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If a little knowledge is dangerous,
where i1s the man who has so

much as to be out of danger?

Thomas Henry Huxley

On Elemental Instruction in Physiology, 1877
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Foreword

One of the most dramatic shifts in
psychotherapeutic practice in the last decade is
the increased recognition of the importance of
the therapist’s contribution to the therapeutic
process. When formal psychotherapy was first
discovered about a century ago, its founder,
Sigmund Freud, advised therapists to model
themselves after the surgeon “who puts aside all
of his feelings, even his human sympathy, and
concentrates his mental forces on the single aim
of performing the operation as skillfully as
possible.” Freud never abandoned the paradigm
of the abstinent, anonymous surgeon, and in
contrast to his comprehensive and meticulous
discussions of transference, he wrote very little

on the subject of countertransference.
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Freud’s original idea that
countertransference denotes unconscious
interference with the therapist’s ability to
understand patients has been re-examined.
Current usage includes all of the practitioner’s
emotional reactions in the treatment situation.
Eschewing the medical model of the healthy and
wise physician ministering to the sick and naive
patient, most modern clinicians now view the
therapeutic process as consisting of two
vulnerable human beings who are constantly
affecting and influencing each other. Although
the participants have different roles, they are
equal partners with many mutual interests. They
are both “more human than otherwise,” as Harry

Stack Sullivan was fond of saying.

One of the leading pioneers in helping

mental health professionals better appreciate the
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role of the therapist’s contribution to the
therapeutic situation, particularly the influence
of countertransference, is Dr. Michael Sussman.
In A Curious Calling (1992), he exposes several
unconscious motivations existing in all of us that
determine our choice of work as mental health
professionals. Sussman brilliantly, lucidly, and
comprehensively demonstrates how and why we
become  “wounded healers.” He also
convincingly documents how
countertransference reactions influence our
therapeutic interventions more than any other

variable.

In A Perilous Calling, Michael Sussman has
taken us several miles further on the road to
therapeutic enlightenment. In this book we learn
more about why we choose psychotherapy as a

career. At work are rescue fantasies, erotic and
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murderous wishes, defenses against anxiety and
other vulnerabilities, superego mandates, and
much more. We learn from A Perilous Calling
that therapists, like patients, have many infantile
wishes that they are trying to resolve in the
therapeutic situation and, also like their
therapeutic counterparts, need to protect

themselves in a variety of neurotic ways.

Dr. Sussman’s colleagues in A Perilous
Calling emerge as very humane individuals who
show much maturity and courage. To expose
vulnerabilities, to share countertransference
reactions freely, to acknowledge therapeutic
blunders, are most admirable traits. The
contributors to this volume serve as role models
for all of us as they analyze their subjective
responses and show the impact of these

responses on the therapeutic process.
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One of the many lessons that I learned from
this wonderful volume is that when I feel or act
omnipotently in the therapeutic situation, I am
trying to silence my impotent and vulnerable
feelings. 1 also realized that when 1 am
overtalkative and overactive, I am

uncomfortable with my passivity.

Every reader will find himself or herself in A
Perilous Calling because conducting
psychotherapy always arouses danger for all of
us. What Sussman and his colleagues do for us
is to reassure us that making errors, acting out
certain countertransference problems, ignoring
messages of patients is par for the therapeutic
course. They seem to agree with Freud who was
fond of saying, “What we can't reach by flying,
we have to reach by limping. It is no sin to

limp.”

freepsychotherapybooks.org
theipi.org



Another feature of A Perilous Calling which
I very much appreciate is that all therapists have
to cope with different countertransference issues
at different times, depending on many variables,
such as the patient’s productions, the therapist’s
stage of life, current level of training, unresolved
conflicts, and current stresses. Humbly, we learn
to accept that no therapist in working with
patients is exempt from experiencing childish
fantasies toward them, assuming defensive
postures with them, or making therapeutic
interventions that emanate more from the
therapist’s own anxiety, disturbing memories, or
superego injunctions, than exclusively from the

patient’s productions.

The final lesson we learn from A Perilous
Calling is that to do therapy well we have to

strive to become more loving and less hateful
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human beings, accepting that our patients have
strengths that we may not have, and that we

have limitations that they may not have.

Dr. Michael Sussman and his impressive
array of contributors to A Perilous Calling will
assist thousands of clinicians in carrying out
their therapeutic missions with a keener
appreciation of the humanity underlying their

attempts to help their fellow human beings.

Herbert S. Strean, DSW

Distinguished Professor Emeritus,

Rutgers University

Director Emeritus,

New York Center for Psychoanalytic Training
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Introduction

There is a growing sense of pessimism and
discouragement among psychotherapists in the
United States. We are in the midst of a radical
shift in the way psychotherapy is practiced, and
the direction of change does not appear to be
advantageous either to therapists or their clients.
At a time when psychotherapeutic treatment has
become more sophisticated, more widely
applicable, and more socially acceptable than
ever before, it is increasingly difficult for most
Americans to obtain or afford. Third parties,
whose concerns are primarily financial, now
dictate who deserves treatment and how it is to
be conducted. In a culture that craves the quick
fix, advances in biological treatments threaten to

turn  psychotherapy into an upper-class
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indulgence. As the demands and frustrations of
practice escalate and the rewards and
satisfactions diminish, clinicians are struggling
to avoid becoming bitter or cynical about their

work.

In assembling this volume on the hazards of
psychotherapy practice, I have witnessed an
interesting phenomenon. When told the book’s
title, nonpractitioners almost invariably respond
—*“hazards to the therapist?" —apparently taken
aback by either the novelty or the peculiarity of
the topic. Indeed, the hazardous aspects of the
profession are typically concealed, even within

the field.

Although it is rare that the problem is openly
acknowledged, ample evidence indicates that the

practice of psychotherapy poses significant

freepsychotherapybooks.org
theipi.org



dangers to clinicians. Recent reviews of the
relevant literature point to a high incidence of
mental illness (especially depression), drug and
alcohol abuse, sexual acting-out, and suicide
among therapists (Guy, 1987; Kilburg, Nathan,
& Thoreson, 1986; Sussman, 1992). Stress, job
dissatisfaction, workaholism, and burnout have
become issues of major concern to professional
caregivers (Cherniss, 1980; Farber, 1985; Farber
& Heifetz, 1982; Freudenberger, 1974;
Freudenberger & Robbins, 1979; Prochaska &
Norcross, 1983; Wood, Klein, Cross, Lammers,
& Elliot, 1985). Several studies suggest that the
physical, psychic, and social isolation frequently
associated with clinical work can exact a heavy
toll on the emotional adjustment of practitioners
(Bermak, 1977; Deutsch, 1984; Heilman,

Morrison, & Abramowitz, 1986; Tryon, 1983).
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In addition, working as a psychotherapist can
have a negative impact on marriage (Bermack,
1977; Cray & Cray, 1977; Farber, 1985), parent-
child relationships (Cray & Cray, 1977; Guy,
1987; Henry, Sims, & Spray, 1973; Maeder,
1989), and on friendships and social life
(Burton, 1975; Freudenberger & Robbins, 1979;
Guy, 1987).

The strains of maintaining continual
proximity to emotional pain and suffering are
inherent in clinical work, but perhaps are
nowhere as evident as in the treatment of trauma
victims. Clinicians who work with this
population may undergo vicarious
traumatization (McCann & Pearlman, 1990) in
which exposure to clients’ traumatic experiences
results in enduring psychological consequences

for the therapist. Traumatic imagery may be
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incorporated into the practitioner’s memory
system, returning as flashbacks, nightmares, or
intrusive thoughts. Faced with repeated stories
of cruelty and perversion, therapists may
develop a bleak view of human nature, become
fearful and less trusting of others, and
experience a sense of separateness and

alienation from family, friends, or coworkers.

Even when these disturbing issues are
recognized, they are typically addressed in a
rather detached and academic fashion. With the
exception of a handful of admirable renegades
(Burton, 1970; Chessick, 1978; Edelwich, 1980;
Freudenberger & Robbins, 1979; Goldberg,
1986; Greben, 1975; Greenson, 1966; Groesbeck
& Taylor, 1977; Searles, 1966; Strean, 1988;
Wheelis, 1959), psychotherapists have been

reluctant to write candidly and subjectively
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about the perilous aspects of their calling. The
present volume represents an attempt to
overcome the professional taboos that have
obstructed frank discussion of this important

topic.

People do not become astronauts or
firefighters without some appreciation of the
dangers that they will face. But such an
informed decision is rare in the case of
psychotherapists. Prospective clinicians
typically understand that their clients will face
various risks and that some may not survive.
Most people who become therapists appear to be
largely unprepared, however, for the many perils
that they themselves will encounter along the

way.
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What can account for this lack of awareness?
Perhaps the perilous aspects of clinical work,
unlike some other professions, are not readily
apparent. Except when dealing with violent
patients, clinicians rarely face immediate threats
to their safety. Most of the occupational hazards
are cumulative, only surfacing over extended

periods of practice.

One would expect that novice therapists
would be forewarned of potential dangers by
their teachers and supervisors. One might further
imagine that training programs and employers of
therapists would focus on the issue of
prevention. Such an enlightened concern,
however, has been sorely lacking in our field.
Although this neglect may appear to some as a
conspiracy of silence, it is unlikely that it stems

from malicious intent. Rather, it derives from a
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complex combination of professional, personal,

and historical factors.

First, due to the fundamental inequality of
roles inherent in the therapeutic contract,
clinicians’ concerns with their own welfare are
unlikely to be addressed with patients. Except
for providing financial compensation, patients
cannot be held responsible for meeting their
therapists’ needs. While they must abstain from
inflicting physical harm, patients are given wide
latitude in how they may interact with treaters.
Thus, practitioners must be prepared to contend
with a good deal of emotional strain if they wish
to offer their patients an opportunity for self-
exploration and expression. As with parent and
child, the therapist’s feelings and needs will

typically take a backseat to those of the patient.
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Although the therapeutic relationship is often
an intimate one, that intimacy is typically
unidirectional; therapists are generally trained to
avoid disclosing their own feelings and personal
reactions. When disturbed by their patients’
words or behaviors, clinicians are therefore
unlikely to address their discomfort or pain.
Such constraints protect patients and preserve
therapeutic neutrality, but they make it more
difficult for therapists to take care of themselves

within the clinical interaction.

A second factor that has impeded open
discussion of this topic is the taboo regarding
self-disclosure between professionals. The large
majority of mental health professionals either
work in relative isolation or are employed in
settings in which they may not feel safe enough

to reveal personal matters. Thus, any discussion
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of one’s own emotions, foibles, mistakes, or
vulnerabilities may be deemed too threatening.
Indeed, in a paper entitled “The Vulnerable
Therapist: On Being Ill or Injured,” Grunebaum
(1993) notes that he was unable to locate a
single case report by a therapist who
experienced a psychiatric illness. The issue of
occupational hazards can hardly be addressed
effectively when therapists do not feel free to
share their fears and concerns with colleagues or

administrators.

Turning to the intrapsychic realm, certain
personality  characteristics may predispose
therapists to overlook the perils of their
profession. In a previous volume entitled A
Curious Calling: Unconscious Motivations for
Practicing Psychotherapy (Sussman, 1992), 1

examined the psychological makeup of
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psychotherapists, as well as the hidden aims that
practitioners may bring to the role. A review of
the literature on therapists, as well as my own
interviews with clinicians, revealed certain
personality trends that may contribute to an
abiding wish to practice psychotherapy. It may
be that some of these characteristics also
contribute to a tendency to neglect or downplay

the hazards entailed in clinical work.

Many therapists, for example, grew up
playing the role of caretaker, go-between,
parentified child, or burden-bearer within their
families of origin. Having learned at an early age
to attune themselves to others, therapists often
have great difficulty attending to their own
emotional needs. Problems in dealing with
aggression and assertiveness are also common,

as are masochistic trends, potentially
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compromising therapists’ ability or inclination to

protect themselves from harm.

Some practitioners may be so overzealous in
their need to rescue clients that they throw
caution to the wind. Many of these clinicians
harbor strong unconscious guilt for real or
imagined damage inflicted on loved ones as a
child, and they are willing to make great
personal sacrifices in order to atone and make
reparation. Still others may have entered the
field in a counterphobic attempt to allay fears of
mental illness and are rigidly defended against
acknowledging any threats to their psychological
equilibrium. This list is far from comprehensive,
but it should hint at the abundance of personal
reasons for minimizing one’s awareness of

occupational hazards.
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Even in view of some promising shifts in the
current atmosphere, it remains difficult to
introduce a volume on the hazards of
psychotherapy practice without feeling a need to
justify the undertaking. Devoting so much
attention to the person of the therapist could
appear frivolous or indulgent. Isn’t it our
patients, after all, with whom we should be

concerned?

Indeed, throughout the history of
psychotherapy, the personhood of the
practitioner has been all but ignored. Successive
generations of therapists have received and, in
turn, passed along a professional culture that
often leaves little room for the clinician’s
humanity. Only in recent years have we begun to
witness widespread recognition of the ways in

which this narrow conception of the therapeutic
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role can be detrimental to practitioners as well as

clients.

Ironically, the constriction that characterizes
the way in which many therapists are trained to
practice is a legacy of the Freudian revolution in
the treatment of mental disorders. Regardless of
how his theories are assessed, Freud’s
willingness to expose his most private self to
scientific scrutiny must be viewed as nothing
short of remarkable. The candid manner in
which he discussed his own thoughts, fantasies,
dreams, and pathological tendencies remains
unparalleled in the psychoanalytic literature that

he spawned.

What has happened? Why have we backed
off from Freud’s courageous example,

withdrawing into timid guardedness and shame?
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Freud himself must bear part of the
responsibility for this retreat. His intolerance of
dissension among his followers did little to
foster collegial openness. And although Freud
introduced the concept of countertransference,
he downplayed its significance, viewing it
largely as an impediment to the therapeutic
process. But it is Freud’s concept of analytic
neutrality that has probably had the most
constricting  effect on  practitioners  of

psychotherapy.

For Freud, the analytic setting was to
provide the optimal laboratory for studying
human psychological functioning. The analyst
was to function as a blank screen on which
projections of the patient’s transference were
analyzed. The concept of analytic neutrality

emerged from this one-person model, as a means

freepsychotherapybooks.org
theipi.org



of preserving the “pure culture” of the patient’s
psyche, free from any interference or
“contamination” by the personality of the
analyst. Any loss of objectivity on the part of the
clinician—be it strong emotions, internal
conflict, spontaneous responses, or expressions
of personal taste or opinion—was seen as
countertransferentially based errors, indicative
of incomplete analysis on the part of the

practitioner.

We are all familiar with the caricature of the
Freudian analyst: Silent and impassive, he
maintains strict anonymity and reserve at all
times.'!] How naive, we may now exclaim, to
have thought that they could screen themselves
out of the interaction, thereby permitting an
unadulterated picture of the patient to emerge.

Such a stance, however, was a reasonable place
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from which to start studying the workings of the
human psyche. Only by first isolating the
individual was it possible to begin exploring
intrapsychic processes. It would have been
difficult, for example, to have arrived at the
concept of projective identification—an
interactional phenomenon—without a prior
understanding of the intrapsychic mechanism of
projection. Ultimately, it is important to note, a
two-person model of psychotherapy does not
supplant the earlier model, but supplements and

enriches it.

Freud’s metaphor of the analyst as mirror or
blank screen (both of which are inanimate
objects) has had exceptional staying power.
Although initially it may have provided a useful
guideline for clinicians who were just learning to

acknowledge and appreciate intrapsychic
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phenomena, this analogy ultimately had an
insidious effect on the practice of psychotherapy.

As Jaffe (1986) writes:

The professional myths that the healer has
no needs, that these needs detract from the
provision of adequate service if
acknowledged, that feelings are not
relevant, and that we can simply turn off
our responses to human pain are untenable
and contribute to the distress that helping
professionals experience in their work and
lives, (p. 198)

The misguided attempt to act as blank observers
or reflectors of clients turned therapists into
“shrinks,” literally shrinking their humanity. It
not only limited what clinicians could express to
their patients but also circumscribed what was
acceptable to experience in the clinical setting
and what could be shared with colleagues. Such

constraints made it virtually impossible to
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address many of the hazards explored in this

volume.

Fortunately, the rise of the two-person model
of psychotherapy has rendered obsolete the
notion of a blank screen. We have conceded the
inevitable subjectivity of the therapist and have
begun to acknowledge that both participants are
influenced by powerful unconscious forces.
Moreover, we have recognized that the
therapeutic process is a joint creation, involving
an interweaving of transferences and
countertransferences, of intrapsychic and
interpersonal elements. Finally, a more useful —
and far less restrictive —conception of neutrality
has emerged. As formulated by Greenberg,
“neutrality embodies the goal of establishing an
optimal tension between the patient’s tendency

to see the analyst as an old object and his
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capacity to experience him as a new one” (1986,
p- 97). From this object-relational perspective,
any attempt to remain neutral in the classical
sense of the term reflects resistance in the
therapist to experiencing countertransference
and to genuine involvement with the patient

(Bollas, 1987).

Shifting from the theoretical to the practical,
concerns with professional advancement and
financial success can also discourage clinicians
from addressing the issue of occupational
hazards more directly. Therapists are often
expected to be paragons of mental health and
stability, although many people are drawn to the
profession precisely because they have had
emotional difficulties of their own. Practitioners
may be hesitant to discuss their strains and

struggles as therapists when they worry that such
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disclosures could threaten their livelihood. This
fear of exhibiting distress or vulnerability, so at
odds with what our work is all about. is
implanted early in professional training and
reinforced at every turn As described by Ben-

Avi (1977);

The graduate [of an analytic institute] is an
example of what analysis can do. He
becomes an object, a result of analytic
work, and assumes the burden of being a
living demonstration of analysis. It
therefore becomes necessary for him to
engage in a series of charades; first with his
teachers, then with his colleagues and
patients. After all, the qualities that are
required for graduation will also bring
referrals. This is tolerable, if undesirable.
The real burden is maintaining this illusion
within oneself. What is fostered is a greater
concern with how one looks than with who
one is. (pp. 175-176)
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There can be little doubt that this state of
alienation from self and others contributes to
such important problems as burnout, addiction,
boundary violations, and suicide among

practitioners.

Finally, it appears that both patients and
practitioners harbor compelling needs to
preserve the image of the invulnerable therapist.
For patients, this often stems from childhood
wishes for an omnipotent parent who can
provide the illusion of total safety and withstand
the frightening force of the child’s anger and
destructiveness. By identifying with the
enormous power they have attributed to their
parents, children seek to recover their lost sense
of infantile omnipotence. For patients in
psychotherapy to eventually dispense with the

idealized image of the invulnerable therapist,
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they face the difficult developmental tasks of
confronting limitations, accepting a restricted
range of control, and mourning the loss of

cherished illusions.

Therapists may also have a stake in
maintaining this illusion of invulnerability, thus
colluding with patients’ idealizations. For many
of us, assuming the role of psychotherapist
represents, in part, an attempt to distance
ourselves from personal vulnerabilities with
which we are uncomfortable. By playing the part
of the invulnerable therapist we can seemingly
rid ourselves of all our messy emotions, needs,
fears, wishes, and irrationalities, relegating such
distasteful “stuff” to our patients. Thus, a
pernicious double standard develops whereby

we try to help our patients acknowledge and
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accept that which we shamefully repudiate in

ourselves.

Indeed, any serious inquiry into the hazards
of the profession sets us face to face with the
issue of shame. Over the past decade, we have
witnessed a burgeoning interest in the affect of
shame, which has emerged as a key aspect of
human psychology. Correspondingly, there has
been a greater emphasis on dealing with issues
of shame in the treatment of many forms of
emotional disorder. Given this upsurge of
interest, it is surprising that so little attention has
been paid to the vicissitudes of shame in the
psychotherapist. A notable exception is Horner’s
(1993) paper on occupational hazards, in which
she points to the persistence of unrealistic and
unrealizable professional ideals as a major factor

contributing to burnout. Horner notes that
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feelings of shame, stemming from being unable
to live up to unrealistic standards, lead to a
reluctance to discuss treatment failures and to
the maintenance of defenses against repeated

vulnerability.

