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INTRODUCTION

The goal of this paper is primarily to present
brief summaries of five case histories of children
age 13 through 16, in the period of adolescence,who
were seen for varying lengths of time in psycho-
therapy. The primary attentlon is to be focused on
the nature of the relationships that 1t was possi-
ble to achieve and the difficulties encountered in
these patient-theraplst relationships.

As a background for the presentations of these
case histories, some mention will be made of the
concepts of adolescence and problems of adolescent
psychotherapy that have contributed to the orienta=-
tion of the therapist. There has been an immense
amount of material that has been written in regards
to the complexities of the adolescent process and
| the attendent difficulties in initating psychothera-
| peutic relationships with children in this parti-
cular devélopmental pericd. 1It-ls not'within the
scope of this paper to attempt a thorough review
of this literature. The discussion will be restricted
to mention of those concepts advanced by some of
the workers 1n thls fleld toward attempting an under-
standing of adolescence as it 1is related to the
therapeutic situation. The first part of the paper
will thus be devoted to the nature of the adoles-
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cent process, the therapeutic approach to the adoles-
cent and the difficulties frequently encountered
within this approach, while the second part will be
devoted to the presentation and discussion of case
summaries, Hopefully in this way the problems en-
countered will hé&e some meaning in relation to the

total concept of the process of psychotherapy.
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CHAPTER I
THE NATURE OF THE ADOLESCENT PROCESS

A great deal has been written on the mores and
subcultures that constitute adolescent soclety and
there has been much documentation of the observable
emotional reactions and expressed beliefs of the
adolescent. As well, there have been attempts at
the analysis of the structure of the peer group
and parent-child interrelations that are active
at this age. All of these are important in the
understanding of what occurs at the time of adol-
escence, Through these as well as through infor-
mation galned through psychotherapeutic experience
it appears that there 1s a basic problem. This is
the fact that at this time the individual is re-
quired to relinquish his first love objects within
the family and to replace them with others outside
of this circle, (1) This transition is necessary
and of paramount importance 1f the adolescent is
to achieve psycho-social maturity,

At the time of puberty there 1a a tremendous
reinforcement or development of the sexual drives
and with this a resultant alteration and disrup-
tion of the established character structure. The
individual by the conclusion of his prepubertal
years has usually learned how to be a successful |

child. In most instances, he has achieved an ego

structure that will adequately handle the 1libidinal




drives and thus allow him to live satisfactorily
within the social structure to which he is exposed.
However, at the time of puberty, there occurs a
marked influx of 1libido, a relative strengthening
of the basic drives within him. This requires a
compensatory alteration of the egé structure to be
able to agalin establish a satisfactory adjustment
within himself and 1n respect to the society in
which he lives., (2) Because of the incest ﬁaboo
it is necessary that this alteration of the ego
structure include the establishment of love objects
outside of the family structure as recipients of
this surge of 1ibidinal energy. This restitution
of the ego with the redirection of basic drives 1s
essentlally the final product of the adolescent
process. The changing reality demands and the
necesslity of learning new patterns of behavior re-
sults in the requirement of a considerable length
of time 1in our culture.

The immediate reaction at the onset of the
pubertal period seems to be that the adolescent
fears the quantity rather than the quality of his ‘
instinctual demands, He finds the safest policy
to be simply to counter more urgent desires with
more stringent prohibltions, typically leaving no
loopholes for substitutive gratifications. This

asceticism of puberty must be interpreted then,



not as a series of repressive activities, but rather
as denial, It is a manifestation of the innate
hostility between the ego and the instincts which

is indescriminate, primary and primitive. (3) Thus,
under the conditions of puberty, the ego behaves

as If it were in danger of extinction and falls -
back upon primitive defenses which originated in

the earliest sfruggle of the individual to preserve
and maintain the boundaries of the emerging self, (4)
The asceticism, or denial and rejection of the 1lib-
idinal forces, becomes directed toward the immediate
family grouping., This occurs because the family
circle represents the love objects that are desired
but forbidden and a self-determined 1solation and
estrangement from the family results., The superego,
which had been primarily derived from the parental
figures, concomitantly becomes involved in these
rejective processes through a primitive generaliza-
tion from the primary love objects. (5,6) Conse-
quently the process of emancipation overreaches i
1ts developmental utility. Not only does it turn
the adolescent against the existing and actual con-
trolling relationships but also against the inter-
nalized controls which are derived from them, His
demand for freedom thus becomes a denial of vulner-

abllity which he feels consciously or unconsciously. (7)




In the interim, before the resolution of this
problem, the individual relies on primitive defenses,
one of the most important of which appears to be
that of identification., The transient identifica-
tions which characterize even normal adolescents
appears to be a constantvflight from disillusion=-
ment and a constant quest for certalnty and denial '
of vulnerability. (38) These identifications are
not object relations at all, in the sense in which
we usually use the term, but are identificatlons
of the most primitive kind, attempted projections
of the self such as we meet in early infantile
development. (9) In this light 1t becomes clear
that these identificatlions are a narcissistic pro=-
cess, (10) That the pervading orientation of the
adolescent is one of narcissism 1s a point very
seldom disputed. (11,12,13) 1In the course of a
successful restitution of the ego structure in
adolescence, there occurs a change from this nar-
clssism to the capabllity of forming significant
object relationships in the peer group that event-
ually constitutes the basls of mature "love". (14)
This awareness of the ilmportance, quality and inter-
dependence of two human beings with a consensual
valuation of each other's personal worth, in con-
tradistinction to narcissistic dependence on the

love object, is a new product of the successful



adolescent personallty reorganization, (15,16)

A related phenomenon and one that appgars to
be another aspect of the same restitution process
is the "individualism" of adolescence, This is
the need to experience the self as a separate en-
tity apart from the parents and distinct from emo=-
tional dependence. (17) The attempt to delineate
the self in the face of experiencing partial dis-
integration of the ego structure has been described
by E. H., Erickson:

"Decislions and choices, and most of
all, successes in any direction bring to
the fore conflicting identifications and
immediately threaten to narrow down the
inventory of further tentative choices,.
(At the same time) any marked avoidance /
of choices leads to a sense of outer 1so-
lation and to an inner vacuum which 1is
wide open for old libidinal objects and
with this for bewilderingly conscious in- .
cestuous feellhgs....Thus adolescent re-
gression 1s an attempt to postpone and to
avold, as 1t were, a psychosoclal fore-
closure,...As the young individual seeks
at least tentative forms of intimacy he
1s apt to experience a peculiar strain,
as if such engagement demanded:from him
a fusion with others which would amount
to a loss of identity, and therefore, re-
gquired a caution in committment,....Where

- experimental surrender fails, as 1t often ")
must from its very intensity and absolut-
eness, the young individual recoils to a
position of strenuous introspection and
self testing which can lead him into a
paralyzing borderline state....Thlis state:
conslists of a palnfully heightened sense
of isolation; a disintegration of the
sense of lnner continulty and sameness,

a sense of overall ashamedness; an ine
ability to derive a sense of accomplish-
ment from any kind of activity; a feel-
ing that 1life 1s happening to the in-



dividual, rather than being lived by his

initiatlive, and finally a basic mistrust,

This loss of a sense of identity usually

leads to a scornful and snobbish hostility

a snobbism which 1s based on the pride of

havling achieved a semblance of nothing-

ness, At any rate, many a late adolescent,

if faced with continuing diffusion (of

identity) would rather be nobody or some=-

body bad, or indeed, demd - and this

totally and by free cholce - then be not-

quite somebody. Thelr strange air of

sado-masochistlc satisfaction....their

self-deprecation and their willingness

to "let the ego die" harbors a devasta-

ting sincerity". (18)

This is a description of the devastation of the self-
Image that occurs when the adolescent rejects his
original familial love objects and his identity as

an integral dependent subjegate of the family unit
and is, however, unable to establish object rela-
tions subsequently to provide him with validation

of hls worth as a separate individual.

‘Although this type of experience of which Ericke
son speaks is probably a fairly constant occurrence
in the pubertal period, we see only a small percent-
age of adolescents that are unable to cope adequetely
with thls problem. The historical data on markedly
disturbed adolescents seems to indicate that there
is no sharp change in the quality of theilr behavior,
Rather there 1s an intensification of pre-existing
problems for which the child has devised defenses,

The sharp rise in the incidence of emotional pro-

blems during the pubertal years is due to the fact




that the child has been unable to muster any addi-
tional reserves, There 1s regression to earlier
levels of gratification in order to prevent the
seeking of gratification at a more advanced, but !
far more disturbing and dangerous level and this
1s a defense which 1s designed to stall for time
while the ego attempts to reconstitute itself, (19)
In considering the adolescent with significent
emotional problems, we find that there were initial
problems of earller 1life, It is these that later
make the establishment of object relations and a
sense of ldentity so difficult to achleve in adol-
escence, This méy often be the discovery by the
chlld that manifesting the need for tenderness to-
ward the potent figures around him leads frequently
to hls being made anxious, to being rebuffed or
more broadly to belng emotionally hurt, Thus, the
percelved need for tenderness brings a foresight of
anxlety and encourages a reciprocal pattern of re-
Jection of the desired object, (20) 41t is this
process of the patterning of rejection that Sullivan
speaks of as leading to "the baslc malevolent atti-
tude". (21) The case of rebellion in an adoles-
cent 1s almost always, then, a reaction provoked

by the genuine rebellion of the parents agalnst the

child's needs for affection or in other words the
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attitude of basic nonacceptance of the child. (22)
This of course solidifies the necessity for a strong
narcissism in the child,

Due to the emergence of these primitive nar-
cissistic defensive attitudes in adolescence, many
workers feel the disturfied adolescent resembles the
psychotic, (23,24,25,26) In all cases of adolescent )
behavior deviation that are serious enough to requlre
the services of the trained psychiatrist a pseudo-
psychotic core will be found that gives rise to and
maintains defenses in the form of the symptoms of
maladjustment or a typical behavior. It 1s termed
pseudo=-psychotlic because that except in a circum-
scribed area of deviant behavior and thought, the
adolescent's thinking usually appears to lie within y
normal limits. (27)

In summary it appears that the problem of
adolescence 1s the rejection of the original love
objects and the establishment of strong object
relationships outside of the family. In doing this
~ the rejection may include the internalized controls '
and a confusion of self-identity may arise, FPrimi-
tive narcissistic defenses, often resembling those
of the psychotlic patient are used in an attempt to
redefine the self-image. The failure to accomplish
this restitution process may frequently be traced

to patterns of previous parental rejection. Thus
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the fallure to establish healthy object relation-

ships with the initial love objects makes it diffi-
cult later in adolescence to establish emotionally
satisfylng object relationships within the peer

group.
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CHAPTER II
THE APPROACH TO THE ADOLESCENT

Having some conception of the processes of the
adolescent period of development and of what the
disruption of this period may constitute, it is now
possible to formulate what approach to the adoles-
cent would be most valuable in assisting the dis-
turbed adolescent to achleve an adequate ad justment.,
In the past, the therapeutic results in the age
group have been eminently unsatisfactory in response
to the attempts of therapy, be they endeavors to
"graft" patterns of behavior into the adolescent
personality structure (28) or the application of the
classical psychoanalytic techniques, (29)

Because of these discouraging results in the
past, there has been a tendency to turn away from
direct psychotherapeutic relationships with adol-
escents and a number of auxiliary devices have been
advanced for the purpose of coping with these pro-

" blems, Emphasis has been placed rather on practi-
cal help with environmental manipulation (30) or

on varlous group technigues (31) or actual group
therapy. (32,33,34,35,36) Gitelson feels that this
appears to be an inclination to keep the patient

at therapeutic arm's lengﬁh. Although such tech-
niques may have a place in particular cases, they

more likely express a defensive maneuver of the
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therapist himself, either because of hils participa-
tion in the adolescent patient's resurgent primitive
anxlety or because of a threat to hls own emotional .
economy. (37)

In contradistinction to the theraplsts who pre-
fer to maintain considerable distance with their
adolescent patients, there are also therapists such
as K. R, Eisslér who provides considerable emotional
gratifications for his patlents in the adolescent
group. He attempts to provide his adolescent pa-
tients with slituations of surprise to retain their .
interest in therapy, he assures his female patients
that they are charming and attractive and finds it
necessary at some time to give each of his male pa=-
tients money. Additionally, he makes himself avall-
able to these patlients, extending considerable per-
sonal effort in extricating them from practical lire
sltuations where they are in difficulty. He admits
that this requires considerable acumen and energy
as he attempts to maintaln an omnipotent position
in the face of whatever his patients may devise to
prove otherwise, Thls leads at times to the brink
of dlssolution of the relationship. Usually the
patient later in therapy finds it difficult to pro=-
ceed into a more practical therapeutic relationship
because the patlient 1s unwilling to relinquish the
profuse gratifications previously provided by his
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therapist. This necessitates a change of therapist,.(38)
Other therapists have also found the maintainence of
unequivocal control and the security in their posi-
tion as therapists important, (39,40)

This then, raises the question as to the nec-
essity of attempting to maintain this appearance of
omnipotence that not only causes difficulty later
in therapy, but which also puts heavy demands on the
therapist, Not only does this raise the question
of the necessity of omnlpotence but also the advis-
ability of it in terms of the therapeutic relation-
ship and what the objects of therapy might be. In
the clarification of what Eissler feels to be the
dynamics of the advantage of maintaeining the appear-
ance of omnipotence he suggests that the acceptance
of the theraplst's omnipotence by the patient 1s a
conversion of primary omnipotence of the patient to
secondary omnipotence, likening this to the con-
version of primary narclissism to secondary narciss-
ism, The dynamics become even clearer when he
further stresses not only the acceptance of the
omnipotence of the therapist, but also the convic-
tion of‘the patient "that the analyst will never
be tempted to use his quasl supernatural forces
for the patient's displeasure in spite of all pro-

vocations to which the patient may expose him." (41)

It would seem apparent that this interpersonal
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faith is the important factor iIn the relationship.

