t 
ing yes terday ,  you see.

T h .  You noticed tha t  th e  sy m p to m s  began  pil ing 
up ?

P t .  W o r s e r  a n d  w orser ,  a n d  I ’m go ing to d re a m  
w h a t  the  hell is rea l ly  w r o n g  w ith  my legs. 
U nconsc iously  I m ust  kn o w  w h a t  the  hell is 
go ing  on;  now  I ’m go ing  to d re a m .  M y  d re a m
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is the  most  fabu lous  th in g  you h e a rd  in your  
life. W a i t  unti l  you hear .  Y ou  b e t te r  record  
th is— uh,  I w ro te  it in th e  d a rk .  I th in k  I can  
recall  it, a n d  then  I ’ll go a n d  check it an d  see if 
I ’m right.

T h .  All r ight.
P t .  I d re a m e d  th a t  I w a s  in a bed ro o m  a n d  tw o  

w o m en  w ere  in the  room  w i th  me. N o w  they 
seemed to be in some capac ity  like a  m aid  an d  
a friend, o r  som e th ing  like t h a t — r a th e r  im p e r 
sonal  capac ity— but  they  w e re  there.  A n d  it 
w as  all very friendly ,  an d  I forget  w h a t  we 
w ere  do ing,  w h e th e r  w e  w e re  ge t t ing  clothes 
ready  to w e a r  o r  som e th ing .  But  it w as  all a 
very p leas an t  a tm o sp h e re .  A n d  all  of  a  sudden  
I saw  this very s t range  li t t le  c r e a tu r e — a n im a ls  
a g a in — a bou t  this big (spreads fin g e r s  ap a rt 
a b o u t 5  inches), an d  it w a s  a c re a tu re  like I 
had  never  seen before, a n d  it w a s  sort  of t ry ing  
to get u p  m y  desk. T h e r e  w a s  a  desk on the 
opposi te  w al l  an d  it w a s  t ry in g  to get  up  on 
my desk. It could move so m e w h a t  like a s q u i r 
rel o r  like a  monkey ,  a n d  I sa id ,  “ Look  at  th a t  
th in g — w h a t  is i t? ”  A nd  on e  of  th e  w o m en  
sa id ,  “ G o l ly ,  I d o n ’t k n o w  w h a t  it i s . ”  
“ W e l l , ”  I sa id , “ t h a t ’s the  s t ranges t  c re a tu re  I 
had  ever se en .”  T h e  o th e r  o n e  sa id, “ It looks 
like a bat ,  bu t  it c a n ’t fly, it looks like a b a t . ”  
A nd  I sa id , “ I d o n ’t w a n t  to see th a t  th ing ,  it 
is so o d d .”  T h e n  I sort  of lay over.  I w as  si t
t ing  up  on top  of  the  bed like I do so o f ten—  
a n d  th en  I sort  of lay over  th e re  a n d  I knew  
the  c rea tu re  w as  com ing  a r o u n d .  It cam e over 
the bed to w a rd  me and ,  O h  G o d ,  it w a s  sort  of 
a m ark ed  fear  an d  a  ce r ta in  sh u d d e r .  A nd  one 
of th e  w o m en  sa id to me, “ W ell ,  you a lw ays  
said you w e r e n ’t a f ra id  of r o d e n ts . ”  O f  course, 
I ’m not,  for a  long t im e  I ’m not af ra id  of 
roden ts .  A n d  this li tt le c re a tu re  cam e over an d  
got on me. It w as  only  a b o u t  so b ig— it had  
b ro w n  a n d  w h ite  spots , not po lka  do ts  but  
mott led.

T h .  Yes.
P t .  A nd  it had  a rm s  an d  legs like a  sp ide r  m onkey .  

You know  w h a t  a  sp ider  m onkey  is; its a rm s  
an d  legs a r e  too long for it a n d  very agile,  an d  
its nose an d  its head ,  well they  looked like a 
frog. T h e r e  w as  no d if fe ren t ia t ion  betw een  the  
h e a d  a n d  th e  b o d y ,  a n d  its face looked  
so m e w h a t  froglike in th a t  its face w as  flat an d  
its snoot w as  squa re .  It d i d n ’t have the  face of  
a  m onkey  a t  all. but  I decided it belonged  to

the  m o n k ey  fam ily  because  o f  its m ovem ents .  
A nd  let m e  see— so m e th in g  c am e  in the re  be
t w e e n — o h ,  yes, some of the  w o rd s  I got w ere  
terrific.  So I tu rn e d  to one  of the  w o m en  and  
said, “ I w o n d e r  w h a t  th is  th in g  is— a n d  s i t t ing  
u p  th e re  on  my sh o u ld e r .”  I w a s n ’t f r ightened 
of  it, bu t  I d i d n ’t like it. I h a d  no feeling of 
p e t t ing  it.

T h .  Yes.
P t .  You kn o w  m y  usua l  reac t ion  a b o u t  all  a n i 

mals .  I m e a n  if i t ’s a  ca t ,  o r  a dog,  o r  a  horse, 
o r  a w h i te  mouse ,  o r  a g u in e a  pig, o r  a r a b 
b i t— m a k e s  no  difference to m e — I w ou ld  pet 
it. Bu t  this c re a tu re  d i d n ’t p a r t i c u la r ly  f r ighten  
me. I d i d n ’t have  a  feeling th a t  it w a s  a  sp ider  
in the  sense of m y  h o r r ib le  feeling a bou t  
insects,  b u t  I d i d n ’t w a n t  to touch  it. It w as 
j u s t  there.

T h .  U h - h u h .

P t .  So th is  on e  w o m a n  sa id ,  “ I w o n d e r  w h a t  it 
i s .”  A nd  she  sa id, “ It looks like a n  e m u . ”

T h .  A n  e m u ?
P t .  W h a t  she th o u g h t  a n  e m u  is— soft A m er ican  

goat  I th in k  it is, I d i d n ’t look th is  up .  I sa id , 
“ N o ,  i t ’s a n  a n u s . ”

T h .  I t ’s a n  anus .
P t .  A nd  then  I said  it w as  in the  m o n k ey  family. 

So th e n  it cam e over  a n d  it got on m y  r igh t  
b reas t ,  a n d  it j u m p e d  u p  a n d  d o w n  like 
m onkeys  j u m p  u p  a n d  d o w n  a n d  ch a t te red ,  
j u s t  ch a t te red .  W ell ,  then  th e  d r e a m  faded. 
A n d  on th e  fo llow ing day  I ’m on  the  sa m e  bed 
a n d  ta lk in g  on  the  te lephone  to my m o th e r .  I 
told h e r  a b o u t  this s t r an g e  c rea tu re ,  a n d  I 
th o u g h t  a b o u t  it an d  w o n d e re d  w h a t  h a p p e n e d  
to it. It w a s  there ,  I w o n d e r  w h a t  h a p p e n e d .  
I ’ve got to find o u t  w h a t  h a p p e n e d .  It m us t  be 
here  in th e  house  som e w here .  So the  m aid  
sa id, “ I t ’s b eh ind  the  d o o r .”  So I got u p  an d  
w e n t  over a n d  b eh ind  th e  b ed ro o m  d o o r— this 
all  h a p p e n e d  in the  b e d r o o m — this all  h a p 
p en ed  in the  b e d ro o m — b eh in d  th e  b ed room  
door  is th is  an u s ,  I called it, folded u p  like a 
frog m igh t  fold up .  O n ly  th e  frog, I ’ve never 
seen one  th a t  did, bu t  they  w o u ld  be ab le  to—  
folded up  like this.  L e a n in g  u p  aga ins t  the 
wall  a n d  nex t  to it is a li t t le  anus .  D u r in g  the 
n ig h t  it h a d  had  a  baby.  So I got off the 
te lep h o n e  a n d  took the  tw o — they h a d  a w a k 
ened u p  a n d  unfolded.  T h e  big a n u s  im 
m ed ia te ly  got over  on my r ig h t  b reas t  an d  
s ta r ted  j u m p i n g  u p  an d  c h i t te r in g  a n d  c h a t te r 
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ing,  and  the  li tt le one exactly  the  sam e w as 
over here  on this shou lde r  j u m p i n g  up  and  
d o w n  an d  ch i t te r in g  a n d  cha t te r ing .  A nd  I w as 
qu i te  in tr igued  tha t  this a n u s  one day  old could 
chit te r .  It h ad  lea rned  so fast. A nd  I though t ,  
my G od ,  these th ings  m ust  r ep roduc e ,  but  w i th  
terrif ic  r ap id i ty .  T h i s  w ou ld  be aw fu l ,  the 
w ho le  house  w ou ld  be full. I ’ve got to do 
som eth ing .  A n d  being as I d o n ’t d islike it a n d  I 
ha te  kill ing c rea tu res ,  w h a t  a m  I going to do? 
W h a t  w as  I go ing  to do?  A nd  then  m y feelings, 
m y em otiona l  feelings w ere  th e  th in g  in this 
d re a m ,  because  usua l ly  I d o n ’t rea l ize  th em  so 
m uch ,  but  I did in this.  In looking for the 
a nus ,  the  com b in a t io n  of  not  w a n t in g  to  see it 
bu t  w a n t in g  to kn o w  w h ere  it was ,  an d  then  
my terrif ic  feeling ag a ins t  kill ing an y  c re a 
tu r e — an y  a n i m a l — or  do ing a w a y  w ith  an  
an im a l .  A nd  I got this th ing ,  and ,  of  course, 
the  baby  of  any  a n im a l  is a lw a y s  cute. I d o n ’t 
care w h a t  it is, I got th e  th ing ,  an d  I th o u g h t  
by golly th e  only  th ing  to do is I have to d is
pose of one  of  them . N o w  I have to find out  
w h ich  one is the one  th a t  bears ,  w h ich  one  is 
female, o r  w h e th e r  t h e y ’re both  female or  
w h e th e r  t h e y ’re both m ale.  O f  course, tha t  got 
m ixed u p  there ,  bu t  an y w a y s  one of th em  m ust  
have given b ir th  to the o th e r  one. M a y b e  the 
big one w as  p re g n a n t  w hen  it cam e into the 
ro o m  yes terday ,  w hich  now  should  be logical, 
bu t  I kn o w  tha t  all a n im a ls  do not m ind  incest. 
So, therefore ,  if th is lit tle one  th a t  s h e ’s h ad  is 
a son, then  a t  a given length  of t im e w ha teve r  
th e i r  per iod  w ou ld  be, w h y  I ’d have a lot m ore  
anuses  a ro u n d  the  house.

T h .  T h e  son  w o u ld  h a v e  r e l a t i o n s  w i th  th e  
m o th e r?  [ W h a t the  p a tie n t  is im p ly in g  is th a t 
h e r  ow n  re la tio n sh ip  w ith  h e r  h u sb a n d , sy m 
b o lized  by the  m o n k e y  crea ture , is incestuous.]

P t .  T h e  son w ou ld  have re la t ions  w i th  the  m other .  
Is th is  a lily? (la u g h in g )  A nd  so I th o u g h t  I ’ll 
see if I ’m r igh t  now. So I s ta r ted  ex a m in in g  
them , an d  they  h ad  no  sexual  o rg a n s  at  all. 
T h e y  w ere  j u s t  in the  light as  silver  do l la r s—  
they w ere  the  sam e on both  ends  except one 
end opened ,  w hich  w as  obviously a  m outh .  
T h e y  had  no tails.  T h e y  had  these legs, so I 
gave th a t  deal  up  an d  th o u g h t  th e  god d am n e d  
th in g s  d o n ’t have an y  sex. W h a t  a m  I go ing to 
do now , because  I d i d n ’t w a n t  to kill bo th  of 
them . I h ad  this th ing ,  an d  I d i d n ’t kn o w  w h a t  
to  do w i th  it. T h e n  som e th ing  I missed in there

w a s  w h e n  I first asked w h a t  th a t  th in g  was ,  
an d  th is  is go ing w a y  back, w a s  th a t  one  of the 
w o m e n  sa id ,  “ I d o n ’t kn o w  w h a t  it is, bu t  I a l 
w ay s  s tay  a w a y  f rom  th ings  th a t  I d o n ’t know  
w h a t  they  a r e . ”  T h e n  the  tw o  an u ses  (la u g h 
ing)  kept  j u m p i n g  u p  a n d  d o w n  an d  ch i t te r ing  
a n d  c h a t te r in g  a t  me a n d  ch i t te r in g  an d  c h a t 
t e r in g  an d  th a t  w as  the  end of the  d ream .

T h .  A nd  th a t  w a s  the  end  of  the  d ream .  You w ere  
upse t  w i th  both  of  th e m ?

P t .  I w a s  r a th e r  upse t ,  bu t  I w o u l d n ’t face this 
even in my d re a m ;  I w a s  revolted  w ith  bo th  of 
th e m  or  I w a s  revolted w i th  th e  idea of kil l ing  
both  because  th e re  w a s  no w a y  to d e te rm in e  
w h e th e r  o r  not  they  could conceive o r  p ro d u ce  
m a y b e  t h o u s a n d s  o f  th e s e  l i t t le  c r e a tu r e s .  
(pause)

T h .  W ell ,  t h a t ’s r a th e r  an  in te res t ing  d ream .
P t .  A nd  the  fact th a t  I let th e m  j u m p  up  a n d  dow n

on me,  I let  th em  ch a t te r  a t  me. A nd  it w as  in 
te re s t ing  th a t  they  w e re  very p e cu l ia r  c rea tu re s  
t h a t  have  never  been seen th e  like of on this 
e a r th .  But  I did  not  w a n t  to touch  th e m  o r  pet  
t h e m  or fondle them , w h ich  I do all c rea tu res .  
So if th a t  i s n ’t som e th ing ,  so th a t  is the  a n s w e r  
to w h a t  is w ro n g  w i th  m y feet. N o w  you take  
it f rom  th e re  (laugh ing ).

T h .  Y o u ’ve th r o w n  it m y  way.
P t .  ( la u g h in g )
T h .  (lau g h in g )  N o w  w h ere  do th e  feet com e into 

the  p ic tu re?  W h a t  do you m a k e  ou t  of the 
d r e a m  inc iden ta l ly?

P t .  N o w ,  of  course ,  th a t  is Alfred. H o w  in G o d ’s 
w o r ld  I could  ever. . . .  In my conscious m ind  I 
could  never  get the  a t t r ib u te s  toge ther  th a t  I 
rea l ly  feel a b o u t  h im  a n d  p u t  th em  in w o rd s—  
n ev e r— so prac t ica l ly  com ple te ly  in the  d ream .

T h .  As you did in r e p re se n t in g  h im  as an  anus .  All 
r ig h t ,  w h a t  a r e  yo u r  associa t ions  w i th  th a t  
c r e a tu r e ?  W h a t  does th a t  c re a tu re  have th a t  
Alfred h as?

P t .  L o n g  a r m s  a n d  legs— m onkey l ike  f rom the 
m o n k ey  family. I ’ve a lw a y s  t h o u g h t  th a t  A l
fred w a s  a  r a th e r  q u ee r - lo o k in g  person .  A nd  
I ’ve often th o u g h t  he  looked r a t h e r  froglike be
cause  of  this g re a t  w ide  j a w  a n d  pop  eyes. So I 
h a d  this s q u a re  nose on this c rea tu re .  W h e n  I 
first see h im ,  I d o n ’t kn o w  w h a t  it is. H e ’s a 
h y b r id  of some type. T h e  c re a tu re  c a n ’t ta lk ,  
ch a t te r s  a ll  the  t im e  a n d  c a n ’t ta lk  w h ich  is 
one  of the  th ings  th a t  ag g ra v a te s  m e  a b o u t  A l
fred.
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T h .  H e  cha t te rs?
P t .  H e  ch a t te rs  all the  t ime, bu t  he  c a n ’t ta lk  and  

j u m p s  up  an d  do w n  on me.
T h .  Is th a t  w h a t  Alfred does?
P t .  Yes, I th in k  so; it is th e  w a y  I feel a b o u t  w h a t  

he  does I ’m telling you about .
T h .  You also b ro u g h t  u p  f rom  t im e  to  t im e  tha t  

h e ’s q u i te  hairy.
P t .  H a i r y ?  I could just s im ply  fix h im  u p  for good.
T h .  W h a t  ab o u t?
P t .  T h e n  h e ’s com plete ly  sexless.
T h .  Sexless?
P t .  H e  w a s n ’t m a le  or  female. I c o u ld n ’t f ind ou t  

w h a t  he w as;  I looked h im  over  an d  I c o u ld n ’t 
find ou t  w h a t  he  was.

T h .  T h a t  rep re sen ts  ho w  you feel a b o u t  Alfred? 
T h a t ’s a p re t ty  good descr ip t ion  of h o w  you 
feel abou t  h im ?

P t .  Y eah ,  I d o n ’t th in k  th e r e ’s an y  d oub t  of it. 
W h e n  I w oke up  I th o u g h t ,  m y  G o d ,  t h a t ’s a 
p ic tu re  of Alfred and  I c o u ld n ’t believe it. 
B ro w n  a n d  w h ite  mott led .  If  y o u ’ve ever 
noticed, peop le  have colors to me. N o w  y o u ’re 
grey ,  an d  Alfred is b ro w n ,  w hich  m igh t  also 
cover the  a n u s  d e p a r tm e n t ,  you see (laugh ing ).

T h .  B ro w n ?
P t .  H e ’s w h a t  I call a b ro w n  person .  Y o u ’re  a 

grey person .  Som e people  a re  p in k  peop le ,  an d  
so forth . T h a t  m ay  be a  l i t t le  farfetched, but  
I ’ve a lw ay s  reg a rd ed  peop le  th a t  way.

T h .  Also you feel as if you a re  s tuck w i th  Alfred, 
the  w ay  you w ere  stuck w ith  these  an im als .

P t .  Y eah ,  I c o u ld n ’t kill them . I w as  af ra id  the re  
m igh t  get m ore  of  th em ,  w h ich  w ou ld  be t e r r i 
ble. H e  w as  d r ag g in g  d o w n  on m y  breasts ,  
w hich  w ou ld  m e a n  pu t  m e  in the  m o th e r  role. 
In a w ay  Alfred c h a t te r s  exactly  like monkeys .  
T h e  m onkeys  ch a t te r  an d  c l im b over  th ings  
a n d  j u m p  u p  a n d  d o w n ,  a n d  these c rea tu res  
h ad  no ta ils,  ( laugh ing )

T h .  W ell ,  now  how  can  you u ti l ize  th is  d r e a m  co n 
structively for yourself? W h a t  does this exp la in  
to you th a t  you could use in a constructive  
w ay?

P t .  W ell ,  it ex p la in ed  this m uch  to me: th a t  as  
long as I feel this w ay  a b o u t  Alfred, w h ich  is 
th e  m os t  g r a p h i c  t h i n g  I ’ve h a d — w h ic h  
d o e s n ’t necessari ly  say h e ’s like th a t  bu t  I feel 
th a t  w a y  a bou t  h im — I b e t te r  do som e th ing  
a b o u t  it.

T h .  W ell ,  how  does th a t  tie in w i th  your  legs?
P t .  W ell ,  the  w ay  I find i t— an d  m ay b e  I ’m

fan tas t ic  on  this a n d  I w ish  y o u ’d tell me 
(la u g h in g ). I tie it in w i th  my leg sy m p to m s 
because  they  a r r ived  im m ed ia te ly  u p o n  m a r r y 
ing Alfred. So it m akes  some sense w h e n  I sa id 
to myself  very p ow erfu l ly  last n igh t  before I 
w e n t  to s leep— because  it w as  ea r ly  a n d  I 
h a d n ’t h a d  bu t  a  couple  of d r in k s  d u r in g  the 
evening,  on e  as a  m a t t e r  of  fac t— before I w en t  
to  bed. I said I ’m going to d r e a m  a b o u t  this leg 
th ing .  W h a t  does give me these  sy m p to m s  be
cause  I noticed the  w ho le  th in g  m o u n t  yes ter
day ,  p a r t i c u la r ly  w h e n  I w as  k ind of d isgusted  
w i th  the  w ho le  idea th a t  he d i d n ’t go to w o rk  
on  T u e s d a y .  W ell ,  yes terday  m o rn in g  w h e n  he 
w ak e n e d  u p  an d  saw th a t  I w a s  m o re  d isgusted  
t h a n  ever, I j u s t  t h o u g h t  I ’ll see if the  old 
unconsc ious  will u n b u t to n  by d ream in g .

T h .  A p p a re n t ly  it c am e th ro u g h .
P t .  It d id (la u g h in g ), an d  t h a t ’s h o w  I connect  the 

leg sy m p to m s  w i th  Alfred because  if I had  had  
the  leg sy m p to m s  before I m a r r i e d  Alfred, I 
w o u l d n ’t say tha t .  T h a t  w o u l d n ’t m a k e  too 
good sense, bu t  I got th e m  im m ed ia te ly  after  
m a r ry in g  h im .  W h e n  I say im m ed ia te ly ,  I say 
w i th in  4 weeks ,  an d  I never  had  t ro u b le  w ith  

my legs before. I danced ,  I w a lk ed ,  I ’d done  
every th ing .  A n d  I ’ve never  been  w i th o u t  t r o u 
ble since th e  m a r r ia g e .

T h .  It sounds  very  suspicious.
P t .  It sou n d s  m ore  t h a n  susp ic ious  d o e s n ’t it? A nd  

th is  d r e a m  w a s  so vivid.
T h .  It sou n d s  very, very suspic ious as  if y o u ’ve 

been living w i th  it really.
P t .  T h i s  is my b ed ro o m , in back of the door ,  an d  I 

had  the  feeling th a t  I m us t  kn o w  w h e re  it is a 
m enace .  It has  a m en ac in g  q u a l i ty ,  a n d  yet I 
w a s n ’t a f ra id  of it f rom the  s ta n d p o in t  of g e t 
t ing  s tunned .

T h .  W h a t  do you th in k  has  tied you  d o w n  to h im , 
w h ile  r ea l ly  feeling this w ay  a b o u t  h im  as you 
obviously  have  felt? W h a t  h a s  tied you do w n  
to h im ?  Y ou  d o n ’t feel an y  d if ferently  to w a rd  
h im  now  th a n  you did before for a long t ime, 
do you?  At least y o u ’re m o re  conscious of 
ce r ta in  feelings.

P t .  I ’ m m ore  conscious of th e m ,  an d  I suppose  I 
d o n ’t feel a n y  different,  b u t  I c o u ld n ’t a d m i t  it 
to myself.

T h .  But  h o w  com e you a r e  tied d o w n  w i th  h im  for 
so lo n g — 3 yea rs?  T h a t  is a  long t im e  . . .  to 
live w i th  a m onkey  n a m e d  an u s .

P t .  I rea l ly  th in k  t h a t ’s a  q u i te  b r i l l ian t  d r e a m
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myself  ( la u g h in g ). I h ad  to laugh  the  m in u te  I 
rea l ized  w h a t  I h ad  d r e a m e d ,  an d  then  I felt 
te r r ib ly  guilty .

T h .  D id  you?
P t .  Yes, of  course,  the  reason  I ’ve lived w i th  h im  

all these years  is j u s t  t h a t — g u i l t— t h a t ’s the 
w h o le  th ing .  I felt te r r ib ly  gu il ty ,  a n d  t h a t ’s 
w h y  m y legs a re  bad.

T h .  If you live w ith  a person  on th e  basis of  guilt ,  
w h a t  do you feel a b o u t  yourse lf  for d o ing  a 
th in g  like t h a t?

P t .  W ell ,  you see, tha t  I h a v e n ’t d isen tang led  
myself  yet.

T h .  B ut  if on th e  basis of  guil t , you live w ith  som e
body, w h a t  do you feel m igh t  h a p p e n  in your  
self eva lu a t io n ,  in yo u r  a t t i tu d es  to w a rd  y o u r 
self? [ / fe e l  I  can use co n fro n ta tio n  to cha llenge  
h er defenses since she  a p p ea rs to h a ve  fa ir ly  
g o o d  in s ig h t in to  w h a t is h a p p en in g . A lso  w e  
have a g o o d  w o rk in g  re la tio n sh ip  a n d  she  
w o u ld n ’t fe e l  1 w a s p u t t in g  h e r  dow n .]

P t .  D eprec ia t ion .
T h .  Self-deprecia t ion .  H o w  can you respect y o u r 

self u n d e r  those  c ircum stances?  W o u l d n ’t it be 
expect ing  th e  im possib le  of  yourself?  A n d  then  
w h a t  w o u ld  you do if you d i d n ’t respect y o u r 
self? T h e r e  w ou ld  be w ays of  cover ing  yourself  
u n d e r  the  c i rcum stances  w o u ld n ’t there?

P t .  Yeah.
T h .  N o t  be ing  ab le  to express  hostil i ty , w h a t  have 

you been d o ing  w i th  it?
P t .  K nock ing  the  hell ou t  of myself  (laug h in g ).

[H e r  la u g h te r  is ac tu a lly  a se lf-conscious de
fe n s iv e  m a n eu ve r. I t  conceals a g re a t dea l o f  
m ise ry  a n d  se lf-concern .]

T h .  You m ean  y o u ’re a n  ex p e r t  on p u n i sh in g  y o u r 
self, a r e n ’t you?

P t .  I ’ m a n  ex p e r t  on hosti l i ty  an d  w h a t  to do w ith  
it. W ell ,  t h a t ’s the  story as p la in  as th e  nose on 
your  face, an d  I can see it. I ’m still reac t ing  to 
it, bu t  I can  still see it.

T h .  All r igh t ,  the  po ten t ia l i t ie s  for do ing  som e th ing  
a b o u t  it positively a re  l imited to  a  n u m b e r  of 
th ings.  O n e ,  e i the r  y o u ’re p ro jec t ing  into h im  
a t t i tudes  a n d  feelings th a t  you have to w ard  
m en  in genera l ,  o r  to w a rd  cer ta in  m en;  or ,  
tw o , h e ’s a  special k ind  of  person  w h o m  you 
m a r r ie d  on  a f luke a n d  there fore  y o u ’re r e 
sp ond ing  to h im  as a special kind of  person.  
T h re e ,  t h e r e ’s a possibili ty  you m ay  feel th a t  
he m ay  develop, he m ay  change ,  an d  this m ay

jus t i fy  to yourse lf  yo u r  l iving w i th  h im ;  o r  
four,  you could leave h im ,  per iod .  A re  there  
a n y  o th e r  possibili ties you can  th in k  of?

P t .  N o . W ell ,  one, I m ay  p ro jec t  some, I d o n ’t 
p ro jec t  com ple te ly  because  w e  k n o w  tha t  he 
w as  a  special k in d  of  c rea tu re .  T w o ,  I m a r r i e d  
h im  on  a  f luke  in a n  a t t e m p t  to  r u n  a w a y  from  
my o w n  su p e reg o  th in k in g  if I got a w a y  from  
contro l  o r  a n y th in g  r e p re se n t in g  a p a r e n t ,  I 
w o u l d n ’t feel the  w ay  I did ,  a n d  suffer  the  w ay  
I did. So I chose a w eak  m a n ,  one w h o  
w o u l d n ’t con tro l  me.

T h .  In  o th e r  w ords ,  if you d i d n ’t m a r ry  your  
p a r e n t  th is  t ime, like you d id  y o u r  p rev ious  
h u s b a n d ,  y o u ’d be in contro l  of  the  s i tua t ion .  
Y o u ’d be ab le  to m a n ip u la te  a n d  h a n d le  the 
s i tua t ion .

P t .  T h r e e ,  I w as  n o rm a l  e n o u g h  a p p a r e n t ly  to 
m a k e  some a t t e m p t  a t  a d ju s t in g  Alfred to some 
sense of  n o rm a l i ty  o th e rw ise  I w o u l d n ’t have 
w o rk e d  so h a rd  on h im .  I d i d n ’t kn o w  tha t  at  
the  t ime,  bu t  I m us t  have  h a d  a very s t rong  
dr ive ,  or ,  believe me, I w o u l d n ’t h ave  p u t  in 
the  effort  a n d  t im e  th a t  I did in t ry in g  to m ake  
som e sort  of  a m a n  ou t  of him.

T h .  W el l ,  w h a t  sort  of a job h ave  you d one  w ith  
th a t ?

P t .  I have  com e to the  conclusion  th a t  anyb o d y ,  in 
c lu d in g  you,  could com ple te ly  w as te  y o u r  t ime 
in t ry in g  to  ad jus t  a h o m o se x u a l  to n o rm ali ty .  
I do not  th in k  it is possible.

T h .  You th in k  all the effort you h ave  m a d e  to w a rd  
ad ju s t in g  h im  to a h e te rosexua l  life has  gone  to 
w as te?

P t .  I th in k  I p ro b a b ly  feel m o re  s t rong ly  th a n  tha t  
in the  case of  Alfred, because  he w a s  ab le  to 
m a k e  a b e t te r  a d ju s tm e n t  p ro b a b ly  th a n  9 out  
of 10, an d  it leaves h im  be ing  n o th ing .  G od ,  
the  h o m o se x u a ls  th a t  I k n o w ,  an d  I know  
p len ty  of th em ,  they  a r e  ho m o se x u a ls  and  they 
love the  fact th a t  I ’m a g ir l,  a n d  I love it. A nd  
they  a re  b e t te r  ad jus ted  p eop le  th a n  Alfred or  
the  o th e r  boys th a t  I h ave  seen an d  have gotten 
m a r r ie d .  Som e of  th e m  had  one  child . J e su s ,  
they  get them se lves in to  a  th in g  w h ere  they 
never  get them se lves out  of  it.

T h .  In w h a t  w a y ?
P t .  T h e y  a re  no th ing .  T h e y  never  becom e h e te ro 

se x u a l— they  d o n ’t. A n d  if they  do , they  must  
be h a n g in g  in th e  H a l l  of F a m e ,  because  there  
a r e n ’t m a n y  of  them . Alfred is not  he te ro sex 
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ual,  but  ne i th e r  a re  the  h o m ose xua ls ,  an d  my 
guy c a n ’t accom m oda te  h im se lf  to  an y th in g .  
W e  never have sex.

T h .  H e ’ s neu te r?
P t .  H e  becomes neuter .
T h .  J u s t  like th a t  monkey .
P t .  Y eah ,  honestly ,  t h a t ' s  w h a t  I th ink  today.  Ask 

m e a n o th e r  day ,  an d  I m igh t  have  a n o th e r  
idea. I d o n ’t th in k  so— I ’ve w a tch ed ,  so I guess 
t h a t ’s one place my guil t  feeling arrives .

T h .  T h a t  y o u ’ve taken  h im  a w a y  f rom  hom o se x u a l  
life?

P t .  I ’ve taken  h im  a w a y  f rom  s o m e th in g  th a t  he 
obviously enjoyed. A nd  the  w ay  he e a rn s  his 
living,  it i s n ’t looked d o w n  on  too m uch .  [A l
fr e d  is a w in d o w  designer. \ M o s t  of them  

a r e — they have  a  terrific t ime. T h e y  have  a 
lousy old a g e — t h a t ’s true .  W h e n  they  get to be 
old,  they  have these— w h y  i t 's  p re t ty  bad ,  but  
even tha t  they  ad jus t  to. A b u n c h  of  th em  get 
old toge ther .  So w h a t ,  they  just d o n ’t g row  up  
in one  a rea ,  so they d o n ’t g ro w  up  in it. O r  
t h e y ’re a r t is ts  or  singers ,  o r  they  accom m oda te  
themselves to the  fem in ine  p a r t  of  the ir  n a tu re .  
W h y ,  they  have a p re t ty  good life. O n ly  w hen  
they  get so th a t  they rea l ize  th a t  they  a r e n ’t 
l iving a full life th a t  they  suffer so d a m n e d  
m uch ,  and  I th in k  t h a t ’s w h e re  I feel guil ty  
a b o u t  Alfred, I rea l ly  do.

T h .  You kind of feel th a t  you w ean e d  h im  a w a y  
f rom  th a t  g ro u p  an d  th a t  he c a n ’t go back to it.

P t .  H e ’ll go back,  but  th a t  will be as  m u ch  a n  a d 
ju s tm e n t  as  it w as  to ad jus t  to  a  heterosexua l  
s i tua t ion .  A nd  w ith  it he will have  hellish guilt  
because he will know  th e r e ’s so m e th in g  better , 
because he will have g l im psed  it. I th in k  h o 
m o se x u a ls— the ir  m o th e rs  shou ld  be s t rang led  
po in t  n u m b e r  o n e — they shou ld  be let a lo n e —  
I ’m speak ing  now  not of  kids in th e i r  young  
teens, but  I ’m ta lk ing  abou t  guys  w h o  get to be 
25 a n d  28 an d  th e i r  p a t te rn  is p re t ty  well set. 
I t 's  a pecu l ia r  th ing .  I have  th em  a ro u n d  the 
house  all the  t im e  an d  I ’m fairly  obse rvan t ;  I 
c a n ' t  he lp  but  be I t ’s a p e cu l ia r  th ing .  I t ’s t ru e  
even w ith  Alfred, an d  I know  a n o th e r  one  w ho  
had  a s im ila r  e x p e r ien ce— t h a t ’s G e o rg e  w ho  
is m ar r ied  and  has  a  child . H e  w en t  back to 
hom osexual i ty .  G eo rg e  called me th is  m o rn in g ,  
an d  I had  a long talk  w ith  h im . Nice guy,  
m a lad jus ted  as hell to every p a r t  of life. You 
get them  in a room  w i th  o th e r  hom osexua ls ,

a n d  th e  rov ing  eye is rea lly  som e th ing .  T h e y  
c a n ’t he lp  it; i t ’s p a r t  of  t h e m — a n y m o r e  th a n  
I can  pu t  T ig e r ,  m y m a le  dog,  w i th  a  li t t le  fe
m a le  dog a n d  expect  h im  to sit an d  look a t  her .  
I ’m s i t t ing  a n d  te l l ing  you a b o u t  psych ia try .  I 
love this.  A n y w ay ,  i t ’s m y  o b se rv a t io n — see, 
you asked me w h a t  I ’ve d o n e  to Alfred. See, 
t h a t ’s w h a t  I th in k  I ’ve done,  an d  t h a t ’s w h y  I 
feel so g o d d a m n e d  gu i l ty  a b o u t  leaving him. 
Y ou w a n te d  to kn o w  w h y  I d i d n ’t leave h im  
ear l ie r .

T h .  I t ’s q u i te  poss ib le  th a t  yo u r  gu i l t  h a s  been such 
th a t  you felt it w ou ld  p rac t ica l ly  kill h im  to 
leave h im ,  a n d  you kn o w  th a t  he is a r a th e r  
u n s ta b le  person  H e ’s un s ta b le ,  a n d  the re  is no 
te l l ing  w h a t  m ay  h a p p e n  in h im  w h e th e r  you 
live w i th  h im  or  not.

P t .  M y  living w ith  h im ,  I ’ve com e  to rea l ize  tha t  
n o w ,  my l iving w i th  h im  will  not  p reven t  it, 
but  I d i d n ’t rea l ize  th a t  before.

T h .  In o th e r  w ords ,  y o u ’re j u s t  no t  go ing  to  save 
h im . If  the  process w i th in  h im  is a  des tructive 
one, it m ay  defy a n y b o d y ’s ab i l i ty  to help  him. 
O n  the  o th e r  h a n d ,  you m ay  w a n t  to han d le  
w h a te v e r  you decide to do in a  careful  w ay  
w ith  him.

P t .  T h a t ’s w h a t  will  have to  be because  I d o n ’t 
th in k  I k n o w  this ,  bu t  it is s o m e th in g  I feel in 
tu i t ive  a b o u t ,  if you believe in in tu i t ion .  T h e r e  
have  been a few t im es  in m y  life w i th  Alfred 
w h e n  I h ave  seen h im  w a lk  a w a y  f rom  himself. 
T h a t  is th e  only  w ay  I can  p u t  it. N o w  he w as  
s ta r t in g  to w a lk  a w a y  f rom  h im se lf  before  he 
cam e u p  to see you y e s te rd a y — as if he  w a s n ’t 
here .

T h .  T h a t ’s sort  of a psychotic-l ike r e t rea t .
P t .  H e  gets w h a t  I call  “ over  the  b o r d e r . ”  (p a u se )
T h .  O v e r  the  b o rd e r?
P t .  Som e d a m n e d  th in g  th a t  he  will w a lk  a w ay  

f rom  h im se lf  is th e  only  w a y  I can  p u t  it. H e ’s 
not t h e r e — an d  th a t  scares the  hell ou t  of me. 
O f  course,  I connect  it w i th  so m e th in g  I ’ve 
d one  to h im .  N o w ,  th a t  m ay  be very neurotic ,  
bu t  I a p p a r e n t ly  connect  it w i th  w h a t  I ’ve 
done.

T h .  W ell ,  you h a p p e n  to be the person  h e ’s living 
w ith  now , an d  consequen t ly  his exper iences  
w ith  you can  act  as  a t r igger .  But  if it w e r e n ’t 
you, it m igh t  be so m e th in g  else.

P t .  I rea l ize  th a t  now ,  but  I still b lam e  myself  on 
tha t  score.
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T h .  W ell ,  do you b lam e yourself  so m uch  th a t  i t ’s 
go ing  to p a ra ly z e  yourself  f rom  d o ing  w h a t  
you th in k  is the  best for you?

P t .  N o ,  no,  i t ’s not go ing to s top me.
T h .  W h a t  w ou ld  be the  best th in g  to do?
P t .  T h e  best th in g  for me to do is to leave h im . 

I ’m sure  of tha t .  I d o n ’t know  how  the  hell I ’m 
going to do  it r ight  this m inu te .  As you know  
w h a t  kind of  spot  I ’ve go t ten  myself  into fi
nancial ly .

T h .  F inanc ia l  c i rcum stances  a re  ce r ta in ly  such tha t  
you w o u ld n ’t w a n t  to do a n y th in g  until  you 
w e re  m ore  self-sufficient an d  secure?

P t .  T h a t ’s r igh t .  W ell ,  I c a n ’t, I d o n ’t kn o w  how  
to do it. So I ’ve got myself  in th a t  k ind of spot,  
a n d  I th in k  I feel gu il ty  a b o u t  t h a t— gett ing 
myself  in th a t  k ind  of spot.  But  af ter  m a r ry in g  
h im  I w a n te d  to go d o w n  the  ro ad  to des t ruc 
tion, an d  I p layed every card  in such a m a n n e r  
th a t  I did. N o w ,  I d o n ’t feel th a t  w ay  a b o u t  it 
an y m o re ,  an d  I can see w h a t  I ’ve been do ing  to 
myself. But  it lasted suff iciently un t i l  I w as  in 
physical  pa in .  H o w  I feel gu il ty  th a t  Alfred 
has  to spend  every cent he m ak es  on me, w hich  
I kn o w  ra t io n a l ly  I s h o u ld n ’t because G o d  
kn o w s he had  the  a d v an tag e  of  all the  m oney  I 
had  for m a n y  years  before  o u r  m ar r iag e .  So he 
pu ts  in a few m o n th s  of fo rk ing  up  the  dough  
a n d  I d o n ’t see w h y  I shou ld  feel too badly  
a b o u t  it. Bu t  be ing  the k ind of c re a tu re  I am ,  I 
act th a t  w ay .  I d o n ’t see a n y th in g  to do except 
to w a i t  un t i l  I can  feel not  even sure,  but  ju s t  
even p a r t ly  su re  th a t  w h a t  I ’m w o rk in g  on 
now will have  some merit .

T h .  In te rm s  of  f inances you m e a n ?
P t .  T h a t ’s r igh t ,  I m ean  f inances. If I find th a t  it 

has even som e m e r i t— a l im ited  m e r i t— living 
alone ,  I can  live on very l i t t le— w h y  I w ould  
take  the  p lu n g e  then .

T h .  You w ou ld?
P t .  O h  yes, I w ould .  I rea l ly  w ould  because I 

d o n ’t th in k ,  I d o n ’t feel the re  is an y  founda t ion  
to build  on  for the  tw o  of us at  all. I th in k  it 
w ou ld  be a c ru tch  d e p a r tm e n t  f rom here  on 
out  for both  of us. A nd  if h e ’s ever go ing to 
m a k e  a n y th in g  of his life one  w a y  o r  the  
o th e r — w hichever  w ay  he decides to  go i t ’s
h igh  g o d d a m n  t im e  he  starts .

T h .  V ir tu a l ly ,  you know  the  c h a ra c te r  of his r e la 
t ion sh ip  w i th  you.

P t .  T h e  son a n d  I 'm  the  m other .
T h .  H e ’s the  son, a n d  the a t t i tu d e  and  feeling he

has  to w a rd  you is as  if you a re  his m o ther .  D o  
you believe th a t?

P t .  T h a t ’s w h y  he vacillates so terrif ical ly  f rom
th is  terrific love to j u s t  lo a th in g  me.

T h .  And y o u ’r e  k ind  of  fed u p  w i th  th a t  d e a l— you
d o n ’t w a n t  to be his m o ther .

P t .  I t ’s no  decent r e la t io n s h ip — if I ’m going to  be
his m o th e r  I m ig h t  as  well rea l ly  act like his 
m o th e r  (la u g h in g ). R ig h t?  I t ’s j u s t  no  good. So 
I can  see th e  p a t t e rn  cut ou t  for w h a t  I have  to 
do, an d  I ’d r a th e r  s top bea t in g  myself  on the 
head.

T h .  B ea t ing  yourse lf  on the  feet.
P t .  D u r in g  th e  t im e  per iod  th a t  I have  to go

th ro u g h  to do it, tha t  is s o m e th in g  we can 
w o rk  out  a lit tle bit.

T h .  A nd  your  o w n  feelings a b o u t  leaving h im  too.
P t .  T h a t ’s bea t in g  myself  on th e  feet, th e  guilt

th ing .  A nd  I d o n ’t q u i te  kn o w  h o w  to act  w ith  
Alfred in th a t  if I let my aggress ive feelings 
come ou t ,  it w ould  p ro b a b ly  com e ou t  w ay  
ove rb o a rd  a n y w a y .  I ’ve held th e m  in a  long 
t ime.  I ’m  af ra id  I m igh t do so m e th in g  awful to 
h im  so I keep sort  of  p r e te n d in g  a ro u n d  the 
house  a b o u t  this an d  th a t ,  a n d  h e ’ll say,  “ O h ,  
I love you so m u c h .”  A nd I d o n ’t kn o w  w h a t  
the  hell to  say to t h a t — I m e a n  I d o n ’t k n o w —  
because  w h a t  I say d o e s n ’t have  a n y  r in g  of 
t r u th ,  a n d  th a t  itself keeps m e  in an  u p ro a r .  I 
get va r ious  reac t ions  f rom it S om etim es I shu t  
u p  f rom  anx ie ty .  I feel very  sorry ,  a n d  then  I 
look a t  h im  a n d  th in k  ho w  in the  hell  I 
c o u ld n ’t see it before . N o w  I see, I m ean  really  
see. N o w  lit t le  th ings  like th is  a re  r id iculous ,  
bu t  they  show  how  h a rd  I react .  W e  have  this 
bed w h ich  is fixed just like y o u r  co u ch — it’s 
got a back  like this.  I t ’s a lounge.  T h e  
bed ro o m  is not  fixed u p  like a bedroom ; i t ’s 
fixed u p  as a n o th e r  room . W e  sleep th e re  an d  
w a tch  T V  o r  read  w i th  o u r  feet o u ts t re tched  
ag a ins t  th is  th in g  on m y side, an d  he  has his 
side. A lfred  will never  sit u p  s t ra ig h t  in this 
th ing ;  he will a lw a y s  lean over  as close to me 
as  he can get. M y  reac t ion  is to take  h im  an d  
shove h im  aw ay .  W h e n  he gets in bed, he 
never  lies s t ra ig h t  he  curves to w a rd  m e a n d  it 
j u s t  a g g rav a te s  me.

T h .  It does?
P t .  S u re ,  it a g g rav a te s  the  hell out  of  me.
T h .  You d o n ’t w a n t  an y  m onkeys  j u m p i n g  up  an d  

d o w n  on you.
P t .  (la u g h in g ) I d o n ’t w a n t  an y  sp ide r  m onkeys
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j u m p i n g  u p  an d  do w n  on me, an u ses  (la u g h 
ing) in o th e r  words.

Case 2

O n e  of the most difficult pa tien ts  I have ever 
treated  was a young college student w ho w ent 
into a negative transference even before she 
saw me at the first visit. A severe phobic reac
tion motivated her to seek help, but upon  m a k 
ing the appo in tm en t  she began to fantasy  my 
forcing her  to perform  agains t her  will. Sens
ing her resistance dur ing  the  first session, I 
said, “ I get the impression you find it h a rd  to 
talk  because you are  afraid  of my reac t io ns .” 
T o  this rem a rk  she exploded, “ I feel people 
have no respect for me, if I show weakness 
especially. I ’m getting angry  at you. I th ink  
you get some satisfaction abou t hum il ia t in g  
me. Like my paren ts ,  my fa ther especially. H e 
gets some kind of thrill out of criticizing me. I 
th ink  they say, “ You are  shy, weak. You are 
em barrassed . G e t  u p  there  and  perform  and  
w e ’ll w a tc h !” But I feel so humilia ted . M y  
whole life is spent saving face. I never let them  
know. T h e y  a lw ays try  to sham e m e .” M y  
reply was to the effect th a t  she did not th ink  I 
could accept her  as she w as  w ith  all her faults 
and  problems. “ H o w  could y o u ,”  she retorted. 
T h e  problem  really was, I countered , th a t  she 
could not accept herself and  therefore projected 
this feeling onto  me. W ith  this  the pa tien t  
s tormed out of the  room. She re tu rned ,  never
theless, for her next session, and  she continued 
to upb ra id  and  a ttack  me. At the twelf th 
session she presented  this  d ream  w hich ind i
cated the  beginn ing  of resolution  of her nega
tive transference.

P t .  I w a s  com ing  back  f rom  a long t r ip  d u r in g  the 
su m m er .  1 had  been h itchh ik ing .  1 ta lked  to 
people  an d  felt d iscouraged .  In s tead  of e n g a g 
ing in n o rm a l  activities,  I w i th d re w  an d  said I 
w as  dead,  co n t ra ry  to ap p e a ra n c e s .  H o w ev er ,  I 
saw a  tall  m a n  w i th  a m ous tac he ,  a n d  I began  
to assau l t  h im  verbally .  I sa id  he  w a s  d ic ta 
tor ia l  like a N a z i  in dea l ing  w i th  me. H e  had

been o p p ress in g  me even th o u g h  he  w a s  a 
s t r an g e r .  After  a  few m in u tes  of this ,  I got a 
sudde n  new  idea largely  because  th is  m a n  r e 
sponded  sym pa the tica l ly .  I felt I w a s n ’t real ly  
d ead ,  bu t  suffered am n es ia .  I w a s  ex trem ely  
h a p p y .  I rea l ized  my d i s a p p e a ra n c e  for 2 to 3 
m o n th s  w a s  th a t  I w as  in a m n e s ia ,  not  dead.  I 
s ta r ted  to tell people  I had  a  w eird  exper ience  
in w h ich  I t h o u g h t  I w as  dead .  1 th o u g h t  it 
w as  a n  a m a z in g  th in g — b iz a r re  a n d  w eird .  I 
felt I w a s  a n  ex p e r t  on conform ity ,  bu t  I had  
ju s t  acted as  a  conform is t  in a n  u n u su a l  way. I 
had  been submissive even th o u g h  I k new  all 
a b o u t  w h a t  m a d e  for conform ity .  But  I w as  
h a p p y  a b o u t  th is ,  to rea l ize  th a t  I felt d is
c ou raged  because  I felt nobody  cared  a b o u t  me.

In her  associations she said th a t  being aw ay 
w as like nobody cared for her. As a  child she 
felt this, and  she w as  surprised  w h en  she had 
been aw ay  for 2 o r  3 h ours  to discover th a t  her 
m o th e r  and  fa ther  had  been w orried . All of her 
life she had  felt like a s t range  ab n o rm a l  p e r 
son, and  this  w as like being dead. T h e  tall 
m a n  w ith  the  moustache  w as  like he r  fa ther 
w hen  she w as 6 or 7. “ I rem e m b e r  accusing 
my fa ther of indifference o r  dislike, of w an ting  
to h u r t  me. H e  g rad ua l ly  convinced me I was 
wrong . I got a sudden  feeling you a re  like my 
fa th e r .”

Case 3

F requ en t ly  the  transference elem ents a re  not 
as clearly obvious as they w ere  in the  foregoing 
d ream , the identif ication of the thera is t  being 
m ore  highly  symbolized. T h e  th e rap is t  w ho is 
on the  w atch  for transference  resistance will be 
a le r te d  to  t r a n s l a t e  d r e a m  sy m b o ls  th a t  
forecast s to rm y  w ea th e r  ahead .  Patien ts  w ho 
have some psychological knowledge, or w ho 
have read  psychological books, o r  w ho have 
had  some th e rapy  are  often able to decode the 
disguised symbols themselves, opera t in g  as a 
cotherapis t.  T h is  is il lus trated  by a pa tient 
w ith  a p rob lem  of dependency  w ho  d rea m t in 
ora l  te rm s and  w ho  w ro te  ou t the  following:
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W ed n esd a y  n ig h t

I a m  in a  b akery  w ith  an  u n u su a l ly  lusc ious-look- 
ing a r r a y  of baked  goods. I seem to r e m e m b e r  th a t  
so m e th in g  I bought  looked so good th a t  I a te  a piece 
w hi le  I w as  in the  shop.  Also, I vaguely  r e m e m b e r  
a r r a n g in g  w ith  the  w o m a n  beh ind  th e  co u n te r  to d e 
liver  some baked  goods to my h o m e  la te r  on. I r e 
m e m b e r  giving h e r  q u i te  explicit  d i rec t ions  a b o u t  
ge tt ing  to my place. (M y  associat ions w h e n  I aw oke  
w en t  som e th ing  like this, “ T h e  w o m a n  w as a 
m o th e r  subs ti tu te .  I w a s  seeking f rom  h e r  the 
comfort  I never  got f rom my o w n  m other .  . . .”  
T h e n ,  “ D r .  W o lb e rg  is a  m o th e r  subs t i tu te  too. H is  
voice w a s  com fort ing ,  sym pa the tic ;  he w as  giving 
me som eth ing  I ’d w a n te d  f rom  my m o th e r  ” )

T h u rsd a y  or F rid a y  n ig h t
I a m  in a  cafeteria . A p p a re n t ly  I a m  ear ly ,  for I 

a m  the  only  cus tom e r  there .  I w a lk  d o w n  the  long 
food table ,  but  I c a n ’t seem to r e m e m b e r  a n y th in g  
on it except a large  roas t  tu rkey ,  w hich  w as  a lmost  
a t  the  very end of the  table. W h e n  I com e to the 
tu rkey ,  I decide th a t  this is w h a t  I ’d like, bu t  I 
w o n d e r  if the  cafe ter ia  people  will w a n t  to  spoil  its 
a p p e a ra n c e  by ca rv ing  some off for me before  the  
o th e r  cus tom ers  get  there .  S o m e o n e — a n d  aga in  I 
have  a vague feeling tha t  it w as  a  w o m a n  w o r k e r —  
assu res  me th a t  it will be q u i te  all  r igh t .  (I d o n ’t r e 
m e m b e r  a n y  associat ions to this d re a m .  As I type  it 
n ow ,  it occurs to me th a t  I w a n t  to be f irs t— w ith  
m y m o th e r?  p e r h a p s  w ith  D r .  W o lb e r g ? — but  a m  
af ra id  th a t  i t ’s not  r igh t  tha t  I shou ld  be.)

