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The dual aims of this paper are to describe and impart
a Condrete sense Ot- AN 1R ative SIJ(P-Spnl‘l‘,(!r(‘d resi-
dential treatment progeun that existed between 1974
and 1977, and to give an dlustravon of naturalistc
research.” The program apphed o new treatmenc
approsch based on the principles of mtrapsychic
humarsm 1o severely crootionally disturbed, homici-
dallv vislent, poverty-level adolescents who were con-
sidered untreatable by any other method, Intrapsychi
hurnanism is 4 recent, nonderivative, comprehensive
depth psvehology that represents a unified theory of
child development, psvohopatholagy, and trestment
This new pevchelogy s comprehensvely explicated in
Intrapsvehic flumanismn oAn Introducion to a Compre-
hensive Psvochology and Philosophy of Mind (Pieper &
Pieper, 1990). Since the theory is fully presented in
that volume, this paper will address only those aspects
of inrrapsvehic humamsm that are most periinent ta
an understznding of the Cvie
vents.

In the tradition of Aristotle, but in centrast to
Freud, the ebject relatons theorists, Bowlby, Kohut,
Stern and Alice Miller, intrapsychic humanism asserts
that every baby is born with an innate motive tor and
capacity to experience the pleasure of a conflict-free
caregiving relationship. Therefore, the term rormal
development acquires a speafic and umygue meaning.
it zefery 1o 2 caregiving process thar hrings about an
attainable wpe of chitdhoud and adulthood 1 which
the subjective experience of personal existence con-

sists of a consciously sell-regulated and contlict-free
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inner well-being, The psvehic pain that other psvehol
ogists and philosophers take as unalterabie normality,
while tvpical, 10 fact represents o heretofore unrecog-
nized form of (alterable) mental illness, conversely,
true nonnality, while not wypical, e, not widespread,
is an attainable state of stable inner well being that s
netther associated with internatized contlicts nor vul-
nerable to the influence of external stresses and losses
Even more radically, intrapsychic humantsm asserts
that the unshakable well-being that characterizes true
normality can be established as a result of intrapsvohic
treatrnent, which 1s the form of trestinent based on
the view of human nature and development explicated
by intrapsvchic humantson.

While intrapsvehic humanism asserts that the pyy-
chic pain that Freud and others assume to be the
inevitable unhappiness of evervday living not only can
be treated. but can also be pdevented, intrapsvchic
i s not suggest that a

tructural improvernent in the human conditon can be
attained by social reform or cogritive understanding
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zlone (although -learly hoth are necessary, neither is
sufficient). Anc, sust as importantly, intrapsvchic
humanism neithes ignores the individual's interaction
with her/his environment, nor concludes that situa-
tional effects are nsignificant.

After Freud asandoned his trauma theory of men-
tal tllness, he unswervingly promuleated a view of
human nature that continues to be prevalent in our
cubture: that psyvchopathology s only an extension of
endemic psyvchic sain, that is. that mental illness is an
exaggerated but qualitatuvely unchanged state of the
normal mind. Fram the perspective of intrapsvchic
humanism, however, the cause of mental iliness 15
trauma. Conflic.ed human nature is not innately
determined, but represents the developing human's
attempt to maint.in a viable sense of inner well-being
in the face of unable parenting. Gur view that the
ctiology of psvchpathology is trauma is reflected in
the aim and acuior. of intrapsychic treatment. The goal
of mtrapsychic treatment is not the completion of an
incomplete develc pmental process that commenced in
infancy, but rathe: the completion of a developmental
intrapsychic process that commences within the thera-
peutic relationsh po Other chinical theories mistake
what Freud called the common unhappiness of every
day lile for essertial human nature and assert that
even the most st ccessful treatment will Teave the
clhient with an int-actable tvpe of eastential incom-
pleteness. This 1s 1 lustrated hy the quate auributed to
Freida Fromm-Rei hmann which Hannah Green chose
as emblematc of her treatment: "I Never Promised
You a Rose Garder .~

The therapeutu action in intrapsychic treatment 1s
the caregiving act of nurtuning the client’s heretofore
unengaged motives for the conflict-free pleasure of
intrapsyehic caregiving intimacy. Intrapsvchic careget-
ting pieasure refer. not 1o an affect, but to 2 meaning
structure of effective self-regulaton agency nurtured
by the act of regi lating the caregiving relationship.
Accordingly, the therapeutic action in intrapsychic
treatment is not he rmeneutic; it does not have the pn-
man goal of conflict resolution (it does not rely on
transference interpretations of dvnamically uncon-
scious psychosexusl conflicts) (Frend, 1953-1974); it
does not have the primary focus of censtructing a
cuherent narrative of the client’s life {Cohler, 1988);
and it does not airy for the restoration of the self by
means of strengthening compensatory sectors of the
self through transm uting internalizations that restitute
defects accrued fram wnsvedable lapses w parental

empathy {Kohut, 1971} Just as importantly, imtrapsy-
chic treatment does not advocate any tvpe of unreflec-
tive caregiving, specifically, the pracuice of intrapsyehic
caregiving never entails indiscriminate transference
gratification, nor does 1t represent a process of repar.
enting {e.g.. it & not a ‘corrective emotienal experi-
ence,’ Soth, 1986). Also, 1t should bhe noted that
intrapsychic caregiving does not depend on empathy,
either as perception (vicarious intraspection) or as the
mode of therapeutic action it is manifestly demon-
strable that because of the solipsistic nature of intro-
spection, cmpa(h_\' 48 VIgarious introspection repre-
sents at best a fipure of speech. That is, the act of
introspection is not epen 1o the knowing act of
ancther; therefore empathy cannot rehably disunguish
berween delusion and acruality, Tn consequence, there
are canceptual flaws in theories that posit empathy
vither as the baus of therapeatic action or as 3 mode
of perception, * because there is no wav to know when
the therapist’s experience of affective attunement rep-
resents her/his wash fulfillment or compliance with
the client’s wishes

The mechanism of therapeutic change in intrapsy-
chic humanism is not insight but the intrapsychic
caregetuing pleasure produced by the clients experi-
ence of effective self-regulatory agency with regard to
being the regulating cause of the caregiving s/he
receives from the therapist. Over time, the superiority
of this tvpe of relationship-based self-regulation causes
the client to recognize that the tvpe of self-regulation
that depends on motives for pain which have the
unconscious meaning of pleasure represents an unnec-
essary and unwanted loss. Because it does not rely on
insight, intrapsychic humanism is an appropriate treat-
ment for infants and psvchotic and/or violent clients,
as well as far the type of relatvely mature and well
functioning chient who is considered most appropriate
for traditional psychodynamic treatment.

THE PROJECT

In the middle 70's, a concatenation of circumstances
affecting the Llinois Deparument of Child and Family
Services, hereafter called DCFS, gave us the apportu-
nity te use the principles of intrapsychic humanism o
treat the Department’s "most difficult,” violent, anu-

“Ediwer’s Note. For esample. self paycholagy (Kohur 19261971
see alse Fecubons, 149)
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social adelescents. The problem presented by DCFS's
violent adolescents was and is a staggering one. In the
State of llinois, as in most other heavily urban states,
there s a large number of homicidally violent and self
destructive adolescent state wards for whom there
exist no treatment programs. In the past these adoles-
cents were restrained and medicated in state mental
hospitals. However, one result of the Civil Righes
movement was a changed interpretation of the rights
of children and the mentally ilf, which resulted both in
stringent restrictions on the commitment of adoles-
cents 1o mental hospitals and also in the requirement
that restriction of liberty for mental illness be accomn-
panied by a corresponding right to treatment. As 3
result, in the late 1960s and early 1970s, DCFS sud-
denly found itself saddled with a group of adolescents
for whom it was responsible but for whom it had no
available resources or programs. Attempts to send
these adelescents out of state to custodial and quasi-
treatrnent mstitutions resulted in sell-publicized dis-
asters and law suits.

In February of 1974 we approached DCFS with a
proposal to treat s “most difficult” adelescents !
DCFS funded cur project and referred us those ado-
lescents who, by DCFS™ own determination, fit into
the “most ditficult” category. The numbers of these
“most difficult” adolescents, the lack of resources for
them, and the high per capita cost of the program
(S120-3200 3 day per adolescent-——remember, this
was the 1970s) insured that our Project was not being
given adolescents who could be placed elsewhere.

RELEVANT CONSTRUCTS OF
INTRAPSYCHIC HUMANISM

This brings us, then, to a brief description of the kev
principles and constructs of intrapsychic humanism
and the specifics of how thev informed our program.
One central tenet of intrapsychic humanism is that
within every human there are twe distinct but interre-
lated and interacting forms of consciousness, interper-
sonal and intrapsychic. Interpersenal conscivusness
refers to the diverse mortives and self-cxperiences that
are immediately accessible by introspection. It corre-
sponds both to the consciousness of cognitive psychol-
ogy and also to the psychoanalyuc opopraphsx and
stractural eonstrnets of conscious and unconscions
conscivusaess. [nterpersonal motives are cogninve
(v g, taicarn), social (e g, to make tnicads), and

o

phesiclopical {eg., 1o eat). Motives t resulate the

chowe and pursuit of interpersonal inotives alse exist
in interpersonal consciousness.

