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PREFACE

This book is written for therapists to read early in their training. Its first purpose is to provide information about one approach to working with patients. A beginning therapist might use the strategies I suggest, or modify them to fit his or her personality.

A second purpose of this book is to stimulate thought. The ideas in this book can be discussed with teachers and supervisors. I have tried to give the reasons for the approaches I recommend.

No one will agree with all of the views I have expressed. Differences among clinicians are useful if discussed openly. I believe it is valuable for students to recognize legitimate controversies in the field. Outstanding therapists can be found in all schools and all disciplines. Only dogmatists believe that there is only one way to work with patients in depth.

One difficulty in writing a book for beginning therapists stems from the interrelation of theory and technique. To some extent, a clinician needs to know theory before studying technique, and needs clinical experience to help make sense of theory. Some knowledge of psychopathology, and perhaps development, is required as background to understanding theory or technique. Thus it is hard to find a place to start. Nevertheless, I have attempted to write an introductory book on psychotherapeutic technique that can be read on its own.

I take responsibility for all of the views expressed in this book. I have drawn clinical examples from my own experiences as a therapist, supervisor, and teacher, and from the experiences of colleagues. In some cases I have made up composites of several real situations, and in all cases I have disguised the identities of the people involved.

I have alternated using the female pronoun for the therapist in successive chapters. Frequently I have used the opposite gender pronoun for the patient, depending on the specific examples. In all cases, no sexism is intended. Throughout the book the content applies to both sexes equally.

I am grateful to my teachers and supervisors, some of whom stand out in my memory, and others whom I know helped me, but whose specific contributions I can no longer recall. Among others, I would like to thank David Kantor, Werner Mendel, Jay B. Cohn, Frank Klein, Joe Yamamoto, Lee B. Gold, H. Arnold Meyersburg, Norman B. Atkins, Heiman van Dam, Joshua Hoffs, Morton Shane, Walter Fe-suk, Justin Call, and Erving Polster.

Among those who specifically helped in the preparation of the manuscript, I would like to thank Charles Taylor and Richard P. Fox. Ilana Kotin prepared the graphics. Numerous psychiatric residents and psychology and social work interns read and critiqued the manuscript at various stages and provided invaluable feedback from those readers for whom this book is intended.

R. James Perkins patiently read the entire manuscript and gave me the benefit of his wisdom and extensive experience. Lyda Hill not only edited several versions of each chapter, but added many useful examples. Without her input, the book would be less clear, more dull, and have many more theoretical errors. I am very grateful.

Finally, I want to thank my family for their love and encouragement.





CHAPTER 1

Introduction


	Trust yourself

	The importance of “being with”

	
Understanding is the essence of psychoanalysis and psychoanalytically oriented psychotherapy



“Trust Yourself” was the title of the first chapter of Baby and Child Care by Dr. Benjamin Spock—a book that guided an entire generation of nervous first-time parents. Just as new mothers need to be reassured that they have within them the natural ability to nurture their infants, first-time therapists also need to know that they have within them the potential to help a troubled stranger by the “talking treatment” that is psychotherapy.

Nothing can quite describe the anxiety of a beginning therapist with his or her first patient.1 Whether one is a psychologist, social worker, psychiatrist, nurse, or pastoral counselor, one’s career as a therapist begins with meeting just one other person, behind closed doors, with the only essentials being two chairs and a box of Kleenex.

Besides the patient and the therapist, no one else may ever know what happens in a psychotherapeutic hour. This is one of the factors that makes the therapeutic situation so fascinating, mysterious, and even dangerous (I do not only mean the rare possibility of physical danger). This privacy, which is by and large endorsed and protected by society, adds to the anxiety of the therapist, who knows that whatever he or she does will not be corrected by an instructor looking over his or her shoulder. The therapist is truly on his or her own!

In the highly charged emotional atmosphere of the first psychotherapeutic hour, what is the therapist supposed to do? How is he or she to proceed? In this book, I try to answer these questions.

