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Abstract
Dichotomous and non-dichotomous thought represent two distinct

modes of understanding that reflect dualistic, hierarchical, one-way processes,
or multiple, complex, interwoven processes respectively.  This paper will
explore the implications of this distinction for the structure of human
relationships, the study of psychology, developmental theory, and, especially,
clinical theory and practice.  In particular, it will emphasize and illustrate the
more empathically-based, mutually-joined, and openly-communicated mode
of therapy that is consistent with a non-dichotomous perspective and central
to the Stone Center's approach to psychotherapy.

Dichotomous Thought
and Relational
Processes in Therapy

Alexandra G. Kaplan, Ph.D.

Early one morning, a client phoned just before her scheduled

appointment.  She had overslept and asked if we could begin 20 minutes late.

At such times, most clinicians recognize that this is a reasonable and not

uncommon request and will agree to it if schedule permits.  Yet if we were

trained in a traditional psychodynamic model, we probably would acquiesce

with some lingering doubts.  Can we really make a good decision before

exploring the client's motives and feelings?  Won't we need to listen for the

client's underlying wishes for gratification when we do meet?  Will this

"boundary violation" lead to other forms of "manipulation"?

These concerns follow from certain underlying assumptions within

traditional psychodynamic theory.  Patients' wishes or requests, if granted,

will create a breach in the client-therapist relationship because, by acceeding to

the client's wishes, the therapist will gratify the client's pathologically-based

attempt at narcissistic gratification or omnipotent control.  Further, whether

or not these wishes are granted, the most productive treatment focus would
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be to explore the link between current wishes and their historical,

pathologically-based antecedents.  Growth occurs as the client understands the

connection between her unconscious (read: negative or hostile) wishes and

their manifestation within the transference relationship.

But how valid is this line of reasoning?  Does underlying pathology

necessarily lurk in such requests?  And even if such pathology exists, is it

really more productive to emphasize negative unconscious processes without

parallel or even prior consideration of the potentially affirming, positive

aspects of the action?

In this paper, I will suggest that we examine clinical processes from a

perspective of wholeness, mutuality, and relational flow -- rather than from

the perspective of the individual participants and their separate but

overlapping roles.  This viewpoint highlights how growth in therapy evolves

from mutual participation in relational processes, in which both client and

therapist are actively engaged in, and growing from, their empathically-based

connection.

This approach arises out of the study of women's development at the

Stone Center.  Building on Jean Baker Miller's Toward a New Psychology of

W o m e n  (1987), papers by Miller, Jordan, Kaplan, Stiver, Surrey, and others

have identified such factors as empathy, mutuality, action-in-relationship,

empowerment, and the relational core self-structure as central dimensions in

women's psychological growth.  Taken together, they can suggest the aspects

of psychotherapy that promote change and growth in women.  I will explore

further the link between psychological development and therapeutic change

by comparing our relational framework with more traditional formulations.

In this comparison I will critique the notion of dichotomous thought as an

over-arching framework, including an examination of how dichotomous

thinking has informed other clinical models, and how a relational

perspective can be understood in terms of movement toward non-

dichotomous thought.  Understanding the pervasiveness of dichotomous

thought in Western culture underscores the complexities involved in

moving to a non-dichotomous notion of women's lives, as described by

feminist scholars (e.g., Keller, 1985; Ruddick, 1982).

Dichotomous thought and non-dichotomous experience



People's sense of their experience of their world reflects unspoken

cultural paradigms that have come to constitute "truth" for their society.