Intrapsychic consciousness, which 1s the new type
of consciousness identified by intrapsvchic humanism,
is unlike interpersonal consciousness, in that it exclu-
sively refers to a unitary motive—the motive o have
an effective agent-self that stably regulates one’s core
well being. In development, the intrapsvchic motive
for effective self-regulatory agency is focused on the
pleasure of being the regulating cause of the caregiving
motives of the primary caregivers One of the key dis-
coveries of intrapsychic humanism is that the intrapsy-
chic motive is che basis for the capacity for self-regula-
tion: that 1s, what makes each of us human is truly
detined net, as is usually thought, by the attribures
that set us apart from other species, the cognition and
language manifested in our capacity for sophisticated
svrmbolic thinking, but rather by the need we share
with many other specics for ceregiving intimacy. Fur-
ther, we demonstrate (Preper % Pleper, 1990) that
covnitive and lingustc motives are under the hege-
mony of the intrapsyehic motive

A child wall develop inteapsychic psvchopatholeny
when the parents” own conflicts about sntimacy render
them unable to respond 1o the child with stable care-
grving pleasure. The experience of inconsistent care-
grvang causes the child o develop motives tor a form
of caregiving mutuality that an external ohserver
would recognize as unstable, but which 10 the vhuld
represents an ideal (stable) tvpe of caregetting plea-
sure. This motive for a pain-based mode of self reguia-
tion of core well-being is the defining characreristic of
intrapsvchic psvchopathelogy. In addition, intrapsvekic
psvchopathology prevents one's core well-being fram
ever bt’(mﬂing Jll[l“n&\!”l)ﬁil,\'l‘\‘ i(‘lf—l]ur‘[urmg, but rather
vne's inner well-being remains fixated in its original
state of vulnerability to they vicissitudes of interper-
sonal motive gratification. in-the presence of intrapsy-
chic psychopatholegy, intrapsvithic motive gratification
(pathological core well-being) can result either from
the graufication of pathological interpersonal motives,
such as maotives for compulsive gambling, or from the
gratification of interpersonal motives that are not
pathological in themselves, such as making a new, posi-
tive friendship, Tu reiterate, optimally core (intrapsy-
Chic) welt ewreem is unattected by the events of everve
dav Iife. It becomes autonomunsy sell-reoulinng onfy
throuely the developmental gratification ot inrrapsy-
chuc motives for gentne carenerung please Tnocon
trast, the clinical hallmak of intrapsychie psve
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chopathology is thet the indmidual's core self-esteem
never becomes stalie, but remams vulnerable 1o the
ups and downs of ¢ ervday successes and fatlures, and,
in addition, it can te generated by the gratification of
motives for pain with the meaning of pleasure.

What differentiates the “most difficult™ adoles-
cents from mdividuils with intrapsvchic psychopathol-
oy who manage to have successful careers and satisfy-
ing family lives is the degree to which their
interpersonal cons¢ ousness ts regulated by pathologi-
cal motves, and, sp-cifically, the degree to which their
conscious sense of ¢ sntentment derives from the grati-
fication of metives for aggression woward others or
themselves. Violence as a wav of hfe can become an
object of desire when intrapsychic psvehopathology
ibccomcs interpersonally organized in 3 volatile combi-
nation of highlv self destructive and paranoid interper-
sonal identification: . In the case of the State wards,
these identificatior s occurred within the corrosive
socioeconomic privation of unrelieved poverty.

REGULATORY PRINCIPLES OF THE
RESIDENTIAL MILIEU

The structural difforence between intrapsychic and
interpersonal forms of psvchopathology was directly
refiected in the stiucture of the program’s milieu.
While the intensive individual intrapsychic treatment,
the part of our the apeutic program which aimed at
effecting structural change in the nature of the adoles-
cents’ intrapsvchic inotive graufication process (core
self-esteemn), was e:sentially the same for the “most
difficuit” adolescent, as for a well-functioning outpa-
tient, the residenua milieu was designed to respond
therapeutically o the destructive interpersonal
motives which were used a5 the ongoing fuet of the
adolescents’ patholopical core self-esteem.

The challenge for the milieu was to make it possi-
ble for the resident: 10 discover that nurturing, rela-
tionship-based way . of regulating themselves were
superior to the dest uctive patterns of self-regulation
which were deeply entrenched at the time they
entered our progratn. Therefore, we tried never to
leave any adolescen  without a therapeutic relation-
ship to turn to; all residents had ‘round the clack one-
to-one roilieu staff  alied, fittingly, therr 1-1°s. This
intensive interpersoral coverage had two aims: (1) to
make it passible fo- the adolescents to experience
their matives for vio ence 1n the context of o caregiv-
sng selativnslup, snd (2} to enhance the adelescents’

ahilities to recognize the supenor pleasure of 3 welf-
esteemn based on genuine intrapsvohic refationship
pleasure by proaviding abundant spportunities for
interpersonal relationship pleasure (socizhizing with
the workers, cooking good food, petting help with
homework).

Because the pleasure of true caregiang intimiaey s
tncompatible with the tvpe of pain-based intimacy
that 15 intrinsic to psvchopathelogy, the residents pen-
odicaliv experienced the therapeutc refationship
offered by the 1-17< as threatening [consequently, the
1-1's were in constant danger of being attacked). As a
result, 1n carefully selected, crincal mstances, peye
chotropic medications and physical isolation were
used 1o protect both the staff and resident. However,
to facilitate the goal of helping the residents tarn to
the experience of caregiving intimacy rather than to
destructive motives for soothing, when residents
needed o be separated from other residents or staff,
thetr 1-1's would stay with them, The Program Direc.
tor would make a contract with the affected adoles-
cent 3s to what behavior the adolescent needed help
with controlling and what forms of contral would be
appropriate. Such a contract 1s entirely different from
the contracts used in milicus organized by the princ-
ples of behaviorism, such as token economies {Agee,
1979: Edwards & Roundrree, 1981 Feindler, 1957;
FKupfersmid, Mazzarins, & Benjamin, 1987). Our con-
tract focused on prevenung behaviors (such as hitting
others) that endangered the resident’s zhility to con-
tinue in the program. Qur contract was designed nei-
ther ta induce or coerce campliance with speaific pro-
grammatic aspects of the milieu therapy (g,
attending 2 scheduled group meeting} nor to fuster
behaviors that were merely socially desirable {such as
having good table manners or being polite, e.g. Burd-
sal, Force, Klingsporn, 1989). When a resident was nat
able to maintain her/his agreement not 1o attack staff,
the consequences (such as some time in the quiet
room, or, later when the program was no longer
located in a hospntal site, a few days on an inpatient
unit at the Hlinois Department of Mental Health's
Read Zone Center) were chosen only because they
promised 1o allow the resident 10 continue in the pro-
gram by protecting the staff and residents from the
resident’s lack of regulatory control n intrapaychic
bumanisi, therapeatic change is seen as o function ot
the intrapsychic caregetting pleasure generated within
the chent's therapeutie relavonshups, not of hehavioral
inducements
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While in most restdential programs, the therapist
makes o7 participates in many of the management
decisions about her/his client (Piersma, 1985; Scave &
Buchanan, 1989; Soth, 1986), our program adminis-
trators were assigned total responsibility for decisions
about the residents’ dailv lives, such as the granting of
passes. Because the engine in intrapsychic therapy is
intrapsychic caregiving pleasure, it 15 important for the
therapist not to bear responsibility for the resident's
interpersonal world, e.g., aot to be associated with
milieu decisions resulting in interpersonal losses, such
as the decision that it would be dangerous to allow a
cesident 2 field trip. When the residents know that
therapists de not make these decisions, they are free
to turn to the therapeutic relationship with pain-regu-
lated reactions of anger, hurt, and paranota, thus fur-
thering thewr dawning awareness of the supenonty of
the pleasure of therapeune involvement over the
soothing pleasure of pain relief based on meanings of
sell ar other-directed rage.

it should be clear both thut the child care workers
were an integral snd valued component of our pro-
gram, and aise that our appreach to the milieu placed
them under tremendous stress. In most programs,
when residents breah the rules or hurt staff or other
residents, they are expelled trom the program, so that
although staft may occasionally feel themselves in dan-
ger, thev know that if a resident erupts, s/he will be
pone (Colson et al, 1991; Genulin, 1987), We knew
that the nature ot the adolescents we had accepted
meant that initially they were hkely to become violenr
in response to facilitatve stalt responses as well asn
reaction to staff errors and other externally imposed
losses. [n fact, in the course of this demonstration pro-
ject there was much property damage, and the staff
incurred many biuises, cuts requunmng sutures, seoous
e injuries, and, on one vecssion, a broken nose. One
psyehotherapist requited emergency room treatment
a5 the result of the residents” actions. A focus of this
paper concerns the principles for managing vielent
behavier in a residential setting, and, pacicularly, for
helping staff wark with vielent adolescents without a
loss of morale in a therapeutic program that does not
permit total solation or aversive or punitive measures.
The programmatic issue of how to protect <linical
staff from vielent patients in ways that are not
anttherapeutic s raely addiessed bevasuse therapeatic
eancerns tend to he submerged in the presence of vi
lenve {Allen et al., 1986, Cobon et al, 1986, Colsan
& Covne, 1978); the veolent patient i typically
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expelled from a program or responded to solely with
the goals of enforced acceptable behavior, deterrence,
or containment (Feindler, 1987, Gentilin, 1987; Scavo
& Buchanan, 1989). [n order w support the statf and
help them understand the process of treating the
teenagers, we provided them with a weekly, hour-lony,
supportive and educational inservice training session in
which they discussed their interactions with residents.