In sum, myriad factors have contributed to
our profession’s neglect of the hazards of
psychotherapy practice. Because of significant
shifts in clinical theory and technique, however,
the time is ripe for a more thorough
investigation of these dangers and how they can

be prevented or minimized.

In this volume, I have invited an array of
experienced practitioners—psychologists, social
workers, psychiatrists, and psychoanalysts—to
describe the obstacles and perils that they have

encountered in clinical practice. My aim has
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been to provide a forum for frank discussion of
topics and concerns that have gone largely
unaddressed in the literature and in professional
settings. Comprehensive in scope, the volume
provides an in-depth examination of the
emotional, intrapsychic, interpersonal, practical,
and ethical difficulties facing clinicians.
Although certain topics lent themselves to a
more scholarly approach, the majority of the
chapters are quite personal, subjective, and
intimate accounts of the inner experiences and

struggles of psychotherapists.

The book is divided into six parts. Part One
addresses the therapist’s personal development.
My own chapter explores the process of
disillusionment that can take place when
therapists' covert aims and wishes fail to be

satisfied in clinical practice. Ed Tick, who had
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been an antiwar protestor and pacifist, recounts
the painful transformation in attitudes and self-
image that he has undergone in 15 years of
treating Vietnam veterans. Susan Scholfield
MacNab describes the continuous interplay
between her roles as therapist and mother.
Michele Steinberg and Michael Salamon address
some of the ways in which therapists’ attitudes
toward aging and death can be influenced by
working with an elderly population. Finally,
Connie Seligman discusses how being a patient
in interminable treatment can hinder the
therapist's personal and professional

development.

Part Two focuses on therapists’ own
illnesses and emotional disturbances. Norman
Shub explores an issue that has been entirely

overlooked in the literature: What sorts of
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difficulties are faced by therapists who have
characterologic problems of their own? Edward
Smith  discusses what he has termed

2

“psychotherapist’s disease,” in which clinicians
begin to view all of life in terms of pathology.
Judy Rabinor addresses the ways in which
female clinicians’ own feelings of bodily shame
can obstruct or inform their work with eating-
disordered clients. Tracy Munn, who suffers
from multiple sclerosis, offers a moving account

of what it is like to practice psychotherapy when

the therapist is seriously ill.

Part Three explores the emotional impact of
clinical work on the psychotherapist. Tracy
MacNab discusses the feelings of shame and
vulnerability that can be elicited in the group
therapist. This same theme is addressed by Gina

Arons and Ron Siegel, who have developed an
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innovative tool for locating therapists’ areas of
discomfort by exploring their responses to real
and imagined extratherapeutic encounters with
patients. Michael Shernoff, who has treated
AIDS patients for more than a decade, tells how
he has coped with the devastation that the
disease has wrecked on both his professional and
personal lives. Lastly, Gloria Garfunkel
describes how her work with suicidal clients is
affected by her having grown up as a child of

Holocaust survivors.

Part Four examines specific clinical
dilemmas that can pose hazards to practitioners.
Michael Myers addresses some of the problems
he has encountered as a psychiatrist treating
other physicians and their family members, and
Nancy Bridges discusses various

countertransference dilemmas encountered in
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working with therapists. Martha Stark describes
the difficulties entailed in treating patients who
make use of a defense she terms “relentless
entitlement.” David Jobes and Terry Maltsberger
address what many regard as the ultimate peril
for the psychotherapist: dealing with suicidal

patients.

Part Five surveys some of the professional,
ethical, and legal hazards facing practitioners.
Donald Nathanson, well known for his work on
shame, describes how trainees can be subjected
to shame and humiliation by their supervisors.
Terry Maltsberger, a prominent suicidologist
who was asked to review the records of
Margaret Bean-Bayog’s controversial treatment
of Paul Lozano, argues that a competent
psychiatrist’s career was unjustifiably destroyed

by the media and the Board of Registration in
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Medicine. Peter Gumpert and Susan Scholfield
MacNab address the dangers and dilemmas
presented by the shift to the managed-care
model, while Eric Harris provides
recommendations for risk management in a
managed-care environment. Finally, Judy Jordan
describes the evolution of the relational model
that she developed with her colleagues at the
Stone Center and discusses the difficulties faced
by therapists who venture away from traditional

approaches to clinical theory and practice.

Part Six addresses issues of prevention and
self-care. Here the focus is on measures that
therapists can take to maintain and foster their
own health. William Grosch and David Olsen
offer a prescription for burnout that goes beyond
the simplistic formulas that are typically put

forth. Bryan Wittine explores the power of
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spiritual practice in preserving and renewing the
well-being of therapists. In the last chapter,
Marc Berger offers guidance from senior
psychotherapists on sustaining the professional

self.

This volume is intended primarily for
psychotherapists and counselors. Clinical
instructors and supervisors may find the book
particularly useful for training purposes. Much
of the material could also be germane to other
health professionals, as well as to members of
the clergy. Finally, it may be of interest to
therapy clients who wish to broaden their

understanding of the treatment process.

I believe that clinicians at every level of
experience can benefit from reading and

thinking about the hazards of the profession.
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Individuals who are considering entering the
field may find that the book helps them to make
an informed decision. Trainees can benefit from
being exposed to issues that are of vital
importance, yet are typically neglected in
training. Practicing therapists will find some of
their deepest concerns and conflicts mirrored
and validated, perhaps for the first time. Readers
in general will learn how to take better care of
themselves in their work and personal lives, and
will discover ways to transform the many perils
of practice into opportunities for growth and

mastery.
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CHAPTER 1

Intimations of Mortality

MICHAEL B. SUSSMAN, PsyD

My childhood dream was to become an
astronomer, although I later decided that I
disliked the hours. Actually, working at night
may originally have been part of the appeal: All
alone in the stillness of the observatory, silently
contemplating the cosmos while others slept; a
solitary explorer probing the outermost reaches
of the visible Universe, far removed from the
mundane inanities of everyday human existence.
It was an image that contained mystery,

discovery, and grandeur.
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This early, romanticized vision of a career
was resurrected at age 13, when I stumbled on
The Interpretation of Dreams. True, Freud
peered into the inner world rather than out
toward the distant heavens. That was fine with
me, for I was entering adolescence and found
myself suddenly entranced by all things
psychological. Moreover, both of my parents
were biologists, so I was eager to distance
myself from the natural sciences. But apart from
my fascination with the subject of inquiry, in
Freud’s writing I recaptured my fantasy of a
sublime, transcendent vocation that would
satisfy both my dreams of greatness and my
wish to possess a secret knowledge of things

unseen.

We ask children: “What do you want to be

when you grow up?” Notice that the emphasis is
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not on doing, but on being. Sure, the child who
wants to join the police force dreams of high-
speed car chases and gunfights with crooks. But
more important is the image of being a police
officer— wearing a badge and uniform, carrying
a weapon, embodying authority, courage, and

power.

Similarly, when I first aspired to become a
therapist, it was only partly out of a wish to help
people in distress. I did not simply wish to
practice psychotherapy, I wanted to be a
therapist. I remember, at the age of 19, sitting in
the waiting room of a suite of offices, watching
as a succession of therapists greeted their
patients. Like myself, the other patients
appeared to me to be anxious, depleted, needy,
and in pain. In contrast, the clinicians struck me

as calm, composed, full, and self-contained. I
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knew then that I wanted to be the therapist, by
God! In my mind, that meant being whole,
integrated, at peace, free of dependency needs,

and always radiating goodness and well-being.

I only wish it had turned out that way.
Clinical practice can be richly rewarding. Yet, |
have learned that some of the deepest yearnings
that drew me to the profession have not been—
and can never be—fulfilled by the practice of
psychotherapy. This realization, slow in
dawning, has been disheartening, but I have
come to view such disillusionment as a
necessary part of professional development,
which can bring greater maturity and

authenticity to my clinical work.

I completed my graduate training six years

ago and have been engaged in some form of
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clinical practice for nearly 11 years in all. This
chapter describes some of the underlying aims
that contributed to my desire to become a
psychotherapist, as well as how they have been
fulfilled or frustrated by clinical work. If these
motivations sound naive or irrational, that is
because they evolved largely outside of
conscious awareness, often from childhood
sources and were based on an outsider’s view of

the profession.

I do not mean to imply that I was drawn to
this vocation purely from “selfish,” ulterior
motives. Like most practitioners, I seek to
understand and to help those who suffer. Such
compassionate, altruistic concern is a crucial
element of the desire to practice psychotherapy.
Along with these conscious intentions, however,

I have become aware of an array of wishes and
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motivations that were previously held
unconscious. As I have argued in a previous
volume (Sussman, 1992), we neglect these
hidden well-springs of our therapeutic urges at
great peril to our patients. Familiarity with our
covert agendas can lessen the likelihood of
harming or exploiting the people who have
placed themselves in our care. In addition, such
self-awareness can enable us to bypass—or at
least minimize—some of the hazards that we

face as practitioners.

A final caveat: Although I am presenting a
composite picture of my covert aims as a
therapist, the actual constellation is far from
static. Each of these motives has had its own line
of development. Some of them took shape long
before I could even pronounce the word

“psychotherapist”; others emerged only after I
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entered my own ftreatment. Some persist in
various guises; others died an early death. To
better explore the process of disillusionment, I
present the yearnings in their early, raw form,
rather than their later, more refined and

sublimated, manifestations.

I wished for magical powers...

They have never appeared. Despite doctoral
degree, fellowship, licensure, and publication of
a book, wizardry forever eludes me. Some
patients get better, others do not. Improvements
are rarely as rapid or as dramatic as I once
imagined they would be, and they cannot be
attributed to treatment with any certainty. I am a
competent clinician, at times even inspired. But
those childhood wishes to be all-knowing, all-
seeing, and all-powerful, which I hoped to hold

on to by becoming a therapist, have taken a
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beating. That, of course, is what we call growing

up.
I hoped to be admired and idolized...

On some level, 1 expected the role of
psychotherapist to provide me with love and
adulation on a grand scale. Like an entertainer
who craves applause and acclaim, I believed that
my patients’ devotion would bolster my sense of

self-worth.

As it’s turned out, my work as a therapist
definitely affects how I feel about myself. When
I’'m feeling vulnerable, I find that my sense of
self-worth is uncomfortably dependent on how
my patients are responding to treatment, and on
how they seem to be feeling about me. Since

both of these factors are in constant flux, they do
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not provide any firm foundation for self-

evaluation.

Like many therapists, I thrive on feeling
helpful and needed. It is gratifying to be the
object of idealized transferences in which I am
perceived as wise, powerful, benevolent, and
special in the eyes of my patients. But however
satisfying this idealization may feel, it does little
to fortify my core sense of goodness. In part, my
awareness of the transferential aspects of such
responses keeps me from taking personal credit
for eliciting them.!?! Ultimately, the yearning for
self-acceptance cannot be fulfilled in any
permanent way by receiving adulation from
patients—or from anyone else for that matter.
Until this elementary lesson is truly appreciated,
the therapist—like the performer who hungers

for one more standing ovation—may strive for
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acclaim that proves forever ephemeral in its
impact.

I hoped to make up for the damage I believed I
had inflicted on my family as a child...

This doesn’t work. Guilt feelings endure,
apparently unaffected by current attempts at
atonement and reparation. When my rescuing
and healing is successful, my sense of relief
soon recedes, exposing the same old pool of
guilt, undiminished by my good deeds. Why else
do I approach the next patient with the same
compelling need to help? And when my attempts
fail, and patients remain the same or get worse,
my early crimes are compounded and the guilt
pool inches upward. If one had to devise a way
of ensuring that practitioners remain in such an

exacting profession, it would be difficult to
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come up with a more ingenious or effective

formula.

Perhaps the greatest sense of failure in
regard to rescuing and reparation occurs in
reaction to a patient’s suicide. Early in my
clinical training, I wondered how I might
respond to this and imagined that I would
probably stop practicing altogether. During my
third year of graduate school, a middle-aged
patient of mine jumped to her death from the
window of her 20th-floor apartment, shortly
after transferring to a new therapist. I carry the
emotional repercussions of that suicide to this
day, and I still wonder whether I might have
prevented it. Far from inducing me to leave the
field, however, her death only intensified my

dedication to the calling.
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I hoped to transcend my own aggression and
destructiveness...

Because I am uncomfortable with anger,
hostility, and aggression, I try to deny or evade
these aspects of my nature by striving to accept
and nurture my patients. This defensive strategy
has only been partly successful. Promoting
healing in others has, to some extent, allowed
for what Winnicott described as a “building up
of a self-strength which makes possible a
toleration of the destructiveness that belongs to
that person’s nature” (1986, p. 88). What I failed
to anticipate, however, was all of the aggression
and hostility generated within the treatment

process itself.

Patients develop negative feelings toward
therapy and the therapist for a variety of reasons.

Such reactions may serve as a means of resisting
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change, as a way of avoiding closeness, or as a
familiar way of establishing closeness (e.g., via
battling or abusing). Negative feelings may also
arise in response to the many limits and
frustrations inherent in the treatment process, in
response to actual or perceived errors and
failings on the part of the therapist, or as part of
transference/countertransference enactments in
the therapeutic relationship. No matter how
meek or appeasing the therapist might act, it is
impossible to escape negativity and aggression
on the part of patients. Indeed, a passive, docile
bearing may itself provoke fury in certain

clients.

Not only do we become the target of anger
and aggression, we are often likely to experience
such emotions and impulses ourselves. Missed

appointments, unpaid bills, lack of progress,
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suicide threats and attempts, and interrupted
weekends can test our benevolence. We may be
faced with patients who talk too much or too
little, who complain and whine, who ignore or
dismiss what we say, who expose our own areas
of vulnerability, who cannot allow themselves to
receive and then resent their emptiness. We must
also deal with parents who undermine their
children’s treatment, as well as spouses who
abuse and terrorize patients and refuse to
become involved in therapy. Each of these
situations, and countless others, can elicit
anything from mild irritation to seething rage in

the clinician.

In short, the therapeutic setting does not
provide a refuge from so-called negative
emotions. Nor should it. Many character-

disordered  individuals = have  particular
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difficulties dealing with the anger they
experience and elicit in  relationships.
Maladaptive ways of handling anger and
aggression often play a central role in
depression, panic attacks, and eating disorders.
Nearly every psychotherapy patient can be
expected to reenact hurtful scenarios from the
past, in which either patient or therapist is cast in
the role of the aggressor. But although I realize
that this is all "grist for the mill,” actually
confronting such feelings remains

uncomfortable.

I do my best to be kind, understanding, and
helpful to my patients. While these conscious
aims emanate from positive, adaptive trends in
my personality, they may also serve to conceal
the darker side of my nature. By shying away

from the aggression that is inevitably generated
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within the therapeutic process, one may
gradually accumulate unexpressed hostility on
an unconscious level. I have observed an
increase in my own sadistically tinged fantasies
since I began clinical practice.m I have also
become aware, during difficult sessions, of
fleeting aggressive images, such as an impulse to
yell or to shatter a window. These phenomena
may represent the shadow side of my
professional attitudes and aspirations. Whereas |
am consciously intent on providing acceptance
and compassion, my unconscious hostility
presses for release. Alternatively, it remains

repressed and leaves me feeling depressed.

Ultimately, it is impossible in either personal
or professional relationships to be purely good,
loving, helpful, and selfless. Any retreat from

anger and aggression eventually leads to a return
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of the repressed (or suppressed). Refusing to
acknowledge and accept one’s shadow side
poses dangers for both participants in the
therapeutic process.

I hoped to escape my own problems by focusing
on those of other people...

This was perhaps the most misguided notion
of all. In theory, it seemed simple enough: By
dedicating myself to helping others with their
problems and by immersing myself in their
psychological worlds, I would be relieved from
an unrelenting preoccupation with my own

issues. How naive this plan now appears!

The good news is that I have been able to put
my introspective orientation to constructive use
as a therapist. The bad news—in terms of this
defensive maneuver—is that clinical work

demands continuous monitoring of one’s internal
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processes, and it constantly stirs up one’s own
emotions, anxieties, memories, vulnerabilities,
and both internal and interpersonal conflicts. Far
from freeing myself from an inward focus,

practicing psychotherapy has only deepened it.

Working as a therapist also makes it
necessary to return periodically (or, in some
cases, permanently) to personal treatment. In
essence, one becomes a psychotherapy patient
for life. At the same time, it can become
increasingly difficult for the therapist to assume
the role of patient. I am much more comfortable
sitting in the therapist’s seat, and I struggle with
the loss of control entailed in being a patient.
My knowledge of psychological matters can get
in the way of honest, unadorned self-
exploration. My familiarity with clinical

technique can make it harder to trust the
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therapist without engaging in a lot of second-
guessing and backseat driving. Knowing how
frequently confidentiality is compromised has
also added to my reluctance to be fully open
with a therapist/colleague.

I hoped to internalize my own therapist better
by doing what he did...

I encountered great difficulty in ending my
first therapy experience, returning repeatedly to
a therapist from whom I could not separate. In
retrospect, part of my desire to practice
psychotherapy stemmed from an inability to let
go of him. Identifying with his positive qualities
has certainly benefited my personal and
professional development. But my clinical
training led me to question and, ultimately, to

reject much of what he did as my therapist.
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Ironically, by following in his footsteps, I
eventually achieved greater separation from him.

I hoped to achieve a deep level of intimacy
within a safe context...

This wish has fared quite well compared
with many of the others, but with notable
drawbacks. Through my work as a therapist, I
have established intimate contact with an
astounding variety of people of all ages, ethnic
backgrounds, and socioeconomic levels. Within
the safety of a professional relationship with
explicit limits and boundaries, I have
experienced a level of closeness and engagement

rarely achievable in ordinary social relations.

The limits of this sort of intimacy, however,
are all too apparent. Although I feel that I am
fully engaged during sessions, the fact remains

that the intimacy is largely unidirectional. Many
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of my thoughts and emotions cannot be shared,
and the client knows next to nothing about my
own history or outside life. This one-sidedness
can be quite frustrating, especially when I have

lacked sufficient intimacy in my personal life.

At such times, I also run the risk of
becoming excessively intimate with a client. If
we treat enough clients over the years, the
chances are good that we will eventually be
matched with someone with whom the
“chemistry” is intense. This attraction is not
always immediately apparent but may build over
the course of treatment. How much of the
developing infatuation is countertransferential
versus “real” can be difficult to sort out. In only
one instance have I found myself in love with a
client. The pain involved in acknowledging the

need to end the therapy and in letting go of the
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possibility of continued contact is an experience

I do not wish to repeat.

Another troublesome aspect of the intimacy
generated in therapeutic relationships is the
sheer weight of the emotional demands placed
on the therapist. In addition to the realistic
demands that are part of helping people in
distress, therapists must grapple with all sorts of
transferential wishes and expectations that
belong to the realms of parent/child,
lover/beloved, victim/abuser, wrongdoer/judge,
and so on. In attempting to meet or to deal
otherwise with these varied demands and
expectations, it can be difficult to maintain any

emotional reserves for one’s private life.

Prone to overidentifying with clients, I tend

to experience much of their emotional pain and
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internal struggles as if they were my own. The
permeability of my ego boundaries may
facilitate empathic contact, but it also leaves me
vulnerable to emotional overload. Especially
when working with more disturbed individuals,
hearing and digesting their stories of past and
present abuse can be highly disturbing and can
eventually lead to what Chessick (1978) has
described as ‘“‘sadness of the soul,” in which
clients’ depression and despair are transferred to
the therapist.
I hoped to meet my own dependency needs

vicariously by attending to those of my
patients...

Buie (1982-1983) declares that therapists
look to their patients to provide a holding
environment that sustains them and brings relief

from a painful sense of aloneness. When the
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holding environment offered to a patient is

accepted, it serves to hold the therapist as well.