Although such truths are socially constructed, they come to comprise the only

reality that seems viable.  As Dodson-Gray puts it, they represent "conceptual

traps" such that once inside, there is no way of seeing out (1982).  This is true

of major "mainstream" institutional structures and academic disciplines,

including science in general, the field of psychology, and the specialties of

developmental theory and clinical practice in particular.  One such "truth,"

apparent much more in Western than Eastern cultures, is the proclivity to

understand experience in terms of dichotomies.  As Singer (1977) has pointed

out, much of daily life, as experienced by all people, centers on dualities:  male

and female, good and bad, black and white, rich and poor, dominant and

subordinate, mind and body, thinking and feeling, conscious and

unconscious.  But the prevailing Eastern and Western traditions respond

differently to these everyday experiences.  Western cultures, Singer argues,

assume that perceived reality parallels ultimate reality.  This ultimate reality,

as defined by the Judeo-Christian traditions, begins with the creation of a

male god, who in turn is responsible for the separate, sequential creations of

men and women.  Our world began, then, premised on a dichotomous split

by sex.

By contrast, in the Buddhist, Tao, and other Eastern religions, perceived

reality with its felt dichotomies is but a step toward the goal of a unified state

in which the dualities of the earthly world become integrated into a

transcendent whole, paralleling the existence of an original, androgynous

creator.  Thus, in the beginning was wholeness, and the highest purpose of

life on earth is to strive to regain this state of unification.

One cannot say, however, that such a holistic notion is totally foreign to

Western religious thought. In fact such notions have long existed, but in a

more secretive, sometimes heretical fashion.  Thus, the Christian Gnostics

and the Jewish Kabbalists practiced forms of worship which contained

notions of joining opposites, of creating wholeness.  However, their need for

secrecy, and their sometime persecution, suggest the threat that they posed to

the prevailing norms.

In a pattern parallel to that of the Gnostics and Kabbalists, contemporary

groups which are considered to be outside the prevailing norms may

represent more holistic modes of thought.  This has been considered one
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aspect of women's reality.  Women as healers, as caretakers of others, as

peacemakers, as those who gain sustenance from relationship, exist

emotionally in a more connected realm.  As Ruddick (1982) has argued,

"Women are said to value open over closed structures, to eschew the clear-

cut and unambiguous, to refuse a sharp division between self and other" (p.

82).  The work of the Stone Center and other feminist scholars (e.g., Gilligan,

1982; Chodorow, 1978) comes out of this perspective, in the search to reveal

the connections and relational processes within psychological development.

Women, in their position as "other," as "outsider" (Gornick, 1971) within a

patriarchial culture are becoming able to identify a reality consistent with

their experience outside of prevailing cultural "truths."

Dichotomous thought is an essential component of the structure

responsible for the subordination of women.  As Miller (1987) points out, it is

precisely because women are seen as "other" that they can be treated as

subordinates.  Why is this so?  When the world is experienced in terms of

dichotomies, it establishes an oppositional framework of me/not me or

self/other.  This framework then determines one's identity in terms of group

inclusion or exclusion.  Further, the dichotomies are not equal, but

hierarchical, as reflected in the above terms.  The essence of patriarchy is that

male is better than female, and masculine better than feminine.  Within

racist societies white or light are better than black or dark.  Within

homophobic societies heterosexuality is better than homosexuality.  Within

virtually all societies, rich is better than poor. But within each of these

concepts -- color, sexual preference, income, even masculinity-femininity --

we are dealing with a reality composed of gradations, variations, and shades

at the same time that we are embued with notions of dichotomous, value-

based, either-or distinctions.  Predictably, this hierarchical ordering then

determines the distribution of power and control:  men control women; the

rich control the poor; whites control blacks; and heterosexuals control

homosexuals.  This control extends not just to daily life, but to the very right

to define reality -- to describe and to name.  Further, the differences between

groups, rather than the similarities, become the basis of an inevitable cycle.

Those in control seek ever more carefully to identify differences, such

identification serves to reify the importance of these differences, the value-

based distinctions between groups become increasingly important, and these

distinctions are then placed within this framework of power and control.