Case 4

P erh ap s  the most im p o r tan t  use of dream s 
in shor t- term  th e rapy  is, as has been indicated, 
the signals tha t  they emit po in t ing  to the be
g inning developm ent of a negative transference 
reaction tha t ,  if unheeded, m ay  ex pan d  to 
block o r  destroy progress in therapy .  W h e re  a 
therap is t  does not encourage the pa tien t to re 
port  all d ream s,  the pa tien t m ay  forget or 
repress them , and  the only sign the therap is t  
m ay  notice th a t  th ings are  not going well is 
tha t  the p a t i e n t ’s sym ptom s re tu rn  or get 
worse, tha t  d is tu rb ing  acting-out behavior a p 
pears ,  or,  worse, tha t the  patient simply drops  
out of therapy . W h e re  dream s are  regu la r ly  re 
ported , the therap is t  will have available a sen

sitive baro m ete r  th a t  indicates the  oncom ing  of 
an  em otional s torm. A pa t ien t  in the middle 
stages of th e rap y  began coming late for a p 
po in tm ents .  O n ly  upo n  u rg ing  did she repor t  
the  following dream :

P t .  I w a s  as leep  on a desk o r  tab le  in y o u r  office. I 
w a y  lying on  my side w i th  my knees ben t .  You 
w a lk ed  over  to me.  You w ere  a sh a d o w y  f igure 
t h a t  I cou ld  b a re ly  see t h ro u g h  closed lids. I 
k n e w  I shou ld  w a k e  u p ,  bu t  I w a s  cu r ious  to 
see w h a t  you w ou ld  do an d  I lacked the  will  to 
a w a k e n .  Y ou  touched  me. I h a d  been covered, 
b u t  you rem oved  the  cover a n d  I r e m e m b e r  
t h in k in g  “ I h ope  I have  a  p re t ty  s lip  o n . ”  At 
firs t yo u r  touch  w as  p leasan t ,  sexual-l ike,  an d  
I felt r a th e r  gu i l ty  for not  le t t ing  you k n o w  I 
w a s  rea lly  a w ak e .  G r a d u a l ly  you  began  to tu rn  
in to  a  s in is te r  figure . Y ou  looked in to  my eyes 
w i th  a l ight  a n d  sa id, “ T h a t ’s a  lovely b lue 
e y e .”  I b are ly  m u m b le d ,  “ I t ’s g r e e n ,”  feeling 
t h a t  if you d i d n ’t kn o w  th e  color  of m y  eyes it 
m e a n t  you d i d n ’t kn o w  me. I rea l ized  w i th  a 
shock  I d i d n ’t k n o w  th e  color  of  yo u r  eyes, 
e i the r .  B ro w n ,  I th o u g h t ,  b u t  I w a s n ’t sure. 
T h e n  you said to  me,  “ W h a t  a re  the  th ings  
I ’ve told y o u ? ”  I s ta r ted  to m u m b le ,  “ M a n y  
t h in g s . ”  Y ou  sa id, “ N o ,  I h ave  told you n o th 
i n g . ”  I t o o k  th i s  to m e a n  t h a t  y o u  a r e  
abso lu te ly  not  respons ib le  for a n y th in g  I m igh t 
do.  T h e s e  th ings  m a d e  you seem  sin is ter  to me. 
You s lowly  b egan  to ch an g e  in to  a n o th e r  m an  
w h o  seem ed  to be a  derelic t ,  a n d  I k new  I m u s t  
get u p .  I s t rugg led  to a w a k e n  myself, an d  I fi
n a l ly  succeeded. I r a n  to th e  d o o r  a n d  r a n  out  
of  th e  ro o m , bu t  the re  w ere  a lot of people .  In 
a  m i r r o r  th e re  I saw  a n  u t t e r  r u i n — I looked 
80  years  old a n d  te r r ib ly  ug ly  an d  I believe 
scarred .  All  th e  peop le  w ere  old an d  ugly. It 
w a s  a vi l lage of  d iscarded  useless, an d  helpless 
peop le .  A feeling of h o r ro r  overcam e me, and ,  
as  I s ta red  a t  th a t  face, I tr ied  to comfort  
myse lf  th a t  it w as  on ly  a  n ig h tm a re  a n d  I 
w o u ld  soon w ak e  up ,  a n d  I found  it very dif
ficult un t i l  I w a s n ’t su re  a n y m o re  if it w a s  a 
n ig h tm a re  o r  real.

I f in a l ly  w o k e  u p  f ro m  th e  d r e a m  so 
f r igh tened  th a t  I w a n te d  to w a k e  my h u sb a n d ,  
bu t  I decided to t ry  to  ca lm  d o w n .  I fell asleep 
aga in  an d  had  a  second d r e a m .  I d re a m e d  I 
had  stayed u p  all  n igh t  w r i t in g  a p a p e r  you



THE USE OF DREAMS 185

asked me to do. I s ta r ted  to b r in g  it in to  the 
ro o m  you told me to. It w a s  locked. I decided to 
have  some coffee an d  com e back.  I did. T h i s  
t im e  yo u r  wife w a s  in the  ro o m . She  told me 
w h o  she was .  I sa id  I knew . T h e n  she  told me 
she w a s  yo u r  d a u g h t e r ’s m o th e r  as  th o u g h  this 
m a d e  h e r  a  f igure  of g rea t  im p o r tan c e  an d  
dignity .  T h i s  m a d e  m e feel gu i l ty  a n d  gave me 
the feeling th a t  I could not  see you a n y m o re .  
She d i d n ’t w a n t  me to  a n d  in  respect  to her  
sacredness  as  a m o th e r  I c o u ld n ’t.

H a d  I not become aler ted  to the beginn ing  
t r a n s fe re n c e ,  w h ich  c e r ta in ly  re f lec ted  an  
oedipal p roblem , I am  convinced th a t  my 
s in is te r  q u a l i t i e s  w o u ld  hav e  b ecom e so 
overw helm ing  in he r  unconscious m ind tha t  
she would have discontinued therapy .  As m a t 
ters stood, we w ere able to engage in fruitful 
discussions following my in te rp re ta t io n  of her  
dream .

Case 5

T h e  following d ream  il lustrates the erup tion  
of negative transference in a young m an  w ith  a 
p rob lem  of u r in a ry  frequency. T h is  occurred  at 
the tenth  session and  w as re la ted  to his hav ing  
met a young lady w ith  w ho m  he m ade  a date. 
H e  had a penchan t for meeting  contro ll ing  
w om en w ho  dom ina ted  him  and  w ho finally 
fr ightened h im  off. T h e  u r in a ry  sym ptom  w as 
associated in his m ind w ith  lack of masculinity . 
O u r  re la tionsh ip  had been going along well 
and  the patien t had  been im proving, bu t at the 
last session he spoke of the slowness of his 
progress. T h e  d ream  th a t  he rela ted  to me in 
the ten th  session w as in six parts :

Pt. (1) I met a  f riend in a l a u n d r a m a t .  I told h im  
I w a s  engaged  a n d  he w a n te d  to see p ic tu res  of 
my girl.  I kep t  th u m b in g  th ro u g h  a  lot of 
boyish p ic tu res  an d  the  last one  w as  a good 
one, m ore  feminine .  M y  associa t ions  to this is 
th a t  the  new  girl is a  physical  ed teach e r  a n d  I 
w o n d ered  how  fem in ine  she  is. I do meet dif
ferent  people  in th e  l a u n d r a m a t  I use.

(2) T h e  second d r e a m  w as  th a t  a m a th  p r o 
fessor w as  t ry in g  to s ta r t  my g i r l ’s ca r  a n d  he 
c o u ld n ’t s ta r t  it, b u t  I could. [I h a d  a fe e lin g  
here th a t he  w a s bein g  c o m p e titiv e  w ith  m e  
a n d  w as p u t t in g  m e  d o w n  fo r  n o t m a k in g  h im  
w e ll fa s te r . ]

(3) T h e n  I w a s  look ing  for shoes in a 
w in d o w .  I saw  s o m e th in g  I liked. I w en t  in, 
a n d  he  d i d n ’t have  my size. T h e  shoes w ere  
nice m ascu l ine - look ing  ones. [ W as he  rea lly  
sa y in g  h ere  th a t he  c o u ld n ’t f i t  in to  a m a n ’s 
shoes o r  th a t th e  s to rekeep e r  w h o  m ig h t be m e  
c o u ld n ’t h e lp  h im ?  P ro b a b ly  both .]

(4) I w a s  w i th  a  b a rb e r  a n d  he p u n c h e d  a 
hole in my h ead  a n d  he  w a n te d  to cover it w i th  
a  toupe.  I believe I sa id , “ N o th in g  d o in g .”  I 
w as  a n g ry  a t  h im .  [A p p a r e n tly  a n o th e r  re fer
ence to m y  in e ffec tu a lity  a n d  to h is  b u ild in g  
re se n tm e n t to w a rd  m e.]

(5) T h e n  I w a s  w i th  on e  o f  th e  kids I grew 
u p  w ith .  T h e r e  w a s  a  toilet  in th e  ro o m . I w as 
w a i t in g  for an  o p p o r tu n i ty  to go. I decided to 
sit d o w n — it w o u l d n ’t m a k e  me so self-con
scious s t a n d in g  the re  a n d  u r in a t in g  only  a few 
drops .  B ut  he  got u p  a n d  w a lk e d  out.

(6) T h e n  you w ere  a t  d in n e r  at  my house . 
Y ou  had  to go to the  b a th ro o m .  You op en ed  up  
th e  w ro n g  door .  T h e n  you w e n t  in to  the 
b a th ro o m  a n d  w e re  a w a y  a  long  t im e. I 
w o n d e re d  if you h a d  the  sam e p ro b le m  I had .

In discussing his d ream  he stated th a t  sitting 
d ow n on a to ilet w as an  escape from his em 
barrassm en t .  D id  it m ean ,  I asked, also th a t  it 
w as a fem inine gesture  and  a w ay of saying 
th a t  he w as  not qu i te  a m an ?  A nd did he 
believe tha t  I could not he lp  h im  achieve his 
goals? T h e  d ream , I insisted, pointed  ou t his 
feelings tha t  I w as ineffective. At this  ju n c tu re  
I pra ised  h im  for his ability  to criticize me, 
and  I asked h im  to associate to his feelings 
abou t me. T h is  opened the door  to his critical 
a t t i tude  tow ard  his passive fa ther  for not doing 
m ore  for him . F o r  the next two sessions we 
w orked  on his negative transference; in te res t
ing ly ,  h is  u r i n a r y  s y m p to m  im p ro v e d  re- 
m arkedly . H e  w as delighted also th a t  he could 
act m ore aggressive tow ard  his new girlfr iend 
th an  he h ad  to w a rd  any  o ther  w o m an  in the 
past.
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Case 6

I llustrative of the use of dream s to select a 
therapeutic  focus as well as a m easu re  of 
progress is the case of a young single w o m an  of 
30 w ho had been adm itted  to a m ental ins ti tu 
tion after she had  tr ied to comm it suicide. At 
the end of 18 m onths  of hospita l iza t ion  she 
was taken out by he r  paren ts ,  and  I was asked 
to see her in consulta tion  w ith  the object of 
deciding w ho the  best th erap is t  for her might 
be. A p a r t  from a slight em otional dull ing, I 
could find no active evidence of schizophrenia ,  
w hich was the diagnosis given her at the hos
pital. T h e  d ream  she revealed at the initial in 
terview was the following:

P t .  I w as  on a da te  w ith  a m a n  a n d  he p roposed  to 
me.  I w as  f r igh tened  a b o u t  go ing  to bed with  
th is  m an .  T h e n  I saw  myself  suckling  at  my 
m o th e r ’s breast .  I felt n a u s e a te d  and  r a n  aw ay . 
I felt e m p ty  an d  helpless. T h e n  I saw som e
body h o ld ing  u p  tw o  f ingers— one  represen ted  
m ale  an d  the  o th e r  female. S om ebody  cam e 
a long  an d  took the  m ale  f inger,  an d  I w as  left 
w i th  the female finger.  I w a s  upse t  a t  being 
forced to give u p  being a  boy. I had  to be a 
girl.  T h i s  m ade  me anx ious .

T h e  dream , w hich I recorded but did not in 
terpre t ,  gave me a clue as to her  separa tion-in-  
d iv id u a t io n ,  d e p e n d e n c y - in d e p e n d e n c y  p r o b 
lem, and  I decided tha t  this would  be the dy
nam ic  focus in o u r  th e rap y  after we had 
worked out the time in my schedule. I saw her  
once weekly an d  I focused, w henever p ro p i 
tious, on her  need for a m other  figure, her fear 
of functioning like a w o m an , and  her  p rob lem  
of identity. After 6 m onths  of th e rapy  at the 
tw enty-fourth  session she b rough t in the  fol
lowing two dream s:

P t .  T h e  first d r e a m  w as  th a t  I w a s  h av ing  an  af
fa ir  w ith  a teacher  I had  in  h igh  school.  (I had  
a c rush  on this teache r  w h e n  I w a s  in school.)  
M y  m o th e r  found  ou t  a n d  w as  furious .  She 
w a n te d  to kill me. She said I ’d ru in  my life. 
She  pulled  out  a knife,  a n d  she  told my b ro th e r  
a n d  f r iends to get knives. I w a s  go ing  to get  a

knife  an d  kill her .  I said  instead ,  “ You rea lly  
h a te  yourse lf  an d  w a n t  to kill  you rse lf .”  She  
t r ied  to kill  herse lf  by th r o w in g  herse lf  u n d e r  a 
car .  I g r a b b e d  h e r  an d  sa id, “ P lease  let me 
he lp  y o u .”  She cried a n d  cried a n d  said she 
d i d n ’t w a n t  to live. She  said she  felt gu il ty  for 
t ry in g  to ta k e  m y life. [T h e  th o u g h t I  h a d  
a b o u t th is dream  w a s th a t she  f e l t  th a t g ro w in g  
up  a n d  a ssu m in g  a h e te ro se x u a l ro le w a s fo r 
b idden  by  h e r  m o th er , o r  ra th e r  th e  in tro jec ted  
m o th e r  w ith in  herself. C o u ld  h er su ic id a l a t
te m p t be a desire  to k ill  th is in tro ject?]

T h e  second d re a m  w a s  I w as  r id in g  on  a 
bicycle w i th  m y  m o th e r  a n d  b ro the r .  W e  
s toppe d  at  a  house  w i th  p eop le  I c o u ld n ’t 
s ta nd .  M o t h e r  s tayed th e re  w i th  a  cousin 

J a n e t .  M y  m o th e r  a n d  my b ro th e r  got on one  
bicycle. I w a s  on  a n o th e r  bicycle. T h e y  kept 
giv ing  me directions,  a n d  I resen ted  tha t .  T h e n  
I w a s  r id in g  a lone  in the co u n t ry  an d  w en t  
over  a  cliff a n d  died. [T h e  p a tie n t  a d d e d j I 
seem to be in t e r ro r  of my n e w  independence .  
I t ’s like in the  d re a m .  Yet I feel a  feeling of 
l ibe ra t ion .  I kn o w  my re la t io n s  w i th  people 
since w e  began  to ta lk  a bou t  dependenc e  a re  
m u ch  bet ter .  I can  get a n g ry  at  m y fa the r  an d  
b r o th e r  a n d  a t  myself  for bu i ld in g  th e m  u p  as 
those  w h o  can  take  ca re  of me.

F o r  the next 10 sessions we w orked  on her 
guil t feelings and  killing fantasies in re la tion  to 
her em erg ing  independence. In the  course of 
th is  the following d re am  occurred:

P t .  I a m  a lo n e  in a car ,  d r iv ing  all  a lone .  I a m  
en joy ing  it. I k new  w h e re  to go. M y  m o th e r  
smiles  at  m e  a n d  I a m  h a p p y .  [H er associ
a tio n s fo l lo w ] Since com ing  to see you I feel 
my activity  is released.  L a s t  w eek  I had  a  d a te  
a n d  I en joyed myself.  I k n o w  you feel I ’m 
keep ing  m yse lf  in a box  because  of  guil t  a n d  I 
kn o w  you a re  r igh t.  As you say, i t ’s be t te r  for 
m e  to  m a k e  m is takes  a n d  w a lk  by m yse lf  th a n  
to have  som eone  ca r ry  me.

T h e  pa tien t herself  spontaneously  te rm i
na ted  th e rap y  after  the forty-first session. She 
sent me an  an n o u n cem en t of he r  m a r r ia g e  11 
m onths  after this.  I te lephoned he r  to come to 
my office for a follow-up session. T h e  change 
in the  pa tien t w as s tr ik ing— her  posture ,  her
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poise, the confident m an n e r  in her  speaking. 
A part  from a few m ino r  rifts w ith  her  paren ts ,  
there  w ere no upset t ing  episodes to speak  of. 
She avowed being happy  and  ad jus ted  to m a r 
riage, which she described as a  “ g ive-and-take 
prop os i t ion .” A te lephone follow-up 5 years 
after her te rm ina t io n  revealed that she had 
given b ir th  to a child and  had  m ade  a n  ex 
cellent ad jus tm ent.

Case 7

T h e  w ork in g - th rou gh  of a p rob lem  in iden
t i ty  t h r o u g h  t r a n s fe r e n c e  m a y  be seen in 
ano th e r  case of a 32-year-o ld  m arr ied  w o m an  
w ith  an  obsessive personality  s t ruc tu re  w ho 
p e r io d ic a l ly  w o u ld  get s t r o n g  a t t a c k s  of 
depression and  anxiety . D u r in g  these episodes 
she became riddled  w ith  g reat  doubts  about 
m inor choices and  would badger  her  hu sband ,  
J o h n ,  and her friends to make decisions for 
her, which she then  would reject. An attractive 
fem in ine-appearing  w om an , she expressed at 
the initial interview concern abou t w ho  she 
w as and  w here  she was headed. D u r in g  the  in 
terview I asked her  to tell me about any  past 
d ream s,  and she stated she could not rem em b er  
he r  dream s. At the  th i rd  session she b rough t in 
the following d ream  which she had  w rit ten  
down:

W e  w ere  at  a r e so r t— J o h n  an d  I a n d  a n o th e r  
couple. I w as  a t t r ac ted  to som e one  the re  w h o  
seemed to chan g e  f rom  a  m a n  to a w o m a n ,  to a girl  
in her  20s.  T h e r e  w ere  endless de ta i ls  a b o u t  a c a r 
nival  n igh t  w ith  a n im a ls  an d  all  so r ts  of gam es .  T h e  
n igh t  before we w ere  leaving,  this girl a n d  I w ere  
going do w n  th e  s ta ir s  an d  t r ip p e d .  She s tooped 
do w n  to help  me. I g ra b b e d  her ,  pu l led  her  d o w n ,  
an d  kissed her  (I w as  definite ly  a  m ale  a t  this 
poin t).  I p u t  my tongue  in h e r  m o u th .  I w as  still on 
the bo t tom  an d  she w a s  lean ing  over  me, bu t  I w as 
a m an .  She asked me w h y  I h a d n ’t let on sooner  
th a t  I cared  for her.  I told h e r  it w o u l d n ’t w o rk  out  
because of  J o h n  an d  it w a s  just as well.  I got u p  to 
leave. I r an  d o w n  the  s ta ir s  and  said “ g o o d b y e .” 
T h e n  I changed  it to “ a u  r e v o i r . ”

She repor ted  th a t  she felt te r r ib le  after this 
d ream  and  th a t  old fears of hom osexuali ty  
cam e up. H e r  associations w ere  to the effect 
th a t  her  sexual re lations w ith  her  h u sb and  
( to w a rd  w h o m  she  b o re  a g re a t  d ea l  of 
hostility) had  ceased. “ W h e n  he is u n h a p p y — 
w hich  is most of the  t im e— I have to m ake  the 
first advances. But I refuse to because I d o n ’t 
feel like it. I ’m not in te res ted .”

M y  in te rp re ta t io n  of the d rea m  w as to  the 
effect th a t  she w as striving to achieve s trength  
and  independence  th rou gh  m ascu lin i ty— the 
symbol of s tren g th  in o u r  culture .  W e  d is
cussed her ang er  at discovering as a child the 
fact th a t  she lacked a penis and  he r  envy of 
males for the ir  sense of freedom and  inde
pendence. A lthough  she fantasied functioning 
like a male, she stated th a t  there  w ere  no ep i
sodes of hom osexuali ty .  She fell in love w ith  a 
young  m an  w h o m  she m arr ie d  and  bore  a 
child w hom  she cherished, bu t she continued  to 
be dissatisfied w ith  herself as a w om an ,  believ
ing th a t  som ehow  she w as  d am aged  and  infe
rior.

She developed a good re la tionsh ip  w ith  me, 
and  we continued  to discuss her u n h ap p y  
m ar i ta l  un ion  and  her  conflict in re lation  
to  th e  d e p e n d e n c y - in d e p e n d e n c y  im b a la n c e .  
Evidence of transference  followed the first hy p 
notic session, w hich  w as in troduced at the 
sixth visit. T h e  following d rea m  is an exam ple  
of how a response to a therapeu tic  technique  
(hypnosis here) m ay  reveal a p a t i e n t ’s struggle 
w ith  resistance and  how  it helps the  therap is t  
to o rgan ize  strategies to deal w ith  em erg ing  
resistance.

P t .  I w as  in D r _________’s office | h e r  g e n e ra l p ra c 
titioner]  then  som e how  I left a n d  it w a s  m ore  
like a  school bu i ld ing .  I w a s  in my old public  
school.  I w as  hes i ta t in g  a b o u t  go ing  back to 
school [C o u ld  she  be id e n tify in g  m e  w ith  h er  
g e n e ra l p ra c tit io n e r  a n d  g o in g  back to school 
the  tre a tm e n t w ith  me?] T h e n  the  doc tor  saw 
me on the la n d in g  a n d  told me to come in. 
T h i s  so m e h o w  solved the  p ro b lem  as it m ade  
me feel w a n te d  a n d  did no t  give m e  th e  feeling 
I have  w h e n  I have  to m a k e  the  over tu res .  H e  
tr ied  to h y p n o t iz e  me. [T h is  estab lish es m e  as
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th e  doctor in the  dream .]  I s ta r ted  to go u n d e r  

deeply ,  bu t  I sudden ly  cau g h t  myself.  H e  tr ied 
aga in .  H e  touched my breasts .  W h e n  I pulled  
back,  he got  ang ry .  I h a d  the  distinct feeling in 
th e  d r e a m  tha t  he  touched  m e not ou t  of any  
desire ,  but only  to m a k e  me rea l ize  th a t  I had  
b reas ts  just  like an y  o th e r  w o m a n  a n d  th a t  I 
w a s  like an y  o th e r  w o m a n — no better ,  no 
worse .  T h i s  a t t i tu d e  of com ple te  lack of p u t 
ting  me on  a pedestal  gave m e  all a t  once a 
feeling of f reedom  an d  a feeling of in tense  so r 
row. It w a s  as th o u g h  I w as  s t rugg l ing  for my 
rig h t  to be different,  bu t  at  the  sam e t im e  I 
rea l ized  th a t  m y s t rugg le  w as  in a w ro n g  d irec 
tion. H e  tr ied  to h ypno t ize  me aga in .  T h i s  
t ime the re  w ere  tr icks involved, m a k in g  me see 
colored balls  com ing  out  of  a bag  a n d  so forth. 
M y  ra t io n a l  m ind  kept s t rugg l ing  ag a ins t  such 
a possibil i ty , an d  even th o u g h  I saw  them , I 
felt they  rea lly  w e r e n ’t there .  A gain ,  I had  this 
feeling of  o u r  wills  be ing  p it ted  aga ins t  each 
o ther .  I w a n te d  so m u ch  to love, but  I c o u ld n ’t 
seem to give u p  the  s truggle .

M y  in te rp re ta t ions  dealt w ith  her  resistance 
to giving up  the kind of identity  th a t  m ad e  her 
feel safe, w hich  she, of course, could do if th is  is 
w h a t  she w an ted .  I would  like to help her,  but 
she had  a r ight not to change if she so wished. 
At this  point the  pa tien t started  crying, and  she 
confessed being u n h a p p y  w ith  the w ay  she was, 
but she w as afraid  to change. At the n in th  
session she spoke of a d ream  th a t  she had  tha t  
app ea red  to indicate tha t she trusted  me m ore 
and  was uti liz ing her  re la tionsh ip  w ith  me as a 
g row th  vehicle:

P t .  I had  a d r e a m  of som eone r u n n in g  af ter  me 
and  m a k in g  love to me in the  sun l igh t .  | H e r  
associa tions w ere  to th e  effect th a t la ter  the  
n e x t m o r n in g  she  w as read ing  J u n g 's  T h e  U n 
discovered Self. | T h i s  gave me a w onderfu l  
feeling of com pleteness  an d  a  sense of  s t im u la 
tion an d  peace  a t  the  sam e t ime. A feeling of 
w ell-be ing  so s t rong  th a t  I really  did  not feel 
tha t  a n g ry  feeling I usua l ly  have w h e n  J o h n  
goes out .  I rea l ly  did not miss h im ; even my 
fear  of be ing  a lone  w a s  s o m e w h a t  st i l led, not 
com ple te ly ,  but  a great  deal.  I felt a  w ave of 
s t rong  sexual  des ire  and  w ished  you w ere  there  
w ith  me. I w a n te d  to ta lk  to you a bou t  the

book. I t h o u g h t  it w ou ld  be so p le a s a n t  to have 
a  cu p  of coffee w i th  you, a n d  I th o u g h t ,  a l 
th o u g h  I sup ressed  th is  th o u g h t ,  1 w a n te d  you 
to  m a k e  love to me. But  it w a s  a q u ie t  feeling 
w i th  a feeling of softness,  f l ir ta t iousness ,  an d  
even a l i t t le  sadness .  N o t  like the  im age  I 
som e tim es  have of  my m a k in g  love to you be
cause  I w a n t  to  see you a ro u sed ;  I w a n t  to feel 
som e form of passion from  you j u s t  because 
y o u r  co n s tan t  ca lm ness  seems a k ind  of rejec
tion. T h i s  feeling has  a  g rea t  deal  of  hostil i ty  
in it, but  th e  feeling I h ad  a t  ho m e  w a s  differ
ent .

W h y  do I feel the  sexual  im p u lse  w h e n  I a m  
a lone  o r  w h e n  I feel my re la tedness  to the  total 
w o r ld  as  w h e n  1 looked in B r e n t a n o ’s w in d o w  
a n d  saw  r e p ro d u c t io n s  of som e of  the  a r t  o b 
jects I love? T h e  s t ren g th  of  the  sexual i ty  
f r igh tens  me. If  I h ad  been w i th  a  m a n  in my 
a p a r tm e n t ,  I do not  th in k  I could  have resis ted 
go ing  to bed w i th  h im .  In fact, th e  u rge  to 
a d u l te ry  is very s t rong .  I seem to w a n t  my sex
ual  p a r tn e r  to aid  m e in keep in g  th is  re la te d 
ness to the  w or ld  (to life, e te rn i ty ,  etc.) . I kn o w  
th a t  I c a n ’t now  have a com ple te  an d  sa t is fying 
o rg a sm  a n y  o th e r  w ay .  J o h n ’s com ple te  p reoc 
c u p a t io n  w i th  h im se lf  s ta n d s  in my w ay  so tha t  
love m a k in g  becomes a n  erotic  ep isode only. 
M y  soul is not  released o r  n our ished .

In ou r  discussion we ta lked about her  u p 
b ring ing ,  he r  intensely close re la tionsh ip  w ith  
he r  m other ,  and  the d e tachm ent of her  fa ther,  
w ho  w as  a som ew ha t  shadow y figure in her 
life.

S evera l  sess ions  la te r  she  rev ea led  th is  
dream :

P t .  I ca m e  to yo u r  office w h ich  w a s  som e how  dif
ferent.  It had  a b ed ro o m . W e  w a lk ed  in to  the 
b ed room . S om eh o w  w e w ere  on th e  bed an d  
we w ere  kissing. You w ere  on to p  of me, a n d  I 
w as  h a p p y  to be in th a t  posit ion .  I felt your  
to n g u e  in my m o u th ,  an d  1 p u t  my h a n d s  
u n d e r  your  sh ir t  an d  felt y o u r  back. F o r  a split 
second, I h ad  the  fear tha t  I w ou ld  not  find 
your  back m ascu l ine  feeling like, hut  it was. 
You refused to go an y  fu r th e r ,  e x p la in in g  tha t  
if w e  did, you w ould  not  be ab le  to help  me. 
You seemed so r ry  th a t  it h a d  gone  tha t  far, 
an d  I began  to be f r igh tened  tha t  it m igh t  in 
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fluence o u r  re la t ionsh ip .  H o w ev er ,  I a lso felt 
qu i te  h a p p y ,  an d  then  you ca m e  in I saw  th a t  

it rea l ly  w ou ld  he all r igh t .  T h e r e  w as  no real 
chan g e  in the re la t io n sh ip  excep t  th a t  I felt 
m o re  fem in ine  an d  p e r h a p s  a li tt le guil ty  as 
though  I had  seduced you. But I w a s  really  
q u i te  pleased.

A m ong her associations w as her sta tem ent,  
“ M y  re la tionsh ip  w ith  J o h n  th a t  day  was 
easier, and I felt as though  I w anted  h im .”  She 
avowed the need for a s t rong  m ale figure in 
her life to help  m ake  her feel feminine.

T h e ra p y  w as te rm ina ted  against he r  wishes 
but at my insistence tha t  it w as necessary for

he r  to continue  w ork ing  at her  p rob lem  by 
herself. T h e  pa t ien t  accepted this. D u r in g  the 
next few years she came in tw o t imes because 
of a brief obsessional episode w hen  she could 
not m ake  up  he r  m ind in re la tion  to her con
t inu ing  career  as a book editor and  the school
ing of her child. N o  m ore  th a n  several sessions 
w ere  needed on each occasion to get h e r  to 
recognize th a t  she w as try ing  to m ak e  herself 
dependen t again  on an  au tho r i ty  figure w ho 
w ould  treat he r  like a child. H e r  m ar ita l  and 
sexual ad ju s tm en t  im proved constantly ,  and 
the im age of herself  as a female became 
increasingly consolidated.

Conclusion

D ream s, like conscious th ink ing ,  a re  d y 
namically  motivated by urgen t conscious and  
u n con sc iou s  needs .  B ecau se  re a l i ty  te s t in g ,  
logic, and  correct conceptions of time and 
space are  m ore or less suspended in sleep and  
because repression  is lowered, the d re am e r  
m ay express basic wishes, conflicts, and  fears 
tha t  one would not o rd inari ly  perm it oneself to 
experience in w aking  life.

D ream s m ay thus  serve not only as a revela
tory screen for unconscious wishes and  past 
memories, but also pe rh ap s  m ore im p ortan t ly  
as a w ay  of reflecting p resen t adaptive  and 
problem-solving activit ies, h ab i tua l  charac te r  
pa tte rns ,  and  the special w ays an  individual is 
in te rp re ting  and  coping w ith  cu rren t  s i tuations 
in the present. D u r in g  the rap y  d ream s are  
p art icu la r ly  im portan t  in ( l )  identifying con
flicts and  defenses tow ard  prov id ing  a dynam ic  
focus, (2) recognizing w ha t  im m edia te  env iron 

menta l  events a re  so significant as to p rom ote  a 
d ream  and  w h a t  m ean ing  these events have for 
the p a tien t,  (3) u n d e rs tan d ing  w h a t  is going on 
from the  p a t i e n t ’s s tan dp o in t  in the  re la t ion 
ship  between the  the rap is t  and  the  p a tien t,  (4) 
detecting ear ly  resistances and  transference  dis
to r tions tha t  po ten t ia l ly  can block progress  in 
trea tm en t ,  (5) de te rm in ing  w h a t  progress  the 
pa t ien t  is m ak ing  in therapy ,  and  (6) providing 
a w indow  into the  p a t i e n t ’s views of fu ture  
p rob lem s and  exis ting and  la tent capacities for 
ad ap ta tion .

In w ork in g  w ith  dream s the  th erap is t  has  a 
tool app licab le  in all forms of shor t- te rm  th e r 
apy  th a t  can lead to a better  u nd ers tan d in g  of 
a p a t i e n t ’s p roblem s, to recognition of the 
q ua li ty  of the w ork ing  re la tionsh ip , and  to 
an overcoming of developing obstacles tha t 
th rea ten  the  effectiveness of the  therapeu tic  
process.



CHAPTER 13

Catalyzing the Therapeutic Process
The Use of Hypnosis

In th e rap y  m uch time is consum ed in coping 
w ith  resistances to the yielding of ego-syntonic 
patterns.  It is trad it ional ly  assumed tha t this 
extended period is inevitable as p a r t  of the 
process of “ w o rk in g - th ro u g h .”  T h e re  is, h o w 
ever, some evidence tha t  certa in  expediences 
m ay  be employed to catalyze progress. O ne  
mode has a p a rad ig m  in crisis si tuations d u r 
ing which motivation has been created  for 
change that o therw ise  w ould  not have de
veloped. U sing  this idea, some therap is ts  a t 
tem pt d ur ing  th e rap y  to create  m inor  crisis 
s i tuations for the pa tien t  by tactics such as ag 
gressive confrontation  and  o th e r  ways of s t i r 
r ing  up  anxiety . T h e  object is to convince the 
pa tien t tha t  p u rsu i t  of o n e ’s usual mode of be
having is offensive to others and  unp leasan t  for 
oneself. In this w ay  the therap is ts  try  to b reak 
th rou gh  resistances to p roductive change.

In pa tients  w ho  are  capable  of coun tena nc
ing challenge and  confrontation  such methods 
m ay prove successful. U nfortuna te ly ,  w here  a 
w eak ego s tru c tu re  exists, w here  the pa t ien t  is 
hostile to o r  excessively defensive w ith  a u th o r 
ity, or w here  negative transference precipita tes 
too readily, the rela tionsh ip  will not sustain 
the pa tien t d u r in g  the tum u ltu ou s  rea d ju s t 
ment period. T h e  patien t will e ither leave 
th e rapy  or show no response to the procedures 
being used. W i th  such patien ts  it is better  to 
employ an  ap p ro ach  oriented  a round  a de
liberate  m ain tenance  of a positive relationship.

A search for o ther  stra tegems that can 
hasten  the th erapeu tic  process has yielded a 
n um b er  of in terventions tha t  have, in the 
op inion of those skilled in the ir  use, proven to

be of special merit .  Such vaun ted  catalysts a re  
subject,  however,  to variables of therap is t  p e r 
sonality  and  pa tien t response tha t  can negate  
and  even reverse the i r  influence. A m ong  the 
most com m only  employed techniques utilized 
to accelerate t re a tm en t  are  hypnosis, n a rco 
an a ly s is ,  em o t iv e  re lea se  s t ra te g ie s ,  g u id ed  
im agery , behavior  therapy ,  G esta l t  the rapy ,  
experien tia l  therapy ,  d rea m  analysis, family 
the rapy ,  and  in troduct ion  of the  pa tien t into 
an active g roup .*

C er ta in  w ays of expedit ing  insight have also 
been helpful, for exam ple , cit ing specific ep i
sodes from the trea tm en t  of o ther  pa tien ts  (of 
course, an on ym ity  is m ain ta ined)  th a t  in some 
respects re late  to the  p a t i e n t ’s p rob lem . T h is  
m ay  serve as a projective technique  to cushion 
th e  p a t i e n t ’s a n x ie ty  a n d  h e lp  m a in ta in  
defenses th a t  m ight o therw ise  be shat tered  by 
direct in te rp re ta t ions  of the p a t i e n t ’s personal 
reactions (A. W olberg ,  1973, pp. 185-234) .  
A n o th e r  m e th o d  is th e  use  of m e t a p h o r s  
th rou gh  re la ting  stories o r  anecdotes tha t  il lus
tra te  points the th erap is t  w an ts  to get across to 
the  pa tien t  (De L a  T o r re ,  1972).

T h e ra p is ts  develop personal preferences in 
the choice of ca ta lyzing techniques. T h ese  
generally  relate  to the ir  successes w ith  the  m a 
jo r i ty  of patien ts .  In my ow n experience I have 
found hypnosis of g reat value, and  I recom 
mend it w ith  no illusion tha t  it can be helpful 
to all therapis ts .  It should be experim ented  
w ith  to see if it blends w ith  o n e ’s style of w o rk 
ing therapeutica lly .

* See W o lb e rg  19 7 7 , p p . 2 4 5 -2 5 0 , 6 8 5 -7 4 0 , a n d  7 6 1 -

8 2 3  fo r a  fu ll d e s c r ip tio n  o f th e se  m e th o d s .
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When to Use Hypnosis

H ypnosis  is p art icu la r ly  suited for the p a 
tient w ho is para lyzed  by resistance. Resis
tance is embodied in overt or covert behavior 
patterns.  U sually ,  the pa tien t is u n a w a re  of 
such m a n e u v e rs .  R es is tan ce  is p a r t i c u l a r ly  
obstructive w hen  it blocks the special tech
niques tha t are  employed in psychotherapy. 
H ypnosis  may help  resolve such resistance and 
enable the person to respond better  to t r e a t 
ment.

H ypnosis  m ay  be advantageously  employed 
in the course of p sychotherapy  u nd er  the  fol
lowing condit ions:

When the Patient Lacks 
Motivation for Treatment

H ypno tic  techniques m ay be helpful in con
vincing an unm otivated  pa t ien t  tha t  he can 
derive som eth ing  meaningful from trea tm en t .  
A pa tien t m ay  feel resen tm ent tow ard  those 
w ho insist tha t  he get psychological help ; he 
may be afraid of revealing secret o r  d isgusting 
aspects of his life; he m ay feel d is trus t  for the 
therap is t  or refuse to recognize an em otional 
basis for his complaints.  T h ese  and  o ther  
obstructions th a t  contr ibu te  to the lack of in 
centive for th e rap y  can usually  be handled  by a 
skilled therap is t  in the initial in terviews w i th 
out recourse to hypnosis. Occasionally , though ,  
even skillful approaches  do not resolve the p a 
tien t’s resistance to accepting help. At this 
point, if the pa tien t perm its  induction, h y p 
nosis may provide a positive experience tha t  
significantly a lte rs  recalc itrant a ttitudes.

For exam ple, a pa tient w ho  h ad  great 
resistance to psychotherapy  w as referred to me 
by an in ternist. H e  suffered from u r in a ry  fre
quency, which had  defied all medical in te rven
t ion  a n d  h a d  becom e so se r io u s  th a t  it 
threa tened  his livelihood. H e  resented being 
sent to a psychiatrist and  announced  to me tha t  
there was no sense in s ta r t ing  w h a t  might 
prove to be a long and  costly process w hen  he

w as not fully convinced tha t  he needed it. I ac
cepted the p a t i e n t ’s negative feelings, but I 
speculated tha t  his tension m ight be re sp on 
sible for at least some of his symptoms. I of- 
ferred to show h im  how  to re lax  so th a t  he 
m ight derive som eth ing  beneficial out of the 
presen t session. H e  agreed, and  I then  induced 
a light trance, in the course of w hich  I suggested 
a general state of re laxation . After the trance  
w as te rm ina ted ,  the pa tient spontaneously  a n 
nounced tha t  he had  never felt m ore re laxed in 
his life and  asked if he could have several more 
sessions of hypnosis. In  the course of hypnore-  
laxat ion  I casually  suggested to h im  tha t  there  
m ight be em otional reasons w hy  his b ladder  
had  become tense and  upset ,  and  I inquired  
w h e the r  he w ould  be interested in finding out 
w h e the r  this w as so. W h e n  he agreed, I gave 
h im  a posthypnotic  suggestion to rem em ber 
any  d ream s he m ight have w ith in  the  next few 
days.

H e  responded w ith  a  series of d ream s in 
w hich  he saw himself as a fr ightened person 
escaping from situations of danger  and  being 
blocked in his efforts to achieve freedom. H is  
associations w ere  about the democratic  r ights 
of oppressed people th rou gh ou t  the w orld  and 
the futil ity of expressing  these r igh ts  in the face 
of cruel and  uncom prom ising  d icta torsh ips tha t  
seemed to be the order  of the  day. W h en  asked 
how  this affected h im  personally ,  living as he 
did in a democratic  regime, he sarcastically  re 
plied th a t  one could be a pr isoner  even in a 
democracy. Since his fa ther had  died, he had  
been obliged to take  over the  responsibili ty  of 
looking after his mother.  N o t  only did she 
insist tha t  he stay in her  hom e, but she also de
m anded  an account of all of his movements. 
H e  realized th a t  she w as a sick, fr ightened 
w om an  and  th a t  consequently  it was his duty  
to devote him self  to her comfort for he r  few re 
m ain ing  years. T h ese  revelations were the 
tu rn in g  point at w hich we w ere  able to convert 
ou r  sessions into explora tions of his needs and 
conflic ts .  As he  re co g n ize d  h is  re p re s se d
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hostility and  his trem endous  need for personal 
f reedom , he rea l iz e d  t h a t  he h im se lf  w as  
largely responsible for the condition tha t  was 
virtually  enslaving him. It w as then possible 
for h im  to he lp  his m other  find new friends 
and  to move into a re t i re m en t  village. W h en  
he resolved some sources of his deep resen t
ments, his b ladder  sym ptom s disappeared  com 
pletely. M o re  significant w as a g ro w th  in 
assertiveness and  self-esteem th a t  im proved the 
qua li ty  of his social relationships.

When the Patient Refuses to 
Begin Therapy Unless Assured of 
Immediate Relief of Symptoms

Sym ptom s m ay be so upset t ing  to the  p a 
tient th a t  the rap y  will be refused unless there  
is first a reduction  o r  removal of sym ptom s. 
W h en  sym ptom s a re  so severe tha t  they create 
physical emergencies, as in cases of persistent 
vomiting, hiccuping, o r  paralysis , the therap is t  
m ay  be able  to restore  function th rou gh  sug
gestions in hypnosis. After this the therap is t  
m ay  p roceed  w i th  o th e r  p sy c h o th e ra p e u t ic  
techniques. In less severe cases, insistence on 
sym ptom atic  relief may be a tactic for dem o n 
stra ting  the therap is t  as a  sym pathet ic  person 
concerned w ith  the suffering of the  pa tient.  
H ypnosis  w ith  suggestions a im ed at r e lax a 
tion, tension control,  and  sym ptom  reduction  
can create an a tm o sp here  conducive to a th e r a 
peutic w ork ing  re lationship . H ypnosis  can also 
expedite the lea rn ing  of new habit  pa tte rn s  
th rough  desensitization and  reconditioning (be
havior therapy).

A patient w ho  came to me w ith  an obses
sional neurosis complained  of belching and  hic
cuping  after meals. T h i s  caused her g reat e m 
barrassm en t  and  frequently  forced her to skip 
meals.  She w as so preoccupied w ith  w he the r  
or not her  sym ptom s w ould  overw helm  her  
th a t  she could scarcely enjoy food w hen  invited 
out to dine. H e r  sym ptom s forced h e r  to seek 
medical help, in the course of which she was 
referred to me. At the initial in terview she 
tes t i ly  p ro te s te d  b e in g  sen t for p sy c h ia t r ic

trea tm en ts ,  pa r t icu la r ly  in view of a past 
un successfu l p s y c h o th e ra p e u t ic  e x p e r ien c e .  
W h a t  she w an ted ,  she insisted, was sufficient 
relief from physical distress to enable h e r  to 
function at w o rk  and  in he r  re la tionsh ip  w ith  
her  family. In light of her  d isapp o in tm en t  w ith  
interview psycho therapy ,  I suggested hypnosis 
as a possible w ay  of help ing  he r  to achieve 
some lessening of her  trouble .  She agreed to 
give it a tr ial.  T h e  next five sessions were 
spent in teaching he r  how  to re lax  and  how  to 
control her sym ptom s. H e r  response w as d r a 
matic, and  he r  a t t i tude  to w ard  me changed 
from suspicion and  hostil ity to fr iendly cooper
ativeness. She readily  en tered  into a th e r a 
peutic  re la tionsh ip , and  once th e rapy  had 
s tarted , there  w as  no need for fu r the r  h y p 
nosis.

When the Patient has Such Deep 
Problems in Relationships with 
People that Therapy Cannot Get 
Started

A good w ork in g  re la tionsh ip  between p a 
tient and  th e rap is t  is m an d a to ry  for any  kind 
of psychotherapy . T h i s  is par t icu la r ly  essential 
in the rap y  th a t  tr ies to b r ing  about modifica
tion of a personali ty  th a t  is p rone  to anxiety. 
T h is  type of personali ty  often feels grea t stress 
w hen  the the rap is t  probes for conflicts and  
challenges hab i tua l  defenses. W ith  some sick 
p a tien ts  the p ro p e r  w ork ing  re la t ionsh ip  m ay 
never develop o r  m ay  take  m a n y  m onths  to a p 
p ea r  because of such factors as fear of closeness 
or intense hostility tow ard  au thor ity .  R e la x a 
tion d u r ing  hypnosis  m ay  resolve fears, reduce 
hostility, and  cu t dow n the  time period  re 
qu ired  for the  developm ent of rap p o r t .  T h e  p a 
tient often feels an  ex trao rd in a ry  w a rm th  and 
closeness to w ard  the therap is t  even after only 
one or tw o hypnotic  sessions. A the rap eu tic  re 
la t ionsh ip  m ay crystallize u nd er  these c i rcum 
stances, and  it will then  be possible to proceed 
w ith  psycho therapy  w ithou t  hypnosis.

O n e  of the  most severely d is tu rbed  pa tien ts  I 
ever  t r e a te d  w a s  a p a r a n o i d a l  m a n  w ho
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upbraided  me d ur ing  ou r  first session for my 
delay in a r ran g in g  a consulta tion  w ith  him. 
H e was upset, he said, because he w as in 
volved in litigious proceedings agains t his busi
ness p a rtners ,  w ho had  p resum ab ly  deceived 
h im  about the ir  business prospects w hen  they 
first induced h im  to buy a share  of the com 
pany. A nother legal case w as pend ing  agains t 
a ne ighbor w ho  had in a lot adjo in ing  his 
house built a garage  th a t  the pa tient con
sidered an eyesore. But w h a t  he most desired 
from the consulta tion  w ith  me w as to de
term ine  the feasibility of hypno tiz ing  his wife 
in order  to obta in  from h e r  the  t ru th  of he r  ex
act w hereabou ts  d u r ing  an evening w hen  he 
w as out of tow n on business. H e  had  carefully 
exam ined he r  tube  of contraceptive je lly  before 
his dep a r tu re  and  again  upon  his re tu rn .  At 
first he could see no difference, but he com pul
sively re tu rned  to it, ru m in a t in g  about w hether  
he had  not m ade  a mistake in his orig inal con
clusion about his wife’s innocence. F or  weeks 
he had  been subjecting he r  to c ross-exam ina
tions, carefully tabu la t ing  contrad ic tory  re 
m arks  until he had  convinced him self  th a t  she 
was concealing the t ru th  abou t a rendezvous 
w ith  her  lover. T h e  poor w om an ,  p ro tes ting  
her innocence from the start,  had  become so 
confused by his confrontation  tha t  she des
pera te ly  tried to m ake  u p  stories to cover tiny 
discrepancies in her  m inu te -b y -m inu te  account 
of activities on the fatal evening. W ith  a sh a rp  
eye for her  inconsistencies, the  pa tien t had  
seized on her f lounderings to t r ap  he r  into an 
admission of lying, w hich  then  convinced him 
all the m ore of her infidelity. A firm believer in 
the pow ers of hypnosis, he challenged he r  to 
subm it to a hypnotic  reliving of the evening in 
question  in his presence.

U pon  finishing this account, the pa t ien t  in 
qu ired  about my methods of trance  induction 
since he h ad  been read ing  about the subject. I 
volunteered to dem ons tra te  the  hand-levita tion  
technique to h im , and  he cautiously agreed to 
be a subject. Before too long he entered  into a 
trance, du r ing  w hich I suggested th a t  he would  
soon begin to feel m ore  relaxed, secure, and  
self-confident. If he visualized a  h ap p y  scene or

had  a d ream  abou t  the most w onderful th ing  
th a t  could hap p en  to a person, he would 
p robab ly  feel free from tension as well as ex
perience a genera l  state of p leasu re  th a t  would 
m ake  h im  h a p p ie r  th an  he had  ever been in his 
life. After an interval of 10 m inutes  he was 
b ro ug h t  ou t of the trance. U po n  open ing  his 
eyes, he revealed, w ith  h u m o r ,  hav ing  had a 
d re a m  of lying on a ham m ock  w hile  lovely 
slave girls circled a ro un d  h im  w ith  baskets of 
fruit.  I suggested th a t  he re tu rn  in 2 days and 
b ring  his wife if she wished to accom pany him.

D u r in g  the  second session, w hich  w as held 
jo in t ly  w ith  his wife, his wife tearfully  p ro 
claimed he r  innocence, w h e reu p o n  the patient 
pe tu lan t ly  asked h e r  to leave my office if she 
w as  going to “ act like a b a b y .”  W h e n  she 
prom ised  to control herself, he reques ted  tha t  
she w ait for h im  in the reception room . H e 
then  told me he had  felt so well since his first 
visit th a t  he had  decided th a t  several more 
sessions of hypnosis  w ould  be valuable  for his 
insomnia. H is  w ife’s p rob lem  could w ait ,  he 
claimed, unti l he had  healed his ow n “ nerves .” 
After this in i tia tion  into the rap y ,  he un derw en t  
a n u m b er  of sessions of psychotherapy  with 
a n d  w i th o u t  h y p n o s is ,  d u r i n g  w h ich  we 
w orked  on several prob lem s th a t  concerned 
h im . H e  ended th e ra p y  w hen  he had  achieved 
a m arked  reduct ion  of his sym ptom s, an  easing 
of his tensions w ith  his p a r tn e rs ,  an d  the  rees
tab l ishm en t of a satisfactory re la tionsh ip  with 
his wife.

A no ther  pa t ien t  spent the first 3 m onths  of 
t r ea tm en t  w ith  me in fruitless associational ex
plorations. H e  protested th a t  “ no th ing  was 
h a p p e n in g ” in reg a rd  to his sym ptom s or 
“ any th in g  else.”  H e  did not have either a 
w a rm  or  hostile  a t t i tude  to w ard  psycho ther
apy. H e  a p p ea red  to resent any  continued 
quest ion ing  concerning his feelings about me. 
T h e r e  w as a consistent den ia l  reaction  to my 
in te rpre ta tions .  After I induced h im  to try  h y p 
nosis, he w as able  to achieve a m ed ium  trance. 
F ro m  the very first hypnotic  session his en 
thus iasm  and  energy increased. H is  activity 
an d  productiv ity  also improved rem arkab ly ,  
an d  we w ere  able  to achieve a good th erapeu tic
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result. W ith ou t  hypnosis, I am  convinced that  
his de tachment could not have been pene
trated .

When the Patient is Unable to 
Verbalize Freely

W hen  com m unicat ion  is blocked, there  can 
be no therapy . Sometimes the usual unblocking 
techniques may fail to restore  verbal co m m u n i
cation. In such an event hypnosis can often be 
effective, a lthough  the w ay in which it is used 
will depend on the causes of the difficulty. T h e  
mere induction of a trance may uncork  explo
sive emotions against w hich  the pa tient had 
defended by refusing to talk in the w aking  
state. C a th a r t ic  release in the  trance  m ay  re 
store norm al verbal expression. If the p a t i e n t ’s 
silence is due to some resistance, it may be pos
sible to explore and  resolve it by encourag ing  
the pa tient to talk  dur ing  hypnosis. In speech 
para lysis  (aphonia)  resu lt ing  from hysteria  
these techniques may not suffice, and  direct 
suggestion may be needed to lessen o r  e lim i
nate  the sym ptom . Speech disorders m ay  be 
treated  and  sometimes helped by lessening te n 
sion d u r in g  the trance, and  there  m ay  then be 
a carryover into  the w ak ing  state. W h e n  the 
speech difficulty is caused by needs tha t  forbid 
the expression of painful sounds or ideas, an 
explosive ou tburs t  d u r ing  hypnosis m ay  not 
only release the capacity  to talk freely, but will 
also open up a reas of conflict tha t  can be bene
ficially explored.

