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-the study‘drose~out of an interest in“the~concepth
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of psychotherapputlc re31stance.. A revlew of the

"11tenature on re81stance 1nd1cateé a dly rgence of

. ‘3 - . ) 4’ .
views abOu&awhat resistance 1sw where 1t 1ies and haw
“ . = N ,3{ -%\, -

o - Reke )
. to deal with'it. Vrews Mg;e generally subordlnate to

the larger theoretlcal contexts tHE“W

autho; subscrlbed

‘to. Lacking.im the 1iteraéure;yere'descrlptlons
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- : o ‘_ﬁv;,' .
'perta@nlng to meanlng of thq experlence as 11ved and ..

-remembered by the therap&st ThlS 1nvestxgat10n was

o L

.designed to gather such descrlptlcﬂs and to 1nterpret

) A

hem. - o IR

o
3 .

Part1c1pants in .the study were actlve theraplsts

Wthmat least five years of postw@;aduate clinical

I (.
experlence in various publlC and prlvate sgttings.

The ‘déta'QaSe‘was generated thxqgghybpen-ended.

research qﬁestionsqwhefe partié}baﬁfs,wefe asked to

'desCribeJan‘experience of ongqgﬁéfﬂifficﬁlty in a

psychotherapeutic situaticn;@gfﬂﬁé ;as followed by -
G

1nd1v1dual 1nterrogat125311n thch further elaborations

of what was, produced ;u the orlginal protocols were

purSued An 1nterpretat1ve method was. utlllzed for

1dent1fy1ng general and unlque themes of the

- I
i " A
’ Vo ke

experience. -~ R ‘f
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The descriptions revealed €hatpco&@0ﬁ to
pardicipants wefe feelings of beiﬁgufru;tiaﬁed, ngry
and helpless, of unéertainty about how.fo proceed, of
being ineffective and of these situations as béﬁng
extreme. Unique meanings included experiences of;space
being violated, »f the situation as:being uﬁnatural, >f
the situation as chéllenging aﬁd'stimulating; of_héving

.no;—typical bo@ilf'experiences and -of an awareness of
‘ N ‘
.larger system contributions.

A number of the characteristicé"were intérpreted
in tﬁe giscqssion. Particular difficuity was viewedjas
non—typicafain contrast to what the éuthor viéwed as
how typical therapyjsituations are experienced./
Thénapis;s' Qrientations and work settings affected
whether or not the therapist was-overpowe}ed‘by\his/he}
own affgct. Questions such as whether therapists ¥
experienced a passi&h for change. and whether-feelihgs
of uncertainty aboqt how to p;oéeed.led to reflectivé

. i ~
"thought regarding dne's orientation were raised and

iscussed. Arising from this study, a perspective for

understanding resi$tance as traditionally
: /

!

. conceptualized was also offered.
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1. TINTRODUCTION
1.1 Difficulty in Psychotherapy -

Probably, all psychotherapi§£s at one fiﬁe.or
another have experienced difficulty with their
psychothérabéutic encounters. As étudents‘and:_
tﬁerapists—in-training, difficulties majjbe.sharéd with
a supervisor. . As ﬁrofessionals in the field,lwe may
share the difficulPies we are experiencing with
colleagues o péid consultants. Often we wilﬁ?maﬁe
statements | .e "she drove me nuts" or "I was sb
totally frustrated with the couple T wanted to throw
them out of my office". At —

Rarely do therapists go beyond these kinds of
basic stapemenﬁs to examiné how they actually
experienced the situation and how, as participants iﬁ
the therapy project, they co—constigute that which was

®
where the therapist and suPervisor attempt to make

experienced. What dften\z;jurs is a shift to a level
sense of a difficult experience and try to come up with
appropriate interventions or explanations for resolving
the difficulty. Fessler (1983) described probable
implications of this.process in reference to novice

Lor=pists:

-ut rather than clarifying what he is doing, these
efforts to make sense may be d.stancing him from



his own Iived experience. He may he unwittingl
smoothing over impnrtant aspects of the -
psychotherape. rrocess, constructing an
~abstract con 1 ztion of it that is neater
and more att .=2d tire traditional understanding
of what shou?’ 2e tak.ng place. To the degree
that he is su- =-<fu’, he may gradually los -31ght
. of those expericies that slip through this \
conceptual mesh (p. 39).

TRl $Y)

The experiencing statements are secondary to the

\

cognitive evaluation of the process these statementg\

3
.\‘

reflect., Even when exp11c1tly expressed, one's A

cxpertence is typlcally subordinated to a theoretical \
perspective and dealt with in a cogniti&e manner, (e.g.
through such concepts as countertfapeference, client \\
compliance and noncompliance).‘ Therapist experiencing -
remains in the‘éealm of the unexaminud pre-refleetive,
unexplicated and unexplained. Emcticnal bodily,
cognitive, cultdral and.sociaT dimensione remain
obscure as we go about the ;ask»of explaining. 1In
placing an uﬁderstandingeof experiencing difficulty’in
psychotherapy in a secondary position ye may be
depriving ourselves =~ prasping impgftant aspects—of
what it means to be a psychotherapist as well as
gaining a fuller appreciation of the richness and
complexities of one's experiences., This study proposed

- _ .
to utiliz® participant descriptions for revealing

different characteristics contributors attributed tp

their experiences of particular difficulty.
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1.2 ﬁifficulty in Psychotherapy and Psychotherapeutic

,Rgggifance
b

When thergpist§ refer to difficulty in therapy, -
they frequently write agd speak about it in terms of
their unaerstanding,of client or family'resistancé.
(Basch, 1982; Breit, Wen-Gim and Wilher, 1984; Dewald,
1982; Fay and Lazarus, 1982a; Fay and Lazarus, 1982b;
Jahn and Lichstein, 1980;...).

Generally, understanding is subordinated to the
larger theoretical context to which the therapiét
subscribes. A psychodynamic psychotherapist will
understand resistance in terms of the ;;itings of Freud
and neo-Freudians. A Cognitive—Béhavioural therapist
comprehends resistance in a mannér consistent with
conceptuaﬂzzg£ions in the Cognitive-Behavioural
literature. A family therapist's underétanding of
resistance fits the way or ways of.the particular
school of Family Therapy which the th@rapisg follows.

Rather than Being anchored to an understanding ofw
difficulty as actually experienced, the literature on
psychotherapeutic resistance was based on theoretical
models and hypoﬁheses grounded in thought. These
models and hypotheses assume that- for research to be

\ :
systematic and rigorous, it will be necessary to employ



experimental methods. Because the complexity of¥he

- concept makes it difficult for researchers. to

construct operational definitions, resistance has
rarely been investigated empirically.
The explanations offered from psychodynamic,

behavioural, family and other points of view often

seem foreign to the actual experience of being

«

resisted or of experiencing difficulty in a
. . 3 . -

psychotherapeutic situation. Anderson and Stewart
(1983) noted that resistance felt personal to the
therapist (p. 12). What are these personal feelings?

How are they lived in everyday situations? What is the

_emotional and cognitive involvement when difficulty 1is

experienced that eventually leads to an explicit
recognition in the verbalization that I am, indeed,
experiencing (difficulty) resistance.

1.3 Process of Constructing This Investigation

: . ¥
As a psychological intern at a community mental
3

;

health centre in New York Stéte, I began to wonder

""about the concept of psychotherapeutic resistance in

connection with spifalling costs of mental health care
in the U.S.A. Cost of mental health care had never
been an area to which I had paid attention until it was

brought up by the director of the internship program in

b
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a‘ﬁﬁﬁﬁﬁﬁsdon_during a weekly superyision session about
; “",‘..L' (}I .j‘ o N . v .‘ -~ .“\‘ .
Gixd party payments in privatzC:ac\cicé.

Reflecting on the information at the timef"I
thought about my perceptioﬁ of the-clinic as a
revolving door, many clients retﬁrning for additional
treatment after they had been terminated on two, three
or more occasions. Reflecting upon that impression, T
remembered how frequently the term resistance,
resistive client, resisting the therapy was used in
stgffing sessions by different therapists. I wondered
if spiralling’mental health cssts, repeating clientele
and -resistance were somehow connected.

My next step was to read the literature_on
psychotherapeutic resistance. To my surprise, I
discovéred that there were many diverse viéws_as to

'what resiétance was, where it was locared and how it
should be treated. The natlre and manifestation of
resistance in the schoals of-psychotherapy were, in the
main, cornsistent with the tﬁeoretical context. 1 came
across one attémpt to move toward a convergence of
views in this area (Wachtel, 1982). However, in his
féreword, the authof acknéwledged that the attempt had
largeiy failed. The lack of consensus.in the field fed

my desire to find a;ﬁay to carry out an investigation

.that would aim to uncover the source (or the reason)



for the lack of cdhvergeﬁce. My interest shifted to
:examininé resistance from a descriptive perspegtive.‘
’fMy hunch was that the origins of anf
conceptualization of a situatidn being démonstratiVe of”
reéistance layqin the actual experiences o% ﬁherapists
in doing thérapy,b'My aim was to obtain ﬁéétfi?tioné of
thé experience‘of being resigted and tokgeveal meaning .
components attributed to the experience as lived and
remémbered. ‘ I ' "

In doing so, I hoped to increase an understanding
'pf'thé experiénce of resisténce and to clarify its
origins as a theoretical concept. b

A pilot study was conducted with two participants
who provided deécriptioné.of situatibns where they |
experienced'thémselves as being resisted. When these
descrippi;ns.were ¢..gi-ally presented as part of the
proﬁosal for this tli:sis, a great deal of discussion
took place about the concept of resistance, resistjve
cliénts, resistive therapists, the client's experience

-
of being resiét%d/by.thé therapist and th; therapist's
experience of bé{ng resisted by the elient; Some
committee members were concerned that if the study
only considered resistance from the therapist's
perspective, this would strengthen an alreédy pervading

7

view amongst many therapists that clients were
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resistive to therapists withou* giving thought to the

possibility of therapists being resistive to the

| % . £
client. Others were concerned about the passi

~ o

nafﬁfe . the responses the concept of resistéhc
eiicited_amongsf many psychotherapists; and‘the }L
resuiting riék that only psychotherapists of particular
theoretical persuasions’

would.be willing to p;rﬁicipate in this study.

o

Reflecting’on that beginning, it appeared that

. ) . 3
a better way to proceed could be "o ask

 psychotherapistg*to désqribe therapy situations in
"which they-had exﬁefienced particular diffiéulty. The
rationale for this proéédure was that psychotherapeutic
resistance may havg been conceptualized as an
explanation for the therapist's experiencing of

difficulty without really first examining it in a

: {
- r
systematic and meaningful manner.

1.4 .Nature of the Present Study

The present study is reformulated as an
iAvespigation of manifesta;iOns of experiences of
difficulty in a psychothzraﬁ;.situations from the
therapists' perspectives. The term difficulti as uéed

’ 4
in this investigation is to be understood as indicative

of particular difficulty in the therapy as'oppqsed to a

a

!
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s
fleeting ormomentary imﬁasse. Although not all
»therapists accept the cdncept of resistance, it was:
assumed that most, if not all therapists have .

-

experienced.&ifﬁﬁfulty at one time or anothef. At the
same time, theAObjeétive of making statements about the
relationship between the experieéce of difficulty and
the concept of resistance remain an important part of
the study. It was proposed that ;n increased
understanding of difficulty in psychotherapy will
incréase our understanding of how the concept of
resistance emerged and the kinds of purposes that were
served through the conceptual invention of
psychotherapeutic resistance.
>

~ !
1.5 Purpose of the Investigation

\?he primary purpoées of tﬁg investigation are:
a) to provide a descript%on of what it means to
experience parEicular difficuity in psychotherapy; b)
to contextualize the role of the concept of-resistgn%e
in therapy in light of this investigation; c) to
contribute to a growing l%terature concerned with
meaning 1in psychotheraby. -
1.6 My Interest in the Study

As a practicing psychotherapist, I am interested

~.

vy



in gaining é‘plearer understanding of.some of the
concepts thé; refer to our>work. Not only does doing-an
interpgetative study grounded in experiencing pf,/ide

. ¢
me wi%h an opportunity to arrive at a clearer grasp of
situ%iions I have experienced, but it also provides the
oppoftunity‘to do so in a ménner that bridges the gap

v

bgtwegh research and practice. It can do ghis, because
it is grounded in praxis (in thi; case tggwpraxis of
psy;ﬁotherapy) and reflects on that praxis.

/ o One of the criteria for doiﬁg intérpfetative
studies is that one haé an;initial idea of how a -
par;icular éxperience is meanin fgi to partlclpants:

As a péychotherapisi, I have sjme idea of what it is
’ >

like to experience difficulty in . psychotherapeutic

situation, but I have never really examined the actual

—
.

experience in a descriptive manner. Subsequently,
along with obtaining descriptions from other
therapists; I also completed}a description of the
experience from one of the therapy situations f’:gs
in. This was done to obtain a sense of problems that
others could have in providing the description and to
be able to compare my own experiences with those of
/Qpher participants. (See Appendix 1 for the

description provided by the author.)
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1.7 Importance of the Study

~

S This use of a reflective look at exp°r1enc1no as
it gg recalled, has largely remained outside the realm

[N

of psychotherapeutic research. By utilizing this

t

method, anp op}érfunity is provided for studying meaning
attributed to experiences. No'attempt is made to prove

or disprove causqfeffect~rek§fionships among the
: ) - ‘ , .
relationships identified in human action, but rather an

attempt is made to gfin a clearer dInderstanding of the
meaning attributed to our'expepiences.
Packer (1985) suggested how an interpretative

account could be useful for psychologists:
¢ |

Such an approach con51ders action and social
interchange in the rich- complex1ty that we all,
in our everyday dealings, know them to have. It \
does not provide the formg of explanation that we
have been taught t© consider characteristic of
scientific rigour and some will reject it on this
basis. The end product of a hermeneutic inquiry -
an interpretative account - 1s more godest in its
-aims than 1s a formal set of rules or a causal
law, but at the same time, it is, I believe, )
subtle and complex, intellectually‘satisfying, and
more appropriate to human action, embracing the
historical openness, the ambiguity and opacity,
the deception, dangers and delights that -action
manifests. (p. 1092). e

An’undersfahding of difficulty in psychotherapy
entalls an understanding of the manifestations of
difficulty and the shared world where therapy and

cdmmdd}catidn about that difficult}linterseCt.
; 4

Before examining the actual construction of the



., \

study, finaings and interpretagipns{'a review of the
\ ' . et

literature on psychotherapeutic resistance will be
given in theﬁfoll&i{ig chapter.

s -



g

2. LITERATURE REVIEW

2.1 Introduction ‘\\*y‘ , . .

)} A major%premise of this study is that the

experien?e of particular difficulty in péychbtherapy

———

situations is iﬁtfmatelyseelated to the concept of

o

v

psychotherapeutic resistanz®, Given the tradition of
. Y Rl

descriptive inquiries to proceed by initially examining

literature and research on the subject matter as it

emerged through traditional modes of inquiry, the
starting point of the present inquiry will be to review
the various thegretical posiﬁions'about the hature of®

resistance. In providing a chkground to this inquiry,

. 1
"the review will demonstraté how tr%ditional research

.

limited itself to explaiﬁing_priharily client behaviour

. . . o
without pr&or rigorous and systematic descriptive

8

investigations of its man festations and attributed

meanings attentive to the therapist's experiehce as

well as' the client's experierce.

P
a1l

2.2- Psychotherapy Resistance - An Historical Overview
Resistance to psychotherapy or medical treatment

is something that experienced clinicians and
. . ‘ e

-

philosophers have known .about for thousands of“years.
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Ellis (1983a) wrote: "Ancient philosophers such as

Confuciouqf Gautama Buddha K Epictetus, Seneca and
Marcus .ure'z3B - recognized that people voluntarily
pursuing . .s&nality change often resist their own and
their teacher's best efforts". (p.28)

2 .

- ” : ,
Menninger (k958) observed that ”the traditional

attitude of medicine throughqut,éhe'centuries had been
to ignore this opposition, to treat it with equanimity"
(p.1#4). Generally it was ought‘t£a£ resistancé
arose from fear of accepting freatment from the

helper, Proginent nineteenth dentury practitioners
(Braid, Hippol?te, Charcot...) began to plgge emphasis
on resistanﬁe as a factor that needed to be-overcome in
ﬁsychotherapy.  Howe;er, psychotherapEutic~resisténce
achieved itg gre;test prbmineﬁéé;in Freud's - | v

psychoénalytic theory and has since remained as a major

DI

concept in most theoretical models. -

-

—

2.2.1 Psychognalytic Theory

Freud described resisfgjcg as being all behav10uf'
whicth interfered.with the avpwed aim of therépy, which,
heiconténded; was the making conscious of what was
unéQnSCious and helpihg thé pati;nt to substitute

sublimation in place of other deanées{

Menninger (1958) observed:



Resistance as it is used in psychoanalytic theory

may be defined 'as the trend of forces within the

i patient which oppose the process of ameliorative

* changé. It is not tﬁe analyst who is being
resiited;'iﬁ-is ﬁhe process within the bazient
which the analyé; is encouraging. (p.l104)

Freud conceptualized_resistan;e in iight of man's
inherent regressiv; nature. Singer (1965) wrote:

...resistance was to Freud a natural phenomenon
because it is in line with what he proposed was
the inherent nature of man. The neurotic,
essentially libidinally fixated character is bound
to resist what pight dislodge him from his natural
tendency toward fixations. The resistance of the
awareness of id impulses were said to protect the
o patient from the consequences acting on them would
bring - castration, presumably dreaded by the boy
primarily because it would forever preclude the

fulfillment of man's ultimate hope: regression
through union with the mother or her substitute.
(p. 230)

Originally Freud thought resist;nce was strictly a
manifestation of the ego te -support the individual's
funcpion in the real wbrld against his unacceptable
impulseé."Part’pf the function of the ego was to keep
the impulses représéed,and "this»ihadéguately'performed
funétio; Oﬁgthé ego...was éaiﬁyto exﬁresS-itseif in the-
thera%euéic exchange" (p.°226). Later on, Freud .
~elaborated on the role of the superego in the form of
~@asochism és an important contribUtor‘to resistance,

‘Singer!observed:

" \“Freud k1933);}.concldﬂe[d]f'

«
3 -

. 3

-
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...that masochism brought about by the patient's
severe superego is prominently responsi .le for the
development of resistance. The patient is edger
to remain neurotic, to suffer and atone for what
he considers his guilt, he does not really wish to
feel better because he ‘oes not believe that he
has ;yet fully atoned. .he dissolution of the
neurosis would deprive him of opportunities for
suffering and atonement.... Therefore the patient
holds on to his neurotic symptoms, continues his
self punishment, resists the resolution of the
neurosis and rejects insjghts which would bring
about a resolution and subsequent alleviation of

his condition. (P. 227-228)

Resistances were perceived as acting in the

'service of the patient's atonement for his incestuous

+impulses, an atonement necessary for the prevention of

castration by the puﬁishing father.

Freud's theory of the origin of resistance among

female patients conceptualizes that women had never
given up their secret ambitioné of being a man and
therefore act in their neuroses like men. Singer
observed: "Penis envy, the fear of -loss of a

fantasized phallus and similar coenstructs had to be

developed in order to account for the obvious fact that

women do become neurotic and show as much resistance as

il

male patients" (p. 229).

In addition to resistances that originated in the

4

ego and in the superego, Freud (1959) described three

additional sources of resistances (p. 86).

. : 1A
Transference resistance refers to the patient’s
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transferring of repressed material upon the-therapist.
Menninger (1958) described:

I- expresses the patlent s resentment at not

getting from the analyst (as a representation of
. an earlier flgure) the expected response; it

bespeaks the mounting frustration and anger of

this dlsapp01ntment It. is as if...he had becone
less eager to try to please the analyst ‘and almost
too angry to want to tell him anythlng (p.
106)

'Episonic gain resistance refers to the secondary
gain of a patient from his difficulties. These

resistances are perceived as '"being recently acquired

devices as opposed to lifelong habits and lie

-predominantly in the conscious and preconscious"”

(Ibid). Other theoretical orientations have adapted

the notion of "

secondary gain'" as a source of
resistance in their models* (Munjack and Oziel '978).

Repetition compulsion resistance emanates from the

id and is "usually found at a level after the ego

‘decides to relinquish its resistances" (Menninger,

1958, P. 106). It occurs as the ego attempts to undo

its repressions and is a function of the "attraction

exerted by the unconscious prototypes upon the

repressed instinctual process" (Ibid.). Freud.

"described it as relating to the self-destructive

principle,

In summary, in orthodox psychoanalytic thought,
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resistance is omnipresent. Freud (cited by Menninger,

1955) stated: ’

Eve?y step of the treatment 1Is accompanied by
resistance; every single thought, every mental act
of the patient's, must pay toll to the resistance
and represents a compromise between the forces
urging towards the cure and those gathered to

oppose it. (p. 102)

For many psychoanalysts, the whole rationale of

interpretation is devoted to overcoming patient

'-fes%stanées. Anderson and Stewart (1983) observed:

o
»
-

...in the psychoanalytic approach to treatment,

resistance is not something to be overcome to get
to the real "issues" of therapy since working
through resistance is the therapy...much of the
therapy consists of analyzing when, what, why and
how the patient resists exposing his/her thoughts
and feelings and the significance of what such
resistances reveal about the patient's problems.
In other words, psychoanalysts use an exploration
of the patient's natural resistance to achieve
understanding and change (p. 5-6).

K1

2.2.2 Other Psychodynamit Views

Singer (1965) noted a gimilarity in

conceptualizations of psychotherapeutic resistance

amongst all psychodynai:ic therapists:

C
.. .that resistance is a mechanism in the service
of avoidance, in the service of keeping buried
what the patient hopes will remain buried because
he wishes to avoid the anxiety that would ensue
were this material not repressed. Thus all
schools of thought view resistance as opposition
to the unearthing of anxiety and terror provoking

‘material (p. 231)

Yet one notices different emphases as to the



origin of resistance. Jung perceived the
- symptomatology of incest to be a secondaryvphenomengp
)
within an already pathological process. He insisééﬂ
that the unconScioﬁé contained not only amnxiety
‘provoking personal experiences that were repressed but
glso "past collective experiences of mamkind" (Ibid.).
He believed that a resistance to these experiences was
a function of the tremendous anxiety which sets in when
"this possible ué;urging of irrational material
constitutes a threat to the orderly, stable existence

of the individual..

.

.is a threat to the niche the person
for better or worse has established for himself in ﬁhe
world" (Ibid.). »

Although\Adler agreed that resistance was directed
against noxious insights, he did not accept Freud's
view of resistance as reflecting instincgive regressive
processes. He perceived that resistance arose
"whenever the patient senses that his feelings of
supériority aresthreatened and that feelings of

e
inferiority were likely to foTlow" (Ibid, p. 230).

There are a number of psychodynamic approaches
that view resistance as a patient's "heroic efforts to
survive and the particular methods he considers

essential to fight sdccessfully" (Ib:d., p. 233). The

neurotic aspect of resistance is the inability of the
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patient to see that premises which were valid for

survival yesterday are not neéessarily valid in their
present situations., Sullivan (1953) remarked that the
resistance "reflects a pretty remarkable manifestation
of human dexterity in living" (p. 11). One observes a
recﬁgnitioﬁ of the gdaptive value of resistance in this

conceptualization.

~ Psychodynamic theorists with existential biases

link resistance to feelings of despair and the

4

patient's disbelief in alternative solutions. Singer
tated:

The patient's resistance...is a struggle against
the awareness that his life has no predetermined.
meaning and therefore demands his personal self
definition...In reflecting insight and in avoiding
self understanding - in resisting - the patient
expresses his preference for the despair inherent
in the recognition "I hage no choices" (p. 246).

The therapist serves as a model of hope for

X

finding better methods to maintain oneself. The

.

therapist attembts to help patients abandon the despair

B

A , .
;;jkf all choices so that they will ultimately acknowledge
-®  that choices have been made and in so doing are

.
‘affirmed.

2.2.3 Robert Langs' Communicative Theory of Therapeutic
Process &

Kithough accepting of classical psychoanalytic



definition of neuroses and their treatments, Langs
(1980A; 1980B) deviated from the psychoanalytic view in
his communicative approach to resistance:and
interpretatixn. Langs was critical of psychoanalytic
theory for its near exclﬁsive focus on iﬁtrapsychic
farces, transference and manifest behaviours in its
explanation of resistance. He stressed the role of
’thefapeutic interaction or bipersonal field.and ‘its
contribution to resistance. ‘Briefly, he recognized the-
never-endihg interplay between iqteractﬁouu] factors
~and intrapsychic needs. He believed tnat the pature of
the interpersonal exchanges bétween therapist and
patient determined the extent to which the patient
cooperated at the unconscious level in providing
interpretable ﬁaterial. He'suégested that it would.
seem best "to think of all resistances as interactional
resistances and then to sort out contributions from the
patieﬁt and the therafist" (p.508).

In the communicative approach, commuﬁicativé
resistances are examineq as to whether they éould ge
traced back to adaptive context in the bipersonal
field. By adaptive context, Langs referred to tﬁe
external reality stimulus for an intrapsychic

L]
response., He noted that many resistances classically

viewed as arising from transference may actually be

)
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adaptive in nature and a function of external reality
stimuli that serve as neurntic.adaptive context.
Indeed, Robert Langs was very critical of the concept
of transference and perceived it as being too Bidély
applied to patients at the expense of therapists

analyzing their own contributions in the process. He

wrote:

Expressions of counterresistances in the analyst
are treated as if they were transference
resistances and problems within the therapist are
handled as if they existed within the patient. A
more accurate approach would acknowledge, rectify

- and interpret the analyst's contributiohs to the
patient'!s resistance and allow subsequent material
to reveal other distortions. (p. 490)

¥ Lan.. moved one step further and suggedted that 1in
- most insta- .ces nhen therapists goarected their
contributions to resistance;, "a remarkably high“number
of (patient)‘resistances disappear in this way entirely
without active intervention" (p. 567).

Lgngs considered the assessment of resistance in
classical approaches to be subjectively derived. He

contendad:
It is usually based on the therapist's feelings
and his inner state, as well as evaluations of the
patient's material. Such an assessment is under
the influence of inputs from both the patient and
the therapists and while it constitutes a decision
of the latter, it is nonetheless a product of the
bipersonal field (p. 508).

Elsewhere Langs (1980b) noted:

The very formulation by the analyst that a patient

4



is in a state of resistance is both a subjective
assessment open to error and under the influence

of inputs from both patient and himself. The
evaluation, then, while located within the

analyst, is nonetheless. a product of the

bipersonal field. This consideration was

adumbrated by Szasz's (1963) unique comment

regarding the role of subjective evaluation in the
‘analyst's assessment of the presence of

transference mawifestations and distortions.

Szasz -recognized that this particular appraisal

could be valid or invalid, the latter serving the .
defensive needs of the analyst. Klauber (1968) 1in. &
his investlgatlon of the influence of the :
analyst's personality on his assessment of the
patient's resistance makes this point quite
specifically: all such. evaluatlons are open, to
personal bias and the influence of the analyst's
values and character structure. These comments_ . -
have been largely ignored by other writers (p.

Ed

28). .

Langs (1980a) pointed to "the subjective feelings ;"
of therapists ;nd the sense in some way the client is .‘3"$f
opposing therapeutic efforts"v(p;SOB).as_a major fac;or vf;.

for identifying resistances. The manner in which he or ¢, .
she listens to and organizes the .client's behaviour. and , ~

associations and the type of validation the therapist

.

-

applies to his or her interventions determines to,3a .-

large degree whether or not resistance is iden-ified,

4
3

It seems that Langs' most,i&portant 1ontrLbLtion§”
were the recognition of the importance of examining e ;:
interactions between therapist and cliént in .y
determining whether specific client statements

reflected resistance and a shift in perspectives that

recognized countertransference and other therapist

@, S



: i 7
behaviours and attitudes as important contributors tq\\\\

~client resistance. In this context communicative
theory accepted many client behaviours as being
examples of adaptive Iunctioning as opposed to being

examples of transference resistance.

2.2.4 Behavioﬁr‘Therapy

*

Traditionally, the concept of resistance has

occupied a minor place in behavioural therapy.

et

Goldfried (1982a) observed:

'a The concept of resistance rarely if ever arose in
the early literature:on behaviour therapy. Most
of the original descriptions of behaviour therapy
conveyed an underlying assumption that, apart from
their presenting problems, clients were totally
"rational” beings who readily complied with the
intervention procedures set forth (p. 95).

Jahn and Lichstein (1980) noked how the nature of
the\assumptions‘underlying behaviour therapy

contributed to that school's resistance of resistance
. ]

 as a major concept.

...Is it not curious that resistance makes the
behaviour therapist directly confront his learning
theory assumptions concerning the acquisition and
maintenance of behaviour. The resistive client

v ' directly defies the contingencies set by the
therapist and the regulation of behaviour via
contingency management is a basic tenet of

@ behaviour therapy.... (p. 313)
7

Increasingly it .became clear to befavioural

1tﬁerap'ists confronted with difficult problems that a

K%

N
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simple application<of the appropriate technique was not

always successful ia spite of the therapist's best

efforts. Goldfried (1982a).elaborated:

Although the therapist might have been clear about
the determinants associated with any problem
behaviours, and may also have felt confident that
certain therapeutic techniques had a good chance
of bringing about the needed change,\ the clarity
of the clinician's thinking was nét always matched
by the client's desire or ability to comply with
the intervention procedures. It has_been in the
face of such instances of therapeuti§
noncompliance that the topic of resistance has

come to the fore in behaviour therapy. (p. 95)

A number of elements that Goldfried identified as
possible contributors to'client resistance included
resistance as a symptom of the client's presenting
problem (i.e. procrastinating clients who never seem to °,
get around to doing their homework assignments),
resistance resulting from client's other problems, a
pessimistic attitude toward the cnaances of change, fear
of change and minimal motivation to change (Ibid p. 105-
109).

Jahn and Lichstein (1980) observed that resistance
is identified when clients are "countercontrolling when
they act in bppositjon to the contingencies set by the
therapist, resist the therapist's attempts to change
them, or are not motivated to work on alleviating their

presenting problems" (p. 305). Munjack and Oziel

(1978) identified five types of resistances in their



behavipurél Ereatment of séxual dpsfunctions. Type 1
was resistance as a function of the client.th knowing -
what he or 'she was supposed to do. Type II rest3tance
was related to deficit in skills for carryingout the
treatment requirement. Type III resistance was
id@ntified as resulting froa a lack of motivation or an
expectation of { lure. Type TV resi?tance w;s
described as being a result of anxiety or guilt. Type
V was defined as‘being a result of secondary gain from
the probléma;ic_behavfoug. |

Two features_stand 0u§‘in examining the concépt of
resistadce in behavioural therapy. First its

recognition as a factor oincided with the increasing

'.f.cceptance amongst behaviour therapists that internal

#atures such as client motivation aﬁp emotional

features such as guflt, shame '‘and anxiety can play a-

.

( “7"hole in the therapeutic process. Secondly, resistance
ot

was not coneceived as being inevitable. Goldfried

\

(1982a) suggested that there was "nothing intrinsic to
tmg behavioural model of‘change - at least in principle
- to suggest that difficulties in implementing the

therapeutic procedure are to be anticipated" (p. 98).

2.2.5 Cognitive-Behavioural Therapy

Like the traditional behaviour therapies,
¢ 3
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cognitive-behavioural (c-b) therapists have
traditionally placed limited emphasis on
psycﬁotherapeutic resistance,

Frequently it waé%viewed as a "nationali:ation
~‘.j" A{? .
that theraplsts employ db pxolgln their treatment

failures" (Fay and Lazﬁrus l982a, p. 115). Indeed
kn

they saw- the koncept as being vastl 0vere 5351zed
Y

among psychodynamic theorists at the expenbe of looking
at_their own contributions to the process. Fay and
'llazarus commented:

By insisting on an unconscious focus for
resistance, some therapists compound the
difficulty of understanding and resolving
intricate clinical problems. A patient

may intentionally withhold information and
otherwise refuse to participate in treatment
because of feg?, gshame or distrust of the
therapist. Unfortunately, those who maintain that
unzonscious resistance invariably lies behind
-these deliberate faqtors deflect

responsibility back jopto the patient's
intrapsychic forces %Estead of examining
situational events (e.g. the therapist's failure |
to create a climate of trustworthiness fo: a ‘
particular confidence to be shared. (Ibia.; p.
117) i

o

Recently, héwever, there has been - an increasing
amount of iitgrature about this coﬁcept as cognitive-
behaviour therapists havé grudgingly come to recognize
tr%?tment failures even in this form of therapy (Eiiish
1983 @ﬂ983b Golden, 19<81¢J Meichenbaum and Gilmore,

1982; ?ﬁy and Lazarus, 1982b). Generally the

2 P}/ﬂ .



literaturé from a c—b‘viewpoig;.hés béen focuse¢§oh
‘ways fgr conceptualizing.and Ffea;ing this per;qéive
problem. Meichenbaum and‘Gilmoré'(lQBZ) de;cribed.
resistance as client difficulty'in fihding and testing
.fpossible alternative coping.strétegies, both
behavioufallx and cognitively" (p. 15@). Goiden-(1984)
uses an even broader definition by referiiﬁg to -
resistance as "the faiiu e of the chient to cémpiy with .

) therapeutic pro;edures" ( .‘33).. Cognitive—behavioural
thérépy recognizes that /Alient relstance to treatment
may stém;from any numb f'of sources, and allows for a
broad spectrum of direct and tndirect 4nterventions for
overqoﬁing this pheno@enon. These include techniques
developed in other frameworks such as positive
reframing énd‘paradoxical technfques as well as

* traditional behdvioural techniques (gﬂaping, relaxation
training, contingency management). As Fay and Lazarus

(1982b) observed:

We have found that flexibility in~therapist's
personal style as well as a full technical
armamentarium will facilitate the disruption of
.9 resistant patterns and permit a smoother course of
therapy.... The possibilities for overcoming
resistanoe and achievihg favourable results in a
short time are often limited only by the
-therapist's imagination and capgcity to

shift into different behavioural and affective
modes.... What ultimately matters is what we say
and do in the therapist's setting. (p. 230)

Their focus on cognitive structures and internal
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dialogues have enabled them to obsarve how one's theory

- and one's internal dialogue can be reéesistive to change

in a‘similar manner as clients are resistive to new
ideas. Meichenbaum and Gilmore (1982) explained:

Exattly how' do we as sc1entlsts change’7 What is
the nature of the forms of resistance that we as
~scientists exhibit? What scientists can question
or modify, or what they can invent or chadge, and
be severely constrained by their "paradigm" (Kuhn,

" 1967) and by the structures of their tacit
knowledge (Polany, 1959) which permit thegr
understanding¢ and beliefs. Cognitive structures
guide and inflgence the types of experiments '
(behavioural¥ a%ts) that a ientist conducté’
which in-their fturn yield results .
(consequences). .But as scientists we are qulte
selective (as in&eed we should be) about admitting
whether or not these results are to be considered
"anomalous". Our paradig- = and our behaviour are
quite resistant to chang: as is the behaviour of
our clients. (p. 135) ' o

E1lis (1983a, 1983b) frcm his rational Emotive
Therapy (RET) approach detailed hov seemiﬁgly resistive

) cllent behaviours are often healthy responses to
Q ;

therapists' mistaken assumptions regarding client
problems. E11i8 (1983a) contended:

From a rational emotive view, clients who resist
for healthy reasons-are explicitly or implicitly.
telling themselves rational beliefs (rbs) such
as: "My theragist is ‘probahly wrong-about my
having this symptom or about the origins of my
having it; too bad; I'd better ignore his or her
interpretations and perhaps get another theraplst

(p. 29).
In his 1983b article devoted totally to how

therapists are their own worst enemies, Ellis lists

%



five irrational beliefs that reduce the effectiveness

of the therapistAand enhance client resistance. They.

S
.

are.: '

(a) I have to be successful with all of my
. clients practically all the time.

(b) I must be an outstanding therapist clearly -
better than other therapists I know or hear
about. ' ' '

(¢) I have to be greatly respected and loved by
all my clients. . ‘ ) )

(d) Since I am doing my best and working so-hard
as therapist, my clients should be equally
hard- working and responsible, should listen

to me carefully, and should =lways push
themselves to change.

(e) Because I am a person in my own right, I must
be able to enjoy myself during therapy
sessions and to use those sessions to solve
my personal problems as much as to help
clients with their difficulties.

~{p. 4-5) '

Ellis continued and provided an outline of RET
techﬁiques for recognizing and disputing one's
irrational beliefs and replacing them with rztional
beliefs that Ellis claimed would help the therapist
become mofé satisfied and/happier. Perhapsras
important, Ellis demonstrated in the context of the RET
approach how therapists are similar to pbeir clieﬂts in
thaﬁ they; too, often develop irrational belief s;sbems
and that they, too, often have difficulties in giving
up ineffective ways éf viewing a problem for different
ways that could be efféctive. 2

Cognitive-behavioural therapists seem to have few



pre-conceived limitations about the origin and

treatment of resistance,. As an action-oriented?®
approach, c-. therapists have not only developed
measures for overcoming resistance, but they have also
inquired into ways of preventing resistance from

N
occurring and from disrupting one's therapeutic work.
Golden (1984) listed a number of preventative
techniques including:

(a) Educating client to treatment and its

rationale.

(b) Tailoring the treatment so that it fits

client's daily routine.

(c) Use "shaping" or successive approximations
with client's receiving complex treatments.
) .Make use of self-monitoring techniqles.

e) - Make use of social support from family and
friends when possible.

(f) Have client design their own assignments
whenever possible,

(g) Prepare clients for difficulties... (p. Z95-
: 37). )

2.2.6 Gestalt Therapy

Resistance in gestalt.thefapyiis viewed as an
isolated part of an individual that needs to be
reunited with his/her wholeness (Levicéky,.1976;
Polster, 1974; Enright, 1970; Perlg, 1975...).
Stemming from a holistic view,-gestalt therapy views
attempts to remove resistancemas,being futile because

the.person who has resisted is constantly in a process

of emerging as a new person and there is no way to

30
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return to what he' or she was in the pSEE.‘ Instéad of
being perééived as a saboteur and Beléﬁging“ta the aﬁfiga
self, resistance is perteived by gestalt therafpy as‘w
part of the personality and "a creétive force for /
managing’a difficult wor¥d" (Polster, 1974, p. 51).
Fritz Perls (1975) discus-~>d the origin of

resistance and"itswrole id-the client's life in the

.2
/

following manner:

[

B
o .

. . [ T N . B
. 7" Resistance is gr#at because the p3%ient had ‘been.
conditioned to manipulate his environment for
supporté“'ﬁe does this by acting helpless and
snupld “H@-wheed1lés, bribes and flatters. He is
nat Eantlle but plays an infantile and dependent
role expecting ‘to control the>situation by :
submissive behaviour. He also,plays the role of
an infantile adult. It is difficult for him. to
realize the difference.between mature behaviour i
and playing an adult. With maturation the patlenL"
is, increasingly able to mobliéze spontaneously his
owrd resources in order to ded«l with the
environment. (p. 76) v
Five different kinds of resistant interaction are
t.cogaized jn gestalt therapy. They are:

L4

(a) inxrojection - pétient passively incbrporates
’ | \,;what the environment offers. <

(b) Projection - patient digbwns parts of self
;f‘f ‘_and ascribes them to the envffopdentﬂ

;(c)' Rétraflection - patient abandons<any attempt

°

‘to influence his environment. He becomes a
self-sufficient unit,.