Dichotomous thought in psychological research

Prevailing models of scientific research, including psychology, evolve

directly from characteristics contained in dichotomous thought.  One main

object of study, certainly a common use of statistical methods, is that of the

significant difference.  Often, these differences are tested around identifiable

groups, such as men versus women, blacks versus whites, and middle class

versus working class.  Truth is found if one group can be found to be

significantly different from another -- if we are all alike, nothing has been

learned.  Further, these differences are usually value-laden.  (Who is more

asssertive?  Who has a stronger future orientation?  Who is emotionally

healthier?)  Frequently, the values tested are those of the dominant group,

and findings, not surprisingly, support their superiority.  Prevailing research

methods also are based on the equation of knowledge and "objectivity."  As

Keller points out, objectivity as a path to knowledge is itself a subjective

stance and has a long history of identification with masculinity (1985).

Continuing Keller's argument, objectivity, "leads with such apparent

inexorability to control and domination" (p. 96).

Hierarchical comparisons on implicit male-valued constructs are most

apparent in those research approaches that build on explicitly dichotomous

variables, such as locus of control (inner or outer), field dependence or

independence, and attribution theory (internal or external).  Although each

measures a slightly different attribute, in each, the findings typically are

reported in terms of differences between dichotomous variables, such as sex

or race.  On each dimension, it is always better to be internal or field

independent, than to be external or field dependent.  And it is always men or

whites who are more internal, women or blacks who are more external.  If

one is internally grounded, according to researchers in these areas, then one

has more capacity for independence, for self-control, and control of others --

qualities consistent with prevailing "truths" about what is good.  Of course,

one is also less aware of one's surroundings, less able to let in or respond to

the experiences of others, and less able to let one's self be understood -- but

these are not dimensions which typically are considered strengths, and,

therefore, not part of the analysis of results.  Moreover, within these

methods, there is no way to talk about an integration of "internal" and

"external."
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Dichotomous thought and developmental theory

At their most global levels, prevailing developmental stage theories

appear to chart a gradual progression through biological, physical, and

psychological maturation.  Closer inspection reveals that within this broader

flow, developmental progression moves within a framework of dichotomous

distinctions -- not between self and other, but between what one might call

old self and new self.  That is, the hallmark of development consists of

putting aside or de-emphasizing the tasks of the current stage and moving on

to those of the next stage, often in an epigenetic pattern.  While all of these

models contain consistencies that persist throughout, it is the changes, the

progressions, that define deve lopment .  Again, as with other dichotomous

models, a hierarchy ensues, in which qualities associated with later stages are

described as more mature, more appropriate than qualities associated with

earlier stages.  This is especially damaging to women, given that the earliest

mother/infant stage is the one in which these models most thoroughly

explore the nature of connection and relational qualities such as empathy.

Because theories have not elaborated an evolutionary pathway for the

development of empathy and the capacity for action in connection, these

qualities can easily be misunderstood in terms of their earliest forms, and,

thereby, seen as regressive or pathological.  In fact, many current descriptions

of behavioral patterns in women are cast in pathological terms, claiming that

women demonstrate either too much connection ("fused," "enmeshed," or

"dependent"), or too little connection ("narcissistic," "uncaring," or

"hysterical") (Stiver, 1985).

In addition, object-relations theorists see maturity, self-knowledge, and

differentiation as growing out of a gradual process of separation from others

(Miller, 1984).  Growth consists of the development of an increasingly

differentiated self through which the uniqueness of the self is articulated, and

the self-other boundary made clear.  This process occurs within a relational

context, but the other people ("objects") are present either as need gratifiers or

to help one develop self-identity by contrast with what one is not.  As

described by Boszormenyi-Nagy, "the experience of the Self as a symbolic unit

depends on the selective availability of a matching Non-Self (1965, p. 39).

This matching Non-Self, according to Karpel (1976), provides the "ground"

against which the person can form the "figure" of her/himself.  In addition,



Boszormenyi-Nagy states, "I believe that making the Other an object to one's

needs is more gratifying than offering oneself as an object for the other" (p.

57).

Boszormenyi-Nagy is important here because in many ways his theory is

very close to ours; Karpel, in fact, in 1976 even described his concept as "self-

in-relation."  The differences, however, are crucial.  We believe that self-

knowledge and growth occur through experiencing the self in connection, not

through understanding the distinctions between self and other, as

Boszormenyi-Nagy and object-relations theorists propose.  Further, these

theorists clearly (and hierarchically) differentiate the concepts of "giver" and

"receiver," rather than seeing both as part of a synergistic, mutually-

enhancing process.

