The Psychotherapist’s
Own Psychotherapy:
Patient and
Clinician Perspectives

JESSE D. GELLER
JOHN C. NORCROSS
DAVID E. ORLINSKY,

Editors

OXFORD UNIVERSITY PRESS



The Psychotherapist’s
Own Psychotherapy



This page intentionally left blank



THE PSYCHOTHERAPIST'S
OwN PSYCHOTHERAPY

Patient and
Clinician Perspectives

Edited by
JESSE D. GELLER
JOHN C. NORCROSS
DAVID E. ORLINSKY

OXFORD

UNIVERSITY PRESS

2005



OXFORD

UNIVERSITY PRESS

Oxford New York
Auckland  Bangkok Buenos Aires Cape Town Chennai
Dar es Salaam Delhi Hong Kong Istanbul Karachi Kolkata
Kuala Lumpur Madrid Melbourne Mexico City Mumbai Nairobi
Sio Paulo Shanghai Taipei Tokyo Toronto

Copyright © 2005 by Oxford University Press, Inc.

Published by Oxford University Press, Inc.
198 Madison Avenue, New York, New York 10016

Oxford is a registered trademark of Oxford University Press
Www.oup.com

All rights reserved. No part of this publication may be reproduced,
stored in a retrieval system, or transmitted, in any form or by any means,
electronic, mechanical, photocopying, recording, or otherwise,
without the prior permission of Oxford University Press.

Library of Congress Cataloging-in-Publication Data
The psychotherapist’s own psychotherapy : patient and clinician perspectives /
cdited by Jesse D. Geller, John C. Norcross, David E. Orlinsky.
.ocm.
Includes bibliographical references and index.
ISBN-13 978-0-19-513394-3
ISBN 0-19-513394-3
1. Psychotherapists—Counseling of. 2. Psychotherapists—Mental health. 3.
Psychotherapy patients. I. Geller, Jesse D. II. Norcross, John C., 1957 III. Orlinsky,
David E. (David Elliot), 1936—
RC451.4.P79P786 2004
616.89'14'023—dc22 2004049243
Rev.

Chapter 7 first appeared in the International Review of Psychoanalysis, Vol. 2, 1975, 145-156.
© Estate of Harry Guntrip.

Portions of Chapter 10 were adapted from the Journal of Humanistic Psychology, Vol. 36, No. 4,
Fall 1996, 31-41. © 1996 Sage Publications, Inc.

Portions of Chapter 12 first appeared in the Family Therapy Networker, now the Psychotherapy
Networker. © 1999, Family Therapy Networker. Used by permission.
www.psychotherapynetworker.org

135798642

Printed in the United States of America
on acid-free paper


www.oup.com
www.psychotherapynetworker.org

PREFACE

ore than three-quarters of mental health professionals have under-
M gone personal psychotherapy on at least one occasion. Proportionally
speaking, psychotherapists are probably the largest consumers of long-term
psychotherapy. Many therapists relate that their own experience in personal
treatment has been the single greatest influence on their professional de-
velopment. Furthermore, research indicates that identifications with their
own therapists are a key determinant of the ways in which therapists-in-
training understand and apply therapeutic principles.

Yet, until recently, little professional attention and scant empirical re-
search has been devoted to the psychotherapist’s personal therapy. Conse-
quently, there is no organized body of knowledge that summarizes what is
known about psychotherapy with mental health professionals and that effec-
tively guides the work of “therapist’s therapists.” Even less is published about
conducting treatment with fellow therapists or the linkages between receiv-
ing and conducting psychotherapy. The taboo against open examination of
the psychotherapist’s own treatment is both revealing and troubling.

This book is designed to realize two primary aims. The first is to syn-
thesize and explicate the accumulated knowledge on psychotherapy with
psychotherapists. The second and interrelated aim is to provide clinically
tested and empirically grounded assistance to psychotherapists treating fel-
low therapists, as well as to those clinicians who seek personal treatment
themselves.

In this respect, the intended audience for the book is large and diverse.
The book is intended as a treatment reference for clinicians, of all profes-
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sions and persuasions, who treat or intend to treat therapist-patients. It is
also intended for graduate students who are contemplating or currently in-
volved in personal therapy, for seasoned clinicians returning to personal
therapy, and for educators who are responsible for training future thera-
pists. Those who do not have specialized knowledge in this area but are
intrigued by the inner workings of our profession will also be interested.

STRUCTURE OF THE BOOK

This edited volume brings together personal experiences, research findings,
and clinical wisdom from “both sides of the couch.” For the sake of clarity,
the book addresses separately receiving personal psychotherapy and con-
ducting personal therapy. This structure allows us to embrace the perspec-
tives of both patient and therapist, in contrast to previous literature that
addressed only a single perspective.

The Psychotherapist’s Own Psychotherapyis integrative in another sense.
Multiple theoretical orientations are evident in the coeditors, the contri-
butors, and the chapter contents. Both the patient and the clinician nar-
ratives traverse the theoretical landscape. Ideological diversity prevails
throughout.

The book is divided into four parts: The Therapist’s Therapy in Differ-
ent Theoretical Orientations; Being a Therapist-Patient; Being a Therapist’s
Therapist; and Epilogue.

Part I presents the spectrum of theoretical viewpoints that have shaped
the profession’s attitudes regarding personal therapy. It consists of five es-
says about the diverse theoretical orientations that have guided the prac-
tice of psychotherapy with psychotherapists.

Part II features the experiences of distinguished psychotherapists
undergoing psychotherapy. Six firsthand accounts by therapist-patients
are followed by five research reviews on the experience of undergoing per-
sonal treatment. In this and the subsequent part, the book moves from
personal knowledge through systematic research and toward clinical wis-
dom. This structure reflects the way knowledge of personal therapy has
itself progressed—tacit knowledge via participation in undergoing and
conducting personal therapy, through empirical research, and back to
clinical wisdom. In the best scientist-practitioner tradition, first-person
narratives are interwoven with contemporary research data on psychothera-
pists” own psychotherapy.

All of the autobiographical chapters in part II were written specifically
for this book, with one exception—Guntrip’s first-person account of his
analyses with Fairbairn and Winnicott. It is an inspiring example of how
one might write in a scholarly yet personal voice about the linkages among
receiving personal therapy, selecting a theoretical orientation, and devel-
oping a personal style of conducting therapy.

Part I1II turns to the therapist’s therapist, again from both personal ex-
periences and research reviews. Seven colleagues representing diverse theo-
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retical orientations share their lessons, mistakes, and recommendations in
treating fellow mental health professionals. The three subsequent chapters
are coauthored research reviews on the extant research on conducting per-
sonal therapy. Chapter 25 reports on a new study, specifically commissioned
for this book, on psychotherapists’ experiences in treating fellow clinicians.

Both the contributing therapist-patients and therapists’ therapists fol-
lowed common guidelines in preparing their psychobiographical chapters.
The guidelines were formulated to (1) promote continuity among the chap-
ters in the book; (2) afford convergence between the first-person accounts
and the subsequent research-oriented chapters; and (3) permit compara-
tive analyses between the complimentary experiences of therapists conduct-
ing personal therapy (part I1I) and those receiving it (part IT). The guidelines
for the firsthand accounts are reproduced in the appendix.

Our epilogue presents our efforts to synthesize the collective wisdom
found in this volume and to advance the ultimate integration of the expe-
riential, theoretical, and research perspectives on the psychotherapy of thera-
pists. As is evident in the structure of the book, we attempt to integrate the
experiences of, and linkages between, being a therapist-patient and being a
therapist’s therapist.
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THE QUESTION OF
PERSONAL THERAPY

Introduction and Prospectus

Jesse D. GerLLer, Joun C. Norcross,
& Davip E. OrLinsky

P ersonal treatment for psychotherapists—receiving it, reccommending
and conducting it—is at the very core of the profession of psycho-
therapy. Personal therapy or analysis is, in many respects, at the center of
the mental health universe. Our training, our identity, our health, and our
self-renewal revolve around the epicenter of personal therapy experience.
In their early classic Public and Private Lives of Psychotherapists, Henry, Sims,
and Spray (1973, p. 14) concluded: “In sum, the accumulated evidence
strongly suggests that individual psychotherapy not only serves as the focal
point for professional training programs, but also functions as the symbolic
core of professional identity in the mental health field.”

The vast majority of mental health professionals, independent of profes-
sional discipline, have undergone personal treatment, typically on several
occasions (see chapters 13 and 14). The overwhelming bulk of evidence, with
the exception of its inconclusive effects on subsequent patient outcomes,
supports the effectiveness of personal treatment. Fully 85% of therapists who
have undergone therapy report having had at least one experience of great
or very great benefit to themselves personally, and 78% relate that therapy
has been a strong positive influence on their own professional development
(chapter 17).

At the same time, upward of three-quarters of psychotherapists have
themselves treated a psychotherapist colleague or psychotherapist-in-
training (see chapter 25). Moreover, a substantial number of clinicians
occupy the special status known as “therapist’s therapist” (Norcross,
Geller, & Kurzawa, 2000), a position that provides unique gratifications

3



4 THE PSY(}HOTHERAPIST’S OWN PSYCHOTHERAPY

and profound satisfactions. The corresponding perils entail increased evalu-
ation anxieties, ambiguous boundaries, and the danger of turning one’s
therapist-patients into disciples or supervisees (chapters 26 and 27).

Perhaps most frequently cited are satisfactions—and problems—stem-
ming from the clinician’s “match” or “fit” with his or her personal thera-
pist. According to our authors, the foundation of favorable matches seems
to be built on reciprocal role expectations (Dryden, chapter 9), compat-
ible styles and professional philosophies (Geller, chapter 8), converging
cultural and social values (Brown, chapter 20), and congruence of recipro-
cal personality dynamics (Berman, chapter 18; Lictenberg, chapter 23;
Lasky, chapter 2).

Psychotherapists do not receive extensive training and supervised ex-
perience in working with therapist-patients, as they do with other “types”
of patients. In actuality, therapists have traditionally received little formal
training in the conduct of psychotherapy with fellow therapists. In many
(perhaps, most) instances, the only training therapists receive is that which
comes from having been patients themselves. Training institutions do not
typically provide guidelines to their therapists of the therapists-in-training
and provide little or no monitoring of these relationships. Complicating
matters further, there is still no organized body of knowledge that guides
the work of therapists’ therapists. Consequently, much of what therapists
do when the patient is a therapist is premised on unsystematized, often
unverbalized, assumptions about the similarities and differences between
the psychotherapy of therapists and the psychotherapies offered to other
“types” of patients.

There is no simple answer to the question: What distinguishes the psy-
chotherapy of therapist-patients from the psychotherapy of nontherapist
patients? As this book makes clear, there are deep similarities, and there are
important differences too. For example, it is self-evident that the situations
in which the psychotherapy of mental health professionals occurs are po-
tentially much different from those encountered during and after treatment
with patients who are not mental health professionals. Although therapists
differ in the importance they assign to such differences, there is widespread
agreement that there is a genuine and unambiguous need to advance our
understanding of the therapeutic challenges that are more or less particu-
lar to the psychological treatment of patients who are themselves therapists
or therapists-in-training.

As was mentioned in the preface, this book brings together theoreti-
cal, clinical, experiential, and research perspectives to bear on the question:
What distinguishes the psychotherapy of patients who are themselves thera-
pists or therapists-in-training?

This brief opening chapter introduces the “question of personal therapy.”
Specifically, we review the integrative structure of the book, profter a work-
ing definition of personal therapy, trace its evolution, and review its multiple
and yet singular purpose(s).



The Question of Personal Therapy 5

INTEGRATIVE STRUCTURE

We have structured this book in an integrative fashion, in at least three dis-
tinct ways. First, the book concerns itself with psychotherapists both re-
ceiving personal therapy (part IT) and conducting it (part III). The research
literature and the therapist’s therapists’ accounts demonstrate the direct
relevance of each to the other. Second, in both parts II and I1I of the book,
we integrate personal experiences with research findings. The narrative and
empirical perspectives have not productively interacted with each other when
it comes to the psychotherapy of therapists. It is only when clinical experi-
ences and empirical research are in close dialogue with one another that
true progress is made in understanding therapeutic change.

The third integrative structure of this book reflects the traditional
meaning of psychotherapy integration: the synthesis of different psycho-
therapy systems or theoretical orientations (Norcross & Goldfried, 2005).
The authors in this volume were chosen to reflect the diverse theoretical
traditions that inform clinical practice. An entire section (part I) of the book
is dedicated to the therapist’s therapy in different theoretical orientations.

DEFINING PERSONAL THERAPY

In this book, personal therapy is a broad and generic term encompassing
psychological treatment of mental health professionals (or those in train-
ing) by means of various theoretical orientations and therapy formats. Per-
sonal therapy can thus refer to 12 sessions of group therapy for a social work
graduate student, a year of couples therapy for a psychiatric resident, or
three years of intensive individual psychotherapy for a licensed psycholo-
gist. However, we reserve the term training analysis for the more specific
case of individual psychoanalysis required by a formal, postgraduate psy-
choanalytic institute. An entire chapter is devoted to the special case of the
training analysis (chapter 2).

For our purposes, personal therapy refers to psychological treatment that
is either voluntary or required. In most European countries, a requisite
number of hours of personal therapy is obligatory in order to become ac-
credited or licensed as a psychotherapist. In the United States, by contrast,
only analytic training institutes and a few graduate programs require a course
of personal therapy.

EVOLUTION OF PERSONAL THERAPY

Much has changed about the practice of psychotherapy since psychoana-
lytic theory and method were conceived. But two of Freud’s original ideas
continue to exert a powerful influence on the ways therapy is practiced and
therapists are trained. From the beginning, Freud proposed that personal
therapy was the deepest and most rigorous part of one’s clinical education.
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Freud (1937 /1964, p. 246) rhetorically asks in “Analysis Terminable and
Interminable”: “But where and how is the poor wretch to acquire the ideal
qualification which he will need in this profession? The answer is in an
analysis of himself, with which his preparation for his future activity begins.”
Freud (1926, p. 126) also had this in mind when he wrote:

No one who is familiar with the nature of neurosis will be aston-
ished to hear that even a man who is very able to carry out an
analysis on other people can behave like any other mortal and be
capable of producing the most intense resistances as soon as he
himself becomes the object of analytic investigation. When this
happens, we are once again reminded of the dimension of depth in
the mind, and it does not surprise us to find that neurosis has its
roots in psychological strata to which an intellectual knowledge of
analysis has not penetrated.

A recurrent theme of this book is the acknowledgment that it is easier
to be wise and mature for others then for ourselves. Berman (chapter 18),
among others (¢.g., Bridges, 1993; Fleischer & Wissler, 1985; Gabbard,
1995; Kaslow, 1984), has observed that therapists who cling to a sense of
strength and mastery are threatened by the dilemma of “needing help.” This
is one of the identity conflicts and narcissistic wounds with which psycho-
therapists are likely to struggle in personal treatment. These concerns are
related to the desire to be self-reliant, the quest for perfectionism, and the
deep fear of being an impostor.

Directly and indirectly, all of the therapist-patients in this book reported
that no matter how intellectually prepared they were to collaborate, they
could not “resist resisting.” Dryden (chapter 9) concludes his chapter by
saying that “I would not be a very easy client for most therapists. I have a
clear idea of what is helpful to me and what is not, and I have a definite
preference for self-help, which makes being in therapy a problematic expe-
rience for me if that therapy is not focused sharply on encouraging me to
help myself.”

Freud also recommended returning to psychotherapy as a means of
alleviating the burdens inherent in the practice of psychoanalysis. Freud
(1937 /1964, p. 249) proposed that “every analyst should periodically—at
intervals of five years or so—submit himself to analysis once more, without
feeling ashamed of taking this step.” As the chapters in part I make clear,
this view is compatible with those of other mainstream schools of psycho-
therapy. Existential, humanistic, interpersonal, systemic, relational, and
other models advocate personal therapy as an essential part of becoming a
psychotherapist. Consequently, many generations of psychotherapists have
been in their own personal therapy.

Their ranks have included many talented clinical writers who could have
described their interactions with their therapists in ways that illuminated
and clarified questions we are all obliged to think through as psychothera-
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pists. But, for undoubtedly complex reasons, very few psychotherapists
have written in a detailed and specific way about their experiences as pa-
tients in the first person. The profession has rarely embraced autobiogra-
phy either as a methodology or as a source of knowledge. This trend has
led psychotherapists to disguise and disavow their own patienthood when
using material from their therapies as “evidence” on behalf of their theo-
retical convictions. Kohut is perhaps the most striking instance. It has been
disclosed that in all likelihood Kohut, himself, was the patient under con-
sideration in his famous article “The Two Analyses of Mr. Z.” (Kohut,
1979), which signaled his turning away from classical analysis and toward
self psychology.

Like clinical case reports, autobiographical accounts of therapy are
neither publicly confirmable nor replicable. We make no claim that the
psychotherapists’ accounts of their treatment experiences are more accu-
rate than those provided by lay patients. Perhaps more than any other group,
therapists are aware of the unreliability and self-serving nature of remem-
bering (and forgetting). Nevertheless, autobiographical narratives consti-
tute a vital source of information about what is “helpful” and “harmful”
about therapy. Moreover, by asking the authors to address certain ques-
tions in their autobiographical accounts (see the appendix), we sought to
determine whether the themes reflected in their chapters converged with
the research findings.

At the same time, for better and for worse, psychotherapists experience
considerable pressure to be “good patients,” probably more so than lay-
persons. In turn, the potentially burdensome pressure to be successful is
felt more intensely by therapists when the patient is a colleague. The mo-
tivational thrusts of these pressures can be readily discerned in the chapters
written by Aponte, Wittine, Geller, Hill, and Berman.

Psychotherapists have also been reluctant to write about their work with
therapist-patients without resorting to “radical disguises” (Berman, chapter
18). Therapists’ therapists have offered a variety of meaningful and rational-
izing explanations as to why they would not write about therapist-patients.
The majority revolved around protecting privacy. Some said it seemed “too
personal” to write about psychotherapists as patients. Others said they would
only write clinical or theoretical papers concerning therapist-patients in a
distant, general, and abstract way.

Far more research attention has been devoted to the intellectual train-
ing and supervision of therapists than to the psychotherapy of therapist-
patients. Only in the last 15 years have systematic efforts to conceptualize
and research the psychotherapy of psychotherapists appeared regularly
in the literature. These investigations have focused almost exclusively on
the characteristics of therapist-patients and their experiences in receiving
personal therapy. Many important questions about the psychotherapy
of psychotherapists have not been answered or even asked by empirical
investigators.



8 THE PSY(}HOTHER.\PIST.’S OWN PSYCHOTHERAPY

WHAT IS MISSING?

In this regard, it is noteworthy that two crucial questions about the psy-
chotherapy of psychotherapists have not been answered or even asked by
previous investigators. We only briefly touch upon these in this book as
well. First, we cannot locate a single research study that assesses the lo-
gistics or effects of fee assessment on the psychotherapist’s personal treat-
ment. We simply do not know whether reduced payment, full payment,
no payment, or managed care coverage materially influences the process
and outcome. It is as though money has no place or significance in per-
sonal therapy, although it obviously does for both those secking it and
those rendering it.

Second, relatively little is known about the stage of life at which psy-
chotherapists seck personal treatment. The firsthand accounts of patient
therapists in part II of this book make it compellingly clear that therapists
seek different therapeutic goals at different seasons of their professional and
personal lives; yet there is little in the way of systematic study of the topic.

In discussing his own odyssey of personal therapy over a 45-year ca-
reer, Yalom (2002, p. 42) pointedly observes: “I entered therapy az many
different stages of my life. Despite an excellent and extensive course of therapy
at the onset of one’s career, an entirely different set of issues may arrive at
different junctures of the life cycle” (italics in original).

All of the therapist-patient accounts in this volume are grounded within
their own developmental context. As predicted by adult development theory,
the reasons for seeking personal treatment were frequently linked to anxi-
cties about their ability to deal with age-associated tasks. Dryden (chapter
9) sought Jungian analysis to prevent a midlife crisis. Hill (chapter 11) en-
tered therapy to deal with the opposing claims of family and career. Pinsof
(chapter 12) initiated couples treatment to address the pressures of his work
and marriage and then undertook a course of psychoanalysis analysis for
individuation during a critical time in his personal and professional devel-
opment. Normatively speaking, therapists enter personal treatment an av-
erage of two to three times during their careers—and probably for and
during developmentally propitious crises.

Psychotherapists seeking personal treatment repeatedly during their
careers supports Wiseman and Schetler’s (2001, p. 140) conclusion: “Per-
sonal therapy is perceived not only as an essential part of the training
phase, but as playing an important role in the therapist’s ongoing process
of individuation and in the development of the ability to use the
self, to achieve moment-to-moment authentic relatedness with one’s cli-
ents.” Indeed, as reviewed in chapter 17, multiple studies consistently dem-
onstrate that the enduring lesson taken by practicing clinicians from
their own treatment concerns the importance of the therapeutic relation-
ship and the centrality of nurturing interpersonal skills. This heightened
awareness may well translate into clinical practice, at least according to
self-reports.
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THE MULTIPLE YET SINGULAR PURPOSE
OF PERSONAL THERAPY

Mental health professionals seek psychotherapy at different times in their
lives for different purposes. Further, as we make clear in our epilogue, pro-
ponents of disparate theoretical orientations accord different value to the
various purposes and parameters of personal treatment.

These pronounced and genuine differences, however, tend to obscure
the overriding commonality of purpose. Namely, the goal of the psycho-
therapist’s personal treatment is to alter the nature of subsequent clinical
work in ways that enhance its effectiveness. The actual mechanism of this
process is as complex and individualized as the number of psychotherapist-
patients (and their therapists). But there are at least six recurring common-
alities in the literature on how the therapist’s therapy is said to improve his
or her clinical work (Norcross, Strausser-Kirtland, & Missar, 1988).

Goal of Personal Therapy Mechanism of Improved Clinical Work

e Improves the emotional and e Makes the clinician’s life less neu-
mental functioning of the psy- rotic and more gratifying
chotherapist

e Provides the therapist-patient with ~ ® Enables the therapist to conduct
a more complete understanding of treatment with clearer percep-
personal dynamics and interper- tions and reduced countertrans-
sonal elicitations ference potential

o Alleviates the emotional stresses  ® Deals more successfully with the
and burdens inherent in the “im- special problems imposed by the
possible profession” craft

® Serves as a profound socialization  ® Establishes conviction about the
experience effectiveness of psychotherapy
and facilitates the internalization

of the healer role

o Dlaces therapists in the role of the  ® Increases sensitivity to and respect
client for the patients’ struggles

e Offers an intensive opportunity to  ® Models interpersonal and techni-
observe clinical methods cal skills

The ostensible paradox is resolved: multiple purposes toward the sin-
gular goal of improving clinical work in a profession where one’s own health
and wholeness is an indispensable foundation.

IN CLOSING

This integrative book provides a state-of-the-art compendium of what is
known about undergoing, recommending, and conducting psychotherapists’
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personal treatment. It is intended to be both descriptive and prescriptive,
as the personal narratives and the research reviews both point to evidence-
based practices.

At the same time, we hope the clinical accounts and research reviews
will stimulate others to consider the fundamental, yet neglected, questions
surrounding the psychotherapy of therapists. Such questions include: What
particular aspects of their own personal therapies are therapists likely to
repeat with their own patients? Do the payment arrangements for personal
therapy materially impact its process or outcome? What distinguishes the
treatment of mental health professionals who undergo therapy at different
stages of their careers? What special considerations attend to the decision
to medicate or hospitalize a mental health professional? What are the addi-
tional burdens and special problems posed by therapists mandated by pro-
fessional authorities to receive treatment? What criteria can a therapists’
therapist trust to distinguish countertransference-based doubts about pro-
fessional competence from the reality of overextending oneself? Is treating
a fellow mental health professional without specific training and supervi-
sion analogous to working outside of one’s area of competence?

We extend a cordial invitation to study how one’s efforts to master psy-
chological problems and to find solutions to basic existential questions are
reflected in one’s treatment of patients, be they therapists or nontherapists.
We hope to initiate a dialogue on what the therapy of therapists can teach us
about the person of the therapist and how to more effectively treat all pa-
tients, therapists and nontherapists alike. This book is a beginning.
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THE TRAINING ANALYSIS
IN THE MAINSTREAM
FREUDIAN MODEL

Ricuarp Lasky

he clinical analysis of the candidate in training, known as the train-

ing analysis, is usually considered to be the most important compo-
nent of the tripartite model of psychoanalytic training. The other two
components are didactic coursework, in both theory and technique, and
conducting supervised analyses of a number of patients. Freud’s early fol-
lowers read his works avidly, and they made pilgrimages to Vienna from all
over the world in order to be analyzed by him. From the very beginning
being analyzed was as important as reading Freud’s papers. The rush to be
analyzed, preferably by the master himself, was not because it was a require-
ment of some sort or because Freud’s original students suffered particu-
larly severe psychopathology themselves. It occurred because they were so
taken by psychoanalysis as the only real method of knowing themselves. The
idea that one has unconscious motives that play a greater role in mental life
than do one’s conscious intentions was both revolutionary and electrifying,
and the first generation of analysts were eager to have firsthand experience.
It is also probable that they flocked to analysis in identification with Freud,
who made such prominent use of his own self-analysis in his discoveries about
the unconscious.

It is likely that the first generation of analysts would have had some of
the same kind of unconscious ambivalence about being analyzed that any
present-day patient has. But whatever ambivalence may have given them
pause, intense curiosity—combined with the high level of intellectual ex-
citement surrounding psychoanalysis—drove those first-generation analysts
forward. It was unthinkable that anyone wanting to become an analyst would

15
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not be analyzed as part of the process of becoming an analyst. Lack of in-
terest in being analyzed or, especially, outright resistance to the idea, was a
contradiction in terms that would have been incomprehensible to Freud
and to the other early analysts. In that day there was never a problem get-
ting reluctant aspiring analysts to go into analysis—there were no reluctant
aspiring analysts; the problem was getting enough analysts to supply the
continuously growing demand.

In Freud’s view (1910,/1957) the training analysis was in itself an edu-
cation, albeit an unorthodox one. Freud thought that no unanalyzed per-
son could possibly know how powerful and extensive the unconscious is.
No amount of ordinary education—that is, no amount of book learning,
supervision, or discussion—can adequately convey the immensity of the in-
fluence that the unconscious exerts over all of mental life. And, by defini-
tion, not just the reach but also the extent and the nature of the unconscious
are incomprehensible outside an analysis. One cannot consciously know about
the contents and functions of the unconscious because we have in place ac-
tive psychological defenses that are specifically designed to prevent such
knowledge. This is because most—not all, but almost all—of the unconscious
is composed of forbidden wishes, unacceptable desires, and taboo ideas. In
addition, narcissistic considerations also cause us to defend against knowing
the power and extent of the unconscious. Most people like to think that they
have free will, that they are in control of their destiny, that they know them-
selves well, that they are basically in charge of their thoughts, feelings, and
actions. Learning how untrue this is can be a narcissistic injury, a serious in-
sult to one’s self-esteem. Because the motives for keeping the unconscious
as fully unconscious as possible are so powerful, nothing less than an analysis
itself, Freud thought, is capable of bringing it into the light.

In Freud’s earliest model of psychoanalytic action, the whole work of
analysis was to make the unconscious conscious. It was not until 1923 (The
Ego and the Id), when Freud added the structural theory (the id, the ego,
and the superego) to the earlier topographical theory (unconscious, pre-
conscious, and conscious), that the famous dictum “Where there is uncon-
sciousness, consciousness shall be” was changed to “Where there is id, ego
shall be.” Freud doubted (1912/1958b, 1915,/1958a) that any analyst
could help patients realize this goal if she or he could not do it for herself
or himself. The problem for an unanalyzed analyst is obvious; aware of the
fact that almost all of mental life is unconscious but unable to appreciate
the vast scope of its influence with any personal immediacy or conviction,
she or he will inevitably stop short of revealing to the patient the full extent
of the patient’s unconscious forces. Imagining that she or he has delved as
deeply into the patient’s unconscious as it is reasonably possible to go, an
unanalyzed analyst can go only as far as her or his own limited experience
with the unconscious permits her or him to go (Freud, 1915 /1958a). Thus,
Freud thought, the kind of education the analyst’s analysis provides is not
merely desirable, it is an absolute necessity if she or he is to do this kind of
work with others.
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In the very early days of psychoanalysis the training analysis was edu-
cational in another way, too. Unlike the way we practice today, in those
days teaching as well as “analyzing” was common during analytic hours.
Freud, his disciples, and their students commonly discussed theory and
technique (and sometimes each other’s patients) during analytic hours; this
was in addition, of course, to their informal meetings among themselves
(for example, at the famous Wednesday evening group). The “frame” was
considerably looser in those days, and one even saw interpretations offered
by letter and at professional meetings (if the folklore is true). In those early
times, when the number of analysts could practically be counted on one’s
fingers and toes, didactic material was frequently discussed in analytic hours.
The flexibility of the frame in those days, as now, was a byproduct of the
times. Those teaching moments appear to have been rather impulsive and
not intended be an intentional tool, a formal or specific technique, in the
conduct of the analysis. It seems clear that when Freud described the train-
ing analysis as educational he meant it in the sense associated with the ex-
pansion of consciousness rather than in the sense associated with didactic
teaching. However, it did take a long time for the practice of didactic teach-
ing and supervising to be fully abandoned in the training analysis. Part of
why this took so long may have been because the early analysts were so
heavily identified with Freud. The thing that really shifted didactic teach-
ing out of the training analysis, however, was the development of formal
psychoanalytic training programs in the “Eitingon model” (Eitingon pro-
posed his model for psychoanalytic training, and it was adopted at the 1912
meeting of the International Psycho-Analytical Association). In this model,
personal analysis, supervision, and course work are formally and officially
separated from each other. The training analysis, to be concurrent with the
other components of the training, ends at the joint discretion of the candi-
date and training analyst.

With personal analysis part of the official curriculum of training, which
is how it came to be known as the training analysis, a number of problems
arose, some clinical and others political. The first model of a training analysis
was, of course, Freud’s self-analysis. At the start, he analyzed prospective
analysts and told them if and when they were ready to treat patients of their
own. Some were physicians who were already treating patients according to
methods they gleaned on their own from Freud’s early writings, and they
came to Freud with a practice already in place. Unless they were totally crazy,
Freud did not tell them to give up their work. But he did advise them quite
directly about their capacity to continue to perform it, along with his analy-
sis of their strengths and weaknesses. That generation of analysts, trained and
analyzed by Freud, also practiced in a similar, informal manner with the next
group of (mainly) physicians attracted to psychoanalysis. The analysts in the
first wave of formal training programs, following where they thought Freud’s
original model led, routinely reported to the “institute” or to its “training”
or “education” committee on the candidate’s readiness to proceed in the
curriculum and when she or he could begin to do supervised analytic work.
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In the United States, doing just as Freud did with his original “profes-
sional” patients, this practice was common at most of the “medical” (Ameri-
can Psychoanalytic Association—aftiliated) institutes and, to a lesser extent,
at the independent “nonmedical” institutes, until comparatively recently,
when pressures from candidates and many of the faculty forced a change in
this policy.

Many candidates and faculty, including some training analysts, who
were opposed to the reporting part of the training analysis requirement were
convinced that it was mishandled by some training analysts and also by some
of the institutes’ education /training committees. Candidates with innova-
tive ideas or those who were attracted to alternate or competing schools of
analysis (the Kleinian model, for example, or the existential, cultural, or
interpersonal schools) were labeled “insufficiently analyzed” and could not
move forward in their training. Ultimately, they either toed the line, or they
had to go elsewhere—some by choice, others by necessity. (And this is how
some cities ended up with not one analytic institute but with two or three
competing institutes.) Those opposed to reporting argued that it had a stul-
tifying effect on the field.

Candidates with overly strong negative transferences as well as candi-
dates with legitimate complaints against their analysts, their supervisors, or
the institute were often lumped together by training/education committees,
which reacted as if any and every complaint could be nothing more than a
form of negative transference. And when the training analyst reported this to
the training committee, candidates with legitimate grievances could be, and
often were, held back in their educational progress. Candidates who were
attracted to either theoretical or institutional “enemies” of their training
analysts, which the analyst would learn about in the analysis, of course,
“needed further analysis” before they were ready to move ahead in the pro-
gram. Candidates were often assigned an analyst by the institute rather than
being able to choose from the pool of training analysts themselves, a practice
that still exists at some institutes today, hard as that is to imagine. Often, if
candidates found themselves in a bad fit with their assigned analyst they were
told the mismatch was their fault, that it was merely negative transference
going unanalyzed, and they too were often held back in their training.

But even with many of the faculty also dissatistied with reporting, chang-
ing the reporting system at the institutes was no easy task. There were, how-
ever, other faculty and candidates who did not think the potential for abuse
required trashing the whole system of reporting. This was a significant mi-
nority, and without minimizing or ignoring the problems associated with
politics and power, they raised some of the positive issues concerning the
impact of reporting. They reminded everyone that the reporting analyst model
served other, quite legitimate ethical and pedagogical issues.

Many of the problems and abuses of the system, the supporters of re-
porting argued, were created by the practice of reporting on the specific
content of a candidate’s analytic work. Most supporters agreed that this
aspect of reporting was highly inflammatory and that it created more dif-
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ficulties than it ever solved. They suggested instead that reports should
be limited only to a yes or no answer (with no other elaboration) to the
question: Is the candidate veady to undertake the next stage of training?
(no matter which step was being considered). They assumed that this
would have a limiting effect on the potential for abuse, but they certainly
acknowledged that acting out would still be possible even under this more
stringent policy. The point was not to guarantee that acting out would
not occur, it was to make it as unlikely as possible. The vast majority of
training analysts and education committees did not act out in this way,
the minority argued, and jettisoning the system in its entirety just because
a tiny minority could abuse it seemed, to them, like throwing out the baby
with the bathwater. Given the fact that problems can still arise even with
this kind of limited reporting, what did they think there was to be gained
by continuing the practice?

Their argument rests on the premise that candidates come to training
with unresolved neurotic conflicts and then the training itself throws can-
didates into considerable additional conflict. Given the extremely high level
of conflict candidates experience, the training analyst, intimately aware of
the nuances of the candidate’s inner life, is in the best position to gauge
the readiness of a candidate to go forward. Conversely, she or he is also
in the best position to know when a candidate is swamped by inner turmoil—
either original or induced by the training—and, thus, whether a candidate
is ready to proceed. That may be so, argued the opponents of reporting,
but still, why not leave it up to the candidate? Because, the supporters re-
plied, candidates may not be sufficiently objective about themselves, par-
ticularly when their conflicts (or the defenses they employ in response to
them) may be blinding them to their own condition. Why not just leave it,
then, up to the supervisor? Because even supervisors may not be shown areas
of difficulty, both intentionally and unintentionally. Why not leave it up to
classroom instructors? Because classroom instructors also may not know
enough about the candidate. It is one thing to know whether or not the
candidate has passed the course and quite another to know whether or not
she or he is ready to progress in all parts of the training program, most
especially its clinical components.

An extremely bright, charming, charismatic narcissist, for example, can
easily pass all of the required courses with flying colors, but in truth one
really might not want to leave her or him alone in a room with a patient. A
manipulative candidate can carefully show only her or his most winning side
to supervisors, who, after all, see her or him for only 45 minutes once a week.
But it is not likely that candidate-patients will be equally able to hide, say, a
shallow capacity for object relationships or a tendency to use others—including
patients—from their analysts. Such candidates, supporters argued, could,
conceivably, pull themselves together enough both in class and during su-
pervision so that the depth of the problem is essentially hidden to anyone
who does not know them with sufficient intimacy. This, they argued, would
pertain despite the fact that the teachers and supervisors are trained analysts.



20 DIFFERENT THEORETICAL ORIENTATIONS

Teachers and supervisors might notice a tendency of that sort, for example,
but the analyst would have a realistic sense of just how deep the problem is
and whether or not it presents insurmountable impediments to the work.
Opponents to reporting have suggested the opposite: that the analyst may
not know how the candidate works. That is, that the analyst, blinded by
the candidate’s conflicts, may not be aware of the candidate’s higher level
nonregressed functioning. Supporters considered this highly unlikely, but
unfortunately neither group had any empirical support for their strongly
held views.

In opposition to this point of view, however, we have considerable anec-
dotal material suggesting that analyses that involve reporting are compro-
mised. That is, no “real” analysis takes place because candidate-patients will
not open up sufficiently or will actively hide their conflicts because they fear
the analyst’s reaction. In other words: “I can’t let the analyst really know what’s
going on inside me because, once knowing that, she or he will never let me
progress in the training or graduate.” Whether this is a paranoid concern or
a reality, reports of “hiding” from the analyst are common. Whether this is a
grandiose claim (“I can successfully keep hidden from the analyst that which
I do not want her or him to see”) or an actual ability, reports of participating
in “false” analyses are also common. Given the stories of such abuse, one may
wonder whether all of the anxiety about this is based only on reality consid-
erations; after all, such ideas are consistent with the kind of transference para-
digms and fantasies that typically arise in analysis, ideas in which the “powerful
and dangerous” father or mother disapproves of, damages, attacks, withholds
from, punishes or gives rewards, gratifies, satisfies, and loves the relatively
helpless child. Whether today’s training analysts could be trusted not to abuse
the reporting system is an empirical question; it is a question that anecdotal
evidence about the past cannot prove, but the psychic reality of such con-
cerns, even today, is indisputable.

Being a training analyst myself, having served as both chairman of the
faculty and of the committee that appoints training analysts at a psycho-
analytic institute, and having discussed the experience of being a training
analyst with a number of other training analysts, I can tell you that my ex-
perience does not support those fears. Training analysts just do not “lie in
wait” for the “evidence” that will let them get their patients kicked out of
the institute; I find the problem to be just the opposite. If anything, I think
training analysts sometimes overlook and even minimize pathology that
really exists because they often are overidentified with their candidate-
patients. The unconscious fantasy generated by this identification brings
about reaction formations against any reservations that might “unfairly”
prevent their patient from progressing or graduating. Or they fear that a
negative analytic report will be a reflection not on the patient, but on their
own skills as a training analyst. This discussion of reporting versus non-
reporting has not been just an interesting side issue; the question of the
candidate’s ability to get a real analysis in training has been and still is a
central pedagogical concern.



Analysis in the Mainstream Freudian Model 21

Having described how the training analysis developed and having de-
scribed some of the arguments for and against the practice of reporting, I
will now say what is perhaps the single most important professional capac-
ity the training analysis is intended to make available. I will begin by stat-
ing a problem; that is, that psychoanalysts are in a profession in which their
personalities are constantly at risk. (This idea was first brought to my at-
tention by Anna Freud [personal communication, 1964].) To express this
in clinical terms, the problem is this: psychoanalysts (being myself a work-
ing analyst, I will now switch my stance to the first person in describing
these things) are in a calling in which we hear what no one else wants to.
The average doctor, traumatized by hearing the kinds of the things we have
to hear, might be inclined to prescribe a couple of aspirins, or some Prozac
or Zoloft, and then tell the patient to come back next month or, better yet
(if the doctor is sufficiently traumatized), next year. Even many psycho-
therapists might be tempted to refer a patient elsewhere if they get a hint
that the patient is going to make them quite uncomfortable. But we ana-
lysts don’t have the luxury of turning away from anxiety-provoking patients
in self-defense. If anything, when we say “Tell me more,” we have to really
mean it. And we don’t just want to sear more about it, we don’t just want
to intellectunlly understand it, we want to let it get inside of us; that is, to
have it resonate and reverberate, psychologically, inside of us, potentially
aiding or doing damage, in order to properly do our work.

In this work we regularly make trial identifications with our patients,
with their conflicts, and with their objects. In order to be able to do that,
and to do it in a genuinely penetrating way, we have no choice other than
to revive conflicts in ourselves that had previously been more or less laid to
rest; laid to rest only after considerable work and struggle, and laid to rest
to our great relief. Our conflicts are revived, not merely remembered, tor
three reasons: (1) because activated conflicts are an essential constituent of
some of those identifications; (2) because only the unconscious, which
comes into play when they are revived, can put us in a position to make
interventions that strike the patient at multiple levels of psychic function-
ing simultaneously; and (3) because psychoanalysis is not an intellectual or
an educational encounter—this work is not simply a clever exercise in de-
ductive logic and inductive reasoning. Looked at in this way, we use our
personality much more in this work than we ever do our intellect. And
because that is the case—Dbecause we do not do psychoanalysis at a distance—
I will put the problem in a nutshell. Is there any kind of work in this world
where the tools never get dulled, chipped, or broken?

We walk a very fine line. We try to manage our identifications so that
they constitute a temporary, one might say a trial, experience, and we go as
deeply into it as we can while still maintaining it only as a trial. When reac-
tive conflict is revived in us we do not try to /imit it; instead, we try to con-
tain ity and, in that condition, we then bring the residually autonomous
aspects of our ego to bear upon it. When we are successful we develop a
deep, empathic relation to our patients, and we are then able to transform
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that state of mind, even if it is also based on some of the most painful of
our own inner experiences, into something useful for the treatment. When
we are working well, really well, we do this over and over again, and my
point is that it does not come without cost, sometimes a rather significant
cost.

When we are unsuccessful at this, when we become fixated in identifi-
cation or in counteridentification with our patients, their conflicts, or their
objects, and when the conflicts revived in us by working with a patient get
the upper hand, we become locked into some kind of countertransference;
then we support, or even initiate, action and enactment instead of analysis.
So you see, in each and every case, certainly when we are working badly
but even when we are working at our very best, doing analysis can be ex-
tremely hard on the equipment.

Let me use the following issue to help explain what I mean—What is
at work when boundary violations occur in an analysis? Do we simply as-
sume that the analyst had an inadequate analysis and managed, somehow,
to slip through the cracks? Do we assume that boundary violators are people
who, at heart, are narcissists, that they a// suffer from depression, impulse
disorders, a lack of frustration tolerance, weak egos, and weaker superegos?
Do we assume that all this simply escaped the attention of their analysts?
One thing we can probably assume is that analysts who have violated a
boundary almost certainly never expected it to happen. For many problem-
free years they are likely to have thought, when they heard about an analyst
overstepping the limits—just as you might be doing now—that such a thing
could never happen to them.

No doubt there are some disturbed individuals who slip through the
cracks, and individuals who fit our most negative stereotypes. But I think
they are a tiny minority and, not counting them, most investigators who
have reported on boundary violations (Gabbard, Peltz, and COPE Study
Group, 2001; unpublished discussion on ethics and the impaired analyst,
circulated on the internet to American Psychoanalytic Association listserv
members, 2001) say that narcissism, depression, lack of impulse control,
lack of frustration tolerance, and compromised ego and superego function-
ing, while present, were usually only latent in most analysts before they got
themselves in trouble. That’s interesting: only latent. They report a mix-
ture of those factors, which tend to move from latent to active under the
pressure of some crisis in the analyst’s life while, at the same time, the ana-
lyst is in a highly pressured, directly complementary, transference environ-
ment with a particular patient. The emphasis in these reports (and in other
as yet unpublished reports I am aware of) is always on how being the im-
mediate instinctual target of the patient plays into some kind of crisis in
the analyst’s life. Thus, for example, an analyst with some of those latent
problems, in the midst of an ugly and humiliating divorce, may fall in love,
and act out, with a patient who absolutely worships him in a highly charged
erotic transference. It takes a crisis in the analyst’s life, not just doing this
work, to revive his latent conflicts. But once those conflicts (differing, of
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course, from analyst to analyst) are revived, we can see how the pressures
of doing this work can further compromise the analyst.

Now let me turn this a bit on its head, because it is not necessary to act
out so grossly, or to be in a life crisis, in order to be sorely tried by our
work. Nor is every case in which we are sorely tried a negative one. Very
often even the most constructive analytic situations may trigger potentially
disorganizing conflict and anxiety. Let me give you an example that will
demonstrate how and why intense personal conflict is not exclusive to coun-
tertransference enactment; that is, I will show how anxiety can not only
impair but can also facilitate empathy, depending on the circumstances. I
want to tell you about a male patient in a training analysis, about whom I
have reported elsewhere in much greater detail (Lasky, 1989). During the
analysis he developed an intense, disturbing homosexual panic. He searched
his fantasy life and the transference for an explanation of his powerful but
repulsive wishes and fears, but without success. Like most men, he passed
through a passive negative oedipal phase. He relinquished the wishes of that
phase and buried the memory of them, also like most men, under the pres-
sure of castration anxiety. Why did he not readily find the source of his
homosexual panic specifically in the transference? It was, surely, a part of
his psyche: but at that time it just wasn’t a dominant feature of his transfer-
ence to me (and we know that in psychoanalysis timing is crucial). Thus,
having not resolved this through the transference, disagreeable ego-dystonic
homosexual wishes continued to arise, initiating fantasies that made him
feel “unmanned.” We remained pretty much in the dark about this until he
began to speak about a relatively new patient of his, a control case—a woman
who began her analysis with him about three or four months before his
homosexual panic started. It seems that her presenting problem was an
intense fear of penetration while, at the same time, she also found being
penetrated to be incredibly, almost unmanageably, exciting. This put her
in a state of almost constant tension, and here is how the difficulty shaped
up for my patient, her analyst. In order to appreciate what she was fearful
about, and to understand the other side of her feelings, her intense excite-
ment about penetration, my patient had to identify with her. But how, as a
man, was he supposed to appreciate either the intensity of her excitement
about being penetrated or the intensity of her fear, when his feminine iden-
tifications—and, most especially, the ones associated with sexuality—had
been renounced or ruthlessly suppressed; that is, forced to exist exclusively
in unconsciousness?

He was a good analyst, my patient, and very well suited for this work,
for despite the panic it put him into, he was able to reactivate (not remem-
ber, but reactivate) his passive, negative, oedipal wishes and fears, in order
to empathize with his patient. I am not suggesting that he was able to con-
sciously make the decision to do this. He did it automatically, and uncon-
sciously. My patient, as do all good analysts, pulled conflict-laden wishes
and fears out of hibernation as the basis for the necessary identification with
his patient and her concerns. The reemergence of those conflicts did not
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occur in the form of intellectualized memories of his past—that is, he did
not remember those old wishes and fears in relation to his father, which
was their original context. Instead, he experienced them as if they were brand
new and occurring all over again in the present.

You may be thinking that, as a man, he would never be able to know—
to know exactly—about those wishes and fears in precisely the way a
grownup woman would. And, of course, you are right. In fact, well be-
yond the question of gender, we know that no one can ever really know
exactly what someone else’s experience is like. But if you want to get really
close, as close to another human being’s experience as you can, this kind
of identification process, painful as it sometimes is, is the only way to do
it. This is what we analysts do; we expose ourselves to serious conflict many
times a day, every working day of our lives, in order to get into contact
with our patients. And this carries over from our work; these conflicts,
stimulated by our work, will often encroach on our play, disturb our sleep,
and impose themselves—sometimes dreadfully—into many, if not most,
other areas of our lives outside of the active work itself.

Not every identification is based on such thoroughly conflicted mate-
rial, but despite this we still have to experience conflict many times over as
we identify with our patients, their objects, and their specific conflicts. Every
time we examine a countertransference enactment we take the presence of
conflict in us for granted. But a high level of activated conflict is not lim-
ited to countertransference; remember that its presence is necessary just for
us to be adequately related to our patients (that is, to have empathy for
them at their most conflicted by experiencing transient identifications with
them at our most conflicted levels). And if what I have thus far said is ap-
plicable to working with garden-variety neurotics, the ante is upped con-
siderably in our work with the more disturbed kind of patient. You do not
even begin to know anything about the inner life of a typical borderline
patient, for example, without experiencing a certain amount of painfully
regressed functioning in yourself during that person’s treatment.

Constant exposure to conflict is traumatic even when it is someone else’s
conflict, and constant exposure to the reactivation of our own conflicts is
even more traumatizing. It is a long-term strain, and it can erode even the
strongest constitutions. It is exactly this that I meant when I said that the
analyst’s personality is constantly at risk. And this is why the training analysis
has become so central in its importance.

My statement about the risk involved in doing this work is not a pessi-
mistic harbinger (or a guarantee) of doom. Being “at risk” does not result
in definitely being “damaged”; it is not the same as “already harmed,” and
it does not automatically imply that a negative outcome is a foregone con-
clusion. It is well known, for example, that countertransference and enact-
ment are not necessarily permanent, and they can sometimes even be put
to very good use—when one is no longer a slave to them. In fact, some-
times it is only from the dilemmas we get ourselves into that it is possible
for us to see and appreciate subtle dimensions of the patient and of the trans-
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ference that have, until then, eluded us. And there is an even more positive
side to this. The value in experiencing revived personal conflict is not lim-
ited only to understanding the patient and the treatment better; incremen-
tal resolution of those conflicts brings about advances in the strengthening
of our own psychic apparatus, and this kind of growth is based on a singu-
lar kind of self-knowledge that we can get in no other way (barring future
returns to analysis ourselves).

We do our best work even though, and sometimes because, we are im-
perfect, conflicted people. As we help our patients, we ourselves continue to
grow right alongside them. For analysts, remaining in a kind of psychological
status quo is not possible except in the shortest of short runs; in the long run,
our only choices are to regress or to move forward. If we run the risk of psy-
chological damage by practicing this trade, it is more than balanced by this
special opportunity for personal growth; opportunities for personal develop-
ment that are unequaled by any other occupation I can think of.

And now I return a final time to the central importance of the training
analysis, because the groundwork for this benefit is laid in the training analy-
sis. Training analysts intuitively, if not intentionally, pay particular attention
to establishing the kinds of ego and superego resources needed to withstand
the constant onslaught of conflict experienced in a life of doing analysis pro-
fessionally; as training analysts, we regularly work a little closer to the bone,
one might say. The development of what we usually think of as an “analytic
ego” and an “analytic superego,” which we consider to be so crucial to this
line of work, is not merely a simple, straightforward, identification with the
training analyst’s analytic ego and superego. If that were the case, it would
only be (by common definition) a kind of transference cure. It is established
only through particularly deep and thorough analysis—and then, and only
then, do we see the development of those functions as evidence of a particu-
larly high level of psychic structuralization that supports the work we do. No
one ever reaches the level of being entirely conflict free, but the manifesta-
tions of infantile and fractional solutions to our conflicts are substantially
diminished by the concentration and depth of our training analyses. Then,
afterward, those psychic capacities are both challenged and reinforced by the
work we live our lives through. Our psychic lives will continue to be con-
stantly examined as we resonate, and not just during working hours, with
material aroused in us by the analysis of our patients.
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THE ROLE OF PERSONAL
THERAPY IN THE FORMATION
OF A JUNGIAN ANALYST

Traomas B. Kirscu

personal analysis is central to become a Jungian analyst; it is the aim
of this chapter to describe the evolution of training analysis in ana-
lytical psychology and to present some issues which pertain to its practice.

HISTORICAL INTRODUCTION

Jung was the first to recognize the necessity of a training analysis and did
so in 1912 while still collaborating with Freud, who acknowledged this
important contribution when he wrote: “I count it one of the valuable ser-
vices of the Ziirich school of analysis that they have emphasized this neces-
sity and laid it down as a requisition that anyone who wishes to practice
analysis of others should first submit to be analyzed himself by a compe-
tent person” (Freud, 1912, p. 116).

After the break with Freud, Jung entered a long period of introversion,
experiencing many images and fantasies that he could not explain using
Freud’s theories. At first he referred to them as “primordial images” (Jung,
1961), later as “archetypal images.” These events, central to his self-analysis,
and described in Memories, Dreams, Reflections in the chapter “Confron-
tation with the Unconscious,” form the basis of all his subsequent theories
(Jung, 1963). Jung then described a collective level to the unconscious,
which he believed contained creative potential, extending Freud’s picture
of the unconscious as the repository of repressed infantile material. Within
his own theoretical framework the personal analysis was the core of an
analyst’s professional training. In 1946 Jung wrote the following about the

27
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training analysis: “anybody who intends to practice psychotherapy should
first submit to a ‘training analysis,” yet even the best preparation will not
suffice to teach him everything about the unconscious. . .. A complete
emptying of the unconscious is out of the question if only because its cre-
ative powers are continually producing new formations” (1946, p. 177).

At the conclusion of World War I, people from around the world, es-
pecially English-speaking individuals, came to Jung for consultation and
analysis. As a result of their analyses and their transference to Jung, many
wished to become analysts. They had come out of personal need, but they
literally were transformed into practitioners of a new profession. In addi-
tion to analysis, Jung offered a seminar in English during the academic year,
to which he invited many of his analysands. The English seminars contin-
ued until 1939, when World War II intervened, and were never resumed
because after his first heart attack in 1944 he went into semiretirement. Most
of those who sought out Jung in the 1920s and 1930s also saw a second
analyst during their stay in Ziirich. Usually this was Toni Wolft, who served
as Jung’s main assistant. According to Joseph Wheelwright, one brought
the “big dreams” to Jung, while Toni Wolff handled more personal mate-
rial (Wheelwright, 1975). This practice was called “multiple analyses,” with
the analysand consulting more than one analyst concurrently. Those who
spoke German could also attend Jung’s weekly lectures at Zurich’s Eigenosse
Technische Hochschul (ETH, Switzerland’s equivalent of MIT, where Jung
was professor of psychology).

After an undetermined period of time an individual would receive a let-
ter from Jung affirming that he or she was qualified to practice analysis ac-
cording to Jung’s methods; often the person returned to practice Jungian
analysis in the home country. Jung’s criteria for eligibility to receive this let-
ter of approval were never made explicit. To some he suggested more educa-
tion, a medical or psychological degree, while to others he made no such
recommendation. As in the early days of Freud, many individuals lacking
academic credentials became analysts on the basis of a personal analysis alone.

This was the state of affairs until 1948, when the C. G. Jung Institute
in Ziirich opened its doors to begin formal training, ending the period when
a personal analysis with Jung or one of his immediate associates became
the sole criterion to become an analyst. After 1948 an academic curricu-
lum, in addition to the personal analysis, was required for graduation. These
requirements were instituted worldwide in 1955 when the International
Association for Analytical Psychology was established. Though now part
of an institutionalized process, the personal analysis has remained central
to training. Before going into greater detail, I would like to present some
core concepts of analytical psychology.

Core Concepts

Dreams. The importance of working with dreams is paramount,
with an emphasis on the manifest content. The dream is seen as an



The Formation of a Jungian Analyst 29

“interior drama,” compensatory to the attitude of consciousness.
Not only is the retrospective origin, the “where from” of the
dream, examined but also its prospective “where to”—that is, the
potential development to which the dream points.

Psychological type. Important factors influencing many analyses are
Jung’s two attitudes of introversion and extraversion, and his four
functions: sensation, intuition, thinking, and feeling.

Transference and countertransference. Although borrowed from
psychoanalysis, these terms have a different meaning for analytical
psychology. The transference includes not only projections from
past family figures but also potential for future development, still
dormant in the unconscious, which is projected onto the analyst.

Dianlectical rvelationship. The analysand and analyst are equally
involved in the analytical relationship. The analyst’s subjective
reactions are an integral part of the therapy and are not seen only as
neurotic countertransference. Nor is the Jungian analyst considered
a blank screen.

Symbolic versus developmental. There is a basic divide between those
Jungians who utilize a more developmental approach and include
post-Freudian psychoanalytic theories in their orientation, and
those who adhere closely to Jung’s basic writings and his methods
of working, as handed down by those who analyzed with him. The
majority of Jungians fall somewhere between the two extremes.
Depending on the approach, this will affect the frequency of
sessions per week, the use of the couch versus chair, the emphasis
on transference /countertransference interpretations, the impor-
tance of early development, and the nature of dream interpretation.

U.S. AND EUROPEAN TRAINING GUIDELINES

In addition to the theoretical and technical differences among Jungians,
there are also political issues that account for wide variation in what consti-
tutes the training analysis. For instance, in England the influence of Kleinian
and British object relations theorists is very strong. In the United States,
which lacks a national Jungian organization, the training situation is very
different from all other countries, where a national organization determines
training standards. In the United States, each locally accredited institute
within the International Association for Analytical Psychology needs only
to adhere to the basic minimal standards of the International Association
and is free to set its own standards. There is wide variation among U.S.
training institutes in the emphasis on developmental or classical Jungian
theories and methods.

Another important issue is the category “training analyst.” Most of the
major training institutes have established such a category. The San Francisco
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Institute, where I trained, makes no such distinction. Its founders believed
that the category “training analyst” would create a problematic hierarchy;
they also wished to provide the candidate-in-training a wide choice among
personal analysts; however, they stipulated that to supervise control work
with a candidate, the analyst must have been a member in good standing
for five years. This policy seems to have promoted openness to both devel-
opmental and classically Jungian theory, and enabled the inevitable tensions
that arise to be contained without divisive splitting.