(d) ‘Deflection - patient engéges‘the'environment



on a hit or miss basis.
(e) Confluence - patient yields to the trends and

lets it carry him along.

.
»

Gestalt therapy treats resistant interaction not

as something to be overcome, but as personality aspects
. . < .

to be identified and made one's own. Levitsky (1976)

élaborated:

The gestalt approach to resistance involves the
same principles as the gestalt approaches to all
problems, namely to locate and contact sources of
energy and by freeing and expressing them to make
them available for creative use rather than have
them bound up, dissociated, -and pulling against
tive self... (p. 121).

Thé treatment épproach is direct in that clients
are@encouraged into more intense and full expressioq of.
theif‘gesigéive interaction style. Contact with one's
enerégﬁgnt improves througp a magnification of the
exﬁerienée of one's resistive st{le leading to a
reingegratioﬁ of_this_aspectlof personhood intdvone's .
totality. Re§istance in this framework is conceived as
an integral part.of one's personality.

2.2.7 The Systemic Therq??gs _

The Systemic theraples represented a fundamgnpgy

.

shift away from viewing human problems as a'funqﬁTGH?gf;

intrapsychic and linear mechanisms towards a ft?meﬁbrkf

that focuses on relationsips between people and how

32
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within reciprocal relationships problems emerge.
(Bogdan,.1986; Lockhurst, 1985; Saba and Fink, 1985; de

Shazar, 198&a, 1984b, 1985; Lerner and"Lerner, 1983;

Bl

: Keeney,:L983; Will, 1983; Solomgn, 1974; Watzlawick,
) £

Weakland and Fisch, 1@74; Shapiro,”1972). In this
orientation resistance was initiilly viewed as

something that resided in the family. The notion of

the homeostatic force was utilized tyo eiplain the

o;iéins of resistance in familiesQ Hymeostatic forces
were viewed as those energies wﬁi h kept family
Abehaviour within angacéebtable radge and -which enabled
families to mainta{n a sense,oﬁ,égability in their
relationships. This was observéd”;o be as true in

: LA
families with member(s) identified as stfunctiohéﬁj ar
their midsts asgfor families wﬁerevall members wére
described as beiné nonproblemati%;v Salémon-(1979)
observed that '"the fémily either?;dnséiously or
.gnconsciousl} is working in a sortf%f coaiition to
maintain itself as it is;.." (R. f?): "Théreais a wide
‘range of behaviour @ithié‘ﬁhich makjufhmil%és feel
comfortable and thua/cgnhgblerate uaﬁsuql amounts of
problems among famif}ﬁmember(s) before defining the .
behaviour as a problemg‘{.p

Families are resistive because of»thgir desire to

-

assert their own will. Anderson and Stewart (iqgoi



s
observed that as autonomous entities me@bers may have
proble@s developing dependent relationships outside the 
family. Théy relaﬁed this partially to a cuitural
expecﬁatign that one sbould Ee‘able to make it on thgir
own., Theyvnoteqvﬁhat "therapy is often viewed as
"humiliating because it implies that ihdividuals or
families ;aﬁ't solve their own problems" (p. 31). This
is a4 common feélingﬂ paggicularly among individuals and
family members who ar; very successful in other.aspecgs
of their lives.

One of the predominant viewpoints in family
'therapy literature has been what Bogdan (19865)
referred to as a "functionalist viewpoint" which points
to an assumption that symptoms serve a function in'the-
family. It is believed that problematic behaviour by
one or more family members masks more disturbingL-
p;oblémS'at a different level. At conscious or
unconsciousllevels,vfamily members may perceive the
risk involved in symptom alleviation to family
g;abilitf may in fact be far greater than one or more
mémbers'continuing their symptomatic behaviour. For
example, an acting-out adolescent may be viewed as
protecting her or his parents from overt marriage

problems. From a functionalist perspective, resistance

to change would be viewed as serving an adaptive



fun;tion.in its attempt to maintain current family
structure.. Therapists:would be resisted because as
agents of change they woyld be viewed as a threat to
family'cohesion and stability.

H

The pervasiveness of resistance to therapist
efforts gaszled many therapist-theorists to formulate
that it was familie;' inabilitiesnt? accommodate to
'change that brought them‘to therapy, not their desire
for‘change‘(Anderson and Stewart, 1983; keeney, 1983;
Lockhurst, 1985). "Events such as changes in one
individual's behaviour or famil} life cycle events such
as the bifth of a first child, gwandfather,moving in,
all the children reaching’school age, career change by
one'spouse and children beginning to leave the nest are
all events that family members need to accommbdaté to.
As sources of stress and tension, family members strive
to keep things the way they were as much as possible in
~face of change. Anderson and Stewart (1983) observed:
"There are many factors which contribute to the
resistance exhibited by a family. However, the major
sources seem to be a fémily's natural striving for
stability and a féhily's equally natural, if sometimes
irrational fear of change.,." (p. 38).

Lockhurst (1985) urged that the changes families

seek be recognized as a desire for change toward
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stability as it struggles to maintain its
organization., Resistance that emerges should be viewed
as the system's request for stability.

A departure from traditional systems thinking aé
to the origids of psychotherapeutic reéistance was
reflected in cybernetig and constfuctionisfic
conceptualizations (Lockhurst, 1985; de Shazar, 1984,
1985; Keeney, 1983).

In referring to the distiqction between
operational descriptions which refer to the
regularities of a system as an autonomous whole and
symbolic descriptions which refer to the regularities-
between two interdependent systems, Lockhurst (1985)
observed that historically resistance was described as
an operational description of an autonomous system.

A

She contested: i
L
Understanding resistance in the domain of the
system's interdependence with other systems allows
us to hold fast to resistance as a description of,
or metaphor for, the relationship between the
therapist and the family. Resistance is a
description of what the observer is observing

(p. 9).

The cybernetic perspective has served to unreify
the cohcept of resistance .and include the observer as a
participant 1in }ts construction. Recognized in the

shift was the active participation of the therapist in

determining whether or not a behaviour or set of
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behaviours could be explained b}réesistance and how.
~ Recently, de Shazar (19845g,i984b, 1935) chose to
-discard the concept and replace it;witﬁ the concept ~f
cooperating. He described behaviours usually ,
associated ‘with resis£ance as’famiiies unique Qays of
coop?rating. He believed the fSle of a therapist was
to détérmine how a family cooperatés and to promote
.change by joining the familj's manne;\of coogeration.
In thisuapproadﬁ homeostasis as.an orgénizigg concept
was replaced by mor&hpggnesis. Morphogenesis referred
: ‘ Y

to how families allow therapistéMCO'join with them in
: "

the therapeutic process in much the sa- ras

Shazar's (1984b) considerétions are strictcly pr;gﬁaﬁ€é§j!”
in terms of utilizing conceptualizations that for him

most effectivel; fit, a rapid achievement of the
therapeutic goal. He wrote:

Regardless of the usefulness (for some) of the
concept of resistance, the concept may or may not
be part of any particular therapist's map-making
tools. Either a map of London's bus system or a
map of the underground system will frequently
allow the traveller to get to-the same place by
different routes, even though the details of each
map are strikingly different. Saying that (the
reified concept of) resistance exists is like
saying to the tube rider that "a good map must
include all the cross-streets" and therefore the
subway map is invalid even though it gets you
where you want to go (p. 21). :

Bogdan (1986) in his discussion on whether
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families needed problems or not utilized what he called.
e

an "accidentalism" point of view which proyvides a

further demgnstration of how resistance may be

conceptualized from a constructivistic point of view.

_He explained;

Given this framework, how does an accidentalist
explain the phenomenon of resjistance. Let's say
that along the way I developed the idea .that you
are a meddlesome person. Then your effort to help
me may be interpreted not as an instance of
"help," but as &n instance of "meddling". My
ungrateful response to you may seem bizarre and
this may persuade you that I need.even more help
than you had supposed. But your increased.efforts
to help“are only likely to persuade me that you
are even more of a busybody than I thought. That
is, your view of me may lead you to bepave in ways
that repeatedly confirm my view of you®andsvice
versa. In this literally haphazard way, all kinds
of problems arise and are maintained. The chief
claim of the accidentalist is that that is all
there is to it (p. 35).

In Bogdan's example, one sees how therapists'

understandings of clients' actions may be inaccurate

“and lead to therapist definitions of what is happening

for the client quite dista@t from the client's actual
experience; The accidentalism viewpoint is

\
phenomenolog&cal in thatlone's definitions and beliefs
are derived from one's»world—éituated experiencgf and

involves an attempt to understand the meaning of

another's experience in a situation, - ?

e

Many of the innovative views of resistance and

cooperation such as de Shazar's ideas were adapted from
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the work of Mildon.H. Erickson. He utilized all
behaviours clients brought to‘the therapy session fin
his therapy and hypnotic techniques. Erickson (citéd

by Lankton and Lankton, 1983) once wrote:

If they bring in resistance, be grateful for that
resistance. Heap it up.in whatever fashion they
want you to - really pile it up. But never get
disgusted with the resistance.,... Whatever the
patient. presents to you in the office, you really
ought to wse it (p. 10).

The systemic therapies served to shift resistance
from a lineal conceptualizatio‘ as an explanation for a
process that occurs to or within an individual to a
!

v

circul@f@cd eptualization as an explanation for a

_process”fﬁa% occurs in én interactional context.
Iﬁitially, resistance was charactefized as something -
located in family boundaries. Later writings
charactérizeé resistance as referring to the
interdependent relationship between therapist and
client which served to reéognize R fhérapist'é role
in defining what experiences'wbuld be labelled as
resistance and in what manner. Subsequently a number
~of therapists have questioned the value of resisténce

as an explanatory and practical concept in

-psychotherapy which has led to its demise in some

P

orientations.
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2.3 Resistance and the Schdols'of'Psychotherapy - A
Comparative View .
Resistance has been utiliied by different schools

af .psychotherapy as a‘way of explaining difficulties of .

one form or another that therapists face in their

attgmpt; to get clients and families to change. At the

samé'time, the schools use the concept in vastly:

diversetWayS?;;ngingffrom resistance as being vieépd asg‘.

a clinicdl,phgnomenon to being viewed as a mecﬁanism

forgtalking about a clinical phenomenon to being viewed

as an outdated and expendable concept. In this

section, fhe schools will be contrasted along five

dimensions. Theseninclude: (a) adaptive vs.

nonadaptive functions; (b) contribution of the

therapisf} (c) inevifability of resistance; (d)

resistance as a reflection of society's cofe vaiue of

independence and autonohy; (e) ; political question,

2.3.1.Adaptive vs. Nonadaptive Functions
Most schools of‘psychotherapy seem to view

' resistance as having adﬁptive and ﬁQpadaptive

functions, In cl;ssical psychoanalytic theory,

resistance was viewed as operating in tBe service of

the neurotic/compromise between basic regfessive

o

tendencies of thé pleasure principle and the demands of -



the reality principle. Resistanée, which is
intrapsychic in nature, was perce&ved 4s impeding the -
analy§t's wogk of bringing to conscious awareness
'thfough the process of intérpreﬁation the'whyé of the

person's conflictful behaviour. - In this dense,
. ¢ : .

‘resistance was viewed as being nonadaptive and a
hindrance 4to psychological improVement._ At another
level; that is, viewed from a pure intrapsychic level,
yesistances-ﬁere perceivéd as being adaptive in that
resistances served as a prgtection against the threat
of .a greater nature, thevgiving of expression to -
fgrbidden libidinal impulses. Dewald (1982) wrote:

From the patient's point of view...the same
behaviours that are labelled "resistance'" by the
therapist serve an immediately useful and adaptive
purpose. From 'he vantage point of the patient's
unconscious neurotic recesses and psychological
organization, they represent his attempts at,
maintenance of the status quo. They protect the
patient against conscious awareness of
unacknowledged and uhpleasurable elements within
his own psychic life; and they promote and sustaln
the continuing search for, fulfillmefit of
inappropriate drlves, fantasies and relationships.

(p. 48)

Similarly, eafiy systémic conceptualizations of
resistance in families also ascribed a protective
function to the conceét, Unlike psychoanalytic theory
which ascribed the p}otectiye function at an

intrapsychic level, systemic conceptualization placed

the protective function at an interpersonal level.

A



In addition to a protective function, some

o

systedic theorists attributed other fegtureé as well.
Anderson .and Stewart‘(1983)'1isted:

Without a certain amount of resistance to change,
all social systems would dissolve into chaos and
confusion, responding helter-skelter to every
input received. Without a certain amount of
resistance to change, a family would be unable to
provida the stability necessary for its members to
grow and develop. Without a certain amount of
resistance to being influenced, families and
individuals would be converted by every

medicine man, commercial or talk show "expert" ;Q
that happened to bend their collective ear.... (.
o ¥ A

Behavipural and cognitive—behavibural therapiS;s
tended to view psychotherapeutic resisténce as being
~non-adaptive fof client énd therapist alike in the
sénse‘that it interferes with the therapeutic task.
The‘onds was placed on‘the therapist to uncover the
origin of a client's resistances and to provide

1

interventions to eliminate them so that task-oriented
, .
N

‘therapy could progress. Resistive behaviour was
perceived as being adaptive in situations where clients
did noﬁ‘comply with inappropriate therapist suggestions
and interventions, o

2.3.2 Contribution of the Therapist

Save for classical analytical theory and gestalt

therapy, the different paradigms generally. perceived



the therapist as being a generous contributor to -
psychotherapeutic resistance. Langs (19805 described
how countertransference, inéppropriate interpretations
aand other elements played a large part in preventing
patients from preéenting'intgrpretabléyuncqnsﬁious
data. Amongst Lazarus and Fay's (1982a) éeven factors
of resistance, five factors alluded to therapist
failufe. ‘Examined earlier were Ellis (1983b)
delineation of tﬁerapists"irrational beliefs. Because
Qf the gestalt therapy understanding of resistance as a
client's interactional style, therapist contribution
was not generally examined. However, literature on
'gesﬁalt therapy-was very clear about the limitationé of
applying interpggtative,and‘working—through gtrategies
when faced with difficultigs in therapy. Traditional
treatment strategies‘were seef as ;ont‘ Puting to the .
client's resistive style of igteracﬁion.

In contemporary syétem%c'thinking it-was noted th
a therapist's inattentivéness to family's request for
change also included a request for stability could lead
to registance and alienainnn In addition, therapists
were perceived as contfibuting to resistancé when
problems are attacked independent of the interactionél
context from which they emerged. By being blind to the
bower éf context, by being unaware how indiviﬁuals

&+ €
mutually affect each other's behaviours, by offering
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more of the same sqlutions, by not seeing oneéelfvas
part of the context that is being influenced as wéll as
influencing, by maintaining a rigid one-up position (as
the expért) in all situations, the therapist can
contribute heavilylto individual/family resistance.-
Haley (1986) delineated a number of ways therapists
COuid fail. He presented fourteen tactics that a
therapist could utilize to enhance the possibility of
failure. These included: (a) insist that thémproblem

which brings the patient into therapy is not important;

 (b) refuse to treat the presenting problem directly;

(c). put emphasis on a single method of treatment; (d)

insist that 6n1§'years of therapy will bring the

’desired change....

Y

2.3.3 Inevitability, of Resistance

. F ’
For psychodynamic practitioners, resistance is
inevitable im-the therapy “process. As noted, Freud
" ) ! = . .

B
’

dbservedurhat‘gesista;céfgcc§{%&n§§d each step of the
analytic‘work'aqdfEﬁeorisﬁs fgllo;iné him h;vé‘accepted
this viewpoint. Schlesingér (1582) wrote: "It.is one
of my articles of faith, or at least a hgupistic _ |
assumption that ié psycho&herapy dgfedéé_éﬁg“?-fﬁ
transfgrencg’;nd hence resistanpgééré'aiﬁéjé‘éféSéﬁt"
(p. 31). | |

7

Using an analbgy,‘Schlesiﬁger deﬁbnstréted how its



manifestations may be in the form of very~subt1e
behaviours:

To draw an analogy from the late, late show if the
resistance wants to prevent a train from reaching
its destination, it is not' necessary to.hlow up a
bridge. It may be enough to throw a switch the
wrong way, to bribe the conductor, to mislabel’
some cars or to uncouple them. "~ The most

economical way for the underground to function is
to achieve maximum disruption of the enemy with
minimum exposure. (Ibid.)

Behavioural and cognitive-behavioural therapists

did not view resistance as be g inevitabl. i1 the
psychotherapeutic process. - l.ent's gseemingly L
resistive behaviour such as - . *hnolding information,. - e

not carrying out assignments »r tardiness in attending
sessions may be a function o situational events
“including therapists' errors or failures. As Fay and

Lazarus (1982a) observed, the deflecfing of .

responsibility back to the patient's intrapsychic

forces could prevent the thebapist,from'exémining other
. S ‘ i Voo ‘

.

possi ' sources for the seemingly‘anpiythéfapeutic‘-
behaviour (p. 117). Théy alsosnoted‘ah adﬁitionai

danger in the notion of the inevitability of

resistance: . B o : K
...it leads clini« ians to be suspicious of rapid.
improvement in patients who have not manifested
"resistance." ¢As a consequence, ad hoc concepts ,i.
such as "flight into health" and "tfansference 7w
cure" emerge that may lead a therapist to wiﬁhhold
positive relnforcement for rapld clinical:

change... (Ibid.).



In its notion that—families 6pefate within
repetitive sequences of interaction and in its notion
that some families have difficulties in changing their
to?&ccommodéb@ change in.

interdAdtional sequenc

circumst m theorists viewed the notion
of resystance as being central in the therapy context.
a / . 2%

iMany of the treatment strategies developed in the
_ - o LT -
.strategic apprOachES‘seém‘to be based on a

conceptualization that families seek therapy because
: ' : & »
they have had difficylties coping with changes

o

occurring as part -of the family life cycle. Resistive
behaviour 1is percefved as being a natural process 1in
_ families seeking therapz and those processes are often
B ) ) _.’A . o
utilized by systemi fherapists in creative ways.

Other system theorists have noted *how resistance,‘.

|

ep.

n ' % v ’ .
g; temolqgicallﬁzspeaking, is a symbolic description.
that :

S .
¢
t

el

alluded to the interface between the therapist and

: Y; PRl ; s
family system as ‘gpposed to a description of the family

as an autonomous- system. Viewed as a description from

,

. an observer's point qQf olservation, using resistance as
. . B . .2

a concept for describiﬁg or explaining a process
‘ v : Lt ' .
depends upon the .particular stand a therapist adopts
1o ‘ ST
the behaviour. +Meyerstein and Dell (1985)

]

ébout ‘

~conténded: e
‘There can only be resistance when the therapist
thinks that the client somehow ought to be

e
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behaving differently than he or she is curréntly
behaving. Our willingness to accept the’ client S
position profoundly alters the therdpeutic .
landscape. Instead of a field of: sick
patients, we find clients with interesting
" problems (p. 271).

Elsewliere it was noted that de Shazar had
constructed a model of the{apy in which resistance as a
concept for explaining client behaviours was eliminated
and replaced with the concept of cooperating. Stewart

and Anderson (1984) rejected de Shazar's position

qunoting Lyman Wynne that "fdsistance is a thorn that by
any other name pricks as deep". (p. 19)

4

2.3.4 Resistance and Society's Core Value of
Lo an

Independence and Autongmy
"One of the major values of North American society

is personal freedom aﬁd‘independence. Based on

-

charters and laws that place the highest value on
personal freedom, the seeds of resistance- may be sown

by the implicit humiliation or stigma an individual or
3 : ’
family might experience in the ve#yﬁagﬁ of regching out

for help.

Anderson and Stewart (1983) observed: é&e

implicatio%@;s that if you havé the right to live your
own life as you see fit, you also have the

. 'y ¢ ' .
responsibility to know how to do it successfully” (p.
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30).
In being pért of a society that guarantees
individual rights, people have generally accepted the -

concept of being fully responsible for living their

lives in a manner they.choose. Increasingly, the self-

~dependent dimension of human existence has been

stressed in western society. Individuals prefer to

view themselves as masters of their own fate. The

.implicationé for psychotherapy are prbfound as noted by

Anderson and Stewart:

In our society to allow oneself to be influenced -
is to give away one's fundamental right to self-
determination, one's constitutional right to ‘make
decisions. Entering any form of psychotherapy
constitutes thee ‘formation of a dependent
relationship and therefore a loss of personal
freedom (p. 29-30). e e s, me gl

- >
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E1lis (1985) suggested ‘that irrational beldef
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"I have to control my entire destiny and even™though my -

thérapist,is on my side and is working hard to‘help me,
T must not let him or her tell me what to do" could

often be found in clients who rebelled against therapy

éybecause theyssaw it as an impingement of their freedom

(p. 16)1
Brehm's reactance theory (cited by dahn and.
Lichstein, 1980)‘proyidés a framework for uhderstanding_

how individuals may react to perceived losses of

H
.

freedom. Often they will attempt to reassert their
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will by directly resisting the endeavour of those who
are perceived as trying to influence them. The
intensity of the resistance will depend upon a number
of variables including: (a) the types of threats to-
~ the person's freedom; (b) the strength of the threat;
\ » . '

(c) the importance of the threatened freedom; (d)

o

pr%portion of individuyal's freedom being threatened.

b

2.3.5 Resistance and the Larg?r Political Question

The questioning of the.heuristic value of
resistance is as much a political duestion as it is an
epistemological problem. for the 1ongest time
psychoanalytic therapists and others have justified
psychotherapy of individuals, often spanning years or
~decades, by citing resistances as an impgding dimension
to their work. Patient dissatisfaction with treatment
was interpréted as being a nataral part of-the
_process. Expressions of dissatisfaction were viewed as
being beneficial in the cantext for it provideﬁ the
patient with an opportunity to work through
'difficultiésﬁkn the transference‘relatiqnship and
clients were often led tgq believe that treatment would

. : )

~take a very long time.
Currently resistance i3 a reified congcept amongst

the psychodynamic approaches. It fits in comfortably

o



50

with the concepts of transference, defences and

)
'

intrapsychic movements., Given i¥s relative power and

the strength of commitment 'and convictions amongst its
members, resistance would seem to have a secure role in
]

that context.

. Amongst other theories, the felative importance of f
resistance in the tota} frapeworks vary. Practitioneré
from all frameworks reéogniz‘ a reality of vety
difficult clients and families with whom they often

4. ' ‘ .
experience impasses. Resistance, borrowed from the

psychodynamic approaches and modified to fit the’
language of the particular theory, may have served as
an attempt to expLaiﬁ uncomfortable and frustr

R 3
situations in a relatively non-reflective manper. Yet
as‘deﬁonsérated in.the overview, the abpreciation of
the éoncepg as applied to other schoois of
psychotherapy was @requantlz @?de without the network
and conviction of meaning found in £he psychodynamic

approaches. T é
: . I . ' p i

For behavisur and cogni;ive—behavibural R

theragists, resistance has~beenAadopted‘gruﬂgﬁngl;} '

Ge;Eraily they prefer to examine a broad FanééfOE q g 2

circumstances that may be contributing to client non--

compliant behaviour: Resistance is not judged as being

T
AN

,inevitable. Indeed, behaviourists and c-b clinicians [



shift the'emphasis from tlient natural tendencies td
therapist contributions. Systemic theories seem split
between those who firmly accept the Heuristic value of
resistance as a way of conceptualizing
family/individual stuckness in therapy and those who
renounce a., pragh%?ic value to pﬁe concept.

Historiéall§ it made good sense for the diffev@nt
pa;adigms to adopt reéistance into their fheories.
Regdrdless of where the emphasis lay - whether it be ip
intrapsychic processes, therapist behgviours, fami&}
system 6rlother inLérpersonal context - implicitly
there is aﬁ implication that the therapist knows what
he or she is doing'aﬁd knows what is best for the
client. Even in framéWorks‘where inappropriate
behaviours éf the therapist are perceived as a major
contributor, there is an:underlying expectation that by
correcting his or her failings, clients will become’
compliant to the therapy proceedings. H

Throughout the years, a coﬁceptualization of“thé
psychotherapeutic process as reflecting a conpleﬁentary
~relationship between éherapist and client has emerged.
Therapists have come to perceive ﬁhemselveé in the
expertﬁgne-up position vis a vis theirfélignts. frqm

" :

this author's viewpoint, the concept of resistance

fitted well to an emergence of a view of the

¥

51

[



psychotherapist as expert. As a safety valve for when

4ll else failed, psychotherapists could blame their

bl

*a

lack of success ‘on client resistance.
In building and accepting theoretical
. : v ' : . .
constructions that generally explained resistance in a

manner subordinated to the major theoretical précepts

<~ -

of the different schools, therapists have largely:

placed in a secondary position their own experiences in

working in situations with clients or families who are
perceived as uncooperative, seemingly incapable of

¢hange, or downright hostile. Experiencing of

5

particular dif icuity has been taken for granted and

‘éfq unexamined.

Smith (19%8)»claimed that traditionally an
hypothesis, with ﬁhe‘investigators' biases and theories
built into it, hasvserved‘“to fill the gap of ignorance

when not enough is known about what some phenomenon is"

. B

(p. 40). Occupying a stronger position Van ded'Berg

(cited in Smith, & 978) claimed that an hypothesis .only

arises when the descriptive process is cut short
! L .

(@bid.). Indeed there has been no rigorous and
':‘6‘

systematic attempt to obtain descriptions of o

manifestations of difficult experiences in

i

psychotherapy situations-as-lived in its different

forms and adumbrations. The oversight is not however

g
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limited to this particuylar experience for generally

descriptive methods have been minimized in {

.psychotherapeutic research in favor of expecrimentation.

' . ’v/. . . ]
+» Research on psychdtherapeutic resistance has been

N

'@ainly of a  theoretical or anecdotal nature. There are

wnly a -‘limited number of experimental studies. Golden
F R : o : ,

(1983) épecclaced that the 1imited:number of H&%d core
studies Qéscdue7co a general berception that the’
phenomenon.was too elusive and too difficult to study
expeslhentaliy ,(p. 4%5.; Indeed the kihds.of |
behav1ours deflned As being resistive depends on the
theraplst whlch scggests an 1nf161te range of
pOSSlbllltleS. Jahn and Lichstein (1980)J0bserved that
cescarchécsﬁmayiﬁave‘avoided scudying resistance for

"strictly technical reasons" that is, enly "narrow

operatinnal definitions had been available" (p. 315).

. ‘ Y
i excggtion was’ the Chamberlain, Patterson, ~
Reid, Kava%% gh a?d"Forgath (1984) study. They
constructed a molecular system to quanthy client © v

resistance andgaovexamlne Utlllty of this system for

reliably measu-~ client resistance on an event-by-
event Whsis. . :ipants were twenty-seven families

with problems in managing tieir children. Treatment §

y
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was cacegoquea'idto thrée’stages: the beginning stage
whgé thertapists 2xplored with the parenﬁs the natufe o§
the difficulties Fhey were experiencing, the middle |
stage, which consisted of therapists teacﬁing—Eéfents'
how to directly intervene in their child's problem
behévidur, and the third stage—when—parents‘were helped -
to integrate what theyAlearnt with their own style of
parenting. Tt was expected that different levels of *
client resistance would be ob-2rved at different
treatment stages. Resistance was defined as cliént
fesponzgs such as inattentiveness or continuous
confrontations. Altogether there weré five response
cateéories. Also of interest to the investigation was
whether the level of resistanc- amongst outside agency
referrals was greater than with self-referrals and |
whether those who. completed the progrém had. fewer
‘résistaﬁcg responses than thoge who dropped out,
Results shbwed that the greatest amount of résistance
was in the middle phase. —Eamilies that werevagengy—
‘referred tended to have higher levels of resistance
than self-referrals and significantly more higher
resist.an't families 1riopped out of therapy: tﬁan lower~@
resistant families. Therapists who rate&*&eses as

being more successful were generally with those

families whose levels of resistance were judged-as
t
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3

lower than others{
Studies about resistance have m;igiy beeﬁ, @
anecdoﬁal or theoretical in nature. Sperry (197557
ﬁtilized~Kohlb¢rg's levels of moral development to
devise a theoretical model for showing how resist
could be'qvercomé and fo: establishing a basis fof
.cooperation and for aidiﬁg in constructing, effective
clinica%ﬁgtyategies. Saltmarch (1976) used Maslo&';
motiv;tional hieraféhy for characterizing levels of

g
re51spanc3, effects, presented experience, client

intent and therapeuticntask for resolving resistance at //,\,//
each ievel. Breit, Wan-Gim, Im and Qilner (1983) |
described strategic approaches for treating resistant
families; Techniques described included symbtom
prescription, illusion of alternatives, role play aﬂ‘
"stratégic alliances. 'Also.from a strétegic'approach,
Cadg'(1980) described how contrived team conflict ¢nuld
help bfeék the deadlock with highly resistive Eémilies.

Oremland (1976) presented a c;se study desétibiqg 3 1
how- a patieng'é everyday situation contributed to hér
resis&anke‘to wei@ht loss and described ways for /
working through the difficulties utilizing: ; ) : P
péychodynamic methods. Ramirez (1983) described how

£ -

the House-Tree-Person projecti&e drawing could be used

in group situations to draw out resistances. Kellerman

¢
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(1983), Lienenberg (1983), and Collison (1985)

2

described psychoanalytic methods for working through

'pétiénts' resistances in grbub psthotherapy. Wills
(1978)‘ih an examination of literature on helpers'
pefceptions of cliénts conciuded that evidence from
_se&eral sources sHOw that the attitude of most helpérs

:toward ciient'resistance is negative. i a

Missing in the literature are phenomenological

accounts of situations for which resistance serves as

‘ad.éxpianatéry device. Qﬁestions regarding rctuaal
event§ thag occur in situationé defined as resistance,
. meaninés;pfactiiiqnérs aﬁLriBute to the experience, and
 £h§ différenceVbetwéen hoﬁ»this experience is lived |
‘Cbmpafed.té-situatiqps‘wherq'resistance isn't
étt}ibutéd, éll~neéd'to Be éxamined., An exploration of
how barticular'difficﬁltyfis eXpériencéd’ih therapy *
pfojeétévcouid brovidé a fraﬁewofk fof deépening our
undeéétaﬁding~of how'fesistadcé‘as:a coﬁcepl°eme}ged
_aﬁ@ocqup .d é ¢enEfa1 pléce.in psycﬁotherapeutii

literagure.

P

-~ 2.5 Phenomenology ‘and Ré€Search in Psychotherapy
' . "‘V . . ¢ ', : e
"2,5.1 Traditional Research
In its goal to achieve academic respectability and

oy

1
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' lay acceptance and to distance itself.from the
discipline of 'philosophy (Deutscher, 1970; Sampgon,
‘1978;'Jennings;'1986), psycholegy borrowed it;:reeearch
method fnoﬁ tﬁe physical sciences. Experimental
methoddlogy.wae‘to gdin wideepread accepkance ie the
field as noted by Cnlaizzi (197é):

.there is one point cemmonl) ﬁpheld by all

trad1t10n31\psychol@glets “egardless of thELF
divergent and ofter npposing theoretical
backgrounds, all .Lld endorse the tenet that in

order to qualify ¢ genuinely scientific,
psychological knowledgze must be verified by
experimentation or by some variation of this
esteemed method (p 50).

2

The domlnatlon of ntal methodology in

,psychological research h co tinUed( Based on natufal
.ecience epistemofogy, experieﬁce was_subordinéte% £o
the world of theory and the subjectvmatter of
psychological investigation was subordinated to its

method. °

2.5.2 ‘Implications of‘Traditiodal Research Methods for;
_Péyehology o ' . 7 ;
Numerous authors.have noted the peceliarity of
psychology as a discipline in that; unlike the physicei
sciences, it chose its investigative methods prior to
~defining its content area (Kgmanyshyn, 1978; Colaizz%,

1978; Giorgi, 1970). By adopting the methods of



natural srlence, areas such as the Pature and . mean110

‘ .
’ - «ufu

of one's experxenCLno were eliminated from the subJect

) EEE
natter'of.psychdlogy. A

s chonv1lle (1978),'in the context»df surVeying how
, S

, £ .
pcrceptlon wap tradltlonally 1nvest1gated in - ‘

v

psyrhologw, observed

For natural sgLence meaning 1s ‘a sort of
“vembaorassment because it Tesists reductive causal
L ! anai;51s.’ Consequently, tradltlonal psychology
;. * .7 . for the most part has a351gned meaning a secondary
; 2&‘ “eplpnenomenal ‘status, treating it essentially as a
4 "+ by-product of the perceptual process (p. 102).
:/s'.‘.‘{, e R .,/

N

iLff/ Confbrmlng to the "gbr% values" of industrial-
3 . o ) e
\ftéchngl gical soc1ety (Sampson, '1978), the main value

S

df'psﬁchological résearch was -to obtain control of

variables. «Colaizzi (1978) noted:
e Techno¥ogical effectiveness provides the ultimate
“meatdng of research and of what is to be
investigated.... It just takes it for granted
that good regsearch. results are synonymous. with the
R dlscoyery of manipulation by which control can be
S brohght to bear on the investigated subJect

',;(p 55)

;Sot aﬂly were the natyre of research results taken

qug;grantgd, but so were thHé very methods utilized. By
.%g%énting‘experimental methodology unqueStioningly.as‘
the proper mnnner for doing‘rigor0us sys;ematic
pSychologicnl reéearch, an_assumption of objectivity
énerged and dominated. Rather than recognizing

experimental methbdoiogy as reflecting one kind of

—

B
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scientific attitude (Romanyshyn), it became accepted.as
the only way in which scientific work could be carried
out,

Elaborate gquantitative means were developed and
: [ 4

‘utilized to demonstrate cause-effect relationshipsl7 .
, e
among variables from which generél, universal laws were
inferred. Yet becéuse of the complexities anolved in
researching human phenomena,_one’getsfa.sensevthé£'

althouygh traditional psychologists uncritically ¥

' . - . S ¢

1accepted the notions of natural science, there has be en
. ﬂ

A degree of discomfort with the actual achievements of

~psychological research, particularly in the arga of
counselling and psycﬁotherapy. Horan (1980) contended:

...it is my belief that we find ourselves in the
terribly embarrassing position of having proven
far-less than we purport to know. There is a-
quantum leap between our experimental literature
and our methodological sophistication. We now '«
know what is wropg with our data, but too many of -
us pretend to our students that there is solid
empirical evidence behind our varied
proclamations. Like the seers of anciept

Greece we perpetuate our own Olympian myths with
the most specious of arguments rather than admit
our ignorance of the natural phenomena in qUESC%Q%%
(p. 5). & : a

He, héweVér,’stops short oﬁ queétioni&g thgg%asic
pfésuppositions of experimental mefhodology.

A second source of discémfort.can be inferred from
examining the discussion sections of research papers
énd dissertations, One’cannot help bqt notiée the

’ ‘ ‘
¥

-

4



; 'ameunt.ef restrietions generallf referred to in
,épplicetronior the results. What one can infer from
' tﬁeﬁdata iscoften very narrow, This is certainly
'srrange‘for a system of :research commirted'to
Zdiec0verihg general and universal laws of cause-effect
’relaeionships among behavioural phenomena. ‘What ie
discovered are general laws applied under severely,
restricted circumstances. It#Ais these and drher
peculiarities that have brought many to questien the
merits of experimental methodology as being an
excluéive.or even'relevant'method‘for research in

psychotherapy.

2.5.3 Limitatione of- Traditional Research

Crities_of treditaenal research paradigmsvin.
psychology and psychotherapy have noted:rﬁat reseerch
has‘generally‘failed'to study meaning in human actirity
because ef its utilization of metHods that heve
downplayed and/or ignored the experlences of people
. (Kruger, 1983;_Fesg1er, 1983; Smith, 1979; Colaizzi,
1978; Romanyshyn; 1974 Roch;; 1973; Natansoh,'1973;

~ Giorgi, 1970, 1983).

- Kruger (1983) observed how paradlggpkqi anulry'

utilized in psychotherapeutlc resear@ﬁw q;e”%mntrary to

7
K g
A} «

the ways in which major figures in the world of

60
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psychotherapy sought to understand its nature:

It is a well-known, fact that in the discoveries of
Freud, Jung, Adler, Sullivan and Rogers and
others, quantitative considerations played no
part, These men were confronted by baffling
problems which they sought to understand - not
calculate. For them the: primary givens were how
‘they experienced their .clients or patients, their

personalities, problems and personal histories
(p.8).

Kruger continued and-desériped the direction which
psychotherapeutic research took:
Psychotherapy research seems to involve persistent
and "excruciating attempts to objectify and
quantify experiential and behavioural data in
order to isolate the variahles that supposedly
"will make up what psychotherapy is, how. it works
and how effective it is. While the insights of
the "founding fathers" occurred within the '
immediancy of their encounters with specific
patients and clients, psychotherdpeutic research
"seek their answers in an attempt to operationalize
the concepts to psychotherapy in .such a way that
the holistic intuitive insights become, broken up
into discrete units amenable to measurement. A
However, it seems to me that certain basic
questions regarding the researchability of
psychotherapy have not beenvradically

confronted in research within the measurement
model that we have seen so far (Ibid.).

Fessler (1983) suggested that while it appeared

that psychotherapeutic research seemed to have brought

researchers and practitioners "closer to 'making sense
- o e 3
- of the talking cure," it has also left us with an

understanding that is "so foreign to our lived
experience of it" (ps 33). He noted that the type of
methods that h¥ve been utilized have resulted in an

"

EAY



‘understanding based "on what the researchfprocedureé'
find we do," as opposed to what is actuélly héppenidg;
In viewing‘reseéroh ;s'a process in which exberience
becomes~tqanslatedvinﬁo words and concepts ﬁﬁag stand
for what gakes place, Feséler éuggested that too4much
of what is important in thé thefapy expegience'is lost

-~

in a translatios using traditional methods of research.
-Yet.reéearch methods based on principlés of
objectivism, rationalisﬁ and ldgiéo—empiricgsm continue
to 5é accepted bygmany as’tﬁe only leéitimate
guidelines for d;ing scientific research in
psychology. Subsequentlf many aspects of human
experiencing have“hot been investigated because of
difficﬁities‘iﬁ defSaing opérationalvfariables or other
aspects.of the experiencing which do not fit with
tfaditional methodology. thed earlier was;that the
cbncept of fesistance was rarely studied empi}ically
becaﬁse of diffiéulties in operationalizing the

‘concept.
2.6 Phenomenological Approach

2.6.1 Primacy of Experience

In contrast, phenomenological research approaches

are based on the assumption that it is human

\
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experiencingd¥hat we must study with a view to
uncovering structures of meaning." Phenomenoloyical

research methods are dedicated to providing a human

aéis”grounded in experience for psychology and

‘&ps;ghoéh-rapy (Giofg;, 1970; Fegsler, 1983; Kruge},
1983; Smith, 19789; Packer, 1985). The aim of
phenomeqolbgy is to dgscribs_and understamd how human
beings attend to their different world-situated
,experienéés in the course of everyday livfng.r Tt is a

method for revealing aspects of living taken-for-

granted in our ‘everyday attitudes toward what we-do or

observe.