Dichotomous thought and clinical practice

Most psychotherapists would agree that psychotherapy is an

interpersonal process, with client and therapist working together toward the

shared goal of client betterment.  However, there are key dichotomous

features of the therapy setting that work insidiously against this common

conception.  These include a hierarchical relationship, differential

distribution of power and control, and the power to define "reality" and

determine the nature of the process.

Most commonly, a client-therapist split evolves out of a sense that the

paths of client and therapist to their common goal are, in fact, oppositional.

Put simplistically, the therapist represents new knowledge, uncovering of

painful material, and promoting the client's expression of negative affect.

The client -- although actively participating in the work -- also represses

painful affect, avoids difficult issues, and thwarts the therapist's efforts to

bring this material to the forefront.  The notion of resistance, in particular,

suggests that the client is "withholding" material essential for the therapist to

do her/his work; there is an element of purposefulness, of shirking the

therapeutic task.  Even though many clinicians speak of resistance as an

unconscious process, clinical descriptions often suggest almost a conscious

non-compliance, a reflection of the client's non-engagement.

Schafer (1983) and others have pointed to the problems inherent in this

oppositional perspective and have suggested some alternative perceptions.

For example, Schafer suggests that "rather than setting oneself out to 'break
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through resistances,' one should try to elucidate their role in the life that is

being studied..." (p. 75).  This suggestion represents a step forward, but it

remains focused solely on the inner processes of the client.  Is it, instead,

possible to understand resistance as a property of the therapy process,

including the contributions of both members and their shared relationship?

Is there a way to look at resistance from the perspective of wholeness?

Similarly, the notion of the "working alliance" is most often considered

a feature of the client's engagement in the process.  Although the term

"alliance" implies a mutual endeavor, clinicians usually stress the client's

capacity, not the therapist's, nor the process as a whole.  While clients who

totally cannot trust the therapist may not use psychotherapy, there is also the

possibility that an interactional pattern has evolved which limits engagement

for both parties.  In addition, therapists typically portray the "working

alliance" as something that, once developed, permits the "real work" of

therapy to proceed.  However, it may be more appropriate to think of the

working alliance as a condition of joint collaboration, a mutually-engaging

process which is  the therapy, not the underpinning for some other process.

We can suggest a similar analysis of the term "manipulation," as in

"borderline patients are so manipulative."  Such usage reflects the feelings of

the therapist in response to something experienced as personally threatening,

rather than a characteristic of the patient's behavior, or an assessment of the

therapy process.  Simpson (1979) points out that therapists tend to reject

difficult, self-mutilating patients, but rationalize their action by describing the

patient as "manipulative," as though such behavior absolves clinicians of

their responsibility to understand the patient.  Therapists tend not to consider

the possibility that the client is trying in her own way to make contact, but is

doing so in ways that may confuse or disempower the therapist.  Nor do they

always recognize that the client may become increasingly "manipulative"

precisely because she has had no response to her earlier efforts at connection.

In a dichotomous model, if the behavior of the subordinate reduces the

power of the dominant, then the latter can re-define reality so as to re-

establish control.  Thus, the onus of responsibility is placed on the client,

even though it may be the therapists's reactions that are primarily at issue

(Stiver, 1985).

Toward a relational model



Alternatively, the clinician could identify and build on the two points

mentioned above:  that the client is trying in her way to make contact, and

that she is behaving as she is because she could find no response to her earlier

efforts.  By recognizing these points, a therapist can help in a number of ways,

conveying to the client her wish to understand the client from within the

client's own experience, including both her fears of and wishes for

engagement.  The therapist also suggests by her actions that the immediate

situation has been created mutually, and that the client's reaction is a

reasonable response to a shared process, not a sign of the client's inadequacy.

