Paul P. Shultz Power and the
Real Relationship

About 15 years ago, I left my career as a
schoolteacher to follow the long, often diffi-
cult path toward becoming a psychothera-
pist. After many painfully disappointing ef-
forts to “know it all,” I began to realize I
knew little, least of all about myself. At
long last, I am beginning to realize how
simple can be “knowing.”

Past president of the Michigan Group
Psychotherapy Society, 1 practice com-
bined group and individual psychotherapy
in a group practice and serve as curriculum
co-ordinator and a case supervisor with the
Bar-Levav Educatlon Association,

Dressed in black, her sunken, fear-filled eyes darted back and forth. She
began by saying, “My allergist thought I should see you.” Arms and legs
folded, her frail body appeared skeletal. It was 1977, ,

Analytically, she spoke of sinusitis and headaches. Going on to describe
marital difficulties, she softened. “You seem close to tears,” I said. Her chin
began to quiver, a tear trickled down her cheek, and she struggled to
swallow her feelings. “Why hold it back?” I asked. She didn’t like my
probing, she said, and just wanted to talk about her somatic difficulties.

Taking a brief history, I tried to involve her emotionally. Asked to
describe her mother, she paused. Then, in a monotone: “She is almost
schizophrenic. She’s asexual and incapable of love.” The parents divorced
when Lois was five. “I'm sure my father cared about me, but he lived 500
miles away. I could turn to him when I needed him. I couldn’t do that with
my mother. It seems silly that I miss him so much since 1 was never really
close to him.”

Tears gone, Lois went on to describe her mother’s second husband. “He
was nice, but he had sex problems. He used to stand in the hall and.
masturbate while looking at my sister, and I'm sure they had sex.”

She was reporting “good material” for the history, apparently practiced
from her five previous psychiatric experiences. But she was emotionally
distant. “My husband influences me too much. He even chose the school I
should go to—at least it feels that way.” She continued for a while, then
asked, “What do you think?”

Her intellectualization kept the real person hidden. Trying to loosen her
defenses and involve her emotionally, I remarked provocatively: “In many
ways, I see you as a little girl.”

Emotionally distant before, suddenly she was now all emotion! Leaping
from the chair, purse in hand, she rushed toward the door. “Sit down!” |
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yelled. She hesitated, her hand on the doorknob. “Sit down!” Still she
hesitated. I lowered my voice. “Come sit down in your chair. Talk about.
what’s happening to you, but don’t act crazy.” She took her hand off the
doorknob, hesitated, then slowly returned to her seat where she sat cross-
legged, clutching her purse with both arms.

My heart pounded. Startled, I had fortunately known how to keep her in
the room. “I'm not a little girl!” she protested. I realized that my comment,
taken literally, was demeaning. Agreeing, I apologized for the poor choice
of words and explained my intention. Beyond that, however, I made it clear
we could not work together unless she controlled her actions. She was

" relieved, and agreed to a contract forbidding impulsive actions, something I

required of all my patients. Of course, she was free to express anything and
everything vocally. Still leery of me, she nonetheless made another appoint-
ment.

After the session, I was pleased with how I had handled her rush for the
door. Too pleased. My own sense of power had blinded me to Lois’s
powerlessness. As a youngster, Lois frequently ran from her mother’s out-
bursts to hide in her “special place” in the woods. This pattern had repeated
itself in her adult life, and was to repeat itself many times in therapy.

‘The story of Lois’ therapy and the real relationship that developed be-
tween Lois and me includes my own struggle to overcome remnants of issues
similar to hers. Like Lois, I had had a mother whose outbursts had terrified
me. My own treatment had helped me overcome much of that fear, as I
faced hysterical women in my psychotherapy group. From an essentially
shy, timid young man, I had slowly grown confident in myself, and was
essentially no longer frightened of hysterical women. However, to help with
the remaining fear I developed a brashness that later found its way into my
work as a psychotherapist. At the time Lois began treatment with me, I
tended to harshly confront patients.

Obviously, a therapist ideally has no unresolved conflicts. To the degree
this is not true, the patient is at risk. Since none of us can be perfect, we owe
it to our patients to constantly work with ourselves to uncover and resolve
our difficulties, even if we have no personal wish to do so. Despite many
years of personal psychotherapy, further work in ongoing peer supervision
helped me face more of my unresolved fears as I struggled to help Lois
overcome hers.

During the first year, Lois accused me of many things, including having
sex with patients. She questioned my credentials and demanded to see my
diplomas. These were difficult sessions for me; knowing it was pointless to
try to document my credibility, I seemed unable to help her reflect thought-
fully on her fears. During any given session there might be periods of loose
associations interspersed with intellectualized reports of actual events. I
squirmed through many sessions, sometimes trying to reason with her,
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sometimes giving interpretations, but generally experiencing myself as pow-
erless in my efforts to help.