,2.6.2 Natural Attitude and Intersubjective World
Natural attitude is a point of view that human’

beings adopt in the course of everyday activities. It

~enahles one to take the life-world, which is the world
as encountered and lived in everyday life, for granted
and to accept experiences a$ they occur. Roche (1973)
added:

...t indicates that we must and do accept cerlain

things as "real" in order to live and act in

ordinary everyday life and it describes these |

"objectives" which include values and aesthetic

features as well as facts and state of affairs,
social facts as well as{physical facts (p. 11).

v
a

"+ - The wofld of natural attitude is taken to be an
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intersubjective world, -It is not oﬁly.my world but one
‘that is shared by us. It allows for a common,

communicative surrounding world to be constituted in
) :

which there is a practical interest. Schutz (1962)
commented: |

In the natural attitude the world is not from the
outset the private world of the single individual-’
but an intersubjective world, common to all of us
in which we have not a theoretical interest but a
practical interest. The world of everyday life is
the scene as well as the object of our actions and

interactions. - We have to dominate it and
change it in order to realize the purposes which
© we  pursue within it among our fellow-men. We work

and_operate not only within but upon the
worTd... (p. 208-209).

Else&here Schutz contended that it was not belief thatv~

‘oné suspended in the natural attitude‘but on the
contrary he suspends doubt in its.existeﬁgg. He
cohtinued: "What hé.putg'in brackets is the doubt that'
the world and its ob}ects might‘bé othérw;se‘than it
appears to him... (ibid., p..229).'

o

f

2.6.3 Suspending Usual Wa&s of Knoﬁiﬁgl
Schutz'suggested‘that "pheno%ébélégy has taught
the suspension of our béliéf in tﬁeifeality of the,
world as é devi;evﬁo overcome the natural attitude by
radicalizing pﬁildsophical doubt”‘(ibid.). Gib;gi
(1983) contended that achievement ofva "proper access

to psychological reality” involved the need for one to
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brécket out usual ways (i.é. theoyetical/empirical) one
knew about a phenomenon so that one could describe it
frph a Erésh vantage point. Giorgi explained: '"One
brackets whétoié known in order to experiehce more
cafefully and -instead of enﬁmerataiﬁg the facts of the
Expefience,.the researcﬁer speaks about how thé

1

experience presents itselfvto the consciousness of the
experience, or its meaﬁiﬁgﬁ.(p. 216). .

By sﬁspending one's usual way of knowing; one‘
attempts to invesfigate the essence of experience as
given to it byiconsciousness. It is through
tonsciousness.that the world and its objects aré
experienced and becbme meaningful. Consciousngss is
"active" and "productive" (ibid.) and how it attends to

a given phenomenon is already influenced by sedimented

meanings from prev1ous experience in aQ&&tlon to the

current 51tuat10n. . w

+ Syt

P ¢ \‘V;
N Ky

4 ‘ S ‘
uncovering meaning, one strives to clarif yg oncepts as
: e,
\ k '

used in traditional scientific paradigms. .

spite of
its many criticisms of the natural qc1enc% @

fact-world. A dialectlcal connectedness is recognized

between fact and experience. Phenomenology in focusing

. -

on the essences of experience aims at-a clearer:

[ 4



.nder.tanding of rhe fa. -world. Sardello (1978)

wre bt o

Ph snomenology begi- s by discovering the ideas
hovering abive the facts and provides the

poss.pilit. for 7 re unbiased observation, or at
least proviies .~ opportunity for observation in
which biases a <nown to exist so that the facts
can be underst 4 within the limitation of bias

(p. 13

"-/r

2.6.4 Situ tion and Context

Phenomenological approaches stress that behaviouf
: 1)
always occurs in a situation. Packer (1985) warned
that "any act looked at in isolation from a situation

is 1ike1y to be ambigudus to the point of opacity -or

obscurity"” (p. 1081). Roche (1973) noted the

implications of studying human phenomena out of

o

context:

66

Psychology deals with an abstract because it takes _
man out of society. . Biologists can take fish out -

of water and when they are dead investigate them

to explaih how they live. The same is not true of
psychology. "It cannot abstract man from society -

outside of meanings, purposes and life - and
" expect to understand his life (p. 173).

Packer suggested that "...we understand human
action and act ourselves within a background of
practices (bodily, personal and cultural) that is
always present, although it can:never~be made fully
explicit" (p. 1087). He continued:

To attempt analytically to do away with this

-

background and treat human acts as though they are
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< e,

.obJect like entities is & methodologlcallerror %
e becauae it would be to tremove the conditions far/‘
i vgenu1ne comprehension of “ther phenomena beln%=
) studied. Our 1nteresgs and involvements. our
habits and our culgural practices, plav ‘a
constitutive rolefStor the entities.,afnd events
that we create afd experience aroufid us (p. 1087).

RomaA;;hjn (1978) provided a'simplé but
enllghtenlng exaz?gz of how 1mportant context is to the 7

understandlng human behaviour:

b

EI is a finéﬁ'example of the importance of context to

~ the understanding of human action, the reader

should consider the following statements of .
action: (1) John kissed his. father goodbye. (2)
John kissed his girlfriend. (3). John kissed his
boyfriend. - (4] John kissed his boss Fred hello
and goodbye (p. 44). .

Romanyshyn observed -that "within a perspective of
naturalism a kiss is a kiss, the contact of two
R o
17" ADEJ’ " s . . - 1 ! . .
membranes” but "within the perspective of a human life,
a kiss is a meaning which depends upon, among other.

thin”;ﬁ_to whom you give it" (ibid.).

2.6.5 Pgrspectival'and Incompiete
Because the researcher's and-particihﬁnt's action
. occur in contexts fefledting their interests and
pfogects, and in a particular socio-historical t{me,
the understanding and descriptions.geherated in
phenomenologiéal research are perspectival.and
incohple;e. _Refléttive and interpretative processes,

;major tools of phenomenolegical research, capture those
" ;
&‘_‘L- .

i3
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aspects of experience of 1ntera§p £ the 1nvesn;oator
as influenced by one's 1nteresa , cultural’ orlentatlon,
)‘A . # U
and moment in history. Givem the_gontextual

- ’ J)

f

Lt - ) - -
characteristic of'“human action and observation, one, can

7 i . . . .
never rule out that an "experiencing will be:somewhat

: . o , : ) ' N &

difféfent in future situétions. Yet phenomenology

serves a crucial functlon in that it allows one- to go

o

beyond our orlolnal uﬂreflecp)ve understanding,”
(Pécker;;1985, 1089) and neveal a world so taken for

granted that we are rarely aware of its existepobl'”

N
N ‘ Ty
\

r

Herein 1i§s‘£he eséential value of o ' .
mphenomonolpgnoalapproaches to research. In'making_‘;
vhuman exgériencing its subjeot matter, in utilizing
tools fof focnsing on meaning_and‘in revealing what is
'obvioﬁsuﬁn,situations, io allows one to return to the
roogs'fronTwhere one oomméntes»;he.joorney for knowing
,apout human action andvexperiencéol A‘phenoménological
”approach can’serve to free oneself ffom.genetally
accepted and unréflected—npon attitudos of knowing that
WOrk to distance oneoeif from actual experiences. It
allows one to return to experienoe and graso it in a
verf human sense. It serves to remind pne scilences
that they originated from and relate back to the 1ifg—

world. o . R "
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2.6.6 Language'

Spurling (1977) déscribed the intersubjective ¢

nature of language as speech:

..In speaking we share a common, public,

~linguistic and cultural world. In speaking we -
participate in language, a cuitural tool we're
immersed. in since birth.... Speech has a unique
potential for reciprocity for through speech and
listening to someone else speak we are able to
take the role of the other to understand things-
from his point of view.... Speech.can bring us
the other as he sees himseTlf and understands
himself and to some extent as he is (p. S52).

Bain‘(198§) observed: _.A *

It (meaning language) provides.the common ground
through which two individual horizons can meet,
transcend their individuality and create a sHarbd
world. It isibecause we exist in language that it
has the power to disclase and reveal. Such is the
power of langiage that it can lay open a world.
different from our own and yet allow us an
understanding of that world (p. 28).

Schutz (1962) provided a phenomenological account
of %echahisms for communication distinguishing between
face-to-face communiéations and non face-to-face

communications. Face-to-face communication was

v

characterized in the following manner:

..vhe builds up the thought he wants to convey to
me step by step, adding word to word, sentence to
sentence, paragraph to paragrdph, While he does
so my interpreting actions follow his _
communicating ones in the same rhythm. We both, I
and the other, experience the ongoin¥ -process of
communication in a vivid present (p. 219).

As a speéker, one does not only experience what He
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' isvsaying, but also ‘a compllcated mechanlsm of

'f;‘retentlons and ant1c1patlons [that] connects w1th hls

-

srream of conscxousness one element of speech with what

. __; A.,_A‘?g R “‘Q
preteded and “what will followltOithe nnity of the
g y - - [N T

*;thought he wants:to conye}ﬁ;_'Llhewise listenet_as*“

f"..int'evr_,‘pretef]e‘lso"e)é_perienoes'a'seri-ieswo'f‘ tetentiohs,and

'r‘anthinatlonS aimed. at understandinéﬁthe othe('pefson's
-idea.f As 1ong.as'the‘communieatlon eontinues they

‘share "a common vivid present, our vivid present which
' o e ' 2
enables him and 'me to say we .experience this occurrence
~‘together" (ibid.).

Non face-to-face communications are characterized
‘ ) » 3 9 . ,u'-. oo

‘ N + 0] . N - .. ) v - '~' . N T . .

by an inability for communlcatlonarecelvers4to-utlllze~

features as gestures’ speech and observed meanlng for

1nt°rsub3ect1ve understandan.‘ Consequently, peopf@

' : e
who communlcate 1nd1recLly &1th each other understand

ath other Lhrough what Schutz Peferred to as 1deal
types.. Spurllng (1977) descrlbed

T dpprehend my contemporarles (people llVlng in
.*he same society but whom I do not-know) in terms
of schemes of typlflcatibn which impersonalize and
janonymize them in terms of their functions or
roles Thus I do not need }o know personally ‘the
man’ who connects my telephone calls or the’ ‘man- who
delivers' my mall ; only know them as txg/s

(p. 172) 3 R o o g
N L .o L R
'Schutz emphaSLzed tbat much- of how people

! \"'« C

experlence their °oc1al MOTld is through types (r

. . f
- - X - KA 2
. - LI - L S
e o ’ \
f . . <.
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‘constructs and that scientific explorationvof .gocial

RSO

phenomena is also made up of types but as Spurling

noted "at a higher level of abstraction and
\

<

formalization™ (ibid.).  He believed that the
theoretical attitude needed to be dropped and that

scientists needed to return to the world of everyday

b

life for subject matter. .

&

Titleman (1979) "in dischssing the implications of
Ricoeur's existential phenogenologically—based
philosophy for the praxis of psycholog'*obsﬁrved that .

the representations of experience and behaviour as

lived in the world of everyday life emerged through

. language as discourse. Discourse was the ‘necessary

: _ " : .
condition for meaningful experience and behaviour to

~exist. He cited Ricoeur in explaining why language as

[

discourse in phenomenological psychelogy needed to be
b

interpreted in the same way texts need to be

interpreted: '..:béﬁause language is metaphorical and

because the double meaning of metaphorical language

I

required an art of deciphering which tendé'to unfolyge

»)

the several féyer; of meaning" (p. 183).
Darroch and Silvers (1984) go one step further and
suggest that the object of a discourse is "not to

arrive at a process in order to present (the

,phenomenon) as substance, but to continually show our .



way thrdugh the procesé" (p. 193). The'objectiéé of
\reflective discourse is not to "strugglg for uitihate
.clafity or a.reﬁucpion point for agreement".butihto
elia&t a dialogue befween writer and reader™ (ibid.)

:qnd ingpire reflective thought.

A
o
'2.6.7 The Giving of Meaning as a Reflective Txperience

The act of giving meaning to an experience seems
' s . : /

to take place after the event has alreadyfoccurfedf

The process of providing meaning" to an exberience is a
reflecti?e actthat interpre;é something in the past.
Titleman (1979) pointed to experience as something pﬁat
was "only available to the subjeét for degcriétion in

the mode of memory" (p. 183). 1In memory a

Y

transformation of experience already takes place.
Schutz (1962) suggested that acts do not take on
. ! . '

meaning during the duration they are lived. He did not
i
view meaning as something inherent in experiences that

emerged within a stream of consciousness but "the

result of a pase-experience looked at from the present

3., f

now with a reflectiye'étgitudgﬁ (p. 210). Kocklemans

[y

(1973) questioned the very psggibilfty‘of achieving
o v ‘
- genuine meaning of one's experiences in the world. ' He

contended that actual meaning ''remains hidden to

empirical as well as descriptive methods" (p. 220) for

[
A
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studying human experiences. , N S v
' . : ‘r".é? ‘
e

In his system of rational-emotive therapy, Albert

Y

Ellis offers a contrasting viewpointéébout the origin

of meaning giveh to a situation, In his
conceptualization, meanihg is already present in the
proCes§ of.one's behaving. Access 1is gaiﬂed to meaning.
by eiaminihgvthe inpiicit thoughts and beliefs a persbn
holds peftaiding to_thét'situatipnil In.RET‘therapy,

the objectives are to demonétrate to cfients_ﬁqw they
J“witﬁlngly choose to di;turb themselves by the
ir-ational beliefs (meanings) they hold about

themselves and wogld originating events,lﬁo dispute
crose irrational beliefs.and to replace them with
meanings that enhanée gr;wth and efféctive'living. -
f:ther than meaning being hidden to empirical meﬁpods,
:hé premise Qf RET is that egposure of personal
meanings oceurs by a style of qugftiqning.and
challenging’éimed at helping thg c1ients reveal,

challenge and replace their irrational belief systems.

2.6.8 Constraints to an Understanding of Phenomena

From the nature of phenomenological research, it

could be misconstrued that understanding of any given

phenomenon may be open to infinite ways of

'interpbetatioh. In fact, there is not a total lack of -
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IR )
constraints on the different ways of understanding a

~given act..ﬂPatker,(1985) stated:

[
¥

Our understanding of action seenms. rathgr like outr
perception of multistable flgures, each act 1is
seen predominantly in a few alternate ways,
corresponding to the typical context5 of its
occurrence. The action %f handing a‘'woman a
flower may be a peage offexring, a bribe, or a
gesture of appreciation, but not (or usually not)
a threat, the giving of advice, or the jmaking of a
dental appointment (p. 1086)

2.7 Different Ways in Which People En%?untet the quid
Phenomenologists have devoted their.effo;és

towards revealing how men and¥women are meaningfully

‘engaged in thé world. Schutz's concept of Multiple

Realities is an:endeavour to describe manifastations of

realtities constitutive of'everyday life. Viewed as

parthularly relevant for » thhs 1nvestLgat10n, a summary

-

of the experlenre of multlple realltles w1ll be

pres@nted. . L .
" .

2.7.1‘Multiple Realities and'Finite Provinces of

Meaning )

Schutz (1962) believed that reality was
constituted in meanings one protided to situations or
objects aﬁd not in situatigné or objects themselves.

Any situation or object could be bestowed with reality

as long as it had a consistent s¥t of meanings or what

v
{ .



he referred to as '"finite provinces of meaning". Men

and women were compelled to view'any situation as real

1f their practical -experiences revealed a circumstance

as valid and its reality irrefutable.' Although Schutz

world of dreams, the yorld'of images, and the world of

-

science as-having “'nite provinces of meaning, he

»
1dent1f1ed a number of different realities such as thi

75

placed particular emphasis on describing those meanings

which constitute typical reality for women and men, the
world of everyday life. He viewed the following
meaning - components as essential in expériencing the

everyday world: ,

(1)

(2)
(3)

(4)

(5)

(6) .

!

A sense of reality

Y

A specific'tension of conscipusness; namely,
wide-awakeness orlglﬂatlng in full attention
to life.

A specific epoche - a suspension of doubt
about the world not being as it appeard.

"A prevalent form of spontaneity, namely
working (a meaningful spontanelty based upon

a project and characterized by the intention
of bringing about the projected state of

"affairs by bodily movements gearing into .the

outer world).

A specific form of exper1enc1ng oneself (the
working self as the total self).

A special form of soclality (the common
intersubjective world of communication and
social action).

A gpecific time perspectLve the standard time

originating in an Lnterspction between durce
and cosmic time as: ‘the universal temporal
structure of the intersuFJectlve world

‘I(p 229).

. shOCk"

)

a



experience occurs that compels\one to break through a
particular province of meaning and shift an accountyof
reality to something else. Schutz argued that

- problematic situations arise all the time forcing an

individual to find other meanings to expe;ienée,-
If we apply,Schutz's analysis of multiple

reaiiéies to doing psychotherapy, tﬁen we can make two

W
)

~important statements. The first is:

The world of doing psychotherapy can be and pften

;
is perceived as a finite province of meaning. Typical
to the experience are settings of a particular physical
L At - |
nature (office) in wHich' two or more people are engaged
in a particular style of usually verbal interaction in

which one attempts to influence the opheé within a time

frame (45 or 60 minute%% and over a finite period of

8 . , o
time. (we are meeting together in order to solve a

problem~dhich will enable us not to meet together in

‘the future). ‘There are also particular -communication
and focus-expectations (E%as therapist will probe about
. o , K L
your life and your probiems; you as client are expected

to cooperate in this venture).

"The second important statement is:

v

In addition:to common experiences applicablesto

‘most therapists, there are,also‘or§entations tﬁerapists

take with-them into therapy projects. At this level,

N
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one can probably félknabdut_mulﬁipie'redlkties wi&hin

the wo;ld of psy hopherapy. Each brientation will have
its own self—evidédt manner for guiding ptaétice; Each
qrienﬁation already selects aspects‘of gxpérié?%e whicﬁ%i
.are relevant to it. Each orientati&n‘wifl be/ggmposed
of elémeﬁts infernallylconsigtent. Each orieptatioh

will have groups of loyal édherénté that ofteh bestow

upon the'ofiéntation the sanctity of reality. The

-world of psychotherapy becomes exﬁérienced in a

P . D e s . N
formalistic cognitive manner where loyal adherents to a
particular orientation strive to preserve their

e . . ! . . :

particulaffguidiﬁg model’

2.8 Method of Research-

..

The methods\of-phenomgnolbgical research are

spécificaliy structdred'forfdescribing what is actually
s : : ' ' '
going on.in human activity. An initial requirement is.
that the researcher has some kind of idea what people

ére up to in their’behaviour baséd on.experiencés_,
se?yiné as a stagtiﬂg boint from’where‘graduak
inéreases in understanding of the phénomenonvoccuf.
:,“ Thé’inveétigator @ttempts.to‘obtaiﬁ unbiased
descriptions; thétAis,‘deécriptions ngZE\gn world-
situated experiencesl .Bgcause lénéuage is "allugi#e
and ellipﬁical" (Smith, 1979, p. 143)A§s normélly.

]
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Vs 4
.

ntilized, there is often a need for a number of
- .

interviews, conversations and/or written protocols, to

v

AChieve full and detéiiéd;descriptions.
. The investigator pdtiently and.systematically

takeg'time to reflect upon ﬁhe protocols aﬁd to

interrogate thg data. Smith.(1979) Hbséri%es

reflective procedure in the following manner:
. -~ PRTIN

The descriptive/reflective procedure is a '
discipline and a restraint. It imposes upon the
researcher and therapist a slowness, :
deliberateness and caution. It requires that we
move slowly, bracket our assumptions and allow the
appearing to appear without the imposition
of ouFustereotyped understandings. (p. 42).

'Reflective interrogation of the descriptions is
- designed to allow meaning structures of experience to

reveal themselves as remembered. In repeated and

patiedt returns to the protocols and participants, one

is able to attend to an increasing number of themes and

i
meanings which are uncovered into consciousness.. A
richer and deeper portrait of the lived-situation

2 , . R :

2

emerges as aspecté of experience are revealed and
discussed.

An ihbortant.aim-of phenomeno1ogica1lmethbds is
achieveﬁenﬁ\;} conéehsuél validation; that is,glhat
other readers aggeé that there is épmething meaningful‘
about the comple;ed project. Consensual validation is

pursued by seeking descriptions from more than one



person, generally threé or more participants on the
subject matter. In this manner one can assess the
. . 1

degree in which different aspects of experience or

3

theme are shared among a .number of individuals or are

peculiar to one Qt two individuals. Frequently not
more than seven to ten participants are required for
achieving a.consistent profile of an interrogated’
~phenomenon. By‘the seventh, eighth_br ninth
participant, themes are frequently- repeating

~

o
themselves.

f.é.l Criterta foproing Psychotherapéutic Studies“
One of the ﬁajdt criticisms of research in

psychotherapy has been that in attempts to |

operationalize ditferent aspects of‘psychotherapy'by

.

the researcher, the very experlence of psychotherapy
, : N

had been violated (Kruger, 1983 Fessler, 1983; Smlth,

79

~

1979). As noted in an eanlier section, although we may

have a more precise understandlng of different aspects

of therapy, the understanding is one which is generally

foreign to our Actual experience in the therapy

project;

Psycnotherapy is viewed by phenomenologlsts as a

t

sprles of encounters in whlch the life projects of tdo

ex1stences 1ntersect and mesh" (Kruger, 1983, p. 27).

oyt
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Kruger made the following point as‘part of his
discussion about a neQ model of psychothkrapeutic
research based on phenomenological approaches:

The basic problem of psychotherapy may be defined
as how therapist and client are present to each
other in this énterprise. However, this can be
scientifically ascertained only by researching/the
problem of how therapist and client are _
retrospectively present to therapy. One way is .
for both therapist and client to explicate their
experience immediately after each session.
(Ibid.). N '

Fessler (1983) cafried out a st;dy where
therapists with at least ten yéars,experience and ;heir
-_:”clienés were interrogated as to the nature of their
experience'from a:five to ten-minute se;ﬁent of a
_seésionlheld the'daf before and taped. AIn separ;teA
interviews, the therapists and clients were first asked
to recall what had taken place. The tape was replayed
a sentence or two at a time and subjects were aSked to
try and recapture what they were experien;ing at ﬁhe

“

tiTe. The results wete intriguing. The;apists k\
.discove;ed'what the}“tﬁought they had AOﬁe in the
"initial recollection Qas not what they had done 5nce
ghe tape was played back. Patients also found
discrepéncieg beﬁween their recollections and réliving
~of- the session.> In the recdllectio@ %hey récélied less

the content of their experience and more a“global

experience of being either understood or misunderstood
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by the therapist. In reliving the session, the patieﬁt

remembered. that he had often been coﬁfused by what the
therapist was saying. Fessler. summarized:

What the therapists thought their patients were
saying and hearing was often not what the patients’
actually heard or intended to say. And what the
patients thought the therapists were doing was
often not what the therapists reported they were
doing. Each often felt that he was being
understood when, in fact, he was being
"misunderstood. In short, ‘the findings reveal that
what is expressed at any moment in therapy has
meaning in adual context - the context of :
therapist and the context of the patient - and the
meaning that they give to what is taking place is
often quite different. (p. 41). o

In a different study, Lipchik and Vega (1985)

presented a clinical study of the treat@ent of a

P

depressed cligntyutilizing strategic methods. She

presented

‘'well as a

>$:'fipti§n completed retrospectively by the-

client df'ﬁqﬁlH;%Eipegienced.the therapy. Like

. $gesgler® s Study, the method was illuminating in showing
" gl : :

AN o A - . , )
the fit ‘and lack of fit between what the therapist did

and how the client expérienced it. Treadway (1986), in

an attempt to step outside* his own subjectivity,

devised a foll%x;up of some of his cases. He engaged
‘ ﬁhe services of gn‘experienced‘famiiy'therapist and had

him interview several.families after treatment was
gL ‘

completed. As well, he interviéﬁ?d Treadway to get hi's
. s
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views on each case. Treadway reported: "What we:
discovered was that there ‘was very little matchfbetween
1the'client's perceptions and mine." (p. 26).

In viewing the role of a therapist ‘as a meaning~
transformer in one's active .encounters with clients;

Barcbn (Cited in Smith, 1979) identified five ccifezii;//

for what he considered characterized a propefly
descriptive theory for psychotherapy:

(1) a description of the theorist-therapist as
.~ meaning transformer of the situation;

(2)- a description of the way in which the meanlng

transformation becomes convincing to both
- therapist and patient; &

(3) a viewing that is as thoroqghly attentive to,
and descriptive of, the therapist as it is of
the patient;

(4) a detailed concern and investigation of the
l1ife-world meanings of the actual activities
of both theraplst and patient as they work
together.

(5) all these descriptlons must be open to

- consensual validation.

The study, particularly attentlve co and
descriptive of the therapist, did not include
descriptions of experiences from the client
perspectivel‘ The investigation should be viewed'as”an
incomplete though essential first step toward a
descriptive theor} of perticular.difficulty in the

psychotherapy situation.



2.9 Resistance and Experienoipg.of Difficulty 4
In examining thé literuture on psychotherapeutic
‘resiotance,and thé phenohenological parodigm‘for
research, it became clearer thét there was something
fundamgntally missing inrtho 1iterature on resistance;
namely, systematic and rigorous studies of the
therapist's and/or client's actual experiencing of
resistanoe, or particular’difficulty in the therapy
situation prior to its explanation in tue takgn—fcr—yw
granted world of natural science. Occasionally, one
"can find isolated descriptions of the éXperiencéoin a
brief and Superficialimanner: However, they have been
incomplete in their portrafal.of‘the experience for
which resistance serves as an explanation;

Melchenbaum and Gilmore (1982) noted that “every
.therapist knows those frustrations and worries that a
_creatively resistant client can release. The least and
the,most‘gifted therapists have each felt the
‘irresiotible resistances of the most dedicateu olient&"
(p. 133). Basch (1982) wrote "when a patient cannot
Dally himself with us and is unable to stép back from
his own behaviour sufficiently to lot us 1ook'together
at what he is doing to hlé}elf we find ourselves
frustrated {n our therapeutic efforts (p. 4).

Anderson and Stewart (1983) observed: &

83
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However well thé€y know that resistance is to be
expected, when they encounter it._therapists can
become frustrated, insecure, evyen actively
rejecting of their clients.... JYoung or
inexperienced therapists are particularly
‘vulnerable to personalizing resistance . .
interpre g it as rejection or as confirmation of
their lack of skill.... Even experienced
therapists can be vulgerable- to or be trapped~by

.~ the negative effects of resistance. While they
may_be somewhat less likely to take it .personally,
th5§ often find that the cumulative impact of '
coping with ongoLﬂggﬁgéistance can Yesult in a
loss of creative enengy and an increase in therapy
fatigue. (p. 2). § R

Instead of providing gdditionalldescriptive
informapion of therapists' exp;riences, these authorg.
rapidly swifcheE‘to theoretical and objective modes of
understanding. “Anderson and Stewart .(1983) anl Stream
(1985) devote‘gheir efforis to explaining resistance
and to.Suggesting>meth§ds for overcoming or mastering
resistance. Studies Qeresistance; that is, of
particulaf‘difficulﬁy in'a lived psych?thérapeufic
gituation on the part of the therapist, havé not
occurred with an eye for éxamin%ng hcw therapists
~construct ghe meéning provided to the experlence.
Viewed throggh the lens of theoretical models, an
unders;gndi;%.of resistance\is often consistent with
one's‘adOpted theory rather than one's experiencing.
In distancing théfapists from,gkeir 1ivedfexpériences,

an important aspect of the psychotherapeutic situatiﬁn

may have been omitted.

£l
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I s&ﬂgf? that this manner of knowing resistance
has been incomplt for theraplsts for one of the
egsential aspects of the experlencing of particular
difficulty or re51stance in psychotherapy is that 1t is
indeed a very personal experience 1In splte of
elaborate theories that have been developed for
explaining and mastering resistance, one cannot p01nt
to a'single rigorous account of the perfonal nature of

I,
its ﬁanifestations asvdefined and experlenced by

theraplsts.

o~ - “

2.10 Present Study .
~ : | .
. Given the inadﬁtuacies the literature has revealed

for studying those e;periences for‘which resistance
serves as an explanation, the current study returns to
the concept of resistance and proposes a descriptlve
frame for investigating and revealing its essential
aspects in the form of particular difficulty.
Therapdst-participants were asked to provide open and
nondefensive descriptions of situations where they

experienced[particular difficulty with a client.

A detailed account of the way in which the

o

AR

u}descriptions were obtained and of the procedures

I3
ok

®
ty

b
i

N

followed in interpreting then, is given in the

following chapter.



- 3. METHOD

‘ b ’ . L ]
3,1 Introduction .

-

- Prior to implementing’ this investigation, a p{}ot

‘'study was carried out utilizing.two therapist-

participants., They were asked to provide wricten
i ' :

accounts of situations when they experienced themselves

being resisted in a therapy‘sitdation. After the tapes

‘.

were transcribed into protocols and -after reflecting
upon Q%e content, I returned to the partic‘pants and
isolated areas of description which appeared to be 1in

need of further elaboration. Descriptions, were
>

organized into self-originating and world-originating

.

experiepces. ‘This was followed by‘an identification of

themes for each subject, across subjects and-a

. " \\
discussio:.. \

The purpose of thevpilot-spudy“ias to test ‘the
“fesearch question forlits ability to generate
\descriptfwe information, to .test metho&s for’obsaining

elaboratibns in follow-up oral iq}ervigws and to obtain
preliminary data for testing out meth&?s of
1dterpre£ativé analysis. ~ .. '

The results demonstrated that the research

questions were guitable for generating the desired

86
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: 1
ﬁmformatﬁxn: Given the pﬁ:pensity of therapists to use

explanatory language reflective of canceptual
influences upon their work, follow-up interviews were.
indeed essential for getting beyond&interpretations and
into essential descriptions. The follqy -up seSSions

I
were effective for adding additional insights to the

initial descriptlons.

As hoted in Section 1.3, the research question was

.

« a centre of discussion during the candidacy exam.

4
Subsequent to that discussion, the research'question

was modified so that the focus of this investigation

emerged to centre around an examination of particular
difficulty in psychotherapeutic situationst

Although not focused apon during the candidacy
exam,rI foun% the method of descriptive-int&pretative
analysis utilized in the pilot study to be inadequate.
In particular, the separation of experience into a
world-pole and a self-pole was ar itrar; ahd 1n2ccurate
forﬂrefleeting upon how one exists in the world.® A1l
experiences and all situavions.are uorld-originating,
directing human beings tolrespond in a meaningful
manner. As a participant in a 31tuation, “the life-
world is co- constituted through the horizons that one

attehds to and through the meanings that one brings to

a situftion. One cannot separate 8 self from & reality



of being -in-the- world. Subsequently the method for;':'-

analysis was revised to- reflect the inherent unity of

human experiencing. At the same time I recognized that igf

as an interpretative effort my bidses remain part of

t

what is uncovered from the very mannér the research

questions were posed follow -up interview structured

[
i

descriptions organized and themes identified in each

situation.

3. 2 Participants

Eleven therapists were "asked to participate in the.'“

study.. All.agreed to take part. Ong participant
dropped out because of her inability to actrilly-sit

“down and do the initial description. Ce P
| Cri eria for Being Asked to Participate: In_ordergl[
to enhance the validity of this investigation,oigiy};/ix
were required to posseSs a M,S.W. f—~ B

g\ e
clinical social work or M.A. /Ph D in clinical OT ¢

participants,

counseling psychology and at least five years of post—_'
graduate experience doing psychotherapy. As well, I
wanted to enlist therapist-participants from a Vide.‘tl

%
\\_Qkpectrum of orientations and employment situations.
. e

3.2.1 General Description of Participants-'

Eight males and two female therapists took part in

C | .
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"this stddf " The mean‘age of partic1pants vas 42, 4
years with an average of 8.5 years of experience.:“‘i Four.
@participants held Ph. D.'s in counselling or clinical
bpsychology, one participant held a M. A. “in clinical
.psychology and five participants held M.S.W.'s in,
olinical social’work " Employment settings and gsrsonal :
orientations varied. A short‘;ummary of,each
“participant .8 background follows Names are. fictitious
to protect the confidentiality of ‘each participant

o (l)l Debbie is a 37-year-old who ‘obtained a M. S %
‘from a wniversity in New York City Debbie majored in
casework and- group work and has gg:rteen years of T
clinical experience. ThlS includes four years in a
voluntary hospital, three years at an outpatient clinic
1for mentally retarded clients and one year worklng for
a department of publicg health ‘Her mainvorientation is
Vpsychodynamic At the\tlme of this study, Debbie was
. employed as a primary therapist in an outpatient clinic
serving primarily chronic psychiatric patients. The

role of & prThary therapist in the outpatient clinic is’

to coordinate 311 the services the cliant rece}ves and

to prov1de therapy. The primary therapist is part of a
‘team assigned to wavk with the client. Other members T
of the team include the consulting psychiatrist who

looks after the clients' medication needs and may



, clinic., It w1ll be referred to as Dl 1n the text

»

50

s

.

become involved in dolng therapy and a case manager who
is responsible for helping the clients obtain adequate

~housing, @tqpnge financial help and bec0me involved in,

workshOp programs. The clinic is based on the medical:

model The primary therapist is responsible for

coordinating the case and record keeping :éﬁ_m

. ——

consulting psychiatrist has final word regarding
PR

‘ treatment - The- 51tnation she chosé"was from this

Y

l

(2) Larry (57) holds a Ph.D. in clinical

psychologw frok a prominent university in New Jersev

. Larry has, a total of eleven years of clinical

experience.' This includes eleven years in private

practice'@nd four years vorking in a community mental

health clinic. Larry's areas of specialization are

children and adolescents. He present®d h§§. major

orientations a5 systems and behavioural. Prior to

becoming a clinical psychologist, Larry‘vorked many

years as an electrical engineer and in public relations
for I1.B.M. His.case was chdsen from a private practice

\

experience. The case will be” yeferned to as D2 in the

'.c

text. o f VL

(3) Peter (45) holds a H S w from 2 university

in New York City.‘ Peter/s majo: was in clinical

practice and his’ major orienbations are family systems

\‘ \,‘. .
Vo
e =
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A 4
and Erik Erickson's Life Cycle. ‘He has a fotal of six

{ Y Sw :
‘years experience 1in clinical work including three years

inpatient and two years outpatient at a psychiatric ';
hospital and one year as a counsellor at the YW/YMHA

%@s well, he has developed a partftime'private rractice
‘over the past five years. Cutrently he is employed in

enﬂoutpatient clinic of ahpsychiatric hospital. His

presentation was chosen from among his cases in an

~

/"appatient'facility and will be referred to as D2 in the

text.

' (4) Tom (46)sholds a Ph.D. in clinical psychology

froh7e universityvon’Long Island, New York. His major
v is'inaclinical‘practice and his main orientation is
psychodynamic ~ Tom has a total of seven years
experience in clinical work includlng two years at a
rehabilitation centre for the mentally deficient and

five years at’ community mental health centres. In

addition. he has developed a part-time private practice

X

over the last five years He {s currently employved at

8 community mental health centre. . The structure of
icommunity healkh centres are gsomewhat different than

outpatientﬁclinics. “Like outpatient clinics, the

consulting psychiatrist ‘must place his or her signature

on all treatment plans. However, the therapist works

in a more autonomous fashion Besides the intake
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meeting, the psych}atrist will ~nly have contact with

the client when’neggéséry. A1l **  ther:py is carried-

out By the therapist. Com~ r L menzal hes'th centres
L I 4

serye.clients who are les vss _ ‘enal thar

b “
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outpatient clinics. T e gene:all; io ot entloy case
managers. The theriﬁist_sp« ds most ~f his time doing

/“

1*€he;apy.' Tom's presentaticn wa' 7 .03, iro. among his
f” éxperiences ig the men:al he 1th ceatre =7 will-be
»feferred to és D4.
(5) Saul (32) holds a Ph.b. iu clinical
‘ psycholdgy from-a university in Rhode Island. His
major was in clinical and ¢ommunity systems
psychology. Saul's major orientations, are-
péy;hodynamic and family systems. He has a total of
twelve years experiencé including one year at a
university counselling centre, six years at aﬁ alcohol
unit and the past five yéars in a community mental
health setting. Currently, he 1is employed in a
community mental heaith séq;ice and has a part-time
private pfactice. His case was chosen from among
clients he had seén.in the communityﬂmental health

: ¢
gsetting and will be referred to as D5.

>

(6) Bob (43) holds & M.S.W. in\ﬁocial work from

college in New York City. His major is 1in social work
' 4

administration and he prégented his major orientatfon
o, :
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A P
as behavioural and medical.. Bob has a total of five
~

years experience including one year at a rehabilitation

.centredat a psychlatrlc hospieal and four years in an

optpatient setting. He stated his area of

N

pecializatlon was with chronic psychiatric patients
Bob's example was chosen from among his experienceq/iej
an outpatient psychiatric centre and will be referred
to as D6. |
(7) Sandra (35) holds a M.A. in clinical 3

L]

psychology from a university in North Carolina. She

majored in clinical work and her main orjientation is //‘“

eclectic. Sandra®as a total of ten ygars experiencé
including five years in an inpatient ard in a
o3

psychiatric h05p1ta1 and fige years in an outpatient

clinic working with groups. Sandra s case was chosen

from amoﬁg‘her past experiences ir the outpatient ]
clinic and will be referreg to as D7.

(82 Ken (44) holds a M.S.W. from a college in New
York City. He majored in social work and his main
orientation 1is %amily spétems and ¢ “ent centered

-~

therapy. Ken has a total of ten years experience

i{ncluding four years in a psychiatric hospital (two
y , :
years inpatient and two years’ of

nt) and six years
in a com unity mental health seil : :%Ken s

presentation was chosen from a&ong ﬁss past experiences
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in a community mantal health centre and wi

referred to as D8\ > ¢

< (9) Arnle (44) holds a Ph DCTLn huma

Ya

11 be s
: *

)

nistic \\

, (
psychology from a university in.Connecti THe- 2. ¢
& ’ N
majored in children and counselling asd his major

orientation {s cognjitive- behavioural and R
Arnie has a total of twenty- *two years expe
including two years in a residential getti
adolescents, ‘three years with emotivnal ch
years 1in an outpatient psychiatric setting
'years in an inpatient psychbat(?ﬁwsettlng
“'was chosen from among his expeglences in a

psychiatrlc centre and will be referred to

N
ogerian "

rience
ng for
1ldren, three

yand fourteen
His cajg/‘

n inpatient

as%ﬂ9

(10) Mike (34) holds a M S.W., from a colle e in

New York Clty. He majered in ind1v1dual p
TN

and group work. His malor orientation is.

sychgtnera

group Mike

has eight yearsrexperience including two ykars in a

community mental health centre, two years

inpatient p ychiatric hospital and four ye
outpatient psychiatrio hospita{7 Mike's e
: . _
chosen from among his experiences.in an ou
intensive day treatment program.and w 11" b
as D10. '
o .o _
(
See Table )} in Appendi 3 for employm

and Table 2 in‘Aﬂpendix 3 for entation

N

in an

ars in an
xamplerkas
tpptient

ejreferred to

ent summary

summary. ¢

\
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3.3 Method J - ) C A y

//Potential participants*were orillted to the
philosophy, objectives and me;hod of this study through

a short introductorv paper I\prepared and distribused.