Usually, such reflections will enable the client to explore further her fears of

isolation and rejection, her expectation of being misunderstood or blamed,

and the historical antecedents of these feelings.

Clinical literature, in describing the therapeutic flow, focuses more on

adversarial processes than on mutual work toward a shared purpose.  Clinical

plateaus, or client-therapist disagreements may make it especially likely that

the therapist will adapt a more oppositional, defensive stance, based on the

therapist's frustration with the lack of progress, and the ease with which

theoretical models encourage us to link such struggles with a client's

pathology.  For example, a moderately depressed woman client in her mid-

forties would speak sporadically and bitterly during much of the hour, with

frequent silences, head down, eyes averted.  She felt despondent about the

lack of progress in her life, and angry at me for the slow progress of our work.

Invariably, however, just before the hour ended, she would begin an intense,

emotionally laden topic, so that I had to intrude and cut her off.  This was

precisely how she felt -- cut off -- and she shared this feeling with me in no

uncertain terms.

The task for the therapist, here, is to avoid taking recourse in the client's

"resistance," but instead to stay connected to the client's affect and to the

relational process.  One can be "in the moment" with her, showing her that

you have taken in and are affected by her range of feelings, the anger as well

as the pain, but may not be similarly trapped by them.  By maintaining an

empathic stance (Jordan, 1984) and continuing to act within the relationship,

the therapist suggests that the client's key struggles are understandable

responses to inner and outer conflicts, both within and without the therapy

setting.  Gradually, she can begin to feel more enhanced by the clinical
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connection, clearer about her dilemmas, and more ready to act within

relationship.

The Stone Center developmental perspective

In our developmental perspective and notions about growth in

psychotherapy, we are joining one current clinical trend toward a focus on

wholeness, relational processes, and empathic connection.  While such a

stance is not heretical, it represents a major change from more traditional

dichotomous and linear modes of thought.  More importantly, consciousness

of this shift permits us to identify and name such changes, explore their roots

in developmental theory, and probe their implications for clinical practice.

Our particular emphasis is on how a mutually empathic mode empowers

individuals and the relational process, and leads to the desire for further

connection.  Thus, in contrast to theories which identify growth with levels

of boundedness or separation, we see growth as resulting from active

participation in relational processes, and we focus on those qualities of

connection that facilitate empowerment.  We understand relational

connection as a synergistic process, in which each person is aware of her own

and the others's unique experience and identity, and of the encompassing

mutual flow of which they are a part.  There ensues an expansion of self to a

larger unit and, simultaneously, a growth of the self, rather than a loss of self

to the other.

In this attempt to transcend dichotomies, a temptation to replace

dichotomy with unity can occur all too easily; but by doing so, we run the risk

of obscuring meaningful differences of gender, race, ethnicity, sexual

preference, social class, or each individual's particular experience with its

own unique past and present.  When this occurs, it is predictable that

emerging themes will reflect the experience and world view of the dominant

group.  In fact, this has been a continuing issue within the women's

movement.  Our goal is to be able to embrace both similarity and difference

(to transcend what is yet another dichotomy) and, within difference, to hold

on to a multiplicity of ways of being without creating hierarchies or their

resultant differentials of power and control.

Non-dichotomous thought and developmental theory



In contrast to the dichotomous notions that underlie the uni-directional

emphasis in developmental stage theories, we are seeking a model which

accounts for the continuities we observe -- specifically, the continuity of the

relational core self-structure as it develops over time.  This distinction is not

absolute, but it highlights a comparison between our "figure" of continuity

within an underlying "ground" of maturation and change, and more linear,

stage models, in which these figure-ground emphases are reversed.  We have

only begun a systematic investigation of the nature of maturational processes-

within-connection.  Surrey has suggested a developmental progression from

early attention to affect, to growing capacities for empathy and awareness of

relational processes, to a developed capacity for mutual empathy and mutual

empowerment (1985).  Rather than a hierarchical, stage-based ordering of

these qualities, we see them as partly developmental and partly contextual.