A young w om an , a severe s tam m erer ,  came 
for the rapy  because of incapacita t ing  phobias . 
O nce  she had  established rap p o r t  w ith  me, she 
ex p re s se d  he rse l f  sa t is fa c to r i ly ,  bu t  a s  we 
began to exam ine  her fantasies and dream s,  
she experienced so pronounced  a relapse in her 
speech  d is tu rb a n c e  th a t  she  w as  a lm o st  
inar ticulate .  She complained tha t  w hile  she 
could talk  better than  ever before w ith  her 
friends, she could scarcely com m unicate  with  
me. Since progress  had  come to a halt ,  I sug
gested hypnosis as a w ay  of he lping her to 
relax. She reacted to this  suggestion w ith

anxie ty  but, nevertheless, agreed to try. D u r 
ing the process of deepening  the  trance  she 
suddenly  broke dow n and  cried fitfully. E n 
couraged to discuss w ha t  she felt, she clenched 
her fists and  shrieked, “ N o, n o ! ” After exp lod
ing into a coughing spell, d u r ing  w hich she 
could hard ly  catch her b rea th ,  she gasped over 
and  over tha t  she w as choking. At my sugges
tion tha t  she “ bring  it u p , ” she broke into a 
to r ren t  of foul language , p ronou nc in g  the w ord 
“ sh i t” repeated ly  and  sp itt ing  w ith  angry  ex
citement. A few m inutes  of this frenzied be
hav ior  w ere followed by com plain ts  of ex h au s 
tion .  T h e r e u p o n  she r e s o r te d  to n o rm a l  
speech, w hich  continued  for the rem a in d e r  of 
the session, even after she had  been aroused. 
T h is  perform ance  w as repeated  in subsequent 
sessions, a l though  the pa tien t responded with 
d im in i s h e d  fu ry .  T h e  th e r a p e u t i c  p rocess  
g a in ed  g re a t  m o m e n tu m ,  a n d  th e  y o u n g  
w om an  w as ab le  to curb  her s tam m er.  T h e  ex
perience opened the  door to a discussion of her 
g rea t  concern over bowel activities. T h i s  w as 
related  to ex trem ely  rigid toilet t ra in ing  as a 
child by an obsessive, overdiscip linary  m other  
w ho m ade  her feel guilty  and  frightened about 
toilet activities. Feces, from early  childhood on, 
w ere equa ted  w ith  poison and  destruction . O u r  
therapeu tic  sessions w ere largely concerned 
w ith  clarifying her  misconceptions. As she de
veloped a m ore  w holesom e a tt i tude  tow ard  her 
bowel functions, her general feelings about 
herself improved, and  her speech difficulty 
practically  d isappeared .

When During Therapy the Patient 
is Unable to Engage in 
Unrestricted Exploration

A pa tien t  m ay  m a in ta in  rigid control w hen  
he dreads  psychological a reas  of conflict tha t  
m ay  be exposed. H e  thus  canno t pe rm it  his 
ideas to em erge  freely and  unres tra ined ly  in 
the process of exp lor ing  u ng uard ed  aspects of 
his psyche. W h e n  the pa t ien t  is blocked be
cause of resistance, hypnosis m ay  be a possible 
solution. N o t  only m ay  it br ing  the pa t ien t  into
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contact with repressed em otions and  thoughts ,  
but it also may help  him to analyze  his blocks.

T h is  was true  of a pa tient w ho had  re trea ted  
to a highly structured  and  rigidly directed form 
of verbal expression. A ttem pts  to ana lyze  his 
loss of spontaneity  p roduced litt le response. 
After f loundering, w ith  no im provem ent and 
mere repetit ion of insignificant items, I in 
duced hypnosis and  encouraged  the pa t ien t  to 
ta lk  about w h a t  really w as bo ther ing  him . H e  
revealed tha t  he had  felt guil ty  in the past  few 
weeks for having m as tu rba ted  in my office 
ba throom  after one of ou r  sessions. H e  h ad  not 
w anted  to tell me about this incident because 
he knew it w as not an adult  act. H e then asso
ciated this action w ith  having been caught as a 
child m as tu rb a t in g  in his a u n t ’s ba th room . 
N o t  on ly  h ad  he been r e p r im a n d e d  a n d  
w arned  by his aun t ,  but also his pa ren ts  had  
p rom ptly  been told, T h e  physician  w ho  re 
ferred the pa tien t to me also frowned on his 
m as tu rb a to ry  practices, classifying m a s tu rb a 
tion as “ id io t’s delight, which is never in 
dulged in by a m a tu re  p e rso n .”  R eassured by 
my handling  of these revelations, the pa tien t 
was able to continue  w ith  his associations in 
the w aking  state.

In instances w here  there  is a d ea r th  of 
d ream  m ateria l the patient m ay  be t ra ined  to 
d ream  in the trance  or th rou gh  posthypnotic  
su gg es t io ns  d u r i n g  n o rm a l  sleep. G e n e ra l  
topics of specific topics m ay  be suggested as the 
d ream  content. O nce  this process is s tar ted , it 
may be possible for the patient to continue 
d ream ing  w ithou t  hypnosis. H ypnosis  can also 
be used to re s to re  fo rg o t te n  e lem en ts  of 
d ream s, to clarify d is tort ions e labora ted  to dis
guise their m ean ing  (secondary elabora tions),  
and  to help the pa tient explore by m eans  of 
dream s att i tudes tow ard  people and  d is tu rb ing  
elements in everyday life. D u r in g  hypnosis 
sp o n ta n e o u s  d r e a m s  m ay  o c cu r  re f lec t ing  
u n co nsc iou s  a t t i tu d e s ,  m e m o r ie s ,  e m o t io n s ,  
and  conflicts. Sometimes they reveal to the p a 
tient the m ean ing  of the im m edia te  hypnotic  
experience as well as dis tort ions in re la tionsh ip  
with the therap is t ,  caused by confusing the 
therap is t  w ith  early  au th o r i ty  figures.

T h e  im provem ent show n by one of my p a 
tients il lustrates how valuable  hypnotic  d ream  
induction can be. T h e  pa tien t came to me for 
psycho therapy  w hen  he could find no relief for 
severe rectal itching. H e  h ad  tried every kind 
of medicinal oral and injection trea tm en t .  Al
though  we soon established a good w ork ing  re 
la t ionship , he w as unable  to rem em ber  his 
d ream s. In the  trance  I suggested tha t  he 
w ould  have a d ream  tha t w ould  expla in  his 
rectal itching. H e  responded w ith  an anxiety  
d rea m  of a m an  w ith  a huge penis ap p ro ach ing  
h im  from the rear .  H e w as told to forget the 
d re a m  or recall any  p a r t  of it tha t  he wished to 
rem em b er  after he h ad  aw akened .  U p on  o p en 
ing his eyes, he compla ined  -of tension, but he 
did not rem em ber  his dream . H e  adm itted  
some relief in his rectal itching. T h a t  same 
night he had  a d ream  of rid ing  a roller coaster 
w ith  a male friend. H is  d ream  suggested con
cerns about hom osexuali ty .  In la ter  d ream s  he 
w as  able to countenance  homosexual impulses 
and  to discuss them  d u r in g  the  session. H y p 
nosis  w as  r e s p o n s ib le  for o p e n in g  u p  a 
repressed and  repud ia ted  a rea  of guilt and  con
flict.

When the Patient Seems Blocked 
in Transferring to the Therapist 
Distorted Attitudes toward 
Parental and Other Early Figures of 
Authority

C h i ld h o o d  ex p e r ie n c e s ,  p a r t i c u l a r ly  r e l a 
t ionships w ith  p aren ts  and  siblings, by their 
formative influence on att i tudes, values, feel
ings, and  behavior  leave an indelible im prin t  
and  affect the w ay  the  adult  responds not only 
to o the r  people bu t also to oneself. Because 
some of the most im po rtan t  formative ex p e r i
ences a re  forgotten, o r  rem ain  hazy, or a re  
dissociated from the fears and  anxieties with  
w hich they w ere  orig inal ly  linked, they subver- 
sively influence faulty  ways of th ink ing  and  ac t
ing. Some of the transference  d is tort ions m ay  be 
uncovered by hypnosis ,  and  the ir  in te rp re ta tion
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m ay bring  the pa tien t to a rea l iza t ion  th a t  he 
also responds in destructive and  unnecessary  
w ays in m an y  o th e r  si tuations. T h e  lesson 
learned can serve as the basis of new, m ore 
w holesom e att i tudes to presen t-day  au thor ity ,  
a tt itudes tha t  for tunate ly  will in all likelihood 
m ake  life m ore  comfortable  and  productive.

A patien t w ho cam e for th e rapy  entered 
easily into the hypnotic  state but became more 
and  m ore recalc itrant to suggestions. H e  had  
alw ays been submissive to his fa ther (and later 
to o th e r  male  authorit ies) .  Along w ith  this  he 
felt g reat inner  rage, tu rm oil ,  and  depression, 
a lthough  he w as o u tw ard ly  calm. It seemed to 
me tha t  his en te r ing  hypnosis was a m eans of 
pleasing me. T h is  was the  cus tom ary  role 
w ith  male au thor i ty ,  pa t te rned  after the way 
he reacted to his father. “ F o r  years, I hated 
my fa th e r ,”  he said. “ H e  c o u ld n ’t stand being 
contradicted. I rem em b er  needing to lose at 
cards deliberately  so tha t  fa ther  w ould  not get 
upset over my w inning . I am  never able to be 
successful: it m akes me too a n x io u s .” W h en  I 
in terpre ted  to h im  the w ay  th a t  he w as reac t
ing to me, he at first denied it. But then he a p 
peared  to see the light, w ith  the  result tha t  he 
challenged me first by resisting hypnosis and  
finally by manifesting a  total inabili ty  to en ter  
the hypnotic  state, I accepted his refusal to 
comply, even encouraged  it. At this  p hase  the 
patient experienced d ream s of tr iu m p h .  “ I t ’s 
hea lth ie r  to d ream  of feeling love ra th e r  than  
hate. F o r  the  first time, I realize I loved my 
father. I cried in my sleep. I felt my father 
really loved me, but we had this wall between 
us. I aw oke feeling I really  loved h im .” T h is  
change in feeling was accom panied by an 
aba tem en t of sym ptom s and  a capacity  to 
relate more cooperatively. Soon the  pa tien t 
w as able  to en te r  hypnosis easily and  w ithout 
resentm ent,  as a m eans of pleasing himself—  
not me.

A nother  patien t ,  experiencing fr igidity, was 
referred to me by her  psychoanalyst for some 
hypnotic  w ork. After the th ird  induction she 
told me tha t  she felt the need to keep her legs 
crossed d u r in g  the entire  trance  state. So

tightly  did she squeeze her th ighs together  tha t  
they ached w hen  she emerged from the  trance. 
Before the next induction I ins tructed  he r  to 
keep he r  legs separa ted .  As I proceeded w ith  
suggestions, she became flushed, opened her 
eyes, and  exclaimed th a t  she knew  w h a t  w as 
upset t ing  her. I rem inded  her of her g r a n d 
father,  she said, w ho, w h en  she w as a small 
child, had  tossed he r  into bed and  held her 
close to his body on several occasions. She had 
felt his erect penis  agains t her body, and  this 
h ad  both excited and  frightened her. It became 
ap p a re n t  th a t  the  hypnotic  experience re p re 
sented for he r  an  episode d u r in g  w hich  she 
hoped for and  feared sexual seduction. H e r  leg 
crossing w as a defense agains t  these fantasies. 
C on tinued  trance  inductions w ith  the  pa tien t 
d im in ished  her fears, and  she then revealed be
ing able to have better  sexual re la tions w ith  
h e r  husband .

A no the r  pa t ien t ,  w ho  suffered from periodic 
attacks of nausea ,  vomiting, and  gas t ro in tes t i
nal crises, w as referred for hypnosis after two 
years  of t r ad it iona l psychoanalysis h ad  failed 
to relieve he r  sym ptom s. Because she tended to 
shield herself f rom  aw aren ess  of her p rob lem s 
w ith  strong  repressions, I felt th a t  t r a n s 
ference, w hich  h ad  not developed significantly 
d u r in g  her previous therapy ,  m ight be im p o r
ta n t  in he lp ing  her to gain  insight into  her  
problem s. After she had  been tra ined  to en te r  a 
m ed ium  trance , I suggested th a t  she would 
d rea m  of he r  feelings about me. She failed to 
d ream ; instead she had  a h a lluc ina t ion  consist
ing of a pecu liar  tas te in her  m ou th ,  w hich  she 
described as “ b i t te rsw ee t .” T h i s  tas te  persisted 
for several h o u rs  after he r  session. T h a t  even
ing she had  a n ig h tm ar ish  d re am  in w hich  a 
w o m an , w hose h a n d b ag  bore the in itials B.S.,  
took a small boy into the b a th roo m  to he lp  him 
to u r ina te  and  w ash  up. She w as unab le  to in 
te rp re t  the d ream . A tran ce  w as  induced in 
which  she recalled forgotten elements of the 
d ream , nam ely  th a t  the  sexes of the tw o p a r 
tic ipan ts  h ad  changed as they had  entered  the 
ba th room ; the adu lt  h ad  been a m an ,  the  child 
a girl.  T h e  next few sessions w ere spent d is
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cussing a “ reac t io n” to me th a t  the pa t ien t  had 
developed and  tha t  m ade  her w an t  to stop 
trea tm en t.  She w as positive th a t  I resented her, 
and  she recounted several m inor  incidents ind i
cating to her tha t  I did not have her best in te r 
ests at heart .  She was positive tha t  I p referred  
a young m an  w hose sessions preceded hers  be
cause I once had  kept h im  late, thus ove r lap 
ping her time.

In the trance  tha t  followed, she broke into 
hysterical crying, identifying me as he r  father, 
whose n icknam e was Bing. (T h e  in itials B.S. 
in the d ream  stood for Bing. H is  last nam e 
began with an S. B.S. a p p a ren t ly  w as linked 
to the “ b i t te rsw ee t” taste she had  in her 
hallucinat ion .)  H e  had been both fa ther  and 
m other  to her  (changed from m ale to female in 
the dream ),  had  preferred her b ro th e r  to her 
(her reaction to the male  pa tien t  whose hour 
preceded hers), and  had alw ays rem inded  her 
tha t  he regretted tha t  she had  not been born  a 
boy (her being b rought into the  ba th roo m  as a 
boy in the d ream  possibly indicated th a t  she 
had  finally succeeded in achieving a mascu line  
status). T herea f te r ,  she experienced strong  sex
ual feelings tow ard  me and  sham efully  asked if 
I did not have a preference for her am o ng  all 
my o ther  patients .  F rom  then on it w as possi
ble to analyze  the origins of these feelings in 
her re lations w ith  her fa ther and  to see tha t 
some of her sym ptom s w ere associated w ith  
fantasies of w a n tin g  to be a boy th rou gh  ac
q u ir in g  a penis . H ypnosis  succeeded rap id ly  in 
a llowing us to unders tand  w ha t  was behind 
her  difficulty.

When the Patient has Forgotten 
Certain Traumatic Memories 
Whose Recall May Help the 
Therapeutic Process

In some emotional states mem ories m ay  be 
submerged. Because they constantly  th rea ten  
to come to the surface, anx ie ty  and  defensive 
sym ptom s, which bolster repression, affect be

hav ior  adversely. T h e  trance  can be in s t ru m en 
tal in recalling the repressed experience, and 
the exam ina t io n  of the associated emotions 
helps to e lim ina te  debil i ta t ing  sym ptom s.

O n e  pa tien t  suffered from periodic attacks of 
shortness  of b rea th ,  an  affliction th a t  resem 
bled a s thm a. H e  w as given a  suggestion in 
hypnosis  tha t  he w ould  re tu rn  (regress) to his 
first a ttack. In a scene in w hich  he saw himself 
as a child of 3 s tand ing  in a snowdrift  on a 
back porch, he described how he sl ipped and  
fell into  a high snowdrift ,  gasp ing  for b rea th  as 
the  snow filled his nose and  th roa t.  W ith  
pan ic ,  choking as he talked, he told of being 
rescued by his m other  and  father. T h is  story 
w as verified by his pa ren ts  as a true  exp er i
ence. T h e y  w ere  am azed  tha t  the pa tien t  re 
m em bered  the  exact details  of the  accident, and 
they confirmed th a t  “ a s th m a t ic ”  attacks had 
begun soon after  this  incident. It w as then  es
tablished in th e rap y  tha t  in te rpersona l s i tu a 
tions in w hich  the pa tien t  felt t r ap ped  caused 
h im  to respond w ith  the  sym ptom  of choking 
for b reath .  T h is  p a t te rn  had  orig inal ly  been es
tablished w hen  he ac tua lly  had  been physically 
t rap ped .  W ith  this  recognition, the sym ptom  
w as m arked ly  alleviated.

When the Patient Seems to "Dry  
Up" in Conversations, Being 
Unable to Produce Any More 
Significant Material

Periods of resistance m ay develop d u r in g  the 
course of th e ra p y  charac ter ized  by an almost 
complete  cessation of activity. T h e  pa tien t will 
spend m an y  sessions in fruitless a t tem pts  at 
conversation; he seems to be up  agains t a b a r 
r ie r  tha t  he canno t b reak  th rough .  A tti tudes  of 
d isap po in tm en t  and  hopelessness con tr ibu te  to 
his iner tia  unti l he resigns himself to m aking  
no fu r ther  efforts. H e  m ay even decide to 
ab and on  the rapy .  W h en  such circumstances 
th rea ten ,  hypnosis  m ay  be tr ied to mobilize 
productivity . A variety of techniques may be
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used ,  in c lu d in g  v e rb a l iz in g  o n e 's  th o u g h ts  
w i th o u t  r e s t r a in t  (free a s so c ia t io n )  in the  
trance, d ream  and  fantasy st im ula t ion , m irro r  
gazing, au tom atic  w rit ing , play therapy ,  d r a 
matic acting, regression and reliving (revivifi
cation), and  the production of experim en ta l  
conflicts (W olberg , 1964). T h e  specific method 
employed is usually  de term ined  by the th e r a 
p is t’s experience and  preference as well as by 
the p a t ie n t’s ap ti tudes  in w ork ing  with one or 
an o th e r  technique.

A patient w ho had been w ork ing  satisfac
torily with  me began to develop silences tha t 
greatly  puzzled her since she had up  to this 
time been qu ite  garru lo u s  in her ram blings. 
“ W hen  I try  to th ink , my mind goes b la n k ,” 
she said. “ N oth ing  comes to m e .” After several 
f rus tra ting  sessions, hypnosis w as induced, and 
she was encouraged to talk about her  mental 
meanderings . She began to m oan and  cry. 
“ Grief, grief. I t ’s all d e a th — as if i t ’s all over. 
I t ’s my father; he died of cancer, and  I took 
care of him. H e  keeps coming back. It chokes 
me up. I t ’s as if i t ’s all hap pen in g  a g a in .” T h e  
patient then revealed, expressing great feelings 
of guilt,  tha t while she had nursed her father 
d u r in g  his illness, she had experienced tender 
and  then vo lup tuous feelings for him. D u r in g  
his illness she was able to have him all to 
herself for the first time. H e r  m other  was only 
too willing to let her take  care  of him. Sexual 
excitement was strong d u r ing  this period, and 
she harbored  guilt feelings d ur ing  and  after her 
fa th e r ’s death , scarcely d a r ing  to th ink  about 
it. “ I 'm  frightened. I know I felt guilty about 
my desire to be close to my father. After he 
died, I felt cold and detached. M ay b e  tha t  is 
w hy I can 't  feel any th ing  for men now. I 
realize I do this with  all men, tha t is, I w an t  to 
baby them, take care of them. I had  been ta k 
ing care of one m an I know w ho got sick with 
the flu. I sponge-bathed h im  and got so sex
ually excited I could hard ly  s tand it. T h e  
thought occurs to me that  I would like to take 
care  of you too. I 'm  so asham ed  to talk  about 
th i s .” F rom  this the patient stated she u n d e r 
stood the reason for her guilt feelings and  why 
they were causing resistance to therapy .  She

herself was able to in te rpre t  the  transference to 
me of her feelings for he r  father. F ro m  then  on 
she progressed satisfactorily in trea tm en t.

When the Patient is Unable to 
Deal with Forces that Block the 
Transformation of Insight into 
Action

T h e  mere  developm ent of insight is not 
enough  to insure  the  correction of neuro t ic  a t 
ti tudes and  pa t te rns ;  it m ust be employed 
to w a rd  c o n s t ru c t iv e  ac t io n .  U n fo r tu n a te ly ,  
there  are  often anxieties and  resistances tha t 
obstruct this  process and  bring  the rapy  to an 
incomplete end. H ypnosis  is sometimes useful 
in converting insightful perception into action, 
and  it can achieve this goal in a n u m b er  of 
ways. First,  one m ay a t te m p t by various tech
niques to exp lore  resistance to change, the p a 
tient associating to fantasies o r  the d ram atic  
ac ting-out of certa in  healthy  courses of action. 
Second, posthypnotic  suggestions can be m ade 
to the effect th a t  the pa tien t will w an t  more 
and  m ore to engage in actions tha t  are  neces
sary and  tha t  are  being resisted. T h i rd ,  role 
p laying can be used, the pa tien t d ram a tiz in g  
various si tua t ions in the present o r  fu ture  and 
verbal iz ing  insights or fears to the therapis t .  
F o u r th ,  in som nam bulis t ic  subjects ex p e r im en 
tal conflicts m ay  be set up  to test the p a t i e n t ’s 
readiness  to execute necessary and  desirable  
acts and  to investigate reactions to the ir  com 
pletion.

O ne  of my patien ts ,  a m an  with a passive 
personality ,  had  gained insight into some of 
the roots of his p rob lem  dur ing  therapy ;  he 
also realized the destructive consequences of 
his failure to be self-assertive. H e w an ted  to 
change but w as para lyzed  at know ing  how to 
begin. T h e  best he could do was to fantasize 
w alk ing  into his em p lo y er’s office and  boldly 
asking for a p rom otion .  In his fantasy he was 
rew arded  w ith  a h igher  position and  a h a n d 
some raise in salary . But. he could not muster 
the courage  to face his em ployer  in real life.
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and  he expressed fears of being tu rned  dow n. 
In hypnotic  role p laying he took the p a r t  both 
of himself and  his em ployer and  vehemently  
discussed the pros and  cons of his position. 
However,  he still could not get himself to act. 
Since he was able to develop posthypnotic  a m 
nesia,  I decided to try  to set up  an e x p e r im e n 
tal conflict. I suggested tha t  he im agine himself 
asking for a prom otion . T h e n  I told h im  to 
forget the suggestion but, upo n  em erging from 
the trance, to feel as if he had  actually  m ade 
the request. T h e  first tw o a t tem pts  w ere  fol
lowed by tension, headaches, and  d iscourage
ment. T h is  indicated tha t  the  pa t ien t  was not 
yet p repared  to take the necessary step for
w ard .  W e, nonetheless, continued discussion 
and role p laying, and  a th i rd  experim enta l  
si tuation resulted in a feeling of e lation and  ac
complishment.  T h e  next day the  patient sp o n 
taneously approached  his em ployer  and  was 
rew arded  w ith  success. T h e rea f te r  the pa tient 
began to act w ith  m ore  assurance , and  his 
progress in the rap y  helped h im  to become 
more positive in his general behavior.

When the Patient has Problems in 
Terminating Therapy

Difficulties in end ing  th e rap y  are  sometimes 
experienced by patien ts  who, hav ing  been freed 
of neurotic  sym ptom s, are  afraid  of losing w hat 
they have gained and  suffering a relapse. 
P a t i e n ts  w i th  d e p e n d e n t  p e r s o n a l i t ie s  m ay  
resist ending trea tm en t  with astound ing  s tu b 
bornness. C o n tra ry  to w hat might be expected, 
the adroit applica tion  of hypnosis can help 
some of these patients  tow ard  self-reliance by 
relieving the ir  tension at points w here  they try 
to act independently .  T h e  patient m ay  also be 
taught self-hypnosis for purposes  of re laxation  
and  shown how to investigate spon taneously— 
through  dream s,  fantasies, and  associations— 
the problems that arise daily from dem and s  to 
ad ju s t  to specific s i tu a t io n s .  In th is  w ay  
re sp o n s ib i l i ty  is t r a n s f e r r e d  to the  p a t i e n t  
tow ard  becoming m ore  capable  of self-determi

nation . In tervals  between visits w ith  the th e r a 
pist a re  g radu a l ly  prolonged. In the beginn ing  
the pa tien t m ay  resort to daily  sessions of self
hypnosis because of anxiety . But as m ore con
fidence is developed in the ability to survive 
alone, self-hypnosis exercises become ir regula r ,  
and  finally they are  resorted to only w hen  ten 
sions cry for relief. In m any  patien ts ,  however, 
regu la r  re laxa tion  exercises are  an  im po rtan t  
p a r t  of ad jus tm en t  and  m ay be pro longed  in 
definitely w ith  beneficial effect. In this  respect 
a re lax ing  and  ego-building cassette tape  may 
be of help.

T h e  si tua t ions just described are  no more 
th a n  brief outl ines of how hypnosis m ay  be ef
fective in p sycho therapy  and  only suggest the 
various w ays in w hich  the  trance  can be used as 
an  adjunctive ca ta lyzing  p rocedure . Since all 
psycho therapy  is a blend of the  th e r a p is t ’s ind i
vidual personali ty  and  techniques, no two th e r 
apis ts  will ope ra te  identically. E ach  therap is t  
has  a p a r t icu la r  ph ilosophy about how people  
become neurotica lly  ill and  how  they get well 
again . If a therap is t  believes th a t  unconscious 
m em ories  and  conflicts a re  the  basis for all n e u 
rotic ailments,  digging will be indulged to  u n 
cover the em otional conflictual poison th a t  has 
accum ula ted . O nce  it is released, the psyche 
will p resu m ab ly  heal. F reud  and  B reuer  orig i
nally  used hypnosis  in this  w ay and  scored 
occasional success w ith  some patients .  T h e y  
r eco rd ed  th e i r  f in d in g s  in  S tu d ien  u ber  
H ysten e , the  revolu tionary  book th a t  was a 
p recurso r  of psychoanalytic  theories and  m e th 
ods. A lthough  hypnosis  used in this  w ay  m ay  be 
in s trum en ta l  in re leasing repressed memories, 
we now  know  th a t  the m ajo ri ty  of pa tien ts  are 
not helped by this  process alone. In terest ing  
and  d ram atic  as a re  the results , addit ional tech
n iques a re  necessary if we a re  to achieve lasting 
benefit.

T h e re  are  o th e r  therap is ts  whose theories 
about how people become em otional ly  ill in
volve the concepts of faulty lea rn ing  and  condi
tioning. T h e y  use hypnosis to reinforce their  
s t ra tegem s of teaching the ir  pa tien ts  new p a t 
terns of hab it  fo rm ation , th ink ing ,  and  action.
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A lth o u g h  these  “ b e h a v io r a l ”  m e th o d s  a re  
responsible for considerable progress in the 
trea tm en t  of some ailments,  they a re  not suc
cessful in dealing  with all problems. But 
neither is any  o th e r  technique.

O n e  of the most im po rtan t  points to be 
m ade about hypnosis is tha t  it can be helpful 
as a catalyst irrespective of the  method of psy
chotherapy. Some therap is ts  a re  not able to use 
hypnosis w ith  any  m easure  of success, e ither 
for personality  reasons or because of un- 
resolvable prejudices. T h is  does not invalidate 
hypnosis as a procedure. Hypnosis ,  like any  
o ther  a rea  of specialization, requ ires  p a r t icu la r  
abilities and  skills. N ot every therap is t  is able

to am algam ate  hypnosis w ith  o n e ’s personality  
and  technical tra in ing .

It should be stressed again  th a t  hypnosis  and  
any  o ther  cata lyzing  techn ique  must be used 
intelligently w ith in  the context of a com p re 
hensive t r ea tm en t  p lan  and  w ith  due regard  for 
l im i ta t io n s .  A p p l ie d  in d i s c r im in a te ly  such 
techniques not only fail to serve a therapeutic  
purpose ,  but the i r  ineffectiveness tends to  dis
credit them  as w orth w h ile  procedures a n d  to 
im pede their  acceptance. Used at strategic 
points in psychotherapy ,  cata lyzing  methods 
m ay  facili tate progress. In  this  way they can 
add an im p o r tan t  d im ension to the  technical 
skills of the psychotherapis t.

Case Illustration

T h e  fo l low ing  is th e  fo u r th  th e r a p e u t i c  
session with a male pa tient w ho cam e to t r e a t 
ment because of w ork  prob lem s and  terrifying 
n ig h tm a r e s  of w h ich  th e  p a t i e n t  h a d  no 
mem ory. T h e se  conditions had  existed for 
several years, and  after a period of p sycho ther
apy  w ith  a psychoanalyst in the M id w es t ,  he 
had  derived some benefit from the sessions. 
However,  he w as unab le  to rem em ber any 
d ream s or to associate  freely. T h e  session tha t  
follows is the first one d u r ing  w hich hypnosis 
w as employed. It i l lustrates the  use of various 
techniques in hypnoanalys is  for the purp ose  of 
exposing a dynam ic  focus.

P t .  I a m  in good sha pe  today,  really , for no p a r t i c 
u la r  reason  th a t  I can th in k  of, an d  yes terday  I 
d i d n ’t feel so good. I had  a fight w i th  my wife 
w h ere  I cam e off very badly.

T h .  Shall  we go into t h a t 3
P t .  I w as  th in k in g  the  last t im e  tha t  this has 

degen e ra ted  in to  one session af ter  a n o th e r ,  my 
co m p la in in g  abou t  m y wife. You know , I m ean  
the  m a te r ia l  is all the  same. W h e n  1 th ink  
a bou t  it, 1 a m  really  convinced the t roub le  is 
w ith  me, not w ith  her .  N ot  tha t  she  d o e s n ’t 
have her  t roub les ,  d o n ' t  m is take  me; but  I am  
really  convinced if she had  m a r r ie d  a m a n ,  in

every sense of the  w o rd ,  w h o  rea lly  behaved as 
one,  tha t  m a n y  of  her  difficulties  an d  hostil i t ies 
w ou ld  be erased .

T h .  If she  m a r r ie d  a m a n ?  [O b viously  th e  p a tie n t  
has d o u b ts  a b o u t h is  m a scu lin ity .]

P t .  If  she  had  m a r r ie d  a m a n — you kn o w  w h a t  I 
m e a n — a forceful guy w h o  rea l ly  r an  the  roost 
an d  her ,  w h o ,  well {pause).

T h .  You m ean ,  she w ou ld  then  s t r a ig h te n  ou t?
P t .  Yes
T h .  So th a t  the  e m p h as is  w ould  be on w h e th e r  you 

w o u ld  like to be th is  k ind  of guy.  W o u ld  you?
P t .  Yes. Yes. Yes.
T h .  D o  you th in k  you w ou ld  like to be a  forceful 

g uy?
P t .  C e r ta in ly .  W ell ,  I d o n ’t say th a t  a m a n  has  to 

b e — I d o n ’t m e a n  he has  to be b ru t ish  o r  s tu b 
b orn  o r  insensitive o r  un in te l l igen t  o r  dull . I 
d o n ’t th in k  an y  of  those th ings  a r e  necessary  
j u s t  to  be a w el l -ad jus ted  m an .  D o n ’t you 
ag ree?

T h .  M m .  All r igh t ,  if you sense th a t  there  is a 
c e r ta in  lack in you, th a t  shou ld  be w h ere  we 
direct o u r  th e ra p e u t ic  effort.

P t .  R igh t ,  I shou ld  say so; I a g ree  a  h u n d re d  p e r 
cent. T h a t  is exactly  my po in t ,  tha t ,  you know , 
I felt not  m u ch  w as  accom plished  last t ime, 
th a t  I had  spen t all this t im e  ta lk in g  a bou t  my 
wife, w h a t  I said a n d  w h a t  she  said. W h a t  she
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said is no t  as  im p o r ta n t  as  w h a t  I d id  a b o u t  it, 
o r  w h y  th e  s i tua t ion  ever got to th e  po in t  
w h e re  she w ou ld  say such a th ing .  She  is not  
the  pa t ien t ,  {pause)

T h .  All r ig h t ,  then  w h a t  w ou ld  you like to  ta lk  
a b o u t?

P t .  W ell ,  I h a d  a n ig h tm a re  T u e s d a y  n igh t ,  th a t  
w as  th e  n igh t .  I had  no  m e m o ry  of  it, except 
w h e n  I w o k e  u p  I t h o u g h t  I w a s  choking ;  not  
exactly  choking ,  bu t  m y  th r o a t  w a s  full of 
p h legm , o r  som e th ing .  I h a d  never  h a d  th a t  
one  before , a l th o u g h ,  as  y o u  k n o w ,  I have 
never  been ab le  to r e m e m b e r  a  n ig h tm a re .  [It 
is quite possible, I feel at this point, that the 
nightmare contains a core problem that he is 
repressing. ]

T h .  I t  m a y  be possible  to  ca tch  it, to have  it rep ea t  
itself  a n d  r e m e m b e r  it in hypnosis .

P t .  T h a t  w o u ld  be fascinating .
T h .  W e  m ig h t  be ab le  to revive it so th a t  you will 

be ab le  to see the  k ind  of  n ig h tm a re  th a t  you 
repress ,  a n d  m ay b e  get  some clues as  to w h a t  
these  n ig h tm a re s  a re  all  ab o u t .  N o w  w h a t  w as  
th is  fight a ll  a b o u t?  J u s t  tell m e  very rap id ly .

P t .  V e ry  rap id ly ,  last n igh t ,  as  you k now , ou r  
house  is in a  big tu rm o i l ,  w i th o u t  a  k i tchen 
rea lly ;  w e  have a  t e m p o r a ry  k i tchen ,  a n d  so 
forth .  I took  a  n a p  before d in n e r ,  before w e 
w e n t  ou t  to d in n e r  last n igh t .  W e  go ou t  to 
d in n e r  a lm ost  every n ig h t  because  w e have  no 
k itchen.  I sa id, “ I a c tua l ly  a m  af ra id  th a t  I a m  
get t ing  an em ic  a g a i n , ”  because  I w as ,  a n d  she 
sa id, “ A re  you ta k in g  y o u r  m e d ic in e?” — this  is 
pills a n d  stuff— a n d  I said  to h e r ,  “ N o ,  I a m  
not,  because  I d o n ’t h ave  en o u g h  for lu n c h . ” 
T h e  po in t  of  it is, w h e n  I ta k e  th is  m edicine,  
these  pills , I h ave  a  r av en o u s  a ppe t i te ;  I have 
to  have  for lunch  a  com ple te  m eal w i th  p o 
ta toes a n d  vegetables,  th e  w h o le  d a m n e d  thing. 
T h i s  w as  a  cr it ic ism of h e r  a n d  she blew sky- 
h igh ,  an d  I felt lousy a n y w a y ,  an d  I did  not 
com e u p  to sc ra tch  a t  all . T h a t  is w h a t  it w as  
all  abou t .  W e  w e n t  to d in n e r .  W el l ,  no, we 
had  a  fight a  h a l f  h o u r  la ter .  W e  cam e hom e. 
She  w a n te d  to m a k e  love. I felt so lousy, I w as  
rea lly  so tired ,  sick, t i red.

T h .  W h a t  day  w as  th is?
P t .  O h ,  th a t  w a s  yes terday.
T h .  T h a t  w as  yes terday?
P t .  T h a t  w as  yes terday,  th a t  w a s  last n ight .
T h .  T h u r s d a y ?
P t .  Yes.

T h .  W h a t  even ts  h a p p e n e d  on  th e  day  p reced ing  
yo u r  n ig h tm a re ?

P t .  W el l ,  I ca m e  here.
T h .  Y o u  w e re  h ere?
P t .  Yes
T h .  A n y th in g  else?
P t .  N o .  I h a v e n ’t even d o n e  m u ch  w o rk .  I t r ied  it. 

I have  a  very  difficult  t im e  w o rk in g .  I t r ied  
r e a d in g ,  a  ro m a n t ic  s tory ,  a c tu a l ly  in  ro m a n t ic  
t e rm s .  It is a b o u t  a  w o m a n  w h o  never  th o u g h t  
she h a d  a n y  c h a r m  bu t  p len ty  o f  c h a ra c te r ,  an d  
a  g u y  w i th  t r e m e n d o u s  c h a rm  w h o  th o u g h t  he 
h a d  no  c h a ra c te r .  T h is ,  as  I say, in f ictional, 
d r a m a t ic ,  ro m a n t ic  t e rm s  a r e  m y  wife a n d  I. 
N o w ,  m y  wife, she had  d one  a  t r e m e n d o u s  lot 
for me, in m a n y ,  m a n y  w ays ,  t r e m e n d o u s  th e r 
ap y ,  a n d  I a c tua l ly  have  d one  a  lot for her .  She 
looks d ifferent .  She  w a lk s  in to  a  ro o m  differ
ently .  S h e  is a n  as su red ,  a t t rac t ive ,  c h a rm in g  
w o m a n .  S h e  is very well l iked a n d  ad m ired ,  
a n d  she w a s n ’t th is  w h e n  I m e t  her.

T h .  Y ou  h ave  rea l ly  h e lped  h e r  a g rea t  deal  in this 
a rea .

P t .  Yes, a n d  she  h e lped  m e t r em en d o u s ly .
T h .  D o es  she  rea l ize  h o w  m u ch  you  have  helped 

he r?
P t .  Yes, su re  she  does.
T h .  She  rea l izes  then  th is  m a r r i a g e  h a s  to go on ?  
P t .  O h ,  yes; oh ,  yes. A c tua l ly  th is  m a r r ia g e  will 

go on ,  no m a t t e r  w h a t  I say. T h i s  m a r r ia g e  
basically , basically  is a  good  m a r r ia g e .  W e  
need each  o th e r ;  w e  need each  o th e r  very 
m u ch .  W e  give a lot to  each  o th e r .  I t  h a s  been 
go ing  to pieces a  lot la te ly, bu t  basically  the  
fo u n d a t io n  is good, I th ink ;  I a m  not sure. 
(laughs) I th in k  I a m  sure ,  (pause)

T h .  All r igh t .  D o  you w a n t  to  r e la x  n ow ?
P t .  Yes. D o  you  m in d  if I take  m y  coat  off? I t ’s 

hot;  i t ’s t igh t ;  a n d  I th in k  I ’ll do be t te r  w ith  it 
off. (takes off coat.)

T h e  hypnotic  induction process I will use is 
h a n d  levitation. T h e r e  a re  m any  m ethods  of 
t ran ce  induction  and  a  th erap is t  m ay  employ 
any  of these, usual ly  perfecting one technique. 
T h e  r e l a x a t io n  m e th o d  d esc r ib e d  in th e  
ch ap te r  dealing  w ith  the  m ak in g  of a re lax ing  
and  ego-build ing cassette tape  I find is the 
most su itable  techn ique  for most patients .

T h .  S u p p o s in g  you j u s t  lean back; s t re tch  yourself  
out ,  an d ,  for a m o m e n t ,  close yo u r  eyes and
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begin re lax ing .  R e la x  your  fo rehead ; pu rpose ly  
concen t ra te  on yo u r  fo rehead ,  an d  yo u r  eyes, 

an d  your  face, an d  your  neck, an d  your  
shou lders .  Let  y o u r  a rm s  re lax .  R e lax  your  
body. T h e n  b r in g  yo u r  h a n d s ,  the p a lm s  of 
your  h a n d s ,  d o w n  on y o u r  th ighs.  O p e n  your  
eyes; w a tc h  y o u r  h ands .  J u s t  observe your  
h ands .  C o n c e n t ra te  on e v e ry th ing  your  h an d s  
do; sort of  focus all  y o u r  a t te n t io n  on your  
h a n d s  an d  keep all  o th e r  sensa t ions  in  the  p e 
r ip h e ry .  You m ay  notice tha t  you r  h a n d s  feel 
heavy as they p ress do w n  on  y o u r  thighs. 
P e rh a p s  you notice the  ro u g h n ess  of the  tex 
tu r e  of  y o u r  t rouse rs  on yo u r  f ingert ips  an d  
palm s.  Y ou  m ay  notice the  w a r m th  of  your  
h a n d s ,  o r  a  lit tle t ing l ing  in yo u r  h ands .  Notice  
w h a tev e r  sensat ions  the re  m ay  be. C o n c e n t ra te  
your  a t ten t ion  on yo u r  han d s ;  w a tch  your  
h ands .  T h e  next th in g  you will notice as you 
observe th is  over here,  th is  r ig h t  h a n d ,  is th a t  
very slowly yo u r  f ingers  will begin to sp read ,  
the spaces be tw een  the  f ingers  will be w ider  
an d  w ider .

T h e  spaces betw een  f ingers  g ro w  w ider ,  an d  
w ider ,  and  w ide r ,  ju s t  like th a t .  A nd  then  you 
begin to notice th a t  the re  will be a lifting of the 
f ingers , slowly. O n e  of  the  f ingers  will s ta r t  
l ifting f rom  your  th igh ,  an d  th en  the  rest of  the 
f ingers will  fol low, a n d  then  the  h a n d s  will 
slowly begin to lift an d  move s t r a ig h t  u p  in the 
air , moving, moving,  an d  as they  move, you 
will w a tch  them , fascinated, as  they  move,  
slowly, a u tom a tica l ly ,  w i th o u t  an y  effort on 
your  p a r t .  T h e n  your  h a n d  moves u p ,  up .  It 
moves to w a rd  your  face; even tua l ly  it will 
touch  your  face, but  only  w h e n  it touches  your  
face will you be asleep. [77i<? word “sleep” is 
used only because it signifies the deepest kind 
of relaxation. Obviously the patient will not be 
asleep]. Y ou  will get d ro w s ie r  and  d row sie r ,  
but  you will not  fall as leep, a n d  you m ust  not 
fall asleep unti l  you r  h a n d  touches  your  face. 
A nd  as yo u r  h a n d  moves to w a rd  y o u r  face, you 
get d row sie r ,  an d  d row sie r ,  a n d  d row sie r ,  an d  
ju s t  as soon as your  h a n d  touches  your  face, 
you will feel yourse lf  d oz ing  off a n d  go ing  to 
sleep, deep ly  asleep. You a re  ge tt ing  very tired 
now , very, very d row sy ;  your  eyes a re  gett ing  
heav ier  a n d  heavier ;  you r  b re a th in g  is ge tt ing  
deeper  and  au to m at ic ;  you feel yourse lf  ge tt ing  
very, very tired ,  very d row sy ;  your  h a n d  is 
moving  up ,  u p ,  u p  to w a rd  yo u r  face. As soon

as it touches  yo u r  face, you will be as leep, 
deep ly  as leep. You will  be very, very tired. 

E v e ry th in g  is f loa t ing  off in th e  d is tance.  You 
a re  ge t t ing  very d ro w sy ,  very  d row sy ,  d row sie r ,  
d ro w s ie r ,  d row sie r .  Y o u r  h a n d  is m oving  up ,  
up ,  u p ,  u p ,  to w a rd  y o u r  face; it a p p ro a c h e s  
yo u r  face. Y o u r  eyes will  soon close, a n d  you 
will  go deep ly  to  sleep; b u t  d o  no t  fall asleep 
u n t i l  your  h a n d  touches  y o u r  face. Y o u r  b r e a th 
ing  is g e t t ing  deep ;  you a r e  g e t t ing  very  t ired; 
e ve ry th ing  is s l ipp ing  a w a y  in to  the  distance. 
Y o u r  eyes a re  shu t t ing .  You a r e  go ing  in to  a 
deep ,  deep ,  deep  sleep; you a re  very  d row sy  
no w . You a re  very  tired ,  very sleepy. Y o u r  h a n d  
is com ing  to w a rd  y o u r  face; n o w  it touches  your  
face. N o w  you a r e  go ing  to s leep, a n d  you a re  
go ing  to s tay  as leep  un t i l  I give th e  c o m m a n d  to 
w a k e  up .  Y o u r  sleep is g e t t ing  deeper ,  an d  
d e e p e r ,  a n d  d e e p e r .  [The p a tie n t’s hand 
touches his face; his eyes close; and he is breath
ing deeply and regularly. ]

1 a m  g o ing  to take  yo u r  h a n d  over  he re  and  
b r in g  it d o w n  to your  th igh ,  just  like this.  You 
k e e p  g e t t i n g  d r o w s i e r ,  a n d  d r o w s i e r ,  a n d  
d ro w sie r .  L is ten  carefu lly  to me. I a m  go ing  to 
s t roke  y o u r  left a rm ,  a n d  yo u r  fo rea rm  and  
yo u r  h a n d ,  an d  as I s t roke  th em ,  I a m  go ing  to 
count  from  one  to five. You will notice th a t  as  
I co u n t ,  you get  th e  feeling as  if yo u r  a r m  has 
becom e j u s t  as  stiff an d  heavy as a  b oard .  As I 
s t roke  it, the  a r m  gets heav ier ,  a n d  heavier ,  
a n d  heav ier .  Y o u r  a r m  is g e t t ing  heavy and  
stiff, heavy a n d  stiff, heavy  a n d  stiff, j u s t  like a 
b oard .  T h e  a r m  is g e t t ing  heav ier ,  heavier ,  
stiff, stiff, stiff, stiff. O n e ,  it gets stiff an d  heavy 
like a b oa rd .  T w o ,  j u s t  as  stiff as  a board .  
T h r e e ,  st iffer a n d  stiffer; th e  a r m  is ge t t ing  
stiff. F o u r ,  stiff an d  heavy. F ive, stiff, heavy; 
w h e n  I t ry  to  bend  it, it will  resist m otion .  T h e  
h a r d e r  you try  to move it, the  heav ier  a n d  stif
fer it becomes. It will be im poss ib le  to ra ise  it 
no m a t te r  ho w  h a rd  you try. H o w ev er ,  w h e n  I 
sn a p  m y fingers ,  w h e n  I sn a p  my f ingers , your  
a r m  will re lax ,  (pause, then sound of fingers 
snapping) N o w  you can ra ise  y o u r  a rm ,  if you 
w ish .  (The patient lifts his arm slightly.)

N o w ,  re lax  yourse lf  all  over  an d  fall asleep, 
even deeper .  Y o u r  eyes a r e  g lued toge ther ,  
very ,  very, very t igh tly  g lued  toge ther ,  as  if 
li t t le  steel b a n d s  b ind  th e m  toge ther .  T h e y  a re  
very t igh t ly  b o u n d  toge ther .  T h e  h a r d e r  you try  
to  o p e n  yo u r  eyes, the  h eav ie r  yo u r  lids are .  F i 
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n a l ly  toge ther ,  a n d  you feel yourse lf  doz ing  off, 
go ing  into a n  even deep e r  sleep. You a re  ge t t ing  
d r o w s i e r ,  d r o w s i e r ,  v e ry  t i r e d ,  v e ry ,  ve ry  
sleepy, (long  p a u se )

Lis ten  carefu lly  to me. I a m  go ing to s troke 
your  h a n d ,  an d  your  fo rea rm ,  a n d  yo u r  a rm ,  
and  as  I do  tha t ,  it will becom e just as  light as 
a fea ther .  As a m a t te r  of  fact , it m ay  sta rt  
s w ing ing  u p  in the  a i r  spon ta neous ly ;  it will be
com e so light th a t  it will a lm o s t  a u to m a t ica l ly  
sw ing  s t ra ig h t  u p  in th e  a i r ,  j u s t  as  light a s  a 
fea ther ,  s t ra ig h t  up. It floats a ro u n d  in the  a i r  
now , floats a ro u n d  in th e  a i r ,  j u s t  as  l ight  as  a 
fea ther .  I t  floats a ro u n d  in th e  a i r ,  ju s t  as  l ight 
as  a  fea ther ,  un t i l  I sn a p  my fingers .  ( T h e  p a 
tie n t eas ily  lifts  h is  a rm  a n d  w aves it.)  T h e n  it 
will slowly com e d o w n ,  s lowly d ow n .  N o w  it 
slowly comes d o w n ,  r ig h t  d o w n  to y o u r  th igh ,  
a n d  you slip off in to  a  d eep e r  sleep, a  deep e r  
sleep. ( T h e  arm  com es d o w n .)  W h e n  I ta lk  to 
you next,  you will be still m o re  deep ly  asleep. 
(lo n g  p a u se )

N o w ,  I w a n t  you to im a g in e  yourse lf  w a lk 
ing ou tdoors .  As soon as  you see yourse lf  w a lk 
ing ou tdoors ,  ra ise  yo u r  left h a n d  a b o u t  6 
inches. (H a n d  rises.) N o w  b r in g  it dow n.  
A g a in  v i su a l i z e  y o u r s e l f  w a l k i n g  o u td o o r s ,  
ra ise  your  left h a n d  a b o u t  6 inches. (H a n d  
rises.) N o w  b r in g  it d ow n .  A gain  visualize  
yourself  w a lk in g  o u td o o rs  on the  s treet, an d  
see yourse lf  en te r in g  a n  alley be tw een  tw o  
build ings.  You tu r n  in to  the  a l leyw ay  a n d  you 
w a lk  slowly, and ,  as  you do,  o n  th e  r ig h t -h a n d  
side of the  a l leyw ay  you notice a pa i l  of  w a te r ,  
s te am ing  hot  w a te r .  As soon as you see tha t ,  
ra ise  your  h a n d  a bou t  6 inches. (H a n d  rises.) 
G o o d .  N o w  b r in g  it d o w n .  L is ten  carefu lly  to 
me. T r y  no w  to test  h o w  ho t  th a t  w a te r  is. See 
yourse lf  w a lk in g  over to the  pa i l  of w a te r .  You 
take  yo u r  r igh t  h a n d  a n d  p lu n g e  it in to  the 
w a te r ,  an d  as you do,  you get  a  sensa t ion  of 
scalding, of  heat .  As soon as you  feel th a t ,  ind i
cate  it to me by y o u r  h a n d  r is ing  a b o u t  6 
inches. (H a n d  rises.) T h e  h a n d  feels t ingly  and  
sensi tive a n d  tender .  I a m  go ing  to show  you 
h o w  tender .  I a m  go ing  to show  you how  
t e n d e r  it is by p o k ing  it w i th  a pin.

As soon as I poke y o u r  h a n d  w i th  a p in ,  it 
m ay  feel very, very pa in fu l  a n d  tender .  I will 
show  you. V ery ,  very pa in fu l ,  j u s t  like tha t .  
(P a tien t w ith d ra w s  h a n d .)  In  co n tras t ,  th is 
o th e r  h a n d  is n o rm a l .  (T o u c h e d  w ith  a p in ,

the  h a n d  does n o t w ith d ra w .)  N o w  yo u r  h a n d  
r e tu rn s  to n o rm a l  sensation .  N o w  th e  left h a n d  
is go ing  to s ta r t  g e t t ing  n u m b .  It is go ing  to 
have  a feeling,  a  pecu l ia r  feeling,  a lm ost  as  if I 
h a d  in jected novocain  all  the w a y  a ro u n d  the 
wris t .  T h i s  gives you a  sensa t ion  of n u m b n es s  
th a t  increases to a  p o in t  w h e re  you get the  feel
ing  you a r e  w e a r in g  a  stiff, heavy,  lea ther  
glove.  T h e r e  is a sense of  feeling, b u t  no real
sense of  p a in ,  a sense of  feeling, bu t  no real
sense of  p a in ,  a sense of feeling, bu t  no  real
sense of  p a in .  As soon as you  feel your  h a n d
g ro w in g  n u m b  a n d  you have  a  sensat ion  as  if 
you a r e  w e a r in g  a  stiff, heavy ,  le a th e r  glove, 
ind ica te  it to m e  by ra is in g  y o u r  h a n d  a b o u t  6 
inches. (H a n d  rises.)  G ood .  N o w  b r in g  it 
dow n.

I a m  go ing  to poke  th is  h a n d  w i th  a p in, 
a n d  you will notice, in c o n t ra s t  to y o u r  r ight  
h a n d ,  w h ich  is r a th e r  ten d e r ,  th a t  th is  left 
h a n d  will be n u m b ;  th e re  will be no  rea l  pa in .  
You will  have  a  sensa t ion  of  feeling,  bu t  no 
real  p a in .  I will show  you, no p a in  even w hen  
I poke  it very deeply ,  no p a in .  You notice the 
difference w h e n  I touch  th is  h a n d  over  here  
a n d  th e  h a n d  here .  You notice th a t ,  d o n ’t you?

P t .  Yes.
Th. All r ig h t ,  n o w  go to sleep, m o re  deep ly  alseep. 