Those who consented to participate vere asked to ~t

provide written accounts of their hemory of -
experiencing of ongoing difficulty in a ) -

psychotherapeuticsituation. This method of data . g b

gathering provided participants with the Opportunity to _ AN

generate descriptions through situations which they “

themselves 1dent1fied as heing relevant to the problem

at hand As Burbridge((1977) suggested, the use of - ..

situatio? allows the partic1pant..not the investigator, /<; |

"to determine the beginning and end of what he had

lived througn" It also provides for ?xplic1t / | /e

recognition that it i{g in a situation that phenomenau
"originate‘and are lived" (p. 84). 1In Appendix 2,
Debhie's written descriptions o%%%er work with.Janet.is
presented. ‘

¢ The next step;xas to begin to reflect upon the
protocols, I read and re- read each protocol with the

aim of uncovering initial meaning-componen™s and with

the aim of identifying aspects in the written accounts

that were unclear and needed furtner elaborazion.. For
example, in Debbie's written accoun’, she wrote:

¢

~

Joo
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,..What I did find frustrating we(e the changes in .-
her personality which ‘evéntually became
predictable but- which always felt like receiviﬁ%\a
curve ball:

b
I asked myself questions like what dld she mean by

" "find frd@tnating How did she experience being

v

frustrated'7 What did she mean by "receiving a curve

ball"? "How did she experience receiving,a curve ~

ball"? "It seems like she 1is referring to Janet's )
\ : !

{nconsistent behaviour". "In what way did she o
experience the ifconsistent behaviour™? ‘ "How did it { ° j
. lb .\‘ -

\\ffect Debbie"

I proceeded to interrogate the writterr

N -
\

. —-/; r
descriptions in this\manner. I marked the text areas

~ @

about which I wante#tadditional information and wrote

out the/questions I intended to agk infrfe following"

interview?
’ Within a maximum of thrge weeks T returned to each

participant for a taped intgyview. I asked the

participant to begin reading om a typed .gopy of the

original description. This method was a modification

™~
‘0f the approach utilized by Burbridge (1?77) in his.

EY

investigation of the experience of being. frustrated

It was chosen to help the participant re-orient to the
a h =~

~—

*

protocol situation. Participants were, asknd to stop at

points in the text which I had earlferxﬁarked and T'v °

‘ N
-

oL )
A ) ) .
- -
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askéd questions for purposes of elaboration and
clarification.‘ I turn to Debbie's text to exemplify
the process of the idterview in the fbllow—up. The
section“asking Debbie to elaborate on her statements
regarding frustration and "receiviiiga curve ball" is
presented. ~

"I+ .Let me stop you here. Tell me a little bit .
more...you found her frustrating and you said it
was like bpeing on the receiving end of a curve:
ball. Tell me a little bit more about how you
experienced that. ’

D: Well, I would begin to think that we had

a relationship and that perhaps she would call me

when she got into trouble or she wouldn't do some

of the things that she did just because of the
relationship, and I found out that the
relationship had no influence on her behaviour.

I: What kinds of things do you recall saying to
yourself in face of this frustration? Any kinds
of body reactions, tensions, -or anything like
that? :

‘o
D: Well, I think when I would get angry with her 1
would just kind of distance»dyself from her. I
would get more formal, less sort of buddyish and I
would sort of step back into the role and be more
formal when I got angry. What else do I do? All
gorts of terrible thoughts (laughs).

I: Do you remember what kinds of thoughts?

D: Well, I began to think that she had no conscience
and that really bothered me. I guess she touched
of f things that tend to be my pet peeves, which are
people that have slightly sociopathic behaviour. I
mean, that is a term, but when you deal with
someone, you see they really don't have a
consclence. I mean, nothing really bothered her
and that lying didn't. bother her at all and that
bothered me. I don't want to have a lot to do with
you if you're going to lie. Not so much to me, but



98

to other people. _ —

I: You said, "gometimes I got really angry when she
was like that". ‘“What was it like feeling angry?

D: It didn't bother-me. I just knew 1 was angry and I
" would talk to somebody about that and...I would '

mostly go and talk to the case manager and tell him
how angry she was making me. I would also talk to
the psychiatrist but the psychiatrist seemed to
feel that she was doing all right because she was
taking her medication. I mean, she seemed to see
her in more of a positive 1light-than I did. She
was' complyin' with the rudimentary parts of o

€,

treatment, -h is that she was keeping . g
appointments? . ith her and she was taking Prolixin
shots. ’ '

v

I: Were you able to feel your anger anywhere in your
body like a flushed sensationgor...?

<

D: No. (Continues to read) She is then very

' appreciative of help and I felt that I was
beginning to have a trusting relationship with
her. However, within. the next week, she could
become Vvery angry, hostile...towards me and the so-
called relationship I thought I had with her meant
nothing.

Debbie began to c1a;ify how she felt when she was
at a receiving end of a cgrve\hLll. %I did not Tind her
response sufficiently illuminating and I returned to
this aspect of the experience later in the interview.

-

S~metimes reéponses were not connected to:my
qﬁestion aithough important information did .emerge. - An
e;aqp1e was Debbie's response to my question about some
of the trings she recalled saying‘:o herself in face of

her experience of frustration. Her ini‘lal response

related to what she remembered doing in dealing with

’



the frustration. Initial’ e :med to respond to
her own anticipations and = ;e:staidings}‘ However, at
the end of the response she stated: "What- else did I

do? All sort of terrible thpughts," apparently fe—
orienting herself to my question. I utilized her
statement to follow up and repeat the original
question, wﬁich Debbie then responded to directly.

At times the'elabqrated descriptions would be
unclear or insufficient and would be in need of further”
clarlflcation .+ My questions in these situations would
be spontaneous and aimed at increasing an understanding
of the particular aspect. With Debbie, a short second
interview was done as I continued to be urnsure about

L} -
how she experienced her value judgments -as being (
positive and enhancing in the s%tuation; The»comﬁ}é%e

summary of my follow-up conversations with Debbie is‘

———

presented in Appendix 3.

3.4 Data Analysis

After a transcript was transcribed, I read and re-
read the transé?ipt on several occasions to gain a
sense of the wholeness of the experience and to start
identifying meaning-components. In the process I re-
wrote eash protocol combiping the written descriptions

- and elaborated transcript. The purpose of re-writing
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was two-fold: \to reduce the material to one manageable
. o

document and to gain closer proximity to the essences

‘of the experience forvﬁhe ﬁarticipant. . The

participants' own words were utilized to the maxiﬁum in
“-the re¥write,~which is in keeping with\gh§:1ntent of
‘descrip;ive studies.

Each re;written,script was examined aﬁd identified
meaning-components were marked off.. Examples of
‘meaning-components were then ;e—written under thematic
headings. The repetition qf a ﬁeaning—component was
not required for a gartrcular description to be
considered a characteristic of a participant's
experience. Appp9ximately five to nine meaning-
chargcteristics f@fé\identified in each script. As I
went through thekscripts, I began to note which themes
were common to two or more participants and which
themes were unique to that partiéular participant,. ‘Six
themes were identified as being‘common to all
participants while ten additional themes were
id;ntified as being unique to éome but-not all. 1In the
following chapter, two cases are~Presented to provide
thelreadef with a sense of the wholeness of pa;ticipant
experiences and to contrast those ‘experiences as to ’

their shared meanings and uniqueness. This will be

"followed by a summary of general and specific themes
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identified from examination of-all ten scripts.

While the findings do not repfesent an exhaustive
uncovering of all meaning-components, théy dq fepresent

, .

a step toward‘increasing our understanding of the
essences of the experience of particular‘diffic lty in
ktherapyj " They also reflect the meanings and ‘interest
I brought to the interaction with the participants an
their descr{ptions.

We turn now to the case studies and summary of

general and specific themes.



I [
.,

| 4;; MSCRIPHON OF THE EXPERI% )
n & T A
4.1 Presentation'of Two Cases o
Debbig's description and Petéf's déé¢r;ptigﬁ 
were chosen to illustrate the holistik naﬁure wa
therapist exberiences. The two cases-Qeré:chosen-
from the ten available cases because-of.;heirv
contrasting nature. While they shared
‘characteristics that were common, thefé was also
profound di@féfences in‘;;w each expe?iénded
particular difficulty in their situafions; Theéé pwﬁ'
examples de%Onstrated for me -:the wide raﬁge of
possible meanings that could be given td}aq

experience of particular difficulty.

4.1.1 Summa;y of Debbie's Pfesentation

Debbie, it will be recailed,‘had wdrked;ih"
Jifferent settings and was employéd as é priméfy
therapist 1n_anioutpat1ent clinic serving primarily -
.chronlc psychiatric patients. She chose the case of
Janet, a 27-year-old female for whom Debbie had
provided therapy‘services, from her experlenceS'at
the oufpatient clinic. |

In introducing the cass, Debble provided

contextual informatlon about the nature of the clinir

102
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where she yaé employed, about the kind of clientele

“she perceived as attending the clinic and about

¢

Janet's previous experiences in therapy. For

—
v

example:

N

The clinic is an outpatient unit of a state
psychiatric hospital.... The focus of the clinic
is to treat the more chronic clients in this
county and that often translated to mean the
‘clients with less motivation for treatment - in
general, less financial and emotional stability in
their lives.... She has been in psychiatric
treatment since age 16.... She had been treated
for more than three years and was no longer
keeping appointments or complying with treatment.

Debbie recalled that her first impression of Janet
had been sympathetic. She had been sensitive to what
she perceived as Jgnet's feelings 6f being rejec£ed
L);hen tranéferréd from the,couﬁty‘clinic to the state
outpatiént clinic.r Debbie reassured her that she was
willing to work with her. In‘tieclly, Debbie
experienced a tfusting relat ‘onship as emerging through
their contacts. During a two month period, Janet had
_ been victimized on a number of occasions including a

and being physically

4

break-in to her apartmenp/
—_— S
assaulted by different males. Debbie recalled that

Janet would confide in her about those experiences-and
abut her fearfulness of people. Janet was initially
"%fgjing to follow through on suggestions and she [was]

¥

then very appreclative of help". Debbie projected that



a trusting relationship had deQelbped which co.ld be
used by Janet as a wvehicle for staying out of the'E}nd

Yo coT o
of trouble she “ad been getting into. -

€.

Gradu;iiy, Debbie came to exﬁerience heréelf as
repeétedly being on the receiving end of a "curve
ball". Although Jaﬂet presented herself in therapy as
someone who "would talk to me Qery sensibiy," "shéw
some insight into things" and "sort of sound good,"
Debbie learned that JaJet's behaviours in everyday
situations were not consfstent with her self-
présentatién in‘therap;.‘ In c0ntécté with counsolors
from her residence, Debbig‘diifovered that Janet was
canstantly fighting and breaking household rules. When
bebbie confronted her about the complaints, Janet
attempted to pregent Aerself in a positive light and
lied about the actual details. In Debbie's words:
I saw that Janet lied repeatedly about her .
behaviours. She also lied to me in therapy. She
broke the rules and denied breaking them. She '
lied and denied. When confronted with it, she
would lie and turn the whole thing around.
Debbie felt "foolish...going\out on the limb for
somebody who was used to lying" and ultimately>ngbie's

experiencing of Janet transform:d itself from a bellief

that Janet wanted to be helped and that Debbie cnuld .

4

help her to a belief that Janet was a lying, decelving

individual whose behavioﬁr was beyond help.



increasinzly affected b}.Janet's behaviour.

&

Deb;ie~experiegced herself as becoming

4

frustraton, anger and helplessness characterized her

experiencing of Janet in the relationship. Debbie

Jescribed her reaction to Janet's behaviour in the’

o
©

é%gmmunity>re§}dence in the following manner:

———

I was angry at her., I thoight she was acting more
like a three-year-old in a 27-year-old body and
wouldn't accept it all so she turned everything
around so she had nano part in it.... 1 got
annoyed. It was a coward's way out...

The making of different value judgments about

Janet's beheviour, attitudes and decisions became

common for Debbie. She stated:

have

I began to think that she had no conscience and
that really bothered me. I guess that she touched
of things that tend to bk my pet peeves which are
people that have slightly sociopathic

behaviour... I really felt she got what she
deserved....

In describing her reaction to Janet's decison to
a tubal ligation, Debbie refnembered:

I felt in some ways that was a responsible
decision on her part but again with-that I also
felt it wasn't responsible. I felt it was an easy
way out of her just wanting to be »>romiscuous so I
did have value judgments on that but with that I
went to talk to the psychiatrigt and we talked a
long time about it...

.

Drawing from her.orientation for doing therapy,l

Debbie concluded that Janet's behgviour was evidence

that Janet lacked the necessary psychic structure for
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engagement in therapy. In Debbie's words:

There was no persoﬁ?ﬁ core there that I thought
would help her to start developing insights into
her faults. I began to think that she had no
conscience. She continued to use mechanisms of
projection and denial in her dealings with others

‘and often seemed to have no conscience.

Subsequently, Debbie drew a distinction between -

aspects of Janet's behaviour such as her paranoia and

fearfulness, .which she viewed as being caused by her

mental illness, and aspects of her behaviours such as

her acting-out and lying routine which Debbie contende

/

~

was a function of her "pers%%al code of etHics [which]

allowed her to lie, throw temper tantrums and

essentially do anything she felt to gep her way".

Debbie asserted that often Janet'é belavioq? "bordered
k-]

on the criminal,"” ‘and that at times it could be more

effective to treat her as someone who broke the law as

opposed to being treated as a psychiatric patient. Sh

stated:

She should really be treated more as somehody who
was breaking the law than as a psychiatric client
for I didn't see it a3s anything that had to do
with her illness.... I didn't find her more
flexible or willing to listen to another way, but
rather saw her stuck in a groove which was
comfordtable and which she had no motivation to
change. She has been personally arrested and
spent a few days in jail, but her family bailed
her out. I think she will be there again and may
finally decide to change on fear "of repeated
unishments like that.

An additional feature of the experience was

106
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Debhie's assessment of not %aining any influence over

Janet's behaviour. The following conversation between
L )

Daybhie and%@@self exenplified - her sense of
powerlessness and frustration:

I: You've mentioned the term frustrated 1 lot.
It seems.like it has been a major part of
your experience with this girl was the

“frustration. How did you know in thys-
particular case that you were feeling )
frustrated? What kinds of things wgre going
on for you? o - '

Debbie: Um, I would get a phone call from the
" community residence telling me about this,
this, and-this, and I would be really upset
to hear all of this, of what she had done
and that is how I would kxnow that I was
frustrated.

I: When you say upset....
.
Debbie: Do you mean like do I feel it in my body,
upset? : '
I: Yeah. s/
“Debbie: My voice gets louder and I sigh and I, it's
- sort of a feeling of resignation, you knnow,
ach, not again, powerlessness. I can't help
you. I can't do anything to change .her so
don't look at me. I know I am her therapist
but I ‘an't help it. ‘
Debbie continued to maintain a relationship witﬁ
Jznet because of what she viewed as being the role of a
therapist. She did not like many aspects of Janet's
behaviour and she clearly states that in any other

situation she would not have continued in a

relationship yith her. In her words: ‘1
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anger, Débbie distanced herself from Janet. She

f
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. e oy , ‘ .
1 mean, hofﬁZ;;/really bothered- her and that lying

didn't bother her at all and that bothered me. I

don't want to have a lot to do with you 1€ you're

3o0ingy to lie.,
e

‘A’ )

/In respondlng to my. query abouyt tHe uniqueness of the

~.

difgiculty in this s}:uaﬁion, Debbie observed:

Well’, I think the fact that she is a client you
have that responsibility to keeP on hav1nb a
relationship to somebody whomg§@# may not like
after a while or you- may di gve of things
whereas if it was just -a; %ﬁ

p person, you -
probably wouldn't have a dh nﬂVot to do with

them. The fact they are a client, you have to
keep on in this relatlonshlp

To deal with her feelings of frustration and-

“recalled:

{

I think when I would get angry with her, I would
just kind' of distance myself from her. I would
get more formal, less sort of buddyish and. T would
sort of step back into the .role and bé-more formal
when I got angry,..., I distanced myself, That's
what I did. So i think that 1s what happened. I
got frustrated and so' I distu.nced. The last two ~
months that she was at the residence she was not
doing well but I wasn't seeing her that often
because I kpew it would just lead to a.discussion
of how it wasn't her fault and I just felt that I
couldn't so I backed off a bit.

Elsewhere, Debbie commented how distanc&ng was a

tjpital way she handled situations or people she was

3

frustrated with:

Similar, it is very similar.” I usually. get minor
frustration and I end up complaining about the
situation and it usually takes a while until I get
some ¢ ,ectivity about what is going on. T tend
to distance when I get frustrated with the

people. That's a real way that I deal with
frustration. I'll back off from the person so it



is really typicml of what I do. I, sort of talk-to
who I can and distance from the person who is -
annoying me. '

' NDebbie's experiencin; of ganet wasn't all
Rnegative. Debbie.occasion;liy experienced herself as
being hdbeful that Janet could?%kﬁdge.' She pointed to

’ : e .
he%—impigésive demeanour during sessions as influencing

Debbie to have second thoughts for a short period of

N Y
T

&&
I think the, unLgue part'of it w@s her ability to
sort of be-a nicer person at some times with me so
I would get hooked into thinking that we could do
a little change here even though most of the facts
- showed that you couldn t. Whereas with other

clients where you can't, you don.t see too much
glimmer or hope that you could so that you don't
get too much frustration. T think that with her,
her intelligence, ‘her humour, yéu know, something
that looked like, gee, maybe she can get hersel
together! As I*&eﬁ’ail_&ﬁgfe kinds of good
things, she just kept going downh111 in terms of

her behaviour.

time:

e

Debbie recalled being influenced by Japet's
physical appearance. When Janet came-to session and
w ‘ $
looked attractive, Debbie approved more of her. When
” ¢

she came to gession and looked.uractractive, Debbés wa§
more éisappr6ving. Debbie often experienced Janet as
unéttractive yhén she kneQ Janet was .ying

to her or had done something wrong. S1e remembered:

. )

It's interesting, well, it's int~--esting. Often
when she would come in and report something to me
and I knew she was lying gr I knew she had done
something that was vaguely illegal or violent I
thought she looked really bad. I thought there
was something really negatlve about her appearance
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and she had very short hair. She would crop it
very short so she almost would look like a boy and
there was just something down-and-outish about the
way she looked. When T approved more of her, '
. sometimes I tfhought she was attractive. Ske had
sort of a ©° Shdant way :of dressing. She \{yed
ner hair - rang - %gShe could look almost...well,
sometimes . “er: yas aluaost sompthlno dlabolxcal -
about her appearance to me.
. -
Debbie's awareness)of her own bodily involvement was of
’ v
her voice taking on an angrv,~qﬁ1ny tone when dealing
with Janet and of her need to walk "heﬁe and there" and

3

"to repeat things about three or four times" to

v

whomever wodﬁd lisﬁén.
. The sessions were terminated whije Debbie was on
vacation. Janet had left the community residence and
é?d nowhere to live. The case manager on Debbie'sd@ean
wanted to refer her to_thé crisis residence on the. p

‘hospital grounds and Janet refused for fear of being re-

hospitalized. Instead she chose to see a private

-psfchiatrist and stopped coming to the cliﬁic.

.4.1.2 “tmmary of Peter's Pregentation’
, Peter, it will.be recalled, was employed in an
;outpatient clinic at the time of this._study. However
he chose to exemplify his experi?ncing pf particulmf
difficult;'tﬁrough a description of hisv?xperiences

working with°Kathy, a 30-year-od female p&;i&nt, in an

B N N ., N 1 .
inpatient psychiatric centre. Like the outpatient
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% setting, the structure of inpatient wards are based on

 the medical model. The professionals work in teams and

LR

" the consulting psychiatrist carries the ultimate

cresponsibility for treatment., A majbr difference is

that patients reside in locked wards and must earn

theif privileges to spend a few hours a day away from

the ward by demonstrating ’appropriate behaviour as
defined by the‘team: The patient must remain in the

hospital until she or he 1is deemed ready for discHafge

by the treatment team.

Peter ihtrodqced the case by revealing theoretical
concepts ghrough which he envisioned Kathy's
difficulties. He disclosed:

The patient in queston that I had so much
difficulty with was a woman about thirty years of
age who, as best as we could determine, was
borderline personality disorder and this was my
first experience with someone of this nature. I
had some theoretical work that I had gotten ianto
with borderline, some reading, and basically
learned. they are one of the most difficult clients
to work with and you very frequently don't know
where you are with them and one of the most
significant things for the therapist is to realize
that the tremendous pulls and tugs that they
experieﬁce'fg-m their .client is’one of the .wvery
signs they have a borderline patient on their

. hands. ) -

» ' { '
Kathy revealed herself to Peter as someone who
. (] .
viewed Peter as '"all good"or all bad," as someone who

1

was '"capable 'of intense rage and yodld lash out

verbélly\}n the most vile language,” as someone who was

— . a
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a distrusting person, and as someone who presented

herself as a dependent, crying, démanding person. - -he
was dedcribed as someone whose emotions swayed d&
frequently and in an extreme manne: In the first

therapy encounters of this si£Qation, Petéf expérienced
himself as being confused, of not being in contqpl and
of ﬁaving no direction, particularly‘in the face of
Kathy's sudden verbal assaults:

¢..At that time it was like, I don't
believe.,.what the fuck are you going to do with
this? You can't do anything with this, nothing!

It is impossible because no matter how it is
expressed as long as it comes out...no, wham, it
is that fast! Good grief! What the hell do you
do with this? This is something. that I don't know
.anything about and I know that this is different
from all the others I have dealt with so far.
This . is new stuff and other stuff, it is not
working.

Peter further illustrates the difficulties in
working with Kathy through the following story:

...and you remember you passed .the farmhouse and
you say, gee, I don't know. Well,.I'll give it a
shot, and you start walking back and you start
talking to yourself about how this is not going to
work ot This is not. going to work out. This is
not going to. And that farm, I'm going to go up
there and knock on the door and I know

it, and you keep reading into this thing how
you're not going to get the jack you need. You
finally knock on the door, he opens the door and
say, yes, and you say, keep your fuckin' jack!

Although experiencing a lack of control, a lack

of direction, and at times, a desire "to scream at

the intolerance she seemed to show'" Peter fought
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against his own impulses to react to the here and now

of the situation: N

...It was vury disconcerting to accept the tongue-
lashing so vehemently offered and at the same time
maintain objectivity, be there for her next time
and not lose hope! How to get a gestalt of this
who actually experienced life in this way and with
that to be able to be empathic to her changes so
that my own countertransferential reactions were
not determining of what I did with her.

-Peter ws determined not to respond to the moments
of her mond swings. Instead, he recalled investing his
effort into finding an effective way to work with
Kathy. Scanning the written literature about
borderlines, Peter was not successful in discovering
ideas that would be useful for him in the project. He
cited that most of the literature was found in an
orientation that did not fit for him. He described:

This was a couple of years ago...about three years

ago...and much to my chagrin there wasn't very

much information around. In fact, people were
still debating where borderline comes from. And

I'm talking about giants in the field debating

what the essence of borderline is and how do you

treat it. The gist of the material I read was
psychoanalytic in nature and that was not a place
I was coming from.

Peter noted how the world presented him with an
opportunity to come in contact with practical
information through a random meeting at a workshop with

someone whose main interest was borderlines. This

individual revealed ideas Peter was able to identify



with and to incorporate in his work with Kathy:

.1 read her stuff and I gave her a call and§ we
talked occasionally on the phone and it gave ™me
kind of a chart and a direction and more
importantly it told me what not to do and the
principal thing she said was, watch out for a
hospitalized borderline because they turn the
hospital into the famiy and they never leave and
that is the most dangerous thing for the
borderline.... The second thing T picked up which
really helped me a great deal was to accept the’
rages and to allow them to work tHemselves
through.

Peter accepted the expert's approach as the way to

proceei;‘ His objective was to have Kathy discharged
from the hospital as soon asvpossible;‘ Furthermore, he
became much more accepting of Kathy and her mood swings

and no longer measured his own effectiveness as a

therapist by his ability to keep them under control.

In his words:

.I accepted her as she was about ninety-nine.
percent of the time. I got really pissed about
-one percent of° ‘the time and,was really concerned
more of, with all of this going on, what kind of
effective help is she getting in this process and
in hindsight I can say it was my constancy which
is what I knew she needed.... ...And in .essence
that helped me with my own =~xpectation of if I'm

an effective-therapist, th=r I'11 be able to
control the rages. If I can establf¥h trust, if T
can share e¢mpathy without producing a fear of

~engulfment, then I' m a good therapist for this
patient and she won't have to go through her
rages. Well, not having that burden anymore gave
me a great deal more flexibility and in a sense I
was allowing the client to be mnre who she was, -
accepting that and just moving right along in a
steady course toward discharge.
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A main source of Peter's being affected was
related to his experiences'of other profegsiona}
personnel and how they reacted to Kathy. Note the
following dialogue between Peter and myself about how
many of Fhe psychiatric“residents responded to Kéthy:

I: "How did other staff react to these kinds of
behaviours? What did they do?

Peter: They wanted to kill her.
I: Her doctor, TA's? —_

Peter: Well, we had a series of doctors who were

psychiatric residents. Depending upon their
responsibility, they had different .

reactions. Those people that needed to be
liked by the patients hated her because
there was no way.... She sucked you in by
saying, oh, you're so nice! That staff

. member couldn't take it, really began to
hate.... Sure, hate the patient because
that is the kind of patient that doesn't
give you what you want if what you'want is
approval. She is constantly shifting and it
is not based on what you are doing half the
time. '

LLater on, Peter expanded and explicated how a
hospital setting was not conducive to his client's
well-being:

Her stuff, her pathology in a sénse gets fed at
the hospital in a very precarious way! The
hospital can't avoid it. There's no way it can
change itself. I think also, the borderline is so
destructive to the functioning of the hospital,
that she generates a tremendous amount of anger
which doesn't do her any good.

Peter felt frustrated about his inability to

convey to other professionals the sense of confidence

'
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he had about Kathy. He interpreted the,repéated

rejection of. Kathy by community residences as a sign

that places were searching for reasons to reject her.

Peter resented this and let others know:

It wasn't easy and it was very frustrating at this
end where I was always looking at her baseline and -
trying to ignore her shit and T couldn't really"
convey that to people in a way that would give

them a sense of confidence. They were only.
interested in, give me a reason to reject you, go
on! And there's a lot of shit like that and I
really resented it and I let poeple know.

Uniquely characterizing this experiehce was that

Peter felt stimulated and challenged in the

situation He viewed other therapists' rejection of

Kathy as particulary appealing. He stated:

A

I must admit that there was something that
appealed to me about -having a client like her and
that was that nobody wanted to go near her
therapeutically. They literally didn't want to
hgve anything to do with her. I ink that kind

of a challenge I enjoy. I think 1t is a matter of
being a perosn of last resort and also provides me
with the opportunity of really working by Lnstlnrt
u§ing a lot of intuition....

Peter continuously questioned the extent of his

effectivgness and whether his expectations were being

met:

y

S

Well, what is she getting out,of this clinically?
With all the ups and downs going on, where .is the
baseline? What's important clinically is where —
the baseline is moving. Is it moving in an
overall more secure, less dependent manner?

Peter reported the projéct was neveri¢ompleted as

[
N
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he accépFed a positiion in a different agency. In the
process of preparing Kathy for termination, Peter
thougﬁt that their disengagement could be disruptive
fer Kathy as past information about Kathy indicated
gﬂa she experienced difficulties in circumstancés of
éepa ation ‘and was intoleréht of lonelines;, Iﬁ
wanting t; terminate ih a way that would be least
damaging for Kathy, Peter deviated slightly from his

typical actions in the termination process by accepting

v
a couple of telephone contacts with her.

She called me and I came back to the hospiLal *o
be there and I ran into her. She called me ut
home a couple of times. How are you doing, hcw
are you doing? Gee, could you come up ana v it
me? All that type-of thing. She had got this
problem and that problem and how are you doing?
(voice raises) Oh, I'm doing all right, same old
stuff and then she would rattle off a few
diatribes about this fucking cocksucker and that
and so on and we'd have a little chuckle and a-
little laugh and so I ask the same old stuff for
you, right? And I'd say, yeah, you hanging in all
right? Yeah, I'm hanging in all.right. Okay, '
good. If I'm up there and I have the time, I'll
come in and see you . And there were two or three
of these and that was it.

.
~

In the postscript, Peter questioned the very die
in which Kathy had been cast; that is, whethef she wés
in fact "Borderline". ‘He reﬁalled that Kathy had
sucﬁessfully maintained a ten-year reiationship with a
man, which was vefy unusual for someone who was, in

fact, borderline. Queries were raised about the

- ¥



effectiveness of a medical model for helping Kathy
about what a non-medical person can do in a wvery

medically-oriented kind of facility. He reflected

"118

and

-As I think back on her, I remember that as a
borderline client, the fact that she was able to
maintain a ten-year relationship with this man who
himself was not a winner but that's not the-
point, The prevailing notion is that borderlines
are incapable of maintaining any kind of long-term
relationship with anybody so I always questioned

_ whether she was really in fact borderline and of

course she had the usual paranoid schizophrenic
diagnosis.... It's one of those clients where a

medical model of diagnostic category and the

treatment doesn't necessarily follow all the way.

We find that most of our borderlines are

refractory to medicaton. They are of short-term
use at best. There's an interesting case of what

/ . .
do you do as a non-medical person in a very

medically kind of facility in which K was. That
was a place where the psychiatrists decided what

would Eakﬁ ~lace in therapy.

4.1.3 Summary .. che Two Presentations
What clearly stands out in these two case

presentations are the differences as to how each

characterized their experiences. Debbie experienced

tremendous frustration and anger toward Janet as the

sessions continued. Debbie became judgmental and

Q
. experienced moralfindignation toward some of Janet

's

behaviours and decisions. She appeared to feel very

uncomfortable in the’ﬁituation. In contrast Peter
increasingly felt good in working with Kathy. He

experienced the situation as stimulating and
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chalienging. ‘He joined together with\Kathy achiéving a
consensus with her about working towardS~dischérge.
What he experienced as frustrating and irritating was
in how other professionals experienced Kathy «and their
unwillingness to give her a chance. A major difference
in th they characterized their experiences may havé
been a funcfion of the different orientations each
therapist brought to the situation. This will be

discussed in section 5.3.1.

4,2 General Themes

The six characteristics identified as béing common
to all participants were:- (1) béing frustrated; (2)
experiencing particulérly strong emotions, (3)
experiencing uncertainty 1in their actions, (4) not
being effective, (5)-struggle and diétancidg{ aﬁd (6)

experiencing the situatinns as extremities.

“«
|

& An elaboratioq of each theme follows.

7 .

Pl

\
\

4.2.1 Being Frustrated

s [

All participants identified frustration as a majlrfu
characteristic experienced in the sit;ations as
remembered. In D1, Debbie recalled being frustrated by
Janet's temper tantrums, repeated lying ;nd |

manipulative behaviour. Debbie felt like she was
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receiving a "curve ball" from Janet, never knowing what

to expect from her in or between sessions. In Debbie's

words:

What I did find frustrating were the changes in
her, personality -which eventually became
predictable but'which always felt like receiving a
curve ball.... Let me see, the first really
frustrating thing that happened was she had no

place to

live. I placed her in the crisis

residence. She broke the rules and denied

breaking
ran away
terribly
advocate
that she

them. She lied about breaking them. She
from there . She just didn't...she did
and she came back and she wanted me to
for her. She told me they were lying and
hadn't done a lot of this stuff and I

went to the meeting with her present and it became-
very clear how she dealt with people when she was

Y
P

confronted. She lied and she denied and she did -

this at the meeting and I saw that we were getting
nowhere..

.. So I saw that I was working with

4,Someone who might come in and sort of sound good
but out in the world did not do well at all. I
‘think the lying aspect of it was what really

‘%othered

me about her,.

In D2, Larry recalled the sense of frustration he

experienced in working with Norma, a young teenage

<

\

R

female, and her parents, Mr. and Mrs. R. Larry became

-~

particularly érustrated over Norma's uncooperativeness
and rotten behaviour. He also experienced Mr. and Mrs.
R's attempts to place pressure on him to come up with.

;.inStant’sblﬁtions for Norma as very trying. Note the

s following statements about Norma and her parents:

) «ﬁwﬁ- i

3
k]

4

%{ I felt that -she didn't cooperate willingly in the
‘w3, therapeutic process. I was very aware about how

I would say, the most difficult kid to work

: angry and frustrated I was getting. She basically
(84 .

LR was,

% ™ with, not that I hadn't had problems that sounded
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like her but the kids were sometimes_a pit more
cooperative and I really was feeling very
frustrated with that. I gave her some tasks to dop
and she would not do them.... There were )
occasions when this ¢hild refused to come to my
office for therapy.... The child was very
demanding.... She was constantly testing me in

" therapy to see if I was going to get angry at her

and reject her like everyone close to her had....
The main thing that made this difficult was that
the child of course was not cooperative in
therapy.... Even though Norma acknowledged she
had problems with anger and you could get her to
admit that she didn't go to school, she wouldn't
cooperate very well. OShe wanted to change the
conversation. She wasn't going to,do anything....

In D4, Tom expressed the sense of stucknesigye

experienced in working with Connie, the teenage -

daughter of Mr. and Mrs. T. Frequently he thought a

trusting relationship had emerged only to discover that .

Connie had withheld important information from Tom. - He'

remembered:

Well, the way the pattern was, she would tell me
that everything was going along fine and we would
have these casual conversations about whatever was
going on in a superficial kind of way and she
would call up and say she was arrested for
something or that she had taken the car out and
not come back for two days or that she got
suspended from schoool for smoking dope...and
there were all kinds of things going on and I
liked her and I'm sure she liked me and so we had
a nice relationship but then my feelings would be.
hurt and I would feel crushed every time T would
realize that there were all kinds of things going
on in her life that she wouldn't tell me about and
I'd really feel disappointed that she had these
things going on,

This pattern épparently continued for the

duration. Tom at no time experienced himself as making



any inroads with her or with family members.
In D8, Ken presented himself as being frustrated

in his york_with Ellen. For two years he had been
seeing her for regular therap; sessions and at the ﬁime -
of his participation.in this study, Ken was still
working with her. He was particularly frustrated about
éT&@nfs lack of change. Ken recalled thinking ta

N .
himgplf:. "™{ow dare she not do this and not change her
life after all I've dosg or her?” Sandra in D7

, .
remesibered being frustrétgd with Bill and Teresa. This

stemmed from their insistgﬁce\on talking about their
problems with their two—yéér—old son and an avoidance
of talking about their marital relationship. In

response to my statement in the elaboration that part

of her experiencing of difficul:. was a sense that Bill

Exactly, I mean, the presenting issue was really
the child and after ten minuees with them I
‘réalized that really the presenting issue was
their marital relationship and it was interesting
once I verbalized that they weren't interested i@
looking at that at all. They really wanted

to...they kept returning to the child and....
I: FGgw did that affect you?

~a~dra: It was frustrating in trying to bri:z them
back to the focus of the'relationship,‘which
obviously they didn't want to look at, at
the marital relationship. So, of course I
kept thinking that in subsequent sessions
that hopefully we can certainly focus on the

~
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marital relationship. Today they just

seemed to really want to ventilate about
- their feellngs about thlS child.

Soﬁewhat dlfferent was the SOurée of® Peter s

pl

frustration in Description 3. $s no;ed in section
4.1.2., it was not Kathy's incqisistent behaving that

Peter found frustrétinO. It'uas”the way other
prozf551onals inside andAQut51dé the hospital responcen
{ ARG
tg, Kathy which he found most”ﬁrgﬁtratlng and his
o

inability to convey go them h1§pcomf1dence in Kathy's
A .

progress.

4.2.2 Experiencing Particularly Strong Emotions
All participants recalled experiencing

particul~-ly strong emotipns in the presented

situations, Anger, irritation and annoyance

predominated over other e@g}ions. In D4, Tom was angry
*

with all members nf family T. He recalled:

I remember feeling angry with'all of them, feeling
angry with the father who was-a very wicked,
sanctimonious, judgmental kind of guy who was
‘judging his wife and kids and T felt angry with
the mother who wouldn't defend the kids with him
and she just didn't have the personal wherewithal’
‘to be able to confrofit him on his behaviour so .
felt bad that he was hurting her and the kids, whu
were caught up in this whole trap. They used to
do all sorts of outrageous things to fuck up their
lives and piss off their parents and they would

make me angry too so I just, I felt angry with all
of them. :

In D7, Sandra ekperienéed a tremendous amount of

%3{ N S .
S : : :

"1
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anger toward Bill and~Teresa for de51r1ng to glve up
phelr two- and -a-half-year- old chlld for adopilon

"Note her very strong feeling abOut the issue .in- the
4 ’. .
following passage: o
As a parent myself, my initial reaction was ong of
horror and disgust. How can anyone want to give
away their child, especially after being with the
child almost two years? My own maternal. feellngs
of nurturing and child-rearing were obviously
struck. With Teresa's“comments regarding never,
loving her child or wanting to have him, I found -
myself angry and wanting to.make a .punishing
comment., such as, how unfair for you to wait until’
the child is almost two to make this dec1s1on, or
why didn't you give the chlld up right away7

—

’

In that session, Sandra recajlled that her anger
and frustration with Bill and Teftesa was so strOng
that she wishedvthey Qould_lea e the office:

My feelings of frustratiok were building at this
point and I wish they would get out of m§ office.
I feel as if they made a decision not to
communicate or consider change. It's like

they have both aligned against the therapeutic

process and the therapist. Why are you here, Bill
~and Teresa?

In D1, Debbie became exasperated with Janet's
ong01ng actlng out behaviour and lying. Debbie found
working with Janet tfying under these circumstances:

I was angry at her. I thought she was acting more
like a three-year-old in a 27-year-old body. I
got annoyed. It was$ a coward's.way out.... Well,
just sort of like you become cynical. T really
Fedt she got what she deserved.... You feel with
you she should always be truthful. She would
rearrange all.the events so tHat she wouldn't lgqok
at all as if she was guilty and then if I am going
fo advocate for her then I can 't because I am
b851ca11y goxng to advocate for someone who is

%

3



untruthful so there goes that- down the drain.
In DS, Saul remembered the anger and ipndignation
. S .
he experienced when Monica attacked him vehemently:

I guess at its worst, it was like, well there is a
feeling of defensivelessness that goes along with
it and here my job,is to help this 'person and I
have to take a wrath of shit in order to be able
to do it so there were times when, you know, when
I was thinking to myself basically, -I don't need
this shit. I mean, who are you to tell me that
I'm ineffective interpersonally when her life is a
disdster. So, at dits worst, it would be like,"
“yeah, could you at? least spare the patronizing
part of things here.’ It really bugged me.

.,i
“t

Along with the angér and 1nd1gnat§bn were feellngs

"t "

of "depression" and "sadness! that he was unable to

make a "person-to-person connection" with Monica. At

times he recalled feeliné ”wofthless‘ for "even ihough—
I belleved that I knew qulte a bit about hef coﬁditidn
that T -did not know enough to present what I knew to
her in a way that was helpful to her, basically feeling

r'.
. o &
limited in the extent of my knowledge"

'4;2.3 Experiencing Uncertainty in Their Actions
Typifying%allitﬂerapist eipe:iences in this
investigation.was‘a.sense gf gnce;tainty about how to.
progeed in the Qarious situations, Larry remembered

thinking about different orientations in -his efforts to

conceptualize Norma's difficulties and provide an

effective intervention:
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I‘Fried to conceptualize what was going on with
this particular problem.... There was some
thogght that there might have been some separation
ranxiety here because at one point when dad sent
mom some £lowers this girl was wondering "if dad
was having an affair and another time she asked
one of her friends if this friend's parents might
possibly be getting a divorce. It also turns out
that the parents of very good friends of hers got
divorced.... It was somewhat obvious to me that
the kids were running the parents in this family
and that there was an inversion of the power
structure with the power being in the sibling
subsystem rather than in the parental executive
system so this family could have very well been
worked with a l¢ Cloe Madanes and Jay Haley
correcting the power hierarchy in the family...
I should mention that I did assess the poessibility
of her use of drugs and alcohol and found this to
al® be negative to the best of what we could find
out talking to the parents and to.the school
people. TI:attempted to determine the antecedents
to her school avoidance in terms of per)aps other
kids who were giving her a hard time and
1nt1m1dat1ng her and I couldn't turn anything up
here.... When you think of certain situations,
for example, using brief problem-focused therapy,
you've got to have a clien® that has a problem and
that can be defined and that they are willing to.
work on and the folks who follow that particular
school would say well, the child wasn't really
particularly motivated. It was the parents vy
really had the problem. What I probably should
have done was work with the parents and not seen
the child because it was really the parents who
had the problems and acknowledged they had the
problem..