Modes that first appear early in life can still be appropriate and valuable in a

particular situational and relational context (Miller, 1984; Surrey, 1987).

Further, we can identify the capacity for affectively-based connection not as

some mysterious trait similar to primitive states of merger and enmeshment,

but rather as a primary source of strength and empowerment (Jordan, 1985).

At first glance, our position that empowerment derives from relational

action may sound contradictory.  Western culture sees power as coming from,

and reflected by, independent action.  The involvement of others implies

individual weakness and lesser impact.  In this view, a relational context

threatens one's impact and the capacity to act.  Thus, autonomy, which

usually means the capacity for independent action, is frequently and

uncritically contrasted with connection.  "Can you do this by yourself, or do

you have to do it with others?"  By contrast, we would argue that this

assumed dichotomy does not describe the processes that fuel action and

impact.  Rather, we see action and connection originating in the same

relational processes and feeding back into those processes to create more

action and more connection.  One acts best from a context of relatedness, not

from a context of isolation.  From the former, one can best understand one's

needs and purposes, see one's experience as it is reflected by others, and

participate in the relational processes in which most action will ultimately

occur.  To rephrase the above question:  Can you do it with others, or do you

have to do it by yourself?
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The experiences of groups of women, including our writing group,

illustrate the notion of empowerment through connection.  To the extent

that there is freedom to voice thought and feeling in a context of affirmation

and exploration, members can re-vision their own experience, enriched by

the mix of perspectives that derives from their commonalities as women.  As

individuals who gain sustenance from participation in mutually empathic

processes, others' perspectives are not a threat, but a source of enlargement.

Are these women any less able to act because their impetus originates in a

collaborative setting and feeds back into it?  Clearly not.  Women are more

empowered, more capable, and clearly more productive because of, again, the

synergistic process that brings work and relationship, connection and

creativity to bear on and enhance one another (Ruddick & Daniels, 1977).

Non-dichotomous thought and relational processes in therapy

We believe that, at base, the same processes that lead to growth and

empowerment in the developmental process also promote growth in therapy.

Therapy, at its best, becomes an intensification or a microcosm of relational

ways of being that enhance vitality, knowledge of self and other, the capacity

to act, and the wish for more connection (Miller, 1986).  However, in therapy

specific arrangements are made to attend to the particular kinds of change

clients desire.   We listen, then, for opportunities to enhance clients'

awareness and appreciation of their relational strengths, and to create an

atmosphere of empathic understanding in which such strengths are most

likely to emerge.  For one, we would focus on the client's sense of her own

capacity for connection and her sense of self as a relational being.  This

includes her capacity for action in relationship, for participating in mutually

empathic interchanges, and for building and enhancing connections.

Additionally, we would work with the client toward awareness of her own

relational action within the treatment setting, her own contributions to

creating a synergistic process, and her development and use of relational

awareness and relational understanding.  And finally, we would concentrate

on the therapy process itself, including the ways in which client and therapist

together create an empathic flow, with a sense of a mutuality of concern and

purpose shared between them, in the creation of a mutually-enhancing

process of discovery.  (This is quite different from therapists who might

ignore or even "pathologize" clients' relational strengths).



The therapist's work, then, shapes itself around these goals.  While such

factors interweave and interact with one another, we can divide them

arbitrarily into three areas of clinical endeavor:  1) developing the client's and

therapists's sense of themselves as relational beings and identifying areas of

relational growth and enhancement, 2) building on relational processes in the

therapy hour to enhance awareness of relational actions and relational

strengths, and 3) recognizing and validating the mutuality of concern,

purpose, and empathy contained within the clinical process.

Developing the client's sense of self as a relational being.

As many of our traditional theories of psychotherapy focus on

individual growth, they emphasize independent action, self-enhancement,

and self-awareness.  At best, these are partial goals, even though their

proponents assume that such attainments will enhance one's relational

world.  However, the process by which one grows as a relational being, the

development of a sense of "we-ness" rather than "I-ness," and the centrality

of connection for growth in all realms is not emphasized.  And yet, most

clients' descriptions of relational distress contain wishes and strengths that, if

identified and built on, can allow them to explore shared relational realities

and the experience of growing with  another.