A further political issue is the role of the personal analyst in evaluat-
ing an applicant during the admissions process or the candidate during
training. In the early days of the Jung Institute in Ziirich, the personal
analyst was intimately involved in the evaluation process (Hillman, 1962b,
p- 8). Until recently, many other major institutes followed this example.
In the San Francisco Institute, the personal analyst was forbidden to par-
ticipate in his or her analysand’s admission or evaluation processes, so as
not to overburden the already difficult work of analysis and to prevent
potentially disturbing analytic material from being withheld by the can-
didate fearing that this information might prevent passage to the next
phase of training.

CURRENT TRAINING ISSUES

Now, as we are aware of boundary issues in analysis, and what happens when
they are transgressed, this policy has changed in every training institution
around the world. The philosophy is to preserve the privacy of every
candidate’s personal analysis. The task of evaluating candidates has now fallen
to reviewing committees that collect information from seminar leaders, su-
pervisors, and control analysts.

In spite of these provisions, the analyst is still likely to regard the can-
didate in analysis differently from other analysands. First, the person who
enters analysis with the idea of becoming an analyst has a definite aim or
goal beyond his or her own therapy. This person wishes to have the analy-
sis serve the ego aim of becoming an analyst, which means forming some
kind of identity with the analyst, often raising unresolved issues for both
the analyst and analysand. Such an aim is clearly different from that of a
person who comes for the relief of symptoms. In the nontraining analysis,
there is an endpoint at which the analyst and analysand separate, whereas
in the training analysis there is a continued connection in their shared pro-
fessional world. Another way to express this is in terms of the tension be-
tween individuality and collective responsibility. The personal training
analysis must, on the one hand, honor the individual expression of the
analysand; on the other, it has a collective responsibility to the Jungian
community to affirm certain basic values. Each analyst has an individual
relationship to the professional group, and the candidate must forge his or
her independent relationship to the same professional community. Much
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of this work happens through the personal training analysis, but the ques-
tion remains whether a truly independent relationship, free of transference
residuals, is ever possible.

Academic knowledge helps orient the developing analyst, but personal
analysis provides the model for his or her own professional work. With time
and experience the new analyst develops a unique style, which continues to
evolve over the course of his or her professional career.

THE TRAINING ANALYSIS

In my experience, most Jungian analysts acquire a great deal more analysis
than is required for graduation or certification. The usual requirement is
that the entering candidate have a minimum of 100 to 200 hours of per-
sonal analysis before beginning training. Most programs require candidates
to be in analysis during the training period. Many trained Jungian analysts
go back for further analysis as different life circumstances arise. In fact,
analysts are encouraged to return for analysis at nodal points. Freud also
believed that one should go back every five years for further analysis, al-
though in those days the analyses were much shorter. As the Jungian com-
munity is relatively small, and members are likely to know each other, many
analysts seek further analysis with non-Jungians. Furthermore, today there
is much more crossfertilization between analytical psychologists and psy-
choanalysts than formerly, so that many Jungian analysts want the expe-
rience of having their personal material dealt with in the language and
philosophy of another school.

Often a candidate in Jungian training is advised to have analysis with
both a man and woman, or with an analyst of a particular psychological
attitude or type, in the belief that gender and psychological type influence
the nature of the dialectic in ways deemed desirable for that candidate’s
development. The practice of seeing more than one analyst concurrently,
referred to above as multiple analysis and examined in greater depth else-
where (Kirsch, 1976), has been much debated within Jungian circles. On
the one hand, it dilutes and splits the transference; on the other hand, new
and valuable material is evoked. Today, with our greater sensitivity to trans-
ference issues, this practice of seeing more than one analyst during training
has become less common.

Fordham (1962) has provided a rationale for the many hours of per-
sonal analysis that Jungian analysts have today. He says that it is impor-
tant for trainees to experience as many psychopathological states in
themselves as possible. In fact, he encourages candidates to experience
these psychopathological states in their training analyses, because then
they will be able to cope with them more readily when they face the same
issues as analysts. Equally, the trainees can learn to identify the parts of
themselves that are healthy, not requiring analytic work, and serving as a
source of strength (Fordham, 1962).
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LIMITS OF PERSONAL ANALYSIS

Fordham also says that an unresolvable pathological nexus exists between
any patient and his or her analyst, regardless of the length of analysis. This
factor will also influence the training analysis. Full elucidation of infancy
and childhood will minimize the influence of unresolved complexes upon
the analytic relationships the new analyst will form with subsequent
analysands. However, some traumatic experiences can be elucidated but not
necessarily changed, hence the concept of the “wounded healer.”

All too often a candidate’s unresolved complexes are projected onto
the local society in which he or she will practice. In this way the profes-
sional community, to some extent, is seen through the scrim of one’s fam-
ily of origin, in both its positive and negative lights. Concurrent with this
are the many transference /countertransference residuals between individual
members that are never fully resolved, and exist in every society, regardless
of'its philosophic school or analytic method; the extent and intensity of these
differences, far more than any philosophical disagreement, determines
whether a group will remain together or divide (Kirsch, 2000).

A lifelong pursuit of inner growth and personal development is the sine
qua non of the Jungian analyst. Analytical psychology has undergone many
changes in its evolution as a profession and a psychoanalytic discipline, yet
throughout, a personal analysis remains at the core in shaping the present-
day Jungian analyst.
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PERSONAL THERAPY AND
GROWTH WORK IN
EXPERIENTIAL-HUMANISTIC
THERAPIES

RoBerT ELLioTT & RHEA PARTYKA

he experiential-humanistic tradition in psychotherapy subsumes sev-

eral therapies that share core concepts and values. These therapies
include classic approaches such as person-centered (e.g., Rogers, 1961),
gestalt (e.g., Perls, Hefferline, & Goodman, 1951), and existential (e.g.,
Schneider & May, 1995), as well as neohumanistic approaches such as
focusing-oriented (e.g., Gendlin, 1996), experiential (e.g., Mahrer, 1989),
and process-experiential /emotion-focused (e.g., Greenberg, Rice, & Elliott,
1993) psychotherapies. While therapists in this tradition vary in how they
work with clients, all share a set of common values ( Elliott, Watson, Goldman,
& Greenberg, in press), including support for immediate experiencing, client
self-determination, personal and political pluralism/equality, wholeness,
therapist presence or authenticity, and personal growth throughout the life
span.

This last value means that, in these therapies, individuals are viewed as
possessing a growth tendency, regarded as an ever-present developmental
tendency that forms the basis of therapeutic change. This tendency involves
a continual process of reorganizing experiences at increasingly higher levels
of complexity, thus maintaining and enhancing the self, as well as attaining
maximum creative flexibility in whatever environment persons find them-
selves (Greenberg et al., 1993). Two important resources that support this
growth tendency are self-awareness and a lifetime of learning and experi-
ence. A therapist can and should support his or her own growth tendency
through ongoing personal growth activities that foster self-awareness in a
variety of contexts.

34
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In this brief chapter, we provide an overview of therapist personal
growth work that is vital to living these values and becoming competent as
an experiential-humanistic therapist. Thus, we argue that personal therapy
is valuable only insofar as it facilitates personal growth in the context of a
therapy that emphasizes awareness of immediate experience and supports
personal agency—all of which takes place within an egalitarian, authentic
therapeutic relationship that pursues wholeness through integration of
multiple, often conflicting, aspects of self.

In addition, this tradition recognizes (and has pioneered) other growth-
facilitating practices besides formal psychotherapy. These other avenues
include in vivo experiential workshop training, growth groups, personal
journaling, and broadening life experiences. Many of these activities have
multiple goals, including both education and personal growth, and, in some
cases, dealing with problems.

FUNCTIONS OF PERSONAL THERAPY
AND GROWTH WORK

Continuing therapist growth is vital because experiential-humanistic thera-
pies require more than technical mastery. They depend on the person of
the therapist being empathically attuned to the client’s experiencing; priz-
ing the client’s strengths and vulnerabilities; tolerating the client’s rough
edges and interpersonal prickliness; and being authentically present. This
means being self-aware, including awareness of one’s blind spots and spe-
cial sensitivities; being on good terms with the different aspects of one’s
self; and being able to handle conflict, inconsistency, and ambiguity—both
in oneself and in others.

More specifically, personal therapy and other growth activities serve
several important functions. First, they provide experience-near learning.
Within the experiential-humanistic tradition, immediate lived experience
is assumed to lead to richer, more useful learning (knowledge by acquain-
tance versus knowledge by description). Such “anchored instruction”
(Binder, 1999) is more readily retained and thus more accessible for later
use with clients. Second, personal therapy and other growth activities are
held to provide the basis for the therapist’s genuineness ov authenticity with
clients (although there is no formal research to support this claim). In any
case, if the therapist has personally experienced the process that he or she is
offering the client, the offer has greater moral weight. Third, these activi-
ties enhance therapist empathy and prizing. If the therapist has personally
been through what is being offered to the client, he or she will also be
better able to understand the client’s experience, and that will help the
therapist to be more responsive to the client’s moment-to-moment ex-
periencing. Fourth, personal therapy provides a means for managing
training-related stress and vulnerability. Because mastering psychotherapy
requires so much of the therapist as a person, and because therapists-in-
training typically have so much of their self-identity tied up in the image
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of themselves as therapists, they approach the training process with con-
siderable anxiety and vulnerability (Rennie, 1998).

Writers in the experiential-humanistic tradition have often strongly
advocated that therapists-in-training take part in some form of personal
growth work, including therapy. We will sample some of these arguments,
organized into person-centered, gestalt, existential, and process-experiential
orientations.

PERSON-CENTERED THERAPY

Personal therapy is often encouraged in person-centered therapies. For
example, Garfield and Kurtz (1976) found that, when compared with thera-
pists from a learning theory orientation, therapists from Rogerian, human-
istic, and existential orientations held more positive views toward personal
psychotherapy. However, their views were slightly less favorable than thera-
pists from an analytical and neo-Freudian group.

A common theme in training client-centered therapists is that the trainee
is engaged in a process of “personal becoming” (Patterson, 2000), which
involves growing beyond self-consciousness and reactivity with clients and
learning to become more open to one’s own and the client’s experiencing,.
For example, Rennie (1998) suggests that it is important to help trainees
learn to feel comfortable working with their own inner experiences, par-
ticularly when these involve uncertainties, insecurities, and doubts.

In the development of client-centered therapy, an early emphasis on
technique diminished during the 1940s and 1950s, as attention to the
trainee’s underlying experience and relational attitudes increased. Thus
Pagell, Carkhuft, and Berenson (1967) found that while attending skills
and summarization of feeling can be learned didactically, the ability to cre-
ate and maintain an empathic relationship is better learned experientially.

In addition, Mearns and Thorne (1988) argue that the investment of
the self of the therapist in the therapeutic process cannot be overempha-
sized. Concepts such as acceptance, empathy, and genuineness are not solely
reserved for the therapist’s relationship with his or her clients but must also
be extended to self; if they are to be effective. Therefore, a therapist’s will-
ingness to give attention and care to self should be required, out of a sense
of responsibility to clients.

Barrett-Lennard (1998) differentiated between two main reasons for
which a therapist trainee may decide to enter personal therapy: for emo-
tional healing, perhaps due to painful inner conflict or suffering; and for
personal growth and learning. Rogers (1951) suggests that it should not
be expected that personal therapy will permanently remove all likelihood
of conflict or eliminate the possibility that the therapist’s own needs may
interfere with therapeutic work. However, a therapist’s personal therapy
should sensitize him or her to the types of attitudes or feelings the client
may be experiencing. Personal therapy should also allow the therapist to
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become empathic at a deeper level. Nevertheless, the decision to engage
in personal therapy should be dependent on the individual needs of the
trainee. In fact, required individual therapy for trainees is not consistent
with a client-centered approach. However, opportunities should be avail-
able so that the trainee is able to utilize them whenever he or she feels the
need.

In addition to making personal therapy available, other growth-oriented
educational and self-help experiences are typically built into person-centered
training programs. For example, a therapist-in-training may experience
personal growth while working with a supervisor on personal issues that
are relevant to his or her effectiveness as a therapist. In addition, support
groups can provide an environment in which therapists work to cultivate
self-acceptance and a willingness to face the truth. Learning to listen to
oneself is an important skill that can be developed through talking with
others, prayer, meditation, journaling, or experiential focusing (Gendlin,
1996), all of which can be understood as forms of self-therapy (Mearns &
Thorne, 1988). Finally, person-centered therapists also grow through work-
ing with clients. For example, after termination with a client, Mearns and
Thorne (1988) encourage therapists to explore their experience of the
therapy, asking themselves “What have I learned from this client?” and
“How have I been affected by this experience?”

GESTALT THERAPY

Personal growth is regarded as an essential aspect of training and practice
in Gestalt therapy. However, compared to client-centered therapy, the
Gestalt tradition puts much more emphasis on personal therapy and orga-
nized personal growth within the context of training.

Clarkson (1989) argues that therapists have a professional and ethical
responsibility to continue the process of self-development, including per-
sonal therapy. Korb, Gorrell, and Van De Riet (1989) and Clarkson (1989)
argue that personal therapy should begin during training, before therapists
begin seeing clients for themselves. Therapy is generally believed to reduce
the possibility that the therapist’s own dysfunctional processes will distort
therapy, and Clarkson (1989) argues further that therapy helps counter the
undue influence of charismatic teachers. Furthermore, these writers say that
Gestalt therapists should continue in personal therapy with an expert thera-
pist throughout their career, to process emotions, to obtain support, to
prevent problems, and to maintain sensitivity to the vulnerability and anxi-
ety typically experienced by clients.

On the other hand, Enright (1970) has argued that it may be inappro-
priate to require therapy of trainees, as it is expensive and tends to be nar-
rowly focused on problems rather than playful exploration, which he argues
is the essence of Gestalt work. Instead, he describes experiential training
groups that resemble group therapy in many ways.
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Much gestalt training takes place in experiential workshops or group
formats. For example, the awareness training groups described by Enright
(1970) are designed to help trainees unlearn their habits of suppressing
immediate awareness. Such groups typically begin with a simple awareness
exercise. After group members process their responses, the trainer asks one
person to take part in a live demonstration of an unblocking exercise aimed
at expanding awareness. Enright views the group format as the most effec-
tive setting for awareness training, as it allows trainees to see others work.
Emotional safety issues are handled by allowing volunteers the opportu-
nity to stop participation in an exercise at any time.

Daldrup, Beutler, Greenberg, and Engle (1988) describe a similar expe-
riential workshop within their training protocol for focused expressive psy-
chotherapy, a manualized version of Gestalt therapy. A form of group work,
led by experienced therapists, the format includes an initial “check-in” time
to allow group members the opportunity to identify their desire to work,
personal work in the form of one or more in vivo demonstrations, and feed-
back and processing time to relate what has happened to theory. These au-
thors emphasize the importance of balancing therapy with didactic elements,
so that both learning and personal growth needs are met. The nature of the
group work evolves over the course of training. In the initial phase of train-
ing, the group work is more therapeutic in nature; however, by the middle
phase of training it has become a combination therapy-training group, as
group members begin to assume the role of therapist in the group.

Writers in the Gestalt tradition have also noted that learning on one’s
own can be effective. In fact, the first half of the classic Gestalt text (Perls
etal., 1951) consists of a sequence of 18 graduated experiments. The for-
mat consists of an initial theory presentation, followed by instructions for
one or more exercises. Exercises begin with simple awareness (“feeling the
actual”), progress to remembering and anxiety, and finally explore the classic
gestalt contact boundary disturbances: retroflection, introjection, and pro-
jection. Throughout the focus is on processes that interfere with successtul
completion of the experiment, providing a kind of self-help format.

EXISTENTIAL THERAPY

There is virtually no information on either training in or the role of per-
sonal therapy in existential therapy. However, Schneider and May (1995)
offer ordered sequences of skill-building exercises intended to help stu-
dents experience the key therapeutic process, “existential liberation,” for
themselves. These exercises are intended for a small group or workshop
context, and they consist of personal exercises and clinical exercises. The
personal exercises include the Who Am I exercise, role-playing an intrigu-
ing but generally suppressed side of self, and writing one’s obituary. The
clinical exercises are fairly standard awareness and helping skill training
exercises, in which students pair up and take turns in client and therapist
roles.
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PROCESS-EXPERIENTIAL THERAPY

Process-experiential therapy also emphasizes the importance of experien-
tial learning and awareness training, particularly with regard to emotional
experience, and draws parallels between training and therapy (Greenberg
& Paivio, 1997). Greenberg and Goldman (1988, p. 701) note the debate
between training the whole person versus training in specific skills. They
hold that “training which leads to attitudinal change and personal growth
is of great importance in experiential therapy because it allows trainees to
know in a personal fashion how the experiential change process works.”

Elliott and colleagues (2004 ) have developed an experiential train-
ing workshop format with therapeutic elements. Sessions include handling
of group issues, minilectures, brief self-exploratory group exercises to iden-
tify possible therapeutic markers, live or video demonstrations, and prac-
tice in “client” and “therapist” roles. The sessions typically end with
processing and discussion of the exercises.

In addition, Greenberg (2002) offers a series of self-led personal growth
exercises for students to use on their own in order to develop skills of emo-
tional awareness, emotion regulation, and changing emotion with emotion,
essential elements in an “emotion coaching” approach to process-experiential
therapy.

In focus group research carried out with 20 current and former stu-
dents on their experience of learning process-experiential therapy, Elliott
and colleagues (2004) found that informants commonly reported experi-
ential workshop training as an important component of their training. Spe-
cifically, being in the client role was frequently mentioned as a helpful
component. Informants reported the value of “seeing it work,” “testing it
out with oneself,” “the experience of having tasks used on me,” and “dis-
covering that it works.” Students also mentioned the value of trying things
out in workshop first before using them with clients, and noted the impor-
tance of feeling safe in the workshop. In addition, many informants noted
the value of being in personal therapy.

CONCLUSION

For experiential-humanistic therapists, work on the self is never complete.
By viewing authenticity and personal growth as a continuous process of
“becoming,” therapists in this tradition dedicate themselves to a lifelong
task of learning and growing. Within this tradition, therapists view a dedi-
cation to personal growth as a responsibility to one’s client. A therapist
cannot authentically ask a client to engage in a given therapeutic process
unless he or she has also been through it!
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5

PERSONAL THERAPY IN
COGNITIVE-BEHAVIORAL
THERAPY

Tradition and Current Practice

ANTON-RUPERT LAIREITER & Urrike WiLLurzki

Pcrsonal therapy or some other kind of experience focusing on the per-
son of the therapist does not have a very long or deep tradition in
cognitive-behavior therapy (CBT). However, the integration of person-
related experience into the training of cognitive-behavior (CB) therapists
has been intensively discussed during the last 15 to 20 years, especially in
some European countries. Training is not the only context where personal
therapy is of importance in CBT. Many cognitive-behavior therapists (about
50% to 60%) engage in personal therapy at least once during their profes-
sional lives (Norcross & Guy, chapter 13; Norcross & Connor, chapter
15; Orlinsky, Rennestad, Willutzki, Wiseman, & Botermans, chapter 14).
Because most of them do not engage in cognitive-behavioral therapies
but prefer psychodynamic or humanistic orientations (Laireiter, 2000a),
their therapeutic style as well as their therapeutic competence may be
intensely influenced by these experiences. Until now it is not yet fully ac-
knowledged whether this kind of eclecticism is positive or problematic for
doing therapy in a cognitive-behavioral frame of reference. This brief chapter
gives an overview of the personal therapy of CB therapists.

CURRENT STATUS OF PERSONAL THERAPY IN CBT

Historically, the requirement for trainees to undergo psychotherapy has a
long tradition and goes back to Freud and other leading figures of early
psychoanalysis. Behavior therapists did not view personal therapy as neces-
sary, because therapy was not seen as a process of working through the
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unconscious and the transference neurosis but rather as a learning experi-
ence, in which one person, the client, learns with the help and technical
support of another, the therapist, to change behaviors, attitudes, and cog-
nitions. Within this framework it did not seem necessary for therapists to
be deeply aware of their own unconscious feelings, fantasies, and counter-
transference reactions in the therapeutic process. On the contrary, behav-
ior therapy stressed that change is due primarily to learning and to the sound
and technically adequate application of therapeutic methods. Thus, neither
undergoing a personal therapy nor completing some analogous experience
had a place in training in early CBT.

In fact, the opposite conviction was held. The idea and requirement of
a personal therapy were rejected (McNamara, 1986), mostly (as mentioned)
because it was seen as contradictory to the theoretical and methodological
principles of behavior therapy. Furthermore, it was believed that manda-
tory therapy for the therapist interferes with the principle of voluntary col-
laboration in CBT and thus may counteract the basic working factors of
this orientation. It was also argued that empirical studies do not show any
specific positive effect of personal therapy on the later effectiveness of a
therapist. Importantly, empirical studies found that personal therapy does
not always have positive effects but even may result in negative or harmful
outcomes (Pope & Tabachnick, 1994). Personal therapy was also perceived
as too expensive an experience for most training candidates. Last but not
least, personal therapy was seen as necessary not for all and perhaps for only
a few trainees (see DiGuiseppe, 1991; Gray, 1991; McNamara, 1986; Ramsay,
1980; Wright, 1991).

Although early behavior therapy firmly rejected the idea of requiring
personal therapy for trainees, this view has changed during the last 20 years
and is more balanced now. Today it is accepted that personal therapy may
be necessary and helpful for some trainees, and it is also accepted that such
an experience may be helpful in attaining important training goals in CBT.
In this context, specific personal qualities and interpersonal competencies
are sought, such as the development of a self-reflective working style, self-
knowledge about “blind spots” and inappropriate feelings toward clients,
knowledge of one’s interpersonal style and sensitivity, and promoting em-
pathy for the client (Laireiter & Fiedler, 1996). Some authors also under-
score the importance of therapy and self-exploration for the correction of
dysfunctional styles and for the development of personal, interactional, and
therapeutic competencies; for example, acquiring a positive view of clients
or adopting a resource-oriented and a problem-solving therapeutic style.
At the very least, it is assumed that this training element may be helpful in
the mediation of therapeutic competence by offering the trainee the possi-
bility to observe a model and to learn from it (DiGuiseppe, 1991).

Although the usefulness of some kind of personal therapy is widely
acknowledged in CBT today, it is not yet accepted as a standard training
element. In line with this stance, most behavior therapists reject personal
therapy as a training requirement, and in most countries the mandatory
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implementation of personal therapy is not seen as valuable. In most train-
ing programs the following position prevails: attending personal therapy
or some other kind of personal growth work should be facilitated or rec-
ommended by the training program but never be obligatory (BABCP, 2000;
EABCT, 2001; Gray, 1991; Wright, 1991). Personal therapy in the sense
of treating the future therapist is not regarded as a model for the training
situation in CBT (Kanfer, Reinecker, & Schmelzer, 1996).

There are some exceptions to this general position. In some Euro-
pean countries where government regulations on psychotherapy exist
(Austria, Germany, Switzerland, the Netherlands, Ireland, Finland), per-
sonal therapy is obligatory in order to become accredited as a psychothera-
pist in the health care system and also as a CB therapist. In most of these
countries, state laws require that every accredited psychotherapy orienta-
tion must develop its own training curriculum that includes a program of
personal sensitivity work. While this is a formal training requirement, it
must be underlined that, in most of these countries, especially in the
German-speaking ones and the Netherlands, this tradition also has its roots
within CBT.

REMARKS ON TERMINOLOGY

Because CBT does not require a personal therapy (in its classical sense) as
a training component, other terms had to be selected to characterize it.
Unfortunately, no consensual term has been developed within CBT. The
German associations of CBT agreed to call it Selbsterfahrunyg, a term that
is not easily translated into English. At best it may be called “self-centering
experience,” “self-related experience,” “self-directed experience,” or sim-
ply “self-exploration” (Laireiter, 1998). In the international literature, very
different terms are used for this training element, such as “personal sensi-
tivity work” (BABCP, 2000), “personal growth-work” (Rotary, 1992),
“self-experiential work” (DiGuiseppe, 1991), or “self-reflection” (Bennett-
Levy et al., 2001). In some countries, such as the Netherlands, it is called
“training therapy” (Everts, 1991).

OBJECTIVES OF PERSONAL THERAPY IN CBT

In CBT, the international discussion of the relevant goals of personal sen-
sitivity work is just beginning, with greater progress in the German-speak-
ing countries. The following aims are seen as most important.

1. Identification and management of the personal involvement of
the therapist in the process of therapy, and his or her contribu-
tion to it (BABCP, 2000)

2. Improvement of self-insight, self-knowledge, and sensitivity for
one’s own problematic behaviors, habits, and interpersonal
schemata and patterns (Laireiter & Fiedler, 1996)
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3. Reduction of negative, noxious effects of the therapist on the
therapeutic process (Kanfer et al., 1996)

4. Development of desired personal and interpersonal skills such as
self-monitoring, interpersonal sensitivity, social assertiveness,
self-esteem, and so on (Bennett-Levy et al., 2001)

5. Acquisition of more specific therapeutic skills, such as empathy
and perspective taking, developing the therapist-patient relation-
ship effectively, and managing the therapeutic process (Laireiter
& Fiedler, 1996)

6. Personal acquaintance with strategies and methods of CBT by
observing the therapist as a model, and by experiencing the
client role and conducting client behaviors (Bennett-Levy et al.,
2001; Laireiter & Fiedler, 1996)

7. Related to this, as a general aim, the improvement of training
effects and the personal identification of the future therapist
with CBT (Laireiter & Fiedler, 1996)

Psychotherapy to resolve the candidate’s behavioral disorders is not gener-
ally conducted in this kind of work. Candidates needing such treatment are
either filtered out at the beginning of the training or they are obliged to
engage in a personal (psycho)therapy outside the regular training context
(Kanfer et al., 1996). In cases of extreme psycholgical disorder, trainees may
be forced to interrupt training while they are undergoing treatment.

METHODS OF PERSONAL THERAPY IN CBT

In the absence of any generalized model of self-exploratory work in CBT,
very different methods have been developed. The theoretical and practical
convergences in these methods may be summarized as follows:

1. Self-exploration in CBT is intended primarily to facilitate the
attainment of specific training goals and the development of
specific professional competencies (Kanfer et al., 1996).

2. Theoretical and practical principles of CBT should form the
basis of this training element (Kanfer et al., 1996; McNamara,
1986).

3. Practically, personal sensitivity work is not realized in personal
(psycho)therapies of the trainees but in specific training courses
(self-exploration seminars). Very often it is also a component of
supervision (Gray, 1991; Lieb, 1994; Wright, 1991).

4. The prefered setting for self-exploration is the group rather than
the dyadic setting.

5. The relevance of personal self-exploratory work for training and
practice in psychotherapy cannot be established by tradition, or
common sense, or clinical impressions. It has to be proven
empirically; in addition, the concepts and methods of this kind
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of work must be evaluated by empirical studies (Kanfer et al.,

1996).

The concepts and models can be summarized in four protoypical catego-
ries with respect to their primary focus and to their methods (table 5.1).

Person-centered concepts concentrate on the person of the trainee with-
out looking at his or her professional role or activities. Therefore, the person
in his or her past, current, and future life is the object of self-exploration. In
most of these programs sensitivity work takes place within cognitive-behavioral
or thematically structured groups containing elements from the encounter
tradition, psychodrama, and experiential learning groups (Fiedler, 1996). This
kind of work typically focuses on themes of the person and his or her life,
such as family background, specific biographical experiences, interactional
and interpersonal schemata, bonding experiences, or stressful phases.

Table 5.1 Models and methods of sensitivity work in CBT training

1. Person-centered concepts
o Cognitive behavioral oriented groups or thematically structured groups related to:
Own learning history and family background
Own resources, potentials, and well-being
Blind spots and problematic aspects of own personality
Behavior and interactional plans and schemas, etc.
e Sometimes individual sessions and work in the dyadic setting in addition

2. Practice-centered concepts
Thematically structured self-reflection groups or self-exploratory practice groups
related to:
The person of the therapist in his or her professional role
Interpersonal aspects of the therapeutic relationship
Personal involvement of the therapist in therapy
Personal values and goals of the therapist and his or her relation to therapy
Problematic interpersonal situations in therapy
e Sclf-exploration and self-reflection as a component of supervision

[°N)

. Technique-related models (“self-practice”)

®  Groups, cither unguided or guided by a teaching therapist, related to:
Self-application of cognitive-behavioral methods
Self-application of treatment manuals
Self-modification and self-management programs

e Sometimes individual self-practice

RN

. Training therapy models
Individual therapy:
Modified classical treatment
Training therapy models
Self-exploration therapy
o Group therapy:
Interactional cognitive-behavioral-oriented groups
Multimodal group therapy
Functional-analytic group therapy
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Although this kind of work normally takes place in the group setting,
some authors have recently recommended the addition of individual ses-
sions (up to 30 or 40) or the use of individual sensitivity work within the
group setting, in order to deepen specific individual themes (Zimmer,
Zimmer, & Wagner, 1994).

Practice-centered concepts concentrate on the experiences, behaviors,
and interpersonal performances of the therapist within the therapeutic con-
text. Therefore, their primary concern is not the development of an increased
sensitivity of the therapist but the therapist’s personal involvement in the
process of therapy and his or her contribution to it (Kanfer et al., 1996;
Lieb, 1994). Practically, these programs most often take place either in
structured, goal-directed groups related to typical themes of professional
life, such as preferences for specific clients, difficult interpersonal situa-
tions, and power in psychotherapy. These programs also take place in self-
exploratory practice groups, where the trainee’s personal and interpersonal
experiences and involvement in therapy are the subject of reflection (e.g.,
Knickenberg & Sulz, 1999).

Practice-centered self-exploration often is integrated into supervision
either as an optional element or as an explicit component of it. In the first
case, self-exploration is an option that is chosen whenever it becomes ob-
vious that personal or interpersonal factors play a role in the therapy pro-
cess (e.g., Lieb, 1994). In the second case, self-exploration is a regular
component of supervision that is realized in every supervisory process (Gray,
1991; Ramsay, 1980).

Technique-related models are concerned with the self-practice of thera-
peutic techniques, such as assertiveness training, and cognitive methods,
or in some cases with specific treatment-manuals of CBT (Bennett-Levy
et al., 2001; Fiedler, 1996). This kind of experience is either done in
groups guided by a training therapist or is carried out by the trainee alone
or in unguided groups. One important focus of this kind of work is self-
modification of a trainee’s problematic behavior, such as work behavior,
smoking, or coping with stress. Self-management programs are sometimes
used as a singular element of self-exploration (e.g., Pfingsten, 2000); more
often they are either a component of person-centered programs (Lieb, 1998)
or combined with person- and/or practice-centered models (e.g., Doring-
Seipel, Schiiler, & Secipel, 1995).

Training therapy models are rather complex, and very different con-
cepts may be subsumed under this category. In some cases, slightly
modified cognitive-behavioral treatments are applied (e.g., Bleijenberg
& Schippers, 1990); in other cases (e.g., Barrett-Levy et al., 2001; Fiedler,
1996), therapy is combined with a reflective process concerning two per-
spectives: the person of the therapist and the teaching of technical and
treatment aspects. Thus, this personal therapy model combines person-
and technique-related elements of self-exploration. A third conception are
“self-exploration therapies.” In these programs, elements of functional
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analysis, cognitive-behavioral intervention techniques, and methods to
intensify self-exploration are combined to work through personal life
experiences, actual and past conflicts, interactional behaviors, and the
cognitive-affective schemata and plans lying behind them (e.g., Zimmer
et al., 1994). Because these protoypical models are very selective in rela-
tion to their goals, in practice most training programs use combinations
of two or more of these models. Most often either person- and practice-
centered models are combined with self-management projects (e.g.,
Bennett-Levy et al., 2001; Doring-Seipel et al., 1995).

PERSONAL THERAPY BEYOND TRAINING

Several studies and literature reviews show that psychotherapists utilize psy-
chotherapy themselves intensively: about 85% of them attend at least one
personal therapy during their professional career, and about 60% after hav-
ing finished formal training. About 55% engage in two courses of therapy,
about 20% three and more (Norcross & Guy, chapter 13; Norcross & Connor,
chapter 15; Orlinsky et al., chapter 14; Pope & Tabachnik, 1994). Thera-
pists with a cognitive-behavioral orientation do this to a lesser extent: esti-
mates range from about 40% to 50% (Norcross & Prochaska, 1984) up to
60% (Orlinsky et al., chapter 14). Compared to personal therapies of human-
istic or psychodynamic therapists with a mean of about 250 hours, the dura-
tion of therapy among CB therapists has only a mean of about 50 to 80 hours
(Norcross & Prochaska, 1984; Pope & Tabachnick, 1994).

One very stable observation, however, is most important: CB thera-
pists are the most likely to undergo personal therapy based on a theoretical
orientation other than their own (Lazarus, 1971; Norcross & Prochaska,
1984; Pope & Tabachnick, 1994). Laireiter (2000a) found that CB thera-
pists attend treatments of the following distribution: CBT, 10% to 15%;
psychodynamic therapies, 50% to 60%; humanistic, 20% to 30%; and sys-
temic, 10% to 15%. Therapists of other orientations are much more loyal to
their own orientation when they undergo personal therapy (psychodynamic-
oriented therapists, up to 90%; humanistic-oriented, up to 70%). Only sys-
temic and family therapists seem to be as eclectic as CB therapists in their
personal therapy choices.

An important question in this context concerns the consequences of
these choices. It is particularly relevant, because it has been found empiri-
cally that attending personal therapy may have important effects on thera-
peutic style, information processing, and the interpersonal behavior of the
therapist (Laireiter, 2000b). Being a patient in psychoanalysis or experien-
tial therapy may therefore change the style of CB-trained therapists into a
less directive one and into a preference for longer, more process-oriented
therapies, as well as placing a stronger focus on interactional factors, such
as transference and countertransference.

Should a change in this direction be evaluated as positive or problematic?
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Empirical findings do not give clear answers to this question. On the
one hand, Willutzki and Botermans (1997) found a positive correlation
between the breadth of theoretical concepts a therapist relies on and his or
her subjectively perceived therapeutic competence. On the other hand, Lieb
(1998) found that therapists who were grounded firmly in CBT reported
having gained more from their CBT-oriented sensitivity work.

Because the participants in these studies differ in their therapeutic ex-
perience, the results may be interpreted as follows. At the beginning of a
therapeutic career, for novices, it seems important to attend self-exploratory
programs that are compatible with the theoretical orientation the therapist
is trained in. Conceptual homogeneity may be an important criterion for
developing a sound and integrated personal identity as a therapist. Later in
professional life, however, personal therapies from alternative theoretical ori-
entations may be perceived as enriching one’s own therapeutic style and com-
petence and therefore may contribute to the further development of the
therapist by broadening his or her professional competence (Willutzki &
Botermans, 1997).

As these conclusions are built on just two studies, they must be regarded
as tentative. Additional research, especially with objective methods, on the
effects of attending therapies from alternative orientations is necessary.

CONCLUDING COMMENTS

The use of personal therapy and the development of specific programs to
foster personal and interpersonal competencies have started in CBT dur-
ing the last 20 years. The primary focus of these programs is the person of
the therapist within and outside of his or her therapeutic practice. The central
objectives are to make the CB therapists more sensitive to their own be-
haviors, cognitions, feelings, schemas, and interactional styles, as well as to
develop sensitivity to interpersonal processes in therapy, empathy for the
client, and a self-reflective style. In addition, knowledge and skills related
to therapeutic processes should be effectively cultivated. Although empiri-
cal evidence is not compelling at present, it supports the notion that most
of these goals may be attained by a combination of person- and practice-
related self-exploration.

We believe the future development of personal sensitivity work in CBT
should focus on several points.

e An international discussion should be started on the necessity
and the effectiveness of self-exploratory work in training in CBT,
not only in a few European countries.

e Ifit becomes generally accepted that personal sensitivity work is
an important training requirement, then valid training standards
regarding this matter should be established.

e A combined model that integrates the person of the therapist,
his/her practice, and cognitive-behavioral techniques seems to
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be of greatest advantage. To realize these multiple goals, the
components should be systematically sequenced. Personal
self-exploration integrating CBT techniques (e.g., in self-
management programs) should be introduced at the beginning
of the training to form a base of self-knowledge and a basic self-
reflection competence. For an optimal transfer of this compe-
tence, however, it secems necessary to practice self-exploration
parallel to therapeutic work by practice-related self-reflection.
After having finished formal training, the reflection and con-
trolled analysis of one’s own therapeutic practice would contiue
and would become a component of continuing supervision.

e Self-reflection is no luxury but a necessary component of
therapeutic practice. Accordingly, it may be regarded as a
criterion of the quality of therapeutic practice in CBT.
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THE ROLE AND CURRENT

PRACTICE OF PERSONAL

THERAPY IN SYSTEMIC/
FAMILY THERAPY

Jay LEBow

he traditions of family therapy and systems therapies are diverse. This

is nowhere more evident than in their approach to the role assigned to
personal therapy for therapists.

The concept that unites family-centered approaches lies in the core
importance assigned to interaction and to interaction in the family as a focus
for and vehicle toward change. Gurman, Kniskern, and Pinsof (1986) of-
fered the following classic definition of family therapy: “any psychothera-
peutic endeavor that explicitly focuses on altering the interactions between
or among family members and seeks to improve the functioning of the family
as a unit, or its subsystems, and /or the functioning of individual members
of the family.”

Beyond the common goals and some notion of a systemic process in
which the behaviors of family members affect one another, there is much
that varies across couple and family therapies. Specifically, the role and sa-
lience accorded personal therapy also ranges enormously, from viewing
personal therapy as at the very core of becoming and being a family thera-
pist to regarding personal therapy as irrelevant or even possibly coercive.

THERAPY FOR THERAPISTS ACROSS
THE MODELS OF FAMILY THERAPY

Underlying the many models of systemic and family therapy are a diversity
of worldviews. The most radical set of concepts about personal therapy for
therapists emanated from those family approaches that grew exclusively as
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extensions of general systems theory and were not grounded in any school
of individual therapy or theory of personality. The developers of these ap-
proaches often were originally not psychotherapists but from other disci-
plines, such as anthropology (Gregory Bateson and John Weakland),
engineering (Paul Watzlawick), or communication studies (Jay Haley).
The models they created for promoting change radically deemphasized
individual functioning, personality, and personal history and instead ac-
cented the circular processes that ultimately characterize all systems and
the cybernetics of those systems. For those espousing such viewpoints,
psychotherapy was primarily an engineering task, and personal therapy
for therapists was at best an irrelevancy. The only way the therapist’s per-
sonality was viewed as important lay in the therapist remaining uncon-
taminated and distant from processes raging within the system. Even here,
the road to attaining such independence was seen as lying in the creation
of better engineering plans rather than the therapist’s personal growth.

A variation on this theme emphasized a position that was highly critical
of therapy as traditionally practiced. The core writings of the early strategic
family therapies, especially the members of the first (Bateson, Jackson, Haley,
& Weakland, 1954) and second Palo Alto (Watzlawick, Weakland, & Fisch,
1974) groups, presented traditional therapies as ways of maintaining prob-
lems, through promoting what these groups regarded as first-order change,
change that did not really change the system’s fundamental properties. They
argued that traditional therapy was ineffective and that even if one had the
goal of personal change for therapists (and they did not), personal therapy as
typically practiced would not be an effective road to this goal.

The culmination of this viewpoint about personal therapy for thera-
pists came with the development in the 1970s and 1980s of problem solv-
ing therapy by Jay Haley (Haley, 1976). Haley began as a member of the
first Palo Alto group and was well known during the time of that group for
his humorous essays that poked fun at traditional therapy (Haley, 1963).
In recounting the methods of problem solving therapy, Haley frequently
reiterated a position suggesting that personal therapy was of no value to
therapists in their development. He further argued vociferously against train-
ing program expectations that therapists should participate in their own
therapies, contending that such methods were not only unhelpful but also
coercive. Perhaps a response to the strong promotion of personal therapy
in more traditional training programs, Haley’s position signaled perhaps
the most critical position by any person within the community of psycho-
therapists toward personal therapy for therapists.

Unfortunately, because of the radical nature of these tenets, the novel
thoughts contained, and the powerful writing style of its proponents, these
strategic viewpoints often came to be identified by those outside the family
therapy community as representing typical family therapists’ views of tra-
ditional therapy and of personal therapy for therapists. However, this van-
tage point always has been a minority viewpoint, and these models now
have few proponents among couple and family therapists.
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Structural therapy, developed by Salvatore Minuchin (1974) aims to
create powerful intervention strategies to redistribute power, redraw bound-
aries, and recreate alliances within families. For this approach, personal
psychotherapy for therapists is an irrelevance. Although therapists entering
their own therapies are not viewed as threatening their clinical effective-
ness by being coopted by older, more traditional viewpoint, there is no pro-
motion of personal therapy either. In his early writing, Minuchin never referred
to personal therapy for therapists, nor have his followers in variants of struc-
tural /strategic approaches that derive from his model. Interestingly, struc-
tural approaches do contain a strong emphasis on the development of a
therapeutic alliance with families, but with almost no consideration of how
therapists develop their own personalities so as to be capable of forming such
alliances with a broad range of families. Instead, structural therapists were
encouraged to learn a number of “joining” operations, with little sense that
self-knowledge would aid in building this ability (Minuchin & Fishman,
1981).

Another prominent set of models for couple and family therapy grows
out of the cognitive-behavioral tradition. These approaches also bring a
silence to the role of personal therapy, neither arguing for or against its
merits. The emphasis in behavioral marital therapy (Jacobson & Margolin,
1979; Stuart, 1980) and behavioral family therapy, with such problems as
conduct disorder (Patterson, 1982) and adolescent delinquency, clearly has
been on the active interventions employed, with little or no attention to
the self of the therapist. Over the years, behavioral couple and family thera-
pists have moved from ignoring the therapeutic alliance to acknowledging
that therapies must attend to client engagement and cooperation (Alexander
& Parsons, 1982; Patterson & Chamberlain, 1992) but have not changed
in their disregard of a role for personal therapy for therapists. However,
informal observation suggests that behavioral couple and family therapists
always have been less negative about personal therapy than therapists who
practice strategic or problem-solving models.

By contrast, several family therapy models have emphasized personal
therapy for therapists. Several approaches accentuate therapists’ participa-
tion in their own therapies, during which they examine their own family
experiences, with the aim of changing both the ongoing interactions with
family as well as the internal representation of those interactions. Other
models more broadly highlight the value of therapists seeking therapy to
allow them to most effectively work as therapists. Six of these models are
considered here.

Carl Whitaker (Whitaker & Keith, 1981), in an early model that grew
out of the experiential tradition, suggested that therapists would be most
effective when they could remain grounded in work with families while fully
experiencing their countertransferences. Whitaker strongly accented the
development of therapists’ authenticity and experience through their own
therapies, as well as other life experiences. Given a model centered on au-
thentic experience of the client with a therapist able to utilize her own
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unconscious processes toward therapeutic ends, personal therapy became
the essential aspect of training for therapists. Strikingly, Whitaker also
emphasized the therapeutic value of therapy for the therapist as well as the
client. Whitaker was a therapist to many therapists and was principally re-
sponsible for popularizing family therapy for therapists.

A related approach was that of Virginia Satir (1986). Satir’s work, which
also heavily accented therapist authenticity, was influenced by the human
encounter movement. Considerable focus was on the development of
therapist’s own experience, especially in group or family therapy formats.

Building on a quite different tradition, that of psychoanalytic psycho-
therapy, but also including many of the same themes as Whitaker and Satir,
James Framo (1981) pioneered a method of family-of-origin sessions that
had enormous impact on therapy for family therapists. Rather than con-
jointly treating the entire family (as would Whitaker), Framo conducted
the majority of sessions with an individual or couple but would include
sessions with the family-of-origin in the context of that therapy. These ses-
sions, during which the original clients would take up issues with their fami-
lies, were typically seen as pivotal events in the treatment, around which
much of the rest of the therapy was organized. Given the importance most
couple and family therapists assign to family connection, and given the
relative ease of organizing such sessions with family-of-origin compared to
logistically engaging in a full therapy with family, having such a session or
sessions with family became a very common mode for family therapists in
their own treatment.

Murray Bowen (1978) originated what perhaps is the most influential
method for family therapists working with their own family-of-origin.
Bowen’s approach highlights individuals or couples focusing their therapy
on ongoing efforts to engage with and process relationships with their
families of origin. The families of these individuals typically are never seen
in sessions but are continually in focus, as the therapist acts as a coach to
help the clients process their reactions to their families and find what
Bowen refers to as more highly “differentiated” ways of dealing with them.
Bowen’s therapy goals are to reexperience one’s family from an observ-
ing position, to reconnect in a new and different way with family, and
thereby to also change self. Bowen’s description of his own efforts to ex-
plore his connection with his family-of-origin is one of the classic papers in
family therapy (Bowen, 1978). Therapists’ engaging in such therapy be-
came a core part of training in the Bowen method, as well as in several re-
lated approaches influenced by Bowen (Kramer, 1980). Interestingly, such
exploration also became an aspect of training in this method, so that train-
ing and personal therapy often had considerable overlap. Combining the
therapy and training contexts, it is more typical than not for a contempo-
rary family therapist to have experienced some form of doing both kinds of
work.

Object relations—centered psychoanalytic family therapists (Scharft &
Scharft, 1987) and other psychoanalytic family therapists share with Bowen



56 DIFFERENT THEORETICAL ORIENTATIONS

the tendency to recommend individual therapy formats for therapists’
therapy. The typical psychotherapies for these therapists are psychoanalysis
or psychoanalytic psychotherapy. In these models, family interactions in
clients are viewed as evoking powerful countertransference reactions in
therapists. Therapists are therefore encouraged to learn to identify and
manage their countertransferences through their own personal explorations.

A newer and increasingly popular tradition in family therapy has been
narrative therapy (White & Epston, 1990). Growing out of a postmodern
viewpoint emphasizing individual’s voices, stories, and viewpoints, thera-
pists from this orientation bring a major focus to understanding their own
stories. With therapy conceived of as an exchange between equals in a con-
versation, therapists have been encouraged to examine their own narratives
in their own treatment. Much as in the psychoanalytic approaches, this
exploration is principally done in the context of the individual format of
psychotherapy.

HOW FAMILY AND SYSTEMS THERAPISTS
VIEW PERSONAL THERAPY

Moving to a position that is meta to the notions espoused by each of these
schools, here are a few summary conclusions about how personal therapy
for mental health professionals is viewed within family therapy.

1. Family therapy includes a diversity of viewpoints toward personal
therapy. Advocates for personal therapy strongly suggest its value; other
approaches regard it as irrelevant; yet others suggest it may be harmful.
Basically, the psychoanalytic, Bowenian, narrative, and experiential ap-
proaches are most positive about personal therapy for therapists; the be-
havioral and structural approaches neutral; and the strategic approaches most
negative. It might also be added that in the newer “empirically supported”
family therapies, which derive primarily from the behavioral and structural
approaches, personal therapy for therapists is rarely mentioned in the manu-
als that document these models.

2. Although powerful ideologies are put forth in these models, the prac-
tice of couple and family therapy often transcends the boundaries of the
schools (Lebow, 1987). Most couple and family therapists describe them-
selves as integrative or eclectic in orientation, not as adherents to a specific
model. Further, most couple and family therapists have been influenced by
traditions in individual therapy as well as those of family therapy (Lebow,
1997). Therefore, for most couple and family therapists, just as for most other
therapists, it is typical for a major focus in their development to be centered
on the value of their own therapy and to continue to utilize it throughout
their lives at times when they believe it will be helpful. Most couple and fam-
ily therapists remain positive about personal therapy and are as likely to par-
ticipate in it as are individual therapists. Indeed, it should be highlighted that
increasingly couple and family therapy is a format offered by a wide array of
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therapists with varying backgrounds, and that the day of the ideologically
centered family therapist seems to be giving way to that of the practitioner
who utilizes couple and family therapy when most appropriate. With this
change, those doing couple and family therapy come to be much the same
people who engage in individual therapy and are likely to be more influenced
by the general zeitgeist about personal therapy.

3. A pivotal choice for couple and family therapists lies in the format
for their own therapies; that is, whether their personal therapy features in-
dividual, couple, or family sessions. Some models, particularly those of early
family therapists, have strongly suggested the special value of therapists
participating in their own family therapies, particularly with family-of-origin.
For other approaches, particularly in the psychoanalytic and narrative tra-
ditions, individual therapy has primarily been viewed as the primary format
for the personal development of family therapists.

4. A pragmatic difference separating family therapists from others is
that it is far more common for family therapists to experience a wider array
of formats for therapy than their individual therapist counterparts, and to
participate in individual, couple, and family therapies at some time in their
lifetimes. The multiple formats to consider and the distinct goals of these
formats leads couple and family therapists to often participate in many dif-
ferent therapies both simultaneously and serially and, typically, to accrue
many years in therapy over their lifetimes.

5. Despite the openness of most family therapists to personal therapy,
a culture among the adherents to some models (such as strategic and prob-
lem solving) has been created that has made it atypical for those therapists
to participate in their own therapies. Furthermore, because these family
therapists work within a somewhat insular community, in which practice,
training, and professional development are frequently away from the tradi-
tional structures of psychiatry, psychology, or social work, those trained in
these models of family therapy might never be exposed to a context where
personal therapy for therapists is common.

6. Couple therapy is probably the most frequent conjoint format in
which couple and family therapists participate in psychotherapy. The open-
ness of family therapists to conjoint therapies, the ready accessibility of
therapists who specialize in this modality, and the nearly universal value
of this modality for couples all add to a high utilization of couple therapy
among couple and family therapists.
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MY EXPERIENCE OF ANALYSIS
WITH FAIRBAIRN
AND WINNICOTT

How Complete a Result Does
Psychoanalytic Therapy Achieve?

Harry GunTRIP

I t does not seem to me useful to attempt a purely theoretical answer to
the question forming the subtitle. Theory does not seem to me to be
the major concern. It is a useful servant but a bad master, liable to produce
orthodox defenders of every variety of the faith. We ought always to sit light
to theory and be on the lookout for ways of improving it in the light of
therapeutic practice. It is therapeutic practice that is the real heart of the
matter. In the last resort good therapists are born not trained, and they make
the best use of training. Maybe the question “How complete a result can
psychoanalytic therapy produce?” raises the question “How complete a
result did our own training analysis produce?” Analysts are advised to be
open to postanalytic improvements, so presumably we do not expect “an
analysis” to do a “total” once-for-all job. We must know about postanalytic
developments if we are to assess the actual results of the primary analysis.
We cannot deal with this question purely on the basis of our patients’
records. They must be incomplete for the primary analysis and nonexistent
afterwards. As this question had unexpected and urgent relevance in my
case, I was compelled to grapple with it; so I shall risk offering an account
of my own analysis with Fairbairn and Winnicott, and its aftereffects: espe-
cially as this is the only way I can present a realistic picture of what I take to
be the relationship between the respective contributions of these two out-
standing analysts, and what I owe to them.
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The question “How complete a result is possible?” had compelling
importance for me because it is bound up with an unusual factor: a total
amnesia for a severe trauma at the age of three and a half years, over the
death of a younger brother. Two analyses failed to break through that
amnesia, but it was resolved unexpectedly after they had ended, certainly
only because of what they had achieved in “softening up” the major re-
pression. I hope this may have both a theoretical and a human interest.
The long quest for a solution to that problem has been too introverted
an interest to be wholly welcomed, but I had no option, could not ignore
it, and so turned it into a vocation through which I might help others.
Both Fairbairn and Winnicott thought that but for that trauma, I might
not have become a psychotherapist. Fairbairn once said: “I can’t think what
could motivate any of us to become psychotherapists, if we hadn’t got prob-
lems of our own.” He was no superoptimist and once said to me: “The basic
pattern of personality once fixed in early childhood, can’t be altered. Emo-
tion can be drained out of the old patterns by new experience, but water
can always flow again in the old dried up water courses.” You cannot give
anyone a different history. On another occasion he said: “You can go on
analyzing for ever and get nowhere. It’s the personal relation that is thera-
peutic. Science has no values except scientific values, the schizoid values of
the investigator who stands outside of life and watches. It is purely instru-
mental, useful for a time but then you have to get back to living.” That was
his view of the “mirror analyst,” a nonrelating observer simply interpret-
ing. Thus he held that psychoanalytic interpretation is not therapeutic per
se, but only as it expresses a personal relationship of genuine understand-
ing. My own view is that science is not necessarily schizoid, but is really
practically motivated, and often becomes schizoid because it offers such an
obvious retreat for schizoid intellectuals. There is no place for this in psy-
chotherapy of any kind.

T already held the view that psychoanalytic therapy is not a purely theo-
retical but a truly understanding personal relationship, and had published
it in my first book before I had heard of Fairbairn; after reading his papers
in 1949, I went to him because we stood philosophically on the same ground
and no actual intellectual disagreements would interfere with the analysis.
But the capacity for forming a relationship does not depend solely on our
theory. Not everyone has the same facility for forming personal relation-
ships, and we can all form a relationship more easily with some people than
with others. The unpredictable factor of “natural fit” enters in. Thus, in
spite of his conviction Fairbairn did not have the same capacity for natural,
spontaneous “personal relating” that Winnicott had. With me he was more
of a “technical interpreter” than he thought he was, or than I expected:
but that needs qualification. I went to him in the 1950s when he was past
the peak of his creative powers of the 1940s, and his health was slowly fail-
ing. He told me that in the 1930s and 1940s he had treated a number of
schizophrenic and regressed patients with success. That lay behind his “theo-
retical revision” in the 1940s. He felt he had made a mistake in publishing
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his theory before the clinical evidence. From 1927 to 1935 he was psychia-
trist at the University Psychological Clinic for Children, and did a lot of
work for the N.S.P.C.C. One cannot be impersonal with children. He asked
one child whose mother thrashed her cruelly: “Would you like me to find
you a new kind Mummy?” She said: “No. I want my own Mummy,” show-
ing the intensity of the libidinal tie to the bad object. The devil you know
is better than the devil you do not, and better than no devil at all. Out of
such experience with psychotic, regressed and child patients, his theoreti-
cal revision grew, based on the guality of parent—child relations, rather than
the stages of biological growth, a “personality-theory” not an impersonal
“energy-control theory.” He summed it up in saying that “the cause of
trouble is that parents somehow fail to get it across to the child that he is
loved for his own sake, as a person in his own right.” By the 1950s when I
was with him, he wisely declined to take the strains of severely regressing
patients. To my surprise I found him gradually falling back on the “classi-
cal analyst” with an “interpretative technique,” when I felt I needed to
regress to the level of that severe infancy trauma.

Stephen Morse (1972), in his study of “structure” in the writings of
Winnicott and Balint, concluded that they discovered new data but did not
develop structural theory in a way that could explain them; which, how-
ever, he felt could be done by what he called the “Fairbairn—Guntrip meta-
phor.” Having had the benefit of analysis with both these outstanding
analysts, I feel the position is somewhat more complex than that. The rela-
tion between Fairbairn and Winnicott is both theoretically important and
very intriguing. Superficially they were quite unlike each other in type of
mind and method of working, which prevented their knowing how basi-
cally close they were in the end. Both had deep roots in classic Freudian
theory and therapy, and both outgrew it in their own different ways.
Fairbairn saw that intellectually more clearly than Winnicott. Yet in the
1950s Fairbairn was more orthodox in clinical practice than Winnicott. I
had just over 1,000 sessions with Fairbairn in the 1950s and just over 150
with Winnicott in the 1960s. For my own benefit I kept detailed records of
every session with both of them, and all their correspondence. Winnicott
said, “I’ve never had anyone who could tell me so exactly what I said last
time.” Morse’s article suggested a restudy of those records last year, and I
was intrigued to find the light they cast on why my two analyses failed to
resolve my ammesia for that trawma at three and a half years, and yet each in
different ways prepared for its vesolution as a post-analytic development. 1
had to ask afresh, “What is the analytic therapeutic process?”

In general I found Fairbairn becoming more orthodox in practice than
in theory while Winnicott was more revolutionary in practice than in theory.
They were complementary opposites. Sutherland in his obituary notice
(1965) wrote:

Fairbairn had a slightly formal air about him—notably aristocratic,
but in talking to him I found he was not at all formal or remote.
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Art and religion were for him profound expressions of man’s needs,
for which he felt a deep respect, but his interests revealed his rather
unusual conservatism.