This constitutes an experience for the patient of
feeling secure and satisfied, whlle at the same
time being in a position that 1s easlly percelved
as one in which there is great vulnerability to be-
ing emotionally hurt. The acceptance of emotional
vulnerability with the conviction that there exists
no reason for anxlety 1s merely another way of des-
cribing the successful achievement of the formatilon
of meaningful object relationships. (42)

If this supposition 1s corfect, then the de-
liberate attempts at omnlpotence by the therapist
is not only unnecessary but may make it even more
difficult for the adolescent to achieve a comfort-
able and effective therapeutic relationship. (43,44)
Instead of attempting omnipotence, it would be
advantageous to be quite simply human, open, un- -
mysterious and not too clever while being inter-
ested 1n whatever the patient brings to the ther-
apeutic situation; being as completely dilvorced
from omnipotence as is concelivably practicable
within the limits of preventing the patient from
hurting himself or others. In this way we achleve
two objectives., The first of these objectives is
the demonstration to the patient that the thera-

pist is not the authority from which he seeks 1in-

dependence but rather someone who stands with him.




In this way the therapist prevents a repetition
with the child of the situation with the parents
that initially led tb the conflict, (45) This
becomes especlally important in the case of the
child who has generalized his conflict to include
soclety as a whole. (46) The therapist's align-
ment must be unequivocably with the ego structure
of the patient and not with the superego or its
percelved equivalents.,

The second major objective achieved within the
atmosphere established by negation of the idea of
the‘omnipotent therapist is that the threatened ego
of the patient is glven some measure of control in
this new and strange interpersonal situation. This
is an assurance that the patient will be an active,
not a passive partner in the process of psycho-
therapy. (47,48) This is exceedingly important as
the child in puberty 1s often terrified by his fail-
ure to find his own solutions to his problems.,

This is in terms of the effect of failure on his
self-concepts and the previously mentioned exper-
lence of ego structure inadequacy., In fact, to
allow the ego structure of the adolescent patient
to maintain as much control as is possible, we
should reverse the analytic rule as suggested by
Alchhorn so that tne patient may feel that he need
not tell the therapist anything that he does not

16




wish to. (49)

It 1s well known that formal psychoanalysis
has long been considered not applicable to the adol=-
escent, One reason that 1s advanced for the in-
ability of the adolescent to proflt from this type
of therapy 1s his apparent inability to form a trans-
ference neurosis, This is a consequence of the
baslc narclsslsm, the difficulty in forming object
relationships and usually the persistence of the
origlnal love objects in reality. (50,51) Another
reason that the customary psychoanalytic techniques
seems to be ineffective in these cases, is that it
ls a form of expressive insight therapy which relies
on a relatively intact ego essential for the in-
tegration of the expressed material, Thus these
technlques are more suitable for neurotic problems
than for conditions where the ego structure 1s
weak and relatively disorganized as in psychoses (52)
and in adolescence, This lack of the benefits of
verbalized insight, and thus the decreased impor-
tance of facts 1s extended by Allen to the state-
ment: "If one is interested in content there will
be less feeling, 1f one deals with feeling there
will be less content and more therapy, the content
is used as a defense agalnst feeling." (53) 1In

this same matter Anna Freud also streéses the meche-

énism of intelledtualization as a defense and the

17




tendency of adolescenﬁs to discuss their difficul-
ties intellectually without ﬁhe apparent 1nsight
being incorporated into their total personality
adjustment, (54)

Therefore in the therapy of the adolescent
there 1s an emphasis on the relationship of the
therapist with his patient. The therapist's par-
ticipation in the development of therapy rests
more on an affective level than on an ideational
one, (55,56) The therapist should respect and re-
cognize the importance of the patient's struggle
with the incongruity of the verbal and affective
levels and extending a human warmth and.friendli-
ness which does not engulf the child., (57) The
psychotherapeutic effort must then create a sit-
uation where the patient 1s in a relatively non-
structured relationship in terms of verbal inter-
action. (68) Thus, he is allowed to explore him-
self and come to accept himself for what he is and
in thls way to establish his identity, (59)

Much of this approach to the patient is found

in the "nondirective" orientation of Rogers who, in

stating‘what he feels to be the function of the
theraplst, writes that it is "to assume, in so far
as he 1s able, the internal frame of reference of
the client, to percelve the client himself as he

1s seen by himself, to lay aside all perceptions

18
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from the external frame of reference while doing so,
and to communicate something of thils empathic under-
standing to the patient." (60) This empathic pro-
cess by the therapist 1s also described by Gitelson
as "the sensitive perception of another person's
state of emotional structure and balance on the basis
of awareness of one's own, Empathy is interpersonal
and requlires the vehicle of common language, both
verbal and nonverbal, if it is to carry over to the
other person....(It is in this way that) the thera-
pist must succeed in making and maintaining what 1is
substantially a narcissistic contact." (61)

To achieve a successful therapeutic relation-
ship in the case of the adolescent behavior dis-
orders one must empathically enter the affective ¢
narcissism of the patient. (62,63) 4in this respect
the initlal establishment of the relationship be-
comes a problem very simllar to that of entering
the narcissistlic structure of the psychotic., This
is true both 1n regard to the frequent lack of mo-
tivation and in regard to the barrler of the pri=-
mary narclssism, The seeking of therapeutic help
in adolescence is the result not of the patient's
owh feelings in the matter. Usually therapy arises
at the instigation of the parents from whom he is
seeking to free himself (64) or at the 1nsistence

of a parent surrogate such as a school or law en-
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forcement agency. It 1s for this reason that the
"nondirective" approach of Rogers 1s often not
applicable in the initial contacts with relatively
nonverbal adolescents where a neutral position on
the part of the therapist is construed by the pa-
tient as a passive rejection. (65) In the instance
of the adolescent as with the psychotic, the await-
ing of a spontaneous participative gesture from the
patient is likely to develop into a situation of
indefinite therapeutic stasis. (66)

Substantlially then, this amounts to the assumpe
tion of a participative responsibility on the part
of the therapist for the purpose of establishing
empathlic contact with the patient, It is in this
way that the therapist must compensate for a psychic
lack in the patient, the inability to readily form
object relations. (67,68,69)

The therapist's tactics in assuming initiative
become a prime technical consideration. The use
of intellectualistic, interpretive or direct ad=-
visory maneuvers or the attempts to gailn access to
the patlent through dlagnostic 1insight into the
1llness generally lead to consistent failure. (70,71,72)
However, a variety of means can be used in an attempt
to establish contact so long as they allow the ther-
apist to be accepted by the child into his autistic

i

wbrld: silent participation, acceptance of all



mannerisms, even imlitations of the patient's words
and gestures when appropriate., In fact, any atti-
tude 1s advantageous which, without threatening the
child's precarious security of his locked isolation,
may impart to him the feeling that his behavior 1is
understood and accepted. (73) Any sultable means
that seems to put the therapist with the patient so
that the patient has some experience of together-
ness in contrast to aloneness, is efficacious in
this provlem. (74) Of course, the therapist's
techniques are most effective in this active par-
ticipative approach to the patient when forthright
and honest and not artificilally created. 4if this
is successful the therapeutic situation then becomes
"a constant and continuous mutually and reciprocally
influencing human situation, The patient then hav-
ing the right, the privilege and the responsibility
to wander in his own wilderness in his own way, the
therapist's task being to convey his being with the
patient, available and alert for clues as to where
the patient 1s." (76) Thomas Hora in deséribing
. such a relationship states:

"The kind of growth process that en-
sues 1s possible only if the relationship
between therapist and the patient is such
that a true, completely undefensive reci-
procal partnership exlsts at all times...
providing the patient with the 1nvaluable

experience of participating in a Joint
venture of growlng in and through inter-
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action, The experience of togetherness
and reciprocity is one of the most val-
uable factors in the therapist's diffi-
cult task of relieving his patient from
his emotional isolation; it goes beyond
countertransference, This means a form

of relatedness where all channels of com-
munication are open resulting in the ex-
perience of beilng totally understood in
turn leading to an integration of the
disorganized, psychic functioning in such
a way that the affective processes in
patient and therapist become synchronized
which makes it possible for the hitherto
isolated and diffuse personality of the
patient to iInteract with other human be-
ings as a complete organism, in harmony
with itself." (77)

In this way the patient learns that his hostile and
éggressive defenses as well as the weak core of his
more positive identity can be accepted. This should
occur without the patient's identity belng devoured
by the therapist or having the therapist allow him-
sclf to be manipulated to the point that his own
identity 1s devoured by that of the patient. (78)
Nearly all those who write on the direct psy-
chotherapy of the adolescent stress the importance
of a strong emotionally dependent relationship but
it appears instead that the therapeutic situation
needs to be dependable rather than dependent. By
this, we mean that instead of establishing a rela=-
tionshlip to the therapist of dependency as to a
parent substitute, it is better if the patient re-
gards his therapist as a dependable ally. The

treatment of the adolescent cannot be directed
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toward a more benign reexperience of his past, on
the contrary, treatment must provide the adoles-
cent with a new emotional experience. Treatment
may fall thus not because it 1is dynamically inaccu-
rate, but because 1t 1s emotionally inadequate., (79)
This emotional adequacy is not achieved through gra-
tification of the patient's needs but rather through

the form of mutual intimacy, respect and understand-

ing.

]
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CHAPTER TIII

DIFFICULTIES IN ADOLESCENT PSYCHOTHERAPY

Having formulated an approach to the adoles-
cent and the general object of psjchotherapy it 1is
now possible to examine some of the difficulties
that are frequently encountered, Of course, the
- difficulties entalled in the formation of any psy-
chotherapeutic relationship are present in the
approach to the adolescent. No attempt will be
made to delineate them in this paper. However,
there are certain difficulties, not entirely unique
to the problems of dealing with the adolescent, but
often more prominent in this particular field., It
will be these that we will mention., These diffi-
culties appear to lie roughly in three fields,
those derived from within the structure of the pa-
tient's personality, obstructions primarily engend-
ered by the enviroment and finally and usually most
important are those difficulties derived from the
therapist's own personality structure.