 


In Chapter 2 I discuss interviewing, which is at the heart of the therapeutic process. In Chapters 3, 4, and 5 I describe one approach to the initial interview of a new patient. This includes, in Chapter 4, an outline for exploring the patient’s personal history. Chapters 6 through 8 introduce some basic theoretical concepts. The remainder of the book consists of chapters on each of the three phases of psychotherapy—beginning, middle, and end—interspersed with sections on specific technical issues. The final chapter contains suggestions for further learning.

An introductory book on psychotherapy is somewhat like an introductory book on heart surgery. The field is too vast for one book to cover. Any one approach can cover only part of the territory.

Karen Horney (1942) likened the course of psychotherapy to a patient climbing a mountain with the therapist as a guide. Although the therapist has not climbed that patient’s particular mountain before, he or she has had the experience of climbing other mountains and has knowledge of climbing techniques in general. This book attempts to describe some of these techniques.

Whatever else happens in psychotherapy, it is an encounter between two people. In fact, if the goal of helpfulness is added, my requirements for the definition of psychotherapy are fulfilled—two people talking together to be helpful to one of them.

I believe that the success of psychotherapy is dependent on the extent to which the therapist can “be with” his or her patient emotionally. Anyone who chooses psychotherapy as a career already has some degree of emotional availability and a wish to help others. The therapist should approach each patient with the wish to listen, to understand, and to share in his or her experience. If a beginning therapist can keep these goals in mind, I believe he or she can be taught how to be helpful. Elvin Semrad, a renowned teacher of psychotherapy at Harvard, said, “No therapy is comfortable, because it involves dealing with pain. But there’s one comfortable thought: that two people sharing pain can bear it easier than one” (Rako and Mazer 1980, p. 106).

Being with the patient emotionally is necessary, but it is not enough. Nor is common sense enough. By the time most patients arrive at a therapist’s office, friends and family members have already tried to help. Common sense advice has not worked. The therapist must have more than empathy and more than common sense. In fact, it can be said that psychoanalytic psychotherapy begins where common sense leaves off. Therapists need training to actualize their potential to be helpful.

Throughout this book, the term psychoanalytically oriented psychotherapy is used somewhat interchangeably with insight therapy, psychodynamic or dynamic psychotherapy, and long-term or depth psychotherapy. All of these terms imply a central principle of psychoanalytic thinking—the existence of unconscious mental processes, which influence behavior outside of our awareness. Helping our patients to become aware of their unconscious is one essential feature of psychodynamic psychotherapy.

No matter how far one advances in the complex, sometimes abstruse, world of psychoanalytic theory, the basic instrument of treatment remains the same—to understand the patient. All issues of technique—for example, the timing of interpretations, when to be silent, and when to confront the patient forcefully—hinge on this point. If the therapist understands the patient, he or she will know what to say to be helpful and when it should be said.


For example, a young mother was unable to leave her 6-month-old daughter with any baby-sitter, fearing that harm would come to the child in her absence. Reassurance on the part of her husband and family did no good. From the beginning of treatment, her therapist suspected that the patient’s unconscious resentment of her child and the limitations placed upon her by being a mother were significant causes of her symptoms. Unconsciously, she perceived hostile or negligent impulses in the baby-sitter instead of within herself. However, it took considerable further work with the patient for the therapist to understand why this patient needed to repress (exclude from her consciousness) all resentment of her child, and how the therapist could best help her.

Significant in the patient’s history were numerous abandonments by the patient’s own mother. This had resulted in the patient having strongly mixed feelings toward her mother, which were unacceptable to her and therefore repressed. Unconsciously, she feared being like her mother, as well as her own rage toward her mother and her baby. These ideas were the therapist’s hypotheses. However, the therapist sensed that their discussion early in treatment would not be helpful to the patient, who only allowed herself to be conscious of a narrow range of feelings.

After only a few sessions, however, the therapist found a way to approach the issue by discussing with the patient the general plight of young mothers in our society, how they have to take care of children at the cost of interrupting their careers, and often without the help of extended families that used to be commonplace. This led to a discussion of how it was quite understandable that mothers might resent their children, while also loving them. Gradually, the patient’s obsessive fears decreased, and she was able to separate more normally from her child.

However, it was only after a considerably longer time in treatment that the patient was able to experience the depths of her feelings of abandonment and rage.