I found him formal in sessions, the intellectually precise interpreting
analyst, but after sessions we discussed theory and he would unbend, and I
found the human Fairbairn as we talked face to face. Realistically, he was
my understanding good father after sessions, and in sessions in the trans-
ference he was my dominating bad mother imposing exact interpretations.
After his experimental creative 1940s, I feel his conservatism slowly pushed
through into his work in the 1950s. The shock of his wife’s sudden death
in 1952 created obvious domestic problems. Early in the 1950s he had the
first attack of viral influenza, and these became more virulent as the decade
advanced. For two years after his wife’s death he worked hard on his fine
paper, “Observations on the Nature of Hysterical States” (Fairbairn, 1954)
which finalized his original thinking. He clarified his views on “psychoanaly-
sis and science” in two papers (Fairbairn, 1952b, 1955). But there was a
subtle change in his next paper, “Considerations Arising out of the Schreber
Case” (Fairbairn, 1956). Here he fell back from his “ego and object rela-
tions” psychology, explaining everything as due to “primal scene” libidi-
nal excitations and fears. Finally, in his last paper, “On the Nature and Aims
of Psychoanalytical Treatment” (Fairbairn, 1958) his entire emphasis was
on the “internal closed system” of broadly oedipal analysis, not in terms of
instincts, but of internalized libidinized and antilibidinized bad-object re-
lations. I went to him to break through the amnesia for that trauma of my
brother’s death, to whatever lay behind it in the infancy period. There, I
felt, lay the cause of my vague background experiences of schizoid isola-
tion and unreality, and I knew that they had to do with my earliest rela-
tions with mother, though only because of information she had given me.

After brother Percy’s death I entered on four years of active battle with
mother to force her “to relate,” and then gave it up and grew away from
her. I will call that, for convenience, the oedipal internalized bad-object
relations period: it filled my dreams, but repeatedly sudden, clear schizoid
experiences would erupt into this, and Fairbairn steadily interpreted them
as “withdrawal” in the sense of “escapes” from internalized bad-object
relations. He repeatedly brought me back to oedipal three-person libidinal
and antilibidinal conflicts in my “inner world,” Kleinian “object splits” and
Fairbairnian “ego splits” in the sense of oedipal libidinal excitations. In 1956
I wrote to ask him to say exactly what he thought about the Oedipus com-
plex, and he replied: “The Oedipus complex is central for therapy but not
for theory.” I replied that I could not accept that: for me theory was the
theory of therapy, and what was true for one must be true for both. I devel-
oped a double resistance to him consciously, partly feeling he was my bad
mother forcing her views on me, and partly openly disagreeing with him
on genuine grounds. I began to insist that my real problem was not the
bad relationships of the post-Percy period, but mother’s basic “failure to
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relate at all” right from the start. I said that I felt oedipal analysis kept me
marking time on the same spot, making me use bad relations as better than
none at all, keeping them operative in my inner world as a defence against
the deeper schizoid problem. He saw that as a defensive character trait of
“withdrawness” (Fairbairn, 1952a, chap. 1). I feltit as a problem in its own
right, not just a defense against his closed-system “internal world of bad-
object relations.”

But my oedipal analysis with Fairbairn was not a waste of time. De-
fenses have to be analyzed and it brought home to me that I had actually
repressed the trauma of Percy’s death and all that lay behind it, by building
over it a complex experience of sustained struggle in bad-object relations
with mother, which in turn I had also to repress. It was the basis of my
spate of dreams, and intermittent production of conversion symptoms.
Fairbairn for long insisted that it was the 7eal core of my psychopathology.
He was certainly wrong, but it did have to be radically analysed to open
the way to the deeper depths. That happened. Steadily regressive and nega-
tive schizoid phenomena thrust into the material I brought to him, and at
last he began to accept in theory what he no longer had the health to cope
with in practice. He generously accepted my concept of “regressed ego”
split off from his “libidinal ego” and giving up as hopeless the struggle to
get a response from mother. When I published that idea, Winnicott wrote
to ask: “Is your Regressed Ego withdrawn or repressed:” I replied: “Both.
First withdrawn and then kept repressed.” Fairbairn wrote to say:

This is your own idea, not mine, original, and it explains what I
have never been able to account for in my theory, Regression. Your
emphasis on ego-weakness yields better therapeutic results than
interpretation in terms of libidinal and anti-libidinal tensions.

When in 1960 I wrote “Ego-weakness, the Hard Core of the Problem
of Psychotherapy” he wrote to say: “If I could write now, that is what I
would write about.” I knew my theory was broadly right for it conceptual-
ized what I could not yet get analyzed. With I think great courage, he ac-
cepted that.

I shall complete my account of Fairbairn as analyst and man by illus-
trating the difference in “human type” between him and Winnicott, a fac-
tor that plays a big part in therapy. The setup of the consulting room itself
creates an atmosphere which has meaning. Fairbairn lived in the country
and saw patients in the old Fairbairn family house in Edinburgh. I entered
a large drawing room as waiting room, furnished with beautiful valuable
antiques, and proceeded to the study as consulting room, also large with a
big antique bookcase filling most of one wall. Fairbairn sat behind a large
flat-topped desk, I used to think “in state” in a high-backed plush-covered
armchair. The patient’s couch had its head to the front of the desk. At times
I thought he could reach over the desk and hit me on the head. It struck
me as odd for an analyst who did not believe in the “mirror-analyst” theory.
Not for a long time did I realize that I had “chosen” that couch position,
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and there was a small settee at the side of his desk at which I could sit if I
wished, and ultimately I did. That this imposing situation at once had an
unconscious transference meaning for me became clear in a dream in the
first month. I must explain that my father had been a Methodist Local
Preacher of outstanding eloquence as a public speaker, and from 1885 built
up and led a Mission Hall which grew into a Church which still exists. In
all my years of dreaming he never appeared as other than a supportive fig-
ure vis-a-vis mother, and in actual fact she neverlost her temper in his pres-
ence. I wanted Fairbairn in transference as the protective father, helping
me to stand up to my aggressive mother, but unconsciously I felt other-
wise, for I dreamed:

I was in father’s Mission Hall. Fairbairn was on the platform but he
had mother’s hard face. I lay passive on a couch on the floor of the
Hall, with the couch head to the front of the platform. He came
down and said: “Do you know the door is open?” I said: “I didn’t
leave it open,” and was pleased I had stood up to him. He went
back to the platform.

It was a thinly disguised version of his consulting room setup, and
showed that I wanted him to be my supportive father, but that wish was
overpowered by a clear negative transference from my severe dominating
mother. That remained by and large Fairbairn’s transference role “in ses-
sions.” He interpreted it as the “one up and the other down” bad parent—
child “seesaw” relation. It can only be altered by turning the tables. I found
that very illuminating, containing all the ingredients of unmet needs, smoth-
ered rage, inhibited spontaneity. It was the dominant transference relation-
ship in sessions. After sessions Fairbairn could unbend in our theory and
therapy discussion, the good human father.

This negative transference in sessions was, I feel, fostered by his very
intellectunlly precise interpretations. Once he interpreted: “Something fore-
closes on the active process in the course of its development.” I would have
said: “Your mother squashed your naturally active self.” But he accurately
analyzed my emotional struggle to force mother to mother me after Percy
died, and showed how I had internalized it. That had to be done first, but
he held it to be the central oedipal problem, and could not accept till it was
too late, that this masked a far deeper and more serious problem. Later
Winnicott twice remarked: “You show no signs of ever having had an Oedi-
pus complex.” My family pattern was not oedipal. It was always the same
in dreams and is shown by the most striking one of them.

I was being beseiged and was sitting in a room discussing it with
father. It was mother who was besciging me and I said to him:
“You know I’ll never give in to her. It doesn’t matter what hap-
pens. I’ll never surrender.” He said, “Yes. I know that. I’ll go and
tell her” and he went and said to her, “You’d better give it up.
You’ll never make him submit,” and she did give up.
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Fairbairn’s persistence in oedipal interpretations I could not accept
as final, cast him in the role of the dominating mother. It came to our
ears that Winnicott and Hoffer thought my adherence to his theory was
due to its not allowing him to analyze my aggression in the transference.
But they didn’t see me knock over his pedestal ashtray, and kick his glass
door-stopper, “accidentally” of course, and we know what that means in
sessions, as he was not slow to point out. They did not see me once strew
some of his books out of that huge bookcase over the floor, symbolic of
“tearing a response out of mother,” and then putting them back tidily to
make reparation 2 /o Melanie Klein. But after sessions we could discuss
and I could find the natural warmhearted human being behind the exact
interpreting analyst.

I can best make this clear by comparison with Winnicott. His consult-
ing room was simple, restful in colors and furniture, unostentatious, care-
fully planned, so Mrs. Winnicott told me, by both of them, to make the
patient feel at ease. I would knock and walk in, and presently Winnicott
would stroll in with a cup of tea in his hand and a cheery “Hallo,” and sit
on a small wooden chair by the couch. I would sit on the couch sideways
or lie down as I felt inclined, and change position freely according to how
I felt or what I was saying. Always at the end, as I departed he held out his
hand for a friendly handshake. As I was finally leaving Fairbairn after the
last session, I suddenly realized that in all that long period we had never
once shaken hands, and he was letting me leave without that friendly ges-
ture. I put out my hand and at once he took it, and I suddenly saw a few
tears trickle down his face. Isaw the warm heart of this man with a fine mind
and a shy nature. He invited my wife and me to tea whenever we visited
her mother in Perthshire.

To make the ending of my analysis with Fairbairn meaningful, I must
give a brief sketch of my family history. My mother was an overburdened
“little mother” before she married, the eldest daughter of 11 children, and
saw four siblings die. Her mother was a feather-brained beauty queen, who
left my mother to manage everything even as a schoolgirl. She ran away
from home at the age of 12 because she was so unhappy, but was brought
back. Her best characteristic was her strong sense of duty and responsibil-
ity to her widowed mother and three younger siblings, which impressed
my father when they all joined his Mission Hall. They married in 1898 but
he did not know that she had had her fill of mothering babies and did not
want any more. In my teens she occasionally became confidential and told
me the salient facts of family history, including that she breastfed me be-
cause she believed it would prevent another pregnancy; she refused to breast-
feed Percy and he died, after which she refused further intimacy. My father
was the youngest son of a High-Church and high Tory family, the politi-
cally leftwing and religiously Nonconformist rebel; and antiimperialist who
nearly lost his position in the City by refusing to sign his firm’s pro—Boer
War petition. That passing anxiety gave my mother the chance to wean me
suddenly and start a business of her own. We moved when I was one year
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old. She chose a bad site and lost money steadily for seven years, though
everything was more than retrieved by the next move. That first seven years
of my life, sixc of them at the first shop, was the grossly disturbed period for me.
I was left to the care of an invalid aunt who lived with us. Percy was born
when I was two years old and died when I was three and a half. Mother
told me father said he would have lived if she had breast-fed him, and she
got angry. It was a disturbed time. In her old age, living in our home, she
would say some revealing things. “I ought never to have married and had
children. Nature did not make me to be a wife and mother, but a business
woman,” and “I don’t think I ever understood children. I could never be
bothered with them.”

She told me that at three and a half years I walked into a room and saw
Percy lying naked and dead on her lap. I rushed up and grabbed him and
said: “Don’t let him go. You’ll never get him back!” She sent me out of
the room and I fell mysteriously ill and was thought to be dying. Her doc-
tor said: “He’s dying of grief for his brother. If your mother wit can’t save
him, I can’t,” so she took me to a maternal aunt who had a family, and
there I recovered. Both Fairbairn and Winnicott thought I would have died
if she had not sent me away from herself. All memory of that was totally
repressed. The amnesia held through all the rest of my life and two analy-
ses, till I was 70, three years ago. But it remained alive in me, to be trig-
gered off unrecognized by widely spaced analogous events. At the age of
26, at the University, I formed a good friendship with a fellow student who
was a brother figure to me. When he left and I went home on vacation to
mother, I fell ill of a mysterious exhaustion illness which disappeared im-
mediately I left home and returned to College. I had no idea that it was
equivalent to that aunt’s family. In 1938, aged 37, I became minister of a
highly organized Church in Leeds, with a Sunday afternoon meeting of
1,000 men, an evening congregation of 800, and well-organized educa-
tional, social and recreational activities. It was too large for one minister
and I had a colleague who became another Percy-substitute. He left as war
clouds loomed up. Again I suddenly fell ill of the same mysterious exhaus-
tion illness. It was put down to overwork, but by then I was psychoanalyti-
cally knowledgeable, had studied classical theory under Flugel, knew the
stock literature, had an uncompleted M.A. thesis under supervision of Pro-
fessor John Macmurray, seeking to translate Freud’s psychobiology, or
rather clinical data, into terms of “personal relations” philosophy, and had
studied my own dreams for two years. So I was alerted when this illness
brought a big dream.

I went down into a tomb and saw a man buried alive. He tried to
get out but I threatened him with illness, locked him in and got
away quick.

Next morning I was better. For the first time I recognized the reeruption
of my illness after Percy’s death, and saw that I lived permanently over the
top ofits repression. I knew then I could not rest till that problem was solved.
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I was drawn into wartime emergency psychotherapy by the Leeds Pro-
fessor of Medicine, appointed to a lectureship in the Medical School, and
went on studying my own dreams. I recently reread the record and found
I had only made forced textbookish oedipal interpretations. Of more im-
portance was that three dominant types of dream stood out: (1) a savage
woman attacking me, (2) a quiet, firm, friendly father figure supporting
me, and (3) a mysterious death-threat dream, the clearest example based
on the memory of mother taking me at the age of six into the bedroom of
my invalid aunt, thought to be dying of rheumatic fever, lying white and
silent. In one dream:

I was working downstairs at my desk and suddenly an invisible
band of ectoplasm tying me to a dying invalid upstairs, was pulling
me steadily out of the room. I knew I would be absorbed into her.
I fought and suddenly the band snapped and I knew I was free.

I knew enough to guess that the memory of my dying aunt was a screen
memory for the repressed dead Percy, which still exercised on me an un-
conscious pull out of life into collapse and apparent dying. I knew that
somehow sometime I must get an analysis. In 1946 Professor Dicks ap-
pointed me as the first staff member of the new Department of Psychiatry,
and said that with my views I must read Fairbairn. I did so and at the end
of 1949 I sought analysis with him.

For the first few years, his broadly oedipal analysis of my “internalized
bad-object relations” world did correspond to an actual period of my child-
hood. After Percy’s death and my return home, from the age of three and
a half to five, I fought to coerce mother into mothering me by repeated
petty psychosomatic ills, tummyaches, heat spots, loss of appetite, con-
stipation and dramatic, sudden high temperatures, for which she would
make me a tent-bed on the kitchen couch and be in and out from the
shop to see me. She told me the doctor said: “I’ll never come to that child
again. He frightens the life out of me with these sudden high tempera-
tures and next morning he’s perfectly well.” But it was all to no purpose.
Around five years I changed tactics. A new bigger school gave me more
independence, and mother said: “You began not to do what I told you.”
She would fly into violent rages and beat me, from about the time I was
five to the age of seven. When canes got broken I was sent to buy a new
one. At the age of seven I went to a still larger school and steadily devel-
oped a life of my own outside the home. We moved when I was eight to
another shop where mother’s business was an outstanding success. She
became less depressed, gave me all the money I needed for hobbies and
outdoor activities, scouting, sport, and gradually I forgot not quite all the
memories of the first seven bad years. It was all the fears, rages, guilts,
psychosomatic transient symptoms, disturbed dreams, venting the con-
flicts of those years from three and a half to seven, that Fairbairn’s analy-
sis dealt with. In mother’s old age she said: “When your father and Aunt
Mary died and I was alone, I tried keeping a dog but I had to give it up.
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I couldn’t stop beating it.” That’s what happened to me. No wonder I
had an inner world of internalized libidinally excited bad-object relations,
and I owe much to Fairbairn’s radical analysis of it.

But after the first three or four years I became convinced that this was
keeping me marking time in a sadomasochistic inner world of bad-object
relations with mother, as a defense against quite different problems of the
period before Percy’s death. This deeper material kept pushing through.
The crunch came in December 1957 when my old friend whose departure
from College caused the first eruption of that Percy-illness in 1927, sud-
denly died. For the third time exhaustion seized me. I kept going enough
to work and travel to Edinburgh for analysis, feeling I would now get to
the bottom of'it. Then, just as I felt some progress was being made, Fairbairn
fell ill with a serious viral influenza of which he nearly died, and was off
work six months. I had to reinstate repression, but at once began to “intel-
lectualize” the problem I could not work through with him in person. It
was not pure intellectualization by deliberate thinking. Spontaneous insights
kept welling up at all sorts of times, and I jotted them down as they flowed
with compelling intensity. Out of all that I wrote three papers; they be-
came the basis of my book Schizoid Phenomena, Object-Relations and the
Self (1968): “Ego-Weakness, the Core of the Problem of Psychotherapy”
written in 1960 (chapter 6), “The Schizoid Problem, Regression and the
Struggle to Preserve an Ego” (chapter 2) written in 1961, and “The Manic-
Depressive Problem in the Light of the Schizoid Process” (chapter 5) writ-
ten in 1962. In two years they took me right beyond Fairbairn’s halting
point. He generously accepted this as a valid and necessary extension of his
theory.

When he returned to work in 1959, I discussed my friend’s death and
Fairbairn’s illness and he made a crucial interpretation: “I think since my
illness I am no longer your good father or bad mother, but your brother
dying on you.” I suddenly saw the analytical situation in an extraordinary
light, and wrote him a letter which I still have, but did not send. I knew it
would put a bigger strain on him than he could stand in his precarious health.
I suddenly saw that I could never solve my problem withan analyst. I wrote:
“I'am in a dilemma. I have got to end my analysis to get a chance to finish
it, but then I do not have you to help me with it.” Once Fairbairn had
become my brother in transference, losing him either by ending analysis
myself, or by staying with him till he died, would represent the death of
Percy, and I would be left with a full-scale eruption of that traumatic event,
and no one to help me with it. Could Fairbairn have helped me with that in
transference analysis? Not in his frail state of health and I phased out my
analysis in that year. I have much cause to be grateful to him for staying
with me, in his increasingly weak state of health, till I had reached that critical
insight. The driving force behind my theory writing in 1959-1962 was the
reactivation of the Percy-trauma, causing a compelling spate of spontane-
ous ideas. I could contain it and use it for constructive research, partly be-
cause I was giving Fairbairn up gradually, partly because he accepted the
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validity of my ideas, and partly because I had resolved to seek analysis with
Winnicott before Fairbairn died.

Fairbairn first introduced me to Winnicott in 1954 by asking him to
send me a copy of his paper: “Regression within the Psychoanalytical
Setup” (in Winnicott, 1958). He sent it and, rather to my surprise, a let-
ter saying: “I do invite you to look into the matter of your relation to
Freud, so that you may have your own relation and not Fairbairn’s. He
spoils his good work by wanting to knock down Freud.” We exchanged
three long letters on each side. I stated that my relation to Freud had been
settled years before I had heard of Fairbairn, when studying under Flugel
at University College, London. I rejected Freud’s psychobiology of instincts,
but saw the great importance of his discoveries in psychopathology. Re-
garding that correspondence I now find I anticipated Morse’s (1972) con-
clusion almost in his words, 18 years earlier: that Winnicott’s “true self”
has no place in Freud’s theory. It could only be found in the id, but that is
impossible because the id is only impersonal energy. In fact I felt that
Winnicott had left Freud as far behind in therapy as Fairbairn had done in
theory. In 1961 I sent him a copy of my book Personality Structure and
Human Interaction (Guntrip, 1961) and he replied that he had already
purchased a copy. I was reading his papers as they were published, as also
was Fairbairn who described him as “clinically brilliant.” By 1962 I had no
doubt that he was the only man I could turn to for further help. I was by
then only free to visit London once a month for a couple of sessions, but
the analysis I had had made it easier to profit by that. From 1962 to 1968
I had 150 sessions and their value was out of all proportion to their num-
ber. Winnicott said he was surprised that so much could be worked through
in such widely spaced sessions, due I think in the first place to all the pre-
liminary clearing that had been done by Fairbairn and to the fact that I could
keep the analysis alive between visits; but most of all to Winnicott’s pro-
Sound intuitive insights into the very infancy period I so needed to get down
to. He enabled me to reach extraordinarily clear evidence that my mother
had almost certainly had an initial period of natural maternalism with me
as her first baby, for perhaps a couple of months, before her personality
problems robbed me of that “good mother.” I had quite forgotten that letter
I did not send to Fairbairn about the dilemma of not being able either to
end analysis or go on with it, once my analyst became Percy in the transfer-
ence. Ending it would be equivalent to Percy dying and I would have no
one to help me with the aftermath. If I did not end it, I would be using my
analyst to prevent the eruption of the trauma and so get no help with it,
and risk his dying on me. My amnesia for that early trauma was not broken
through with Winnicott either. Only recently have I realized that in fact,
unwittingly, he altered the whole nature of the problem by enabling me to
reach right back to an ultimate good mother, and to find hev recveated in
lim in the transference. 1 discovered later that he had put me in a position
to face what was a double trauma of both Percy’s death and mother’s fail-
ing me.
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As I reread my records I am astonished at the rapidity with which he
went to the heart of the matter. At the first session I mentioned the amne-
sia for the trauma of Percy’s death, and felt I had had a radical analysis with
Fairbairn of the “internalized bad-object defenses” I had built up against
that, but we had not got down to what I felt was my basic problem, not the
actively bad-object mother of later childhood, but the earlier mother who
fuiled to relate nt all. Near the end of the session he said: “I’ve nothing
particular to say yet, but if I don’t say something, you may begin to feel
I’'m not here.” At the second session he said:

You know about me but I’m not a person to you yet. You may go
away feeling alone and that I’m not real. You must have had an
carlier illness before Percy was born, and felt mother left you to
look after yourself. You accepted Percy as your infant self that
needed looking after. When he died, you had nothing and
collapsed.

That was a perfect object relations interpretation, but from Winnicott,
not Fairbairn. Much later I said that I occasionally felt a “static, unchang-
ing, lifeless state somewhere deep in me, feeling I can’t move.” Winnicott
said:

If 100% of you felt like that, you probably couldn’t move and
someone would have to wake you. After Percy died, you collapsed
bewildered, but managed to salvage enough of yourself to go on
living, very energetically, and put the rest in a cocoon, repressed,
unconscious.

I wish there were time to illustrate his penetrating insight in more de-
tail, but I must give another example. I said that people often commented
on my ceaseless activity and energy, and that in sessions I did not like gaps
of silence and at times talked hard. Fairbairn interpreted that I was trying
to take the analysis out of his hands and do his job; steal father’s penis,
oedipal rivalry. Winnicott threw a dramatic new light on this talking hard.
He said:

Your problem is that that illness of collapse was never resolved. You
had to keep yourself alive in spite of it. You can’t take your ongo-
ing being for granted. You have to work hard to keep yourself in
existence. You’re afraid to stop acting, talking or keeping awake.
You feel you might die in a gap like Percy, because if you stop
acting mother can’t do anything. She couldn’t save Percy or you.
You’re bound to fear I can’t keep you alive, so you link up monthly
sessions for me by your records. No gaps. You can’t feel that you
are a going concern to me, because mother couldn’t save you. You
know about “being active” but not about “just growing, just
breathing” while you sleep, without your having to do anything
about it.
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I began to be able to allow for some silences, and once, feeling a bit
anxious, I was relieved to hear Winnicott move. I said nothing, but with
uncanny intuition he said:

You began to feel afraid I’d abandoned you. You feel silence is
abandonment. The gap is not you forgetting mother, but mother
forgetting you, and now you’ve relived it with me. You’re finding
an carlier trauma which you might never recover without the help
of the Percy trauma repeating it. You have to remember mother
abandoning you by transference on to me.

I can hardly convey the powerful impression it made on me to find
Winnicott coming right into the emptiness of my “object relations situa-
tion” in infancy with a nonrelating mother.

Right at the end of my analysis I had a sudden return of hard talking in
session. This time he made a different and extraordinary statement. He said:

it’s like you giving birth to a baby with my help. You gave me half
an hour of concentrated talk, rich in content. I felt strained in
listening and holding the situation for you. You had to know that I
could stand your talking hard at me and my not being destroyed. I
had to stand it while you were in labour being creative, not
destructive, producing something rich in content. You are talking
about “object relating,” “using the object” and finding you don’t
destroy it. I couldn’t have made that interpretation five years ago.

Later he gave his paper on “The Use of'an Object” (in Winnicott, 1971)
in America and met, not surprisingly I think, with much criticism. Only an
exceptional man could have reached that kind of insight. He became a good
breast mother to my infant self in my deep unconscious, at the point where
my actual mother had lost her maternalism and could not stand me as a
live baby any more. It was not then apparent, as it later became to me, that
he had transformed my whole understanding of the trauma of Percy’s death,
particularly when he added:

You too have a good breast. You’ve always been able to give more
than take. ’'m good for you but you’re good for me. Doing your
analysis is almost the most reassuring thing that happens to me.
The chap before you makes me feel I’'m no good at all. You don’t
have to be good for me. I don’t need it and can cope without it,
but in fact you are good for me.

Here at last I had a mother who could value her child, so that I could
cope with what was to come, It hardly seems worth mentioning that the
only point at which I felt I disagreed with Winnicott was when he talked
occasionally about “getting at your primitive sadism, the baby’s ruthless-
ness and cruelty, your aggression,” in a way that suggested not my angry
fight to extract a response from my cold mother, but Freud’s and Klein’s
“instinct theory,” the id, innate aggression. For I knew he rejected the
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“death instinct” and had moved far beyond Freud when I went to him. He
once said to me: “We differ from Freud. He was for curing symptoms. We
are concerned with living persons, whole living and loving.” By 1967 he
wrote, and gave me a copy of his paper, “The Location of Cultural Expe-
rience” (in Winnicott, 1971), in which he said: “I see that I am in the ter-
ritory of Fairbairn: ‘object-seeking’ as opposed to ‘satisfaction-seeking.”” I
felt then that Winnicott and Fairbairn had joined forces to neutralize my
earliest traumatic years.

I must complete this account with the one thing I could not foresee.
Winnicott becoming the good mother, freeing me to be alive and creative,
transformed the significance of Percy’s death in a way that was to enable
me to resolve that trauma, and my dilemma about how to end my analysis.
Winnicott, relating to me in my deep unconscious, enabled me to stand
seeing that it was not just the loss of Percy, but being left alone with the
mother who could not keep me alive, that caused my collapse into appar-
ent dying. But thanks to his profound intuitive insight, I was not now alone
with a nonrelating mother. I last saw him in July 1969. In February 1970
I was told medically that I was seriously overworked, and if I did not retire
“Nature would make me.” I must have felt unconsciously that that was a
threat that “Mother Nature” would at last crush my active self. Every time
I rested I found myself under a compulsion to go back to the past, in the
form of rehearsing the details of my ministerial “brother-figure’s” leaving
in 1938, and my reacting with an exhaustion illness. I soon saw that this
was significant and it led on to an urge to write up my whole life-story, as
it I had to find out all that had happened to me. By October I developed
pneumonia and spent five weeks in hospital. The consultant said: “Relax.
You’re too overactive.” I still did not realize that I was fighting against an
unconscious compulsive regression. I had never linked the idea of “retire-
ment” with the deep fear of losing my battle with mother to keep my ac-
tive self alive, in the end. After a slow winter recuperation, I heard in the
New Year 1971 that Winnicott had a “flu attack.” Presently I enquired of
Masud Khan how Winnicott was, and he replied that he was about again
and liked to hear from his friends, so I dropped him a line. A little later the
phone rang, and the familiar voice said: “Hallo. Thanks for your letter”
and we chatted a bit. About two weeks later the phone rang again and bis
secretary told me be had passed away. That very night I had a stavtling dveam.
1 saw my mother, black, immobilized, staring fixedly into space, totally ig-
noving me as 1 stood at one side staring at her and feeling myself frozen
into immobility: the first time I had ever seen her in a dream like that. Before
she had always been attacking me. My first thought was: “I’ve lost Winnicott
and am left alone with mother, sunk in depression, ignoring me. That’s how
I felt when Percy died.” I thought I must have taken the loss of Winnicott
as a repetition of the Percy trauma. Only recently have I become quite clear
that it was not that at all. I did not dream of mother like that when my
college friend died or my ministerial colleague left. Then I felt ill, as after
Percy’s death. This time it was quite different. That dream started a com-
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pelling dream-sequence which went on night after night, taking me back
in chronological order through every house I had lived in, in Leeds, Ipswich,
College, the second Dulwich shop, and finally the first shop and house of
the bad first seven years. Family figures, my wife, daughter, Aunt Mary,
father and mother kept recurring; father always supportive, mother always
hostile, but no sign of Percy. I was trying to stay in the post-Percy period
of battles with mother. Then after some two months two dreams at last
broke that amnesia for Percy’s life and death. I was astonished to see my-
self in a dream clearly aged about three, recognizably me, holding a pram
in which was my brother aged about a year old. I was strained, looking
anxiously over to the left at mother, to see if she would take any notice of
us. But she was staring fixedly into the distance, ignoring us, as in the first
dream of that series. The next night the dream was even more startling.

I was standing with another man, the double of myself, both
reaching out to get hold of a dead object. Suddenly the other man
collapsed in a heap. Immediately the dream changed to a lighted
room, where I saw Percy again. I knew it was him, sitting on the
lap of a woman who had no face, arms or breasts. She was merely a
lap to sit on, not a person. He looked deeply depressed, with the
corners of his mouth turned down, and I was trying to make him
smile.

I had recovered in that dream the memory of collapsing when I saw
him as a dead object and reached out to grab him. But I had done more. I
had actually gone back in both dreams to the earlier time before he died,
to see the “faceless” depersonalized mother, and the black depressed mother,
who totally failed to relate to both of us. Winnicott had said: “You accepted
Percy as your infant self that needed looking after. When he died, you had
nothing and collapsed.” Why did I dream of “collapsing” first, and then of
going back to look after Percy? My feeling is that my collapse was my first
reaction of terrified hopelessness at the shock of finding Percy dead on
mother’s lap, but in that aunt’s family I quickly seized the chance of stay-
ing alive by finding others to live for.

That dream series made me bring out and restudy all my analysis
records, till I realized that, though Winnicott’s death had reminded me
of Percy’s, the situation was entirely different. That process of compel-
ling regression had not started with Winnicott’s death, but with the threat
of “retirement” as if mother would undermine me at last. I did not dream
of Winnicott’s death, but of Percy’s death and mother’s total failure to
relate to us. What better dream-evidence could one have of Winnicott’s
view that “There is no such thing as a baby”: i.e. there must be a “mother
and baby,” and what better evidence for Fairbairn’s view that the basic
psychic reality is the “personal object relation”? What gave me strength
in my deep unconscious to face again that basic trauma? It must have been
because Winnicott was not, and could not be, dead for me, nor certainly
for many others. I have never felt that my father was dead, but in a deep



78 BEING A THERAPIST-PATIENT

way alive in me, enabling me to resist mother’s later active paralyzing in-
hibiting influence. Now Winnicott had come into living relation with pre-
cisely that earlier lost part of me that fell ill because mother failed me. He
has taken her place and made it possible and safe to remember hev in an ac-
tual dream-reliving of hev paralysing schizoid aloofness. Slowly that became
a firm conviction growing in me, and I recovered from the volcanic up-
heaval of that autonomously regressing compelling dream-series, feeling
that I had at last reaped the gains I had sought in analysis over some 20
years. After all the detailed memories, dreams, symptoms of traumatic
events, people and specific emotional tensions had been worked through,
one thing remained: the quality of the overall atmosphere of the personal ve-
lations that made wp our family life in those first seven years. It lingers as a
mood of sadness for my mother who was so damaged in childhood that
she could neither be, nor enable me to be, our “true selves.” I cannot have
a different set of memories. But that is offset by my discovery in analysis of
how deeply my father became a secure mental possession in me, support-
ing my struggle to find and be my “true self,” and by Fairbairn’s resolving
my negative transference of my dominating mother on to him, till he be-
came another good father who had faith in me, and finally by Winnicott
entering into the emptiness left by my nonrelating mother, so that I could
experience the security of being my self. I must add that without my wife’s
understanding and support I could not have had those analyses or reached
this result. What is psychoanalytic psychotherapy? It is, as I see it, the pro-
vision of a reliable and understanding human relationship of a kind that
makes contact with the deeply repressed traumatized child in a way that
enables one to become steadily more able to live, in the security of a new
real relationship, with the traumatic legacy of the earliest formative years,
as it seeps through or erupts into consciousness.

Psychoanalytic therapy is not like a “technique” of the experimental
sciences, an objective “thing-in itself” working automatically. It is a pro-
cess of interaction, a function of two variables, the personalities of two people
working together toward free spontaneous growth. The analyst grows as
well as the analysand. There must be something wrong if an analyst is static
when he deals with such dynamic personal experiences. For me, Fairbairn
built as a person on what my father did for me, and as an analyst enabled
me to discover in great detail how my battles for independence of mother
from three and a half'to seven years had grown into my personality makeup.
Without that I could have deteriorated in old age into as awkward a person
as my mother. Winnicott, a totally different type of personality, under-
stood and filled the emptiness my mother left in the first three and a half
years. I needed them both and had the supreme good fortune to find both.
Their very differences have been a stimulus to different sides of my makeup.
Fairbairn’s ideas were “exact logical concepts” which clarified issues.
Winnicott’s ideas were “imaginative hypotheses” that challenged one to
explore further. As examples, compare Fairbairn’s concepts of the libidi-
nal, antilibidinal and central egos as a theory of endopsychic structure, with
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Winnicott’s “true and false selves” as intuitive insights into the confused
psychic reality of actual persons. Perhaps no single analyst can do all that
an analysand needs, and we must be content to let patients make as much
use of us as they can. We dare not pose as omniscient and omnipotent be-
cause we have a theory. Also Fairbairn once said: “You get out of analysis
what you put into it,” and I think that is true for both analyst and analysand.
I would think that the development of clear conscious insight represents
having taken full possession of the gains already made emotionally, putting
one in a position to risk further emotional strains to make more emotional
growth. It represents not just conscious understanding but a strengthening
of the inner core of “selthood” and capacity for “relating.” So far as psycho-
pathological material is concerned, dreaming expresses our endopsychic struc-
ture. It is a way of experiencing on the fringes of consciousness, our
internalized conflicts, our memories of struggles originally in our outer
world and then as memories and fantasies of conflicts that have become
our inner reality, to keep “object relations™ alive, even if only “bad-object
relation,” because we need them to retain possession of our “ego.” It was
my experience that the deeper that final spate of dreams delved into my
unconscious, the more dreaming slowly faded out and was replaced by
“waking up in a mood.” I found I was not fantasying or thinking but sim-
ply feeling, consciously in the grip of a state of mind that I began to realize
I had been in consciously long ago, and had been in unconsciously deep
down ever since: a dull mechanical lifeless mood, no interest in anything,
silent, shut in to myself, going through routine motions with a sense of loss
of all meaning in existence. I experienced this for a number of consecutive
mornings till I began to find that it was fading out into a normal interest in
life: which after all seems to be what one would expect.

There is a natural order peculiar to each individual and determined by
his history, in which (1) problems can become conscious and (2) interpre-
tations can be relevant and mutative. We cannot decide that but only watch
the course of the individual’s development. Finally, on the difficult ques-
tion of the sources of theory, it seems that our theory must be rooted in
our psychopathology. That was implied in Freud’s courageous self-analysis
at a time when all was obscure. The idea that we could think out a theory
of the structure and functioning of the personality without its having any
relation to the structure and functioning of our own personality, should
be a self-evident impossibility. If our theory is too rigid, it is likely to con-
ceptualize our ego defenses. If it is flexible and progressive it is possible
for it to conceptualize our ongoing growth processes, and throw light on
others’ problems and on therapeutic possibilities. Balint’s “basic fault”
and Winnicott’s’ “incommunicado core,” since they regard these phenom-
ena as universal, must be their ways of “intuitively sensing” their own basic
reality, and therefore other people’s. By contrast with Fairbairn’s exactly
intellectually defined theoretical constructs which state logically progres-
sive developments in existing theory, they open the way to profounder
exploration of the infancy period, where, whatever a baby’s genetic
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endowment, the mother’s ability or failure to “relate” is the sine qua non
of psychic health for the infant. To find a good parent at the start is the
basis of psychic health. In its lack, to find a genuine “good object” in one’s
analyst is both a transference experience and a real life experience. In analysis
as in real life, all relationships have a subtly dual nature. All through life we
take into ourselves both good and bad figures who either strengthen or
disturb us, and it is the same in psychoanalytic therapy: it is the meeting
and interacting of two real people in all its complex possibilities.
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MY EXPERIENCES AS A
PATIENT IN FIVE
PSYCHOANALYTIC
PSYCHOTHERAPIES

Jesse D. GELLER

I am currently 62 years old. I have become introspective again. I wel-
come reminiscing with old friends about the persons and events that
have contributed significantly to our development. I approached writing
this chapter about my experiences as a patient in five different psychoana-
lytic psychotherapies with hopes similar to the ones I bring to these inti-
mate conversations. I was not disappointed. I took another look at what I
learned about my symptoms, and my character pathology. Like my expe-
riences in therapy, this effort yielded new self-discoveries. I will not dwell
on these matters in this chapter; I have no interest in producing what Joyce
Carol Oates (1999) would call an “exercise in pathography.”

T also retrospectively evaluated whether and how each of my therapies
contributed to my growth as a therapist and as a human being. What I re-
alized is that I have no settled opinions about these matters. My under-
standing of the ways I have changed over time keeps changing. Moreover,
my current estimates of how much I have benefited, personally, from my
various therapies is different, in some important respects, from the remem-
bered estimates I took in my forties and fifties. If I had written this retro-
spective report during those decades, my estimates would have been biased
in a more negative direction.

Still, I strongly believe that the illustrative experiences related here
would have been the same ones I would have included if I had written this
chapter earlier in my life. For me, they represent the decisive moments that
took place in each of my therapies. Memories of these critical incidents are
somehow emblematic of something that stood at the emotional center of
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each of my therapies. I seem to return to them over and over again when
reflecting on the continuing and particular roles each of my therapies have
played in determining what I do and what I do not do as a therapist. The
primary purpose of this chapter is to further explore these connections in
some detail.

ON BECOMING A PSYCHOTHERAPY PATIENT

The gateway into my first therapy was by way of seeking “vocational guid-
ance.” T arrived at the City College of New York in 1956 poorly educated,
learning disabled, and math phobic. I took a bus and the subway into
Manhattan from Flushing, Queens, where I lived with my parents and
shared a bedroom with my two younger brothers. I feared I would flunk
out and would have to join the army like the majority of my friends. I
have been ill prepared for every major undertaking in my life. I was con-
vinced that I would have to perform well beyond my “intelligence” if I
were to remain in college.

In the hopes that I would be told what my interests and talents were
and what I should become, I went, at the beginning of my sophomore year,
for “vocational guidance” at the college’s counseling center. I was inter-
viewed and took a battery of psychological tests. To my surprise, I was told
that I needed “psychotherapy,” not vocational guidance, and that the school
would provide me with free psychotherapy if I chose to go.

I'was assigned to Dr. A. T had very little idea of what to expect. I didn’t
know how to ask him for help. I was too proud to ask him for help. I was
afraid of asking him for help. As I was to learn, I was searching for some-
one to help me develop what I would have called courage, in particular the
courage to face and conquer my fears of failure, weakness, disease, acci-
dents, an early death, and after death.

LEARNING HOW TO USE THERAPY

Dr. A introduced me to experiences that were previously unknown to me.
I was the first person I knew who’d ever gone into therapy. I never knew
anyone who dressed in three-piece tweed suits and smoked a pipe, as Dr. A
did most hours. I had never had a productive conversation with an adult,
in private, about matters that were important to me. My father and I had
never had a “heart-to-heart” talk. He would become angry and impatient
when his efforts to teach me how to tie my shoelaces or solve an arithmeti-
cal problem repeatedly failed. I estimate that by age six I had stopped ask-
ing him for help, reassurance, or instruction.

With Dr. A T took my first tentative steps toward learning how to learn
with a “trusted companion” (Bowlby, 1973) through the medium of dia-
logue. I talked with Dr. A, as I could talk to no other adult, about the help-
less terrors of early childhood. I owe my acute “sense of place” (Bachelard,
1994) to having grown up in a Bronx basement apartment whose foyer door
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opened onto the building’s furnace, discarded furniture, garbage cans, and
the superintendent’s savage German shepherd. I had grown accustomed
to feeling anxious and alone in an ugly environment.

Dr. A helped me to find names and metaphors for my feelings. He
provided me with clarifying descriptions of my “unformulated” (Stern,
1983) experiences. He helped me translate what had been “fits of anxi-
ety” into particular fears. Fears can be met with courage. Anxieties, hav-
ing no definable object, cannot. Unfortunately, I experienced my fears as
a form of cowardice. I was ashamed that my mind lacked the power to
overcome my acute fears of an early death. Bravery was the preeminent
value in my neighborhood.

My most vivid memory of therapy with Dr. A is the following commu-
nicative exchange: “Jesse, you’ve often spoken about feeling angry at your
father, and the things that make you angry with him. Yet, you never talk about
feeling angry with your mother. Is there anything that she does that gets you
angry?” I shrugged my shoulders, hesitated, and then answered «. . . I can’t
think of anything.” He replied, “How about her having poisoned your view
of your father?” I doubt that this is what we actually said, but this represen-
tation of it has the feel of truth. He was right. I tended to see my father through
my mother’s often disrespectful eyes. With this remark, Dr. A opened me up
to the possibility of revisioning how I was treated by each of my parents. With
this primal insight Dr. A earned my respect. Nonetheless, I never felt deep
affection for him. I reserved this feeling for my teachers.

MY DIFFICULTIES WITH BEING A PATIENT

I did not enjoy being Dr. A’s patient and, as it turns out, wrongly assumed
that I wasn’t benefiting from therapy. In fact, to anticipate a later point, I
might have dropped out of therapy if I hadn’t concurrently been studying
psychology, literature, and philosophy with teachers whom I admired and
wished to emulate and whose approval meant a great deal to me. For the
most part, I hated going to my weekly 50-minute sessions when I first began
seeing Dr. A T had to overcome many obstacles in order to use my relation-
ship with Dr. A for personal benefit.

My conception of what a patient is supposed to do was something like
“I have to be a good soldier.” A misguided sense of bravery required me to
face unflattering truths about myself, however humiliating, while maintain-
ing the facade of “taking it very well . . . like a man.” I counterphobically
revealed what I wished to conceal.

The idea that my self was intrinsically worthwhile was alien to me. I
believed doctors only gave you “bad news” about yourself. I did not trust
that Dr A would be nonjudgmental or respectful. In the absence of trust it
takes courage to become aware of and to admit to the raw, unexpressed,
and unknown aspects of one’s personality.

I had trouble being the focus of Dr. A’s “serious interest” and
“sympathetic understanding” (Freud, 1912/1953). I was incapable of



84 BEING A THERAPIST-PATIENT

un-self-conscious consciousness of myself. I had trouble taking my own
suffering seriously. It felt “weird” speaking with seriousness of purpose about
myself. I was constantly watching him watching me. I rarely made eye con-
tact with him. I especially dreaded it when we looked at each other during
silences, and there were many.

I also dreaded his asking “What are you thinking?” to break a silence.
I could usually be found taking inventory of whatever I felt I should be
telling him—my pathetic vanities, my unkept promises, my mind-boggling
grandiosity, my self-hatred, my sexual fantasies, and so on. It was particu-
larly difficult when he asked this question while I was thinking that I pre-
ferred my psychology teachers to him. Like my unvoiced bad habits, this
secret alienated me from Dr. A.

I hated it even more when he would ask me “What are you feeling (right
now)?” as he was disposed to do. I often didn’t know. The question left
me speechless. He seemed to believe me when I said “Words fail me,” but
I assumed that he experienced me as a secretive and unrewarding patient.
I didn’t know if he really liked me.

In hindsight, it occurred to me that I was able to endure the hardships
of being in therapy, stoically, because of what I was learning in the class-
room, in the theater, at the movies, and in Greenwich Village. I persisted
in therapy because my intellectual heroes advocated the view that self-
understanding was intrinsically worth pursuing, whether or not it “cured”
one’s neurosis. My psychology professors taught me that being in an insight-
oriented therapy would turn one into a better, smarter, more cultured
person, if not a healthier one. This conviction was especially important to
me because I felt I was failing to transform my “intellectual insights” into
“emotional insights,” to use the jargon of that time. Being concurrently a
psychology major and a psychotherapy patient provided me with an “iden-
tity” (Erikson, 1963).

Psychoanalysis and psychotherapy offered the alienated /secular college
students of my time and place, New York in the 1950s, standards and val-
ues regarding our unanswered questions regarding meaning and morality.
I came to the study of psychology, and my first therapy, seeking guidance
about masturbation, romantic love, premarital sex, conventional cultural
mores, and the ethical conduct of life. Moreover, studying developmental
and abnormal psychology reassured me that my “symptoms”—agonizing
self-consciousness, vocational disorientation, rebellion, preoccupation with
health, heightened ambivalence, elusive mood swings, and identity confu-
sion—were regarded by the experts as the “typical” manifestations of ado-
lescence. Studying Freud and the neo-Freudians reassured me that beneath
the surface of socially acceptable behavior of even the most mature person
existed patricidal and incestuous wishes. At the same time, I was becoming
aware that the psychoanalytic theories of the day were molding the taste,
opinions, language and lifestyles of serious, (e.g., intellectual, artistic and
bohemian) New Yorkers. I wanted to be one of them. I saw psychoanalysis
as an ally in my struggle to establish myself as a cultural rebel, a defiant
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individualist, an American existentialist. I was attracted to the tension be-
tween the pro- and antisocial forces found in the teachings of Freud. My
studies, my psychotherapy, and the conversations that dominated my so-
cial life were being integrated into a way of being in the world.

I decided to go to graduate school to study clinical psychology while in
therapy, but I believe this choice grew primarily out of my identifications with
my teachers. Once this decision was made, I began to see psychotherapy as a
way of sharpening the knowledge I required to be an outstanding student. I
discovered that while paying close attention to what was on #y mind I was
learning how #he mind works. As I have gotten older, it has become clearer
to me that there is a direct continuity between the questions and concerns I
have struggled with in therapy and my scholarly interests.

A BRIEF ENCOUNTER

After graduation and before starting graduate school, I was in a psycho-
therapy that I terminated unilaterally after six sessions. I had been referred
to Dr. B by Dr A. Dr. A was opposed to transferring me into his private
practice after having treated me “for free” for more than two and a half
years. He told me that Dr. B was a Horneyian, as he himself was, and that
he would see me for a reduced fee. At the time I terminated with Dr. A,
there was still a possibility I would get into NYU’s clinical Ph.D. program.
My favorite college professors were all graduates of NYU. I didn’t want to
leave New York or my girlfriend, Ruth. As it turned out, I was rejected by
NYU. I chose to go to the University of Connecticut (1960-66) because it
was closer to New York than the other schools that had accepted me. And
that has made all the difference.

Two things about my therapy with Dr. B stand out in my memory—
the overall physicality of the therapeutic situation, and a particular piece of
dialogue.

Dr. B sat eight to ten feet away from me. He felt too far away. I was
distracted by the voices of his wife and children, who lived next door to his
posh Upper West Side office. I felt he was oblivious to matters of taste and
style, as was revealed by the furniture, paintings, and lamps that inhabited
his consulting room. I couldn’t see him clearly because of the glare and
shadows created by the late afternoon sun that poured through the large
windows located directly behind his chair. All in all, I was disappointed
because I did not find signs of expertise and healing authority when I sub-
mitted his office to semiotic and aesthetic scrutiny.

I am, however, indebted to Dr. B in one respect. In the fifth session
Dr. B said to me “You seem to be comparing me unfavorably to Dr. A.” I
replied “No, I think you are a very good psycholoshits.” 1 dropped out of
therapy at the next session, but I took away an unshakable conviction that
parapraxes provide an especially compelling vantage point from which to
explore conflicts and their transformations. My Freudian slip convinced me
of the existence and creativity of unconscious processes.
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THE DECISION TO BECOME A PSYCHOTHERAPIST

When I entered graduate school I had only the vaguest idea about how I
was going to earn a living. The men in my family had jobs. I was going to
be the first one that had ever had a career. During my second year at the
University of Connecticut, I began to think that the practice of psycho-
therapy was a suitable and viable career aspiration. I could imagine of no
higher calling than to free others from their suffering. But my principle
motives for seeking training as a psychotherapist lay elsewhere. I was drawn
to the field by the realization that becoming a therapist would essentially
involve the professionalization of my interests and talents. I saw earning
some of my living by doing psychotherapy as a valid response to various
conflicts, for example, the practical versus the idealistic. I regarded the
private practice of therapy as a way of being what the Dalai Lama and Cutler
(1998) describe as “wisely selfish.” The profession appealed to me because
in the early 1960s psychotherapists were still seen as in the vanguard of social
change.

THE CORNERSTONES OF MY APPROACH TO THERAPY

During my six years at the University of Connecticut all of my supervisors
and psychotherapy teachers identified themselves, first and foremost, as
“Kaiserians.” They had all been treated or trained by Helmuth Kaiser. Kaiser
had begun his career in Europe as a classically trained Freudian analyst. In
his maturity, he arrived at a position that radically departed from psycho-
analytic insight-seeking psychotherapy as it was practiced during the 1950s
and early 1960s. Kaiser’s theory is basically founded on the notion that what
is healing about psychotherapy can be found in the degree of “communi-
cative intimacy” that the participants have been able to achieve (1965).

Kaiser’s teachings have been labeled in several ways—namely, as exis-
tential, humanistic, and interpersonal and as an extension of Reich’s (1949)
psychoanalytic writings about character analysis. Not surprisingly, my su-
pervisors interpreted his ideas in various ways. Ross Thomas taught my first
practicum. He instructed us: “See what happens when you make engaging
in authentic dialogues with your patients your sole and exclusive concern.”
Harvey Wasserman emphasized the importance of being able to estimate the
congruence between what a patient is feeling and avowing. For Wasserman,
the basic intent of a Kaiserian therapist was to promote in patients a feeling
of responsibility for their words and deeds. Alan Willoughby advocated a
nondirective but highly interactive therapy that focused on the patient’s
immediate and concrete experience in the “here and now.”

These broad and ambiguous mandates held for me what Yeats (1959)
called “the fascination of the difficult.” Although they were scary as hell,
they suited my temperament and values. The Kaiserian point of view was
for me a great place from which to begin training as a therapist. It appealed
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to me intellectually, emotionally, and aesthetically. Its emphasis on authen-
ticity and personal responsibility was consistent with the existential values
I embraced in college. It pleased me that Kaiser’s key concepts anticipated
what were to become the dominant concerns of the late 1960s and early
1970s. It was during my generation that authenticity became a virtue. Tak-
ing a revisionist position vis-a-vis psychoanalysis appealed to my need to
see myself as irreverent and as a maverick. I received my graduate educa-
tion in an era when psychotherapists essentially had two choices—you ei-
ther followed or reacted against psychoanalysis. I resonated with Kaiser’s
use of artistic means to convey his scientifically based views about the ef-
fectiveness of psychotherapy. In an allegorical play called Emergency (1965),
he called into question fundamental aspects of psychoanalytic therapy. From
a distance it is clear to me that another crucial motive was at play. Identi-
fying with a radical minority of Kaiserian therapists enabled me, at one and
the same time, to remain an outsider and to join a community of believers.

THE QUEST FOR AUTHENTICITY

It was inevitable that I would go to see a Kaiserian when I decided to re-
turn to therapy, which I did during my third year of graduate school. I
conceived of this choice as essential to my “initiation” into the group
of therapists who were known to be Kaiserians, or who acknowledged
being influenced by him (e.g., Shapiro, 1975). Although this “pseudo-
community” existed only in my imagination (even Kaiser insisted he wasn’t
a Kaiserian), going into therapy with Dr. C felt like my idea of the “train-
ing analyses” offered within the context of psychoanalytic institutes. I en-
tered treatment with Dr. C to grapple with the key choices I had made
during my transition into early adulthood (e.g., marrying Ruth and start-
ing a family), and to deal with my conflict between the need to succeed
and my desire to be loving and loved. During an argument, without realiz-
ing the fullness of what she was saying, Ruth described me as becoming
“ruthless” whenever I undertook a writing project.

I came to therapy with Dr. C wanting to reveal myself without artifice,
without self-dramatization, without fictionalizing myself, or uglifying my
past. I wished to reveal myself (as I really was). But I knew all too well that
I would have to overcome a variety of obstacles in order to speak with Dr.
C spontaneously, authentically, and expressively. To name a few: having
grown up surrounded by people I experienced as “too pushy,” “too vul-
gar,” “too demonstrative,” in effect “too much,” inhibited me against speak-
ing expressively. I had spent much of my youth “pretending” everything
was all right, although I knew something was dreadfully wrong. At home
I’d always kept my worries to myself. By the time I got to college, I had
arrived at the Buddhist position that much of my suftering was caused by
wishing and wanting. I tried, willfully, to disavow the desire to have what
I didn’t already have. I operated under the assumption that you were more
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likely to get what you wanted if you didn’t let the other know what you
wanted. I acted as if my hurts and disappointments were unimportant. To
counteract my boyish and, so I was told, “cute” appearance, I developed
the ability to assume the physiognomy of seriousness. In high school this
required presenting an image of myself as “cool.” In college, my preferred
persona was that of a beatnik or a bohemian intellectual like the melan-
choly young men I admired in foreign films and existential novels.

DR. C AND HIS THERAPY STYLE

I was painfully aware of the myriad occasions in which my behavior was at
variance with what I felt. With Dr. A T had learned how difficult it is to
resist resisting. Not surprisingly, I began therapy with Dr. C feeling some-
what fearful about looking closely at the contradictions that existed between
the “images” I sought to project and my insider’s view of what was “really”
going on.

Dr. C saw clearly those aspects of myself that I found difficult to ac-
cept. He seemed to emphasize, in a highly selective way, what was left unsaid
but conveyed by my postures, gestures, facial expressions, and voice quali-
ties. It was a therapy in which the “form” rather than the “content” of what
I said was given priority. His approach with me seemed to conform most
closely to the psychoanalytic notion of confronting and analyzing resistances.
Bringing a patient’s attention to the expressive behaviors that accompany
speech requires considerable tact and must be done compassionately. From
my own difficult firsthand experience with Dr. C, I know that focusing on
the nonlinguistic aspects of a patient’s utterances will provoke shame, and
little else, if these qualities are lacking.

Sadly, Dr. C did not interpret and enact the principles of Kaiser in a
style that was congruent with my sensibility. Dr. C prided himself on his
sense of irony. I found him too glib, droll, and sarcastic. As a neophyte adult,
embarking on an uncharted course, I needed to be taken seriously. Dr. C’s
approach seemed to be in the service of not taking what I said “too seri-
ously.” He did not give my suftering its due. I felt he did not acknowledge
its magnitude. I felt caricatured by him. He seemed insufficiently grounded
in a tragic perspective on the human condition. I felt he could have bene-
fited from Paul Simon’s (1973) advice “Try a little tenderness. There is no
tenderness beneath your honesty.”

During my one and a half years of therapy with Dr. C I took further
steps toward learning how to say “I think . . .”, “I feel . . .”, “I believe . . .”,
“I want . ..” directly and straightforwardly. Not finding in Dr. C the ide-
alized model of the Kaiserian therapist I hoped to become, I felt greater
affection for and identified more with my teachers than my therapist, as I
had in college. In fact, much of what I took away from my therapy with
Dr. C was the conviction I would develop a therapy style that was gentle,
kind, and nonironic.
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COMING TO NEW HAVEN

In graduate school I was taught mainly what was wrong with psychoanaly-
sis. When I arrived in New Haven in 1967, almost all of the therapy being
practiced was derived from and judged against psychoanalysis. Here, the
prevailing view was that psychoanalysis was the deepest and most thorough
form of therapy.

New Haven is a city in which psychoanalytic theory and practice con-
tinues to flourish. Then, and to a lesser extent now, the most intellectually
rigorous and admired figures were and are psychoanalysts. As an assistant
professor in the Yale Department of Psychiatry, I was supervised by men
such as Sid Blatt, Marshall Edelson, and Borge Lofgren, who persuasively
argued that a four- or five-times-a-week psychoanalysis was inherently su-
perior to all other therapies and a necessary training requirement. I read
their typed manuscripts and sat in at seminars and lectures with Roy Schafer
and Hans Loewald. I could say of Roy Schafer (1983, p. 284) what he said
of his relationship to Erik Erikson:

I was absolutely enamored of his way of thinking, his way of
integrating social psychological, biological, and anthropological
material with psychoanalytic material. I then found myself in a
position of a kind that I think is not rare among young analysts. I
was imitating my hero, thinking and talking like him. It was only
when I tried writing like him that I became aware that it was as
though I was trying to be Erikson himself.