In D3, Peter pushed forward in his efforts to move
Kathy toward discﬁarge in'Spit? of‘uncerta?nties about
the extent to. which her lgbile behaviour was
stabilizing. In DS, Saul was very unsure about the

eﬁ@ectlveness of his interventions for Monica. Feeling

,y'»



as if he were under a microscope, Saul repeatedly

reflected upon the efficacy of his actions:
It's like that range of behaviour that I have as’a
therapist, it is under scrutiny and under question
and unsure becomes much larger with a person like
this so that the okay: feeling, the times that I
felt okay, the percentage of that time was much
i less.. 1 would still have the kinds of feelings
when T was under her scrutiny or under her attack,
but like I said, it was much more effort expounded
in order to feel as though my head and my feelings
were congruent{ 1 guess. There were other times
when I was working hard to react therapeutically
but what I would say or do I wasn't sure of the
rightness of it and so there would be an unsure
feeling, questioning myself and with this client
constantly remindng me of my deficiencies, those
interventions and those ways of responding to her
which I might have normally felt oka - about became
questionable too.

-

'Freduentlyj Saul felF double-bound, wanting ta
maintain the ;éry,behaviours Monica was'cri:ical_of.

ngewhéf different was Bob's experience of
unéertainty'in his work with Paula in D6. Paula had a

long psychiatric history,‘including suicide gestures

2

and threatening behaviour toward her children and
stepchildren.’ After a.pumber of sessions, Paula

objected to having a male therapist. Bob was unsure

how to respond to her request: -

It was one of those kinds of things though'that I
would really want to be sensitive to and say,
well, that -is a reasonable request. Let's see what
we can do about it. But in reality, I had some
real question about the fact that initially she
seemed to have wanted to establish - me :
relationship and then came up with tais thing,
made me ‘much more questioning of it. I just was
uncertain as to how to approach that issue. Maybe
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it was me, more uncertain than...but she often d{d
that sort of thing. | - '

-

Bob was uncertain about whether to support Child

Protective Service's attempt to plece the children

outside the home. Although perceiving her as having

negative influences and as being an incomputent pareant,
S
part of him felt that he could not take a strong

position on this issue because he was ner therapist.

-
B

He remembered the confu&ion.he experienced:

.I felt. that they really should be place< wnd that jﬂ
ithe other "agercy, the Chfld Protective aygdncy, was"”

a ‘ very reluatant to. do that and 1- felt that T was

-sort of in the mmdﬂle therey ‘that I

-saw her neeﬂ bgt %@cause 5f me being her
-theraplstg it. wa's a little dlfflcult for me to say
as strongly as I wanted. . P

Compounding his sense of uncertainty‘das his not:

having a clear plan for working with Paula. He

a . e B b

continued: 4

.I didn't have a clear plan during mést of that
period and that was part of my discomfort. Part
of nc. having.a clear plarn, though, was that: I
kept feeling I ought to be acting some way in her
best intfrest., I ought to be.on her side and I
kept not wanting to be on the side of a person
quite like her.,

‘Bob entered a co-therapy relationship with a_

‘therapist from"an agency who had already met with Paula

\ ¢
.

i'aed her family on’a.number of occasions.  Bob felt like

. . : :
-a junior partaer in the sessions and ‘dependent on the.

therapist for.leadership. This situation contributed

A
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to Bob's feelings of uneasiness which peaked when he

presented the case to the tredtment team in his agency:
N ,
‘Well, the team was very divided and although I
would make the recommendations, I felt that it was
sqmehow...well, the woman was obviously in need of
something, a very pitiful woman in a way, and I
thought that the -therapy was an appropriate thing
for her to need and the team was very divided
about that so I ended up for a portion of this
time recommending to the team that we -not
terminate her even though my sneaking suspicion
"was increasingly that perhaﬁs we ought to do Sso.
So the division of the team, with me tending to
side with the side that I wasn't apparently siding
with,

4.2.4 Not seing Effective

One of the central meanings specifying their
e;ﬁgriences was a sense of having minimal imp;ct upon
the client or family. 1In D1, Debbie recalled that "the
relationshprSeemed to make little difference to
Janet"s decié%gns about behaviour". In D4, Tom felt
that he wag’inéffective‘iﬁ his work with family T in
thé year he‘ﬁorked‘with them: -

...I liked both of the kids but I experienced them

as being difficult because I never felt like I had

any real impact on them. They never really let me

into what was going on with them. They never

really told me what was happening and they didn't
really change much during the time I was with

them. There was a sense of frustration for that

in me...because usually I feel that I am able to
establish the kind of rappgrt:where people will

trust me and this was a difficult case because I = -~
didn't feel it happened with these kids. They .
didn't have any people in their lives who they jﬁﬁﬁﬁ;
could really trust and they never' reallly trusted *. |
me either. Well, going back and looking at the . .
experiences that I had, 'the emotional responses-
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, that I had, finding what difficulty was for me in
this case because I think this was the most
difficult family I ever workd with; difficult
because they had. the potential to change but T
wasn't able to assist them in realizing their
potential. : . o

In D2, Larry came to view himself’ggd‘other
professionals as being defeated by Norma. In his

words: "She defeated me, she defeated’tq some extent

the person who feferred her to me, who was really not a

psychothe(epist. She cereainly defeated the child
psychiatrist."
Larry experienced that '"this was the case that I
probably did the least good";
In D10, Michael observed that Dddaid, a middle-

aged man with a past drug and alcohol -dependency and i 4

\ b%

suffering from anxiety disorder, got sicker the more
help he got. Initiale‘Michdel'viewedeDo;ald'as one
who would be a positive influence in tﬁe agency's group

program and as one who would find employment and -live

indepeﬂdently upon completionvqf the progrém,

Eventually he waStexperlenced as being manipulatlve of

a

the system. Mike described how Donald shlfted from

r w'

problem to problem whlletggathe program, e
.:He had to present himself as sick. He cane

into the program somewhat .:agsertive, healthy. He
had the drug problem so.as soon as we eliminateddg
the drug problem, the dependence problem came and
then the anxiety and the back spasms and all of
that and then when the anxiety would 1lift, the ™
depression would come and then when the depressigh
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wasn't there, the anxiety was there. It was just
like a ping pong ball. :

4.2.5. Struggle and Distancing
In many of the presentations one gets a sense of

struggle occurring amogg therapists and clients. In

k v

D2, Larry continually struggled to persuade Norma to be

cooperative in therapy sessions and to persuade her

- e

parents to go along with his syggestions for how to
deal with her. He described their difficulties in
following his behavioural interventions:

If she didn't go to school, then they withdrew
privileges but what happened was that dad couldn't
deal with the fact that it seemed like his
daughter was out-manipulating him. It was hard
for them. They are people who are very much used
to being in control. He has his own business and
he runs it and he pretty much runs the house. He
‘was the guy who couldn't deal so much with
this.... Her parents, her mother, fell into a
very helpless position where she would more or
less cry and get upset. Mom was a little bit more
agreeable but daughter would reduce mom to a total
crying mess of jelly.... I gave her some tasks to
do and she would not do them.... There were
occasions when this child refused to come to my
office for therapy....The child was very
demanding.... She was constantly testing me in
therapy to see if I was going to get angry at her
and reject her like everyone close to her had....

In D4, Tom experienced his work with family T in a
tumultuous fashion. Family members were well
entrenched in their positions and fought Tom's efforts

o

to influence them. He struggled with Connie to open up



to him, which she never did. He struggled with Mr. T,

at times blowing up at him for "his unwillingness to
change".
In D5, Saul outlined the struggle he continually

experienced with’Monica for control over the agenda and

focus of therapy. He recailed:

I felt as though I was under constant scrutinv,
which for one thing was different from clinical
situations in which people for the most part
accept the therapeutic contract, understanding
that why we are there is to look at his or her
behaviour. In this situation the client.was
actively involved in redirecting the focus so that
I needed to constantly respond to this redirected
focus in a way that was therapeutic and not
seeming defensive while at the same time feeling
like I was on the defensive. ...A major effort in
the therapy was to redirect the digcussion to
material concerning her rather than me,

In D10, thg struggle between Mike and Donald is
quite expliéit. Each tactic Mike uses for helping
Donald 1is coun;ered by Donald. 1In the elaborations,
Mike described how Donald repeatedly focused on
negative aspects of his life even while others were
trying to be encouraging:

...We enjoyed the strong points and stuff with

Donald but then when the negative stuff just kept
coming to us, it was very problematic. The

hospitalization, "I want go to to the hospital. I
want this, I want to be taken care of. I want to
go to the nursing @ome." And here we are. We are

building on strengths and all this man has seen is
negative aspects. He is-'trying to portray
negative aspects to everybody-and it is not
working. The group is telling him "Donald, you
are fine. You are much better off than I am.:
Your anxiety doesn't appear to be anything near to

’
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my difficulties.!' And he would tell them "No, no,
you just don't understand." Nobody understands
that Donald igst wants to be taken care of.
Eventually a process of distancing emerged in each
of the situations with the exception of Ken, who was
still working with Ellen at the time of his
presentation. In ﬁl, Debbie initiated a process of
distancing as a way of dealing with her ﬁwn angef and
frustration about Janet's lying and acting-out
behaviour. In D3 and D4, the distancing was
circumstantial. Peter took a position in a different
facility and he could not finish his work with Kathy.

In D4, family .T moved away after Mr. T accepted a

position in a different parish. In D6, Bill and Teresa

=

drop out after three sessions. In D10, Donald was

1

referred to 4 different program for aftercare.
‘\

4.2.6. Experiencing the Situations as an Extremity

One of the common’ characteristics of the
participahts' experiences was a recognitién that these
experiences were generally nontypical of what they
normally experience in doing therapy. Note the
following comments from a number of participants:

A | exﬁerienced the greatest variety of

difficulties I can recall of all the therapeutic

situations I remember (Bob in D6).

I think that this case may be revealing in that it
is an extreme. I've never felt this annoyed with



any other patients. Usually there is something
that I find I can like about people. I found very
“little that T &ould like about thisigroup as a
family (Tom in D4). ) '
She basically was, I would say, the most difficult
kid to work .with, not that I hadn't ‘hadiproblems
that sounded like hers, but the kids were
sometimes a bit more cooperative and I really was
feeling very frustrated with that (Larry in D2).
Well [this exercise] is a reminder of , ’
uncomfortable feelings, a reminder of a situation
that I was in and in which I*felt.ineffective and
it forged me to look at aspects of myself and
things that I've done that I would just as soon

forget. That part of it was uncomfortable (Saul
in D5). '

3
¢

4.3 Specific Themes

2

Specific themes identified common "to two or more :

. ) .
participants were: (1) reacting to client moment-B&g- :

the situation, (5) bedng.manipulated, (6) violation of
therapist space, (7) dwareness of larger sysE;m
contributions, (8) bodily involvement, and (9) in touch
with positive featureg.of the client. An elaboration
of each theme immediately follows.
4.3.1 Reacting to Client Moment—to—MoéentABehaviourr

A number of the\participants became stuck to
immediate manifestations of client behaviour in the

9
situation. Unable to focus beyond the immediate
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beﬁ;viogr, their sense of frustration and helplessness
seemed to emergé earlier in thérapy. As well,hthey
teaxded to manifes@@particulariy strong emotional
reactions in the situatién and focus on the infuriating
or frustrating'asp%cts of the client, almost )
exclusively. ’Tom's experiences with family T is an

excellént examplepﬁ Tom became captured by the world of

intense emotion demonstrated by family members in their

reciprocal relationships. Note the following opening

2 ,
xample and his elaboration in the follow~up

g
s

to hi
interview: ’ . v

(Starts to réég) This is a family that I worked
with that was difficult in every sense. I've

-decided that this was a difficult family to work
g with because 1 felt uncomfortable dgrlno the & °
%" g sessions and because I felt as though I made very
licttle impact on the family.

I: Let me stop you here. What were the different
ways you experienced the discomfort durlng the
sessionsg?

Tom: Well, I remember feeling angry with all of them;
feeling angry with the father who was a very
wicked, sanctimonious, -judgmental kind of guy who
was judging his wife and kids and I felt angry
with the mother who wouldn't stand up to him,
wouldn't take a stand on things, wouldn't defend
the kids with him and she just didn't have the
personal wherewithal to be able to confront him on
his behaviour so I felt bad that he was hurting
her and the kids who were caught in this whole
trap. They used to do all sorts of outrageous
things to fuck up their lives and piss off their
parents and they would piss me G6ff too, so I
just...I felt angry with all of them.

I8 another section of the protocol, Tom described
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how he intermittently "lost it" and "blew up" at thé%
father, "really lambasting him" in an angry wa% fnr his
unwillingness to chénge, his unwillingness to recognize
attempts that the'kids made to make things go more
smoothl}din the family. He also experienced a sense of
frustration and disappointment in the behaviour of the
daughfer du}ing individual sessions for not being
forthrignt about instances when she got into trouble,

" Debbie rapidly‘Toved.from'a position of believingﬁw
that she could meet Janet's desire for help to a
position where Debbie attended almostfexclusively to

4

N ‘ .
Janet's negative actions and the emergence of a belief
) i

that' Janet 1acke,‘df-"§ "personal core" for changing her

.

behaviour. She ﬁ%éwed Janet as being "stuck in a
grooVé’thCh was comfortable and which she had no
motivation te change". Debbie.drew a distinction
between Janen's pa%@noia and fearfulness, which Debbie
believed weré manifestations of her mental illness and
her ncting—dut and lying routine which P.:ibie contended
was a function of her "personal code of e . hics" and for

which "she should really be‘treéted more as sgmebody

who was breaking the law than as a psychiatric client".

4.312 Being Stimulated and Challenged

For some therapists, a characteristic of their
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~experience of particular difficulty included a. s%nse of
y

bein,# stimulated and being challenged. Although%eter
in D2 experienced frustration and anger in his work
with Kathy, he also experienced his work as stimuiating
and chaliénging. He recalled:

I must admit that there was something that

appealed to me about having a client like her and

¢ that nobody wanted to go near her

therapeutically, They literally did not want to

have anything to do with her. I think that kind

of a challenge I enjoy. I think it is a matter of

being a person of last resort and also provides me

with the oppogaup ity of really working by instinct -

using a lat of intuition. X

In describing the experience, Peter used terms
such as being "challenged," "appealing," "enjoyable,"
opportunity for working by "instinct" and a "chance to
work intuitively". In being challenged, Peter actively
searched for a way to effectively work with Kathy. He
Game across information meaningful to him at a workshop
he attended thrdugh a chance meeting with a colleague
who speciallzed in working with borderlines. Her ideas
were compatible with Peter's 1deas about therapy.

Iy
Larry also experienced the situation with Norma as

: . \

a challenge; however, in a different sense than Peter.
The challenge seemed to be pragmatic. Being in a
private practice situation, Larry noted that he had af

good reputation., He was aware of being paid for his

services and that Mr. and Mrs. R expected results fron
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his\work_wigh Norma. These factors probably inspired

Larry*to find an effective way of working with Norma

and to prevent him from succumbing to temptation to

‘react to Norma's "obnoxious and rotten behaviours".

q

4.3.3 Being Judgmental /
Many of the therapists observed thghselves as
being judgmen%al‘oftgheir clients"behavioprs and
attitudes. Sandra's feelings about Bill and Teresa's
desire to give up their baby (see p. 111), Debbiejs
agtitude towards Janet's desire to'have a tubal
ligation and Bob's view about Paula's parental
abilities are elucidating exampleg of therapist value
judgments. |
| Sandra noted how it was "easy to make ‘value
judgments" when experiencing difficulty but being the
therapist, one could not express those judgments.
Debbie viewed her own vélue judgments ae being
véluabié for‘";t brought to the surface my own negative

. [°% .
feelings about someone who has that way of operating'".

\
Through her value judgments, Debbie was able to come in
contact with her views of Janet's behaviour as

bordering on the criminal and to draw a distinction

between those parts of her behaviour and aspects which

‘were related to her mental illness. _ﬁob remembered

I3
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that he, had developed an "intense dislike of Paula
despite my ethical Belief that I was to be allied with
heq". In response to my duestion about what kinds of
things he said to himself about Paula, Bob remembered:
Feeling that. I wish the family ‘would break up, I -
mean, what right had she %o expect that anyone
would stici with her-throfigh this kind of really
frivolous, prvetend suicide gestures.... I was
appalled at the prospect of her continuing to act
as negative influence and'incompetent parent to

her two children and yet her own interest was to
remain in that role. ‘

4.3.4 Unnatura1ness of Remaining in the Situation
Already aemonstrated were that many of ghe
therpists experienced stréng“emotions and. judgments
about their clients. ‘What many attempted to do was ‘to
suppress their intuitive responses.. Tom attempted to
suppresé‘his ihtenéé diélike and anger.for Mr..T.  Bob
eXpefienced what he termed conflict between an$"ethical
belief" that he was to Bé allied with Paula .and his%
intenée dislike of her. Sandra was very clear that her
responses to Bill and T%Feéa wefe dictated by‘ﬁef being
in the "therapist role". 1In her fesponse‘to'my probe
that inthitiveiy.there‘were many chér Ehingé she would
have ltked to have said, Sapdra noted: |
‘Well I think that me as...if you take the
therapist out of the therapist role, jes, that
would be something that one would be more inclined

to say but in a therapist role certainly it is not .
something you come out with....

a
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Debbie pointed out that in any other situation she’
would not have tolerated Janet's behaviour. Being in

the'therapist role the relationship had to gontinue no.

‘matter How unnatural it felt. In her words:
Well, I ﬁhink the fact that she is a client, you
have that responsibility to keep on having a
relationship to somebody whom.you may not like
after a while or you may disapprove of things -
whereas if it was just a regular person, you
probably wouldn't have a lot to do with them.  The
fact that they are a client, you have to keep on
this relationship. '
Bob also shares this sentiment with regard to
Paula, stating, "I think this m{ght be one of the
people I would least be likely to meet on the street

and form some relationship with".

4.3.5 Being Manipulated

One of the cgaracteristits of the e#peri nce of
particular difficulty was.a sense that one Qas being
manipuléted and.conﬁrolled by ‘the client. This was,
particularly true for those who pgééented situations
involving chronic patients with psychiafric histories
(Debbie, Arnie, Michégi'épd Ken). Ken, in D4,
described the paﬁtern he e#perienced in his work with
Ellen: | |

...there is a feeling that with this particular
client that the _game is to keep the problems
" coming so that you don't get to any solutions and
it's like, boy, have I got one-for you now, and by
God, we will never get through this one. e

*
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Ken's experience appedars to be similar to

Michael's experiéncb with Donald who continuously

raised new problems and triéd to manipulate Michael and

others to do things for him. 1In his words:

Yeah, if I said white, he had to say black.
Anything I threw back for him to.do, there were

~always twenty million reasons'why he couldn't do
it. It got to the point where he wanted me to do
everything for him, total care. If he could have
found someone who would just do everything under.
the sun for him, wdsh and bathe him, feed him,

‘ spoon- feed him, wash his behind if he needed it.

That's what he wanted.

Debbie's and Arnie's experience of being

manipulated stem from their clients presenting well and
showing interest during sessions but never following up

between sessions.® Arnie described Jack's

-

manifestations of manipulation in the following manner:

My problem with Jack is this: He outwardly
confides in me about personal matters and claims
.that T am the only person he can trust; however, I
have observed and ,sénsed in my own gut that he is
not altogether truthful on this issue. When I am
out of sight of’ Jack I belfeve ‘that I, am
“out of his miad ‘dlong wlth what we have discussed
concerning his problemé...;. My ‘uneasy feelings
and uncomfortable sensing of\rés;stance centres
around his notéreally llstenfng or-paying
attention to what we talk about. He says
something in our tlrerapy session and then goes
right out afterward and does the opposite. He
-appears to be using me as a sounding board and
‘that's all. He does not follow through after our
.conversations 'and takes no. considerations from ourT
discussions and plannlng I have a negatlve';u Rt
sensing or growing gut feeling that he is ‘merely
manipulating our relationship also. I take this-
as resistance...

o
2.
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Debbie “often experienced Janet as attempting to
manipulate'her to support her during ﬁer'confliegngitﬁ
staff members in the residences. Somegimes Deﬁbie‘>
would temporarily be influenced by Jaﬁet's in-secsion
dgmearfour and think she could be he@éd but subsequent
information about Janet's behaviour betweeﬁ éessions
would.dissolve'any hope Debbie had thét J;net would or

&

could change.

4.3.6 Violation of Therapist Space

An.impoftant aspect of Larry':= experiencihg of
- difficulty went beyond Norma's unCwojerétivenessvand'
into a,teélm where Larry experienc=:- himéélf aﬁd his
propefty.aé being violated or éonS"antiy uﬁder thé_
threat of being intruded upon by Norma. ﬁé‘spéc{fied;
three examples where Norma violated’prdpe:ty.beloﬂging
‘to him, .including his files, his attache éaée én@ihi;

bookcase. These- incidents and others led 'him to v '~

" 4

perceive he as the "rottenest and‘mpstlobhoiidus kid""t'

‘he ever worked‘with. b

A botential seemed to c0nstan;1y be ;fésenp for ;
Norma to manifest destrucgi~eqbehéviogrlsQ:tha%.Larry y
was alwéys on his guard: ‘

v v

Sometimes I had to be careful becausé if syou would

leave her in the waiting room she would just pound ;.

on the door, make it so that you couldn't talk-or
she would go out and lock herself®in the car....

k]
»
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If you left her in the waiting room, you didn't
know what she would do. She was liable to-wad
towels down your sink drain and then you would
have to get a plumber. I mean, you .didn't trust
to leave her anywhere. -

3

$
Saul experienced his psychological space as being

intruded apon by Monica. He notmd how shg’?iolated

expéctations in therapy that the focus be on the

client's world and not the thengpist's. Monica -

vrépéétedly attacked Saul, stating that he-was "flawed

. AR

.intefpé}sonally,” "had diffi;ulty being close tq'

people," "ineffective person". Saul remembered: .

¥

"Well, I felt as though I was under constant

scrutiny which, for one.thing,-was different from
clinical situations in which people for the most
part accept the therapeutic contract understanding
that why we are there is to look at his or her
behaviour. In this situation, the client was
actively involved in redirecting the focus so that
I needed to constan®ly respond to this redirected
focus in a way thaﬁgwdé therapeutic and not
seeming defensive whilé at' the same time feeling
like T was on the defensive. - '

%

'z

H%éégffortg bore #0 fruits and Saul was left with

: LR . :
many ambiguous feelings and a deep sense of uncertainty .

'
P-4

jsabout his inte
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:ﬁ.3\7-AwareneSS'of’ﬁargér@8y3ﬁ§m Contributions

In Peter's_and'Bob's and my own presentation,

¢

there was an experiencing of elements within one's

! .

agency and oUtside ageqcieé that contributed to an

' ééperiéngé of difficu#?y.' Peter described how other

-

*
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doctors in his facility and professionals in other
agencies contributed to his sense of frustration and
annoyance in working with Kathy:

Well, we had a series of doctors who were
psychiatric residents. Depending upon their
personality, they had different reactions to her.
Those people that needed to be liked by the
patients hated her because there was no way.

She sucked you in by saying, oh, you're so nice'

o~

That staff member that needed that as soon as she

turned on the staff member couldn't take it.
Really began to hate. I had done a lot of work
with her and we both dealt with the frustration of
the delays bureaucratically in getting someone
discharged from the hospital, setting up the
interviews, setting:up the appointments, g01ng to
see...a. thousand and one thihgs that needed to be
doner It wasn't easy and it was very frustrating
at this end where I was-always looking at her
baseline and trying to ignore her shit...and I
couldn't really convey that to people in a way
that would give them a sense of confidence. They
were only interested in, give me a reason to
reject you, go on! And ther~'s a lot of ghit like
that and I really resentcu Lt and I let people
qknow :

A

p Bob remembered the difficulties he experienced-
when the referring agency did not terminaté with Paula
as scheduled; He described the confosion and
discomfort of being s co—therapist with someone who was
supposed to -terminate with her and d1dn t g?r A 1ong
vperl_od of tlme. : ' , ‘&4-’:;‘7 |

.I met with the therapist and with the fam1§§
number of times and since he was the person.w

had been doing the therapy all along, it was he
who took thgsprimary role, the &eadership role in
the family $€ssions and I kept feeling that I was
not having a clear enough idea of any .
understanding. Weé did® notf have a sufficient a
understandlng between the two of us as to what we

A

o~
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wanted to do. I ended up depending on him to have
some understanding there, some leadership role,
which also then made me appear, or so [ felt, very
much a junior person, very much less ,
authority.... If T weren't at those meetings,
then he was continuing to be the primary ' o
therapeutic relationship. If I were at them, I
came off as being sort of compared with this other
therapist. ' a

Also contributing to Bob's sense of uncertainty

was the division within his agency's treatment plan for

Paula and over the question of whether Paula should be

accepted for services by the agency.

”

In my contribution, I experienced the school

T psychologiét_who had referred Fay to our service as a

major impediment. I wrote:

o

As it turned out, Fay was already involved with
Ted ,and had been for a number of months. He saw
her“on a daily basis. in his office, including
frequent occasions when she should have been in
class. He.accepted phone calls from her at home
seven days a week and all hours,of the éveningp ™
When Fay had gone to Disney World with her: family.
she called”him collect ta tell-him.how depresged -
she was and he accepted her call’® e appearedi to
collude with Fay-.about keeping information about

‘her self-destructive thoughts and actions from her
parents as well as in not referring her to Mental. .

Health at an earkier occasion. .Immediately I
recognized that Ted was part of the problem and

" would have to be considered and worked with in an

active manner.

4.;.8 Bodily.Involvementf

. 9
In some of their descriptions, there is an

awareness of one's physical self feeling different than

H

A

W



usual. Tom deicribed his Pddily feelings while
attempting to coyer up the anger he experienced in the
sessions:
;..my shoulders and Ir}elt it in the pit of my
stomach, yeah, just that kind of general tension,
just a tightening all over with the anger and
since I usually held it in, T was holding back but
I could feel the tension of holding it back.
By tgzﬂend of a session with family T, Tom was
often "qﬁhausted," "drained” and in need of "a
vbreathér" before going on to éhe next session.
ﬁirroring the uncertainty and lack of spontaneit?
in his sessions with Monica, Saul ré;embered his body
as-being "tensé and stiff" ‘and that he tended to be
"slow and mechanical". Aftef sessions he also felt
drained and exhausted. Beiﬁg the last. sesson of the
day, he would often go home and not feel like doing
anything the rest‘of the evening.
. 2
4.3.9 In Toucﬁ With Positive Fegtures of Their
Clients - i
In spite of intense emotions expér&enced toward;s
their clients, a number of therapists still achiéved' ’
conta;t with aspec%f of their clients -they enjoyed.
Debbie admitted that Janet was ab%e to be "a ﬁicer

person at some times" and she noted “"her intelligence

and her humour". Saul described aépectsfof Monica he

3
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liked:

It was a caring and thoughtful part of her. She
was bright and had a good sense othumour And
now that I'm talking about it, that's perhaps one
of the reasons why working with her had become so
distressing 'because I did like hpr and yet never
made the kind of connection with her I would have
liked to have made.

Mike perceived Donald as being very capable and

independent and this served as an inspiration for the

time and effort Mike investéd ih his work wi;h Donald.
N ; 9
4.3.10 No Change Interpreted as Client's Inability to
Chihge
Many of the therapists attributed lack of progress
to characheristics of the client or famiiy. .Debbie
claimed that Janet could not change beeahse she lacked
the "personal core" to do‘so'and because she;hed no
"conscignce"; She pointed out Janet "cbhfihued to use
mechenisms of projeetion and denialAin her"deelings

with others and often seemed to have no conscience"

M
4

Tom claimed that memberd in famiiyﬁf did not possess
the "emotional wherewithal to be able to do anything
much different" Saul explalned Monica' s lack of gg?“

'change in the following manner: 9 o i @t

R

ongoing struggle to decide whethef she,'as bad
and ‘defective or the people around her wer® bagd
and defective. This sense of commotion in most of ¥ g
her interactions with others and certainly with:me
was an effort to find the flaws in the other
‘person in order to relieve her of thinking of



anything that might be wtrong in the relation
might be due to her, I believe that I only

ship

recognized when it was too late. that even when I

was being, appropriately empathic and our

interactions were as good as they could be that
she was in such d%stress and such a need to put
that distress outside herself that I could not be

seen as the helpful person that I would have
to be seen as.

liked

An exception was Ken's explication. He examined

"his %?; behaviour and noted how his combative stance,

“
«
LAS

pesfjgél family issues}ﬁ@nd tremendous investment

have»contributed to her lack of progress:

may ;

In. terms of my own reactions to this, one that I'm
kind of concerned about, T think.at times I have

seen myself as being combative with Ellen fo
sake of being combative and yes, of course,

r the
trying

_to break through for hope, for therapeutic gains

but I also see just the desire to win or to
prevail as being part of my motivation and a
times I've seen myself going after points wi
that wasn't really for the client's best
interest. It was for my needs to prevail.
Ken reported that many of his sessions went
the time and often he took the case home with him
stated that it was "important for a therapist to
some self-correcting mechanisms where you can, us
supervision or using your own when you are 1in the
20F :
alone, something that a buzzer goes off and tells

hey, wait a minute, you're going too far".

A discussion of the findings ensues in the

foliowing chapter..
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“5. INTERPRETATION AND DISCUSSION

5:1‘[ntroduction

in this section, sthe descriptions from the
previous chapter will be interpreted and discussed in |
light of the research questions, as stafed in Section
1.5. |

The questions were:% (1) What does it mean to
experience particular difficulty in therapy? .(2) low
ycen one understand the place of'the concept, of
reeistancé in light of this investigation? :(3)' How
does the.study contribute to$thenlitetature concerned

. / .
- with meaning in.therapy?

5.2 interpretativeb§§gcription of‘the.Experience
Reyond providing a context for understanding
particlpénts' worlds revealed through the texts, how
the presentations are o;gnnized provides the reader
with a way of viewing my own world-as-investigator and

includes the biases specifying which horizons of the
g@yeriences I attended to. Varela (1976), in his ideae
about how biologlcal @pd human systems are experienced
by observers contended that the subjective origin of
knowledgt is a reflectlon of the ontogeny of the knower

( -
and that knowledge "as a descrlptlve conduct 1is 2

149
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‘.relative to a cognitive domain of theng;ower" (p. 48).
f‘ﬂy'own past exneriences as 'a p%}éhoenerapist, socio-
historical'factere such ae’the graduate school I
-attended, the mentors I was aetracted_to and the
theories I adanted allfplayed a part in how I

structur@ﬁ*the study, and in determining what

vtnchara@ter;$t1cs of part1c1pants experiences were

5.3 ngnlngs of Experlenc1ng Particular Difficulty. in

Therapy

A major characteristic of the experiences of
difficulty was_the strong emotional reactions
participanféﬂrecaliedfhaving'in‘the(situations.

5
Therapists experlenced themselves as being frustrated

’

in their attempts to. be helpful Frequently feefgngs
of anger, lrrltatlon and helplessness were expressed as
partlcxpants experlenced themselves as belnb @.ﬁ
ineffective, Tom.put tremendous effort in atﬁempting

, to control the anger he was feeling toward Mr. T. Bob
‘hoped that 1 a's famlly would break up and sthat qhe

A

would not contlnug to- be the caretaker of the
\g .. - ;}":
cthildren. Sandra wasvextremely angry with Bill and

‘,. 1

Teresa for their wigh t@ glve up their two-year- -old

child.

)
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Psychotherapists enter therapx situations with an
expectation that/they ~an have an effect on their
clients and thap sqpethingabeptery howevef that is
\ defined,vwiii bergainéé by the client. There is an
535umption that éhe c. '2nt or fa@ily will somehow
benefit by being in contact with one as a therapisti

In each of these situations the participants began
to realize that they were having very little impact on
their clients and most likely would not expéfience h
themselves‘'as successful. The realization, was often
not present from the outset an& the shift from an
expectation of success to an expec ation of impasse.was
often gradmaj. Debbie initi;ily thought a relationship
had déveloped with Janet which Janet would use
thérapeutically. Saul initially believed he could help
Monica in that he knew a lot about her problems and he
believed he could find a way to work with her. Ken
constantly thought that Ellen would change aé a result
of hig interventions.

T The participants became aware that these
situétions were not typical of their general
experiences. Usual therapy techniques were not being
effective. It Qas not business as usual. Tom could
not influence Connie to be honest about the problems

o

she got inio at school. Sandra was unable to get Bill
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and Teresa to focus on marriage is%&es.,'&%ﬁie could-

ot

not get Jack to carry out his s&ggbﬁggbn§f

3 Jli?j& ! v T
sessions. In identifying the situat™¥ Mugup

, kR gy
with little hope for successfuil outcomeé,;g@tticipants

} , . .
generally became more frustrated. Increasingly they

were perceived in negative ways. Debbie came to view
Janet's behav&our a's bordering on the criminal. Mike
experienéed Donald.as a "con man" who kne; how to
manipulate‘public agencies. Tom experienced Mr. T as
"sanctimonious, rigid, unférgiving and very cold with
hisakidé". Séﬁ&ra experienced Bill as bei;g "blase"
and "aloof". S%ge participants seemed Lo lose their
usual perspective for doing therapy and reécted to
moment—to—moment behaviour3 oﬁ the client. Otheré{
such as Larry‘and Peter, maintgined their bérséective
.and they continued to search for ways to be effective.
Although experiencing frustration and anger in thei{
situations, Larry and Petgr were‘different_from‘many of
the other pagpicipants in that they didn't allow those
: feelings~to oyerQhelm'them. This will further be
examined in S*cti;n 5.3.1. |
As participants céntinued to feel annoyed

and irrita;eq, some of them remembered feeling

. G . L
judgmental about client behaviours. Others experienced

themselves as being manipulated or'having'their own

2
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personal space violéted} Some begén_to experience
their bodies differeﬁtly. Shoulder pains, temsion
headaches. and general exhausti&h#wére some of the body

~reactions recalled iﬁ‘the situations. Physical
.. discomfort was particglarly eﬁacerbated when therapists
struggled to keep tgeif negative fee}ings under ,
control. Many therapists.admitted tﬁat they would noﬁ’
have maintained a rela.tionshib with tﬁe cli-entr' )
famiiy if.it was not for this being a therapist—cliént
‘relationship. Some were very cognizant of £he dilenma
between their view that as.a therapist they should +unt
to help thg_elient and their antagdnistic feeiings
towérd certain ciient behaviours.

| There are man§ non-typical compbnents.in the
" situations thé‘therapiéts:bresenﬁed. As Tom pointed‘
out, his expé}iences with faﬁily T stood out in that it
was an‘extreﬁe caée. It wouid‘appear that in choosing-
their cases,‘participants éontrasted everyday
'siﬁpations where ﬁherépy proceeded, as expected, to
other situations where something problematic was

- ‘ . ;

experienced.
i

v

'Being angry and frustrated in a situation became
" salient when in similar situations one was generally
calm and proceeded’aé usual. Experiencing headaches

and shoulder tension stood out when in other situations
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one did not typically experience these feelings.

Wanting not to be in that situation stood out in

'

contrast to situations where therapists want to work wn
with their client and bélieve they could be helpfﬁl.

In his spﬁdy of the phenomenonigf being frustrated,
in situatibns such as tryiné to pieéév;ogether a
differeﬁt puzzie or waiting for.someone intimate to

come and vtSit,_Burbridge (1957) also vi-wed the

presented experiences as bein weaningful in contrast
to more typical situations. lle wrote:

...For the most part we are not gritically aware
~of,the rational structures of our lives, or of
our body. We perceive, accept and use them.
Objects are spread out and separated in space
before us. We move easily from here to there. We
may start something then give it up and do
something else. Time slides along evenly; moment:
pass. - One moment sSeems to follow another in
sequence. The world is mofe or less clearly
apprehended, if we need to focus our’
attention and concentrate, we do it. We act upon
- objects. That is the way things are; these
constituents are normal. (p. 189). '

In being frustrated, -one lives a transfo;med
situation in- which mahy‘of the above meanings don't
“apply. A world-oniginating-bbject may be experienced

in some kind of conflictual manner whether it be

—
¢
\

"sutomobile jacks [that] refuée‘to wofk, puzzles [that]
corner him" (ibid.) or clients who refuse to cooperate
or change. The implications,récc@ﬁﬁing to Burbridge,

o ’ .
cannot be avoided.
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N : ) !:} e
The frustrated person slips beneath the Tl
traditional- reasonable (and in this-case Ll
ineffective) modes of eXperlactlonf He is welLﬁon
the way toward becoming fused- x«rlth/embedded—"“W
1n/captured by the phy51ognomy,of his 31tuataon

" :

In thlS 31tuat10n, one is at a loss of what to

do The person tan no longer count on hlsubody ssmooth

functmonlng..d'One thhoughts may be too— clear and ‘teo-

per31stent" or "too unclear and too- muddled One may

9 - %o

experlehoe 5 Jtrue subject1v1ty of abjects" that is no
;?"lgnger thé center of his world": but orne "to which
b I ~
2th1ngs pa531ve1y happen (p. 190,191)
Gﬂa ) . )d
Burbrldge s acc0unt apﬁaans to be partlcularly
. ;J ) v_“q, ”
;relevant to this 1nvest1gatlon. Every therapy
s v"v/va,’ . D
31tuation is unlque {7 that clients and families br1ng

to the 31tuation experlences, attitudes, and beliefs

b}
LD

L wlth/regard to whe manifested problems distinctly
. i
LI _ thelrs. Theraplsts brlng to the situation

. /experlences, attltudes and beliefs regarding tne nature

yeiit PR . L

'5f11 of human problems and how to do- therapy dlstlnctly

8y P o . >

Ai‘ thg%gs.f In ahe process of therapy, each prov1des the
S
other with informatlon about "s.or her view of the

ot

G
R probTEms and steps toward solution.

s
v

k4
:90

In my view of taken for- granted therapy
81tuations,,at least some understanding and aoreement

!

is achieved as to the nature of the problem, how to

proceed in therapy and what constitutes progress. A
“ 13 N -



cooperative reletiohship emerges. There 1s a sense '
that therapist and client are working together toward a
common goal. There is no reason for the therapibt to
question his or her conceptualizations. ~In those
situations, doubt is often euspended.as to the reality

) [
of one's therapy orientation. Sy

In contrast,'this study has,demonstrated essences.
of tne experiencing of particular difficnlty which were
‘very different ftom features of taken—for{granted'
‘situations. Most of the participants becamebawere that

cooferative relationships were not emerging.
n - o

Substquently the situation took on. frustrating . . '
qualities for them and in doing so a number of atypdcal.
tharaoteristicé beceme-saiient. Antagonistic feelings
emefged toward clients. ParticipantS‘became uncertaln
about -the efficacy of their interventions. ‘Some began

to react immediately to client behaviour.:  Some S

-

experienced themselves in'a struggle for control of the

situation. _Others felt they were being menipulaﬁedfor

S

violated. Still others becane aware of uncomfortable

2

Ky %

4

bodily reactions. :

L

: G
Burbrldge (1977) found in his study that in
'addition to experiencing obJects ‘as frustrating,

participants often experienced themselves as a source:

of frustration. He suggested that participants often
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A

‘EeLt‘ettpieland embaffassed, wﬂich led to a wide range
of>feéiihg5'3uch as'inadequaey, disgust and |
detression; Thev Became involved with their ewn
,affective preOEtupation which'seeﬁed to increase their
eeﬁée of frustration. | |

With thelexception of Ken, none 55 the
'tpertitipants in this study recalied being preoccupiedA
.with theit own self-doubts. At timeé, Saul felt
"woftﬁless;" "sad," "debendent“ &ﬁdb"ahgry" at his
inability to make a person—to—petson contact !ith
Monica. He etrhggled with his feelingSf,,However, he
never did'view himself as the frustrat;né "object” in
tte situation, The source of frustration geﬁerally lay
out there in maﬁifestations of client behavieur: Their
reflections_did.not‘iﬁclﬁde'sélf—examination of
themselves nor did they refer to how they could hevev-
'acted diffetentlv, |

Bufbridge fgund'in his study that participants
iwere_able to Leeve the fttstrating experience throughfé
. body or perceptual reflection. As a gradual
-experientiai distancelepened up between the person and”
individual,fthe subjects were able to regain a

perspective on the situation and themselves and new

possibLlities for dealing w1th the 81tuat16’ %n%e

revealed for the person.

frg
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In this study, many participants reflected how It
was very difficult for them to distance themselves fron
the situation because of their being in the role of-
therapist. Even in situetions where the participant
disliked the client, they»ﬁelieved it was inappropriate
to end the association because of the context of the ,

relationship. Therapists often remained, sEruggling to

balance their negative feelings and their beliefs that

T

they were euppesed to be helpful.
Bureridge hoted that ene‘of tﬁe perspectives eften
regained in,the distancing precess}was a shift' from a
feeling that one wasbunable to solve the proeiem te/a -
perception ﬁhat'the problem wes,"unsoiveabie” (p.
193). This finding is relevant to this.study as many
of the,tﬁerapists took a position that their clieﬁie'
problems were uneolveable. Tom observed that family T
?Lgid not have the emotional wherewithe};ﬁo achieve |
ﬁﬁeaningful change. Saul claimed thag?Menica's_deed,to
see herself es all geod'apd the worid askall bed made
it,impessible fer.her te have achieeed anything in
therapy.. Debbie observed that Jenet yae a person
Qithout a\conscience fand'howvdo you'wqu,with thaté"
One exception was Ken, who viewed some of“his own
: aetions_ae‘contributing to»the’lack of progress in his
work with Elleh. Often he experienced himsaif as being

R

ey
N
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combative with her. In response to my question about

«

how he experlenced that, he stated:

Trying to out- argue and in that fashion feellng,‘
hey, wait a minute! Once in a while catching

- myself, what am I doing here? Who am I doing this
for? But I want to w1n this one, and that is :
really disturbing. ﬁhlnk this patlent has
benefited-in therapy Hnt it
has been very tedious and compared to other
members of the family, she is doing quite well,
but while you are in there w1th her, it~ Just seems
you are getting nowhere,

Someg of the thlngs Kem recalled saying to hlmself
were similarvto the irrational beliefs Ellis (1985)
explicated in his chapter ‘on how therapists are their
own worst enemies. qu example, Ken. remembered
thinking te himself, "How dare she not do this and not

change her life after all I have done. for her? I've

been so good to her. I've poured so much into this."