W h e n  I ta lk  to you ag a in ,  you  will  be even 
m o re  d eep ly  as leep ,  m o re  deep ly  as leep, (long  
p a u se )

N o w  listen carefu lly  to  me. Even  th o u g h  you 
a re  as leep, it will be poss ib le  for you to ta lk  to 
m e  j u s t  like a pe r so n  ta lks in  his sleep.  You 
will  be ab le  to ta lk  loudly  a n d  dist inctly , but  
you will  not  w ak e  up .  I w a n t  you to im agine  
yourse lf  w a lk in g  ou td o o rs  ag a in ,  b u t  this t im e 
you w a lk  ou t  in to  a  c o u r ty a rd  a n d  you see a 
ch u rc h ,  a beau tifu l  ch u rch ,  s teeple, sp ire ,  an d  
a  bell. As soon as you see the  ch u rch ,  indicate  
it by your  h a n d  r is ing .  (H a n d  rises.) G ood .  
N o w  b r in g  it d ow n .  N e x t  you see th e  bell; the  
bell begins to move;  th e  bell moves, an d  it 
s ta r t s  c lang ing .  Y ou  h e a r  the  c lang  clearly. As 
soon as you h e a r  th e  bell c lang ing ,  ind ica te  it 
to me by yo u r  h a n d  r is ing  a b o u t  6 inches.  
(H a n d  rises.)  N o w  b r in g  y o u r  h a n d  dow n.

Y ou t u r n  a r o u n d  f rom  the  co u r ty a rd ,  an d  
you go b ack  to  your  hom e.  Y ou  w a lk  into the 
living ro o m . You go over  to th e  rad io .  You 
tu r n  y o u r  r ad io  on, a n d  you h e a r  a sy m p h o n y  
o rch es t ra  B eautifu l  music  comes from  the
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radio. As soon as you hear it, indicate this to 
me by your hand rising about 6 inches. (Hand 
rises.) Good. Now bring it down. Can you 
recognize the music?

P t.  Uh-huh.
T h .  What was the music?
Pt. It is something by Bach.
T h .  Good. Next, you decide to go to the theater. 

You walk along the street. Then you notice a 
theater; you have a hunch that you want to see 
something in this particular theater, but you 
don’t know exactly what it is you want to see. 
You don’t even look at the billboard to see 
what may be playing. You walk right into the 
theater, down to the fourth row orchestra and 
sit down. You look up and notice that the cur
tain is down. There are very few people in the 
theater. You are rather curious as to what is 
behind that curtain.

P t. Uh-huh.
T h .  As soon as you observe yourself sitting in the 

theater, indicate it to me by your hand rising 
about 6 inches. (Hand rises.) Good. Now bring 
it down.

In your curiosity you notice that there is a 
man with a gray suit, a tall young man, up 
there on the platform. [To enhance identifica
tion, this person is of the same sex and attire 
as the patient.] He seems to be peering behind 
the curtain as if his patience has almost come 
to an end and he would like to see what is go
ing on backstage. But as he turns around, you 
notice that he has a horrified expression on his 
face as if he has seen something horrible, about 
the most horrible thing that could happen to a 
person. As you observe that, you begin to 
absorb some of that feeling. [This is a tech
nique of imagery evocation often useful in 
many ways.) And you wonder what is behind 
that scene. I am going to count from one to 
five, and then snap my fingers. At the count of 
five, as I snap my fingers, the curtain will sud
denly rise and you will see a scene that is what 
this man saw, the most horrible thing that can 
happen to a person, (counting to five, then 
sound of fingers snapping) Tell me about it as 
soon as you see it.

P t. No, no (crying)-, no, no, no (crying)-, no, no, 
no, no, no; I don’t know; I don’t know 
(screams with anguish).

T h .  Tell me.
P t.  I don’t know; I don’t know.

T h .  What has frightened you?
P t.  Oh (crying), oh, no, no, no.
T h .  The curtain is down.
Pt. Yes.
T h .  Something frightened you.
P t.  Yes. (crying)
T h .  The curtain goes down.
Pt.  (crying) Oh, oh, oh.
T h .  You saw something that frightened you.
Pt. I don’t know; I don’t know what I saw.
T h .  All right, now listen carefully to me. I am go

ing to help you. Something frightened you; 
something continues to frighten you all the 
time, and we have got to liberate you from 
that. You want to be liberated from that fright, 
don’t you?

Pt. Yes, yes, yes.
T h .  You would like to get over that fright. That 

fright makes you insecure. That fright may 
hold the key to your trouble.

Pt. Yes, yes, yes, yes, to the nightmare.
T h .  And when we uncover that fright and see what 

it is and get it out of your system, get rid of it, 
we’ll solve your nightmares.

P t.  Yes, that will be good.
T h .  Now listen carefully to me. You don’t know 

when this is going to happen. I am going to 
help you. You want to be helped?

P t.  Yes, yes.
T h .  All right, now listen to me. As you sit there, 

the scene is going to change completely. 
Instead of being a horrible scene, it will change 
to a happy scene. You are going to notice the 
same man peering behind the curtain again, 
but this time when he turns around, he has a 
happy expression on his face. The whole at
mosphere has changed. He feels very happy, 
very contented. As you see this wonderful ex
pression on his face, you too feel a part of it.
You realize he has seen the most wonderful
thing that can happen to a person. You feel as if 
it is about to happen to you. You watch that 
curtain very closely. At the count of five, I will 
snap my fingers and you will see the most won
derful thing that can happen to a person. 
(counting to five, then sound of fingers snap
ping) As soon as you do, I want you to tell me 
about it without waking up.

P t.  It is a play. No, no. (crying)
T h .  It is a play?
Pt. No. It is a play (crying in an agitated way).
T h .  It is a play?
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Pt. I am not happy—oh, oh. [Apparently the 
nightmarish image is still with the patient, 
neutralizing the happy scene.]

T h. You are not happy. The other thing bothers 
you, doesn’t it?

Pt. I don’t know what is behind that curtain. I 
don’t know. I don’t want to know. (crying in 
anguish)

T h. You don’t know?
Pt. No
T h. Listen carefully to me. You don’t know what is 

behind it, but you would like to know and get 
rid of it?

Pt. Yes.
T h. I am going to try to help you now so you will 

get rid of it once and for all. (Patient continues 
crying.) Listen.

Pt. Yes, yes.
T h. I am going to count from one to five. At the 

count of five, suddenly a number is going to 
flash into your mind.

T h. The number will be the number of letters in 
the word that holds the clue to what is behind 
the curtain that frightens you. It may hold the 
clue to what is behind the nightmare that 
frightens you. As I count from one to five, a 
number will suddenly flash into your mind as 
if it has been etched out. T ha t number will be 
the number of letters in the word, the key 
word, which contains a clue to this whole 
thing.

Pt. Uh-huh.
Th. And the letters all taken together, unscram

bled, will give us the clue to the word that is so 
significant, that has within it the core of your 
problem. Do you understand me?

Pt. Yes, yes.
Th. Give me the first number that flashes in your 

mind when I count to five. One, two, three, 
four, five.

Pt. Eleven.
T h. Eleven. All right, now rapidly from one to five, 

when I reach the count of five, a letter will 
flash into your mind. Give me the letters, 
regardless of the order. One, two, three, four, 
five.

Pt. H.
Th. One, two, three, four, five.
Pt. P.
Th. One, two, three, four, five.
Pt. R.
Th . One, two, three, four, five.

Pt. M
T h. One, two, three, four, five.
Pt. I.
T h .  One, two, three, four, five.
Pt. L.
T h . One, two, three, four, five.
Pt. E.
T h . One, two, three, four, five.
Pt. H
T h .  One, two, three, four, five.
Pt. O.
Th. One, two, three, four, five.
Pt. A, m, n— I don’t know.
Th. I will do it again. One, two, three, four, five.
Pt. A. O.
T h . All right, now listen carefully to me. I am go

ing to count from one to five, and this time 
when I reach the count of five, all these letters 
will just scramble together and make a word 
that will give you a clue. You understand me?

Pt. Yes.
T h . One, two, three, four, five.
Pt. Oh, oh, homophrile, homophrile.
Th. Homophrile? [77iir word, it was determined 

later, was “friend  and lover o f men, ” a 
designation of “homosexual. ” The patien t’s 
concern of his wife not being married to a man 
is somehow related to the fear that he is a ho
mosexual. ]

Th. Now, you have a clue. You are going to have a 
dream. T he  dream will not be too scary a 
dream, but it will be a first step in coming to 
an understanding of what this fear is. Do you 
understand me? The dream will be the first 
step.

Pt. Yes.
Th. It will have within it the essence of the word 

that you just spelled out for me. As soon as you 
have this dream, which may or may not be like 
the nightmares you have, you will open your 
eyes and wake up. As soon as you awaken, 
everything will be blotted out of your mind. It 
will be as if you are waking from a sound 
sleep. Then what I will do is tap three times 
on the side of the desk, like this. (three taps) 
With the third tap you will suddenly re
member the dream that caused you to wake 
up. Do you understand me?

Pt. Yes.
Th. You will have a dream. The dream will con

tain a clue, and then, as soon as you have had 
the dream, you will wake up. But you will blot
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the  d r e a m  from you m ind ,  o r  it will be very 
v ague in y o u r  m ind .  You w o n ’t r e m e m b e r ,  but  
on the  th i rd  tap  the  w hole  th in g  will  p o p  into 
y o u r  m ind.  D o  you u n d e r s ta n d  me?

P t .  Yes.
T h .  G o  to  sleep an d  have a d re a m ,  an d  then  w ake  

up .  [T h e  object in h a v in g  th e  p a tie n t  repress  
the  d re a m s is to p ro te c t h im  fr o m  a n y  associ
a ted  a n x ie ty . T h e  ta p p in g  s ig n a l m a y  release  
the  dream  i f  the  a n x ie ty  is n o t too grea t.]

T h .  (A fte r  severa l m in u te s  the  p a tie n t  a w a k e n s .)  
H o w  do you feel?

P t .  A li t t le  t i red.
T h .  A li t t le  t i red. W h a t  a re  you th in k in g  ab o u t?
P t .  W ell ,  wel l, I kn o w  I cr ied. B u t  . . .
T h .  A n y th in g  else? (pause a n d  th re e  taps)
P t .  O h ,  yes, I w as  on th a t  stage.
T h .  Yes.
P t .  A nd  only I cam e in to — it w a s — th ere  w a s  a 

w o m a n  seated a t  a  desk an d  she h a d  h e r  h a i r  
tied on top  of  h e r  head ,  an d  the  w ho le  th in g  
w a s  so red, d a m a s k ,  a  red  house  on th e  stage, a 
sort  of  a  w h o reh o u se .  T h i s  w o m a n  I guess w as 
sort  of  a  m a d a m e ;  a n d  the re  is a p a in t in g  by 
T o u lo u s e -L a u t r e c ,  th a t  is w h o  h e r  face was. 
She had  a  very s h a rp  nose. M a y b e  it w a s  one 
of th e  e n te r ta in e rs .  A n yw ay ,  she  w a s  sea ted  at  
h e r  desk, a n d  this is on  th e  stage, red  lights,  
an d  I w a lk ed  in an d  she gets u p  an d  greets  me; 
an d  she is a n  o lder  w o m a n ,  sort  of, a n d  she 
begins to caress me. O n ly  it gets too m uch ,  
c lu tch ing  a t  m y  clothes . A nd  then  a b o u t  five 
g ir ls  come out,  a n d  they  begin  caress ing  me, 
b u t  then  a f te r  th e i r  caresses s ta r ted ,  they  s ta r t  
to bite me,  to a t tack  me, to t e a r  off my clothes. 
I a m  su rp r ised ,  a  li t t le  f r igh tened ,  t u r n  alm ost  
in to  h a rp ie s  ac tual ly ,  in th e  classical sense of 
the  w ord .  I back a w a y  f rom  th e m  a n d  back 
a w a y  f rom them , a n d  I fall over  the  footlights 
in to  th e  o rch es t ra  pit . T h a t  w a s  th e  d r e a m  I 
j u s t  had .

T h .  I see.
P t .  T h e  w ho le  th ing  is red. O h ,  boy, w h a t  did I go 

t h ro u g h  today?
T h .  You seemed to go t h ro u g h  p lenty .
P t .  I r e m e m b e r  cry ing ,  a n d  I c o u ld n ’t stop. I 

r e m e m b e r  w h a t  I w en t  th ro u g h ,  ac tual ly .  I r e 
m e m b e r  you  told m e  to look beh ind  th a t  c u r 
ta in ,  and ,  you k now , I c o u ld n ’t see b eh ind  it. I 
d o n ’t k n o w  w h y  I cr ied  th o u g h .  I w a s  scared.

T h .  Som eth in g  scared  you.  Y ou  h ave  go t ten  a  clue 
as  to  w h a t  the  essence of  your  n ig h tm a re s  
m ig h t  be. It is j u s t  the  firs t clue, th e  first

b re a k in g  d o w n  of yo u r  repress ion .  As w e  keep 
a t  th is ,  you  shou ld  g r a d u a l ly  be ab le  to lift 
yo u r  rep re ss ions  a n d  becom e l ibera ted  f rom 
this m o n s te r  th a t  h a s  you by th e  th roa t .

P t .  I c a n ’t e x p la in  it to you. I d o n ’t kn o w  w h a t
m a d e  me cry  because  I d i d n ’t see an y th in g .  I
k n o w  you said it w a s  p leasan t  as  I a p p ro a c h e d
th a t  c u r ta in  aga in .  W h a t  m a d e  m e cry, I have 
no idea.

T h .  M m ,  h m m .
P t .  I ce r ta in ly  had  a s t r an g e  exper ience .
T h .  D o  you feel you w ere  in a  t r an ce?
P t .  I m u s t  h ave  been.  It  is a  fu n n y  th ing ,  I could

h e a r  you, I k new  w h a t  w a s  h a p p e n in g .  I can 
r e m e m b e r .  I a m  su re  I recall  th e  th ing ,  a n d  yet 
th e re  is no  q u es t io n  th a t  I w a s  h a rd ly  myself,  
l ike in the  crying.

T h .  I a m  so r ry  th a t  it had  to be as  pa in fu l  as it 
was.

P t .  S t ra n g e ly  e n o u g h ,  I c a n ’t e x p la in  it to you. I 
c a n ’t r e m e m b e r .  It  w a s  alm ost  a  re lease .

T h .  Yes.
P t .  A n d  th a t  is t rue.
T h .  U h - h u h .
P t .  T h e  c ry ing ,  a n d  it w a s n ’t p a u s e ) .
T h .  It shou ld  m a k e  you feel be t ter ,  a n d  it should  

poss ib ly  enab le  you to r e m e m b e r  yo u r  d re a m s  
o r  n ig h tm a re s .  H o w  do you th in k  you w ould  
feel if a  th in g  like y o u r  d r e a m  h a p p e n e d  in 
rea l i ty ?  S u p p o s in g  you w e re  to w a lk  in to  a 
h o u se  a n d  w e re  gree ted  by  these  c law ing  
h a rp ie s  w h o  cam e a t  you a n d  s ta r ted  tea r in g  at  
yo u r  sk in?  H o w  do you  th in k  you w ou ld  feel 
in a  s i tu a t io n  like t h a t?

P t .  I w a s  f r igh tened ,  f r igh tened ;  I w a n te d  to get 
o u t  of  th e  w horehouse .

T h .  T h e r e  is a  sexual  t inge  to th is?
P t .  O h ,  yes, very  definite ly ; yes, very  definite ly.
T h .  D o  you r e m e m b e r  a n y th in g  a b o u t  let ters?
P t .  I r e m e m b e r  all  th e  le tters,  b u t  it d i d n ’t come 

ou t  w i th  a n y th in g ,  did  it?
T h .  You cam e ou t  w i th  a  g ro u p  of  le t ters  th a t  s ta r t  

w i th  h-o-m -o .
P t .  I d i d n ’t use  all  th e  le tters, d id  I?
T h .  N o t  all.
P t .  I a m  no t  very  good at  a n a g r a m s ,  b u t  I will t ry  

to f igure  o u t  w h a t  th is  m eans .

At the next session the  pa t ien t  repor ted
an o th e r  d re a m  th a t  he ac tua lly  rem em bered ,
the  hypnotic  experience a p p a ren t ly  hav ing  re 
solved the resistance to d ream ing .  A w o m an
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w earing  a red gow n descended a flight of 
stairs. H e  noticed w ith  te r ro r  her exposed 
pubic area, w hich  consisted of an  open g ap ing  
mouth . As he w atched, the w om an  changed 
in to a th rea ten ing  tiger w ith  a fierce open 
mouth . At this po in t the pa t ien t  began to d is
cuss his feelings about his m other,  w h o m  he 
rem em bered  as w ear ing  a red gow n. H e  was 
overprotected by his m other ,  his fa ther  hav ing  
been an ex tremely  passive person w ho  died 
w hen  the pa tien t w as young. H e  rem em bered  
w ith  guilt hav ing  some vague sexual feelings 
tow ard  her. W h en  he m arr ie d ,  there  w ere 
some problem s w ith  im potence and  sexual 
indifference, but his wife wooed h im  out of his 
apa thy .  But this seduction app a re n t ly  opened 
up  a pocket of oedipal anxieties. O ccasional 
homosexual fantasies w ere  not acted out. It is 
interesting tha t  he began to re m em b er  his 
n igh tm ares  w hich  w ere pa tte rn ed  after the 
hypnotic  d ream  and  dealt  w ith  his fears of 
women. Soon he identified his wife in his

dream s. After a q u a r re l  he w ould  a lm ost a l
w a y s  hav e  a n ig h t m a r e  t h a t  ev e n in g .  At 
a ro u n d  the  fifteenth session he s ta r ted  com 
p la in ing  th a t  his sym ptom s w ere  not being 
relieved as rap id ly  as he wished, and  he associ
a ted  th is  w ith  the  fact th a t  his fa ther  did not 
he lp  h im  m uch. T h e  transference  elements 
w ere exposed in his d ream in g  abou t me as be
ing ineffectual like his fa ther.  I in te rp re ted  his 
transference  feelings, and  the  in te rp re ta t ions  
had  a d ram atic  effect on h im , enab ling  h im  to 
see how  he w as t r an s la t in g  w h a t  h ad  h appened  
before in the  here  and  now. F ro m  th is  po in t on 
we w ere  able  to establish excellent ra p p o r t .  H e  
w as  able to re la te  spendidly to  his wife and  his 
ch ildren , his w o rk  block d isap pea red ,  and  his 
n igh tm ares  vanished.

H yp n o tic  induction  techniques  a re  il lus
tra ted  in C h a p te r  15, w h ich  deals w ith  the 
m ak ing  of a cassette tape, as well as in the  case 
i l lus tra t ion  in th is  chap te r .  O th e r  techniques 
m ay  be found e lsewhere (W olberg ,  1948).

Conclusion

In most cases interview psycho therapy  will 
proceed satisfactorily w itho u t  needing to resort 
to c a ta ly z in g  te c h n iq u e s .  H o w e v e r ,  w h en  
certa in  blocks to trea tm en t  develop or w hen  it 
is difficult to define a  dynam ic  focus, m easures  
to resolve resistance or to accelerate progress 
may  be of value. H e re  a wide range  of methods 
is available, including confrontations, h y p 
nosis, narcoanalysis,  behavior therapy ,  G esta l t  
the rapy ,  guided imagery , emotive release s t r a t 
egies, experientia l th e rap y ,  d re a m  analysis,  
family therapy ,  and  analytic  g ro up  therapy .  
P re fe ren ce  for  te c h n iq u e s  is g e n e ra l ly  d e 
term ined by the th e r a p is t ’s t ra in ing  and  ex 
perience w ith  certa in  modalities. Resistance, of 
course, can also develop w ith  these cata lyz ing  
in terventions, and  the manifesta tions of re 
sistance m ay serve as a dynam ic  focus, the 
unders tand ing  and  w ork ing  th rou gh  of w hich  
m ay be of consequence for both sym ptom  relief 
and  personality  change.

C er ta in  advantages accrue to the use of h y p 

nosis as an  accelera ting  techn ique  w h e re  (1) 
incentives for interview th e rap y  a re  lacking,
(2) sym ptom  relief is an  exclusive motivation,
(3) r a p p o r t  is delayed in developing, (4) ver
b a l i z a t io n  is b locked  o r  im p o v e r i sh e d ,  (5) 
d ream s and  fantasies are  forgotten, (6) t r a n s 
ference a rousa l is deemed essential, (6) r e 
pressed m em ories  requ ire  recall,  (7) grea te r  
activity is essential in the  in terv iew , (8) little 
m ater ia l  is fo r thcom ing, (9) insight is not being 
converted into action , and  (10) w hen  there  are  
p ro b le m s  in t e r m i n a t i o n .  H y p n o s i s  a lso  
e n h a n c e s  th e  p la ce b o  effect in  th e r a p y ,  
intensifies the force of suggestion, and  opens 
the floodgates of em otional catharsis .  Some 
therap is ts  m ay  no t be able  to u tilize hypnosis 
as an  ad junc t in th e ra p y  because they fear its 
effects o r  a re  skeptical of its value. In such 
cases they m ay  be m ore  a m ena b le  to o th e r  ac 
c e le ra t in g  te c h n iq u e s  (W o lb e rg ,  1977 ,  pp . 
7 61 -8 3 3 ) .



CHAPTER 14

Crisis Intervention

In  recent years a g reat  deal of p lan n in g  has 
been conducted in the  U n ited  States in an  a t 
tem pt to lower the  ra te  of admissions to m enta l  
institutions, d im in ish  the incidence of suicides, 
qu ie t  the  ou tb rea k  of violence in the streets , 
and  in general reduce psychiatric  m orbidity .  
O n e  of the m a in  developm ents to w ard  these 
goals has been the  evolvement of methodologies 
in the a rea  of crisis intervention. T h e  recogni
tion tha t  crises a re  so com m on in the lives of 
all people has encouraged  the  g row th  of w alk- 
in c lin ics ,  p s y c h ia t r i c  e m e rg en cy  u n i t s  in 
general hospitals, suicide prevention  hot- line 
te lephone services, and  a  variety  of o ther  
facilities w hose a im  is res toring , in as few 
sessions as possible, the psychological balance 
of persons in states of em otional excitem ent or 
collapse.

W h a t  has become painfully  a p p a re n t  is tha t  
practically  every individual alive is a  po tentia l 
candida te  for a b reakd ow n  in the  adaptive  
equ il ib r ium  if the  stressful pressures  a re  suffi
ciently severe. A crisis m ay  prec ip ita te  a ro un d  
any  incident th a t  overw helm s on e ’s coping ca
pacities. T h e  crisis s t im ulus itself bears  little 
re la tionsh ip  to the  intensity  of the v ic t im ’s 
reaction. Some persons can to lera te  w ith  e q u a 
nim ity  t rem endous  hardsh ip s  and  adversity. 
O th e rs  will show a ca ta s trophic  response to 
w h a t  seems like a m inor  m ishap .  A specifically 
im po rtan t  event,  like ab an d o n m e n t  by a  love 
object, can touch off an explosive reaction in 
one w ho  w ould  respond m uch  less drastica lly  
to bombings, h u rr icanes ,  cataclysmic floods, 
sh ip w re c k ,  d i s a s t ro u s  reve rses  o f  econ om ic  
for tune , and  m a jo r  accidents. T h e  two im p o r
ta n t  variables are ,  first, the  m eaning  to the  in 
dividual of the ca lam ity  and ,  second, the  f le x 

ib ility  o f  o n e ’s defenses, th a t  is, the p revai ling  
ego s trength .

T h e  im m edia te  response to  a si tua t ion  tha t  
is in te rp re ted  as cataclysmic, such as the  sud
den  d ea th  of a loved one, a  violent accident, or 
an  irre tr ievab le  sha t te r ing  of security, is a 
d a z e d  shock  re a c t io n .  As if to  sa f e g u a rd  
oneself, a  pecu lia r  denial m echan ism  in te r 
venes accom panied  by num b ness  and  d e tach 
ment.  T h i s  defensive m aneuve r ,  however,  does 
not prevent the  in trus ion  of upse t t ing  fantasies 
o r  f r ig h te n in g  n ig h tm a r e s  f ro m  b r e a k in g  
t h r o u g h  p e r io d ic a l ly .  W h e n  th is  h a p p e n s ,  
den ia l  and  de tac hm en t  m ay  again  in tervene to 
rees tablish  a  tenu ou s  equ il ib r iu m , only to be 
followed by a repet it ion  of fearsome r u m in a 
tions. It is as if the  individual is both  denying  
a n d  then try ing  som ehow  to acqu ire  u n d e r 
s tand ing  and  to  resolve anxie ty  and  guilt.  
V a r io u s  re a c t io n s  to  a n d  defenses  a g a in s t  
anxie ty  m ay  prec ip ita te  self-accusations, ag 
gression, phobias ,  and  excessive indulgence in 
alcohol or t ranqu il ize rs .  M oreo ver ,  d o rm a n t  
past  conflicts m ay  be aroused , m arsh a l l in g  
neurotic  sym ptom atic  and  d is torted charac- 
terologic displays. At the  core of this  confound
ing cycle of den ia l  and  twisted repetit ive re 
m em b erin g  is, first, the  m in d ’s a t te m p t to 
protect itself by repressing w h a t  had  h ap pen ed  
and ,  second, to heal itself by reprocessing and  
w ork in g  th ro u g h  the  t r au m a t ic  experience  in 
o rder  to reconcile it w ith  the  present reality  
si tuation. In  an  individual w ith  good ego 
s treng th  this  struggle  usual ly  te rm ina tes  in a 
successful resolu tion  of the  crisis event.  T h u s ,  
following a crisis s i tuation, most people  a re  ca 
pable  after a  period  of 4 to 6 weeks of picking 
up  the  pieces, pu t t in g  themselves toge ther ,  and
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resum ing  the ir  lives a long lines s im ila r  to 
before. People w ho  come to a clinic o r  to  a 
p rivate  p rac t i t ioner  are  those w ho  have failed 
to achieve resolution  of stressful life events.

In  some of these less fo r tuna te  individuals  
the outcome is dubious , even tua ting  in p ro 
longed and  even p e rm a n e n t  c r ipp ling  of func
tioning. T o  shor ten  the  s truggle  and  to bols ter 
success in those w ho  o therw ise  w o u ld  be 
destined to a  failing ad ap ta t io n ,  psycho therapy  
offers the individual an  excellent o p p o r tu n ity  
to deal constructively w ith  the crisis.

In  the  psycho therapeu tic  t re a tm en t  of crisis 
s i tuations (crisis therapy) th e  goal is rap id  
em otional relief— and  not basic personali ty  
modification. T h is  does not m e an  th a t  we 
neglect o ppor tun it ies  to effectuate personali ty  
change. Since such a lte ra t ions  will req u ire

tim e  to provide for resolu tion  of inn e r  conflicts 
a n d  the  reshuffl ing of the  in trapsych ic  s truc
tu re ,  the  most we can hope  for is to b r ing  the 
p a t ien t  to some aw areness  of how  underly ing  
p rob lem s a re  re la ted  to the  im m edia te  crisis. It 
is gratify ing how  some pa t ien ts  will g rasp  the 
significance of th is  association an d  in the  post
th e ra p y  period  w o rk  to w a rd  a  be t te rm en t  of 
fun dam en ta l  characterologic  dis tort ions. O b 
viously, w h e re  m o re  th a n  the  usual six-session 
l im it of crisis-oriented  th e r a p y  can be offered, 
the  g rea te r  will  be the  possibility  of d em o n 
s t ra t ing  the  opera t ive  dynam ics. Yet w here  the 
p a t ien t  possesses a  m otivat ion  for ch an g e— and  
the  existing crisis often s t im ula tes  such a m oti
va t io n— even six sessions m a y  regis ter  a  sig
nif icant im pact on the  psychological s ta tus 
quo.

Variables Determining the Mode of 
Crisis Therapy

Catastrophic Symptoms Requiring 
Immediate Attention

Selection of techniques in crisis th e rap y  are  
geared to four variables  (W olberg , 1972). T h e  
first variable  we m ust consider re la tes  to 
catastrophic  sym ptom s th a t  req u i re  im m edia te  
handling .  T h e  most com m on emergencies  are  
severe depressions w ith  strong  suicidal te n 
dencies, acute  psychotic upsets w ith  aggressive 
o r  b izarre  behavior ,  in tense anxie ty  and  pan ic  
states,  excited hysterical reactions, and  d rug  
an d  a lco ho l ic  in to x ic a t io n s .  O c c a s io n a l ly ,  
sym ptom s a re  sufficiently severe to const itu te  a 
po rten tous  th rea t  to the  individual o r  others,  
u nd er  w hich  circumstances it is essential to 
c o n s id e r  im m e d ia te  h o s p i t a l i z a t io n .  C o n 
ferences w ith  responsible  relatives o r  friends 
will then  be essential in o rde r  to m ak e  provision 
for the most a d e qu a te  resource. F o r tun a te ly ,  
th i s  c o n t in g e n c y  is r a r e  b eca u se  of th e  
availabil ity  of m odern  som atic  therapy .  C o n su l 

ta t ions  w ith  a psychia tris t  skilled in the  a d m in 
is tra t ion  of som atic  t r ea tm en ts  w ill ,  of course, 
be in  order .  Electroconvulsive th e rap y  m ay  be 
necessary to in te r ru p t  suicidal depression  o r  ex
citement. A cute  psychotic a ttacks  usual ly  yield 
to a  regim en of the neuro lep tics  in the  m ed ium  
of a suppor tive  and  sym pathe t ic  re la tionsh ip .  It 
m ay  requ ire  a lm ost su p e rh u m a n  fo rebearance  
to listen a ttentively  to the  p a t i e n t ’s concerns, 
w ith  m in im a l  expressions of censure  o r  in 
c redulity  for delus ional o r  h a l luc ina to ry  con
tent. P an ic  react ions in the  p a t ien t  re q u i re  not 
only  for titude on  the  p a r t  of the  therap is t ,  but 
also the abil ity  to  com m unica te  com passion  
b lended w ith  hope. In  an  em ergency  ro o m  in a 
hospi ta l it m ay  be difficult to p rov ide  the quie t 
objective a tm o sp h e re  th a t  is needed, bu t a n  a t 
tentive sym pathe t ic  doctor o r  nu rse  can  do 
m u ch  to reassu re  the  patien t.  L a te r ,  frequent 
v is i ts ,  even d a i ly ,  do  m u c h  to r e a s s u r e  a 
f r ightened p a t ien t  w ho  feels h im self  o r  herself  to 
be ou t of control.
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Less ca tas trophic  sym ptom s a re  hand led  in 
accordance w ith  the  prevai ling  emotional state. 
T h u s  d u r in g  the  first stages of denial and  
detachm ent,  techniques of confron ta t ion  and  
active in te rp re ta t ion  of resistances m ay  help  to 
get the  pa tien t ta lking. W h e re  there  is extrem e 
repression , hypnotic  p ro b in g  and  narcoanalysis  
m ay  be useful. O n  the o the r  h and ,  w h ere  the 
p a t ien t  is flooded by anxie ty , tension, guilt,  
a n d  r u m in a t io n s  c o n c e rn in g  th e  s t ress fu l  
events , a t tem pts  a re  m ade  to reestablish con
trols th rou gh  re laxa t ion  m ethods (like m ed i ta 
tion, autogenic tra in in g ,  re lax ing  h y p n o th e r 
apy, and  biofeedback), or  by pharm acolog ical  
tran qu il iza t ion  (V alium , L ib r iu m ) ,  o r  by rest,  
diversions (like social activit ies, hobbies, and  
occupational therapy) ,  o r  by behavioral desen
sitization and  reassurance .

The Nature of the Precipitating 
Agency

O n ce  troublesom e sym ptom s are  b rough t 
u n d e r  reasonab le  re s tra in t ,  a t ten tion  can be 
focused on the  second im p o rtan t  variab le  in the 
crisis reaction, the  n a tu re  of the precip ita ting  
agency. T h i s  is usual ly  in the  form of some en 
vironm enta l  episode th a t  th rea ten s  the  ind i
v id u a l’s security o r  dam ages  the  self-esteem. A 
developm ental crisis, broken  love affair, rejec
tion by or dea th  of a love object, violent 
m ar ita l  discord, pers is t ing  de linquen t behavior 
and  d ru g  consum ption  by im p o r tan t  family 
m e m b e rs ,  t r a n s p o r t a t i o n  o r  in d u s t r i a l  a n d  
o the r  accidents, developm ent of an in capac ita t
ing o r  l ife-threatening illness, ca lam itous  fi
nancia l reverses, and  m an y  o th e r  provocative 
events m ay  be the  tr iggers th a t  set off a crisis. 
It is ra re  th a t  the  ex ternal p rec ip itan ts  th a t  the 
p a tien t  holds responsible  for the  present t r o u 
bles a re  entire ly  o r  even most im p ortan t ly  the 
cause.

Indeed, the  th e rap is t  will usual ly  find th a t  
the  pa tien t  par t ic ipates  actively in in itia ting  
and  sus ta in ing  m an y  of the  env ironm enta l  m is
fortunes th a t  p resu m ab ly  a re  to b lam e. Yet

respectful lis tening a n d  ques t ion ing  will give 
the  th e rap is t  d a ta  reg a rd in g  the  cha rac te r  
s t ruc tu re  of the  pa tien t,  the  need for upse t t ing  
involvements, projective tendencies, and  th e  le
g it im ate  h a rd sh ip s  to w hich  the  pa t ien t  is 
inescapably  exposed. A n assay  of the exis ting 
and  po ten t ia l  in n e r  s treng ths  in re la tion  to the 
unavoidab le  stresses tha t  m us t be en d u red  and  
identif ication of rem ed iab le  p rob lem  areas  will 
enab le  the  th e rap is t  be tter  to focus the  th e r a 
peutic  efforts. C ruc ia l  is som e kind of cognitive 
reprocessing th a t  is most effectively accom 
plished by in te rp re ta t io n .  T h e  object is to he lp  
the  p a t ien t  find a  different m ean ing  for the 
upset t ing  events and  to evolve m ore  a d e q u a te  
ways of coping.

The Impact of the Family on the 
Patient

T h e  th i rd  variab le ,  the  im pac t on the  p a 
tient of the  family system, is especially im p o r
ta n t  in ch ild ren  an d  adolescents as well as in 
those living in a  closely knit  family system. 
T h e  im pac t of the  family m ay  not be im 
mediately  a p p a re n t ,  bu t a  crisis frequen tly  in 
dicates a  collapsing family system, the  end 
result of w hich  is a  b reak do w n  in the  identif ied 
p a t i e n t ’s c a p a c i t ie s  for a d a p ta t i o n .  C r is i s  
theory  assum es th a t  the  fam ily  is the  basic u n it  
and  th a t  an  em otional illness in any  family 
m em b er  connotes  a d is ru p t ion  in the  family 
homeostasis . Such a d is rup tio n  is not a l to 
ge ther  bad  because th ro u g h  it oppo r tu n i t ie s  
a r e  o p e n e d  u p  for  c h a n g e  w i th  p o te n t ia l  
benefit to each m em ber.  T ra d i t io n a l  psycho
th e rap y  a ttem p ts  to trea t  the individual pa t ien t  
and  often relieves the  fam ily  of responsibili ty  
for w h a t  is going on w ith  the  pa tien t.  Cris is  
theory , on the  o ther  han d ,  insists th a t  change 
m us t involve m o re  th a n  the patien t .  T h e  most 
f r e q u e n t ly  u sed  m o d a l i ty ,  c o n s e q u e n t ly ,  is 
family therapy ,  the  object of w hich  is the 
h a rness ing  and  expansion  of the  constructive 
elem ents in the family s i tua t ion . T h e  the rap is t  
does no t  a t t e m p t  to  h a l t  th e  c r is is  by
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reassurance  but ra th e r  to utilize the  crisis as 
an ins tru m en t  of change. D u r in g  a crisis a 
family in distress m ay  be w ill ing  to let a  th e r a 
pist en te r  into the  picture ,  recogniz ing th a t  it 
c a n n o t  by i t se l f  cope w i th  th e  e x is t in g  
emergency. T h e  boundaries  a re  at the s tart 
fluid enough  so tha t  new consolidations be
come possible. T h e  family system p r io r  to  the 
crisis and  after the  crisis usual ly  seals off all 
points of entry . D u r in g  the  crisis, before new 
and  pe rh aps  even m ore  destructive decisions 
have been m ade, a point is reached w here  we 
m ay in troduce some new perspectives. T h is  
point m ay exist for only a  short period of time; 
therefore it is vital tha t  there  be no delay in 
render ing  service.

T h u s  a crisis will pe rm it  in tervention tha t  
would not be acceptable  before nor subsequent 
to the  crisis explosion. O n e  de te ren t frequently  
is the fam ily’s insistentence on hosp i ta l iza t ion , 
no longer being able to cope w ith  the identified 
p a t ie n t’s upse t t ing  behavior. A lternatives to 
hospita liza tion  will p resent themselves to an 
astu te  therap is t  w ho establishes contact w ith  
the family. Some of the operative dynam ics 
m ay become s tar t ing ly  a p p a re n t  by listening to 
the  in terchanges of the pa tien t and  the  family.

T h e  most im p o r tan t  responsib ili ty  of the 
therap is t  is to get the family to u n ders tan d  
whac is going on w ith  the pa t ien t  in the exis t
ing setting and  to de term ine  w hy the crisis has 
occurred now. U n de rs tan d a b ly  there  is a h is
tory to the crisis and  a variety  of solutions have 
been tried. T h e  th erap is t  m ay  ask him self  w hy 
these m easures  w ere  a ttem pted  and  w hy  they 
failed, o r  at least w hy  they have not succeeded 
sufficiently. T h e  family should be involved in 
solutions to be utilized and  should have an 
idea as to the reasons for this. A ssignm ent of 
tasks for each m em ber is an excellent method 
of getting people  to w ork  together and  such 
assignments m ay  be qu i te  a rb i t ra ry  ones. T h e  
im portan t  th ing  is to get every m em b er  in 
volved in some way. T h i s  will br ing  out 
certa in  resistances which m ay have to be ne
gotiated. T ra d e s  m ay be m ad e  w ith  the  object 
of securing better cooperation. Since crisis in 

te rvention is a  sh o r t- te rm  process, it should  be 
m ad e  clear th a t  visits a re  limited. T h i s  is to 
avoid  d e p e n d e n c ie s  a n d  r e s e n tm e n ts  a b o u t  
te rm ina tion .

The Patient's Behavior and Its 
Roots

T h e  four th  variab le  is often the crucial fac
to r in in t ia t ing  the  crisis s i tuation . U nresolved 
and  dem a n d in g  childhood needs, defenses and  
conflicts th a t  ob trud e  themselves on ad u lt  a d 
ju s tm e n t ,  and  compulsively d ragoon  the  p a 
tient into activities th a t  a re  bound  to end  in 
disaster, w ould  seem to invite exp lo ra tions  tha t  
a therap is t ,  t ra ined  in dynam ic  psych o th e ra 
peutic  methodology, m ay  w ith  some p rob ing  
be able to identify. T h e  abil i ty  to relate  the  p a 
t ie n t’s ou tm oded  and  neuro t ic  modes of behav
ing, and  the  circum stances of the ir  develop
m en t in early  conditionings, as well as the 
recognition of how  personali ty  difficulties have 
bro ug h t  abou t the  crisis, w ould  be h igh ly  d e 
sirable, p robab ly  constitu ting  the  difference be
tw een m erely  pa ll ia t ing  the p resen t p rob lem  
and  p rov id ing  some p e rm a n en t  solution for it. 
S ince  th e  g o a ls  of cr is is  in te rv e n t io n  a re  
limited, however,  to rees tab l ish ing  the precrisis 
equ il ib r iu m , and  the  time allotted to th e rap y  is 
circumscribed to the  mere  achievement of this 
goal, we m ay not be able  to do m uch m ore  
th an  to merely point out the  a reas  for fu r ther  
w ork  and  exp lo ra tion .  Because crisis the rap y  
is goal limited, there  is a tendency to veer 
aw ay  from  insight therap ies  o rgan ized  a ro un d  
psychodynam ic  models tow ard  m ore active be- 
hav io ra l- lea rn in g  techniques, w hich  a re  d i
rec ted  at r e in fo rc in g  a p p r o p r i a t e  a n d  d is 
courag ing  m alad ap tive  behavior .  T h e  effort 
has  been directed  to w ard  the  t re a tm e n t  of cou
ples, of entire  families, and  of g roups  of n o n re 
lated people  as p r im a ry  therap eu tic  in s t ru 
ments. T h e  basic the rap eu tic  th ru s t  is, as has 
been mentioned , on such practical areas  as the 
im m edia te  d is tu rb in g  env ironm enta l  si tua t ion  
and  the p a t i e n t ’s d is rup tive  sym ptom s, em 
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ploying a com bination  of active p rocedures like 
d ru g  th e rapy  and  milieu therapy .  T h e  few 
sessions devoted to t r ea tm en t  in crisis in te rven
tion certainly prevent any  extensive concern 
w ith  the opera t ions  of unconscious conflict. Yet 
a great deal of d a ta  m ay  be ob ta ined  by ta lk ing  
to the  pa t ien t  and  by studying  the  in terac tions 
of the  family, both  in family th e rap y  and  
th r o u g h  the  o b s e rv a t io n s  of a p sy c h ia t r i c  
nurse , casew orker,  or psychiatr ic  team  w ho 
visit the  home. Such d a ta  will be helpful in

crisis th e rapy  p lan n in g  o r  in a  con tinu ing  
therapeu tic  p ro g ram .

In o rgan iz ing  a  con tinu ing  p ro g ram  we 
m us t recognize, w itho u t  m in im iz ing  the  value 
of dep th  approaches ,  th a t  not all persons, 
a ssum ing  th a t  they  can afford long- te rm  th e r 
apy, are  sufficiently well m otivated , in trospec
tive, and  possessed of quali t ies  of sufficient ego 
s treng th  to pe rm it  the use of o ther  th a n  ex
pedient,  w orkab le ,  and  goal- lim ited  methods 
aim ed at crisis resolu tion  and  sym ptom  relief.

Technical Suggestions

T h e  a v e ra g e  p a t i e n t  a p p ly in g  for  h e lp  
generally  com plains about a d is tu rb ing  sym p 
tom such as tension, anxie ty , depression, in 
som nia , pan icky  feelings, physical p rob lem s, 
an d  so on. Associated life events a re  considered 
secondary c ircum stances even th ough  it m ay  
become obvious th a t  they are  the  p r im ary  etio
logical p rec ip ita ting  agencies. Sometim es the 
pa tien t  recognizes the im portance  of a t r a u 
matic s i tuation , such as separa tion ,  divorce, 
death  of a family m em ber, an  accident, o r  fi
nancia l disaster, and  will focus discussions 
a ro und  painful associations to these. In a p 
proach ing  such a pa tien t,  em path ic  l istening is 
the  keynote. T h e  most th a t  can be done d u r in g  
the  first two sessions is to identify the  key t ro u 
ble areas ,  and  p e rhap s  reassu re  the pa tien t  
th a t  there  are w ays of coping w ith  the  diffi
culty since o thers  have also gone th rou gh  sim i
la r  upse t t ing  events and  w ith  p ro p e r  th e rap y  
have overcome them  and  even have gotten 
s tronger in the  process.  T h e  following is an  ex
cerpt from an  early  interview w ith  a w o m an  
suffering from a reactive depression.

Pt. I t  all  seems hopeless. I j u s t  c a n ’t seem to pull  
m yse lf  to g e th e r  af ter  J a c k  left me.  I keep  fal l
ing a p a r t  a n d  c a n ’t in terest  m yse lf  in a ny th ing .  

T h. Y o u r  r e a c t io n  is c e r t a i n l y  u n d e r s t a n d a b l e .  
W h y  s h o u ld n ’t you feel in d ig n a n t ,  h u r t  an d  
a n g ry ,  a n d  depressed .  But  you  w o u ld  like to

get  over  J a c k ,  w o u l d n ’t you, an d  go on  to  be 
h a p p y  a g a in ?

Pt. (pause)  D o  you  th in k  t h a t ’s poss ib le?
T h. If  I d i d n ’t, I w o u l d n ’t be s i t t ing  he re  w i th  you.  

O t h e r  w o m e n  h ave  g one  th r o u g h  s im i la r  d ese r 
t ions  a n d  have  come ou t  on top .  A n d  you can 

too.
Pt. I ’d like to  s ta r t .
T h. W e  have s ta rted .

In  allow ing  a pa t ien t  to focus on his p re sen t
ing p rob lem  the the rap is t  m ust a lw ays a t tem p t 
to an sw er  the  questions W h y  n o w ?  W h y  did 
the difficulty b reak  ou t at th is  t im e? D id  the 
p a t ien t  in any  w ay  part ic ipa te  in bring ing  
abou t the  crisis? T h o u g h  th e  la t te r  m ay  seem 
obvious, the  p a t ien t  m ay  not see this  clearly, 
bu t th ro u g h  in terv iew ing  an d  clarif ication he 
m ay  be helped to identify the  sources of the  
crisis and  o n e ’s personal par t ic ip a t ion  in it.

It is im p o r ta n t  to be a ler t to how  the  crisis 
c an  be c o n v e r te d  in to  a n  o p p o r t u n i t y  for 
change. A p pra isa l  of the  p a t i e n t ’s ego s treng th ,  
flexibili ty, an d  motivat ion  a re  helpful, though  
th is  assay at first m ay  not be entire ly  accurate .  
T h e  pa t ien t  w hen  first app ly ing  for help  is at 
low ebb and  m ay  not p resent an  optimistic  pic
tu re  of la ten t potentialities. T h ese  m ay  filter 
th r o u g h  l a t e r  on  as h o p e  p e n e t r a te s  th e  
depressive fog in w hich  th e  p a t ien t  is e n 
veloped.

As prob lem s become clarified and  identified
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th r o u g h  in te rv ie w in g ,  th e  p a t i e n t  a n d  th e  
family in family the rap y  will be tter  be able  to 
deal w ith  such prob lem s constructively. T h e  
therap is t  m ay  sometimes do no th ing  m ore  th an  
facili tate venti la t ion of th ou gh ts  an d  feelings 
am ong  the  family mem bers.  V erba l iza t ion  and  
comm unicat ion  have grea t  pow ers  of healing. 
T h e  therap is t  need not sit in ju d g m e n t  over 
w ha t  is being said nor a lw ays  offer golden 
words of advice. By keep ing  com m unicat ion  
open, by asking the r igh t questions,  one m ay 
help  the family to productive decisions tha t  
will lead to p rob lem  solving and  resolution. It 
m ay  be difficult at the  s tart to get the  family 
m em bers  to open u p  after years  of w i th d raw a l  
and  secret m an ipu la t ions .  A simple invita tion 
like “ I believe you will all feel be tter  if you 
each tell me w h a t  is on your m in d ” m ay  get 
th e  c o n v e rs a t io n a l  p rocess  go ing .  I f  no n e  
starts , the the rap is t  m ay  ask a p e r t in en t  q u es 
tion as an  opener  o r  m ak e  a simple s ta tem ent 
such as “ I ’ll bet each of you feels w orried  
about w h a t  has happened .  W h y  d o n ’t you each 
ta lk  about th i s .”

Some patien ts  are  ex trem ely  concerned w ith  
the ir  physical sym ptom s th a t  accom pany o r  are  
manifesta tions of anxiety, and  they m ay  be 
convinced, in spite of negative physical f ind
ings, th a t  they have a te rm ina l  disease. W h e re  
there  is a p reoccupat ion  w ith  these sym ptom s, 
an  exp lana tion  such as the following m ay  help:

Th. W h e n  a  person  is upse t  em o t io n a l ly  every p a r t  
of  th e  body is affected. T h e  h e a r t  goes faster;  
the  muscles get  tenser;  h ead ac h es  m a y  occur;  
o r  th e  s tom ach  m ay  get upset . P rac t ica l ly  every 
o rg a n  in the  body m a y  be affected. F o r t u 
nate ly ,  w h e n  the  em ot iona l  upse t  passes, the  
o rg a n s  will  tend  to recover.

Should the pa t ien t  w onder w hy  o the r  people  
react less intensely to troubles  th an  he does 
and  b lam e him self  for failing, he m ay  be told 
th a t  he can do som eth ing  about it:

T h. C h i ld re n  a re  b o rn  d if feren t— som e a re  active,  
some less active.  You h ave  a sensitive nervous  
system, w h ich  is bo th  good a n d  bad ;  good be
cause  you a re  a  respons ive  pe r so n  to  even 
nuances ,  bu t  also bad  for you  since you react

very actively to stress a n d  suffer a  good deal. 
Y ou  can  do  s o m e th in g  a b o u t  th is  to  reduce  
yo u r  o v e r reac t ion  to stress.

T h e  following is a  sum m atio n  of practical 
poin ts  to p u rsu e  in th e  practice  of crisis in te r 
vention.

1. See the pa tien t within 24 hours o f the
calling fo r help even if it m ean s  canceling an 
ap p o in tm en t .  A crisis in the  life of an  ind i
vidual is ap t  to m otivate  one  to seek help  from 
some outside agency th a t  o therw ise  w ou ld  be 
av o ided .  S h o u ld  su ch  a id  be im m e d ia te ly  
unavailab le ,  one  m ay  in despera tion  exploit 
spur ious  m easures  and  defenses th a t  aba te  the 
crisis bu t com prom ise  a n  op tim al  ad jus tm ent.  
M o r e  insidiously, the  incentive for th e rap y  will 
van ish  w ith  resolution of the  emergency. T h e  
th e rap is t  should , therefore,  m ake  every effort 
to  see a person  in crisis p referab ly  on th e  very 
day  th a t  he lp  is requested .

2. At the  in itial interview alert yourself to
patients at high risk fo r  suicide. T h e se  a re  (a) 
persons w ho  have a  previous h is to ry  of a t 
tem p tin g  suicide, (b) endogenous depression 
(h is to ry  o f  cyclic a t t a c k s ,  e a r ly  m o r n in g  
aw aken in g ,  loss of appeti te ,  re ta rd a t io n ,  loss of 
energy o r  sex drive), (c) young d ru g  abusers ,  
(d) alcoholic female pa tien ts ,  (e) middle-aged 
m en  recently  w idow ed, divorced, o r  separa ted ,  
(f) elderly isolated persons.

3. Handle im m ediately any depression in
the above patients. Avoid hosp i ta l iza t ion  if 
possible except in deep depressions w h e re  a t 
tem pts  a t  suicide have been m ade  recently  or 
the  p as t  o r  a re  seriously th re a ten ed  now . Elec- 
troconvulsive th e rap y  is best for dangerous  
depressions. Ins ti tu te  an t idepressan t  m edica
tions (T ofran il ,  E lavil,  S in equ an )  in adeq ua te  
dosage w here  there  is no  im m edia te  risk.

4. Evaluate the stress situation. D oes it
seem sufficiently ad equ a te  to account for the 
presen t crisis? W h a t  is the  family s i tuation , 
and  how  is it re la ted  to the  p a t i e n t ’s upset?  
W h a t  w ere  pas t  modes of dealing  w ith  crises, 
an d  how  successful w ere  they?

5. Evaluate the existing support systems
available to the pa tien t th a t  you can  u tilize in
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the  therapeutic  p lan . H o w  solid and  reliable 
a re  certa in  m em bers  of the family? W h a t  com 
m uni ty  resources are  available? W h a t  are  the 
s trengths of the  family w ith  w ho m  the  pa tien t  
will live?

6. E stim a te  the p a t i e n t ’s ego resources.
W h a t  ego resources does the  p a tien t  have to 
depend  on, estim ated by successes and  achieve
ments  in the  pas t?  Positive coping capacities 
are  of grea ter  im portance  th an  the prevailing  
pathology.

7. H elp  the p a tien t to an aw areness o f  the
factors involved in the reaction to the crisis. 
T h e  p a t ie n t’s in te rpersona l re lations should  be 
reviewed in the  hope  of un d ers tan d in g  and 
reevaluating  att i tudes and  p a t te rn s  th a t  get the 
pa t ien t  into difficulty.