I so much wanted her trust that I did not recognize clearly enough the
depth of her fear, Fortunately for Lois, I work in an outpatient practice that
truly follows a team approach. While she saw me once weekly in individual
sessions, she also attended twice-weekly psychotherapy groups in which I
had one and sometimes two co-therapists.

The group was frightening and painful for Lois, who yearned for an
exclusive relationship with me. She was often withdrawn and in individual
sessions angrily accused me of playing favorites in the group. My interpreta-
tions of the transference seemed to fall on deaf ears. In frustration, a remnant
of trying to “get through” to my mother, I sometimes failed to recognize how
well Lois understood our working agreement: She knew 1 was sticking with
her, regardless of what she said, or how she said it. My co-therapists reminded
me that Lois—nonreflective as she seemed—was using her individual sessions
well to say what was in her heart. However, she rarely spoke openly of her hurt
and anger in the group; there, these feelings surfaced in explosive episodes,
sometimes erupting in physical flight from the room.

Having agreed to a very clear contract before beginning therapy, it was
difficult for Lois to live up to it. Terrified of being vulnerable, the option she
knew best was to act impulsively; our job was to help her find it safe to
expose herself in the group setting. Meanwhile, we could not accept this
impulsive behavior. Besides discharging material that would be usefully
expressed verbally, it could prove to be dangerous. '

As months became years, she repeatedly violated the contract by fleeing
the group. Many were the confrontations, and many were her frightened
regrets and assurances that she would not violate the contract again. Each
time I was faced with my own anxiety and a wish to terminate her therapy.
Each time I asked, “How much anxiety fits the present, and how much
comes from my past?”

I recall passing her in the hallway after a group one evening. “I think 1
took too many Valium.” She had not spoken in the group, had refused all
efforts to help her, and now wanted to engage me after the session. This was
clearly a suicidal gesture, but how serious was the actual danger? My
response had been brief: “Then you’d better get to an emergency room right
away.” And I continued on my way. Nonetheless, 1 found myself again
struggling with my sense of powerlessness. I felt angry at her, momentarily
forgetting she was really hurting herself, not me. What she did was an
integral part of her illness and, while clearly not acceptable, could not be
magically changed by agreement to a contract. I discussed the situation with
my colleagues.

A clear question arose: “What risks would I be willing to take in treating
this difficult illness?” A surgeon risks losing his patient on the table. How
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apt this analogy was! Lois could actually die during therapy. I pictured her
in a coffin and shuddered. I wanted to phone her, but to do so would play
into her manipulativeness. What to do, then? If a patient repeatedly violates
the contract in gross and potentially dangerous ways, what is the appro-
priate response from the therapist? While the therapist certainly has the
right to terminate treatment under such circumstances, must he do so? A
therapist might act out unconscious wishes by allowing the patient to
remain in treatment. Conversely, he might act out his archaic fears by
terminating treatment. Clearly, ongoing supervision for experienced as well
as novice clinicians is crucial in resolving such issues.

Lois came to her next session, very troubled by what she had done and
almost certain I would terminate her therapy. I was relieved to find that she
had not actually attempted suicide, but had been in fact frightened about
defiantly taking several Valium. She said she knew her therapy was on the
line, and earnestly assured me she would adhere to the contract. Our
relationship had survived another crisis, and continued on, sometimes limp-
ing, sometimes crawling, but never really going very well. Yet, as time
passed, I became aware of a pattern. When my co-therapist worked with
Lois I saw a totally different side of her. She did not fight with him so
quickly as with me, was far less evasive, and sometimes much more thought-
ful. I tried to fathom the reason for this, usually explaining it in terms of her
particular transference to me. I did not really understand my colleague’s
assertion that I often was not “with” Lois. The acting-out persisted.

The day finally came when stronger measures were needed. Whatever real
inadequacies there were in our relationship, I would have to impose some
sanction, not as a punishment but to emphasize that I could not ethically
accept the relationship this way. How could I accept money for this? “I will
interrupt my work with you if you walk out of the group again,” I told her.
“I know it makes sense,” she said.

Months passed as she struggled with her feelings, often withdrawing in
the group, sometimes speaking up, and becoming somewhat more reflective
in her individual sessions. Weeks would pass in which she expressed little
else but gross distortions and projections, appearing to lack an observing
ego. Nonetheless, she sometimes spoke very thoughtfully, making accurate
transference interpretations, and occasionally even accurate counter-trans-
ference interpretations. She once speculated that my mother may have been
like her, and that my feelings interfered in her therapy! I took this to heart,
beginning to wonder if my mother was still more alive within me than I
thought.