5.3.1 Influence cf£ Context and Orientation on How One
- ~

Aeted and Reactem
thhough most of the participants experienced
strong emotions that seemed to paralyze their ab111t1es
to be effective, there " were a number of eXCeptlone.
Peter andeLarry continued to:actlvely-pursue
~therapeutic ebjectives‘although feeling frustrafed and

angry in their situations. These therapists remained

free of immediate reactions to client behaviour. For
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s¥imulating and as a challenge. He used terms such as

‘ "enjoyable," opportunity for working by

Yd a "éhance"ﬁo work intuitively". As seen
in Peter's description from'Chapef 4, he enjoyed
‘working with Kathy and until the time he left the
" setting, he continued to work with her with clear
therapeutic objectives in mind.

The question- that needs to beiasked is whyiPeter
did not become trépped by Kathy's emoti&hal lability
when other therapists such as Debbie and Séul became
hooked to their patients' behéviours? Kathy's attacks
on Pefef wéuld appear to have been just as vicious as
Moni;afs attacks on Saul.  Yet Saul reacted in a

strongly emotional manner while Peter,.ralthough at

times extremely annoyed, always remalined focused on his
,«f',‘ : .

,thetépy ndjectives.

‘I think a partial answer lies in the orientation
'énd influences that one brings to a therapy situation.
‘bComipg from a famiiy-therapy background, Peter was able
'to'view Kathy's behaviour within a broader context that
.iqtiqded thé role of the hospitai and itsipefsonnel i

maiqﬁaining,Kathy's behavidur;’ Although he did not .

M .
i
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discuss her experience in a etrictly systemic manner,
he was able to remain relatlvely free from responding
to Kethy's behaviours and 1nstead he asked himself
~questions like "How do i work with her? What do I do
now?" Peter used His'resourees to search for a way to
work with her. Hie family therapy backg;ound allowed
him to:ﬁccept guidanee from someone who suggested that
he accept Katﬁy's behaviour‘as normal and not try to
¢change it and who suggested that he work on getting
Kathy dischargedifrom the hospital:
i ‘The latter Suggestlon emerged from abv1ew that the
structure of the hospital’ fed on and helped perpetuate
the Dehaylours of people with problems similar to
Kathy's. Indeed, Peter exemgkffied invhis'description
howjpsychiatric residents came to dislike Kathy and how
staff.from community residences seemed to do all that
they couild to ensure that Katﬁy would be rejected from
‘their programs. | |

Therapists who come from abfamily‘therapy
orientation are fikel} to bring-with them into therapy
an abllity to accept and work with whatever problems
and behaviours a client or famlly briﬁ&s to a
" gsituation. This does not mean that they will ngver

experience themselves as frustrated and angry in-

'particularfinstances“ Indeed, Peter, whose major



this form to.the family, quite often a cﬁan
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orientations includeg family‘theriby, was duite clear:
about his sense of frustretion.in working with Kathy Jn
discharge and occasional feelings of anger fegarding

ﬁer Behaviour. However, because of its basie
assumption that behaviour occurs in a context of

reciprocal relaﬁionships’and that it is through an

¢ ~

understanding of patterns oﬁ relationships that one'
\undefstanhe the meaning of one's behaviour and how to
’act te'cﬁaegerbehaviour, one would expett famil;.
therapis;s.to be less velnerablé to being captured by
clients' problem behaviors in sessions. Indeed, system
therapists often use a‘client'e p:oblem behaviodr to-
bringsabout behavieural change. For example, a problenm
behaviour (e.g. adolescent acting—out).may be framed by
a therapist as providing a solution for a‘different
problem (e.g. keeping parents from fighting with each

.
kB

other by focusing on the adolescent). When offered in

%

~ in the problem behavidqr.

'y

irrelevant or antitherapeutic would be more 11 @
become reactive to client problematic behaviomr5v§gn

experiencing frustration and anger. As an adheremﬁ ff

a psychodynamic orientation, Saul pointed out that *
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Monicg's r 4 to split . een a good self and bad self
“made it  mposgsible fo~ nim have any éffect on her.
Deb!® observed that Jane: la ked the necessary

“int apsy-tic structures to her :fit from verbal

th -apy. In neither situati:c could the necessary

re it.onship euwerge critic-~ for allowing transference
issu:s ¢ su-fa e. Giver .ese attitudes; nothing more
"could be don. to: ' -+ _lients so one gould more
~easily be dra. .eccoming preoccupied with the
client's misera’ le behaviour.!

The importance of the work setting in determiningx,”
how a therapist responds to his s%pong emqtions is
exemplified in Larry's presentation. 'Like Peter he
experienced his work with Norma as challenging;
however, in a different sense. - The challenge aspéct
was pragmétic, related to the fact that this was’;
private practice situétion. AsoLarry stated, hg was
getting paid byANofma's parenté and they were expecting
to see results. He also wés ﬁroud of having a good
reputation as a psychotheraplqtt\vThese factors seemed
to inspire Larry to try to find effective wéys for
working with Norma even tﬁough many of Norma's actions
were provocative during the séssions. He clearly did

not enjoy his sessions with Norma yet he never

capitulated to reacting to her in-session behaviours.
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‘Haley‘(1986) in his essay on "ﬁ%erapy - A New ﬁ.

" Phenomena" also echoed this observatlon thatmwoyk

setting[influenced how a therapist wqfks. In explo;ing

.

the practlce bf therapy in dlfferent contexts 1nclud1qga
,4 f'

'}
o

prlvate practlce and mental Egalth agencies,: he

Loan
» R

concluded that therapy must’ change 1ts natude ‘when it
changes its cou{;xts" (p.:150).

Of real 1mportanch£ould be to examine the

R
Ay
.‘g ‘with people who consxder

9

‘implications of work

themselves'failureswin therapy, many of whom frequent

-

mental health centres and outpatient clinics, and

involuntary clients which are the bulk of the

"

population in psychiatric hospitals.

5.3.2 Experiencing Uncertainty
: 0 ‘

From my-persgective, experienced therapisté in a
therapy project typically appear to have a -sense of

directionggd understanding of ‘what to do in a..

pgrticulé?“éituation, In . their work psychotherapists .
bring to a\§ituatioﬁ a taken-for-granted expectation
that orientations and methods wﬁzzimg;;g_worked ;n the:
past- will be effective. In typical gituations
therapisfs feel okay about how their interventions

affect the client or family.

It is only when a situation becomes problematic
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+

that 4 therapist may questlon his mﬂﬁtpr of worklng in
f
~

those circumstances A number of ége éieraplsts

P
“

includlng Larry, Peter,.Tom,_Saulwand Beh experlenced a

LAy
’ NP W

sense of uncertalnty about,thelr‘gmterventlons in the =
o T

G Sal :
situations they prééented. They'éach questioned the

<
-

efficacy of their methods for those situations.

Schutz (1962) pointed outxthat as long as one's

typical manner of understanding and doing was

successful in an area of living, we trust those
. s v
1Y

experlences and we have no reason to explore the 1SSue

further. He;tontlnued: "It needs a special.

¢
o .
L

motivation, such as.the'eruption of a shock experienoe s
not subsumable under the stock of knowledge at hand or

\ .

ﬁlncon81stent Nlth it to make us revise our former
bellefs (p. 228).

In this study, none of the participants questioned
the beliefs they held about therapy If experiencing
partitulaq dlfflculty in therapy continued’to be mon-
typical;hdne wouid expect the experiéAbés would inSpire
a therapist to reflect on his or her orlentatlon and
perhaps look for alternate conceptuallzatlons to gulde
one's work. At the same time it is not altogether
‘clear that this would indeed be’thevcase. Frequently,

therapists hang on to their'theories with a great deal

of passion. Watzlawick (1983) elegantly spelled out
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how therapists may be as much concerned with defending>‘

their own orientations from attack as trying to help

clients:

The question of what is abnormal and what is
normal and how the former can be changed into the
latter is complicated by the fact that psychiatric:
~theories are held by “2ir authors and subscribers
with much greater fery.r than, say, those of the
physicist or the economist. Since they do not
involve merely impersonal. issues but the human
being as. such’, they are almost always in the
nature of religious beliefs and the basic belief
may not, must not be wrong.... Lf this is so and.
if actions taken in accordance with the theory are
unsuccessful, 'the fault must be.sought in the
applications of the theory but not in the theory
itself. This means further that in a very real
sense-the point of therapy may be to save the
theory, not the patients. And it finally nmeans
also within the framework of any theory certain
deductions are consistent with its premises and
others must be ruled out as inconsistent. (p. .213)

None of the participants reflected upon their
theoretical orientétioﬁ§ to examitne whether the
approach may\have Seen inadequate for guidiné the;r
doing-of therapy in’thése situations. As deﬁonstrated,
many of the therapists put fhe_blame upon client
qualitieg. _Clearﬂy one's theoretical and practical
app vach is laden with value and meaning. It could
reflect the graauate sghool one attended and the
mentors. under wﬁom one studied. One may have a
tremendous investment 1in fgmainiﬁg connected ﬁo a

‘certaln system of knowing. To give up one's

orientation or add new ones could be very trying.-



people in need.. Anderson and Stewart: (1983) stated
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~ Therapists may be able to tolerate a great deal of

uﬁcertalnty in their work before being open to ideas

stemming from other paradigms.

"A‘ “““4\1’ . Ve

t |

5.3.3 Not Having an Impact on Client or Family
Although mentioﬁed earlief,'the experience of

having”yeryrlittle or no influence in the situations

was 30 comﬁon it-is worth examining on:ité own merit.

Traditionally, it has been accepted that inherent .

to one becoming a therapist lies a desire to help

"that most therapists have chosen theirvprofessiou

because they are 1nvested in helping people (p. 1—2).

Tom, 1n3exp1ain1no why he has had limited contact with

‘

chronic patients, noted "I haven't been able to affect

“much change and the reason that 1 am in this business

is'so I can experience ‘the cthges that people have

made.' That is what I really get off on"

Recently the assumpti&f.of belng helpful or
fnfluengiéi or ihpactful as thm pﬁrpose for why

therapists’become therapists‘has beej challengéd by the
ldeas of Humberto Waturana, a Chilean biologist. His:

‘ . 3
deas about" 1iving systems and the biology of language

,have stlrred great lnteresr amono 1ncreasing numbers of

"

.therapistéﬁrghd'have served_aq a"theore&icalhframework

<
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for descrlbing and validating what these therapLHta
do. Prior to presenting his challenge’, a short sSummary
of Maturana's ideas from Efran and Lukens (1985)

article are presented as a context for unddrstanding

his view of purpose.

5.3.3.1 Maturana's Theory of Strgrtural Determinisq
. A

Briefly, Maturana's ideas and descriptions centre

o-

. . ¥
around the proposition that all living systems are

structurally determined and organizationally glos§d to‘
the outside world._ That is to say, how an organism
behaves and how it responds.ﬁo the outside world are
products of the structure and activityhof its own

nervous system.

One's azction reflects the structure of oneself as

o

w

an organizationally closed orgénism and not-a response
A / o ‘
to an external world. As Efron and Lukens (1985)

contested, "people do Qhaﬁithey do because of how they

‘are put together and they do 1t in connection with (but

not on direcr ihstrpction frem)ﬂthe medium in which
they exist, which ;nCIQQee other people" (p. éS);
In a process of what Maturana refers to as
structural couplihg,' people gselect from each other

behaviours and 1deas that fit together, therefore

creating a shared meaning which enables a relationship
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to be formed. When the fit becomes inadequate, the,

structural coupling disintegrates and a drifting épart 

-

occurs, An important notion is that living systems are

seen as existing entirely within "a purposeless drift"

in a'medium (p. 24). As Efran and Lukens explained, in’
"Q

hlS drife, therb,qge continual shifts in response to

3

changes to both the external env1ronment and to -
. internal perturbation until a point of disintegration

Qccurs_which could happen at any time.- ;/“

An important aspect of Maturang's woik has beén
his description of human beings as‘obsefvers-and~the
role of language in this process, .As observing
systemé, people "descrile, distinguish andldelinéété iﬁ“
language. Langdége is the mediui through which évents
éxist,'in which there are beginnings and é;ds,

importaﬁt and insignificant events. ”An event has no
separate existence from our distinguishing it in
1anguag%" (cited in Simon, 1985). Maturana argued that
vlangﬁagé/and the'obSérQed areboth the "instrument as
well as the proble@ (p. 37). For while "it is only in

5

language that we are obsgrvers (ibid ), and one

obsérves what one observes, the achlevemeut of
L )

consensual reality is frequently confused

with the notion of objective reality.

Language created the illusion that we can.look out
.» and see a separate outside world In fact, we
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never actually leave the domain of our activity
and interaction. In this epistemologygsthere
really is no independent object of stud? since
there is nothing objective in parenthesis. :
Objectivity in parenthesis encourages a view of
the world as being multi-verse as dpposed to
universe. (p. 25).

-

It is only in the domain of language that
attributes and notions exist and with this I return to
Maturana's challenge of the inherent notion that
therapists have ,a purpose to their existence; that is,
to help or have impact on cliedts. Efren and Lukens
el¢bvr§tqd:

..a whole series of notions near and dear to
. -herapists, such as ‘purpose,' ‘change agent,'

"the function of symptoms,' etc. can be“seen as

observer attributions rather than accurate

characterizations of system attributes. The
attributions have currency only in the language

domain in which they wére constructed. (p. 27).
Later they continued:

Terms like a purpose are part of an observer's

attempts to give meaning to a past and a future

within a ‘now'. They are partial descriptions of

our activfties. We tend to thipk and talk about

our lives in terms of such stories. Life, in and
" of itself, is purposeless. (p+.27).

Given this model, the assumption that therapists
desire to influence and to help bring about a change in
their clients' situations can be viewed as
questionable. Statements about altruistic values

belong to. the domain of observer attributions and are

considered to be non-informative abqgt’the therapy

T v
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situation. According to this view, tnerapists do not
have a passion for'bringing about chenge but rather
enter @,relationship with clients in which‘a
o o
purposeless co-driftimg continues until ‘it~
dlslntegrates and each party goes 1£s‘own way.< Change
may 1ndeed occur for client pr themaplst but this 1is
viqwed as a chance outcome of the relatlonshlp..
Therapists cannot dlrectly instruct or direct clients
to change but at best may select responses already part

3

of a client's repertoire that results in & perceivable

. -
change.

Colapinto (1985) challenged Maturana s clalm of
purpose lessness in the act1v1ty of therapists as well

¢
as life's activities in general. In his understandlng

of Maturana's notions, Colapinto a;gued that this - ,

i N

theory could lead to a non-interventionist

interpregaﬂion to é%%yapy‘and largerAcocial issues. He

7

elaboreted{

[y

If families can only be themselves anyway, we can
stop trying to change them Tf we do not try to
influence other people's lives, we cannot fail or
be held responsible for what happens to them. If
they do not change, it was because they weren 't
_supposed to, not because we did not know how to
help them. We can also be more tolerant toward
larger social circumstances and stop trrircg to
affect them from our under-funded agenvies....
(p. 30). . ’

Given this possibility of interpfetation,

N g
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Colapinto suggested an 1lternative way of viewing
therapy consistent with Maturana's ideas. The view
would include a conceptualization of a desire‘to change

"as being "intrinsically constitutive of a thenapist".

He elaborated:

The pass1on to change others is -,to use
Maturana's terms - 1ntrinsically constLtutive of
the therapist's part of his ‘organization’.
Phllosophers and other observers were created to
contemplate, but tinerapists only have a right to
;exist if they can contribute to transforming .
something bad into something better. ‘Bad' may
stand for ‘enmeshmeht,’' ‘introjected object
relations,' ‘resistance' or ‘a-deflective
conditional reflex,' but fot therapists there ig
always an adversary to be conquered. If we lose
our passion to change, we might as well
disintegrate as therapists and become phllosophers
of blology like Maturana.

i
3

N . o
The'differences between Maturana's views and

Colapinto's views lie in the different contexts of
It

observation from which each stems. Maturana'é'ideas/
emerged from a domain of 6bservation!of an outside
observer. He participated in his qbservations through
the ideés and conceptualizations™he brought to ﬁhe:

situation. Colapinto's challenge emerged from a domain
8 .
of observation of a participant-observer who was part

I

of the therdpy'process. Colapi@to suggested that

"passion er change ought to‘befdonsidered part of a

Eheraplst s organizatlon and not as an observer

fattributidn; Ih,writimg'abi

[4

/
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therapy, he wastwriting them from aldomain of a
pa:ttcipant observing his participhtion in the
process, From that position, it .was inconceivable thaty
theraplsts do therapy wlthout'a passion for change
A Both views have the ‘advantage of dlfferent
'berspectives'and both visions are limited by the
conetraints of one's obeervational.ddmainvand’the
subjective self. They are both partial.desttiptiohs of
what one observes and both are useful in pfgviding
“information about the nature of therapyt In.this‘”
study, parb1c1pants described the meanlngs of
partlchlar dlfflculty from a domaln of the participant
: -ﬁ‘m'
obserying his partiC1patlon. As has been explicated,
for practicingvtherapists, the feeling of experiencing
oneself as being stymied was unaccepteble. |

Pl
.

*ﬁwegt

5.3. 4 Larger Systems Contributions

In Peter's, Bob's and my o;n examples; there was a
clear experiencing of elements within one's own agency
.end outside egencies;as contﬂhbuting to’our
experiencing of difficulty in these therapy situations.

‘It may not be the dlient or familyxbehaviour per |
selwhlph is the impediment for solving the problems but
/) L

rather one's own workplace or other involved systems.s

Their way of wofking_may actually contribute to or

\ye—y \



maintain the dlfflCultles clients and/or theraplsts

experience. ’ ; B
As a frame for underetamding how larger systems

may contribute tovoﬁe’sjexperienelug-of dlfficulties[ I

turn to the theoretical model used at the Brief Therapy

Centre of the MRI in Palo Alto as cited by Bogdan /(W
/

(1986)

Problems are thought of as the unintended side
effects of. usually well-meant efforts to resolve
life's ordlnary problems. Some solutipns have the
effect of reinforcing, rather than dampening
problem behaviour. This occurs because people
frequently do not realize the connection between
their efforts to help and the -evolution -and.
‘maintenance of the problems (p. 35).

Although useful at any level of helping, I think
- o * .
these ideas are particularly meaningful for
understanding how larger systems contribute to

_maintaining the_very difficulties they are trying to

overcome. ' Looking at my own presentations in Appendix

It

1, from repeated conversations with the school
A X . .

psychologist, it was clear to me that his intentions
were positive. It was al'so cleer that his mannerhof
viewing the problem dio not enable him to realize'hou
he may‘have been contrihuting to maintain .Fay's
behaviour In Peter's example, the outside agentiesl'

may have genulnely belleved that Kathy was incapable of

succeedlng in a re51dent1al placement unaware that .
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their continuous rejections were reinforcing Kathy's

gradual-aéceptance that she was indeea incépabre.
Pe?er also reflected about the difficultiés of wbrking
in a facility dominated by ;ﬁe_medical model Qf~
psychiatry. Watzlgwick:(1984)_has pointed out that
once a.psychopathology is created thrbugh diagnosis, a
reality 1is inven;éd in wﬁich a "process i}quirég its

7 ’ .
own momentum" that can no longer be controlled by the
: ' : .

. patient or other contributors to the construction of ..

'accordingly"'(p{ 67).

s

)y

this reality, and that eventually "even-the patient
accepta,aé corfect ana he faéhionsvhis life
y

Iq these éituations the cﬁaracteristics attributed
to Kathy, Paula and my client by indiv%dﬁals
representing other systems remqiggd’fairly stable.
Liké.thé orientation oﬁe bri&g; tsltherapy and like the
context in which one works, the aéﬁions of other
’professionals énd'SYstems interfacing with the‘client
and therapist also contribute to the manner difficﬁlt
situations éfé defined and'expérienqed.q‘lt'would
appear that among the{participanﬁs in this'étﬁdy, only
a few.;ere cognizant of larger~system issues_altgépgh'
they all alluded—to some kind of larger systémA %g{

involvement.



5.3.5 Summary of thevDiSCussion of the Findings

Each aépect‘of the discussion in ﬁhié\section has
captured a partial interpretation of the meanings of 
the experience. They have proVided an' opportunity to
view experienced difficulty from'diﬁferent angleé, each
one separate from and intérconnected to the other
inﬁerpretations. Presented alone, én.interesting‘but
inéufficient partial picture would have emerged.

. .

Together the pe;spectives provided a choreographed
whole reflecting oné of many different possibilities of
chdreogréphing. For.how the meanings were discussed

e .
also reflected the imposition of my subjective self on
the material. It réflécﬁed the past influences on me
as a.therapist, theoréfically and experientially. A
different researcher would have ceftainly_aiscuséed’énd

choreographed the material in a manner reflective of

his or hef training and.interest. .

T . ’ '
5.4 Cbﬁtribttions of This Iﬁvestigation for»Providing a
Perspectiye for Understanding the Concept of
Resistance in PsychotherapyA
The 1ite}ature én psjchotherabeutic resistance was
devéléped in a way that servep to explain problematic
experienges.without first inQestiga;ing wha't kinds of

meanings were given to these experiences by
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therapists. ‘Rather than focusing on expe:ience ahd its
meanings as a starting “point, invéstigators'turned away
from experience aqd utilized general, abstracp
principles for explaining these situations as
fesistance consistent with whatever theoret&cal
approach one adhered to. This approach generally
focused on ciient or family behaviour as the foot cause
of resistance,. Eveﬁ when therapists'did recognize
countertransference issues as affecting-th;Atherapy . {
process, they yere most likeiy handled as if they
existed within the patient. It,hs only in recent years
that some traditional therapists, most.gotably Robert
Langs, have begun to look at how therapist's way of

e

contributes to thHe manner in which resistance is

- - o

identified.

The concept of resistance was constructed at a

"time when proper psychology was viewed as solely based

4

upon’ the experimental method and the assumption of

rationalism. Based on objectivity, psychological
research attempted to neg;ralize the ;gsearéhers'
experiences from his or“ﬁér investigations. - A
reflective attitude was strongly discouraged as the aim

was to isolate and manipuféte constructed variables.

.
In this -atmosphere, the ideas about resistance
]
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arose. Noted in the literature review was that
resistance was generally eraminea using cognitive
madels es opposed to egperimentatioﬁvbecause of the
difficulties researchers had in operationaiizingithis
concept. Still the‘coneept has been of major heuristic
value in the world of psfchotherapy; Itvhas provided a
language within the.varioue orientations for talkiﬁg
about problematic .experiences in rherapy. ft has had a
practicai influence by expanﬂing to include strategies
for helping clients and families overcoﬁe their
resistances (Strean, 1984; Anderspn and Stewért, 1984;
Ellis, 1985). It ‘has served to place the therapist in
an expert one-up pesition in the therag;,process by

. ' :
placing the onus for the problems in therapy on the
clrent or family. Clients often eccepted the premis

that only with the, help of the therapist's jexpertise

could these roa b» ks be overcome. They also accepted

years and some%%m@s decades

Robert Langs and recent theorists of systems

1urst, 1985; Keeney, 1983) have described

a:'
9

how researchers and theraplsts cannzf help but impose

therhp}. ?g,Lp

their subjective selves in talking 4bout and explaining

. >,

resistance. They bring certain biases, ways of

understanding andaggperiences to what and how they

a
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observe and participate in therapy‘orAresearch. How
EresLsténce is defined and whether or not a. therapist or
researcher will view a situation as exemplifyiﬂg
fesistange will be largely déterminéd by one's view of
ﬁherapy which pa;tially determines how one ihterprefs
the experiences vlivea in thé‘thérapy situation.

.This investigation returned to a levgl qf
'éxamining manifestatibné of particular difficulty/&s///*/
remembered and its meanidgs. Therapists were
encouraged to féfiect upon-pheir/experiences and to
describe kinds of meanings'the experiegce resonated. I
utilized -a reflective attitude in my efforts to reveal
and to interpret'essences of the parti;iﬁants'
experiences. The investigation provided a first step

. . ' B ‘
in understanding the preconceptual essenc#s of the

experience. .

5.5 Contributions of This Investigation to the

Literature Concerned with Meaning in -Psychotherapy
This.research joins other studies afﬁ?dAa;

oV
revealing different meanings of aspects of the

psychotherapeutic situation. Viewing psychology as a
human science, this investigation evolved from an

~assumption that not enough was known about the kinds of

meanings therapists construct about situations they are

o
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involved in. I accepted ﬁhe-premise that researchers
’ ofapéychotherapy ﬁavefplaced too mutﬁ emphasis,on
experimentation and explanation and not enough on
description. -1 believed that interesting and |
satisfying explanations could evolve from rigorou%
deécription.

This study incorporated a number of the cri;eria
suggested’by Bartbn as characterizing a proper .
descriptive theory for psychotherapy (see Section
2.8.1). In particular, this study adopﬁed,a view
thoroughly attentive to the therapist and how he or she
provided meaning to.thé situatiﬁns. Lacking from
Barton's criteria were descriptions of the meanings
clients ﬁonstrﬁdted in these situations.: Certainly a
Qtudy ihat could obtain désc;iptions from both
therapists and clients would. be very informative,
particulérly with regard to. the question the extent to
which each parﬁicipant agrees ﬁo the meaning provided
by the other. However, given ﬁhat tﬁe therapist has
g;ﬁerally been neglected in ps&chotherapy researxﬁ,.
*this study .s rélevant in that it moves in a direction
that includes fhe therpist as a-topié in. research.

Aé well, this study éontributed to the literature
on meaning by ghowi;g that meaning can be conferred

from a number of different perspectives. The meaning-
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components revealed in .Chapter 4 wete discussed from
. L] ‘ N ’ ’
“* different levels ofrobservation ranging from a

persective of an outside. observer ptG\iding ‘

eﬁplandtions to descriptions he had géthered

(Burbkridge) to a perspective of a particifant-observer

providing his explanations of the meaning of his
participation (Colapinto).

. It is important to keep the levels from?%hich
r o | | -

meaning is derived separate from each other in order to-

obtain a choreographed valid picture. of important

| g?“%
aspects of an experience. Each level provides a viﬁ%?,

of the total experience ‘and can add to the richness*@f3‘
how soﬁething'is experienced. |

In structuring this study empirically; that is, in
obtaining descriptions%rom ten experienced
psychotherapists, the cross-section of meanings

4
- -described can be viewed as being consensually valid.

Readerg will be more likely to agree that these
descriptions of difficult situations have some
relévincy as presénted; Giorgi (1985) pointed out that
psychology insists on some degree of embkricisn in its
studies as opposeq\fﬂ phenomenological philosophy where
the researcﬁér oftenfserved as the generator of

description through imaginative variation as well as .

. the organizer of the data through refleétive thought.
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5.6 Implications of This §tudy‘ ¥ A

A major contribution bf thig investigatioh.ha&
heen in utiliziﬁg a metﬁod that allowed participants to
reflect'and to déscfibe.hhét-hapbeﬁed in a therapy--
situation as'rememﬁétgd.

The ﬁgerapist—partitipants themselv®s specified
what situation in ﬁheir range of exberiencesf ’
constituted an experiencing of particular difficu}ty

.
and provided the reader with a sense of what the nature

.
AN

of their experiencing was through descriptions of their)
actions, affective-emotional states, atti;udes, bodily
inﬂolvement 1 biases. The,inténtioH of the
investigation was to remain'Qitﬁ th® experience and to
allow thg flow of.the ideas to emerge in the very
msnner in which they emerged. | f\
In doing so, one got a little closer to an
understandiﬁg of an aspect of psychotherapy -- notfan
absolute unde;sténding which is unattainable but an
‘interpretative understanding? The method qtilized.in
the sf%dy was consisteﬁt with the subject matter I was
attempting to underst;nd. Methods chosen to organize
' L~ .

the contributions were chosen for their capacity to

: S ' A
remain within the experience and elucidate beyond what

the participants were saying.

Descriptive research can ‘provide the basis for
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returning to a level where experiencing in
-

péychotherapy‘is investigated and meqning-componénts
increasingly understood. By doing so,‘it‘;an alsc @

- oo oo : > , '
encourage the development of theories oY chahge and
faalure andjof the‘nature of client-therapist

N : _

interactions inﬁcloser profiﬁity to what one actually
experiences in thesproject. In this iﬁveétigatien it
bgcame clearer that the manner in‘whiéh particuiar
difficulty was éxperienced in a theqapj situatian was
partially common to participants and péftially unique.
Some of the meanihgicomponents such as frﬁstration and

anger‘seemed to be part of all the participants'

experien. s. Other characteristics seemed to be

:

fglosely-related to one's orientation and wne's work
setting.

This investigatiqn‘served as a stimuius to
speCuléte about how .the concept of psychotherapy

resistance was invented and utilized in therapy
‘ A - .

\Qﬁp{ojects, and provided a theoretical framework for

\

explaining a mahner of experiencing which hitherto was
not described.

Ly _ .

5.7 Limitations of the Study

Bn important 1imitat£gﬂ of the study was that I

did not return to each participant to check with each
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one whether™he identified meaning-components of one's
. - \ e
X ~ .
presentation was é%reeable to the participant. By

asking for their feeﬁbackrl would héve achieved /a
3:;c1;ére:vpicturg‘of the aecuracyvo} the meaning-themes.
[t also would have served to clarify dny, |
. miéunderstandings.ﬁﬁat may have ariégn in partiéipants'
\descriptiqns andffollow—up elaborations and‘ : ;/
stréngthegﬁd the validity of the study.

Ed

!

5.8 Future Research
Future.research cbuld foéus_bn how thefapisﬁs
éxpérien;e success in é‘thérapeuticbsituatioﬁ and the
various meanings which may Beipresent in tﬁat»kind of
situation.v'Cdnversély, eﬁperienqing failure could also
providé'an intriguing frame for fur%&sr uédefstanding
ian aspect of.what it.means to be a therapist. Indeed,

recently Coleman (1986) published a book presenting

eight case studies of failufes in family.therapy

-*

utilizing expest family therapistS 6f various
persuasions. The participants ea;h provided a case
study;bf a situation which they viewed as fepresenting
a &Aerapy.failure.

ﬁa;h.dequiption was previewed by a short
explicatioh of;his or’ her theorégical orientation. wThe‘

descriptive process in my view was cut short in favour
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of logical analysis. Vhat-were the different ways in

" which these autfors experienced the failure ‘

Al .

attitudinally, cognitively, bodily? = How was this

different from their typical experience in therapy?

' One exception was a®charter”in the book in wh

client's experience of failure was presented as
described by the client. Perhaps less constrained’ oy

theoretical considerations, "Adonymous" provided a §§
o

detailei\desc:iption‘of How she and her feﬁily
experienced the paiﬁ, confusion, and disappointment
she, her husband and three children expefiehged_iﬁ the
.situation.

Further investigative efforts should include

. o R ‘n ' . )
client as-well as therapist descriptions of_ their

actual experiénces vis a vis whatever experience one
. . . va , "'\ .
chooses to study. .In relation to the present study it

would be fascimating to follow it up by investigating

e iy .
d families experience difficulty in a

RXS

how cliencsfaﬁ

3 = o

‘therapy situation or how they experience themselves as
. : ,

‘being resisted by their therapists. Of particular

_interest would be to observe how clients' experiences

are coloured by their particular schemes of reference.

.é
5.9 A Final Reflection
After having reed this report of the

- »
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T%nvestigation,,one may ask: How does it contribute to

our understandlng of the psychotherapy process beyond a
t

reveallng of meanlqg components whlch are falrly

obvlouS‘g1ven‘m1n1mum re§4ect10n7

' Theraplsts rarely give reflectlve thought to thelr

S

actual experlenging, so although thlS 1nvest1gat10n

. ﬁocuSes on the obv1ous, the obvious,is ypically

Cy.

. - . t“ .

ignored.\ At the -end of»thefelaboration I asked each
\ AR _

partioipant what it was“like to participate in this

project. Note how some of the ‘therapists responded

v

Debbie: Good. I tkink the n re I think about some of -
. these things w1th her|, the better because thlS
was a tough one for le',. I'm sure there will
_ be others so I don' t ‘mind thinkin about it
T and get-a handle_on what would makKe it easier
g% for me next time if T had to work with
somebody like that’ again.

Tom: ...Well, going back and looking at the
experience ‘that I had, the emotional ‘response
- T had, finding what d1ff1CUlty was for me in
‘this case because I'think this was the most
‘dlfflcult famlly I ever worked with.
Saul: 'Well,'it_wcs,..it wasn't fun. ‘It is one of
§ - those things that after you finish it, you can
‘probably say, well, it was probably good for
you to do. But it was uncomfortable, too, to
review back that kind of distress, but I think
" 'it was helpful to review a lot of stuff.
It is a reminder of a situation I was in and
in which I felt-ineffective and it forced me
to look at aspects of myself and things that
~ I've done that I would just as soon forget.
That part pf it was uncomfortable.

»
4

Ken: ~ We don't as tnitapfstg‘Spend that much time
focusing on our reactions, We certalnly live

~them but we. don t focus on them, what we've_
thought about in session. This is good. This

LI
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exerciSe.enebled.them t0uf0§us onsa particular

ey

-

e

will make me more aware.
Although some of the partlerpants felt somewhat

y
uncomfortable, there was a general recogms%lon this

-

experience in a manner7tha;f;hey would not typically

-

do.

1nvestigétlon I wondered how my method of interrogating

: e

"e’:ﬂ’/

partLCLpants 1n the fallow up interviews could have
TR

\

. been. mofe“eﬁfeCtlve for eliciting more open and frank

responses-‘ I chose a direct method of 1nterrogat10n to
{
S

gain;more'lnformatlon about characteristics presented

! b"A‘ : 13 ' > N 5 s " . ‘ : L3 4
in,the written description. Perhaps if I would have

» used -a’method of conversation in which I entered into a

§)

dialogueswith the participant and  in wh}ch I . was open

and frank about my own experiepces I would have .-+

encourage® participants to also discuss their

situations in a free anf néndefensive manner. This

i
3

:question'érose in.mjfmind,\particularly in relation to

Ty s

!

the lacéﬁofnteflective thought participants had about

the or;entatlons that guided their work in- the

N
[

;presented 31tuatlons. I point to a follow up

‘—\3'!

conxeréatlon I had with Henry in the pilot study and

,‘ J .

.thé tremendous wealth 'of material which emerged At

,\‘

Lthe;timéyfl recalled wondering whether we were becoming

o 187
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‘side-tracked by important but side’issues which may be

why I chose a di{?Ct integview method. b .

" In starting'ouizth' venture, I expected to find a
‘ R p |
way to demonstrate how tie experience of resistance was
- \ '

common to therapists acrb§s theoretiéal dimensions. I
hgped 0 uncover charactefiséics of resi§tance most
tJerapists could ;elate to. The study revealed some
common characterisﬁics of how participants e*perienced
particular difficulty. However, it also revealed how

the experiences were urique to each participant

!

partially determined by theigp”orientation, work setting

and awareness of factors suclf as the role of larger
"systems in the situation. I now have a clea:er
understanding about why so many dlvergfnt views about

resistance are present.

3

It would have been.useful to obtain specific
information about what thétapists actually did in the

situations. Although we do get a general sense of how

A
each participant acted, lacking is a specific

description of interactional sequences which could have
served to demonstrate connection between méaning and
act4Bn and to demonstrate:whaf it is that one does that
- makes or does not make a difference in difficult

»

situations. o 4 / ,

~



REFERENCES

189



N \§ i -
REFERENCES '

Anderson, C.M. & Stewart, S. (1983). Masterlng
resistance. New York: Guilford Press.

Bain, H.C. (1985). Being feminist: Living with a man.
(pp. 25-34). " .Unpublished doctoral thesis.