The most obvious difficulty encountered as a
function of the patient 1s inherent in the process
of adolescence itself, the aformentioned basic nar-
cissism, This 1nability to form interpersonal re-
lationships readily and the hostility that is a
product of the patlient's anticipated rejection in

many instances, may reveal itself, as an all per-
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vasive mockery if not overtly, Whatever way it may
be manifest, 1t very often results in the necessity
of having to deal with a defiant individual. (80)

The negativism of puberty, too, is a primitive de-
fense against the danger of surrender, a danger of
merging with the object and losing in this way the
personal self-identity. Negativism in this way
serves to remind the individual of his existence

and capability of action apart from outside influ-
ences, Thus, the patient fears that the therapist
may carelessly or deliberately destroy the weak core .
of the patient's identity and impose himself instead,
if the patient were to reveal himself to the thera-
pist. (81) Thils concept becomes of particular im-
portance because of the frequently fantasied image

of the theraplst as an omnipotent being who might
utilize his power unscrupulously to gailn control

over his patients. 182) Therefore, it appears that
the resistances within the individual can be grouped
intobtwo basic groups, the negative and hostlle feel-
ings in anticipation of rejection and the fear of the
consequences of the establishment of a positive re-

| lationship with another human being, The actual
patterns of behavior are expressions of these two
concomitantly but we will attempt to discuss them
separately, 1n certaln aspects at least, while

bearing in mind that the expression of negative




26
feelings effects an interpersonal distance that allays -
the fears of the consequences of a more intimate re-
lationship,

Negative feelings are directed at the therapist
not only as a resulf of anticipated rejection by the
theraplst as a person, but also as a diffuse re jec-
tion of all that represents soclety, This applies
especlally to the adult faction fhat is representa-
tive of the parental figures elther directly as an
authority figure or indirectly in that the parents
are often Instrumental in arranging the child's in-
troductlion to therapy, Thus, to the patient it appears,
many times, that the therapist has been hired by the
parents to "find out things." (83) If the child is
successful in sabotaging the efforts of the thera-
plst, he achieves revenge agalnst the unwanted intere-
ventlon of the parents or a social agency and more
broadly against the influencing pressures that he
fantasies are robbing him of his individuality and
preventing his achievement of emaﬁcipation. (84) 4

The expression of negative feellngs to-

ward the theraplst as described by Alexander and
Pope are often varied and complex. Besides overt
verbal or motor agression directed toward the thera-
pist or the psychotherapeutic situation, disguised
hostility appears as silence, sleepiness, coquet-

tishness, attempts at manipulatlion, tenseness, .



rigidity, subjective feelings of discomfort apparent
to the therapist or as the appearance of somatic
complaints. There may also be displacement of the
hostility to elements of the environment represent-
ing the theraplst or the therapy situation. If the
hostility be repressed it may appear in the fofm of
internalized, self-directed criticism, as doubts
that the therapy will be of value or that therapy
represents merely humillation and a needless en-
croachment on privacy, This is often expressed in
such a way to the therapist that i1ts design 1s to
mobilize guilt feelings in the therapist. (85)

Of these reactions, one encountered much more
frequently in adolescents than in children or adults,
is long periods of silence. These silences result
in a paucity of materlal for the therapist to work
with., (86,87) Puberty is the age of secrecy and
this has usually been indirectly reinforced 1n the
case of the emotional disorders of adolescence by
the parental figures, One of Alchhorn's patients
succinctly stateds "At home they always sald that
if I'd talk nothing bad would happen to me but when
T did it was always much worse. So I quit talking."(88)

However, not all silence represents resistance
but may simply be a means of preverbal communica-
tion. (89,90) In this respect it can become in-

valuable to the therapist in establishing a "per-
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gsonal language" with his patient. When sllence 1is 5
recognlzed as a significent element of communica-
tion and not regarded simply as an obstruction, the
aim of psychotherapeutic interviews becomes more
clearly one of mutual understanding rather than
mere acquisition of detailed histories. (91) Later
we will mention specifically how silence may appear
as a function of the fear of a positlive relation-
ship,

Positive feelings of the patient emerge as
more of a problem as the therapist is able to accept
and resolve the negative expressions of his patient
while maintaining the convictlon that a more posi=-
tive identity exists. (92) The fear of a positive
relationship as a loss of idéntity, as already men-
tioned, 1is one of the most important factors but
another related feeling may become evident., Not
only 1s the patient afraid that he may be "devoured™
by the therapist but in turn, he is afraid‘that he :
will find the therapist weak and able to be manl-
pulated. (93) In this way he would destroy his
identification of his therapist with his ego ideal
. of a strong, relatively independent individual and
i%.fail to find practical limits to ald him in realilty
testing and delineation of his own ego boundaries,
It is thus important that the therapist neither

gain control of the patient nor allow his patient
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to manipulate him,

Feelings of shame on the part of the patient
become Intensified as the adolescent's positive
feelings toward the therapist increase, As the
realization develops that the therapist understands
and percelves him for his real self, the patient
may not yet commensurately appreciate that the
therapist also accepts him with equal respect. Thus,
shame, the desire that the world, and especilally the
therapist, not notice his exposure, may result in a
temporary retraction from the therapist., This re-
traction occurs as a result of beginning to care
increasingly what the therapist may think of him
- while fearing his more real self will not be accept=-
able,

Conversely the patient may feel the rewards of
acceptance wlthout feeling that the therapist under-
stands or perceives his real identity, This dis-
parity may result in attempts to maintain the re-
lationship while still preserving a defensive facads.
Intellectualism is cleverly employed in this way
by the adolescent (94) even to the point of appar-
ently "working thrbugh” tranference neuroses while
only manipulating the therapist to an egocentric
end. (95)

With increasing feelings of acceptance the
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adolescent may also experience periods of paralyz-
ing sllences, These are not from shame alone but
also result from fears that he might blurt out for-
bidden words or thoughts that would reveal him to
the therapist and to himself., (96) The allenation
of parts of the psychic structure, the alterred
body image, the disturbance of the reality sense,
the masturbatory conflicts, all contribute in puberty
to terrible speculations regarding sanity. (97)

There is fear not only that the therapist will dis-
cover that he, the patient, is insane but that he
will confirm his own fears, With this fear of re-
vealment, there may also be fears of the emergence
of homosexual feelings toward the therapist if the
theraplst is of the same sex as the patient (98)
with all of the attendent diffiliculty then in resol=-
ving this with his self conception and his convic-
tions on the meanings of perversions, )
The environmental factors may also contribute
a portion to the resistances to therapy. The peer
group and its subculture i1s of paramount importance
in adolescence, (99) This must be considered both
from the stahdpoint that the child fears the dis-
covery by his peers that he is seeing a psychiatrist
and that the child, 1f assoclated with an adoles-
cent gang 1s often strongly identified with it. (100)
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If the adolescent has achieved some emancipation
from his parents the géng represents a welcome

~ shelter, a transition phase from the dependence of
the parental home to the eventual state of mature
interpersonal interdependence. In accepting this
temporary structure he utilizes the group code as
a substitute superego to replace the elements of
his superego discarded in the rejection of parental
behavior codes. (101,102) A consequence of this is
that the gang superego for the protection of its
existence includes the classification of adults as
dangerous to the integrity of the gang and conse-
quently of each member. (103) The adolescent does
not readily forsake this security of the group,
tenuous as it may be, for the prospects of rein-
stating the old sense of failure in a dubious re-
lationship with even a well intentioned adult. (104)

The other significant environmental influence

1s the parental relationship to the child, In many
instances the parents offer either open approval
of delinquent acting-ocut behavior or more commonly
indirect encouragement. The basic reason for this
indirect sanctioning of deviant behavior of the
chlld is the vicarlous gratification experienced
by the parental figures of their own forbidden im-
pulses, Thus, the superego defects of the child

1 frequently reflect similar defects in the parents, (105,106,107)
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When this parental abproval remalns unconscious in
the parents' personality structure, it may result
in a demand for punishment of their child's indis-
cretions as a‘projection of their own feelings of
gullt and need for punishment. This demand for
punighment is compounded if the parents are them-
selves basically narcissistic and react to the ad-
olescent's behavior difficulties as rejection and
hostility directed toward them., (108) The estab-
lishment of an understanding intimate relationship
with a therapist then becomes quite opposed to the
punishment that they had envisioned and attempts to
sabotage the relationship may become evident,

The parental obstructionistic tactics in the
cases of schizophrenic adolescents are even more
apparent. Here the possesive quality of parental
love makes the establishment by the child of an
emotional relationship with a therapist even more
1{ threatening to the pafents own emotional economy
than in the cases of other adolescent behavior dis-
L orders. Because the schizophrenic child is the
~ vehicle of the parents own needs, any therapeutic
Q progress represents a serious threat, the loss of
i{the child as a source of need gratification for the
E parents. (109,110) Additionally, many of these

\_parents are exqulsitely sensitive to the approval
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of others and religiously school their schizophrenic
children in techniques of "covering up" and "making
a good showing". (111) The attempts to disrupt the
relationship usually are exerted through parental
attitudes and verbalizations to the patient, They
may extend at times to harassing the therapist or
to attempts to prevent the child from keeping appoint-
ments and other more direct interferences with the
course of therapy,

Some of the difficulties inherent in the adoles-
cent patlent and the influence of his environment
are of considerable importance, However, the most
important factors, and the ones that are often neg-
lected, afe the difficulties that arise from the
theraplst's own personality structure. Counter-
transference accounts for a large percentage of
mistakes and failures in psychiatric treatment, (112,113)
This is particularly true where so many therapeue
fic attempts with delinquents are doomed to failure
by the theraplst's own resistance, (114) In a so=-
clety which stresses conformity, the pressure within

the therapist toward having his adolescent patient

:“="adjust" and "succeed" 1s probably very strong and

1t may be more difficult for him to refrain from
imposing his philosophy and hopes on his adoles-
cent patient than on his adult ones. (115)

There 1s a tendency on the part of the lnex-




%Aperienced theraplst in some instances to react to
the adolescent child, especially the schizophrenic
p&tient, with sympathy instead of empathy, usually
feeling "all the child needs 1s mothering". (116
This may well lead to a tendency to protect the
chlild and seriously endangers the therapist to man-
ipulation by the patient. (117,118) This excessive
identification with the adolescent 1s often on the
basls of a juvenile fixation or sexual overinvolve-
ment by the therapist and leads to therapeutic fail-
ure, (119) This emotional attachment may be a sado-
masochistic one that after only a short time the
therapist finds some means to terminate disadvan=-
tageously to the patient, Such termination 1is

. achieved usually by a covert allenation from his

f patient, well disguised by rationalizations. (120)
On the other hand, the patient-therapist relation-
i ship may be a very emotionally satisfying one for
the therapist. This may result in strengthening

f the patient's defenses initially by the therapist's
?'attempts to force himself on his patient, If a

~ relationship is established, the therapist may be
i‘reluctant to have the patient terminate therapy.

? As a counterpart to newly developing abilities to
;‘ferm significent object relations, there is usually
:ﬁa great readiness on the part of the adolescent tb

;give up his theraplst, (121) The reticence of the
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theraplst to recognize this point is obviously de=-
trimental to his patient., It 1s not the function
of the therapist to love his patients, in fact, it
is well to recall that 1n dealing wlth adolescents
that hate i1s not overcome by love but having no
more reason for exlstence it will disappear. (122)

In contradistinction to the excessive positive
countertransference there 1s the negative counter-
transference, This most commonly manifests itself
as a bland, amiable therapist playing an essentlally
emotionally sterile intellectual game of lnterpre-
tations and expressed insight. (123,124) With a
therapist such as this the uncooperative, often
silent patient, providing little material with which
to wofk intellectually, creates a certain technical
unease, a kind of therapeutlc anxlety where the ther-
apist tries "to make much out of little." (125) It
1s this sort of difficulty which leads to express-
ions such as "There can be no relationship without
the more alive and responsible evidences of self
which are involved in the expression of feeling."(126)
It 1s 1n such instances that the therapist, dis-
couraged and antlclpating failure projects the
threat of his own fallure onto the patient., (127)

The first test of the theraplst then is found
in his capaclty to tolerate distrust without re-

course to reciprocation of hostility, self defensive




seduction or sympathy determined identification.(128)
As 1n the treatment of psychotics, the therapist in
the case .of the adolescent must have such a degree
of inner security, that he is able to function inde-
pendently, whether he is loved by the patient or
not., (129) He must be able to fully accept the pa-
tient who lies and deceives him and retain the con-
viction that he would rather be decelved than be
basically mistrustful of his patients, (130) In
short then, the therapist must recognize the pa-
tient's unequivocal right to react to him in any
possible way and be able to accept this, respect=
ing lies and deception\as the defense mechanism

that they represent, This is not by any means re-
stricted to adolescent therapy but the adolescent,
because of hls demobilized psychic structure, bom=-
barded by anxliety, and emotionally self-centered
puts the psychlic integrity of the therapist to its
severest test, (131)