Often, the patient’s experience of feeling understood and accepted by the therapist is extremely helpful by itself. I stress this point because it is basic to psychoanalytically oriented psychotherapy at all levels of proficiency. We cannot be reminded of this often enough.


An 18-year-old female rape victim greatly feared telling a male intern in the emergency room what had happened to her. She trembled as she choked out the words describing her assault.

“It must have been so awful for you,” said the young doctor. “You must have been so scared.”

The girl released her rigidly held body and burst into sobs. Twenty minutes later, she felt a little better.



Although the intern was not doing formal psychotherapy, his psychological encounter with the patient was highly therapeutic.





CHAPTER 2

An Approach to Interviewing


	You find out the most by saying the least

	How should the patient be treated in the consulting room? Like a guest in your home. [Ella Freeman Sharpe 1930]



The approach outlined in this chapter applies most directly to the evaluation of a new patient. However, in modified form, it applies to every psychotherapeutic interview. A therapist always wants to know “where his patient is” and how he or she is organizing his or her world.

It is a general principle of interviewing that one finds out the most by saying the least. One reason for this is simply that if the interviewer is talking, he or she is not listening, thereby losing the opportunity to gather information.

A second, and more powerful, reason for the interviewer to listen instead of talk is that people talk about what bothers them. If the therapist does not interfere, the patient will reveal everything significant about himself or herself.

This concept, that people talk about what bothers them, warrants elaboration. Perhaps it is easier to understand if we say that people talk about what concerns them. After all, how can a person not talk about whatever he or she is thinking about—unless there is a deliberate avoidance, as there often is in social situations, for example, by talking about the weather. Especially at first, many psychotherapy patients will try to conceal what bothers them—out of fear, shame, or guilt. For example, patients may openly discuss symptoms such as insomnia or anxiety, but may not bring up alcohol abuse or impotence for a considerable number of months. However, it is surprising how much most patients will spontaneously reveal to an interested, nonjudgmental therapist.

When a patient delays revealing sensitive information, he or she may be waiting to trust the therapist. From the beginning, patients continually “test” their therapists, scrutinizing them carefully for signs of judgment, impatience, or “hidden agendas.” In The Psychoanalytic Process, Weiss and Sampson (1986) describe an approach in which this concept is central.

Nowhere is the principle of the therapist listening rather than talking more useful than at the beginning of the hour. The first thing a patient says is often tremendously revealing to an astute clinician, provided the therapist has not already limited the patient’s freedom to express himself or herself.


HOW TO BEGIN

There are many good ways to begin a psychotherapy interview. First, the therapist should invite the patient cordially into the office. Without being frosty, the therapist should keep small talk to a minimum. The therapist may then show the patient where to sit, or let the patient choose a chair. When both patient and therapist are seated, the therapist may simply gesture openhandedly for the patient to speak, and then wait. Or the therapist may say: “Tell me about yourself,” and then wait. Other good opening lines for the therapist are: “So . . .” or, “You can start anywhere you like.”

All of these beginnings have the advantage of leaving the response from the patient open-ended. Thus the patient has the freest possible field in which to express himself or herself. Therapist openings such as, “What brings you to see a therapist?” or “How can I help you?” narrow the patient’s freedom, thereby limiting the information available to the therapist from the patient’s opening.

Furthermore, when asked for symptoms, the patient may infer that pathology is what primarily interests the therapist and will speak accordingly, sometimes even to the point of inventing symptoms to gain the therapist’s approval. The therapist asking, “How can I help you?” implies that the patient should know how to answer this. He or she may have no idea how to respond, and therefore may feel more inadequate than he or she already did.


Examples

The following are examples of what can be learned at the start of an hour. Naturally, these conclusions are tentative, only serving as guides to further understanding of the patient. (Obtaining this further understanding and discussing it with the patient are major parts of the therapeutic work itself.)

Following a neutral but inviting opening by the therapist such as, “Tell me about yourself,” the patient might say the following:


Patient: Well, there’s not much to tell.


Such a patient is almost certainly depressed. The therapist might then say;


Therapist: How do you mean?



or


T: Tell me what there is.



or


T: It looks like you are feeling sort of down.


This last might be said only if the therapist senses this feeling from the patient. All of these responses leave the patient free to organize his or her thinking and presentation of self (if he or she can)—a therapeutic experience in itself for the patient.

