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summary

'How are Client Confrontation Challenges to the therapeutic relationship in Exploratory
therapy best addressed?' was the question explored here. Given the significance of

the therapeutic relationship in Exploratory therapy (a Psychodynamic Interpersonal
therapy), Confrontation Chalienges are significant, ‘make or break’, moments.

Depending on the effectiveness with which they are addressed, Confrontation
Challenges may significantly threaten or significantly promote therapeutic change.

The question was explored within the new Change Process Paradigm in
psychotherapy research. Therapeutic change is conceptualised as a fluid,

continuous, heterogeneous process; outcomes are achieved cumulatively, during and
between sessions and after therapy. With this reconceptualisation of relations
between process and outcome, the new paradigm aims to inform micro-level, moment-
to moment, psychotherapeutic decision-making and theory-development.

The new paradigm's Significant Change Events strategy and its Task Analysis method
were used to explore the question. Thus Client Confrontation Challenges were recast
as affective tasks 'calling for' resolution; Challenge Resolution Events are Significant
Change Events in Exploratory therapy. The researcher's ‘best guess' at how
resolution may proceed (expressed in a Rational Model) was revised by iterative and
cumulative comparison with detailed, descriptions of more and less effective resolution
performances observed (in the Empirical Analysis) in therapy practice. The Rational

Empirical Comparison resulted in a Revised Model of effective Confrontation
Challenge Resolution; this represented the task analytic answer.

Effective Challenge Resolution was interpreted as process of ‘Going with but
containing the Challenge' and thereafter managing two interdependent subprocesses,
Negotiation and Exploration. This substantive contribution was discussed in relation

to clinical thinking and to previous empirical work. The task analytic approach and the

Change Process Paradigm were developed by enhancing the triangulation of
psychotherapeutic theory and practice with the research approach.
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Introduction to the Thesis

The influence of psychotherapy research on practice has been disappointing. Making
this statement in 1994 is not a new or radical revelation. Published in 1984, Morris

Parloff's paper, "Psychotherapy Research and its Incredible Credibility Crisis” was
probably more disturbing to the field of psychotherapy research.

Efforts to narrow the gap between research and practice were, however, not
abandoned. The gap was recognised as credible. Researchers’ (and funders')
persistent adherence to traditional designs, and the values and conceptualisations of
psychotherapeutic phenomena implicit in these, were the focus of much criticism.
Questions addressed by research were design-led and answers provided by research
were design-limited. Moreover the designs were ‘unresponsive’ to the phenomena;
they tried to fit the square peg of the positivistic, scientific paradigm and medical
metaphor into the round hole of psychotherapeutic phenomena. In particular, the
traditional designs do not address micro-level, processual questions; ‘when I'm faced
with x, then what do | do, how should | be?' This particular limitation of traditional
designs is consequential for both psychotherapy practice and theory: Moment-to-
moment, clinical decision-making is not informed by traditional psychotherapy
research and the kind of theoretical propositions Gendlin requested back in 1967, "If

the patient at the moment does so and so, then 1 find it helpful to do so and so", have
not been forthcoming.

However, there is a new paradigm in psychotherapy research. Rice and Greenberg's
(1984) Events Paradigm and Greenberg's (1986) Change Process Paradigm
responded to the limitations outlined and proposed a mutually informative and
responsive relationship between psychotherapy practice, theory and research.
Significant Change Events are proposed as the unit of analysis. Significant Change
Events are selected for intensive analysis in the belief that they encapsulate
processes of change that are key in the particular therapy and that they can thus
facilitate exponential therapeutic change. The present work employs this events-
based strategy to explore a question that was suggested by clinical phenomena and
which is considered to be both theoretically grounded and clinically significant.



The new paradigm's promise to reduce the research-practice gap lies in its empirical
methods being representative of and responsive to psychotherapeutic practice and in-
therapy phenomena. Put simply, the research methods aim to systematise clinical
methods and skills. What do these statements say about practically implementing the
new paradigm? Firstly, psychotherapeutic theory, practice and the research method
are triangulated; each closely informs the other. Secondly, this triangulation persists
throughout the research. Psychotherapeutic theory, for example, is not put to one
side while the 'important work' of the empirical work and its analysis are carried out,
only to be reintroduced in discussion of results. The continuous integration of the
theory and practice of the particular therapy being investigated is most explicit in Task
Analysis, the Events Paradigm method used here. The task analytic approach was
used and developed in this exploration of the research question.

The research question explored is 'How are Client Confrontation Challenges to the
therapeutic relationship best addressed in Exploratory therapy?' Real or transferential
in origin, these are significant, ‘'make or break’ moments in Pl therapy; in a client
making a Confrontation Challenge the therapeutic relationship is immediately
destabilised. The consequences of the destabilisation remain to be seen. That is,
successfully aadressed, a Confrontation Challenge can afford substantial therapeutic
gains on key interpersonal issues and strengthen the working alliance; however,
unsuccessfully addressed or not addressed a Confrontation Challenge can undermine

any potential for change. Clearly a processual answer is required to the question 'how
best to address Confrontation Challenges?’

The point of the Introduction is to highlight to the reader both the substantive and
methodological foci of the present work. Whilst the Introduction is weighted more to
the methodological than the substantive issues covered in the following chapters, the
thesis chapters follow the temporal sequence of the activities undertaken. Two goals
are achieved,; firstly, the research question is explored and secondly, the Change
Process Paradigm and its task analytic approach is implemented and developed. In

conclusion, in this thesis, as in Exploratory therapy, the 'how' is at least as important
as the 'what.

xiii



Chapter One



1.1 Introduction
111 Outline
The Research Question investigated in this thesis was,

How are Client Confrontation Challenges to the therapeutic relationship

in Sheffield's Psychodynamic Interpersonal therapy (‘Exploratory’)
best responded to by client and therapist?