Besides phe feelings of rejection and hurt
that a theraplist may feel when the patient seem=~
ingly makes 1t impossible for him to help, (132,133)
a therapist may experience the feelings of fear
engendered by the shock of sudden exposure to crude,
primitive and unbridled expressions and acts of a
1ibidinal andvaggressive nature, The fear that 1s

felt, usually unconsciously, seems to be related to
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the stimulation in the therapist of unconscious
problems similar to those of the patient. Infan-
tile aggression will almost invariably bring forth
feelings of a simllar nature in the therapist

. - either openly or in a disguished form. (134,135)
The therapist may then react with abandonment of
the patient, usually under the éuise of various
rationalizations or he may become involved in a
therapeutic situation where he struggles with de-
termination so that the patient will not beat him
down, unaware that in this way he loses sight of
the therapy problem involved., (136)

In many instances, identification with the de-
linquent seems to harbor more danger than the cor-
responding process with the schizophrenic child
simply because the former's psychopathology concerns
recently acquired functioné in which the therapist
118 more llkely to have difficulties of his own.
Adolescents frequently require us to identify by
empathy with thelr open aggression, thelr stealing,
lying and deception. In order to understand the
adolescent, one must temporarily relinquish one's
own moral standards. Silnce these are a recent ge-
quisition, the treatment situation becomes a greater
danger to the theraplist with the deliquent adoles- : |
cent than with the more seriously 111 schizophrenic
| patlent, (137) ‘ |
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CHAPTER IV
CASE SUMMARIES

Five case summaries will be briefly presented
with attention being primarily directed toward the
psychotherapeutic relationships. The author, who
acted as therapist In these cases, had had no for-
mal tralning prior to his experience with these pa-
tients. However, he was, at all times, under the
supervision of trained therapists. The observations
and concluslons are, for the most part, subjective
ones of the author and reflections of the insight
that he was able to obtaln in the course of tutor-
ial sessions with the supervising therapists. In
an attempt to gain some objective view of the course

of therapy, the author recorded the interviews in

. the first two cases with which he worked. These

were the cases of M., B, and N, H., the recording
being accomplished with a tape recorder with full
knowledge of the patlents, The recorded interviews
were reviewed by the therapist and some of them
were presented to the supervisors for discussion
and criticism,

1 CASE I M. B. a thirteen year old girl

I M. B. was seen for a total of twenty two form-

ally arranged intervliews over a period of eight

- weeks, All of these but one were tape recorded.

- In addition  to the formal appointments, there
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were many casual, Informal contacts on the ward at
the Wisconsin Diagnostic Center in Madison, Wisconsin,
where this girl was a patient for this time. One
follow-up interview, about six months after the term-
ination of therapy, was held at the Wisconsin Child
Center in Sparta, Wisconsin to which M. B. had been
transferred from the Wisconsin Diagnostic Center,
For thls case the theraplst was supervised by
Dr., William F, Fey of the Departmenﬁ of Psychiatry,
University of Wisconsin School of Medicine and
Dr. Robert O'Connor of the Wisconsin Diagnostic
Center, 7
. This chunky, thirteen year old girl is gener=-
~ally sloppy and her short hair, usually worn with
bangs, 1s frequently uncombed. Her features are
not unpleasant but are often sullen, defiant or
screwed up demonstratively into a sneer or teasing
coqﬁettishness. Most people, including some pro-
fesslonal personal, were quick to react toward her
with 111 concealed hostility and she was referred
to by her peers as an "obnoxious brat".

M. B. came to the attention of the Juvenile

Court because of a recurrent problem of running

aﬁay'from home and poor school performance., Event
ually M, B. refused to return home and her mother
. concurred with her in this declsion, feeling that

| she could no longer control her daughter, At this
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time, she wgs referred to the Wisconsin Diagnostic
Center by the Juvenile Court for psychiatric eval-
uation and recommendation of placement.,

The father of M.B., twenty one years the senlor
of her mother, deserted his wife during her pregnancy
and she apparently attempted sulcide at that time,
Shortly after the birth of M, B, however, her par-
ents reunited, This man subsequently spent little
time with his family, travelling extensively and
1s known to have been a fur thief and bigamist, &
sister of the patient was born when she was four
years old. ®Shortly after this the father discon-
tinued his sporadic visits home, deserting the family
entirely, M. B. has not seen her father since this
time and is bewildered as to why he deserted her,

The patieht's mother has schooled M, B, in hostility
toward her father and has apparently displaced some
of her own hatred for her husband to the patlent,

As a result of this M, B, looks on her father as
wicked and feels that because of this she must be
"pad" in some way herself, She often fantasles
visifing her father's other wives and children about
the country.

'Initially M, B. was unable to verballze any-

~ thing but open hatred for her mother, recounting

many storles of physical abuse at her hands, How-

ever by the termination of the relationship, she
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was able to state that she was much the same as her
mother, belng unhappy, sarcastic, afraid of people,
trusting few people and being liked by few people.
Until M. B, was nline years old the family, after -the
desertion of the father, lived either by themselves
or with the patient's maternal grandmother, the
mother working throughout her married life to sup-
port the family. When M, B. was nine years of age,
the patient feels that her mother changed dramati-
cally., Prior to this time her mother had, to M.B.'s
knowledge, remained faithful to her first husband,

At this point however, the family moved into the

farm home of a man who willl be referred to as a :

stepfather, There apparently was never a legal

marriage, a fact of which the patient 1s fully aware.
With these developments, M. B, found it nec-

essary to vie for the attentlon of her mother, Her

younger sister became the open favorite of her mother

and stepfather and the patient's attentlon getting

behavior resulted in many severe beatings. The

stepfather is reported to be a rather passive man

~ who spends many hours playihg with M, B.'s younger

- sister. The patient is jealous and has futilely

tjattempted to be likable to this man belng deeply

. hurt that he did not care enough for her to adopt

" her, The patient's younger sister 13 apparently

3}adopt at blaming her own misdeanenors on M, B.
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Two boys, aged two and four years, have been born
to her mother and stepfather and she has found that
these two boys were the only members of the family
who would accept her and she 1s very fond of them,

T hroughout her school history she has performed
adequately acedemlically, She has had few friends,
was a "tomboy" and "daredevil" and caused concern
to the teachers through her attention getting be-
havior, More recently she has come to the atten-
tion of the teachers for telling sexually tinged
storles, She did not chose to discuss her sexual
interests with the therapist until the follow-up
Interview., At that time she discussed her awkward-
ness with boys and her desire to be able to have a
boyfriend without having feelings of shame,

The course of the twenty-two interviews could
only be described as consistently unpredictable and
at times almost tumultous., There was variation
from a marked push of speech and flight of ideas
to long periods of silence, the patient appearing
in abject despair. Only occasionally, and these
times in the later interviews, was any semblance of
a discussion of a single topic possible, The great
majority of the tlime, there was marked distracta-
bility, the patient rarely sitting,rather pacing
the room continuously, handling and examining what-

ever objects were avallable, 3She spent a consider=-
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able time at the window, ignoring the therapist,
calling out'to anyone that she recognlzed and in-
volving them in prolqnged conversations wheﬂever
possible., Rather long periods of direct teasing
and open hostility were common, the therapilst being
deluged at times with persistent personal questions

&‘ and accusations, She alo presented a fantastic

array of somatlic complaints and challenged the ther-
apist's medical abilities when she found that she
was unsuccessful in obtalning sympathy in this man-
ner, The majorlity of the material that she chose

to talk about revolved about the hospiﬁal activi-
ties and ward routines.

The most constant object of her open hostility
was the tape recorder, M. B. frequently manipulated
 the microphone and would finger the revolving spools
] of tape, never actually stopping them, however, She
f frequently used her masterful teasing technique in
i this connection: "I would tell you why I'm so mad
f‘at you but the recorder in on." The therapist was
; careful not to allow himself to be baited into these
' MGontt you wish you know what I know" games, It is
3interesting to note that the patient never utilized
‘iperiods of casual ward contact to talk of any of the
‘material that she stated was withheld because of the
;tape recorder, Because of uncontrollable circum=

- stances, one Interview was held without the tape
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recorder and this was one of the most unproductive
and unsatlsfactory interviews of the series., It
seems plausible to surmise that the tape recorder
was used by the patlent as an object for aggress-
ion displaced from the therapist, her pretense at
withholding materlal being am attempt to manipulate
the therapist. As an 1lnteresting corallary the
therapist, in response to his own anxiety, turned
off the recorder near the close of the seventh in-
terview after M. B. had expressed considerable hos-
tility toward 1t. As soon as this had occurred,
the patient became anxious, very hyperactive, 1lik-
ened the therapist to her stepfather and insisted
the therapist was angry with her. Perhaps she re-
cognized the turning off of the recorder as a se-

ductive move which intensifled her fear of a more
intimate relationship., One difficulty that the
: recorder did accentuate was that 6f feelings of
shame on the part of the patient, These were pro-
minent throughout the entire course of therapy.,

The first two interviews were devoted to feel-
1hgs of persecution, open hostility toward her
‘family and a sarcastically flavored self deprecia-
tion, The next five interviews were elther spent
in almost total silence or contained long periods
of sllence. During the silences her affect was one

of depression and at times she would bury her head




in her hands and cry. 7The therapist made no attempt
to interrupt any of these silences, In the last of
these hours, the seventh hour, the patient began to
demand that the theraplst not look at her and that
the recorder be turned off. It was at this point
that the therapist did indeed turn off the recorder
as already mentioned, The recorder was relntroduced
at the time of the next interview, The early objec-
tions of the patient to the tape recorder seemed to
revolve about her feelings of shame ( "I don't want
a million and one persons listening to me.") as
did her demands that the theraplist not look at her,
Her verbal attacks on the recorder persisted, and
in fact increased, up to the conclusion of therapy.
The quality of the objectlons changed however. The
recorder later was described as a confusing, hard
to understand object that made her dlzzy, and of
which she was afrald, By the tenth hour, she had
‘begun to liken her feelings of being "dlzzy" to her
fear of water and inability to swim. For these rea-
sons she wished that she could smash it. Here pos-
'sibly was a displacement of her fear of the develop=-
ing positive relationship with the therapist.

With the twelfth hour, there began an accep-
tance of the developing positive relationship., She
protested that the room seemed different: "L know

j I'm gone now, I've tried to pretend everything's
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all right but I can't keep it up. I'm so unhappy

I could die, just a chicken with it's head cut off,
that's me! I know I'm crazy, go ahead and say it."
And thus began sporadig reference to her fear of
insanity and the fear that she would never improve
but only get worse, Near the close of this same
hour, she began to speak of her feelings for her
real father and her fear that people would take
advahtage of her if she were to trust them, Dur-
ing thls hour she began to evidence unsteadiness

on her feet, that culmlnated three interviews later,
in a total collapse on the floor., This fall on her
back appeared to be without objective cause, She
very seriously announced "l always laugh instead of
cry but I'm glad you're not laughing." With this
dramatic episode she seemed to summarize her wille
ingness to trust the therapist.

In the next hour, M. B. began to show her first
positive feelings for the therapist, Characteris-
tically thils was as dramatic as the previous hostility.
She said that the therapist was the father that she
had never had, that she worried what he might think
~of her, that she wanted to run her fingers through
hils halr and began to find excuses to touch him as
she walked about the room, However, her evasive-
ness and distractibility remained and the teasing

increased. She spoke now of her worthlessmess and
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insisted that she would run away. Just prior to
the eighteenth interview M. B, did make an attempt
to run away though she stopped and waited when it
appeared that she might actually get away., That
same night she participated in attempts at property
destruction with the other patients on the ward.
She was ashamed to face the theraplst the follow-
ing day and when he indicated neither approval nor
disapproval she demanded punishment from him: "Now
you know what I'm really like,"

In the remainder of the interviews, she began
to speak of her identification with her mother, her
dejection that her stepfather did not seem to like
her and feelings about her father. She stated
openly that her somatic complaints were affected
to gain attention. On one occasion she remarked
"I used to worry &hat I was crazy, now L know I'm
not. 1I'd die if you wére a paychlatrist and could
figure me out. This way I wonder about you just as
you do about me, even steven,"

The patient was reluctant to go to the Wisconsin
Child Center at Sparta, Wisconein. However, she
made a fairly good inltial adjustment and began to
do well 1n school. At the time of the follow up
interview, si1x months after the termination of the
interviews, the patient immediately began to speak

. of her problems, She was able to relax and talk
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of her feelings even more easily than any time dur-
ing the course of thefapy. She talked extensively
of the correspondence with her mother that she had
recently resumed, of her interest in boys. ®he
spoke of dreams involving the therapist, making re-
ference to her conviction, when depressed, that at
least the therapist, if no one else, cared what
became of her.