In addition to helping staff cope with their reac-
tions to client violence, we faced what was often the
cqually difficule challenge of helping staft 1o keep
their positive feelings for the clients within therapeu-
tic bounds. Qne regulatory principle of the clinical
theary of intrapsvchic humanism is the importance of
Jdistinguishing between personal and caregiving
motves. The etiology of psvchopathology as we define
it is that the parents’ psychic pain prevents them from
giving the child the stable well-being that arises from
the expenience of being the ongoing regulating cause
of the parents” caregiving motines. By definition, the
indrvtdual with intrapsychie pain uses interpersonal
experience for intrapsvchie well-being. Unstable par-
enting itself falls inte this category, so that, in spite of
their best efforts to sive thewr child optimal parenting,
parents with intrapsvchic puin use their child o gratify
personal as well as caregsving motnves A relavvely
bemzn example of this phenomenon s the parent who
encourages 2 child to excel at something moorder to
graufy the parent’s needs. A more psvchotoxe exam-
ple s the parent who creates and fusters contlict with
the child in order to satistv a personal need tor con-
flicted relanonshups.

Thus, central to both intrapsvohic treatment and
also to milieu rreatment requlated by the principles of
intrapsvehic humanism is the therapists and Jhald care
worker's Capaaities to be tree trom the need o use the
chient for the granticanion of personal mouves, which
include the need to teek helpful, wo be Lked, ete,
nich of our inservice rrml;g_im; was devoted 1o helping
the staff distinguish between positive impulses toward
residents based on personal matives {such as to ke a
resident home) and posiove impulses based on care-

giving, professional motives.

THE DIAGNOSTIC PROCESS IN
INTRAPSYCHIEC HIUMANISM
Intrapsychic humamsin tabes 3 nnique approsch to

draznosis. Whereas other treatiient padalities use v
tiv categonzauens {Grellong, 1N, Lochman, 19984
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Meeks, 1985; Place, Framrose, & Willson, 19533; Reis
& Resnick, 1984) vhich often overlap and de not lead
straightforwardly to therapeutic interventions, the
only nosological ciutegories in ntrapsvchic humanism
are treatable and nntreatable. The explanation is that
the foundational, determining type of all psy-
chopathology, intre psyehic psychopathology, is unitany,
in that it represerts the use of interpersonal motive
gratification (inclu ling the gratification of motives for
interpersonal pair) to produce a delusional type of
core {intrapsychic) well-being. There s only one crite-
rion for treatabili v in mtrapsvehie humanism: the
conscious motive ty become fess regulated by psychic
pain through a coswmitment to a treatment relation-
ship. The sole crite -ion for admissicn inte our program
was that the adolescent make at least 2 one-time

-expression of the riotive to be helped in the program

(:f she or he disarowed this mouve soon after or
steadily for the nest three vesrs, thi did no disqual-

fy her or him).

METHODOLOGY

The Choice of ¢ Naturalistic Research
Methodology

The most compellir ¢ of the several reasons for choos-
ing a naturalistic method of data coliection over an
interventionist metl odology was that, since the thera-
peutic action of a tcatment process informed by the
psychology of intrapsychic humanism depends on the
therapist's ahility to suberdinate personal matives to
caregiving motives and since research-determined
interventions are driven by personal motives, rescarch-
determined interventions are by definition iatrogenic
and contraindicatec in intrapsychic treatment. Ran-
domization of subje =25 was out of the question, since
it would have interfered with one of the program’s
objectives—to treat adolescents wha were carefully
selected by DCFS s their “most difficult.” While it
was also not possible to establish a control group
{without treatmen these adolescents would have
been even more danzerous to themselves and others),
we did have a standzrd of comparison already available
since each adolescert came ta us with 2 Joug baschne
history of being untieatable by any other methad and
in any other setiing. The behavior problems of all the
adolescents referied to us had been chronic since an
early age and had been steadily worsening in spite of

the efforts of those programs which had tried and

faled o treat these teens.

The Dependent Variables

Although there were no research-determined inter-
ventions in our project, a full anamnestic record was
kept by all therapists for supervisory purposes and by
all child care staff for purposes both of cammunicating
with other shifts and also of bringing to inservice train-
ing sessions.” From this veny full record, the variables
that were chosen to indicate client change were the
very behaviors that had made these adolescents
untreatable by anv other methed, namely violence
toward themselves and others. In assessing the effec-
tveness of the treatment process for helping these
teenagers to gain self-regulatony control over their vio-
lent behavior, we chose two tepes of events as mark-
ers. the nature of the teens” aversive reactions wo plea-
sure, and the nature of their response 1o losses
Examples of losses are therapist and 1-1 vacations, and
caregiving Japses by staff.

The aversive reaction 1o pleasure is 2 key constnuct
in intrapsychic humanism. The aversive reaction to
pleasure represents the reactive peremption of an indi-
vidual's motives for genuine, self-carctalung pleasure
by nurture-induced motives for pain, which have the
unconscious meaning to the subject of {delusional)
self-caretaking pleasure.® Aversive resctions to ples-
sure arce not himited to the therapeutic relationship,
but characterize all psychopathology, which, you will
remember, we define more broadly than any other
theory, to include the common unhappiness of every-
day life. An example of a relatively benign aversive
reaction to pleasure is the otherwise successful indi-
vidual who feels unaccountably depressed or dissaris-
fied after achieving a sought-for recognition. Although
never before recognized, the phenomenon of the aver-
sive reaction to pleasure is pervasive. Further, clini-
cians’ failure to understand their clients’ aversive reac-
tions to pleasure is probably the most unscen and
common source of clinicians’ dissatisfaction with their
work.

The advantage of using vielent beliavior ay the
dependent variable is that arguments over whether o
not intrapsychic change occurred can be avoided—
cither an adolescent hits someane or swallows plass or
s/he does not Without exception, in the initial stage
of treatment each resident’s aversive reacians o plea-

v g,
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sure and reactions to externally munposed loss involved
vielence directed at uthers and/or thernselves,

The dependent variable was studied ar certain
recurting times: 1) before and after the occurrence of
major stresses {losses), such as therapist and child care
worker vacations, program relocations, caregiving
lapses by program staff, provocative or hostile acts by
family members, and all sigmficant events of chance
{death, serious illness) and 23 at those times when an
aversive reaction could be anticipated. [n addition, any
tme that there was an unanticipated episode of vio-
lent behavior, an effort was made to ascertain whether
the primary stinnilus was a loss or an aversive reaction
o pleasure.

CLINICAL RESULTS

Due 1o limitations of space, we cannot give the milieu
process the same attention as the psvehoetherapy
provess will receive. The tollowing examnple v meant
o illustrate the important functon <ered by the child
care workers. This milieu process invelved 3 resident
we will call Caral. Caral came 1o us with the dual
disgnosis of brain dumage assoniated with mental
retardation and schizophrenic reacuion. She relazed to
the world as an a reressively unsocialized, retarded
individual. Caral had been severely abused by her
mather, wha was diagnosed as buth se hizophrenic and
35 2 substanve abuser. The muother beat the children,
and did not feed them regularly, so that Caral
reported that they were forced ta eat rouches, suck on
plaster, and borrow, beg or stesl money and tood. The
mother would alse take Carol and her siblings far from
home and drop them oif ke dogs to he gotten rid of.
Carol's 1-1 worker, Adran, mentioned during an
Inservice meeting that she had been worried by
Carol's hehavior the duv befure, What confosed and
woncerned Adnan was that Carol, who had heen react-
tng to beginning psychotherapy, had approached her
insisting that she (Carol) was Caral's sister and that
Carol was at home As Carol described the sister's
characteristics, they were all positive and sociable.
Carol said she was gomyg 1o ger Carol, left and then
came back as Carol, which meant she came back with
a lot of regarive and aggressive feelings. Adrian wanted
to hnow how to help Carol secover from whar she

understood o be o deliional state She was alsa con
werned cthat Caral mught e mndupie personaliny
disorder. The wservice loader siggested that it was

mure helpful to see Carol’s behavior as representing
the beneficial effects of her trestment-—that it was a
vommunication to staff that she was starting 1o feel
there was a2nother Carol wha she had never known
was there, who was an unretarded beautiful person.
Carol could not feel yet chat she owned this sense of
self, 50 she experienced it as an attribute of a sibling,
and was trying it out experimentally with the staff,
She was soliciting positive feedback from her 1-]
ahout the good feelings that were emerging from her
psvehotherapy. This incident alse provides 3 contrast
with the prevailing approach to aggressive impulsive
adolescents (Agee, 1979; Davis & Raffe 1385;
Edwards & Roundtree, 1981; Feindler, 1987; Scavo X
Buchanan, 1989), which is 1o discourage fantasy and
o fecus on helping the adolescent become more in
touch with "reslity.” In other modalities (Davis &
Raffe, 1983, Feindler, 1987, Grellong, 1987,
Lochman, 1984}, Carol's statement about being her
ewn sister would have been seen as a process of ego
regression or fragmentation of the self. In intrapsvehic
humanism, regression is defined very Jditferently —as
the chient's movement away from the use of the thera.
peutic relationship fur genuimne self-esteem. Bv this
definition, Carol's sharing of her fantasy was the oppo-
site of regression— it was an attempt to UV on 3 new,
more positive self rdentity in the context of the
caregetting intimacy with her 1-1. Adrian was able to
apply her newfound understanding of Carol's faniasy
the aext dayv, when Carol unce again asserted that she
was her own sister. Adrian reported that she folt very
comfortable making positive responses to Caral's
description of the “good sister,” and that Carol
seemed very pleased with their interchange