It was practically and politically wise to think and speak in the vocabu-
lary shared by therapists working in the psychoanalytic tradition. Concur-
rently, I had grown distrustful of the ways Kaiser’s ideas were being interpreted
by the handful of clinicians in New Haven who espoused this point of view.
And so, when I felt the need to return to therapy, I decided to be psycho-
analyzed. A friend who was being trained as a psychoanalyst recommended
I'see Dr. D. He described him as bright and unflappable and as having had
a lot of experience treating hospitalized adolescents.

MY DISAPPOINTMENTS IN DR. D

I am aware of representing all of my therapists in a twofold manner. First,
they are represented as the persons with whom I engaged in psychological
development. In the second, they are the source of disappointments and
negative transference reactions, perhaps originating in my troubles with
significant others. The latter peaked during my psychoanalysis.

I took it as a matter of course that Dr. D would draw anger and disap-
pointed reactions toward himself through no fault of his own. I was intel-
lectually prepared for him to become the target of displacements from
significant male authority figures of my past. But by the sixth or seventh
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month of analysis, I was beginning to fear that Dr. D and I were a poor fit.
I felt at times that he was studying me like a “case.” This suspicion was
confirmed years after I terminated, when I stumbled on an article he had
published. I was shocked when I found myself being described by him,
“disguised” of course. He had never sought my permission.

Dr. D was a very proper, textbook analyst. With me he never seemed
to deviate from “correct” technique. I felt his therapeutic stance and strata-
gems were unduly influenced by obeisance to orthodox interpretations of
Freud’s recommendations regarding anonymity, abstinence, and neutral-
ity. However technically expert he may have been, he never said anything
that I found evocative or exciting. He never dazzled me with the depth of
his insights or led me to feel as if I had been enriched by new ideas. I wanted
an analyst who had the qualities of inventiveness and originality. I felt he
did not grasp the unpredictable specifics of my life. He did not have a cre-
ative edge about him. He seemed to value my efforts of arriving at inter-
pretations of myself, but all too often I felt as if I was teaching myself what
I had come to learn from and with him.

Like the film stereotype of the rigid analyst, he was not responsive
to my “realistic” questions. By scrupulously avoiding all forms of self-
disclosure, I felt he was duplicating my family’s secrecy. He remained si-
lent when I needed an empathic reflection of my feelings. Whereas Dr. C
had delivered his confrontations in tones of irony, the tonal qualities of Dr.
D’s voice did not convey liveliness or vitality. I remember him as slouched
over in a director’s chair that seemed too small for his large and burly body.

Dr. D did not tell me if he agreed or disagreed with my interpretations,
with one major exception. We disagreed about my interpretation of his
management of the business aspects of our relationship. When my VA in-
surance benefits for outpatient therapy ran out, during the third year of my
analysis, I asked if we could renegotiate the fee. We disagreed about what
I should pay. I felt he wanted more than I could afford. I don’t know if he
bought into Menninger’s (1962) then influential assertion that for thera-
peutic purposes the fee should be a “definite sacrifice” for the patient. I
regarded my position as consistent with my commitment to the values of
the community mental health center movement (Geller & Fierstein, 1974).
In the Outpatient Department of the Connecticut Mental Health Center,
where I worked, our mission was to offer long-term psychodynamic psy-
chotherapy to people who could not afford the fees charged by therapists
in private practice. A study published in 1977 by Pope, Geller and Wilkinson
documented that neither the amount nor the source of the money paid for
therapy bore a significant relationship to positive outcomes among the
patients seen in our clinic. I was rooting for this finding.

Whatever their meanings, our conflicts over the economics of therapy
were never resolved, and I left the analysis prematurely. The shocking dis-
covery that he had made extensive use of material from my analysis to illus-
trate his theoretical convictions in a published article, without first consulting
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me, transformed my disappointments in him into disillusionment. I have
forgiven my father, but I still have not forgiven Dr. D.

RECLAIMING MY PAST

In each of my therapies I have especially treasured the sessions during which
I recovered memories that seemed to have been permanently lost. With
Dr. A I learned that I pictured myself walking forward in a straight line.
One step behind me, a tall, red brick wall was following me. It moved for-
ward as I did. Its monolithic presence made it impossible for me to look to
see where I had come from. We extracted many meanings from this meta-
phor. Doing so awakened me to the possibility of thinking historically about
myself. Dr. A encouraged me to be curious about myself, and I took plea-
sure in identifying the “originators” of my problems-in-living.

I began my analysis in the hope of recovering many more formative
childhood experiences. As my therapy with Dr. B was essentially focused
on the here-and-now, I had not progressed very far in my quest to over-
come my “childhood amnesia.” With Dr. D I reconstructed far less of my
childhood than I had hoped but perhaps no less than would have been
predicted by Ernst Schactel (1959), one of my favorite authors.

On the other hand, as with all my therapies, analysis did bring about
beneficial changes in unforeseen directions. One such unexpected, but
greatly appreciated, change was the discovery of the constant flux of visual
images that stream through my “inscape” (Hopkins, 1998). While lying
on the couch I often closed my eyes in order to make contact with the ka-
leidoscopic flow of flickering, often grainy, and silent visual images. My
memory medium is film montage, not the narratives found in novels. Psy-
choanalysis strengthened my ability to disallow the censorship of the im-
ages that are evoked during regressive and disorganizing experiences. As I
was to learn, once one has achieved the ability to “stay with” objectionable
fantasies, “an inescapable gap” (Berger, 1995) between imagery and spo-
ken language still remains. Only a pale version of dreams as they are expe-
rienced can be reported.

THE LANGUAGE OF DREAMS

I do not think I am deceiving myself by suggesting that my therapies con-
tributed to the transformation and extinction of a nightmarish dream that
had tormented me since childhood. In its original form I am running away
in fear from two anonymous men. Sometimes I find temporary sanctuary
in the tenement apartment of a middle-aged African American woman. Just
as I am about to fall asleep on the cot in her kitchen, the two men forcibly
gain entrance into the apartment by climbing up the fire escape and by
breaking in a window. The next generation of dreams was signaled by the
disappearance of one of the men. I was still running away, but I interpreted
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the dream more optimistically as suggesting that the magnitude of my fears
was diminishing.

The final dream in this series took place during my analysis. This time
the action occurred at the front door of my house in New Haven. The man
was banging on the door and yelling at me. We could see each other through
the glass and oak door that separated us. He was wearing a navy blue suit,
a white shirt, and a tie. I didn’t know who he was. That night, instead of
taking flight, I grabbed a baseball bat, opened the door, and said, “Come
on in you motherfucker, I’m ready for you.”

Obviously, this dream can be interpreted in multiple ways. I would like
to think it meant I had developed the courage to face and conquer what-
ever fears “he” symbolized. Perhaps it signified that I was prepared to in-
tegrate into my sense of self the aggressive and destructive qualities that I
had previously projected onto him. For me, all interpretations contain an
irreducible element of fiction. What is important, though, is the fact that
after that night, I no longer had dreams that were so scripted.

THE DEVELOPMENT OF BODY AWARENESS

During and after my psychoanalysis, I experienced the benefits of a variety
of practices whose basic operating premise is that changes in personality
can be brought about directly by modifying the body structure and its func-
tional motility. These educative or growth-oriented approaches included
Feldenkrais’s (1949) system of postural and neuromuscular relearning,
therapeutic massage, Rolf’s (1963) structural integration, and yoga. I also
began my ongoing participation in authentic movement groups (Pallaro,
1999) and my study of treatment modalities derived from the creative arts
(Clarkson & Geller, 1996; Geller, 1974, 1978). These largely nonverbal,
noncognitive practices have complemented and reinforced the benefits I
have derived from the “talking cure.”

In tandem with psychoanalysis, my involvement in these practices has
taught me how to pay attention to the subtle and localized physical sensa-
tions that accompany various experiential states, including those altered
states of consciousness that occur while free associating. They provided me
with alternative modes of communicating the “truths” that even the poets
find difficult to express in words. It was deeply reassuring to learn that art-
ists’ descriptions of the creative process closely resembled my struggles as
a patient.

Singly, and in combination, these experiential approaches enabled me
to “embody” the insights I derived from therapy. In psychoanalysis I explored
conflicts between “the urge to let go” and the felt necessity to maintain self-
control, but it required neuromuscular relearning for me to surrender to
passive weight and to experience trust kinesthetically. I learned about the many
meanings and functions served by my addiction to cigarettes in analysis, but
I learned how to breathe naturally, and without the aid of cigarettes, by
doing body-movement work. (I had unconsciously held my breath—a legacy
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of childhood fears—and thus paradoxically lit cigarettes in order to reinitiate
the cycle of inhaling and exhaling). In analysis I sought further understand-
ings of my hyperactivity, but I learned how to sit in stillness, without get-
ting muscularly bound, by doing yoga and other forms of meditation. In
psychoanalysis I examined the ways I was at one and the same time an amoral
sensualist and a bashful prude, but it required direct body work to melt my
“physical armor” (Reich, 1949) so that I could take unconflicted pleasure
in sensory experiences.

WRITING AND PSYCHOTHERAPY

Each of my therapies can be characterized in terms of the developmental
tasks I was dealing with when I entered treatment. For example, Dr. A
accepted my adolescent pretensions while supporting my adult aspirations.
He helped me to leave my home and New York City. There is, however,
one theme that has recurrently surfaced in all of my psychotherapies—
my relationship to writing academic papers, especially those concerning
psychotherapy.

In my first therapy, I discovered that the obligation to write term pa-
pers within a specified period of time invariably awakened annihilation
anxieties. Somehow I had acquired the view that I would perish before
reaching my goals or because of my eftorts to reach my goals. My inability
to accept as valid comforting religious beliefs that could only be explained
on the basis of faith intensified my acute fears of death, and what happens
after death. As a youth, my deepest connection to other Jews was linked to
an intense awareness of the Holocaust and the dangers of anti-Semitism.
No one in my family accepted the faith of Judaism or ever went to a syna-
gogue to pray. None of the men on ecither side of my family were bar
mitzvahed. We did not participate in any organized aspects of Jewish life.
My favorite uncles mocked the idea that the Jews were the chosen people
of the most powerful God. I both envied and felt sorry for those who had
a benign vision of the eternal and could apprehend a divine presence at work
in the world. My parents were admirably principled but were analytically
skeptical about the existence of God. They brought me up to believe in the
classical “virtues”—courage, wisdom, justice, and temperance.

Although it is not the full explanation, I recognize a deep connection
between having grown up as a nonobservant and unatftiliated Jew and the
inchoate spiritual yearnings I brought to each of my therapies, my reluc-
tance to join any school of therapy, and my ongoing struggle to find a theo-
retical vocabulary in which to write about therapy.

Dread of doing a dissertation figured prominently in my therapy with
Dr. C. With him I dealt with the peculiar disappointment that I was not a
“genius” and my fears of being mediocre. With him I dealt with my rebel-
lious wish to challenge the strictures of academic formalism. I came to
understand that my search for respect and self-worth depended too heavily
on what and how much I wrote.
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I am deeply committed to providing my patients with unconditional
positive regard. But, for as long as I can remember, I have felt that my ul-
timate value as a man depended on the quality of what I created. Eight and
a half- by eleven-inch lined, yellow pieces of paper have been the battle-
ground on which I have struggled with this contradiction. I was compelled
to publish so as not to “perish” at Yale. I broodingly anticipated that my
productivity would be insufficient to get tenure. At the same time, I felt
that I had chosen the wrong medium in which to express my imperious
need to create. I considered going to drama school to become a theater
director. These issues were an important focus of self-exploration during
my analysis. Within this context I learned a great deal about the ways my
perfectionism, competitiveness, aggressiveness, narcissism, and exhibition-
istic motives complicated my efforts at writing.

DR. E AND VIOLATIONS OF DISTANCE

I deliberately chose Dr. E as my next therapist, in part, because I knew he,
too, was conflicted about writing. It was rumored that he had a closet filled
with unpublished manuscripts. While in therapy with Dr. E, to keep my
ambivalences about continuing to write in the foreground of my aware-
ness, I posted Yeats’s (1959, p. 242) poem “The Choice” on our refrigera-
tor door. It begins:

The intellect of man is forced to choose,
Perfection of the life, or of the work.

Dr. E was thought to be one of the premier psychoanalytically oriented
therapists’ therapists in my area. He was widely respected for his intelli-
gence and his clarity of thought. At conferences that I attended, he spoke
expertly and eloquently about his work. He impressed me as the kind of
man I could respect. He is a European man and has maintained a Euro-
pean style. It pleased me that, like myself, he wore comfortable shoes, cor-
duroy pants, cotton shirts without ties, and sweaters made of soft fabrics.
There was a kind of aura about him that was not present in my American
therapists, whether they were Jewish (Drs. A, B, and C) or Christian, psy-
chologist or psychiatrist. Dr. D was the only psychiatrist. Dr. E’s aura seemed
to suggest that he had achieved “wisdom.” I could imagine that he was a
highly evolved, mature, unusually creative, scholarly, probing yet gentle
therapist. I hoped to find in him the idealized model of the type of thera-
pist I hoped I was becoming.

Sadly enough, being Dr. E’s patient did not match the fantasy as much
as I had hoped. He frequently seemed tired, distracted, inattentive, and
melancholy. There were occasional flashes of brilliance and insight that
renewed my hope that he was returning to the top of his game. I still medi-
tate on the meanings of his koan-like interpretation: “Jesse, you don’t pre-
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tend to be who you are not, you pretend you are not who you are.” His
finest moments seemed to take place when he said goodbye at the end of a
session. His exit lines (e.g., “Till next time”) had in them the promise that
maybe next time things would get better.

When I felt Dr. E enjoyed my presence, I was able to relax and turn my
attention to my inner life. If T felt his presence could not be taken for granted,
I became preoccupied instead with our relationship. While in therapy with
Dr. E, I belonged to an informal network of his current and former pa-
tients. We were all therapists. Comparing our experiences with him was
reassuring. We admitted to one another that Dr. E seemed to fall asleep,
occasionally, during therapy sessions. We compared the differing ways we
reacted to his eyes glazing over and his unwillingness to acknowledge his
obvious fatigue. Some feared that he found them boring. I deeply resented
the times he acted as if I could not make impartial judgments about his
lapses of interest.

We speculated about how his personal life was affecting his work. Some
details were known to us. This knowledge softened our disappointments
in Dr. E. There are no objective or absolute standards against which to judge
the intensity, breadth, and persistence of a therapist’s interest in a patient.
Therefore, it is very difficult to locate the boundary beyond which the felt
inability to take and show lively interest in a patient warrants an apology or
an inquiry. Our inner circle of therapist-patients of Dr. E found these am-
biguities a hardship.

In a previously published article (Geller, 1994) I used clinical material
from my therapy with Dr. E (I disguised my identity) to illustrate how to
understand the temptation to emotionally withdraw from a patient. What
I wish to underscore here is the following proposition: Like getting “too
close” to a patient, markedly diminished interest in a patient carries with it
ethical as well as technical implications. I believe a boundary violation oc-
curs when the depth and breadth of a therapist’s interest falls below the
levels a patient has a “right” to expect. Gross reductions of interest consti-
tute a violation of distance (Katherine, 1991).

TERMINATION THERAPY WITH DR. E

During the second year of my therapy with Dr. E, I experienced a major
episode of writer’s block. I was trying to finish a paper on the role of sepa-
ration and loss in psychotherapy (1987). My life was in turmoil because of
the continuing crises triggered by our younger daughter’s deatness (Geller,
1996) and the decision of the Yale Department of Psychiatry not to pro-
mote me. Dr. E gave me permission to stop writing. “Jesse, you don’t have
to finish this paper if you don’t want to.” But, for reasons I still only in-
completely understand, I persisted. It therefore seemed fitting that Dr. E
would say to me, in a dream that I took as a signal that I was moving to-
ward termination, “Jesse, you can have a room of your own.” In the dream,



96 BEING A THERAPIST-PATIENT

we are standing face-to-face in a well-lit but unfurnished attic. As you may
recall, A Room of One’s Own is the title of Virginia Wolft’s (1927) essay on
what is required for a writer’s life.

CONCLUSION
I approached writing this chapter in the spirit of those who discover what
they believe and wish to say in the act of writing. While writing this chap-
ter, I made connections that were not evident to me before. I was surprised
to see how much I had triangulated my teachers and therapists, thereby rec-
reating a pattern that was laid down when I felt caught between my father
and my uncles. Looking back and seeing from whence I came has deepened
my appreciation of the ways identifications and counteridentifications with
my therapists have shaped my attitudes toward those aspects of therapeutic
practice that are not covered in formal training programs, and are not readily
manualized. These include, but are not limited to, my conversational style,
the fees I charge for my services, the importance I assign to embodying
consciousness, and the centrality of presence.

Autobiographical accounts of therapists’ experiences in therapy can be
written in various genres. We don’t need more confessionals. As a result of
writing this chapter, I have come to the conclusion that it would be advan-
tageous to set for ourselves the task of finding narrative formats that would
enable therapists to explore the nonrational and irrational sources of their
handling of the ambiguities and unscripted aspects of therapy.

Psychotherapy theories are, at best, skeletal and only loosely based on
empirically grounded information. I would, therefore, reccommend that
writing an essay devoted to the question How has my biography influenced
my theoretical and clinical dispositions? should become an integral part of
the professional education of all therapists. Armed with this knowledge,
therapists would, I believe, practice the “applied science” (Geller, 1998)
of psychotherapy more effectively.
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THE PERSONAL THERAPY
EXPERIENCES OF A RATIONAL
EMOTIVE-BEHAVIOR
THERAPIST

Winpy DRrRYDEN

n Britain today, most professional bodies require psychotherapists to

have had personal therapy before being registered or accredited. While
professional bodies representing different therapeutic approaches specify
the length and frequency of such personal therapy, this is not the case with
more general professional bodies. Both the British Association for Coun-
selling and the Division of Counselling Psychology of the British Psycho-
logical Society now specify that accredited (in the first case) and chartered
(in the second case) practitioners have to have a minimum of 40 hours of
personal therapy. What is so magical about 40 hours? Neither body has given
a convincing argument for this figure and certainly not one that stems from
the research literature.

When I began my training as a counsellor in Britain (in 1974), there
were few general accrediting professional bodies and there was very little
guidance (outside the analytic tradition) concerning whether to seek per-
sonal therapy, let alone what type one should seek and how long and how
frequently one should seek it. What follows, then, is an account of my per-
sonal therapy experiences from my contemporary position strongly in the
rational emotive-behaviour therapy (REBT) tradition.

In recounting my history of personal therapy I will cover experiences
of individual and group therapy that I had before my training as a coun-
selor and after I began training. I will also discuss the personal develop-
ment groups that I attended, which were a mandatory part of three periods
of my professional training. Finally, I will discuss instances of self-help
because they illuminate why I derived so little help from consulting my
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fellow practitioners. After relating each episode (or related episodes) of
personal therapy, I will comment on my experiences.

THREE FUNERALS AND A WEDDING

The first time I entered personal therapy was at the end of 1974. I had just
started my professional training as a counselor and, at the age of 24 years,
was suffering from general feelings of unhappiness, a sense that my life was
something of an effort even though I had clear vocational goals and was
pursuing them. Had I completed the Beck Depression Inventory at that
time, I would have scored in the mild to moderate range of depression. So
I decided to seek personal therapy partly to deal with state of unhappiness
but also because I thought that I should be in personal therapy, given that
I was training to become a counselor. Even though there was no edict at
that time from any professional body that I was associated with, there was
a “feeling” that being in personal therapy was “a good thing,” a view that
was expressed by the various psychoanalytic associations. In Britain at that
time (and to a lesser extent today) counseling was dominated by psycho-
analytic and person-centered practitioners. The person-centered school
recommended the inclusion of personal development groups in the thera-
peutic curriculum, and the psychoanalytic school recommended personal
therapy as a mandatory activity, which had to take place away from the train-
ing institution where one was being trained.

I do not recall why I chose to seek a psychoanalytic personal thera-
pist, but I do remember at that time uncritically accepting what I now
consider to be a myth: that psychoanalytic therapy is “deeper” than other
approaches.

Funeral 1

I am being somewhat unkind to therapists in this account by referring to
my experience with them as funerals. What I mean to convey is that they
were more or less ineffective from the point of view of helping me over-
come my malaise. My first therapist was a middle-aged, male Jewish thera-
pist (as I am now) and, I think, a Kleinian. My uncertainty stems from the
fact that the person who referred me to him only said he was psychoana-
lytic by persuasion. My therapist certainly didn’t tell me anything directly
about his therapeutic orientation, and I didn’t ask because at that time it
never occurred to me to ask.

This therapist was not austere in his demeanor but neutral and strictly
interpretative. Whenever I was speaking he buried his head in his hands,
and on the infrequent occasions when he was about to say something, he
would rock forward, take his hands away from his mouth, make an inter-
pretation—which I usually found puzzling—and then return to his normal
pose. My attempts to seek clarification about his interpretations were met
by silence or by a further interpretation, along the lines that I wanted him
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to feed me (hence my guess that he was Kleinian). Indeed, as I recall, this
was his favorite interpretation.

This therapy was unstructured and open ended. I had the sense that I
could talk about whatever I wanted and that I could see him for as long as
I wanted. Actually, the therapy lasted for about six months of weekly ses-
sions because I was moving away from London and was reluctant to make
the weekly trips back to London to see him. While I was not sorry to end,
I have always wondered how (and indeed if) it would have progressed had I
stayed. One thing was clear at the end of this episode of personal therapy:
I still experienced the same sense of unhappiness.

Funeral 2

My second venture into personal therapy was with a psychiatrist who taught
a module on “psychiatry” in the counseling program I had finished in July
1975 and in which I made the transition to lecturer in August 1975. I asked
this man for a recommendation of someone who might take me on, since
I still wanted to get to the bottom of my unhappiness. He suggested that
he could see me himself in his National Health Service clinic at the local
psychiatric hospital. I should add in his defense that the issue of dual rela-
tionships was not as sharply drawn as is now the case. I was just pleased at
his suggestion and gratefully accepted his ofter.

I knew that this second therapist was also psychoanalytically oriented,
but he was far more interactive than my previous therapist. He also prac-
ticed psychodrama, and we used several psychodrama techniques over the
time that I saw him. About five or six months after I had started to see him,
he told me that he had to end the therapy because he was leaving his prac-
tice to work full-time as a senior lecturer in psychiatry. I understood this
and experienced a good sense of closure, since he also arranged for me to
see a colleague in the same clinic. My abiding memories of this second
episode of personal therapy was that my therapist took voluminous notes
at the beginning, which I found oft-putting. However, he was quite happy
to stop doing so when I asked him to. I also remember the psychodrama
techniques and found them quite useful in getting me out of my head and
more into my experience. My most vivid memory, as I look back on this
experience, was that we both smoked cigars during therapy sessions but
that his were longer than mine!

There was again no therapeutic contract at the beginning and, like my
first experience, it had an open-ended quality about it. My feelings of un-
happiness persisted.

Funeral 3

I was then referred to a man who was one of the few fully trained psycho-
analysts working in the Midlands. However, he did briefer work in the clinic,
where I had been seeing the second therapist and he had agreed to take me
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on at the request of that person. In all, I had eight sessions with this man,
and it was an experience I found quite frustrating. Again, there was no thera-
peutic contract and no agreed time limit as part of this contract. In my
innocence I was operating on the assumption that again the therapy would
be open ended. My third therapist was neutral and cold. Looking back, I
never experienced my first therapist as cold, even though he was strictly
neutral. Somehow I sensed that he did have a concern for my well-being.
However, this was not the case with my third therapist. I also remember
that on one occasion I asked him whether what I was experiencing was trans-
ference and received quite a sarcastic reply. No, this man didn’t show any
concern for me as I look back, and this was also how I felt at the time.

I am drawn to books on therapy that seek to explore key therapy mo-
ments—crucial sessions and turning points in the therapeutic process—for
I can still remember quite vividly the eighth and final session that I had
with this man. He began the session by announcing that this was to be our
last session. I am very sure, looking back, that we had not agreed on an
eight-session contract (or any other time-limited contract), and my sense
of shock and bewilderment at the time strengthens me in my retrospective
view on this point. He then said, casually, and this is really clear in my mind,
that if I wanted to continue to see him then I could do so in his private
practice. I can’t recall how I responded to this, other than to decline the
invitation and to get myself out of his office as soon as I could. The lasting
impression that I have of this man is that he was arrogant. I recall him
being late for one session and offering no apology or explanation for his
behavior. When I brought this up in the session, he dismissed my legiti-
mate complaint and proceeded to interpret my reaction.

I remember to this day feeling dazed as I made my way home after the
final session. I just couldn’t believe what had happened. Had I imagined
it? Had I offended him in some way? I was given no explanation for this
abrupt termination except that this was to be the last session.

. and a Wedding

Having been dismissed by this third psychoanalytic therapist, I decided to
fall back on my own resources. Earlier in my life I had overcome my public-
speaking anxiety, which I had developed due to my attitude toward a speech
impediment, by implementing a technique that I heard described on the
radio. In brief] I resolved to speak up at every opportunity—without re-
course to the myriad of ways I had developed to prevent myself from stam-
mering—while telling myself: “If I stammer, I stammer. Fuck it!!” Not only
did I largely overcome my anxiety by this method, I stammered far less than
previously.

Those who know anything about REBT will recognize this as an un-
schooled version of one of its major techniques: the rehearsal of a rational
belief while simultaneously confronting one’s fears. Consequently, it will
not come as too much of a surprise to learn that in 1976 I turned for
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inspiration to A New Guide to Rational Living, an REBT self-help book
written by Albert Ellis and Robert Harper (1975). We had briefly studied
REBT during my counseling program a year or so earlier, and I remem-
bered resonating to Ellis’s ideas about the theory and practice of psycho-
therapy, but I didn’t have time to study REBT in depth because we were
mainly concerned with the work of Carl Rogers.

On reading about the REBT perspective on psychological problems and
their remediation, I quickly saw that my unhappiness was due to feelings of
inferiority about various personal issues. I further realized that the reason I
suffered from such feelings was because I held a number of irrational beliefs
about myself in relation to achievement and approval. At last I had found
what I was looking for: an approach that spelled out for me a perspective
that I could make sense of and relate to (that I was unhappy because of the
rigid and extreme beliefs I had about myself) and a way of overcoming these
feelings (by identifying, challenging, and changing these beliefs using a vari-
ety of cognitive, imaginal, behavioral, and emotive techniques).

So my self-help therapy gave me what my therapist-delivered therapy
failed to—clear information about a conceptualization of my psychologi-
cal problems that I accepted and specific guidelines of how to overcome
these problems. Not one of my three individual therapists had given me
any kind of account of how they conceptualized my problems, and none of
them gave me any guidelines at all concerning how to remediate those
problems. I am not saying that all clients require such clarity, but I cer-
tainly did. If they had given me specific directions about conceptualization
and treatment, I could have given my informed consent to proceed or de-
cided that I did not want to continue.

You may be wondering whether I was not given this information be-
cause I was expected to know it, being a trainee counselor. I doubt this
because (1) openness was not a feature of my therapists’ behavior in other
areas and (2) they did not even inquire of me whether I wanted this infor-
mation. At any rate, if any of my therapists decided not to give me infor-
mation about conceptualization and treatment because they thought I
would know this already, then they were sadly mistaken.

COMMENTS

None of my three therapists made any significant attempt to explain to me
how they conceptualized psychological problems in general or my prob-
lems in particular. This is what Bordin (1979) considers a key therapist zask
and forms an important part of eliciting informed consent from the patient.
Thus, none of my three therapists elicited my informed consent to proceed
with therapy. While some would regard this as an ethical oversight, I will
be charitable and say that my therapists were following the analytic tradi-
tion, where such explicit explanations are generally eschewed. Clearly, this
lack of explanation did not meet my psychological “need” for explicitness.
I am a person who likes to know clearly what help I am being offered so I
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can make my own mind up whether or not I wish to proceed. My attempts
to elicit such clarity were either ignored, interpreted, or, in the case of my
third therapist, ridiculed. Why did I not decide earlier that psychoanalytic
therapy was not for me? Simply because I did not have the confidence in
my judgment to do so.

Looking back, I thought that if I stayed in psychoanalytic therapy long
enough, I would be helped by the process, despite evidence to the con-
trary. This taught me that clients may place too much faith in their thera-
pists, who they think know what is best for them. As a therapist, I emphasize
to my clients that what I have to offer them is one approach to understand-
ing client problems and how to address them, and I stress that there are
other approaches available. I tell them that if what I have to offer is not
perceived as helpful to them then they are not to blame, and that I will make
every effort to refer them to a practitioner who may be able to help them
more effectively. As my friend and colleague Arnold Lazarus (Dryden, 1991)
has said, making judicious referrals is a skill and a mark of therapist matu-
rity. None of my individual therapists raised this as a possibility. Did they
fail to do so because they knew I was a therapist-in-training and thought
that I could be expected to know about their approach to the therapy they
were practicing? Did they assume that I had already made an informed
decision that I wished to proceed with therapy in each case? As I said ear-
lier, I doubt that they had made such assumptions; even if they had, then
they were in error. What I have learned from this is not to assume that
therapists-in-training or even trained therapists have given informed con-
sent to proceed without explicitly eliciting such consent first, unless there
is powerful evidence to the contrary.

None of these three therapists discussed in this section explained to me
what my tasks were in therapy or, for that matter, explained what tasks they
were going to engage in during the therapeutic process. My guess is that
either I was expected to know as a counseling trainee or, more likely, I was
expected to just talk about whatever I was disturbed about at the time. It
was all very unstructured and loose when I needed clarity and structure.
The exception to this was the second therapist, who asked me if I wanted
to try out some psychodrama techniques on several issues that I was ex-
ploring. My recollection was that this therapist introduced the possibility
of using these techniques in a relaxed, nonpressuring way, and I was pleased
with both the offer and how it was made.

Bordin (1979) has argued that it is important for therapist and client to
agree on the latter’s goals for change. This does not mean that the therapist
uncritically accepts the client’s goals. Rather, it means discussing openly the
issue of goals so that agreed objectives emerge from such dialogue. It would
have been helpful to me if my individual therapists had initiated such a dis-
cussion (for I do believe that itis the therapist’s responsibility to do so). While
I now understand the psychoanalytic position on goals, I did not realize this
then, and therefore I was looking toward my therapists for guidance on this
issue—guidance that never came. Even if I couldn’t realistically have expected
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my therapists to change their practice to accommodate to my preference,
was it too much to expect them to elicit my position so that they could
judge whether I was suitable for their mode of treatment? I think not. Again,
in my practice, I attempt to elicit my clients’ views on this point, and I am
clear with them concerning my position on eliciting goals for change.

It should be clear by now that none of my therapists understood what
I thought might be most helpful to me from therapy. Such understanding
forms one important part of what Bordin (1979) refers to as the bond com-
ponent of the working alliance. Another aspect of the bond relevant to these
personal therapies concerns the interpersonal connection between thera-
pist and client. The relationship between the first therapist and myself was
fairly neutral. Behind his steadfast interpretative stance, I sensed he was a
fairly kindly man, but this was only a shadowy impression.

As I said earlier, I knew the second therapist in a different context, in
that he taught in my counselor training program when I was a student and
continued to teach this module during the time that I consulted him, when
I was lecturing on the same course. So I knew him in other contexts and
experienced him as someone who was reasonably caring. This side of him
came to the fore after I had requested that he stop taking notes and give
me greater face-to-face contact. Before this I sensed that he was hiding
behind his psychiatrist role. He responded well to my request, and from
that point I would characterize our therapeutic relationship as two col-
leagues, one senior and the other junior, working to help the latter toward
some unspecified goal. Of all the individual therapists I consulted, he was
the one who best understood my need to be active in therapy and suggested
on occasion that we use psychodrama techniques. I would say that of the
three therapists discussed in this section, I had the smoothest relationship
with him and the most difficult relationship with the third therapist.

I didn’t have the sense that the third therapist was listening attentively
to me. He may have been, but as Rogers (1957) wisely said, for the core
conditions to have a therapeutic impact on the client, the client has to ex-
perience their presence. If the therapist is listening attentively and the cli-
ent does not experience this, then there will accrue no positive impact for
the client. Indeed I experienced him as detached, uncaring, and somewhat
arrogant. The way he abruptly and unilaterally terminated therapy, along
with the offer that he could continue to see me as a patient in his private
practice, showed the somewhat exploitative nature of this man’s work with
me and perhaps his greed. In brief, I didn’t much care for him and sensed
also that he didn’t much care for me. By today’s standards, I suppose one
could argue that there were abusive elements to this relationship. I am think-
ing here of his unilateral announcement, without any prior warning, that
he was terminating the therapy.

To be charitable, one might argue that in 1976 the importance of plan-
ning for termination was not as much appreciated as it is now, and the prac-
tice of moving patients from the National Health Service where therapy is
free to the private (fee-paying) sector may not have been viewed as unethi-
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cal, as it would be now. However, this man was a fully trained psychoana-
lyst, for goodness sake, and a full member of the Institute of Psychoanaly-
sis, one of the most prestigious psychoanalytic institutes in the world. Even
at that time, I am sure that his colleagues would have been shocked by his
behavior toward me. The fact that I used this experience to very good ef-
fect should not be used to condone this behavior.

I described earlier how I gave up on therapist-delivered therapy and
turned, with good results, to self-help. Why was this experience more ef-
fective for me than more than one year’s therapy delivered by well-qualified
practitioners? First, I resonated much more with the REBT explanatory
model than with the psychoanalytic one, such as I understood it. I liked
the fact that when I read Ellis and Harper’s (1975) A New Guide to Ratio-
nal Living, the authors, from the very outset, made perfectly clear how they
conceptualized emotional disorders. However, even if my therapists had
clearly stated the psychoanalytic view of psychopathology, I would still have
favored the REBT view. Why? Because it emphasized the role of cognitive
factors, which struck a real chord with me in helping me to understand not
only my own problems but also those of my clients. Up to that time, I was
still practicing person-centered therapy, but my encounter with this REBT
self-help book and my subsequent successful self-help efforts led me to
decide to retrain in REBT, a decision I have never regretted.

Second, I resonated with the REBT’s direct, clearly understood, and,
some would say, no-nonsense approach to dealing with one’s emotional
problems. It was never really clear to me how talking in an open-ended way,
as in my psychoanalytic therapies, would help me to overcome my sense of
unhappiness, but it was crystal clear to me on reading Ellis & Harper’s
(1975) book what I needed to do to free myself of these feelings. I needed
to identify, challenge, and change my irrational beliefs and act in ways that
were consistent with the rational alternatives to these beliefs. Simple, but
not easy, as we say in REBT.

For me, one of the problems with these individual therapies was that
they were too open-ended with respect to goals. None of my therapists asked
me what I wanted to achieve from therapy. When I began to use REBT
with myself, I not only asked myself what my problems were, I asked my-
self where I wanted to be with respect to each of these problems. I saw that
my problems at the time were to do with feelings of inferiority, and I
wanted to be more self-accepting. The REBT position on unconditional
self-acceptance (Dryden, 1999b) was a revelation to me. It encouraged me
to view myself as equal in humanity to all other humans, to fully acknowl-
edge my weaknesses as well as my strengths, and to appreciate that the
existence of the former did not mean that I was inferior and that I could
address them nondefensively. Carl Rogers’s (1957) notion of unconditional
positive regard did not have a similar impact on me, since it was, as I saw it
then, encouraging people to prize rather to accept themselves.

Having a clear idea where I was headed on this issue, as well as how to
work toward getting there, were key ingredients to the progress I made in
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overcoming my unhappiness. I should add that in my overenthusiasm I did
not appreciate at the time that it is not possible to achieve perfect self-
acceptance. I realize now that this is a lifelong process and that whereas I
am far more self-accepting now that I was then, I still have my vulnerabili-
ties in this area. This fact, however, does not discourage me.

It is perhaps strange to think of developing a bond with yourself, but in
self-help that is precisely what happens. In helping myself overcoming my
malaise, I developed a more accurate understanding of myself than my per-
sonal therapists had shown toward me. This was because I used the REBT
perspective to understand myself. Note that I could not use the psychoana-
lytic perspective to do this, nor was I helped to do so by any of my personal
therapists.

Finally, an important aspect of the therapeutic bond is pacing. All of
my therapists worked too slowly with me, another feature of the psycho-
analytic approach with which I did not resonate. By contrast, when I used
REBT to help myself, I was able to do so at my own, quicker rate.

From all these experiences, I have learned the following, which I rou-
tinely implement my practice as a therapist.

1. T explain to clients exactly what REBT is and outline broadly the
kinds of tasks I am likely to implement and the kinds of tasks
they will be called upon to engage in. I elicit their reactions and,
if they indicate that REBT is not the type of therapy they are
secking, I refer them to a therapist who is likely to meet their
treatment preferences—as long as these preferences do not
perpetuate the clients’ problems.

2. I help my clients to specify their problems and what they want
to achieve with respect to each of these problems. Then I focus
therapy on helping my clients to achieve their goals.

3. I strive to develop the kind of bond that will facilitate the
treatment process and if I consider that any of my colleagues can
better develop a stronger bond with any of the people that are
secking my help, I do not hesitate to effect a suitable referral. T
am fortunate that financial considerations do not compromise
my position on this issue, since I am not dependent on my
practice for my livelihood.

Having described and commented on my experiences of both therapist-
delivered and self-help therapy, let me move on to my experiences of being
a member of a therapy group that I joined in the final year of my under-
graduate degree—before I began to train as a counselor.

ONE YEAR OF GROUP THERAPY

The therapeutic experiences I have just related were not actually my first
experience of being a client. In May 1970, toward the end of my second
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year of my undergraduate degree, I decided to stop working for my exams
and to feign illness. I was sent to see the college psychiatrist, who decided
that I needed to join a psychodynamic group that was being convened
at the beginning of the next academic session in October 1970 that
he was running with a psychiatrist colleague. In the interim, however,
I finally got my act together and resat the exams in July, which I duly
passed.

I dutifully joined the group, which was made up of about eight pa-
tients and two therapists, who both took a fairly inactive, interpretative
role. I did admit to the group that I had feigned illness after about six
months, but since I was well over my crisis by then, this disclosure didn’t
really help me.

Looking back, I think that my stopping working and feigning illness
was an attempt to get out of something that I did not enjoy (second-year
psychology topics are notoriously tedious), and I hoped that I could go
into the final year of the course on the basis of my course work in lieu of
passing the exams. Once I had tested the system and realized that I couldn’t
avoid the second-year examinations, I faced up to my responsibilities and
studied hard from that point forward. My decision to take responsibility
did not come from my participation in the group, since all this happened
before I joined the group.

1 did learn one thing from the group sessions that proved to be a valu-
able life lesson. I became friendly with one of the group members, and
we started to meet socially (which, if I recall, was not prohibited by our
group membership). This friendship turned out to be very one-sided; and
if I did not contact him, he wouldn’t contact me. Initially, I disturbed
myself about this lack of reciprocity and even confronted him about it in
the group. He apologized and promised to initiate contact, but didn’t.
At this point I remember changing my attitude about it. I reasoned that
he was the person he was and not the person I expected him to be and if
I wanted to be friends with him, I had to realize that I would have to
initiate contact because he wasn’t going to. Once I accepted this grim
reality, I calmed down and decided to remain friends with the guy. He
never did initiate contact, but I was undisturbed about it. Looking back
on this episode, it occurs to me that I never shared my self-authored in-
sight with the group since I tend to work things out in my head rather
than through dialogue with other people.

So what else did I learn from being in the group? Precious little, other
than that psychodynamically oriented groups were not for me. This was a
lesson that I had to relearn several times, as I will presently discuss. Of
course, some would say that being a member of the group helped me to
come to this realization, and indeed this may be true, despite my protes-
tations to the contrary. However, this hypothesis is impossible to disprove.
All'T can say is that it didn’t seem to me either at the time or in retrospect
that being in the group had a bearing on my adjustment to my friend’s
behavior.
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COMMENTS

Looking back, I really don’t know why I was referred to this psychodynamic
group. Certainly, when I saw the psychiatrist for an assessment interview
and he made the recommendation that I join the group, he did not give
me any kind of rationale for my joining. My impression is that he needed
to get sufficient numbers for the group to be viable and there were no strong
contraindications that would rule me out as a group member. At the time
I was in awe of this psychiatrist (because of his status rather than his per-
sonality); if he thought that I needed to join a group for one year, then he
must be right. After all, he was the professional and I was a mere under-
graduate. Now, of course, I know different. As a practitioner, I regard giv-
ing clients a clear rationale for treatment as paramount, and I make sure
that they think carefully about my treatment recommendations before ac-
cepting them.

One of the features of this group experience was the inactivity of the
group therapists. Much of the work was done by the group members, who
often gave each other fairly inept advice. When the therapists did intervene,
it was to make interpretations, and if these were ignored, as they generally
were, they remained silent. From what I could see, very few of the group
members derived much benefit from the year of group therapy.

This experience taught me that it was important for a group therapist
not only to encourage interaction between members but also to intervene
frequently in the group process. This helps group members focus on their
goals and presents a corrective force when they give each other bad advice.
The way I do this as an REBT group therapist is to highlight any helpful
aspects of the proferred advice and then to focus on the psychological is-
sues that group members often overlook when they advise one another
(Dryden, 1999a). In this way I strive to preserve the motivation of the group
members to be helpful to one another, while focusing their attention to
what they need to do psychologically to achieve their goals. As an REBT
group therapist, I see myself as having a gate-keeping role, whereby I en-
courage fruitful interaction between group members, and an educative role,
whereby I encourage members to use REBT techniques to help themselves
and one another. The two group therapists running the group I have just
described were rather poor gate-keepers, often allowing unhelpful interac-
tions between group members to develop unchecked, and were poor edu-
cators in that they did not provide explanations for their interpretations.

FOUR TEDIOUS YEARS OF PERSONAL
DEVELOPMENT GROUPS

In all, T experienced four years of being in three personal development
groups. Frankly, I found them something of a waste of time. Since they
were composed of students who saw one another in other contexts (aca-
demic, supervisory, and social), most of us were on our guard concerning
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what we said in the group about our lives and about our feelings toward
one another. Not that such groups were unhelpful for everyone. From what
I could see, they especially helped socially inhibited members, who learned
that they could talk about themselves and even confront other group mem-
bers and that nothing terrible resulted from such disclosures and confron-
tations. Since I already knew this, I decided to knuckle down and play the
game, which seemed to be that one talked about oneself at length every
five or six weeks and said something in every other group when others were
talking at length. It seemed that unless you did this, you became the focus
of the other group members, who wanted to know why you were silent or
distancing yourself from the group.

I make no apologies for sounding cynical about these groups, but I do
apologize to my past students for making them a mandatory part of coun-
seling programs that I have run. I did so not because I thought that they
were of any value but because professional accrediting bodies expect them
to be a part of the training curriculum, and I didn’t want to disadvantage
my students by depriving them of this “mandatory” experience.

COMMENTS

These personal development groups were, strictly speaking, not therapy
groups but more like sensitivity groups. Group members were not seen as
having personal problems for which they needed help but as developing
professionals who needed to become more aware of themselves and their
impact on other people. This is quite a reasonable activity for counselors-in-
training to be engaged in, and I wouldn’t have objected to attending one
such group for a year. What I objected to was having to attend three such
groups over a four-year period. My requests for exemption fell on deafyears,
for a reason that I can understand, being a counselor trainer myself, but which
ultimately cannot be justified, since the raison d’étre of a personal develop-
ment group (PDG) is the “personal development” of its individual mem-
bers. It was thought that if trainees could exempt themselves from being a
member of a personal development group, then this would produce a schism
in the training cohort, which would split into “attenders” and “nonattenders.”
Trainers are very wary of permitting any practices that divide a training co-
hort and that deprive group members of a forum where they could discuss
their feelings about the course and about other course members in a group
facilitated by a person external to the course. However, I am not speaking
against having a forum for course members to discuss the course, although
in my view this needs to be done with the course director present.

It seemed, therefore, that my continuing membership in these personal
development groups had more to do with promoting harmony (or at least
minimizing conflict) in a cohort of trainees than with facilitating the per-
sonal development of individual trainees. My argument at the time was that
my own particular personal development could have been better promoted
outside the group setting, and I still hold to this view.
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I mentioned that in my personal development groups many trainees
were wary about what they said because they had to see their fellow train-
ees in other settings. If membership in a personal development group is to
be a mandatory training experience, it would be more sensible if such groups
were made up of students from different training courses so that each group
member of a PDG would only meet with other members in the PDG set-
ting. The practice of putting trainees in patient groups addresses this issue
but raises a number of other issues, a discussion of which is beyond the scope
of this chapter. My suggested alternative would also mean that trainees who
had previously attended a PDG would not be obligated to attend another.
If this practice had been in operation when I did my training, I would have
been spared three tedious years of attending PDG groups and would only
have had to put up with one such year!

PREPARING FOR A MIDLIFE CRISIS THAT NEVER
HAPPENED: TWO MONTHS OF JUNGIAN THERAPY

As I approached my fortieth birthday, I decided to reenter personal therapy
to prepare for my midlife crisis. I should say that I wasn’t experiencing a
crisis at the time, nor have I subsequently had the crisis, but I was persuaded
by the idea that preparing oneself adequately for a crisis is better psycho-
logically than responding to that crisis after it happens. This time I delib-
erately chose a Jungian therapist, on the basis that Jung’s work seemed
especially suited to midlife issues, and I wanted to see a female therapist,
merely because all my previous therapists had been male.

I remained in this therapy for about two months. It became clear to
me fairly quickly and, I believe, also to my therapist that I was not suited to
a Jungian approach. For one thing, I couldn’t remember any of my dreams,
which I think my therapist found somewhat frustrating, since it seemed to
me that she liked to work with dreams. In addition, I found talking more
helpful than her interventions, which, to some degree, took me away from
my train of thought, but not in a productive way. So I decided to termi-
nate—an ending that was mutually agreed, well-planned, and amicable. This
ending enabled us to work together on a collegial, professional level much
later. These contacts revealed her to be much warmer and humorous than
she ever was as my therapist!

COMMENTS

When I first entered individual therapy I had just begun to train as a coun-
selor, and therefore it could have been said that I was naive in deciding to
go into a psychoanalytic form of therapy. My knowledge of what was avail-
able in the therapeutic scene was fairly limited, and my major preoccupa-
tion was to find a therapist who came highly recommended. However, 16
or so years on, I could not be said to be naive. I had already had a good
deal of therapy and had discovered that I was more suited to a cognitive-
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behavioral approach than a psychoanalytic one. So what possessed me to
go into Jungian therapy? I have already given one explanation: Jung’s ap-
proach was said to be particularly suited for those wishing to explore midlife
conflicts and although I hadn’t begun to be affected by such issues, I was
taking preventative measures. I also wanted to see a woman.

But as I have engaged in writing this chapter, it is also clearer to me
that I would not have made a very good client of cognitive-behavior therapy
either, not in the early 1990s at any rate. If I had sought help from a
cognitive-behavior therapist at this point, I would have had to curb my ten-
dency (which, as I write, I see would have been clearly present) to super-
vise my therapist. If I may humbly say so, I have been a leading proponent
of REBT in particular, and of cognitive-behavior therapy in general, for a
number of years; I had obtained by the early 1990s a reputation in the field.
I was probably Britain’s leading REBT therapist and could not envisage
consulting one of the very small band of trained British REBT therapists.
First, I knew them all quite well and had trained most of them; second, I
would have been sorely tempted to supervise them and correct their errors!
In addition, I did not think of consulting a more generic CBT therapist,
because that person would not have focused on my irrational beliefs but
would have chosen instead to focus on my cognitive distortions and the
like, which I would have found frustrating, as I did when I trained in Beck’s
cognitive therapy in 1981, after I had trained as an REBT therapist a few
years earlier.

So it is a bit rich of me to criticize my Jungian therapist for practicing
an approach which I must have known in my heart of hearts I would not
resonate with. This, of course, turned out to be the case, and thus I do not
feel inclined to be too critical of her.

I will only comment on one further thing. As I mentioned earlier, years
after this therapy had ended, I met my ex-therapist in a professional activ-
ity and found her to be a charming, warm woman with a good sense of
humor. These qualities were not apparent to me when I was her patient.
This raises for me an interesting question. In adopting a fairly neutral thera-
peutic style, do psychodynamic therapists (and I include Jungians here) lose
much of the therapeutic potency of their natural interpersonal style and
qualities? My experience is that they probably do.

CONSULTING WITH ALBERT ELLIS

The final personal “therapy” experience concerns the consultations I have
had over the years with Albert Ellis, the founder of REBT and the person
I most consider a mentor. For over 20 years I have made annual visits to
what is now known as the Albert Ellis Institute in New York City. When-
ever I go I arrange to see Albert Ellis, in what are known as his lunchtime
and suppertime sessions. These are, in effect, his breaks between therapy
sessions. While for the most part I have used these sessions to discuss mat-
ters relating to (1) finer points of the theory and practice of REBT;
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(2) problems I have had in my clinical practice of REBT; and (3) joint
writing projects, I have on various occasions used these sessions to consult
with Al on a number of personal issues. Normally, these have been issues
where I have failed to identify a subtle factor that has eluded me and thus
I have not been able to get to the heart of the matter. Invariably, Al has
helped me to identify this factor and has trusted me to take remedial steps
to deal with the clarified problem on my own.

COMMENTS

Of all the therapist-delivered treatment I have had—and when I put to-
gether all of them, I am shocked to learn how much therapy I have had
(with so little return!)—Albert Ellis, in the sporadic times when I have dis-
cussed a personal issue with him has been, by far, the best therapist I have
ever had. Why is this so? First, our therapeutic discussions over the years
have been in the context of him being more of a mentor than a therapist.
This for me challenges the wisdom of implementing overly strict bound-
aries between therapy and nontherapy discussions with the same person.
Such boundaries would be constructive for some, but would not have been
for me.

Another aspect of therapy with Al Ellis that I appreciated was his use
of self-disclosure. I would discuss a personal issue with Al, and he would
tell me about a relevant experience that he had had with the same issue.
Sometimes he would tell me how he had helped one of his clients with a
similar problem. Rarely, if ever, would he practice formal, active-directive
REBT with me. While I have never discussed this point with him, my sense
is that he was quite aware that I knew REBT theory and practice very well
and could trust that I had tried to use it with myself before discussing the
issue with him. He respected my position as a knowledgeable REBT thera-
pist, and he sought to help me in ways that I had perhaps not thought of.
His indirect approach here was most beneficial.

As I write this, I am reminded of a remark that one of my REBT col-
leagues made about supervisory feedback he had received on one of his
therapy tapes by an REBT supervisor he had sought help from. “He treated
me as if I knew nothing about REBT,” claimed my colleague, who found
this approach to supervision patronizing and unhelpful. Al Ellis never once
treated me in our therapeutic discussions as if I did not know REBT.

The other helpful aspect of having “therapy” with Ellis was that his
style with me did not change according to the issue we were discussing. I
contrast this with the discrepancy between my Jungian therapist’s “inside
therapy” style and her “outside therapy” style. Al was his humorous, raun-
chy, interesting self no matter what we were discussing. In a phrase, I ex-
perienced him to be genuine in all his dealings with me, and this “genuine
informality” is a therapist quality that I find particularly helpful as a cli-
ent and that I strive to achieve in my own work. I contrast this with the
“nongenuine formal” style of my other therapists.
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It is fitting to close this chapter with my therapy experiences with Albert
Ellis since I owe him so much as a professional. It is also fitting that I have
ended with a discussion of my one positive therapist-delivered treatment
that I have had. Although I have been critical of my previous therapists (with
the exception of Albert Ellis), I want to end by saying that I would not be
a very easy client for most therapists. I have a clear idea of what is helpful
to me and what is not, and I have a definite preference for self-help, which
makes being in therapy a problematic experience for me if that therapy is
not focused sharply on encouraging me to help myself.

And yet, so many of my therapists failed to discover this. As a result I
have learned to consistently ask myself whether or not my REBT practice
best suits the needs of the person who is seeking my help. If it does, then
we can proceed; if not, I am prepared to refer this person to someone else.
This is the lasting legacy of my personal therapy experiences and one that

helps to keep my feet on the ground and helps me to remain dedicated and
humble.
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THE I AND THE SELF:
REMINISCENCES OF
EXISTENTIAL-HUMANISTIC
PSYCHOTHERAPY

Bryan WiTTINE

n their provocative study of personality theory, the psychoanalysts

Atwood and Stolorow (1993, p. 5) argue that divergent theoretical
approaches to the human psyche are not “theoretical models which can be
tested against one another in a meaningful way, but rather [are] competing
ideological and conceptual orientations to the problem of what it means to
be human.” The theories of different investigators are embedded in “irrec-
oncilable, encapsulating structures of metapsychological suppositions,”
which stem from the subjective experiential worlds of the theorists them-
selves. Thus, Freudian, Jungian, existential-humanistic, and cognitive theo-
ries, to name but a few, arise from the subjective and personal influences of
those who invented them, for “personality theorists tend to rely on their
own lives as a primary source of empirical material” (p. 6).

If the metapsychological systems of the great psychologists are grounded
fundamentally in the unconscious organizing principles of the theorists, can
something similar be said of therapists and the particular theoretical orienta-
tions to which they gravitate? As a therapist, might not I be attracted to cer-
tain psychological theories that resonate with my own subjective experience,
approaches that express something concerning my own unconscious design
for living?

For me, the answer to these questions is an emphatic yes. As I look
back on my 25-year career as a psychotherapist, I recognize that I have been
drawn to theoretical systems that are personally meaningful and that ad-
dress in definite ways certain lacunae in my psyche. In particular, I have
needed depth psychology to help me address the reality of death, the in-

114
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exorableness of change, and the ramifications of an absent father, issues that
haunted me from childhood.

I have been drawn to three psychologies that specifically address these
issues. They are existential-humanistic psychotherapy, psychoanalytic self
psychology, and Jungian psychoanalysis. In this chapter, I concentrate pri-
marily on my journey in existential-humanistic psychotherapy, which I
undertook at the beginning of my career. This journey went to the very
ground of my being and had such power that it shaped my subsequent
development as a therapist. What I learned in it became the foundation of
who I am and how I work.

A foundation, of course, is not the whole building, and I have since
gone on to become a Jungian psychoanalyst. My existential-humanistic
journey, however, remains the bedrock of my professional life.

I began therapy because of depression and a sense of failure after I sepa-
rated from my first wife, with whom I was married for 10 years. In addi-
tion, I had just begun to teach at a nearby university, and I needed support
from someone I admired who could soothe me when I made mistakes,
encourage me to keep going, and act as a role model. My existential jour-
ney took place over a period of five years at two and three times per week
with two different therapists. It continued until my second therapist’s re-
tirement. From there I began a Jungian analysis, enrolled in analytic train-
ing, and subsequently was certified as an analyst. My Jungian journey has
been with two analysts for approximately 12 years, mostly twice a week.

My existential-humanistic therapist taught me a process of inner search-
ing, which required me to turn inward and sense within myself the nuances
of thought, feeling, and sensation that go on all the time just below the
level of conscious awareness. Transference phenomena were explored, but
exploration of the transference in depth took a back seat to the inner search.

THE INEVITABILITY OF DEATH

In classical Freudian psychodynamics, our aggressive and libidinal drives
spawn conscious and unconscious anxieties, which propel us to adopt cop-
ing and defensive mechanisms. Existential psychotherapy (Yalom, 1980)
replaces the Freudian view of psychodynamics. Here anxiety and subsequent
defenses are triggered by our awareness of certain ultimate existential con-
cerns: death, freedom, isolation, and meaninglessness. I shall begin by de-
scribing how the ultimate concern of death drew me specifically to the
existential-humanistic orientation.

I became aware of the inevitability of death when I was a very young
child. When my mother was nine, her eight-year-old sister was murdered
on the streets of Cleveland. Early that morning on her way to mass my
mother knew something was wrong. She found Elaine’s rosary beads in a
pool of blood on the sidewalk a block or so away from the church. “Little
Girl Slain by Madman” read the headline in the Cleveland Plain Dealer.
By the time I was born, 16 years later, this tragedy had become a central
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organizing event in the life of my mother’s devout Roman Catholic family.
Elaine had become a heroine and a martyr and her story had the numinosity
of myth.