Another patient might respond this way to the therapist’s opening:


P: What do you want me to say?


This patient could be hysterical, asking how can he or she please the therapist. Or the patient could be passive aggressive, asking, “How can I please?” but not really meaning it. Finally, the patient could be a schizophrenic asking for structure, which he or she is unable to provide for him- or herself. The therapist could find out more by continuing,


T: You can start anywhere you like.



or


T: What would you like me to know about you?



or simply


T: Whatever . . .



in a friendly and nonpressuring tone.

Another category of patient openings is exemplified by:



P: This is a very nice office.

T: Thank you.




The therapist acknowledges the social compliment and then waits. The patient may simply be trying to feel less anxious in a strange situation by making small talk, or may be trying to ingratiate himself or herself with the therapist to forestall feared criticism or rejection. If the patient were to continue in this vein, such as,


P: Where did you get that lamp?



the therapist might answer truthfully in a friendly way, and then wait again. The patient might well find this disconcerting, and if the tension in the room continued to rise, either the therapist or the patient might comment on it.


T: Perhaps this is a difficult experience for you.

P: Yes, it is.

T: You said on the telephone that Dr. Jones suggested you come to see me. I’m interested in anything you can tell me.



Sometimes a patient will be so anxious in the interview situation that it is helpful if the therapist begins by mentioning it right away, such as,


T: You seem to be pretty tense.


Even here, when the therapist has spoken first, the therapist is still following the opening of the patient—in this case, by responding to a nonverbal communication. If the patient does not respond, the therapist could add,


T: Perhaps it’s difficult to meet with a strange doctor.


Further silence might lead the therapist to ask,


T: Have you ever been in this situation before?


This still follows the patient’s lead, but the therapist is now asking for the patient’s associations to his or her present state of anxiety. If the patient says no, the therapist can say,


T: Well, this must be a new experience for you.


By now most patients will volunteer something. If the patient has had therapy before, a discussion of that experience may follow. The relation of that experience to the present situation could then be explored (see Chapter 4). Techniques for interviewing a more disturbed patient are described in Chapter 3.

Many patients will open by immediately identifying a specific problem, for example:


P: I’m having trouble getting along with my girlfriend.


If the patient does not spontaneously continue, the therapist might ask the patient for more information about what he or she has already brought up.

T: Tell me more about that.


or


T: What kind of trouble?


If necessary, while still following the lead of the patient, the therapist could ask any of the following:


T: Your girlfriend, tell me about her.



or


T: How did you meet her?



or


T: What sort of serious relationships have you had before?



or


T: What happened with them?


Further questions the therapist could ask include:


T: What do you think is causing the problems you are having?



or


T: How have you tried to deal with the problem so far?


Even the question,


T: What examples of relationships have you been exposed to in your life?



is directly related to the patient’s expressed concern and follows naturally from it, yet it also may bring up the important issue of the patient’s family of origin.

Another patient’s response to the neutral but inviting opening stance of the therapist might be:



P: I’ve been feeling more and more depressed lately.

T: Tell me more about that.




or



T: Depressed about what?

P: I don’t know what.

T: What’s the depression like?




or


T: What sort of things have been going on in your life lately?


Here the therapist can be responding empathically to the patient’s mood, while at the same time waiting for the patient to furnish more information about the specific concerns of his or her life.




Other Advantages of this Technique

There are many advantages of following the opening of the patient, even to the point of trying not to introduce a subject before the patient has brought it up. For example, the first other person mentioned by the patient in the interview is probably the most important person in the patient’s life (even if the patient is not fully aware of it, for example, an ex-spouse with whom the patient is fighting in court).

The longer it takes for the patient to mention any other person probably reflects how isolated (schizoid) the patient is. If a major topic or person is not mentioned (such as a spouse, handicapped child, or dying parent), it indicates at least some complexity of feeling about the situation, perhaps resentment, shame, or denial. Most of all, however, following the patient’s lead enables the interviewer to be with the patient in his or her experience, while at the same time learning most efficiently about the patient’s world.