Chapter One presents the rationale for this question. Essentially it is argued that, as
a function of their significance to the therapeutic relationship, Client Confrontation
Challenges are highly consequential for the progress and outcomes of
Psychodynamic Interpersonal (Pl) therapies; that is, Client Confrontation Challenges
may 'make or break' the therapeutic relationship: In Pl therapies the therapeutic
relationship is the medium for, a prerequisite to and the vehicle of therapeutic change.
Therefore, Challenges to this therapeutic relationship, Confrontation Challenges, hold
dramatic implications for therapeutic change. Depending on how effectively
Confrontation Challenges are addressed, therapeutic change may be exponentially

promoted (their 'make’ quality) or hindered (their 'break’ quality). How to address to
Clients' Confrontation Challenges such that they are 'makeworthy' rather than

'breakworthy’ of the therapeutic relationship and so of therapeutic change? This was
the Question investigated here.

This outlines Chapter One's argument for the Research Question investigated in the

thesis. Prior to detailing this argument, the therapy to which the Question was applied
(Exploratory therapy) and Client Confrontation Challenges will be introduced.

A COTTUTIETNT OF! XD101alorV mnerarc

The Question was asked of the Psychodynamic Interpersonal (Pl) therapy called
'Exploratory’ therapy (Shapiro and Firth, 1987), which was adapted from Hobson's
(1985) 'Conversational Model' for the Sheffield Psychotherapy Projects (Shapiro et al,
1993, B&C). Modifications provided for (a) Exploratory therapy being time-limited (3, 8
or 16 sessions) and (b) for including in its interpersonal focus clients' work relations in
addition to more personal and familial relations. Exploratory therapy is cast in terms

that are peculiar to Hobson's (1985) original formulation. These express his (a)
rejection of certain psychoanalytic notions (mechanistic, causal explanations;
reification of unconscious drives and psychic structures) and (b) his conviction that the
'how’ of the client-therapist interaction is more important than the 'what'. Whilst
Exploratory's terms are peculiar, it's conceptualisation and practice are not. There are
substantial conceptual and practical parallels between Exploratory and short-term (PI)
therapies that use more traditional, psychodynamic terms (for example, Strupp and



Binder's (1984) Time Limited Dynamic Psychotherapy). For example, whilst Strupp
and Binder write of psychodynamic interpretations and Hobson writes of Explanatory

Hypotheses, what they say about them is the same; they are neither the ultimate
therapeutic technique nor the ultimate goal of therapy and they should be expansive
rather than definitive. Rather than risk these parallels being obscured by Exploratory’s
terms it was decided that they should be made evident. More tamiliar short-term Pl
terms will be referred to in the conceptualisation of the Research Question (in
Chapters One and Two) and Exploratory therapy will be referred to in relation to the

Question's empirical investigation (in Chapters Five through Ten). This strategy
serves to make explicit the context in which the present work will be discussed.

L 8
GILITOQNIRALIO] if-tii~14l0 (e 1 EARIOIAIONY (el

An introd
To orient the reader to the phenomena that were named Confrontation Challenges in
Exploratory therapy, this is a brief introduction to their occurence in Exploratory

sessions.

A woman in her mid thirties, a helping professional, began her sixth (ot eight)
sessions with an older, male, clinician by saying in a clipped, hurt and angry tone,

"| thought you were giving me an alternative, | really did. And that's how | took
it and then, and then | felt you then afterwards accused me, and | felt it was an

accustation, of taking the wrong alternative”.
A woman in her early thirties, a social studies tutor, began her second (of eight) with
an older, male clinician, by saying with studied, controlled tury,

"Yes well, the more | thought about it, | was quite angry with you...for the way |
felt, what felt like you set me up and then you told me ofi".

These were moments in Exploratory therapy that came to be called Client
Confrontation Challenges. They were moments when as a listener, in the split second
the Challenge was made, one would gulp an 'uh oh', think 'this is it, this is it ... she's
taking it on, therapist, therapy, ... this could end in tears' and then, nervously, you'd
carry on listening; what transpired?, did it end ‘in tears' or *happily ever after'?
Listening as an outsider to a session of Exploratory therapy, a client making a
Confrontation Challenge may be experienced in this way.

JILLTO AL O] ff={li=1810|5 ARGIMIINELLS ¢l- o AN QIOIY LT ial,
1.1.3 described how a listener external to the therapeutic situation may experience the
phenomena that, in terms congruent with Exploratory therapy, were named
Confrontation Challenges. How would other writers and other therapists name the
same phenomena? A brief answer to this question is provided in order to further
orient the reader to the Research Question's Confrontation Challenges. Bordin (1979,
1980, 1994) would call Confrontation Challenges ‘alliance ruptures'; Safran et al




(1990, 1993, 1994) would call them 'extreme cases of alliance rupture’; Pinsof (1994)
would call them ‘alliance tears'; Kohut (1984) would call them 'manageable
transference failures'; Horowitz, Rosenbaum and Wilner (1988) would call them ‘'role
relationship dilemmas' and Strupp and Binder (1994) would call them ‘critical points'.
(Implicit here, these writers’ understandings of the origins and significance of
Challenges will be referred to later in this chapter; see below).

11,5 Chapter Structure
How are Client Confrontation Challenges to the therapeutic relationship

in Sheffield's Psychodynamic Interpersonal therapy ('Exploratory’)
best responded to by client and therapist?

How will Chapter One present the rationale for this Question? Evident from the
above, understanding Confrontation Challenges in Pl therapies is important only in so
far as the therapeutic relationship is important in these therapies. But what is the
therapeutic relationship and how is it effective of therapeutic change? 1.2 discusses
Pl theories' definitions of the therapeutic relationship. 1.3 then explains how,
according to these theories, the therapeutic relationship functions therapeutically.
The theoretical importance of the therapeutic relationship is summarised in 1.4. From
the therapeutic relationship, 1.5 and 1.6 shift the focus on to Client Confrontat‘ibn
Challenges to that relationship. Informed by the preceding explanation, the origins of
Confrontation Challenges are set out in 1.5 and their significance in clinical practice

made explicit in 1.6; the Chapter's rationale for the Research Question is thus
concluded.