I have found that when I'm well matched
with a patient, the therapeutic relationship can
fulfill dependency needs on both our parts.
Problems emerge, however, when a patient
rejects the holding environment or is so
demanding and entitled that I am unwilling or
unable to provide it. Cancellations, no-shows,
and premature endings, moreover, have the
potential to trigger painful feelings of loss or
abandonment. In addition, practicing
psychotherapy appears to have reinforced my
tendencies to overlook and suppress my own
emotional needs. This has led me, at times, to
neglect my social life, leaving me prone—

ironically —to needing my patients too much.
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I believed that I might become free of
limitations...

By becoming a therapist, I thought that I
could somehow transcend the frustrations and
limitations I have struggled with throughout my
life. I have always despised confines and
constraints, whether they pertained to emotional
awareness, intellectual inquiry, interpersonal
communication, or creative expression. As a
therapist, I hoped to break through barriers in
my patients and in myself—barriers to
knowledge and emotional truth, to intimacy and
self-expression. I longed to free my clients and
myself from some of the restrictions imposed by
the processes of socialization, adaptation, and
conformity. And I dreamed of escaping the
tyranny of causality, in which we are prisoners

of the past.
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These aims have been satisfied—within
limits! I have vicariously enjoyed seeing clients
surmount limitations and constraints of their
own. In the role of clinician, I too can
temporarily rise above some of the limits I
experience in the rest of my life. But other limits
emerge, and I often resist accepting them: limits
to my knowledge and skill, limits to my
influence on patients, limits to my emotional
reserves, limits to my potential for personal
growth. Even more difficult to accept are the
ever-escalating external constraints imposed by
insurance companies, regulatory agencies, and
government policies. It will be an increasing
challenge to the profession as a whole to balance
the legitimate need for oversight and

accountability with the seemingly arbitrary
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limitations and restrictions that are being foisted

on us.

Mortality is our ultimate limitation, and I am
convinced that a part of me has hoped somehow
to elude it by practicing psychotherapy. The
godlike qualities we associate with the role of
psychotherapist brings with them the implicit
promise of immortality. In addition, our notions
of rescuing and remaking people nourish the
fantasy of living on through our clients. Several
studies (Cohen, 1983; Fieldsteel, 1989; Van
Raalte, 1984) have noted an unwillingness on
the part of therapists to acknowledge to clients
their own mortality, even in the face of terminal
illness. I must admit that I still harbor hopes for
immortality. But given my track record on

fulfilling covert wishes as a therapist, I’'m not
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holding my breath (which could, after all, put

the matter to rest).

The reader may conclude that after a
relatively brief period of time in practice, I have
become jaded, even cynical. Indeed, many of the
illusions I held on entering the profession have
been lost or modified by experience. In addition,
my study of therapists’ motivations and covert
aims (Sussman, 1992) may well have hastened

and deepened my disenchantment.

But disillusionment does not have to bring
despair, nor must disenchantment bring
unemployment. Without doubt, facing one’s
delusions and self-deceptions can be humbling; I
am no longer the sorcerer or the sage, the oracle
or the shaman, the martyr or the savior. Yet it

seems to me that such a process of
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disillusionment is all but inevitable and that it
represents a crucial, if painful, transition in the

personal evolution of the psychotherapist.

The term “disillusionment” can have
negative connotations, but only to the extent that
we are invested in maintaining our illusions. The
process of disillusionment precedes and prepares
the way for a more accurate perception and a
fuller acceptance of reality. Why should such a

prospect be avoided?

The psychotherapeutic enterprise may itself
be envisioned as a process of guided
disillusionment. We attempt to provide a
supportive setting in which our clients can face
and relinquish their illusions and
misconceptions. Over time, they let go of their

need to see themselves as either all-good or all-
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bad, as excessively dependent or entirely
independent, as always in control or as utterly
helpless. As treatment proceeds, clients may be
willing to surrender the illusion that they can
ever win the parental love and approval for
which they longed as children, and may give up
the conviction that they can manage to change or
manipulate the people around them so as to
fulfill their unmet childhood needs. Clients may
also relinquish expectations such as that life be
fair, that emotions make logical sense, that
everyone like and approve of them, or that the

therapist provide a magical cure.

But how can we, as therapists, effectively
facilitate this maturational process if we are

intent on maintaining our own illusions?
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As we know, the process of confronting
difficult truths can be painful, and it generates
resistance in our own psychotherapy as much as
it does in that of our patients. For some of us,
entering the profession may have served, in part,
to preserve our illusions. Many of the unpleasant
realities we have faced as psychotherapy
patients can be effectively avoided or repudiated
by identifying with, and eventually becoming,
the idealized figure of the all-knowing, all-
loving, all-powerful, perfected therapist. It is
amusing at first blush, but disturbing in its
implications, to conclude that becoming a
therapist can represent a form of acting-out

within one’s own therapy.

Whether or not we have worked through
these issues for ourselves within a therapeutic

setting, it is unrealistic to expect any therapist to
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enter the field completely free of illusions. A
mature sense of disillusionment, which is
necessary for our full professional development,
can only come within the context of

accumulated clinical experience.

What, then, lies on the far side of
disillusionment? Once our therapeutic zeal has
been tempered, and our need to cure is less

compelling, what is left?

What first appears is a sense of emptiness.
As with any loss, the renunciation of some of
our deepest hopes and wishes does not take

place without a period of mourning.

As we emerge from the realm of
disillusionment and loss, a new landscape

gradually takes shape. While our fantasies have
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not been fulfilled, the reality of the work turns

out to have its strong points.

The many joys and challenges of practicing
psychotherapy, which are easily overlooked
when we are faced with disappointments, can
now be better appreciated. Whatever the
difficulties entailed, we encounter a unique
opportunity to assist in relieving human
suffering. As therapists, we have occasion to
connect with people who had given up on
trusting anyone, and we can provide the balm of
compassion and understanding to those who
have sustained emotional wounds. We help
people rediscover parts of themselves they lost
along the way, and we nurture growth in those
who are stagnating. We find real pleasure in

witnessing the emergence of a strengthened
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sense of self, or the renewal of hope in those

who had forsaken the future.

We may also begin to appreciate the ways in
which practicing psychotherapy facilitates our
own growth. The work allows us to emphasize
and to reinforce what is best in ourselves, while
providing repeated opportunities to face and
accept our dark sides. Through a process of
desensitization, we learn to better tolerate
aggression and to come to terms with our fears.
Weathering the process of professional
disillusionment enhances self-acceptance,
bringing a degree of maturity that our personal
treatment may have failed to produce. It can also
bring a greater capacity for authentic hope,
which—as Searles (1977) points out—“emerges
through the facing of feelings of disappointment,

discouragement, and despair” (p. 483).
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Whatever the benefits to the practitioner, the
fundamental goal of our work is to help our
clients, and it is my impression that the process
of disillusionment ultimately makes us better
clinicians. When the fog clears, we find
ourselves appropriately suspicious of our
altruism as practitioners and more realistic in our
expectations of the psychotherapy process.
Facing our limitations can make us more
humane and accessible as therapists, and less
likely to set ourselves apart from those who sit
across from us. Finally, by embracing these
intimations of mortality, we offer a model of
courageous acceptance to our clients, for whom

therapy —and life—must one day end.
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CHAPTER 2

Therapist in the Combat Zone

EDWARD TICK, PhD

“O for a Muse of fire, that would ascend / the
brightest heaven of invention ... ,” Shakespeare
implored to open Henry V, his historical drama
of war and kingship. The bard was striving to
bring a kingdom, an epoch, and its apocalypse
and restoration, into the space of a small wooden
theater. Could we but join him in unleashing the

full powers of our imaginations:

Then should the warlike Harry, like
himself,

Assume the port of Mars; and at his heels,
leashed in like hounds, should famine,
sword and fire

Crouch for employment....
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I, too, have often prayed for a Muse of Fire
to express the conflagrations of agony and
courage, terror, rage, and brotherhood that I have
seen and shared as psychotherapist for Vietnam
veterans. I, too, have trembled before the march
of destruction that famine, sword, and fire have
made through the psyches of my clients, our
nation, and humankind. I, too, feel small and
unworthy to adequately express and explore so
great a subject as war and its devastation. And,
mysteriously, I have felt blessed beyond telling
in the presence of those flowers that sometimes

bloom even in the deepest pits of hell.

I have been a psychotherapist in general
private practice since 1975. In 1979, a year
before Post-traumatic Stress Disorder (PTSD)
was established as a diagnostic category and

included in DSM-III, I began treating Vietnam
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combat and noncombat veterans. Over the years,
such treatment has become not only one of my
clinical specialties but, more profoundly, an
obsession with which I labored greatly until I
was able to master its negative motivations and
impact and transform it into a life-affirming

calling (Tick, 1986).

This calling appears all the more unusual
because, during the Vietnam War, I was college
deferred and an active antiwar protestor, had no
friends or relatives fighting in Vietnam, became
a vegetarian, considered myself a pacifist, was
preparing my conscientious objector plea to
avoid military service, and was considering
leaving the country if drafted. All my
experiences during adolescence and the early
adult years, on the surface, appeared to mitigate

against my becoming a specialist in treating the
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psychological wounds of war. But war and its
aftermath can make bedfellows and brothers of
men who otherwise would never have met,
loved, or struggled together with the deepest

wounds of heart and soul.

Elsewhere, I have chronicled the full story of
my therapy work with Vietnam veterans and
other war-wounded, and my transformation from
antiwar college student to postwar homefront
medic and healer (Tick, 1989, 1992). Herein I
wish to explore, from an experiential and
intrapsychic perspective, some of the dangers
and hazards to the psychotherapist of work with
war veterans and others suffering Post-traumatic

Stress Disorder.

Psychotherapy with clients suffering PTSD

is arduous work and has striking similarities to
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its generative traumas. It is full of dangers,
surprises, and inevitable losses and sorrow, and
it demands that the therapist discover and utilize
what is best in him- or herself. It necessitates
that the therapist look at aspects of the self and
the human condition that we would rather leave
unexamined and that the public’s conscious
awareness, for the most part, denies. It
inevitably creates in the mind’s eye of the
therapist a similar landscape of pain, horror, and
hell as the one burned into the client’s. Such a
landscape is most difficult to survey without
turning away in revulsion and fear. Unlike
Shakespeare’s play of war, it does not disappear
with the final curtain, but goes on and on over
the years of intensive psychotherapy with the

war survivor, becoming more ingrained in and
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vivid to the therapist as therapy proceeds and

deepens.

Such therapy requires that the therapist
examine denied aspects of the self—aggression,
fear, rage, revulsion, past personal experiences
—and own them in a self-disclosing manner far
beyond the usual demands of the therapeutic
process. Ultimately, it requires and engenders
changes in the therapist’s character structure that
are, perhaps, best expressed in psycho- or
mythopoetic terms as the loss of innocence,
Initiation nto the underworld, and
transformation from novice or initiate into
warrior and king. Such transformation is hard-
won and, as many contemporary writers on
masculine psychology such as Robert Bly,
Robert Moore, Michael Meade, and others

argue, is necessary for the achievement of
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mature adulthood. But many are the dangers and
pitfalls, and many the temptations to turn away
from such a process of willingly exposing

oneself to horrific trauma.

JUNGLE DREAMS

Recently, I was asked to consult with a
men’s counselor facilitating a group for inmates
who were guilty of homicide or other felonies
and were incarcerated at Shawangunk
Correctional Facility in New York State. After
over a year of highly successful work in
establishing a first-of-its-kind Men’s Prison
Council (Clines, 1993), the counselor began
having nightmares in which he relived some of
the inmates’ crimes as well as a recent prison
uprising in which guards were stabbed. In his
most terrifying nightmare, he saw himself as the

victim of brutal violence such as he had heard
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about from these men but never encountered in
actual experience. I recognized that he was
undergoing an initiation into the ways of the

psychic underworld.

The prison counselor’s situation closely
paralleled my own work with war veterans. In
both instances, a middle-class white Jewish male
counselor, who had never previously
experienced personal violence or severe
brutality, became involved with men from
different, less privileged, socioeconomic
backgrounds who had been immersed in
physical and emotional violence during critical
periods of their lives and who had perpetrated it

themselves.

I began having dreams of my Vietnam

veteran clients’ battles, beginning with my third
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vet client, Ron. He was a reconnaissance patrol
squad leader, the first survivor of fierce jungle
combat with whom I worked. His stories—of
hiding behind fallen comrades in firefights, of
finding his lieutenant decapitated, of hiding in a
cave while captured friends screamed for his
help while being tortured in the jungle nearby —
exposed me to levels of horror and brutality I
had never encountered or even imagined (Tick,

1985).

At first, like the prison counselor, I dreamed
Ron’s battles. As we continued in therapy, the
sheer brutality of the imagery assaulted my
ordinary defenses in a way that I thought must
be similar, but far less immediate and severe,
than Ron’s experiences in combat. Our ordinary
defenses can protect us from the ordinary

assaults of civilized living, but they are meager
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and inadequate, and can provide only limited,
brief relief when we are relentlessly bombarded
by brutality, such as war veterans experienced,
or brutal imagery, such as therapists of veterans
experience. The field of military psychiatry has
studied this problem. Military psychiatry
categorically affirms that exposing anyone, even
the most healthy and stable human being, to
more than a few days of unrelenting combat will
inevitably lead to traumatic collapse and

inability to function (Gabriel, 1987).

My second stage of dreamlife occurred when
I began to see myself in Ron’s and other vets’
battles. At this stage, my dreams were fairly
close replications of what my patients had
described in therapy, but I became a character in
the dream. I was, intrapsychically, making these

dramas my own. I was, imaginatively though not
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consciously, going through what my clients had
experienced. I felt fear, anger, confusion. I lost
much sleep. Daily life, current events, the entire
world—these were beginning to seem more
warlike than ever before. This gave me a strong
taste of the degree to which veteran clients
unconsciously  perceive contemporary life

through the lens of their war experiences.

A third stage of dreamlife occurred when,
after several years of work with numerous
combat veterans, I had the following significant

dream:

I am at the bottom of a barren, steep hill. I
am alone and in fatigues. I am unarmed. I
am hiding behind a small log, just a little
higher and longer than my own body.
Hordes of enemy soldiers are charging
down the hill right toward me. They are
screaming. Their rifles are blazing. They

want me dead. I am trapped behind the log
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while bullets smash into it and chew it

away. I cannot run. I cannot fight back.

Soon, inevitably, I will be overrun and

either taken prisoner or killed.

I awoke from this dream in sheer terror such
as I had never felt before. I had seen myself in
mortal danger unarmed and alone. I felt what it
was like to be threatened by death, but could not
see myself armed and killing. While I had
crossed over into the terrain of danger and
brutality where my vets lived, I still remained
the pacifist and protestor, the innocent. After
years of vet work, my personality resisted the
total transformation necessitated by life in a war
zone. I clung to my old values and hovered in a
limbo before the horrible and necessary choice
that every combat soldier must ultimately make
—the decision to kill or be killed. At this stage

of my evolution as therapist, I resisted the
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necessity of ever having to make such a choice,
thus denying my own aggression and survival
instinct. I was left with terror and the shocking,
uncomfortable realization that, unable to make
such a choice in a situation that demanded it, |

myself would be killed.

On the symbolic level, the dream indicated
how I felt specializing in the work with a
neglected and dishonored population—the U.S.
veterans of Vietnam. I felt “unarmed and alone,
as I tried to walk this jungle path on American
soil where the Vietnam War still raged long after
the Vietnam War had ended” (Tick, 1992, p.
179).

For a long time, I perched on the edge of my
denied aggression. By this time, I had integrated

horror enough so that I could relate to vets with
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much greater calm and equilibrium, with much
less of my own pain or revulsion present. I had
learned to stand before images of brutality and
horror with vets and not flinch. I had learned to
listen to tales of napalmed children, burned
villages, and massacred families without
judgment. I was learning the rules of life during
warfare: The order of civilization is reversed,
destruction rather than creation, death rather
than life, insanity rather than sanity, are the
norms. I had learned not to flee from this
invisible line of horror, to stand there while my
vet clients approached it a second time through
therapy, and to help them see what they had

seen, this time with their hearts.

But I held on fiercely to my pacifism, as if it
were a last line of defense that could protect me

in the inner jungles. Then I had this dream:
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I am being pursued down a steep hill by
enemy soldiers who, armed with AK-47s,
are firing wildly at my retreating form. I
am in fatigues and armed with my own M-
161 flee amid bullets kicking up dirt
around my feet. I run breathlessly until I
come to a school building. I bolt into the
building, up the stairs, through all the
rooms, desperate to find a safe hiding
place. The enemy soldiers follow me into
the school and begin a room-to-room
search, poking their AKs around desks,
under tables, in closets. There are so many

of them, I fear I am doomed.

Finally, I run into a bathroom, then into a
toilet stall. I stand on the toilet seat so that
my feet will not be visible from below. I
ready and clutch my rifle and wait with
bated breath. I hear my enemies coming
closer, getting louder. My breath is caught
in my throat. My heart is pounding. I am
sweating like a faucet. Then the soldiers
crash into the bathroom, screaming for me,
poking their guns under the stall and
pointing them at my door, slamming

against the stall to try and get me out.
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I am in abject terror. My heart hurts more

than ever in my life. I poke my gun under

the stall and scream, “No! No!” over and

over. They keep pushing, shooting,

banging. I scream “No!” again and pull my
trigger. I pull and pull and shoot, wildly,
desperately, trying to kill my enemies not

out of anger or hatred or vengeance, but

just to save my own life.

In that dream, after years of struggle and
denial, I finally saw myself choosing to kill
another human being rather than passively
letting myself be killed. At that moment, I
overcame a passive response to life-threatening
violence conditioned in me in part by my Jewish
heritage, especially as a child of the generation
of the Holocaust. I also achieved a breakthrough
in my understanding of the motivations that
drove most men to kill during warfare.

Previously, I had worked with vets on their

killing rages, their desire for vengeance, the
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blind, dehumanizing hatred that awakened in
people who saw their own best friends blown to
shreds or riddled with bullets or skewered with
bungee sticks. With this dream, however, I
realized that hatred and rage were not
necessarily core human motivations, but rather
reactions conditioned by the war environment.
More basic, more healthy, and more important
for vet clients to recover was the fundamental
human response to the horrible conundrum
soldiers had to face: In a situation of kill or be
killed, many, perhaps most of us, feeling the
terror of our own imminent death, would kill. I
finally recovered such a basic, previously
disowned, survival instinct in myself. For the
first time in my life, I saw and felt that I would

choose to kill rather than be killed.
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Significantly, after this recovery, I
experienced several important and surprising
personal changes. First, my nightmares ceased.
At about the same time, I gave up vegetarianism,
became generally more assertive and self-
valuing, made subtle but important shifts in my
value system and, ironically, became less
temperamental. It was as if the recovery of my
survival instinct and concomitant overcoming of
my inhibition against any and all killing allowed
a final integration of previously disowned,
externalized, and projected male warrior energy

that accompanied the experience of horror.

Combat vets confirmed my insight. “You
don’t kill because you want to hurt somebody,”
one Marine combat veteran told me. “Only sick
people do that. It isn’t a killing rage really. It’s

just a rage to save your own life. You’re trying
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to stop the other guy from killing you while at
the same moment he’s trying to stop you from
killing him. In the bush, you don’t kill from
rage. You kill from fear.” This insight is echoed
by Richard Gabriel (1987), who stated that only
sociopathic personalities can endure the stress of

modern warfare unaltered.

From the time of this dream, I used this new
awareness in my therapy work with vets. I
worked to help them recover their true feelings
at the moment they first killed. With much
struggle, many were able to open their hearts to
the overwhelming degree of sheer terror for their
lives that they had felt. Prior to reexperiencing
the terror, psychically numbed vets tend to think
of themselves as cold-blooded killers,
dangerous, enraged, sinful. But when they

recover their original terror, they realize that
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they were, in fact, just utterly terrified young
men trying desperately to save their own lives in
the only way available to them. With that
realization, guilt and self-condemnation lift
away and their own rehumanization process
proceeds. It was only possible for me to guide
them home through such a transformation after I
had intrapsychically experienced this warriorlike
transformation away from civilization and into
primitivity myself.