For example, a client in her mid-twenties feared that her close friends

would not understand and support her in her moments of despair unless she

was vociferous and persistent in expressing her grief.  Her intense affect and

the strength of her implicit or explicit requests for comfort and attention, in

fact, produced the feared result.  As aware as she was of this dynamic, she

could not help but escalate her hurt when she inevitably was let down.  We

explored the historical roots of this dilemma and the loneliness and fears

which formed the current impasse.  But the most powerful avenue for

change came as we moved beyond the dichotomies of expressing one's needs

or not being heard, of protecting one's self or being vulnerable.  Instead, we

focused on the mutual goals she and her friends held for support,

affirmation, and closeness -- and how they might build on these feelings to

reverse the cycle of overwhelming need and withdrawal.  As she was able to

speak more freely of her friends' love for her, she began to trust that love

more and to reflect her understanding of it as she approached them with her

pain.  They, in turn, felt more heard and valued by her and, thus, more
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responsive to her.  Instead of an increasingly conflict-filled situation, she was

able to create a process of empathic connection in which all involved felt

heard, comforted, and connected.

In all explorations of past or present relationships, we would try to

recognize unacknowledged instances of relational connection, or relational

action.  Such instances may also contain feelings of anger, disconnection, and

disappointment, but even these can lead to growth as they are brought into

relationship.  Many such moments have gone unrecognized in larger

contexts of resentment, distance, and pain.  One of my clients, for example,

had spent much of her adolescence in grief and despair from her life with

alchoholic and abusive parents.  We spent many, many sessions on her

deeply felt anger at not having had a childhood, of having to parent herself,

of emotional and physical abuse, and of being left frightened and self-

destructive.  Yet occasionally, interspersed with discussion of her trauma,

flickers of connection appeared, especially to her mother.  Late in treatment

she mentioned that she had chosen to attend her mother's alma mater, and

she considered her career as a dancer a direct outgrowth of her mother's

aspirations to be an actress.  She became more empathically attuned to the

possibility that her mother's many absences from the home probably were

hospitalizations, and that her mother, in her own distorted way, was trying to

provide her daughter with a model of self-preservation.  The additional

realization that her mother probably also had been abused as a child led to a

significant reformulation of her sense of their relationship, and to an internal

dialogue with the mother who was no longer alive.

Building on relational processes within the therapy hour.

If therapy is practiced within the framework of the dichotomous,

oppositional split described earlier, then clients' requests for changes in the

structure of therapy would be met with some suspicion, as in the vignette at

the beginning of this paper.  Instead, we believe that such requests can

provide opportunities for creating empathic moments in which client and

therapist can engage mutually around a topic of shared meaning and potency.

In this sense, we stand in contrast to such theorists as Langs (1978), even

though he places himself clearly within the relational domain.  He declares,

for example, that "to truly appreciate what is going on intrapsychically, one

must first know what is going on interpersonally" (p.111); and "the



therapeutic work will always occur at the interface created by the patient and

the therapist" (p. 183).  But at the same time, precisely because of the power of

relationship, he advocates minimizing the factors that impinge on the

interpersonal realm, rather than using them for mutual understanding and

growth.  Thus, in terms of therapy structures, he utters stern precautions.

"The therapist who modifies the frame is not an object of trust to the patient"

(p. 347); "A modification in the frame can create a misalliance cure in the face

of mounting difficulties" (p. 62).  His underlying assumption is that such

modifications will detract seriously from the central purposes of

understanding and change because patient gratification is substituted for the

real work of therapy.