1.2 Definitions of the therapeutic relationship in Pl theory
1.2.1 Introduction
What is the therapeutic relationship, according to Pl theory? Beginning with Zetzel
(1956), psychodynamic theorists have written of the therapeutic relationship as the
therapeutic alliance. Currently, however, there is no consensual definition of the
therapeutic alliance (Henry, Strupp, Schacht and Gaston, 1994). The points at which
definitions diverge reflect debates concerning the working and affective aspects of the
relationship (Gaston, 1990); these are reviewed in 1.2.2. Reviewers' attempts to
consensualise an alliance definition are presented in 1.2.3. In 1.2.4 the definitional
difficulties are explained and the explanation illustrated. They are explained in terms
of the nature of the therapeutic relationship itself; as a significant relationship its 'real
and ‘as if' qualities are inherent and continuously shifting. These statements about the
nature of the therapeutic relationship are illustrated using the Model of the Therapeutic

Relationship in Strupp and Binder's (1984) Time Limited Dynamic Psychotherapy
(1.2.4)




Historical debates surrounding the definition of the therapeutic alliance

The therapeutic alliance was first defined by Elizabeth Zetzel (1 956), as " a working
relationship between patient and analyst™ (1956, 1970, IN FOREMAN AND MARMOR), wWho
considered it essential to the effectiveness of any therapeutic intervention. In his
extensive review of the alliance, Greenson (1967) first used the 'working alliance’, but
used it interchangeably with the therapeutic alliance. The working alliance was the
relatively "neutralised”, "rational” "part of the patient's relationship to the analyst" which
orovided for the patient's co-operation with the analyst (Greenson, 1967, p. 47). This
was composed of both the patient's affectionate feelings toward the analyst and the
patient's capacity to work in therapy. He argued that this rational, working alliance
should be differentiated (in principle and by the analyst in practice) from the ‘internal

misperceptions' the patient had of the analyst in their "transference” relationship
(Greenson, 1967, p. 47).

To what extent does the distinction between the ‘rational’, working, alliance and the
transference relationship exist and can it be maintained? This question has been the
source of considerable theoretical and clinical debate (Frieswyk et al, 1984; Gutheill
and Havens, 1979, in Foreman and Marmor, 1985) which will be summarised.
Greenson's (1967) views represent one end of the spectrum of opinion. For him the
two facets of the relationship were distingushable; the 'rational *allied’ relationship
provided for the patient's cooperative work with the analyst and it was this 'working
alliance' which permitted a patient even "in the throes of intense eroticised or hostile
feelings towards the therapist” (Gaston, 1990, p. 144) to maintain an effective working
relationship with the analyst. In contrast, from the opposite end of the spectrum of
opinion, Brenner (1979), for example, maintained that the rational and transference
relationships were indistinguishable; that the alliance was merely a facet of the
transference which pervades the entire relationship between the patient and therapist;
the concept of the alliance was for him rendered meaningless. Alongside these
polarised views others have, for example, discussed the extent to which the alliance is

colored by transference (Langs, 1976) or is a special form of transference (Sandler,
1973).
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This debate is reflected in the lack of a consensual definition of the therapeutic alliance.

Recent reviewers (eg Gaston, 1990; Hartley, 1985; Horvath and Symonds, 1991) seeking to
tease out the consensualised alliance aspects themselves achieved limited consensus:



"Although there are variations among alliance definitions provided by investig_ators there
appears to be general consensus on the central ideas that (a) the working alliance captures
the collaborative element of the client-therapist relationship and (b) it takes account of both

therapist's and client's capacities to negotiate a contract appropriate to the breadth and
depth of the therapy" (Horvath and Symonds, 1991, p. 139).

"... a consensus seems to be evolving that the therapeutic alliance has two components: the
real relationship and the working alliance. The real relationship refers to the mutual human
response of the patient and therapist to each other, including undistorted perceptions and
authentic liking, trust and respect for each other, which exist along with the inequalities

inherent in the therapy situation. The working alliance depends upon and reflects the ability

of the dyadic partners to work toward the alleviation of the problems experienced by the
patient” (Hartley, 1985).

"Within the dynamic and client-centred frameworks, three alliance dimensions have been
offered: (a) the therapeutic alliance, or the patient's affective relationship to the therapist; (b)

the working alliance, or patient's capacity to purposefully work in therapy and (c) the
therapist's empathic understanding and involvement. ...a fourth alliance dimension has been

proposed, that is, the patient-therapist agreement on the goals and tasks of treatment"
(Gaston, 1991, p. 3).

All three consensus-statements include a ‘working alliance' (indeed Horvath and
Symonds refer only to this) but whether this is a patient and/or therapist capacity
varied. For Horvath and Symonds and for Hartley this reflected both the client's and
the therapist's capacities to working together purposefully. However for Gaston the

working alliance reflected only the client's capacity to work purposefully in therapy; she
separates this from the therapist's empathic understanding and involvement.

What place was given to the transference relationship in these consensus

statements? Hartley wrote of the therapeutic alliance's two undistorted components:
the real, affective relationship, and the collaborative, working alliance. Distinguished
from these, by implication, is a distorted, affective, transferential relationship. In
contrast, Gaston viewed the therapeutic alliance as an affective relationship and
distinguished this from a second, working alliance, component. Implicit in Gaston's
therapeutic alliance presumably were both transferential and nontransferential
affective aspects. As stated, Horvath and Symonds's consensus-statement gives no

place, explicit or implicit, to a transferential relationship. The place of the transferential
relationship among reviewers' consensus statements was unclear.

All three statements referred to the goal-directedness of therapeutic work which, in
particular, characterises brief dynamic psychotherapies (Koss and Butcher, 1986):
For Horvath and Symonds a contract is negotiated by both participants; for Haﬁley
patient and therapist work together towards the goal of alleviating the patient's

problems and for Gaston client and therapist agree therapeutic tasks and goals and
then work purposefully together to meet these.



The above evidenced there being no unanimously accepted definition of the

therapeutic alliance and reviewers' differences reflecting wider and longstanding
debates in the psychodynamic literature (see 1.2.2 above).

1.2.4 An explanation for the definitional difficulties

The evident difficulties in delimiting distinctions between the real and transference
relationships, and so in defining the alliance, are to be expected; this statement is
explained and illustrated here. They should be expected for two reasons; firstly,

"All relationships have both real and transferential qualities in that they are, at least in

part, determined by our prior interpersonal experiences” (Waterhouse and Strupp,
1984, p. 81; my italics)

and secondly, these qualities will wax and wane, attain prominence and recede, in the
course of therapeutic work (eg Gelso and Carter, 1985; Weiner, 1975). The Model of

the Therapeutic Relationship in Strupp and Binder's (1984) Time Limited Dynamic
Psychotherapy (TLDP) will be used to expand and illustrate this explanation.