8. P rovide thoughtful, em path ic listen ing
a n d  su p p o r tiv e  reassu rance. T h e s e  a re  
essential to enhance  the w ork ing  re la tionsh ip  
and  to restore  hope. T h e  th e rap is t  m us t com
m unicate  aw areness  of the  p a t i e n t ’s difficulties. 
T h e  pa t ien t  should be helped to realize  w h a t  
prob lem s are  stress re la ted  and  th a t  w ith  
guidance  one can  learn  to cope w ith  o r  remove 
the  stress.

9. U tilize  tranqu ilizers only w here anxiety
is so g rea t that the p a tien t cannot m ake deci
sions. W h e n  the  pa t ien t  is so concerned w ith  
fighting off anxie ty  th a t  there  is no cooperation 
w i th  th e  t r e a tm e n t  p la n ,  p re s c r ib e  an  
anxiolytic (V alium , L ib rium ).  T h is  is a  tem p o
ra ry  expedient only. In  the  event a  schizo
phren ic  pa tien t m ust con tinue  to live w ith  
hostile o r  d is tu rbed  p a ren ts  w ho  fail to re 
spond to or refuse exposure  to family therapy ,  
prescribe a  neuro lep tic  and  establish a w ay  to 
see th a t  medications are  taken  regularly .

10. D eal w ith  the im m ediate p resen t and
avoid  p rob in g  o f  the past. O u r  chief concern is 
the  here  and  now. W h a t  is the p a t i e n t ’s 
p resent life s i tua t ion?  Is t roub le  im pend ing?  
T h e  focus is on any  im m edia te  d isruptive  
s i tuation responsible for the  crisis as well as on 
the  corrective m easures  to be exploited. H is 
torical m ate r ia l  is considered only if it is d i
rectly linked to the  cu rren t problem.

11. A vo id  exp lorin g  fo r  dynam ic factors.
T im e  in th e rap y  is too short for this.  T h e r a p y  
m us t be rea l i ty  o r iented , geared  to w ard  p ro b 
lem solving. T h e  goal is res to ra t ion  of the 
precrisis  stability. B ut if dynam ic  factors like 
transference  p roduce  resistance to th e rap y  or 
to the  therap is t ,  deal rap id ly  w ith  the  re 
sistances in o rd e r  to dissipate  them . W h e re  dy
n am ic  m ater ia l  is “ th r o w n ”  at the therap is t ,  
u tilize it in t re a tm en t  p lann ing .

12. A im  f o r  in creasin g  se lf-re lia n ce  a n d
fin d in g  alternative  constructive solu tions fo r  
prob lem s. I t  is essential th a t  the  pa tien t a n t i 
cipate  fu tu re  sources of stress, lea rn ing  how  to 
cope w ith  these by s t reng then ing  adaptive  
skills and  e l im ina ting  hab its  an d  pa t te rn s  th a t  
can  lead to trouble .

13. A lw a ys involve the fa m ily  or significant
others in the trea tm en t p lan . A  crisis r e p re 
sents both  an  individual an d  a family system 
collapse, and  fam ily  th e rap y  is helpful to a lte r  
the  family system. A family m em b er  o r  signifi
can t fr iend should  be assigned to supervise 
d ru g  in take  w here  prescribed and  to share  
responsib ili ty  in depressed patients .

14. G roup th erapy can also be helpful both
as a  th e rap y  in itself and  as an  ad junc t  to ind i
v idual sessions. C on tac t  w ith  peers w h o  are  
w o rk ing  th ro u g h  the ir  difficulties is reassu ring  
a n d  e d u c a t io n a l .  S o m e  th e r a p i s t s  co n s id e r  
sho r t- te rm  g ro u p  th e rap y  super io r  to ind i
v idual th e rap y  for crises.

15. T erm inate therapy w ith in  six sessions if
possib le  an d  in extrem e circum stances no la ter  
than 3 m onths after trea tm en t has s ta rted  to 
avoid dependency. T h e  pa t ien t  is assured  of 
fu r th e r  help  in the  fu tu re  if requ ired .

16. W here the p a tien t needs an d  is m o ti
va ted  fo r  fu r th er  help fo r  pu rposes o f  g rea ter  
p e r s o n a lity  d e v e lo p m e n t a fte r  the p r e c r is is  
equ ilibrium  has been restored, in stitu te  or  
refer fo r  dyn am ically  orien ted  short-term  ther
apy. In  most cases, however,  fu r the r  th e r a p y  is 
not sought and  m ay  not be needed. M a s te ry  of 
a  stressful life experience th ro u g h  crisis in te r 
vention itself m ay  be followed by new  le a rn 
ings and  a t  least some personali ty  g row th .
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Common Questions About Crisis Intervention

W h a t  w o u ld  y o u  c o n s id e r  a cr is is  b y  d e f i 
n i t io n ?

W h a t constitu tes a crisis varies in  defin ition . 
Som e restric t th e  defin ition  to  only  v io lent 
em ergencies. O th e rs  reg ard  a crisis as reactions 
to  any  s itua tion  th a t upsets the  adap tive  b a l
ance. M an y  consider th a t any  in d iv idua l a p 
p ly ing  for he lp  is ac tua lly  in  som e sta te  of 
crisis.

H o w  fa r  back  w as  cr is is  i n t e r v e n t i o n  o r 
g a n iz e d  as a s t r u c t u r e d  te c h n iq u e ?  A re  
th e r e  u se fu l  r ea d in g s?

E ric  L in d em an n  (1944) w as am ong  the  first 
to recognize the value of crisis in te rven tion  in 
his w ork  w ith  th e  victim s of th e  C oconut 
G rove (B oston) fire d isaster. T h e  o rg an iza tio n  
of em ergency services in h osp ita ls  and  com m u
nity  m ental hea lth  centers to he lp  persons u n 
dergo ing  critical adap tive  b reakdow ns has con
tr ib u ted  a  body of lite ra tu re  ou t of w hich  m ay 
be m ined valuab le  ideas ab o u t sh o rt-te rm  in 
terven tion  (B u tcher & M a u d a l, 1976; C a p la n , 
1 961 , 1964; C o lem an  & Z w e r lin g , 1959; 
D arb o n n e  & A llen , 1967; H a rr is  et al, 1963; 
Jaco b so n , 1965; Jaco b so n  et a l, 1965; K alis  et 
a l, 1961 ; M o r le y , 1965 ; R u sk , 1 9 7 1 ; J .  
S w artz , 1971).

C a n  o n e  a p p ly  th e  p r in c i p l e s  o f  c r is is  i n 
t e r v e n t io n  to  c o n d i t io n s  o th e r  th a n  e m e r 
gencies?

E m ergencies constitu te  only  a  sm all p ro p o r
tion  of the  conditions for w hich  people  seek 
help . C rises for the  m ost p a r t  a re  of a lesser 
in tensity , bu t, nonetheless, a re  in  need of im 
m ediate  services to in su re  th e  h ighest degree  of 
therap eu tic  effectiveness.

A re  o n e -se ss io n  con tac ts  fo r  cr is is  i n t e r 
v e n t io n  o f  a n y  v a lu e ?

V ery m uch so, bu t m ost p a tien ts  w ill re 
q u ire  m ore sessions for an  ad eq u a te  w o rk -u p , 
in s titu tion  of tre a tm en t, and  fo llow -up. T h e  
average num ber of sessions is six; som etim es a 
few m ore sessions a re  given.

A re  c o m m u n i ty  m e n ta l  h e a l th  c o n c e p t s  o f  
a n y  use  in  c r is is  in t e r v e n t io n ?

D raw in g  on com m unity  m en ta l h ea lth  con
cepts is considered by som e to  be of inestim ab le  
h e lp  in crisis in te rven tion  (S ilverm an , 1977), 
p a rtic u la rly  w hen  th e  goal is a  serv icing  of 
s iz a b le  p o p u la t io n s . H e re  a p u b lic  h e a lth  
o rien ta tio n  em ploy ing  system s th eo ry  and  an
ecological p o in t of view  m ay  reduce th e  inc i
dence of fu tu re  crisis am ong  ta rg e t p o p u la 
tions. Iden tifica tion  of p o ten tia l u sers of m en 
ta l hea lth  services, ex p lo ra tio n  of the  k inds of 
p rob lem s th a t ex ist, and  an  assay  of availab le  
su p p o rt system s and  service p rov iders a re  im 
p o rta n t in p lan n in g  educa tiona l p ro g ram s as 
w ell as in fostering  po litica l activ ity  to m eet 
ex is ting  needs.

Is t h e r e  a n y  w ay  o f  so lv in g  th e  w a i t in g -  
l is t  p r o b l e m ,  w h ic h  in  m a n y  c l in ic s  p r e 
v e n t s  se e in g  c r is is  p a t i e n t s  im m e d ia te ly ?

H ow  to reduce w a itin g  lists is a  p rob lem  in 
m ost clinics. C o n v ertin g  long -te rm  th e rap eu tic  
services to sh o rt-te rm  services and  th e  use of 
g ro u p  th e rap y  a re  often helpfu l. Som e innova
tive p ro g ram s have been devised to  deal w ith  
th is  s itu a tio n , for exam ple , th e  screen ing  eval
u a tio n  tech n iq u e  described by C o rn ey  and  
G rey  (1970) th a t a llow s in all cases an  im 
m edia te  access to  p rofessional he lp , e lim in a tin g  
th e  w aitin g  list and  serving as th e  first step  in 
a crisis-o rien ted  p ro g ram .

W h a t  h a s  th e  e x p e r ie n c e  b e e n  w i th  w a lk -  
in  c l in ic s  as to  th e  k in d s  o f  p a t i e n t s  w h o  
seek  cris is  in t e r v e n t io n ?

T h e re  is genera l ag reem en t on the  need for 
a flexible policy of ad m ittin g  p a tien ts  for crisis 
th e rap y  w ith o u t exclusion  irrespective  of d iag 
nosis, age, and  socioeconom ic s ta tu s . C iting  
th e ir  experience  in  o p e ra tin g  the B enjam in  
R ush  C en te r, Jaco b so n  et a l (1965) list som e 
in te resting  sta tistics. A bou t o n e -th ird  of the 
p a tien ts  w ere  d iagnosed  psychoneuro tic , one-
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th ird  p e rsona lity  d iso rders , one-fifth  psychotic, 
and  som ew hat less tra n s ie n t s itu a tio n a l d is
orders. A p prox im ate ly  15 percen t h ad  m ain ly  
acu te  p rob lem s, and  63 percen t had  chron ic  
p rob lem s w ith  acu te  difficulties superim posed . 
In  the  first y ear an d  o ne-ha lf of o p e ra tio n , 
56 .6  percen t of p a tien ts  saw  th e ir  th e ra p is t for 
less th a n  four sessions, a lm ost o n e-ha lf hav ing  
one session. O n ly  1.8 percen t had  m ore th an  
six visits. T h e  im provem ent ra te  w as estim ated  
a t tw o -th ird s  of those trea ted . M o re  d a ta  on 
th is  question  m ay  be found in C h a p te r  1, 
“ M odels of S h o rt-te rm  T h e ra p y .”

D o n ’t social c a s e w o rk e r s  d o  a g o o d  d e a l  
o f  cr is is  i n t e r v e n t i o n  in  soc ia l agenc ies?

C risis  th e ra p y  is often a p p ro p r ia te ly  m a n 
aged  by tr a in e d  soc ia l w o rk e rs , a n d  its  
th e o re tic a l co n cep ts  a s  c o n c e p tu a liz e d  by 
L in d em an n  (1944) C a p la n  (1961), and  o thers  
a re  com patib le  w ith  genera l social w ork  theo ry  
(R ap ap o rt, 1962). In  m any  cases social case
w ork  by itself is m ore adequa te ly  designed for 
c e r ta in  p ro b le m s  th a n  p sy c h ia try . T y h u r s t  
(1957) has rem ark ed  th a t “ tu rn in g  to  th e  psy
ch ia tris t m ay  rep resen t an  im poverishm en t of 
resources in  the  re levan t social env ironm en t as 
m uch as an  ind ica tion  of th e  type  of severity  of 
d iso rd e r .”

Is b e h a v io r  t h e r a p y  e v e r  u se d  in  f a m i ly  
t h e r a p y  fo r  cr isis?

A w ide v a rie ty  of techn iques have been used 
m any  of them  behav io ra lly  o rien ted , for ex 
am ple , feedback, m odeling  and  ro le  p lay ing , 
reh ea rsa l, and  rec ip rocal re in fo rcem ent (E is ler 
& H erso n , 1973). V ideo tape  rep lays a re  also 
used show ing  in terac tive  sequences.

W h a t  t e a m  m e m b e r s  a r e  bes t  in  c r is is  i n 
te rv e n t io n ?

In  a  clinic se tup  a  team  ap p ro ach  is ideal. A 
good team  for th e  h an d lin g  of em ergencies is a 
psych ia tric  nu rse , a  p sy ch ia tris t, and  a psy 
ch ia tric  social w o rk e r w ho have had  tra in in g  
in em ergency p sych ia try  an d  crisis in te rven 
tion . A m u ltid isc ip linary  team  can also include 
psychologists an d  m em bers o f o th er d iscip lines,

such as reh ab ilita tio n  w o rk e rs , prov ided  they  
a re  tra in ed  to  w ork  w ith  people  in  crises.

H a s  a n y th in g  b e e n  d o n e  w i th  cr is is  i n t e r 
v e n t io n  g r o u p s ,  a n d  a r e  th e r e  a n y  le a d s  as 
to  t e c h n iq u e ?

Som e w ork  h as been done w ith  crisis in te r
ven tion  in  a  g ro u p  se tting  (B erlin , 1970; 
C ra ry ,  1968 ; S tr ic k le r  & A llg ey e r , 1 967 ; 
T ra k a s  & L loyd , 1971). A t the  B en jam in  
R ush  C en te r-V en ice  B ran ch  (a d ivision of the 
L os A ngeles P sych ia tric  Service) crisis g ro u p  
th e ra p y  is in s titu ted  w ith  w alk -in  p a tien ts . 
T h e  g ro u p s a re  open-ended  and  heterogeneous 
(M orley  & B row n, 1969). T h e  fo rm at a llow s 
one ind iv idual p reg ro u p  in terv iew  follow ed by 
five g ro u p  sessions. E xcluded  from  g ro u p  th e r 
apy  a re  serious suicidal o r hom ocidal risks 
an d  overt psychoses. A t th e  firs t g ro u p  session 
th e  p a tien t is asked to  tell th e  g ro u p  w h a t 
b ro u g h t h im  to  th e  clinic. T h e  th e ra p is t en 
courages th e  p a tie n t to  d iscuss th e  p re c ip ita t
ing  fac to r, th e  events o f th e  crisis an d  w h a t 
m easures have been tak en  to  solve it. T h e  
g ro u p  e x p lo re s  a l te rn a te  c o p in g  m e a su re s . 
G ro u p  su p p o rt an d  th e  expression  of o p in ions 
a re  often help fu l. U n lik e  tra d itio n a l g ro u p  
th e ra p y  th e re  is no analysis m ade of th e  g ro u p  
process. M o st o f th e  tim e is spen t focusing on 
each in d iv id u a l’s p resen tin g  prob lem . A “ go- 
in g -a ro u n d ”  p ro ced u re  is em ployed to  give 
each person  a chance to  ta lk . T ran sfe ren ce  in 
te rp re ta tio n  is m in im ized  due  to  th e  lack  of 
tim e. In  rev iew ing  resu lts  w ith  1 ,300 p a tien ts  
it is c la im ed th a t a  n u m b er o f advan tages a re  
ava ilab le  to  a crisis g ro u p  as com pared  to in d i
v idual th e rap y . G ro u p  su p p o r t and  re a s su r
ance have been valuab le . Social re la tio n sh ip s  
have developed betw een  th e  m em bers an d  good 
a lte rn a te  cop ing  m easu res  seem  to be m ore  p a 
la tab le  to  a  p a tie n t w hen  offered by a m em ber 
w ho  com es from  th e  sam e su b cu ltu ra l m ilieu  
w ith  know ledge of p rob lem s and  defenses ex 
p lo ited  w ith in  the  cu ltu re  th a t a re  b e tte r 
know n to th e  g ro u p  m em bers th a n  to  th e  th e r 
a p is t .  E x p re s s io n  of s ig n if ic a n t fe e lin g s  is 
g re a te r  in  th e  g ro u p  th a n  in  in d iv id u a l 
th e rap y . T h e  forces of m odeling  and  desen s iti
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zation  a re  also m ore po ten t. O n e  d isadvan tage  
is th e  g rea te r difficulty of keep ing  discussions 
in focus.

Is it p o ss ib le  to  se lect t e c h n iq u e s  in  c r is is  
in t e r v e n t io n  th a t  a r e  sp e c ia l ly  s u i t e d  fo r  
c e r ta in  p a t ie n ts ?

Som e a ttem p ts  have been m ade to  co rre la te  
responses to  stressful events w ith  th e  ch a rac te r 
stru c tu res  of th e  victim s (S h ap iro , 1965) and  
then  to  choose techn iques best su ited  for c h a r
ac te r styles. H o ro w itz  (1976 , 1977) h as o u t
lined the  various w ays th a t hysterica l, ob
sessional, and  narcissistic  p e rsona lities  respond  
to  stress as a  consequence of th e ir  u n iq u e  con 
flic ts , n eed s, a n d  d efen ses. F o r  e x a m p le , 
p referred  techn iques in  the  hysteric  a re  o r 
gan ized  a ro u n d  dealing  w ith  im ped im en ts to 
processing; in  th e  obsessive, w ith  m ethods th a t 
su p p o rt m ain tenance  o f con tro l an d  su b s titu 
tion  of rea listic  for m agical th in k in g ; in  the 
n a rc is s is tic  p e rs o n a lity ,  w ith  in te rv ie w in g  
tactics th a t cau tiously  deflate th e  g rand io sity  of 
the p a tien t and  a t th e  sam e tim e  bu ild  up  self
esteem .

In  m any cases, how ever, it is d ifficult, p a r 
ticu la rly  in severe crises, to  de linea te  sh a rp ly  
h ab itu a l p e rsona lity  styles th a t w ou ld  m ake 
p referred  techn iques possib le since th e  p a tien t 
m ay  be respond ing  w ith  em ergency reac tions 
th a t co n tam in a te  o r conceal h is  basic p a tte rn s . 
All th a t th e  th e rap is t m ay  be ab le  to  do is to 
try  to  he lp  th e  p a tien t develop a c lea re r idea of 
th e  stress inc iden t an d  its m ean ing  to  h im , 
w ith  the  hope of he lp ing  h im  u n d e rs tan d  h is 
defensive  m a n e u v e rs . T h e  p a t ie n t  is e n 
couraged  to p u t in to  w ords h is feelings and  a t
titudes ab o u t th e  trau m a tic  inciden t an d  its 
im plica tions for h im . S u p p o rt, reassu ran ce , 
confron ta tion , in te rp re ta tio n , and  o th e r tech 
n iques a re  u tilized  in re la tio n  to  ex is ting  needs 
a n d  a s  a  w ay  of c o u n te r in g  o b s tru c tiv e  
defenses. T h e  a im  is to  p u t th e  p a tien t in to  a 
position  w here  he can em b ark  on a co n stru c
tive course of action  in line w ith  th e  ex is ting  
rea lity  s itua tion , h o p ing  th a t he w ill accept the 
th e ra p is t’s offerings irrespective of h is p e r
sonality  style.

D o e s n ’t a  s h o r t  p e r io d  o f  h o s p i t a l i z a t io n  
p r o v id e  a  b r e a t h i n g  sp a c e  fo r  th e  p a t i e n t  
in  a crisis?

H o sp ita liz a tio n  should  be reso rted  to  on ly  as 
a last reso rt recogn iz ing  th a t it w ill solve little  
in  th e  long ru n . Indeed , it w ill p ro b ab ly  be 
used by the  fam ily  as an  escape from  facing  
th e ir  involvem ent in  th e  crisis and  from  a lte r 
ing  th e  fam ily  c lim ate  th a t sponsored  th e  crisis 
in  th e  first place.

Since  cr is is  i n t e r v e n t i o n  is a k i n d  o f  h o l d 
in g  o p e r a t i o n  to  d e fu se  a  c r i t ic a l  s i t u a 
t io n ,  s h o u l d n ’t a l l  cases r e c e iv e  m o r e  
th o r o u g h  t r e a t m e n t  a f te r  th e  c r is is  is r e 
so lved?

I t is a  m isconception  to  conceive of crisis in 
te rven tion  as a ho ld ing  o p era tio n . L im ited  as it 
seem s, it is a  su b s tan tia l fo rm  of tre a tm e n t in 
its ow n rig h t, an d  it m ay  for m an y  p a tie n ts  be 
the tre a tm en t o f choice. T h e  experience  is th a t 
on ly  a  sm all n u m b e r o f p a tien ts  receiv ing  ad e 
q u a te  crisis in te rven tion  need seek m ore  in te n 
sive th e rap y , satisfac to ry  resu lts  hav ing  been 
ob ta ined  w ith  crisis th e ra p y  alone. Indeed ,
th e re  is evidence th a t in  som e instances deep 
an d  las tin g  p e rso n a lity  changes have been 
b ro u g h t ab o u t by w o rk in g  th ro u g h  a  crisis. 
O ften  the  p a tie n t h as ga ined  enough  so th a t 
th e re  is no fu tu re  incidence of crises.

D o e s  cr is is  t h e r a p y  r e q u i r e  s p e c ia l  t r a i n 
ing?

T h e  key fac to r in  th is m odel o f m en ta l 
hea lth  service is th e  av a ilab ility  o f tra in ed  and  
skilled personnel. U n fo rtu n a te ly , crisis in te r
ven tion  h as been reg a rd ed  as a  second-best 
form  of tre a tm en t th a t can  be done by re la 
tiv e ly  u n tr a in e d  p a ra p ro fe s s io n a ls .  A p p ro 
p ria te  p rofessional tra in in g  in  th is  m odel is 
ra re ly  given an d  is an  essen tia l need in psy 
ch ia tric  an d  psychological tra in in g  p rog ram s. 
T h e  u sua l tra in in g  does no t eq u ip  a  p ro fes
sional to  do crisis in te rv en tio n . A dd itiona l 
sk ills re la ted  to th e  crisis m odel a re  req u ired . 
As a  m a tte r  o f fact, th e  crisis m odel is best 
lea rned  by pro fessionals a t an  advanced stage 
o f tra in in g  an d  superv ision . Excessive anx ie ty
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and  an  erosion of confidence is often p rec ip i
ta ted  in studen ts a t low er levels of tra in in g  
w hen  han d lin g  th e  p rob lem s of h igh ly  d is
tu rb ed  people in crisis. S uperv ision  by e x p e ri
enced crisis th e rap is ts  is also m ost im p o rtan t. 
Som e lite ra tu re  on tra in in g  m ethods and  d irec
tions m ay be found in the w ritin g s of B aldw in  
(1977), K app  and  W eiss (1975), and  W allace  
and  M orley  (1970).

I s n ’t th e  m a in  goal o f  cr is is  i n t e r v e n t io n  
n a m e ly  th e  b r in g in g  o f  a p e r s o n  b ac k  to  a 
p r e v io u s  d u b io u s  p re c r is is  s ta b i l i ty  too  
su p e rf ic ia l?

W hen  one considers th a t a p a tien t m ay 
reach  h ab itu a l stab ility  in from  one to  six 
sessions, we m ay consider such a  goal q u ite  an 
achievem ent. T h is  is usually  all a p a tien t seeks 
from  th e rap y . B ut in a considerab le  n u m b er of 
p a tie n ts  th e  w o rk in g - th ro u g h  of th e  c ris is  
s ta rts  a process th a t can lead to  extensive 
change in p a tte rn s  of behav io r and  p e rh ap s  
even in a lte ra tio n s  of the p e rsona lity  s tru c tu re . 
A nd th e  fact th a t a p a tien t stops th e rap y  in six 
sessions o r less does not m ean  th a t he cannot 
la te r seek fu r th e r tre a tm en t a im ed a t m ore ex 
tensive goals, should  he so desire.

I s n ’t th e  t im e  d e v o te d  to  t h e r a p y  too  
l im i te d  in  cr is is  i n t e r v e n t io n ?

E xperience  show s th a t m ost people  can be 
helped to resolve a crisis w ith in  the trad itio n a l 
tim e lim ita tion  of six sessions. A good th e rap is t 
can  accom plish m ore w ith  a p a tien t in  six 
sessions th a n  a bad  th e r a p is t  can  in  six  
h und red .

If  a p a t i e n t  c o m e s  to a n  e m e r g e n c y  r o o m  
in  a h o s p i t a l  in  an  ag i ta ted  s ta te  sa y in g  h e  
is a f ra id  o f  g iv in g  in  to  a n  im p u l s e  to  k il l  
s o m e o n e ,  w h a t  is th e  bes t  w ay  o f  h a n d l in g  
this?

F irs t, assu re  the p a tien t th a t he w ill receive 
help  to p ro tec t h im  from  these fears. In an 
acu te  sta te  it is obviously difficult to p robe  the 
sources of his fears of violence. B ring ing  h im  to 
som e im m ediate  stab ility  is the aim . F o r th is 
p u rp o se  neu ro lep tics should be ad m in is te red  in 
p ro p e r dosage to  calm  the p a tien t dow n. T h e

th e ra p is t w ill be w ise to sum m on security  p e r
sonnel to aid  h im  if violence b reaks th ro u g h . 
T h is  m easu re  no t only can a llay  the th e ra p is t’s 
fears, bu t also th e  p a tien t often rea lizes th a t he 
w ill be p ro tec ted  from  acting  ou t h is im pulses, 
and  th is helps calm  him  dow n. T h e  g rea test 
he lp  is ren d e red  by th e  p a tie n t’s ab ility  to 
c o m m u n ic a te  to  an  u n d e rs ta n d in g  p e rso n ; 
therefo re , p r io r  to  giving th e  p a tien t in tensive 
tra n q u iliz a tio n , he should  be allow ed to v erb a
lize freely. H o sp ita liz a tio n  m ust be considered 
to  p ro tec t th e  p a tien t should  v io lent tendencies 
re a p p e a r . T o o  frequen tly  th e  p a tie n t’s th rea ts  
a re  ta k e n  lig h tly . T h e  p a t ie n t  sh o u ld  be 
assu red  th a t it is essen tia l th a t he be tem p o 
ra r ily  h o sp ita lized  for h is ow n p ro tec tion  and  
th a t he w ill no t need to  stay  in a  hosp ita l 
longer th a n  is necessary. Even w here  th e  p a 
tien t does no t ag ree  to h o sp ita liz a tio n , he m ay 
still be w illing  to  accept it if he feels th a t the 
th e ra p is t is sincere  and  concerned  abou t his 
w elfare. T ra n sp o r ta t io n  to an o th e r hosp ita l 
should  be done by am bu lance  w ith  enough  se
cu rity  a tte n d a n ts  to m anage  vio len t d isp lays 
should  they  occur. A p ro p e r d iagnosis is neces
sary . Is th e  violence a  m an ifesta tion  of a 
neuro log ical cond ition  like a b ra in  tu m o r or 
ep ilepsy , a b reak th ro u g h  of psychosis, a  conse
quence  of a recen t head  in ju ry , an  ind ica tion  of 
excessive alcohol o r d ru g  in tak e?  C o n tin u in g  
th e ra p y  w ill be con tingen t on th e  p ro p e r d iag 
nosis.

E v e n  in  cr is is  t h e r a p y  o f  a v e r y  b r i e f  n a 
tu r e  so m e  th e r a p i s t s  c l a im  th a t  it is p o s s i 
b le  to in f lu e n c e  d e e p e r  p a r a m e t e r s  o f  
p e r s o n a l i ty .  A re  th e r e  t e c h n iq u e s  th a t  can  
b r in g  th is  d e s i r e d  r e s u l t  a b o u t?

N o b e tte r w ay  exists th a n  to study th e  reac 
tions of the p a tie n t to the  techn iques th a t a re  
being u tilized  in th e  effort to resolve th e  crisis. 
T h e  p a t i e n t ’s re a c t io n s  to  th e  th e ra p e u tic  
s itu a tio n , irrespective of the specific techn iques 
em ployed, w ill reflect basic needs, defenses, 
and  reaction  p a tte rn s  th a t em body in te rp e r
sonal involvem ents d a tin g  back to fo rm ative 
experiences in th e  past. R esponses to  th e  cu r
ren t tre a tm en t experience, if one u n d e rs tan d s
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psychoanaly tic  theory  and  m ethodology and  
has the m otivation  to  use th is know ledge, a re  
like a biopsy of th e  sm oldering  p sy ch o p a th o l
ogy. P a tte rn s  excited by th e ra p y  and  the th e r a 
p ist w ill reveal both  the  sources and  effects of 
fau lty  early  p ro g ram m in g . T h ese  effects a re  
often expressed in  the form  of res istance. B e
cause the p a tien t has learned  to  o p e ra te  w ith  a 
social facade and  because the m ore fu n d am en 
ta l o p era tions of rep ression  shield  h im  from  
a n x ie ty , he m ay  n o t m a n ife s t re s is ta n c e s  
openly . It is h ere  th a t th e  tra in ed  and  ex p e ri
enced th e rap is t opera tes  w ith  advan tage . F rom  
th e  p a tie n t’s gestures, h esita tions, m a n n e r of 
ta lk in g , slips of speech, d ream s, and  associ
ations, one m ay  g a th e r sufficient in fo rm ation  
to help  identify  and  deal d irectly  and  ac
tively w ith  resistances to techn iques. T h ese  
resistances em body fu ndam en ta l defensive o p 
era tions, and  th e ir  reso lu tion  m ay influence 
m any  in trapsych ic  e lem ents, in itia tin g  a chain  
reaction  th a t u ltim ate ly  resu lts  in reco n s tru c 
tive change. T h is  change, sta rted  in re la tively  
brief th e rap y  focused on th e  existing  crisis, 
m ay go on th e  rem a in d e r of the in d iv id u a l’s 
life. If the p a tien t has been able to  estab lish  a 
con tinu ity  betw een the crisis s itu a tio n , h is ac 
tive p a rtic ip a tio n  in b rin g in g  it abou t, the 
forces in h is ch a rac te r o rg an iza tio n  th a t sus
ta in  his m alad ju s tm en t, and  th e ir  o rig in  in  his 
early  condition ings, th e  o p p o rtu n itie s  for con 
tinued  persona lity  m a tu ra tio n  a re  good.

S h o u ld  t im e  l im i ts  b e  set in  a d v a n c e  in  
c r is is  i n t e r v e n t io n  e v e n  if  y o u  d o n ’t k n o w  
th e  d i r e c t io n  t r e a tm e n t  w i l l  take?

D efinitely . C ris is  in terven tion  is one s i tu a 
tion  w here  advance setting  of the  n u m b e r of 
sessions is req u ired . Inexperienced  th e rap is ts  
are  usually  h esitan t abou t do ing  th is. W h e re  a 
te rm in a tio n  da te  is not agreed  on, the p a tien t 
w ill usually  settle  back and  w ait for a m iracle  
to hap p en  no m a tte r  how  long it takes.

W h a t  a b o u t  th e  a d v a n c e  s e t t in g  o f  goals  
in  cr is is  i n te r v e n t io n ?

It is im p o rtan t to p ro ject achievab le  goals 
and  to get th e  p a tien t to ag ree  to  these. W h ere

goals a re  too am b itious and  w ill re q u ire  ex ten 
sive tim e to  reach , o r w here  they  a re  u n re a c h a 
ble irrespective of tim e, the  th e ra p is t m ay 
u n d ershoo t h is m ark  and  a t te rm in a tio n  be left 
w ith  a d isg ru n tled  and  ang ry  pa tien t.

If  o n  t e r m i n a t i o n  th e  p a t i e n t  s t i l l  h a s  u n 
re s o lv e d  p r o b le m s ,  w h a t  d o  y o u  do?

T h e  goal of crisis in te rv en tio n , from  a 
p u re ly  p rag m a tic  v iew po in t, is to b rin g  a p a 
tien t to p recrisis  eq u ilib r iu m . O nce th is is 
achieved, th e  ch ief a im  of th is  m odel of th e rap y  
h as been reached . Inexperienced  th e rap is ts  
especially  have difficulty d ischarg ing  p a tien ts  
because th e  p a tien ts  have som e unresolved 
p ro b le m s  a t  te rm in a t io n . W h ile  g o a ls  a re  
m odest in  crisis th e rap y , an d  w hile  w e m ay 
te rm in a te  th e ra p y  a b ru p tly , it is often g ra tify 
ing to see on fo llow -up  how  m uch p rog ress has 
ac tua lly  occurred  after tre a tm e n t as a resu lt of 
th e  lea rn ings acq u ired  d u rin g  th e  active tr e a t
m en t period . T h e  th e rap is t, th ere fo re , should  
le a rn  to  han d le  h is ow n sep a ra tio n  sym ptom s 
a n d  fears and  let the p a tien t go a t th e  p ro p e r 
tim e. N a tu ra lly , if the  p a tie n t is still seriously 
and  d angerously  sick, fu r th e r tre a tm e n t w ill be 
necessary.

D o e s n ’t th e  t r a d i t i o n a l  l im i te d  goa l  o f  
c r is is  i n t e r v e n t i o n  in  i t s e l f  c i r c u m s c r ib e  
t h e  t h e r a p e u t i c  e f fo r t  a n d  p r e v e n t  m o r e  
ex te n s iv e  p e r s o n a l i ty  g ro w th ?

T h is  is an  im p o rtan t po in t. T h e  goal of 
p recrisis  hom eostasis is, for b e tte r o r w orse, 
p rag m atic ; cost effectiveness is th e  cursed term . 
B eing p rag m atic , how ever, does no t m ean  th a t 
one canno t p roceed beyond th e  p a tie n t’s es
tab lished  p recrisis  neu ro tic  hom eostasis. If  one 
accepts th e  d ic tum  th a t a crisis is an  o p p o rtu 
n ity  for g ro w th , a  m eans of tran sg ressing  
m odes of cop ing  th a t have failed, and  an  in 
v ita tion  to re lease spon tan eo u s g row th  p roc
esses, it is possib le  w ith in  the p rescrib ed  fe w  
sessions ava ilab le  to  b ring  an  ind iv idual in 
crisis as well as th e  fam ily  to new  p o ten 
tia lities. I believe th is is w here  a dynam ic 
o rien ta tio n  is so helpful. It is no t necessary  to
delve too deep ly  in the unconscious d u rin g
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crisis; the unconscious w ith  its w ea lth  of en 
crusted  needs and  conflicts is a lread y  n e a r  the 
surface w ith  the defenses sh a tte red  as they  are . 
A nd la ten t creative drives m ay also be try in g  to 
surface. T h e  th e rap is t can , if a le r t, harness  
these forces and  b ring  the  p a tien t to  an  a w a re 
ness of how  and  w hy he is being v ictim ized by 
som e of h is d is to rtio n s and  in te rp erso n a l sh o r t
com ings. If in te rp re ta tio n s  a re  p resen ted  sk ill
fully in the context of the here and  now , and 
identified u n d erly ing  n uc lea r p rob lem s a re  re 
la ted  to  the crisis s itua tion , the th e rap is t m ay 
p rom ote  changes far beyond p rag m a tic  b a r 
riers.

H a v e  t e l e p h o n e  h o t - l i n e s  f o r  c r i s e s  
p r o v e n  successfu l?  H a v e  a n y  bo o k s  b e e n  
w r i t t e n  o n  th is  sub jec t?

O n th e  w hole, yes. B ut th e  adequacy  of the 
service is en tire ly  dependen t on the q u a lity  of 
vo lun teer he lp  availab le . W h ere  vo lun teers a re  
un tra in ed  and  unsk illed , th e  effect can  be an ti-  
th e ra p e u tic .  A book  on  th e  su b jec t h a s  
been edited by D . L este r and  G . W . B rockopp 
(C ris is  In te rven tio n  a n d  C o u n se lin g  by  
Telephone, S p ringfield , 111., T h o m as , 1976).

W h a t  is th e  bes t  tactic  in  th e  case o f  a s u i 
c ide  r isk?

A person  w ho rea lly  is in ten t on tak in g  
h is  life  w ill m a n a g e  to  do so s te a lth ily . 
E n d o g e n o u s  d e p re s s io n s  a re  e sp ec ia lly  d is 
posed  to  do th is ; th e re fo re , w h e re  in  a 
depression  th e re  is a  past h is to ry  of a genu ine  
su icidal a ttem p t, o r th e  p a tien t has expressed a 
th r e a t  o f su ic id e , e le c tro co n v u ls iv e  th e r a p y  
should  be in s titu ted  w ith o u t delay. T e m p o ra ry  
h o sp ita liza tion  m ay be essen tia l in these cases 
unless the p a tien t is consistently  w atched  24 
h o u rs  a day. Suicide is especially  possib le as 
the p a tien t begins to feel b e tte r and  has m ore 
energy  a t h is disposal.

D oes a s u ic id e  t h r e a t  ca ll  fo r  im m e d ia te  
u se  o f  cr is is  i n te r v e n t io n ?

Suicide is often an  ang ry  com m unication  
and  reflects an  inab ility  to  resolve a personal 
crisis. R uben  (1979) rep o rts  a study of 151 su i

cidal p a tien ts  a t th e  em ergency d ep a rtm en t of 
a la rge  genera l hosp ita l over a  2 -year p eriod , 
56 percen t of w hom  acted  im pulsively  an d  had  
no prev ious h is to ry  of an  em otional p rob lem . 
H e  suggests th a t tw o -th ird s  of su icidal p a tien ts  
a re  excellent can d id a tes  for crisis in terven tion .

In  th e  e v e n t  o f  a n  a c tu a l  su ic id a l  a t t e m p t  
h o w  s h o u ld  o n e  p ro c e e d ?

A n assessm ent o f th e  su icidal a ttem p t is nec
essary . W as it m otivated  by a tru ly  genu ine  
desire  to kill oneself o r w as it an  ap p ea l for 
u n d e rs tan d in g  o r he lp?  W as  th e re  a  revenge 
m otif? If so, ag a in s t w hom — th e  peop le  th e  p a 
tien t is living w ith , p a re n ts , o r  w hom  else? 
H ad  th ere  been th re a ts  o f suicide p r io r  to  the 
a tte m p t?  W h a t  im m e d ia te  ev en ts , if a n y , 
p ro m p ted  th e  a ttem p t?  If  the p a tien t suffered a 
loss, is the loss p e rm an en t (such as th e  dea th  of 
a  m ate)?  Is th e re  a  ch ron ic  deb ilita tin g  p h y si
cal illness p resen t, a  desire  to  escape in tra c ta 
ble p a in , o r evidence of a te rm in a l illness like 
cancer?  W as th e  m ethod  em ployed a w ell- 
designed and  tru ly  le thal m ethod? O r  w as it 
poorly  o rgan ized , and  if so, w as th e  a ttem p t 
m ade w ith  a hope to be rescued? H ow  deeply  
depressed is th e  p a tien t now ? Is the  depression  
recen t, one of long -stand ing , o r one th a t p e r i
odically  a p p ea rs?  H a s  the  p a tie n t received psy 
ch ia tric  help  in  th e  p ast, an d  if so, w h a t kind 
of he lp  and  for w h a t?  W h a t k ind  of su p p o r t is 
now  ava ilab le  to  th e  p a tien t (relatives, friends, 
o rg an iza tio n s, e tc .)?  Is it possib le for the th e r 
ap is t to  estab lish  a  good contac t w ith  the p a 
tien t and  to com m unicate  w ith  h im ? H ow  are  
re la tives and  friends reac tin g  to  the  p a tie n t’s 
a ttem p t (angry , frigh tened , desire  to  be h e lp 
fu l, e tc .)?  O nce answ ers to  these questions a re  
ob ta ined , th e  th e rap is t w ill be in a  b e tte r posi
tion  to  deal constructively  w ith  w hat is beh ind  
th e  a ttem p t. S hould  ho sp ita liza tio n  be decided 
on, as w hen  th e re  is a possib ility  th a t th e  a t
tem p t m ay  be repea ted , the  th e ra p is t should  
see to it th a t a responsib le  m em ber of the 
fam ily is b ro u g h t in to  the p ic tu re  im m edia te ly  
and  follow s th ro u g h  on recom m endations p ro 
tecting  the p a tien t from  an y  le thal objects 
(drugs, knives, razo rs , etc.) and  np t p e rm ittin g
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th e  p a tien t to  be a lone  un til th e  p a tie n t is 
ac tua lly  hosp ita lized . In  th e  event h o sp ita liz a 
tion  is no t deem ed necessary , th e  p rinc ip les  of 
crisis in terven tion  w ith  th e  p a tien t and  the 
fam ily should  im m ediately  be institu ted .

A re  th e r e  a n y  d a t a  o n  w h a t  h a p p e n s  to  p a 
t ie n ts  in  a  cr is is  w h o  c a n n o t  b e  se en  i m 
m e d ia te ly  a n d  a r e  p u t  o n  a w a i t in g  list?

A ccording to  one study, fully o n e -th ird  to 
o ne-ha lf of th e  p a tien ts  on a w a itin g  list w hen
contacted la te r  on w ill no longer be in terested  
in  trea tm en t (L aza re  et a l, 1972). T h e  reasons 
for th is  genera lly  a re  th a t th e  p a tie n t hav ing  
come for help  in  a  crisis finds o th e r resources 
to  qu ie t h im  dow n o r he w orks o u t th e  p ro b 
lem s by h im self even though  som e of th e  so lu 
tions prove to  be poo r com prom ises. T h u s  a 
m an  suffering from  in tense anx ie ty  finds th a t

d rin k in g  tem p o ra rily  aba tes  h is suffering  w ith  
th e  consequence th a t he  becom es an  alcoholic. 
A  depressed w om an  w ho seeks com pan ionsh ip  
gets herse lf involved w ith  an d  so dep en d en t on 
a  re jec ting  exp lo ita tive  p sychopath  th a t she 
can n o t b reak  th e  re la tio n sh ip . A  m an  having 
e x p e rie n c e d  sev e ra l e p iso d es  o f im p o ten cy  
detaches h im self from  w om en to avoid th e  
challenge of sexuality . A you th  o u t of college 
fearfu l of fa iling  in  an  executive post w ith  a 
good fu tu re  decides to  give u p  h is jo b  in  favor 
o f w ork  as a labo rer. T o  forestall such com 
p rom ises it is im p o rta n t to  in terv iew  th e  a p p li
can t if possible w ith in  24 h o u rs  of th e  request 
for he lp . O n e  w ay  of c ircum ven ting  a w aiting  
list is to o rg an ize  an  in tak e  g ro u p  pen d in g  an  
open ing  in a th e ra p is t’s schedule. Such an  in 
te rim  prov ision  m ay su rp ris in g ly  be all th a t 
som e p a tien ts  need.

Conclusion

D isrup tive  as a s ta te  of crisis m ay be, it can  
offer the victim  an  o p p o rtu n ity  to  develop new  
and  h ea lth ie r coping m echanism s. In  in itia tin g  
a s ta te  of d iseq u ilib riu m  th a t fails to  c lea r up  
w ith  h ab itu a l p rob lem -so lv ing  m ethods, the 
crisis m ay energ ize old unresolved conflicts, 
re a c tiv a tin g  reg re ss iv e  n eed s  a n d  d efen ses. 
W o rk in g  ou t so lu tions for th e  crisis often w ill 
encourage m ore  a p p ro p r ia te  w ays of coping. 
T h u s , “ the crisis w ith  its m ob iliza tion  of 
energy opera tes as a ‘second chance’ in  co rrec t
ing ea rlie r fau lty  prob lem -so lv ing”  (R a p a p o rt, 
1962).

S tudies of crisis sta tes ind ica te  th a t they  u su 
ally  last no longer th a n  6 w eeks, d u rin g  w hich 
tim e som e so lu tion , adap tive  o r m a ladap tive , is 
found to b ring  abou t eq u ilib r iu m . T h e  in itia l 
dazed shock reaction  to  a crisis is u su a lly  fol
low ed by g rea t tension  and  m ob iliza tion  of 
w hatever resources ind iv iduals have a t th e ir  
com m and. Should  efforts a t reso lu tion  fail, 
they  w ill exp lo it w h atever contrivances o r  s tra t
agem s they can fab rica te  to resolve th e ir  tro u 

bles. T h e  m ore flexib le the  person , th e  m ore 
versatile  th e  m aneuvering . A b atem en t o f te n 
sion and  cessation  of th e  crisis sta te  m ay 
even tua lly  re su lt in  th e  re s to ra tio n  of th e  
p rev ious ad ap tio n a l level and  hopefu lly  in  the 
lea rn in g  o f m ore  productive  p a tte rn s  of be
havior. F a ilu re  to  resolve th e  crisis, how ever, 
o r con tinuance  of unreso lved  conflicts m ay  u lt i
m ate ly  lead  to m ore serious n eu ro tic  o r  psy
c h o tic  so lu tio n s . T h e ra p e u t ic  in te rv e n tio n  
th ro u g h  crisis in te rven tion  is req u ired  w hen  
p a tien ts  canno t overcom e difficulties by th em 
selves an d  before th e re  is en tren ch m en t in 
pa tho log ica l so lu tions.

C ris is  th e ra p y  in co rpo ra tes  a n u m b er of ac
tive techn iques im plem en ted  in th e  m ed ium  of 
a  d irective th e ra p is t re la tio n sh ip  w ith  the  p a 
tien t. It is essen tia lly  sh o rt te rm , o rien ted  
a ro u n d  tw o goals: (1) th e  im m edia te  objective 
of m odifying o r rem oving  th e  critica l s itua tion  
o r sym ptom  co m pla in t for w hich  h e lp  is being
so u g h t, a n d  (2 ) th e  h o p e d -fo r  o b jec tiv e  o f 
in itia tin g  som e corrective influence on th e  in d i
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v id u a l’s and  fam ily ’s custom ary  behavior. T h e  
u nba lanc ing  of th e  fam ily eq ua tion  w ill o p ti
m istically  in s titu te  changes in  the behavioral 
p a tte rn s  th a t have led u p  to  the crisis. T h e  
theoretical fram ew ork  govern ing  the app ro ach  
is p rob lem  solving. T h e  m ethodologic s tra t
egies a re  eclectic in n a tu re  and  rec ru it sund ry  
tactics includ ing  in terv iew ing , con fron ta tion , 
e n v iro n m e n ta l m a n ip u la t io n , d ru g  th e ra p y , 
hypnosis, g roup  th e rap y , fam ily th e rap y , and  
behavior th e rap y , depend ing  on the needs and  
prob lem s of the p a tien t and  the  p a rtic u la r  a p 
titu d e  for w ork ing  w ith  a selected m ethod.

T h e  te c h n iq u e  o r  te c h n iq u e s  em p lo y ed , 
w hile  a im ed a t relieving the im m edia te  crisis 
s itua tion  o r sym ptom atic  upset, w ill often set

in to  m otion  certa in  resistances and  defensive 
o p e ra tio n s th a t if detected  m ust be m anaged  to
p reven t sabo tage of th e  tre a tm en t process. In 
o th e r w ords, even though  th e  tactics m ay  be
n o n an a ly tic , the  p a tie n t’s response  to the tech 
n iques and  to th e  th e ra p is t becom e a focus for 
ex p lo ra tio n  for th e  p u rp o se  of detecting  and  
resolving resistances to  change. E xtensive p e r
sonality  m odifications a re  no t expected, bu t 
som e m odifications m ay  even tua te  as a se r
en d ip itous d iv idend , w hich  often expands after 
th e ra p y  has ended. F o llo w -u p  in terv iew s over 
a  period  of years have show n th a t th is  a p 
p ro ach  can score su sta ined  sym ptom atic  relief, 
freedom  from  fu r th e r crises, and  in  som e cases 
ac tu a l constructive  p e rsona lity  a lte ra tio n s.



CHAPTER 15

Making a Relaxing and 
Ego-Building Tape

O ne of the sim plest w ays of p ro m o tin g  re 
laxation  and  enhanc ing  m orale  is th ro u g h  the 
em ploym ent of a cassette record ing . A m ong the 
advantages of th is  ad junc t is th a t th e  p a tien t 
can use it aw ay  from  th e  th e ra p is t’s office. T oo  
often trea tm en t begins and  ends w ith  each 
w eekly or b iw eekly th e rap eu tic  session. T h e  
only carryover is the m em ory of the  p a tien t, 
w hich tends to be b lun ted  by resistance  and  by 
th e  in tru s io n  of ev e ry d ay  d is tra c t io n s  an d  
responsibilities. By p lay ing  the tap e  a t least 
tw ice daily , the  p a tien t reenforces and  consoli
dates the lessons learned  in  the th e rap eu tic  
session.

O th e r  tang ib le  d iv idends accrue too: (1) T h e  
ta p e  is m a te r ia l ev idence  th a t  so m e th in g  
definite and  pa lp ab le  is be ing  done for the 
p a tien t. Some persons consider the “ ta lk ing  
cu re” tem p o ra ry  and  flim sy. T h e y  seek som e
th ing  m ore su b stan tia l. T h is , in p a rt a t least, 
is w hy dem onstrab le  techn iques, such as those 
used in behavior th e rap y , m ake a g rea te r im 
pact on certa in  p a tien ts  th a n  sim ply  v e rb a liz 
ing. It m ay be th a t the placebo effect is also 
enhanced  th ro u g h  th e  in s tru m en ta lity  of a 
tape. (2) A re la tio n sh ip  w ith  the  th e ra p is t be
com es m ore in tensified . L isten ing  to  som eone 
w ho soothes, qu ie ts , re laxes, and  reassu res so
lid ifies  r a p p o r t .  T h e  id e a liz e d  im ag e  o f 
em path ic  a u th o rity  is augm ented . Even w hen 
the voice on th e  tap e  is not th a t of the th e r a 
pist, it becom es identified w ith  the th e rap is t. A 
re la tionsh ip  th a t m ay no t develop in  the b rief 
tim e devoted to tre a tm en t w ill have a b e tte r 
chance of evolving because of the m ore in ten 

sive contact w ith  an  ex tension  of the th e rap is t. 
(3) T en sio n s a n d  anx ie ties becom e alleviated  
th ro u g h  re lax in g  and  reassu rin g  suggestions. 
T h is  subdues defensive m aneuvers th a t have 
d iverted  the p a tie n t from  p u ttin g  in to  prac tice  
m ore adap tive  p a tte rn s . (4) A m ore construc
tive self-im age is encouraged  th ro u g h  positive 
persuasive suggestions n eu tra liz in g  negative 
suggestions w ith  w hich th e  p a tie n t has been 
h a b itu a lly  p re o c c u p ie d . (5) T e rm in a t io n  is 
m ore easily  achieved since a  token of the th e ra 
p is t, em bodied in the cassette , rem ains w ith  
th e  p a tien t, and  th is  am elio ra tes  separa tion  
anx ie ty . (6) A fter th e rap y  the p a tien t has a 
h e lp ing  resource to  tu rn  to  in th e  tap e  should  
anx ie ty  em erge, sym ptom s re tu rn , o r critical 
s itu a tio n s a rise  th a t th rea ten  to  overw helm  
coping capacities.

U n d e rs tan d ab ly , several questions arise  re 
g a rd in g  lim ita tions, d isadvan tages, and  d a n 
gers of su p p ly ing  th e  p a tien t w ith  an  ersa tz  
th e rap is t in  the form  of a tape .

D o e s  n o t  a t a p e  e n h a n c e  th e  p a t i e n t ’s d e 
p e n d e n c y  a n d  p r o v id e  h i m  w i th  a c ru tc h  
h e  can  use in s te a d  o f  s t a n d in g  o n  h is  o w n  
feet?

In  fo llow -ups, w hich have extended  in some 
cases over 15 years , I have no t encoun tered  a 
single p a tien t w ho has becom e dependen t on a 
tap e  o r in w hom  dependency  has increased  as 
a  consequence of hav ing  a tap e  ava ilab le  to 
him  o r her. T h e  prob lem  is no t th a t p a tien ts  
w ill overuse th e  tap e ; ra th e r , it is th a t they 
w ill stop using  it w hen  they  s ta rt feeling bet-
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te r , p u ttin g  it aside before they  have achieved 
its full benefit. Som e tap e  suggestions a re  ak in  
to  form s of assertive tra in in g , and  they  lead  to 
g rea te r, no t lesser, self-sufficiency.