This information-gathering and attempting-to-understand stance of the therapist is quite different from ordinary social conversation. At times the therapist may appear distant to a patient who is looking to the therapist for approval or directive social cues. This issue relates to a fundamental tension inherent in psychoanalytic psychotherapy, between the therapist’s natural social behavior and his or her behavior as a therapist.

The therapist aims to strike a balance between saying little and thereby gathering the most information, versus making the patient feel comfortable without leading the conversation in a more superficial direction. The effect of the therapist’s seemingly strange behavior is ordinarily lessened, however, as the patient senses the therapist’s interest and empathy. Furthermore, as the therapist learns to relax in his or her role, it feels more natural.

So far I may have given the impression that the interviewer should either be silent or pepper the patient with questions. Both silence and questioning can be overdone. Silence is further discussed below. Questioning can be a valuable tool for the therapist, especially if performed in a nondemanding, open-ended fashion. However, in many successful interviews, the patient will spontaneously do a great deal of the talking. Often there need be only a few prompts or leading questions from the therapist.

If there is a long silence, patients will frequently continue if asked. For example:


T: Go on.


Or the therapist can simply repeat the patient’s last word expectantly.


P: Whenever my husband and I discuss money, it always leads to an argument. (Pause.)

T: An argument?

P: Yes, he keeps running up the debt on our charge cards without paying any attention to where we are going to get the money to pay them off.



In a typical interview, one subject frequently leads to another.

T: Oh, your father? What’s he like?


or



T: You mentioned work. How are things going there?

What exactly do you do?

How do you get along with your boss?

What is your income?



This last question might be too intrusive for some patients; on the other hand, the therapist’s calm and sincere inquiry might help to lower social barriers.

Generally the therapist should avoid asking questions that can be answered yes or no, in favor of those that are more open-ended, for example, “What sort of serious relationships have you had before?” is preferable to, “Have you had any serious relationships before?” Questions that begin with “Why” should also be avoided, in that the patient may feel a need for self-justification: “What do you think is causing the problems you are having?” is preferable to, “Why do you think you are having these problems?”

As a teaching device in an interviewing course for psychiatric residents, I have conducted demonstration interviews with new patients, in which I only discussed with the patient material spontaneously brought up by him or her. Almost always, a complete history and more than sufficient material upon which to make a diagnosis emerged.

Sigmund Freud (1905a) emphasized the importance of listening and observing when he wrote, “He that has eyes to see and ears to hear may convince himself that no mortal can keep a secret. If his lips are silent, he chatters with his finger-tips; betrayal oozes out of him at every pore” (p. 78).

This approach to interviewing, that is, allowing the patient to present himself or herself and how he or she structures his or her world can be thought of as the “Rorschach response.” In describing what he sees in a neutral ink blot, a patient not only projects his inner world of emotions (for example, are the images he sees frightening or friendly?), he also reveals how he approaches the world. For example, an obsessive-compulsive man who sees the world as a sum of details, who “misses the forest for the trees,” will focus on small features around the edges of the ink blot. A hysterical woman, who is “swept up by the swoosh of experience” and sees only the forest, will react the same way to the ink blot, taking in the whole figure with one generalization.

The patient will respond to the interviewer as he or she does to the world, and the sensitive interviewer will therefore be able to infer much information very quickly. Put another way, each of us has a modus operandi, an “M.O.,” that is characteristic of how we deal with the world. A patient cannot help but use his or her typical M.O. with the therapist.

In group therapy, this principle is called the social microcosm (Yalom 1975). Each member of a therapy group will relate to the group as he or she does to others elsewhere in life. A shy person will be shy, a woman who can relate comfortably only with other women will not relate well to the men in the group. A “people pleaser” will be liked by the group (at least at first), and so forth.

In individual psychotherapy, a similar phenomenon occurs in the patient with respect to the therapist. We are discussing it here to illustrate interviewing principles. We will return to this topic in Chapters 6 and 11.






IMPLICATIONS

There are further implications of this powerful principle that one finds out the most by saying the least. It is well known that schizophrenia is characterized by loose associations. The stream of a schizophrenic’s talk does not follow logical connections. If the interviewer is silent and does not provide structure for the patient (in the form of focused questions or social cues, for example) the schizophrenic patient will become “loose.” Silence on the part of the interviewer is therefore, in effect, a provocative test for schizophrenia. If a schizophrenic patient does become increasingly disorganized in an interview, the therapist can try to provide structure by asking questions that can yield specific answers or by discussing concrete matters. For example:



T: Tell me about yourself.