For Strupp and Binder the therapeutic relationship, like any other significant

relationship, has ‘real' and 'as if' qualities and these qualities continuously oscillate. In
their terms the ‘real’ relationship qualities reflect the “valid adult-adult relationship of
the present”, and the 'as if, transferential relationship qualities represent the
"anachronistic child-parent relationship of the past"; this is the tendency to relate to a

significant person in the present "as if he or she were a personification from the past”
(p. 38).

What does the continuous oscillation of these 'real’ and ‘as if' qualities mean for the
therapeutic relationship? It means that patient and therapist are both reciprocally
Influenced by different and interdependent 'real' and 'as if' perspectives on their
relationship. The patient holds three different and interdependent perspectives on the
therapeutic relationship; the therapist holds four: The patient's are (1) a flexible, 'adulit'
perspective, (2) a ngid, predetermined 'as if perspective and (3) the 'action
component of the predetermined perspective which 'pulls’ the therapist to conform to
the leamed pattem. The therapist is influenced by the following four perspectives: (1)
"a caring, reasonable, and dispassionate attitude, as well as a professional stance";
() his or her "personal style, which has a complex impact on the patient" and is "often
experienced as 'positive' or 'negative™; (3) the constant pull "into reactions that -

conform to the roles designated by the patient's maladaptive interpersonal scenarios"

and (4) "strictly personal meanings which have their origins in his or her own
unresolved neurotic conflicts” (p. 142).



Each participant is constantly influenced by their respective perspectives; the
‘~fluence of each of these continuously shifts and so has a shifting influence on the
other participant. The patient constantly experiences, understands and relates to the
therapist as "both a significant person in the present as well as a personification of
past relationships®. Strupp and Binder refer to these as 'parts’ of the therapeutic
relationship; the 'real’, adult part and her/his 'as if part. It falls to the therapist to
constantly monitor and address both parts. It is the real, adult part, the "observing
ego”, that collaborates with the therapist, forms a therapeutic alliance and "in other
respects desires better adjustments to reality” (Strupp and Binder, 1984, p. 38-39).

The organisation of and variations in clients' and therapists' perceptions, expectations
and intentions over the course of therapy were captured by Horowitz, Marmar and
Krupnick et al's (1985) typology of role relationship models. Role relationship models
are combinations of a self schema, a schema for at least one other person and a
script of transactions between them that are used to organise expectations and
intentions as they arise during therapy (Horowitz, 1991). Thus the meaning of any
interpersonal transaction is determined both by perception of the situation and by the
dominant role relationship model from an enduring repertoire of schemas. They
suggested that therapy's interpersonal transactions can be characterised by three
types of role relationship models, the influence of which varies over the course of
therapy: the therapeutic alliance, the transference relationship and social alliance.
The therapeutic alliance designates the relationship pattern in which both participants
hold the shared goal of progressively understanding and resolving the patient's
difficulties. Derived from wishes and fears based on earlier experiences, transference
relationship models are composed of various negative and positive intentions and
expectations which are unconsciously transposed into the therapeutic situation. The

social alliance (Horowitz, 1979) is a model of the relationship that might take place
were the participants to meet in 'ordinary life'.

How in general does the influence of the three types of role relationship vary over the
course of therapy? All three role relationship models derive from "elements from the
repertoire of schematic forms carried into the situation by the patient and the therapist”
(Horowitz and Marmar, 1985), therefore some kind of ‘transference’ is involved in the
formation of all three and this is influential in their variation over the course of therapy:
The therapeutic alliance is formed from the availiable elements that most resemble the
realistic possibilities within the ground rules of dynamic therapy. When the social
alliance deflects from these by substituting aims and scripts of courtship, friendship,
games for the aims of therapy, then the therapeutic alliance is resisted. In the
experiencing and interpreting of the transference relationship's set ideas and emotions




that are congruent with past rather than current realities, the therapeutic alliance is

deepened; that is,

"t loses some of the properties transferred from preexisting role relationship models
imposed upon the situation, and schematises the new transactional properties found

in the growing mutuality and intimacy of the actual therapeutic give-and-take”
(Horowitz and Marmar, 1985, p.).

13 The therapeutic functioning of the relationship.

1.3.1 Introduction

How does the relationship function therapeutically? The Introduction to this chapter
said that the relationship is both a prerequisite for and the vehicle of therapeutic
change (Frieswyk et al, 1986; my italics). This section will explain the therapeutic
functioningof the relationship and also this statement.

The explanation will be cast in terms of recent developments in the conceptualisation
of the relationship's functioning, developments which have been closely associated
with the burgeoning of short-term dynamic therapies. With their upper limit of 25 or
fewer sessions (Koss and Shiang, 1994), shorter term dynamic therapies have
required that sessions are more focussed and aimed at limited psychogenetic
understanding (Koss and Butcher, 1986, p. 629). Developments in the
conceptualisation of the real and transferential relationships (and their implementation
in practice) have enabled these requirements to be met. It should be stressed here
that TLDP (Strupp and Binder, 1984) and Exploratory therapy (Shapiro and Firth,

1987) incorporate these recent developments.

The recognition of the fundamentally interpersonal, dynamic nature of the therapeutic
situation (the first development, reported in 1.3.2) provides the medium for therapeutic
change and makes clear the currently popular term, ‘Psychodynamic Interpersonal
therapies'. The increasing importance attached to the active collaborative aspect of
the therapeutic relationship (the second development, reported in 1.3.3), is a
prerequisite for the working alliance which is in itself one of the prerequisites for
therapeutic change. The increasing use of the transference in the here-and-now of
the therapeutic relationship (the third development reported in 1.3.4), is the vehicle for
therapeutic change in Pl therapies.

ne recoqgnition of the interpersonal therapeutic sityation
The first development in the conceptualisation of the real relationship is the increasing
recognition of the fundamentally interpersonal, relational aspect of the therapeutic
situation (eg Safran, 1993). Thinking by interpersonal theorists (eg Anchin and




Kiesler, 1982) and social constructivists (eg Hoffman, 1991; Mahoney, 1991) have
been influential in this development.