The clinical results from the psychotherapy pracess
will be the focus of the remainder of this paper. To
return e Carol, the tollowing pavchotherapy interview
represents Larol's aversivepreaction o pleasure and

tive response.

the therapist's facilitati

Initially, Carot had tremendous outbreaks of hostil-
ity in which she hit staff and destroyed property,
Carol's treatment had been complicated by the facr
that her first therapist left the program after another
resident hit her with a chair, opening up a gash in her
feg that required 100 stitches to close. Over the
course of a year Carol made dramatic progress with
her new lfll'r:!}“l'-t. to the paant that it herame abvious
that she was not i fact retarded. When s e e
occunred, Clarol had just tramsferred 1o a sehoal for
childeen with uormal intelligence,
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When the ther pist arrived, Carol was waiting at
the door.

Carol: ) got mv glasses and went to school

Therapist: You lool marvelous.

Carol: Thanks. Sh: drew a picture and talked about
what happened 3t schoal and how much she Lked
1t.

Therapist: That's great, I'm so happy vou have a
school that is just nght for vou.

Carol: Yes, I'm pread of myself. Proud of vou teo

Therapist: Yes, I'm proud of us too—we've donc good
work.

Carol: I'm glad to lave vou. She drew a chicken.

This was the first . versive reaction to pleasure, The

wiherapist remained attentive but silent. Then Carol
sked the therapis if she had seen the news, that
there was o three yrar old baby who had been beaten
severely by her fath . The haby didn t die, but cvery-
one said she was retarded. They thought the father
had done it, but he was crazy. To this second aversive
reaction to pleasure, the therapst responded,

Therapist: He mus: have heen crazy to do that It
must have been Corrible for the haby

Carol" Yes And my mother died of a drug overdose.

Therapist: You are telling me your parents weren't
able to care for v u the way vou deserved,

Caral" Yes 1 took care of me and them, coohed,
cleaned, gave all tae mones 1 earned 1o them,

She had a look of ireat pain and was silent for a
moinent. Then, assertively,

Carel: 1 love my parents, we did a lot of things
together

Therapist: 1 can hea: vou have a lot of different fecl-
ings about them.

Carol: Draw a picture of me hetore vou ga.

As you can see from this process, Carol's aversive
reaction to the dual pleasures of possessing a conscious
experience of core w:ll being that was apant from the
identity of being re arded, and of being helped 10
achieve this through 1he therapeutic relationship, took
the torm of bringing 1o her therapist feelings of love
for the parents who had been sa abusive towards her
This expression was thoroughly constructive, in that
though the need tor the expecicnce of self-rage was
overniding, 1 stark vontrast 1o her estahlished pattern

of destructnve acting out, this ume Carol was able to
gratty her motive for self-rage within the safety of the
caregiving mutuahte with the therapist.

This process illustrates that the aversive reaction 1o
pleasure represents a sngular opportunity for deepen-
ing the therapeune caregiving muotualite (ahich is vet
another way in which this construet s categarically
different from the psychoanalvtic notion of negative
therapeutic reaction). The aversie reaction 1o plea-
sure advances the therapeutic process by bringing to
the surface, that is, w the caregiving mutuality, previ-
ousiy invisible manifestations of the pathogenic
intrapsvihic process in which the significance of care-
gving love i attached w evperience that ehjectively
represents pain

AN EXTENDLED EXAMPLE QF
INTRAPSYCHIC TREATMENT

The focus on the provess of one chenat—Andrew——will
he used to concentrate not only ondentifving change
{foutcome) but also on the principles and technigues
associated with that clange (process). Qur dual aims
are to deseribe how change is brought about, and alse
wkicate chat positive change in fact occurred.

The large file that DCFS had on Andrew revealed
that in the firnt 10 years of his life Andrew was in the
care of five sets of people Both his parents were
addicted o drugs and alcohal At age three Andrews
father described his affect sterms as “demonic "
Andrew was abused by s pasents and siblings. For
example, one of the parents” disciplinare methods was
to make him eat garbage. From his 10th vear, he was
placed 1 and expelled from a long series of foster
homes and Mlinois institutions. When no other Hlinois
program could be found te accept him, he was sent to
an out-of-state institution,

As had happened in each of lis in-state failed
placements, following a honevinoon periad in which
the out-of-state institution hegan to feel that it was
getting somewhere with Andrew, he became unman-
ageably aggressive. Notwithstanding the various tvpes
of restraints, including psychotropic medications,
adminjstered by the institution, Andrew began 10
attach, Lite and bruise stafl members. e also swal-
lowed objects, such as paper ips, straight pins, and
huttons. As a result, he had to have sbdominal surgery,
which the wstitution wok as the OpporTunRity to per-
form a punitive sterilization. The wsticution never
wfonmed Andrew about the nature of the surgery.
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After the surgery, Andrew's attacks on staff contin-
ued, and the insttution expelled him. He was trans-
ferred to a residential treatment center in Hiinois,
where the familiar pattern of a calm period followed
by aggression and expulsion repeated itseif. At first,
his new therapist noted that Andrew was developing a
positive paternal transference to him and that he was
trying to provide Andrew with the warm early devel-
opmental experiences he had lacked. Tivo weeks later,
when this therapist told Andrew to stop writing on a
wall, Andrew picked up a knife and grabbed hun. He
held the knife at his throat and threatened to kill bun.
Andrew then made the worker get down on his knees
and beg. He hit him i the face, threw him against a
chair, and ran out of the room.

Andrew was transterred 1o a private hosprtal where
a senior ¢hild psvchiatrist with broad expertise in
treaving regressed antisoaal adolescents advised the
Court that he was unoble 1o keep him even in a spe-
cralized hospital setting 2nd that he knew of no pro-
gram anvwhere in the United States thao would
accept hum. The psvehiateist sand that Andrew was
constanty either swicidal or homicidal and that he no
longer had anv muotive to engage positvelyv with anv-
one. DCES chose Andrew as one of the “most ditfi-
cult™ adalescents being reterred 1o the intrapsyehic
]]UT”J[U\'IIII P[O[L’Ct

Andrew wis to remain in his current inpanent unit
until nud Mav, when he was to transfer to our pro-
gram. However, m late April, Dr. L, the therapist who
was to have begun therapy with Andrew, manttested a
health pmfﬂ]-}m that rcqmrm‘l SUrEery That fact pl:ts
the therapist’s impending vacation in August sugaested
that it would he hetter to detav Andrew’s therapy
until Seprember. However, the waiting period he was
already undergoing was beginning w unhinge the litde
self-regulation Andrew could muster, and he began
veriously 10 decompensate. He wold vur program direc-
tar that he had rabies and verbaliced odher manifesta-
tiors of paychote soothung, and v was decded that
the gain of otfering hun an nnmediate therapeaur
relatinship experience vutveghed dhe loss he would
experience trom the Two premature muer rupions,

The tirst interview went as follows:

Andrew walked down the hall rolling his eves
wildiv and singing in a laud, aggressive voice. He had a
wild d:xmg;lmzt'd I\)UL. and was bJJcl)‘ n-_'].nlng (luuugh
adivsociative have

Andrew. Can 1 bing some of those wyvs i from the

plavesam?”

Dr L Sure. (Andrew made no move to do so)

Andrew What do you want to know?

Dr L: Whatever vou feef like telling me.

Andrew: (very defensively) I don’t know anything
about myself. {Pause) Well, what do you wan? to
know?

Dr. L: Whatever you {eel comfortable teliing me.

Andrew: Tdon't have anything to say.

Dr L: Sometimes you will feel like just being silent tn
here 1 know it is difficult to begin because we are
just beginning to get to know esch other. And I
don’t need to know anything at all. [ just want to
be of help to you.

Andrew: | know all about vou.

Dr Lo What do you mean?

Andrew: You are going to he myv psvcho
stuck)

D Lo Psvchotherapist. Yes. (Explained he would see
Fim twice 3 week, and what the times were.)

he got
(he g

Andrew then related how he liked to plav svith sel-
diers, evpecrally Green Beret dolls. Suddenly, he said,
“They” did an operation on e,

D b Thev did?