REFLECTIONS ON THE INTRAPSYCHIC
DIMENSIONS OF WORK WITH VETERANS

This history of my dreamlife spanning
approximately the first six years of my work
with combat veterans demonstrates an initiation
process I had to undergo in order to do healing
work for vets as well as to mature aspects of my

own personality. It can be summed up, as in
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Joseph Campbell’s (1949) psychomythical

analysis, as initiation.

Campbell explains that the psychomythic
hero’s journey is a cyclical process of three
stages. The first stage is the departure from the
ordinary shared world and the descent into a
world that has its own unfamiliar rules and
dimensions. People who leave the daily life of
our civilization for a combat zone certainly
experience this departure. Military training
attempts to provide them with the martial skills
necessary to perform and survive. But they
remain  woefully, inadequately prepared,
psychologically or spiritually, for what they will
encounter in the other world. Further, if they are
too young for the encounter, still
developmentally immature, they will not even

have a fully developed personality structure with
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which to resist trauma or into which to integrate
it. Then the trauma itself becomes,
simultaneously, developmental experience and a
rupture of the established self and world orders.
This was the case with the vast majority of men
in Vietnam combat, whose average age was 19,
compared with the average age of World War II

combatants, which was 26.

The therapist, too, in the hours spent with
such clients, experiences a departure from the
ordinary world and a descent into a psychic
space with its own rules, demands, and dangers.
The first stages of my dreamlife represented this
departure and showed the rupturing of my
unconscious order and its saturation with
previously unknown or distanced violent

imagery.
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Initiation is the second stage of the hero’s
journey. During the initiatory stage, we must
survive a succession of difficult, challenging,
and often life-threatening ordeals. We must
master the ways of the underworld, the alternate
reality in which we are now traveling, and allow
what we experience there to destroy our old
conceptions of life. We must find the strength
and skills within ourselves and the help from
without and beyond ourselves to survive the
intolerable, horrible, and the threatening. We

must be broken and broadened.

Such initiation ought to be a rite of passage.
There is a great emphasis in American popular
culture, promoted by movies, television, books,
and legend, on viewing the experience of
warfare per se as a rite of passage transforming

boys into men. In the modern combat zone,
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however, no rite of passage actually occurs. It
remains incomplete because there are no elders,
no initiators present, who can guide and
ceremonialize the personality transformations of
the soldier. The incomplete initiation, the failed
rite of passage, the seeker stuck in the
underworld and needing to be guided to light
and maturity, is very often what the therapist
encounters when a veteran presents him- or
herself for therapy. A great deal of what we call
Post-traumatic Stress Disorder may best be
understood as development arrested through its

encounter with terror and horror.

Initiation cannot occur when the guide or
elder has not been initiated. Thus, in the
therapist too, initiation must occur. Therapy with
combat veterans cannot occur under the

guidance of a therapist who has not learned the
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ways, not necessarily of the literal combat zone,
but certainly of the psychic combat zone. My
first dream of being attacked represented my
immersion in the psychic underworld of combat
while still resisting its demands, still clinging to
my final defense—the denial that I, too, had an

inner killer.

My denial prevented my learning an
essential lesson of the underworld —that killing
rage is really, except perhaps in sociopathic
personalities, the rage to live and the terror of
violent death; all of us have planted in our minds
and cells such a rage to live that we very well
may, if confronted with the ultimate choice, kill
rather than be killed. This is not more than the
application in extremis of Spinoza’s dictum that
every creature seeks to persist in its own being.

We each want to live. Almost all of us are
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capable of killing to preserve our own lives.
Truly realizing this in a personal way, we
become one with those who have killed and can
help them regain their humanity. My final
dream, in which I saw myself as killing to live,
represented a dark epiphany, a necessary
transformation through dream experience and
thus into my awareness, of the denied killer in

myself.

The final stage of the hero’s journey is the
return to the shared world with wisdom gained
and the intent to give that wisdom, in some

form, to the culture.

In all traditional and classical societies,
returned warriors served many important
psychosocial functions. They were keepers of

dark wisdom for their cultures, witnesses to
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war’s horrors from personal experience who
protected and discouraged, rather than
encouraged, its outbreak again. During wartime,
they turned outward to meet threats from other
people, but during peacetime they turned inward
to protect against and keep under control the
outbreak of violent and aggressive behaviors

between their own people.

As a society, we have not initiated and thus
transformed our veterans into warriors. Belated
praise and parades notwithstanding, we have not
truly welcomed them home and not helped them
heal. Perhaps most destructive and telling of all,
we have no class of citizen-warriors within
which returned warriors can serve or function.
Our veterans are alone with the memories of and

traumas from their combat experiences as well
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as with the skills gained and courage

demonstrated.

As a therapist for combat veterans, I am in
the strange and uncomfortable position of trying
to help bring men home to a country that has no
class or clan or society in which they can serve
and belong. The mythopoetic cycle, as outlined
by Campbell, is meant to transform us from
uninitiated, innocent, and naive young people
into mature, competent, wise elders who are the
heroes of our own intrapsychic adventures and
who, simultaneously, have invaluable service
and wisdom to offer our cultures. In a tragic
sense, it is impossible to complete such a
psychological mythopoetic journey in a culture
that denies the initiates’ experiences and fails to
provide pilgrims with an audience, a set of

rituals, or a social class to which they can return.
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Thus, the final stage of psychotherapy with
war veterans must often be the empowering of
both therapist and client to find meaningful ways
of carrying traumatizing memories and
experiences as well as creating experiences to
foster the return stage of the hero’s journey and
the societal homing that veterans have been

denied.

TAKING A PLACE IN HISTORY

There are  inherent  psychohistorical
dimensions in conducting therapy for Vietnam
veterans in which both therapist and client
participate. Though I participated in the antiwar
movement during the 1960s, I was left with a
sense of rage, mistrust, and impotence regarding
my ability to significantly affect the course of
national history. But by conducting therapy with

veterans, I have been able to transcend these
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feelings and gain the sense that I have
successfully taken my small place in history.
Though I could not stop a war, I could, finally

and truly, help “bring the boys back home.”

By conducting therapy with Vietnam
veterans, I discovered the parts of myself that
were wounded by the times we all lived through
as well as the parts of myself that were
inadequately = developed.  Thus, through
struggling in consciousness with every issue and
dream that arose for me during the conduct of
therapy, I was able to heal the personal wounds
that occurred as a result of my own coming of
age during the 1960s. Further, I was able to
complete some of the psychological maturation
that did not occur because of my own lack of
certain transformational experiences and the

absence of elders to guide it. Finally, I was able
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to contribute to healing the rift that had opened
in the Vietnam generation between those who
fought the war and those who protested it. 1
attained a deeply satisfying brotherhood with
men from whom I had previously been alienated

and estranged.

I am left with the conviction that therapy is
inevitably a psychohistorical enterprise. As
therapists, we treat those suffering from our
collective social wounds. By agreeing to treat
them and experiencing secondary trauma from
exposure to their memories, we, too, are
wounded and we, too, must heal. On however
small a scale, we are participating in the diseases
and the healing not only of our clients but of
ourselves and our culture. Psychotherapy is too
young a profession, and our social problems too

vast, for us yet to determine whether it can
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actually change the direction of history. But
inevitably, as therapists, we take our places in
history, standing with those most affected for
better or worse and discovering, in the process,

how we too are survivors of that same history.

In introducing Henry V, Shakespeare
apologized for his unworthiness at attempting to
accomplish so great a task as portraying the full

scope of war and kingship in so tiny a space:

... But pardon gentles all
The flat unraised spirits that have dared
On this unworthy scaffold to bring forth
So great an object ...
It is, as the bard said, truly impossible to
reduce so large and terrible a story as the
Vietnam War and its effect on our generation

and nation into so small a space as a book

chapter or the therapy hour. But each of our
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minds is much more than the stage on which the
great dramas of history and culture are
reenacted. By practicing psychotherapy in the
combat zone, I have in my own way been to war
and back and have found my way of
participating in the greatest and most monstrous

adventure of my generation.
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CHAPTER 3

Listening to Your Patients, Yelling
at Your Kids:
The Interface between
Psychotherapy and Motherhood

SUSAN SCHOLFIELD MACNAB, MSW, PhD

I am a mother and a psychotherapist. As a
psychodynamically trained therapist, listening is
central to my clinical work; as a mother,
listening is also important. But the enormously
complicated and powerful feelings that I, like all
mothers, have toward my children sometimes
affect my capacity to respond as empathically or

gracefully as I would like.

There is a continuous interplay between my

role as a mother and as a psychotherapist.
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Becoming a mother altered my way of thinking
about my patients’ lives, and my clinical
experience has lead to wishes to be a near-
perfect mother. Although the challenges of
family life have included some difficulties with
influences from my professional life, my
understanding of developmental and
psychological issues have also been personally
helpful. I have found many compelling, painful,
rewarding, and often unavoidable opportunities
to explore the interface between motherhood and
psychotherapy (MacNab, 1989). What I am
learning and struggling with as a mother isn’t
necessarily left outside the office door. And, the
poignant narratives of my patients, often replete
with complaints of inadequate or hurtful
parenting, can haunt me hours later as I deal

with some family conflict.
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The mingling of experiences from different
aspects of my life has resembled the therapeutic
process itself with its shifting between present,
past, and future experiences of wishes and fears.
A colleague recently told me about a group
process experience with mental health
professionals. She complained about the leader,
“She seemed to think we wanted to talk about
our disappointment in our parents, but we [the
women in the group] wanted to talk about our
feelings about being bad mothers to our own
children.” We shared a laugh and began talking
about the shame and guilt that accompany some
aspects of mothering, and which may be
highlighted in surprising ways in the interface
between our own family life and our lives as

psychotherapists.
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When I was a younger therapist and before
becoming a mother, I listened to patients’
memories of their disappointments and
occasionally identified with their negative
assessments of their mothers’ capabilities.
Intellectually, I had a more encompassing
understanding of psychic distress than simply to
blame mothers for children’s unhappiness, but
emotionally it was easy to join the patient in his
or her blaming of parents. During certain phases
of my own analysis, the imperfections of
mothers were in high relief. Fathers were not
immune to my critical attitudes, but mothers’
deficiencies were often experienced as the most
painful. Aren’t mothers supposed to be the last
refuge for their children? We often are, but as I
learned firsthand later on, our efforts to protect

and nurture our children cannot always succeed.
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We struggle with the same wishes and fears that

are sources of so much human suffering.

When I began clinical work, I had a more
linear and simplistic understanding of human
development, partially because of some
inadequacies in the then current analytic
theories, particularly in the area of female
development. Also, the clinical approach
perpetuated by a largely male medical
establishment  encouraged more  distant,
impersonal, “blank screen” techniques. The
implication was that the doctors had all the
answers. In addition, I was only beginning to
develop an appreciation of the many ways
patients change their understanding of past and

present events during intensive psychotherapies.
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Over time, I learned that a person’s narrative
evolves through therapy’s prism and/or other
significant life events. My experiences as a
patient and as a clinician and my own adult
development increased my awareness of the
complexity of human relationships. In spite of
my maturity as a clinician, however, I was not
prepared for the emotional impact of
motherhood on my clinical work, and vice versa.
Motherhood brought me increased discomfort
with certain of the memories and associations I
was hearing from my patients. I recognized
similarities at times to what I was saying to and
hearing from my own children—a lack of
parental empathy! Was I too involved with
telling my children what to do instead of
listening to them? Would my children be

blaming me for their difficulties?
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In my own analysis, I struggled with
concerns over what seemed missing or
problematic in my childhood. I believed that
these hard-won insights would help me be a
better mother and that, as mental health
professionals, my husband and I had an inside
track on parenting. I hoped we would be able to
supply the “empathy” that seemed less available
to the more impoverished lives of our parents’

generation.

This naive arrogance reflected my
enthusiasm for psychological theories and
techniques that better fit my experiences as a
patient and a therapist, particularly recent
writings from an object relations or self-
psychological approach and attention to gender
issues. Family systems training helped me to

understand the complexities of intergenerational
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transmission of fears and conflicts. Increased
knowledge of the developmental stages of
individuals and of families provided a way to
understand the patients I was seeing. My
patients and I together came to see the
vulnerabilities of preceding  generations.

Symptomatic behaviors eased.

When I became a new mother, with all the
attendant joy and anxiety, I wanted to believe
that my years of psychotherapy and training
would protect me and my child from almost all
the pain I had heard from my patients or had
experienced in my own family. In spite of the
anxieties and exhaustion, I remember the first
year of my first baby’s life as being a time of

happiness and gratitude for our healthy child.
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In my professional role, I did not reveal
much information about my pregnancy or baby;
rather I inquired about my patients’ experiences
of the obvious changes in my life. What I heard
were the wishes and fears aroused by my
pregnancy, my upcoming maternity leave, and
new motherhood. I felt a heightened sensitivity
to the women longing for children or accepting
childlessness. What I think I failed to hear was
the hope from my patients who were mothers
and fathers that now I would know how difficult
parenthood could be. In retrospect, I did not
want to know about the emotional tasks ahead
during this early time of joy and the intense
involvement with the physical needs of my baby.
What I did know was that I had lost a certain
carefree quality now that there was such a

precious responsibility in my life. However, I
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still didn’t realize how emotionally draining
parenting can be. I ignored my patients’
comments about the early years being the

easiest.

Now that I have mothered two infants, I am
better able to hear the varieties of experiences
that new mothers (and fathers) have and to offer
more credence to the topsy-turvy world created
by the arrival of a new baby. A psychodynamic
stance notwithstanding, new mothers may often
need real support. A few carefully chosen
comments or questions about the anxiety,
changing of priorities, exhaustion, and
overwhelming love that a baby evokes can be
helpful and implicitly convey understanding of
the patient’s experience. For example, with a
patient who recently returned to full-time work

after two months of maternity leave, I inquired
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about how her lack of sleep and still changing
body were contributing to her feelings of being
an inadequate wife and mother. Interestingly, her
sense of competency rapidly improved as she
recognized how much she was doing without
sufficient rest or help. The meanings of my
support for her were then explored from a

transferential and historical perspective.

These, in retrospect, are the easier issues in
psychotherapy and motherhood. The need for
support, the exhaustion, and the enormous love
and concern for a new baby seem
understandable and are an inevitable part of
motherhood that can be examined both
personally and in psychotherapy. I often provide
patients with support and understanding not
available elsewhere. I have become more

comfortable with this well-considered offering
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of support to patients around parenting issues. |
also remember the meaningful experience of
receiving support from my analyst at a time
when one of my young children was having a
problem. She both acknowledged having similar
feelings when one of her children struggled and

offered a practical suggestion.

The interface between psychotherapy and
motherhood became more complex and painful
as I discovered that I was not necessarily going
to be a better mother than all the mothers I heard
about from my patients. It was difficult to mourn
the fantasy of perfect mothering (Chodorow,
1978). It was hard to feel guilt, shame, or
sadness when I yelled at one of my children or
was neglecting their needs in real or imagined
ways. This pain can be exaggerated or denied

when it resembles feelings and behaviors that
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my patients recall as damaging. This includes
dealing with such issues as how much control
and structure to provide, how much empathy,
how much frustration, and how much

gratification.

In addition, the physiological differences
among children may be obscured by an
overreliance on psychological theories to explain
everything about children’s needs and behaviors.
With the birth of our second child, who was a
more difficult baby and child, I was brought face
to face with the power of physiological
differences. 1 experienced firsthand the
frustration of trying to sort out the psychological
and biological vulnerabilities of young children.
This has, in turn, informed my clinical work. For
example, a patient in his late 20s who was only

recently diagnosed with attention deficit disorder
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describes his mother as often being disappointed
and angry with him. I now have clues to his
mother’s frustrated and confused responses
about this seemingly bright boy who was
underachieving. I understand more about the
self-recriminations, confusion, and regrets
mothers feel, often accompanied by poignant

wishes to undo what has been done.

I wanted to be a perfect mother, knowing
how to let my children separate, being empathic
to all their feelings, and promoting all their
special qualities. I was close to accepting being a
“good enough” therapist; I realized that my
clinical skills could be useful but not magic to
most patients. But only a “good enough”
mother? Never! I really did not want my
children to suffer the hurt and frustration that

dominated the lives of my patients.
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Some of my unrealistic expectations
originated, not in personal family experiences,
but from distortions that grew during my two
decades of psychotherapy practice, and several
years of my own psychotherapy and
psychoanalysis. Psychodynamic theories focus
intensely on the pernicious influences of mothers
and fathers, or their emotional and physical
absences. The therapist encourages the patient to
explore the roots of painful feelings and their
early childhood origins. Destructive patterns are
often traced to the frightening, angry, unfeeling,
or humiliating ways that patients experienced
their parents. We may have moved away from
mother blaming—but not far enough. Although
the end result of a “successful” therapy may be
an understanding of the ways parents did the

best they could, often there remains a belief: “If

freepsychotherapybooks.org 156
theipi.org



my parents had only..., I would not have had to
go through so much suffering and so much

therapy.”

Therapists do recognize that some patients
show an amazing resilience to very difficult
childhoods, whereas other fairly disturbed
patients seem not to have suffered so horribly in
their early lives. But we keep looking for the
reasons for our patients’ pain and carry this over
to our present family life. For example, there
could be numerous psychoanalytic explanations
for my daughter’s unique expression of
separation anxiety (i.e., running in the opposite
direction when I arrived to pick her up at nursery
school). I became so lost in discerning the
reasons that I missed the central point: “It is time

'7’

to go!” I sometimes seemed to view achieving

an empathic understanding of my child as
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essential to parenting. It was as if I should be
able to figure everything out and make the world

easier for my children than it can ever be.

I was upset when my husband suggested that
our children would have neurotic qualities like
ours. It pained me too much to think that the
years of my personal struggles, like those of my
patients, could be repeated in any form in my
beloved children. So for a few more years, I
denied that my children had their own
vulnerabilities. I needed to keep them far away
from the suffering and the lost opportunities that

I and my patients experienced.

I continued to be unwilling to be just a “good
enough” parent. This was particularly
unacceptable because my patients’ stories

suggested that what one might assume was
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“good enough” was nowhere near it. They
complained that their talents were not fully
developed, and their familial relationships were
often permeated with conflict, blame, and guilt.
Many of my adult patients seemed to have many
regrets and little peace. I wanted to spare my
children such struggles and this stunted
potential. All of this made it very hard not to be
overinvested in having an intensely empathic
understanding of my children that, I thought,

would keep them happy.

Empathy was certainly a powerful means of
change in my clinical work. Kohut's theory, as
exemplified in “The two analyses of Mr. Z,” was
a significant influence on my clinical practice
(Kohut, 1978), as was self-psychology with its
emphasis on an empathic understanding to

promote a fuller inquiry into patients’
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experiences of narcissistic injuries. I found these
ideas to be of immense help in my own work,
and I certainly imagined that attention to
empathy would be crucial in mothering. And, as
much as I can assess these things, it has often
been a helpful and loving approach to my
children. Who wouldn’t want to be a more
empathic parent than those encountered in one’s
own exploration of some of the difficulties of
childhood? It is loving to try to provide a better
life for your children. So that was one way I

understood my role as a mother.

In retrospect, I see that there are several
difficulties in bringing such clinical experiences
into family life. For example, it becomes hard to
remember that I am not in clinical encounters
with the broadest range of people. People come

into my office in considerable pain and
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confusion that does not necessarily reflect
society as a whole. I spend very defined time
with them, and when they feel better, I say good-
bye. This intimate and consistent exposure to
suffering can be ameliorated in many ways, such
as involvements with people and activities very
separate from psychology. Nevertheless, the
strain of listening to the pain of my patients,
which I frequently attribute to the deficiencies of
their families, takes its toll on my ability to have
a more relaxed approach to my children’s
struggles. I have overempathized with their
frustrations, as if without my acute attention to
their troubles, they would collapse. This, in turn,
sometimes leads to an escalating frustration
between the child and myself. I'm listening too
much, trying too hard, and turning my

“therapeutic” approaches upside down, all of
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which may result in my being angry with a child
who continues to resist my best efforts to lead

him or her into a more perfect childhood.