This patient almost consistently presented a
petulent and coquettish facade, sneering, pouting
and teasling in alternation. The most difficult
single factor for the theraplst was the persistent
and insistent questions and accusations, all of
which were of a personal nature, The patlent was
not motivated for therapy at the onset of the in-
terviews, Despite the above mentioned difficulties
however, it appears that the patient was able to
utilize this opportunity to form a psychotherapeu=-
tic relationship,

CASE II N. H, a fifteen year old boy

N. H. was seen for a total of thirty-one in-
terviews over a period of eleven weeks. As with
Casel all of the interviews were tape recorded with
the patient'!s full knowledge. These thirty-one
structured interviews were conducted during the

time that the patient was at Mendota State Hospital,
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Madison, Wisconsin., However, previous to these in-
terviews, the theraplst had had casual contacts with
the patlient while he was at the Wisconsin Diagnostic
Center., During the course of the thirty-one inter-
views, the therapist was supervised by Dr, William
F, Fey of the Department of Psychlatry, University
of Wisconsin School of Medicine and Dr. V. Terrell
Davis, then Clinical Director of the Wisconsin
Diagnostic Center but presently Director of Mental
Health for the State of New Jersey,

This fifteen year old boy, though well developed,
is not as physically solid and muscular as many boys
of his age, rather retalning certain childlike qual-
ities. He 1s, however, well proportioned with plea-~
.sant features, superficially friendly and cooperative,
soft volced and attentive., At the Diagnostic Cen-
ter he showed occasional bursts of generalized overs
activity and inappropriate anger of an Impulsive and
rather undirected nature,

N, H. came to the attention of the Juvenille
Court for stealling. Three unsuccessful foster home

placements were attempted before the patient was

~ sentenced to the Waukesha School for Boys for car

theft. Almost Immediately he became a management
problem because of overt homosexual activity and
he was transferred to the Wisconsin Viagnostic Cen-

ter for psychiatric evaluation. It was concluded




that, although this boy was not psychotic, the most
desirable available disposition was a transfer to
Mendota State Hospital.,

The father and mother of N, H, separated at
the time of his birth and he was immediately placed
with his maternal grandmother, a woman who had had
three 1llegitimate children, His mother was never
interested in his care and at the age of three he
was placed with a children's agency, At this point
his father prevailed upon his own married sister to
adopt him, Following this, his father joined the
armed services, later deserted and at the present
time is in the Minnesota State Penitentiary,

The adoptive parents both held factory jobs
so that the majority of the day he was always cared ‘
for by a neighbor woman, This was the case through-
out his childhood. The neighbor woman who cared
for him reportedly was nelther affectlionate nor under-
standing and cared for him solely because of the
monetery remuneration that she received., His adop-
f tive parents showed little interest in his welfare
and as they had little modesty, they frequently
went about the house nude., As N. H, slept in their
bedroom until he was twelve years old, he frequently
observed them in sexual intercourse, his parents
making no attempts to conceal sexual acts from him,

N. H. was always an unhappy child who had few
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friends., He had been free of overtly delinquent
behavior untll age teh. It was about this time
that while going through some of his parents be-
Yongings hedlscovered that he had been adopted.
He recalls this discovery as a catastrophic shock
and he cried for long periods in despair, His
parents attempted to deny hils adoptive status but
after a month's period of persistent questioning,
they conceded that it was true.

From this time on, he was hostile and resent-
ful toward his parents., At school, he became anta-
gonistic and rebellious and was an agitating in-
fluence in the classroom, He would return from
school with the property of other students - a fact
to which his parents paid little attention. Soon
after this, he began to steal bicycles and money

and came to the attention of the state agencies,

- He was removed from his three attempted foster

home placements because of lying, stealing and in
one instance for taking sexual liberties with a
twelve year old girl.

In the thlrty-one interviews the patlent gen-
. erally did not chose to talk of hls problems but
; talked evasively of hospital actlvities - only
. occaslonally introducing his own feelings, and
~ these in a fleeting fashion. His attitude varled

ﬁ_from qulet, deep dejection, through irritated bore-
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dom to the more common insolent flippancy., This
often became so intense that whatever the theraplst
sald was categorically denied, even i1f 1t be a repe-
titlon of the patient's own words. Except on rare
occaslons, during the entire thirty-one interviews,
1t was impossible for him to accept any reflection
that he was uncomfortabke, regardless how dis-
traught he might be, In like fashion any reflec-
tion that he wondered about something was met with;
"Wh, I never give that a thought." In this way he
attempted to appear as a detached, emotionless per-
son, insulated from the problems of 1life, The only
emotlon that he would at all commonly admit to was
that someone had made him "mad." Such an admission
was always followed with elaborate descriptions of
‘how that person had suffered before his unleashed
anger,

The patient almost always came late and left
early, armed with trivial excuses, OUn two occaslons
he failed to keep his appointments. N. H, was
allowed as complete control of the interview situ-
ation as was possible. No objection was made to
his coming late or leaving early and all of hils de-
fensive evasiveness and denial of his problems were
permitted unchallenged. This was done as the thera-
plst felt that taése_were important defenses and

that if he were able to galn sufficient ego strength




in the course of therapy he would be able spontan-
eously to rearrange his defenses.

There were three dramatic exceptions to his

usual affect and behavior, the eighth, the sixteenth

and the twenty-fourth interviews. The inlitial three
interviews were of a sarcastic, whining, complain-
ing nature with expressions of feelings of persecu-
tion and requests for éersonal favors, In the next
four interviews, perlods of pensive and dejected
silence began to appear. These silences would at
times extend up to twenty or thirty minutes and
very little subject matter was dlscussed during
these hours. At the close of each session, the pa-
tient would ask 1f the theraplist was intending to
come to the next scheduled interview, The culmina-~
tion of this was the first of his three exceptional
interviews, an active eighth hour, The patient be-
gan by volcing his expectations for the future in
glowing terms. Thls however, soon faded into ex-
pressions of feelings of uncertainty and the nec-
essity to fight. The latter was expressed in al-
‘most desperate terms and he concluded with refer-
ences to his feelings of inadequacy: "Even if you
lose, you got to fight or the whole world walks on
you. But I ain't strong, I'm weaker than a mouse,
I have to try to get by on cleverness, "

It was followlng this eighth interview that
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N. H. developed the habit of coming late and leav-
ing eérly. This persisted unhtil the termination
of therapy. The seven succeeding interviews, often
as short aé twenty minutes, were tense, distant,
and highly evasive, no other feeling of any kind
being apparent. In the last of these, N, H. stated
that he felt somewhat obligated to talk but that
he didn't have anything to say and was bored with
Silence whenever this occurred. The therapist
assured him that this feeling was understandable

and acceptable and that he was not obligated to

~ come at all., The next interview was again a mean-

~ 1ngful one. We will see this occur again even

more dramatically in Case IV - the effects of a
restatement of the noncompulsory nature of the in-
terviews on a tense and distant patient.

The sixteenth interview was, as the eighth,
filled with steady verbalizatlons, the patient re-
laxed and appearing depressed. Previous to this
time, he had often stated that all that he wanted
was to return to his parents. This hour he spoke
of many past experiences, of his car theft, of his
enjoyment of farm work., This led to a spontaneous
suggestion on his part that perhaps 1t would be a
. mistake for him to go home, that he might do better
on a farm,

After falling to keep the next appointment



there agaln ensued seven tense, distant and evaslve
interviews. There appeared complaints that the doc-

tors were ignoring him and he was thinking of runn-

ing away but had not yet attempted it. 1In retrospect

it appears that the therapist did not perceive these
as requests for more active participative gestures
on his part., Perhaps, 1f the therapist had more
directly attempted to assist the patient to deal
with his problems, this stasis might not have en-
sued, On the other hand, this therapist-patlent
distance may have been necessary in'assuring the
patient that the therapist was avallable though did
not iIntend to assert his position nor seduce the
patient into a closer relationship, Thus, more
active moves on the part of the therapist might
have made it necessary for N, H, to retract from
the relatlonship altogether,

However, the conclusion of the second appear-
ance of a seven interview stasis, the therapist,
in response to his own dissatisfaction and discour=-
agement, began to more actlively pursue the patient's
feelings., Again, as iIn the eighth and sixteenth
hours, the twenty-fourth hour was one of relaxed
dejection and steady verbalization. N, H. stated
that he wanted to joln an actively antisoclal ad-
olescent gang when he was released., If he @dldn't

e
L ]

he would feel that he was a "nobody "Grownups
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never understand thiﬁgs Il¥e that, AT don'y go
back home and prove that I'm not chicken anymore
they'll be laughing at me the rest of my life."

This stream of verbalization was however suddenly
interrupted and an intense silence followed. From
this silence he suddenly blurted, "Why didn't + keep
my damn mouth shut! I've been locked up three lousy
years, now I've fixed my only chance to go free,"
With this he left the office,

The final seven interviews were turbulent ones,
filled with uneasliness and hostility on the part of
the patient. There was considerable "forgetting"
of appolntment times or remarks such as: " I can
Just stay a few minutes, they're walting for me to
come and play cards on the porch." Interspersed
with this iIncrease in his resistance there were also
brief moments when he chose to reveal some of his
intense feelings. Such statements were voiced as:
"I try to be good around here but nobody pays a
damn bit of attention. That's the way it always
is, you may as well do as you damn please., " "I
don't glve a s--- about anything else, I just want
to get out., Ever since¢ I was thirteen, I've been
locked up in some fe-==-- place. Never could do
nothing. One damn lousy football game I've been to!

Only time you're free 1s when you run away, then



they get you." "People here, people there, people
anyplace I been to, they don't give a s--- about
me. It's terrible to know that nobody give a good
God damn what the hell happens to you."

At one point the patient in a hostile tone
announced that his doctor had told him that as soon
as the therapist terminated the interviews (because
of having to leave the city) a socilal worker would
be assigned to him to work out plans for his dis-
charge, Thls announcement was effective in mobil-
izing the therapist's feelings of discouragement,
Feeling gullty over apparently prolonging a rela-
tlonship that was so unsatisfactory fo the patient,
The therapist immediately offered N. H. termination
of the interviews. This apparently took N. H. some-
what off guard and with thé only warmth that he had
ever shown toward the therapist in the thirty-one
Interviews sald: "No. If it weren't for you I'd be
here much longer, you're the only person that ever
tried to help." With this he immedlately changed
the subject.

In the next to last interview he announced
that he had decided that he wouldn't go home. In-
stead he had told his social worker that he thought
that he had better stay in the hospital several
tore months and that then he would like to try

another farm foster home.
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The last interview was typical of the previous
ones, Near the end of the interview he begzan to
_tell of an experience of having fallen through a
hole in the ice over a lake. He felt that he didn't
know which way to swim; he found an ailr pocket, "but
I didn't have brains enough to breathe from it. Some-
how, by accident, I found the hole and my friends -
i' pulled me out. I was lucky they grabbed me, I was
| ticketed to be a goner." He dwelt on this incident
for some time, repeating and elaborating on the de-
tails, Whether thls was related to his feelings
‘concerning the interviews, there is no way to as-
cdrtain, This was followed immediately by his
final parting from the therapist, so characteris-
tic of N, H., "Well I have to go to the movies now,
I'll be seeing you. Oh walt, this is the last time
isn't 1t? (pause) Yeah I guess so. When will you
be back? (no pause) Oh well, so long, gotta rush."
This was a difficult patient for the therapist
and his occaslons of discouragement at times may
have been apparent to the patient. Only on thé
occasion that N. H. reassured the &herapist about
his interest in continuing the relationship was
1t overtly apparent that the patient reacted to the
therapist's discouragemént. What deleterlous effect
this'discouragement may have had at other times

could of course not be measured. As thils was the
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second attempt of the theraplst, he may have been
less discouraged than might be expected however.
He had little expectatlion of achleving psychother-
" apeutic progress and had had no experience with
cooperative patients at this point. Interestingly,
the tape recorder which was a focus of so much

comment in the case of M. B, was never openly a

- cause of difficulty,

It appears that the major difficulty was the.
patient's fear of developing a poéitive relation-
ship. Whether this was connected with a fear of a
homosexual transference 1s not apparent but no
overt evidence exists in this area except its poss-
ibillity because of the patient's previous homosexual
. history. If the patlent had been in the community, .
faced with more immediate practical problems, he
might have developed more anxiety that could have
been instrumental in motivating him more strongly
to explore his difficulties, Subjectively, the
therapist feels that a psychotherapeutic situation
existed, tenuous and unsatisfactory as i1t may have
been, Whether progress could have been achleved,
whether the relationship could have been maintained
1s problematical., The patlent's ablility to reject
his parental home and seek the more realistic farm
placement seems to reflecdt an increase 1n ego

strength. What part the hospital, the therapist,



the parents, the other patients and this toy's own
restitutive capabilities may have contributed can

only be speculation.