Interpersonal psychotherapy, from the work ot Harry Stack Sullivan (1953), has
substantially influenced efforts toward psychotherapy integration (Hartley, 1985).
Interpersonal psychotherapy focuses on transactions in a two person system in which
both therapist and patient are active participants (Cashdan, 1973); Anchin and Kiesler,
1982). These ideas have been assimilated into both psychoanalytic thinking (see
Eagle (1984); Greenberg and Mitchell, (1983) and short-term dynamic therapies; only
the latter will be illustrated. Strupp and Binder (1984), for example, translated the
traditional psychoanalytic concept of transference as follows:

The patient's enactment of an anachronistic, conflictual relationship predisposition. ...
our translation ..into interpersonal terms emphasises not only the patient's readiness
to perceive the therapist in terms of his or her salient predisposition, but equally
important, it encompasses the behaviour by which the patient unconsciously attempts

to manipulate the therapist into reciprocally enacting the role of the object in the
patient's scenario (Strupp and Binder, 1984, p. 35, my italics).”

The second influence has been the increasing recognition of psychotherapy as an
'emergent phenomenon' and an ‘interactive process' (Docherty, 1985) in which both
therapist and client are active in constructing and reconstructing the meaning of their
dialogue and their situation (eg Hoffman, 1991; Mahoney, 1991). This constructivist
perspective challenges notions that have long been implicit in psychotherapy and

psychotherapy research: the notion that the therapist's techniques are therapeutically
all powerful (Strupp and Binder, 1986),

"the significance of the procedure is not in the application of a disembodied technique
but how the procedure becomes integrated into the ongoing interpersonal context of

the particular dyad. ... The complexity and subtlety of psychotherapeutic processes
cannot be reduced to a set of disembodied techniques because techniques gain their
meaning and, in turn their effectiveness, from the particular interaction of the
individuals involved" (Strupp and Binder, 1986, p. 33, my italics);

the notion that the therapist's behaviour determines the success of the intervention

and the notion that an intervention ‘delivered’ as prescribed accurately reflects what is
‘absorbed' by the patient (Docherty, 1985).

What is the significance of this more interpersonal, dyadic and constructivist thinking
for practice? The current interpersonal transactions between client and therapist are

used explicitly and deliberately as the "medium of change" (Strupp and Binder, 1984,
P.39%)

"Whatevgr the p_atient learns in psychotherapy, whatever conduces to therapeutic
change, is acquired exclusively in and through the dynamics of the therapeutic
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learning. In other words, therapeutic learning is experiential learning” (Strupp and
Binder, 1984, p. 35).

Therapeutic understandings are first and foremost informed by the contemporary
transactions; the here-and-now is critical in brief, dynamic psychotherapy (Strupp and
Binder, 1984). In contrast with archaeological explorations of childhood experiences
(Gill, 1982; Sarvis, Dewees and Johnson, 1958), the contemporary client -therapist
transactions vividly and concretely evidence the patient's experience and perceptions
of the relationship and therapist's involvement in the same. Henry and Strupp (1994)
argued that ongoing attention to these transactions might increase patient
involvement, strengthen weak alliances and extend the range of patients benefiting
from - particularly short-term - psychotherapy. in short the dynamic, emergent,

interpersonal transaction is conceptualised as the medium for change in Pl therapies
(Henry and Strupp, 1994; Pinsof, 1994).

Within this interpersonal medium of change, the client's active collaboration on
therapeutic tasks has increasingly been recognised as "a major therapeutic force"
(Waterhouse and Strupp, 1984, p. 80; Horvath and Greenberg, 1994); this is the
second recent development. Waterhouse and Strupp (1984), for example, considered
that "the principal task of dynamic psychotherapy” (p. 80) was for the client to form a
collaborative working alliance with the therapist's efforts. This is achieved by the

client's 'rational, observing ego’ allying and identifying with the therapist's analysis of
the transference and their mutual agreement to work together.

Luborsky's (1976, 1984) work defining and operationalising the alliance significantly

influenced this developement (Docherty, 1985; Frieswyk et al, 1986). From the
psychoanalytic tradition he distilled two types of Helping Alliance, in an attempt to
clearly separate the patient's actual collaboration with the therapist from the patient’s
experience of being helped by the therapist. The patient's actual collaboration, the

Type |l alliance, was defined by patient and therapist "working together in a joint
struggle against what is impeding the patient":

"(1) the patient experiences working together with the therapist in a joint or team effort,

(2) the patient shares with the therapist similar conceptions about the sources of the
problems, (3) the patient demonstrates qualities that are similar to those of the

therapist, especially those connected with his ability to use the tools for
understanding” (Luborsky, 1984, p. 80)

Following Luborsky, Marmor, Horowitz, Weiss and Marziali (1986) considered that
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"Only when the therapist and patient become collaborative partners in taking up the

tasks of treatment (the working alliance) does the therapy achieve it's aims" (Marmor,
Horowitz, Weiss and Marziali, 1986, p. 368).

The Menninger Group went one step further in proposing that the "patient'’s
collaboration in the tasks of psychotherapy” (Frieswyk et al, 1986, p. 32) was
definitive of the alliance. In common with Waterhouse and Strupp (1984), they were
stressing what the working alliance required of the patient and they were

differentiating this from both the therapist's technical contributions and the patient's
affective experience, in particular the patient's transterence.