Mothering (good enough or not), with its
overwhelming love, uncertainties, and
frustrations, does interact with my clinical work
in ways that I believe can be ultimately helpful.
The professional challenge is how to tolerate and
integrate aspects of my parenting experiences
and yet remain sufficiently neutral to these
conflicts in my patients so that I can see the
similarities and differences between their
experiences and mine with equanimity. Along
the way, however, there are humbling and
confusing encounters. Sometimes, I am less
respectful of the wishes and fears of my own
children than those of my patients. Another issue

concerns power and control as I struggle to set
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limits with my children, without the benefit of
the clarity of the therapeutic agreement. These
issues are often reminders of how my clinical
wisdom can be far removed from my home life.
For example, the clarity of the therapeutic
agreement, with its consequences of payment for
time, helps me contain the acting-out of my
patients better than the sometimes erratically
administered consequences for my children

when they are late for school.

Being a participant and an observer in
therapeutic change, while mysterious in its own
ways, gives me opportunities to feel more
competent, more compassionate and more
knowledgeable than in everyday family life.
Going to the office (besides being a relief at
times from the confusing demands of family

life) is an opportunity to relearn how useful
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consistent listening can be. Family life seems to
move at a more unpredictable pace than
therapeutic work. Learning to respect the
resistances, fears, and differences in my children
is a greater challenge than understanding and
responding to these issues in clinical work. It is
both useful and humbling to see how difficult
and complex the balancing of needs within a

family can be.

Parent blaming has diminished since I have
come to know how easy it is to feel too
overwhelmed to handle a child’s demands. For
example, a 38-year-old mother of three came to
my office asking for an evaluation and treatment
for one of her daughters, almost the same age as
my youngest child. Her child’s symptoms were
partially attributable to a serious physical trauma

early in life. This woman’s marriage and family
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life were very different from mine, but her
daughter’s accident evoked for me easily
aroused fears about my own children’s safety.
This was no doubt communicated through my
questions. They indicated my concern in her
available support (marital, extended family, and
friends), and her evaluation of her daughter’s
subsequent medical care. I asked about issues
ranging from the family’s functioning to her own
inner experiences of these events. It seemed
useful to me, as well as inevitable, that I should
communicate my understanding of how tiring
mothering could be and my concern that she was
doing so much parenting alone. My own internal
self-inquiry (how would I feel about this injury
to my child; is this clarifying or confusing my
understanding of her responses?) blended with

my previous clinical knowledge to inform my
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questions and responses to her. I hoped to
discover with her what her understanding was of
the choices and events in her life and her

family’s life.

This patient would usually enter my office
with a rushed, self-conscious smile. It was
difficult to make eye contact with her, although
once she began to fill me in on the latest changes
or lack of changes in her child’s life, she became
more relaxed. I usually listened for quite a while
and then attended to what seemed to be her
major concerns. The primary focus of our work
together was on the specifics of her fears and her
efforts to bring change to herself, her
traumatized child, and her family. My
understanding as a mother of the need for hope,
and the feeling of drowning in the negatives of a

difficult family situation were central in
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establishing a working alliance and an empathic

lens for our work.

Has my clinical work been enhanced by the
experiences of motherhood? Yes, it has. Despite
the fears and denial that I continue to find in
myself, I believe that mothering and other
aspects of family and community life are now
the cutting edge of my personal growth thus
adding to my clinical skills. I also believe that
my clinical work brings important knowledge to
my family life; that is, the inevitability of
suffering and the immense healing capacities of

compassion for myself and my family.
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CHAPTER 4

Geropsychology:
How the Venerable Leave Us
Vulnerable

MICHELE STEINBERG, PhD
MICHAEL J. SALAMON, PhD

When she walks into your waiting room,
dressed to the nines, a little too proud and
defiant, you can feel her anxiety. She is trailed
by at least one, sometimes two children who,
under other circumstances, are doctors, lawyers,
and captains of industry. Today these mature
responsible adults seem defeated; they plead
with her to be open-minded and to consider

options. It is 45 minutes before your scheduled
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appointment and you listen to the muffled

echoes of exasperation through the wall.

On particularly difficult days, you wish you
were in the waiting room. Their “mom” is your
mom, or your grandmother. Her problems and
the children’s problems uncomfortably mirror
your own, and you are often asked to advise a
family on how to deal with conflicts that you
yourself have been at a loss to deal with in your

own family.

As she enters your office, her resistance is
quite clear in her suspicious glance and tone.
She is resistant because you are a “head doctor,”
and she knows she is not crazy. Her children
have convinced her to give you a shot, and to
placate them, she will. And, that is just what she

expects to receive from you, a shot, a quick
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“cure” for her troubles, both emotional and
physical. She answers your initial questions
guardedly and then blurts out, “What could such
a young doctor possibly understand about an old
woman’s problems?” and later, “I’m going to

have to pay you for just talking?”

We are geropsychologists. The preceding
vignette hints at some of the difficulties we face
in our day to day interactions with the oldest
patient population. With our patients, we glance
into a mirror that resembles our future, or
perhaps our parents’ present situation. We are
forced to examine some of life’s most
challenging issues—disability, death, and
spirituality. Our ability to work through
uncomfortable countertransference reactions is
tested, and since this is a relatively new field, we

often lack a supportive forum where we can
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share our concerns. Here we will explore some
of the many challenges we have encountered
during our geropsychological practice.

MOTIVATIONS FOR WORKING WITH THE
ELDERLY

What motivates a therapist to work with
aging patients? For some, current practice has
simply been the result of circumstance. In the
late 1970s and early 1980s, employment
opportunities in the field expanded rapidly as
funding became available to perform research
and provide clinical intervention with this
rapidly growing segment of the population.
Many therapists during this time simply jumped
on the bandwagon. Our own reasons, however,
are likely more typical of practicing
geropsychologists. Even in the earliest stages of

our education, we were steered by a special
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interest in the emotional well-being of older
people. For both of us, special bonds were
formed with older members of our family during
our earliest development. Perhaps the most
telling aspect of our backgrounds is that we both
had grandparents actively involved in child

rearing.

Relationships with grandparents and the
choice of later work are highlighted by
Michael’s personal experience. His first
professional position as a psychologist was in
the nursing home where his grandmother had
lived several years earlier. The pull to accept the
job outweighed the impulse to avoid unresolved
issues. He felt an intense desire to be in the
home, and the experience did allow him the
opportunity to work through intrapsychic

conflict. In Michele’s case, her grandmother
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lived with her while growing up. Her
grandmother was very active socially, and
Michele’s home was often filled with elders
engaging in a wide range of activities. These
friends helped her develop an ease in interacting

with older persons and an interest in their lives.

We are both aware that a motivating factor in
work with older clients is the often unconscious
desire to serve as a rescuer to a group of
individuals who are largely underserved.
Although things have improved slightly for
practitioners interested in the field, with
universities now offering courses on gerontology
and geropsychology, there was virtually no
information and limited interest in working with
this population when we began our careers. In
fact, there was widespread pessimism dating

back to Freud (1906/1956) about the ability of
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older persons to respond to psychotherapy.
Michele recalls making the decision to work
with older adults specifically because very few
other clinicians were. She was energized by the
idea of pioneering work with this population,
seeing it as an opportunity actively to alleviate

some of the suffering she had witnessed.

The university where Michael obtained his
graduate degree primarily emphasized work with
children and their families. The program’s
director, however, recognized geropsychology as
an up-and-coming subspecialty and encouraged
him to pursue research and training in this area.
Likewise, Michele's advisors, while for the most
part lacking experience with an older population,

were supportive of her efforts to self-educate.
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Among our fellow graduate students, we
were both alone in our interest in aging.
Although at times this proved isolating when
clinical issues about aging arose, we were placed
in the role of resident expert. This provided us
with significant reinforcement and helped to
bolster our desire to work with the aged.
Employment opportunities were available when
our careers were beginning, specifically because
there was a shortage of interested and
experienced geropsychologists. It was, at the
time, easy to develop relationships with
organizations providing services to the aged. For
example, after offering free lectures on mental
health to senior citizen centers, we rapidly
received referrals for a variety of psychological

services.
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The reasons for choosing a subspecialty are
varied and multidetermined. Our informal
discussions with colleagues and supervisees,
however, lead us to believe that grandparent
influence, coupled with a drive toward
pioneering, is a powerful motivator toward

choosing to work in the field of aging.

COUNTERTRANSFERENCE ISSUES

It has been well documented that therapists
approach the therapeutic situation with their own
conscious and unconscious conflicts. The most
successful  therapists have an in-depth
understanding of their personal issues and are
sensitive to how these might interface with

patient dynamics.

As with younger patients, therapists’

countertransference reactions to older patients
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run the gamut; but some responses are unique to
this population. In supervising other therapists
and monitoring our own reactions, we have
found countertransference reactions to be of two
types. The first type represents responses to the
very real characteristics of the aged patient. The
patient may stimulate the therapist's conflicts
about relationships with parental figures and
cause a reenactment of parent/child or
grandparent/grandchild conflicts. The patients’
age, too, may stimulate fear about the therapist’s
own or a parent’s aging. The very choice to
work with this population may indeed, as Sobel
(1980) notes, involve a counterphobic wish to

master the fear of aging.

The second type of countertransference
reaction has to do with the modifications in

technique that accompany work with the older
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population. For example, work with the sensory
impaired often requires the therapist to get
physically close to the patient, which for a
variety of reasons can be quite uncomfortable. A
patient’s emotional or physical disability often
requires that therapists become involved in
concrete services that would typically be
avoided with a younger population. This may
evoke a feeling in the therapist of being needed
excessively, highlighting the therapist’s own
issues with dependency. These
countertransference issues will be discussed in

detail in the following sections.

Reenactment of Grandparent/Grandchild Conflicts

Working with an older patient, easily evokes
memories and feelings about the therapist’s own
relationship with grandparents. The pull to slip

into the role of adored grandchild may be
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tempting. The desire to intervene on behalf of a
beloved grandparent can be compelling,
particularly if one felt powerless to do so as a
child. The therapist may experience frustration
when a patient resists this role and is neither
lovable nor adoring; the unconscious echoes
“Grandmother would never be quite so

demanding, or ungrateful, or aggressive...”

To preserve the image of the patient as
benevolent grandparent, the therapist may avoid
appropriate interpretation. Both of us have, at
times, found it difficult to confront an older
patient on a salient issue for fear of evoking an
angry or rejecting response. While we may
acknowledge a particular patient’s dependency
as manipulative, we may still have difficulty
confronting her for fear of losing the role of all

loving, all giving therapist/granddaughter. There
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is at the same time an unconscious desire on the
part of the therapist to maintain a grandmotherly
image of the patient by ignoring or even denying

the manipulation: “Let’s not upset grandmother.”

The grandparent/grandchild conflict often
manifests for the therapist as a rescue fantasy.
Children, when confronted with ill grandparents,
express feelings of being overwhelmed and
powerless. Such children want to prevent
grandparents from having to face hospitalization
(or nursing home placement) or want to help
them remember things they are no longer
remembering. Rescue fantasies of these kind do
not necessarily end in childhood but may lay
dormant until reevoked during therapeutic
contact with an ill older person. For those of us
with histories of watching a grandparent

deteriorate, psychotherapy can stimulate the
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desire to undo a terminal situation. We have, at
times, become too emotionally involved with a
patient or overidentified with their plight,
coloring interpretations and interventions.
Overidentification can easily result in a fostering
of unnecessary dependency and can lead to
crossing boundaries, which is no longer
therapeutic. As powerful therapists, by “saving”
the patient, we unconsciously save our

grandmothers and grandfathers.

Stimulation of Fears about Aging

Working with an older population often leads
to fantasies of what our own parents might be
like at our patient’s age. Particularly, frail older
patients may make us anxious for our parents’
future. Likewise, robust patients may stimulate a
wishful-thinking image of our parents’ future.

We have both found that we view different
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patients at different ages as examples of what
our own parents might be like as they get older.
When first meeting a new patient, it is not
uncommon for the therapist to think, “This is
what my dad might look like 10 years from
now.” Michele's recent contact with a disabled
older woman who physically resembled her
deceased mother evoked a strange sense of relief
that her mother would avoid many of the plights
of aging. Michele, at times, notices that
particular patients with characteristics similar to
her mother evoke a desire to ease them through
this transition of aging in a way in which she
will not be able to do for her own mother.
Working with older women allows her to make

reparations in the area of loss and giving.

A drawback in working with older persons is

our deep understanding of the perils of aging in
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our society. We are acutely aware of the changes
in social status, economics, and physical health
that accompany aging. This knowledge
heightens our desire to control, or at least delay,
our own aging process. We both admit to
fantasies of mitigating these changes. And,
while we have not yet found the fountain of
youth, we actively project a strong and vibrant
image of ourself into the future and aspire to do
things differently than our clients. We frequently
view ourselves 20, 30, and even 40 years down
the road and imagine what we might look like
and be at that time. Michael imagines a guitar in
the office—for him a symbol of his youth—
while Michele visualizes herself as strong and

active with her hair in a long gray braid.

This response to aging also has an impact in

our present. We are both very aware of our
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defensive reactions toward ageist comments. We
share a hypervigilance to negative stereotypes
and are often upset by the media's insensitivity
to aging. At cocktail parties, we are polite to the
individual who refers to older people in
derogatory terms, but we have, in general, very
little tolerance for professionals, especially our
colleagues, who perpetuate stereotypes and
spread misinformation about the appropriateness
of therapeutic training and intervention with the

older population.

Adjusting to Patients with Sensory Loss

There are certain givens about therapy that
therapists learn early in their training. It is
understood, for example, that therapists sit at a
reasonable distance from their patients while
conducting psychotherapy. And, for the most

part, regardless of orientation, touching patients
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is considered inappropriate. These rules
certainly serve an important purpose, as they
create a safe environment that allows the patient
the freedom to express innermost concerns
without worry of uncomfortable levels of
intimacy. At the same time, these rules help the
therapist maintain an appropriate emotional

distance.

The practice of geropsychology requires the
therapist to abandon many aspects of treatment
that are taken for granted with other populations.
Patients often present with sensory impairments
that stretch the therapist’s ability to remain
flexible. Michele vividly remembers her inner
struggle as she moved her seat closer and closer
to her first hard-of-hearing patient. She was
forced to acknowledge that the struggle was not

only about how appropriate the action was from
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a clinical point of view but about exactly how
emotionally close she wanted to get to her

patients and, by extension, to people in general.

The necessity of modifying techniques to
suit the individual patient is perhaps the greatest
challenge for the therapist working with the
elderly. Training often emphasizes the efficacy
of a particular orientation, and there is often
little emphasis on creativity and flexibility
within its confines. Having to abandon
mainstream techniques can cause the therapist
quite a bit of anxiety and worry. We both
struggled with the issue of whether or not to
touch patients. Often, it is not only appropriate
to touch older patients, but treatment could not
take place otherwise. For example, in ongoing
therapy with a blind 96-year-old woman with

severe Parkinson’s disease, Michele had to hold
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the patient’s hands during sessions to control her
violent shaking. In other cases, especially with
blind physically disabled patients, touching their
shoulder or arm to provide reassurance is
important. Therapists working with the very old
need to learn to trust their instincts in these
situations and this can be quite frightening,
particularly for a beginning therapist trying to

“go by the book.”

Reactions to Exaggerated Dependency Needs

The final countertransference reaction we
will discuss involves reactions to the increased
dependency needs of older patients. Because
many older adults presenting in treatment have
suffered multiple losses and/or physical illness,
they often exhibit exaggerated dependency
needs. They may look for the therapist to fill the

role of recently lost supportive friends and
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family, and may request assistance in managing

daily activities.

At times, it is appropriate to indulge rather
than interpret these needs so that crucial ego
functioning can be reestablished and a patient’s
anxiety can be lessened. This can be quite
uncomfortable, particularly for a psychodynamic
therapist who may feel that supportive
techniques are less “real” than insightful
interventions. Serving a supportive function can
arouse anxiety in the therapist, especially one
who harbors unexpressed dependency needs. As
Sobel (1980) indicated, underlying this anxiety
regarding meeting the real needs of the patient is
often the primitive but universal fear that to
indulge another is to deplete oneself. Therapists

with this unconscious dynamic often feel
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drained and depleted when working with this

population.

What is interesting to note is that although
these patients may evoke feelings about being
excessively needy, they frequently view
consistent appointments as unnecessary and will
cancel without hesitation should the session
coincide with a “real doctor’s” appointment or
inclement weather. This inconsistency can anger
the therapist who unconsciously yearns for
appreciation and acknowledgment of increased
efforts. It is also possible for therapists to
overindulge a patient’s dependency needs
because this stimulates their own infantile wish
to control and/or dominate the patient/parent. In
either case, the therapist is forced to confront
powerful feelings both from the past and the

present that affect the treatment process.
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DEATH AND MORTALITY

In our society, there is an ingrained
connection between aging, deterioration, and
dying. This connection is debilitating and fosters
unnecessary morbid expectations for what has
the potential to be an exciting and vibrant time
of life. Growing old is not synonymous with
dying. There is something to be said for the
cliche “growing old gracefully” —to see the later
part of life as a fluid dance, perhaps slower, but
nonetheless filled with both deliberate creation

and spontaneous growth.

Because of the ingrained association
between aging and disease and/or death, older
patients often present with concerns about
mortality. Patients may seek therapy because
they or a relative are terminally ill, or because

recognition of aging has evoked fears related to
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death and dying. Some patients are afraid of
death itself; more are afraid of the possible
circumstances surrounding death. This being the
case, it is imperative that therapists come to
terms with their own mortality so they may
create a safe environment for expression of fears

and concerns.

In supervising other therapists, both of us
have witnessed their anxiety about the subject of
death interfering with appropriate exploration of
the topic. This manifests most frequently in what
the therapist does not say or avoids asking.
Sometimes a therapist may unknowingly shift a
conversation to a less threatening topic or ignore
subtle cues from the patient that express an
unspoken concern about dying. This general
discomfort with death may indeed play a role in

the well-documented reluctance on the part of
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most therapists to work with older patients
(Garfinkle, 1975; Kastenbaum, 1963). In Poggi
and Berland’s (1985) summary of reasons
therapists avoid contact with older patients, they
cite the fear of patients dying during treatment
as a contributing factor. The death of a patient
may be experienced by the therapist as a painful
narcissistic blow, or it may stimulate the

therapist’s own fears of aging and death.

Certainly, it is difficult when a patient dies
during the treatment process, and therapists
working with an older population are more
likely to experience this than those working with
a younger population. Reactions to a death will
vary based on the therapist’s relationship with
the patient, the length and intensity of treatment,
and the therapist’s own issues relative to loss.

Lardaro (1989), in her survey of 22 patients who
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had died during therapy, found that guilt was a
common reaction among therapists. We have
noticed that after a patient dies, therapists often
scrutinize the course of treatment and wonder
whether they were inadequate as a therapist, or
even contributed in some way to the death. In
cases where a patient died before resolving key
issues, therapists may imagine that had they
been a bit more insightful or empathic, the
patient could have died with a greater sense of
closure. Therapists may also become guilt ridden
over whether their focus on particular problems
or their timing of interpretations during sessions
were too painful for the patient and therefore
contributed in some measure to the death. This
reaction seems more common in therapists who
have unresolved issues related to aggression,

while the former reaction appears to be more
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common in therapists who have pronounced

rescue fantasies.