Andrew: Yes, They sterilized me. [ can't ever have
children not ever. (He weld the storv. How he had
swallowed coms at the out-of-state institution, and
was told that the surgery he had was merely o
remoeve them. He hadn't known untl he got back
to Chicago and was examined at another hospiwal
what they had actually done )

I - Thar's eriminal and shocking.

Andrew What they did to me was imponant.

Dr Lo Very impoertant.

Andrew: My father was reallv mad --buc T ain mad-
der— they did it w me. Thev were trving o suicide
me. 1 know it—1 was the onlv one wha was steril-
wed. How much time do we have?

D L Andiew, we have tp stop for tadav Tl see von
Fiidav gt 9:30 s

Andrew, Goudbuee. Tt been e tatking te veu.

Ly L Guodbye.

In the second interview Andrew was very frustrated
at not finding tovs he liked and he requested a soldier
doll, which the therapist said he would provide. He
thea <ang a song which included the words. “1 have a
Ductor feelgood.” Shorddy after this mtemiew, Dre L
decided that he must tell Andrew both thac he had 1w
have nuner surgery n the uear future and alsa that he
woukd be taking some vacation tme in Aurust, Anvdrew
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was extremely disiressed by the impending operation
and convinced thar Dr. Ls experience with the medical
profession would t+ similar 1o his.

In the month and a half befare Dr. L's surgesy,
Andrew was very :dgy. He continued to relate Dr L
upcoming surgery o his own experience, and he tried
to kil a pigeon th.t sat on the window sill. However,
he was also able to express concern for his therapist
and te recognize that he was gaing to miss him.

During the um- Dr. L was in the hospital, Andrew
went on a destrucive rampage: he hit another thera-
pist with a chair, kicked in 2 glass door, and in general
was totallv out of rontrol. Beginning the first postop-
erative day, Dr. L called Andrew dailv

Upon his rerurn, Dr. L found Andrew anpry,
regressed, and regulating his sense of self almost

-entirely through de structive and self-destructive forms

2 of pain relicf. He secame upset easihv and met every
frustration bv hit ing someonc. Over the next few
davs, Andrew brole the nose of one worker and sent
two others to the aaspital with eve mjuries so severe
they could not retirn to work for a month Qur staff
at this point refused 1o have anvthing to do with
Andrew, and our oalv hepe of keeping him i the pro-
gram was to put him in 2 guict room. His 1-17s
remained with hen at all times. Do L oassented 1o
Andrew’s request that the frequency of therapy times
be increased to evern other day. Andrew talked about
being lonely and sc red and manifesthy leaned on Dr. L.
for help

In the middle o! Inly, the procram direcior ok a
fives day vacation ard Andrew swallowed coing and tad
w have his stomadd purnped at g general hospatal, The
radiologist said his « olon looked “like a junk shop.”

The davs before Dr. L's vacation were spent trving
to work with the swafl around letting Andrew cut of
the quiet room. For the first time Andrew was able to
reduce the tension he experienced between therapy

interviews by bring ng his discoinfort to the therapeu-
tic mutuality. For example, when he became upset
about something .hat had happened on the unit,
Andrew sat down :nd wrote Dr. L a note telling him
about it. In one interview, he told Dr. L he didr’t want
to see him anymorz, and when Dr. L suggested that
those feelings stermed from his imminent vacation,
Andrew broke down and sobbed. The day Dr. L eft,
Andrew arranged a narty for him.

In Seprember, Andrew found the reunion with Die
L very ditticult and brought a friend to many therapy
sessions as a way of regulating his tension. There was a

tumultuous period when it seemed that twe different
Andrews were deadlocked in a ficrce battle for con-
trol, but occasionally he was able to regulate his via-
lent impulses ina new wav as the following interview
indicates.

Dr. L was meeting with the program directer just
before therapy time, when Andrew stormed opstairs
and began hitting Dr. [, saving that he would teack
him to go awav

Dr. L+ 1 ean understand vour fechng that way, but vou
don't have to hit me for me to hear you

Andrew: {Then began hitting the program director.
After a minute it became clear that part of the
problem was that his frend had asked Andeew o
go somewhere with him at a time that would con-
flict with Andrew’s therapy)

£ L- That's a resl problem being pulled i two dif-
ferent directions by dnaded lovalties - T het we can
get a stafl person te take vour friend where he
wants to go and vou can meet lum after therapy is

over.
Andrew T oeed to be in the quivt room
DrL- OK

Andrew. No. (He looked very sad. Suddenly he took a
huge desh and turned it upade down on hinselt so
he couldn’t move, creating his own external

restraints. )

The staft did transpart Andrew's friend, and when
it was time tor the actal therapy to begin, Andrew
stadied hiy buseball Cards contentedhy Tor the durauon
of the session. While the epiode began with vialenee,
Andrew alse managed te convey the prablem to his
therapist—has fear of misung his therapy time—thus
exhibiting trust that the program would solve that

problem for Jum.

At the end of September, Andrew was sulyected ta
an acute, unexpected loss when the hospital adminis-
tration abruptly reclained our umit. Andrew alter-
nated between fury and desperate closeness. When he
first heard the news, he slapped Dr. L hard a number
af times, then in 2 menacing manner vowed 1o keep
him imprisoned in the therapy room. Dr. L made no
move ta force Andrew to let him out, and in time
Andrew relented and told the staff he had hit his ther-
apist. He then spent the rest of the session expressing
regret for what be had done. D 1. said, "Barh of us
wish we could he Jocked inmn the sense of bemg able

to continuc to have therapy here”

BRI

o
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In the last interview m the hospital unit, Andrew
sang a song about there being “a thin line between love
and hate.” He asked Dr. L to write something to him
on his mattress which he was using like a yearbook,
asking people to inscribe notes te him on ir. Dr. L
wrote,"To Andrew: For all we have done together in
the past and can do together in the future.”

Andrew was very pleased and thanked him. Bur as
the end of the therapy time neared, and the magnitude
of the loss sank in, Andrew began hitting Dr. L. very
hard. Dr. L reminded him of what he had sung, that
there was a thin line between love and hate. Andrew
allowed Dr. L to leave the therapy room, but then
tunged at him again. Dr. L knew he appeared upset.
Later Dr. L was in his office on the urit and Andrew
came in and hugged him and said he was very sorry.

Andrew. You're upser,

Dr L Yes, it's a2 sad dav

Andrew: Because [t vou?

Dr. L No, because we have o leave here hefore we

are ready.

Andrew nitally had a difficule time adjusting to
the group home to which we relocoted, He would beg
Dr. L net to leave at the end of the session, and hit
him a number of times. At this point, 3t Andrew’s
request, D L owas seemng him seven davs a week and
calling him every night. In the muddle of October, a
staff member failed to ger Andrew back in time for his
therapy hour, and that night Andrew hit the staft per-
son and broke his glasses. Andrew called Dr. L, who
said he knew he was upset about nnssimg therapy and
that everyone sull wanted tum there. Andrew ran out
the door and around the bleck, and, with his child care
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experience of care-getting pleasure with the therapist,
because conscious caregetting pleasure interferes with
their unconscicus use of internalized relationship
unpleasure for delusional inner well-being. As a result,
the client consciously experiences the thecapist as a
source of pain and trouble rather than as a recognized
and available ally. Swept up in this dyvnamic, two days
later Andrew slapped Dr. L hard encugh that the next
day the program director told Andrew that he would
only be seeing Dr. L with someone else in the room.
Andrew looked very depressed and promised he
would rever hurt Dr. L again and that, if he ever did,
then Dr L could alwavs have someone else sit in on
the therapy. The program director assented o hus plea.
The next two davs he muintained regulatory conteol,
but then, in the face of staff errors, he blew up, hit
two staff, and ran off. The statt called the police, who
found Andrew and ek hin to o hospal eergercy
roum. The program Jdirector and D Lospent the night
with him there, making srrangenents tor him w 2o 1o
the State adolescent inpatient wnit because our staft
adamanty refused to have lam back. De L continued
the treatment at the hospital duning the interval
needed to help the group home statl accept him back,

One dav after he returned Andrew wold Dr L ke
had gotten a girl pregnant and showed hum ot of pie-
tures of pregnant women. He wold Dr L he liked him
alot, and then had an immediate aversive reacuon and
ok o tack, put it in his mouth and claimed o have
swallowed 1t De L otold him that there svere better
wavs to help himiselt feel better, evpressed s concern
for hum, and declared that Andrew would have 1 go
to the emergency room. Alter ten minates of listening
to Dr. Us concerns, Andrew contessed that he hadn't
swallowed the tack. D L realized Andrew was telling

him the truth, and praised him for having shared the

T

worker chasing him, he raced back in the door and

?» went w sleep. When Do Lo came in the next day,  pain of the nced to Lt buhiself and Just s nnpor-
) Androw was v tantly, for the welforesu ; v heep hus selfrage

on the level of fantasy istead of actually swallowing

AT

poems he had written. Andrew said one of them was

¥

about hus resclution not to hut pecple anvmore, but to
try to talk to them. This was an example of the fact
that Andresv's motives to feel betier through inflicting
pain were becoming consciously unattractive to him,
even though he couldn't ahwavs control them.