What is necessary for this realistic and active collaboration, a prerequisite for effective
dynamic psychotherapy? This question will be briefly considered here. Foreman and
Marmor (1985) provided a brief answer; for them the realistic collaborative relationship

is "based on mutual respect, liking, trust and commitment to the work of treatment” (p.
922). To be more specific, what is required firstly of the client and secondly of the
therapist? Strupp and Binder's TLDP will be used to represent answers to these

specific questions. The mature functioning of the patient's ego is heid to be the most

important determinant of the client's capacity to form a collaborative, working alliance
(Dickes, 1975; Greenson, 1967; Zetzel, 1956). The patient's ego functioning provides

two major selection criteria for brief psychodynamic work (Horowitz et al, 1984; Malan,

1976); the patient's interpersonal functioning(in particular their capacity for stable
object relationships):

"sufficient capacity for relating to others as separate individuals so that identifiable
relationship predispositions, no matter how painful and conflict-ridden, can be enacted
in the therapy relationship and then examined" (Strupp and Binder, 1984, p. 57-58);

and the patient's defensiveness towards her/his problems

"In brief psychotherapy, patients should ideally be motivated and able to discuss
central problems early in treatment. ..More resistant patients are less likely to commit

to treatment and to engage in an open, active collaboration with the therapist” (Gaston
et al, 1988, p. 484).

The patient's ability to "develop a measure of trust” (Strupp and Binder, 1984, p. 33) is
essential to their formation of the working alliance:

"When this important precondition is met, the possibility for collaboration in the joint
endeavour of psychotherapy has been created. It means that the patient can look
upon the therapist as an ally in his or her struggles and that the therapist has an ally in
the patient who, within limits determined by apprehensions present in any of his or her
relationships, will endeavour to collaborate by providing honest, unedited accounts of

experiences (particularly if they evoke painful affects) (Strupp and Binder, 1984, p.
33).
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These selection criteria aim to ensure that the patient is able to meet the ground rules
of psychodynamic therapy; the demands imposed by the ground rules vary with
intervention type (Bordin, 1975). Assuming that the patient is able to meet the ground
rules' demands and that patient and therapist have, early on, agreed the goals and
tasks of therapy, the strength of the collaborative, working alliance formed will then
depend on the 'difficulty’ of the therapy-specific goals and tasks (for example, the
extensiveness and depth of the goals, the compatibility of the treatment's demands
with the patient's emotional capabilities (Gelso and Carter, 1985)).

How does the therapist's nontechnical behaviour facilitate the development of the
working alliance? Strupp and Binder provide a succinct answer:

"first, assiduously avoids engaging in activities that have the ettect of perpetuating the
difficulties that have resulted in the patient's interpersonal difficuities, and, second,
actively promotes experiences in constructive living” (Strupp and Binder, 1984, p. 36).

That requires further specification. The therapist should maintain ‘a free tloating
responsiveness’ (Sandler and Sandler, 1978) to the patient's unconscious efforts to

pull the therapist into her/his scenarios; this (a) prevents the therapist being drawn
into reciprocal, wish-fulfilling behaviour at the same time as (b) allowing the therapist
"empathic involvement” (p. 36) with the patient and (c) providing information about the
patient's relationship predispositions. In addition to this and to actively promote the
patient's' experiences in living, the patient must be enabled to trust the therapist and
trust that the therapist "in a fundamental sense, has the patients best interest at heart”

(p. 36). The therapist's attitude must consistently reflect

"interest, resp’ect, a desire not to hurt (even when provoked), a suspension of criticism
and moral judgement and a genuine commitment to help (within the limits set by the
therapeutic role and by being human)” (p. 41).

These then are the requirements in client and therapist forming the active, realistic,
collaborative alliance which is a prerequisite of Pl work; in their absence

"it is predictable that a good outcome - certainly in time-limited psychotherapy - is
seriously in question (Strupp, 1980a, 1980b, 1980¢, 1980d) (Strupp and Binder, 1984,

p. 36).

In summary, 1.3.3 has shown that the client's active collaboration with the therapist
has recently been recognised as a prerequisite for effective Pl therapy. Whatis
required of client and therapist in forming this working alliance has been outlined.
Whilst the client's realistic and active collaboration is necessary, it is not however
sufficient for therapeutic change. How the relationship functions as the 'vehicle of
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change' is explained in 1.3.4's presentation of the third recent development in the
conceptualisation of the relationship's therapeutic functioning.

L d
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"The crucial change agent common to [short-term psychodynamic psychotherapies]

was an intensive emphasis on interpretation and working through of the transference
relationship” (Bauer and Mills, 1979).

Gill (1982) used the expression the "analysis of the transference in the here-and-now"
to describe the use of current transactions to identify and examine the patient's

enactments of anachronistic, self defeating, interpersonal behaviours. He argued

"what primarily convinces the patient that his transterence is indeed transference is

the detailed examination of the transference in the analytic situation rather than the
recovery of memories of the past” (Gill, 1982, p.123).

Compared with genetic transference interpretations, the affective salience of here-

and-now transference interpretation reduces the possibility of the transference being
intellectualised by the client. This contrasts with earlier psychodynamic thinking and
practice, in which technical interventions were geared to maximise the development of

the transference neurosis (eqg Greenson, 1967), as they had been in classical analytic
technique (Freud, 1912a). This here-and-now approach to transference analysis is

the third of the recent developments in psychodynamic thinking and practice to
concern the therapeutic relationship.

Strupp and Binder (1984) cast transference in their dyadic, interpersonal framework,
and wrote of their identification, understanding and modification of the transference
enactments as the "keys" to therapeutic change; the enactment of the patient's
relationship predispositions and "characteristic patterns of relatedness" (p. xiii) with the
therapist are at one and the same time an expression of the patient's interpersonal

difficulties and an opportunity for understanding and relearning through the
therapeutic alliance.

Their emergence facilitated by the "manifest and apparent inequality and inequity of
the therapeutic relationship” (Blatt and Erlich, 1982, p. 88), these characteristic
patterns of relatedness are re-enacted with the therapist in the following way:
patterned like structured role relationships, internal object relationships assign roles
and images to the self, to others and to self-other transactions (Allen, 1977; Sandler
and Sandler, 1978). Associated with self-other transactions are feelings, wishes,
thoughts and expectations which characterise the internal object relationship. Since
experiences become meaningful when associated with strong affect, an enduring
internal object has a strong affective component; this is the "motive force" (p. 35) for
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the re-enactment of the internal object relationship in significant, current relationships
and is particularly strong when the individual's security is threatened:

"In that event the object relationship enacted in the present becomes defensively
distorted in order to protect the patient from the feared vulnerability resulting from
fantasies or yearnings for primitive forms of intimacy (such as total possession of or
enguifment by the love object). The patient will resist awareness of these fantasies

because of the painful affects (loss of self-esteem) associated with them" (Strupp and
Binder, 1984, p. 34).