P: Well . . . well . . . well . . . I was waiting for the bus and the bus was late . . . but then the driver . . . the driver . . . drives me crazy! Ha, ha, ha! . . . Can I get a glass of water?

T: Sure. There is water in the waiting room.

(The patient leaves and returns with a cup of water.)

T: You came here on the bus?

P: Yes.

T: It sounds like you’ve been having some difficulty concentrating lately.

P: (relieved) Yes.

T: Are you able to work?

(The patient is silent.)

T: Whom do you live with?

P: My mother.



Another value of relative silence on the part of the therapist relates to the universal tendency of therapists, especially when inexperienced, to interrupt their patients at inopportune times. For example, just when a patient is beginning to cry about his failed marriage, a therapist may interrupt to ask about the patient’s grandparents. Or when a female patient is recounting painful details of having been molested, the therapist will interrupt with a question. Without meaning to, many therapists (and at times all therapists) inadvertently act in such a way as to lighten the patient’s material instead of deepening it. Most of the time this occurs because of something the therapist says rather than because he or she is silent. Thus, more often than not, if in doubt as to whether to speak, a beginning therapist should perhaps remain silent. Experienced psychotherapy supervisors nearly always report having to tell their students to talk less with their patients.

There are at least two reasons for the tendency of therapists to interrupt their patients. One is the pressure that a therapist may feel that he or she should do something rather than just listen. Beginning therapists especially are very anxious, and being active may temporarily relieve feelings of inadequacy about their new roles. A second and more profound reason is that being with a patient who is expressing painful feelings or memories evokes similar feelings in the therapist, based on his or her own painful past. This adds to the difficulty of being with someone in pain. Many therapists unwittingly change the subject with patients to avoid their own feelings of anxiety or depression.

Another fascinating aspect of the beginnings of interviews is the notion that the first four minutes contain in miniature, in compressed and subliminal form, the entire future course of a long psychotherapy (or any other relationship). This possibility is supported by theories that suggest that a considerable percentage of communication between human beings is nonverbal (and thus may take place subliminally and very quickly). Our brains take in an enormous amount of information about people unconsciously. This accounts both for “love at first sight” and the repetitious behavior of a woman who married three abusive, alcoholic husbands in a row, in spite of believing at the time that the last two were “different.” The more skilled and sensitive the interviewer, the more information about the patient and the future course of the relationship may be understood.




INTUITION

To enhance their sensitivity to others, therapists need to value their intuition. Erich Fromm believed that humans, like animals, can sense a great deal about the intentions of other individuals, but that this ability is systematically trained out of people in civilized cultures. For example, a parent might say to a child, “What do you mean you don’t like Uncle Ernie? You never saw him before.” I recommend that therapists try to train themselves to be aware of their immediate, inner reactions to people—to feelings, smells, and fantasies. In the course of interviewing a patient, if a hunch comes, try to follow it, if it is possible to do so without derailing the patient’s direction. Fears among therapists of being voyeuristic are often unfounded, and the wish to pursue a particular subject is frequently based more on sensitivity to the patient than is suspected.

 


So far this discussion has focused mostly on the initial psychotherapy interview. However, the principle of finding out the most by saying the least applies in significant ways to all phases of psychotherapeutic work. It is standard practice for psychoanalytically oriented therapists to let their patients begin each hour, following a social greeting. Some patients find the silence of the therapist at the beginning of each hour disconcerting at first, but most come quickly to appreciate the opportunity to express themselves in an open field. Beginning this way helps the therapist begin trying to understand the patient right from the very start and to follow Freud’s famous dictum, “The patient determines the subject of the hour.”

Even when the therapist has something important to say to the patient, such as to announce vacation plans, to discuss the fee, or to raise a burning question about something that occurred in a previous hour, it is still best to let the patient begin. First, this lets the patient know that his or her concerns are first in the therapist’s mind. Second, the therapist can assess where the patient is psychologically by how he or she begins. Third, something overwhelming that clearly should come first may have happened since the last hour. For example, the patient’s spouse may have just asked for a divorce.