In spite of everyone’s best efforts, however, it finally happened: She
stormed out of a group. Still only vaguely aware of the similarity to my
efforts to “get through” to my mother, I was saddened by what faced me.
Having stuck with Lois through thick and thin, she had now forced my
hand: I now had to interrupt her therapy. Since our model of therapy
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requires parallel individual and group sessions, she would now also lose her
place in the group.

She was pretty sure I would hold to my ultimatum, and remorsefully
telephoned my co-therapist. He agreed to meet with her. In spite of her poor
self-image and sense of powerlessness, she seemed to know that we expected
the reality principle to apply to us as well as her. If indeed she needed
therapy as much as we said she did, then how could we humanly refuse to
treat her? She argued that we should not give up on her, since our work with
her was superior to anything she had found elsewhere. Furthermore, she
argued convincingly that her relationship with me was too important and
helpful to her to allow it to end this way.

My co-therapist agreed to intervene on her behalf, suggesting I compro-
mise in some way. Eventually, I would see her once a month for three
months, with the understanding that future therapy depended upon her
demonstrating her capacity to live up to the contract. Having lost her place
in the group, she recognized it had been more important than she had
acknowledged in the past. In those three sessions, she expressed her anger
and disappointment with some delusional accusations, but indicated she
knew this was an outmoded way of expressing herself, An internal shift had
begun. She seemed relieved that we had finally drawn the line, but couldn’t
quite say so. _

At the end of the three months, I agreed to see her once a week. Slowly,
she began to replace “I can’t tolerate the group,” with, “I don’t want to be
there.” She also could begin to reflect upon “I don’t want to . . .,” recogniz-
ing the quality of a temper tantrum. It was becoming clear that not only fear
crippled Lois, but a lack of self-discipline born of an absence of firm
fathering.

The internal shift accompanied continuing complaints about my “uncar-
ing” attitude, and claims that I surely must not like her if I didn’t find her a
place in the group. I didn’t like her being “nasty,” she said, and she was
acceptable to me only if “nice.” I had learned to be cautious about how [
handled this. If it were not for my weekly peer supervision meetings, I might
not have known there was some truth to this. Hearing her complaints as
being accurate, at least in part, I noticed that when she was most anxious
and accusing in her paranoid way, I also tended to become anxious and
tried even harder to get through. She would then become more anxious, and
complain more. If I caught myself and softened my demeanor, she would
settle herself down and speak more thoughtfully. I helped her see this
pattern for herself, and acknowledged my responsibility to either correct
myself, or declare myself unfit to treat her.

As I was more able to acknowledge when I had been too “busy,” Lois was
more able to be thoughtfully critical of me, indirectly “helping” me to see
what I was doing.

“You sound angry at me, Mr. Shultz.”
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“I think I was probably anxious, not angry. I'm sorry for getting in your
way. Go ahead.” And she was able to. The fact that she could have real
impact on me was a powerful corrective emotional experience. Troubled by
this occasional inappropriateness of mine, I nonetheless handled it effec-
tively. Generally it is unwise for a therapist to reveal his inner life to
patients, but the overt expressions of my unresolved conflicts that Lois
identified had to be acknowledged openly. Obviously, a therapist’s embar-
rassment is unimportant compared to a patient’s difficulty to separate
feelings from reality. It was crucial that my real shortcomings not be
confused with her projections from the past. In a given instance, I may
actually have behaved in a manner somewhat similar to her mother, but in
reality I was not her mother and she was no longer a powerless little girl,

While painful, being excluded from therapy had obviously helped Lois.
Sometimes still claiming that I really wanted to get rid of her, she was
occasionally grateful, once reflecting that most psychiatrists would have
treated her with anti-psychotic medication. Slowly sessions became more
rewarding for both of us as we explored territory new and frightening to
Lois:

The frail woman with deep eye sockets and wild eyes had gained several
pounds, and no longer looked girlish, but womanly. Over her six years of
therapy, she had finally achieved a bachelor’s degree and was working in a
business setting. Her typical black slacks and sweater had given way to a
business suit, her hair done attractively. She smiled more frequently and was
sometimes quite witty. Much more settied, she had greater freedom to
ponder life decisions facing her: What could be done about her marginal
marriage? Where was she headed professionally? _