Later, when I was 12, my maternal grandmother died, and her corpse,
lying in the casket with flowers all around it, fascinated me. I remember
thinking to myself: “Her body is like a shellacked eggshell; the life has been
sucked out of it like a yoke.” My grandmother’s death was the first of 11
deaths that took place in my extended family over the next two years. My
father’s father followed three weeks later; then, one by one, great-uncles
and great-aunts died, wiping out an entire generation of my family. “She
(or he) was young yet,” the bereaved would say, as they looked at their
beloved in the casket. And they were young—from late fifties to 72.

My parent’s marriage was too tenuous to hold up under the impact of
these deaths. A tumultuous breakdown took place in my family, which
eventually resulted in their divorce when I was 16 and my own move to
California to join the flower children two years later. Ending after ending,
change after change scared me to my core and made me intimately aware
of the fragility and impermanence of life. I thus began to question the
meaning of life in the face of certain contingency.

What possible yearning might arise in a young man who had directly
encountered death, the ultimate mystery, again and again? What might catch
my interest in the face of a bewildering, inconsistent world of relationships
irretrievably severed by death? I turned to Asian philosophies and medita-
tion, where I hoped to find the deathless spirit, the unborn and undying,
the changeless behind the ever-changing. I immersed myself in the prac-
tice of Eastern techniques of meditation, and I came to regard Western
psychology, with the arguable exception of Jung’s, as having little to do
with spiritual enlightenment, the meaning of life, and other ultimate con-
cerns. These matters, I believed, belonged to spiritual teachers in medita-
tion halls and monasteries, not to psychotherapists in their consulting rooms.
In that sense, I believed that what depth psychotherapy could achieve in
terms of peace and happiness was decidedly inferior to the fulfillment I would
experience if I realized the deathless spirit promised by the great contem-
plative traditions of the East. The stability of spirituality was what I wanted:
the Atman of Vedanta, the Beloved of Sufism, the Buddhist’s Buddha-
nature, Kether on the Kabalistic tree of life, and the “Not I, not I, but the
Christ who liveth in me” of Saint Paul. I read a lot of Jung as a young man
but was not converted. His notion of the transpersonal Self seemed to point
to the same spiritual reality the mystics sought, but I wanted the real thing,
not some psychological substitute. Consequently, I had no idea I would
become a psychotherapist and certainly no sense that I needed psycho-
therapy. Now, as I look back on those years, I recognize with tenderness
and compassion the defensive grandiosity of an impetuous youth with his
head in the heavens and his feet dangling far above the earth.

It was not until I separated from my first wife after a 10-year marriage
that I thought I might need psychotherapy. While in graduate school I
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encountered the ideas of James F. T. Bugental, one of the best-known pro-
ponents of the existential-humanistic orientation in psychotherapy. In his
books (Bugental 1978, 1981) I discovered how the existential-humanistic
approach could become a vehicle that supported the realization of the spirit,
which Bugental called the “true I” or the “I-process,” as distinct from my
“self,” the system of identity-constructs with which I was unconsciously
identified. This seemed familiar to me. It paralleled the distinction that
Indian yogis make between the Atman, or Self (with a capital ), and the
ego. The same distinction is found in Jung, who wrote extensively on the
archetype of the Self'and its relationship to the ego. Like Parsifal in the grail
legend, who became transfixed upon his first sighting of a knight in shin-
ing armor and knew immediately he wanted to become one, my imagina-
tion was seized by the idea that I might become a psychotherapist. Although
it was Jung who first taught me to regard the unconscious as a rich font of
creative possibilities rather than a seething cauldron of instinctual drives, it
was Bugental who taught me how to access this font and ultimately to dif-
ferentiate between the true I and my constructed self.

Bugental also fathered me. Like many men of my generation, I grew up
with a distant father, resulting in a zone of emptiness in my psyche where a
paternal imago should be. I have no doubt that the absence of a stable father
contributed to my feeling groundless and insecure, feelings I also associate
with death and change. Quite unconsciously, I was searching for the good
father I never had to replace the critical and distant father I did have. In my
spiritual search, however, I was also looking for God the Father.

I had no idea of the transference implications of these images when I
set about to find Bugental and go into therapy with him. “I’ll need to see
you at least three, preferably four times per week,” he said on the phone.
“My fee is $75 an hour.” This was a hefty amount at the time.

Financially, this was a huge investment. Getting to him was also a major
investment of time. He lived in Santa Rosa, a solid hour and a half drive
from my home. Moreover, choosing to see him represented a psychologi-
cal challenge. As I said, at that time I was very much identified with a gran-
diose persona, but inside I felt inferior. I also didn’t trust men as mentor
figures. I now see that I was in deep conflict between my mother, who
needed me to be her shining star (thus my grandiose persona) and my fa-
ther, who wanted a son like other boys and was disappointed to find that
he had produced a creative, artistically inclined kid. We were never close,
and I certainly felt rejected. I therefore had to overcame my suspicion of
male authorities long enough to begin working with Bugental. I finally
became his patient—yes, three times a week at first, although in time he
made it easier by scheduling two of those sessions back to back.

THE ART OF INNER SEARCHING

Bugental was steeped in classical psychoanalysis, having had a five-times-
per-week analysis of his own that went on for several years. He was not



118 BEING A THERAPIST-PATIENT

content, however, with the depth reached in his own analysis; conse-
quently, he drew on the work of Wilhelm Reich and Fritz Perls to deepen
and intensify Freud’s technique of free association. His work became
experience centered. The focus of the therapy session was the living mo-
ment—what was actually going on phenomenologically in me as I spoke
to him about my life. Bugental began my therapy by instructing me in
the art of searching:

Here’s what I’d like you to do when you come into the office,
Bryan. Lie down on the couch, take some time to get comfortable,
and think about what concerns you. Pay particular attention to
how you experience that issue in your body and feelings. Then
describe as openly and as freely as you can what goes on within you
as you contemplate your issue. Tell me what it makes you think of,
how you feel as you tell me about it, what your earlier life was like,
and how you’d like your future to be. In doing so, keep one eye on
the feelings and sensations in your body. The main thing is for you
to disclose as openly and as freely as possible what goes on in your
awareness while you’re here. Don’t wait for me to say much. Just
keep going from within yourself.

In this way he taught me to use “feelingful awareness” in choosing,
describing, and redescribing my concerns. I learned to keep focused on my
feelings and the sensations in my body, which became triggers for access-
ing thoughts, images, memories, desires, hopes, fears, wishes, and all else
flowing within my awareness from moment to moment.

For me, Bugental’s initial instructions became the basic rule of
existential-humanistic psychotherapy. I tried very hard to follow it because
I wanted to please the father! Now, as I look back, his instructions seem
mechanical and unwieldy. I rarely use them with my patients. I am inclined,
however, to use the more subtle instructions Bugental offered (adapted from
Bugental, 1978, pp. 29-31):

e “Bryan, tell me, what are you experiencing inside yourself as you
tell me these things?”

e “Bryan, listen, will you try something for me? Let’s stop convers-
ing for a moment, so you can get in touch with what’s going on
inside you right now. Take your time. Then come on back and
see if you can’t tell me a little about what you find, okay?”

e “I have the sense, Bryan, that there’s a lot going on inside of
you right now as you tell me about this. Could you share some
of that, too?”

To me, a novice psychotherapist, these were elegant communications,
which had the effect of making it clear that Bugental believed in the pri-
macy of the subjective, and that his first concern was to help me become as
subjectively centered as possible during my sessions.



Reminiscences of Laistential-Humanist Therapy 119

Looking back on it, I think he taught me most about inner searching
by modeling the search process. Whenever I confronted him he took me
seriously. He often searched within his own subjectivity and disclosed what
he found, whenever it was appropriate to our work. I remember one hour
in which his self-disclosure taught me more about searching than any in-
struction he gave. About a year into the therapy, life presented him with a
major event and a choice, both of which irrevocably influenced my work
with him. First, his friend Al Lasko, a psychologist in southern California,
unexpectedly died. This was a profound loss for Jim, and everyone in the
small existential-humanistic community around him knew it. Second, shortly
before or after Lasko’s death, I don’t remember which, he decided to re-
tire from private practice. This left me approximately two years time to
complete my work.

I do not know whether his decision to retire and his friend’s death were
linked, but his decision was a blow to me. It was like being told that your
long-lost father whom you recently found was now given a death sentence,
just at the point where you were absorbing all the qualities you had missed
for a lifetime. I shall comment at greater length on the ramifications of his
decision for me later in this chapter. For now I will simply say that I was
angry and saddened, but I buried the trauma. As I still had two years, I
resolved to use the time as fully as I could. But the existential realities of
death and of life’s inevitable endings were part of my therapy with him from
that day on.

One day he became ill and had to cancel my session. Largely due to an
error on his part, the message didn’t reach me, and I made the hour-and-
a-half trek to Santa Rosa, seemingly for nothing. I was sympathetic toward
Jim because he was ill, but I also felt angry that he overlooked my needs. “I
think you’re resisting being fully present with me,” I complained at the start
of our next session. Jim’s response transported me into a dimension of depth
and meaning that seemed entirely numinous. He closed his eyes, sat qui-
etly for a few moments, turned to me, and said slowly and with great feel-
ing, “You’re right. I was caught up in my own concerns. . . . the end of my
friendship with Al . . . the end of my private practice . . . approaching the
end of my life . . .”

When he said this it was as if the floor beneath us sprang open, and Jim
and I together plunged down a well that opened into a vast underground
chamber. I was on holy ground, and I Znew it.

“Do you think much about death, Jim?”

“Quite a bit, Bryan.”

“Are you afraid of it?”

Again, silence as Jim made his way even further down into that myste-
rious chamber, and I with him. “No, not exactly. Not anymore. I used to
be afraid. Now I’m more curious, very curious.” And I knew that this was
his truth because for me the energy in the room was positively electric.

This was not only the decisive moment in my discovery of the art of
inner searching but one of the most healing moments of my therapy. No
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older male, no father figure, had ever given me the gift of self. I felt hon-
ored when he opened himself to me and showed me that I was worth his
trust. I felt proud that this man whom I loved and admired would take me
into his private world. I also felt the fullness of my own being. I felt large
enough to receive him in his heaviness and depth. This was not an inflated,
grandiose experience of myself. I felt solid and real. Perhaps for the first
time I felt my legs underneath me, my feet on the ground, and my roots in
the earth. This event also helped me to feel much safer to access and share
in a less inhibited way what I found within myself. When Jim searched within
his own subjectivity for his motives for forgetting my session, he opened
and gave himself to me, and I felt ready to open myself to Jim.

The “Self™

From that moment when I dove in, I relaxed my social persona, contem-
plated my concerns, and disclosed what I found in my awareness. The most
meaningful issues of my life—my feelings of deficiency and frustration as a
psychotherapist, my turbulent relationship with my fiancée, my conflict be-
tween spirituality and worldliness, my fear of death—literally tumbled out.

One of the themes that concerned me most was my work as a psycho-
therapist, about which we often spoke. Bugental handled this concern like
any other. It simply became the starting point for the search process. To
illustrate: I might begin a session by describing my difficulties tolerating
the rage of a female patient; that, in turn, reminded me of a similar prob-
lem I felt with women in general. I would then be reminded of; say, a dream
I had had in which “my foundation is being gnawed by a rodent,” which
led me to wonder if I felt my patient was undermining to my self-esteem.
Going deeper I might say, “Damn self-esteem. I’m so up-and-down, so
vulnerable to what other people think and feel. I hate that about myself.
Wish I could be myself, warts and all, and that it would be okay.” That led
me to acknowledge, “How much I wish I had enough self-possession to
withstand my patient’s angry attacks without flinching, without flying
away.” Then I might think of something with my mother, which would
lead me to describing my relationship with my fiancée, then back again to
my relationship with my patient.

At times I pulled on Bugental to give me advice about my patient,
but he usually refused, knowing it would derail the search process. I re-
member him once asking why I needed him to take off his therapist hat
and become my consultant. That led me to describing my loss of my fa-
ther and how I therefore did not know how to handle the parts of my
mother that frightened me.

As I spoke about each of my concerns, Bugental listened, not just to
what I said, but to implicit meanings he heard between the lines. He placed
great emphasis on process—the ways I spoke, the urgency or lack thereof,
my shifting moods, my breathing patterns, my nuances of vitality and dys-
phoria, my unconscious choice of words, my Freudian slips of tongue. He



Reminiscences of Laistential-Humanist Therapy 121

used all of these to lay bare the structures of my subjectivity—my conscious
and unconscious identities, which he called my self-construct.

For example, he repeatedly confronted the pressure I put on myself to
inwardly search, my inability to simply allow myself to be a channel through
which the content of my awareness could flow out of me in my own au-
thentic way. He showed me this by identifying my pervasive tendency to
split myself into a slave who needed prodding by a domineering internal
object, which he called my master. At times I identified with the punitive
master who demanded perfection in the art of searching; at others I iden-
tified with the anxious slave who couldn’t do searching deeply and freely
enough. We talked about the ways the master and slave replicated my im-
age of my father and my relationship to him.

Inevitably this pattern also became visible in my transference relation-
ship with Bugental. I projected the master onto him and, like a good stu-
dent, strained to get in touch with my inner awareness out of a desire to
please him and ultimately to receive his acceptance and confirmation. When
it didn’t work, my perception of him changed into my disapproving father,
who withheld from me the love and affirmation I needed.

We uncovered the same complex at work in my relationships with my
students. At the time I was clinical director for an agency, responsible for
the training of 12 beginning therapists. They were a tough group. I often
felt overwhelmed by their unruly rejection of such common psychothera-
peutic frame issues as setting fees and requesting that clients pay for can-
celed hours. At times I felt like a stern, disciplining teacher who had to put
the brakes on an eager, impulsive group of'adolescents, while at other times
I felt like a criticized child when they were upset with me for not meeting
their expectations.

I also realized that dimensions of my meditation practice were simi-
larly motivated. I was raised Roman Catholic and had thought my con-
version into Buddhism was motivated by the purity of a longing for truth.
I discovered that it was also motivated by a desire to feel special and to
compensate for feeling deficient behind my grandiosity. I also found
that my meditation practice was motivated by my need to appease a judg-
ing, withholding Father God, as if meditating would somehow make me
into his perfect son, finally worthy enough for Him to cough up his good
grace.

Another motivation for meditation was to seduce God as powerful
authority to rescue me from death and uncertainty. Apparently my uncon-
scious child-self had gotten it into his head that if I meditated God would
swoop down at the last minute, just before I fell off the world into a dark
and lonely abyss, and save me from death itself. Never mind that God never
lifted a finger to help Jesus on the cross. Didn’t Jesus, after all, ask, “My
God, why hast thou forsaken me?” I felt crushed and humiliated to dis-
cover that my God-image, my father complex, and my transference to
Bugental were all cut from the same cloth. I became increasingly aware of
how small and insubstantial I felt underneath it all.
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The I-Process

This procedure of exposing and deconstructing the unconscious constructs
of my self and my world came to its inevitable apogee as Bugental and I
focused on the paradigms underlying my spirituality. I will never forget one
session in which I spoke about how I wanted the mystical Christ to rise up
from the depths of my unconscious, take hold of me from the inside, and
pull me down into his awesome depths. Jim looked at me incredulously
and said, “Bryan, that’s sixteenth-century spirituality!”

I was shocked and infuriated. For the first time I thought Bugental blew
it. To me, this was an empathic failure, a violation of the therapeutic frame,
and a technical error all rolled up into one. Certainly, I thought, his own
countertransference was involved. Bugental was an existentialist, not a
transpersonalist, and it seemed to me he was repressing the sublime in his
own life and now was advocating that I repress the sublime in myself as
well. T accused him of being unable to move from existential to transpersonal
levels of consciousness, to move from his ultimate concern of death and
finitude to my ultimate concern of enlightenment and unity with God. A
Jungian analyst would certainly understand that I longed for the archetypal
Self and would help me become aware of “its” presence, to help me orga-
nize my life around “it”—the still point at the center of the turning world,
as T. S. Eliot put it.

But Bugental was insistent and would not let go. “That still point,” he
asserted, “is not an entity in your unconscious separate from you. The still
point of being and awareness is who and what you are.” He seemed stern,
even awesome, as he confronted me with how I made my essence into an
“other,” how I persisted in seeing myself as a tiny force with everything
good outside, how I reified the pure subject into an object to be worshiped
rather than recognizing my essence as pure being and consciousness. “The
mystical Christ as a Jungian archetype existing inside you is a concept,” he
pushed on, “another object in consciousness. It’s an image of reality, not
reality itself.”

From this moment on, reality wasn’t what it used to be. Bugental was
now debunking a primary structure of my identity, an underlying concept
of myself as small and inconsequential next to God as wholly other, alto-
gether perfect, the sole source of grace. As this structure began to shake, I
felt no still point of being and awareness. I looked inside and saw a terrible
nothingness. I had no solid self. My identity and the identities of others
were highly relative; my thoughts and feelings were like weather patterns—
vaporous, shifting, and fluid.

The horror I felt came from my direct experience that my known self
was simply nonexistent as something tangible and real. My self-identity was
built out of subtle levels of thought that arose from unconscious memory
traces starting in the first hours of life. These traces gradually became the
building blocks of the superstructure of my identity. I had become identi-
fied with images of self as master, slave, small child needing the protection
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of'a wholly beneficent Other, seeker after the mystical Christ, and any num-
ber of other constructs, all of which had as their basis a feeling of individu-
ality rooted in identification with my physical body. In other words, the
self-identity is first a bodyego, as Freud himself recognized. My identifica-
tion as a body was the foundation of this entire superstructure. Underneath
it, however, emptiness pervaded. I recognized my essence to be nothing. I,
as a “something,” simply did not exist.

I became restless. If I am not any of these identities, then “Who am
I?” and “What is Other?” These questions flooded my consciousness. One
day, as I described to Jim how I felt doomed to eternal nothingness, he
said to me, “Bryan, you sense you are nothing now. But you also were
nothing before you characterized yourselfas something. What was that like?”

That question served like a Zen koan. At that moment my mind seemed
to stop, and I had the subtle, but deeply powerful feeling that I, essentially
nothing, existed as nothing, outside of time. This I, as nothing, witnessed
the pharaohs of Egypt and all times past, present, and future. The I wit-
nessed these, not as an individual entity but as living presence that simulta-
neously seemed to be pure being/awareness. All content appeared to arise
within this vast, cognizant, luminous being/awareness. Other than being
awareness itself, this 7 had no form, no weight, no color, no substance, no
locality. In those moments I tasted stillness and peace, along with feelings
of pure joy.

This experience also seemed to alleviate my death anxiety. The pure [
seemed to be deathless, present everywhere and at all times. Individual cycles
circumscribed by birth and death seemed to occur within the I, but the
seemed transcendent to these cycles. Obviously I have no direct knowledge
of the reality of life after death, but this and other experiences gave me
greater faith that something about the human being survives death and is
immortal.

Eastern mystics also describe experiences that are similar to what I
experienced. For example, Bassui, a fourteenth-century Zen master, said:
“Your Mind-essence is not subject to birth or death” (cited in Kapleau,
1967, p. 173). My impression was that I as living presence transcended birth
and death. There is no death because the true I is never born. It stands
completely outside of time. Manifestation throughout time takes place
within the I-process, much as weather patterns appear and disappear against
the clear sky. Thus, I as living presence and awareness could be said to exist
at the time of the Egyptian pharaohs, not as an individual form but as an
abiding witness.

Similarly, the Hindu sage Ramana Maharshi (1959, p. 30) wrote:

Because the individual self [or self-construct], which is nothing but
the mind, has lost the knowledge of its identity with the real Self
[or I-process], and has enmeshed itself in bondage, its search for
the Self, its own eternal primal nature, resembles that of the
shepherd searching for a lamb which all the time he bears on his
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own shoulders. During these moments, I realized the true I not in
the sense of attaining something new but simply in being that
which I always am and have always been, but didn’t know it,
because my true I was overshadowed by the content of the self.
Now, after I had temporarily transcended the self, the I stood out
clear and shining, and it had been there all along. “Muddy water,
let stand, becomes clear” is the way the Chinese sage Lao Tse put
it. The self-construct is the silt in the water of the I, pure aware-
ness. When the silt settles down, the water stands clear, but the
water was always there. This reminds me of something a meditation
master once told me: “Gradually, your mind will relax into enlight-
enment.” For a few, brief, shining moments, then, I felt free from
my limited self, and I understood a saying attributed to Abu Sa’id,
a fourth-century Sufi mystic: “Inside this robe there is only God.”
(cited in Vaughan-Lee, 1995, p. 204)

HOW PSYCHOTHERAPY HEALS: WHAT I LEARNED FROM
THE EXISTENTIAL-HUMANISTIC PERSPECTIVE

It has been said that trainees learn how to do psychotherapy more by being
in their own therapy than in books and graduate school! This was cer-
tainly true for me. My current work as a psychotherapist has as its foun-
dation certain postulates I learned from Bugental. In the intervening years
I made a thorough study of psychoanalytic self psychology and Jungian
psychology, which offer important teachings. But I have now come full
circle, and I believe the following points remain indelibly the foundation
of all my work.

1. The centrality of the inner search

2. The therapist’s presence and concern as central to facilitating
the inner search

3. The selfobject transferences, which serve as the background of
the search process

4. The importance of distinguishing between the I, which is pure
being and awareness, and the self, which is a construction of
identity rather than a constitutional given

First, my journey in existential-humanistic psychotherapy taught me
to regard the inner search as central to how psychotherapy heals. The clas-
sical psychoanalytic approach is overly mental and divorced from what is
actually going on in the patient’s subjectivity in the living moment. What
is truly going on in the therapist’s office and what is most directly (almost
tangibly) available for the work is the present living moment, the patient’s
and analyst’s being in this very zow. This means that the flow of the patient’s
stream of consciousness, especially as it starts in somatic and affective ex-
perience and in the patient’s feeling of genuine concern for his or her life,
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is the primary focus of the therapeutic situation. The therapist’s subjectiv-
ity is also central to facilitating the unfolding of the patient’s inner search.

Helping my patients form a relationship with the depths of their own
subjectivity remains the core of my work. I try to help my patients listen
deeply within their larger awareness to all that is present within them. I
contribute by immersing myself in the flow of their associations and ampli-
fying whatever I perceive is “ascendant” in their experience, whenever they
need me to do that. In this way, patients discover what is underneath their
surface thoughts and emotional reactions and bring to consciousness what-
ever is implicit and deeply felt but dimly realized.

The physical and psychological presence and the responsiveness of the
therapist are, of course, central to the creation of a therapeutic environment
that facilitates the search process. With a safe, containing therapist, the inner
search unfolds with greater freedom and ease; without the therapist’s pres-
ence, searching is difficult if not impossible.

Presence was the primary quality of being that Bugental modeled. For
example, no one with whom I have since worked has been more empathic
and “experience-near” than he. I often felt him inside me, immersed in
my subjectivity with me, as we flowed together down the river of my aware-
ness like some Lewis and Clark on a journey to discover uncharted terri-
tories within my psyche. On this expedition he was usually quiet, never
intrusive. But he was energetically potent, either as a helmsman when I
needed help or as a steady, onlooking presence when I didn’t. When he
spoke, it was often because I became caught in some repetitive thinking
pattern, or because he wanted to illumine something struggling for emer-
gence from within me that I couldn’t quite realize on my own, or to ask
questions that took me deeper into my subjectivity.

Two related aspects of Bugental’s presence stand out to me. First, he
modeled very clear boundaries, which made it safe to search within myself.
One of the most difficult aspects of being in therapy with him was his cen-
trality in a small community of professionals who trained and consulted,
and in some instances went into therapy, with him. Although he kept con-
fidences strictly, I felt embarrassed on a few occasions to meet colleagues
who passed me in the hall at the same time I arrived for or departed from
my sessions. I remember one conversation I had with him in which I com-
plained about feeling exposed. There was nothing we could do except to
arrange for me to arrive for my sessions promptly and thus avoid meeting
people I knew. Because I was a part of this small community, however, he
urged me not to share my therapy sessions with members of our commu-
nity and, if I wanted to discuss anything, to do so with people whom I trusted
outside of our group.

Another quality that helped me feel safe to search was his willingness
to disclose his own subjectivity when it seemed relevant to our work, as
when he shared with me his feelings concerning his friend’s death. This was
such an important aspect of how therapy healed that I made it a point to
read everything I could on therapist disclosure. For many years I believed
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I needed to consciously know the structures of the patient’s subjectivity into
which the patient will absorb what I disclose and the fact of my disclosing
it. Then I thought I could make a conscious choice and be certain that my
disclosure would enhance the patient’s individuation instead of derailing
it. Now this process occurs intuitively inside me, below the threshold of
my conscious awareness. Generally speaking, I do not self-disclose very
often, but when I do it is directly relevant to the patient’s search and often
proves to be meaningful. This is clearly something I learned from Bugental,
and it has served me well over the years.

Something else comes to mind concerning Bugental’s presence. When
I was in therapy with him, I felt enormous confidence in my own work as
a therapist. At the beginning of their training and in the early years of their
professional career, most novice therapists are struggling with underlying
anxieties. They are usually worried about getting patients, and once they
have them they are worried about losing them. This makes it difficult to
relate to patients as the situation requires. Because of their anxiety they might
be too nice and too understanding, or may feel insecure about holding a
hard line when needed. By contrast, while I worked with Bugental I felt
self-confident. I had no trouble setting fees, required prospective patients
to come twice a week, insisted that they take their therapy seriously, and
confronted when necessary. True, I did have my defensive grandiosity,
but that was surface veneer. No, in retrospect I believe I was borrowing
Bugental’s stability and calm, his nonanxious manner, his strength and
power, and incorporating them into myself. It became painfully obvious
after my therapy was over that these qualities did not really belong to me.

Throughout the roller-coaster ride of disclosing my selves and discov-
ering the living presence of the I-process, Bugental remained a still point
in my emotionally chaotic universe—stationary, stable, and calm. His steadi-
ness enabled me to relax my defenses and make the descent into the gaping
nothingness I found myself to be. He was there when I needed him.

Today, having immersed myself in psychoanalytic self psychology, I
understand that I had formed an “idealizing selfobject transference” with
my therapist. My archaic developmental needs from childhood were reac-
tivated, and Bugental responded optimally to those needs, thus enabling
derailed processes of individuation to get back on course. Bugental identi-
fied my master-slave structure and illumined its operation in my thinking,
my relationships, and in my transference with him. I believe this made up
part of the repetitive dimension of the transference. In the background,
however, an idealizing selfobject transference operated.

What is important is that the therapist be available for as long as it takes
the patient to idealize, devour, and metabolize the therapist. As I have al-
ready said, my psychotherapy with Bugental ended prematurely. Bugental
had ceased taking on new long-term patients two years previously, and now,
at age 68, he was ending his practice and concentrating solely on writing
and consultation. Consequently, my therapy did not have an organic end.
I did not choose to terminate the therapy. Seven or eight months after I
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had tasted the pure livingness of the I, he closed his office. Gradually I re-
alized how abandoned I felt and how traumatic this premature ending was.

When my therapy ended, then, this transference remained unresolved,
and a restructuring of the self along positive lines had not taken place.
Moreover, I was unable to speak to him about my feelings of abandonment
because my idealization was holding. I couldn’t conceive of letting him
know of my feeling that he failed me. This was important because it meant
that a major part of my father-complex concerning my abandonment had
not been resolved, and the idealizing transference had not been worked
through.

Within a year after therapy ended, I remarried, and so my capacity for
interpersonal relationships improved significantly. Nonetheless, Bugental
had exposed me to the self’s relative reality and had opened me to the
I-process. This satisfied many spiritual yearnings and helped me face my
death anxieties, but I was left on the border between the emptiness of the
pure [ and the form of the self. It was not until I was firmly involved in
Jungian analysis that I began to put my self back together, to feel equilib-
rium in the world, and to live as both the self and the pure 1.

I have since discovered that my ontological insecurity is the intrinsic
insecurity of the self when it feels separate and dissociated from its source,
the I-process. I had only glimpsed the pure I; I hadn’t found permanent
residence there and certainly had no clue as to how to be intrinsically empty
and in the world as an individual at the same time. I have learned that heal-
ing this fundamental dissociation in the human psyche requires intensive
psychotherapy of several years duration as well as a long-term practice of
meditation.

I am certain my therapy would have gone on for several more years
had Bugental remained in private practice. I am also certain I would have
outgrown my need for him and have found my own inner source of strength
and wisdom to the degree that I let myself fully have him. As it was, our
ending was traumatic, and I began searching for another therapist within
months of our last session. This search was painful and disappointing, be-
cause no therapist was Bugental.

It took me many years to process this ending and to internalize and
integrate Bugental’s image. It took several years with Jungian analysts to
help me metabolize him and to begin to practice psychotherapy in ways
that seem creative and authentic to me and are not merely copies of him. I
no longer mimic him, as I once did long ago, but now offer my own life-
experiences and myself. Still, I sometimes imagine him sitting next to me
as I sit behind the couch listening to my patients. But then, I also imagine
inside me the presences of my Jungian analysts and case consultants. At times
I think a council of ancestors surrounds me and guides the career of their
younger professional colleague.

Even after several years of Jungian analysis, however, I regard those
three years lying on Bugental’s couch and engaging in the search process
as watershed experiences in my personal and professional development. I
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cannot help but connect everything I have since learned about how psy-
chotherapy heals back to those years of working with Bugental to get in
touch with the ongoing flow of subjectivity and to emancipate the pure
awareness and livingness of the I from the self-construct.

This emancipation of the pure I was profoundly healing. Over time,
what I learned from those experiences was that my self-concepts are en-
tirely arbitrary and are based not on reality in the here and now but upon
memory traces that are formed from the earliest moments of life. Gradu-
ally, these memory traces coalesce into self- and object-representations,
which shape and organize our view of the world and ourselves. Our known
identities, therefore, are phantoms. They act as grids through which we see
the world and ourselves in that world.

This realization resulted in a feeling of enormous freedom. It also re-
sulted in a convincing impression that I create my world afresh from mo-
ment to moment and that I can choose to see it through my egoic grid or
with wholly unmediated eyes. Thus, my perceptions became more imme-
diate and less contrived, and seemed to convey reality itself rather than re-
ality perceived through an egoic grid.

Ofall the remarkable things I learned in existential-humanistic psycho-
therapy, this is the part of its legacy that remains for me the gist of this work
and the foundation of my own: the self, apparently necessary for us to get
about in life, is a construction of consciousness, by no means our essence.
There is a power within us that is the very heart of the human being. It is
something nonexistent in the ordinary sense, not an objective thing at all;
yet this true I, the pure subject, the pure livingness, is very much the fath-
omless source of all human possibility.
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THE ROLE OF INDIVIDUAL
AND MARITAL THERAPY
IN MY DEVELOPMENT

Crara E. Hioo

Onc of my major lifelong goals has been to understand myself, who I
am, and where I am going. I agree with Socrates that the unexamined
life is not worth living. So I have engaged in many efforts to understand
myself, my family, and almost everyone with whom I come into contact.
Although I have trepidation about revealing myself in such a public forum,
I have decided to do so because I hope that hearing about my experiences
can help other people on their journey toward self-understanding. First I
describe several nontherapy experiences that were influential in my devel-
opment, to provide a context, and then I discuss the effects of long-term
individual and marital therapy on my development.

My love of introspection probably came from my family, in that we all
tried to figure out ourselves and each other. Unfortunately, these attempts
to understand ourselves and others did not translate into clear and direct
communication with one another but rather took the form of talking about
(criticizing) other family members when they were not present. Further-
more, the family values were not toward seeking therapy for solving prob-
lems but toward turning to God and health food as the answers to all
problems.

Religion was a strong influence in my childhood. My father had trained
to be a Baptist minister, and my parents were devout Christians. Accord-
ing to my family, there was one true way, and the answers were all written
in the Bible. There was a lot we could not do (dance, smoke, drink, play
cards, premarital sex). We were encouraged to be different from others and
to devote our lives to God. Although the church taught us not to think for
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ourselves, my parents did teach us to read and think for ourselves, which
they regretted later, when my siblings and I all turned away from the church.
I became disillusioned when I was in high school, when fighting among
the church members caused the church to split and when my father could
not provide convincing answers for my doubts. I have remained cautious
and suspicious when people try to demand that I become a true believer
and use charisma to sway emotions and convert me, as was the case in the
Baptist church.

When I was 19 and a sophomore at Southern Illinois University, I went
to the university counseling center because I was depressed, having trouble
with the transition to a large public university from a restrictive, religious
home, having difficulty choosing a major, and not knowing who I was or
wanted to be. I did not know how to ask for help with my existential is-
sues, though, so I asked for help with vocational problems. The counselor
was not empathic; she did not ask me any questions about myself but just
scheduled me for a vocational test. I never went back to take the test. It
makes me angry even now thinking about how much I needed help but
did not get it. I recall a comment an administrator in the counseling center
later made to the effect that they did not need to do more to encourage
students to use counseling facilities because waiting lists were already too
long. My experience did spark my interest in what keeps people from seek-
ing help, and I did my undergraduate honor’s thesis on the topic. I remain
convinced that we need to do a better job of teaching therapists to recog-
nize unspoken client distress, and we need to do more to make therapy
accessible to people.

I liked my introductory psychology class and did not like any other
majors, so I decided to major in psychology. After a summer working at a
mental hospital, I realized that I wanted to work with “normal” people. So
I began graduate school in counseling psychology in 1970 at Southern II-
linois University (SIU). It was the height of the student protests over Viet-
nam and the beginning of the women’s movement. It was an exciting time
to be in graduate school because so much was happening in the culture.
The counseling psychology program at SIU was a wonderful place to be
because the faculty were very client centered, treated us like colleagues, let
us help change the curriculum, and fostered our having major input into
our education.

A very important influence on me was that I met my future husband,
James Gormally, during graduate school. We were two of the four students
admitted to our graduate program in 1970 and the only two to graduate.
Jim has been my best friend since we met and one of the most important
positive influences in my life. He is gentle and easy to talk to about every-
thing. Being in the same profession and learning how to do therapy has
provided us with the skills necessary to listen to each other and work through
problems.

A profound impact of graduate school for me personally as well as pro-
fessionally was learning helping skills (e.g., reflection of feelings, interpre-
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tation). I had always been a listener, but I used listening primarily as a de-
fense against revealing anything about myself. Learning helping skills taught
me to use those listening skills as a first step in being empathic and caring
about other people. The skills also gave me a sense of confidence in know-
ing what to do with clients. The theoretical foundation for the helping skills
was client-centered theory, which fit well with my humanistic values. I was
not, however, attracted to the dogmatic quality of the helping skills approach
as we learned it. We were taught that there was a certain way to do therapy
(e.g., that an empathic statement was a reflection of feelings, that 12 re-
flections should be used before attempting an interpretation, that if clients
did not get better it was totally the fault of the therapist). I reacted strongly
against being told that there was one right way to do therapy, especially
given the weakness of the empirical evidence for the assertions. We were
supposed to believe what we were taught without questioning it. These
demands for loyalty felt too much like the demands of the Baptist church,
that is, that I believe without questioning. Despite the dogmatism of the
approach, I was able to take away good things from the experience of learn-
ing helping skills. In fact, I have spent much of my research career testing
the effects of therapist techniques and have recently come back to revising
the helping skills into what I think is a more flexible, theoretically sound,
empirically based approach (Hill, 2004; Hill & O’Brien, 1999).

I was also influenced during graduate school by behavioral theory. We
had a really good professor who was excited about and good at demon-
strating behavioral techniques. Since leaving graduate school, I have also
been influenced by psychodynamic theories. Furthermore, teaching all the
different approaches has forced me to value the positive features in all of
them. In fact, it is clear to me that an integrative approach makes the most
sense.

In graduate school, I was also influenced by conducting research. It
was fun, and I liked the challenge of thinking of ideas and then figuring
out how to test them. I also liked the idea that therapy involves a personal
scientific approach, where the therapist is always trying to be aware of how
the client is responding and what is working.

I certainly had the required amount of supervision during graduate
school, and it did help me to gain confidence in my therapy skills. But I do
not have specific memories of any supervision experiences during graduate
school that influenced my development. I do have specific memories of the
helpfulness of supervision during my internship because my supervisor en-
couraged me to become more spontaneous and try out a number of differ-
ent techniques. His encouragement freed me up to trust my intuition more
as a therapist.

Another important influence on my development was encounter
groups, which were very popular during the time that I was in graduate
school. Encounter groups were used as a way of helping people learn about
how they are perceived by others. Our first-year class of counseling and
clinical psychology graduate students formed a leaderless encounter group.



132 BEING A THERAPIST-PATIENT

I remember initially being terrified and sitting like a frozen statue, saying
nothing. Fortunately, my classmates confronted me gently, and I began to
open up somewhat. I realized that I was not the only one who had prob-
lems, even if the other students seemed to be so much more together than
I. Throughout graduate school, I led a number of encounter groups with
undergraduate students and was in a number of them. These encounter
groups were incredibly beneficial in terms of giving me feedback about how
I came across and in teaching me about group process.

I got my Ph.D. in counseling psychology, got married, began as an
assistant professor in the counseling psychology program in the Depart-
ment of Psychology at the University of Maryland, and started a small pri-
vate practice in 1974. This was a time of many transitions, particularly into
adulthood.

I continued my personal growth endeavors. I was in a women’s con-
sciousness raising group that met weekly for a few years right after gradu-
ate school. In addition, my husband and I were in a leaderless couples group
with three other couples that met about once a month for about five years,
starting two years after graduate school. Most of the members of the group
were therapists who were all newly married and just beginning to have
children, so we talked about marriages and transitions to becoming par-
ents. We have remained close friends with two of the couples, who feel like
our chosen family. Recently, we met again for several group sessions to talk
about transitions to having our children leave home and to thinking about
the next stages in our careers.

I was also involved in two different supervision groups for a couple of
years early in my career, with two very different supervisors. My experience
with one supervisor, a well-known, aggressive, dogmatic, confrontational
man, was very negative. I recall bursting into tears a couple of times when
he confronted me in a particularly cruel manner; he was very lacking in
empathy and understanding. My other supervisor (a woman) was more
benign but not particularly impactful or memorable.

INDIVIDUAL THERAPY

I decided to start individual therapy in 1975 after I was married and began
my position at the University of Maryland. I cannot recall the initial stimu-
lus for seeking therapy, but it probably had something to do with my per-
vasive anxiety, difficulty maintaining a separate identity, unhappiness with
my job, weight control issues, and constant disputes with my mother. In
retrospect, it makes sense that I sought therapy at this point in my life. Earlier
in my life, I think I was too vulnerable to be able to tolerate therapy. By
this point I had gained some self-confidence in myself both personally (I
was in a relationship with a good person) and professionally (I had com-
pleted my doctorate and secured a very good professional position).
Iwanted individual therapy rather than group therapy. I wanted a thera-
pist all to myself. I had been the youngest of four children in a family with
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limited emotional goodies to go around, and I did not want to have to share
my therapist. I wanted to see an experienced female psychologist who was
relatively similar to me in terms of age and location, had a humanistic orien-
tation, and was gentle and insightful. I wanted to see a therapist who was not
dogmatic and who did not think that she had the right answer but who would
listen to me and help me grow. It was also important to me that my therapist
not be someone who was a therapist for anyone else I knew, and I did not
want to see anyone who my colleagues knew. I knew a number of other people
who all saw the same therapist, and I wanted no part of that type of incestu-
ous community. I wanted someone who was mine alone. Finally, I wanted
long-term therapy because I knew that it would take a while to work through
my issues. It is important to note that long-term, depth-oriented therapy was
the norm at that time, especially for therapists.

Of course, such requirements made it difficult to find a therapist be-
cause I could not rely on referrals. Luckily, I found a listing of therapists
that Ralph Nader’s group had compiled. (I have seen no such list since that
time.) On that list, I found Dr. Rona Eisner, a clinical psychologist who fit
all my criteria. Even more important, I liked Rona when I met her. I did
not choose Rona for her reputation (which was considerable) but rather
because I felt comfortable with her. In retrospect, I probably would not
have felt comfortable discontinuing treatment if I had not liked her (she
was the only therapist I called), so I am fortunate that she was so terrific,
especially considering the rather impersonal way I went about selecting her.
I have seen Rona oftf and on for individual therapy over the last 28 years for
a total of 580 sessions.

I should note that I contacted Rona when I was first asked to write
this chapter. She read an early draft of the chapter, gave me the dates of my
sessions, verified the factual material, made suggestions for additions, and
gave permission for me to use her name. She was supportive of my writing
the chapter and liked the way I characterized her in the chapter.

Rona reminded me of my mother in terms of appearance. When we
started, she looked the way my mother did when I was growing up. But,
unlike my mother, Rona listened to me, was a consistent presence, and
treated me as an individual. She was about 10 years older than me, Jewish,
and married with two children. Her husband was an internist, and they lived
in a very nice part of town, so I always assumed that she was quite wealthy.
She had directed a clinic but had recently gone into a small private group
practice when I first started seeing her. So we had some differences (Jewish
versus Christian, 10 years age difference, socioeconomic status), but these
did not seem as important to me as our similarities (gender, theoretical
orientation).

My first episode of individual therapy lasted three years and involved
one or two sessions per week. I vividly recall being so anxious talking about
myself during the first year of therapy that I had to run out at least once
during most sessions to go to the bathroom. I also recall vividly that Rona
knitted during all the sessions. I felt wounded because I thought she could
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not possibly be listening to me. I was sure that she was knitting because I
was boring, which was a familiar feeling for me. Very few people in my life
had ever listened to me. When she seemed sleepy and occasionally even fell
asleep, I added that evidence to my certainty that I was a boring client, which
I probably was, because I was so defended and afraid of opening up for fear
of rejection and being boring. I did not mention my feelings about her
knitting or falling asleep in the therapy at the time.

I spent hours between sessions thinking about what Rona and I had
talked about in therapy and planning what I wanted to talk about in the
next session. I also talked endlessly about my therapy experiences with my
husband and close friends, who were all also in therapy. Being in psycho-
therapy was a major part of my identity at the time. Therapy was very help-
ful, even though it was also anxiety-producing.

Rona did many things that were helpful. I remember clearly one of
Rona’s early self-disclosures. I was talking about how it was not possible to
combine career and family. She reminded me that she had been able to
combine career and family and so it was clearly possible. She did not dis-
close much over the years, but when she did, it was typically at an impor-
tant point. Rona used self-disclosures to show me that we were similar and
to serve as a model for something that I needed to think about or do.

Rona worked within a long-term psychodynamic orientation, where
you look closely at family history, every part of the relationship, and trans-
ference and proceed carefully and slowly toward termination. Hence she
offered many interpretations. She tried to help me understand what was
going on and what caused me to act as I did. She would repeatedly come
back to certain things from my childhood that were crucial in my forma-
tion (e.g., my younger sister dying when I was three). She would make
connections between our therapy relationship and my relationship with my
parents. I should note that her interpretations were done in a collaborative
manner. She was not the expert telling me about myself, but rather we were
working together to try to understand what was going on. She encouraged
my introspection and independence.

At the same time that she was interpretive and sometimes even con-
frontive, Rona was supportive and empathic. I felt safe to talk about almost
everything. I felt that she could understand my struggles. In fact, I felt that
Rona was a repository for me of everything I thought and felt. She remem-
bered what I had said. I knew I existed because she had heard me. I needed
to tell her things so that I knew that they happened. And if I told her things,
I knew that she was there to remind me that I existed. It is hard to express
this feeling in words, but I felt very grounded knowing that Rona knew so
much about me across so many years. She held me together when I felt
unable to hold myself together.

Rona also had clear, consistent, reasonable boundaries about such things
as fees, cancellation, and phone calls, but she was also humane and kind
about the way she implemented these boundaries. She started and ended
sessions promptly, and I felt very special when I could get a couple of extra
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minutes from her. I did not call her between sessions except to ask for an
additional appointment when I was in crisis. I did run into her once in a
store—she was very cordial when I said hello, and we chatted briefly. She
came to see me once when I gave a talk at a convention, and I was proud,
grateful, and a bit nervous that she was there. I should note that I did not
really try to push any of her limits. In fact, I did the opposite. I tried to be
the best client possible and follow all the rules so that she would not get
angry at me.

We terminated the first episode of therapy about the time that I was
pregnant with my first child. I felt much better and wanted to try to man-
age things on my own. We processed the termination carefully for several
months, and when we stopped, Rona assured me that I could come back if
and when I needed to. I remember giving her a gift of a picture I had taken
of Niagara Falls, which she graciously accepted (and said recently that she
still has).

I started individual therapy again with Rona about three years later.
Being a parent of two young children was difficult and brought up many
issues for me about what it had been like to be parented. I found myself
doing things exactly as my parents had, and I often heard my mother’s voice
come out of my mouth. Being a parent has done more to teach me about
the highs and lows of my personality than any other event in my life, and I
needed help to deal with the feelings. I went to therapy this time about
once a week for nine years. We went much deeper this time, and I would
say that this was when I formed a strong, healthy attachment to Rona. It
took a long time for me to work through my conflicts not only about rais-
ing children but also about combining work and family, individuating from
my parents, developing my identity, and establishing my career.

I did not talk about my therapy as much with my friends during this
second episode of therapy as I had previously. I had two small children, a
busy career, and little time to spend with friends. But, more important, I
do not think I needed to talk about therapy with friends as much at this
point as I did earlier. I was in a different phase in which I was safe and
comfortable working on my issues rather than being “into therapy.”

Toward the end of this second therapy episode, I was able to tell Rona
that her knitting bothered me. We talked about it, as we did everything in
therapy. She told me that she knitted to keep her hands occupied so that
she could focus more on me. I understood that intellectually, but emotion-
ally I needed her to stop knitting. She did quit knitting, which made me
feel good that she responded to my needs.

At some point, I felt a need to stop therapy again. I felt that I had gone
as far as I could go. The time that it took to go to therapy and the cost be-
came important factors, signifying to me that I was better because therapy
was not the priority that it had once been. I knew that I could go back when-
ever I needed to, which reassured me that I was not losing contact with Rona.

Indeed, I have gone back several times for “tuneups” in the last few
years. The third time I went back, Rona was knitting again. In contrast to
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my earlier reactions, though, I realized that her knitting no longer both-
ered me. I was able to see that Rona could pay attention to me just fine
(she didn’t even fall asleep any more) and that it helped her relax. I prob-
ably was less boring as time went on because I came to believe in myself
more and was able to talk more openly about my feelings.

Our relationship has evolved over time. Initially, I was needy, vulner-
able, dependent, defended, and reserved. I came to be more open and to
perceive Rona as an equal with whom I consulted about my personal and
career concerns. As an illustration of her serving in a consultant capacity, I
recall talking with Rona a few years ago about my uncertainty about whether
I wanted to write a book on dream work in therapy. I lacked confidence in
my ideas. It seemed so bold to propose a new theory, to say how I thought
dream work should proceed. After all, who was I to propose a new theory
of dream work? Rona asked me to tell her about my dream model, and we
talked about it as I would with a colleague. She reassured me that she liked
my ideas and encouraged me to write the book (Hill, 1996). Her profes-
sional opinion and encouragement was very important to me, both as a
therapist and as a colleague.

Rona recently retired from doing private practice full-time, which means
that she closed her office and stopped accepting new patients, but she con-
tinued to see her long-term patients on an as-needed basis in her home office.
I went back for a session while writing this chapter. I wanted to see her in
her home office and be reassured that she was still there if I needed her. I
also wanted to consult with her about the chapter and make sure that I was
not violating any confidences or misrepresenting her. Rona reassured me
about both things. It was good to see her and to fill her in on what had
happened in the interim. One thing I was struck by is her memory for all
the things that have happened to me over the years. It is truly comforting
to know that she remembers so much of my history and can remind me of
why I get stuck and anxious (e.g., she always remembers an image of me
hiding under the table in the middle of the kitchen when I was a small child).
Her reassurance and caring have kept me grounded.

An overall point that I think is important is that I have never really
gotten angry at Rona. I got annoyed with the knitting and asked her to
stop, and a few times I got annoyed if she was late starting a session, but I
never felt or expressed anger to her. I attribute my not getting angry at her
to both of us. On her part, she was really good, so there was not much need
to get angry. She is a calm, centered person. In her reaction to a draft of
this chapter, Rona said that few of her clients have ever gotten angry at her,
which she attributed to the clarity of her boundaries, her not feeling guilty
about setting limits but seeing it as a necessary way of taking care of her-
self, and her willingness to be honest and explain her decisions to patients.
For myself, although I get angry at other people, I have trouble expressing
anger to anyone other than my husband and children. There is a part of me
that is still afraid that if I got angry at Rona, she would not like me and
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might reject me. However, given that I do not feel any anger at her at this
point, I do not feel a need to work on this issue with her.

Another overall point is about the cost of therapy. Fees were low when
I started therapy in 1975, and my health insurance paid for 50% of the cost,
so the cost was very reasonable. And, because I really needed the therapy,
cost was not an issue. Rona typically increased her fees by $10 to $15 every
two or three years, so that her fees were quite high toward the end of my
therapy experience. Because she did not join managed care panels and was
therefore an out-of-network provider, my share of the fee was proportion-
ally even higher toward the end. As I felt better and the costs skyrocketed,
the costs as well as the hassle of getting every 10 sessions preauthorized
became a factor in my thinking about whether to go back for sessions. I am
very grateful that insurance was generous during the years when I really
needed therapy.

I am not sure that being a psychotherapist myself has had much im-
pact on me as a client in my individual therapy. I was more interested in
getting help than in being treated in a special way because I was a therapist.

In retrospect, though, I can point to some positive and negative things
about being a therapist in therapy. On the positive side, I knew what to
expect from therapy and was firmly committed to it. I knew that I needed
therapy, and I did not delude myself into thinking that I was doing it for
training. I knew what the boundaries were supposed to be, and I did not
try to challenge or change them. In addition, because Rona understood my
job so well, I was able to talk about it at a depth that might not have been
possible if I had been in another career.

One the negative side, I may have restrained myself more in therapy than
I'would have if T had not known the “rules.” I did occasionally code or judge
her techniques (e.g., “that was a good interpretation”) or think about what
theoretical approach she was using, but it did not seem to get in the way of
the therapy too much. We were able to get past it to get to work.

Did Rona act any differently with me because I was a psychologist? I
doubt it. She was very secure in who she was as a person and as a profes-
sional. She was very well regarded in the therapeutic community and never
seemed threatened by my professional successes.

MARITAL THERAPY

At about the time I went back for my second episode of individual therapy,
the pressures on my marriage were also escalating. My husband and I had
two small children and two challenging careers, so we needed marital therapy
in addition to our individual therapies. We were learning in our individual
therapies about ourselves, but we were not learning how to communicate
with each other and resolve problems.

But we wondered how we should go about it. Should it be his thera-
pist or mine? I certainly did not want to go to his therapist. I had seen his



138 BEING A THERAPIST-PATIENT

therapist one time for some reason that I cannot remember, and his abra-
sive, confrontational style really turned me off and made me angry. Like-
wise, my husband did not want to go and see my individual therapist. We
needed someone just for the marital therapy who had no allegiance to ei-
ther of us individually. Jim broke the deadlock by getting a name from his
individual therapist of a marital therapist, a clinical psychologist who had
recently retired from working for the government. Despite my resistance
to the referral having come from Jim’s action (yes, we were definitely into
power struggles) and from his individual therapist, I went because we truly
needed outside help.

When we walked into the office, and I saw this older, portly, white-
haired gentleman with diplomas from Catholic universities all over his walls,
I freaked out. I immediately thought that there was no way that this old,
Catholic guy could ever understand me. I should mention that I had some-
what reluctantly converted to Catholicism when we got married and still
have never settled my conflicts related to religion. After my initial negative
reaction, I did settle down and tried to get something out of the experi-
ence. I never trusted Dr. M (he has since died, so I could not secure per-
mission to use his name) as much as I did Rona, and I always felt somewhat
uncomfortable opening up to him. My transference to Dr. M made it dif-
ficult for me to see him accurately or trust him completely. I do not recall
that Dr. M ever dealt with my transferences to him directly, which was okay
with me at the time, because I wanted to work on the marriage and not on
the therapy relationship. In retrospect, it might have been helpful to talk
about the transference more, but I do not think I was ready to do so at the
time.

We saw Dr. M for about 75 sessions spread out over about two years.
It is hard to characterize Dr. M’s orientation. Sometimes he was psycho-
analytic. He would sit for entire sessions saying nothing and making us do
all the work. It was helpful for us to be there, even though he was silent,
because it provided a time and place for us to talk to each other. He would
not rescue us but forced us to “stew in our juices.” His hands-off policy
was good for us, for the most part, because we did have the skills to com-
municate and needed the time and safety to be able to talk. At other times,
Dr. M would become directive and tell us exactly what he thought. For
example, he was directive in helping us work through our power struggles
about childcare and was forthright in giving opinions and advice when he
thought it was necessary. Dr. M was also very gentle, friendly, warm, and
secure. His office was in his home, and he seemed open about his family.
His wife would often chat with us for a few minutes before sessions.

One of the major things Jim and I learned through this course of marital
therapy was about our transferences to each other. I was amazed to learn
that Jim projected onto me that I was like his mother because I certainly
could not see the similarities. I had just been angry that he was blaming me
for things that seemed out of proportion to what I was doing or who I was.
And I did the same with Jim. I treated him like he was my father and ex-
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pected that he was acting out of the same motivations that I attributed to
my father. I had a hard time separating the two of them. The therapist was
able to help us sort out those transferences, see each other more realisti-
cally, and react to each other rather than to our transference figures. I learned
to restrain myself for the most part and to try not to control Jim’s life and
change him.

An additional benefit of this therapy is that Jim and I were able to bet-
ter negotiate dividing the chores of parenting. Given our different expec-
tations stemming from our different family backgrounds, we had gotten
quite stuck in expecting each other to play the roles that had obtained in
our families of origin. The marital therapy helped us make it through those
tough years of raising small children.

On the negative side, our marital therapist gave us several question-
naires to complete individually and together after the first session. Being
good students, we did as we were told and spent hours completing these
questionnaires. We got something out of completing the measures, but I
was annoyed that Dr. M never referred to our responses in the sessions. He
may have used them in understanding us more, but he did not tell us any-
thing about what he gained from seeing our responses on the measures. I
was annoyed that we had spent so much time completing them if he was
not going to use them in the therapy.

Gender, age, and religion were all major factors in my not feeling as
safe with Dr. M as I had with Rona. I trusted Dr. M enough to allow him
to help Jim and me talk with each other, but I would not have wanted him
as my individual therapist. And I was definitely ready to stop the marital
therapy after two years, especially given that Jim and I were able to keep
working on our issues on our own.

I learned that you can get something from therapy even if the relation-
ship is not the absolute best. Furthermore, the relationship with the mari-
tal therapist did not seem as important to me as it was in individual therapy,
because my relationship with my husband was more important. The thera-
pist was there to help us work on our marital relationship, not to work on
my relationship with him.

BENEFITS OF MY PSYCHOTHERAPY EXPERIENCES
TO ME AS A PSYCHOLOGIST

In my traditional scientist-practitioner training as a counseling psycholo-
gist, I learned to value and be both a researcher and a therapist. During
graduate school, I expected that I would be a therapist when I graduated,
although I enjoyed doing research. I changed career paths when my advi-
sor suggested that I would have more flexibility if I tried academia first.
He said that I could always move from academics to practice but would be
less likely to be able to move from practice to academics. I tried academia,
and after a bumpy start, discovered that I loved most parts of an academic
position.
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I should note here that I no longer see private clients. I continued pro-
viding therapy in my small private practice out of my home for about the
first 15 years after graduate school. It became increasingly difficult, how-
ever, to maintain my practice after I had children and professional activi-
ties intensified. I felt that I did not have enough time to seek out supervision,
and it was difficult to find the hours to do therapy. Something had to give,
and I found that I enjoyed doing other professional things more than I
enjoyed doing therapy. So I have not seen private clients for the last 15
years.

I do, however, keep an active involvement in therapy in several ways.
First, I occasionally see clients for research studies. Second, I teach helping
skills and theories of psychotherapy to undergraduate and graduate students
and often demonstrate the skills in class. Third, I advise undergraduate and
graduate students, which involves a great deal of therapeutic skill. Fourth,
I teach and demonstrate dream work to students and professionals. Fifth, I
do research on psychotherapy. For this research, I have interviewed many
therapists and clients about their therapy experiences. For example, I have
interviewed therapists about how they deal with impasses in therapy (Hill,
Nutt-Williams, Heaton, Thompson, & Rhodes, 1996) and how they man-
age their reactions to client anger directed toward them (Hill et al., in press).
I have interviewed clients about their experiences in brief therapy involv-
ing dream work (Hill et al., 2000). I have also transcribed and watched
many therapy sessions and coded them for therapist intentions and tech-
niques (e.g., Hill, 1989). Finally, I listen to my husband talk about his
experiences with clients and thus am able to maintain some empathy for
real-world therapists.