Throughout this chapter I have stressed one point of view—that you find out the most by saying the least—for the purpose of teaching. In practice, any deviation from this principle may be warranted for the purpose of establishing a relationship with the patient. It is an art to be able to foster a relationship, while at the same time learning as much as possible. Applications of this principle will be discussed in succeeding chapters.







CHAPTER 3

The Initial Psychotherapy Hour: First Third

Goals:



	Establishing rapport

	Understanding the patient’s problems as he or she experiences them

	Assessing the patient



This chapter and the next two describe an approach to the initial psychotherapy hour with a new patient. The hour can be divided into thirds, with different goals and techniques for each third. This approach can be used with minor modifications in any clinical setting, such as private practice, a clinic, or a hospital.

This approach need not be carried out with mathematical precision. In practice, a considerable portion of the hour may be devoted to one or another third. Significant portions may need to be carried out in future hours. However, keeping this scheme in mind will help the therapist to orient himself or herself and the patient to the task at hand.

The goals for the first third of the initial psychotherapy hour are listed above. The first goal, rapport, is essential, so that the collaboration that is psychotherapy can continue to develop. However, at the beginning, rapport may only mean some sense of friendliness, as opposed to overt hostility, along with the patient’s sense of the therapist as an interested person with an intent to be helpful. If the therapy goes well, however, this initial sense of rapport will develop into a sympathetic, intersubjective relationship.

Sometimes the second goal, understanding the patient’s problems as he or she sees them, and the third goal, assessing the patient, coincide. An example is a man experiencing an immobilizing depression following being laid off from his job. The therapist’s assessment of the problem is likely to be very similar to the patient’s. Each recognizes that the patient is depressed, that this condition was precipitated by the loss of the job, and that feeling and functioning better are the goals of treatment. This is in contrast to a paranoid patient who believes he is being persecuted by signals from a radio station. He may not see a need for psychiatric treatment at all, whereas the therapist’s assessment will be that the man is psychotic. Throughout the entire course of therapy, the therapist needs continually to assess the patient’s current psychological functioning, because this can change. For example, some patients become more anxious, depressed, or even psychotic during the course of their treatment.

With regard to the last two goals, the therapist’s ability to do two things at once, (1) to understand the patient—to be with him or her—while at the same time (2) to maintain a relatively objective view of the patient and the therapy, is a major source of the therapist’s power to help the patient. From the beginning, the therapist must continually guard against veering too much toward one or another of these tasks.


BEFORE THE FIRST MEETING

The psychotherapeutic relationship between the patient and the therapist begins with the first contact. In private practice, this is usually by telephone—the patient calls for an appointment. I recommend that the therapist discuss as little as possible on the telephone. He or she should simply try to set up an appointment with the patient in as efficient a manner as possible. The reason for this approach is that little can be accomplished by telephone. It is difficult for the therapist to assess the effect of his or her statements, and it may not be possible to correct misunderstandings.

Talking on the phone with the patient himself or herself is preferable to planning the appointment through a third party, such as a spouse. This begins the relationship in a straightforward manner, between therapist and patient, as early as possible. The result is that the patient is less likely to feel he or she is being manipulated. If the patient agrees to come to the appointment, experience has shown that rarely will he or she object to discussing personally the arrangements, directions to the therapist’s office, and so on, on the phone. (The situation is obviously different with children or early adolescents.)

If the patient feels more comfortable coming to the office with someone, the therapist need have no objection. It is preferable that the patient enter the office alone, but if he or she feels a need to bring another person, then it is probably better to proceed in that way.

Some patients will insist on the therapist answering questions on the phone, such as about fees, therapist qualifications, and so on. If the patient refuses a suggestion that it is better to talk about these things in person, the therapist has little choice but to answer. Of course, it is possible to refuse to answer, such as, “I don’t discuss fees on the telephone.” “Let’s get together and talk,” is nearly always the best solution, however.

One reason for not discussing fees on the telephone is that the therapist may want to adjust the fee after getting to know the patient. Second, in a face-to-face meeting, important, related issues may come up. For example, because of low self-esteem, a patient may feel that he or she is not worth spending much money on himself or herself. If a fee were simply quoted on the telephone, such a patient might give up on therapy, whereas in person the issue might be fruitfully addressed.