" University of % berta, Edmonton oo ™

e
¢

Basch, M.F, (1982) " Behaviogyral and pSycﬁodynamlc
psychotherapies: WutuJbly exclusive or
reinforcing. In P.L. ‘Wachtel (Ed.), Resistance:
Psychodynamic and behavioural approache“ (pp. 187-
196). New Yorg Plenum Press. )

Bogdan, J. (1986). Do families really need problems’7
Family Therqgeretworker, 10, 30-35,
67-69. :

Breit,/M., Won-Gim,.Im., and Wilner, R.S. (f§E3
trategic approaches with resistant famrlies.
American Journal of Family Therapy, 11, 51-58.

Burbridge, C. (1977). An empirical-phenomenological
study of the meaning of becoming and .being
frustrated. In Smith and Murray (Ed.), Duquesne
papers in phenomenological psychelogy (pp. 124- -—
161). Pittsbargh: Duquesne University Dept. of
Psychology. ' . 8

Cad®e, B.W. (1980). Resolving therapeutjc deadlocks
using a contrived team conflict. International

\\\\‘\ Journal of Family Therapy, 4, 253-262.

Chamberlain, P., Patterson, G., Reid, J., Kavanaugh,

K., & Forgath, M. (1984). Observatlon of cllent
resistance. Behavior Therapy(/li 144-155,

Colaizzi, P. (1978). Phenomenological research as the
phenomenologist views it. ‘In R.S. Valle and M.
- King (Eds.), Existential-phenomenological
¥t)alternatives for psychology (pp. 48-71). New York:
Oxford University Press.

'ij§to, J. (1985). Maturana and the ideology of
ﬂ conformity. Family Therapy Networker, 9, 29-31.
i» ‘

bY



L

3
Co-lison, C.Rw (1984). Grappling

Y #2rOoup psychotherahy. - Hospitatl
.. Psychiatry,®22, 7-12.

w&narroch V. & Silvers, R.J. (1984). The language of
! description.and theorizing in reflectlve T
N d scour e. henomenolqu and Pedogogy, 2, .191-196.
Deutscher, I. (1971 )¥ Words and deeds: Social science
\and socialN\poZicy. In W.J. Fildtead (ed.),
‘Qualikative methodology: Firsthand involvement .

w - with the social world (pp. 27-51), Chicago:
Markham Publighing Company.

TT”eWald, P.A. (1982). Ps&choanaiytic pérsbectives on
resistance. In P.L. Wachtel (Ed.), Resistance: ~
Psychodynamic and “behavioural approaches (pp 45—

68). New Yorkk_Eienum Press,
¥

4 de Shazar, S. (1984 a) . The diath ogf reslstance y__Family

Process, 23 1-16.

Y

» de Shézaf, S. (1984b). Post-mortem: Mark Twaln d1d die
in 1910¥~Fam11y Process, 23,. 20- 22,

de SHaza:,'S. (1985). Keys tb solwtlons in Srigg'
therlapy. vk York: W.W., Norton.
( .

Efron, J. & Lukens, (1985). The world«%cc0Tding to
. . » Humberto Maturana. Family Networker, v, 22-28,.72
75.° : )

. . '
Ellis, A. (1983a) RET approaches to overcoming .
resistances Common fotms of resxstance British
Journal of Cognitive Psycoth®rapy, 1, _8—38.

Ellis, A. (1983b). How to deal with your most difficult
client -~ yo%. Rational Emotive Therapy, 1,

technlq es. In J. Fagan & L. Shepherd (Eds.),
‘Gestalt] therapy now: Theory, techniques,

T\,Qggllgétlons, (pp. 107-124). J '+

Fay, A. & Lazarus, ‘A. (1982a). Resistance or
rationalization: A cognitive-behWvioral
perspective. In P.,L. Wachtel (Ed.), Resistanmce’:
Psychodynamic and behavioral approaches (pp. 115-
132). New York: Plenum Press.

AN o N

o

~d
Enright, J AF (1970). An introduction to gestalt




< . “;/“\‘ ) . 192

. » . X
Fays, A, & Lazarus, A. (1982b). Psychoanalytic
resistance and behavioral nonresponsiyeness.
~dialectical impasse. In P.L. Wachtel %ﬁd ),3
‘Resistance:-Psychodynamic and behavioral
approaches. (pp. 219-232). New York: Plenunm Press.
. 5 pen
Fessler, R. (1983). Phenomenology and "the talking v
cure," Research on psychotherapy. In A. GiSrai, A.
‘Barton, C. Maes (eds.), Duquesne studies in
phenomenologi¢al psychology: Vol. IVQL (pp.
46). Pittsburgh: Duquesne. ’
)

Freud, S. (1936/1959). Inhlhltlons, symptoms, and
anxiety. New Y“{B W.W. Norton ~

Giorgi, A. (1970). ’Psychof\gy ag a human science: A
phenom@nolog;calllrba§éd a%proach “New Yor%§ el
Harper and Row. , 3;? C

< 4

Giorgi, A. (1983). The importangb'of the
bhenomenologﬁcal a tftpde for access to the -
psychological reagg. In A. Giorgi, A, Barton, & C.
Maes (Eds.), Duqueésne ‘studies in phenomenological

chology: Vol./IV (209221) ., Pittsburgh: quuesne
University Press. : '

Giorgi, A. (1985). The phenomenological psychology of
/ 1earning and the verbal learning tradition in
{ A. Giorgi (Ed.), Phenomenolégy and psychological
research (pp. 42-53). Pittsburgh: Duquesne
) - University Press. . —_—

Golden, W,L., (1983). Resistance in cognitive behavior
therapy Journal of Cognitive Psychology, 1, 33~
42,

“Goldfried, M.R. (1982). Resistance and clinikal.
behavior therapy. In P.L. Wachtel (ed.),
Resistance: psychodynamic and behavioral
approaches (pp. 95-114). New York: Plenum Press.

Hale:, 7. (1986). The art of being a failure as a -
therapist. In J. Haley (Ed.), The power tactics of
Jles s Christ and other Essays: Second Edition.
(pp. 81-89, 139-160). Rockville: Triangle Press.

Horan, J.d§\(1é80). Experimentaf?én in counselling and
psichotherapy Part 1, New myths about old
realities, Educational Researcher, Dec. 5-10.

4 '.

-



Y s A ‘
o ] , S 193
N r ‘

, N o . .

Jahn, D.L. & Li‘cg(g{em, K.L. (1980). The resistive’
X client: A negtected phenomenon in behavior ' P
: th'erapy. Behavior Modification, 4, 303-320.

Jennings, J.L. (1986). Hhsserl revisited: The forgottén‘
distinction between psychology and .
phenomenology. Americamw Psychologist, 41, 1231-

" 1240.. .
\\'Jones (1977). Towards the experience of
vq}nerablllt}w In D.C. Smith,and E.L. Murray

«(Eds.), Dugquesne papers 1nAp£enomenolqg;cal

psychology, Vol. II. Pittsburgh: Duquesne
‘University Press. !

¢

. ° % . .
Keeney, B.P. (1983). Aesthetits of change. New York:
> Guilford Press. ! /

. J

| . . . : -

Kellerman%\ﬁ.F. (1983). Resistance in psychodramd.
Journal of Group Psychotherapy, Psychodrama and
Soctometryy—36 (1) 30-43. !

~
¢ \

Kogklemans,‘ .(1973). Theoretical problems in
phenomenologlal psychology. Im M. Natanson (Ed.),
Phenomenolgy and the Social Sciences. (pp. 225-

8Q). Evanston' Northwestern University Press.

RS2 N

*Kruger,+D.” (1983) Psychotherapy research and

existential- phenomenological psychology. An .

Ls.@xploratlon In A. Giorgi, A. Barton & C. Maes

-~ (Eds.), Duquesne studies in phenounenological
. psychology: Vol., IV (8-33), Pittsburghz

Duquesne University‘Press

Langs, R. (1980a). Re51stances and 1nterventlons New
\\\\ . York: Jaseon Aronson.

Langs,~R. (1980b). Interactional and communicative
- aspects of resistance. Contemporary
o ‘Poychoanalysis, 16, 16-52.

r

Lankton: S. & Lankton, C. (1983). The answer within: A
clinical framework for Ericksonian hypxo herapy.

- (p. 10%/’?ew York: Bruner/Mazel. .
4
Lev1tsky, A. (197@9.-Combining hypnosis with gestalt
"~ %ferapy. In E-W.L., Smith {(Ed{), The growing edge
. of gestalt therapy. (pp. 111-123). New York:
Brunner/Mazel, y ‘

'Y



194

(1983). The group therapist‘& the

Countertransference & resistance in
53, 85-102.

Lienenberg, B.
patient: 7
psychotherapy. Social Work,

group

(1985). A case study from two

Lipchik, E. & Vega, D.
Systemic therapies,

perspectives. Strategic and
4, pp. 27-41.

Lockhurst, P. (1985). Resistaace and the "new"

epistemology. Strategic and systemic
therapies, 4, 1-12. :

McConville, M. (1978). Phenomenological approach to
perception. In R.S. Valle & M. King (Eds.),
Existential-phenomenological alternatives for
-psychology, (pp. 94-118). New York: Oxford
University Press. ) ' .

Meichenbaum, D. & Gilmoreé, B.J. (1982). Resistance from
In P.L.

a cognitive-behavioral perspective,.
Wachtel (Ed.), Resistance: Psychodynamic &
behavioral approaches (pp 133- 156). New York:

Plenum Press

.

Menninger, K. (1958) Resistance, In K. Menninger
. (Ed.), Theory of psychoanalytlc technlque (pp.
123) New York: Basic Books Inc.

MeyersteLn, I. & Dell, P.F. (1985).\Family"therapy
" versus schizophrenia and the psychiatric-legal
establishment. In S.B. Coleman (Ed.) Failures in
family therapy (pp. 241- 273). New York:
Guilford Press. :

P.J. & Oziel, J. (1978). Resistance in the
Sex

99-

Munjack,
" behavioral treatment of sexual dysfunctlons

and Marital Therapy, 4, 122-138.

M.»(1973).“Phenomehology and the social
In M. Natanson (Ed.), Phenomenology &
Evanston:

Natanson,

'~ sciences.

the social sciences (pp. 3-44).
Northwestern University Press.

Oremland, J.D. (1976) Interpersonal resistance to .

change: A study of a fat woman who became thin.
International Journal of Psychiatry in Medicine,
7, 83-84.

Packer, M.J. (1985). Hermeneutic inquiry in the study
of human condict. American Psychologist, 40, 1081-

1093. —




i
w7 g

Perls, F. (1975). Gestalt therapy and human —
. potentialities. ‘In F.D. Stephenson (Ed.), Gestalt
therapy -primer: Introductory readings in gestalt
" therapy (pp. 73-79). Spring©icld: Charles C.
Thomas. -

Polster, E. & Polster, M. (1974). Gestalt therapy
integrated. New York: Brunner/Mazel Publishers.

Ramirez, C. (1983). Drawing out resistance. The use of
the H-T-P test to facilitate communication-ia
verbal therapy groups. Group, 7, 39-49.

Roche, M. (1973). Phénbmenolqu, language and the
social sciences. Boston: Routledge & Kegan P.ul
Ltd. :

L, s -
e

Romanyshyn, R.D. (1978). Psyéhology and the attitude of
science., In R.S. Valle & M. King (Eds.),
Existential-Phenomenplogical alternatives for

psychology (pp. 18-47). New York: Oxford
University Press. ’

q -

Saba, G. & Fink, D. (1985)._Systems medicine and
systems therapy: A call to a natural '

collaboration. Systems and Strategic Therapy, 4,
15-32. ‘ ’

L

Saltmarsh, R.E. (1976). Client resistance in talk
therapies., Psychotherapy: Theory, Research and
Practice, 13, 34-39. ’

s

8 \Ejﬁpson, Edward E. (1978). Scientific paradigms and
. social value: Wanted - ‘A scientific revolution.
Journal Personality and Social Psychology, 11,

1332-1343.

Sardello, R.J. (1978). A phenomenological approach to
memory. In R.S. Valle & M. King (Eds.), _
Existential-phenomenological alternatives for
psychology (pp. 36-151). New York: Oxford
University-.Press.

Schlesinger, H.J. (1982). Resistance as process. In
P.L. Wachtel (Ed.), Resistance: Psychodynamic and
behavioral approaches (pp. 25-44), New York:
Plerum Press., ‘ '




' o “ 196

Schutz, A. (1962). On multiple realities. In M.
Natanson (Ed.), Alfred Schutz: Collected Papers,
Volume I. The problem of social reallty (pp. 207-
259). The Hague: Martinus Nijhoff.

Jhapifo, R.J. (1972). Resistance reVigﬁtéd:-Th&n —
therapist as surrogate family. American Journal of
Psychotherapy, 112-122. '

Simon, R. (1985). Structure is destiny; An interview
w1th Humberto Waturana Family Networker, 9, 32-
45, :

Singer, E. (1965) The coﬁcept of resistance., In E.
Singer (Ed.), Key concepts in psychotherapy (pp.
223-248). New York: Random House. oy

Smith, D.L. (1979). Phenomenologlcal psychotherapy: A
why and how. In A% Giorgi,.R. Knowles, & D.L.
Smith (Eds.), Duquesne studies in phenomenological
. psychology: Vol. III (32-48). Pittsburgh: Duquesne
University Press. ’ $)-

Solomon, M.A. (1974). Resistance in family Verépy:
' Some conceptual and technical considerations.
Fam:ly Coordinator, 23, 159-163. {

Sperrj, L. (1875). A hierarchy for clinical
interpretation. Individual Psychologist, 19-24.

Stewart, S. & Anderson, C.M. (1984). Resistance
” revisited: Tales of my death have been greatly
.exaggerated (Mark Twain). Family Process, 23, 17-
21 .

Stream, H.S. (1985). Resolving resistances in
psychotherapy. (op. 1-109). New York: John Wiley &
Sons. ' .

Sullivan, H.S. (1953). The interpersonal theory of
psychiatry (pp. 3-12). New York: W.W. Norton &
" Company.

Titleman,-P, (1979). Same applications of Ricoeur's
conception of hermeneutics for phenomological
psychology. In A. Giorgi, R. Knowles and D.L.
Smith: (Eds.), Duguesne studies in phenomenological
psychology: Volume III (pp. 182- 191). Pittsburgh:
Duquesne University Press.




m‘r

Treadway, D. (1986). In the eye of the beholder, Family
Therapy Networker, 10, 24-29. '

-

Varela, F.J. (1979). Prlnc;Qles of Bioloaical Autono@ﬁk
> New York: Vorth Holland. ' .

Wachtel, P.L. (1982). Introduction: A resistance and
the process of therapeutic change. In P.L. Wachtel
(Ed.), Resistance: psychodynamic' and behavioral
approaches (pp. xiii-xx). New York: Plenum Press.

Watzlawick, P, (1983). Brief Therapy of Schizophrenia.
In H., Stierlin (Ed.) Psychosocial Intervention in
Schizophrenia. An Interactional View (pp. 212-
225). New York: Springer.

Watzlawick P. (1984). Effect or cause? in P. Watzlawick
(Ed.), The Invented Reality: How Do We Know What
We Believe We Know (pp. 63-68)? New York: W.W,
Norton. :

Watzlawick, P., Weakland, J., Fisch, R. (1974). Change:
Principles of problem formation apd~problem
resolution. New York: W.W. Norton & CBQPQny.

Will, D. (1983). Some EechnLgues for working with
resistant families of adolescents, Journal of’
Adolescence, 6, 13-26.

Wllls, T.A. .(1978) Perceptions of clients by‘

professional helpers. Psychological Bulletin, 84
968-100.




APPENDIX 1

198



199

Experiencing Dif 'culty \
A Personal Experlence

JAn éxahple of my expefiencing particular
difficulﬁy in a psychotherapy situation was in working
with a 17—y€ar—old ftudent in a mental health ;linic.
Fay had written a number of notes with éuigide ideation
and superficially CUt’her wrists. T worked with her
prior to her first and 6nly‘héspita1ization and
following her discharge. There appeared ﬁo be a
tremendous amount of disturbance‘iﬁ reiati&nships among
family members;"1>year prior to Fay's commepcing,
treatment,.hef older sistgr had coﬁmdttgd suicide by
‘hanging herself from the bannisﬁer in her home. Fay
had a brother in jail for feasons that rémained

3

unelaborated. She also had a younger sister in-her pre;
teens. -
Fay's moﬁher was descfibed by Fay as being a nag
and as someone who did not trust Fay. She repeatedly
would query hér about drug usage and would reprimand
her if she ééme home too iate at night. Mother also -
provided mixed messages about getting involved ih
therapy. Father was describéd by Fay as being distant

and uninvolved. My impression from her description was

that she viewed him as being irrelevant in her life.
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Féy»had a boyfriend";ﬁd'the~félationship had many ups
and downs. He used'drugs regularly .ad Fay stated that-
she encouraged himbnotrto,”at times presenting her wish
for him to abstain as a conaitiqn fof their
ferationship to continue.‘ At the same' time, Fay
desired to and.did smoke marijuanakand drank
occasionally and al;ays‘feltAguilty for doing so,
particularly toward her mother. éhe would lie about
using drugs and feel even‘wqrse about it. (It is noted
that much of the above information was elicited in
latter gessions of therapy. In early sessions: Fay -
would volunteer very little information about herself,
her difficulties or her famzly.)‘ Fay/ also ate very
‘little and demonstrated symptoms of being anorexic.

Fay was referred to the clinic by the 'school
psychologist, who, in my mind, quua key actor in the
situation. She was referred after she‘had written a

note with suicide ideation, whiéh had been,delivered’to
the school principalfgi as friend of hers who then
cénsulted with tﬁe school psychdlégigt, Ted. As it
turned out, Ted was already deeply involved with\ Fay
and had bee& for a number of monthsf He saw her on a
daily basis in hi; of%ice,‘including frequent occasions

when she should have been in class. He accepted phone

calls from her at home seven days a wéek and all hours
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1@%0£fthe“evﬁn1ngf?”&ﬁenbFay had gone to Misney World wjth

s

her femily, she called him collect to tell him how

depressed she was.g%d’he accepted her call. He

appeared to collude wifﬁ Fay- about keeping information

¢
-

abgput her .self-destructive thoughts and actions from
her parents as well as in Rot referring her to the

mental health clinic at an earlier occasionf

Immediately, I retognized that Ted was part of the

problem and would have to be considergd and worked with
in_an active manner.

In the first session ?ay, who was brought to_the

"clinic bj Ted, presented herself in a manner that

appeared to-indicate that she Qasnvery‘unhappy. She
looked towards the floor most of th; timg and made very
little eye contact. She.was guarded in proViding
information although she did state ' .at she was feeling
guilt and(%reat unhappiness ?‘> = the circumstances of
her'gister's suicide, Wwhose énnivéﬁéary date wds
rapidly approaching. She also expressed anger about
how her mother had tried to protect her from'findingv
out about her sister's death until a few days later.
She was told, on the day of the suicide, that she would
&
be sleeping at her grandmother's and nothing else was

said except that her si§ter had hurt herself. She felt

she was treated like a baby. She also stated that the
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stopic of her sister's death was not discussed at home.
My intervention was to normalize her feélings,
particularly with the anniversary approaching and to
7suggest'thétAhér mother come in next time so I could
get additional information. “Fay was adamant about -not

|
involving her mqther and so I agreed to see her

individually.

The second appointment was postponed a couple of

times by Fay. She would get Ted to call for her to
postpone or she would do it from Ted's office in his
presence. Finally, Fay was brought to the clinic by
Ted du{ing class hours as she continued to write notes’
to Ted that included stétements about hurting herself.
She said very little, sitting, staring at the grouﬁd,
sometimes biting her nails and occasionally giving me a
glareful look. She did agree to sign a contract
agreeing not to hurﬁ herself for’a period of time while
we w&rked together. Again, I recommended that her
mother and other family members take part in the next
session but she ﬁontinued t0 veto the idea, claiming
her mother didn't really care about her.

The third session also wé%'postponed a number of
times with different excuses and Ted's active;
-.involvement, Finally, I agreed to come to the school

for the session. Fay stated that she found it



difficult to talk that day and then closed her mouth.

»

My response was to take a pen and péper and I wrote
that I didn't want her to say anything further that
s?ssion and T asked ifv;he would answeg Qritten
questions in a writﬁen manmer, She agreed. She
.proceeded to give long, elaborate aﬁswers to my
qUéstions. Fay restated hei anger toward her mother
and expressed feelings of helplessness that anything
could ;%ange in the relationship. She also expressed
anger toward her boyfriend and she stated that the only
people‘in the‘world she felt were tfuly t;ustworthy was
Te{ and myself. I thanked Fay for the productive
manni2>in'which she had responded to'my‘questions and I

did sp in §written manner.

Be._.ween the third a;d fourth session a.friehd of
Fay told the psychologist that Fay had brought a bottle
of pills with her to school and was thinking of taking
them or she had already taken some. She was brought
that day for a session and at that point I insisted in
getting her family involved and that I would be calling
her mother to set up an appointment. I stated that we
' reélly did need her help in thig situation. Fay
volunteered that her mother and she were going away

together that very weekend and she requested a chance

to work on their relationship her own way during the

203
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weekend and she agreed _to involving hef mother in the
.future if'it_didn't’yoiﬁ out. I §§reed and an&ther
appointment was scheduled for = = week later. - {
A week later Fay came for her a??%intment and [
presented herself in a to;ally different manner than in
past sessiond. She was dressed impeccably and looked
radiént. She was in a definite Qpbeat mood. She
regorted that the weekénd Had gone wonderfully well.
She reported that a new understanding had been reached -
with her mother. Tﬁ;y had spoken openly and 3onest1y
and Féy felt veryzgood about their relationship. She
furthermore rejec~ed any fu£ure self-hurting actions.
A%Fhough expressing delighf at this‘turn of events, I
algp expressed amazement at this sudden chqﬁge.and I
cautigned her that although the relationship between,
her mother and herself appeared to be signifitantly
different, there would probably be some bumpy times
ahead and that i; would be useful for her to prepare
herself for those difficult moments. To myself, I was
somewhat skeptical about these turns of events and I
did not expect‘this difference to last. 4 follow-up
' /

appointment was wscheduled for two weeks later.

Again, Fay arrived Iooking radiant snd expressing
Ay

«

no additional difficulties with her mother or in any

areas of ﬁfr life. I began to believe tha{ perhaps

N



some?hiﬂg significnrc'had-indeed occurred and perhaps
Fay was indeed over the:hump. An optional appointmént
was set up for oné month later. Fay did not keep her
appointmént and the school had no further.concerns
about her., Subseqpently, I cle-ed her file.

About two months later I received a call from Ted

:fﬁing’that Fay had self-administered superficial

_AREES ‘ The evening before she hag;{’
tgﬁiéd Ted at home and told him that she had cut™ A
herself and Egain Ted had not notified-hef parents. He
also reported Fay was again spending a.tr?mendous

amount of time in his oféicedduring the school day.
Inside, I was Engered over/his not informing the

parents. Why was he behaving in what I considered to

be a totdlfy uabrofessional and i;appropfiéte manner?
How is it thag he had not fakeh any steps to meet with
Fay's parents and let them know‘whathas going én? To

me, his behaviour was awfully strange and detrimental

in this situation. Didn't he know he was play: with

.- N :
fire? On a pumber of occasions I and my supefvisor had

—

met with Ted and tried to show him how Fay, having free

access to him day and night, was nbt helping her and
o

that he should allow the clinic to do the therapy °

without his being involved. Him being a peer, we

approached him in a subtle manner and although he would

Lol
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acknowledge what we wer% saying and stated that hg =
would refer all issues related to her difficulties to
p 2 and not allow her to talk about them wiﬁhAhim in his
office, he also clarified that he thought the (L
25%4£endship that had déveiopedﬁbetween them was
important to her yell4being'and he would continue to be

accessible for he}‘at‘that level. Following those

. 1".32;. . L4

seaiions with Ted, I would have a sinking feeling,
Bl ,

bei%?'aware that he was a major part of the problemiénd
wondéring what to do next. I was also outraged by his

C . 3 M Ky [y .
behaviour and on occasions considered the possibility
. ‘ -

s

of writing to the ethics committee overwatching school
: A o -

psychologists to register a complaint. I became very

suspicious about the nature of the relationship between

N
Fay and Ted and somewhat helpless about what to do
next. If gfiis had not been a public agency and I had
not been an intern, } may have considered withdrawing
from thevrcase because of the complexities of the larger
. N b -
vstem issues. However, that was not a realistic
op-ion at the time. o~
Jiven the administrative procedures and
sensit:vity of the school system and M&nhtal Health when -
suicidc ideation was involved, I had no choice’ but to
- J

see Fay the same day as-the phone call. I anticipated

Fay's arrival by wondering if she needefwﬁoibe
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hospitalized‘and‘by deéiding that T would insist on her

parents’' involvement from the outset to make them aware

©
LY

of her situétiog( to enlist their help in monitoring
Fay's behaviczur at home and to obtain additional
information about family relationship patterns and how
o ° o :
Fay's behaviour fitted into the pattern. .
P : S
Fay arrived to the clinic and acted in a similar
. . - ‘ ’ N .
manner Yas the very first time I had seen her. She did

o

not want to talk. She volunteered very little -

information other ‘than to state that she hated her
motheX and that she could never trust her again. She
kept heér eyes away from mine and sometimes glared at me

3 B

pushed" he®hard. She did not,denL that she

"

when I
had had thoughts of hurting herself! When asked
whether she fhéught she shoulq'be hosé;ta};zed, she’
replied-"no". 'Hﬁwévér, I sgfessea that that was a very
real optiéé in thé near future. In evaluatihg\her for
suicidg‘risk, I was ﬁncértain but decide& that-she
probably wasn't at risk at that time so I did not o+
re;ommend hospitalization. 'At the samefitime i wasn't
‘totally comfortable with my decigggn., I toid Fay<thét
I would be contactiné her parents to ask them to come
to the next session scheduled for next week. I also.
stated that they had to be informed of her actions and

she asked to do so herself and I-reluctantly agreed

-



that she inform her parents on her owa and she agfeed
to do so in the next two or three days. |

:Later in the same day I conferred with my
supéryisor-abﬁut';he case. I felt very uncomfoitr le
' that‘no information had been relayed tc her folks to -
daﬁe by the school‘or oﬁrselves. Part of the
{ifficulty was that Fay was 18 years 0ld and so the
issue‘of confidentiality had to be considered.
Conversely, this could be waived if Fay was viewed as
. being a dangéf to herself or othefé."Tﬁe more Qe
discussed the case, the greéter discomfort I fglt about
having given Féy additional leeway in agreeing not to
discuss what had happened with heflmdther.that very
day. Was I falling into tﬁe same traps Ted had fallen
.into; that is, colluding to keep her family out of the
picture? As well, I wasn't toﬁally convinced théf she
wasn t at some risk. I knew that in the ::st she had
gone ‘as far as hanging a blanket from a ee and was
stopped by her ffiends_from hanging herself. Even ifv
she wasn'ﬁ at risk and.evehwif it\was what manf people
like té réfer to aé aacting—outV behaviour, it could be
ugéfuIKto Qp the éﬁté by t;kiqg'her»behaviour very
seriously and hospitaiizlng her. I thdught that iﬁ she
was Héspitglized éndhit was acting-out behaviour, then

hopefully’ she wéuld'find‘the hospital experience so
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nauseat}ﬁg ;hati§he wo ld stop acting in a self—hurting
manner. If&she was  .icidal, then the hospital would
be the pléce where st .- would receive the closest amount
of supervisiocn. As well, thinking retrospectively, by
indu<_hg*a crisis, perhaps the family would tﬁen‘be
Topen" to external interventioné.

I spoké with Fay's mother that afternoon-and
‘passed'on information about Fay's wrist-cutting
behaviour and the notes she had written. Her mother
expressed a great deal of concern and asked what ;hey
should do.” I stated that T felt family members should
monitor her behaviour closely. If she or other members
felt concerned about Fay's ;ehaviour and that she was
at higﬁ risk, they could take her down to the emergecncy -
room at -the local hospital and have her evaluated. I
left them the phone number and address of the
hospital, 'As well, an appointment.was scheduled for
Fay and family memBérs for early the following week.
Mother exéressed her anxiety to:me and asked how she‘
could trust Fay to be alone. I empathized with her and
stated that:Fay would need close stervision for the
next short period of time.

In the end, Fay was taken to the hospital by her
parents that same evening and voluntarily signed

herself in as a patient. She remained in the hospital

Q%
%



for eight days. ng mother called mé on a.couple of
occasions and eaph time she'expressed her amaze@qu
that nobody in the school had informed heffﬁhét had
been happening throughout the months aﬁd she was
particularly ups;t with Ted's not notifying he? during
thaﬁ time. I strongly suggested that she state her .
concerns with the proper authorities at the school and
Ted and during the convérsations I tried to reinforce
my need for her help in my work with Fay after she
would be discharged. She agreed to attend the sessions
and stated it would be difficult for her husband to
come, too. Later on it became-clear that mother and
Fay "colluded" at some level to keep her husband awéy
from the sessions. |

¢ It was at ghis time that T received quite an
education about the workings of a psychiatric unit of a
hospital. I expected that within two or three days of
her hospitalization somebody from the hospital would
contact.me to get additional information about the case
and to find out what had been attembted to date in my
work with Fay. To my absolute surprise, nobody
contacted me and nobody attempted to contact Ted at the
school. As well, Fa&'s mother, who had visited with

Fay on a regular basis, was not asked to be seen by the

psychiatrist or social worker and was basically ignored



althoughi;he.had been-there while the attending
psychiatrist was making his rounds. This startled me,
for wouldn't the Staff be'interested‘iniobtaining
additional information about the ca;e from people who
knew her the best and from people who had been working
with her over the past number of montﬁs?

Finally, i initiated contact with théggocial
worké} and staff psychiatrist on the ward. I
discovered that their interest was less of a clinical
nature and one ensuring arrangement for post-discharge
care.‘,My méin.contact was with the social worker
assigned to the case. The attending psychiatrist spoke
to me only once when Fay, after five days ‘of
hqépitalization, requested .to revoke her voluntary

.status a couple of days prior to her planned

discharge. To that-end, Fay had also contacted me by
¢elephone and Ted, to ask whether we thought‘she should
proceed or stay an extra few days on the ward. After
speaking with the doctor, who explained that Fay had
neen plaged on anti;depressants and it was preferaﬁle
that shé/?émaiﬁ in the hospital another few days to-
enable the medication to take effect, I phoned Fay back
and recommended that she remain in the hospital the
extra few days. This was also a position that her

mother agreeed to, and Ted. The doctor also felt that

~— "
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mother was a source of difficulty for Fay although I
don't remember the exact context of his words. His
words strengthened my congfttion even further that
family therapy was the tré;tment of choice for working
with Fay.

»buring this period, Ted remained "intimately"
involved with Fay. He viéited her frequently at the
hospital and accep. 'd all her phone calls at school or
at home., I knew.;hat he wasn't going to disappear and
that something had to be done about him. After
consuiting with my supervisor, I decided that I?would
incorporate Ted as a co-therapist in sessions with
Fay. T would get him as involved as possib1; in the
process. My supervisor did not totally agree with this
~approach a&d suggested a more confront;tive approach
with Ted in order to stop him from interfering. Given
m;Aposition as an intern without much hierarchal
authority, given that Ted waé a peer in the same 3
profess{on as I was, and given the conviction that a
moreﬁébmplete incorporation would have a greater effect
on modifying Ted's behaviour hopefully turning hih into
part of the solution, my supervisor agréed to support
my position and I procéeded; I met with Ted prior to

Fay's discharge and he agreed to take part in the

.
therapy sessions. However, he expressed concern about
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harming the relationship that had been established
between Fay and himself and he would not want to do
anything that could effect their friendship.

Ubon 1isteniqg to his wordé and observing his non-
“verbal behaviour, my opinion of this person's
profes;ional skills hit\rock bottom. I would think.to
myself, where was his professional demeanour? What
kind of idiot was he? Didn't he know he was doing more
damage than good? Every time we had met to discuss the
case, Ted would sit slumped in his chair, always
looking as if he was on the verge of crying. One!
strategy that my supervisor and I had atte@pted was to
acknowledge how exhausted Ted must féel from all the
time he was spending with Fay. Ted acknowledged that
but he felt this was the way he had to work. Indeed,
sinceiie had. become involved with Fay, two other
feméles at the scheol had begun to write notes and cut
themselves and spending a lot of time at Ted's office.
Even a "suicide clubﬁ Fwu neen formed as a support
group tn which fourjor fiJg pupils attended. HoweverF
the nrincipal of the-school put a stop to its meetings
afte:r two sessions. I\éoﬁld not believe Ted's }
enmeshment in this case-and his total lack of insight
into how his behaviours were not helping matters.

&
.

Clearly;~b§ was not hearing our ideas for doing
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"something different. T hoped that in being a co-
therapist, Ted would learn to establish some boundaries
between himself énd Fay and discover more effective
wayé for workin§4with Fay. This did not occur. Sav%
for some limp attempts to support my interventions, he
sat in the room and did very little. He would fidget
uncomfortably whenever 1 took a more confrontative
position.‘ On one occasion he reported that Fay héd
told hid.something Ehat he thought was very important
that she tell mé but she made him promise not to tell
me and he spert a gond part of ﬁhat session trying to
convince her tJitﬁt. me, whichjshe adamantly refused to
do and she repeatedly remiﬁded‘him that he promised her
that he wouldnif tellvme. It'ééemed like a three-ring
circus and.afyer letting .this pattern continue for too
loﬁg, T encouraged Fay not,to tell me and refocused our
efforts to.something'differenﬁ;. Another shock for me
was that I often'fbund'Ted talking with Fay in the
parking lot sometimes'hs minu£e$ or one hour after the
session had been completed. 'Thé'situation was
absolutely ridiculous! And whét more could I do about
i;? If I had been cautiously thi@istic at the
beginning of the co-therapy venture, it.rapidl@ faded
two or three sessions later. '

-

Following Fay's discharge from the hospital, T saw
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her for four or five sessions until ghe dropped out.
In the first session Ted and Fay's mother attrended.,
Mother expressed her concern about Fay's unhappiness
and repeated need to reéort to self-hurting
behaviours. At the samé_time, she was guardedvénd
ambivalent about a number of areas I wanted to touch,
including her daughter's suicidé, son's jail term aﬁd
her husband. She géve many reasons why she didn't
think her husband would be able to attend seésidns,
including a single session where I could obtain his
perspective of what he thought was causing Fay's
behaviour. Mother did admit to thinking that perhaps

. : . -3
she was over-protective of Fay but that was about as
far as she‘yould go., Although mother commgtted herself
to attending additional sessions, this.was the only one
she ever aLtended. Fay attended the next session and
ofher sessions, stating that her mother did not want to
attend any additional sessions as there were things she
did not want to talk about. I expressed my respect for
her wishes to Fay and agreed not to touch areas she was
sensitive to and asked Fay to relay that to her mother
but still she refused to come, Clearly, this was a
very secretive family and they were not about to expose

their dirty laundry to anybody. It was also clear from

earlier and later sessions that Fay was very respectful



into nursing school the next yearq

continue'in therapy at this junetiqn}.’A%

s
~ R

of this rule.
During that initial session after

hospitalizat}on, Fay appeared. to be in a much better

frame of mind. ~She was more verbal than usual and

volunteered more information than usual. She stated
that the hospital experience had been terrible and that
she had been mixed in with all kinds- ef odd people and
that she intended never to go b;?k there again. She
felt she was better equipped to handle her difficulties

than before although she was. Vague as to how she wouxd
-3

do so and most importantly she realized her'mother

really cared about her. She planned on completlng hlgh

school that year and probably pursue hefﬁﬁba?s oﬂ golng

e
.

nicely; smiled ' frequently and, seemed mOC1v=
V-

5.

appeared to be involved. Wother app#ﬁred ready

involved. I even 1ought 1 cbuld haﬂ¢1e Te& aﬂd

a. joint
. ' “»»P T 4 ’}
message from both ;,d and myself I felt co’?Lﬁ I %
o N m 3 . ”}'j '... ~,J’
hopeful this tlme that some“hxng gené&nely could be g .
g o F:
done to impact ¥ay and move her aweytﬁg%m.heﬁ B ;f

dysfunctional behaviour patterns. ?-.

; ERRTS
I was investing a tremendous amo




energy in this case, far more than any of mY<otéfw

cases. I would talk extensively with my superBisor
% el

about it. I would seek out ideas fro -

books about how to proceed. I often g%}f"_,ébbut the ®
case after hours. _Sometimeé I would lie}
and think about it or even dream about Qﬁét.had
happened. I found myself wound up by anticipation
prior to the session, not always in“a'pbsitive way,
During the session, I would strain to pick up
everything that was occurring, trying not t6 miss a
word, a gesture, a moment. By the endjof the session I
was totally drained and ready_for a.long bréak.
Sometimes I felt excited and sometimes I fg}t helpless
about the situation. ”

In the second session following her discharge,
neither the school phychologist nor Fay's mother -
attended. However, these 45 minutes are besi'described
as a moment when the sky opened up and Fay really let
me Jinto her world. Fay opened up and discussed
important problem areas in a frank and detailed
manner. Her voice was quiet and mannerisms somewhat
resigned-looking as she spoke. In particular, she was
disturbed by her feelings of guilt about her sister's

death and feelings of guilt whenever she didn't obey

her mother's expectations of her. She was terribly
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angry about how éhe fePt she was being treated by her
‘mother (like a bab{), in her mother's lack of trust in
her, and in her Having to feso;t to lying whenever she
did something coﬁtrary to her mother's wishes. She
never let her mother knoghabout her anger and instead
felt.tremendously guilty/;bout her actions even Qhen
Fay herself thought it was okay "to do those things".
During most of the session I sat back and listened. it
was like the opé?ing of a dam. At the end, I expressed
mv appreciation of the difficulty for her to express
her thoughté and feelings and I stated my hope that
mocher would attend the next session so that we could
.work together on the d{fficulties she had mentioned.
(I did not know at the time that Fay's mother would not
be attending any further sessions.) I don't recall
giving her any prescriptions. I know that I %28
ecstatic following this session. I kept smiling to
myself. My body was alive, my mind shifting from
thought to thought. I thought that indeed it would be
possible to help Fay, particularly if Ted would
continue not to. come to sessions and if Fay would
attend them regularly.

In the next session, as quickly as the dam had
opened, it shut down again, I had arranged with Ted

not to come to the next session and to provide Fay with

-
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a reasonable excuse. In retrospect, I don't think that
Ted was totally agreeable fo my request for now that I
think about it, he seemed to indicate 1in diffefgnc ways
that he wSS‘igdeéd interested in coming.. On the day of
the scheduled session, Ted called me énd told me that

he had told Fay that he would be unable to make it
because of an unexpec;ed'meéting. Her response was to
suggest that she wasn't sure that she could ;tcend_tha;

day either. I asked that she call me directly. She

’

e
didn't contact me nor did she show up for the session.