Convinced that Lois had changed fundamentally in controlling her ac-
tions, we had found a place for her in another group. She progressed
steadily there, considerably less withdrawn, spontaneously involved with
others, and altogether more willing to expose herself in spite of her fear.
Panic episodes became more brief and isolated, with no physical flight from
the room. Usually, within minutes she was able to reflect upon what she had
experienced, and talk about it,

She had been very anxious about attending the upcoming marathon with
23 other patients. Having attended several such sessions (conducted regu-
larly as part of treatment) she was afraid of spending 28 hours together with
no place to hide. Frightened to face what seemed inevitable, she struggled
hard to overcome her fear. Ultimately she did, of course, and began the
marathon by using the session well, not at all withdrawn as in the past.
Quietly involved almost all the time, she spontaneously spoke with other
group members occasionally. It was truly a pleasure to see how she was.
Then it happened. We had just begun a structured group experience that
involves selecting and rejecting partners.
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“Lois, sit down! Lois, stop!” my co-therapist yelled. Wide-eyed and
panic-stricken, she bolted for the door. Since these sessions were held in a
private residence, the door led not to the hallway of an office building, but
to the street.

1 followed her out to the driveway, repeatedly encouraging her to stop.
Knowing I should not physically restrain her, I finally gave up. She headed
down the sidewalk.

Nothing like this had even happened before! We had to quickly assess the
limits of our responsibility, both ethically and legally. Conferring, we de-
cided that one of us had to follow Lois to either help her come back, or at
least watch after her lest she get into trouble on the street; night had fallen
by now and she had no car with her. It shouldn’t be me, since that might
play into her unrealistic wishes, so instead we sent one of the other thera-
pists. The rest of us returned to the structured exercise. As I sat, I found
myself again worrying about Lois’ physical well-being. I went further with it
this time, however, and imagining the possibility of a messy, very nasty
lawsuit, I became angry! I had been willing to shoulder some risks for her
therapy. But this?

An hour passed, and Lois had not returned. Had she been unable to
accept help from my colleague since he lacked involvement with her? After
consulting with my colleagues, I climbed into my car, off to search for Lois.
Once on the street, I knew something was very wrong. “What am I doing
driving around, in search of my crazy patient?” I muttered. “I am practicing
long-term, outpatient psychotherapy, not rescue work.” My limit had been
exceeded. Abandoning my search, I headed back to the house, convinced
that I was through with Lois. I reviewed the dynamics of what was happen-
ing, aware of possible countertransference; Lois was not my hysterical
mother. Indeed, it was years of working with my reactions to Lois’ maneuv-
ers that had helped me see clearly the difference between remnants of this
countertransference and the reality of the present. While I felt anger at her
for doing this, I also felt sadness that it had come to this. I found my
thought processes clear and internally consistent as I considered reasons for
terminating my relationship with her. Nonetheless, strong feelings often
cloud thinking, so I discussed this with my colleagues to protect my patient
from any possible mistreatment. _

They found no distorted thinking. We all agreed that it was ethically and
clinically proper for me to speak openly to Lois about my thoughts and
emotional reactions, and tell her that I was no longer willing to work with
her. This would best be done in the open forum of the marathon. But would
she return to the house? I half-hoped that she would not, reluctant to do
what needed doing. I liked Lois, and knew that she was doing herself severe
psychological damage.

Lois slipped into the room and sat quietly in a corner. The session
continued. Then, several patients brought up their reactions to Lois, spoke
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thoughtfully about the situation, and expressed their concern about what
the therapists would do.

In a firm, caim voice 1 spoke to Lois. “I'm glad to see that you are safe and
sound, and that you came back here. But obviously this is a serious breach
of our contract.” I paused. “You have acted pretty crazy before, Lois, but
this incident goes beyond my limits. When I realized how inappropriate it
was for me to drive around looking for you, 1 felt angry, and I think anger is
realistic. I think that this action has irreparably damaged our relationship.
Sadly, I don’t think that I can open my heart to you anymore. And I surely
am no longer willing to expose myself to such legal risks. In short, my well-
being is more important to me than whether or not you get well.”

While I was no longer Lois’ individual therapist, she did remain in her
group, at least for now. In the following weeks, she struggled mightily,
freely expressing her hurt, anger, and humiliation, She was self-observant as
well, going beyond feelings to consider the damage she had done. I had
become important to her, not only as her idealized father, but as a real
person consistently with her in her efforts to overcome fear. Her fear of
losing an idealized father was less than sadness at abusing her relationship
with Paul Shultz, who had his own life and well-being to care for. Unlike
previous episodes, she was aware that she had imposed on me a measure of
risk that was not my job to accept. She spoke of how difficult, if not
impossible, it must be for me to invest further in her. Nonetheless, she
implored my co-therapist to speak on her behalf requesting a meeting, I did
not warm to the idea. And yet, I had spent several years of my life alongside
Lois in her struggle. Over a period of several weeks, I examined and re-
examined this issue in my peer supervision group. I used the case in a
seminar presentation. Finally, it became clear that if there were any chance
that I might be able to work with her, the only ethical thing to do was meet.
Once.