I would say that my experiences of being a client in therapy have had
an important influence on me as a psychologist. First of all, I disclose that
I have been in therapy to model for students that being in therapy can be
helpful and to encourage them to seck out therapy when they need it. We
do not require that students seek out therapy in our graduate program
because we do not think it is a good idea to legislate people getting help. I
am very wary of proselytizing about anything, given my religious back-
ground, where we were supposed to go out and try to convert people.

My experiences have also influenced my theorizing about therapy.
Because I benefited personally mostly from psychodynamic and human-
istic approaches, I lean toward these approaches for therapy. But I also
believe in the value of behavioral interventions, which I learned during
graduate school. I think, however, that behaviors can be changed most
easily once clients are motivated, have formed a good therapeutic rela-
tionship, and possess some understanding of why they behave as they do.
In addition, my therapists tended to use a variety of different techniques
depending on what they thought I needed at the time, modeling that rigid
adherence to a theoretical approach is not therapeutic. Finally, teaching
a variety of theoretical approaches has helped me look for what works in
all of them. Hence my therapeutic approach can be characterized as an in-
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tegration of humanistic, psychodynamic, and behavioral approaches (see
Hill, 2004; Hill & O’Brien, 1999).

My experiences as a client have also influenced my research program. I
have a better understanding of psychotherapy process from having been in
my own therapy, as well as from having been a therapist. When I think of a
topic I am interested in researching (e.g., therapist interpretations), I think
about how I experienced my therapists’ interpretations and then how I of-
fered interpretations as a therapist. Both experiences give me a benchmark
against which to evaluate theory and research findings. For example, I got
interested in doing research on dreams from my teaching experiences, but
then I worked on several dreams with Rona and got more invested in the
value of conducting research on dream work in therapy. My dream model
(Hill, 1996, 2003) was difterent from Rona’s, which supports the idea that
I felt empowered to develop my own ideas rather than make myself a clone
of Rona.

My ideas for research projects have typically come as much from my teach-
ing experiences as from my therapy experiences. Perhaps it my therapy expe-
riences had been negative, I would have been more invested in studying them.

LESSONS LEARNED FROM MY THERAPY EXPERIENCES

1. The therapeutic relationship is important. Clients have to feel com-
fortable enough with their therapists before they will disclose deep secrets
or allow their therapists to have much influence over them. Of course, even
when the therapeutic relationship is close to ideal, clients choose what they
are ready to disclose and what they think therapists can help them with.
But clients can be helped even when the therapeutic relationship is less than
ideal. They might not get as much out of the therapy as they would with a
better relationship, and they may have to be more cautious with the thera-
pist, but they can sometimes be helped in more limited ways. Furthermore,
the therapeutic relationship is probably much more important for very long-
term individual therapy than it is for short-term or marital work, although
it has to be “good enough” in the brief modalities for clients to feel suffi-
ciently safe to work.

2. Therapist techniques are also important in helping clients change.
Therapists help clients explore, devise interpretations, challenge clients out
of complacencies, educate clients, and teach specific skills. Specific tech-
niques were useful in my therapy experiences. It was not enough that my
therapists were just there; they had to do specific things to help me figure
out what was going on with me and how to change. Of course, the di-
chotomy between the relationship and the techniques is simplistic. In fact,
techniques are used to build and maintain the relationship, and the rela-
tionship is needed to potentiate techniques.

3. Clear, reasonable limits are essential in therapy to help clients feel
safe and know what to expect. Equally important is that therapists are se-
cure and comfortable setting and maintaining the limits.
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4. Long-term psychodynamic therapy can be very useful to help cli-
ents make long-lasting personality changes. Furthermore, it is ideal for cli-
ents to be able to do several episodes of therapy with the same therapist
over time to be able to deal with developmental transitions. We ought to
be demanding that insurance companies pay for longer term therapy, and
we ought to be doing more to study the specific effects of long-term therapy.

5. Change occurs through multiple forms of therapeutic interventions,
both formal and informal. In my case, I had a good relationship with my
husband and a supportive network of friends and colleagues. I was involved
in individual therapy, marital therapy, encounter groups, a leaderless couples
group, a consciousness-raising group, and supervision experiences. I was
also fortunate enough to be in a professional career that involves reading
about, teaching about, and doing research on psychotherapy. I was involved
in many self-change efforts (e.g., working on my own dreams). Finally, I
also have engaged in a healthy lifestyle in terms of diet and exercise, regu-
larly see my medical doctor and dentist, and use chiropractors and massage
therapists when appropriate. All of these therapeutic activities have helped
me grow and develop who I am. It is not possible to isolate the unique effects
of the individual and marital therapy from all of these other experiences.

6. We need to rethink how we measure outcome when we think about
the effects of long-term psychotherapy. Long-term therapy can be thought
of as one aspect of a lifelong educational process. We sometimes take a short
course of brief therapy to resolve crises or reduce symptoms, just as we might
take one course in college to learn a little bit about one subject. But 10
sessions of brief therapy is not a full therapeutic education. For the out-
come of long-term therapy, we need to be looking at contentment, per-
sonal acceptance, personality reorganization, the ability to have successful
relationships and careers, and the ability to resolve new crises and life tran-
sitions as they occur.

7. It is hard to change. Cognitive and behavior patterns are usually
deeply rooted and difficult to alter. I have empathy for clients in their
struggles to make changes in their lives.

8. Clients are very attentive to whether therapists are paying attention
to them. Things like knitting and falling asleep are noted but are hard for
clients to confront directly, perhaps because they feel like such a narcissis-
tic wound. It is probably equally hard for therapists to bring these issues
up because they feel vulnerable or like they did something wrong. But these
are the very issues that may need to be talked about in therapy (see also
Geller, 1994).

9. Transference can have a powerful influence in therapy. The influ-
ence can be positive, as was shown in my experiences with my individual
therapist, or negative, as shown by my experiences with my marital thera-
pist. In the long run, dealing with these transferences openly is undoubt-
edly important for learning how to confront difficult interpersonal situations.

10. Barriers to seeking therapy need to be reduced. Many people need
therapy but do not seek it because of stigma, cost, or vulnerability. Many
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who want therapy do not know how to choose a good therapist, and many
who do seek therapy end up with someone they do not feel comfortable
with but do not know how to switch.

CONCLUSIONS

Being a psychotherapist and a psychologist had minimal influence on my
experiences as a client in therapy, at least as far as I am aware. Being a thera-
pist and psychologist was helpful to me in that I understood what I was
getting into, what was expected of me, and what I could hope to get out of
therapy; but it did not have much impact on the therapy process. Of course,
I was fortunate enough to have excellent therapists, who treated me as an
individual who was in pain and needed help rather than being overly con-
cerned about my being a therapist and a psychologist.

One could question whether my 580 sessions of individual therapy
and about 75 sessions of marital therapy were necessary or whether they
were an unnecessary luxury. After all, insurance companies will now only
reimburse for brief, necessary therapy of diagnosable disorders and see
no benefit to society of long-term therapy of “normal” people. I would
assert that my therapy was not only very beneficial for me personally but
also crucial for my development as a professional. The proof of the eftec-
tiveness of my therapy is in my life—I have been happily married for 29
years, have two well-adjusted grown children, and have had a successful
career. I am grateful for my therapy experiences. I might have resolved
some of my personal conflicts through other means (e.g., support groups),
but therapy was a good method for me because it fit with my values, train-
ing, and beliefs.
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A SHAMANIC TAPESTRY

My Experiences with Individual, Marital,

and Family Therapy

Wirriam M. Pinsor

he tradition of psychotherapists in psychotherapy is as old as the

human species. The first psychotherapists were the shamans, who were
chosen for their profession by virtue of their disorders, and who learned
the secrets of their own underworld in order to cure their fellow tribesmen
(Eliade, 1964; Lommel, 1967). In line with this ancient tradition, who I
am today as a clinical psychologist and integrative psychotherapist is the
product not only of my education, training, and personality but also, per-
haps even more important, my experience as a patient in various psycho-
therapies over the course of my life. All of these experiences have become
interwoven strands in the tapestry of my professional self.

FAILURE AND GROWTH

Without failure, there is no growth. Learning and failure are inextricably
bound to each other in the evolution of our species, in the development of a
person, and in the development of a psychotherapist. Failure drives the de-
velopment of integrative psychotherapies. It also drives innovation within the
therapy of any particular individual or family. In addition, the repeated and
manageable failures of the therapeutic relationship drive the development of
the selves of our patients. Embracing and understanding our failures is the
key to the growth of our field, our therapies, and ultimately, our selves.
Resolving psychotherapeutic failures has been the key to my growth as
a clinician and scholar. Integrative problem-centered therapy (Pinsof, 1983,
1995, 2002), a therapeutic model for integrating family, individual, and
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biological therapies, is the product of my failures and those of my students
and colleagues over the last 30 years. The process of problem-centered
therapy is failure driven. It utilizes relatively indirect, complex, and expen-
sive interventions only when more direct, simpler, and less expensive ones
fail to resolve the problems for which our patients seek help.

Much as I would like to claim that this model derives from a set of well-
researched experiments, or a set of elegant, theoretically derived, and logi-
cally inexorable principles, I would not be truthful if I did. The model has
three sources: my experience as a therapist with more than 30 years of ex-
perience; my knowledge as a psychotherapy researcher over the last 30 years;
and, most profoundly, my experience as a person and patient. I have had
approximately four extended formal episodes of therapy as I have struggled
over the course of my life to resolve a variety of problems. My integrative
problem-centered model reflects that experience as much, if not more, than
my experience as a clinician and researcher. It is a model that I can sell,
because I have bought it. I know it from the inside as well as the outside.

In this chapter I present, in roughly chronological order, a variety of
therapeutic episodes, illustrating key failure and growth experiences. In some
of them I am the patient and in some the therapist. These episodes delin-
eate the major personal and professional strands that make up my psycho-
therapeutic self. I briefly present their integration into the coherent and
cohesive model of psychotherapeutic practice that I call problem-centered
therapy. I conclude with reflections on the normality as well as the extraor-
dinary nature of therapists in psychotherapy.

THE FAILURE OF PSYCHOANALYSIS AND
THE DISCOVERY OF FAMILY THERAPY

I was born into the world of psychoanalysis in Chicago at the end of World
War II. Members of my family had been in analysis before I was born, and
the works of Freud occupied a central place in our family library. As the
youngest of three, I did not understand the jokes and taunts about penis
envy and Oedipal complexes that flew around the dinner table. But I did
understand that there was a lot of pain in my family and that pain was not
to be talked about. The dual refrains were “Talk to your doctor about that”
or “My doctor thinks . . .”

My father, the head of a family business, spent much of his time at
home in his basement study, cataloguing and expanding his art collec-
tions. His emotional withdrawal and periods of depression, never openly
discussed, affected our entire family life. My own relationship with him
was distant. I cannot remember him ever holding me, telling me he loved
me, or offering himself as an educational or emotional mentor. However,
he did step in at key points in my childhood and adolescence to support
and promote my intellectual and cultural development. He also repre-
sented an ideal of intellectual and professional excellence that has sustained
and inspired me.
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By the time I was 13, the others in my family and I were islands of pain,
each with our own psychoanalytic individual therapist. I yearned for my
father’s love and on Saturday mornings I often talked to my therapist about
it. Then my father would pick me up at my therapist’s office in downtown
Chicago and drive me home. We sat silently so he could listen to the Met-
ropolitan Opera on the car radio. My therapist never suggested a joint ses-
sion with my father, nor did he coach me to speak directly to my father
about my yearning for connection.

I entered psychodynamic individual therapy at the age of 13 and de-
cided that I wanted to be a psychologist at 15. My junior theme in high
school compared Freud and Jung. In college I majored in the history of
religion. Prior to the middle of the nineteenth century, almost all “psycho-
therapy” occurred within a religious context, and therefore, for me, the
history of religion became the history of psychotherapy. My college hon-
ors thesis articulated a model of psychotherapy that encompassed shaman-
ism, psychoanalysis, and Zen Buddhism.

I attended graduate school in clinical psychology at York University in
Toronto from 1970 to 1975. My “conversion” occurred the first month,
upon meeting with my research supervisor. I noticed a book on his shelf
called Intensive Family Therapy (Boszormenyi-Nagy & Framo, 1969). In
response to my question “What’s family therapy?” he replied, “That’s where
they put people together in the same room and have them talk to each
other.” I was shocked and enthralled. The idea of sitting in the same room
with my family and speaking our true feelings and thoughts excited and
frightened me. With terror and fascination, I plunged into family therapy.

After two years in graduate school reading everything I could find on
family therapy and actually doing a little bit as well, I received a three-year
Canada Council Fellowship that allowed me to become a part-time clinical
fellow at the McMaster University Department of Psychiatry in Hamilton,
Ontario, to learn family therapy. Nathan Epstein and his colleagues from
Jewish General Hospital in Montreal established McMaster’s Psychiatry
Department in the late 1960s. Nate had originally been trained in New York
with Nathan Ackerman and was the “father” of family therapy in Canada.

My first week at McMaster I watched Nate conduct a “live supervision
interview” with a psychiatric resident who was treating a family with a sexu-
ally promiscuous and conduct-disordered adolescent daughter named Rene.!
Her father, Tom, was disengaged from his wife and daughter, while Rene
and her mother, Francine, were conflictually enmeshed. In the initial part of
the interview with the resident, the parents complained that things were
continuing to deteriorate. They complained that they had no control over
Rene.

At this point Nate entered the session, having observed the first 20
minutes from behind a one-way mirror. Nate began by exploring what
prevented the parents from creating a firm and consistent structure for Rene.
Francine complained bitterly that she got no help from Tom, who just sat
there as she spoke and shrugged. Nate turned to Tom and asked him what



148 BEING A THERAPIST-PATIENT

prevented him from getting involved. He said, “I try, but I just don’t know
what to do.” Nate replied: “Okay, let’s work on it now. I’ll tell you what to
do.” Tom looked like a deer caught in the headlights of an oncoming car.

Nate asked Francine what she felt was the most pressing issue they
needed to talk about pertaining to Rene. She replied: Rene respecting cur-
few. Rene immediately argued that curfew was not as important as her
mother’s racist attitudes toward her black Jamaican boyfriend. The mother
became enraged, yelling that she, and not Rene, would decide what was to
be talked about. At this point, Nate turned to Tom and said, “Get in there,
man. Help your wife.” The father turned his palms up and said helplessly,
“I don’t know what to do.” Nate said, “I don’t care what you do, but you
better do something and do it now, cause they’re heating up.” Tom lamely
said to his wife and daughter, “Be quiet. Stop yelling.” They ignored him.
Nate said: “Good start. Raise your voice this time and tell them what you’d
like them to do, not just what they shouldn’t do.” The father pleaded, “I
can’t.” Nate said “Come on man, do it.”

Slowly increasing his voice to a low holler, Tom yelled, “Rene, shut up
and listen to your mother.” Rene looked incredulously at her father and
said, “You stay out of it.” Nate said to Tom, “Keep going, don’t let her
knock you off track.” Not even glancing at Nate, Tom stared at Rene and
said, “Don’t tell me what to do, young lady. I said listen to your mother
and I mean it. You’ll listen or else.” Rene mimicked: “Or else what?” Tom
glanced at Nate, who sat stonefaced, staring at Rene. Tom hesitated, wait-
ing for help from Nate or Francine. The silence grew. Finally Tom turned
to Rene and said, very quietly, “Or else you’ll just have to get out of our
house. You’ve tried to be the boss of this family, and it’s over. I won’t have
it.” Nate clapped slowly twice and said, “Rene, your father’s back.”

Nate’s intervention turned the tide for this family and their therapy.
Within the session, Rene visibly calmed down. Francine looked flustered
but soon expressed relief that the whole burden of dealing with Rene was
no longer on her shoulders. It was clear that there was still more work to
be done, but I had never observed such rapid and powerful change. By simply
and unequivocally directing Tom, Nate had transformed the family’s struc-
ture. I could not help thinking, as I sat behind the one-way mirror, What
would have happened to my family had we run into Nate Epstein? Why didn’t
my thevapist ov my sister’s therapist, ov my mother’s thevapist, challenge my
Sfather to get involved the way Nate did with Tom? Instead of sustaining the
Sfragmentation of my family, instead of empathizing with our pain, why didn’t
the system of therapists working with us pull us together and take away some
of the reasons for the pain?

At McMaster I learned the power of direct intervention in families. I
learned that some people could change without historical-genetic insight,
and that sometimes that change was lasting and transforming, not just for
the person transformed but also for everyone involved. I learned that some-
times you could say directly to people “Just do it,” and they would do it.
Sometimes, as the Strategic-Mental Research Institute therapists taught, it
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was necessary to be indirect, if not paradoxical, to achieve such change. But
what became clear to me was that everyone did not need in-depth, psycho-
analytically oriented interventions in order to change. In fact, such inter-
ventions, as was the case with my own family (I thought), could retard the
change process and depotentiate the family. Nate and the other therapists
at McMaster built on the strengths of patients, not their deficits. If change
was possible with direct and powerful interventions, they achieved it.

WHEN FAMILY THERAPY FAILS:
FROM THE CHILDREN TO THE ADULTS

As I worked with more families at McMaster and observed other therapists,
I saw that in a substantial number of cases, direct intervention would change
the way the parents related to the children and would shift the boundaries
and behavior patterns within the family, but the changes would not last.
With these families the “first-order” (Watzlawick, Weakland, & Fisch,
1974) changes would endure for a while, but then the families would
“cycle back” to their maladaptive ways. With these families, and with many
families in which it was impossible to even achieve such first order-changes,
more often than not marital issues were the primary constraints to change.
With single-parent families, parental depression played a similar constrain-
ing role. The required shift in the treatment of these families was from a
more behavioral, action-oriented approach with the family to a more
affectively focused marital treatment with intact couples and individual
therapy with single parents. The transitional work usually focused on
how the marital conflict or parental depression interfered with the par-
ents’ abilities to consistently and/or appropriately coparent their child
or adolescent.

WHEN MARITAL THERAPY FAILS:
BRINGING IN THE FAMILY-OF-ORIGIN

In 1975, I moved from Canada back to Chicago to take a job on the staff
of the Family Institute of Chicago (which is now the Family Institute at
Northwestern University), which had just become part of Northwestern
Memorial Hospital and the Northwestern University Medical School. At
McMaster most of the cases I treated presented as families with a child as
the identified patient. At the Family Institute, most of the cases presented
as couples, with their relationship as the problem. Initially, I tried to treat
these cases as I had at McMaster when family treatment became marital
treatment. I focused, in the here and now, on the directness and clarity of
emotional expression between the partners, their problem-solving patterns,
and the intensity and exclusivity of their involvement with each other.

At that time my wife, Suzan, and I got into marital therapy. Since
marrying in 1969, our relationship had been conflictual. We spent the first
eight months of therapy addressing our relationship—how we solved
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problems and how we dealt with our feelings toward each other. One of
the patterns that became clear was that I displaced much of my anger at my
parents, particularly my father, onto Suzan. I would have a frustrating in-
teraction with my parents and blow up at Suzan. Despite becoming aware
of this pattern, I was unable to change it.

At this point our therapist reccommended bringing my parents into our
therapy. It was as though he shot adrenaline directly into my veins. I was
frightened by primitive fears and emotions—it would kill them, or he (my
father) would kill me. And I was excited—I was finally bringing my family
therapy training home. Nate Epstein would finally work with my parents
and me. After much talk and planning, Suzan and I invited my parents to
join us for three sessions. Three eventually turned into ten of the most
powerful therapy experiences of my life. Before each session I was a para-
noid wreck—seeing insults everywhere and picking fights with Suzan for
no reason. After each session, I was depleted and exhausted—spent.

The high point came in the sixth session. My mother was sick and could
not attend, so it was just our therapist, Suzan, my father, and me. I had
used the previous sessions to progressively work my way toward my father,
exploring my fear of his anger and withdrawal. Growing up, I had been
more comfortable fighting with my mother, and more recently with my wife,
rather than doing battle with my much more distant and frightening fa-
ther. In this session, with the support of Suzan and our therapist, I told my
father that if he didn’t start coming through for me as a father, I would not
be there for him as a son. He responded defensively: “Then you won’t be
there as a son.” I shot back: “Fuck you,” and burst into tears. My father
just sat there saying nothing. I sobbed and let go of an ocean of tears. I still
have no recollection of how the session ended.

The next day my father called and invited me to have lunch with him.
This invitation initiated a new phase in our relationship, in which he reached
out to me as he never had before. I responded with enthusiasm and affec-
tion. At the end of the next session, we hugged and kissed each other for
the first time in my memory. I was thrilled. At the age of 29, I finally had
a father. I could now tell him what I was upset about in our relationship,
and he listened and tried to change as much as he could. Now I was able to
transact the business with him that was ours, rather then displacing it onto
my mother or Suzan. Not surprisingly, the level of conflict in our marriage
diminished.

After this experience in marital therapy with my parents, I started doing
family-of-origin work and using family-of-origin sessions with couples when
we were stuck at the level of their relationship. However, it soon became
clear that not all families responded the way mine had. My story illustrates
the family-of-origin breakthrough, in which the parents and the children
respond constructively. Our interaction patterns changed, and the relation-
ships between my parents and me improved. But parental responses fre-
quently illustrate a second outcome scenario, the family-of-origin wall. In
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this scenario, the parents do not change, and the family-of-origin sessions
consist of the adult-child banging his or her head against the parental wall
to no avail. Ultimately, this failure experience facilitates the adult child let-
ting go of the wished-for transformation of the parent-child bond, a pain-
ful but maturing experience.

CONFRONTING THE THERAPIST OF MY ADOLESCENCE:
FAMILY-OF-ORIGIN ADDENDUM

An interesting side story to my experience in therapy with my parents con-
cerns my “reunion” with the therapist I had worked with as an adolescent
in Chicago. Upon returning to Chicago in 1975 and taking a position at
the Family Institute, I received an appointment as an assistant professor in
the Department of Psychiatry and Behavioral Sciences at Northwestern
University. At my first faculty meeting of the Psychiatry Department, I was
surprised to see the psychiatrist, whom I will call John Logan, with whom
I had worked in my adolescence. He was also a member of the faculty. We
said hello to each other, and he congratulated me on my appointment.

About a year later, after my experience with my family in couples therapy,
I began to feel very angry at John. Why did I have to wait 15 years to have a
relationship with my father, when John could have confronted my father or
helped me confront my father when I was a teenager? Serendipitously, at that
time, I received a call from John’s wife, who was a doctoral student at North-
western. I was teaching a very popular graduate seminar in family assessment
and treatment in the Clinical Psychology Program in the Medical School,
for which I had just closed enrollment. John’s wife asked if she could get
into the seminar. Without hesitating, I said “yes.” That night I recounted
this story to Suzan, who asked, “Why did you let her in after the course was
closed?” I replied: “So I can teach her how her husband cheated me out of a
relationship with my father.” She responded sarcastically: “Oh, that’s a good
idea.”

I realized that I needed to talk with John and not use his wife to com-
municate my thoughts and feelings about our therapy. I called him, and he
suggested that we meet for coffee in his office. I told him that I deeply re-
sented his passivity in the face of my father’s neglect and asked why he hadn’t
intervened to try and stop the hurt that he saw my father inflicting on me.
He said that in those days (1960-65) for a psychoanalytically oriented psy-
chiatrist to call in the parents of a young adolescent patient and to recom-
mend behavioral changes was the equivalent of an obstetrician recommending
an abortion. It was illegal. He then apologized. I felt touched by his sensitiv-
ity and honesty in the face of my confrontation. We parted amicably. Fortu-
nately, this meeting spared John’s wife the experience of being the object of
my wrath at the passivity of the psychoanalytic position, and ultimately, I
suspect, the passivity of my father in the face of various threats to the happi-
ness and well-being of myself and my family.
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WHEN FAMILY-OF-ORIGIN WORK FAILS:
TOWARD OBJECT RELATIONS

In the early 1980s, 45-year-old Frank Harper, a cardiac surgeon, came to
me to “to get rid of the son-of-a-bitch inside of him.” He had just moved
from New York to Chicago to take a senior position at a major hospital
and was about to remarry. Frank and his fiancée, Helen, who would join
him in Chicago in six months, had been in therapy in New York with a
therapist who had focused extensively on their families-of-origin. That thera-
pist had helped each of them to see the family-of-origin legacies that af-
flicted them currently, and Frank had been sent to me in Chicago with
instructions from his therapist and Helen to work on himself in prepara-
tion for his impending marriage.

Our initial work addressed whose therapy this was: his fiancée’s or his.
Did he want to address the “son-of-a-bitch inside of him,” or was that his
fiancée’s and /or his New York therapist’s agenda? Who was driving our
work? He said he wasn’t sure what he wanted to work on, but he knew that
something was wrong with him. It had screwed up his first marriage, and
he wanted to make sure it would not screw up this one. We focused on his
carly experiences in his family-of-origin.

Frank’s father was killed in an airplane accident when he was seven.
His mother had sent Frank to a residential prep school when he was nine.
They never lived at home on a permanent basis again. Frank became a quietly
enraged, highly successful student, athlete, and now doctor. His previous
therapy had made clear the irony of his work—aggressively fixing broken
hearts. He felt his heart had been broken in his childhood, and the result-
ing chip on his shoulder had driven his first wife and children away from
him, leaving him abandoned again. He was terrified he would drive Helen
away and be alone forever.

When Helen would visit Chicago, she would join our sessions, but the
bulk of our work was individual. After four months, it became apparent that
although he had done a lot of insight-oriented family-of-origin work, he had
never really expressed his feelings about what had happened directly with his
mother. We decided to bring Frank’s mother into therapy. She was living in
Florida but agreed to fly up to Chicago for three sessions over a four-day
period. The sessions were productive; Frank expressed his anger and grief to
her about what had happened. She listened and was remorseful. She knew
that she had sacrificed her son for herself, but even in retrospect she felt that
he might well have been better off not living with her and her depression.
She wished she had been a stronger and more resilient person.

This work was cathartic for Frank. He felt as if a burden had been lifted,
and his relationship with his mother improved. They were more honest and
open with each other, and felt closer. However, the chip on Frank’s shoul-
der was clearly still there. He would blow up at nurses who did not follow
his orders promptly, he felt flashes of anger at Helen, and he felt tense within
himself—*“like a coiled spring.”
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Since we could not bring his father in, we started working on his rela-
tionship with his father in his imagination. I had completed the three-year
training program at the Gestalt Institute of Toronto while I was in gradu-
ate school, and I was comfortable doing empty chair work. We worked on
his relationship with his father in a series of two chair dialogues. The man
who emerged as his father was critical, rejecting, unreliable, and uncaring.
I was struck by the archaic and partial quality of Frank’s representations of
his father. His mother also entered the dialogues. At times she would emerge
as a selfish, uncaring, and very-angry-at-being-abandoned figure in one of
the chairs. The difference between the inner mother of Frank’s psyche and
the mother who had come into therapy was striking.

As we were doing this work, I began to experience Frank’s anger indi-
rectly. He would say things to me in a way that felt angry but didn’t sound
angry. I was not sure my perception was accurate, but I felt increasingly
uneasy. If I was late for a session, he’d accuse me of being angry with him
and acting it out. I felt like he was turning the tables on me—he was the
psychologist and I the patient. When I went to do a workshop in Seattle,
he jokingly accused me of flying as far as I could in the continental United
States to get away from him—because he was too much to take.

All of this came together serendipitously. On March 25, my birthday,
I was in a shoe store in Chicago buying a new, much-too-expensive pair of
shoes as a birthday present to myself. As I was trying the shoes on, Frank
walked in. As we chatted, I commented that I was buying myselfa birthday
present. He looked stunned. I asked him what was wrong, and he replied:
“Today is my father’s birthday as well.” At that moment I realized that
despite the close to 15-year gap in our ages, despite my sense of myself al-
most as a kid in relationship to this man, I represented a father figure to
him. The transference had emerged, and he was in the process of working
out his unfinished business with his father with me.

In the subsequent sessions we began to explore my meaning to him,
the ways that meaning changed over time, and the fears, anxieties and wishes
that were getting played out with me. Through projective identification, I
felt “his” uneasiness, with Frank as the object of my uncertainty. I felt “his”
anger as I was judged and accused by him. He was clearly terrified that I
would abandon him—that he was too much for me, as he must have felt
that he was too much for his father and his mother. As we explored our
relationship, the two-chair work ran out of steam. The energy was now in
our relationship, and that was where the therapy focused.

Frank started to uncoil. As he realized that he was not too much for
me and that I would not abandon him, he relaxed. He also started to under-
stand his relationship with Helen, and to some extent his ex-wife, not just
in the simplistic transferential terms of “she’s my mother,” but in terms of
how they each took on different aspects of the internalized and transformed
representations of his parents and himself. As he began to observe and
manage this process within himself, his relationship with Helen improved.
She commented that he seemed more mature and balanced.
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Frank’s therapy helped me go beyond transgenerational burdens and
direct family-of-origin work in two ways. I realized that at times the here-
and-now transformation of the family-of-origin does not substantially af-
fect the internalized and transformed representations of the family and the
self—the object relations. If the object relations were the primary constraints
to change, they would have to be addressed in their own right. Second, I
learned to appreciate how object relations could get played and worked out
in the transference with me. Our relationship became the vehicle of under-
standing and transformation. As these realizations dawned, it struck me that
I was coming back to where I had started—psychoanalysis. Not the classic
psychoanalysis that my family had experienced but a new, more relational
and active psychoanalytic method.

WHEN PSYCHODYNAMIC THERAPY FAILS:
HEALING THE SELF

After a number of years in marital therapy, Suzan and I felt that our therapy
was no longer helping. We had gained substantially, decreasing our con-
flict, balancing and equalizing our relationship, and focusing more on each
other. We still had conflicts and spent long periods being distant, but our
relationship was better. We decided to stop marital therapy. However, I
still felt unfinished personally and started seeing our therapist individually.

My individual work focused primarily on the constructive use of my
aggression at work and my projections and transferences with Suzan. My
therapist was very supportive, encouraging me to “go for it,” whatever “it”
was. I was not used to having a man in my corner, encouraging and sup-
porting me. This helped me enormously at work, where I was becoming
more effective and successful. However, as we pushed on to deal with my
relationship to Suzan, I hit a wall within myself. I could understand my
transferences and how they played out with Suzan, and I could touch on
my transferences to my therapist, but I was stuck. The closer we got to
whatever was at the heart of my anxieties, the more anxious I became. After
almost two years of twice-a-week therapy, my therapist recommended analy-
sis. Economically and emotionally I was not ready and decided to stop
therapy. Leaving that therapy was very sad for me. I felt like a grieving, bereft
child. The final sessions were filled with my tears.

Three years later the circle closed, and I returned to the therapy that my
unhappy family had embraced more than 40 years before. I decided, in my
late thirties, to finally take the plunge into analysis. I felt stuck with myself
and did not want to spend the rest of my life that way. I had tried virtually
everything else, and analysis was the only thing left. I had achieved considerably,
but I still felt frightened and driven about my work. My marriage was better,
but intimacy still frightened me. After interviewing several analysts, I found
an older “wise owl” who I felt could see through me. His orientation was
primarily, but not exclusively, self psychology (Kohut, 1971, 1984 ). We began.
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One of the most important experiences of the analysis was completely
nonverbal. Regularly I would fly into a midafternoon analytic session in the
midst of various work crises. I had taken over the reins of the Family Insti-
tute and was trying to steer it through a period of immense organizational
transition. I was also trying to maintain my practice, write a book, do re-
search, teach, and have a family. I was always short on sleep. I would hit
the couch and unload all of my frustrations and tensions. Then I would fall
silent. Then I would start to fall asleep. Since infancy, I had never been able
to nap. As my eyelids became heavy, I would fight it. I’d start talking and
“working.” Good patients did not fall asleep, wasting time and money. My
analyst did not interfere. He watched.

After many months of this struggle, I started to let myself doze off. I
would shift into a very intense dream state and then pull myself back to
reality. I’d report on the dreams. At least I was using my dozing off pro-
ductively, not “just napping.” Whenever I’d wake up, I’d glance over at
my analyst to see if he too had dozed off. He would just be watching and
patiently, if not lovingly, waiting. Finally, I let myself fall asleep and cat-
nap. I would sleep for five to ten minutes and wake up refreshed and alert.
He’d still be there. He didn’t leave me when I stopped performing. It was
a different sense of silence than the one I’d known sitting in the car with
my father. I began to feel safe—that I could deeply relax in my sessions
without being abandoned. He was like a good mother—interested in me
no matter whether I was performing or just being.

As this process unfolded, two shifts started to occur in my life. I started
to feel stronger within myself—less narcissistically vulnerable. I did not have
to be on guard and vigilant all the time. I was not as easily hurt or threat-
ened. I could go about my business less concerned about what others
thought or said about me. The second was that I could catnap when I felt
tired. I had developed the capacity to dip briefly into sleep (for five to ten
minutes) and come back refreshed and alert. This new capacity was a gift I
had discovered within myself. It was a gift with which I could comfort and
refresh myself.

The analysis continued to strengthen and relax me. This process had
very little, if anything, to do with words. It had to do with the relationship
between my analyst and myself. The intensity and duration of the analy-
sis—meeting three to four times a week for years—allowed my analyst to
touch me at a deeper level than any therapist had ever touched me before.
The analysis strengthened me sufficiently to tolerate and grow from the
necessary changes that were to come in my marriage, ultimately making
me a better husband and partner. I also believe that the analysis made me
a better therapist, psychologist, and boss at the Family Institute. I became
less vulnerable to the inevitable narcissistic injuries that are part of manag-
ing a relatively high-profile career and directing a major mental health in-
stitution linked to a leading research university. My emotional resilience
increased substantially across all of the major domains of my life.
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INTEGRATING THE PERSONAL AND
PROFESSIONAL—THE TAPESTRY

My multiple personal therapies—encompassing individual, marital, and
family formats—over the past 40 years have profoundly impacted me, pro-
fessionally and personally. My experience as a clinical psychologist, psycho-
therapy researcher, and family therapist over the past 28 years has also
profoundly impacted me, professionally and personally. As an addicted in-
tegrationist, I have tried to weave these personal and professional experi-
ences into a coherent and teachable theoretical framework for understanding
and doing psychotherapy. As I mentioned at the beginning of this chapter,
each of these experiences has contributed significantly to the creation of
integrative problem-centered therapy, my model for how to use family
therapies, individual therapies, and biological therapies with maximal ef-
fectiveness and efficiency.

Early on at McMaster, it became apparent to me that one of the keys
to their success was their problem-solving orientation and their focus on
the presenting problem. They were not trying to change every aspect of
every patient or family but rather to help them resolve the problems for
which they were seeking help. They were focused and pragmatic, trying the
simplest and most direct interventions before trying more complex and
indirect ones. After the psychoanalytic morass of my family-of-origin, this
simple, direct, and focused approach made great sense and was very ap-
pealing. It has become a cornerstone of the problem-centered model. The
model is centered on the presenting problems—the problems for which the
patients are seeking help at this particular time. It is the place from which
therapy typically begins.

Ultimately, I am most interested in the sequential contexts in which
the problems occur—what I call the problem sequence. The transforma-
tion of the problem sequence into an alternative adaptive sequence is the
primary process goal of the problem-centered therapy. In addition, analy-
sis of the sequential context—what precedes and follows the emergence or
intensification of the presenting problem—generally provides the best clues
as to the nature of the underlying problem maintenance structure.

A key concept that emerged after I had moved back to Chicago was the
idea of the problem maintenance structure. What struck me repeatedly dur-
ing the first 10 years of practice was the impossibility of predicting which
patients would respond in what way to my intervention. I saw patients labeled
“borderline” respond rapidly and surprisingly to direct behavioral interven-
tion. I saw high-functioning young couples seeking premarital counseling who
were locked in a torturous struggle with each other that was unresponsive to
everything but long-term, depth-oriented psychotherapy. Increasingly I began
to think that the surface features of a presenting problem or disorder, as well
as the surface features of a family, bore little relationship to what they would
need in therapy. In fact, two cases that looked quite similar might end up
requiring very different intervention.
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Out of this thinking a set of principles began to emerge. Since I can-
not know the problem maintenance structure in advance, the best place to
start is with the simplest, most direct, and least expensive intervention. If
that did not work, then I could get fancier (more complex, indirect, and
expensive). In other words, I would presume that the patient system was
healthy until proven otherwise. By “healthy” I mean able to respond to
direct, straightforward intervention in a relatively brief time period. The
burden of proof was on the patient system to prove to me that the patient
needed more complex and indirect intervention. If I were to err, in con-
trast to my early experiences with the psychoanalytic model, I would err on
the side of health, not pathology. Patients would have to convince me that
they could not change.

As my thinking evolved, a conceptual matrix began to take shape (see
fig.12.1) with three vertical dimensions and six horizontal ones. The three
vertical dimensions are: (a) family/community; (b) couple; and (c¢) indi-
vidual. They represent the three primary comtexts in which treatment oc-
curs. The six horizontal dimensions are: (1) behavioral; (2) biobehavioral;
(3) experiential; (4) Family-of-Origin; (5) Psychodynamic; and (6) self
psychological. These dimensions or levels of the matrix each contain dis-
tinct theories about how problems develop, are maintained, and get re-
solved. Most significant, the levels and intervention contexts are sequenced
according to principles of cost-eftectiveness, simplicity, and directness.
The arrow that goes from the top left of the matrix toward the lower right

Orientations Contexts

Family/
Community Couple Individual

Behavioral

Biobehavioral

Experiential

Family of Origin

Psychodynamic

Self Psychology

Figure 12.1. Assessment/intervention matrix.
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represents the gross or macro progression of interventions in problem-
centered therapy. The sequential progression through the levels and down
the matrix occurs in the face of the failure of the current level’s interven-
tion to resolve the presenting problem.

The matrix is called the assessment/intervention matrix because assess-
ment and intervention within this model are inseparable and cooccurring
activities that span the therapy from the first phone call to the last goodbye.
Therapy is simultaneously (1) an intensive initiative to explore and transform
the problem sequence and its underlying problem maintenance structure and
(2) We learn about the problem maintenance structure, the set of constraints
that prevent change, as we try to transform it. In fact, the efforts at trans-
formation reveal the nature of the constraints. Therapy, for all patients, is
both an educational and transformative endeavor.

The challenge of what to do when what you are doing does not work
has been the transformative force in my personal and professional life.
Unfortunately, in our society and in our educational systems we are not
encouraged to try something and risk failing. Our innate capacity to fail
and learn from failure is usually adulterated by the time we reach primary
school. We need to learn to embrace our failures as learning and growth
opportunities. There is no learning without failure. That message has been
the driving force in the development of the problem-centered model, and
it has been central to my growth as a person, husband, and father. We
need to teach ourselves, our colleagues, our students, and our patients to
welcome and learn from failure. That is true education and therapy.

THE THERAPIST’S THERAPY: DISTINCTIVE PROCESSES?

In reflecting on my experiences as a patient in psychotherapy over the years
and in reflecting on my experience treating many mental health profession-
als, I ask myself the question: Is there anything particularly distinctive about
the psychotherapeutic treatment of psychotherapists? My candid and some-
what surprising (to myself) answer is no. Mental health professionals are
no different in their psychology and needs in and for therapy than anybody
else. The mistake some therapists make is to think that therapists as patients
are different—that they will have more insight, that they will be more re-
sistant, that they will be more collaborative, or that they will be “better” or
“worse” than other people.

The critical balancing act in treating psychotherapists is to not be se-
duced into believing that they are better or worse than anyone else, while
communicating respect for their desire to help themselves and others. I know
that when I selected my psychoanalyst, I selected him because I thought
there was no way I could seduce him psychologically. I felt that he could
see through my “bullshit,” at the same time that he could respect and value
me. He was not overly impressed with my impressive professional creden-
tials, but his belief in my capacity to be a good person, psychologist, psy-
chotherapist, and institutional leader sustained me.
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Similarly, when we were in couples therapy, my couples therapist’s
willingness to take me on and make or help me address my contribution to
our marital problems was essential to the success of that treatment. He was
not seduced in the least by my growing reputation as a marital therapist
and never colluded with me against my wife (despite my best efforts at times
to work out such a collusive arrangement). At the same time, I felt that he
respected me professionally.

In both of my major adult therapies (couples and analysis) I felt con-
structively challenged and taken on at the same time that I felt respected
personally and professionally. That balancing act of support/valuing and
confrontation was an essential therapeutic ingredient in my personal thera-
pies. My analyst could confront my shockingly grandiose naivete in one
session and refer a couple to me for therapy in the next. Similarly, my couples
therapist would call me during the week with a referral after a session in
which I had cried uncontrollably about the prospect of terminating our
couples therapy and losing my relationship with him.

In my work with therapist-patients, my greatest error over the years
has been to assume that they are any different from anyone else. I have been
self-seduced by therapist-patients in countless ways—flattered that such an
esteemed colleague would choose to seek me out as his or her therapist;
sure that he or she would have integrated into his or her own life the in-
sights in their own writings and teachings; sure that a therapist would never
be able to act destructively and dangerously with his or her self or spouses,
or with me.

A particularly dangerous pitfall to avoid is the creation of a pseudo-
therapeutic alliance with a psychotherapist-patient who is a member of a
couple or a family that I am treating. It is invariably a mistake to treat
that family member as a cotherapist or special ally. On the other hand, it
is crucially important not to depreciate or demean the therapist-patient
in any way. The therapist’s professional self-esteem must be protected,
without creating a protection racket that impedes addressing his or her
contribution to the problem. Frequently, family members will shame
their therapist members for not practicing in their family what they teach
their students or practice with their patients. Such shaming should be
avoided at all costs, and the difficulty of practicing with one’s spouse or
children what one strives to accomplish with one’s patients should be
acknowledged.

SHAMANIC REFLECTIONS

In reflecting on the question whether there is something unique and/or
special about the treatment of psychotherapist-patients, a somewhat shock-
ing realization dawned on me. In thinking over my practice over the last
28 years in Chicago, I realized that for me, the most satistying cases that
I have worked with were couples in which one or both members were
therapists, or individuals who were themselves therapists. I could easily
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add that some of the least satisfying and most difficult were also psycho-
therapists. However, what was surprising to me was the recognition that
for me, something special and uniquely powerful had gone on in my treat-
ment of therapists.

What were the qualities of those therapies that made them so powerful
and satisfying? Two qualities stand out particularly. The first is that in each
of these cases the therapist was struggling with a personal history of sub-
stantial childhood neglect and /or abuse, the legacy of which was imped-
ing his or her capacity to love and work effectively. The second was these
therapist-patients’ intense desire to come to terms with and, if possible,
overcome this legacy of abuse and /or neglect. These patients wanted to be
able to love and work well and strove with great courage to do both. I think
this combination of a legacy of pain combined with high personal psycho-
social aspirations offered me a very special and precious opportunity to
assist in the transformation of these peoples’ lives. Invariably these treat-
ments spanned many years and represented an opportunity for the patient-
therapists to use me and their relationship with me as a base or context for
their own personal transformation. At moments in these therapies, I was
their mother, father, brother, sister, supervisor, mentor, coach, and friend,
without ever leaving the well-defined and circumscribed role of therapist.
Ultimately, I felt immensely touched and privileged to have been privy and
party to this personal transformation.

In writing this, I find myself reflecting on my study of shamanism as a
history of religion major at Wesleyan. Usually, to become a shaman in a
so-called primitive or native culture, there had to be something wrong with
you. You were “chosen” by virtue of the fact that you had this special prob-
lem or vulnerability—you heard special voices, saw special things, felt great
pain, and knew suffering. But in addition to this “special vulnerability”
quality, shamanic candidates wanted to know about and to learn how to
work with the world of spirits, the underworld of normally unspoken forces,
entities, and events. They had this special combination of vulnerability and
psychosocial ambition. They suffered, and they wanted to understand and
come to terms with the causes of this suffering, so they could suffer less
and diminish the suffering of others.

The shamanic candidate’s education involved the elder shamans teach-
ing the shaman-in-training about himself or herself by taking him or her
on journeys to the underworld to do the work on self that was needed, as
well as to learn about the nature of this underworld so he or she could
help others. Perhaps it is the combination of vulnerability and ambition
in therapist-patients, and the opportunity of their therapists to help and teach
them about themselves and the obscure world of problem maintenance
structures, that makes these psychotherapies so special and powerful. And
it is intriguing to think that in creating and engaging in these psychothera-
pies, we are participating in a tradition of personal and professional trans-
formation that has characterized our species from the beginning.
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NOTE

1. The names and some identificatory information of all patients and some
of the therapists in this chapter have been modified to protect their confidential-
ity and anonymity.
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THE PREVALENCE
AND PARAMETERS
OF PERSONAL THERAPY
IN THE UNITED STATES

Joun C. Norcross & James D. Guy

he vast majority of mental health professionals in the United States,

independent of their professional discipline, have undergone personal
treatment. Female, married, and insight-oriented therapists are most likely
to seek therapy for themselves; behavior therapists and academics the least
frequently and for the shortest duration. Psychotherapists have typically re-
ceived personal treatment on several occasions; two or three discrete epi-
sodes tend to be the rule. A return to personal therapy following completion
of formal training is also the norm. Personal therapy is routinely individual
in format and private practice in location.

In what follows we detail these conclusions by reviewing the results of
multiple studies conducted on the personal therapy experiences of psycholo-
gists, psychiatrists, social workers, counselors, and other mental health pro-
fessionals practicing in the United States of America. Chapter 14 considers
the prevalence and parameters of personal therapy among mental health
professionals around the world.

METHODOLOGICAL CAVEATS

The data considered in this brief chapter are drawn from a series of pub-
lished studies, all predicated on self-report. Every study employed a ques-
tionnaire or survey methodology, without independent verification of the
veracity or accuracy of the self-reports. The studies are illustrative, not ex-
haustive, in scope. The response rates varied considerably, but it is safe to
conclude that generally one-half of the number of potential professionals
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did not participate. Thus there is a definite possibility of response bias to-
ward those psychotherapists whose personal history and theoretical orienta-
tion lead them to pursue personal treatment more frequently. Further,
psychiatrists are relatively underrepresented in regard to sample size, due both
to fewer studies conducted on this discipline and to their consistently lower
response rate (Sudman & Bradburn, 1984). Psychologists, on the other hand,
are overrepresented, since most of the research in this area has been conducted
by psychologists on fellow psychologists. Finally and obviously, the results
are entirely restricted to mental health professionals in the United States.

PREVALENCE OF PERSONAL THERAPY
General Estimates

Table 13.1 summarizes the prevalence of personal psychotherapy among
mental health professionals in the United States across 14 studies. The uni-
versal finding is that the majority of responding professionals have received
at least one episode of treatment themselves; in fact, the mean and median
percentages cluster around 72% to 75%. The estimated prevalence is thus
approximately three-quarters, with lows of 53% (for behaviorists) to 98%
(for psychoanalysts).

The prevalence of personal therapy has not changed dramatically over
time. Compare, for a direct example, the incidence estimate reported by
Norcross, Strausser-Kirtland, and Missar (1988) to those obtained by Henry,
Sims, and Spray (1973) almost 20 years earlier: 75% and 76% of psycholo-
gists, 67% and 67% of psychiatrists, 72% and 65% of clinical social workers.

Tellingly, the prevalence of personal treatment for mental health pro-
fessionals is substantially higher than that for the general adult population
in the United States. Best estimates, gleaned from national household sur-
veys and national epidemiological studies (e.g., Kessler et al., 1994; Swindle,
Heller, Pescosolido, & Kikuzawa, 2000), are that 25% to 27% of American
adults have received specialized mental health care, a more inclusive cate-
gory than psychotherapy. This lifetime utilization rate, assuming a far more
inclusive set of services than psychotherapy, is one-third to one-half that of
mental health professionals. Of course, these are general estimates. It is well
established that proportionally more female, acutely distressed, and higher
socioeconomic category patients receive more mental health care, and these
characteristics aptly describe mental health professionals as a group.

Prevalence Following Training

The profession’s collective silence on personal therapy has created an illu-
sion that most mental health professionals do not experience need for per-
sonal therapy once they are in practice (Guy & Liaboe, 1986). However,
the accumulating evidence rebuts any such illusion: most seasoned clini-
cians do in fact utilize the very services they provide.
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The five identified studies that specifically addressed the prevalence of
treatment following completion of formal training indicate that about half
of seasoned mental health professionals returned to personal therapy. In
his study of 141 psychoanalysts (77% response rate), Goldensohn (1977)
found that 55% received personal treatment posttraining. Thirty-eight per-
cent had additional psychoanalysis, and 43% had another form of psycho-
therapy (the most common being group therapy, couples therapy, and
family therapy). In their study of 86 psychiatrists (77% response), Greden
and Casariego (1975) reported that 43% had reinitiated personal therapy.
Grunebaum (1983), in interviewing experienced psychotherapists, found
that 55% returned to psychotherapy. In their study of 318 psychologists
(44% response), Guy, Stark, and Poelstra (1988) noted that 62% had re-
turned to personal therapy after receiving their terminal degree. In their
study of 321 clinical psychologists (65% return rate), Darongkamas, Bur-
ton, and Cushway (1994) reported that 54% first sought personal therapy
after completing their training.

In sum, several studies speak to reinitiating personal therapy follow-
ing training, while others refer to initial participation in psychotherapy
after completion of the terminal degree. But across studies and across dis-
ciplines, seasoned therapists in practice routinely seek psychotherapy for
themselves.

As is so often the case, Freud anticipated the research findings many
years ago. He recommended that the analyst reinitiate personal treatment
in the recognition that practicing therapy continually exposes the clinician
to the impact of patients’ psychopathology and on the need to know and
utilize one’s own unconscious responsiveness in conducting therapy. “Every
analyst,” he wrote (1937 /1964, p. 249), “should periodically—at inter-
vals of five years or so—submit himself to analysis once more, without feel-
ing ashamed of taking this step. This would mean, then, that not only the
therapeutic analysis of patients but his own analysis would change from a
terminable to an interminable task.”

Prevalence as a Function of Theoretical Orientation

The prevalence of personal therapy varies systematically with theoretical
orientation, as shown in the five representative studies presented in table
13.2. Examination of the studies, in toto, consistently reveals that insight-
oriented mental health professionals are most likely to have undergone
personal therapy. At the high end, 88% to 97% of self-identified psycho-
analytic and 82% to 97% of psychodynamic clinicians have sought therapy
for themselves. At the low end, about half of the behavior therapists acknowl-
edge personal treatment. Behavior therapists do seek treatment—somewhere
between 44% and 66%—but less frequently and for a shorter duration
on average than their nonbehavioral colleagues (Gochman, Allgood, &
Geer, 1982; Lazarus, 1971; Norcross & Prochaska, 1984; Norcross &
Wogan, 1983; Orlinsky et al., chapter 14). In between these extremes were
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Table 13.1 Prevalence of Personal Psychotherapy among Mental Health Professionals in the United States

Study N Profession Response Rate Prevalence Length of Therapy
Deutsch (1985) 85 Psychologists 42% 66% Not reported
117 Social workers (for all)
62 Other therapists
Guy, Stark, 318 Psychologists 44% 82% M total hrs = 309.8
& Poelstra (1988) Mdn hours = 158
Range hours = 2-2000+
M episodes:
Henry, Sims, 1,465 Psychologists 67% 75% Psychologists = 1.9
& Spray (1971) 733 Psychiatrists 46% 65% Psychiatrists = 1.6
1,154 Social workers 68% 64% Social Workers = 1.8
638 Psychoanalysts 54% 98% Psychoanalysts = 1.8
Holzman, Seawright, 1,018 Psychologists 50% 75% M weeks = 75.1
& Hughes (1996) in training M sessions = 130.1
Kelly, Goldberg, Fiske, 156 Psychologists 81% 60% Not reported
& Kilkowski (1978)
Liaboe, Guy, Wong, 232 Psychologists 46.4% 56% Not reported
& Deahnert (1989)
Association for the 53%
Advancement of
Behavior Therapy
Norcross, Strausser- 314 Psychologists 65% 75% M # episodes = 2.3
Kirtland, & Missar 159 Psychiatrists 34% 67% Mdn hours for:
(1988) First therapy = 50
237 Social workers 50% 72% Second therapy = 49

Third therapy = 100
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Norcross, Farber,
& Prochaska (1993)

Norcross, Geller,
& Kurzawa (2000)

Norman & Rosvall
(1994)

Orlinsky et al.
(chapter 14)

Patterson &
Utesch (1991)
Prochaska &
Norcross (1983)

Voigt (1998)

481

328

78

288

20

964

51

410

88

230

Psychologists

Psychologists

Psychologists
Social workers

Marriage and
family therapists

Mixed disciplines

Family therapists-
in-training
Psychologists

Clinical training
directors

Psychologists in
practice

48%

35%

43%

(for all)

Unknown

90%

41%

50%

59%

80%

89%

67%

56%

65%

88%

64%

83%

78%

94%

M hours = 336

SD = 321 hours

Range = 3-2000+ hours
Mdn hours = 200

M and Mdn # episodes = 3
SD=1.6

Mdn hours = 150

M total hours = 370

Length of therapy:

41% = 3 months or less
17% = 4-6 months

12% = 7-12 months
30% = 1 yr or greater
22% currently in therapy
59% had > 1 therapy episode
M = 4.4 years in therapy

M length = 7 months
Range = 1 month-5 yrs
M hours = 297

SD = 314

Mdn hours = 175
Range = 6-2,000 hours
M # hours = 85

Mdn # hours = 28
Range = 0-600 hours
M # hours = 246

Mdn # hours = 110
Range = 0-1,200 hours




Table 13.2 DPrevalence of Personal Psychotherapy by Theoretical Orientation

Study Psychoanalytic — Psychodynamic Humanistic  Eclectic Cognitive Behavioral — Systems
Norcross & 97% 85% 84% 83% NR 54% NR
Prochaska (1984)

Norcross, Strausser 88% 82% 58% 62% 69% 47% 85%
& Faltus (1988)

Norcross, Farber, 95% 97% 88% 78% 63% 66% 88%
& Prochaska (1993)

Orlinsky et al. 94%* 94%* 96% 92% 78%* 78%* 89%
(chapter 14)

Pope & Tabachnick NR 94% NR 87% 71% NR NR
(1994)

*Theoretical orientations were combined. NR = not reported.
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humanistic, systems, and eclectic respondents reporting at least one episode
of personal therapy.

Prevalence as a Function of Professional Activities

Clinicians’ activities definitely relate to the prevalence of personal treatment.
The few studies that have empirically examined the matter have found similar
patterns: mental health professionals conducting psychotherapy routinely
have a higher tendency to have received personal treatment. In a classic
study, Henry, Sims, and Spray (1971, 1973) conducted detailed inter-
views with psychiatrists, psychologists, social workers, and psychoanalysts.
In all four professional groups, those who were practicing psychotherapy
were more likely to have received personal therapy than those engaged in
nontreatment roles. In another early study, Garfield and Kurtz (1976)
found that psychologists in private practice and in outpatient clinics ex-
ceeded the overall frequency of personal therapy of 63% for the total group,
with 70% and 77%, respectively. Of course, this variable is confounded
with theoretical orientations, in that psychodynamically oriented clinicians
are more likely to be employed in clinical positions.

The disparity in the incidence of personal therapy as a function of
employment setting—or, more specifically, professional activities—is fur-
ther reflected in the importance ascribed to personal therapy. Several stud-
ies have demonstrated that private practitioners more strongly endorse the
importance of personal therapy than their colleagues in academic or ad-
ministrative positions. In an article entitled “Practitioners and Academ-
ics Disagree,” Voigt (1998) graphically explicates the divergence: 69% of
psychotherapy practitioners but only 19% of training directors endorsed
requiring students to undergo personal psychotherapy. Fully 94% of prac-
titioners had undergone personal therapy, averaging 246 hours. By con-
trast, 78% of clinical directors had undergone personal therapy in their
lives, averaging 85 hours.

Prevalence as a Function of Therapist Gender

Most published studies have not systematically examined prevalence rates
separately for male and female therapists. Several smaller studies have
found no link between experience in personal therapy and gender (e.g.,
Darongkamas et al., 1994; Prochaska & Norcross, 1983). However, at
least seven studies suggest that slightly more female psychologists and
social workers have engaged in personal therapy than male psychologists
and social workers (Deutsch, 1985; Garfield & Kurtz, 1976; Norcross,
Dryden, & DeMichele, 1992; Norman & Rosvall, 1994; Norcross, Strausser-
Kirtland, et al., 1988; Orlinsky et al., chapter 14; Pope & Tabachnick,
1994). The difference appears to be on the order of 10%. For example, in
the Norcross, Strausser-Kirtland, et al. (1988) study, 84% of female psy-
chologists versus 71% of male psychologists and 79% of female social workers
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versus 58% of male social workers sought personal treatment. The data are
not clear with regard to psychiatrists and family therapists, however.