For both patient and therapist, developing a
healthy relationship with actual death and death-
related issues, in a death-phobic society, is not
easy. As previously discussed, the therapists’
personal experience with death will influence
their understanding and level of comfort when
dealing with death-related material in the
therapeutic setting. Michele was confronted with
death early in her career, and this had a profound
effect on the way she relates to her older
patients. While she was a second-year graduate
student in her early 20s, her mother became
terminally ill. She took a leave of absence to be
with her during her illness and death. The
experience, while extremely painful, was also

pivotal to the course of her life. She and her
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mother prepared for their loss together and both
grew stronger and more appreciative of life. She
began to recognize the creative potential for
growth and change during the death process and,
as a result, now views death as a transition that
can transform both the dying person and those

around the dying person.

The necessity of being able to focus on
positive aspects of death, and being willing to
explore death-related issues when working with
this population, cannot be overstated. A healthy
relationship with death is crucial to living the
remainder of life with meaning and purpose. As
geropsychologists, it is imperative that we

become strong role models for fearful elders.

On a final note, it is worth mentioning that

patients exploring feelings and fantasies about
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death and dying often begin examining religious
and spiritual beliefs and ideals as well. This in
itself is often a most difficult topic for therapists
to explore. There has been, for the most part, a
conspiracy of silence surrounding the topic of
examining religious and spiritual issues in
therapy, and few clinical forums teach therapists
to establish an open and genuine dialogue about
spiritual issues (Cohen, 1992). There is often an
air of suspicion and condescension about
psychological practice that includes a spiritual
focus. Because of this, geropsychologists must
chart new ground in therapy, as well as explore
their personal beliefs, in an effort to understand

their clients.

CONCLUSION

We have shared some of the challenges and

obstacles we have faced as geropsychologists.
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These include feelings that arise as a result of
our patients’ advanced age and the modifications
in technique this requires, as well as the
recognition of our own and others’ mortality.
This is unlike working with any other age group.
At times, we are frightened by the exploration of
uncharted ground and our intimate knowledge of
how difficult it is to grow old in the United

States.

Although the challenges are numerous, there
are many sources of gratification for the
geropsychologist. The richness of the learning
experience and the potential for easing a patient
through this final known frontier provide us with
more than the usual amount of satisfaction.
Geropsychology also offers an arena for mastery
of the social and personal traumas of aging and

allows us to give more than the usual vent to our
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desire to heal and nurture. The sense of
accomplishment we feel when older people
leave treatment claiming to feel better than they
have throughout their entire lives is tremendous.
We have also made our own transition to the

final stage of life that much easier.
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CHAPTER 5

The Therapist as Patient in
Interminable Treatment:
A Parallel Process

CONSTANCE SELIGMAN, MSW, ACSW

Psychotherapists are particularly vulnerable
to becoming interminable patients of other
psychotherapists. Armed with the rationale of
professional growth and suffering from the
occupational hazard of giving to the point of
depletion, we find reason after reason to avoid
the wrenching process of separation and
individuation that marks the successful
completion of treatment. As long as we avoid
loss, we bypass a significant developmental

experience for ourselves: In avoiding loss we
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also avoid growth. As we postpone our own
painful separation process, we both permit and
encourage our patients to do the same. We
perpetuate a fantasy of a magical perfect cure
that lies at the end of a rainbow called “enough

therapy.”

However valuable and wuseful, even
necessary, treatment is, a major hazard for the
therapist who is also in psychotherapy is
believing that all problems might be solved in
treatment if one continues for long enough. Any
problems not yet solved are tabled to address at
some more opportune time. This is clearly a
prescription for interminable treatment. The
blissful hope instilled by this kind of thinking

comes at great cost.
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For our patients, individuation and
independence are sacrificed because they cannot
separate from the therapist until the magical
“perfect cure” is effected. They develop
unrealistic, inflated expectations of themselves,
of us as their therapists, and of everyone in their

surround.

Practitioners meanwhile burden themselves
with superhuman expectations, cheat themselves
out of successes, and feel compelled to return to
their own therapy to restore the psychic balance
that these mind-sets disturb. The template of
unrealistic transference expectations can be
inflicted on the therapist’s personal relationships,
causing collisions that add further grist to the

proverbial mill.
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Therapists are strongly encouraged to be
patients, not only so they can cultivate empathy
for the patient’s position, but also in the belief
that this experience allows them to sort out their
own personal issues lest they become confused
with those of the patient. However, the
circumstance of therapist-as-patient produces it
own set of issues and problems. The following
comments address those issues and my

experience with them.

Therapists who are themselves in endless
therapy and come to believe in its necessity
rationalize, ignore, or, at best, fail to examine
how seductive therapy can be. Because therapy
can be a mutually rewarding experience for
patient and therapist (Sussman, 1992), there is a
temptation to sustain it past the point of

therapeutic value. McWilliams (1987) describes
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this predicament elegantly: “An analysis is too
long when the amount of learning that is
happening in the therapeutic relationship is
outweighed by the amount of infantilization

occurring” (p. 94).

Being in therapy can be gratifying—it
certainly was for me—and the profession
provides many rationales for that gratification.
My favorite rationale for staying in therapy was
to view treatment as a means of keeping my
unconscious open to communications from that
of my patient; this made my own therapy a
requirement of practice. But although I used my
work as my rationale for staying in treatment,

the real reason was that I liked being in therapy.

While I was in therapy 1 enjoyed the

attention my therapist provided me, which I
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didn’t get from my own distracted parents. I
became addicted to this attention, and to keep it,
I remained in the role of the dependent one,
needing validation and almost by definition
feeling insufficient. I pathologized myself to
remain in treatment. Negative feelings became
symptoms to be overcome. Wellness, once a
goal, eluded me while I confused it with a utopia
of freedom from all negative feelings or
distasteful situations. My dependency needs
were gratified rather than processed, for my

therapist shared in my illusions.

To counterbalance this dependency, I became
a therapist. In this way, I internalized my
therapist. (If all proceeds as it should,
internalization should allow one to separate from
the therapist. But if one has internalized a

symbiotic therapist, it is impossible to proceed
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to the next stage.) Now I have become a source
of gratification for my own patients. But while
using my patients to satisfy my own needs to be
important, [ was depriving them of a
developmental experience. While forestalling
the inevitable moment of separation, I colluded

with a kind of denial of reality.

I did not grieve the deficiency of attention in
my own past because I did not feel it; I had
appended my therapist as a constant source of
the missing goods. This meant that I did not
complete the painful work of separation for

myself.

I therefore stopped expecting my patients to
do the work of separation and grieving while I
participated in the omnipotent fantasy that I

could be the parent they never had. So I kept
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trying, and failing. And then, I would find
myself back in my own therapy because I had

become so depleted in this effort.

The fantasy of a magical cure affects
therapists in three ways. In our own lives, we
become burdened with unrealistic expectations
of what we can achieve and what we must
accept. Our work with patients suffers because
we pass on to them the same expectations.
Ultimately, living in a fantasy contaminates all

our relationships.

When I had unrealistic expectations of my
own treatment, I expected unrealistic levels of
cure from my patients’ treatment. As this eluded
me, my feelings of failure returned me to my
own treatment to help me cope. McWilliams

(1987) describes “the possibility of a collusion
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between the analyst’s omnipotent strivings and
the patient’s infantile wishes for either a perfect
parent or an ultimately perfect self” (p. 96). I've
come to believe that a cure cannot be effected
while the therapist is the longed-for source of
“the goods.” Healing can come only by living
through the pain of saying good-bye in an

atmosphere of compassion and understanding.

I had had 20 years of personal therapy when
I became involved with an accelerated model of
psychodynamic therapy. (Those 20 years were
not wasted; I learned to do everything except
leave.) Prompted partly by my husband (who
referred to me as a “therapy addict”) and partly
by the demands of this model, I began to face
the necessity of ending treatment. The anxiety of
loss was with me from the first day of this

treatment and became a significant focus of it,
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along with the self-sabotaging defenses I
employed to avoid it. What healed me? Facing
the loss, not only of my therapist, but of the
string of fantasies that I came to believe would

signify my complete and total cure.

As I’ve faced the termination of my own
therapy, I’ve been struggling with the question
of how to work from my unconscious without
the benefit of being in personal psychotherapy.
Interestingly, some colleagues questioned the
idea that therapy should ever end. The notion of
endless therapy has disturbing implications for
me. Besides liberating me from that hazard,
separation has provided its own benefits.
Terminating has allowed me to feel a kind of
grief that I never felt while my therapist
provided the good-enough mothering that I had

lacked growing up. And with that grief came a
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kind of exuberance that I like to imagine is
similar to the individuation process when

rapprochement proceeds in a good-enough way.

Since I have been out of therapy, some
surprising things have happened. I still feel
afraid of loss, but I know now that I will be able
to survive loss. This has helped me to face and
appreciate reality. My therapist is not the mother
or father I never had. I never had nor will I ever
have the parent I never had. Therapy should help
us to understand what was missing, but it cannot
reverse the loss of what we missed. Good
therapy can help us to overcome those deficits
that arise from faulty parenting. Just as paying
for therapy helps us realize that we have to
purchase what we did not receive from our
parents, termination helps us to realize in a final

and painful way what we will never receive.
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This confrontation with reality taught me that no
matter how hard I tried I could not remake the

past and I had better learn to adapt myself to it.

When I see my patients struggling with this,
I remember how hard I fought this fact for years.
For most of my life, my ideal of a husband was a
man who could hold me when I cried. I married
a man who is honest, who loves me, and brings
out the best in me, but who would generally
prefer to be in the next room when I cry. How
hard I used to insist he be different! How bitter
those struggles when he could not. I think the
fantasy of being totally understood and accepted
(as I felt myself to be by my therapist) in some
way prolonged the illusion that one could indeed
have it all, and it fed my omnipotence that I

could make it happen.
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The knowledge that we must ultimately let
go forces us to learn how to survive discomfort
and how to comfort ourselves. As this happens,
we come to have different expectations for what
clients can achieve. Together with them, we can
tolerate their disappointments. We can be with
them, but for the most part we cannot undo their
pain. As we become grounded in reality, we
become more effective as therapists. The
paradox is that we can be of more help as we

realize how little we can do.
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PART TWO
The Therapist’s Own
Ailments
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CHAPTER 6

The Journey of the Characterologic
Therapist

NORMAN F. SHUB, LISW, BCD

INTRODUCTION TO THE CHARACTER
CONCERNS OF THE THERAPIST

Sarah came to me because of my reputation
for doing depth therapy, looking for someone
she could “trust and feel safe with.” After
several good sessions, Sarah eagerly accepted
my suggestion that she read a brief paper I had
written. I told her that I would give it to her at
the next session, but I forgot, and when she
asked me about it, I froze and lied to her, saying
that I had already mailed it. At the following

session, Sarah again asked about the paper. 1
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said it must have been lost in the mail, but I
would get it for her as soon as possible, which I
never did. Later, Sarah once again confronted
me, saying that, although the therapy was
helpful, she was hurt because she had never
received the paper. I told myself that Sarah was
making a big deal out of nothing, but she soon
withdrew from therapy. My rigid character was

the issue.

Character—or characterologic or personality
—disorders have long been labeled hard to
diagnose and treat and highly resistant to change
(Millon, 1981). From the early psychiatric
literature (English & Finch, 1956) until today,
many clinicians and researchers remain
profoundly pessimistic about the prognosis for
changing rigid characters, and thus many

therapists avoid working with
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characterologically disordered clients. Even
Millon, the harbinger of new times for
characterologic individuals, notes, “Personality
patterns are deeply embedded and pervasive, and
are likely to persist, essentially unmodified, over
long periods of time—usually a lifetime” (1981,

p. 10).

This chapter explores my struggle as a
therapist in dealing with my own character
problems as they affect my life and my treatment
of clients. I know that struggle well. None of my
work with my first four therapists—all
wonderful individuals—helped me to focus on
my character problems. My therapy focused on
early childhood experiences and the impact of
my upbringing on the way I felt about myself. I
was not aware of how my rigid character

narrowed my options for responding to the
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environment and made me continually interact
in the same formulaic manner, thus causing
myself and those around me great distress and
pain. I was only aware that I continued to do
self-destructive things that caused trouble. How
can someone struggle to change something he or
she is unaware of? Without belaboring the point,
I was aware of the things I was doing, but I was
not aware of my overall character problem. If a
client such as myself is not clear about what the
issue really is and if the therapist does not help
the client focus on the character as the main
problem, then it is impossible to ultimately
develop healthier contact with the environment.
This was a serious problem for me, and it
remains a serious problem for other

characterologic therapists as well.
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Largely unexplored in the literature are such
questions as: What happens to therapists with
character disorders? What happens to therapists
whose primary personal issues are lodged in
their rigid manner of interacting with the
environment? Obvious and blatant
characterologic symptoms can elicit a negative
response from professionals, clients, and the
community. Various character structures embody
different core traits. Sociopathic, histrionic,
narcissistic, and other more obvious character
structures are going to elicit more obviously
negative judgments. Softer character structures,
such as passive-aggressive, dependent, avoidant,
and infantile, while not creating the more
obvious external problems, cause the same kind
of difficulties in the therapeutic relationship. The

stigma attached to characterologic individuals
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(Fiske & Maddi, 1961) that labels them as
hurtful, insensitive, self-centered and selfish has
caused some therapists to utterly reject the
notion that a characterologic person could even

consider entering the psychotherapy profession.

Although little has been written about the
characterologic therapist, my clinical and
workshop experience has introduced me to many
individuals besides myself who struggle with

these issues:

e Some have only a vague notion that
something 1s wrong; they cannot quite

determine what it is.

* Some are aware of their specific self-
destructive or difficult behaviors but do not
have a clear sense of how to struggle with

these behaviors.

e Some suffer but have not been able to find

therapists with treatment models that would
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really help them.

* Still others have successfully identified their
character problem, have become aware of
the issues, and have worked incredibly hard
to change.

The amount of effort required to really
change character is enormous. Encountering
these individuals is always a joy, as well as a
relief. As I have traveled the United States,
many therapists have pulled me aside to confide
their own characterologic concerns. I possess no
hard data to support my hypothesis, but I am
convinced that the problem is significant and
that, were it more openly and publicly discussed,

more individuals would come forward.

In dealing with my own issues and also in
treating other therapists with character problems,

I have recognized how my process of character
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change has impacted my life, my work, my
reputation, my ability to function in the
community and my interactions with family,
colleagues, and clients. In this discussion, I will

address a number of specific concerns:

1. I hope to raise the consciousness of therapists
with character problems and to make them
more aware of the overall problem of
character structure, its inflexibility, and the
potential damage to themselves and clients

caused by lack of treatment.

2. 1 hope to raise the sensitivity level in the
mental health profession to therapists with
character problems who are struggling to

change.

3. I hope to be clear and forthright about the
potential damage done to paying clients
when the therapist’s character interferes

with the treatment process.

4.1 hope to begin to negate the stigmatizing of

all individuals, not just therapists, who
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struggle with character concerns and to
create a more optimistic sense of what is
possible in terms of character change.
Because all therapists bring their own issues
to the workplace, personal psychotherapy is an
essential part of every therapist’s training and
preparation. Characterologic individuals,
however, often experience difficulty obtaining
personal psychotherapy because the mental
health profession in general tends to not
diagnose purely characterologic concerns.
Therapists also tend to avoid taking on
characterologic therapists as clients because they
may be apprehensive about being affected by
them or about being able to foster change. Many
therapists I have encountered in my training tend
to avoid treating characterologic individuals in
general because of  countertransferential

responses. Therapists treating a rigid or
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nonidentified character problem can experience
frustration, anger, and other emotional
responses, all of which can engender a feeling of
incompetence. Also, many therapists, because
they lack understanding or a clear model, feel
unable to help affect change in a character
structure. Not having an effective or adequate
treatment model or adequate training in
character work leaves many therapists without
the tools and methodology to affect change in
these difficult clients. Further, because of the
countertransferential feelings and the perceived
inflexibility of the characterologic client, many
therapists retain the simplistic notion that
somehow they may be tainted by associating
with too many such people. This notion may
sound preposterous, but individuals in

workshops and elsewhere have often reported
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this opinion to me. Klein (1971) and other
researchers have also validated the existence of
this phenomenon in the mental health

profession.

As a training therapist, workshop leader, and
consultant, I am amazed by the ferociously
negative  attitudes toward characterologic
individuals expressed in professional settings. I
often hear statements like the following:

“In our agency, we don’t treat personality

disorders.”
“I don't take that kind of patient.”

“If you put down an Axis II diagnosis,
our company won'’t reimburse.” “What’s the
point of seeing them? They don’t change

anyway.”
“I don’t have the energy.”

“I don’t like doing this kind of work.”
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“l don't know how to work with them.
They take forever, and they never seem to
get better.”

“I don’t see many characterologic

disorders in my practice.”

“I’'m confused about how to diagnose

these types of people anyway.”
When faced with such attitudes, we can easily
understand why therapists with characterologic
concerns find it difficult to locate therapists who

are competent to treat them.

THE WORD “CHARACTER”

I prefer the word “character” to the word
“personality” —which can be misunderstood
(Millon, 1981)—because character calls to mind
specific and vivid traits and ways of relating to
the world. Character is the stylistic way

individuals interact with their environment
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(Shub, 1992). Character disorder implies rigid
traits that limit an individual’s options for coping
with various situations in the world. In my
lexicon, a characterologic problem implies a
sameness, an inflexible way in which individuals
interact across all aspects of their existence—
with partners, families, children, church, work,
and professional associates. These rigid
character traits are evident to the others who

participate in all areas of a person’s life.

Professionals  report that “traditional”
treatment seldom helps clients with narcissistic,
histrionic, schizoidal and other entrenched
character problems. I believe that, on their own,
it is nearly impossible for such people to change
their deeply embedded style of relating to the
world until they understand their character’s

impact, are confronted with the need to change,
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and develop the tools to make that change. Like
many of these individuals, I wanted to make

these changes. I just did not know how.

MY CHARACTER

My family of origin was extremely
dysfunctional and did not reinforce such positive
character traits in me as honesty, responsibility,
and sensitivity or the abilities to follow through
or to invest in others. From the age of three, 1
retain powerful memories of my father’s
mistrust of the world. In delicatessens, he would
order me to go behind the counter and check that
the scale weighing our purchases registered the
same number on the back and front. He believed
that gas station meters were fixed. Confronted
with his mistakes, he denied responsibility,
evaded the question, or lied. I have hundreds of

memories of observing his inflexible,
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characterologic way of relating to stressful
situations in the outside world and of being
expected to emulate this characterologic way of

being.

In further clarifying my character
development, I see three major influences. The
first was that my parents viewed the world as
dangerous, suspicious, and fraught with potential
harm. The second was that important character
traits not only were not reinforced but they were
not modeled—an important interactive process
in developing a flexible character—so that I
could experience the many different ways of
responding to situations in life. For example, in
stressful situations, my father always lied. I
never heard him admit he was wrong, tell the
truth, or say he wanted to talk about something;

nor did I ever see him take partial responsibility
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or demonstrate remorse. I saw the same rigid
behaviors day after day rather than a continuum
of behaviors representing each trait. The third
factor was that no attempt was made to
encourage me to explore the range of possible
responses to a character trait. When I lied about
being wrong, I never experienced a
consequence. I got away with it. So, as a way of
coping, I learned to rely on this narrow point on

the continuum of responsibility.

My childhood experience of the points on
the honesty/dishonesty continuum was limited. I
did not learn to explore any other responses
when confronted with my irresponsible acts.
Slowly, my character and world view rigidified
so that I did not trust others. I was not willing to
be vulnerable, honest, open with my feelings,

and therefore, establishing positive relationships
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became extremely difficult. My range of
responses to life situations became narrower and
narrower. Beginning in adolescence, I evidenced
great anger toward the external world and
became unwilling to participate according to

life’s rules.

My mother, a schizophrenic, underwent
multiple psychiatric hospitalizations as I grew
up. I was constantly exposed to psychiatrists,
psychologists, social workers, and other
professionals who, my all-knowing dad told me,
“didn’t know shit.” T felt forced to rely on and
trust these professionals while my father was

telling me, “Don’t listen to them.”