In the interviews immediatelv tollowing, Andrew
was elusive and unpredictable, and dearly having an
aversive reaction bath o the closeness he had telr and

o hie new wish o control b ageressiveness In the

Lrip ot an aversive 1eaction to plc.nu[t'. chients
uknowingly att b the meaning of loss (pain) o each

sorething harmful For the dursvon of Andrew’s sy
in the program, there were onhv two further episodes
of acting out the need o hurt himselt, and in neither
instanve did he have 1o vo 10 the emergency room.
Increasingly, his need for self rage was gratitied solelv
on the level of fantasy, to the pont where motives
that at one time resulted in phvsical self abise aow
preseated as a form of banven Hle would el b tiers-
pist ar the statt that ke had harmed himeelt, wonld lis-
Len to thenr concerned response and dien woudd Lo

and sav the stuiy was untjue.
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It took Andrew 3 longer time to gain regulatory
control over his agression toward others. During
Andrew's therapy hour a week or two later a ternific
fight erupted in the rroup home and one of the other
adolescents put his hand through a window and had o
go to the hospital. A drew was verv upset by this and
declared that he was leaving the house. He turned on
Dr. L and began sencusly strangling him, saving he was
going to kil him. H: relented to the point of being
able to call the progiam director to announce that he
was hitting his theripist. Hanging up, ke said with
clenched teeth that if Dr. L made a sound Andrew
would break his nose, then finish him off before anv-
one could rescue him He talked about wanting 1o stab
Dr. Lin the groin. He said he had never actually killed
anvone, but that mabe he would tonight. He called

other staff member and told him that he was hirtung
.gr. L. He kept tellin: Dr. L 1o stav silent. He wurned
out the lights and saic he was going to kill Dr L in the
dark. Afer what seemied to Dr. L like an endless ume,
Andrew said he was sorrv. He let go of Dr L and
walked him downstairs. Then he burst into tears and
again told Dr. L how imporant he was 10 him. Dr. L
told him he would stitk with him. He helped Dr L on
with his coat. {From this interview on, Dr. L was
never again alone witl, Andrew—Andrew’s one-to-one
staff persen and sometimes a third person sat in on
everv therapy hour )

The subsequent therapy sessions were very diffi-
cult for Andrew both because he was faced with the
self-impaosed loss that he would never again be able o
see Dr. L alone, and ilso because the presence of the
third person inverfe-ed with Andrew's delusiunal
belief that he was capable of conwolling hiy vclent
outbursts. In a represe ntative hour, Andrew saw Di. L
coming and ran into tle bathroom saving he was going
to jump out the window. Then he started hitting at

T 1 1y .. __...11 n
LAl 1. Mm% 1

Dr. L Talk to me, dor "t hit me.

Andrew: [ can't talk 10 you with Bert there.

Dr L: Tt's necessary, £ ndrew.

Andrew: You're afraid of me.

Dr L: Yes.

Andrew: Hit me back.

Dr - That won't help—1 can'’t help vou by hitting
back.

(Andrew began talking ahont how he was gaing to Jill
Di. L. He way getung so agitated that D L felt he

should leave, that at any moment be mught break sway
fraom Bcrt,]

Drol Canlsav two things?

Andrewr Go ahead

D Lo L know that part of vou feels ven angry, given
the betravals vou experienced with people in vour
past.

Andrew: {screarmng} 1 know what vou are wlking
about don't ever say "past” to me again

Dr Lo The other thing is that in terms of vour saving
vou don't want me for a therapist, 1 have to be fair
to all parts of vou and theyv aren't all wlking, so |
am going 10 heep conung.

Andrew  (consumed by the murderous rage) GET

ouT

With child care workers holding himy Andrese would
recite hists of wave tn which hie was going teomurder Dr
L. He said he never wanted [ 1 to come back, and he
demanded that he leave. Dr. L would stay as long as he
felt the child care workers could tolerate the strain of
restraimng Andrew, and he kept saving 10 Andrew that
he had to be fair 1o all parts of him. Over the next
week and a half, Andrew came 1o accept the reality of
the third person{s) and thus began 1o relinguish his own
delustons of having regulaton contral over his violent
impulses. At the end of this time he brought a problem
to Dr. L about a {riend of his, and when Dr. L helped
him find a solution, he hugged Dr 1 and told him he
valued him and that ke would never really kil b,

A week later, after a fight broke out between two
residents, Andrew blew up, grabbed a kitchen knife
and hit one of the swaff. However, when the stalf indi-
cated that they were afraid w wreste him tor the
knife, Andrew ran out the door and 1we Llocks
directly to the fire station, where he allowed the fire-
men to take the knife away and call the police, who
arranged his commitment to Read Zone Center, where
he remained for three days.

A scheduled physical examination provided the
stimulus for Andrew’s beginning the pracess of
mourning the punitive sterilization he had undergone
at the out of state institution. On the day he was 10
see his physician, he talked seriously about killing him-
self. When Dr. L made the cannection between his
suicidal feelings, the visit 1o the doctor, and lis opera-
tion, he broke down and sohbed in terrible pain. The
next interview he ran into the kitchen and got a knife,
saying he was going 1o kill Dr. 1 hecause he was the
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only reason he ever felt upset. As the child care work-
ers held Andrew, Dr. L repeated over and over that
the pain did not originate with him, but was inside
Andrew. (This pattern in which the pain of Andrew’s
aversive reaction to the pleasure of turning to Dr. L
tor help was first manifested as negative feelings about
hirnself, and then was reorganized in a paranoid shift
in which Andrew externalized the source of his painful
teelings onte Dr. L, continued for the next two
months. However, the duration of his regulation by
paranoid rage progressivelv shortened until finslly he
would permit himself to have a reunjon with D L in
the same interview.)

Although he never actually needed to go to Read
Zone Center again, in the following months, Andrew
began saying he wanted to go there whenever he was
upset to the point that he feared losing control. He
also began to realize that when he was upset he would
hit eut at anvone to reduce his tension.

In December 1974 the therapy process afforded
evidence of a beginning change in Andrew's capacity
for self-regulavion. D L told Andrew of his plan to
take a week's vacation. Andrew became very angry,
but, in contrast to the previous summer, he did not
pursue a soothing based on the pain produced by
harmful acting out. Instead, his metive 1o pursue core
well-being through the pleasure of the therapeut
varegiving relationship remained hegemonious, even
though Dr. U's mutives were the source of a significant
loss. In one sesston, he ran into the kitchen and
grabbed a knufe, but he was able to put it duwn him-
self without nzeding to go to the firchouse, and then
he returned ro go back to plavieg cards with 3 staff
member

Atter D Vs Chstras VACAtIN, SO !Iun}.-‘.\, lu‘-,;.m
woming together for Andrew He was able to go 2o s
plusician without being paralyaed by pain, and, most
importantly, he was able w stait school. Andrew had
been diagnosed s retarded, but the staff had no ques-
tien that Andrew possessed asbove average intelligence.
However, Andrew’s reactive pride in response to his
relentless experienve of self-denigration had ahwavs
prevented him from admitting that he was not up to
grade level In fact, he was such a talented story teller
that he could fake reading, making up stores as he
recognized a ward or two, and it was a long time
betore the staff and D L realized that he conld only
read at g first grade level His increasing retlectiveness
made it possible for himn to recogrize buth that the
therupeutic relationslup could help him with his anxi-
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eties abour going to school, and also that he could reg-
ulate that relationship to make it even more facilita-
tive. Accordingly, he worked with Dr. L to rearrunge
the times of the therapy so that he could leave for
school immediately afterward, drawing on the caregiv.
ing relationship to enable him o stay in balance until
school was to begin.

At the beginning of March, Dr L had 1o change the
time of a therapy hour. The next dav when Dr, L went
in, Andrew was very angry. He called his father and
said he had a terrible therapist. His father obviously
tald him to kit Dr. L, because Andrew’s reply was
“That wouldn't wark because he would just tell me 1o
stop hitting him.” Andrew hung up, ran down the
stairs and out the door and, grabbing a brick from the
alley, smashed in the windshield of Dir. Ls car. Lurter,
he was very apologetic and D L told Andrew he
knew that part of him had telt very betraved when the
time was vhanged.

As Andrew became more conscously posive
about his therapeutic relationships, he decreasingls
needed 1o turn w0 his parents as 1 source of pain with
the meaning of pleasure. Bt his aversive reactions to
rehinguishing this source of selfrage meant that he
was constantly on edge and the slighiest Loss from the
milicu was more than he could bear. One day, s {-1,
Bere, failed to come in. Andrew called Bert and staved
on the phone for 374 of the therapy time, using his
relationshap with him for regulatory conerol. While he
was on the phone he was quite nendly w Do L bue
the moment the call ended, he threw the phone gt
him. Andrew said he wwas soov and that he had
promised Bert he wanldn't hare D 1 He sad D L
could sit desvn, that he would e O KD Ly Lodid sit
duwn became Andresy had eecentle demonstoated s
oewhe won capadity for o sglt-remilanee thae enediled
him t6 keep thus surt ef 3hort term promise. A
mament later Andrew hurled 1 plasuc case at Dr L
blackening his eve.