CASE III J., M. a éixteen year old boy
J. M, was seen for a total of eighteen inter-
views, as an outpatient, over the course of nine
- weeks, The therapist was supervised at this time
by Dr. Harold F. Borenz of the Wisconsin Diagnostic
Center. The patient was under the Jurisdiction of
the Stevens Point District of the Division of Child-
ren and Youth, Department of Public Welfare, State
of Wisconsin,

This sixteen year old boy is well developed,
muscular and generally large for his age. He has
curly halr and a swaggering galt, his features be-
ing moblile, readily refledting his emotions. On

first encounter he bore an air of flippancy and de-

. flance that might easily be construed as self cone

fidence.

The patient came to the attention of the Ju-
venile Court early in 1954 after threatening the
"town character" with a knife and engaging in
. several street fights. Subsequently there were
; two instances of public petty theivery of articles
that the patlient did not actually need., For ex-

ample, one of these was the theft of two packs of
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clgarettes from a parked car when he had cigarettes
in his pocket.

J. M.'s father is autocratic, demanding unques-
tioning obedience, with severe punishment the result
of any challenge to hls authority. This man has a
second grade education and from his early childhood
has worked vigorously, bteing unable to tolerate idle-
ness 1n himself or in others. He has always been
unable to acknowledge any success on the part of J.M,,
quick to discourage and depreclate any of his son's
attempts at accomplishments, apparently seeing his
son as a dangerous, competetive figure. This man
has never enjoyed his chlldren, will be glad when
they have left home and in the meantime 1s distrust-
ful of them, frequently checking on their where-
abouts when they are away from home, J. li. has re-
celved many beatings in the past from his'father
but has never struck his father at any time. He
feels gullty about his strong desires to do so.

' J. M, has always sought to have hils father like

him and be proud of him, but he now avolds contact
with him, as he feels that even frlendly gestures
on his part are misinterpreted by his father as
hostility. J. M. 18 fully aware of his ambivalence
toward hils father and waé able to assoclate his de-
sire to fight older, stronger men, who would inver-

lably subdue him, with his desire to fight his




father. On the other hand he wishes that he were
closer to his father and is disappointed that his
father never attempted to help him as he had hoped
"he would when he was in trouble.

J. M. 's mother 1s a meek woman who married
the only boyfriend she ever had., She has always
felt unsure and offers the fact that she has shown
little affection toward her two oldest children but
resents thelr lack of dependency on her. She attempts
to get him to confide in her when he 1is upset but
if he does she belittles his problems, J, M, has
found that it 1s better noﬁ to talk at all, many
days going by without any words belng exchanged
between he and his parents. His mother has arranged
to collect large proportions of his wages to spend
as she wishes on herself and blames the patignt for
her large medical bills due to her "nerves". LThese
result, she clalms, from J. M.'s arguments with his
father., At one point in the interviews J. L. said
;'5while sobbing brokenheartedly: " I want Ma and Dad
to love me so badly but I know they've never cared
about mé. Nothing I ever did made them happy, If
I only knew what they wanted God knows I'd do it
or die trying."

From the age of five to ten years J. I, spent
his summers on the farm of a childless aunt and

uncle. This arrangement supposedly arose qulte
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spontaneously one Sunday when the family was visit-
ing the farm., He vividly recalls his father asking
him 1f he would like to stay oh the farm and his re-
ply: "I'm not scared to, I'll stay." He feels that
this.was the start of his trouble, that he deserted
his family., He remembers wishing that he could stay
on the farm all year, regretfully returning home in
the fall and not caring whether his parents visited
him in the summer. The summer that he was eleven
however, his aunt and uncle quarrelled continously,
his uncle drank excessively and there are some in-
dlcations that he had a disturbing sexual exper-
lence, He asked his parents to take him home at
this time and he has rately visited the farm since.
J. M. has an older sister, age eighteen, who
married, left home, and rarely visits the parental
home., At age sixteen she was on probation for a
year after stealing from her employer., During the
course of therapy, the patient's attitudes toward
his sister changed from one of condemnation to one
of emvying her successful emancipation from their
parents. He now shares many of her views concern-

ing parental attempts at overcontrol., A sister

one year younger than J. M. 1s reportedly "boy crazy".

Near the end of the eighteen interviews, the patient
began to express his embarrassment that she, though

younger, was virtually engaged, when he had never
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had a date. A younger brother, age ten, is openly
favored by the mother., J. M, feels envious of his
;avored position but also recognizes that he will
have even greater difficulty in achieving emanci-
pation. This ten year old boy has already come to
the attention of the school authorities for steal-
ing from his classmates.

J. M. was a defilant, unhappy child with very
few friends., The winter following his return from
the farm of his aunt and uncle he sufferred from
mausea, severe headaches, "falnting spells", most
of which occurred in church., J. I always did well
in school until high school. He failed the first
year of high school and while repeating it, he de-
clded to quit six weeks before the final exams,

He regrets this decision and wishes that his parents
had cared enough to insist that he continue. His
poor school performance he relates to belng angry
"twenty-four hours a day" with loss of interest in .
everything., He had few friends when attending
school and since quitting school engages in no
activities whatsoever with his peer group, his few
interests being to hunt and fish alone or spend
hours alone in his room listening to the radio.

The majority of his time is spent working at his
several jobs,

J. M. jolned the Marines at the close of ther-



apy and he had considerable conscious ambivalence
over this decision. He jolned the service to escape
his home, to prove to his father that he could be a
success and to find a situation "where they are will-
Ing to enforce the rules for your own good, treat
you fairly but don't let you get away with doing the
wrong thing." J. M. was convinced that he was going
to be very homesick but felt the fawmily, as long as
they received his allotment checks, would not miss
him,

Je. M. 1s very concerned about his bodily in-
tegrity, remarking often on his strength and tough-
ness. In the course of therapy he began to mention
his feelings of inadequacy, especlally when in the
presence of girls, Eventually, he began to speak
of the fact that he was often mistaken for a girl
in photographs and concluded: "I guess I'm a boy
whether I like it or not and I can't change it."
This confusion of sexual identification reflected
itself in his never having had a date and a trouble-
some masturbatory problem with elements of fetlsh-
ism, During the latter part of therapy he began to
correspond with a girl despite considerable fear
and anxiety over this enterprise.

From the initial interview J. M. was able to

use the therapeutic hours to a remarkable degree.

At no time did it become necessary to question the
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patient except to clarify statements or feelings
that he was expressing. All subjects were intro-
duced spontaneously by the patient himself and the
great majority of the insightful remarks stemmed
directly from the patient, the thefapist assuming
practically none of the responsibility for the pro-
gress of the interviews. The patient was open 1n
the expression of his feelings, stating in the very
first interview that he felt that he needed some-
one with whom he could talk and he was wondering

if the theraplst could be trusted, He then immed-
lately launched into his feelings of ambivalence
toward his parents,

Over the course of the first ten hours, the
subject matter revolved primarily around his past
and present difficulties with his parents. As
earlj‘as the fourth interview he was able to re-
lease a torrent of emotion concerning his feelings,
his need for love and his feelings of rejection by
his parents. Shortly after this, he stated that he
was regalning the appetite that he had lost a year
‘and one half previously and was feeling better able
to be around other people without feeling he was

being laughed at behind his back. In the next four

hours he turned his attentlion away from past events

to a more careful scrutiny of his present feelings,
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He began to show amazing insight., For example, when
discuésing an automoblle accident in which he had
just been involved, he began to describe other acci-
dents that he had had only to stop suddenly to say;
"Wny most of those were my own damn fault, as'if I
was just asking to get hurt, like when I pick fights
with some of the blg guys in town. Sometimes, I
feel that all I really need is someone to beat the
tar out of me for all 6f the things that I've done."
The last four interviews were devoted to hils fears
about entering the Marines, hls feelings of inade-
quacy as a man and hls difficultlies in the sexual
sphere.

So in the course of the nine weeks, J. M,
showed a progression from the discussion of his
past to that of his present difficulties. At the
termination of the relationship, the patient spent
cconsiderable time 1n discussing hils feelings about
the experience. At one point he said; "When 1 first
began I felt I had to come and talk but somewhere
I began to want to come. At least I could blow off
here 1f nowhere else. It seems that I used to be
mad all of the time for the past two years and 1
kept doing things because I was mad and people kept
trylng to stop me because they were mad, I don't
remember what 1t was but you must have glven me

some advice because I'm not mad anymore., Oh I

67




68 V;‘
still get mad now and then but not as often or aé {
bad. I don't know 1f 1 need help anymore or not
but I'm not golng to think about it because there |
won't be any around.," |

Except for the inability of J. ii. to express
hostility toward the therapist this was a highly
satlisfactory relationship. If there were diffi-
cultiecs in establishing the psychotherapeutic re- {

lationshlp, the theraplst is unaware of them.

CASE IV E. M. a fifteen year old boy . ﬁ
E. M. was seen for a total of eighteen outpa- ﬁ

\

tient interview sessions over the course of nine b

weekd, During this time the therapist was super-

vlised by Dr. Harold F, Borenz of the Wisconsin
Diagnostié Center, Madison, Wisconsin and Dr.
William Heywood of the Marshfield Clinic, Marsh-
field, Wisconsin., Throughout this period the pa-
tient was under the jurisdiction of the Stevens
Point District of the Division of Children and
Youth, Department of Public Welfare, State ole1s-
consin, The patient had come to the attention of
that agency because of a single episode in October
1954 when, in the company of two other boys, he

. had particilpated in puncturing bicycle tires and
stealling bicycle parts in the school yard.

This fifteen year old boy is slender, well




proportioned and well developed though somewhat
effeminate in appearance. He moves stiffly and
somewhat awkwardly in a very self conscilous,
rigidly controlled fashion. He shows marked
flattening of affect with very few spontaneous
faclal expressions. IHls expression was usually
an assumed one of thoughtfulness and obediant
resignation,

E., M, was born as the third child of frugal,
rigid, socilally reserved parents. Hls father 1s a
small, qulet man who rarely speaks or joins in
activities, even within the family group, his only
interests belng hunting and fishing, E. M, rarely
speaks with his father, is frightened of him. and
although he has never been struck 1s afraid of
bodily injury whenever his father becomes angered.
This man has always disparaged any of his son's
accomplishments. Except for a carefully calculated
amount of money that allows E. M., to attend the
movies once a week, he gives the patient no money,
feeling that he should be earning his own money.

] However, when E. M, requested permission to obtain
a paper route he refused on the grounds that he

i didn't want any member of his famlly to be out "in
all kinds of weather". This man has refused to

% cooperate with the social agencies, interpreting

. their intervention as an invasion on his family's
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privacy.,

E.M, i1s closer to his mother than to his father
and the few problems that he confides to anyone are
confided to her., All requests within the family
are directed to her. Whenever a request 1s to be
refused however, she frequently refers the child to
his father, The mother is the chief disciplinarian, :
never using corporal punishment, but apparently bee
ing liberal with verbal abuse. The patlent recalls
quite warmly that his mother would read to him as
a chlld, As late as age fourteen, she would read
his school reading assignments to him in'lieu of
his attempting them himself, She has been diligent
in protecting him from physical harm, disapproving
of sports and being selective 1n the boys that she
allows E, M, to have as friends. Her reaction to
her son's difficulty with the law was; "How could
ﬁe have done such a thing to me." She has per-
slsted to the present in the feeling that she will
never be able to forgive him, Instituting extreme
measures to keep his difflculty secret, even from
her own mother who resides with the family., She
immedlately curtailed the patient's libertiés for
more than a year. He was required to come directly
home from school, assoclate with no members of his
peer group at any tlme and was allowed out in the
evening only one night per week. That night, he

was allowed to attend the movies
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with hils mother or his sister. She deemed this re-
gime as falr punishment for what E, M, had done to
her.l

E, M. feels guilty that he "let down" his
mother and 1s uncertain as to how his mother feels
toward him, percelving that he 1s the object of
conslderable hostility. He suppresses his anger
toward his mother, fearing massive retaliation and
handling his anger by retreat to his room and fan-
tasy life.