I felt extremely frustrated-at that point. What had
happeﬁed? Why didn't she come, pafticulafly in light
ofwthe previous session which had.goqe 50 wellé I knew
5h$9~it was premature to exclﬁdé Ted and he was invited
to take part in the next session. Now that I reflect
upon it, perhapé there was an issue of loyalty here
Qhere Fay may have, at some level, experienced herse}F
as beingldisloyal to Ted if she would attend another
session without him. |

In the next session attended by both Ted and Fay, -
Fay was tightlipped again. She stated that she didn't
even know why she was coming. Any attempt by me to /’“\k\
discuss anything were met by terse, one-word answers or ‘
glares. She appeared to be terribly angry and wouldn't

talk. This was the session in which she had told Ted
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the secret prior to the session and made him promise

B

not to say anything to me. She continually exchdnged

~

glances with Ted and as I mentioned earlier, Ted tried

" to convince her to tell me the secret until I finally

i édiretted the session. I remember fzeling absolutel
&f g y

J . r

{ﬁhstﬂf&d with Fay, angry with Ted and generally
%J héﬂpless durlng the SeSSlon. I_know my hands were wet

andi I felt-tense in my chest area; At éimeq T found
that T couldn't think straight. Indeed; I found myself
chahging theoretical orientat . & a couple of times in
the session in a.totally inappropriate manner. T
continued to behave in a very hostile'manner é%ﬁjTed
just sat in his cﬁair in a vefy limpfmannér. Finally,
I asked Fay to leavé the room and I spoke with Ted
alone. I stated thagiit was crucial that thi nd of
collusion not happen again and that Ted insist thq£ Fay
not bring up any topicé related to therapy in whatever
other conversations they may have with each other. Ted
agreed and then left. 21 falt quite devastated after
this session. The éase was going absolutely nowherg.

. I was angry with Ted éor starting this charade and with
mysglf for perpetuating it. Thg thefapy seemed<¥o gé
having no impact on Fay and whatever poésibilities_that

. ! - . . .
(seémed to exist after the previous session were ‘now

gone. I was not succeeding in engaging ;her mother and

-—
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Ted was as enmeshed as ever.

ij left éhe buildihg about thirty minutes later
and fhe;e were Teduénd Fay conversing in the parking
lot. Agéin,.l just ;ouldn't believe it. I went home
drainéd’and wbgnd up gndeas‘up'thinking about tﬁe case
at least udgil midnightp Yy
‘4 Tﬁe ne*t §gssion was cancelled by Fay throﬁgh Ted
‘and then Fay arrived‘thé following time f5r~what turned

— ‘ ' | o

out to be the last session Ifll have with her. Ted had

otified me that he would be unable to make it. Fay
looks preoccupied and after about two minutes asks if
sheicould leave, as she has to see her bbyfriend,'who
is in the 1au:dromat nexﬁ door. They had had a fight
the previous evening and she just had to see.him. 1
téll her fhat it is her decision and I respect whatever
she deéi&es,to do. When éhe got up, she asked if we
could Séhedule an appointment for‘next week and I
answer yes. Prior to leaving the foom, she stated/zﬁ;t
she was re-considering nursing schoél and thinking of
going away to.é four-month program during the sSummer.

r

Then she left. "She did not show up to the next session

- )

anq because my internship was rapidly coming to an end,
the case was closed by the clinic. Prior to'doing so I
@&
sent her a therapeutic letter focusing on her

strengths, acknowledging her fierce independence, pride



terminated, I recall thinking that not much had

and respect for her family and wishing‘her the best in °

the future. I had also sent one or two’thérapeuticiQ
"»

like letters to her mother after she stopped comlng,
the fLrst asking her to continue in therapy as I needéd
her help 7in working with Fay.; The second one, I do not
recall ﬁhe'cpntent of thé-lgtter. |

At the time that my invoivemept in the case was
vo

occurred and as long as the key for dealing with Ted

was notzgound, there would be very littie a therapist

4 . -
.could do *for Fay. I believed that she still needed

help and feared that one day she might indeed make a

serio.s attempt on her life. Part of my sadness had to

a-

do with all I had invééted_in this case at different
levels and «hat the outcome appeared to be. Having a

systems-orientation, I think I was aware of different

g : . i
elements that. had téfbe'considered and effectively

dealt with. It was véry difficult to actually do what
. e L S
needed to be done given the sensitivities in the

different systems and at different levels, my own

pbéition in a hierarchy and the freedom that I actually

‘had for doing what I believed needed to be done.
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‘D§SCRIPTION #1

DEBBIE

I experienced ongoing‘difficulty in my Qork this
past yearv,_r being the therapist for aA23—year—§ld . a
Caucasian female client who was in outpatient treatment
at the psychiatric clinic where I was employed. The
clinic is an outpatient unit of a State Psychiatric
Hospital and the clinic &s located in Ulster County,
New York. The focus of the clinic is to treat the more
chronic clients in this county, and tﬁat often
translates to mean thﬁ clients with less motivation for
treatment. In general, les- financial and emotional
stabilit; in their lives. 4

This particular cli=nr, who I will refer to as
Janet falls into the class'fication of the young
chronic adult psychiatric client. She has had only one

‘ -

psychiatric inpatient hospitalizatiod in her life, at .
age eighteen years; however, she has been in
psychiataric treatment since age sixteen years and did
spend one entire year at a residential school f?r
emétionally disturbed adolescents.

She °s referred to our clinic from the local

mental health clinic due to need for outre: ch



J
services. She had been treated at their .clinic for

three years and was no longer -kizeping appointments or

<« .

complying with treatment. They ‘saw her as needing a

0N

more outreach and comprehensive approach to treatment,

including case management services. I was assigned to
N -

, :
be her therapist about one year ago. I did not find
her need for outreach difficult. We have state cars

available for . .:h situations and I did not.ﬁihd

I3 N
) . .

‘visiting her iigher apaftment or in the téwn where she

lived. What I did find frustfatingxwere the;changes in

her personality, which eventually‘beqame predictable

. but which always felt like receiving a curve tall., On
) . ' - of )

the one hand, Janet aﬁts like ég_adoiescent in neeﬁ of
mothering. She is fearful of pédple (Bbyfrieﬂds,“
girlfriendax landlord énd the police)‘qnd confided her

fear's and needs to me as her therapist. She ls' then

N

very appreclative’ of heip and I felt that I Wwis
beginning tQ have'a trusting rgla;ionsht§ with hg%.
However, within the next ,week, she-could beéoée véry
angry, hostile,.etc.‘towards me and the ?b—called
relationship I thought. I-+had with her @é;nt nothiqg.
For examp1g:< At on@lpoinﬁ in tbéegherapy‘sﬁé was
being;exploited by some local maleisﬁréeﬁ people. She
was letting thenm Ldté.her apartmenﬁ éna then was robﬁed
and beaten, etc: éhé'diélreportvthig to the police but

.
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in the meantime I placed her at the crisis residence
until she could find more appropfiate Housing. While
at the crisis residence, she continually ignored the
rules and was finally asked to lea e. Whgn I tried to
mediate the situation :ith CR staff, I saw that Janet
lied repeatedly about her behaQiour just because she
didn't want to fellow the rules. It became harder to
be her advocate in any situations, as I knew she often
lied with other people just to get hgr way.

She also lied to me in therapy.. It was this that -
-
bothered me so much, her turning facts her way whenever
faced with a situation she didnf£ like. I began to see

5

that, in additign to her mental illness, which does, at
times, cause her to be féarful of other; and become
parapoid. (These symptoms arelcontrolled by and large
by medication), her personal code of ethics allowed
her to 1ie,‘throw temper tantrums and essentially do
anything she felt necessary to get her way. This often

meant physical and verbal fights with others. I began
—_— -

to experience Janet as a 27-year-old who in many

ituations acted like an extremely younger person who

had no remorse about aggressive and hostile actions to
- . ‘&_‘:‘ f'?. P ."‘ IO
others. ‘We would talkahout shis in our sessions.

Janet was often quitg}pléésagt and buddy-ish in our

sessions but' I didn't see myself having any effect
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whatsoever on her decisions about the way to deal with
the world. She would be nice to me or from me
(support, etwc.) but this in no way influenced her modus

operanddk\which I now feel borders on the criminal. I

felt no trhst was really building that would have any
effeé; Qn her psyche. §Pe continued to use mechanisms
of pfoje tion and denial in her‘dealings with others,
and often swemed to have no conscience. There was no
personal,éore there that I thought would help her to
start‘de eloping insights into her faults and work

towards becoming more mature. It was almast as if she

2 ’
T

had deci&ed_some time along the way in her development

_notlto,aocépt any of theyygq consequences of wrong

~ Eo

behaviour. I found this frait very frustrating, as it

eventually hullified our,work together. I didn't find
. . . . r
Y

‘her more, flexible or willing to listen to amother way,

but rather saw her.stuck in a groove which was
»

comfortable “and ‘which she had no motivation to change.

o
. 9

. She has \eeﬂ personally arrested and spent a few days,

1

in jag but her fapily bailed her out. I think she

will be there again -and may finally decide to change on

fear of repeated punishments 1like that.

4 o

1 artually saw.hggf as a person without a
“consciance, and how do you work with that??? Very

difficult for me,~paftiéurarly_with her having a rather

/
)

)



innocent, éecret_éide to her. This is re;P1§ut not the
stronger part of her.

So, in Summéry; I wouldn't advocate for herb_such
as in her liVing'situation (CR) because I often knew <;
that she was in the wrong. The relationship seemed to
make little ;ifference-to her decisions about V\\\\
behaviour. And.Ilfelg the futility of verbal therapy
win someone who will seemingly not benefit from it. She
did,'however, ironically comply in the treatment in
that she came in regularly for her medication and did

keep a good number of appointments with myself and her

psychi?trist.
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Debbie:

Follow-Up Interview with Debbie

{Starts to read) I experienced ongoing
difficulty in my work this past year being the
therapist for a 27-year-old Caucasian female
client who was in outpatient treatament at the
psychiatric clinic where I was employed. The
clinic is an outpatient unit of a State
Psychiatric Hospital and the clinic is located
in Ulster County, New York. The focus of the
clinic is to treat the more chronic_clients in

‘this county, and that often transl s to mean

the clients with less motivation for treatment
and in general, less financial and emotional
stability in their lives.

This particular client, who I will refer to as
"Janet," falls into the classification of the
young chronic adult psychiatric client. She
has had only one psychiatric hospitalization
in her life (comments) which makes her a
little unusual in that category (continues to
read) at age eighteen years; however, she hag
been in psychiatric treatment of one kind or
anotHer since age sixteen years and did spend
one entire year at a residential school for
emotionally disturbed adolescents.

She was referred to our clinic from the local
mental health clinic due to need for outreach
services. She had been treated at their
clinic for three years and was no longer
keeping appointments or complying with
treatment. They saw her as needing more
outreach-and comprehensive approach to
treatment, including case management
services. ] was assigned to be her therapist
about one year ago. I did not find her need-
for outreach difficult. - We have state cars
available for such situations and I did not
mind visiting her in her apartment or in the
town where she lived. What T did find
frustrating were the changes in her
personality, which eventually became
predictable, but which always felt like

.
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-receiving a curve P *1, On the one hand,

Janet acts like & . lescent in need of
mothering. She i fe rful of people |
¢boyfriends, girl. = .ds, landlord, and the

police) and confided her fears and needs to me
as her therapist.

Let me stop you here. Tell me_.a little bit
more...you found her frustrating and you said
it was like being on the receiving end of a
curve ball. Tell me a little b;;<éore about
how you experlenced that. é )

Well I would begin to think that ye,%ad a
relationship and that perhaps she would call
me when she got into trouble or she wouldn'r
do some of the things that she did just -
because of the relationship, and I found out
that the relationship had no influence on her™

behavingr. ' b

y -Eﬁ%@ you recall saying to
you.selt in¥g 3,1 ﬁfrustratlon° Any
kirds nf. bo-?; ._w&'?w.tenSLOns, or anything.
like that? R B ‘

i » e v

Well, I think when I would get angry with her
I would just kind of distance myself from
her. I would ge* more formal, less sort of
buddyish and I .ould sort of step back into
the role and be more formal when I got angry.
What else did I do? All sorts of terrible
thoughts (laughs).

Do you remember what kinds of thoughts?

Well, I began .to think that she had no
‘conscience and that really bothered me. I
guess she touched off things that tend to be
my pet peeves, which are people that have
slightly sociopathic behaviour. 1 mean, thar
is a term, but when you deal with someone, y.u
see they really don't have a conscience. I
mean, nothing really bothered her and that
lying didn't bother her at all and that
bothered me. I don't want to have a lot ‘to do
with you if you're going to lie. Not go much
to me, but to other people.

You said, "sometimes f get really angfy when
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she was like that". What was it like feeling
angry?

It didn.t bother me, I just knew I was angry
and I would talk to somebody about that
and...I would mostly go, and tahg to the case
manager and tell him how angry she was making
me. I would also talk to the psychiatrist but
the psychiatrist seemed to feel that she was
doing all right because she was taking her
medication. I mean, she seemed to see her in
more of a positive light than I did. She was
complying with the rudimentary parts of
treatment, which is that she was keeping
appointments with her and she was taking
Prolixin shots. ‘

Were you able to feel youg anger anywhere in
your body .like a flushed sensation or...?

No. (Conﬁlnues to read) She is then very|

%pprec1athe 6f help and T felt that I wayd

beginning to have a trusting relationship with
her. However, within the next week, she Qould
become very angry, hostile.. . towards me aud
the so-called relationship I thought I had
with her meant nothing.

What was it like dealing with her
inconsistency? On the one hand there seemed
to be a close relationship and on the other
hand..:

Well, the truth of the matter is, she didn't
get angry with me very much, I didn't get

the brunt of her anger and lies and all of
that., I think one or two times she would come
into my office and be angry at me and usyally
T could get her to sit dow¥n and tdlk tb me, so
it wasn't so much that she acted dut with me.
It was what went on in the rest of her life.
So, that didn't bother me so much and I guess
that i1s what made me think that .I was having a
relationship there because I could, get her to
calm down, we could talk about it.” She would
talk to me very sensibly. She would show some
insight into things and then she would go
ahead and start a fight in the community
residence where she was living, hit somebody
over the head. Let me see, the first really

O
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frustrating thing that happened was she had no
place to live. I placed her in the crisis
residence. She broke the rules and denied
breaking them. She lied about breaking then.
She ran away from there. She just
didn't...she did terribly and she came back to.
me and wanted me to advocate for her. She
told me that they were lying and that she
hadn't done a lot of this stuff and I went to
a meeting with her present and it became very
clear how she dealt with people when she was
confronted. She lied and denied and she did
this at the meeting and I saw that we were
getting nowhere because she didn't accept any
responsibility for what she had done there.
She smoked upstairs when she wasn't supposed
to. She used the telephone, too. She just
basically broke a lot of rules and when
confronted with them, she started calling them
liars. I mean, she showed no insight, so thg
insight she-showed in gessions with me didn't
carry over to other pafrts of her life. So, I
saw that 1 was working with somebody who might
come in and sort of sound good but out in the
world did not do well at all. I think the

lying aspect of it was what really bothered me

about her.
How was it bothersome for you?

She didn't take any responsibility for
herself, not for her actions, for that's not

s.. trite, but she wants a lot. -She wanted a
_ 't from people. She wanted a lot of special
considerations. She wanted to smoke upstairs

even though she wasn't supposed to. She
wanted to do things that she wasn't supposed
to do, so instead of not doing them, what
Janet does was that she went ahead and did
them anyway and then when confronted with 1it,
she would lie and sort of t rn the whole
situation around so that it looked like she
hadn't broken any rules but inoreality she
just did not want to not -do anything she
wanted...she wanted to do what she wanted to
do and I felt that that was wrong because she
was stuck. She really came to us for lots of

~practical things, like a place to live, and J}

then she would ge't into this situation just
because fhey weren't doing things the way she
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wanted, and then l#e about it, so I felt...

What kinds of:feelings were going on.for you O

when she was doing these kinds of things? e

I was angry at her. I thought she was "acting
more like a three-year-old in a 27-year-old

- body and wouldn't accept it all so she turned

everything around so she had no part in it.
She was good. The other thing that bothered
me too was that she hurt people physically..
She's physically assaultive to6 people and she
would also deny” that amd she would lie about
it, so she is aﬁberso%rwho wants everything
the way she wants it. She'll hit you if you
don't give it to her and then shefll lie "
about the whole situation and see nothing
wrong with it, (Continues to redd) For
example: At one point in the therapy she was
being exploited by some local male street
people., She was letting them ﬁnto her
apartment and then was robbed .and beaten,
etc. OShe did report this to the police but 1in

the meantime, I placed her in the crisis

residence until she could find more

appropriate housing. While at the CR she
continually ignored the rules and was finally
asked to leave., When I tried; to mediate the
situation with CR staff, I saw that Janet lied
repeatedly about her behaviour. just hecause —-
she didn't want to follow the rules.

"
A

"She lied repeatedly.'" How did that effect
you, knowing that she was lying?

I got annoyed. It was a coward's way out. It
was as if at least she should...well, near the
end of therapy she started admitting to me
what the truth was and then we would talk
about how she turns things around so that it
works for her benefit, but it is frustrating.
You feel, with you, she should always be
truthful. She would re-arrange all the events
so that she wouldn't look at all as if-.she was
guilty and then if T am going to advocate for
her, then I can't because I am basically going
to advocate for somebody who is untruthful, so

“there goes that down the drain (laughs).

Really, you can't...

.%w
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. She made it hard for you to...

Yeah, it made it harder fo- me to be on her
side.

How did you experience that vou were unable to .
be on her side?

1
Well, very frustrating because I began to feel
like she déserved what she got and then it is
hard-to help somebody when you feel that way.
(Pause, then continues to read) She also lied

to me in therapy. It was this that bothered
me so much rather than her turning her facts

'her way whenever faced with a situation she

didn't like. I began to see that in addition -
to her mental illness, which does at times
make one fearful of and become paranoid, these
symtoms are controlled by and large by
medication. A personal code of ethics allowed
her to lie, throw temper tantrums and
essentially do anything she felt to get her
way. This often meant physical and verbal
fights with others. I bega? to experience
Janet as a 27-year-old ‘who “in many situations
acted like an extremely younger person who had
no remorse about aggoressive and hostile
actions to others. We would talk about this
in our sessiong, Janet was often quiite
pleasant and buddyish in our sessions but I
didn't see myself having any effect whatSoever
on  her decisions about the yay to deal with
the world. She would be nice to me or from me
(support, etc.) but this in no way influenced
her modus operandi, which I now feel borders
on the criminal. '

What was that like having those kinds of
feelings while working with her?

Well, just sort of like you become cynical., I
really felt that she got what she deserved
because I felt like she was going to act it
out and throw things at people and hurt them
and she physically assaulted one of the
counsellors at the community residence where
she was living and then denied the whole
thing. Then 1 felt that she should really be
treated more as somebody who was breaking the
law than as a psychiatric client, for I didn't
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see it as anythlng that had to d¢ wlth her
"illness. It had to do with hegﬁwanflng to
have her own way and not being’ le 'to control
her physical aggression. I dodl t #hink that
had much to do with her illness. Her illness
‘makes her paranoid and fearful. She has had
auditory hallucinations byt the acting out
‘behav1our was more in wan '16 things from’
people and wanting attenti "mbﬁe than just
sort. of being...

ical toward her and

I: . When you were feeling cy
what #id you do with

frustrated, mistrusting./
that?.

Debbie\y Mostly talked it outyfwith the case manager. I

really gave him an,garful. And also, with the

D iatrist to a certain extent. Mostly, I

¢ would tadk to people about it and just, you

. know, not much about it and her family

because her p{;ents had gone through this for
a number of years and I had a long talk with
her mother one da?\gbout«it. I mean, I didn't
express my.anger with her mother. It was
somebody that undersﬁood what I was tdlking
about. :

I. . So, you more or less talked about it with
other people who were more or less intimately
involved with her?

Debbie: Yes. (Contiéhes to read) I felt no trust was

really building that would have any effect on

her. psyche. She continued to use mechanisms
of projection and denial in. her deallnos with
others, and often seemed to have no.
conscience. There was no personal core there
that I thought would help her to start’
developing insights into her faults and work
towards becoming more mature, It.was almost
as if she had decided some time.along the way

o . in her development not to accept any of the

R bad consequences of wrong behaviour. I found

'~ this ‘trait very frustrating as it eventually
nullified our work together.

e Tell me a b1t more about your frustration w1th
this trait. What kinds of things were
happening:for you?
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Well, I began to see this as something she had
learned in her family and the more I found out

" about her family history, there was.,..to me it

made a lot of sense that her father had acted
this way a lot and that this was just a lot of
just role-modelling from parents and T don't
feel sympathetic to it. It is sort of like,
"well, you can go ahead and do all these
things. You are going to have to pay a price
for them". And I didn't feel that verbal
therapy was what was going to help her with
this problem.  So, I stopped talking to her
about it really that much. Well, I did really
continue to talk to her about it because she
was very compliant with me but it didn't

effect her behaviour. She came to me once
when she was being asked to leave the
community residence and she.said, "well, I

want to leave and they are asking me to leave
and they started..." 'She recalled the
incident and she had made it sound like they
had started this whole thing with her so she
wanted to leave and I’ felt frus-rated because
I.knew she wasn't going. to make it out on her
own. She hadn't before and yet I knew there
wasn't very much T could do to help the
Situation at the community residence so it .was
kind ~" like, well, that's the way it is.

You ve mentioned the term frustrated a lot.

It .seems like it has been a major part of your
experience with this girl was the

frustration.  How did you know in this
particular case that you were feeling
frustrated? What kinds of things were going
on for you?

Um, I would get a phone call from the
community residenge telling me about this,

. this and this, and I would be really upset to

hear all of this, of what she had done and
that is how I would know that I was
frustrated.

When you say upset...

Do’ you.mean like do I feel it in my body,
upset? . ¢ :

Yeah. ' _ .
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My voice gets louder and I sigh and I, it is
sort of a feeling of resignation, you know,
ach, not again, powerlessness, I ¢an't help
you, I can't do anything to 'change her so
don't look at me. I know I am her therapist

-but T can't help .it.

So, part of your knowing that you are getting
frustrated is that there is change 1in your
voice?

Yeah.

Louder or higher?

I think I just sort of get répetitive. I end

_up repeating things about three or four times,

sort -of in an angry, whiny tone and then I
sigh a lot and I think that that's my way of

‘feeling frustrated. T do end up repeating

things a lot. I know that.

Like an "oy"? ‘ .

Yes, like an "oy vey". No, actually it is

more of a "if T can talk about it enough, I
won't feel so angry" Unfortunately, the
person who 1is lLstenlng to me finally says,
"listen, I've heard that a few times already"

Those are obvious cues to you that certain
things are happening for you in relation to

this client?

Not really. . I think that that is the
.reactidon. = I don't need cues. The cues when

I'm getting angry; I know when I'm angry. I
think the body stuff happens afterwards.
Like,  I'11 have ap angry thought and the body
will go‘alonngiqg_}t and the voice will go
along with it, = ‘

How doéé thé’bodyﬂoo alongiwith it? Do you

‘U;mean the sighing or do you mean in other kinds
l'bF ways too?

K

No, your voice changes and you 'might walk here
or there or walk around and stuff (laughs) and
JUSt the tone of voice that you ll go talk to
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somebody else about it. You'll get this

sighing.-a.lot. (Continues to read) [ didn't

- find her -more flexible or willing to‘listen to

another way, but rather saw her stuck .in a

groove which was comfortable and which she‘hadl

no motivation to.change. She has-been
personally arrested and,spent-a few:days in
jail, but her family bailed her opt. . I think
she will be there again and may finally decide
t6 change on fear of repeated punishments. like
that. I actually saw her as-a person without’

.a consgcience and how do you work with:that???

Very diffirult for me, particularly with her
having a racher innocent, gweet SLde sto her,
This is .. al but not the stronger part of her

"~ Again, it sounds llke all these
~inconsistencies with her.?” o

a

Well, -it is true. During her treatment e

‘decided that she wanted to have a-tubal

ligation. She is pretty sexually active and
she may even prostltute, she probably has, and
she did not want tov get” pregnant.. The last
thing in ‘the world she wanted was to have kids
so- she decided to have a tubal 11gat10n’
because she had difficulty aking birth
control and she felt that e didn't wapt’ any
chance of pregnancy so this 1nvoved several
visits to the hospital, being with her on the.

‘day of the surgery, etc., etc., and L did all

that w1th her so I did- get to know her in that

" way and that was, the period §f time that I

actually worked the closest W1th3her and I

7fe1t th#t in some ways that wds.a:responsible
-decision on' her part but again, ‘with that I

also felt it wasn 't responsible. T felt is
was an easy way out of her just wanting to, be
promiscuous so 'l did have some value Judgmentq
on- that but with that, I went to talk with the:
psychlatrlst and we talked a long time about
it and.I finally felt with all the things
considered, it was Qrobably best for Jdnet to

have 3§ 11gatlon beaause of e amount of
,bmedlcalon she was on, it would cause problems
. 1f 'she got pregnant and just given’ "her

history, it would probably be a long time
beforé she could handle a c¢hild. But I

'thought she was clos&ng off an option she

- I

energy up to saying something else to somebody

@
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shouldn t close off just for expediency.
(Contlnues to read) So, in summary, I
wouldn't advocate for her, such as in her
living situation (CR) because I often knew
that she was in the wrong. The relationship
seemed to make little difference to her

.décisions about behaviour.

What was it like, you say here, '"seemed to
make little difference" knowing that you are
working with her and having the sense-that she
1s not committed to... '

I distanced myself. That's what I did: So, I
think that is what happened. I got frustrated
and so I distanced. The last two months that
she was at the residence she was not doing
well but I wasn't seeing her that often

~because I knew that it would-Jusﬁ lead to a

discussion of how it wasn't her fault and I
just felt that I couldn't so.

’

You just backed off a bit.

So I backed off a bit. She just came in and
got her medication on time. I did more of
that* stuff, making sure she got her shots, so

at least we had her psychiatric illness

covered but.., (Continuec toc read) And I
felt the futility of verbal therapy in someone
who will seemingly not benefit from it. She
did, however, ironically "comply" in the
treatment in that she came in regularly for
her medication and did keep a good number of
appointments with myself and her psychiatrist,

" Okay.,

So, that\part of the treatment was going
well. It was just all the other judgmental
stuff that I have that I couldn't get beyond.

I think that is why the psychiatrist saw her

in a less frustrated way because in terms of
her coming and getting her shots, that she did
better than she had done in several years. I

“mean, before that she would use injections and

she wouldn't take her pills and also the
psychiatrist saw her decision for the tubal
ligation as a really good thing so she had a
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more positivévally here than me in a way-after
all. ' .

What's it like when you are experiencing these
value judgments, like when you are
experiencing them with her? What's that 1like

for you?

Well, I think it is good actually because I
think that that is really the only way you
change a little bit in this field because we
all have our value judgments. You can't ‘run
away from that completely. I mean, the way
you are brought up and the way you live 1is
different with everyone and you are going to
run into clients who don't have yours but who
may have someone else's and for me personally,
I think it was a good experience. T think I
became a little less judgmental, certainly
with respect to the ligation situation and
somebody cutting off that option. I really
did. In terms of the conscience stuff, even
though,I don't like it, I see it as separate
from psychiatric illness, 'so it gave me a
little bit of objectivity about what is the
illness, what is just somebody's values and
the importance of separating that a bit in
this field and, you know, trying to really
deal with the illness part of it and maybe
feel good about that, realizing that some of
these values are going to be their values
whatever. I think the psychiatrist was more
successful about that than I was_because she
always had that focus whereas I 'had kind of -
the ofher. So I think it was a good

» e¥erience all in all.

o - : .
é%w”%ould_you say that this experiénce is

revealing of how you experience difficulty

when you 4®e indeed experiencing difficulty in

a psychotherapy situation?

Similar. It is very similar. I usually get
minor frustration and I end up complaining
about the situation and it usually takes

"awhile until T get some objectivity about what

is going on. I tend to distance when I get
frustrated with the people. That's a real way
I deal with frustration. I'll back off from
the person so it is really typical of what I

>
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do. I sort of talk to who I can and then
distance from the person who is annoying me.
"So I don't know if I would do that any
differently. Maybe I would get angrier with
the person and_ not keep it so much under
wraps. Like, maybe her and my relationship
should have been a little rockier than it was
and I might have felt better about her.

T: What would you say in terms of the dlfflculty
was spec1f1c to this situation?

Debbie: What was specific to this situqtion? v
, 4 . k

I: Yeah, Spec1flr .unique to thla 51tuatlon in
'gcneral - B

Debbie: Well, I think the fact that she is a client,
you have that responsibility tp keep on having
a relationship to somebody whom you may not -
like after awhile or may disapprove of things,
whereas if it wa's just a regular persof, vou
probably wouldn't have a whole lot to do with
" them. The fact that they are a client, you
have to keep on in this relatlonshlp
cl _
I. % I dldn t qubte askéghat Yight I meant,
spec1f1c to thlS tﬁe;apxgéxtuatlon :
R SN . . B

Debbie: What is the quest10n7

N
2

I: What would you say in terms of the dlfferent
ways you had the experience of difficulty xu,
this therapy Situation? What part of it wii’
you say was unique to this particular’ theriby
situation?

Debbie: (Pause) I don't know. I mean,’lt was unique
bebause it was a different type of case but I
have gotten frustrated with®* § %Er clients, I
think the unique pgrt of it was her ability to

sort of be a nicer person at gome times with
me, so I would get hooked into thinking that
we could do a little change here, even though
that most of the facts showed that you .
cbuldn't, whereas with other clients where you
can't, you don't see too much glimmer of the
hope that you could so yau don't get too
frustrated. I thin® with her, her

sintelligence, humour, you know, something that
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looked like, gee, maybexshe can get herself
together! As I saw all those kinds of good
things, she just kept going downhill in terms
of her behaviour. T think that was what was
"~ unique. '

¥

I: = What was this exercise like for you?

-

Debbie: Good. I .,think the more I think about some of
these things with her, the better, because :
that was a tough case for me. I'm Sure there
will be others so ] don't mind thinking about
‘it and trying to get a handle on what would
make it easier for me next time if I had
‘to work with somebody like that again.
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So you. did the screening on Janet?

Yes.
Do you recall your first impression?

My first 1mpre351on of her had been
sympathetic because .she had been transferred -
from UCMH and was feeling rejected by them so
I felt that I .had to reach out and tell her
that this Was an administrative change and
that we were willing to work with her so it

~was basically sympathetic. It was basically

' with ‘her.

good.
%
How did she react to that?
Um, she responded all.right. It was sort of,

"okay, well I'm glad there was somebody who

was going to work with me'" so it was a good
8 g g

interchange.

¥

. Was there a period during therapy...I got the
.impression from our previous conversataion

that there seemed to be a period when you
expected some kind of progress, that a useful
relationship was developing that would help in
the future. Did that in fact occur that was
in the initial time period or... ‘

'EYeah, it wasn't right at the beginning. It
- was about two months after I started working
Sagg

ram into a lot of troub{e in
the: sense t her apartment ' was be% \broken

into. She ‘wa'sn' feel(ﬁ@ really sa iy, a t

home, Sheiwas v1ng ALY en ip the

ommunlty. ~Th were beaa gfgup and
taking @dvantage of her sex,ual A she
said so. ‘It was_a very vulnérable p01ng" ad
& 5 {od®

she relied ®n me¥a lot and sfie’ seemed £0
some help... (interruptlbn) and so there™ .
that period of time where she seemed more
willing and more dependent on us and willing
to follow through on sugggst;ons

What did you actually dgféuring that periddi
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I visited her at home. I helped her plan
about whether she was going to stay in her
apartment. I placed her at the crisis
residence when it looked like she just
couldn't stay there anymore. 1 worked with

_her family and that was my first

gdisappointment with her. She .was in such
trouble with the community. I made a lot of
effort to place her at the crisis residence.
She was there one night and she was breaking
the rules. She was lying to them, she was
turning around...she basically did not want to
comply with their rules and. was asked to
leave. ’

She didn't respond to the efforts you put into
it? " -

Right.

How did you respond to that, to her?

Well, I was sympathetic., I believed her.
Even. the problems she had at the crisis
Jsesidence... she called me and said t%@; they
" had said" that she was doing things she¥wasn't.
‘doing. ‘

Initially you believed what she was...

Yeah, I believed her and I even went down
there and kind of went to bat for her and then
in the middle of the treatment meeting on her
‘she bechme very hostile about...

At the crisis fesidence?

Yeah, it was clear that she was lying to me
and I really felt foolish. T felt 1like I had
gone out on the limb for somebody who...who
was used to lying and was also then did a _
final psychological thing where I think she .
almpst believed herself so she would really
turn the events around and-she would do a
whole persuasive thingVon herself that it was
true. - . “
Would you say that was like a turning point in
your relationship? -

»

~

PN
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Yeah,

What happened afteérwards? - What kind of
direction did tHe treatment take after that?

There was a more positive period after that,
She ‘went to live with another friend. It
didn't work out so I placed her at G.M., which
is a community residehce so then there was

some compliance with my treatment plan. There
was some obeying of the rules there and
motivation to fit in. There was also a lot of

. lying and bad behaviour and all the stuff that

I came to recognize as being part of her. Unm,
there was an initial bad period when she moved
into G.M. and I kind of got through it knowing
what she was really like but feeling that she
would. probably bend a little bit and follow
the rules because she didn't have any place to
go and then there was about a two month period
when she did all right there and I was...

What kind of involvement did you have during
those two months? What were yo doing with
her?

I was seeing her pretty often because she was
planning on having a tubal ligation. It was
ner idea. She wanted to have it done. She
was very sexually active. She did not want to
become pregnant., She arranged the whole thing
and I gave her rides to the hospital. I had
to take her tggget a consent form by the
psychiatrist., I was close to her at that
point and I felt that she.was making an effort
at the community residence, so like, treatment
was going well, -

4
Rather than kind of Ii{.e...what impressed me
now was rather than like there was a period
when...it seemed like it was more of a bumpy
kind of thing.

Yes, up and down. But even the goed period. at
G.M., I was slowly understanding what kind of
person she was and I became less invested 1n
her being a success because T knew it wasn't
going to be. It was a temporary arrangement
that probably that other side of her ’
personality would surface so I started

2]



Debbie:

Debbie:

distancing myself emotiﬁnally from'her.

What was the process of" termxnatmon” How did
that come about? ’

It came about while I was on vacation
actually. She was no longer at any of the
community residences. She was again in a
way...l can't remember. It may have been the
time when she was asked to leave the community
residence. I was on vacation., Our case
manager tried to place her at'H.R. aftd she was
very much against that so shelwanted @othing
else to do with our program. I came back from
vacation and she was friendly with me. We

discussed that had happened. She didn't want

to be associated with H.R. for she was afraid
she would be re-hospitalized there and she had
chosen to see a private psychiatrist in the
community and at that point I felt pretty much
in ‘agreement of letting her go because we
weren't really doing any treatment as. such
with her so T felt that it was all right.

. Was ther%(;@ything about J that you réSponded

to in terms of her physically? Her dress,
gestures, her words, tone of voice, post.re?
Was there anything during the sessions rhat
trigg%§ed anything?

It's Lnterestlng, well, it's 1nteresthg i
Often when she would come . in and report‘7
something to me and I knew she was lying or I
knew she had done something that' was vaguely
illegal or violent I thought she looked really .
bad. I thought there was something really .
negative about her appearance and she had very
short hair. She would crop it very short so
she almost would look like a boy and there was
Just something down€dnd-outish about the way
she looked. When I approved more of her,
sometimes I thought she was attractive. ' She
had sort of a flamboyant way of dressing. She

dyed her hair orange. She could look

almost...I don't want to use the word...well,
sometimés there was almost something
diabolical avout her appearance to me.

., N S T
You mentioned,..I'm kind cf unclear what you

'said before about value judgments, It seemed

K
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like there were two areas you had particular
difficulty in the therapy although that seemed
to change as you proceeded - the tubal
ligation but more that that would be her
personal code of ethics, the way she behaved.

Debbie: I think what happened, it brought to the
surface my own negative feelings about someone
who has that way of operating.and that W
politely I would say, "well, she's at the
border of being illegal or having a criminal- "
type outlook on life". You know, her
behaviour borders on the criminal at times and
I feel negative about it. on the whole, and it
brought to-the surface that I-did feel
negative about that kind of behaviour.

I: Did you find it useful at all?

Debbie: I guess useful in the sense that some
psychiatric patients...you know, I was
constantly trying to judge with Janet is this
illness or is this just her particular... is
this bad behaviour or criminal behaviour and I
hegan to see that some of it was. Some of it .
was a lack of conscience; you know, no matter
what the source. Once I met her parents I
just drew it up to inconsistent parenting and
I knew her father and he borders on that kind
of criminal role tod. That's where it came
from., It didn't have anyting to do with
psychiatry. It didn't bave anything to do
with being i1l. It had to-do with a certain
way of operating in the world.

I: It seemed that at some point you made a’
distinction between the two. As you stated,
you differentiated between aspects of her
behaviour that were related to, her mental
illness and then aspects that were...

Debbie: Yeah,

' & o :

I: Tell me if I understand this. The . way I
understood the section was that you felt.
probably that .you learned something from, for
example, your experience with the tubal
ligation that at first you were quite
judgmental about it and then you became.more
accepting.: ’ PR e}



Debbie:
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Debbie:

I:

Debbie:

&R

~ that was agtually good for me. That was
a cliange of value which I think was good for
me because I'd always been very hesitant when
to elicourage them in any way, to take away the
right to reproduce, etc. and with her she

really wanmted it She wasn't even asking for
our opinions r: 7 80 it made me more aware
of the problem: it people that have Tto be on

medication have about pregnancy and that in ‘a.
lot of cases it is a responsible thing to do,
you know, to make plans for good birth
control. Actually, her doctor thought that
that was her most responsible act, doing that,
realizing that she couldn't handle a child and
that wouldn't be a bad idea and I finally came
gto agree with her. I kinew her before I did
‘the- screening through being the case manager
supervisor. She had been opened previously
just on case management. Now I knew of her.

So you had an initial imnression from that.

Yeah.
How was it before yo'1 ever became ‘involved?

It was sympatheti . Also, she had worked
temporarily for about a week at an office )
where 1 had worked about five years ago.and my
impression of her was sort of a spacey,
sympathetic-like person...who Had potential.

AN
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pendix 4

Table T
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[

Type of Setting .
Psychiatric Hospital -
Outpatient Facility
Psychiatric Hospital -
. Inpatient Facility
Community Mental Health
Facility N
Private Practice ',

able IT

No. of Participants
5
-1
3
1'
T
', a
Breakdown
No.-of,PartiéLpants

1

2

1

S

)f Jdrientation . ‘;-'v I!f&

: 8
. AT
Type of Oriendition
' Psychod'ynam% .
Psychodynamic, . -
Family Systems ;
Cognitive= g3
behav10uraf
Rogerian ‘w
7 Behavioural, me Lcal
Systems,
‘behavioural
o Family, Group
: Rogerian, Family
Family Systems/Frlc
Erickson (Life
cycle)
Eclectic
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RESEARCH QUESTION °
Describe a psychotherapeutic'siﬁuationvipvwhich'you
experienced ongoing difficulty.thfoughout the

process..

Please give a full accountfof -the -different ways in

¢ -
which the difficulties weresexperienced.
o “ ; .

.



" DEMOGRAPHIC INFORMATION

Age ) Sex
Degree
Discipline v

Majot(s) 1. ,. 2

Type of School

CLINICAL EXPERIENCE

Total number of years

3\

SETTING
Psychiatric Hospital Inpatient
Outpatient

Rehabilitation Centre

Alcohol or Drug Unit

Univqréity Counselling Centre

School

Community Mental Health_-

Private Praétice

Other ,‘ff?;{ §~ ' :
: LI ¥ S - b
Area of‘Spe{ih‘iﬁgpion ) ’ }

4 . !
Major Orientations \
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» I hereby agree to participate in your
invéétigation about e?periencing’difficulty in.
psyéhSEherapy. I understand that my éontribution'is
confidentiai aﬁd that I am f%ée.to withdraw at any tiﬁe

in the process.
k, :

s