Thus the patient will tend to re-enact the structured role relationships rigidly, interpret

events and unconsciously seek to draw from the therapist behaviours consistent with

the role assigned to the object in the patient's enduring scenario:

"One changes as one lives through aftectively painful but engrained interpersonal
scenarios, and as the therapeutic relationship gives them outcomes different from

those expected, anticipated, feared and sometimes hoped for" (Strupp and Binder,
1984, p. 35).

Thus the here-and-now identification and working through of the transference

enactments is the "key" to therapeutic change in short-term PI therapies and thus the
therapeutic relationship is ‘the vehicle of change":

"The transference repetition, motivated mostly by the patient's need to defend himself
and resist change, also sets up an in vivo situation in which the therapist can make a

difference to the patient's life because he has become part of it" (Schlesinger, 1982, p.
29).

As for the therapeutic or working alliance, it is both required for the analysis of the
transference enactment (see 1.3.2) and is strengthened by it:

"The therapeutic alliance will be reinforced as both participants arrive at a better
understanding of the patient's recurrent need to reenact with the therapist those

interpersonal patterns that, in one way or another, are related to the core of the
disturbance” (Strupp and Binder, 1984, p. 140).

14 Summary

The chapter is presenting the rationale for the research question, which concerns
Client Confrontation Challenges to the therapeutic relationship in Pl therapies.

Sections 1.2 and 1.3 have explained the importance of the therapeutic relationship.

1.2 considered definitions of the relationship and 1.3 considered how the relationship
functions therapeutically in these therapies.

The therapeutic relationship has 'real' and ‘as if, transferential qualities which
continuously oscillate during Pl therapy. Whilst definitions of the relationship's
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components vary, all can be represented in three role relationship models: a
therapeutic alliance, a transference relationship and a social alliance. Increasingly
influential in P! theory and practice are the transactive, interpersonal system in which
the relationship emerges; the client's active, realistic collaboration with therapist in the
therapeutic alliance and systematic attention to here-and-now transference
enactments. The interpersonal system is the medium in which change can be
effected: the client's collaboration is a prerequisite for and the here-and-now

identification and working through of transference enactments is the vehicle by which
change is eftected.

The focus will now shift to Client Confrontation Challenges to the therapeutic
relationship. The origins of Clients Confrontation Challenges to the therapeutic

relationship are outlined in 1.5 and their significance in clinical practice are made
explicit in 1.6.

1.5 The Origins of Client Confrontation Challenges

1.5.1 Introduction

If, as stated above, the relationship functions therapeutically, Challenges to the
relationship are clearly significant for potential therapeutic change. Where do the
Clients' Confrontation Challenges originate? Essentially, as all relationships are
assumed to have both transferential and real qualities, so Challenges to the
relationship in Pl therapies are assumed to have both real and transferential qualities.

To illustrate, both these qualities were evidenced in the most common impasses
reported by Klagsburn and Brown (1984):

"(1) the therapist's misperception of the presenting problem or the patient's dynamics;
(2) the problem of pacing, of being out of phase with the patient; (3) dealing with a
patient's acting out behaviour; (4) the difficulties induced by transference and

countertransference; (5) the difficulty of making an alliance with severely disturbed
patients” (Klagsburn and Brown, 1984, p. 256).

Real and transferential origins to Confrontation Challenges identified in the theoretical
and practical literatures are presented below. For coherence with the explanation of

the relationship's therapeutic functioning, transferential origins will be considered
(1.5.2) prior to their real origins (1.5.3)

\'..-! v 9!

ential Challenge origin . -
Negative transferences can orginate Client Confrontation Challenges. In Strupp and
Binder's (1984, p. 38) terms here-and-now transference presents both the "key" and
an "obstacle" to therapeutic change. This is so because transferences, resistances

and patients' characteristic ways of relating are rigid, pre-established dispositions to
interpretation and action that have been learned as means of maintaining

16



interpersonal security. Reluctances, hesitations and fears all have an inherent

potential to "reach the proportion of" a resistance in therapy (Blatt and Erlich, 1982,
p.71) and

"Transference is in and of itself a form of resistance because it reflects the reluctance
or inability to relinquish well-established deeply ingrained, repetitive modes of

adaptation in favour of attempting new, altemative and more mature modes” (Blatt
and Erlich, 1982, p.73).

How is resistance cast in Pl therapies? Resistance is a dynamic, process
phenomenon (Schafer, 1983) which is "constantly operative in ways that do not
usually call attention to its presence” (Schlesinger, 1982). Resistanceis a

fundamentally interpersonal phenomenon, directed by unconsciously held convictions
about oneself in relation to others (Strupp and Binder, 1984) and is located within the
dyadic system and therapeutic situation (not simply within the patient; Gill, 1979;
Langs, 1973). Resistance is inevitable; Pl therapies identify and re-work established
ways of relating and resistances are established, self protective modes of

relatedness. Thus in all therapies there is a 'fundamental resistance to change' (Blatt

and Erlich, 1982). Resistance can also manifest itself in any behaviour; trivial or
overt (Schlesinger, 1982; Strupp and Binder, 1984):

"Obvious examples are a patient's prolonged silence, refusal to talk about what the
therapist wants to hear, coming late or not at all. But these flagrant 'misbehaviours’,
although they certainly involve resistance, are not the most common forms of
resistance or even the most important ones" (Schiesinger, 1982, p. 26).