Andrew: {immeduately) i really sorry,
Dr L That pain is inside vou. Andrew, 1t stavs with
vou; iU's not left behind by hicting me

From that day forward, Andrew was not allmwed 1o
Uaing hard objects inta his therape

Inecarelv Apnl, 1979, Andrew was baced wivh
another tagne event when an older sister died inoa car
accident Andrew was able to get thiough dus wrens i
ing experrense without destrcrive acring enr by drase
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ing on his caregiviy relationship with the staff and Dr
1. wo heip shore up bus capacity for self-regulation. He
was able to ask Dr. L not only to come ta the funeral,
but also to come with him to his father's house before
the service, which [ie. 1. did.

The structural shift in Andrew toward a pain-free
type of self regul tory agency continued so that
increasingly he was cgulated by the idesl of anchoring
his sense of core well-being in the caregiving relation-
ship rather than in the graufication of pain-regulated
motives. When And ¢w missed a therapy hour, instead
of hitting someone < r swallowing something, he would
go to bed. If Dr. | had to change s therapy hour,
Andrew asked him 1o bring him some candy rather
than breaking his vindshicid or blackening his eve.
Increasingly, Andrey-'s aversive reactions occurred in
the form of fantasie and associations. One day, Dr. L
~ghrought him 2 tov riving car he hod asked for, and he
reacted with manifert pleasure, showing it to everyone
in the house, and th:nking Dr. L profusely. He said he
wanted to take @ picture of the racing car with Dr. L
and his 1-1. Then b immediately began to sing "On
shaky ground ™

Andreu: You know vhat Bert 1old me? Bert told me
about this parano d schizophrenic gisl who wanted
Nellv {a child care worker) to take her out to the Y
and when her re juest was granted, she became
totally paranoid asd said she hadr't wanted 10 go
and demanded thit she be returned home nemed)-
awely or she would attack the 1-)

Andrew’s viary of the gind who reacted neganvely
10 getting what she winted was an aversive reaction o
the pleasure of Dr. U's responsiveness 10 his request,
but it accurred in th: form of associations conveyed
within the intimacy of the therapeutic relationship
and indicated that he was beginning to recognize that
he could be angry in rraction 1o feelings of closeness.

Andrew developed a new resilience to caregiving
lapses by the siaff and 1o the losses caused by other
residents’ aggressiven sss. In an incident that directly
paralleled the earlier ime when he had strangled Dr.
L, a fight broke out i1 the house and one of the resi-
dents started hitting »ne of the staff. Andrew inter-
vened and shepherded the boy into the staff room and
tatked to him until he zalmed down.

Instead of getting angry at [} L for purposes of
pain relief whenever Le felt badly, Le began to wamn o

the therapeutic caregiving relationshup and specificaliy,
would ask D Lo help hun understand his discom.
fort. The following interview alse illustrates the help-
ful role the milieu staff plaved vis a vis the psy-
chotherapy. Near the end of the therapy session,
Andrew told his 1-1 that he had had a geod dream the
night before. He and his sister-in-law had been stuck
in an elevator together and they were laughing and
smoking marijuana. He ashed Ber curioushy why he
would dream about being stuck in an elevator when
that had never happened to him.

Bert: Ask Dr

Andreiwo: Why would | Dr. 12

Dr L' You can dream about anvihing you have ever
known or could imagine or that has ever happened
1o vou.

Andreus My sister in law died three vears aso—she
was stuck in an elevator once (silence),

Dr Lo 1 have a hunch that in vour sleep last night vou
were dreaming about your sister,

Andrew: {angrv) If 1 wanted to dicam about her |
would dream about her.

Andrew (suddealy very soft) 1 was thinking a lat
about her last night. | miss her so much. Remem-
hee when vou went w tell me she was dead, and [
already knew. 1Cs just not the same without her. |
don’t fike ms familv so muchany more. We used 1o
crack up and joke and play. [t's not as much fun.
What's wrong with veu, Dy L°

D Lo Ies just soosad about your sister

Andrew. | want w go w the cometery and bring saoe
fowers o her grave, O.K. Bert?

Bert Yes

Dr L: I'm sorry, but | have tu leave fur today.

Andrew: 1 won't he here tomorraw—I'm going te my
friend’s house and I'm not coming back for therapy
(an aversive reaction that he shared within the
therapeutic relationship)

Dr L: T'll be here, though and I'll hope 10 see vou.
Bye.

Andrew: Bye.

Andrew began to have sustained times of enjoy-
ment without dysfunctional types of aversive reac-
tions. For the first time he would call Dr. L and 1ell
him he had had 2 good day and relate Lis activities.

The balance between Androw's motives had slufted
to the point that he would manifestly worry about
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Discovering New Salutions in the Context of the Heuristic Paradigm

slipping back to a rehance on the old, destructive
forms of soothing, and he used Dr. L as an ally to try
to help him decide how to take care of himnself.

Dr. s second summer vacation came and went,
and Andrew did not become violent toward himself or
others. One of the most significant changes Andrew
manifested was his increasing willingness to allow Dr.
L. to enhance his self-awareness of forms of his pain
that were invisible 1o him, and his capacity 1o avoid
destructive aversive reactions to this potent type of
therapeutic pleasure. Whereas in the beginning of
therapy Andrew consistently soothed himself every
time he felt badly by blaming Dr. L for his dysphoria
and becoming enraged if Dr. L mentioned motives he
was not feeling at the moment, now he often wel-
comed Ur. U's comments and worked hard to under-
stand them. The dayv after Dr L returned from vaca-
tion, the following intemiew occurred.

Andrew spent a long time saving he was going o
Kill himself, drink dve, swallow aspiring, run out in the
street and get hit by a vcar et After about fifieen
minutes of this De. Losand that he thought that sume
of thiy pamn was connng trom the interruption caused
by his vacavon, from the tact that they hadn't seen
each other for so long,

Andrew's mood seemed to chance after Dr. L osaid
this and he played cards.

Andrew was fine the rest of that day and evening.

Andrew was also increasingly receptive 1o heanng
about his aversive reactioas to pleasure. This interview
took place ten davs after the one just mentioned.

Andrew called Dr. L frem his father’s house before
therapy and said he wasn't coming and hung up.

DCr L (Called him back). | think 1 can help you with
what is happening, if vou could listen to me for a
minute.

Andrew: QK.

Dr Lo You are really learming wo be good to vourself—
for weeks you have been taking funtastic care of
yourself, but the old part of vou that tned 1o feel

better by not being good to vourself is really react-
ing to that good care.

Andrew: {very sadlv) [ sent the 1-1 back—1 can’t
make therpy now

DY L. Tle should have waited anvway as Berr wonld

bisve, but he's new.

The nevt dav Andresw was clearly sougehug e
understand the pan-motivated part of himselt, which
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was bevoming more and more alien. He puzzled: “You
know, | don't understand something. There's thes lake
near where my father lives where children are always
drowning when they try to skate on it, but they sull go
back and skate and drown.”

Even when Dr L had to cancel 3 therapy hour,
which was a sumubus that had led o disaster in the
past, Andrew was able to keep his anger on the level
of fantasy, and to use both the 1-1 sitting in on ther-
apy and Dr. L to bolster his desire to keep the rela-
tionship pleasure mrtact.

Andrew occasionally became violent after this,
though he never caused anv significant injury, and his
aggressive behavior anly eccurred in response to chaos
caused by other residents or significant caregiving
fapses by staff. He himself wondered at the change. In
March, 1976, un the anniversary of hus sister’s death, a
tme he would normally have become vielent, he sad,
“Yon know what” [ havent broken snv windows ma
b tme ™ Blis 1-1 said, “Yes, You are really bearning
there are better wavs 1o deal with the pan™ Andrew
had an aversive reaction and said, “but 1 am todav,”
but immediately added, "No I'm not. I don't feel like
breaking windows.” On davs that were difficulc for
him, he began to repert having dreams of hitting peo-
ple, but would remain calm during his waking hours.

His artitude toward school continued 1o undergo a
metamorphasis. Whereas iitially his shame made him
Ide bes madeguacies, he was now able to spend thinty
mirutes of sustained work doing difficult muluplica:
tion problems and asking for help when he got stuck.
Within a few months he was reading at a seventh
grade level.

Another important aspect of Andrew’s progress
was his sustained effort to mourn his puniuve steriliza-
tion—that is, to respond to his pain about it by turning
to the therapeutic rc[atior_\ship rather than by becom-
ing viclent ur self-destubine. In an interview that
occurred in March of 1976, Andrew appeared wearing
a new pair of pants and o shut and feeling pleased
about how he looked. The compliments he received
sumulated him to think abourt his foss. Characterists
cally, he Began by denving the fact of the loss.

Ancdrene |went 1o the doctor and be told nwe my ster-
lization was reversed.

e 1 Wow,

Andrews Toan be s fatlier [pause). Cant I7

Dr L Any baby vou vare for and Tove becormes vounrs
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Andrew: But | don't want semeone else to go throuph
all the work of h:ving it and giving it up, that msn't
right.