E, M. has always envied an older brother's
accomplishments who has now married and lives away
from home. The patient has a sister one year older

- than he who stlll resldes in the parental home. He
has never been close to either of his siblings though
during childhood the children of this family always
played together, rarely with other children. The
patient can recall no time when any other children
have been in his home, feeling that they would not

be welcomed by his parents. In fact visitors of any
kind are 1hfrequent, even close relatives rarely
visiting the home.

For the past eleven years E, M, has spent sum-
mers, or parts of them, on a farm of an uncle and
aunt who have several children of their own. He
has enjoyed these summer periods, finding his aunt

a warm, understanding person and his uncle a man
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who has shown interest 15 teaching him skills such
as driving a car and other endeavors that his par-
ents have never ailowed him. Interfamily dlscoed
has now disrupted these summer vislts,

E, M, has dreaded to get up each morning, has
always been frightened of his peers and has been
the object of teasing since he can recall, He has
made very few friends and feels that no one llkes
him, Despite an I.Q. of 97 he has done poorly in
school, frequently being grouped with slow learners.
However, he plans to finish high school at his
mother's insistence. YThe patlent's jobs have been
restricted to mowlng lawns for friends and he states
that he 1s much too frightened to ask for employ-
ment in any store or filling station. Hils eventual
ambition 1s to get a job, any kind of job, This
ambition has a desperate quality connected with it
suggesting that he fears no one would ever employ
him, |

The subject of sex has been a rigid taboo at
home and all that he knows of sexual matters is
what he has overheard in school, never daring though
to join any group discussing sexual matters. <The
patient's interests are autistic ones for the most
part; bullding model airplanes, listening to the

radio or daydreaming of being a cowboy in the "old
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West" riding a white stallion and engaging in "six-
gun" battles. He spends his time at home in his
room, emerging only to eat meals,

The progress of the eighteen interviews was
génerally from material of a definitely factual
nature to a discussion of his feelings and from a
discussion of the peripheral aresa of hils environe-
ment to more intimate material such as interpersonal
family relations and his fantasy life. Throughout
the course of the eighteen hours, the patient
arrived bunctually, belng careful not to sit or
arlse until invited to do so. Except for a very
few times 1in the last few interviews, he never
spoke unless asked a direct question, At no time
was he able to respond to a question as broadly

stated as; "Tell me about your sister." or "What
;;sort of things do you like to do?" Almost all re-
sponses were short, incomplete, often "yes" or "no:
or "sometimes", never expanding his anéwars, pré-
viding only as few words as possible within the rigid
framework of the questlon. 4#ny question that he
chose not to answer was dealt with by entirely ig-
noring it or initially appearing thoughtful, only

to drift off into a blank detachment,

The first two interviews the patient responded
only to very factual questions such as his place of

birth or grade in school. He remained immobile and



silent when any question involving feeling or opin-
lon, either of himself or others, was directed to
'him. In the third through the elghth hour, he be-
came even more withdrawn and for long periods would
not respond in any way, responding to five or ten
questions per hour. The few innocuous questions
that he did chose to answer were responded to with
one or two word answers. These answere would in-
varlably come after a period of silence so long,
that they almost seemed bo represent carefully cal=-
culated moves, as in a game of chess. The thera-
pist misconstrued the silences in the third through
sixth hours as similar to the early silences in
CaseI, that of M. B., the thirteen year old girl,
The theraplst thought that they represented a re-
cognition by the patient of the acceptamce of his
nonverbal nature by the therapist. However, as

E. M. began to show irritation and boredom during
the silemces 1t became apparent that this was
clearly an insulating and hostile mechanism, Be-
cause of these difficulties, card playing was in-
troduced and the ninth hour was spent satisfact-
orily in this way. The succedding hour E. M.
mutely declined to play and returned to a defen-
sive, withdrawn position. It was learned later
that E. M.'s mother would, after each interview,

ask for a detailled resume of what had occurred,




When she learned that an hour had been used in card
playing she had become openly derisive, At the con-
clusion of this unproductive, silent hour, the thera-
pist again restated the woluntary nature of the
opportunity to see the therapist.He remarked on the
obvious distance which separated he and E. ¥, up to
this point. In rather definite terms it was stated
that thisdistance was entirely uhderstandable and
acceptable, if the patient felt that it were nec-
essary, the therapist belng glad to continue the
Anterviews. However, it was stated that E, M, most
definitely should not return for the next appoint-
ment unless he cared to come,

E, M, returned and the next four interviews
showed a dramatic changé. The patient began to
introduce tangible feellngs and the previously slow,
very thoughtful selection of answers was replaced
by a rapid and spontaneous response to questions,

A reversal thus occurred so that at this point only
five or ten questions now would go unanswered. <The
fifteenth interview was used to explain to the pa-
tient that he would, sometime in the indefinite
future, be requested to have an interview with the
fleld psychiatrist of the Division of Children and
Youth. YThis would be for further evaluation and
-determination of future plaﬁs. He was presented

with the option of tellling his parents himself of
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the proposed interview or having the social worker
inform them, He chose to tell them himself and
then was able to express considerable hostility
toward the therapist with a deflant, sullen affect
quite different from the flattened affect previously
seen, Acceptance of this anger was expressed to the
patient and the remaining three interviews showed
an even greater expression of feelings than pre-
viously.

This patient seems to demonstrate graphically
the difficulty in working with a patient that 1is
not motivated for psychotherapy. The total lack
of any spontaneous verbal or affectual responses
placed the total responsibllity for the establish-
ment of a relationship on the therapist. Although
in the nine weeks that the patient saw the thera-
post, no motivation was overtly apparent, it does
not seem to preclude the possibility of motivation
developling later in the relationship if it had been
possible to continue the interviews., The influence
of the almost omnipotent mother figure in this boy's
life can not be underestimated, Though her inter-
ference was only clearly seen in the failure of the
medium of card playing, it would seem safe to assume
that her influence was leveled agalnst the total
idea of psychotherapy from the beginning,

Despite the manifest difficulties that this



patient had in being able to verballze his feelings
to the therapist, he was able to divulge such se-
crets as parts of his.vivid fantasy world, his terror
of his father, his anger toward his mother and his
feelings of 1nadequacy within his peer group. It
is uncertain what the effects were of the therapist's
discouragement that eventuated in a virtual invita-
tion to discontinue therapy with the tenth hour.
However, the immediate improvement might indicate
that the patient had experienced sufficlent nar-
cissistic gratification that he wished to maintain
the relationship. The other possiblity 1is that 1t
was sufficient reassurance that the therapist was
willing to allow the patient as much control as
possible and did not intend to force himself un

his patient, Yerhaps the knowledge that the thera-
peutic encounter was limited to nine weeks could
have contributed to the willingness of the patient
to attempt communication in the later sesslions as
he was well aware that, because of the short time
remaining, there was little danger of an 1ntense

relationship developing.

| CASE V T. M. a thirteen year old boy
In contrast to the first four cases, which
were primarlily adjustment reactlons of adolescence,

this boy demonstrated a psychotic, schizophrenlc




process, T, M, was seen in psychotherapy for roughly
170 hours over a period of ten weeks. During the
first four weeks, while he was a patient at Rochester
Municipal Hospltal, Rochester, New York, he was seen
approximately three to four hours per day. The re-
malnder of the hours were at two hours per day, six
days per week, while he was a patient at the Roches-
ter State Hospital, Rochester, New York. Throughout
thls time the therapist was supervised by Dr. Myrtle
L, Pleune of the Department of Psychiatry, University
of Rochester School of Medicine and Dentistry,

This thirteen year old boy is of slight build,
stooped posture, uncombed hair and walks with a
self consclous, somewhat shuffling gait, On initial
contact, the front of his clothes were stained with
food and he would drool apparently without noticing.
Eis faclal expression was vapid with an inappropri-
ate grimace, his speech halting, fragmented, yet
consistently coherent. There was no gross disocla-
tive element and there wéré no apparent hallucina-
tions. He appeared frightened at all times and
constantly displayed stereotyped, tic-like movements,
These movements involved bringing his hands to his
face, rubbing his eyes or sticking his fingers into
his ears, nose or mouth., His fingers were held

closely together and used as a single unit in most

cases,
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T, M.'s father lives a rigid, unaffectionate
life as a man who is tyrant of his family and fri-
ghtened of the rest of the world. He prefers to
live with as 1little contact with people as possi-
ble, requiring his wife to anser the door and the
phone, He 1is germ conscious, never eatlng or
drinking anything away from his home. He has fre-
quent uncontrollable temper tantrums and states
openly that he has always felt that T. M, was a
wedge between he and his wife: "L can hardly
stand to have him around he disgusts me so." He
has threatened to run him down in the car so that
the patient was afraid to cross the street for
several months. Nonetheless T. M, expresses many
positive feelings toward his father,

The patlent's mother is a tense, unhappy wo-
man who has always regreted marrylng her husband,
She has always been terrified that she would "do
the wrong thing" in rearing her two boys and has
tried to rear them following the advice of books,
newspaper articles and friends, applylng each idea
rigidly only to disgard it in favor of then another
idea. ®he speaks of her life as being the patient
and has been overprotective and overcontrolling
throughout his life. A little more than a year ago

the patient began to develop secondary sex charac-

teristics but hls mother discouraged his attempts
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at modesty and at one time when he was in the bath-
tub she hugged him, kissed him and remarking on his
sexual development sald; "Oh darling how wonderful.
You were my baby, but now you will be a man.," At
the present a recurrent comment about her son's
illness 1s; "He doesn't seem to reélize anymore how
much he hurts me," She feels persecuted by people
and has accused the therapist of having staff per-
sonal dress as patients to -approach her to "test"
her, as well as other such bizarre ideas,

T. ¥, has one brother, age eight, toward whom
the father has always shown much open affection and
to whom the patient 1s always compared unfavorably.
Thls brother still sucks his thumb, With this thumb
sucklng as an inciting factor the patient has had
outbursts of overt aggression agalnst this sibling.

The home has always been dlscordant and filled
with angry feelings between the parents. T, M., was
no particular behavior problem during childhood
except for many attention getting devices that he
employed followinf the birth of his sibling. The
patient has always dreaded school, being terrified
of assoclating with his peers and has had few friends.
He has been the constant object of teasing and has
always fled from other children. T, M.'s mother
has exhorted the neighborhood children to include
T, M. in their games to no avail, Within the last




year, and especially since entering high school,

the patient has had several uhcontrollsble aggress-
ive outbursts against children who were teasing him.
Despite these difficulties, T, M. has always main-
tained an excellent acedemic standing.