D o e s n ’t a t a p e ,  w h ic h  c o n ta in s  s u p p o r t i v e  
a n d  r e e d u c a t iv e  sug g e s t io n s ,  ta k e  aw ay  
f ro m  a d y n a m ic  a p p r o a c h  th a t  d e a ls  w i th  
d e e p e r  a n d  m o r e  f u n d a m e n ta l  issues?

O n  th e  co n tra ry , it adds to a  dynam ic 
a p p ro a c h . T ra n s f e re n c e  m ay  be en h a n c e d  
th ro u g h  th e  p a tie n t’s reac tions to th e  tap e  (as 
w ill be illu s tra ted  la te r in th e  ch ap te r), and  
characteristic  resistances m ay  surface— th a t is, 
if one w atches for these responses an d  if the 
p a tien t is encouraged  to rep o rt d ream s. Several 
reasons account for th is. C o n tac t w ith  th e  th e r 
ap is t th ro u g h  the  tap e  is on a daily  basis, thus 
p re v e n tin g  th e  p a tie n t fro m  av o id in g  o r 
rep ressing  em erg ing  destructive feelings, w hich 
can  h ap p en  w hen  th e rap eu tic  contac t is m in i
m al. M oreover, inducing  re lax a tio n  resu lts  in

an  a lte red  s ta te  of consciousness th a t invigo
ra te s  regressive phenom ena . H ow  one hand les  
tran sference , resistance , em ergence of archa ic  
em o tio n s , an d  th e  e lic ita tio n  of m em o ries  
should  these e ru p t w ill de te rm in e  w h e th e r o r 
no t a th e rap eu tic  effect w ill be reg istered . O f 
course, th e  th e ra p is t m ay  choose to  ignore 
these m an ifesta tions. B ut w h ere  res istances a re  
pow erfu l enough  to  block th e  th e rap eu tic  ef
fort, lea rn in g  ab o u t them  exped itiously  (w hich 
can occur by study ing  th e  p a tie n t’s responses 
to th e  tap e ) m ay enab le  the  th e ra p is t to  deal 
w ith  them  an d  th u s  salvage tre a tm en t th a t 
o therw ise  w ou ld  end in fa ilu re .

In  th e  e v e n t  th e  ta p e  b r e a k s  o r  is lo s t ,  
w o n ’t th e  p a t i e n t ’s s y m p to m s  r e tu r n ?

A n ad junc tive  cassette tap e  is no su b stitu te  
for p sy cho therapy . It su p p lem en ts  and  ex 
ped ites psycho therapy . T h e re  is no  reason  w hy 
sym ptom s shou ld  re tu rn  if p sy cho therapy  has 
dea lt sa tisfac to rily  w ith  th e  p a tie n t’s p rob lem s.

Preliminary Preparations

T h e  eq u ip m en t for m ak ing  a  tap e  is sim ple. 
A good cassette reco rder an d  a m icrophone 
th a t has a s ta r t and  stop sw itch  a re  essen tia l. It 
is best not to rely  on th e  p a tie n t’s reco rder, 
w ith  w hich id iosyncrasies th e  th e ra p is t m ay 
not be acq u a in ted . A m etronom e is op tiona l. I 
use an  electonic m etronom e th a t is tu n ed  to  a 
base tone a t a speed of ab o u t one beat per 
second. A m etronom e m ay be pu rchased  in  any  
m usic store. A  sm all bo ttle  of ru b b in g  alcohol, 
som e Q -tip s  an d  a  needle should  be availab le  
in  th e  event th e  th e rap is t w ishes to test for 
glove anaesthesia . In  m ak ing  a  tap e  th e  sug
gestions should be given fluen tly , w ith  convic
tion  and  w ith o u t stum b ling  for w ords. T o  
p reven t om issions and  em b arrass in g  speech 
b lunders, a  p rep a red  scrip t is essen tia l, one 
th a t is sufficiently general so th a t it ap p lies  to 
p rac tica lly  all p a tien ts , yet in to  w hich  th e  th e r 
ap is t can in te rp o la te  special suggestions th a t 
a re  app licab le  to  specific pa tien ts . T h e  scrip t

in  th is ch ap te r h as been tested  over a n u m b er 
of years, an d  it has m an y  advan tages. T h e  
th e ra p is t m ay  copy it on card s and  ex perim en t 
w ith  it. It is best to reh ea rse  th e  m ak ing  of a 
ta p e  w ith  p a u se s  a n d  e m p h a s is  a t  c e r ta in  
p o in ts  so th a t w hen  it is p layed  back it sounds 
like n a tu ra l ta lk . P erfo rm ers on rad io  o r televi
sion have m astered  th e  skill of read in g  a scrip t 
so th a t it sounds spon taneous. T h e  th e rap is t 
should  p rac tice  by d ic ta tin g  several tap es , try 
ing to a rticu la te  n a tu ra lly , then  lis ten ing  to 
w h a t has been d ic ta ted , and  co n tin u in g  to 
recite un til th e  a r t  of ta lk in g  casually  from  
scrip t has been m astered . Som e th e rap is ts  
p re fe r to  give th e ir  p a tien ts  a p re reco rd ed  tap e  
m ade by a n o th e r person .*  It m ay  also  be h e lp 

* A  p re re c o rd e d  r e la x in g  a n d  e g o -b u ild in g  ta p e  w as
m a d e  fro m  th e  s c r ip t in  th is  c h a p te r  a n d  m a y  b e  o b ta in e d  
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ful for a th e rap is t to secure a  tap e  th a t can 
serve as a m odel to follow.

W h en  to  in troduce  th e  d es irab ility  o f m ak 
ing a tap e  is a  concern. 1 usually  decide to  do 
th is if I have th e  tim e a t th e  end of th e  first 
session after collecting d a ta  ab o u t th e  p a tien t 
and  p resen ting  a  hypothesis of the p rob lem . 
H ow ever, it m ay  be done a t the second or a 
la te r session. T h e  p a tien t m ay be app roached  
as in th e  follow ing excerp t:

T h. I believe you w ou ld  benefit if I m ak e  a  re la x 
ing  casse tte  ta p e  fo r you. U n d e rs ta n d a b ly , w ith  
w h a t you have  gone th ro u g h , you have  a  lot of 
ten s io n , an d  th e  ta p e  sh o u ld  he lp .

Pt. I see.
T h. H av e  you ever noticed  how  m uch  b e tte r  you 

feel w h en  you a re  free fro m  ten sio n  an d  re 
laxed?

Pt. Yes, b u t th a t ’s th e  tro u b le . I c a n ’t re lax .
T h. F o r th a t  reaso n  I ’m  go ing  to  teach  you a 

m ethod  th a t  w ill h e lp  you re lax . Y ou know  
w h en  you a re  tense, every o rg a n  in y o u r body 
is keyed u p . T h is  m akes it h a rd  fo r you to 
hea l. By le a rn in g  how  to  re la x  y o u r m uscles 
an d  b re a th e  easily  you sh o u ld  beg in  to  notice 
an  im p ro v e m e n t. T h is  w ill give you th e  best 
chan ce  to  overcom e ten sio n .

Pt. T h a t ’s good. Is th a t  like  m e d ita tio n ?
T h. M e d ita tio n  is o n e  fo rm  of re la x a tio n . H y p n o s is  

is a n o th e r . T h e re  a re  o th e r  fo rm s too . I w ill 
show  you one  th a t  sh o u ld  be su itab le  for you. 
D o  you  h av e  a ta p e  r e c o r d e r — a  c a s se tte  
reco rd e r?  [ I f  the  p a tie n t  has no recorder, it is 
best th a t h e  p u rc h a se  one, p re fe ra b ly  o n e  th a t  
has an a u to m a tic  s h u to f f  w ith  th e  e n d in g  o f  the  
tape.]

Pt. Yes, I p lay  m usic  on  it.
Th. F in e , I ’ll m ak e  a  re la x in g  ta p e  for you th a t 

shou ld  be of he lp . T h e  n ex t tim e  you com e 
h e re  b rin g  a  b lan k  1 -h o u r ta p e , th a t  is, 30  
m in u tes on  each side. G e t a good q u a li ty  tap e  
so th a t  it w ill last. It is n o t necessa ry  to b rin g  
y our re c o rd e r  since I ’ll use m ine.

Pt. All r ig h t.

It is usually  best to em ploy  th e  w ord  “ re 
lax a tio n ”  ra th e r  th an  “ hypn o sis”  since th e  la t
te r m ay have conno ta tions for th e  p a tien t th a t 
w ill com plicate m atte rs . P eople  a re  acqua in ted  
w ith  the sym ptom s of re lax a tio n , bu t they  m ay 
a n tic ip a te  som e m y s te r io u s , e x tra m u n d a n e

phenom enon  in hypnosis, w hich w hen  no t ex 
perienced  w ill in sp ire  d isap p o in tm en t an d  a 
sense of fa ilu re . In  th e  course of re spond ing  to 
th e  re la x in g  ex e rc ise s  m a n y  p a t ie n ts  w ill 
ac tua lly  en te r a  s ta te  of hypnosis. F o r  p rac tica l 
pu rp o ses it is no t necessary  to  d iffe ren tia te  re 
lax a tio n  from  hypnosis in m ak ing  a  tap e  since 
the  suggestions th a t a re  given a re  effective in 
bo th  states. Indeed , it m ay  be w ise to  m in im ize  
the  need for hypnosis by s ta tin g  th a t a ll we 
w ish  to do is to  p rac tice  re lax a tio n . If th e  p a 
tien t asks w h e th e r w h a t w ill be done is a  form  
of hypnosis, he m ay be advised: “ Som e people 
re lax  so deep ly  th a t they  m ay  go in to  hypnosis, 
and  som e ac tu a lly  doze off. B ut th is  is n o t im 
p o rta n t. H ow  deep  you go m akes little  d iffer
ence. T h e  suggestions I w ill give you can be 
equa lly  effective w h e th e r you a re  ligh tly  re 
laxed  o r close to  sleep .”

It is often exped ien t a t th e  end  of the  in itia l 
in terv iew  to have a p re p a ra to ry  session of re 
lax a tio n  as a p re lim in a ry  to  m ak ing  a tape , 
w hich  is done a t th e  nex t session. T h e  reason  
th is is helpful is th a t it enab les th e  th e ra p is t to 
observe how  th e  p a tien t responds to  sugges
tions. It also p re p a re s  the  p a tien t for w h a t w ill 
h ap p en  a t th e  tap e -m ak in g  session.

T h e  p a tien t is m ade com fortab le  in a cha ir 
th a t should  be sufficiently  h igh  so th a t it p ro 
vides su p p o rt for th e  head . A n o tto m an , if 
availab le , prov ides su p p o rt for the feet. T h e  
p a tie n t m ay be to ld  th e  follow ing:

Th. P rio r  to  m ak in g  a  re la x in g  ta p e  fo r you , w h ich  
w e w ill do  n ex t tim e , I w o u ld  like to  see how  
you re lax . W h a t  I w o u ld  like to  hav e  you do is 
ju s t  lean  back , close y o u r eyelid s a n d  keep 
th e m  closed  u n til  I give you  th e  co m m an d  to 
o p en  th em . R e m e m b e r you w ill no t be asleep
an d  you w ill n o t be h y p n o tiz e d , ju s t  p leasan tly  
re lax ed .

T h e  fo llow ing scrip t is th en  slow ly read  in  a 
k ind  of d raw lin g , ch an tin g  tone  as if lu llin g  a 
person  to sleep.

N o w  ju s t  se ttle  back  a n d  sh u t y o u r  eyes. L is ten  
co m fo rtab ly  to th e  so u n d  of y o u r b re a th in g . B rea th e  
in  r ig h t d o w n  in to  th e  p it  o f y o u r  s to m ac h . D -e-e -p - 
1-y, b u t g en tly , d -e -e -p -l-y . J u s t  d eep ly  en o u g h  so
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th a t  you feel th e  a ir  soak ing  in . In  . . . an d  ou t. 
D -e-e -p -l-y , d -e -e -p -l-y . In  . . . an d  ou t. A nd  as you 
feel th e  a i r  so ak in g  in , you beg in  to feel yo u rse lf g e t
tin g  p le a sa n tly  tire d  a n d  r-e - l-a -x -e -d , very  r-e -l-a -x -  
e -d . E v e n  d - r -o -w -s -y , d - r -o -w -s -y  a n d  re la x e d . 
D ro w sy  an d  re lax ed .

N o w  I w a n t you to  co n cen tra te  on  th e  m uscle  
g ro u p s  th a t  I p o in t o u t to  you. L o osen  th em , re lax  
th em , a ll w h ile  v isu a liz in g  th em . Y ou w ill notice 
th a t  you m ay  be tense in  c e rta in  a re a s  a n d  th e  idea 
is to  re la x  yo u rse lf  co m plete ly . C o n c e n tra te  on your 
fo reh ead . L oosen  th e  m uscles in yo u r fo rehead . 
N o w  y o u r eyes. L oosen  th e  m uscles a ro u n d  yo u r 
eyes. Y o u r eyelids re lax . N o w  y o u r  face, y o u r face 
re lax es. A nd y o u r m o u th  . . . re la x  th e  m uscles 
a ro u n d  y o u r m o u th . Y o u r ch in ; le t it sag  an d  feel 
heavy. A nd  as you  re la x  y o u r  m usc les, y o u r b re a th 
in g  c o n tin u e s  r - e - g - u - l - a - r - l - y  a n d  d -e -e -p - l-y , 
d eep ly  w ith in  yourself.

N o w  y o u r neck , y o u r  neck re lax es. E very  m uscle , 
every  fiber in y o u r neck re lax es. Y o u r sh o u ld e rs  
re la x  . . . yo u r a rm s  . . . y o u r e lbow s . . . y o u r fo re
a rm s  . . . y ou r w ris ts  . . . y o u r h a n d s  . . . an d  yo u r 
fing ers  re lax . Y o u r a rm s feel loose a n d  re lax ed ; 
heavy  an d  loose an d  re lax ed . Y o u r w h o le  body 
beg ins to feel loose an d  re lax ed . Y o u r neck  m uscles 
re la x ; th e  fro n t o f y o u r neck; th e  back m uscles. If 
you w ish , w igg le  y o u r head  to get a ll th e  k in k s out. 
K eep  b re a th in g  d eep ly  an d  re lax . N o w  y o u r chest. 
T h e  fro n t p a r t  o f y o u r chest re lax es  . . . an d  th e  
back  p a r t  of y o u r chest re laxes. Y o u r ab d o m en  . . . 
th e  p it of y o u r s to m ac h , th a t  re lax es . T h e  sm all of 
y o u r back , loosen the  m uscles. Y o u r h ip s  . . . yo u r 
th ig h s  . . . yo u r knees re la x  . . . even th e  m uscles in 
y o u r legs. Y o u r a n k le s  . . . y o u r feet . . . an d  yo u r 
toes. Y o u r w ho le  body feels loose a n d  re lax ed . A nd 
now  as you  feel th e  m uscles re la x in g , you w ill notice 
th a t  you beg in  to  feel re lax ed  an d  p le a sa n tly  tire d  
a ll  o v e r. Y o u r  b o d y  b e g in s  to  feel 
v -e-r-y , v -e-r-y  re lax ed  . . . an d  you a re  go ing  to feel 
d -r-o -w -s-i-e -r, an d  d -r-o -w -s -i-e -r, an d  d -r-o -w - 
s-i-e -r, fro m  th e  to p  o f y o u r h ead  r ig h t d ow n  to 
y o u r  toes. E very  b re a th  you tak e  is go ing  to soak  in 
d eep e r a n d  d eep e r an d  d eep er, a n d  you feel yo u r 
body  g e ttin g  d ro w sie r  an d  d ro w sie r , (pause)

A nd n o w  I w a n t you to im ag in e , to  v isu a lize  th e  
m ost re lax ed  an d  q u ie t an d  p le a sa n t scene im a g in a 
ble. V isu a liz e , a  re lax ed  an d  p le a sa n t q u ie t scene. 
A n y  sc en e  th a t  is c o m fo rta b le . D ro w s ie r ,  a n d  
d ro w sie r , an d  d ro w sie r . Y ou a re  v -e-r-y  w ea ry , an d  
every  b re a th  w ill send  you in to  d eep e r an d  d eeper 
an d  d eep er. [ I f  a m e tro n o m e  is to be u sed  the  p a 

t ie n t m a y  be told, “ I am  g o in g  to tu rn  on  a 
m e tro n o m e  a n d  every  b ea t o f th e  m e tro n o m e  w ill 
send  you in  d e e p e r a n d  d e e p e r .” ] A s you v isu a lize  
th is  q u ie t scene, I sh a ll co u n t fro m  one to  tw en ty , 
a n d  w h en  I reach  th e  co u n t o f tw e n ty , you w ill feel 
y o u rse lf in d eep , suffic ien tly  d eep  to  a b so rb  th e  su g 
g estions I ’m  g o ing  to give you. O n e , d eep e r an d  
d eep e r. T w o , d eep e r, an d  d e e p e r , an d  d eeper. 
T h r e e  . . . d ro w s ie r  a n d  d ro w s ie r .  F o u r ,  d e e p e r  
a n d  d eep e r. F ive . . . d ro w sie r , a n d  d ro w sie r , an d  
d ro w sie r . S ix  . . . seven, very  tire d , very  re lax ed . 
E ig h t, d e e p e r an d  d eep e r. N in e  . . . ten , d ro w sie r  
a n d  d ro w sie r . E leven , tw elve , th ir te e n , d eep e r an d  
d eep e r, d -r-o -w -s -i-e -r  a n d  d - r-o -w -s -i-e -r. F o u r 
teen , d ro w sie r , an d  d ro w sie r , an d  d ro w sie r . F ifteen  
. . . six teen  . . . seven teen , d eep e r a n d  d eep er. E ig h 
teen  . . . n in e te e n  . . . an d  f ina lly  tw en ty , (pause)

I w a n t you (the p a t i e n t ’s  f i r s t  n a m e  m a y  be m e n 
tio n ed )  fo r th e  nex t few  m in u tes , to  co n tin u e  v is
u a liz in g  a  q u ie t an d  w o n d erfu lly  re lax ed  scene, an d , 
as you  d o , you w ill get m ore , an d  m o re , an d  m ore, 
a n d  m o re  re lax ed . Y o u r body w ill beg in  to  get m ore 
p le a s a n tly  tire d  an d  m o re  re la x e d , an d  you w ill get 
d ro w sie r  an d  d ro w sie r ; y o u r a rm s  m ay  feel heavy , 
y o u r  h a n d s  tin g ly . W h e n  I ta lk  to you n ex t, y o u ’ll 
be m o re  deep ly  re lax ed . D eep , d -r-o -w -s-y  a n d  re 
laxed ; d -r-o -w -s -y , an d  deep , a n d  re lax ed ; deep , 
d -r-o -w -s -y , a n d  re lax ed ; re lax ed , an d  deep , an d  

d ro w sy , (p ause  f o r  a b o u t 3 0  seconds)
N o w  I ’d like to  have  you c o n c e n tra te  on  y o u r left 

a rm . I a m  g o ing  to  s tro k e  th e  a rm  an d  as I s tro k e  it, 
th e  m uscles get firm  an d  r ig id  an d  th e  a rm s  get stiff. 
E v e ry  m usc le , every fiber in  th e  a rm  stiffens, an d  
th e  a rm  w ill feel as if it is g lu ed  r ig h t  d o w n  to  th e  
side  of th e  c h a ir . ( T h e  th era p is t a t th is  p o in t  m a y  
w a lk  o ver to th e  p a t ie n t  a n d  w h ile  su g g estio n s are  
g iv e n  s tro k e  th e  le ft arm . T h e  in to n a tio n  sh o u ld  
n o w  ch ange fr o m  a lu llin g  ch a n t to a f i r m e r  m o re  
c o m m a n d in g  to n e .)  E v ery  m usc le , every  fiber feels 
stiff an d  firm  an d  r ig id . T h e  a rm  feels a s  if a  100- 
p o u n d  w eig h t p resses on  th e  a rm  (th e  th era p is t m a y  
p re ss  th e  a rm  d o w n )  as if a  su c tio n  p a d  ho ld s th e  
a rm  d o w n , as if steel b an d s b in d  th e  a rm  d o w n  to 
th e  c h a ir . T h e  a rm  seem s g lued  to  th e  c h a ir , an d  
w h e n  I try  to  lift it, it feels heavy  an d  r ig id , g lued  
ag a in s t th e  c h a ir . ( T h e  th era p is t th en  lig h tly  tries to 
lift th e  a rm .)  H eav y  a n d  stiff an d  r ig id . [T h is  is the  
f i r s t  test as to w h e th e r  th e  p a tie n t  is re sp o n d in g  to 
su ggestions. T h e  g re a t m a jo r ity  o f  p a tie n ts  w ill  e x 
h ib it  a s tiffn ess  o f  th e  a rm . T h o se  w h o  sh o w  no  
stiffn ess a n d  r ig id ity  are re s is tin g  fo r  som e reason. 
In  th e  la tte r  ev e n t th e  th e ra p is t m a y  re m a rk , “ I t is
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a little  h a rd  to do th is  th e  firs t tim e . N e x t tim e  you 
w ill p ro b ab ly  find  it e a s ie r .”  T h e n  th e  th era p is t 
m a y  go  on u n in te rru p te d ly .]  A nd  now  I ’m  g o ing  to 
stro k e  th e  a rm , an d  w h a tev e r stiffness is th e re  w ill 
leave. In  fact, th e  a rm  w ill feel ligh t as a  fea th er. 
(T h e  arm  is s tro k e d  a n d  then  ra p id ly  lifted .)

Feel y o u r eyelids g lued to g e th e r no w . Y our 
eyelids feel tig h t, tig h t an d  w h en  you try  to  lift 
th em , they  feel as if th ey  a re  g lued  to g e th e r . T ig h t ,  
tig h t, tig h t. [T h is  is th e  n e x t test, a n d  m o s t p a tie n ts  
w ill  co m p ly  w ith  the  suggestions. In  the  even t the  
p a tie n t  is in resistance  a n d  lifts  th e  eyelid s, s im p ly  
p re ss  th em  d o w n  to close th em  a n d  say, “ It is a l i t
tle  d ifficult now . N ex t tim e it w ill be e a s ie r ,”  a n d  
co n tin u e  w ith  th e  suggestions.]

N o w  w h a t I ’d like to have  you do is to p ic tu re  
th in g s  in yo u r m in d  as I d escribe  th em , a n d , as you 
do, in d ica te  it by lifting  th is  finger an  inch  o r  so in 
th e  a ir . (T h e  in d ex  f in g e r  o f  th e  le ft h a n d  is 
tou ch ed .)  F o r ex a m p le , im ag in e  y o u rse lf  w alk in g  

o u tsid e  on  th e  s tree t, an d  w h en  you see y ourse lf
w a lk in g  on th e  s tree t, in d ica te  th is  by lifting  u p  
y o u r finger. \T h e se  su g g estio n s are  a im e d  a t tra in 
ing  the  p a tie n t  in im agery . M o s t  p a tie n ts  eas ily  v is 
u a lize  th em se lves w a lk in g  on th e  stree t. O cca
sio n a lly , a p a tie n t  w il l  b lock d o in g  th is  fo r  one  
reason or ano th er . W h ere  th is  occurs a n d  a fte r  a 
m in u te  or so has p a sse d  w ith o u t th e  f in g e r  lifting , 
the  th era p is t m a y  say: “ It is a d ifficu lt to  do th is . So 
now  p ic tu re  yourse lf  s ittin g  in th e  c h a ir  an d  you a re  
in look ing  a t m e. In y o u r im a g in a tio n  see m e as I 
ta lk  to you, an d  w hen  you do , lift th e  f in g e r.”  T h is  
u su a lly  b rings a p o s itiv e  response  since  th e  im age o f  
the  th era p is t is fre sh  in the  p a t i e n t ’s  m in d . O nce the  
p a tie n t  has lif te d  the  f in g e r , the  suggestion  a b o u t 
p ic tu r in g  o n e se lf w a lk in g  on the  stree t is m a d e  a n d  
sh o u ld  be successfu lly  execu ted . In  the  ve ry  u n u su a l  
even t the  p a tie n t  resists a ll these su ggestions, or  
la ter  suggestions d u r in g  th e  session , th e  th era p is t  
m a y  say: “ It is a little  d ifficu lt no w . Y ou w ill find  it 
eas ie r n ex t t im e .”  T h e  ho p e  is th a t th e  p a tie n t  w ill  
ev e n tu a lly  w o rk  th ro u g h  th e  resistance.)

V isu a lize  yo u rse lf w a lk in g  in to  an  a lley w ay  b e 
tw een  tw o  bu ild in g s. See yo u rse lf  s te p p in g  in to  th is 
a l le y w a y . A nd  you  w a lk  r ig h t  in to  an  o p en  
c o u r ty a rd . See yo u rse lf  w a lk in g  in to  th is  c o u rty a rd , 
an d  r ig h t in fro n t of you you see a ta ll c h u rc h — th e  
steep le , sp ire , an d  bell. T h e n  lift th e  finger. (T h e  
th era p is t co n tin u es  sugg estio n s.)  N o w  w a tch  th e  bell. 
N ow  w atch  th e  bell. It w ill begin  to  m ove from  one 
side to th e  nex t, from  one side to th e  nex t, an d  as it 
does, you get th e  se n sa tio n  o f a  c lan g in g , c - l-a -n -g -

i-n -g  in y o u r e a rs . A s soon a s  th a t h a p p e n s , as soon 
as you see th e  bell m ove, lift y o u r f inger. [It is p o ss i
b le th a t th e  p a t ie n t  m a y  be an exce llen t h y p n o tic  su b 

je c t  a n d  a c tu a lly  h a llu c in a te  r in g in g  o f  the  bell a t th is  
p o in t . T h is  is, h o w e ver , n o t q u e s tio n e d  so th a t in the  
e v e n t no a u d ito ry  h a llu c in a tio n s  e x is t th e  p a tie n t  
does n o t in fe r  he  has fa ile d . A c tu a lly , it m a kes  no d if
fe r e n c e  w h e th e r  o r  n o t th e  p a tie n t  h a llu c in a te s  in 
so fa r as th e  la te r  m a k in g  o f  th e  ta p e  is concerned .)  

(pause , u n ti l  th e  f in g e r  lifts)
T u r n  a w a y  fro m  th e  ch u rc h  b u ild in g  now  an d  see 

y o u rse lf  w a lk in g  back th ro u g h  th e  c o u r ty a rd  in to  
th e  a lley . O v er th e  r ig h t-h a n d  side o f th e  a lley , on 
th e  g ro u n d , you see a  p a il w ith  s te a m in g  w a te r . L ift 
y o u r finger w h en  you see th is , (p a u se , u n til  f in g e r  
lifts)

N o w  see y o u rse lf  ta k in g  y o u r r ig h t h a n d  an d  
w av in g  it th ro u g h  th e  s team . A s you  do  th is , your 
h a n d  w ill get tin g ly  an d  te n d e r  a n d  sensitive  as if it 
h a s  been soaked  in s team . W h en  you see y ourse lf 
d o in g  th is , lift y o u r  finger. In  a  m o m en t y o u r h an d  
w ill becom e sensitive  an d  te n d e r  a s  if you have 
w aved  it in s team , (p a u se , u n ti l  f in g e r  lifts)

In c o n tra s t to y o u r sensitive  r ig h t  h a n d , y o u r left 
h a n d  is go ing  to  get n u m b  a n d  in sensitive . It w ill 
feel as if I have  c rea ted  a  w ris t b lock w ith  novocaine 
( T h e  th era p is t m a y  touch  th e  p a t ie n t 's  le ft w r is t  
w ith  h is f in g e r  in a n u m b e r  o f  sp o ts , c irc lin g  it as i f  
n o vo ca in e  is be in g  in jec ted .)  A s a  m a tte r  o f fact, you 

a re  now  go in g  to  im ag in e  yo u rse lf  w e a r in g  a  th ick  
heavy  le a th e r  glove on y o u r left h a n d , an d  as soon 
as you see y o u rse lf in y o u r im a g in a tio n  w e a r in g  a 
th ick  heavy  le a th e r  glove on y o u r left h a n d , ind ica te  
it by lifting  y o u r  finger, (pause, u n ti l  f in g e r  lifts)

N ow  I am  g o ing  to show  you th e  d ifference be
tw een  th e  sensitive  r ig h t h a n d  an d  th e  left h a n d  e n 
veloped  in a glove. | In  m o s t cases a p a r tia l  g lo ve  
an a esth esia  w il l  be o b ta in ed , a n d  th is  m o re  than  
a n y  o th e r  p h e n o m e n o n  d u r in g  th e  p re se n t re la x in g  
session  w il l  im p re ss  th e  p a tie n t  th a t  so m e th in g  im 
p o r ta n t  m a y  be a cco m p lish ed  w ith  suggestion . A fte r  
th e  session  is over, m a n y  p a tie n ts  e x p ress  su rp rise  
or in c re d u lity  th a t a naesthesia  has occurred . S o m e  
d o u b t th a t the  th e ra p is t a c tu a lly  to u c h e d  the  h a n d  
w ith  th e  need le , a n d  the  th era p is t w il l  ha ve  to 
assure  th em  th is  w a s  ro .]  I am  g o ing  to  touch  your 
left h a n d  w ith  a  s te rilized  need le , an d  it w ill feel as 
if I am  to u c h in g  it th ro u g h  a  th ick , heavy  lea th e r  
glove. Y ou w ill feel to u ch , b u t no p a in ; touch  b u t no 
p a in . T o u c h , b u t no rea l p a in . (A  need le , a sm a ll 
b o ttle  o f  a lcoho l a n d  a sw a b  o f  co tto n  or Q -tip  being  
ava ilab le , th e  n eed le  is w ip e d  w ith  a lcohol, a n d  the
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a lcoho l-so a ked  sw a b  is a p p lied  to the  back o f  the  
h a n d  in the  triang le  be tw een  th e  th u m b  a n d  fo r e 
fin g e r . T h e  th era p is t sh o u ld  then  touch  th e  sk in  
w ith  the  need le  lig h tly  to avo id  d ra w in g  b lood). O n  

th e  c o n tra ry , th e  o th e r h an d , the  r ig h t h a n d , w ill be 
very  sensitive a n d  te n d e r  a n d  p a in fu l even to th e  
slig h tes t touch . (T h e  sa m e  p rocess w ith  th e  need le  is 
re p ea ted  w ith  th e  back o f  th e  r ig h t h a n d  to d e m o n 
stra te  th e  d ifference  in sensa tion  betw een  th e  tw o  
h a n d s.)

W h a t w e have done is to p ro d u ce  an  an es th esia , 
w h ich  is som etim es used  in m in o r  su rg ica l o p e r 
a tio n s . B ut w h a t it in d ica tes  is th e  p o w er of the  
m in d  in co n tro llin g  physica l func tio n s. A nd if the  
m in d  can  do th is  w ith  a fu n d a m e n ta l function  like 
p a in , it can  also  co n tro l y o u r sy m p to m s (these  m a y  
be m en tio n ed ).

I am  now  go ing  to cou n t slow ly  from  one to  five. 
W h e n  I reach  th e  coun t of five lift y o u r eyes an d  
you w ill be o u t o f it. O n e  . . . tw o  . . . th re e  . . . 
fo u r . . . five.

M ost p a tien ts  w ill slow ly lift th e ir  eyelids 
and  spon taneously  com m ent on how  relaxed  
they feel. T h ey  m ay in q u ire  if the th e rap is t 
rea lly  touched th e  left hand  w ith  a needle. If 
the p a tien t does not p resen t his com m ents 
spon taneously , th e  th e rap is t m ay  in q u ire  about 
his personal reactions. In th e  event th e  p a tien t 
resisted  certa in  suggestions (w hich as has been 
m entioned  before is not u n u su a l), th e  th e rap is t 
m ay ask w h e th e r th e  p a tien t w as upset o r had 
any  o th er feelings o r th ough ts  d u rin g  th e  re 
lax ing  exercises.

In one p a tien t, for exam ple , w hen  asked 
w h a t th ough ts  cam e to h im  w hen he could  not 
v isualize a church  w hen  asked to do so, he re 
plied: “ I had  a pecu lia r fan tasy , visionlike. 
T h e re  w as a m anho le  in the street, and  I w as 
w alk ing  tow ard  it. A nd th ere  w as a m achine 
w ith  teeth  in it ready to grind  me u p .” At this 
po in t, the  p a tien t sm iled and  he said; “ I knew  
a m an  w ho w en t for analysis and  referred  to 
his a n a ly s t’s office as a hell h o le .”  T h e  fan tasy  
and  his association  provided a dynam ic focus 
for o u r in terv iew s, w hich dealt w ith  t r a n s 
ference feelings th a t I, like his fa th er, w as a

dangerous au th o r ity  w ho, if he re laxed  his 
g u a rd , m ight in ju re  h im .

In  m ost cases resistances w ill no t be en 
coun tered  and  the  th e rap is t m ay  then  proceed 
w ith  these instructions: “ T h e  nex t tim e you 
come here  b rin g  a 1 -hour b lan k  cassette tap e  of 
good q u a lity , 30  m inu tes on each side. It is no t 
necessary  to  b rin g  you r reco rd e r since I w ill 
use m y ow n m ach in e .”

A t the nex t session, if the p a tien t does no t 
spon taneously  rep o rt d ream s, th e  th e ra p is t 
should  in q u ire  ab o u t them . F o llow ing  th e  re 
lax ing  session, m any  p a tien ts  a re  ap t to have 
d ream s th a t re la te  to th e ir  re lax a tio n  ex p eri
ence and  th a t expose tran sfe rence  as w ell as 
resistance  m aneuvers. T h ese  reactions m ay  be 
very im p o rta n t because no t only do they  open 
a w indow  in to  th e  un d erly in g  dynam ics, bu t 
they  a re  w a rn in g  signals of p rob lem s th a t w ill 
have to be h and led  th a t m ay sabotage the 
benefits of the  reco rded  tape .

T h u s  a m ale  p a tien t b ro u g h t in th is  d ream  
after the first session: “ I w as ill in bed. 
F rien d s w ere  v isiting  m e. I t ’s g ra n d p a ’s house, 
and  m y m o th er is there . She ta lks abou t h e lp 
ing m e, bu t she gets m e p ink  ribbons for my 
bed and  tells m e to  sleep. I say, ‘T h is  is for 
g ir ls .’ She tries to p e rsu ad e  m e i t ’s all righ t. 
B ut I d o n ’t w a n t to  believe her. T h e n  I had  
an o th e r d ream . T h e re  w as a rope  a ro u n d  my 
penis; it changed  to  ribbons and  it w as choking  
m y p e n is .” T h e  tran sference  elem ents cam e 
ou t rap id ly  a fter the  re lax a tio n  session. H ad  I 
no t been a le r ted  to  th e  p a tie n t’s fear of c a s tra 
tion  (w hich ap p a re n tly  stem m ed from  h is u n 
resolved oed ipa l fan tasies and  w hich he w as 
p ro jec ting  on to  m e) I w ould  not have been ab le  
to deal w ith  h is core p rob lem . I delayed the 
m ak ing  of th e  tap e  un til we had  w orked  suffi
ciently  on th is m ateria l so th a t he w ou ld  not 
in te rp re t my tap e -m ak in g  activities as a cas
tra tin g  th rea t.

In  the g rea t m ajo rity  of p a tien ts  the  d ream s 
and  fan tasies th a t follow the first re lax in g  
session a re  p lea san t ones and  do no t ind ica te  
any  need for de lay  in d ic ta tin g  th e  cassette .
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Making the Tape

T h e  p a tien t is m ade com fortab le  in a ch a ir 
(some p a tien ts  p refer lying on a couch since 
they  a re  m ore relaxed  in it), and  the b lank  
cassette is p u t in to  th e  th e ra p is t’s reco rder. It 
is w ise to test th e  voice level, coun ting  from  
one to  ten in th e  m icrophone, a t th e  volum e 
th a t one w ill use d u rin g  th e  d ic ta tion , and  then  
listen ing  to the p layback . A fter the p ro p e r a d 
ju s tm en ts  have been m ade, th e  th e rap is t says 
to the p a tien t, “ If you h e a r som e ru s tlin g  it is 
because I m ay  refer to  my card s and  to the case 
record  to m ake su re  I include all the  m ateria l 
th a t is im p o rtan t. N ow  I w an t you to  shu t 
your eyelids and  keep them  sh u t un til I give 
you the com m and to open your eyes.”

T h e  scrip t, w hich  has been copied on cards, 
is essentially  s im ila r to th a t in my book, The 
Technique o f  P sych otherapy  (1977 , pp . 7 9 5 -  
796). T h e  first p a r t is iden tical w ith  th a t of the 
beg inn ing  of th e  p re lim in a ry  session, bu t to 
avoid confusion the com plete scrip t w ill be in 
cluded here. D ic ta tion  should  be slow , w ith  
p ro p er pauses and  em phases m uch  as in the 
first session. T h e  p a tie n t’s first nam e m ay be 
in te rpo la ted  in certa in  spots to  m ake the tap e  
m ore personal. T h e  p a tien t hav ing  sh u t the 
eyes, the reco rder is tu rn ed  on and  the scrip t 
d ictated.

N ow  ju s t  se ttle  back  an d  sh u t y o u r  eyes. L is ten  
co m fo rtab ly  to  th e  sou n d  of y o u r b re a th in g . B rea th e  
in r ig h t do w n  in to  th e  p it of y o u r s to m ac h . D -e-e -p - 
1-y, b u t gen tly , d -e-e -p -l-y . J u s t  d eep ly  en o u g h  so 
th a t  you feel th e  a ir  so a k in g  in. In  . . . an d  ou t. 
D -e-e -p -l-y , d -e-e -p -l-y . In  . . . and  o u t. A nd  as you 
feel th e  a i r  so ak in g  in , you begin  to feel yo u rse lf  g e t
tin g  p leasan tly  tire d  an d  r-e - l-a -x -e -d , very  r-e- 
1-a-x-e-d. E ven d -r-o -w -s-y , d -r-o -w -s-y  an d  re lax ed . 
D ro w sy  an d  re lax ed .

N ow  I w a n t you to c o n c e n tra te  on th e  m uscle 
g ro u p s  th a t  I p o in t o u t to you. L oosen  th em , re lax  
th em , all w h ile  v isu a liz in g  them . Y ou w ill notice 
th a t  you m ay be tense  in c e r ta in  a re a s  an d  th e  idea 
is to re la x  yourse lf com plete ly . C o n c e n tra te  on your

fo reh ead . L o osen  th e  m uscles in y o u r fo rehead . 
N o w  y o u r  eyes. L o osen  th e  m usc les a ro u n d  your 
eyes. Y o u r eyelids re la x . N o w  y o u r  face, y o u r face 
re lax es. A nd  y o u r m o u th  . . . re la x  th e  m uscles 
a ro u n d  y o u r m o u th . Y o u r ch in ; le t it sag  an d  feel 
heavy . A nd  as you  re la x  y o u r  m usc les, y o u r b re a th 
in g  c o n t in u e s  r - e - g - u - l - a - r - l - y  a n d  d -e -e -p - l-y , 
deep ly  w ith in  yourself.

N o w  y o u r neck , y o u r neck re lax es . E very  m uscle , 
ev e ry  f ib e r  in  y o u r  neck  r e la x e s .  Y o u r  s h o u l
d e rs  re la x  . . . y o u r a rm s  . . . y o u r e lb o w s . . . yo u r 
fo re a rm s  . . . y o u r  w r is ts  . . . y o u r  h a n d s  . . . an d  
y o u r  fing ers  re lax . Y o u r a rm s  feel loose an d  r e 
lax ed ; heavy  a n d  loose an d  re lax ed . Y o u r w hole 
body  b eg ins to feel loose a n d  re lax ed . Y o u r neck 
m uscles re la x ; th e  fro n t of y o u r neck; th e  back 
m uscles. If you w ish , w igg le  yo u r h ead  to  get all the  
k in k s o u t. K eep  b re a th in g  deep ly  an d  re lax . N ow  
y o u r  chest. T h e  fro n t p a r t  of y o u r chest re lax es . . . 
an d  th e  back  p a r t  of yo u r chest re lax es. Y our 
ab d o m en  . . . th e  p it  o f y o u r s to m ac h , th a t  re laxes. 
T h e  sm a ll of y o u r back , loosen th e  m uscles. Y our 
h ip s  . . . y o u r th ig h s  . . . y o u r knees re la x  . . . even 
th e  m uscles in y o u r legs. Y o u r a n k le s  . . . y o u r feet 
. . . an d  y our toes. Y o u r w h o le  body  feels loose an d  
re lax ed . A nd  n o w  as you feel the  m uscles re lax in g , 
you  w ill no tice  th a t  you begin  to  feel re lax ed  an d  
p le a sa n tly  tire d  a ll over. Y o u r body b eg ins to feel 
v -e-r-y , v -e-r-y  re lax ed  . . . an d  you a re  g o ing  to feel 
d -r-o -w -s -i-e -r, an d  d - r-o -w -s -i-e -r, an d  d -r-o -w - 
s-i-e -r , from  th e  to p  of yo u r head  r ig h t d ow n  to  y ou r 
toes. E very  b re a th  you tak e  is g o ing  to soak in 
d e e p e r an d  d e e p e r an d  d eep e r, a n d  you feel y our 
body  g e ttin g  d ro w sie r  an d  d ro w sie r , (pause)

A nd  now  I w a n t you to  im ag in e , to  v isu a lize  the  
m ost re lax ed  a n d  q u ie t an d  p le a sa n t scene im a g in a 
ble. V isu a liz e , a  re lax ed  an d  p le a sa n t q u ie t scene. 
A n y  sc en e  th a t  is c o m fo rta b le . D ro w s ie r ,  a n d  
d ro w sie r , a n d  d ro w sie r . Y ou a re  v -e-r-y  w ea ry , and  
every  b re a th  w ill send you in to  d eep e r an d  d eep er 
an d  d eep e r. [I f  a m e tro n o m e  is to be u se d  th e  p a 
tie n t m a y  be to ld , “ I am  go in g  to tu rn  on a 
m e tro n o m e  an d  every  b ea t of th e  m e tro n o m e  w ill 
send  you in d eep e r a n d  d e e p e r .” ] A s you v isua lize  
th is  q u ie t scene, I sh a ll cou n t from  one to  tw en ty , 
a n d  w h en  I reach  th e  cou n t of tw en ty , you w ill feel 
y o u rse lf  in d eep , suffic ien tly  deep  to  a b so rb  th e  su g 
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gestions I ’m go ing  to give you. O n e , d eep er and  
d eep er. T w o , d eep e r, an d  d eep e r, a n d  d eeper. 
T h re e  . . . d ro w sie r  an d  d ro w sie r . F o u r , d eep e r an d  
d e e p e r . F iv e  . . . d ro w s ie r ,  a n d  d ro w s ie r ,  a n d  
d ro w sie r . Six . . . seven, very  tire d , very  re laxed . 
E ig h t, d eep e r an d  d eep er. N in e  . . . ten , d ro w sie r  
a n d  d ro w sie r. E leven , tw elve, th ir te e n , d eep e r an d  
d e e p e r , d - r -o -w -s - i - e - r  a n d  d - r -o -w -s - i - e - r .  
F o u rte e n , d ro w sie r , an d  d ro w sie r , an d  d ro w sie r. 
F if te e n  . . . s ix te e n  . . . se v e n te e n , d e e p e r  an d  
d e e p e r . E ig h te e n  . . . n in e te e n  . . . a n d  f in a lly  
tw en ty , {pause)

I w a n t you {the p a t ie n t ’s f i r s t  n a m e  m a y  be m e n 
tioned) fo r th e  nex t few  m in u tes, to  c o n tin u e  vis
u a liz in g  a  q u ie t an d  w o n d erfu lly  re lax ed  scene, an d , 
as you do , you w ill get m ore , an d  m ore , an d  m ore, 
an d  m ore  re lax ed . Y o u r body w ill begin  to  get m ore 
p le a sa n tly  tired  an d  m o re  re lax ed , an d  you w ill get 
d ro w sie r  an d  d ro w sie r , y o u r a rm s m ay  feel heavy, 
y o u r h a n d s  ting ly . W h e n  I ta lk  to you nex t, y o u ’ll 
be m o re  deep ly  re lax ed . D eep , d -r-o -w -s-y  an d  re 
laxed ; d -r-o -w -s-y  an d  deep  an d  re lax ed ; deep , 
d -r-o -w -s-y , an d  re lax ed ; re lax ed , an d  deep , and  
d row sy , (pause f o r  a b o u t 3 0  seconds)

R elax  an d  feel d row sy . As you beg in  to feel m ore 
d ro w sy , you have  a  so rt of f lo a tin g  se n sa tio n  an d  
you re lax  m ore. T h in g s  seem  to fade a  little  an d  lose 
th e ir  im m ed iacy — an y  an x ie ty  an d  dep ress io n  fade. 
A so rt of fuzzy  an d  tin g lin g  se n sa tio n  a n d  a feeling  
of w elcom ing  sleep , yet d ifferen t from  th e  reaction  
to o rd in a ry  sleep.

T h e  m in d  is like a  sponge . It soaks u p  sugges
tio n s. In  y our case it h as been filled w ith  negative  
suggestions th a t  have  p iled  u p  in you over th e  years. 
[T h ese  m a y  be en u m era ted . F o r exa m p le , i f  th e  p a 
tie n t has a fe e lin g  th a t he  ca n n o t g e t better, or is 
u n a b le  to succeed  a t a n y th in g  or i f  he  has a deva lu ed  
se lf-im age, these m a y  be m e n tio n e d  as nega tive  
tho u g h ts . ]

I sha ll now  give you a n u m b e r  o f suggestions and  
you m ay  u tilize  those  th a t  ap p ly  to you a t  th is  m o
m en t and  p u t aside those  th a t  do no t, w h ich  m ay 
ap p ly  a t som e o th e r  m om ent.

E v e ry  d a y  . . . y o u  w ill b eco m e  p h y s ic a lly  
S T R O N G E R  a n d  F I T T E R .  Y o u  w ill  b ecom e 
M O R E  A L E R T  . . . M O R E  W ID E  A W A K E  . . . 
M O R E  E N E R G E T I C .  Y ou w ill becom e M U C H  
L E S S  E A S I L Y  T I R E D  . . . M U C H  L E S S  E A S -  
IL  Y  F A  T IG U E D  . . . M U C H  L E S S  E A S I L  Y  D E 
P R E S S E D  . . . M U C H  L E S S  E A S I L Y  D I S C O U R 
A G E D .  B e c a u se  o f  r e s o lu tio n  o f  y o u r  tro u b le s

[.specific s y m p to m s  th a t h a ve  b u rd e n ed  th e  p a tie n t  
m a y  be m e n tio n e d  here  i f  d e s ired ]. E very  d ay  . . . 
you w ill becom e . . . S O  D E E P L Y  I N T E R E S T E D  
I N  W H A T E V E R  Y O U  A R E  D O I N G  . . .  S O  
D E E P L Y  I N T E R E S T E D  I N  W H A T E V E R  I S  
G O I N G  O N . . .  T H A T  Y O U R  M I N D  W I L L  B E 
C O M E  M U C H  L E S S  P R E O C C U P IE D  W I T H  
Y O U R S E L F  A N D  Y O U R  P R O B L E M S  . . . A N D  
Y O U R  O W N  F E E L I N G S .

E very  d ay  . . . Y O U R  N E R V E S  W IL L  B E 
C O M E  S T R O N G E R  A N D  S T E A D I E R  . . . 
Y O U R  M I N D  W IL L  B E C O M E  C A L M E R  A N D  
C L E A R E R  . . . M O R E  C O M P O S E D  . . . M O R E  
P L A C I D  . . . M O R E  T R A N Q U I L .  Y ou w ill be
com e M U C H  L E S S  E A S I L Y  W O R R I E D  . . . 
M U C H  L E S S  E A S I L Y  A G I T A T E D  . . . M U C H  
L E S S  F E A R F U L  A N D  A P P R E H E N S I V E  . . . 
M U C H  L E S S  E A S I L Y  U P S E T .  Y ou w ill be ab le  
to T H I N K  M O R E  C L E A R L Y  . . . Y ou w ill be ab le  
to  C O N C E N T R A T E  M O R E  E A S I L Y .  Y O U R  
M E M O R Y  W I L L  I M P R O V E  . . .  an d  you  w ill be 
ab le  to  S E E  T H I N G S  I N  T H E I R  T R U E  P E R 
S P E C T I V E  . . . W I T H O U T  M A G N I F Y I N G  
T H E M  . . .  W I T H O U T  A L L O W I N G  T H E M  T O  
G E T  O U T  O F  P R O P O R T I O N .

E v e ry  d a y  . . . y o u  w ill b eco m e  E M O T I O N 
A L L Y  M U C H  C A L M E R  . . . M U C H  M O R E  
S E T T L E D  . . . M U C H  L E S S  E A S I L Y  D I S 
T U R B E D .  E v e ry  d a y  . . . y o u  w ill  feel a 
G R E A T E R  F E E L I N G  O F  P E R S O N A L  W E L L 
B E I N G  . . .  A  G R E A T E R  F E E L I N G  O F  P E R 
S O N A L  S A F E T Y  . . . A N D  S E C U R I T Y  A N D  
C O N T R O L  th a n  you have  felt fo r a long , long 

tim e .
E very  d ay  . . .  Y O U  w ill becom e . . . an d  Y O U  

w ill re m a in  . . . M O R E  A N D  M O R E  C O M 
P L E T E L Y  R E L A X E D  . . . A N D  L E S S  T E N S E  
E A C H  D A Y  . . . B O T H  M E N T A L L Y  A N D  
P H Y S I C A L L Y  . . . A n d , you becom e . . . a n d , 
•d-S1 you re m a in  . . . M O R E  R E L A X E D  . . . A N D
L E S S  T E N S E  E A C H  D A Y  . . .  S O ,  you  w ill d e 
velop  M U C H  M O R E  C O N F I D E N C E  I N  Y O U R 
S E L F . M U C H  m o re  confidence in  yo u r ab ility  to
D O  . . . N O T  O N L Y  w h a t you H A V E  to  do each
d ay , . . . b u t M U C H  m ore confidence in y o u r a b il
ity  to do  w h a te v e r you O U G H T  to  be ab le  to
do . . . W I T H O U T  F E A R  O F  C O N S E Q U E N C E S
. . . W I T H O U T  U N N E C E S S A R Y  A N X I E T Y . . . 
W I T H O U T  U N E A S IN E S S .  B ecause  of th is  . . . 
every  d a y  . . . you  w ill feel M O R E  A N D  M O R E
I N D E P E N D E N T  . . . M O R E  A B L E  T O  S T A N D
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U P O N  Y O U R  O W N  F E E T  W I T H O U T  P R O P S  
[ I f  the  p a tie n t  is u t i l iz in g  p ro p s , l ik e  tra n q u ilize rs  
or p ills , these m a y  be m en tio n ed , “ L ik e  tr a n q u i l 
iz e rs  a n d  s le e p in g  p i l l s .” ] A N D  W I T H O U T  
W O R R Y IN G .  T O  H O L D  Y O U R  O W N  . . .  no 
m a tte r  how  d ifficult o r try in g  th in g s m ay  be.

A nd , because  all these  th in g s  W IL L  begin  to 
h a p p e n  . . . E X A C T L Y  as I tell you th ey  w ill h a p 
p en , you w ill begin to  feel M U C H  H A P P IE R  
. . . M U C H  M O R E  C O N T E N T E D  . . . M U C H  
M O R E  C H E E R F U L  . . . M U C H  M O R E  O P T I 
M I S T I C  . . . M U C H  L E S S  E A S I L Y  D IS C O U R -  
A  G E D  . . . M U C H  L E S S  E A S I L  Y  D E P R E S S E D .