Dr. L: 1l they can't take care of it and give it to some-
one who can, wheever foves and cares for 4 baby is
the father or motker.

Andrew: But I can hwve my own (pause deadly seri-
ous) Can they reverse it” (pause) Can they?

Dr L: Probably not, Andrew.

Andrew: Why not?

Dz L: Because at is difficulr under the best circum.
stances and vour surgerv was done badly, which
makes it even hard-r.

Andrew: H they can. I'm going 1o stop talking abour
it (he left the rocm hut came back in minutes).
Can't they fiy it?

Dr. L: No, they shou d be able to, but thev probably
.can't.

~Eidrew. But thev can transplant hearts

Dr L [know

Andrew By the ume they Digure s out, I be dead,

As time went on, Amdrew was sble to call the out-
of-state institution hirmself and a5k them why they had
done this to him, and, even, 1o make an appointment
to see our medical conultant to huve him explain the
exact nature of the sugery he had undergone. A few
months later, Andrev made an appointment with
someone at a local adogtion agency 1o discuss the pos-
sibility of adepting a baov in the funere

Andrew’s relationship with Dr. L continued to
evolve inw a stable anc conscious source of pleasure
After the program dircctor had wld him he could
never be alone with D L. azain, he had a sustained
aversive reaction 1o th pleasure of being prevented
from following his mo ives to harm the therapeutic
relationship, and he would either studiously ignore Dr.
L. or he would trv to attack him. While the 3rd person
held him back, Andrew vould describe in detail all the
sadistic things he intend=d to do to Dr. L when he got
the chance.

Subsequently, he would talk to his 1-1 about pri-
vate and important things knowing Dr. L was listening
However, because the [-1's Jack of training often
meant that his respons s were inadequate, Andrew
would leave the room, allow Dr. L to tell the 1-1 what
to say, then return, Lisie s 1o the 141, and calin down,
knowing fill well where the response had originated.
Fically, he was able nat only to address questions 1o

Do Lo directly, but alse wo turn o him as 3 source of
supenior caregrving when the 1-1 let him down in
SOMe way.

The worst and, ultimately, insuperable problem
Andrew {and all of u) faced was DCOFS's abrupt insis.
tence on rewriung its contract with the program and
reducing the per diem it was paving for the adales.
cents, which in effect meant closing the program.
When we first agreed to accepr these “most didfreuli-
chents, we set only ane condition-- that as long as
things went well, the state would leave the residenual
component of the program intact for a minitmum of
five vears. We explained thar the clients SVIMpLoms
would be much unproved after a vear o1 two, but that
the clients would continue to need the same level of
support they had been receiving for some time after
their symptoms improved or many of the gains thar
had been made would be lost. DCFS accepred our
conditions, but two vears later, when the residents had
mnproved demonstrably, it concluded that ether the
adolescents had not been as il as it had thought, aor,
alternatively, that thev were so much betier they did
not require the same level of support. The nature of
the clicnts” personal histories and relations with DCES
was so chaotic that they were all represented by the
public defenders” office, and the pubin defender, an
allv of the program, mianaged 10 use the courts to
stave off the State's desire 10 cut hack the chents'
treatment senawces from Januany untl October 1976
At that point, NCFS forced the Program to maove out
of the home in which it had been located. One of the
adalescents reacted by stealing money snd runming
away Shortly thereafier, Andrew hit one of the stafl
in the face, sending himn 1o the hospital. Tt was clear
that, although for a year he had been able to tolerate
staff and therapist vacations, caregiving lapses from
the milieu staff, the constant violence in his family,
chaos in the residential setting, and aversi

IV
without seriously hurting anvene or himself or needing

haspitalization, the threat of the program ending over-
whelmed his newly won capacity for self-regulatory
control.

Andrew chuse to live with his father rather than to
accept temporary quarters in another program. When
this arrangement predictably failed. Andrew was very
reflective and said that Dr. L had been right, that it
hadn't warked out at his father's

Dr. t There are soune things vou can only really find
wut by poing thraugh,
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Discovering New Solutions in the Context of the Heuristic Paradigm

Andreww: Well next time U'll listen.

Dro Lo But if you can listen next timme, it will be
because vou went thraugh it this time.

Andrew: (somberly and prophetically} I'll tell you
what [ do know now I know that the day will come
when I will be well encugh to live on my own, but
that [ have 1o take my time and not rush it

Dr. L: Thar's exactly right.

Unfortunately, this starv does not have the happy
ending that Andrew was reaching for with increasing
stability and determination. In spite of heroic effons
on the part of the public defenders’ office, DCFS
managed o reduce the residents’ per diem to the
pont that, in spite of our assiducus privaze fund rais-
g efforts, our program was forced to close altogether
Although DCFS was convineed that the adolescencs
would continue to HMprove gs outpatients, it was clear
to uy that this was not true. We knew thar the resi-
dents still needed o mulieu that could support thr
newlound capaaities for selfreeulation, especially
given their intense aversive reactions to the pleasure of
their progress, In our judgment, of the residencs were
confronted with a nulicu that was bath less supportive
and alse exposed them to new losses, thev would not
ventinue to improve and would be unable 1o maintain
the gainy thev had made. The only question in our
minds was the extear 1o which thev would returm o
violenie 35 a source of self-soathing. As che program
directors emphatically wld DOFS, in Andrew's case,
at least, we were conuinced that he would not be albve
i two vears if oy tresiment were prematurely tepog
wated

Lir T osmd goedbne ta Andrew with ETeat sarro
and regrer We knew that Andiew had not reached the
pont st which it seontd be safe for him o be seen a3
an cutpadent aithough it was equally Jegr thar thar
dav would have come it DOFS had oot prematurely
¢nded the residential component of the program. Dr
L aever saw Andrew again sfter the program closed,
although Andrew called hun occasionally. Fram his
calls, Dr. L knew that Andrew was in and out of foster
homes and was hospitalized 1 number of times 31 2
state facility.

Though foreseen, it was still 3 terrible shock o all
of us when cighteen months after we were forcod ta
close, a call vame from the public defender velling us
that Andresw hud dicd plaving “chicken” un 2 mutors

e
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CONCLUSION

Since space considerations preclude a full discussion
of the clinical implications of our program, we will
focus en the question most readers may have, namely,
given the numbers of troubled, acting our adelescents,
what is the real significance of a treatment approach
that is so expensive and necessitates such high staffing
patterns? The answer is twofold. First, it is meaning ful
to know that even the “mest difficult” adelescents are
not bevend help—that if these adolescents do not
receive treatment, it is because a decision has heen
made zbout the allocation of scarce resources, not
because they are incorrigibly feral. Secend, many ado-
lescents—who are not driven to enact this degree of
interpersons! violence and whe could be weated in a
fess intensive setting-—currentiv are pronounced hope-
less or handled with repressive measures unlikely to
resultin lasting change because of the falure to ender-
stand their true dynamics (Gilliland-Mallo & Judd,
1986 Grellong, 1987 Grev & Dermody, 1972; York,
York & Wachzel, 1983) To wive but vne example, a
recognition of the existence of wversive reactions ta
plessure van hulp mental health protessionals treating
troubled adolescents to mamntun their commitment
and effecuiveness in the face of behavior that other-
wWise appears to signify the adolescents mpervions-

ness to dedivated therapeutic caregning.

Nates

I Notanle were there no therapentie progranss that
ceuld either contan e help theve teens, but, ore funda.
mentallv, there woy ne other theery that led steaphitfos.
wardly w treating them (Cormaceer, PN Plce, Franrone,
OWllsnn 1URTH, Rinsley, 1990), The theories that weee
svalable lor treating aggressve o selfadestincuve tesnigers
v unph’lllemed with weeny who were

were devebnged
sk less disturbed and violept than this population [Aich-
hed with sdescent who were “lazy " or

hoen [1963) war

invulved in petty thievery; Redl and Winemaa {1937 ] worked
with latency age childien in residential care: others imple-
mented behavioral programs with mcarcerated teens). Puc-
ther, we were very uncomfortable with the suthoritarizn and
intrusive nature of many of the behavioral spproaches, such
as the tohen econamies that were being used wich less aggres-
sive populations (for recent eximpies of hehavioral
approaches. see Kupfersimid, Mazzarns, & Benpanun, 1987, 2
simibarly authontsian model is the tough love’ spprvach,
e Newtan, [983)

o order o protect the confidentalinn of the patent

ard fumidy an conformin with statutery fase and the vl
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*,
work code of ethics, vve have disguised both identifving 1afor-  ative therapeuts reaction occurred onlv in treatment. and he =
mation and the specif ¢s of the case process. ascribed 1t 1o his construct of the death instinet, which he :“

3. Freud's netior of negative therapeutic reaction and  advanced as an meorrigible nstinctual drive denvatve thay i
our construct of averiive reaction o pleasure differ 1n cause,  aims for self-defeat and destruction (Freud, S0, 1933.1974
scope, and percewved gmificance. Freud posited that the neg-  The Ego and the 1d, Standard Edwion, ol 19, pp. 44-30)
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