The less 'obtrusive' (Glover, 1955) or 'acute’ (Fenichel, 1945) resistances occur within
apparent compliance with the therapeutic ground rules (Sandler, Dare and Holder,
1973). Resistances are obstacles in the sense that they limit the patient's

collaboration in the working alliance (Strupp and Binder, 1984), the patient's authentic
relatedness (Safran, 1993) and the full enactment of patient's transference (Schafer,
1983). In short, resistances limit the extent to which the relationship can function

therapeutically. However the 'paradox’' (Schlesinger, 1982) of resistance is that it

guides the therapist, "indicating where he can profitably concentrate his efforts”
(Basch, 1982, p. 4):

"Although the resisting patient may be attempting to thwart us, to withold
information, to deny cooperation, or more subtly to avoid coliaborating in
the therapeutic task, the resisting patient is also conveying a good deal of
information and in the larger sense is fully cooperating in the treatment.
Since our major premise is that the patient does not fully know what the
problem is, cannot remember but is forced to repeat, the behaviour we call
resistance is part of that repetition and is his way of communicating with
the therapist through reenactment. Rather than being dismayed by

resistance, the therapist might well welcome it" (Schlesinger, 1982, p.27).
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Therefore identifying and working with the patient's resistance constitutes the primary
focus for therapeutic work (Strupp and Binder, 1984). successful, this work
concommitantly increases the patient's trust in the therapist and strengthens the

working alliance (Blatt and Erlich, 1982), which will help in the resolution of turther
resistances (Strean, 1985).

"Resistance is manifested as a disruption of the work of therapy, and yet at the same

time the task of therapy is the resolution of the forces that create these disruptions”
(Blatt and Erlich, 1982, p. 70).

What, firstly, is transference resistance and secondly how important is it?
Blatt and Erlich systematised the manifestations of resistance by proposing
three "overlapping, interdependent and interrelated levels" (p. 74) of
resistance: episodic resistance, transference resistance and fundamental
resistance to change. Transference resistance is expressed in a variety of
specific forms (these are established ways of relating) and thus has a
continuity over time both outside and throughout the analysis:

"Transference resistance involves a repetitive reenactment of earlier modes of
interpersonal relations. The patient is unaware of the repetitive nature of his

interpersonal relationships and of the availability of alternative modes of relating within
the therapeutic relationship. Transference resistances are the expression of well-

established, primary modes of relatedness that have their antecedents in primary

relationships in the past and that are expressed in minor and major form in many
subsequent relationships” (Blatt and Erlich, 1982, p.73).

The analysis of transference resistance is the major arena for work and the major goal
for interpretive work in TLDP (Strupp and Binder, 1984). Its centrality derives from its
here-and-now expression of the structured role relationships Pl therapies seek to
understand and work with to enhance the client's interpersonal relatedness.
Transference resistance thus requires attention. Particular attention is required by the

most pervasive of these, resistances to the awareness of the transference (in contrast

to resistances to the resolution of the transference) (Basch, 1982; Strupp and Binder,
1984).

The systematic examination of resistances to the awareness of transference is rare in
clinical practice (Gill, 1979); there are two reasons for this. Firstly, the occurence of
here-and-now transference enactments are "frequently not in focus" (Strupp and
Binder, 1984, p. 161); that is, they are rare in their occurence, never mind their
examination. Secondly, the occurence of what Gill (1979, 1980) called 'disguised
allusions to the transference' are more common; these include, for example, patients'
narratives about experiences outside therapy or apparently insignificant comments
about the therapist or the therapeutic situation. On the basis that resistance is
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fundamentally interpersonal, "the transference is always and inevitably an
interweaving of a contribution from the patient and the actual situation (Gill, 1979, p. 2)
and thus the narrative or the insignificant comment may be a symbolic commentary on

the relationship with the therapist. Such symbolic communications may not be
recognised as such and transferences not recognisea:

"Patients tend to avoid recognising that they experience and react to the therapeutic
relationship in any way other than an uncomplicated, professional fashion. ... In
addition, the specific constellation of affects, attitudes and behaviour characterising a
particular transference enactment tends to be experienced as the only reality of the
moment and therefore it is not questioned" (Strupp and Binder, 1984, p. 186).

Thus comments of no or little consequence for the therapeutic relationship "may be
less threatening to the patient” (Strupp and Binder, 1984, p. 161) and to the therapist.
Strupp and Binder (1984) and Gill (1979) counsel strongly against responding in kind
(superficially) to these comments and argue strongly for their systematic consideration
as 'disguised allusions'. They argue that responding superficially may enable patients
to avoid or trivialise unsettling feelings in the therapeutic relationship and whilst
therapeutic improvements may still be made these may constitute ‘false solutions'
(Malan, 1976a) or 'misalliance cures' (Langs, 1976) which are costly in time limited
therapies (Strupp and Binder, 1984). Instead, i disguised allusions are to be
identified the contemporary transactions between client and therapist must be

examined - this examination Strupp and Binder considered the first technical goal of
TLDP.

Given the importance of transference resistance, what are the consequences of either
not attending to or attending unsuccessfully to transference resistances?

When the therapeutic alliance is resisted and its stability threatened ‘critical points'
(Strupp and Binder, 1984) can be reached. The destabilising transference resistances
can be imposed by either the transference relationship or the social alliance (Horowitz
and Marmar, 1985); that is by the transference relationship imposing rigid, past not
present-congruent role relationships or the social alliance disturbing the roles and
ground rules prescribed by the therapeutic alliance. Patients' ‘dilemmas, snags and
traps’ possibly arising in brief therapies are: a distance/closeness dilemma; a
controlled/controlling dilemma; a must/won't dilemma; a forced choice dilemma; a trap
in which a problematic role relationship can only be reversed with the unacceptable
consequence of only being in either position, and an anxiety-producing snag involving
a wish to enact some transaction with either a parent or a sexual partner (Ryle,1979).
The destabilisation of the therapeutic alliance occurs as the transference enactment

becomes affectively compelling to the patient and their rational, collaborative
engagement in therapy recedes:
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“The internal needs to have powerful needs gratified in the therapeutic relationship
may be more compelling than to tolerate the pain of nonfulfillment which is the price
that must be paid for gaining insight into a neurotic constellation” (Strupp and Binder,

1984, p. 155).

This destabilisation can be compounded by the therapist's "capacities and limitations,
sensititivities and insensitivities, astuteness and blind spots”; that is, by the therapist's
countertransferential reactions which can also occur at the episodic, transferential and
fundamental levels (Blatt and Erlich, 1982; Henry and Strupp, 1994). Blatt and Erlich
concretise the different forms that this compounding of the therapeutic alliance's
destablisation can take. When the therapist's resistance is episodic and the therapist
is unresponsive or unaware of issues being brought up (directly or indirectly) by the
patient, the patients' issues can become episodic resistances that, at least
immediately, are difficult t<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>