Psychological testing revealed failure of real-
1ty testing, autistic perception with a regressive
trend and marked withdrawal from human contacts,

In the contacts that the therapist had with this
boy, he waé always verbal, silence being no problem,
The patient stated later that for the first twenty
to thirty hours he dreaded to see the therapist and
hated to talk with him. And during this time the
patient did appear frightened, maintaining his ster-
elotyped movements and handled his genitals through
his clothing much of the time. Initlally the con-
tent of his spontaneous talk was displaced from him-
self, He discussed in detail many incidents of vio-
lence and death, In the first fifty hours he des-
cribed, in elaborate detall, about sixty or seventy
deaths, These were deaths of friends and relatives
or those described in newspaper accounts. In detaill
he described the life and behavior of the family -
cats and he elaborated on constructed magical num-
ber systems that were to predict when he would die,
The mother of this boy, during the entire course of
therapy, told the patient to talk only of pleasant
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things, to put up a good front and to be sure to
tell her everything thgt he told the therapist,

In the twentieth through the fortisth hours
the same general subjects were pufsued and a fas=
cination and fear of fire appeared. He began to
relate more of his fantasy material and included
autistic, symbolic gestures, a few of which he ex-
plained to the therapist, His facially focused
tic-like movements became displaced to the pelvic
region and became much less frequent. Between the
fortieth and the sixtieth hours the patient began
to relax considerably, the frozen smile would at
times disappear, being replaced by dejedtion. The
content of his verbalizations shifted to focus 6n
his parents, theilr hostile behavior toward him and
finally to his own feelings, These feelings in-
cluded fears that his parents were ashamed of him,
that they thought he was crazy and didn't want him,
He had felt worthless and inept throughout his 1life,
At about this same time, the patient's mother be-
came particularly disturbed. She accused the thera-
pist of trying to analyze her and of placing micro-
phones in the room so that he could listen when she
talked with her son,

In the sixticeththrough the eightleth hours the
patient's anxiety showed a quite sudden increase

and the masturbatory activity which had allways been
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present became much more marked., The stereotyped
movements and drooling which had entirely dis-
appeared by thils time did not however reapnear, He
felt that the tablets of chlorpromazine that he was
taking were settling in hils heart, that it would
burst and he would bleed to death., He later decided
that they were settling in his genitals and that
they would be injured in some way, complaining that
his genitals ached and itched at this time. He ex-
perlenced dreams of being placed in a watery casket
by a strange man and of being chased in a barn by

a woman with a knife. Thoughts of electroconvulsive
therapy terrified him and he likened the unconscious
state following shock treatment to the time that he
had a tonsillectomy at age five, shortly after his
brother's birth. At that time he had wondered what
the doctors would cut out and in like fashion he
felt that during shock treatment the doctors would
probably cut his eyes out "for seceing thiﬁgs that

I shouldn't have." Concomitant with this display
of heightened anxiety he began to attempt to detain
the theraplist when he was leaving and showed other
positive feelings toward him. He spoke more openly
of his fears and told of his recent problem of enur-
esls and his feelings of shame surrounding it. He
related also that when he heard his mother's voice

when she was out of slight, he was afraid that she



was only some kind of robot or dummy and not a real
person at all,

In the period of fifteen to twehty hours pre-
ceding T. M.'s transfer to the Rochester State Hos-
pital, he was able to discuss his feellngs about
this mbve. These were malnly feelings such as; "I'm
glad that the awful truth is finally out, I couldn't
keep golng on day after day as I wgs. At least
something is happening, maybe things will change
nowl" He also began to tentatively advance some
anger toward the therapist, expressing the féeling
that the theraplist had tricked him. At this point
the parents approached the therapist to see if per-
haps their blood‘types might indicate that he was
not their child but that an exchange had occurred
in the hospital nursery,

During the first thirty hours at the state
hospital T, i, became more relaxed and the fantasy
material and autlistic gestures that had been so
prominent began to disappear. Instead of his fan-
tasies the patient talked of current hospital ac=-
tivities and his difficulties in adjustment. liore

and more he was able to express anger toward the

therapist because of his placement in the state
hospital,
Between the one hundred and twentieth and one

hundred and fiftieth hours the patient spoke of
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some of his serious worries. These revolved about
masturbation, nocturnal emission, his physical weak-
ness, and worry over whether he would ever be able
to learn how to be a man., He began to make his
first overt friendly gestures toward other people.
The first of these was a frightened, but determined
and successful effort at offering a cookie to one
of his fellow patients. In discussing hls parents
during thls time he expressed more and more posi-
tive feelings toward his father and became more
hostile toward hls mother. He Peferred to her as
a trickster and shrew and began to show resentment
at some of her aftempts to run his life. He was
angry at her for telling his brother and neighbors
that he was away visiting friends. The only reason
that he felt that she wanted him to return home was
to make a good appearance to the nelghbors and the
school,

From this point to the one hundred and seven-
tileth hour he began to identify strongly with another
patient of about his own age. This other boy is not
overtly psychotic and 1s able to express his hostil-
1ty toward the hospital and the other patients. In
this light T. M. began to reevaluate his disease
process for himself and concluded; "You know I've

changed, this is a turning point for me. I don't



have all of those nervous movements like I used to
and 1it's sort of fun to make conversation with the
other people here. I still notice that I smile
sometimes when I'm really sad but not as often.
I've decided that I would rather be bad than crazy.
I'm scared to be bad though. T dreamed that to be
bad meant death, that people would come with knives
and cut me up and kill me." In this regard the pa~
tient actually turned on the fire hose in the occupa-
tlonal therapy shop and ammounced that he did 1t
"because I felt like 1t," Afterwards however, he
told the nurse that he héd seen snow out the window
where there was none. "I didn't really see snow
but I thought it would be better if she thought
that T was sick." By this time he was able to dif-
flerentiate and accept teasing, anger and inappro-
priate psychotic verbalizations of the other patients,
He was even able to cry before the therapist in the
one hundred and seventieth hour when talking of be-
ing homesick, the first intense affectual response
he had ever shown.

On the other hand however, T, M, was still
very timld, finding it impossible as yet to resist
any demand made‘upon him unless extremely inappro-
priate., Anger has been expressed to no one except
the therapist as far as can be ascertained, The

patient has been aware since the eightlieth hour
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that the interviews would be terminated at the one
hundred and eighty fifth hour. Since the one hun-
dred and sixtieth hour he has begun to find it more
difficult to express hostility toward the therapist,
has once more begun to speak of his fear of death
and 1s using maglical number systems to attempt to
predict the date of his death., He states that noth-
ing has ever gone right in his 1life and he is afraid
that it won't change now. Feelings of persecution
and fantasy materlal are again appearing, though not
at all prominently,

The therapist has at all times allowed T, i,
to talk of whatever subject matter he chose and at
no time did the therapist interpret any symbolic
material to the patlent, He answered few questlons
and those ohn océasions when it was apparent that
T. M. was unable to do his own reality testing in
an area of Interpersonal relationships with other
patients or ward personel. During the latter part
of the therapy, part of the time was spent in teach-
ing the patlent to play pool so that he could par-
ticipate in thls game on the ward. During these
sesslons 1t was necessary to set firm 1limits to
prevent the patient from striking objects with the
pool cue or bouncing the pool balls on the floor, :
Nonetheless T. M, was able to learn the fuhdamentals

of pool and has begun to play with the other patients
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on the ward. <t was only at this time that his
impulsive behaﬁior presented a manazement problem,
The major difficulty in therapy was the inter-
ference of the mother, During the total course of
therapy she exhorted her son to withhold all mater-
ial of any famlly discord, of mlsbehavior, and of
thoughts that weren't acceptable within her rigid
limits, ®She has told him on several ocassions that
the only reason that he is in the state hospital
and the reason that he has not been released is his

insistence on telling the therapist things that she

has forbidden him to talk of., At the time of T, M,'s

transfer to the state hospltal she gave him a list
of five things that he must do if he was ever to
return home. These were: (1/ Tell the therapist
only of good deeds and happy feelings., (2) When
observed by attendents and nurses, always pretend
to be happy and cheerful. (3) Socialize with the
other patients. (4) Always be neat and clean and be
careful not to get food on your clothes. (5) Always
do whatever the personel asks but don't let other
patlents tell you what to do.

Besides the influence of the mother, there
were two other factors that made therapy difficult.
One of these was the amount of time that it was
necessary to devote to this patient. The second

was the therapist's irritation at times with the
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dependency of the patient, The latter factor may
have been advantageous in preventing even more de-
pendency than the patient developed in the relation-
ship as 1t was., In one of the later hours the pa-
tient said: "Oh I guess 1t's no use to ask you that
question, all you'll say is, 'Maybe you can answer
that yourself.'™ There was, then, the constant ex-
pectancy of the therapist that T. M. could do the
great majority of his own reality testing and, if
left to his own resources, could manage without

the theraplst's intervention. Whether or not this
retarded or accelerated the initial phases of thera-
Py can not be determined. Whether the patient will
again return to a more overtly psychotlc symtomato-
logy after the termination of the interviews can
not be determined, 4t is the feeling of the thera-
plst that, even i1f this does occur, as 1t very well
may, the patient has gained some ego strength and
hopefully will be better able to respond to later
opportunities for therapy if they arise,
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CHAPTER V
SUMMARY

Five case summaries have been briefly presented
along with comments on some of the aspects of the
relationships as the therapist was able to perceive
them. In review these five cases were those of:

tI) M; B., a thirteen year o0ld girl who re-
currently ran away from home after the introduction

/// of an unaffectionate stepfather into her family
unit. She was coquettish, evasive and distractable
but was able to relate falrly well in the course
of the therapist's contacts with her.

(II) N. H., & fifteen year old adopted boy
whose steallng and homosexual activity drew atten-
tion to his unsatisfied needs. He wgs, except for
three interviews, insolent and distant within the
patient-therapist relatilonship.

(ITI) J. M., a sixteen year old boy with rig-
1d, neurotic parents. Hls arrogance and fighting
brought him Into difficulty at home and in the com-
munity. He utillized the relationship well and
developed considerable spontaneous insight,

(Iv) E. M,, a fifteen yesr old boy, severely
withdrawn from both his parents and his peers, He
was unable to take amy responsivility in the rela-
tionship but was able to express some of his feel-

ings in the presence of the therapist.




(v} T. M,, a thirteen year old schizophrenie
boy who was able eventually to relate quite well,
In the course of 170 hours, he became falrly spon-
taneous in the presence of the therapist and began
to make friendly gestures toward othep reople,

The most difficult of these five patlents, for
the therapist, were . H., and E. I. They were
apparently unmotivated initlially and probably te-
cause of their fears surrounding the development
of & positlive relatlonship they found 1t difficult
to effectively utllize the paychotherapeutic oppor-
tunity., E, M, was an outpatient and 1t W&S8 80
arrangec that U, H, came to the Interviews on his
own Initiative. N. H, was able, in this way, to
come late and leave early so as to regulate the
amount of contact wlth the therapist that he wase
able to tolerate. However, E, M, punctually attended
the interviews, probably from fear of deviating
from what he felt wgs expected of him. Only on
rare occasion were these two patients able to make
affectual reaponses in the psychotherapeutic set-
ting. 8imilarly T, M. found it difficult to make

affectual responses because of his achizophrenie

process but was, on the other hand, well motivated
for therapy after only a short initlal period.
Uvert hostllity was expressed conslstently only

by M. B, and N, E, This was always in & well
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controlled manner and never presented a problem,
At no time was gross acting out a major difficulty
in these cases,

The environmental difficulties that were en-
countered were minimal except in the cases of E, M,
and T, M, In both of these cases the mothers
attempted to interfere with the patient-therapist
relationship. In both instances the patterh of
withdrawal of these boys from interpersonal contact
had been actlvely encouraged by the mothers. As
most strikingly seen with T. M., these mothers en-
couraged their sons to participate only superfici-
ally in psychotherapy.

None of the adolescents were involved in any
peer group gangs and in fact, all of them had been
essentially friendless, lonely chlldren. This was
true even though M. B., N, H. and J, M, had been
écti#e in thelr peer groups as agitators, encourag- |
ing their fellow students at school to rebellious
acts.

The most significent areas of difficulties
probably lay in the reactions of the therapist.
"It 1s, of course, impossible for the thérapist to 1
evaluate hls own unconscious processes and very '
difficult even to assess the effects of his con- i
sclous feelings, The therapist was unaware himself |

of any 1nappropriate amount of positive couhter-



transference. The only feelings of any Intensity
that were apparent to him were those of discourage-
ment in the cases of N, H, and E, M. In both in-
stances he expressed this overtly at one point by

a restatement of his perception of the patient-ther-
pist relationship and invited the patient to dis-
continue the Interviews. In both instances the pa-
tients declined the invitations and then allowed
their feelings to become more apparent in the rela-
tionship.

The therapist's irritation at the failure of
E, M, and T, M. to assume more responsibility was
expressed more diffusely and the effects are thus
more difficult to evaluate. As both of these pa=-
tients had previously been subjeéted to overprotec-
tion and possessiveness by their mothers, the ther-
apist's Irritation may have been some assurance
that this pattern would not be repeated.

In these five cases there 1s thus a variation
in the success of the therapist in attempting to
establish psychotherapeutic relationships, The
therapist has attempted at all times to provide
relationship, rather than insight psychotherapy.

In this fespect the two fundamental principles that
have been most prominent in the basic orientation
of the therapist are: (1) Rigid interpersonal hon-

esty: "We never fool ourselves or anyone else about



94
the truth of ourselves." (138) and (2) "mNelther the
therapist\gsf patient néed live up to the standards

of a superman's perfection. Striving in human

alliance, although not providing any absolute se-

curity elicits the courage to transcend the anxie-

ties of loneliness, powerlessness and vulnerability."(139)
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