THE FIRST MEETING

In clinics, patients often make their appointments with a secretary or clerk, and meet the therapist for the first time at the first appointment, sometimes after an intake interview. In these situations, it is important for the therapist to introduce himself or herself and, once in private, to identify his or her role: “As I said in the waiting room, I’m Michael Johnson, and I’m your therapist here at the clinic. Tell me about yourself.”

Patients in hospitals meeting their therapists for the first time especially need structure: “I’m Michael Johnson. I’m a social worker here at the hospital, and I’m going to be your therapist while you’re here. We’ll be meeting three times a week, and I’ll see you every weekday in group therapy. (Pause) Tell me about yourself.”

If the therapist has the option of arranging his or her own office furniture, there are a few time-honored traditions. First, there should not be a table or a desk between the patient and therapist. This encourages direct communication. Second, the therapist and patient should have similar chairs. This encourages a sense of equality and self-esteem in the patient. Third, many therapists feel that the patient and therapist should sit near enough so that they could touch if one or the other reached out. This encourages intimacy. Finally, I recommend allowing the patient to choose where he or she sits. The therapist might say, for example, “I’m Michael Johnson. Come in. Sit anywhere you’re comfortable.”

If one chair is identified as the patient’s chair, it should be nearest the door. This enables a frightened patient to have the feeling he or she can leave. In a hospital, if a patient is either menacing or visibly frightened, I recommend not only placing the patient nearest the door, but even leaving the door ajar. The therapist could say, “I’m Michael Johnson, and I’m going to be your therapist while you’re here. Come on in and sit down. I’m going to leave the door open a little, and if you get uncomfortable, you can leave at any time.” Placing the therapist between the patient and the door runs the risk of making the patient feel cornered, and therefore more likely to feel frightened and become assaultive. If the therapist feels too afraid of a particular patient, he or she should not meet with that patient alone.

In private practice, the therapist can introduce himself or herself to the patient in the waiting room, and then invite the patient into the office. Once they are seated, and after sometimes unavoidable small talk (which may, however, help to relax and engage the patient), the therapist can say, “Tell me about yourself.”




GOALS OF THE FIRST THIRD

Although all three goals of the first third of the initial hour are important throughout the therapy, understanding the patient’s perceived problems occupies a special place in the beginning of the first hour, first because it addresses a primary concern of the patient, and second, because discussing it will enhance rapport and permit further assessment of the patient. The patient will sense that the therapist is on his or her side, interested in what is important to him or her.

As mentioned above, the patient’s perception of his or her problem may not necessarily be the same as the diagnosis. For example, a patient may complain primarily of obsessive thoughts or insomnia, while meeting all the DSM-IV criteria for major depression. Patients with so-called character disorders are said not to perceive their difficulties as stemming from within, and often approach treatment reluctantly, at the instigation of others. These patients are best approached in the same manner: starting with what the patient perceives or realizes. For example, the therapist could say, “So your wife says you have a drinking problem. What makes her think that?”

The interviewing techniques described in the previous chapter constitute one powerful approach to understanding the patient’s perceived problem. I have heard experienced therapists say that for the first part of the hour, the patient gets to free associate about anything. This doesn’t necessarily mean free association in the psychoanalytic sense (described in Chapter 6), but only that the therapist should listen to whatever subject the patient wishes to discuss.

Understanding the patient’s perceived problem is often accomplished with little difficulty. For example, a patient (Mr. A.) felt depressed following rejection by his girlfriend. He reported being able to think of nothing else:






OEBPS/images/e9780765707437_cover.jpg
ﬁ"tlon to
Psy‘;hgtherapy

.‘w‘
w2 S Y






OEBPS/images/e9780765707437_i0001.jpg
Getting Started:
An Introduction
to Dynamic
Psychotherapy

Joel Kotin, M.D.

H

A JASON ARONSON Book

ROWMAN & LITTLEFIELD PUBLISHERS, INC.
Lanham * Boulder * New York * Toronto * Oxford





OEBPS/images/e9780765707437_i0002.jpg