In that session, I felt no anger but was emotionally withdrawn, finding it
difficult to allow myself to care about her. I told her so. Her response was
unlike anything she had said before. “I'm sorry I put you through that. I can
understand why you don’t want to trust me. But I panicked and didn’t know
what I was doing.” '

“Whatever the reasons, I don’t think I can open my heart to you. If you
really cannot control yourself, after all this time, then I don’t want to risk
working with you.” I felt a sense of loss in my belly. “I'm really sad about
this Lois, because I like you. You and I have done a lot of work together.
But I'm only a human being and I have limitations like anyone else.” I felt as
if I were giving up on a relative.

Her response surprised me. “Are you sure you're not acting on your
feelings?”

Even in her seemingly powerless position, she had the courage to ask this!
I collected myself. “I don’t think so Lois. I've had a lot of feelings about this,
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but the bottom line is that you have repeatedly violated our contract,
putting me in a position where I was worrying about things that are not part
of my job to worry about. I'm no longer willing.”

Now somewhat angry, but in control and thoughtful, Lois protested.
“Well, maybe I learned something from this experience! It has taught me a
lesson that I won’t forget!” She was convincing.

As the hour continued, I questioned anew my emotional withdrawal,
realizing she had been far more frightened by the incident than had I. Why
had I not seen this obvious fact before? By sessions’s end I was willing to
reconsider and agreed to meet again in two weeks. In time she convinced me
that her walk in the night had so emphasized the necessity of self-control
that she was unlikely to do it again. But even so, I told her, I doubted my
ability to again open my heart to her. Seemingly the underdog here, Lois
nonetheless was free to question my character. “You have always been too
quick to shut me out. I think that is one of the problems in our relationship.”

I was stunned for a moment. In working with myself over the years, I had
become aware of that tendency in all my relationships, both personal and
professional: with my colleagues, with my family, and with patients like
Lois. Suddenly, the tables were turned. The question was no longer whether
Lois would hold up her end of the relationship. The question was whether J
could! ,

Lois was right, at least in part. Since we could not usefully continue unless
these difficulties were exposed and resolved, I decided to speak openly. “As
1 know myself Lois, I think you're at least partially right. I do have a
tendency to sometimes react that way, not just to patients. But how much of
our problem is because of my shortcomings and how much is because of
your illness, is difficult to measure. Obviously, if my weakness is great
enough, I cannot do the job with you properly.”

Reviewing this session later, many things came together. During my early
years, my supervisor said many times, “You’re not involved with the patient,
You are busy with your own ideas.” I did not see it then, but now realize I
was very busy indeed, trying hard to do therapy, to make the patient see it
my way. Sometimes I confronted the patient with caustic remarks like, “Do
you know you are boring?” My conscious intent was to make contact with
them by provoking some interaction.

With time and continued self-scrutiny, I came to realize that some of my
provocative remarks were over-done. I cringe when recalling this, for I pride
myself on holding high standards. It was only as I saw more clearly these
shortcomings that I looked more closely: A patient may indeed have been
boring in his presentation, but why? Maybe he was preoccupied with his
own ideas, his own internal world, but maybe 7 also was preoccupied! My
bluster had often been a clumsy attempt to break out of this and make
contact. Yet, having contact at any cost is costly. I had difficulties with
certain patients repeatedly. In peer supervision over the years, 1 slowly
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recognized my fear of becoming intimately involved. The cockiness that I
had once seen as expressing freedom from that fear, I came to realize
instead, expressed that very fear! It allowed a kind of contact with others,
but also kept them safely distant.

Reflecting on my work with Lois, it is clear that the more a therapist and
patient are really involved with each other as two human beings, the more
likely are the unresolved difficulties of both patient and therapist to come to
light. Concurrently, the more healthy my patients become as a result of my
good work, the more able they will be to recognize my real shortcomings
and confront me with them. In Lois’ case, I had used power to force the
reality principle upon her, and it was out of this therapeutic use of power
that she found her own true power as an adult woman.

And so it was that I was stunned when Lois complained, “You have
always been too quick to shut me out.” She knew what I was like better than
I myself wanted to know. Obviously, our relationship was a two-way street.

4000 Town Center, Suite 1350
Southfield, MI 48075
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