Prevalence as a Function of Marital Status

Another factor impacting prevalence is marital status and marital history.
Starting with the Henry et al. (1971) classic, several studies report that a larger
percentage of married than single psychotherapists have undergone psycho-
therapy themselves. The difference may not be a result of age discrepancys;
rather, it may be that personal treatment served to resolve the emotional and
interpersonal difficulties that might have contributed to the dissolution of
the marriage. As Norman and Rosvall (1994, p. 457) put it, “marital strain
and the process of divorce may be an impetus for some individuals to enter
personal therapy.” Or, in the words of Henry et al. (1971, p. 141), “both
marital disruption and remarriage appear to be strongly related to psycho-
therapy—a socialization experience that undoubtedly produces a more bind-
ing commitment to the psychodynamic explanatory system.”

PARAMETERS OF PERSONAL THERAPY

Beyond the question of whether or not the clinician has ever received per-
sonal therapy/analysis lies the more complex and intriguing questions of
its duration, format, frequency, and of course, outcome (the latter is taken
up in chapter 17). Unfortunately, most studies either do not collect these
data or do not present them in detail. Certainly, as shown in table 13.1, the
length of personal treatment is not presented in any standardized manner.
Different researchers gather and report the data differently—number of
discrete episodes, number of hours, number of sessions, number of thera-
pists, period of time, and so forth. Despite these limitations and vagaries,
five consistent themes emerge.

First, the personal therapy of most mental health professionals is fre-
quently lengthy, intensive work. The last column in table 13.1 presents
the length of personal therapy for many of the studies. The mean number
of therapy hours is in the hundreds. The mean number in these studies is
invariably higher than the median number of hours, reflecting a skewed
distribution. In one of our recent studies (Norcross, Geller, & Kurzawa,
2000), the median number of hours of individual personal therapy was
150, while the mean was 370. The large standard deviations reflect the
large variability in length, ranging from a few hours to 5,200. In another
of our studies (Guy et al., 1988), personal therapy ranged in length from
2 to 2,000 hours, but the mean was 309, hours and the median was 158.
In examining the distributions of the total number of treatment hours,
we typically find that it ranges from a low of 1 to 2 hours (2% of sample)
to more than 1,000 hours (3% to 5% of the sample), the latter typically
referring to psychoanalysis.
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The length of personal therapy has also been expressed in time inter-
vals, although this metric confounds the amount of treatment with its fre-
quency. Nonetheless, the time estimates tend to corroborate the number
of hours: lengthy therapy stretching over several years. Most estimates in-
dicate a total, lifetime involvement in therapy spanning three or four years
(Orlinsky et al., chapter 14; Pope & Tabachnick, 1994). There is some
preliminary evidence that family therapists (Norman & Rosvall, 1994 ) and
family therapists-in-training (Patterson & Utesch, 1991) might typically
receive briefer therapy, at least compared to other mental health disciplines
(also see chapter 6).

A second theme is that the length of personal therapy, like its preva-
lence, systematically varies as a function of theoretical orientation—both
that of the therapist-patient and that of the treating therapist. Meaningful
differences are regularly noted for differences in mean length, psychoanalysis
being the lengthiest and behavioral the briefest. In one study (Guy et al.,
1988) comparing the relative contribution of many variables to the length
of personal therapy, the choice of a psychodynamic orientation accounted
for the greatest amount of variance in the number of hours of personal
psychotherapy received.

The statistical outliers are the behavior therapists in this regard. Sys-
tematic examination of the crossorientation data highlights the fact that,
even when they seek personal therapy, behavior therapists do so for a shorter
duration, on average at least. In two representative data sets (Norcross &
Prochaska, 1984), 54% and 59% of behavior therapists reported personal
therapy. The mean length was 88 hours (SD: 90; median: 60) in one set
and 114 hours (SD: 193; median: 30) in the other. By contrast, the aver-
age and median lengths of personal treatment for nonbehaviorists were three
to ten times more intensive.

Third, as a rule psychotherapists pursue personal treatment on more
than one occasion. Across studies, the number of discrete episodes aver-
ages between 1.8 and 3.0. In one recent study (Norcross et al., 2000), 32%
of psychologists sought personal therapy once, 32% sought therapy twice,
and 22% three times, and the remaining 14% sought therapy on four or more
occasions. Similarly, Orlinsky et al. (chapter 14) note that more than 59%
of their large, multidisciplinary sample had more than one therapy experi-
ence. Pope and Tabachnick (1994 ) found the median number of therapists
worked with was three, with a mode of two. Indeed, the length and mul-
tiple courses of personal treatment have led to the characterization of psy-
chotherapists as “interminable patients” (Felton, 1986).

Fourth, the preponderance of personal therapy is individual therapy. For
their only or most recent therapy, 80% of mental health professionals reported
individual treatment, 6% couples,/marital, 4% family, 4% group, and 6% some
combination of these formats (Norcross, Strausser, et al., 1988; Norcross,
Strausser-Kirtland, et al., 1988). Generalizing across two other studies (Guy
et al., 1988; Norcross et al., 2000) on lifetime experiences with personal



174 BEING A THERAPIST-PATIENT

therapy, 95% to 96% of mental health professionals who undertook personal
therapy received some individual therapy; 47% to 50% some couples/fam-
ily therapy; and 34% to 48% group treatment.

Fifth, the available research consistently finds that independent practice
is the primary location for the personal treatment of mental health profes-
sionals in the United States. Although the location of therapist’s personal
therapy is rarely investigated, when it is, it is overwhelmingly in independent
practice. For example, Norcross and colleagues (Norcross, Strausser, et al.,
1988; Norcross, Strausser-Kirtland, et al., 1988) report that 74% of personal
therapy was conducted in independent practice, 6% in a psychoanalytic insti-
tute, 4% in a psychotherapy center, and just a smattering in other locations
(e.g., college /student health center, community agency).

CONCLUDING COMMENT

All of the findings related to prevalence attest to the fact that a large propor-
tion of mental health professionals in the United States frequently and, for
some, repeatedly seek personal psychotherapy. We concur with Greenberg
and Kaslows’ (1984, p. 20) assertion that in doing so, psychotherapists “are,
for the most part, consistent. They practice what they preach. When they
have problems in living, significant degrees of anxiety or depression, or other
neurotic symptoms they seek help from highly respected colleagues.” More-
over, seeking personal treatment implies that “they believe in what they are
doing and they perceive therapy as a constructive measure that not only
relieves symptoms but also leads to personal growth.”

Amid the bounty of statistics reviewed in this chapter is the overarching
implication that the therapist’s professional development and personal life
are inexplicably intertwined. Although not all psychotherapy experiences
are readily amenable to tabulation, it is apparent that psychotherapists
struggle with the same psychological conflicts, life transitions, and existen-
tial questions as the clients they serve. Perhaps this is not only inevitable
but as it should be. The clinician’s fallibility, humanness, and own treat-
ment experiences allow for a connection with clients. As true cotravelers
with others on the journey, psychotherapists seek relief, fulfillment, and
growth in much the same manner as those they assist. That practitioners
should avail themselves of the benefits of personal psychotherapy over the
course of years strikes us as both natural and reassuring.
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THE PREVALENCE
AND PARAMETERS
OF PERSONAL THERAPY
IN EUROPE AND ELSEWHERE
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Urrike WirLurzki, Hapas Wiseman,
JEAN-FRANGOTS BOTERMANS, AND THE

SPR CorraBoraTivE REsEaArRcH NETWORK

I n their extensive review of the research literature on the personal therapy
of psychotherapists, Norcross and Guy (chapter 13) and Norcross and
Connor (chapter 15) amply demonstrate two facts: first, that “the vast
majority of mental health professionals in the United States have under-
gone personal treatment”; second, that virtually all of the studies done on
this topic to date have focused on American therapists.

Our aim in this chapter is to add an international dimension to this
research-based knowledge of personal therapy by drawing on an ongoing
study of psychotherapists that has been conducted since 1990 by the Col-
laborative Research Network of the Society for Psychotherapy (Orlinsky
et al., 1999; Orlinsky & Rgnnestad, in press). Those resources include in-
formation about the characteristics, experiences, and practices of more than
5,000 therapists of diverse professions and various theoretical orientations
in over a dozen countries. Part of the information provided by these thera-
pists concerns their experiences of personal therapy.

METHODOLOGICAL CAVEATS

Before presenting our findings and comparing them with the studies reviewed
by Norcross and Guy, a brief description of the methods by which they
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were obtained is in order. Our data on personal therapy were gathered with
the Development of Psychotherapists Common Core Questionnaire
(DPCCQ) (Orlinsky et al., 1999), which was designed by researchers (who
were themselves practicing therapists) primarily to study the processes and
correlates of development among psychotherapists over the course of their
careers. Great care was taken to ask questions that made sense to us as
therapists, and to translate those questions accurately into various lan-
guages (initially, French and German, but subsequently many others). The
DPCCAQ is a self-administered, mainly structured-response format instru-
ment covering a wide range of topics, which usually takes from one to one
and a half hours to complete.

A general methodological issue in survey research is the representative-
ness or generalizability of findings from the study sample, which depends
both on the method by which a sample is drawn and the percentage of usable
questionnaires that are actually returned. (That is the reason why Norcross
and Guy cite “return rates” in their tabulation of survey studies.) In theory,
if the sample is randomly drawn and the return rate is sufficiently high, then
the findings based on the sample can be validly generalized to the popula-
tion from which the sample was taken. To achieve this desired result, how-
ever, the nature and boundaries of the population one wants to study must
be clearly defined. Unfortunately, when research focuses on therapists in
general rather than on a specific group, such as members of an American
Psychological Association (APA) division, it is far from clear who should
be defined as a psychotherapist. Although there are many professional psy-
chotherapists in the United States and elsewhere, there is no profession of
psychotherapist per se, and there is no single professional association to
which all therapists belong in this country or any other. The fact is that
psychotherapy is practiced by members of different professions in differ-
ent countries but nowhere by all or even most members of any given pro-
fession. Moreover, psychotherapists of the same professional background
often have different theoretical orientations and belong to professional
associations reflecting those orientations. Thus, it is virtually impossible
to draw a representative sample because it is virtually impossible to de-
fine the population of psychotherapists as such.

A related and equally important methodological concern is generality.
Findings from a randomly drawn sample from one of the APA practice di-
visions (e.g., clinical psychology, counseling psychology, psychotherapy,
family psychology, psychoanalysis), even with a 100% return rate, would
be generalizable only to members of that division, and not necessarily to
members of other divisions or to psychological therapists who are not APA
members, let alone to psychiatrists, clinical social workers, and other prac-
titioners of psychotherapy. In other words, a study could have perfect
generalizability but very limited generality.

In addition, return rates in the range of 35% to 45%, which typify a
majority of the studies cited by Norcross and Guy, are equivalent to ex-
perimental attrition rates of 55% to 65%. Unless this attrition can be dem-
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onstrated or plausibly assumed to be random with respect to the phenom-
ena under study, it seriously compromises the representativeness of a study,
even if the sample initially was randomly drawn.

What sort of biases might be expected? One mentioned by Norcross
and Guy (chapter 13, p. 166) is a “bias toward those psychotherapists whose
personal history and theoretical orientation lead them to pursue personal
treatment more frequently.” This would be true of surveys that had the
announced purpose of studying personal therapy but would not have been
the case with the DPCCQ, since its title and introductory material gave no
hint that the questionnaire deals with that topic. (In fact, the questions on
personal therapy do not appear until the fifth page.) We would estimate
the return rates of the various Collaborative Research Network data col-
lections to range between 15% and 40%. Given the foregoing considerations,
this probably is less significant than the fact that over 5,000 therapists have
found it sufficiently rewarding to complete the DPCCQ and return it (of-
ten at their own cost). Given the title and the length of our questionnaire,
we would suspect our findings may be biased toward therapists whose per-
sonal history and theoretical orientation lead them to believe in the impor-
tance of professional development and empirical research but not toward
the importance of personal psychotherapy.

CURRENT SAMPLES OF PSYCHOTHERAPISTS

Because our aim in this chapter is to provide international data on personal
therapy, we present our sample categorized by the countries where therapists
reside. Currently there are 14 countries from which there are at least 100 thera-
pists.! In descending order of sample size, the countries are Germany, the
United States, Norway, South Korea, Switzerland, New Zealand, Portugal,
Spain, Denmark, Sweden, Belgium, France, Russia, and Israel. All of the CRN
data presented were collected during the last decade of the twentieth century.

The characteristics of these therapists are summarized in table 14.1.2
On average, the countries with the most highly experienced therapists in
our database (more than 10 years in therapeutic practice) are the United
States, Switzerland, France, Spain, New Zealand, Norway, and Sweden;
those with the least experienced therapists are South Korea and Russia.
However, the large standard deviations indicate a broad range of career levels
within each country.

In nine of the countries, psychologists are the most frequently represented
therapists in our samples, ranging from 92% of the Norway sample (currently
including about 70% of the population of psychotherapists among psycholo-
gists in Norway), 88% of the Denmark sample, and 83% of the Switzerland
sample to 67% in the United States, 65% in the Portugual, and 59% in the
Russia samples. On the other hand, medically trained psychotherapists (psy-
chiatrists and, in Germany, specialists in the field of psychotherapy and psy-
chosomatics) are most frequently represented in the France (82%), Korea
(64%), and Germany (54%) samples. Other professions (e.g., social work,
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Table 14.1 Samples and Therapist Characteristics

Years in

Practice Profession Gender
Sample N M [SD] Medicine % Psychology % Other %  F % M %
United States 977  18.4 [12.8] 5.5 66.6 27.7 48.7 51.3
Germany 1,059 9.1 [7.2] 54.4 36.5 9.1 57.0  43.0
Switzerland 263  13.1 [6.6] 9.6 82.8 7.7 52.3 477
Norway 804 115 [8.2] 4.9 92.2 3.0 53.3  46.7
Denmark 158 10.2 [6.4] 2.5 88.0 9.5 684 316
Sweden 117 11.6 [6.5] 8.5 342 57.3 69.2 308
Portugal 188 10.1 [7.0] 28.2 65.4 6.4 63.6 364
Spain 182 12.1 [6.9] 17.0 73.6 9.3 547 453
Belgium 132 9.8 [7.1] 1.5 74.2 24.2 56.1 439
France 117  12.6 [6.7] 82.1 16.2 1.7 265 735
South Korea 538 5.6 [5.9] 64.3 13.0 227 349  65.1
New Zealand 254 11.9 [7.5] 8.7 31.1 60.2 252 748
Israel 101 11.1 [7.2] 6.9 73.3 19.8 75.8 242
Russia 110 6.1 [4.5] 28.2 59.1 12.7 71.8 282

Note. Medicine = psychiatry (and psychosomatics in Germany); Other = social work, coun-
seling, nursing, and lay therapists.

Theoretical Orientation

Sample N Ana/Dyn % CogBeh % Hum % Sys %  BroadSpec % NonSal %
United States 977 24.7 21.0 19.3 11.9 9.8 13.5
Germany 1,059 46.2 9.2 21.7 9.4 2.8 10.0
Switzerland 263 32.4 20.8 20.8 12.6 7.2 6.3
Norway 804 43.7 9.9 18.5 10.4 7.9 9.5
Denmark 158 45.0 2.3 27.5 10.7 6.1 8.4
Sweden 117 64.8 2.8 9.3 7.4 0.0 15.7
Portugal 188 294 32.7 10.5 13.7 7.2 6.5
Spain 182 46.9 18.5 11.1 17.9 1.2 4.3
Belgium 132 35.0 16.0 22.0 15.0 4.0 8.0
France 117 56.9 1.8 21.1 4.6 2.8 12.8
South Korea 538 18.1 11.0 21.1 1.5 5.8 42.5
New Zealand 254 21.0 28.0 15.0 10.5 13.0 12.5
Israel 101 64.3 4.8 13.1 7.1 9.5 1.2
Russia 110 26.9 6.4 42.3 3.8 5.1 15.4

Note. Ana/Dyn = salient analytic/psychodynamic; CogBeh = generally cognitive-behavioral;
Hum = generally humanistic; Sys = generally systemic; BroadSpec = broad-spectrum eclectic;
NonSal = no salient orientation (no 4 or 5 endorsement on any of the 0-5 orientation scales).

counseling, nursing) are most frequently represented in the samples from
New Zealand (60%) and Sweden (57%).

Further substantial differences among the samples from these 14 coun-
tries can be seen in their gender ratios. Those with the largest proportion
of women therapists were Israel, Russia, Sweden, Denmark, and Portugal.
Those with the largest proportion of male therapists were New Zealand,
France, and South Korea. However, gender ratios in the largest samples
(Germany, the U.S., and Norway) were more evenly balanced.
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Theoretical orientation was assessed by asking therapists “How much
is your current therapeutic practice guided by each of the following theo-
retical frameworks?” This question is followed by 6 items, each of which is
rated on a 6-point scale (from 0 [“Not at all”’] to 5 [“Very greatly”]):
Analytic/psychodynamic; Behavioral; Cognitive; Humanistic; Systemic; and
Other (with instruction to specify the content). When allowed to rate the
influence of multiple orientations in this way, 90% of the therapists in our
database indicated more than one orientation. For analyses requiring a lim-
ited number of theoretical orientations, we categorized them in the follow-
ing way. Ratings of 4 or 5 on the 0-5 scale for any given orientation was
considered to indicate a strong or “salient” influence on the therapist’s
practice. When all the combinations of salient influences were inspected,
six patterns included sufficient numbers of therapists to be useful for sta-
tistical purposes. These are saliently Analytic/dynamic, with no other
salient influences; generally Cognitive-Behavioral, with inclusion of di-
verse salient influences other than Analytic/dynamic; generally Human-
istic, with inclusion of other salient influences; generally Systemic, with
inclusion of other salient influences; Broad-Spectrum Eclectic, indicat-
ing four or more salient orientations; and those whose theoretical orien-
tations included no salient influences. Together these categories included
80% of the total sample.

Table 14.1 shows that therapists with saliently analytic /psychodynamic
orientations were most frequently represented in 10 of our 14 countries,
but were a majority in only three (Israel, Sweden, and France). Therapists
with generally cognitive-behavioral orientations were most frequently rep-
resented in our samples from Portugal and New Zealand but were also well
represented in our samples from the United States, Switzerland, Spain, and
Belgium. The therapists in our samples from Russia and from South Korea
most frequently were generally humanistic in orientation, as were substan-
tial minorities in the United States, Germany, Switzerland, Belgium, and
France. Finally, generally systemic and broad-spectrum therapists were not
the most frequently in any of the samples, although there were substantial
minorities of systemic therapists in Spain, Portugal, Belgium, New Zealand,
the United States, and Germany. Therapists with no salient orientation
typically were only small minorities in most countries but were the most
common category in our South Korea sample? and were noticeable minori-
ties in Sweden, Russia, the United States, France, and New Zealand. This
finding evidently reflects the presence of large numbers of therapists in those
countries who were still at an early stage of their careers.

PREVALENCE OF PERSONAL THERAPY

Table 14.2 shows the prevalence of personal therapy among therapists from
the different countries in our sample. Despite many differences, it is clear
that overwhelming majorities of therapists everywhere reported having had
at least one course of personal psychotherapy, the sole exception being South
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Table 14.2 Prevalence of Personal Therapy among Professional Psychotherapists

When in Ptx? Courses Total Years
Past Past & Present

Sample N Any Ptx? Only Present Only M [SD] M [SD]
United States 964 88.3% 72.4% 25.6% 2.0% 2.0 [1.0] 5.7 [6.0]
Germany 1,049 81.9% 55.2 26.3 18.5 1.7  [1.0] 4.7  [3.9]
Switzerland 261 95.5 74.7 21.1 4.2 2.1 [1.1] 6.5 [3.9]
Norway 800 79.9 67.8 27.4 4.9 1.5 [.94] 4.0 [3.2]
Denmark 156 90.4 60.7 37.1 2.1 2.2 [1.1] 5.0 [3.4]
Sweden 117 94.0 64.5 26.4 9.1 2.2 [1.0] 4.6 [3.0]
Portugal 187 65.8 74.2 18.3 7.5 1.5 [.88] 59 [3.9]
Spain 182 78.8 59.7 33.8 6.5 2.0 [1.0] 7.8 [4.6]
Belgium 132 83.3 60.4 29.2 10.4 2.0 [L.1] 6.6 [4.4]
France 91 98.9 na na na na na na
South Korea 535 36.1 66.2 23.4 10.4 0.8 [1.0] 2.2 [3.0]
New Zealand 249 83.5 78.3 21.3 0.5 2.1 [.89] 34 [3.0]
Israel 101 93.1 55.3 39.4 5.3 2.0 [.95] 5.2 [3.8]
Russia 110 71.8 50.6 32.9 16.5 1.7  [.86] 2.4 [2.6]
Total 5,224 79.2 65.5 26.8 7.7 1.8 [1.1] 51 [4.5]
Total [-Koreans] 4,709 84.1 65.5 26.8 7.7 1.8 [1.0] 52 [4.5]

Note. “Any Ptx?’ asks about a therapist’s status with respect to personal therapy. Percentages indicate the proportion of
those who are currently having or have previously had personal therapy. “Course,” or times in therapy, includes only Ss re-
porting having had personal therapy. “Total years” in therapy indicates cumulative total for up to three reported courses of
treatment for Ss reporting having had personal therapy.
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Korea. There, special circumstances prevail (Joo & Bae, personal commu-
nication)* that are similar to ones cited by Norcross and Connor (see chap-
ter 15) as reasons therapists in the United States give for not entering
therapy. Elsewhere, the rates of personal therapy range from a high of more
than 90% (France, Switzerland, Sweden, Israel, Denmark) to a low of 72%
(Russia) and 66% (Portugal).

The very fact that our national samples differ in so many other respects
serves to underscore the generality of personal therapy as a common char-
acteristic of psychotherapists worldwide. Including all therapists in our
current database, the estimated prevalence is 79%. Including only thera-
pists from countries of predominantly European culture (including, e.g.,
the United States and New Zealand), the estimated prevalence of personal
therapy is to 84%. (These figures exceed the 72% to 75% prevalence esti-
mated by Norcross and Guy for the United States on the basis of the 14
studies they reviewed, 13 of which had samples numbering less than 500.
Another probable source of this discrepancy is the fact that several of the
studies they reviewed included students or trainees who might not yet have
entered therapy; see table 14.3.)

Table 14.2 also shows that more than a third of the therapists who
reported having personal therapy were actually in therapy at the time they
replied to the DPCCQ), either for the first time (about 8%) or for an addi-
tional course of treatment (about 27%). In fact, therapists from most of the
countries reported an average of two courses of treatment (again with the
exception of South Korea). Therapists with some experience of personal
therapy had accumulated an estimated average of five years of therapy by
the time they participated in our study, ranging from a low of two years
among Koreans to a high of nearly eight years in Spain. Moreover, since
the majority of therapists were still in the early and middle parts of their
careers (see table 14.1), the total years of personal therapy accumulated by
career end would most likely be even greater.

PARAMETERS OF PERSONAL THERAPY

To what extent do therapists’ various characteristics influence the likelihood
of their having personal therapy? Therapists are most typically described in
terms of career level, professional background, and theoretical orientation.
Therapist gender has also been reported to influence rates of personal
therapy. We examine each of these in turn.

Career Level

Table 14.3 shows the impact of career level on rates of personal therapy for
each country and for the database as a whole. As might be expected, novice
therapists on average are somewhat less likely to have had personal therapy
than their more experienced colleagues, but perhaps even more impressive
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Table 14.3 DPercentage of Therapists Reporting Personal Therapy by Career Level

Career Level

Sample N Novice % Apprentice %  Graduate %  Established %  Seasoned %  Senior %
United States 921 79.0 79.3 85.5 91.0 91.1 90.8
Germany 981 71.4 79.5 88.5 83.7 78.9 69.2
Switzerland 258 (100.0) (75.0) 96.0 96.7 94.0 100.0
Norway 766 67.3 82.9 86.6 76.8 77.9 93.2
Denmark 155 (66.7) 66.7 88.0 97.1 96.8 (83.3)
Sweden 108 (100.0) (87.5) 86.7 97.6 94.9 (100.0)
Portugal 178 — (72.7) 63.2 64.1 80.0 (83.3)
Spain 180 (50.0) (70.0) 65.2 76.7 87.5 (100.0)
Belgium 128 85.7 92.0 76.0 87.2 75.9 (66.7)
France 83 — (100.0) 100.0 96.8 100.0 (100.0)
South Korea 445 20.2 35.8 53.2 65.9 59.3 (75.0)
N. Zealand 242 (57.4) 85.7 87.2 88.0 78.0 80.0
Israel 100 — (80.0) 92.6 97.6 89.5 (100.0)
Russia 110 81.3 69.2 74.1 67.6 (71.4) —

Current Ptx 4,711 29.1 34.7 37.7 27.3 20.5 12.4
Total 5,037 60.2 70.5 82.0 82.9 84.9 89.4
Total [-Koreans] 4,586 71.8 80.0 85.1 84.7 85.6 89.5

Note. Career level categories: Novice (> 0 to < 1.5 yrs); Apprentice (1.5 to < 3.5 yrs); Graduate (3.5 to < 7 yrs); Estab-
lished (7 to < 15 yrs); Seasoned (15 to < 25 yrs); Senior (25 to 45 yrs). Percentages in parentheses when cell N < 10.
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is the fact that a great majority of even the youngest therapists (except
Koreans) had already been in personal therapy. The fact that only 30% of
the novices are currently in therapy indicates that they already had some
therapy prior to becoming therapists themselves. More impressive yet is
the fact that 21% of the seasoned therapists and 12% of the senior thera-
pists actually were in personal therapy at the time they participated in the
study. Those last two groups were well beyond the period of training—
these therapists having been in practice at least 15 years, and some as many
as 45 years—yet many of them were still (or again) involved in personal
therapy.

The trends in prevalence across the career course vary somewhat from
country to country. In some countries (e.g., the United States) the preva-
lence of personal therapy started very high (79% among novices) and soon
reached a plateau (about 91% among established, seasoned, and senior
therapists). In other countries (e.g., South Korea) the initial level was low
(20% among novices) and gradually increased over the career course to a
moderately high level (60% to 75% among established, seasoned, and se-
nior therapists). Finally, in some countries there seems to be a curvilinear
pattern, in which midcareer therapists were more likely to have had per-
sonal therapy than either novices or seniors. The latter pattern probably
results from the interaction between a carcer-based trend, in which more
experienced therapists typically have had more time and reason to under-
take personal therapy, and a historical cohort—based trend, in which per-
sonal therapy has become progressively more acceptable and/or more
available for younger therapists than it had been for their older colleagues.
Russia may be a particularly good example of this interplay between ca-
reer and historical patterns, which are often confounded in cross-sectional
analyses of developmental trends.

Professional Background

Table 14.4 shows characteristically high prevalence of personal therapy
among therapists of all professional backgrounds in those countries we have
studied (South Korea again being a special case). Overall (omitting the
Korean therapists), the therapists of diverse professions in our database
report approximately equal rates of personal therapy, with all above 80%.

There is a tendency in some of our national subsamples (e.g., the U.S.
and Russia) for medically trained therapists to have slightly lower rates of
prevalence of personal therapy. However, in other countries (e.g., Ger-
many, Norway, and Spain), psychologically trained therapists tend to have
slightly lower rates of personal therapy. (This is particularly true among
the Portuguese, who as a group also include the highest proportion of
cognitive-behavioral therapists). Interestingly, therapists of other profes-
sional backgrounds (social workers, counselors, nurses, lay therapists) have
as high or higher rates of personal therapy than medically and psycho-
logically trained therapists.
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Table 14.4 DPercentage of Therapists Reporting Personal
Therapy by Profession

Profession
Sample N Medicine % Psychology % Other %
United States 962 6l1.1 91.1 86.9
Germany 1,049 84.0 76.2 92.6
Switzerland 260 92.0 94.9 100.0
Norway 800 94.9 78.8 87.5
Denmark 156 (100.0) 89.1 100.0
Sweden 117 (90.0) 100.0 91.0
Portugal 187 83.0 56.6 83.3
Spain 182 83.9 75.1 88.2
Belgium 132 (50.0) 79.6 96.9
France 91 98.6 100.0 (100.0)
South Korea 535 32.1 48.6 40.2
New Zealand 249 85.0 74.0 88.2
Israel 101 (42.9) 95.9 100.0
Russia 110 61.3 72.3 92.9
Total 5,238 69.9 82.0 83.6
Total [-Koreans]| 4,703 82.5 82.8 90.3

Note. Medicine = psychiatry (& psychosomatics in Germany); Other =
social work, counseling, nursing, and lay therapists. Percentages in paren-
theses when cell N < 10.

Theoretical Orientation

In their review of studies conducted in the United States, Norcross and Guy
(see chapter 13) described a tendency for the prevalence of personal therapy
to vary systematically with theoretical orientation, with psychodynamically
oriented clinicians having the highest rates (82% to 97%) and behaviorally
oriented therapists the lowest (44% to 66%). The findings from therapists
in our international CRN database clearly confirm their conclusion. Table
14.5 shows for the database as a whole (omitting the Korean therapists)
that 92% of saliently analytic /psychodynamic therapists and 92% of gener-
ally humanistic therapists reported having personal therapy, in comparison
with 60% of the generally cognitive-behavioral therapists. (The figure for
humanistic therapists is slightly lower when our Korean therapists are in-
cluded but almost the same for analytic/psychodynamic and cognitive-
behavioral therapists.)

Saliently analytic/psychodynamic therapists reported prevalence rates
ranging from approximately 90% to 100% in 10 of 13 countries (excluding
Korea) and about 88% in two others. Generally humanistic therapists re-
ported prevalence rates between 90% and 100% in nine of those countries,
and more than 75% in three others. Therapists who are generally systemic
in orientation reported prevalence rates between 80% and 100% in 10 of
13 countries, and broad-spectrum therapists reported prevalence rates be-
tween 80% and 100% in 9 of 13 countries. By contrast, generally cognitive-
behavioral therapists had the lowest prevalence rate in the Portugal and Spain
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Table 14.5 Percentage of Therapists Reporting Personal Therapy by Theoretical Orientation

Theoretical Orientation

Sample N Ana/Dyn CogBeh Hum Sys BroadSpec NonSal
United States 747 94.1% 78.3% 95.8% 88.9% 91.5% 76.8%
Germany 866 87.9 55.6 85.3 91.1 63.3 68.3
Switzerland 205 100.0 88.4 100.0 92.3 86.7 90.9
Norway 565 88.2 57.1 93.3 83.1 77.8 66.7
Denmark 129 89.7 (66.7) 100.0 92.9 (100.0) (40.0)
Sweden 108 98.6 (66.7) (80.0) (100.0) — 82.4
Portugal 152 93.3 20.0 87.5 81.0 (81.8) (56.6)
Spain 162 97 .4 33.3 100.0 58.6 (100.0) (42.9)
Belgium 100 100.0 (43.8) 95.5 86.7 (75.0) (62.5)
France 88 100.0 — 100.0 (100.0) (100.0) (88.9)
South Korea 462 48.2 39.2 50.0 (42.9) 59.3 19.4
New Zealand 197 92.9 62.5 90.0 71.4 100.0 95.7
Israel 84 96.3 (50.0) 100.0 (66.7) (87.5) (100.0)
Russia 78 61.9 (40.0) 75.8 (100.0) (100.0) (75.0)
Total 4,195 89.6 58.1 86.7 85.3 80.6 53.8
Total [-Koreans]| 3,733 92.0 59.9 91.7 86.0 83.0 72.3

Note. AnaDyn = salient analytic/psychodynamic; CogBeh = generally cognitive-behavioral; Hum = generally
humanistic; Sys = generally systemic; BroadSpec = broad-spectrum eclectic; NonSal = no salient orientation (no 4 or
5 endorsement on any of the 0-5 orientation scales). Percentages in parentheses when cell N < 10.
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samples but nevertheless reported quite high rates of personal therapy in
Switzerland and the United States, with prevalence rates of 50% or more in
9 of 13 countries. Even therapists who had no salient theoretical orienta-
tion reported prevalence rates of 50% or more in 11 of 13 countries. Thus,
while the likelihood of having personal therapy is clearly influenced by a
therapist’s theoretical orientation, the most general finding is that it is a
very common experience among therapists of all orientations.

Therapist Gender

Some of the studies on American psychotherapists reviewed by Norcross and
Guy (see chapter 13) suggest that the prevalence of personal therapy may be
somewhat higher among female than among male therapists. Our interna-
tional data suggest that any differences between genders are very small and
inconsistent. The overall percentage favoring females in the database shown
in table 14.6 virtually disappears when the Korean therapists (predominantly
male and atypical with respect to personal therapy) are removed.

The difference between men and women in the United States is only
2.4% and is little more than 1% in Germany, Switzerland, Sweden, Portu-
gal, and South Korea. The most striking differences appear for Denmark
(15%), Norway (9%), Israel (9%), and Belgium (8%). However, the difter-
ences favor females in Denmark, Norway, and Israel but favor males in Spain,
Belgium, France, New Zealand, and Russia. These findings suggest that thera-
pist gender, in and of'itself, is not an important parameter of personal therapy.

PURPOSES OF PERSONAL THERAPY

Why do psychotherapists of both genders, all professional backgrounds, all
career levels, and most theoretical orientations undertake personal therapy
for themselves—many of them doing so more than once, and well into their
later years?

Therapists reported on various aspects of their personal therapy, includ-
ing the reasons they had entered into it, and were free to check any or all of
the following three reasons: training, growth, or problems. Table 14.7
shows, for their first (or only) episode of personal therapy, that 60% gave
personal growth, 56% personal problems, and 46% professional training as
reasons for going into therapy. This supports and extends the five studies
of United States therapists reviewed in this volume by Norcross and Connor
(p- 198), who conclude that the majority entered treatment primarily for
personal reasons.

Personal growth was the most commonly cited reason for undertaking
therapy (or essentially tied for most frequent) among therapists from 10 of
the 14 countries, and was mentioned by at least half of the therapistsin 13
of the 14 countries. This fact is important for interpreting therapists’ re-
sponses to our own and others’ surveys. When therapists indicate they had
personal rather than professional reasons for entering therapy, they are not
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Table 14.6 Percentage of Therapists Reporting
Personal Therapy by Gender

Gender
Sample N Female % Male %
United States 956 88.9 87.5
Germany 1,031 82.7 81.4
Switzerland 261 94.9 95.2
Norway 793 84.4 75.1
Denmark 156 95.3 80.0
Sweden 117 93.8 94 4
Portugal 186 66.1 66.2
Spain 179 75.5 81.5
Belgium 132 79.7 87.9
France 91 96.0 100.0
South Korea 530 37.0 35.8
New Zealand 241 72.1 87.2
Israel 99 96.0 87.5
Russia 110 70.9 74.2
Total 5,181 81.6 76.8
Total [-Koreans]| 4,651 84.9 83.3
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necessarily focusing on their problems in living or their psychopathology.
There is also a more positive aspect to therapists’ motivation for therapy:
selt-improvement, personal development, and enrichment.

The fact that the figures in table 14.7 add up to over 100% also indi-
cates that many therapists checked multiple reasons for personal therapy.
For example, the leading category of reasons cited for the first listed therapy

Table 14.7 Reasons for Entering Personal Therapy

Reason for Personal Therapy

Sample N Training %  Growth %  Problems %
United States 829 38.4 64.9 77.2
Germany 793 34.0 33.8 32.3
Switzerland 233 68.2 68.2 52.4
Norway 576 48.6 72.9 58.1
Denmark 139 66.9 81.3 56.8
Sweden 108 54.6 66.7 39.8
Portugal 118 67.8 76.3 45.8
Spain 140 72.9 68.6 57.1
Belgium 105 54.3 61.9 66.7
South Korea 110 62.7 50.9 41.8
New Zealand 254 36.2 54.3 53.1
Israel 92 337 75.0 76.1
Russia 79 72.2 78.5 64.6
Total 3830 46.4 59.8 55.5
Total [-Koreans] 3719 45.9 60.1 56.0

Note. Reasons cited for first listed therapy (N = 3313). Percentages

are >100% because multiple reasons could be checked.
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(25%) was the combination of training, growth, and problems, followed
by growth and problems (18%), and growth and training (16%). Clearly,
having multiple reasons for entering therapy is more persuasive than hav-
ing just one.

CONCLUDING COMMENTS

The research presented in this chapter clearly confirms and broadly extends
Norcross and Guy’s (chapter 13, p. 165) summary of findings from prior
studies that “the vast majority of mental health professionals in the United
States . . . have undergone personal treatment.” Based on our surveys that
nearly double the combined number of therapists in all previous studies,
we can say the same about mental health professionals in countries through-
out Europe and elsewhere. In fact, it is difficult to imagine any other group,
however defined, that utilizes psychotherapy more frequently and enthusi-
astically than psychotherapists themselves. While psychotherapists may be
divided by theoretical orientation and professional background, one thing
they have in common is their devotion to personal therapy.

One might wonder if this very high rate of utilization is not due at least
in part to external circumstances rather than to the desire of therapists to
avail themselves of the benefits that therapy can offer. Some therapists must
undergo therapy as part of their training (e.g., in psychoanalytic institutes)
or as a condition of licensure (e.g., under the new law in Germany). Never-
theless, even though it is not a required part of their training, rates of
personal therapy were not generally lower for humanistic therapists or broad-
spectrum therapists than for analytic/psychodynamic therapists, and in some
countries not for systemic therapists as well. If training requirements were
the main reason therapists sought personal therapy, one would expect to
see very high rates among novices and apprentices, with a decrease at later
career levels, whereas there actually is a steady increase in utilization of
therapy by therapists in successive career cohorts. In addition, the varia-
tion in prevalence rates observed among therapists in our sample from
different countries seems more a reflection of differences between these
national groups in career level and proportions of various theoretical ori-
entations than of differences in national regulations concerning licensure.

Clearly, therapy is viewed in some theoretical orientations mainly as a
treatment for specific symptomatic conditions, whereas in other orienta-
tions it is viewed more broadly as a corrective for limitations and distor-
tions in prior personality development or as a source of positive personal
growth. Similarly, in some theoretical orientations therapy is generally
viewed as a set of procedures in which the therapist’s personality is largely
irrelevant, so that personal therapy for therapists is not a crucial factor in
their performance; whereas in other orientations, personal therapy is viewed
as essential to a therapist’s ability to engage in a constructive, emotionally
meaningful relationship with patients. It makes sense that clinicians who
view their work as a relatively impersonal procedure for treating symptom-
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atic disorders would see personal therapy as relevant for themselves only
if they themselves became symptomatic. It also makes sense that practi-
tioners who take a broader, more relational view of therapy would feel that
personal therapy could be of particular value to them, personally and pro-
fessionally. Many more of the latter than the former are found in our sample.
How much they felt they benefited from their personal therapy, both per-
sonally and professionally, is reported later in this volume (chapter 17).
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NOTES

1. Subsequent data collections in the United Kingdom, Canada, Norway, and
elsewhere have added approximately 2,000 more.

2. Approximately 300 additional therapists from countries presently having
fewer than 100 each in our database were not included in the analyses reported
here.

3. The percentage of therapists in Korea who appear to have no salient ori-
entation shrinks dramatically if the criterion used to define salience is 3 rather than
4 on the 0-5 scale, suggesting that a cultural emphasis on modesty in Korea may
be influencing this result.

4. Our Korean colleagues, Drs. E. Joo and S. Bae, commented both on the
relative scarcity of senior therapists in private practice to whom younger thera-
pists would ordinarily go for personal therapy and on the relative lack of social
acceptance regarding counseling and therapy until recently.

REFERENCES

Orlinsky, D. E., Ambiihl, H., Ronnestad, M. H., Davis, J. D., Gerin, P., Davis,
M., etal. (1999). The development of psychotherapists: Concepts, questions,
and methods of a collaborative international study. Psychotherapy Research,
9,127-153.

Orlinsky, D. E., & Ronnestad, M. H. (in press). How psychotherapists develop: A
study of therapeutic work and professional growth. Washington, DC: Ameri-
can Psychological Association.



15

PSYCHOTHERAPISTS
ENTERING PERSONAL
THERAPY

Their Primary Reasons

and Presenting Problems

Joun C. Norcross & Kerrny A. CoNNOR

his brief chapter aims, within the context of the other research con-

tributions to this compendium, to explicate the primary reasons and
presenting problems for mental health professionals seeking their own treat-
ment. For the purposes of this chapter we distinguish between personal
reasons and training/professional reasons for seeking psychotherapy. The
published literature we review consists primarily of studies conducted with
mental health professionals living in the United States. This research has
been conducted nearly exclusively on psychotherapists’ voluntary pursuit
of professional treatment. Of course, a few psychotherapists seek personal
therapy under pressure from licensing boards, ethics committees, or orga-
nizations for impaired professionals. Typical charges concern sexual mis-
conduct with patients, substance abuse, or nonsexual boundary violations
(Freudenberger, 1986; Gabbard, 1995). This does not fall within the pur-
view of our chapter but is covered elsewhere in this volume (chapter 22).

PRIMARY REASONS

At a foundational level, psychotherapists may seek personal treatment for
personal reasons, for training/professional reasons, or for both reasons.
Although oversimplified in a profession where the personal and the profes-
sional are nearly inseparable, the question does afford insight into psycho-
therapists’ motivations for undergoing their own psychotherapy.

192
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In discussing his experiences in treating psychotherapists as clients,
Burton (1973, p. 94) says emphatically that his patients “do not come for
training purposes or for credentialing, although this may be a peripheral
value to the experience. They were all hurting badly and needed help to
function in their customary way.” The results of the available studies cor-
roborate his personal experience.

Table 15.1 presents the results of five studies that asked mental health
professionals whether they sought psychotherapy for personal reasons, pro-
fessional reasons, or both. In all studies, the majority (50% to 67%) indi-
cated that they entered treatment primarily for personal reasons. A minority
(10% to 35%) replied that their treatment was largely for training reasons
or professional purposes.

Several investigators asked about primary reasons in a different manner.
Orlinsky et al. (chapter 14) extensively queried a large, multidisciplinary in-
ternational sample of psychotherapists. When asked to check all of their rea-
sons for involvement in personal treatment, 60% checked personal growth,
56% indicated personal problems, and 46% checked training. Interestingly,
American therapists were far more likely than those from most other coun-
tries to give personal problems as their reason for treatment.

Similarly, Liaboe, Guy, Wong, and Deahnert (1989) examined the rea-
sons for undergoing personal therapy among psychotherapists who pursued
it after completing their formal training. The primary reason was not to
counter the stress of practicing psychotherapy; on the contrary, the top two
reasons were stress due to conflicts in personal life and, again, for personal
growth. Before training or after training, the results are clear: mental health
professionals largely enter psychotherapy to deal with “personal stuft.”

Although there are small differences in the reasons advanced for enter-
ing treatment due to profession (Henry, Sims, & Spray, 1971), overall the
pattern is remarkably consistent across discipline and orientations. Personal
reasons predominate.

Table 15.1 Reasons for Entering Therapy

Kelley, Norcross,
Goldbery, Strausser-
Wispe & Henry, Sims, Fiske, & Prochaska Kirtland, &
Parloff & Spray Kilkowski & Norcross Missar
Reason (1965) (1971) (1978) (1983) (1988)
Primarily for 65% 50% 67% 61% 55%
personal reasons
Primarily for 35% 18% 28% 11% 10%
training or
professional
reasons
Both personal NR 32% 5% 28% 35%

and training
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REASONS FOR NOT ENTERING TREATMENT

In an early article, Arthur Burton (1973) summarized four major resistances
that serve as reasons for healers not entering personal therapy. First is the
paradox that those psychotherapists who are most firmly convinced of the
efficacy of psychotherapy are also precisely those who have the most deeply
rooted doubts about it. Second, psychotherapists believe that what was good
enough for Freud is good enough for them: self-analysis will suffice. Third,
psychotherapists are ever-fearful of personal regression and giving up power
to another. The therapist’s self-image and narcissism are such that he/she
feels his self-knowledge and humanity are just a shade above that of other
healers. And fourth, the final inhibitor to personal psychotherapy is shame—
“a kind of damage that is done to a healer when he is forced to become a
fellow sufferer of those he regularly treats, that is so subtle and intangible
as to defy description” (Burton, 1973, p. 100).

The subsequent research in this area has largely confirmed Burton’s
clinical impressions. At least five studies took the interesting twist of ask-
ing mental health professionals for their reasons in 7ot seeking personal
therapy. While there are some differences evident in the results across studies,
probably owing to methodological and sampling disparities, there is a ro-
bust consistency in the rationale for not undergoing personal therapy.

Deutsch (1985) asked a national sample of psychotherapists to iden-
tify reasons for not seeking personal therapy. The reasons were categorized
into 11 clusters. The most commonly cited reason was that the psychothera-
pists found no acceptable therapist nearby that they respected or did not
already know. Following closely were that the psychotherapists found help
and support from other people (friends, family, coworker) and that the
problem resolved before therapy was undertaken. The next three reasons
were fear of exposure and confidentiality, a belief that therapists should be
able to work out problems themselves, and that the therapists did not want
to invest the energy in the undertaking.

Studying clinicians earlier in their careers, Holzman, Searight, and
Hughes (1996) surveyed doctoral students who had never been in psycho-
therapy and asked for their reasons for having never entered personal treat-
ment. The top five reasons were: no need for it (56%), finances (53%), no
one had recommended it (17%), concern about confidentiality (10%), and
lack of time (10%).

Farber (2000) surveyed 275 graduate students being trained to pro-
vide counseling and psychological services regarding their attitudes toward
seeking psychotherapy themselves. Factor analysis of 26 items—the Train-
ees’ Attitude Toward Seeking Psychotherapy Scale—revealed four under-
lying dimensions. The first reflected an affirmative, proactive duty to seek
therapy in order to enhance individual growth and professional effective-
ness. The three other dimensions—concern with professional credibility,
concern with confidentiality, and need for self-sufticiency—predicted which
trainees had not, in fact, sought personal therapy.



Psychotherapists Entering Personal Therapy 195

Further along the career path, Liaboe and colleagues (1989) asked
seasoned practitioners to rank 13 reasons for not entering personal therapy
following graduate school. In descending order, the top five ranked were:
other sources of dealing with stress were adequate; it was too expensive;
previous therapy was helpful; it was hard to find a therapist to be comfort-
able with; and the practitioner was not sure it would be helpful.

Norman and Rosvall (1994) also asked therapists why they were disin-
clined to enter personal therapy. Forty-five percent replied that therapy was
not necessary at this time; 22% believed they dealt effectively on their own;
14% were concerned about confidentiality; 8% struggled with issues of pro-
fessional credibility; and 3% did not know a “good” therapist for them.

Whether in graduate training, early in the career, or later in midcareer,
mental health professionals offer similar reasons for not seeking personal
therapy. These are, across studies, confidentiality concerns, financial ex-
penses, exposure fears, self-sufficiency desires, time constraints, and diffi-
culties in locating a good enough therapist outside of their immediate social
and professional network. A sizable percentage also notes that they did not
pursue personal treatment because other means proved effective in dealing
with the inevitable burdens of life (and practicing psychotherapy).

These self-reported reasons for not entering personal treatment are
corroborated and extended by one study (Norcross & Prochaska, 1986a,
1986b) that empirically compared psychotherapists who did initiate treat-
ment to those who did not during a recent episode of psychological dis-
tress. Put another way, the study explored why some psychotherapists relied
entirely on self-help whereas others pursued personal therapy. Four vari-
ables discriminated between the two groups. Clinicians seeking personal
therapy (1) were more likely to have experienced personal therapy in the
past; (2) were in personal treatment in the past for a greater number of hours;
(3) suffered a longer (but not more severe) distress episode; and (4) rated
their self-help (before seeking therapy) as less successful.

Seeking treatment after relatively unsuccessful self-change is not restricted
to mental health professionals, of course. A study of college students’ use of
psychological services, for example, found that “the decision to actually use
psychotherapy was likely to come only after ineffective attempts to cope with
the problem one’s self or with the help of a close friend or relative” (Farber
& Geller, 1977, p. 306). Two noted psychologists (Goldfried & Davison,
1976, p. 9) put it a bit more directly: “to begin with, the very fact that the
client has sought (professional) help is an open admission that he has been
unable to adequately control certain aspects of his own life.” Most therapeu-
tic efforts are directed at unsuccessful self-changers.

PRESENTING PROBLEMS

Four published studies have directly inquired about psychotherapists’ pre-
senting problems or chief complaints for personal treatment—what troubles
the troubleshooters. Holzman, Searight, and Hughes (1996) requested that
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clinical psychology graduate students (50% response; N =1,108) rate their
reasons from a list of 16 options and then calculated percentages based on
the top four rankings. Mackey and Mackey (1994) interviewed 15 social
workers about their precipitants for entering psychotherapy. Norcross,
Strausser-Kirtland, and Missar (1988) studied psychologists, psychiatrists,
and social workers (65%, 34%, and 50% return rates, respectively; total N =
509) and asked them to briefly describe their presenting problem for their
most recent or only episode of personal therapy. Pope and Tabachnick
(1994) asked a national sample of psychologists (60% return; N = 476) to
reveal the major problem, distress, dysfunction, or issue they addressed in
personal therapy. Although the samples and procedures diftered across stud-
ies, the results follow a consistent pattern.

The three most frequent presenting problems are depression, marital /
couple conflicts, and anxiety, as displayed in table 15.2. Family-of-origin
conflicts represent a central theme, particularly for the graduate students
in the Holzman et al. (1996) study, as do training purposes and personal /
professional growth, when these responses were included in studies. Other
frequent responses include feelings of loneliness, critical life events, sub-
stance abuse problems, and emotional depletion.

Psychotherapists’ modal complaints for psychotherapy—depression,
anxiety, and relationships—are consistent with the research in several other
areas as well. First, the chief complaints for therapy generally parallel those
of the population at large. Second, they are consistent with the evidence
indicating that clinical practice exacts a negative toll on the practitioner,
particularly in the forms of problematic anxiety, moderate depression, and
emotional underinvolvement with family members (e.g., Bermak, 1977;
Cray & Cray, 1977; Daniels, 1974; Dryden, 1995; Farber, 1983; Norcross
& Prochaska, 1986a; Sussman, 1995). Third, anxiety, depression, and

Table 15.2 Presenting Problems for Psychotherapists’ Personal Therapy

Norcross,
Holzman, Strausser-
Mackey & Searight, Kirtland, Pope &
Mackey & Hughes, & Missar  Tabachnick

Problem (1994) (1996)* (1988) (1994)
Marital /relationship conflict 33% 32% 20% 15%
Depression 27% 38% 13% 19%
Anxiety/stress 7% NR 12% 11%
Training purposes NR NR 5% 9%
Interpersonal conflicts NR 6% 5% NR
Need for self-understanding NR NR 4% 6%
Career or occupational problems NR 9% 3% 1%
Family-of-origin conflicts NR 25% 3% 7%
Personal or professional growth NR 59% NR NR
Alcoholism or substance abuse 7% 1% NR NR
Other 27% 22% 35% 32%

*Each respondent was asked to give four reasons.
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marital conflict are psychotherapists’ chief presenting problems not only
for personal treatment but also for their self-help efforts (Deutsch, 1985;
Norcross & Prochaska, 1986b).

Psychotherapists’ problems in living run the entire gamut of human
concerns—abortions, affairs, divorce, alcoholism, murder of an old friend, a
child’s suicide, drug use, a sibling on trial for murder—to name just a few
described by psychotherapists. But perhaps we should not see such malaise
among therapists as anything unusual. Burton (1972, p. x) adds reassuringly:
“but the point is that to meliorate the distinctive problems of living, one has
also to be human, and that means to have problems like everyone else.”

Despite the enormous responsibilities of the profession, few psychothera-
pists identify the presenting or precipitant problem for their personal therapy
as a problematic patient. In two of our studies (Norcross et al., 1988; Norcross
& Prochaska, 1986a), involving hundreds of seasoned practitioners, only one
psychologist identified the precipitant as a client problem, in this case, a sui-
cide attempt. The remaining 99% of therapists listed a nonpatient factor as
the precipitant. Instead the occupational hazards were related to supervisors,
policies, promotions, salaries, and similar organizational plights. In the
context of a psychotherapist’s total life, patient conflicts emerge as a mod-
erate source of distress; it was much more likely to result from extratherapy
life problems.

This finding may not startle many experienced clinicians. However, in
contrast to the extensive research on in-therapy stress, it is perhaps a bit
puzzling and ironic. Few studies have systematically studied the person of
the psychotherapist qua person outside his or her professional world, thus
underestimating real-life problems. Even the effects of therapists’ personal
characteristics are evaluated for their influence on clinical practice rather
than for their impact on the total person.

In closing this section, we note a parallel between these empirical re-
sults and the notion of the wounded healer. In many societies healers have
been associated with a weakness to which valuable properties are assigned.
The mythological image of the wounded healer is widespread: not only does
the patient have a therapist within himself or herself but also there lies a
patient within the therapist. Primitive shamans, for instance, had a mixture
of priestly and healing powers, but a requirement for the role was that they
possess some defect, which in Western society would be recognized as an
illness or disability (Bennet, 1979; Guggenbuhl-Craig, 1971; Rippere &
Williams, 1985).

Many psychotherapists, we believe, choose the profession partly due
to their affinity with the healer-patient archetype. Practitioners, medical
and psychological alike, are accused of being more interested in pathol-
ogy than health, more in the abnormal than the normal. This is a half-
truth. Psychotherapists are attracted to the health-sickness polarity in others
and in themselves. The image of the wounded healer thus symbolizes a
painful awareness of our own limitations and the counterpole to health
(Guggenbuhl-Craig, 1971).
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Chessick (1978, p. 7) captured the essence of the wounded healer in
saying: “Contrary to the popular misconception, it is the psychiatrist who
seeks help for himself by consultation and further psychotherapy who shows
best his capacity to help his patients; the psychiatrist who denies his needs
and pretends to be self-sufficient may temporarily impress those around him
but actually he is showing weakness rather than strength.”

CONCLUDING COMMENT

In this focused research review, we have endeavored to highlight the rea-
sons mental health professionals enter personal therapy, their reasons for
not doing so, and the primary problems for their own treatment. There are
no systematic or conclusive data about which variants of psychopathology
are most prevalent among mental health professionals (Millon, Millon,
& Antoni, 1986) or how distress is differentially manifested among prac-
titioners. Still, we are struck by the robust and replicated findings that
personal therapy is largely a personal endeavor—not a “training analy-
sis”—aimed toward personal resolution and integration. For the most part,
therapists’ personal treatment is not, and indeed should not be, merely a
required intellectual or training endeavor. Presenting problems are, by and
large, nearly identical to those of the educated populace seeking mental
health services. While we may be tempted to fantasize that seasoned psy-
chotherapists are able to inoculate themselves against the ravages of life
that beset their patients, a careful reading of the literature compellingly
suggests otherwise. To paraphrase Freud, psychotherapists possess a spe-
cial skill, but beyond that, we are inescapably human.
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THE SELECTION
AND CHARACTERISTICS
OF THERAPISTS’
PSYCHOTHERAPISTS

A Research Synthesis

Joun C. Norcross & HENrRY GRUNEBAUM

emarkably few research studies focus on psychotherapists’ experiences
with their personal treatment (Clark, 1986; Macaskill, 1988; Macran
& Shapiro, 1998). Even fewer empirical investigations tackle the selection
and characteristics of the therapist’s therapist. The silence is deafening.
In this brief chapter, we review the existing research on how mental
health professionals select psychotherapists for their own psychotherapy and
the concomitant characteristics of those therapists in terms of demograph-
ics, theoretical orientations, and professional disciplines. As with the other
research chapters in this part of the book, the research studies considered
are all published works in the English language, largely conducted in the
United States.