In an attempt to resolve this confusion and
show them up, 1 became interested in the mental

health profession. My mother was not improving
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—was sinking deeper and deeper into her
problems—and it seemed that nobody knew how
to help. I needed to know why and decided I
wanted to become a mental health professional
myself so I could learn about problems like my
mother’s. Also, my father’s constant criticism of
the profession piqued my interest in it. If he

disliked something, I liked it.

My behavior and attitudes, however,
conflicted with my goal of being a therapist.
Through my late adolescence and into young
adulthood, my rigid character became manifest.
Increasingly, I dealt with professional, personal,
and social situations by lying, exaggerating,
being insensitive and selfish, and generally
evidencing an inability to respond to anyone
emotionally. I did not understand what caring

about another human being meant. I began to

freepsychotherapybooks.org 232
theipi.org



experience ongoing depression and anxiety over
the isolation my behavior caused. I realized that
I needed help and began to look for a therapeutic
experience that would allow me to deal with the
emotional cost of my rigid characterologic
behavior. I was extremely unclear about
character structure and acutely unaware of the
diagnostic picture. I knew, however, that 1 was
doing things that were self-destructive. Again,
on some level, I knew that I performed
insensitive and irresponsible actions. I thought

that if I figured out why, I could stop.

My first therapy experience, at 18, was
classically analytic. It brought insight, a great
deal of pain and some relief, but it did not focus
on my ability to function characterologically
more effectively and less rigidly in the external

world. 1 could not successfully engage in
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conventional insight-oriented or relationship
therapy because, with my rigid behavior
patterns, I needed to address my character issues
before dealing with deeper questions of self.
After years of therapy, I continued to lie,
manipulate, be irresponsible and generally act in
a rigidly characterologic style with my therapist

and the other important people in my life.

I tried other therapists with different
orientations, but therapy always led to
examining my early childhood experiences. I
believe that these models simply reinforced my
lack of responsibility and supported my belief
that the world had cheated me. No one
confronted my character. No one helped me
begin to  understand that dishonesty,
manipulation, arrogance, temper tantrums, and

irresponsibility  undermined the therapy
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experience and made progress virtually
impossible. I needed help to understand this fact,
which I could not see by myself. So I remained

stuck.

Although early therapy produced little
impact on my character, I remained eager to
become a therapist, partly in hope of helping
myself but also to assist others. As I realized that
I was repeatedly doing things that upset clients,
three facts became clear to me:

1. I suffered from a serious character problem

that was not going to go away through

understanding.

2.1 was horrified to discover how I was hurting

people I was supposed to be helping.

3. I saw that will alone—promising myself to
be different—would not change this

problem.
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How could I continue to accept payment from
people I was hurting? How could 1 continue to
recognize myself as a psychotherapist when, in

some situations, I was causing further damage?

I was finally motivated to begin examining
my own character structure because of the
concerned confrontations of my peers and
clients and because of other undeniable and
mounting factors: my lack of progress in
therapy; the exposure of my self in the external
world; increasing friend, client, and colleague
awareness of my problems; and my behavior’s
impact on my marriage and family. Slowly, it
dawned on me that I had a seriously rigid style
of relating to the external world. I felt that being
directly and actively involved in my own
progress was important. Both the gentle

confrontations of concerned friends and clients
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and the angry confrontations of disappointed and
hurt friends and clients caused enough pain and
discomfort to force me to look for a therapist
with a tough reputation who at least would not
let me off the hook. I found a highly respected
and reputedly tough therapist who shared my
concerns about my unsuccessful therapy and my
inability to change. He did not confront the
rigidity in my character structure in an
organized, methodologically clear way, but he
did bring the underlying issues to the fore and
helped me struggle with them. He kept me in
pain. He helped me focus on what I was doing to
others. He stayed with me. Only then was I able

to begin the journey to develop more flexibility.

I must note here that my abiding character
problems obviously negatively affected my

ongoing collegial relationships and my
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community reputation. Although many respected
me as talented and bright, my rigidity and
resultant behaviors constantly dragged me down
and made my hopelessness increase. The
problem seemed never ending. Before becoming
aware of my rigid character, I was oblivious to
much of the pain I was causing in others. After I
recognized and worked to change my character,
I realized that I had not lacked good will or a
genuine concern for others. But, in my rigid
approach to stressful situations, I manifested the
destructive and insensitive behaviors that other
people found unacceptable and that eventually
led them to judge me harshly. A variety of
mental health professionals even suggested that
someone with my characterologic problems
“didn’t belong in the profession” and hinted that

I should find something more suitable to my
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nature. To a lesser degree, such judgments
remain alive for me today. One of my
administrative staff recently told a professional
colleague how much I had changed and how
hard I was working. My colleague responded,
“He’ll never change; he can't change—all his
therapy won’t make a difference!” Knowing that
such opinions still exist after I have worked so

many years on these issues is disheartening.

Continuous negative, hurtful but true
comments about my character and my pain over
hurting peers and loved ones, coupled with my
difficulty finding a therapist willing and able to
help me with my concerns, contributed to a basic
dilemma: If my character is manifest to the
outside world, or even if it is not, should I try to
deal with the issues involved and simultaneously

remain in the mental health profession, knowing
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that the profession might provide little support?
And how can I justify staying in a profession
where I may hurt some of the individuals who
pay me to help them? I will return to these
questions.

STRUGGLING WITH CHARACTEROLOGIC
CONCERNS

Characterologic therapists are continually
confronted with a set of what sometimes seem to

be insolvable dilemmas:

* When I was not aware of my character, I knew
that sometimes I did hurtful, selfish, and
dishonest things, but the extent to which I

hurt others was not clear.

* Once I became aware of my character and saw
how much I had hurt others, my pain
increased as my awareness grew, and my

desire to change became intense.
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e Simultaneously, I realized that the struggle to
change is a long-term one and that I was
going to continue to hurt others along the

way.

| wanted to help others and be a therapist and
did not want to give up the profession, but I
felt judged and unsupported and not

encouraged to struggle.

* | had to change for my own, my clients’, and
my family’s sake. At the same time, I was in
intense pain, was ashamed for my previous
behavior, was trying to figure out what to
do, and was generally confused about the
state of my professional life.

When therapists come to think of themselves
as unacceptable and when others regard them as
such, their ability to maintain emotional stability
while overcoming their character problems is
compromised. The characterologic therapist may

hesitate to take therapeutic risks and may live in

constant fear of peer judgment. Obviously, being
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judged is not helpful, for we are already in pain
and are ashamed of hurting others.
Acknowledging that people with character
concerns are good and worthwhile people who
can change makes the struggle possible.

PHASES OF THE INNER STRUGGLE TO
CHANGE CHARACTER

The Unaware Phase

At the onset of their professional careers,
characterologic therapists struggle with many
difficult issues and often find themselves in
crises involving many of their personal and
therapeutic relationships. Constantly reminded
of their shortcomings and failings, they will
never really escape—and they should not—the
awareness that they behave in ways that both
they and others find wunacceptable. They

sometimes experience great  difficulty
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determining how to change these behaviors, and,
when confronted with the fact that their behavior
is not changing, they experience fear, pain,

discouragement, and humiliation.

If such therapists seek treatment, the therapy
seldom focuses on their character issues, which
may remain largely unaddressed. Often they
continue to hurt others with little awareness of
their impact. Although they may develop pseudo
self-esteem, feel better, and gain some insight
and understanding, they repeatedly get
themselves in trouble as they hit the wall of their
rigid character. They know, if only
subconsciously, that they are causing discomfort
and pain. I call this the “unaware phase,” and 1
must stress here the confusion caused by living
and working in this unaware state. I remember

my bewilderment when, after working
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continuously on my parental issues and doing
what I thought were all the right things
therapeutically, I still felt like a failure in my
career and my family relationships. I knew
somewhere inside that I was hurting people, but
the knowledge was buried deep, and I was not
particularly aware of the impact of my behavior

on others.

The Semiaware Phase

Many of the characterologic therapists that I
have treated reported that the constant repetition
of characterologic rigid behaviors gets them into
trouble. As they continually repeat these
behaviors, their pain and desperation increase,
and they become frustrated with the process of
trying to clarify and solve problems. As they
begin to realize that traditional therapeutic

interventions have not been effective, they enter
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the semiaware phase. Many therapists at this
point forsake therapy for acceptance of
themselves as the way they are or continue
throughout their life running up against their
rigid character because they feel that therapy is

not effective with them.

When I was semiaware, I found myself in a
major double bind. I was becoming acutely
aware of my character issues, but I continued to
behave in ways that hurt others. Unlike in the
unaware phase, which is distinguished by the
therapist’s fear and lack of awareness, the
application of “will” often dominates the
semiaware phase. The therapist does not
understand that will alone cannot change
character. I, for example, constantly swore to
“never do it again!” I would recognize a lie,

would survive the confrontation, would
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sometimes admit responsibility, and then would
make a deal with myself never to repeat such
behavior. 1 believed that if I willed myself to
stop being characterologic, I magically would

stop.

Not only would I promise myself that I
would change, but, more dangerously, when I
was repeatedly confronted during this phase, I
would—deceiving myself that a greater
application of will would help—promise others
that it would never happen again. From the
deepest part of my heart, I wanted it never to
happen again. Of course, such self-destructive
behavior was disastrous, because my rigid
character remained untreated. 1 inevitably lied
about having lied, thus reinforcing the negative
understanding of Norman in the world and

raising my own level of desperation about ever
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being able to resolve these problems. However, I
did learn in the semiaware phase to “never say

never.”

The most important outcome of the
semiaware phase is the commitment to try and
become different: less rigid. My awareness of
the impact of my behavior on self and others
was clear. My commitment to be different was
born from that awareness. The “how” still was
unclear. I decided that characterologic people
were not bad people; they just did not know how

to change.

The Aware Phase

If  characterologic  therapists  receive
competent help and support or somehow begin
to directly confront their character, they enter the

most difficult phase. As the pain of knowing
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who I was intensified and my character picture
became more clear to me, the process of opening
up and loosening up and possibly transcending
my rigid character became a fact. For
characterologic therapists, awareness brings the
real pain of knowing who they are and what they
have done. As the character picture becomes
clearer and the intensification of understanding
and feelings about the impact of that behavior on
others becomes more powerful, the process of
opening up the rigid character has begun. The
negative  confrontations by others, the
knowledge that I was hurting people I cared
about, and the caring confrontations of an
insightful therapist ultimately helped me become

aware and feel committed to change.

When I began to own my own character and

to struggle to make it more flexible, the process
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created changes in all areas of my life. Once I
began to work on my character successfully, my
world began to change for me. Those closest to
my heart were thrilled. Everyone else treated
this new effort with renewed suspicion because I
had promised to be different so many times.
Although this response was disheartening, the
relief created by my growing character

flexibility offset the disappointment.

I began to develop the options for dealing
with stressful situations that I had never learned
in childhood. I was excited because I began to
see a way out of my dilemma. My progressive
experimentation with various character ftraits
engendered a sense of relief I had never felt
before. This relief was intensely personal —not
shared by others—because I was working in an

almost completely skeptical environment. The
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characterologic therapist in the aware phase
must persevere despite the almost-constant (and
understandable) skepticism. By writing this
chapter, I hope that I can provide some measure
of comfort and insight to those enduring this
phase. I also hope that it will encourage those
who can provide support to do so while it honors
their skepticism.

A WORKING THERAPIST WITH
CHARACTEROLOGIC PROBLEMS

Working as a therapist with characterologic
concerns often presents major professional
difficulties. Depending on the nature of the
character structure and on the most rigid traits,
characterologic therapists can alienate and
confuse clients and can create situations that
make therapy difficult if not impossible. I wish it

were not so, but therapists, like everyone, bring
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their own issues to a therapy session. Being
characterologic makes trying to confront these
issues especially difficult. But the alternative to
working while attempting to change one’s

character is self-exile.

Many  professionals  argue that a
characterologic person has no business
practicing therapy, and I admit that answering
them in a way that does not sound defensive is
difficult. But, as human beings, we are all
flawed, and where, exactly, do we draw the line
as to which flaws disqualify us from attempting
to help our flawed brothers and sisters?
Characterologic therapists can understand and
have a special compassion for problematic
behavior and what it is like to repeat the same
acts over and over again although, in their

hearts, they burn to be different. Characterologic

freepsychotherapybooks.org 251
theipi.org



therapists often display a special touch with
characterologic clients. The old saw about
having been there is not the only thing that
makes the characterologic therapist special. In
addition, characterologic therapists may more
easily develop the ability to identify the client’s
precise character picture. The ability to discover
how a client deals with the world and to draw
the character picture so that the client can see it
is a special gift. The relief of knowing that the
therapist knows encourages the client to stay in

treatment.

The characterologic therapist may be
especially adroit at defining character structures,
precisely drawing character pictures,
intensifying them, and confronting clients in a
boundary-sensitive way that they can know, see,

and feel and that gives them hope they can
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change. Doing so is a special skill that mental
health professionals need when dealing with
characterologic individuals. Many therapists
have told me that working with characterologic
clients has made them more sensitive to and
patient with their own character processes, more
open to receiving support themselves and more
understanding of the difficulties of opening up
their own rigid character structures. The gift
works both ways. As a characterologic therapist,
I have hurt and been hurt, but in reviewing the
issue as clearly as I can, I have concluded that
characterologic therapists can bring a special
skill to the therapy process. At the same time,
characterologic therapists also labor under a
special burden to struggle with their character
issues to make sure that they mitigate as much as

possible the impact of those issues on the
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psychotherapy process. Their responsibility to

address these problems is absolute.

The Unaware Therapist

Therapists unaware of their character
problems may do harm in therapeutic
encounters. Dishonesty, lack of sensitivity, an
inability to invest, and similar rigid core traits
may interfere with client progress. The mental
health profession, as a collective, must become
more aware of characterologic rigidity. We must
help individuals who struggle with these
concerns by confronting them directly and then
by supporting their efforts to overcome these

concerns.

Helping therapists to become aware that they
must seek treatment for their character problems

as they realize that their limitations are
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interfering with their effectiveness with clients is
a professional dilemma for all of us. Therapists
themselves are ultimately responsible for
deciding if and when their characterologic
structures are so rigid that they cannot provide
effective psychotherapy. However, the truth is
that, although therapists are accountable, if they
do not or cannot honor that accountability,
others must step up and take responsibility. As
characterologic therapists, we must constantly
monitor and decide if and when our
characterologic structures are so hurtful that we
cannot provide effective psychotherapy, and if
we cannot make that determination, we must be
encouraged to remove ourselves from the field
of that specific therapeutic relationship. As our
profession comes to understand and address the

characterologic issue, characterologically
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disordered therapists can more openly focus on
their concerns. Doing so may limit their period
of despair and isolation and may shorten the
time in which they may hurt clients. As a result,
talented therapists with character concerns will
be able to maximize their psychotherapeutic

potential.

Colleague, Client, and Family Confrontation

I cannot overemphasize the importance of
colleagues and significant others lovingly
confronting the unaware therapist about hurtful
character traits. My own experience, while
extremely painful, made profoundly clear how
much the people in my life helped me by
showing me how my character had directly
affected them. They supported me in looking

honestly at myself.
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During my semiaware and aware phases, my
family, colleagues, and clients struggled with me
in an ongoing way. I vividly remember one
trainee coming to me trembling and saying,
“Norman, I love your teaching, but why don’t
you follow through? I am so scared to tell you
this, but your lack of follow-through is ruining
this postgraduate institute’s training experience
for me. You don’t need to do this. You're a
wonderful trainer, and it doesn’t have to be this
way. If you could just follow through on what
you’re doing, I could feel safer and experience
the training and the quality of training for what it
really is.” Such supportive confrontations are
extremely difficult for everyone, but they create
an environment that fosters significant growth.
My student’s confrontation highlighted for me in

a loving way the importance of continuing to
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struggle with my character and how I was still

hurting people.

Therapists’  character  problems  are
sometimes evident only in their most intimate
relationships. Characterologic therapists may
effectively work with many clients without their
rigid character structures interfering in the
treatment. However, in the more intimate, long-
term, deeper therapeutic relationships with those
clients who come to know their therapists well,
the character issues inevitably surface. Many
therapists are fortunate that their skills, general
abilities, and other supportive character traits
allow them to maintain healthy therapeutic

relationships with most clients to a point.
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Focusing on Character Concerns

Once therapists become aware of their
characterologic issues, they must expend
concentrated effort addressing them. This
therapeutic work is excruciatingly painful, and
the intense struggle is not confined to their
therapy sessions. During my own struggle, I
constantly focused on my character structure and
my core traits in my supervision and in meetings
with my staff, colleagues, and others. I became
more deeply attuned to my ongoing process by
enlisting feedback, confronting the same issues
of honesty, responsibility, sensitivity,
exaggerating, and lack of follow-through over
and over again, and directly facing my relapses.
My rigidity in terms of these traits was
constantly examined, looked at, confronted,
dealt with and explored in all the arenas I have

previously discussed. This process was painful
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and difficult, but the continuous dialogue
allowed me to understand my stuckness and to
have grounds for experimenting with being
different, for understanding the impact of my
behavior on others, and for exploring many new

options for relating.

I committed myself to the struggle only after
a long period of denial. In the semiaware phase,
I knew I had problems, but I was not effectively
helping myself in an organized way. Once my
character was out in the open—meaning that I
had owned it and was able to discuss it—I made
tremendous strides with clients, colleagues,
friends, and my spouse and family. I also needed
to expend extra effort monitoring my
characterological impact on my therapeutic
processes with clients and on my relationships

with colleagues and others in my life. I increased
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my supervision and engaged in many open
dialogues with friends that helped me
understand the impact of my character on the
external world. Supervision, like personal
therapy, became a special experience for me.
Although I believe that all clinicians need a
competent supervisor, someone who intimately
knows them and their work, in this situation it
becomes an absolute necessity. My supervisor
created a safe environment in which 1 could
explore the impact of my character concerns on
my work. The supervision was a feedback loop,
an additional resource for understanding the
impact of my behavior and intensifying my
commitment to dealing more effectively with my
external environment. This work enhanced my
endeavors to open up my character and

sensitized people around me to my struggle.
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Self-Imposed Openness in the World

The question of openness about our
characterologic issues is difficult for all of us
who face these problems. The fear of
stigmatization, of being branded and blamed, is
high. I am not saying that character problems did
not cause great pain to others. I could act
dishonestly and irresponsibly, and I deserved the
feelings that those traits engendered. What was
missing was understanding, insight into the
difficulty of the struggle I faced, and support for
my attempts to help myself. I experienced
isolation for many years. My character structures
often invoked shame in me, and I was frightened
at the thought of openly discussing my character
concerns in the professional community,
especially with a client or colleague who was

not sensitive to the difficulties involved in my
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struggle to change. However, I knew that only
through openness, through sharing honestly
what 1 was going through and taking
responsibility for my issues, could I really begin
the process of change. Only by putting my issues
out on the table could my friends, my
colleagues, my clients, and I be honest with each

other if I suffered a relapse.

For me, this openness involved great risk. I
already felt that I had poisoned my environment,
and I was scared to death of the possible further
stigmatization and negative feedback from
clients and colleagues. I already felt stigmatized,
and I was afraid that openness would add fuel to
an already-burning fire. Some of these concerns
were well founded, considering my previous
painful attempts to discuss my character with

un-supportive colleagues. On the whole,
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however, being open about these struggles saved
my emotional life.

The Impact of the Therapist’s Characterologic
Concerns on the Client

I  have discussed the impact of
characterologic issues on a therapist’s work and
life. However, inextricably bound in this
equation is the effect on clients. The dynamic
that occurs when a therapist’s characterologic
problems emerge in the therapeutic process is
synergistic. Clients are continuously affected by
the therapist’s personal issues. Characterologic
issues can potentially do serious damage in the
psychotherapy process. Engendering trust in a
deep, ongoing, long-term therapeutic
relationship when the therapist experiences
difficulty being honest is obviously a struggle.