N ow  re la x  an d  rest for a  m in u te  o r  so, going 
d eep er, d -e -e -p -e -r, d -e -e -p -e -r, a n d  in a  m in u te  o r 
so I sha ll ta lk  to  you, an d  you w ill be m o re  deep ly  
re laxed , (pause a b o u t 10 seconds)

T h e re  a re  fo u r th in g s  w e a re  g o ing  to accom plish  
as a  re su lt of these  suggestions. I ca ll th em  th e  fo u r 
S ’s: sym ptom  relief, se lf-confidence, s itu a tio n a l con
tro l, an d  se lf-u n d e rs tan d in g . F irs t ,  y o u r  v ario u s  
sy m p to m s (e n u m e ra te ) a re  g o ing  to  be less an d  less 
u p se ttin g  to  you. Y ou w ill p ay  less an d  less a t te n 
tio n  to th em  because th ey  w ill b o th e r  you less an d  
less. Y ou w ill find  th a t  you have  a  d es ire  to  ov er
com e th em  m o re  an d  m ore. A nd  as w e w o rk  a t y our 
p ro b lem s, you w ill feel th a t  y o u r  self-confidence 
g ro w s an d  ex p an d s. Y ou w ill feel m o re  assertive  an d  
stro n g er. Y ou w ill be ab le  to  h a n d le  y o u rse lf  b e tte r  
in an y  s itu a tio n s  th a t  com e a lo n g , p a r tic u la rly  those  
th a t  tend  to  upse t you  (en u m era te ). F in a lly , an d  
m ost im p o rta n tly , y o u r u n d e rs ta n d in g  of yo u rse lf 
w ill im prove , (pause)

I w a n t you to  co n tin u e  to  listen  to  th is  reco rd in g  
as o ften  as possib le  an d  as p ra c tic a l. It m akes no 
d ifference  ho w  deep  you go. E ven  if you feel you a re  
conscious, o r  if y o u r m in d  w a n d e rs  off w h ile  lis ten 
ing , o r  if you fall a s leep , th e  su g gestions w ill 
p e n e tra te , (pause)

R e la x  a n d  rest a n d , if you w ish , give yo u rse lf  an y  
a d d itio n a l su g gestions to  y o u rse lf  to  feel b e tte r , o r 
su g gestions to  h a n d le  an  im m e d ia te  p ro b lem , u sin g  
th e  w o rd  “ y o u ”  as if you a re  ta lk in g  to yourself. 

T h e n  re la x , go to  sleep  o r  a ro u se  yourse lf. T a k e  as 
lo n g  as you like. W h e n  you a re  read y  you w ill 
a ro u se  y o u r se lf  no  m a tte r  w h en  th a t  is by co u n tin g  
slow ly  to y o u rse lf  from  one to five. Y ou w ill be com 
p le te ly  o u t of it th e n — a w a k e  an d  a le r t . R em em b er 
th e  m o re  you p rac tice  th e  m o re  in ten se  w ill be your 
resp o n se , th e  m o re  easily  w ill y o u r  resis tan ces give 
w ay.

K eep on  p rac tic in g : an d  now  go a h e a d  . . . re lax  
. . . an d  w h e n  you  a re  read y  . . . w a k e  y o u r se lf  up.

A fter th e  p a tien t lifts th e  eyelids, he m ay  be 
asked how  he feels. G en era lly , the rep ly  w ill 
be “ R e lax ed .”  T h e  th e ra p is t then  p lays back 
the  last sentence and  th en  rew inds to th e  be
g inn ing  and  p lays back th e  first few w ords to 
m ake su re  the tap e  con ta ins the s ta rt and  end 
of th e  scrip t. T h e  p a tien t is given th e  tap e  w ith  
the  in junction ; “ If you can bo rrow  an o th e r 
reco rder, it is best to  copy th e  tape . U se the 
copy so th a t if th e  tap e  b reaks o r is lost you 
have a m aste r to  copy fro m .”

Reactions to the Tape

T h e  p a tie n t’s experiences in p lay ing  the 
tap e  should  be review ed a t th e  next session. A 
nu m b er of questions m ay concern th e  p a tien t, 
such as th e  follow ing:

Q . I fall asleep  before th e  ta p e  ends. D oes th is  m a t
te r?

A. N o. T h e  suggestions w ill still ge t th ro u g h . All it 
m eans is th a t  you a re  a  good sub ject.

Q . S hou ld  I co u n t o u t loud before I com e o u t o f it?  
A. I t is best to  cou n t to  yourself.

Q . S u p p o sin g  som eone is a t th e  d o o r  b u z z in g  o r  the  
te lep h o n e  r in g s  w h ile  th e  ta p e  is p lay in g , w h a t 
do I do?

A. If  you w ish  to  in te r ru p t  th e  session , ju s t  count 
to  y o u rse lf  from  one to five a n d  tell y o u rse lf  to 
lift y o u r  eyelids.

Q . A t th e  end  of th e  ta p e  before I com e o u t of it, 
w h a t su g gestions sh o u ld  I give m yself?

A. W h a te v e r  y o u r im m ed ia te  p ro b lem s a re , tell 
y o u rse lf you w ill w o rk  th e m  o u t. If you a re  a n 
tic ip a tin g  d ifficu lties in fac ing  a s itu a tio n , try  to
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o u tlin e  in ad v an ce  th e  best w ay  of h a n d lin g  it
an d  te ll yo u rse lf you w ill do it.

Q . If m y m in d  w a n d e rs  an d  I am  no t co n cen tra tin g  
on w h a t th e  ta p e  says, w h a t th e n ?

A. L et it w a n d e r . Som e of th e  su g gestions w ill still 
get th ro u g h  even if you fall as leep . T h e re  a re  
p e r ip h e ra l  a r e a s  o f a t te n t io n  th a t  s ti l l  a re  
ab so rb in g  th e  suggestions th a t  a re  be in g  m ade. 

Q . W h a t a re  th e  best tim es to  use th e  ta p e ?
A. If  conven ien t th e  firs t th in g  in th e  m o rn in g  and  

th e  las t th in g  a t n ig h t before go ing  to  sleep. 
Som e p eop le  p u t them selves to  sleep  w ith  the  
tap e . T h e  ta p e  shou ld  be p layed  daily .

Q . W h e n  I use th e  ta p e  a t n ig h t m y w ife listens to 
it. I th in k  she  gets as m uch  ou t o f it as I do.

A. Y o u r p ro b lem s a re  d ifferen t th a n  hers . B ut you 
p ro b ab ly  do sh a re  som e com m on p ro b lem s. Y ou 
can get an  e a r  p lu g  [one u su a lly  com es w ith  a 

recorder] to  let you listen  p riv a te ly  w ith o u t d is
tu rb in g  y o u r wife.

Q . H o w  often sha ll I use th e  tap e?
A. A t least tw ice a  d ay , every day.

T h e  p a tie n t’s reac tions to th e  tap e  a re  im 
p o rta n t because they  m ay reveal som e basic 
p rob lem s, transference  m an ifesta tions, res is t
ances, and  the m ovem ent in th e rap y . O cca
sionally  a p a tien t w ill becom e q u ite  a rg u 
m entative after listen ing  to th e  tap e  a few 
tim es. F o r exam ple , one p a tien t a t the th ird  
session (the tap e  had  been m ade a t th e  second 
session) handed  me th e  follow ing typew ritten  
com m ents:

T h e  ta p e — q u es tio n s  an d  reac tio n s.

“ L e a n  b a ck” M u s t I sit?  I have  no c h a ir  w h ere  I 
can  rest m y head . If I do get d ro w sy  I get to  be like 
a J a p a n e se  w o b b leh ead  do ll, an d  th e  sudden  je r k  of 
th e  h ead  d is trac ts . C a n  I lie d o w n ?  (T h e n  I ten d  to 
fall a sleep .)

“ In  a n d  o u t" — I d o n ’t b re a th e  th a t  fast, an d  th e  
in an d  o u t never coincide.

“ T ire d  a n d  relaxed . V ery  tire d , very  re la x e d .”  A 
to ta l c o n trad ic tio n , an d  I m u st ad d  “ p le a s a n tly ,” 
a n d  i t ’s d is trac tin g . T o  m e “ t ire d ”  m ean s ex trem e 
ten s io n  a n d  co llapse , ten s io n  to th e  p o in t o f v io len t 
p a in .

C a n n o t re la x , no t m ost o f th e  tim e  (o r m u ch  of 
th e  tim e. N o t rea lly  re lax ). A nd  c a n n o t follow  the

p o in ts  e n u m e ra te d  so fast. A rm s nev er feel loose. 
N eck  is m ost d ifficu lt. A n d — how  can  an y o n e  re lax  
on  o rd e r?

C a n ’t “ w rig g le  m y h e a d ” if I lie dow n.
E n u m e ra tio n  o f p a r ts  o f body is felt like physica l 

to u c h — an  in tru s io n , an  invasion  o f m y p riv a te  
self— w ith  e ro tic  u n d e r to n e s— a n d  re sen ted .

C a n n o t v isu a lize  a “ p le a s a n t, q u ie t, w o n d erfu lly  
re lax ed  sc en e .”  E v ery  tim e  re sp o n d  w ith  b itte rn e ss—  
I ’ve nev er ex p e rien ced  one.

W h e n  you m en tio n  m y n a m e  it a lw ay s  su rp rise s  
a n d  to u ch es m e — a reco g n itio n  of m e (u n w o rth y  of 

notice).
“ F lo a tin g  sensa tion  . . . th in g s  fa d e  a little  a n d  

lose th e ir  im m ed ia cy . A n x ie ty  a n d  depression  fa d e  
. . .  a  so rt o f  f u z z y  a n d  tin g lin g  sensa tio n  a n d  a fe e l 
ing  o f  w e lc o m in g  s le e p .” It does n o t h a p p e n . A lso 
“ s le e p .”  W h y  sleep?

“ N e g a tiv e  su g g estio n s th a t p i le d  u p  in yo u  over  

the  y e a r s .” I f  th e  th o u g h ts  a n d  fee lings a re  sugges
tio n s, th ey  m u st have  com e fro m  so m ew h ere  o r 
som eone. F ro m  w h e re ?  F ro m  w h o m ?

“ W e m u s t  rep lace th e m  w ith  p o s itiv e  sugges
tio n s .” M y  re a c tio n — a b itte r  an d  a n g ry  “ th e  p o w er 
of positive  th in k in g ,”  “ every  d ay  in  every w ay  I get 
b e tte r  an d  b e t te r .”

D e sc rip tio n  o f how  I ’ve felt b r in g s  m e to th e  
p o in t  o f te a r s .  “ E v e ry  d a y  n o w , e tc ., e t c .” —  
p ro m ises  th a t  a re  n o t b e ing  fu lfilled  (too good to  be 
tru e , u n a t ta in a b le — to  m e). N o n e  o f it is h a p p e n in g . 
H o w  long  m u st it tak e  to  tak e  effect?

“ Y o u ’ll  be m u ch  less ea s ily  t ir e d .” “ T i r e d ”  
a g a in . C o n tra d ic tio n  is d is tu rb in g . I w as u rg ed  to 
feel t i r e d  b e fo re . A re  th e r e  d if fe re n t  k in d s  o f 
“ t i r e d ” ? “ E very  day , you w ill becom e so d eep ly  in 
te re s ted  . . . ”  F e lt as a  d ero g a tio n . I ’ve a lw ay s  been 
d eep ly  in te re s te d — in w h a t I w as d o ing , in p eop le , 
in so m a n y  th in g s , excep t w h en  th e  d ep ress io n  got 
so b ad  th a t  I d id n ’t w a n t to do  a n y th in g  o r  see 
an y o n e . A nd  th is  p e rsis ts , even th o u g h  to  a  lesser 
d eg ree . E n o u g h  to  keep  m e stuck  an d  p a ra ly z e d . 
T h e  “ w h a t th e  hell fo r? ”  s till o p e ra te s . I d o n ’t, o r  
a lm o st d o n ’t w o rk . I c a n n o t a n sw e r  le tte rs . I am  no t 
fu n c tio n in g  fr o m  w ith in  (on ly , to  som e e x te n t, in 
re sp o n se  to  o u ts id e  stim u li a n d  p eo p le ), e ith e r  em o 
tio n a lly  o r  crea tiv e ly . W h a te v e r  p o te n tia l is th e re , is 
still locked u p  tig h t. A nd  w h en  I say  I a m  n o th in g , 
I a m  no t se lf-d ep rec ia tin g , I am  m ere ly  d esc rib in g  
th e  aw fu l sense o f em p tin ess  w ith in .
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I d o n ’t w a n t to  be “ m u ch  less conscious o f  m y s e lf  
a n d  m y  fee lin g s . ” I w a n t to be conscious, b u t I w a n t 
th e  feelings to change. I w a n t to  f e e l  (an d  n o t on ly  
p a in  an d  rage). I w a n t to be ab le  to feel love. T o  feel 
jo y . T o  h a ve  a  “ feeling  o f p e rso n a l w e ll-b e in g .”  “ See 
th in g s  in th e ir  t ru e  p e rsp e c tiv e .”  W h a t th e  devil is 
“ tru e  p ersp ec tiv e?”  T h e re  is no such  th in g .

“ A fore re laxed , less tense each d a y .” It isn ’t h a p 
pen ing .

" N o t  o n ly  w h a t you  ha ve  to do each day , bu t 
w h a t you  o u g h t to be able to d o .” (M e a n in g ?  B ut, 
of course, I  am  to  su p p ly  th e  m ean in g .)

“ W ith o u t fea r of co n seq u en ces .”  (M e a n in g ? )
“ M o re  an d  m ore ab le  to  s ta n d  on  y o u r ow n  feet 

w ith o u t p ro p s .”  Is th e  ta p e  a  p ro p ?  A re  th e  W ’s 
p ro p s?

“ T h e y  w ill h a p p e n , exactly  as I tell you th ey  w ill 
h a p p e n .”  W h e n ?

C a n n o t s ta n d  “ /  call th em  the  fo u r  S ’s .” I can  
sc ream  w h en ev e r I h e a r  a  fo rm u la . C a n  it be o m it
ted , p lease?  (If  a n o th e r  ta p e  is m ade).

" A s  w e w o rk  on y o u r  p r o b le m s ” (? D o  w e?)
" I n  s itu a tio n s  th a t u p se t y o u .” S itu a tio n s  d o n ’t 

upse t m e. (O f cou rse  no t. I avoid  w h a t I fear).

" I t  m a kes  no d ifference  h o w  deep  yo u  go . E v e n  i f  
yo u  fe e l  yo u  are  consc io u s” (A m  I supp o sed  to  be 
un conscious?  I am  conscious every  t im e — not every 
tim e  o r a ll th e  tim e. A t tim es I ’ve fa llen  asleep ).

" M a k e  y o u r  o w n  su g g e stio n s .”  A m ong  them : 
S top  re jec tin g  yourself. S top  re jec tin g  life. Be g lad  
you a re  alive. Feel good. Feel alive. D o n ’t feel 
w o rth le ss . Y ou a re  w o rth w h ile . Y ou a re  in te llig en t. 
Y ou a re  ta le n te d . Y ou hav e  accom plished  m uch . 
R e la x , feel rested . F eel b r ig h t. F eel a le r t. F eel. R e 
m e m b e r— th is  o r  th a t.

" G o  to sleep. O r arouse y o u r se lf .” C o n fu sin g  
each  tim e. Is th is  d e lib e ra te?

F o rtu n a te ly , it is ra re  th a t one encoun ters so 
negative a reaction . In  th is case I listened 
silently  to her objections and  m erely  to ld  the 
p a tie n t to  c o n tin u e  l is te n in g  to  th e  ta p e , 
p rom ising  th a t if she needed a new  tap e  in  the 
fu tu re  I w ould  m ake one. I th en  discussed her 
d re a m s  a n d  h e r  fee lin g s a b o u t m e. H e r  
response w as a good one, and  she did not 
request an o th e r tape , benefiting  from  the  one I 
had  dictated to w hich o rig ina lly  she had  so 
m any negative reactions. She seem ed to  be

figh ting  off closeness to  m e as ind icated  in  th is 
d ream :

P t .  A h e rd  o f w ild  hogs acro ss th e  field , m oving 
ra p id ly , full of w ild  an g ry  en e rg y , b u t ra th e r  
sm a ll. I w o n d e r— I th o u g h t th ey  w ere  b igger. 
T h e y  a re  d an g e ro u s .

B ack to w h ere  I cam e fro m . M o th e r  says I 
sh o u ld n ’t have  gone. T h a t  a re a  is very  d a n 
gerous. I am  frig h ten ed  in re tro sp e c t. I look 
acro ss th e  w a te r  a t th e  d is ta n t, g reen  lan d . It 
seem s peacefu l from  here . B ut no , it is very  d a n 
gerous.

T o ta l  lo neliness. I can  see s tra n g e rs  to  w hom  
I m e a n  n o th in g . A side from  th a t— n o th in g . I 
can  ru n  a n d  ru n . W h en  I sto p , th e re  is n o th in g . 
I love no one , an d  no one loves me.

I w a lk  w ith  m y h a n d  in D r .  W o lb e rg ’s a rm . 
S o m ew h a t b eh in d  us w a lk s h is  w ife. W ill she 
feel je a lo u s ?  I am  m ild ly  an x io u s . (T h e re  w as 
m o re , b u t I c a n ’t reca ll it.)

I w a s  lis ten in g  to  th e  ta p e  a n d  I k ep t th in k in g  
m ay b e  you d id n ’t h a te  m e. B u t I p u sh e d  it ou t 
o f m y m in d . B ecause I c o u ld n ’t to le ra te  th a t  be
cau se  it w ou ld  m ak e  m e v u ln e ra b le . I sa id , “ I ’m 
g o in g  to  a sk  h im  if he  is su re  he a p p ro v es  m e .”  I 
h ad  a n o th e r  d ream :

I w as on  a stag e  g iv ing  a  p e rfo rm an ce , an d  I 
felt I could  do it. I w a n te d  everybody  to  like m e, 
an d  I w a n te d  to  p u t on a pose of confi
dence. I kep t say ing , “ D r . W o lb e rg  says I ’m 
no t b a d .”  T h e n  I w as in an  em b ry o n ic  sac like  a 
b a llo n lik e  I w as g iv ing  b ir th  to  a  baby . A m an  
w as b lo w in g  on it as if he  w as h e lp in g  m e.

T h e  positive aspects o f the d ream  pred icted  
th e  responsive re la tio n sh ip  th e  p a tien t de
veloped w ith  m e.

A no ther p a tie n t w ith  a strong  fear of a u 
th o rity  had  th e  follow ing reaction  and  d ream  
after th e  p layback  of th e  tape.

P t .  I felt co m fo rtab le  an d  p ro tec ted  an d  I th o u g h t 
m aybe I can  s ta n d  u p  to m y su p e rv iso r. T h a t  
n ig h t I d re a m e d , th a t  th e re  w as  a  w o m an  a t a 
cam p site . She w as a  cross be tw een  a fu ry  an d  a 
w itch . T h e re  w as  also  a  m a n  an d  a  ch ild . I 
w as co m in g  for he lp . A s I ap p ro a c h e d  th e  
cam p site , th is  w o m an  cam e fo rw a rd . I w as 
su p p o sed  to  have  in n e r  conv ic tion , th e  s tren g th  
of w ill to overcom e th is  sp ec te r. S he com es
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to w a rd  m e— aw fu l look ing , pa le . I aw oke in a 
cold sw ea t. T h e n  I fell a s leep  ag a in  an d  the  
d re a m  resu m ed . T h e  d ire c to r  cam e in an d  
sa id : “ T h is  th in g  is no t re a l— all im a g in a ry —  
no  re a l i ty .”  I w en t in aga in  to th e  cam psite . 
T h is  tim e  it is n o t so b ad , bu t I sw ea t an d  have 
an x ie ty  a n d  I w oke u p . A gain  I w en t to  sleep 
an d  th e  d re a m  c o n tin u ed . T h e  d ire c to r  sa id , 
“ O .K . L ook  a t it as it is. R ecognize th e  rea lity  
for w h a t it is an d  face i t .”  I d id  it a n d  th a t w as 
it. I looked a t th e  vision  an d  th e  d re a m  ended .

I aw oke re lax ed  an d  h a p p y . P layed  th e  tap e  
ag a in . I have  h ad  re c u rre n t d re a m s a ll m y life 
o f a ch ild  o r  bab y . M u s t be som e aspect of 
m yself, I ’m su re . T h e  ch ild  is u su a lly  dy in g  or 
sick o r  in d an g e r. A b u rd en . A nd  I as a n  a d u lt 
am  sav ing  it. T h e  w o m an  in th is  d re a m , the  
fu ry -w itch , th e  aw fu l— looked like a co m b in a 

tio n  o f m y m o th e r, th e  w o m an  a n a ly s t I h ad  
once seen , an d  m yself. T h e  m an  I ’m  no t 
su re — m y s te p fa th e r?  T h e  d ire c to r  looks like 
you an d  th e  m an  I live w ith . T h is  w eek  I w as 
ab le  to  face an d  ta lk  to  m y su p e rv iso r  w ith o u t 
sh a k in g .

It m ay no t a lw ays be possib le to get d ream s 
o r associated feelings from  p a tien ts  in reponse
to th e  tape , bu t th e  th e ra p is t w ill be ab le  to 
deduce th e  responses from  behav io ra l and  
o th e r clues. In  the event th e  p a tien t does no t
b rin g  up  the m a tte r , th e  th e ra p is t shou ld  in 
q u ire  as to  how  th e  p a tien t feels listen ing  to 
th e  tape . It is ra re  th a t objections to  som e 
aspects of the tap e  a re  so stro n g  th a t a new  
tap e  dele ting  these sections w ill be needed.

Conclusion

A cassette tap e  con ta in ing  re lax in g  and  ego- 
bu ild ing  suggestions offers th e  p a tien t a con
tin u in g  m eans of suppo rtive  and  educational 
he lp  aw ay  from  the th e ra p is t’s office. R e
sponses to the tap e  provide transference  and

resistance  m a te ria l for a  dynam ic  focus th a t 
m ay be exp lo red  and  in te rp re ted . U pon  te rm i
n a tio n  of th e ra p y  the  tap e  m ay  serve as an  im 
p o r ta n t aid  to w ard  fu rth e rin g  th e  objectives of 
tre a tm en t.



CHAPTER 16

Homework Assignments

O ne of the m ost neglected aspects of sh o r t
term  th e rap y  is assign ing  hom ew ork  th ro u g h  
w hich p a tien ts  can  facilita te  m eans of co n tro l
ling  o r e lim ina ting  self-defeating p a tte rn s . It is 
often assum ed th a t the lessons absorbed  in  the 
th e ra p is t’s office w ill au tom atica lly  c a rry  over 
in to  everyday life. T h is  cherished  hope does 
not a lw ays come to pass. T h e  average p a tien t 
genera lly  dissociates th e  lea rn ings in the th e ra 
p is t’s office from  behav io r a t hom e, a t school, 
a t w ork , and  in the com m unity . A fter p sycho
logically s tr ip p in g  oneself d u rin g  a session, 
outside the p a tien t pu ts back on th e  fam ilia r 
neuro tic  su it of clothes. It can be help fu l, 
therefore, in  conso lidating  th e rap eu tic  g a in s to 
insist th a t th e rap y  does not stop w ith  th e  exit 
from  the  tre a tm en t room . T h e  p a tien t m ust 
p u t in to  prac tice  w h a t is learned  d u rin g  the 
sessions in o rd e r for any  change to reg is te r it
self perm an en tly . A nd w hen  tre a tm en t has 
ended, the p a tien t w ill ce rta in ly  need to re in 
force new  m odes of cop ing  by co n tinu ing  
h o m ew o rk ; o th e rw ise , in  r e tu rn in g  to  th e  
custom ary  env ironm en t, re lapse  m ay be in 
evitable.

In s truc tions m ay th u s be given th e  p a tien t 
a long  the follow ing lines:

1. L o o k  sq u a re ly  a t y o u r  im m e d ia te  life  s itu a 
tion . W h a t e lem en ts  a re  to yo u r lik in g ?  A re these 
e lem en ts good for you an d  co n s tru c tiv e , an d  do they  
need re in fo rcem en t?  O r  shou ld  th ey  be m in im ized  
o r e lim in a ted  because th ey  get you in to  p ro b lem s?
W h a t e lem en ts a re  d es tru c tiv e?  W h a t  can  you  do  to 
m ake th em  less des tru c tiv e?  S h o u ld  th ey  be e lim i
n a ted  co m plete ly?  H o w  can  you go ab o u t d o ing  
th is?  O n ce  you have  decided on a  p lan  of ac tio n , 
p roceed  w ith  it a step  a t a  tim e , d o in g  so m eth in g  
ab o u t it each  day .

2. W h a t p a tte rn s  o f  b eh a v io r w o u ld  yo u  like  to
change, p a tte rn s  th a t sh o u ld  be cha n g ed ?  H o w  far 

back  do they  go? D o you see a n y  connection  be
tw een  these  p a tte rn s  an d  th in g s  th a t  h a p p e n e d  to 
you as a ch ild ?  R e a liz e  th a t  you m ay  n o t have  been 
resp o n s ib le  for w h a t h a p p e n e d  to  you as a ch ild , b u t 
y ou  a re  resp o n s ib le  fo r p e rp e tu a tin g  these  p a tte rn s  
n o w , for le ttin g  these  p a tte rn s  ru in  y o u r h ap p in ess  
a t  th e  p re se n t tim e . You can do so m e th in g  abo u t 
th em . W h e n  you observe  yo u rse lf  a c tin g  these  p a t
te rn s  o u t, S T O P . A sk yo u rse lf a re  you g o ing  to let 
th e m  co n tro l you? S ay  to  you rse lf, “ I am  ab le  now  
to  sto p  th is  n o n se n se ,”  a n d  do it. F o r  ex am p le , 
every  tim e  you bea t y o u rse lf an d  d e p re c ia te  yourself, 
o r  act o u t a  bad  p a tte rn  an d  say you  a re  help less to
co n tro l it, a re  you d o in g  these  th in g s  to  p rove  th a t  
you  a re  defenseless an d  th a t  th e re fo re  som ebody 
sh o u ld  com e a lo n g  a n d  tak e  ca re  o f yo u ?  A re  you 
p u n ish in g  y o u rse lf  because  you feel g u ilty  abo u t 
so m e th in g ?  It is easy  to  say  you a re  a c r ip p led  child  
a n d  th a t  som e k in d  p erso n  m u st tak e  ca re  of you. 
B u t re m e m b e r you p ay  an  aw fu l p rice  fo r th is  d e 
p en d en cy  by g e ttin g  d ep ressed , fee ling  physica lly  ill, 
a n d  d es tro y in g  y o u r feelings of se lfw o rth . E very  tim e  
you  co n tro l a  b ad  p a tte rn , re w a rd  yo u rse lf by d o ing  
so m e th in g  n ice fo r yourse lf , so m e th in g  you en joy  and  
th a t  is good fo r you.

3. W h a t p a tte r n s  o f  beh a v io r w o u ld  yo u  like  to
d evelop  th a t a re  co n stru c tive?  W o u ld  you like to be 
m o re  a sse rtiv e  for in s tan c e?  If so, p la n  to  do 
so m e th in g  th a t  ca lls fo r asse rtiv en ess each day .

T h ese  assignm ents m ay be given verbally  to 
the p a tien t in th e  th e ra p is t’s ow n w ords. If a 
re lax in g  and  ego-bu ild ing  cassette tap e  (see 
p reced ing  ch ap te r)  h as been m ade, rem in d  the 
p a tien t th a t re su lts  a re  con tingen t on u tiliz ing  
th e  tap e  p re fe rab ly  a t least tw ice daily .

In  add ition  to  th e  above, som e p a tien ts  m ay 
benefit from  a p rin ted  o r ty p ew ritten  set of d i
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rections, such as suggested below . T h ese  m ay 
be adap ted  to specific p rob lem s. T h e  list m ay 
be given to  and  discussed w ith  th e  p a tien t 
shortly  before te rm in a tio n .

1. W h en ever  yo u  g e t  u p se t o r y o u r  sy m p to m s
re tu rn  or g e t  w orse, ask  y o u r se lf  w h y  th is is so. T ry  
to  e s tab lish  a re la tio n sh ip  b e tw een  th e  sym ptom s 
a n d  h a p p e n in g s  in y o u r en v iro n m en t. D id  som e
th in g  occur th a t  m ad e  you feel g u ilty  o r an g e red  you 
o r  th a t  you  d id n ’t like?  A re  you p u n ish in g  y ourse lf
because  you feel g u ilty ?  Is so m e th in g  g o ing  on  in 
y o u r re la tio n sh ip  w ith  a  p erso n  w h o  is close to  you 
o r  w ith  th e  p eop le  w h o  a re  a ro u n d  you th a t  is h a rd
for you to  tak e?  O r  is so m e th in g  b o th e r in g  you th a t 
you find d ifficu lt to ad m it even to  y ourse lf?  It is 
o ften  help fu l to keep a  w ritte n  reco rd  of th e  n u m b er 
o f tim es d a ily  th a t  y o u r sy m p to m s r e tu rn  a n d  a p 
p ro x im a te ly  w h en  th ey  s ta rte d  a n d  w h en  they  
sto p p ed . If  you jo t  d o w n  th e  th in g s  th a t  h ap p en ed  
im m ed ia te ly  befo re  th e  sy m p to m s s ta r te d , an d  the  
c ircu m stan ces , if an y , th a t  re lieved  th em , you m ay 
be ab le  to  le a rn  to  co n tro l y o u r sy m p to m s o r  e lim i

n a te  th em .
2. W h a t are the  c ircu m sta n ces th a t  boost a n d  the

th in g s  th a t d im in ish  th e  fe e lin g s  a b o u t yourse lf?  
W h e n  do you feel good ab o u t y o u rse lf  an d  w h en  do 
you feel b ad ?  A re  these  feelings connected  w ith  yo u r 
successes o r  y o u r fa ilu re s?  W h a t m ak es you feel in 
fe rio r , an d  w h a t m ak es you feel su p e rio r?  D o  you 
feel b e tte r  w h en  you a re  a lo n e  an d  aw a y  from  
p eo p le , o r  do you feel b e tte r  w h en  you a re  w ith  
peo p le?  W h a t k in d  of p eop le?

3. O bserve th e  fo r m  o f  y o u r  re la tio n sh ip  w ith
p eo p le . W h a t ten s io n s  do you get w ith  p eop le?  
W h a t k in d  of p eop le  do you  like an d  d islik e?  A re 
these  ten s io n s w ith  all p eop le  o r c e r ta in  k in d s of 
peo p le?  W h a t do p eop le  do to  u p se t you? In  w h a t 
w ay s do you get u p se t?  W h a t do you do  to  upse t 
th e m  or to  get yo u rse lf upse t w h en  you a re  w ith  
th e m ?  W h a t do you do an d  w h a t do th ey  do  th a t 
ten d s  to m ake you a n g ry ?  W h a t p ro b lem s do you 
have  w ith  y o u r p a re n ts , m ate , c h ild re n , boss, associ
a te s  a t w o rk , a u th o r itie s , p eop le  in g e n e ra l?  D o  you 
ten d  to t re a t  an y o n e  in a  w ay  s im ila r  to  th e  p a tte rn s  
th a t  you es tab lish ed  w ith  y o u r fa th e r, m o th e r , s ib 
lin g s?  H o w  is y our reac tio n  to  p eop le  above you, 
below  you , eq u a l to  you? W h a t a re  yo u r e x p ec ta 
tio n s  w h en  you m eet a  very a ttra c tiv e  p erso n  of th e  
o p p o site  sex? D o  you try  to m ak e  yo u rse lf  too d e 
p en d en t on  c e rta in  p eop le?

4. O b serv in g  d a yd rea m s o r  n ig h t d ream s. A use

ful o u tlin e  fo r o b se rv in g  th e  m e a n in g  of o n e ’s d ay  or 
n ig h t d re a m s  in c lu d es these  th re e  q u es tio n s : W h a t 
is y o u r  fee ling  ab o u t yo u rse lf in th e  d re a m ?  W h a t 
p ro b le m  a re  you  w restlin g  w ith  in  th e  d re a m ?  By 
w h a t m ean s  do you reach , o r  fail to  re a c h , a  so lu 
tio n  to  th e  p ro b lem  th a t  p re se n ts  itself in th e  
d re a m ?

R e c u rr in g  d re a m s a re  p a r t ic u la r ly  sign ifican t be
cau se  th ey  re p re se n t a  co n tin u in g  co re  p ro b le m  in 
o n e ’s life. A g a in , w h en ev e r poss ib le , you sh o u ld  a t 
te m p t, if you can , to  r e la te  th e  co n ten t o f y our 
d re a m s  to  w h a t is h a p p e n in g  in y o u r  life a t th a t 
tim e . O n e  m a n  found  th a t  he  h ad  re c u r r in g  d ream s 
of b loodshed  b u t th a t  tho se  d re a m s  on ly  occu rred  
a f te r  he  h ad  m ad e  a n  a t te m p t to  a sse rt h im self by 
a sk in g  fo r a  ra ise  in p ay  o r  by g o in g  o u t w ith  a  g irl 
th a t  he  liked . H e  w as  m u ch  su rp r ise d  to  d iscover 
th a t  h is frig h te n in g  d re a m s w ere  a c tu a lly  ev idence 
th a t  h e  still h ad  som e old ch ild ish  fea rs  ab o u t s ta n d 
in g  u p  fo r h im self.

5. O b serv in g  resistances to p u t t in g  u n d e rs ta n d 
in g  in to  action . E x p ec t in ev itab le  re sis tan ce  w h en  
you  try  to  sto p  n e u ro tic  p a tte rn s . A nd  th e re  can  be 
ten s io n  a n d  fea r  w h en  one faces a  ch a llen g e  th a t  fo r
m erly  h a s  been evaded . W h e n  d e lay in g  an d  avo id 
an ce  c o n tin u e  to  o ccu r, it is w ell to q u es tio n  th e  
reaso n s  fo r th e  delay  an d  ask  w hy  o n e  is a f ra id —  
a n d  th en  to  tak e  h e a r t an d  d e lib e ra te ly  ch a llen g e  the  
fea r  to  see if it c an  be overcom e.

T h e  d iscip lined  p rac tice  of these p rincip les 
of se lf-o b se rv a tio n  can  le ad  to  p ro g re ss iv e  
g row th . P a tte rn s  have to be recognized and  
revised if one is to  achieve m ore  satisfy ing  
goals in life. B u t as everyone know s, the hab its  
of years give g ro u n d  g rudg ing ly  and  slow ly. 
Ideally , how ever, th e  process of persona lity  
u n d e rs ta n d in g  a n d  g ro w th  is m a rk e d  by 
several d iscrete  fea tures: T h e re  is the  a w a re 
ness th a t o n e ’s p rob lem s do no t occur fo r
tu itously  bu t a re  in tim ate ly  connected  w ith  the 
events (especially  th e  h u m an  in te rac tions) of 
o n e ’s life. F o r a given ind iv idual th e re  is a
ce rta in  q u a lity  of h u m an  event th a t genera tes 
anx ie ty , conflict, and  stress. T h ese  ph en o m en a , 
once detected , m ay  lead  nex t to a search ing  for 
th e  o rig in  and  h is to ry  of these p a tte rn s . I t is 
no t im possib le  to  see how  these p a tte rn s  o p e r
ated  as far back as a  person  can rem em b er—
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p erh ap s  even th e  very earlies t m em ory con 
ta in s  som eth ing  of the sam e th in g . Seeing th e  
conditions u n d e r w hich fears o rig ina ted , and 
u n d er w hich they  a re  no t re trig g e red , one m ay 
nex t de term ine  w h e th e r one can  be m ore  the 
m aste r of o n e ’s life ra th e r  th a n  a victim  of it. 
C ould  w e be d ifferen t from  the  w ay  w e have 
a lw ays know n ourselves to  be? A nd ever so 
slow ly, we m ay challenge one h ab itu a l ch ild ish  
fear a t a tim e, pu sh in g  ourselves to b reak  ou t 
of th e  prison  of o u r neu ro tic  self-defeating  p a t
tern s. Success b reeds success, an d  v ictory  leads 
to victory. D efeats a re  reana lyzed  in accord  
w ith  th e ir  p lace in  th e  psychic s tru c tu re . 
Seeing ourselves defeated by th e  sam e old 
enem ies, w e a re  buoyed up  in  know ing  th a t 
fo rm u la tions ab o u t o u r p e rsona lities  a re  co r
rect, and  w e a re  then  encouraged  to  fight on.

Increasing ly , w e can  express a claim  to a new  
life; w e find ourselves ab le  to  be m ore  ex
pressive. S e lf-rec rim ina tions d im in ish . O u r  ca
pacities ex p an d , and  w e g ra tify  m ore of o u r 
n eed s. F e e lin g  less f r u s tr a te d  in  life , an d  
there fo re  less an g ry , w e can  en te r in to  re la 
tionsh ip s w ith  people w ith  m ore  openness and 
a  g rea te r ab ility  to  share .

T h ese  a re  idealistic  goals, bu t they  rep resen t 
a  gu ide along  th e  w ay  to w ard  g rea te r self
observation  an d  rich e r living. F idelity  to  the 
p rac tice  o f self-observation , to g e th e r w ith  the 
ac tu a l tran s la tio n  of u n d e rs tan d in g  in to  ac tion , 
can  be a lifelong quest m arked  by h igh  adven 
tu re  and  no tab le  resu lts .

T h e  know ledge of oneself and  how  one 
reacts con tinues to  constitu te  th e  su rest p a th  to 
hea lth  an d  to m a tu re  behavior.

Evolving a More Constructive Life Philosophy

O n e of the  w ays p sycho therapy  influences 
people  is by he lp ing  them  to develop new  
values and  ph ilosoph ies of living. H ow ever, 
th e  h is to ry  of th e  m ajo rity  o f p a tien ts , p r io r  to 
th e ir  seeking th e rap y , a ttests  to  fu tile  g rop ings 
for som e k ind of ph ilosph ica l an sw er to  th e ir  
d ilem m as . T h e  se a rc h  m ay  p ro ceed  from  
C h ris tian  to  O rie n ta l ph ilosoph ies, from  p ru 
rience to  m oralism , from  self-centeredness to 
com m unity  m indedness. W h a t a t first seem s 
firm ly estab lished  soon becom es d ub ious as 
new  ideas and  concepts a re  proffered  by d iffer
en t au tho rities . It is fa r  b e tte r to  evolve p h ilo s
ophies th a t a re  anchored  in som e rea listic  con
ception  of o n e ’s personal un iverse  th a n  to 
accept fleeting cosm ic sen tim en ts  and  su p p o s i
tions no m a tte r how  sound th e ir  source m ay 
seem . Even a b rief period  of p sycho therapy  
m ay till th e  soil for the g ro w th  of a h ea lth ie r 
sense of values. W e m ay be ab le  d u rin g  th is 
span  to inculcate in th e  person  a ph ilosophy  
predicted  on science ra th e r  th a n  on cu ltism .

T h e  question  th a t n a tu ra lly  follow s in a 
sh o rt-te rm  p ro g ra m  is: C an  w e as  th e rap is ts  
exped ite  m a tte rs  by ac ting  in an  educational 
capacity , p o in tin g  ou t fau lty  values and  in d i
ca ting  h ea lthy  ones th a t th e  p a tien t m ay  ad 
v a n ta g e o u s ly  a d o p t?  If  so , w h a t a re  th e  
v iew po in ts to be stressed?

A ctually , no m a tte r  how  nond irec tive  a th e r 
ap is t m ay  im ag ine  h im self to be, th e  p a tien t 
w ill soon pick u p  from  exp lic it o r  im plicit cues 
th e  ten o r of the th e ra p is t’s ph ilosoph ies and  
values. T h e  k inds of questio n s the th e rap is t 
asks, the focus of h is in te rp re tiv e  activ ities, his 
con fro n ta tio n s and  acquiescences, h is silences 
and  expressions of in te rest, a ll designate  po in ts 
o f view  con tag ious to th e  p a tien t, w hich  he 
tends to  in co rp o ra te , consciously and  u ncon 
sciously, u ltim ate ly  espousing  the very con
cep tua l com m odities th a t a re  p rized  by the 
th e rap is t. W hy  not then  openly  p resen t new  
p recep ts th a t can serve th e  p a tie n t be tte r?  
S uperfic ia l as they  sound , th e  few precep ts th a t
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can be tendered  m ay be in s tru m en ta l in  ac
ce le ra ting  a b e tte r ad ju s tm en t. A m ong possib le 
p ropositions a re  the follow ing:

Isolating the Past from the Present

All persons a re  v ictim ized by th e ir  past, 
w hich  m ay o pera te  as m ischief m ongers in  the 
p resen t. A good ad ju s tm en t p resupposes m odu
la tin g  o n e ’s activ ities to p resen t-day  considera
tio n s  ra th e r  th a n  re s ig n in g  to  p ro m p tin g s  
in sp ired  by child ish  needs and  m is in te rp re ta 
tions. In  th e rap y  the  p a tien t m ay becom e 
aw are  of w h a t early  p a tte rn s  a re  rep ea tin g  
them selves in h is a d u lt life. T h is  m ay  provide 
h im  w ith  an  incentive for change. O n  the  o th er 
h an d , it m ay  give th e  p a tien t an  excuse to  r a 
tio n a liz e  h is  d e fec tio n s  on th e  b a s is  th a t  
u n a lte rab le  d am age  has been done to  h im  by 
h is pa ren ts , w ho a re  responsib le  for all of his 
troub le . T h e  th e rap is t m ay rem ind  the p a tien t 
th a t he, like anyone  else, has a tendency  to 
pro ject outm oded  feelings, fears, and  a ttitu d es 
in to  the p resen t. H is  early  h u rtfu l experiences 
undoub ted ly  co n trib u te  to h is in security  and  to 
his devalued self-esteem . T h ey  co n tinue  to 
c o n ta m in a te  h is  a d ju s tm e n t n o w , an d  he , 
therefore , m ust try  to  overcom e them . T h u s , 
th e  th e rap is t w ould  m ake a s ta tem en t sim ila r 
to  the follow ing:

Th. R u m in a tin g  on y o u r u n fo rtu n a te  ch ild h o o d  
an d  b itte r  pas t ex p erien ces a re  indu lg en ces you 
can n o t affo rd . T h e se  can  p o ison  y o u r p re sen t 
life if you let th em  do th is . I t is a  cred it to  you 
as a  p e rso n  to r ise  above y o u r e a rly  m is
fo rtu n es . A ttem p t to re s tra in  y o u rse lf  w hen  
you fall back  in to  th in k in g  ab o u t p a s t events 
you no  lo n g er can  co n tro l o r  w h en  you find 
yo u rse lf b eh av in g  ch ild ish ly . R e m e m b e r, you 
m ay n o t hav e  been resp o n s ib le  for w h a t h a p 
p ened  to you w h en  you w ere  a  ch ild , b u t you 
are  re sp o n sib le  for p e rp e tu a tin g  these  p a tte rn s  
in th e  p re sen t. Say to  y ou rse lf, “ I ’m go in g  to 
re lease  m yself from  th e  bon d s of th e  p a s t .” 
A nd w o rk  a t it.

Handling Tension and Anxiety

T h e  p a tien t m ay  be rem in d ed  th a t tension  
a n d  an x ie ty  m ay ap p e a r  b u t th a t he can  do 
som eth ing  positive ab o u t them .

T h . E v ery tim e  you ex p e rien ce  ten s io n , o r an y  o th e r  
sy m p to m s fo r th a t  m a tte r , ask  yo u rse lf w h y ?  Is 
it th e  im m ed ia te  s itu a tio n  you  a re  in ?  Is it 
so m e th in g  w h ich  h a p p e n e d  b efo re  th a t  is s t ir 
r in g  you u p ?  Is it so m e th in g  you believe w ill 
h a p p e n  in th e  fu tu re ?  O n ce  you  have  iden tified  
th e  source  o f y o u r ten s io n  o r  tro u b le , you w ill 
be in  a  b e tte r  p o sitio n  to  h a n d le  it. T h e  least 
th a t  w ill occu r is th a t  you w ill n o t feel so h e lp 
less since you kn o w  a  little  ab o u t its  o rig in s . 
Y ou w ill th e n  be in  a  b e tte r  p o sitio n  to  do 
th in g s  to co rrec t y o u r tro u b le .

T h e  idea th a t one need no t be a help less 
victim  of sym ptom s tends to res to re  feelings of 
m astery . A p a tie n t w ho has given th is  sugges
tion  w en t to  a new  class. W hile  lis ten ing  to  the 
lec tu re r, she began  to  experience  tension  and  
anx ie ty . A sking herse lf w hy , she rea lized  she 
w as reac tin g  to  th e  p resence of a c lassm ate 
w ho cam e from  h e r ow n ne ighborhood  and  
knew  h e r fam ily. She th en  recognized th a t  she 
felt gu ilty  ab o u t h e r in te rest in one of th e  m en 
in th e  class. T h is  h ap p en ed  to  be the  real 
reason  w hy she reg istered  for th e  course. She 
rea lized  th a t she feared  the  n e ig h b o r’s rev ea l
ing h e r in te rest in  the m an  to h e r p a re n ts  if she 
sat n e a r  h im  o r w as friendly  to  h im . She then  
th o u g h t ab o u t h e r m o th er w ho w as a  r e 
pressive, pu n itiv e  person  w ho had  w arn ed  her 
ab o u t sexual activities. W ith  th is  u n d e rs ta n d 
in g , she  su d d e n ly  b ecam e  a n g ry  a t h e r  
c lassm ate. W h en  she asked herse lf w hy she 
w as so fu rious, it d aw ned  on her th a t she w as 
ac tua lly  em b itte red  a t h e r ow n m o ther. H e r 
tension  and  hostility  d isap p ea red  w hen  she re 
solved to follow  h e r im pu lses on the basis th a t 
she w as now  old enough  to do w h a t she 
w ished.
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Tolerating a Certain Amount of 
Tension and Anxiety

Som e tension and  anx ie ty  a re  in h e ren t p a rts  
of living. T h e re  is no escape from  them . T h e  
p a tien t m ust be b rough t a ro u n d  to  accept the 
fact th a t he w ill have to to le ra te  and  h an d le  a 
certa in  am oun t of anx iety .

Th. E ven  w h en  you a re  fin ished  w ith  th e ra p y , a 
c e rta in  am o u n t o f ten sio n  an d  an x ie ty  a re  to  be 
expected . A ll p e rso n s have  to  live w ith  som e 
an x ie ty  a n d  ten s io n , an d  these m ay  p re c ip ita te  
v ario u s  sy m p to m s from  tim e  to  tim e. If  you do 
get som e an x ie ty  now  a n d  th e n , r id e  it an d  try  
to  fig u re  o u t w h a t is s tir r in g  it u p . B u t, r e 
m em b er, you a re  no w o rse  off th a n  an y o n e  else 
s im p ly  because you hav e  som e an x ie ty . If you 
a re  u n a b le  to  reso lve y o u r ten s io n s  en tire ly  
th ro u g h  se lf-ob serv a tio n , try  to  involve y ourse lf 
in an y  o u ts id e  ac tiv ities th a t  w ill get y o u r m ind  
off y o u r tensions.

Tolerating a Certain Amount of 
Hostility

If th e  p a tien t can be m ade to u n d ers tan d  
th a t he w ill occasionally  get resen tfu l and  th a t 
if he explores th e  reason  for th is , he m ay  be 
ab le  to  avoid p ro jec ting  h is an g e r o r converting  
it in to  sym ptom s.

Th. If  you feel tense  an d  u p se t, a sk  yo u rse lf if you 
a re  an g ry  a t an y th in g . See if you can  fig u re  o u t 
w h a t is cau s in g  y o u r re se n tm e n t. P e rm it y o u r
self to feel an g ry  if th e  occasion  ju s tif ie s  it; b u t 
ex p ress y o u r an g e r in p ro p o rtio n  to w h a t th e  
s itu a tio n  w ill to le ra te . Y ou do  n o t have  to do 
a n y th in g  th a t  w ill re su lt in tro u b le  for you; 
n evertheless , see if you can  re lease  som e of 
y o u r a n g e r. If you can  do n o th in g  m ore, ta lk  
ou t loud ab o u t it w h en  you  a re  a lo n e , o r 
engage in m u sc u la r  exerc ises to  p ro v id e  an  
o u tle t for ag g ress ion , like p u n c h in g  a  p illow .
In  sp ite  o f these ac tiv ities you m ay  still feel 
an g ry  to  a  ce rta in  degree . So long  a s  you keep 
it in h an d  w hile  reco g n iz in g  th a t  it ex ists , it 
need no t h u r t  you. All p eop le  have  to live w ith  
a ce rta in  a m o u n t of a n g e r.

Tolerating a Certain Amount of 
Frustration and Deprivation

N o person  can  ever o b ta in  a  full g ra tifica 
tion  of all of h is needs, and  th e  p a tien t m ust 
com e to  th is  rea liza tion .

T h. It is im p o rta n t  to  re m e m b e r th a t  you  still can  
derive  a  g re a t d ea l o f jo y  o u t o f e ig h ty  p e r  cent 
r a th e r  th a n  one  h u n d re d  p e rc e n t. E x p ec t to be 
f ru s tra te d  to  som e e x ten t a n d  le a rn  to  live 
w ith  it.

Correcting Remediable Elements 
in One's Environment

T h e  p a tien t m ay  be rem inded  of h is re 
sponsib ility  to rem edy  any  a lte rab le  factors in 
h is life s itua tion .

T h. O n ce  you have iden tified  an y  a re a  o f tro u b le , 
try  to  f ig u re  o u t w h a t can  be  do n e  a b o u t it. 
L ay  o u t a  p la n  o f ac tio n . Y ou m ay  n o t be ab le  
to  im p lem en t th is  e n tire ly , b u t do as m u ch  of it 
a s  you ca n  im m ed ia te ly , a n d  th en  ro u tin e ly  
keep  w o rk in g  a t it. N o  m a tte r  h o w  hopeless 
th in g s  seem , if you  a p p ly  you rse lf , you can  do 
m u ch  to  rectify  m a tte rs . D o  no t get d is
co u rag ed . J u s t  keep  w o rk in g  aw ay .

Adjusting to Irremediable 
Elements in One's Life Situation

N o m a tte r how  m uch w e m ay w ish  to  cor
rect ce rta in  cond itions, p rac tica l considera tions 
m ay preven t o u r  do ing  m uch  abou t them . F o r 
exam ple , one m ay have to le a rn  to live w ith  a 
han d icap p ed  child  o r a sick h u sb an d  o r wife. 
O n e ’s financial situ a tio n  m ay  be ir rep a rab ly  
m arg in a l. T h e re  a re  ce rta in  th ings all people 
have to cope w ith , ce rta in  s itu a tio n s from  
w hich  they  can n o t escape. If the  p a tien t lives 
in th e  hope of ex tr ica tin g  h im self from  an  u n 
fo rtu n a te  p ligh t by m agic, he w ill be in  con
s tan t fru s tra tio n .
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T h .  T h e re  a re  c e rta in  th in g s  every  p e rso n  h as to 
le a rn  to  accep t. T ry  y o u r best to a lte r  th em  as 
m uch  as you can . A nd th en  if som e tro u b le s 
co n tin u e , ju s t  tell yo u rse lf you  m ust live w ith  
som e of th e m , a n d  resolve no t to let th em  te a r  
you d ow n . It tak es a good d ea l of co u rag e  and  
c h a ra c te r  to  live w ith  y o u r tro u b le s , b u t you 
m ay  have a  re sp o n s ib ility  to  c a r ry  th em . If you 
s ta r t  feeling  so rry  for yourself, you a re  bound  
to  be u p se t. So ju s t  p lu g  aw a y  a t  it an d  bu ild  
u p  in su la tio n  to he lp  you c a rry  on . Say to 
yourself: “ I am  n o t go ing  to re sp o n d  to tro u b le  
like a  w e a th e r  vane . I w ill rem ed y  th e  tro u b le  
if I can . If I can n o t, I w ill a d ju s t to it. I w ill 
co n cen tra te  on th e  good th in g s  in  m y life an d  
m in im iz e  th e  b a d .”