SELECTION CRITERIA
In a pioneering article on therapist selection, Grunebaum (1983) interviewed
23 experienced, Boston-area psychotherapists (11 psychiatrists, 7 psycholo-
gists, 3 social workers, and 2 counselors) about how they had recently found
a “good therapist” for themselves. The sample constituted an especially knowl-
edgeable group with informed opinions about the quality of therapy and
therapists. The therapist-patients in his sample said that they had four essen-
tial criteria in mind as they searched for their own psychotherapist. First, they
sought a fellow psychotherapist who was professionally competent, based
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on general reputation and colleagues’ recommendations. Related research
(Darongkamas, Burton, & Cushway, 1994) documents, in fact, that psy-
chotherapists begin the search for competent therapists by relying prima-
rily on personal recommendations (55% of sample) and previous personal
contacts (30% of sample). Second, the therapist-patients sought therapists
outside their usual professional and social network in order to avoid extra
therapeutic contact and hearing about them and their personal lives. Third
was a warm, caring, and supportive disposition. In fact, 20 of the 23
interviewees spontaneously volunteered at least one of these adjectives in
describing their therapists—the sense of being affirmed, appreciated, and
respected as a person. Fourth, the therapist-patients sought a clinician with
an active, talkative style.

Expanding on this study, Norcross, Strausser, and Faltus (1988) asked
a national sample of psychologists (N = 509) to rate the influence of 16
factors on the selection of their therapists using a five-point, Likert-type
scale where 1 was “not at all important,” 3 was “somewhat important,”
and 5 was “very important. Table 16.1 presents the average ratings and rank
orders of these therapist selection criteria, along with approximate ranks
for Grunebaum’s (1983) sample, calculated on the basis of his participants’
frequency of nomination.

Table 16.1 Therapist Selection Criteria

Rank Order

Norcross,
Ratings Strausser,
— & Faltus  Grunebaum

Criterion Mean SD (1988) (1983)
Competence 4.68 .8 1 1 (Tie)
Clinical experience 4.33 9 2 NR
Professional reputation 4.00 1.1 3 1 (Tie)
Warmth and caring 3.97 1.0 4 1 (Tie)
Openness 3.61 1.2 5 6
Theoretical orientation 3.56 1.2 6 NR
Reputation for being a therapists’ therapist 3.36 1.4 7 NR
Flexibility 3.27 1.1 8 9

Not attributing everything to transference 3.25 1.4 9 8
Active (talkative) therapeutic style 3.03 1.2 10 1 (Tie)
Lack of criticism 2.98 1.3 11 7
Specific profession 2.94 1.4 12 NR
Being outside of my social /prof network 291 1.4 13 1 (Tie)
Success with similar patients 2.85 1.4 14 NR
Cost per session 2.51 1.2 15 NR
Research productivity 1.48 9 16 NR

NR = not reported.
Ratings were made on a 5-point, Likert-type scale: 1 = not at all important, 3 = somewhat
important, 5 = very important.
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As can be seen, therapist-patients predicated their psychotherapist se-
lection primarily on perceived competence, clinical experience, professional
reputation, and interpersonal warmth. These top four criteria all received
average ratings of at least 4.0 on the five-point scale. Six additional criteria
received mean ratings of 3.0 or higher, indicating that they were at least
“somewhat important”: openness; theoretical orientation; reputation for
being a therapists’ therapist; flexibility; not attributing everything to trans-
ference; and active therapeutic style. Only the therapist’s research produc-
tivity received an average score of less than 2.0.

These findings generally paralleled those obtained by Grunebaum
(1983), with two exceptions. First, an active or talkative style was not rated
in the larger study as highly as in Grunebaum’s study, and second, the
therapist’s location outside of the clinician-patient’s network was also not
judged as as important a criterion. These two disparities may be partially
explained by the fact that Grunebaum’s sample was composed predomi-
nantly of older, psychoanalytically oriented psychotherapists who were prac-
ticing in the Boston metropolitan area. That is, the small disparities may
be attributable to different cohorts. The Grunebaum sample was comprised
entirely of experienced therapists who had one or more treatment experi-
ences, almost always a psychoanalysis, obtained some 20 to 50 years ago.
By contrast, the Norcross et al. sample was more heterogeneous and, as a
rule, much younger, with far more opportunities in therapist selection.

The 16 selection criteria presented in table 16.1 were empirically evalu-
ated across the therapist-patient’s theoretical orientation and professional
discipline. Four meaningful orientational differences were observed:
(1) behavioral respondents were less influenced than psychoanalytic and
eclectic respondents by their therapists’ professional reputation; (2) eclec-
tic respondents rated openness in a therapist more important than their
psychoanalytic colleagues; (3) respondents of all persuasions were more wary
of therapists attributing “everything to transference” than were their psy-
choanalytic counterparts; and (4) a therapist’s specific orientation was rated
more influential by psychoanalytic and humanistic therapists than behav-
iorists, who in turn rated it more important than eclectics.

Professional differences were also evident on the selection criteria, with
the principal disparities existing between social workers on the one hand
and psychologists and psychiatrists, on the other. In brief, social workers
accorded more weight to treatment cost, therapist flexibility, interpersonal
warmth, active style, and openness in their therapist selection. Psycholo-
gists rated a potential therapist’s research productivity as more influential
than either of the other two groups, although it still obtained the lowest
mean score in all three professional groups. Finally, psychiatrists indicated
that a specific profession exerted significantly more influence on their psy-
chotherapist selection than psychologist or social workers.

The chosen therapist’s gender was not considered in the foregoing
research but has been implicated in other studies as exerting an impact, at
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least implicitly, on therapist selection. Considerable experience exists that
same-gender matches are preferred and, as reviewed in the next section,
are actively sought by mental health professionals in their own treatment.

Another selection factor may be the charisma or confidence of the thera-
pist. The therapist’s inner strength—or at least the public persona of it—is
likely to play a key role. In writing of therapist selection, Burton (1973,
p- 94) noted that “the best professionals have a kind of confidence and
arrogance not warranted by reality, and a part of it is that they will not fall
heir to the diseases they cure.” Their charisma may place them “above the
din of psychiatric battle” (p. 97).

In sum, psychotherapists of all disciplines and theoretical persuasions
select their own therapists primarily on the basis of clinical acumen and
interpersonal qualities. Competence, experience, reputation, warmth, and
openness are accorded the highest consideration by therapist-patients. By
contrast, the research productivity of the potential psychotherapist was rated
as an unimportant, almost neglible, factor in selection decisions. This find-
ing should remind us that academic standing and clinical expertise are prob-
ably orthogonal dimensions.

To echo Grunebaum’s (1983, p. 1338) conclusion, “what we have
learned that may be useful in conducting psychotherapy is that these
therapist-patients seek a personal relationship with therapists—one in
which they feel affirmed, appreciated, and respected by another human
being whom they like, appreciate, and respect.” That this holds true for
psychologically sophisticated patients, as it has been shown to be for
naive patients, corroborates the view that these factors are probably es-
sential for effective psychological treatment (Greenberg & Staller, 1981).
The therapist qualities of warmth, empathy, and mutual liking were cen-
tral to positive outcome in psychotherapists’ treatment experiences in at
least three studies to date (Buckley, Karasu, & Charles, 1986; Norcross,
Strausser-Kirtland, & Missar, 1988; Pope & Tabachnick, 1994; see also
the review in chapter 17). It is also in total agreement with psychotherapy
research generally (e.g., Orlinsky, Grawe, & Parks, 1994 ). Conversely the
modal reason advanced for harmful treatment experiences among psy-
chotherapists is a rigid, distant, and uninvolved therapeutic relationship
(Grunebaum, 1986).

CHARACTERISTICS OF THERAPISTS SELECTED

Who do mental health professionals seek out for their own psychotherapy?
Several research studies have asked psychotherapists to describe the char-
acteristics of their chosen therapists, customarily in terms of demograph-
ics, orientation, and profession. In addition, one recent study (Norcross,
Geller, & Kurzawa, 2000) investigated the features of psychotherapists who
treat a large proportion of fellow mental health professionals—that, is
“therapists’ therapists.”
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Demographic Variables

A large, multidisciplinary study conducted in 1987 (Norcross, Strausser, et al.,
1988) contained a series of items regarding the demographic characteristics
of the therapist’s therapist. Male therapists were chosen by 82% of the male
respondents and by 67% of the female respondents; 33% of the women and
18% of the men received personal treatment from a female. However, these
global figures represent historical artifacts. Analyses determined that an in-
creasing proportion of women were seeking women as their personal thera-
pists: 31% among an older group (10 or more years of clinical experience)
but 43% among a younger group (fewer than 10 years). To a lesser extent,
male respondents were also receiving more treatment from female thera-
pists: 17% among the experienced and 22% among the inexperienced. This
pattern was replicated across three different professional disciplines (psy-
chologists, psychiatrists, social workers) and corresponds to the evolving de-
mographics of the mental health professionals. Younger female therapists
consistently received a higher proportion of personal treatment from women
therapists than older female respondents: 41% versus 30% among psycholo-
gists, 33% versus 8% among psychiatrists; and 45% versus 35% among social
workers. These demographic findings must be interpreted within the historical
context in which they were collected; since 1987, increasing proportions of
American mental health professionals are females and non-Caucasian.

Ninety-two percent of therapist-patients reported that their most recent
or only psychotherapist was Caucasian. It was the rare Caucasian respondent
indeed who did not receive treatment from a Caucasian clinician—only
3 percent received treatment from an American Indian, Black, or Hispanic.
By contrast, fully one-half of the black respondents (7 = 8) received treat-
ment from a psychotherapist of minority racial heritage.

The gender and ethnicity of the therapist’s therapist seem to exert
greater influence than traditionally recognized. Although these factors were
not specifically included in the study of selection criteria (table 16.1) and
although none of Grunebaum’s (1983) interviewees explicitly mentioned
them, the chosen psychotherapist’s demographics closely matched the
respondent’s. Even accounting for the historical underrepresentation of
racial minority and women psychotherapists, these figures point to the
ubiquitous practice of client-clinician demographic matching.

Theoretical Orientation

Several studies have examined the theoretical orientation of the therapist’s
therapist, especially in how it relates to the theoretical orientation of the
therapist-patient. Of special interest—and of some controversy—has been
the theoretical predilections of therapists chosen by behavior therapists. In
what follows, moving from the general to specific, we review the central
findings of these studies.
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In general, the orientation choice for the therapist’s therapy has been
psychoanalytic or psychodynamic. The theoretical orientations of the thera-
pists’ psychotherapists, as depicted in table 16.2 for one large investigation
(Norcross, Strausser, et al., 1988), show that this tends to be the case across
multiple treatment episodes. Eclectic and humanistic therapists were also
popular; however, there was no clear second choice for preferred orienta-
tion after the psychoanalytic or psychodynamic orientations. Fewer respon-
dents chose psychoanalytic during the second therapy than during the first
therapy, opting for more humanistic and psychodynamic therapists.

The results of other studies clearly bear these patterns out. Looking
specifically at therapist choice posttraining, for example, Liaboe, Guy, Wong,
and Deahnert (1989) identified the theoretical orientation of therapists
following completion of formal training. Fifty-four percent chose a psycho-
dynamic/psychoanalytic, 16% an eclectic, 8% a gestalt, and 7% an existential
therapist. Only 6% selected a cognitive-behavioral therapist even though 14%
of the therapists were themselves cognitive-behavioral. Norcross, Strausser-
Kirtland, et al. (1988), for another example, reported that mental health
professionals largely undertook personal treatment with psychoanalytic (41%)
or psychodynamic (18%) psychotherapists. Eighty-seven percent of the re-
spondents who reported psychoanalytic treatment indicated that their psy-
chotherapist was a formally trained psychoanalyst. Sixteen percent of the
total chose an eclectically inclined practitioner, but relatively few chose
clinicians of behavioral or cognitive persuasions.

Therapist-patients’ current theoretical orientations are related, not sur-
prisingly, to their psychotherapists’ orientation. This associative pattern for
one study (Norcross, Strausser, et al., 1988) is presented in table 16.3 in
the underscored diagonal. In nearly all of the cases (90%), psychoanalytic
therapist-patients selected psychoanalytic (45%) or psychodynamic (34%)
therapy for themselves. Behavioral therapist-patients were the least restric-
tive in their choices: 44% chose an eclectic, 19% chose a cognitivist, 19% a
humanistic, 12% a psychoanalyst, and only 6% a behaviorist. Approximately
one-third of the humanistic therapist-patients received personal treatment
of the same humanistic orientation, but an even greater number (34%) re-
ceived psychoanalytic or psychodynamic therapy. The eclectics tended to

Table 16.2 Summary of Personal Therapy Experiences

Variable First Therapy — Second Therapy — Third Therapy

Average age of patient (years) 27.6 30.5 38.6

Treatment orientation
Cognitive /behavioral 4% 9% 5%
Eclectic 11% 12% 13%
Humanistic 15% 20% 16%
Psychoanalytic 40% 29% 36%
Psychodynamic 21% 17% 17%
Systems 1% 5% 6%

Adapted from Norcross, Strausser & Faltus, 1988.
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Table 16.3 Orientation—Choice of Personal Therapy

Respondent’s Orientation

BEH coG ECL HUM PA PD S§YS
Therapist’s Orientation (n=16) (n=25) (n=150) (n =32) (n=71) (n=110) (n =40)  Total
Behavioral (BEH) 6% 12% 4% 9% 3% 4% 5% 5%
Cognitive (COG) 19% 16% 4% 0% 0% 3% 5% 4%
Eclectic (ECL) 44% 28% 24% 22% 1% 6% 5% 16%
Humanistic (HUM) 19% 12% 17% 33% 1% 7% 10% 13%
Psychoanalytic (PA) 12% 20% 26% 19% 90% 45% 35% 41%
Psychodynamic (PD)0% 0% 0% 20% 15% 4% 34% 15% 18%
Systems (SYS) 0% 12% 5% 3% 0% 1% 25% 3%

Adapted from Norcross, Strausser & Faltus, 1988.
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be more traditional still in their orientation choice, but almost a quarter
received some sort of “eclectic” therapy.

With the exception of psychoanalysts, psychotherapists exhibit consid-
erable theoretical variety in their personal therapy choice but favor the psy-
choanalytic persuasion. This pattern applies to behavior therapists as well.

Ekstein and Wallerstein (1972), among others, have addressed the
conflicting motives for seeking personal therapy with someone of the same
or similar theoretical persuasion. On the one hand, the professional usually
assumes that the best psychotherapeutic experience would be one that is
more or less based on the same theoretical principles that the practitioner
will use herself or himself. Therapy with someone who belongs to the same
school of thought fosters interpersonal modeling, identity formation, and
theoretical socialization. On the other hand, undergoing personal treatment
with someone of the same theoretical persuasion may well be an ideologi-
cal or political commitment. The identification may slip into conversion,
might preclude collaboration with different schools of thought, might dis-
courage exchanges of opinion and experimentation, and might prevent the
opening of minds. Ekstein and Wallerstein (1972) repeat the joke “In my
father’s house there are many mansions but it must be understood that my
father is an analyst.”

The Case of Behavior Therapists

In a brief 1971 article entitled “Where Do Behavior Therapists Take Their
Troubles?” Lazarus articulated his anecdotal discovery that numerous behav-
ior therapists were undergoing psychoanalysis, psychoanalytic psychotherapy,
gestalt therapy, existential therapy, or some other form of nonbehavioral
treatment. His article on therapy choice, which begat considerable contro-
versy, indicated that three behavior therapists were in psychoanalysis, seven
in psychoanalytic psychotherapy, five in gestalt therapy, three in bioenerget-
ics, and four in existential therapy. In addition, many of the clinicians had
experimented with or had become deeply involved with sensitivity training,
T-groups, and marathon encounters. These findings underscore the fact that
behavior therapy and insight-oriented therapy frequently have different aims
and purposes. “May we sum it up by asking for choices of treatment rather
than treatments of choice” (Lazarus, 1971, p. 350).

Subsequent and more systematic research has confirmed that consid-
erable numbers of behavior therapists seek personal treatment—somewhere
between 44% and 66% (see chapter 13)—but typically from nonbehavioral
colleagues. Like Lazarus, Norcross and Prochaska (1984) found that the
vast majority of behavior therapists did 7ot choose behavioral treatment for
themselves; only 6% to 8% in two different samples did so. Instead, psycho-
analytic, psychodynamic, eclectic, and existential-humanistic therapies were
the most prevalent therapy choices among the behavioral clinicians. Simi-
larly, Darongkamas et al. (1994, p. 168), in a study of British clinical psy-
chologists, report that “most cognitive-behavioral therapists chose therapists
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of orientations other than their own: 44% chose psychodynamic therapists,
22% chose eclectics and 22% other, and only 11% chose cognitive-behavioral
therapists.” Back in the United States, Norcross, Strausser, et al. (1988),
in a large multidisciplinary study, found that less than one in ten behavior
therapists chose behavioral treatment for themselves. Instead they preferred
eclectic, psychoanalytic, and humanistic treatment by a margin of more than
two to one over behavioral treatment. Concurrently, few nonbehavioral
psychotherapists—5% to 10% depending on the study—elected behavior
therapy for themselves.

Where, then, do behavior (and other) therapists take their troubles?
For the most part, to mental health professionals of nonbehavioral per-
suasions. With the exception of psychoanalysts, psychotherapists exhibit
considerable variety in their personal therapy choice. As Lazarus (1971) ob-
served, psychodynamic systems of psychotherapy retain enormous appeal
for those who can profit from intensive self-exploration. This seems to be
particularly the case for psychotherapists, whose eftectiveness is intimately
related to their own awareness, esteem, and interpersonal skills. As with most
of our clients, contemporary clinicians seek both behavior change and in-
creased self-understanding from their personal psychotherapy (Buckley
etal., 1981).

Joseph Wolpe, one of the founders of behavior therapy, took excep-
tion to these results. His letter to a journal editor (1988, p. 509) accused
Norcross and colleagues of repeating “the outrageous allegation that the
vast majority of behavior therapists do not choose behavioral treatment for
themselves. If this were true it would bespeak unmatched cynicism and
immorality. It would also show remarkable indifference, in the single con-
text of their own needs, to the superior efficacy of behavior therapy that
numerous studies have demonstrated.”

Individual readers can judge for themselves whether the consistent
results on this matter “bespeak unmatched cynicism and immorality” on
the part of behavior therapists, but the empirical results are very consistent
across studies. Several alternative explanations seem equally parsimonious
and more likely to us. First, few behavior therapists—self-identified or
Wolpe-approved—were available when clinicians sought personal treatment
many years ago, and thus behavior therapy may indeed be underrepresented.
Second, increased awareness and personal understanding are highly valued
goals for a therapist’s own therapy. Symptom alleviation per se was rated
the least important of all outcome measures in one study of psychothera-
pists’ treatment experiences (Buckley, Karasu, & Charles, 1986), although
we readily appreciate that it may not be so for Wolpe. Increased awareness
and personal understanding through self-exploration is a viable goal in and
of itself, especially for relatively well-functioning behavior therapists.

Lazarus, whose initial article precipitated the controversy, has advanced
a more moderate and evidence-based position. In personal correspondence,
Lazarus (1971, see also Fay & Lazarus, 1984, p. 126) has summarized the
matter as follows.
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My 1971 paper on behavior therapists’ penchant to select
nonbehavioral therapists for their own treatment has been
misquoted and misunderstood by more people than I have been
able to keep track of. As you well know, the point was not that
behavioral clinicians believe in the intrinsic superiority of psycho-
analysis or any other nonbehavioral approach. The article did zoz
say that behavior therapists are phonies who secretly recognize
that nonbehavioral systems are better. Yet each of the forgoing
allegations has been made in several different quarters. Neverthe-
less, if T was ordered to undergo personal therapy today, why
would I not choose a behavior therapist? Because I function
relatively well. But were I to develop specific fears, compulsions,
sexual hangups, social deficits, or other nonfunctional patterns, I
would rapidly rush to a behavior therapist for help. However, since
I do not have these kinds of specific hangups, behavior therapy has
little to offer me.

Professional Discipline

In contrast to the prodigious attention accorded to the theoretical orienta-
tion of the therapist’s therapists, far less had been paid to the professional
discipline. Indeed, we were able to identify only a single research article
published in the United States that addressed the issue empirically.

Psychotherapists have historically received treatment from psychiatrists,
psychologists, social workers, counselors, and lay analysts, in that general
order (Norcross, Strausser, et al., 1988). There are definite preferences on
the basis of professional discipline, however. Thirty-six percent of the psy-
chologists received treatment from fellow psychologists, 35% from psychia-
trists. Psychiatrists routinely sought out other psychiatrists—82% of the time.
Social workers were the only group more likely to enter treatment with a
therapist of a discipline different from their own. In fact, they chose psy-
chiatrists (46% of the time) and psychologists (25%) much more frequently
than fellow social workers (19%).

These findings, however, reflect the historical availability of psycho-
therapists, as opposed to more contemporary trends. In one study (Norcross,
Strausser, et al., 1988; Norcross, Strausser-Kirtland, et al., 1988), the
professional disciplines of personal therapists were examined across years
to discern changes over time. The resultant analyses indicated that younger
psychotherapists are increasingly seeking assistance from nonmedical psy-
chotherapists, particularly from psychologists. Younger psychologists, for ex-
ample, sought therapy from fellow psychologists more frequently (46%) than
older psychologists (32%). In fact, the profession of choice for social worker’s
personal therapy of late has become psychology, not psychiatry. More recently,
social workers sought out proportionally more psychologists (33% v. 25%)
and social workers (30% v. 18%) but fewer psychiatrists (30% v. 52%).
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The historical changes in clinicians’ selections of their own therapists
are impressive. The growing availability and professionalization of nonmedi-
cal psychotherapists are the obvious explanations, of course. In several re-
spects, it is heartening to observe increasing proportions of mental health
professionals being treated by members of their own gender and discipline.
These treatment experiences can enhance personal validation and profes-
sional socialization. In other respects, however, this emerging pattern can
promote professional indoctrination and theoretical “inbreeding.” The ideal
outcomes of personal psychotherapy, in our view, should not be compart-
mentalization or isolation but rather meaningful interpersonal exchanges
and diverse learning experiences.

In the selection ratings of a personal therapist (table 16.2), the specific
profession of the chosen psychotherapist was rated a mildly influential vari-
able (M = 1.94 on a 5—point scale) and theoretical orientation moderately
influential (M = 3.56). The actual data on profession choice and orienta-
tion choice bear out this influence. The profession and orientation of the
selected therapist seem to hold more salience for certain subgroups, par-
ticularly psychiatrists and psychoanalysts, many of whom were historically
restricted in their selection to approved analysts in training institutes. In-
sofar as psychiatrists sought fellow psychiatrists for personal treatment 82%
of the time, it may well be that the prospective patient frequently limited
himself or herself to choosing an experienced psychiatrist. In similar fash-
ion, the psychoanalytically oriented patient typically restricted his or her
therapist search to those of like orientation and #hen employed the criteria
of acumen and concern.

CHARACTERISTICS OF THERAPISTS” THERAPISTS

A national study of psychologists conducting psychotherapy found that 16%
definitely considered themselves a therapists’ therapist and 25% probably
did (28% maybe, 26% probably not, and 6% definitely not). A series of
statistical analyses identified the demographic, professional, and caseload
correlates of those psychologists who both designated themselves as thera-
pists’ therapists and whose caseload comprised a relatively high percentage
(10% or more) of mental health professionals (Norcross, Geller, & Kurzawa,
2000).

In terms of demographics, psychologists routinely treating peers had
significantly greater clinical experience (M of 23 years versus 19 years) and
were significantly more likely to be fellows of their professional association
(58% of fellows v. 29% of members). No differences were observed between
the two groups on age, gender, or race/ethnicity.

In terms of professional variables, psychologists treating higher per-
centages of mental health professionals were significantly more likely to
be employed in university departments and medical schools than in other
settings. Theoretical orientation also bore a significant relationship to
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self-reported percentage of mental health professionals treated in the prior
three years. Specifically, 41% of psychoanalytic/psychodynamic therapists,
36% of humanistic therapists, 32% of interpersonal, 23% of eclectic/inte-
grative, and 17% of cognitive therapists related that 10% or more of their
caseloads were comprised of peers.

In terms of caseload variables, psychologists treating a higher percent-
age of mental health professionals were distinguished by three variables.
First, they reported a significantly higher percentage of psychologists (but
not psychiatrists, social workers, counselors, or other therapists) in their
mental health professional caseloads (M of 43% v. 33%). Second, they re-
corded a significantly lower percentage of behavior and cognitive-behavior
therapists in their psychotherapist caseloads (M = 17% v. 29%). Third, and
related, they treated significantly higher percentage of psychoanalytic/
psychodynamic peers (M = 34% v. 17%). However, no reliable differences
were found in terms of percentages of therapists hailing from other theo-
retical orientations or referral sources or therapy formats practiced.

Data gleaned from the perspective of the therapists’ therapist support
and extend the data collected from therapist-patients about their therapists.
Therapists’ therapists are, not surprisingly, older and more accomplished
in their field. They are more likely to be employed in higher profile and
academic positions, such as those at universities and medical schools. Thera-
pists’ therapists, at least by self-characterization, are significantly more in-
clined toward the psychodynamic and insight-oriented orientations. On the
other end, therapists’ therapists are far more likely to treat colleagues of
the psychoanalytic persuasion and less likely to treat cognitive-behavior
therapists. Although asked for in different ways and collected from differ-
ent perspectives, these data coincide with the findings previously reviewed
regarding the personal therapy choices of behavior and cognitive-behavior
therapists.

CONCLUDING COMMENTS

In this chapter we have endeavored to examine the research evidence per-
taining to the selection and characteristics of the therapist’s therapist. While
the results from the different studies are generally consistent with each other
and with our clinical experiences, we are obliged to reiterate that the num-
ber of studies is small, largely restricted to the United States, and entirely
dependent on self-reports. Moreover, the selection of a personal therapist—
like that of a mate—may not be wholly conscious, and the reasons may be
accessible only after many years of reflection. It may be, as Burton (1973,
p. 96) asserted, that “the selection of a healer by healers is made on a dy-
namically preconscious or unconscious basis and then rationalized in terms
of a few qualities.” Whether this is true or not will only be known through
additional research and probing discernment into the complex process of
therapists selecting a personal therapist.
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OUTCOMES AND IMPACTS OF
THE PSYCHOTHERAPIST'S
OWN PSYCHOTHERAPY

A Research Review

Davip E. Orrinsky, Joun C. Norcross,
M. Herce RonNEsTAD, & Hapas Wiseman

Previously in this book we have documented the extensive and intensive
use of personal therapy by psychotherapists of various professional back-
grounds and theoretical orientations, both in the United States and in other
countries (see chapters 13-16). Now we may ask: “What does all this per-
sonal therapy do for psychotherapists?” Do the benefits therapists receive
appear to warrant this widespread practice?

The rationale for therapists undergoing therapy is both personal and
professional. On the personal side, therapists wish to have the help to live
happier lives themselves and in that respect don’t differ greatly from their
patients. On the professional side, there is a longstanding view held by many
authors that personal therapy is a desirable, if not essential, prerequisite for
clinical work. In this chapter we shall review research evidence regarding
the impact of the psychotherapists’ own psychotherapy on their personal
lives and their professional development. We shall also broaden the base of
prior research by adding new findings from a large international study of
psychotherapists.

PERSONAL OUTCOMES

Positive Benefits

Over the past decades, a number of published studies reported therapists’
ratings of outcomes for their own personal therapy. Although the studies

214
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asked the question in different ways, the self-reported outcomes were con-
sistently positive, as shown in table 17.1. Generally, the great majority of
the practitioners surveyed—including more than 1,400 American and nearly
1,000 British therapists—reported that their personal therapy was helpful.
Across six studies, 90% or more were satisfied with their treatment. The
exception was the study of American mental health professions by Henry,
Sims and Spray (1971), where only 68% to 71% reported satistaction with
personal therapy (due in part to lower rates of satisfaction among psychia-
trists). Even when accounting for cognitive dissonance and rosy memories,
the vast majority of therapists seem to have had very positive experiences.
Moreover, psychotherapists report improvement in multiple areas: self-
esteem, work functioning, social life, characterological conflicts, and symptom
severity. The self-rated outcomes for improvement in behavioral symptoms,
cognitive insight, and emotional relief are practically identical (Norcross,
Strausser-Kirtland, & Missar, 1988), perhaps with symptom alleviation being
slightly lower (Buckley, Karasu, & Charles, 1981).

Additional findings on the personal benefits of psychotherapy experienced
by therapists come from the international study conducted by the Collabo-
rative Research Network of the Society for Psychotherapy Research (Orlinsky
et al., 1999; Orlinsky & Ronnestad, in press). As part of its focus on the fac-
tors associated with professional development, that study collected data on
the personal therapy experiences of more than 5,000 therapists of diverse
professions and various theoretical orientations in over a dozen countries.

Overall, about 80% of those surveyed reported having had at least
one course of personal therapy, and those who did have therapy were asked
to describe their specific treatments experiences. Part of the information

Table 17.1 Summary of Therapist Ratings on the Effectiveness of Their
Personal Therapy

Study Sample % Effective or Helpful

97 American
psychotherapists

Buckley, Karasu,
& Charles (1981)

Between 94% (improved
self-esteem) & 73%
(symptom alleviation)

Henry, Sims, & Spray
(1971)

Liaboe, Guy, Wong,
& Deahnert (1989)

Norcross, Dryden,
& DeMichele (1992)

Norcross,
Strausser-Kirtland,
& Missar (1988)

Patterson & Utesch (1991)
Pope & Tabachnick (1994)

117 American psychologists,
psychiatrists, & social workers
232 American psychologists
993 British psychologists

508 American psychologists

33 family therapists
476 American psychologists

68% to 71%
95%
90%
92%
97%

99% (86% very or
exceptionally helpful)
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requested was the therapist’s rating of the treatment’s “value to you as a
person” on a 6-point scale (from 0, “none,” to 5, “very great”). This selt-
report measure is typical of “consumer satisfaction”—type outcome studies
and is independent of outcome ratings made from other perspectives (see
Orlinsky, Rennestad, & Willutzki, 2004). On behalf of its use in the present
study, we note that psychotherapists arguably are the most discriminating
consumers of therapy one can imagine.

Table 17.2 summarizes the results of this rating for the first listed
therapy reported by 3,629 therapists (which is not necessarily first therapy
they had undergone). The results clearly support the high percentages of
positive outcomes found in prior research. Overall, 88% reported positive
outcomes, using the upper half of the 0-5 scale (i.c., 3,4, or 5) to rate the
personal value of their therapy. With a more stringent criterion (i.e., 4 or 5
on the 0-5 scale), 72% rated the personal value of their therapy as “great”
or “very great.”

Despite some variation in specific percentages, the results were gener-
ally consistent across countries. Positive benefit (> 3) was reported by more
than 90% of the therapists in six countries (Spain, Portugal, Israel, Russia,
Germany, Denmark), and by 80% to 90% in six countries (Switzerland, South
Korea, Sweden, New Zealand, Norway, and the U.S.). Great or very great
benefit (4-5) was reported by more than two-thirds of the therapists in 11
of 13 countries for which we have data.

It is sometimes said that what is most crucial about personal therapy is
that therapists have at least one experience of great personal benefit, so that
they acquire a sense of the potency of therapy that can be communicated

Table 17.2 DPersonal Benefits of Therapy: First Listed Treatment

Personal Benefit

Sample N None Positive Very Positive
United States 805 0.5% 88.0% 71.8%
Germany 771 0.8 92.2 75.9
Switzerland 228 0.4 88.2 72.8
Norway 549 2.0 84.9 65.4
Denmark 130 0.8 90.8 74.6
Sweden 102 1.0 87.3 68.6
Portugal 106 0.0 94.3 87.7
Spain 137 0.0 94.9 81.0
Belgium 98 8.2 78.6 63.3
South Korea 110 1.9 87.5 73.1
New Zealand 194 1.0 87.1 72.2
Israel 90 1.1 83.3 73.3
Russia 73 2.7 89.0 72.6
Total 3,629 1.2 88.4 72.2

Note. “None” = rating of 0 on a 0-5 scale of benefit (0 = Not at all; 5 =
Very great); “Positive” = rating > 3 on a 0-5 scale; “Very Positive” = rating of
4 or 5 on a 0-5 scale.
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to their own patients. By this criterion, a better measure of the impact of
personal therapy than the first treatment listed would be a review of out-
comes based on the multiple therapies that therapists reported. Table 17.3
shows the percentages of therapists who had experienced at least one per-
sonal therapy which had great or very great value to them (4 or 5 on the
0-5 scale). Overall, 85% of more than 3,600 therapists reported having had
at least one such very positive experience (and some of those who have not
yet had it may be expected to do so eventually). The figures for different
countries range from a low of 78% to 80% (South Korea, Norway, Russia)
to a high exceeding 90% (Portugal, Spain, Sweden). If it is indeed crucial
that therapists have at least one excellent experience in personal therapy,
these data affirm that an overwhelming majority of therapists are very well
prepared in this respect.

Most of the evidence presented thus far was based on therapists’ self-
conscious assessments of their personal therapy, and is thus vulnerable to
various forms of bias. Less directly conscious, and thus less easily biased
evidence, was found among 581 American therapists, and was replicated
among 318 Norwegian therapists, by Orlinsky, Rennestad, Wiseman, and
Botermans (2002). In addition to questions about their personal therapy,
those therapists were asked to rate the quality of their childhood experi-
ence by responding to the following questions: “Overall, when growing
up, how much . . . Did you experience a sense of being genuinely cared for
and supported? Did the family you grew up in function well, psychologi-
cally or emotionally?” The answers to those questions were combined to
form a highly reliable scale of early life quality, which when analyzed was

Table 17.3 Percentage of Therapists Reporting One or More
Highly Beneficial Personal Therapies

Sample N 21 Highly Beneficial Personal Therapy
United States 808 85.4%
Germany 778 85.3
Switzerland 228 89.0
Norway 551 77.9
Denmark 130 87.7
Sweden 102 92.2
Portugal 107 93.5
Spain 137 92.2
Belgium 98 86.7
South Korea 104 77.9
New Zealand 195 89.2
Israel 920 88.9
Russia 73 79.5
Total 3,622 85.1

Note. “Highly beneficial” = rating of 4 or 5 on 0-5 scale (0 = Not at all,
5 = Very great). Percentages based on those who experienced personal therapy.
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found to be moderately but significantly correlated with therapists’ ratings
of their current life satisfaction and well-being, with how they view them-
selves in close personal relationships, and with the quality of their thera-
peutic work experience. The quality of therapists’ childhood experiences
had a clear and pervasive influence on their current adult experience. How-
ever, the finding most important in the present context was that the appar-
ent influence of childhood experience on current adult experience was
notably lower among therapists who had experienced a highly beneficial
personal therapy. For example, the correlation between quality of child-
hood experience and current life satisfaction was highly significant (7= .25,
P < .01) for 149 respondents who did not have a highly beneficial experi-
ence in their personal therapy, but was much lower (7 = .07, P = n.s.) for
750 respondents who had a highly beneficial personal therapy. Similar dif-
ferentials in correlations between childhood and adult experience were found
for reliable measures of “warmth” and “openness” in personal self-image,
and for “healing involvement” and “constructive coping” in therapeutic
work experience.

These convergent findings suggest that a successful experience in per-
sonal therapy significantly attenuates the impact of remembered childhood
experience on critical areas of adult functioning. It suggests that successful
personal therapy helps therapists (and, presumably, other patients) to make
peace with the past, and to experience adult life and work in terms of their
current circumstances, relatively unburdened by the impact of childhood
events.

Negative Lfects

At the same time, as with all psychotherapy, a minority of mental health
professionals did report null or even negative outcomes of their personal
treatment. The precise percentages differ with the study sample and the
response format. Nonetheless, the percentages in table 17.1 suggest that
null or even harmful outcomes hover between 1% and 10%. Similarly, the
percentages of unsatisfactory or nonbeneficial outcomes shown in table 17.2
range from 0% to 8%, although the figure exceeded 3% in just one country,
and the overall mean for the sample was only 1%. These results compare
favorably to the estimate of 9% to 11% negative outcomes made by Lam-
bert, Shapiro, and Bergin (1986) for therapy studies in general.

Apart from global outcomes, a separate question is frequently posed in
studies of this genre: Was your therapy/analysis harmful in any way? In four
studies, this specific question elicits affirmative responses from 8% (Norcross
etal., 1988) to 11% (Grunebaum, 1986), 21% (Buckley et al., 1981), and
22% (Pope & Tabachnick, 1994) of the samples. The level of self-rated harm
in these studies was, for the most part, in the moderate range. In Pope and
Tabachnick’s (1994) study, for example, only 2% of the psychologists re-
ported that their personal therapy experiences were very harmful.
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We located five published attempts to identify covariates of harmful
personal therapies. Buckley et al. (1981) found that “dreaming about the
therapist” and “feeling that the therapist was the most important person in
my life” were significantly correlated to ratings of harm, leading the au-
thors to speculate that unresolved conflictual transference feelings play an
important role in harmful therapy experiences. On the other hand, experi-
ences of mutual liking and being understood by one’s therapist correlated
with most of the positive outcome factors.

Norcross et al. (1988) statistically evaluated the incidence of harm across
characteristics of therapist-patients, their therapists, and treatment setting
in a large study of psychologists, psychiatrists, and social workers in the
United States. Psychologists were more likely to report negative effects of
personal therapy than social workers (12% v. 4%; 7% for psychiatrists).
Therapist-patients who reported negative outcomes were more likely to have
had younger (and presumably less experienced) therapists, therapists whose
profession was described as that of counselor, and therapists with an eclec-
tic, systemic, or behavioral orientation. Finally, therapists who had been
treated in a college/student health center (presumably when they were
students, in settings where the therapists are often trainees) were more likely
than others to report a negative outcome.

Norcross, Dryden, and DeMichele (1992), in a study of British psy-
chologists, also found that therapist-patients of younger therapists re-
ported significantly poorer outcomes; that behavior therapists perceived
a disproportionate frequency of ineffective treatment; and that outcome
was significantly related to therapist’s profession—but in that sample, psy-
chotherapy rendered by counselors was rated as more effective than that
conducted by members of other professions.

Grunebaum (1986) summarized interviews with 47 therapist-patients
who responded to advertisements in professional newsletters seeking per-
sons who had experienced a “harmful” psychotherapy. Harmful therapy
experiences clustered under five themes: distant and rigid therapists; emo-
tionally seductive therapists; poor patient-therapist match; explicitly sexual
therapies; and multiple involvements with the therapists.

Pope and Tabachnick (1994) asked their respondents (American psy-
chologists) what caused the most harm in their personal therapy. Among
the 25 categories into which response were sorted, the most frequent were
a therapist’s sexual or attempted sexual acts, incompetence, sadistic or
emotionally abusive behavior, general failure to understand the patient, and
nonsexual dual relationships and boundary violations. Subsequent statisti-
cal analyses revealed that ratings of harm were associated with therapist
unkindness or error, therapist’s manifestation of sexual interest, and patient-
respondents’ sexual attraction to the therapist.

In sum, a very large number of therapists in the United States and in
more than a dozen other countries, surveyed in a number of independent
studies, consistently reported experiencing high levels of personal benefit
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as patients in therapy. Reports of negative outcomes were relatively infre-
quent, and the factors associated with those reports are basically similar to
the deficiencies and abuses that are generally found to cause patients harm.

PROFESSIONAL IMPACTS

Beyond the question of personal outcome, the therapist’s own therapy of-
ten is also viewed as a desirable or even necessary prerequisite for clinical
work. For instance, in “Analysis Terminable and Interminable,” Freud
(1937 /1964, p. 246) asked about the person who wished to become an
analyst: “where and how is the poor wretch to acquire the ideal qualifica-
tions which he will need in this profession? The answer is in an analysis of
himself, with which his preparation for his future activity begins.”

Of course, the relative importance attached to personal therapy varies
with one’s theoretical orientation (Garfield & Kurtz, 1976; Greenberg &
Staller, 1981; Guy & Liaboe, 1986; Norcross et al., 1992; Wiseman &
Shefler, 2001). At one end of the spectrum are those who claim that per-
sonal treatment is needed only when a clinician’s dysfunction significantly
impairs clinical services (see Kelly et al., 1978). At the other extreme are
those like Fromm-Reichmann (1959, p. 42), who wrote that “any attempt
atintensive psychotherapy is fraught with danger, hence unacceptable” when
not preceded by personal analysis. In what follows, we examine evidence
relating to the impact of personal therapy on the professional development
and clinical effectiveness of psychotherapists.

Professional Development

In the foregoing quotation, Freud (1937,/1964) advanced the view that
personal therapy, experienced as a training analysis, is fundamental for the
development of a trainee’s therapeutic skill and capacity. The founder of
modern psychotherapies also advised analysts to undertake additional per-
sonal therapy every five years or so, indicating his belief that personal therapy
remains an essential resource for effective clinical practice and continuing
professional development.

Although many therapists, including many psychoanalysts, no longer
treat patients exactly in the way Freud prescribed, his wisdom on matters
of therapeutic training and development has become an accepted part of
conventional practice. For example, in their classic study of psychothera-
pists in America, Henry et al. (1971, p. 150) noted:

Since competency in a highly specialized form of social interaction
is required of all mental health professionals, it is not surprising
that the types of [professional | socialization experiences most
frequently mentioned as important are supervision, work experi-
ences, contact with patients, field work, and personal psycho-
therapy. Each of these aspects accounts for about 10 percent or



Outcomes and Impacts of Psychotherapists’ Own Therapy 221

more of the first choices of the practitioners. Most of their respon-
dents strongly valued experiential over didactic learning, and gave a
relatively low rating to the influence of faculty members and course
work on becoming a psychotherapist.

Similar results were reported in a recent study of 4,000 therapists from
a number of countries (Orlinsky, Botermans, & Rennestad, 2001). Per-
sonal therapy was consistently found to rank among the top three sources
of positive influence on development, following direct experience with
patients and formal case supervision. It was ranked clearly ahead of didac-
tic experiences such as taking courses or seminars and reading professional
journals (except by cognitive-behavioral therapists). For the most senior
therapists, who had been in practice for from 25 to 50 years, personal therapy
became the second most highly rated influence on development.

Overall, more than three-quarters of the therapists in the study reported
that their personal therapy had a strongly positive influence on their own
development as therapists, while fewer than 2% reported it having anynega-
tive impact (see table 17.4). A further analysis of these data by nation shows
that at least three-quarters of the therapists in 12 of the 14 countries rated
personal therapy as a strong positive influence on their development, and in
the other two countries the figures were 71% (South Korea) and 65% (Nor-
way). A small but notable proportion (5%) in a small sample of Russian thera-
pists reported that personal therapy had some negative influence on their
development, as did other smaller percentages in Belgium (2.8%), South Korea
(2.4%), New Zealand (2%), and Norway (2%). These represent relatively few

Table 17.4 Influence of Personal Therapy on Overall Development as
Therapist

Sample N Strony Positive Influence Any Negative Influence
United States 745 76.9% 1.2%
Germany 841 75.4 1.5
Switzerland 248 82.7 1.2
Norway 604 64.9 2.0
Denmark 141 82.9 0.7
Sweden 105 92.4 1.0
Portugal 122 86.1 0.8
Spain 141 90.7 1.5
Belgium 109 86.3 2.8
France 89 91.0 1.1
South Korea 122 71.3 2.4
New Zealand 197 77.7 2.0
Israel 94 84.0 1.1
Russia 79 74.7 5.1
Total 3,868 77.6% 1.6%

Note. “Strong Positive Influence” = rating of 2 or 3 on a 0-3 scale of influence (0 = None,
3 = Very positive). “Any Negative Influence” = rating > 1 on a 0-3 scale of influence (0 = None,
3 = Very negative). Percentages based on those who had experienced personal therapy.
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individuals, and in most cases the negative impact was not strong—but, as
with personal outcomes, the potential for negative effects of personal therapy
cannot be ignored.

On the basis of reports of large numbers of therapists in many coun-
tries, it seems fair to conclude, as did Henry, Sims, and Spray (1973, p. 14),
that “the accumulated evidence strongly suggests that individual psycho-
therapy not only serves as the focal point for professional training programs
but also functions as the symbolic core of professional identity in the men-
tal health field.”

LASTING LESSONS

What specific lessons do therapists draw from their personal therapy? In
two studies, Norcross and his colleagues asked psychotherapists in America
and Great Britain to reflect on their personal treatment and to list any “last-
ing lessons” they acquired concerning the practice of psychotherapy (Norcross
et al., 1988; Norcross et al., 1992). A multitude of diverse responses were
content coded and are summarized in table 17.5 for both the American and
British therapists. The most common responses all concerned the interper-
sonal relationships and dynamics of psychotherapy. These included: the cen-
trality of warmth, empathy, and the personal relationship; the importance
of transference and countertransference; the inevitable human-ness of the
therapist; the need for more patience and tolerance in psychotherapy. Many
British psychologists and American psychologists, psychiatrists, and social
workers remarked that they personally discovered that psychotherapy could
be effective and that change is possible, albeit gradual.

In another large survey, Pope and Tabachnick (1994) asked American
psychologists to reflect on the most beneficial aspects of their personal
therapy. The most commonly mentioned categories of benefit were en-
hanced self-awareness and self-understanding, followed by better self-
esteem and improved skills as a therapist. Other benefits receiving frequent

Table 17.5 Lasting Lessons of Personal Therapy

Lesson UK % USA %
Centrality of the personal relationship, warmth, and empathy 16 12
Know what it feels like to be a patient 8 2
Importance of transference /countertransference 6 8
Need for personal treatment among therapists 6 4
Therapist’s use of self is essential 5 4
Psychotherapy is effective 5 3
Change is gradual and painful, albeit possible 3 3
Need for more patience and tolerance 4 7
Therapist must be competent, reliable, committed 3 1
Importance of unconscious motivations and material 3 4

Note. Adapted from Norcross, Dryden, & DeMichele (1982) and Norcross, Strausser-
Kirtland, and Missar (1988).
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mention were better relationship with family of origin, support provided
by the therapy, openness and acceptance of feelings, general improvement
in relationships, decrease in depression, decrease in anxiety, personal growth,
and improved sense of control.

Mackey and Mackey (1993) interviewed 30 social workers, halfin train-
ing and half in practice, about the meaning personal therapy had for their
professional roles. None of the interviewees had entered therapy to learn
how to do clinical work. Coding of the interview transcripts produced three
recurrent themes. The first theme, therapist as model, pertained to identifi-
cation with the practice and person of the therapist. The second theme,
understanding therapeutic process, spoke to how personal therapy enabled
respondents to comprehend and master elements of clinical practice, with
frequent references to the therapeutic relationship. The third theme, inze-
gration, included responses that addressed the interdependence of personal
and professional life.

In intensive interviews with seven practicing therapists, Macran, Stiles,
and Smith (1999) asked how their personal therapy affected their clinical
work. Through systematic qualitative analysis of the interview transcripts,
the authors identified three recurrent themes: orienting to the therapist role
(e.g., humanity, power, boundaries), orienting to the c/ient (trust, respect,
patience), and orienting to the relationship (e.g., “listening with the third
ear”). These clinicians felt they translated their experiences as clients into
skills and attitudes that they used in their practice. Much the same themes
were found by Wiseman and Shefler (2001) in their qualitative analyses of
in-depth interviews with five experienced psychoanalytically oriented thera-
pists in Israel.

These collective lessons, gleaned from intensive interviews and large
surveys alike, are consistent with the results of the published process re-
search and correlational studies on the psychotherapists’ personal treatment,
reviewed earlier in this chapter. It seems virtually impossible to have un-
dergone personal therapy oneself without emerging with heightened ap-
preciation of the interpersonal relationship and the vulnerability felt by
patients.

ffect on Subsequent Performance
Liffect S q

In addition to positive testimonials, however, a question that has been raised
in several studies is whether therapists who have undergone personal therapy
are more effective than colleagues who have not, as measured by their pa-
tients” outcomes. For example, Greenberg and Staller (1981) reviewed eight
studies addressing this question and reported that two studies hint at a
positive effect of personal therapy on clinical effectiveness, two studies show
a negative effect, and four found no eftect.

Clark (1986) reviewed eight overlapping (but not identical) studies and
found only one study (Holt & Luborsky, 1958) with a trend supporting the
hypothesis that personal therapy would improve the therapist’s performance.
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Five studies showed no relationship; and one study (Garfield & Bergin,
1971) tentatively concluded that therapy during formal training may even
be detrimental to client outcome.

Macaskill (1988) also considered these studies, as did Macran and
Shapiro (1998), who reviewed one additional recent study as well. All the
reviewers concluded that there is no evidence that having personal therapy
is positively or negatively related to client outcome. In other words, the
research evidence is inconclusive. Macran and Shapiro (1998, p. 13) say
that “whilst the majority of therapists feel that they have benefited profes-
sionally from personal therapy, there is very little empirical evidence that it
has any measurable effect on client outcome.”

More supportive evidence has been found when the effects of personal
therapy on therapists’ in-session behavior were examined. Macran and
Shapiro (1998) reviewed a dozen studies on the general population of thera-
pists, as well as studies on behavior therapists and psychoanalysts, and found
the experience of personal therapy positively associated with observers’ rat-
ings and clinician’s self-reports of their ability of display warmth, empathy,
genuineness, awareness of countertransference, and increased emphasis on
the therapeutic relationship. Greenberg and Staller (1981, p. 1470) simi-
larly concluded that “personal therapy when combined with experience has
been found to have some positive effects on the therapy relationship”—
specifically, that a clinician’s empathic ability may be facilitated and the
occurrence of disliking a patient may be made less likely.

One criticism of this research is that studies often focused on whether
therapists had personal therapy rather than on whether they felt they had
benefited substantially from it. However, even if this more specific crite-
rion had been used, there are grounds for questioning whether the results
of a therapist’s personal therapy can be judged from the impact that it has
on the therapist’s own patients. The cumulative and extensive evidence of
halfa century of scientific research on psychotherapy strongly suggests that
the most important determinants of therapeutic success are the positive
qualities or resources that patients bring to therapy and are able to mobi-
lize and apply effectively in the therapeutic process (e.g., Lambert, 1992;
Orlinsky et al., 2004 ). Therapists contribute to this process by providing a
relationship in which patients feel an optimal balance of challenge and sup-
port, and by offering experiences through which patients can mobilize, de-
velop, and apply the interpersonal, self-management, and problem-solving
skills that will be most helpful in their lives. If the therapist cannot create a
relationship that the patient feels is adequately supportive and stimulating,
and cannot provide experiences from which the patient learns new skills, then
the patient will be no better off than when he or she started therapy. Yet the
therapist cannot create resources for the patient that the patient does not
already have or have the capacity to develop.

Suppose, for the sake of argument, that 50% of the success of therapy
is due to qualities and resources of the patient, that 35% is due to the rela-
tionship that develops interactively between patient and therapist, and that
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15% is due to the therapist’s individual qualities and resources. In this con-
text, how much influence on client outcome can be due to the therapist’s
personal therapy? Successful personal therapy is just one of the therapist’s
resources, along with a basic therapeutic talent (Orlinsky et al., 1998), pro-
fessional training, and skills honed through accumulated clinical experience
(Orlinsky et al., 2001). As such, the therapist’s personal therapy constitutes
a relatively small part of a therapist’s potential contribution to his or her
patients’ outcomes. Given the large amount of variance due to the patient’s
resources (which in studies would be virtually impossible to control) and
the variability due to the vicissitudes of the developing therapeutic relation-
ship, it is hard to imagine how a study could reliably detect the impact of
the therapist’s personal therapy on patients’ outcomes.

Conceptually, we would propose that personal therapy contributes to
the therapist’s clinical work in three ways that may indirectly or occasion-
ally influence a patient’s outcome. First, viewed as a part of the therapist’s
training, personal therapy provides the therapist-patient with a model of
therapeutic practice in which the therapist-patient observes the work of a
more experienced therapist (Orlinsky & Rennestad, 2002) and learns what
is helpful or hindering from that (e.g., Norcross & Guy, chapter 13).

Second, a personally beneficial experience in personal therapy should
further develop therapists’ interpersonal skills so that they become more
sensitive, more skillful, and more flexible in adjusting the impact of their
behavior to the individual and evolving needs of their patients. In this re-
gard, successful personal therapy should reduce the degree of pathogenic
influence that a therapist, under stress, might inadvertently intrude into
relationships with patients (e.g., Henry, Schacht, & Strupp, 1990) and
generally should help therapists shield their patients from being influenced
by the therapists’ own unresolved personal issues.

Finally, successful personal therapy may well contribute to the thera-
pists’ ability to repair the ongoing stresses associated with therapeutic work
(e.g., Guy, 1987) and to renew the energy they invest, session after ses-
sion, in working with patients (Orlinsky et al., 1999). The first of these
modes of potential influence of personal therapy on the therapist’s clinical
work focuses primarily on the therapist’s individual skills; the second and
third focus primarily on the therapist’s contribution to engaging patients
in an appropriately stimulating and supportive treatment relationship.

CONCLUDING OBSERVATIONS

The research findings reviewed in this chapter give ample evidence of the
personal benefits and positive professional impact that psychotherapists
derive from their personal therapy. For example, in the extensive interna-
tional survey of therapists conducted by the Collaborative Research Net-
work (Orlinsky & Rennestad, in press), fully 85% of all who had undergone
therapy reported having at least one experience of great or very great bene-
fit to themselves personally, and more than 75% reported that having therapy
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had been a strong positive influence on their own development as psycho-
therapists. Except for the indeterminate results of studies attempting to
detect an effect of therapists’ personal therapy on patient treatment out-
comes, the accumulated evidence clearly supports the value of personal
therapy.

Of course, many of the findings we have reviewed are based on thera-
pists’ own reports. Notwithstanding the fact that therapists are probably
the most discriminating consumers of psychotherapy, better able than other
patients to judge what is helpful to them, one might well wish to have evi-
dence on the impact and outcomes of personal therapy based on other
observational perspectives. For example, one could seek pre- and posttreat-
ment assessments by other clinical experts (e.g., the therapist’s therapist or
independent raters) and by psychometric tests, as in any clinical outcome
study. Yet any conclusions of such studies with respect to the outcomes and
impacts of personal therapy assessed by therapist-patients would have to
be drawn with caution, since there is strong evidence from outcome research
indicating that judgments of therapeutic results from different observational
perspectives are not necessarily very highly convergent (e.g., Orlinsky et al.,
2004; Strupp & Hadley, 1977). There is a face validity to client assessments
of therapy that cannot be easily denied even if they do not coincide with
the judgments of others, especially when precautions are taken to minimize
biases (e.g., anonymity for respondents) and when the findings are consis-
tent across independent studies involving large numbers of therapists of
different professional backgrounds, theoretical orientations, career levels,
and nationalities.

Are the self-reported impacts on professional development of personal
therapy sufficient to justify the widespread practice among therapists of
undertaking extensive therapy for themselves? In our judgment, probably
so. Norcross, Strausser-Kirtland, and Missar (1988, pp. 36-37), review-
ing a number of earlier sources (e.g., Fleischer & Wissler, 1985; Fromm-
Reichmann, 1959; Garfield & Kurtz, 1976; Nierenberg, 1972; Shapiro,
1976; Wampler & Strupp, 1976) formulated the reasons for this practice
in the following way.

1. Personal treatment improves the emotional and mental func-
tioning of the psychotherapist: it makes the clinician’s life less
neurotic and more gratifying in a profession where one’s
personal health is an indispensable foundation.

2. Personal treatment provides the therapist-patient with a more
complete understanding of personal dynamics, interpersonal
clicitations, and conflictual issues: the therapist will thereby
conduct treatment with clearer perception, less contaminated
reactions, and reduced countertransference potential.

3. Personal treatment alleviates the emotional stresses and burdens
inherent in this “impossible profession”: it enables practitioners
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to deal more successfully with the special problems imposed by
our craft.

4. Personal treatment serves as a profound socialization experience:
it establishes a sense of conviction about the validity of psycho-
therapy, demonstrates its transformational power in their own
lives, and facilitates the internalization of the healer role.

5. Personal treatment places therapists in the role of the client: it
thus sensitizes them to the interpersonal reactions and needs of
their clients and increases respect for their patients’ struggles.

6. Personal treatment provides a firsthand, intensive opportunity to
observe clinical methods: the therapist’s therapist models
interpersonal and technical skills.

However, we would also ask whether the foregoing reasons should be
the only justification for therapists to have their own personal therapy. The
answer, in our judgment, is probably not—if the matter is viewed in a
broader context. The psychotherapist is first and foremost a person who,
like all others, continually engages in constructing and maintaining a mean-
ingful personal life, a process that occurs for the most part through inter-
acting with significant others. Our common human condition dictates that
the personal lives we construct are periodically threatened by crises (some
of our own making), are susceptible to falling apart (at times due to our
frailties), and when that happens need to be repaired (most readily with
the help of others). A proper appreciation of the psychotherapist’s profes-
sional role and functioning requires that they be viewed in this context.
However thoroughly ingrained it may become, the role-identity of psycho-
therapist is just one aspect of t