Fostering a sense of safety when the therapist
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does not always follow through with promises is
difficult, as is creating a sense of security if the
therapist cannot invest emotionally at the depth
required for clients to experience emotional

safety.

I must note that a therapist’s hidden
characterologic  issues  usually  become
profoundly visible, and therapists ultimately are
forced to deal with clients on these issues. If the
mental health profession were more aware and
supportive of therapists’ struggles with their
characterologic issues, the problems caused for
the therapists themselves and for their clients
could be more easily remedied. If, in
postgraduate training, these concerns as well as
models for treating characterologic individuals
were  more  fully  addressed, helping

characterologic therapists and helping therapists
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help characterologic clients would be more

effective.

Client Selection

Therapists struggling with characterologic
concerns must exercise caution in selecting
clients during all the phases of their work. They
must constantly monitor their character structure
to make sure that they are not relapsing or that
their rigidity is not interfering with their ongoing
work. Deep, ongoing, and abiding relationships
tend to make the character of the therapist more
visible. Constantly monitoring the character,
confronting issues of supervision, being open to
colleague confrontation and peer support allow
the process of client selection to be clearer and
cleaner. This fact does not necessarily mean that
therapists should avoid work of this magnitude;

however, they must be aware that they risk
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hurting clients in such relationships. Therapists
also must recognize the stress factors that evoke
their own negative character traits. I, for
example, experienced difficulty with individuals
I deemed weak, like my mother. That statement
may seem simplistic, but some clients tended to
evoke my lack of sensitivity and empathy far
more than others. Once I became aware of my
biases, I avoided indecisive and timid clients
until my character became more flexible and I
could empathize and respond appropriately to
their therapeutic needs.

The Importance of Dealing Openly with
Characterologic Setbacks

I cannot overemphasize the critical
importance of characterologic therapists taking
responsibility for their overall characters. The

therapist’s setbacks, large or small, that emerge
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during therapy must be addressed immediately
and honestly. Clients always deserve open
communication. If setbacks are not addressed,
clients become confused about their own
processes. They blame themselves or feel
betrayed, an unacceptable situation to the ethical
psychotherapist. Constant awareness of the
possibility of hurtful character traits reemerging
is essential. Openness is necessary in the
ongoing therapeutic relationship, of which
intensive supervision and collegial support are
crucial components. Characterologic therapists
must be honest and open with their supervisors
while discussing their mistakes, setbacks, and
issues and, in general, their own therapeutic
progress and its effect on the therapy they

provide.
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Intellectual Honesty

One of the most difficult and challenging
aspects of the personal and professional work of
characterologic therapists is the necessity for
being intellectually honest with themselves
about their own issues. Once my character was
out in the open and my character picture was
clear to me, admitting setbacks and flare-ups and
their detrimental effects on others was extremely
difficult. As the layers of characterologic issues
were uncovered, I had to continually and
constantly reconfront myself on deeper, more
subtle levels. Intellectual honesty is imperative.
Although  continually  confronting  these
humiliating  truths  about  ourselves s
unremittingly  painful, intellectually honest
therapists will stay with the process until the
deepest level of characterologic impact has been

unearthed, understood, and worked through.
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This process is lengthy, but the gains for
therapists, clients, and those surrounding us
compensate for the constant vigilance needed to
confront painful and difficult issues. Journaling

helps greatly in this process.

My experience—and the reported experience
of many other characterologic therapists —is that
maintaining an ongoing log or journal about our
character struggles on a day-to-day or week-to-
week basis helps us understand our behavior and
increases our ability to open up our rigid
characters. Journaling thus serves as an
invaluable tool for increasing self-awareness.
For a supervisor, a journal can provide
additional information about a characterologic
therapist’s problems and can supply deep, rich
insights into the reality of the therapist’s

struggle.
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Constant Support and Awareness

Finally, finding a  psychotherapeutic
environment in which to work that safely
supports character changes is crucial. By this I
mean an environment in which colleagues such
as the ones I currently have are willing to
participate in this difficult, rigorous, grueling,
long-term, and complicated process. For their
own sake, for other therapists’ sake, and for the
client’s sake as well, characterologic therapists
must seek out a workplace in which they feel
safe enough to identify their character traits and
to closely address them throughout the
semiaware and aware phases. Even in the safest
work environments, I meet clients and
professionals whom I have hurt in the past. The
ongoing pain engendered by these people, who

need to process past hurts to make themselves
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safe, is terribly difficult. Such experiences are
often bittersweet because these people feel that I
have changed enough for them to give me
another chance, yet engaging them again
frequently requires that I relive past incidents
and once again face my insensitivity. Having
colleagues who understand, who support, and
who are open to my honesty without judgment
allows me to process these difficult experiences

and to continue to grow and move forward.

This healing process will continue for many
years, depending on the nature of the character
issues and the length of time the therapist has
lived in the community before dealing with the
characterologic behaviors. Even so, some
individuals will never be willing to work
through these past hurts and to forgive. Living

with that knowledge is difficult for me. The
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process of working through -characterologic
issues may indeed induce too much self-blame.
However, the characterologic therapist must be
aware of the self-blame problem. For me, this
issue was difficult to work out, and it continues

to require my attention.

Integrating character change into the
intimate systems in which the therapist lives is
also critical. For example, therapists who had
not previously interacted with their children may
suddenly wish to become more actively involved
in their lives by talking to them, opening up to
them, and going to their games and recitals—a
change that can be frightening for the children.
Depression, fear, anxiety, and other symptoms
can emerge in the family as a result of character
change. Characterologic therapists must be

aware of possible risk factors and must be

freepsychotherapybooks.org 273
theipi.org



prepared to deal openly with them, in both

personal life and work, as they emerge.

HOPE FOR THE FUTURE

Many people who have the potential to
become talented therapists decide that their
characterologic issues make participating in the
mental health profession unsuitable for them.
But I believe that, with help, they can work
through their problems to become effective and
sensitive therapists. I hope that with this writing
I can begin a process of sensitization to the
problems of characterologic therapists and their
impact on clients. If we can move forward
together to create a safe and supportive
atmosphere for characterologic therapists, we
can help them heal and grow so that they can
contribute their unique talents and strengths to

our profession.
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CHAPTER 7

On the Pathologization of Life:
Psychotherapist's Disease

EDWARD W.L.SMITH, PhD

When I was in the fourth grade, I transferred
from a city school to one in a small town. There
I found my new classmates memorizing, under
the strict hand of a retired missionary, a short
poem, aphorism, or ditty for each letter of the
alphabet. Approaching the end of the alphabet,
late in the school year, we came to the letter “V”

and recited in unison:

Vice is a monster of so frightful mien
As to be hated needs but to be seen;

Yet seen too oft, familiar with her face,

We first endure, then pity, then embrace.[*!
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The meaning, or more precisely, the levels of
meaning of this morality poem have continued
to unfold for me up to the present. So, as I
ponder the question of the hazards of doing
psychotherapy, I come back to this quatrain with
appreciation. I now apply it to the act of viewing

life through a filter of psychopathology.

To paraphrase the poem and put it into prose
form, psychopathology, when first clearly seen,
is recognized as something wrong. But, with
continued exposure, the psychotherapist may
move through stages of accepting and tolerating
psychopathology, to feeling sorry for it, to even
enjoying its presence. It may come to be

embraced, taken to one’s bosom.

At first, “craziness” is looked on as strange,

alien. Depending on how extreme in its nature
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and how florid in its manifestation, it is seen as
something negative. I refer here not to the
benign “madness” of the free-spirited or the
creatively eccentric, but the craziness of early
meaning. In its archaic meaning, to “craze” was
to break, shatter, to weaken and destroy, as in
health. When such dementia is seen, it alarms
and strongly bids the therapist to take careful

notice.

With further exposure, the alarm may be
quieted. No longer demanding careful notice,
craziness may be accepted as the therapist grows
more comfortable in its presence. For most
things, continued observational exposure leads

to desensitization.

Following such comfort may come a certain

pity. Not to be confused with pity for a person so
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afflicted, this is a pity with mercy toward the
pathological phenomenon itself. It is an entering
into a ruthful relationship with the craziness, a
relationship of compassion for the manifest
phenomena themselves. Crazy actions are

accepted with mercy.

With continued and deepened familiarity, the
therapist may come to enjoy the presence of
craziness. Having lost by now its “frightful
mien,” no longer having an appearance that
brings alarm and no longer even a call for

sympathy, craziness may be embraced.

One of the possible dangers in this change of
view of psychopathology is the loss of the
recognition of the seriousness and awfulness of
it. I am reminded of a passage in Nietzsche’s

Twilight of the Idols in which he warns of the
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danger of a “morality of sympathy,” or a
“morality of pity.” The danger is the loss of
recognition of the extremes. In his words, “The
strength to withstand tension, the width of the
tensions between extremes, becomes even
smaller today; finally, the extremes themselves
become blurred to the point of similarity”
(Nietzsche, 1982, p. 540). Without venturing
into his line of reasoning or the evidence that he
offered, let us hold his conclusion in mind.
Sympathy or pity may reduce the perceived
distance between extremes. In the case of
psychopathology, the pity for it that may follow
from a certain degree of familiarity may lead the
therapist to see it as being closer to psychic

health than is wise or useful.

In my comment, published with the chapter

written by Robert J. Willis titled “The Many
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Faces of the Hesitant Patient,” I presented what I
termed the first axiom of interpersonal medical
dynamics. “Physicians are less afraid of treating
their patients than patients are of receiving
treatment” (Smith, 1984, pp. 48-49). When
stated, this axiom seems so obvious that it can
be dismissed and its importance trivialized. The
core of the axiom, however, involves exactly the
phenomenon that I have been discussing. Using
surgery as an example in my comment, I pointed
out how the surgeon, exposed over and over to a
procedure may come to regard it lightly,
compared with the gravity that the patient
attaches to the surgical intervention. So, here it
is, the thing once regarded as of frightful mien
comes to be readily embraced, if not minimized
or trivialized. In my comment, I suggested that

psychotherapy is an analogous procedure:
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psychotherapists are less afraid of doing
psychotherapy than patients are of receiving it.
... Those of us who belong to the psychotherapy
subculture are often so ensconced in it that we
fail to appreciate how threatening it can be to the

outsider” (Smith, 1984, p. 49).

As therapists become familiar with
psychopathology, it may assume a prominent
place in their thinking. As is well recognized,
perception is an active process in which the
person organizes and interprets sensory data
according to certain internal structures, at least
some of which are learned. So, when concepts of
psychopathology have been learned, they can
become an internal structure for organizing and
interpreting the person’s experience of sensory
data. Psychopathology can then become a filter

through which the world is viewed.
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The problem arises when the template of
psychopathology is misused or overused. My
theory of how this comes about is as follows. If
psychopathology is well and truly understood in
the larger context of life, then there is no
problem. But such understanding requires
considerable mental work. It requires that the
therapist see and hear clearly and then ruminate
over the material as much as necessary to digest
it mentally. It has to be chewed on, so to speak,
until it is in an assimilable form and can become
part of the person. If it is swallowed whole or
only partially chewed, it will remain undigested.
Such undigested material is introjected and gives
rise to mental indigestion. The most dramatic
symptom of mental indigestion is vomiting of
the undigested material. Not being assimilated as

part of the person’s self, it is thrown up,
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projected outward. (I acknowledge Peris, 1992,
for explicating these dynamics of introjection
and projection.) Introjected material remains too
prominent, not being assimilated into the system
as a whole. In other words, it remains outside the

larger context.

Our understanding may be furthered by a
closer examination of projection. In his model,
Beliak (1950) delineated five levels of
projection. Progressing from a relatively “purely
cognitive” level of consensually defined
perception, the second level is that of
“externalization” of the person’s frame of
reference. That is, the individual employs a
perceptual template which is not wholly
consensual in that particular context. Third is
“sensitization” or the influencing of perception

through a heightened sensitivity to a particular
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existing stimulus. In this case, projection occurs
in the sense that the person’s heightened
sensitivity will lead to perceiving the sensitivity-
relevant stimulus in greater magnitude than is
justified by the stimulus itself. “Simple
projection,” or the disowning and attributing of a
person’s feeling or impulse to someone else is
the fourth level. Most pathological is the fifth
level in which the person’s feeling or impulse is
reversed through the mechanism of reaction
formation and the resultant feeling or impulse is

disowned and attributed to another person.

Introjected material concerning
psychopathology can be projected at either of
two levels. The therapist can pathologize first by
externalizing a template of psychopathology,
rigidly using such filter when it is not useful or

is even irrelevant. As such, this is a variation of
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la vie en merd. Second, the therapist can
pathologize by being so sensitive to signs of
psychopathology that he or she magnifies the
slightest hint into the dominant feature. This is

the error of overinterpretation.

In summary, then, pathologization of life
takes place when the template of
psychopathology is introjected rather than
integrated into a larger conceptual-perceptual
context and is then projected either as a rigid
interpretive filter or as a hypersensitivity that
results in overinterpreting the data. In either
case, psychopathology may be seen where it
does not exist or may be seen in exaggerated

form where it does.

I believe this “psychotherapist’s disease” is

fostered if the practitioner—in the course of
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extended and  extensive  exposure  to
psychopathology —relies more and more heavily
on this familiar and comfortable framework
rather than developing a larger, integrated
framework. Equipped with the vocabulary and
the concepts, the psychotherapist has a template
for filtering information and a sensitization to
the symptoms of psychopathology. If, however,
he or she has not assimilated the essence-in-
context, this material becomes a rigidly applied
diagnostic framework evoked by minimal hints

of resemblance to psychopathology.

What I am labeling psychotherapist’s disease
has been recognized elsewhere. I remember
references from graduate school to Walter
Klopfer’s warning of a “maladjustment bias”
and to Timothy Leary’s calling attention to the

“pathology error.” In my first course in abnormal
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psychology, I heard of a close kin, “medical
student’s disease.” Medical student’s disease is
the frequently found experience of the callow
medical student’s diagnosing in herself or
himself each new disease studied. In the case of
medical student’s disease, the act is one of self-
pathologizing, whereas with psychotherapist’s
disease, the act of pathologizing is other-

directed.

Perhaps an anecdote would be useful at this
point. A couple of years ago, I chanced upon an
old acquaintance at the Summer Workshop of
the American Academy of Psychotherapists. We
exchanged greetings and briefly caught up on
how we and our families had been. Then she
asked me which workshops or events I had
attended or planned to attend at the conference. I

told her that the main thing I wanted to do was
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take part in a Native American sweat-lodge
Ceremony.[5 ' Her response, offered quickly, was,
“You’re really getting addicted to those!” I was
shocked by what she said and by the quickness
of her ejaculation. The fact was that this would
be only my second sweat lodge. My first had
been 24 months earlier. She knew I had attended
the previous one. Yet she interpreted my
behavior in the framework of pathology,

specifically as an addiction.

Maladjustment bias can be recognized
whenever either natural or adaptive behavior is
labeled or conceptualized in pathological terms.
Thus sadness (as in grieving a loss) becomes
“depression” and attention to detail (as in
accurate measurement or record Kkeeping)
becomes “obsessive-compulsive.” The energetic,

extroverted child who has been confined and
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isolated becomes “hyperactive,” and the
introverted child becomes “avoidant” or
“schizoid.” A ravenous hunger becomes
“bulimia” and any loss of appetite “anorexia
nervosa.” Lack of gullibility (as in skepticism
about public statements made by politicians in
the post-Watergate era) becomes ‘“paranoia.”
Energetic exuberance becomes “manic,” and any
variation in mood is “bipolar disorder” or
“cyclothymic disorder.” Excitement becomes
“anxiety” and discomfort becomes “phobic.”
Every pain becomes “psychogenic” or evidence
of “somatization disorder.” (If the individual is
concerned about the pain, “hypochondriasis” is
suspected, and if he or she is not concerned, it is
either “denial” or “la belle indifference.”)
Difficulty with a new living or working situation

becomes ‘“adjustment disorder,” and many
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variations of personality style become

“personality disorders.”

Sometimes the maladjustment bias can be
recognized by the grossness of the label; that is,
the label fails to respect degrees and to
differentiate the common and ordinary from the
problematic. Examples of such labels are
“codependent,” “‘survivor,” “addiction,” and
“abuse.” In such instances, the aiding of a
spouse who is sick or otherwise in need of
support is labeled ‘“codependent” behavior. A
person who has a history of any distress
becomes a “survivor.” Anything that someone
does with regularity, be it something of negative,
positive, or neutral impact on the person’s life is
labeled an ‘“‘addiction.” And, finally, any act of
impoliteness, rudeness, or harshness comes to be

called “abuse.” With such overinclusiveness, the
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utility of the terms is lost. They become
meaningless when they are applied so generally
that they fail to differentiate between “garden
variety” behavior and experience and that which
truly constitutes a problem of psychopathology.
Worse, they become misleading. They imply
particular dynamics and areas of difficulty where
such may not exist. But the problem may be
created iatrogenically as result of the imprecise
labeling. If diagnosed by an expert as
codependent, a survivor, addicted, or abused,
surely there is ample “evidence” in all our
histories to support such a claim and lead us, if
we are willing, into a false understanding of
ourselves. The reader can probably recognize

examples of such pathology errors manifested.

A final word about such labels is that there is

a considerable degree of cultural relativity in the
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valid application of these. A culture’s mores
may play a role in what constitutes
codependency, addiction, abuse, or being a
survivor. Taking the behavior out of its cultural
context and judging it by the criteria of a
different cultural context could lead to gross and
damaging misunderstanding. This recognition,
quite recent in psychology’s attention to issues
of ethnic diversity, has been a primary topic in
anthropology for decades. For example, the
norm for wine consumption differs between the
United States and, say, France or Italy. What is a
normal quantity and pattern of wine drinking in
those European countries might quickly be taken
as evidence for “addictive behavior” from the
perspective of an ethnocentric psychotherapist
using the U.S. norm as the absolute norm. That

psychotherapist might very well diagnose the
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recent emigrant from France or Italy as abusing
alcohol when that person is acting well within

her or his cultural norm.

An excellent reminder of the maladjustment
bias is offered by an old psychoanalytic joke. It
goes as follows, “If you arrive at the meeting
early, you are anxious. If you arrive on time,
then you are compulsive. But, if you arrive late,
you are passive-aggressive.” I may add, with
tongue in cheek, that if you argue with the
preceding assessment, you are surely being

“defensive” and “resistant.”

As may be apparent from the previous
examples, the pathology error has a trivializing
effect. When the differentiation between
pathology and nonpathology is lost, the words

and concepts become vapid. The problem is
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further understood by the application of some of
Goldstein’s work (Smith, 1976). Goldstein
viewed behavior along a concrete-abstract
dimension. Concrete behavior is a direct,
automatic reaction to the situation that a person
perceives. Thus, it is rigid. In contrast, abstract
behavior is flexible. It involves the person’s
thinking about what is perceived—what does it
mean, what are its conceptual properties, what is
its relation to other conceptual patterns—and
acting on his or her conclusions. The failure to
abstract and classify —what Goldstein termed a
loss of categorical thinking—Ilimits the
individual’s  orientation and action. The
implication of Goldstein’s idea has been
explicated by Perls (Smith, 1976) in his
emphasis on the importance of care in speaking.

He pointed out the great importance of using
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words that express the precise meaning the
speaker wants to convey. To avoid “frigidity of
the palate,” he encouraged the learning of the
value of each word, to appreciate the power
hidden in the ‘“logos.” We could see the
pathology error as a case of frigidity of the
palate, limiting orientation and action through
rigid, concrete thinking. The implications for the

“patient,” thus pathologized, are obvious.

An explicit attempt to avoid the
maladjustment bias has been the articulation of
the “Third Force,” humanistic psychology.
Created in part out of the dissatisfaction with the
pathological models of psychoanalysis and the
mechanistic, atomistic bias of behaviorism,
humanistic psychology has sought to affirm an
additional dimension of psychology (Krippner,

1991). Noting the extensiv