Using Will Power to Stop Engaging 
in Destructive Activities

O n e of the u n fo rtu n a te  consequences of a 
dynam ic ap p ro ach  is th a t it gives th e  p a tien t 
the idea th a t he is u n d er th e  influence of u n 
conscious m onsters he canno t contro l. H e  w ill, 
therefore, ju s tify  th e  ac ting -ou t on th e  basis of 
h is  “ a u to m a tic  r e p e t i t io n -c o m p u ls io n s .”  
A ctually , once he has a g lim m er of w h a t is 
h ap p en in g  to h im , th ere  is no reason  w hy he 
canno t enlist the coopera tion  of h is w ill pow er 
to help  in h ib it him self.

T h .  If  you kn o w  a s itu a tio n  w ill be bad  for you , try  
to  d iv ert y ou rse lf from  ac tin g  it o u t even if you 
have to use yo u r w ill p o w er. T h e re  is no 
reaso n  w hy you c a n ’t w o rk  o u t su b s titu te  so lu 
tio n s  th a t  a re  less d es tru c tiv e  to you even 
th o u g h  th ey  m ay no t im m ed ia te ly  be so g ra t i 
fy ing . R em e m b e r, a  ce rta in  am o u n t of d e p r iv a 
tio n  an d  fru s tra tio n  is n o rm a l, an d  it is a com 
p lim en t to  you as a  p erso n  to be ab le  to  give up  
g ra tifica tio n s  th a t  a re  u ltim a te ly  h u r tfu l to 
you. R em e m b e r, too , th a t  som e of th e  chief 
benefits you get o u t o f y o u r  sy m p to m s a re  
m asoch istic , a  k in d  of need to p u n ish  yourself. 
Y ou can  le a rn  to overcom e th is  too . W h en  you 
observe  y ourse lf ac ting  n eu ro tica lly , stop  in 
y our tra c k s  an d  fig u re  o u t w h a t you a re  doing .

A w om an, living a conventional life as a 
housew ife, w as involving herse lf sexually  w ith

tw o  of her fr ie n d ’s husbands. She found herse lf 
un ab le  to resist th e ir  advances, even though  
the sexual experiences w ere  not p a rticu la rly  
fu lfilling. She felt asham ed  and  w as g u ilt- r id 
den  by h e r actions. T h e re  w as obviously som e 
deeper m otive th a t p ro m p ted  th e  p a tien t to  act 
ou t sexually , b u t the  th re a t to her m a rria g e  
and  re la tio n sh ip  w ith  h e r  h u sb an d  req u ired  an  
im m edia te  h a ltin g  of h e r activ ity . I rem ark ed  
to her: “ U n til you figure ou t som e of your u n 
derly ing  feelings, it is best for you to stop your 
affairs rig h t now . H ow  w ould  you feel abou t 
stopp ing  rig h t now ? L e t’s give ourselves a 
couple  o f m on ths to  figure ou t th is  th ing . 
F ra n k ly , I d o n ’t see h ow  w e can  m ak e  
p rogress un less you d o .”  T h e  p a tie n t re 
lu c tan tly  acquiesced; bu t soon she w as relieved 
th a t som ebody w as su p p o rtin g  her in n e r reso 
lu tion  to  resist. T h e  in terval enab led  us to  ex 
p lo re  her d isap p o in tm en t w ith  her h u sb an d , 
h e r resen tm en t to w ard  h im , and  to find o u t
le ts  fo r h e r  d e s ire s  fo r freed o m  a n d  self- 
expression  in m ore a p p ro p r ia te  channels th an  
sexual ac ting -ou t. If th e  p a tien t has been given 
a  ch a rt de ta ilin g  th e  in te rac tion  of dependency , 
low  feelings of independence, hostility , de
v a lu ed  se lf-es teem  an d  d e ta c h m e n t, th e i r  
m an ifesta tions as w ell as reaction  fo rm ations 
to  n eu tra liz e  them , he m ay be en jo ined  to 
study  th e  ch a rt and  see how  h is ow n drives and  
needs, w ith  th e ir  consequences, fit in to  the 
overall design.

Stopping Unreasonable Demands 
on Oneself

If  th e  p a tien t is p u sh in g  h im self beyond the 
lim its of h is capacities o r se tting  too h igh 
s tan d a rd s  for h im self, it w ill be essen tia l for 
h im  to assess h is actions. A re they  to  satisfy his 
am b itions o r those of h is p a re n ts?  A re they  to 
do th ings perfec tion istica lly?  If so, does he feel 
he can achieve g rea te r independence  o r s ta tu re  
as a person  w hen  he succeeds?

T h .  A ll p eop le  hav e  th e ir  asse ts a n d  liab ilitie s . Y ou 
m ay  never be ab le  to  acco m p lish  w h a t som e
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p erso n s  can  do; an d  th e re  a re  som e th in g s  you 
can  do th a t  o th e rs  w ill find im possib le . O f 
course , if you try  h a rd  e n o u g h , you can  p ro b a 
bly do th e  im possib le , b u t y o u ’ll be w o rn  dow n 
so it w o n ’t m ean  m uch  to  you. Y ou can  still 
live u p  to yo u r crea tive  p o te n tia ls  w ith o u t go 
ing to ex trem es. Y ou can  rea lly  w e a r y ourse lf 
o u t if you p u sh  yo u rse lf too h a rd . So ju s t  try  to
re la x  an d  to enjoy  w h a t you have , m ak in g  the  
m ost o u t o f yo u rse lf  w ith o u t te a r in g  yo u rse lf  to 
pieces. J u s t  do th e  best you can , av o id in g  usin g  
perfec tio n ism  as a s ta n d a rd  fo r yourself.

Challenging a Devalued Self- 
image

O ften  an  ind iv idual re tire s  on the invest
m en t o f h is co n v ic tio n  of se lf-d e v a lu a tio n . 
W h a t need is th e re  for h im  to m ake any  effort 
if he is so constitu tiona lly  in fe rio r th a t all of 
his best in ten tions and  w ell-d irected  activ ities 
w ill lead to n a u g h t?  It is exped ien t to show  the 
p a tien t th a t he is u tiliz ing  h is self-devaluation  
as a destructive im plem ent to  bo lster h is h e lp 
lessness and  p e rh ap s  to sponsor dependency. 
In  th is  w ay  he m ak es  c a p ita l o u t o f a 
hand icap . P o in ting  ou t rea listic  assets the p a 
tien t possesses m ay no t succeed in destroy ing  
the v itiated  im age of h im self; bu t it does help  
h im  to reevaluate  h is po ten tia litie s  and  to 
avoid the desp a ir of considering  h im self com 
pletely  hopeless. O n e  m ay p o in t ou t to  the p a 
tien t instances of his successes. In  th is respect, 
encourag ing  the p a tien t to  adop t th e  idea th a t 
he can succeed in  an  activ ity  in w hich he is in 
terested , and  to expand  a p resen t asset, m ay 
prove to be a saving grace. A w om an  w ith  a 
deep sense of in ferio rity  and  lack of self-con
fidence w as exhorted  to  add to h e r know ledge 
of h o rticu ltu re  w ith  w hich she w as fascinated . 
A t ga therings she w as em boldened to  ta lk  
abou t her specialty  w hen  an  a p p ro p r ia te  occa
sion p resen ted  itself. She found herse lf the 
cen ter of a tten tio n  am ong  a g roup  of s u b u r
banites w ho w ere eager to acq u ire  expert in 
form ation . T h is  p rovided h e r w ith  a m eans of 
social contact and  w ith  a w ay  of do ing  th ings

for o thers  th a t bu ilt up  a  m ore estim ab le  feel
ing abou t herself.

Logic obviously canno t convince a person 
w ith  devalued self-esteem  th a t he has m erit. 
U nless a p ro p e r  assessm ent is m ade of his ex 
isting  v irtues, how ever, the  person  w ill be 
re ta rd ed  in co rrec ting  h is d is to rted  self-im age.

Th. Y ou do hav e  a ten d en cy  to  d ev a lu e  yo u rse lf  as 
a  re su lt o f ev e ry th in g  th a t  h as h a p p e n e d  to 
you. F ro m  w h a t I can  o bserve , th e re  is no  rea l 
reaso n  w h y  you sh o u ld . If you  do , you m ay  be 
u s in g  se lf-d ev a lu a tio n  as a w ay  of p u n ish in g  
y o u rse lf  b ecause  o f g u ilt, o r  o f m ak in g  peop le  
feel so rry  for you, o r  o f re n d e r in g  yo u rse lf 
he lp less  a n d  d ep e n d e n t. Y ou k n o w , a ll peop le  
a re  d iffe ren t; every  p e rso n  h a s  a  u n iq u en ess , 
like every  th u m b p r in t  is u n iq u e . T h e  fact th a t 
you do no t possess som e q u a lit ie s  o th e r  peop le 
have  does no t m ak e  you in fe rio r.

Deriving the Utmost Enjoyment 
from Life

F ocusing  on troub les  and  d isp leasu res in 
o n e ’s existence can deprive a person  of joys
th a t a re  h is rig h t as a h u m an  being. T h e  need 
to develop a sense of h u m o r and  to  get the 
g rim ness ou t of o n e ’s daily  life m ay be stressed.

Th. T r y  to m in im iz e  th e  b ad  o r  h u r tfu l  e lem en ts 
an d  c o n c e n tra te  on  th e  good an d  constru c tiv e  
th in g s  a b o u t y o u rse lf  an d  y o u r  s itu a tio n . It is 
im p o rta n t fo r every  p e rso n  to re a p  o u t o f each 
24 h o u rs  th e  m a x im u m  of p le a su re s  possib le. 
T r y  n o t to  live in re c r im in a tio n s  o f th e  pas t 
an d  in  fo rebo d in g s ab o u t th e  fu tu re . J u s t  con 
ce n tra te  o n  ach iev in g  h a p p in e ss  in th e  here  
an d  now .

Accepting One's Social Role

E very  a d u lt h as  a responsib ility  in assum ing  
a varie ty  of social roles: as m ale  o r fem ale, as 
hu sb an d  o r w ife, as a p a re n t, as a  person  w ho 
m ust re la te  to  au th o r ity  an d  on occasions act 
as au th o rity , as a  com m unity  m em ber w ith  ob 
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ligations to society. T h o u g h  he m ay feel im m a
tu re , dependen t, hostile , and  hypocritica l, the 
ind iv idual still m ust try  to fill these ro les as 
com pletely as he can. If the p a tien t is d es tru c 
tively involved w ith  an o th e r person  w ith  w hom  
he m ust ca rry  on a re la tio n sh ip , like an em 
p loyer, for exam ple , he m ust a ttem p t to u n d e r
s tand  the forces th a t serve to d is tu rb  the  re la 
tionsh ip . A t the sam e tim e, how ever, he m ust 
try  to  keep the re la tio n sh ip  going in a w ay  th a t 
convention d ictates so th a t he w ill no t do 
an y th in g  destructive to h is security .

Th. O n e  w ay  of try in g  to  get a lo n g  w ith  p eop le  is 
to a tte m p t to p u t yo u rse lf in th e ir  position  and  
to  see th in g s  from  th e ir  p o in t o f view . If  your 
h u sb a n d  [w ife, ch ild , em p lo y e r, etc.] is do ing  
so m eth in g  th a t  is u p se ttt in g , ask  yourself: 
“ W h a t is he  [she] feeling  a t th is  tim e; w h a t is

g o in g  on  in  h is ]her] m in d ?  H o w  w ou ld  I feel 
if I w ere  in h is [her] p o s itio n ? ”  A t a n y  ra te , if 
you can  reco g n ize  w h a t is g o in g  on , co rre c tin g  
m a tte rs  th a t  can  be reso lved , a d ju s tin g  to those  
th a t c a n n o t be ch an g ed ; if you a re  ab le  to 
r e la te  to  th e  good ra th e r  th a n  to  th e  b ad  in 
p eo p le , you sh o u ld  be ab le  to  get a lo n g  w ith  
th e m  w ith o u t too  m u ch  d ifficu lty .”

T h e  form  by w hich  th e  above gu idelines a re  
verbally  o r g rap h ica lly  com m unicated  to the 
p a tien t w ill vary , and  each  th e rap is t m ay 
decide w h e th e r they  a re  useful in w hole or in 
p a r t for specific p a tien ts . R ead ing  assignm ents 
m ay  also be given and  suggestions for con
tinued  self-education  m ade a fte r th e ra p y  has 
ended. A full list of read in g  m a te ria ls  w ill be 
found  e lsew here (W olberg , 1977, pp . 8 1 6 -  
833).

Conclusion

It is im p o rtan t to  supp ly  p a tien ts  w ith  
hom ew ork  assignm ents to  rein force the value 
of th e ir sessions. T h ese  tasks a re  usua lly  re 
la ted  to  w h a t is im m ediately  going on in th e r 
apy , w h eth er they  involve exp lo ring  the n a tu re  
of o n e ’s p rob lem s, ch a rtin g  the frequency of 
sym ptom s and  reco rd ing  the circum stances 
u n d er w hich they  a p p ea r, recognizing  the con
structive and  destructive elem ents in the im 
m e d ia te  e n v iro n m e n t, o b se rv in g  b e h a v io ra l 
p a tte rn s  and  re in fo rc ing  those th a t a re  a d a p 
tive, p icking ou t s itu a tio n s th a t enhance or

low er self-esteem , study ing  o n e ’s re la tio n sh ip s  
w ith  people, ex am in in g  d ream s and  fan tasies, 
or seeing w h a t resistances block th e  p u tt in g  of 
u n d e rs tan d in g  in to  productive  action . P rac tice  
sessions devoted to assertive and  o th e r con
structive form s of behav io r a re  especially  h e lp 
ful. Som e of the assigned exercises strive to  in 
c u lc a te  n ew  v a lu e s  a n d  p h ilo so p h ie s  th a t  
co n trib u te  to  a  m ore p roduc tive  ad ju s tm en t. A 
re lax in g  and  ego-bu ild ing  cassette  tap e  as w ell 
as assigned read ings a re  a d d itio n a l useful ac
cessories.



CHAPTER 17

Termination of Short-term Therapy

P ro p er te rm in a tio n  of tre a tm en t is one of 
the m ost neglected aspects of th e  th e rap eu tic  
process. Ideally , it should  s ta rt in the in itia l in 
terview  d u rin g  w hich the lim ited  tim e span  is 
e m p h a s iz e d . E ven  th o u g h  th e  p a tie n t im 
m ediately  accepts th is p rov isional a r ra n g e 
m ent, la ter, as the th e rap eu tic  re la tio n sh ip  
crystallizes, its end ing  can pose a th rea t.

T e rm in a tio n  of th e rap y  is no p rob lem  in 
m ost p a tien ts  w ho a re  ad equa te ly  p rep a red  for 
it, o r w ho a re  charactero log ica lly  no t too d e 
penden t, o r w ho a re  seen for only  a few 
sessions and  d ischarged  before a strong  re la 
tionsh ip  w ith  the th e rap is t develops, o r w ho 
a re  so detached  th a t they  w a rd  off a close 
the rap eu tic  contact. It m ay, how ever, becom e a 
difficult p rob lem  in o th er cases. P a tien ts  w ho 
in early  ch ildhood have suffered rejection  or 
ab andonm en t by o r loss of a p a ren t, o r w ho 
have had  difficulties in w ork ing  th ro u g h  the 
s e p a ra tio n - in d iv id u a t io n  d im e n s io n s  of th e ir  
developm ent a re  especially  vu lnerab le  and  m ay 
react w ith  fear, an g e r, d espa ir, and  grief. A 
re tu rn  of th e ir  o rig inal sym ptom s w ill tend  to 
confound the p a tien t and  in sp ire  in the th e ra 
p ist fru s tra tio n , d isap p o in tm en t, gu ilt feelings, 
and  an g er a t th e  p a tien t for hav ing  failed to  re 
spond to th e rap eu tic  m in is tra tions .

R esistance to te rm in a tio n  affects no t on ly  the 
p a tien t; it is p resen t also in the th e rap is t 
w ho for conscious o r unconscious reasons m ay 
not be w illing  to let h is p a tien t sep a ra te . 
T h e ra p is ts  co u n te rtran sfe ren tia lly  form  a tta c h 
m ents to som e of th e ir  pa tien ts , and  they 
m ay resen t sending them  aw ay. Som etim es 
m onetary  factors influence delays in te rm in a 
tion , p a rticu la rly  d u rin g  periods w hen new

re fe rra ls  a re  sparse . Som etim es the  projected  
goals of th e rap y  have been set too h igh , and  
bo th  p a tien t an d  th e ra p is t a re  d isappo in ted  
w ith  w h a t seem  m eager resu lts . T h e y  w ill then  
eagerly  cancel th e  te rm in a tio n  con trac t and  
hopefu lly  em b ark  on a search  for a cure w ith  a 
fresh  se rie s  o f se ssio n s th a t  w ill u su a lly  
even tua te  in long-term  and  in som e cases in te r
m inab le  trea tm en t.

T h e  w ord  “ c u re ” is an  am biguous ex
pression  w hen re la ted  to  em otional p rob lem s. 
M ost op tim istica lly  it designates an  e lim in a 
tion  of patho logy  and  th e  induction  of a  to tal 
an d  ro b u st sta te  of w ell-being . T o  an tic ip a te  
such a goal in sh o rt-te rm  th e ra p y  excites u n 
rea listic  hope an d  op tim ism . M a n y  of the  im 
p rin ts  of u n fo r tu n a te  life experience, p a r t ic u 
larly  those com pounded  in early  ch ildhood , are  
m ore o r less indelib le  and  canno t be e lim inated  
com pletely  by any  m ethod  know n today. N or 
can  a ll c h a ra c te ro lo g ic  d e fic its  be to ta lly  
reg en era ted , res idua l d is to rtio n s  often o b tru d 
ing them selves im p ertin en tly  a t u n g u ard ed  m o
m ents even in  th e  m ost successfully trea ted  in 
d iv idual. O n  th e  o th e r h an d , it is possib le  to 
n eu tra lize  the effects of in im ical p as t ex p e ri
ence , to  e n h a n c e  s e c u r ity , to  b o ls te r  se lf
esteem , and  to im prove ad ap ta tio n  and  p ro b 
lem  solving th ro u g h  w ell-conducted  sh o rt-te rm  
psycho therapy . T h e  objectives th a t w e m ay 
p ractica lly  achieve a re  these:

1. M o d if ic a tio n  o r rem oval of sy m p to m s an d  re lief
of su ffering .

2. R evival of th a t  level of fu n c tio n in g  th a t  th e  p a 
t ie n t possessed  p r io r  to th e  o u tb re a k  o f th e  illness.

3. P ro m o tio n  of an  u n d e rs ta n d in g  th a t  th e re  a re
p a tte rn s  in d u lg ed  th a t  sp o n so r sy m p to m s, sab o tag e
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fu n c tio n in g , a n d  in te rfe re  w ith  a m o re  com plete  en- 5. P rov is io n  o f usefu l w ay s o f d ea lin g  w ith  such
jo y m e n t of life. p a t te rn s  an d  th e ir  effects in o rd e r  to  rectify  an d

4. A tta in m e n t of som e idea  of how  to recogn ize  r e p la c e  th e m  w ith  m o re  c o n s tru c t iv e  c o p in g
th e  ex istence of se lf-defea ting  p a tte rn s  an d  how  to  m easu res , 
ex p lo re  th e ir  consequences.

Termination Procedures

Follow ing  the suggestions deta iled  in C h a p 
te r  4 “ A G e n e ra l  O u tlin e  o f S h o r t- te rm  
T h e r a p y ,”  th e  p a tie n t is a p p r is e d  of th e  
lim ited  num ber of sessions th a t w ill constitu te  
tr e a tm e n t,  e i th e r  by d e s ig n a tin g  th e  exac t 
nu m b er in advance and  se tting  a te rm in a tio n  
da te  or, a fter ind ica ting  th a t the n u m b e r of 
sessions w ill be c ircum scribed , by postpon ing  
an n ouncing  the end ing  date  un til a fter th e rap y  
has sta rted . O nce th e  ta rg e t da te  is settled , the 
p a tien t is period ically  rem inded  of it and 
responses to th is briefing  hand led  (see pp . 4 5 -  
46). W ith  ra re  exceptions th e rap y  should  be 
ended on the ag reed -upon  da te  (p. 46). T h e  
need to  w ork  on oneself is stressed (p. 47 ), and 
a rran g em en ts  for fu r th e r tre a tm en t m ade if 
necessary (p. 47).

T h e  question  is often asked as to w h e th e r 
sym ptom atic  im provem ent by itself w ith o u t 
som e u n d ers tan d in g  of the u n derly ing  sources 
of the cu rren t upset is sufficient ju s tifica tio n  for 
the te rm in a tio n  of th erapy . Ideally  the answ er 
w ould  be no. Sym ptom atic  re lief m ay  occur as 
a consequence of the placebo effect and  m ay 
ex p en d  itse lf  ra p id ly  u n le s s  ch an g es  a re  
b rough t abou t in the env ironm ent as well as in 
the self. N evertheless, w e should  no t m in im ize 
the im portance  of sym ptom  rem oval since 
w ith o u t it no th e rap y  can ju s tify  itself. R elief 
of sym ptom s can  resto re  im p o rtan t defenses 
th a t a re  a  p a r t  of th e  in d iv id u a l’s h ab itu a l 
adap tive  m ach inery . In th is w ay  we m ay best 
achieve the objective of re s titu tin g  the op tim al 
p as t ad ju s tm en t. M ost p a tien ts  a re  satisfied 
w ith  th is accom plishm ent, bu t occasionally  
som e ind iv iduals expect m ore extensive resu lts  
w ith in  a few sessions.

It is m an ifestly  im possib le  to  u p ro o t p e r
sonality  difficulties th a t da te  back to childhood 
in a sh o rt p eriod , and  q u ite  likely even in ten 
sive p ro longed  tre a tm en t w ill fail to budge 
som e p a tte rn s . T h e  p a tien t w ill therefo re  have 
to  be p re p a re d  fo r te rm in a t io n  w ith  th e  
ach ievem ent of only  less th a n  a com plete cure. 
A p a tien t w ho cam e for tre a tm en t w ith  a p ro b 
lem of obesity , depression , and  stro n g  feelings 
of in ferio rity  w as helped in 10 sessions to co r
rect h is food h ab its  and  to  lose w eigh t. H is 
depression  lessened to  a g rea t ex ten t, bu t there  
w as no change in the sleazy im age he had  of 
him self. I rem inded  h im  th a t o u r ag reed -upon  
goal in  th e rap y  w as to  help  h im  develop better 
food h ab its  and  m odera te  his depression . A n ex
cerp t follows:

Pt. I feel a  lot b e tte r , the  w eig h t an d  a ll, b u t I still 
feel like I d o n ’t am o u n t to m uch .

T h. W e ’ve gone over som e of th e  reaso n s  w h y  you 
a lw a y s hav e  felt th is  w ay.

Pt. B ut c a n ’t I be cu red  of th is?
T h. Y o u r p ro b lem  goes so fa r  back  th a t  a  com p le te  

c u re  w o u ld  tak e  a long  tim e . E ven  th e n  a  few 
res id u es  o f y o u r ch ild h o o d  m ay  p o p  u p  from  
tim e  to  tim e . T h is  isn ’t im p o rta n t  because  you 
can  still keep  g ro w in g  a n d  d ev e lo p in g  on  yo u r 
ow n  w ith  w h a t you hav e  a lre a d y  lea rn ed  in 
th e ra p y . R ig h t now  you can  overcom e yo u r 
sy m p to m s, like o v e re a tin g  an d  d ep ress io n , an d  
fu n c tio n  a lot b e tte r  in sp ite  o f ho w  you feel 
a b o u t yourse lf. T h e  re a lity  is th a t  you a re  no t 
an  in fe rio r  p e rso n  even th o u g h  you  feel you 
a re . O v er a  long  p e rio d  a p p ly in g  th e  u n d e r 
s ta n d in g  you  no w  have w ill w e a r  o u t th is  d e lu 
sion ab o u t yourself. B u t ex p ec t no m ira c les . It 
w ill tak e  tim e . T h e  im p o rta n t  th in g  is to keep 
w o rk in g  a t yourself. S u p p o se  you try  th in g s  on
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y our o w n , an d  in ab o u t 3 m o n th s  w e w ill 
m ak e  a n o th e r  a p p o in tm e n t to  see how  you a re  

d o ing .
Pt. T h a t ’s g re a t. M a y b e  I can w o rk  a t th is  by 

m yself, a n d  if I need  fu rth e r  h e lp , I ’ll call you. 
Th. F in e . D o n ’t h es ita te  to  call m e if an y  fu rth e r  

p ro b lem s develop .

In  avoiding the p a tie n t’s request for longer- 
te rm  th e rap y , w e ind ica te  th a t it is essen tial for 
the p a tien t to try  to resolve his p rob lem s by 
him self. T h is  is done w ith  no illusion  th a t a 
cu re  w ill come ab o u t in any  charactero log ic  d is
to rtions, bu t ra th e r  to avoid becom ing de
penden t on th e rap y . P roceeding  on o n e ’s ow n, 
p rogress m ay be m ade w ith  in te rim  sessions of 
sh o rt-te rm  th e rap y  if necessary . In  th is  case tw o 
such brief periods of five and  six sessions each 
w ere used the first year and  th ree  sessions the 
second year. S ingle fo llow -up  sessions the  th ird  
and  fifth years revealed extensive and  g ra tify ing  
persona lity  changes.

T h is  does no t im ply  th a t long-term  th e rap y  
m ay not be the tre a tm en t of choice in som e 
cases. B ut the selection of p a tien ts  m ust be 
carefu lly  m ade.

A no ther com m on question  th a t confron ts the 
th e rap is t is if a t the end of th e  allo ted  t r e a t
m ent tim e a  p a tien t feels b e tte r bu t h as  not 
reached  the goals set by th e  th e ra p is t o rig i
nally , should te rm in a tio n  th en  be delayed? It is 
difficult to genera lize  an an sw er to  th is q u es
tion  o th er th an  to  say th a t certa in  p a tien ts  w ill 
benefit from  fu r th e r  th e rap y  and  o thers  w ill 
not. M u ch  as w e w ould  like to con tinue  w o rk 
ing w ith  a p a tien t, the  d an g er of in te rm in ab le  
th e rap y  m ust be kept in m ind . Som e p a tien ts  
w ill no t, for sundry  reasons, be ab le  to  achieve 
the objectives th a t the th e ra p is t has an tic ip a ted  
or th a t they them selves covet, no m a tte r  how  
long w e keep them  in tre a tm en t. Indeed, 
con tinued  th e rap y  m ay d issipate  the  gains 
achieved in the p re lim in a ry  sh o rt-te rm  tr e a t
m ent period , the p a tien t becom ing steeped in a 
neg a tiv e  tra n s fe re n c e  an d  in c r ip p l in g  d e 
p en d en cy  from  w h ich  he ca n n o t l ib e ra te  
him self. T h e  w ay th is p rob lem  is best hand led  
is to te rm in a te  th e rap y , en jo in ing  th e  p a tien t

to con tinue  w ork ing  on h is ow n (w ith  the 
assigned  hom ew ork ) listen ing  reg u la rly  to  the 
cassette tap e  if one is given h im , and  rep o rtin g  
back for a session in 2 w eeks, th en  once a 
m on th , and  a fter a  w hile  once every 3 m onths. 
It is no t u n u su a l for a p a tien t to have achieved 
considerab le  p rog ress by h im self a fter form al 
th e rap y  h as ended once the m om entum  has 
been  s ta r te d  d u r in g  th e  s h o r t- te rm  sp a n . 
S h o u ld  no p ro g re s s  h av e  o c c u rre d  severa l 
m on ths after te rm in a tio n , an d  should  th e  p a 
tien t be d issatisfied  w ith  h is s ta tu s , a n o th e r in 
tensive sh o rt-te rm  trea tm en t can  be in s titu ted , 
d u rin g  w hich an  assay is m ade of th e  k ind  of 
th e ra p y  best to use, the capacity  of th e  p a tien t 
to  change, and  rea listic  goals th a t m ay  be 
achieved. Som etim es the second b rief tre a tm en t 
tr ia l does th e  jo b  w ith o u t fu r th e r form al th e r 
apy  being needed. O n  th e  o th e r h an d , we m ay 
not be able to avoid re so rtin g  to long-term  
th e rap y , and  here  the kind of th e ra p y  and  the 
dep th  of th e ra p y  w ill suggest itself from  the 
d a ta  a lready  ob ta ined .

W e m ust, nevertheless, b race  ourse lf to  the 
possib ility  of fa ilu re  no m a tte r  w hat w e do. 
Inev itab ly  th ere  w ill be persons w ho do not 
w ell w ith  any  k ind of th e rap y . M an y  of these 
ind iv iduals go on to  p ro longed  tre a tm en t w ith  
th e  object of achieving reconstructive  change 
th ro u g h  the alchem y of tim e. T h e  idea th a t 
lo n g - te rm  th e ra p y  w ill in e v ita b ly  succeed 
w here  sh o rt-te rm  ap p roaches have failed is de
ceptive. T h e re  a re  som e p a tien ts  w ho seem 
doom ed to a p e rp e tu a l im m a tu re  ad ju s tm en t, 
c linging to a p a re n ta l figure in a dependen t 
w ay  th e  rem a in d e r of th e ir  lives. Som e theories 
of w hy th is is so have been presen ted . O ne 
specu la tion  for a certa in  type of p a tien t is th a t 
in tre a tm en t th e  p a tien t is unab le  “ to  bring  
ab o u t the in te rn a liz a tio n  of the th e rap is t as an  
o b jec t-ancho r a ro u n d  w hich th e  p a tien t can  o r
g an ize  h im self”  o r to m a in ta in  an eq u ilib riu m  
“ in the face of th e  anx ie ty  released  by in te rp re 
tive w o rk ” (A ppelbaum , 1972). T h e re  are  
o th e r surm ises too, bu t som e sicker pa tien ts
w ill respond  m uch m ore to ad junctive  en v iro n 
m en ta l m an ip u la tio n , reh ab ilita tiv e  tre a tm en t, 
social th e rap y , and  p h a rm aco th e rap y  th an  to
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form al p sycho therapy , a lthough  period ic  psy 
cho therapeu tic  sessions w ith  a skillful and 
em path ic  th e rap is t a long w ith  ad junctive  a p 
proaches should  p roduce op tim al results.

M ost pa tien ts , fo r tuna te ly , m ay  be helped—  
and  significan tly  helped— by dynam ic sh o r t
term  th e rap y . Even deep persona lity  difficul
ties m ay be influenced. B ecause en trenched

ch a rac te r p a tte rn s  a re  d islodged re lu c tan tly , 
h o w e v e r m a la d a p tiv e  th e y  m ay  be, it is 
assu m ed  th a t  c h a ra c te r  a l te r a t io n s  w h ile  
in itia ted  d u rin g  th e  form al trea tm en t period 
w ill need to  con tinue  to  develop in the post- 
th e rap eu tic  sp an  over an  ex tended  in te rv a l, 
even over years , before perm an en t a lte red  im 
p rin ts  a re  etched in to  the perso n a lity  stru c tu re .

Managing Untoward Reactions to Termination

In p a tien ts  w ho have been in th e rap y  for 
m ore th an  a handfu l of sessions and  w ho have 
estab lished  a good th e rap eu tic  a lliance , sto rm y  
clouds m ay  g a th e r as the te rm in a tio n  da te  
d raw s near. T h e  fact th a t th e  end ing  of th e r
apy  brings out unresolved issues re la ted  to  the 
separa tio n -in d iv id u a tio n  them e is not en tire ly  
a liab ility . Indeed , as R an k  (1936, 1947) 
insisted years ago it m ay becom e the m ost im 
p o rtan t aspect of the help ing  process by forcing 
the p a tien t to face p a ra ly z in g  dependencies and  
to assum e the responsib ilities of ind iv iduation . 
M an y  o ther a u th o ritie s  affirm  R a n k ’s belief 
th a t the w o rk in g -th ro u g h  of residues of ch ild 
ish helplessness is essen tia l tow ard  sponsoring  
g rea te r p e rsona lity  m a tu ra tio n . It is, how ever, 
naive to assum e th a t adu lthood  w ill b reak  out 
in a flash solely as a consequence of being 
evicted from  th e rap y . It w ill req u ire  p e rh ap s 
years before the fru its  of m a tu rity  can m ellow . 
T h e  th e rap is t should  no t deceive h im self into 
believing th a t ind iv iduation  is easy to  achieve 
and  th a t w ith  te rm in a tio n  the  p a tien t, sw ord 
in han d , can h ap p ily  sau n te r ou t to conquer 
the w orld . N evertheless, the  seeds of self- 
re liance  have a g rea te r chance of g e rm ina tion  
in the soil p rovided by the p ro p e r m anagem en t 
of the te rm in a l phases of the p a tie n t- th e ra p is t 
re la tionsh ip .

H ow  in tense the reactions to te rm in a tio n  be
come w ill depend  on the p a tie n t’s res idua l de
pendency needs, how  tho rough ly  these needs 
have been su ppo rted  d u rin g  tre a tm en t, the

w ay th a t th e  p a tien t w as p rep a red  for te rm in a 
tion , and  b rin g in g  in to  the open th e  p a tie n t’s 
feelings abou t te rm in a tio n . O ften  these feelings 
a re  no t explicit, th e  p a tien t being a fra id  to  ex 
press an g er o r g rief openly  and  th e  th e rap is t 
avoiding a reas  th a t m ight be up se ttin g  o r em 
b a r r a s s in g  to  h im . It is im p o r ta n t ,  c o n 
sequen tly , to face th e  fact th a t te rm in a tio n  can 
be difficult for th e  th e ra p is t also  and  because of 
th is m ay  re q u ire  som e soul search ing  on his 
p a rt. W ill the th e rap is t be relieved in getting  
rid  of a bu rdensom e p a tien t and  consequently  
fac ilita te  th e  easing  of the p a tie n t ou t of his of
fice? W ill he feel gu ilty  a t d ischarg ing  a p a 
tien t w ho still suffers from  res id u a ls  o f the 
p rob lem  for w hich h e lp  w as o rig ina lly  sough t?  
W ill he resen t the financial loss created  by a 
hole in h is caseload? W ill he h im self suffer 
sep a ra tio n  an x ie ty  caused by h is ow n u n re 
solved sep a ra tio n -in d iv id u a tio n  p rob lem s?  It 
w ill tak e  a good deal of courage  to face up  to 
these issues.

W h ere  d ream s and  ex p lo ra tio n  of ac ting -ou t 
tendencies a re  em ployed , the  p a tie n t’s feelings 
ab o u t te rm in a tio n  w ill be m ost read ily  av a il
able. A p a tien t w as asked a t the ten th  session 
how  she felt ab o u t te rm in a tin g  tre a tm e n t the 
fo llow ing m on th . She adm itted  feeling b e tte r 
and  said  th a t she w as h ap p y  th a t I considered 
h e r w ell enough  to  be on her ow n. T h e  nex t 
session she adm itted  feeling a “ b it sh a k y ” 
abou t h an d lin g  m a tte rs  by herse lf and  th a t th is 
reaction  lasted for several h o u rs  a fte r she left
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my office. She denied any  feelings of re se n t
m ent o r depression . A t th e  fo llow ing session 
she b rough t in th is  d ream : “ I am  a tten d in g  a 
funera l. A girl w ith  a rm s cut off in a coffin. 
She looks like me. I am  frigh tened  and  ru n  
ho m e .” F o r the nex t few sessions w e focused 
on her feelings of help lessness and  fears of 
w hat m ight h ap p en  to h e r a fter she stopped , as 
well as her an g er a t me. E a rly  dependencies 
fostered by an  overpro tective m o ther w ere  ex 
plored . N o revision of th e  te rm in a tio n  tim e 
w as m ade. At the fou rteen th  session she a d m it
ted  fee ling  a g re a t d ea l b e tte r ,  an d  she 
p resen ted  th is d ream : “ I am  slid ing  dow n a 
chu te  and  falling  dow n, then  stan d in g  up , then  
falling  dow n, th en  stan d in g  up , th en  falling  
dow n. M o th e r and  fa ther ru n  up  to  p ick me 
up. I push  them  aw ay  and  I stand  alone. I 
w alk  unstead ily  bu t u n d er m y ow n p o w e r.” In 
her associations she sta ted  th a t a t w ork  she 
had  taken  a defin ite stand . She w as p ro u d  of 
herse lf because she refused to go to  h e r em 
ployer for advice. “ I know  m ore ab o u t these 
th ings th an  he d oes.” T e rm in a tio n  occurred  
a fter th e  nex t session. A 2 -year fo llow -up 
show ed con tinu ing  and  extensive im provem ent 
in her ad justm en t.

T h e  im portance  of a llow ing  p a tien ts  to  ex 
press th e ir feelings of d isap p o in tm en t, an g er, 
and  sadness canno t be overem phasized . T h e  
th e rap is t w ill especially  be a le rted  for p ro b 
lem s w here, as has been m en tioned  before, the 
p a tien t as a child experienced  a  dea th  of o r 
separa tion  from  a p a re n t o r w here  in la te r  life 
a ca ta stroph ic  reaction  follow ed the loss of o r 
separa tion  from  a p a ren t o r m ate . P a tien ts  
w ith  a h igh level of charactero log ic  dependency  
m ay regard  te rm in a tio n  as a  personal in ju ry , 
an  u n w a rra n te d  desertion , o r a sign of th e ir 
lack of im portance  o r self-w orth . It is essen tia l 
not to act defensive or gu ilty  abou t te rm in a tin g  
trea tm en t. E x p lan a tio n s  should  focus on the 
need to pro tect the p a tien t from  getting  locked 
in to  a dependency situ a tio n  in tre a tm en t th a t 
w ill prove c rip p lin g  and  in fan ta liz ing . M ost 
p a tien ts  w ill hand le  th e  te rm in a tio n  experience  
w hen given a chance to express them selves 
freely. O ccasionally , th o u g h , the p a tien t m ay

becom e so an g ry  o r d is tru s tfu l as to b reak  a p 
po in tm en ts. If th is  occurs, the  th e rap is t should  
con tac t th e  p a tien t by te lephone and  discuss 
w h a t is h ap p en in g . T h e  fact th a t sufficient in 
te rest exists to induce the te lephone call in all 
p ro b ab ility  w ill m otivate  th e  p a tien t to  re tu rn  
for the rem ain in g  sessions.

I have found th a t th e  use of a cassette tape  
helps th e  te rm in a tio n  process im m easu reab ly  
pp . 2 2 3 -2 3 4 ). T h e  p a tien t does no t ex p e ri
ence th e  shock of being left a lone  on h is ow n 
devices. H e  h as a tool th a t he can  u tilize  by 
h im self to  ex p an d  th e  gains th a t he has derived 
from  trea tm en t. T h e ra p is ts  w ho im agine th a t 
th e  in d iv id u a t io n  p ro cess  is e x p e d ite d  by 
a b ru p tly  tossing p a tien ts  ou t of tre a tm en t after 
th e  last session on the th eo ry  th a t th e  absence 
of th e  th e rap is t and  the presence of insigh t are  
rem ed ia l w ill en coun te r a  ru d e  shock w hen 
a d q eq u a te  fo llow -ups a re  done. A su rp ris in g ly  
la rge  n u m b er of pa tien ts , w ho p resu m ab ly  had 
achieved m a tu rity  at d ischarge, sooner o r la te r 
lock th em se lv e s  in to  new  p a ra ly z in g  d e 
pendencies w ith  som e su rro g a te  p a re n ta l figure 
o r exp lo it successive offbeat tre a tm en t m o
d a li tie s  once  th e y  re e x p e r ie n c e  te n s io n  o r 
anx ie ty . T h e  use of the tap e  m akes these feck
less resources unnecessary . S pecu la tion  th a t 
th e  p a tien t m ay  get d ep enden t on the tap e  and  
th a t th is  w ill th w a rt the ind iv idua tion  process 
is com pletely  g roundless. O n  th e  c o n tra ry , the 
tap e  en jo ins the p a tien t to con tinue  th e  w o rk 
in g -th ro u g h  process to w ard  g rea te r self-suffi
ciency.

N o sh o rt-te rm  trea tm en t p ro g ram  is com 
ple te  w ith o u t som e prov ision  for th is o r some 
o th e r type of self-help  as w ell as m ain tenance
of p ro p e r  v ig ilance to p reven t slipp ing  back to 
the p rev ious sta te . T h e  p a tien t should  be en 
jo in ed  to p u rsu e  “ h o m ew o rk ”  assignm ents 
given h im  d u rin g  the active tre a tm en t period 
(see C h a p te r  16) and  invited  to re tu rn  to see 
the th e rap is t briefly  should  serious prob lem s 
develop in the fu tu re  th a t he canno t m anage by 
h im self (p. 46).

A n aspect in th e ra p y  th a t is also neglected is 
p rov id ing  p a tien ts  w ith  som e m eans of co rrec t
ing d is to rted  cognitions. S u p p ly ing  them  w ith
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a w ay  of looking a t life and  a t th e ir  ow n  ex 
periences, in  sho rt w ith  a p ro p e r life p h i
losophy, m ay add  to th e ir  enhancem en t of 
w ell-being. W e m ight consider th is a  k ind  of 
cognitive th e rap y . T h e  spon taneous evolution  
of m ore w holesom e w ays of looking a t th ings 
often occurs subtly  as a resu lt of th e  cogent a p 
p lica tion  of p rinc ip les th a t th e  p a tien t has 
learned  in th e rap y . L ife is ap p ro ach ed  from  an 
altered  perspective. W h a t w as a t one tim e 
frigh ten ing  o r gu ilt in sp irin g  is no longer d is
tu rb in g ; w h a t b r in g s  in se c u rity  an d  u n 
derm ines self-esteem  ceases to reg is te r such ef
fects. T h is  revo lu tion  takes tim e. V alue  change 
m ay  not be d iscern ib le  un til years have passed 
beyond the fo rm al tre a tm en t period.

It is often helpful to  w a rn  th e  p a tien t th a t, 
w hile  one m ay feel be tte r, th ere  w ill be re 
q u ired  a consistent app lica tio n  of w h a t has 
been learned  in  th e rap y  to  in su re  a  m ore 
p e rm an en t reso lu tion  of deeper prob lem s. T h e  
need for self-observation  an d  for th e  active 
challeng ing  of neu ro tic  p a tte rn s  is stressed. 
T h e  p a tien t is also enjoined no t to  get upset if 
a setback is experienced.

T h. S etbacks a re  n o rm a l in th e  co u rse  o f d evelop 
m en t. A fte r a ll, som e of these  p a tte rn s  a re  as 
old as you  a re . T h e y  w ill try  to re p e a t 
them se lves even w h en  you have an  u n d e rs ta n d 
ing  of th e ir  n a tu re . B u t w h a t w ill h a p p e n  is

th a t  th e  se tbacks w ill get sh o r te r  a n d  sh o r te r  
a s  y o u  a p p ly  y o u r  u n d e r s ta n d in g  to  w h a t  
p ro d u c e d  th e  s e tb a c k . G r a d u a l ly  y o u  w ill 
re s tru c tu re  yourself. In  a  w ay  it is good if a  se t
back  o ccu rs, fo r th e n  you  w ill have  a n  o p p o r tu 
n ity  to  com e to  g rip s  ag a in  w ith  y o u r basic 
p ro b lem s to  see ho w  th ey  w o rk . T h is  can  bu ild  
u p  y o u r s ta m in a . It is like ta k in g  a  vaccine. 
R e p ea ted  doses p ro d u ce  a  te m p o ra ry  physica l 
u p se t, b u t com p le te  im m u n iz a tio n  ev en tu a lly  
re su lts . In  o th e r  w o rd s, if y o u r  sy m p to m s com e 
b ack , d o n ’t  p an ic . I t d o e sn ’t m ean  an y th in g  
m o re  th a n  th a t  so m e th in g  h a s  s tirre d  u p  p o w e r
ful ten s io n s . A sk y o u rse lf w h a t h a s  c rea ted  yo u r 
ten s io n s . Is  th e re  a n y th in g  in  y o u r  im m ed ia te  
s itu a tio n  th a t  tr ig g e red  th in g s?  R e la te  th is  to 
w h a t you  k n o w  ab o u t yo u rse lf, ab o u t y o u r p e r 
so n a lity  in  g e n e ra l. E v e n tu a lly , you w ill be ab le  
to  s to p  y o u r  reac tio n . B ut be p a tie n t a n d  keep  
w o rk in g  a t it.

A n o th e r neglected aspect o f th e rap y  a re  fol
low -up  sessions. P r io r  to  h is d ischarge  th e  p a 
tien t m ay  be to ld  th a t it is cu stom ary  to  have a 
fo llow -up  session 1 year a fte r tre a tm en t, then  
yearly  th e rea fte r  for a few years. M o st p a tien ts  
do no t object to th is; indeed, they  a re  fla tte red  
by th e  th e ra p is t’s in terest. A n a p p o in tm en t for 
a session is best m ade by a  persona l te lephone 
call. W h e re  th e  p a tien t, for an y  reason , finds it 
im possib le  to keep th e  ap p o in tm en t, a  friend ly  
le tte r m ay  be sen t ask ing  h im  to w rite  the th e r
ap is t de ta iling  h is feelings an d  p rogress if any .

Conclusion

T h e  te rm in a tio n  phases of sh o rt-te rm  tre a t
m en t a re  often m in im ized , m any th e rap is ts  
im ag in ing  th a t th e  end of th e rap y  w ill come 
ab o u t au tom atica lly . Left to th e ir  ow n re 
sources, a considerab le  n u m b er of p a tien ts , if 
they  can afford it, o r if tre a tm en t is pa id  for by 
a th ird  pa rty , w ill w an t to con tinue  in tr e a t
m en t indefin itely . T h e  goals of sh o rt-te rm  
th e rap y  a re  often set too h igh  by bo th  pa tien ts  
an d  th e rap is ts . R ealistically , it is a  fo rlo rn  
hope th a t pa tien ts  can undo  in  a few sessions a

life tim e  b u n d le  o f p e r s o n a li ty  im m a tu r i t ie s  
they  could no t e lim ina te  w ith  long-term  tr e a t
m en t over an  indefin ite  period . It w ill be 
essen tia l, th erefo re , for th e  th e ra p is t to accept 
m odest a tta in ab le  goals w ith in  th e  b rie f span  
of tre a tm e n t, w h ile  a le r tin g  the  p a tie n t to 
p rob lem s to  be w orked  on by oneself a fte r th e r 
apy  has ended. T h e ra p y  w ith  a  few excep tions 
should  be te rm in a ted  a t th e  designated  set tim e 
lim it.

T e rm in a tio n , how ever, can  be a p rob lem  for
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both  p a tien t and  th e rap is t. As the te rm in a tio n  
date  app roaches , th e  p a tien t m ay  experience a 
regression  w ith  sym ptom  revival. T h e  th e ra 
pist w ill then  be tem pted  to  proceed beyond 
th e  te rm in a tio n  da te  hop ing  th a t a few m ore 
sessions w ill save the  day. Ins tead  of y ield ing 
to  th is tem p ta tio n , the  th e rap is t m ore p ro p i
tio u s ly  sh o u ld  e x a m in e  w h a t te rm in a tio n  
m eans to th e  p a tien t and  to him self. U su a lly  it 
w ill h ave  s t ir r e d  u p  th e  o ld  d e p en d en cy - 
au tonom y conflict in th e  p a tien t. A nd the  fact 
th a t th e  p a tien t has no t achieved th e  en tire  
hoped-for cu re  m ay, in  tu rn , open old u n 
h ea le d  w o u n d s  in  th e  th e r a p is t ,  in c lu d in g  
g rand io sity  and  narcissistic  need to  prove in 
vincibility  as a th e rap is t. It m ay  also k ind le  the 
separa tion  anx ie ty  sparked  by th e  p a tie n t’s 
th rea ten ed  d ep a rtu re . B oth transference  and  
coun tertran sference  w ill re q u ire  ex p lo ra tio n  a t 
th is  p o in t to  h e lp  th e  s e p a ra tio n  p ro cess  
to w ard  allow ing  pa tien ts  to s tan d  on th e ir  ow n 
feet, p u ttin g  in to  p rac tice  th e  lessons lea rn ed  in 
th e rap y . T h e  th e ra p is t m ust accept th e  fact 
th a t no p a tien t can  be com pletely  cu red  a t the 
te rm in a tio n  of sh o rt-te rm  th e rap y . T h e  m ost 
th a t can be hoped for is th a t enough  h as been 
gained  in  tre a tm en t to have achieved sym ptom  
relief, ab an d o n m en t of an  old destructive p a t
te rn  o r tw o o r a t least som e u n d e rs tan d in g  of 
these p a tte rn s , and  ideas o f how  one can  keep 
w o rk in g  on  o n ese lf  to  a s s u re  c o n tin u in g  
im provem ent.

T h e rap eu tic  change does no t cease a t the 
te rm in a tio n  of th e rap y . I t m ay  con tinue  long 
after trea tm en t h as ended, p e rh ap s  th e  re 
m a in d e r of the in d iv id u a l’s life. Indeed , follow - 
u p  studies of p a tien ts  w ho stopped  th e ra p y  in a 
sta lem ate o r because of no a p p a re n t im prove
m ent have revealed  g ra tify ing  a lte ra tio n s  th a t 
seem to have req u ired  the  rip en in g  effects of 
tim e.

T o o  fre q u e n tly  th e r a p y  is p re s u m e d  to

te rm in a te  w ith  th e  last in terv iew . T h e  fact th a t 
over 60 percen t of p a tien ts  w ho have com 
p le ted  sh o rt-te rm  th e rap y  seek ou t fu r th e r 
tre a tm en ts  (P a tte rso n  et a l, 1977) indicates 
th a t an  ongoing  th e rap eu tic  experience  of som e 
k ind , fo rm al o r in fo rm al, is deem ed necessary 
by th e  g rea t m ajo rity . If  th e  th e ra p is t does not 
p rov ide a d irec tion , the  p a tie n t w ill search  for 
one personally , p e rh ap s  b lu n d erin g  in to  adven
tu re s  th a t a re  u n rew ard in g  to  say the least.

O n e  w ay  to  foster con tinued  im provem en t is 
to p re p a re  the  p a tien t to  w ork  to w ard  a lte rin g  
a destructive en v ironm en t so th a t it ceases to 
im pose s tra in s  on ad ju s tm en t. T h e  lines along 
w hich  such m o d u la tions m ay be m ade w ill be 
determ ined  d u rin g  the active tre a tm en t phase. 
“ H o m ew o rk ”  should  be encouraged . T h ese  
m ay  em body (1) tension  reduction  and  ego- 
b u ild in g  th ro u g h  self-re laxation  exercises o r 
listen ing  to  a cassette tap e , (2) incu lca tion  of a 
p ro p e r ph ilosoph ical ou tlook  by im p a rtin g  new  
m ean ings to o n e ’s existence, (3) observation  of 
o n e ’s behav io r to detect p a tte rn s  th a t provoke
prob lem s, an d  (4) th e  stud ied  p rac tice  o f m ore 
constructive m odes of cop ing  w ith  essen tial 
responsib ilities.

L e s t w e ch id e  o u rse lv e s  a t  n o t h a v in g  
achieved w ith  dynam ic  sh o rt-te rm  th e ra p y  a 
com pletely  “ an a ly z e d ” p a tien t on te rm in a tio n , 
w e m ay heed th e  w ise w ords of F reu d  w ho 
w ro te : “ O u r  a im  w ill no t be to  ru b  off every 
pecu lia rity  of h u m an  ch a rac te r for th e  sake of 
a  schem atic n o rm ality , n o r yet to  dem and  th a t 
th e  person  w ho h as been th o ro u g h ly  analyzed  
shall feel no passions and  develop no in te rn a l 
conflicts. T h e  business of th e  analysis  is to 
secure the best possib le psychological cond i
tions for th e  functions of th e  ego; w ith  th a t  it 
h as  d ischarged  its ta s k .”  W e  are , of course, 
hopefu l th a t w ith  con tinued  w ork  on th e m 
selves o u r p a tien ts  w ill p roceed beyond th is  ob 
jective.
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