For us, the central question has to do with how a particular request and

decision can be used to further the client's relational development.  For

example, the client who phoned me just before her scheduled hour showed

me that rather than forestalling her growth, my validation of her relatively

simple request confirmed the "rightness" of her action.  As an incest

survivor, she had long believed that her actions and, indeed, her very self

were fundamentally wrong, destructive, and hateful.  For this reason she had

feared to call me and was fully prepared to meet with my refusal, or at least

with interpretation of her underlying, inappropriate motives, which would

constitute confirmation of her "badness."  But we had enough of a connection

that she ventured the risk, and my affirmation, instead, left her feeling

"blissfully normal" and benign.  From this position she then could continue

to explore feelings of profound vulnerability, degradation, and risk with less

fear of a further diminished self.

The issue, then, was not harm from unnecessary gratification creating an

inhibition of insight and growth, but rather potential harm from diminished

self worth if she had been responded to in ways that confirmed early

experiences.  As Miller (1984) and Kaplan (1984) have stressed in earlier

working papers, many of women's problems come precisely from their too

rapid dismissal or devaluing of their needs.  Women can build on

confirmation of the rightness of their wishes and of their courage in making

them known and acting upon them, to stimulate, rather than retard further

self-exploration and growth.

Opportunities for clients to respond empathically to their therapist can

also be sources of growth.  Such opportunities should never be constructed,
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consciously or unconsciously, for the gratification of the therapist.  However,

there are many spontaneous situations, including those that are frequently

thought to be angering or difficult for clients, that can be opportunities for

clients to experience their own capacity for empathy and relational action, and

to feel that it is taken in by the therapist.

For example, a last-minute crisis once made it impossible to keep my

appointment with a client, who had worked intensely with me for several

years.  When I reached her by phone, her reaction was mixed.  Her hurt,

disappointment, and potential mistrust were evident, as were her relief and

comfort that I had called so quickly.  When we next met, she shared with me

her initial rage and subsequent fantasies:  I had forgotten her.  I didn't care

about her.  Everything in my life was more important than she was.  But the

strength of her initial reaction soon was matched by an equally strong feeling

of, in her words, "a sense of gratitude and a feeling of being replenished."  In

her mind, this evidence of my caring for her, which was essentially a basic,

human action in such a situation, generated in her a sense of deep connection

and comfort, and enabled her to express her caring in return.

In another situation, a woman came to therapy one day brimming with

low level anger.  She was annoyed by something I said; she was angry at a

new colleague who was not fulfilling responsibilities, and generally at odds

with herself.  We probed the possibilities of anger-generating experiences

from our last session, but could find none; and the session continued with an

awkward feeling of something left unfinished.  It would be too easy to

describe this client as "resisting," by which we would probably mean that she

was not helping the therapist understand what was going on.

Rather, I would say that she was telling us both something, although

neither of us could determine what it was.  After the hour was up, as she was

walking to the door, she commented over her shoulder that she had been

feeling jealous after seeing me at a public gathering with a woman whom she

knew but did not like.

I raised this comment with her early in the next session.  While she had

not seen any meaning in her remark at the time, she immediately recognized

the deeper communication and its usefulness.  The most salient issue here

was not anger, but a complex cluster of feelings toward me:  although the

client had not consciously connected her parting comment with the emotion

of the hour, she somehow knew what to tell me so that the connection could



be made.  With this understanding, we could talk about some of the very real

issues involved:  her deepening feelings toward me, her fantasies and wishes

about our relationship, the meanings to her of our work together, her own

relational fears.  While almost all therapists would recognize the significance

of the patient's parting comment, some might have seen it as yet another

expression of anger or resistance, evidenced, perhaps, by the fact that she had

saved her comment for the very end of the hour.  These same therapists

might also equate her jealousy of the friend with her jealousy of the therapist,

or look for other evidence of her "withholding behavior."  Instead, the

client's comment can be seen as a contribution to the process of therapy, and

to maintaining connection even in the face of difficulties.  When one

considers empathic connection as the source of growth in therapy, this

meaning will be centrally incorporated in the work, including making the

significance of the client's contribution known to the client.  The client comes

increasingly to trust her relational self and derive pleasure from intimacy and

connection.

Opportunities for empathic relational action touch the core of health-

promoting behavior in clients, often prompting them to responses of which

they did not know they were capable.  The capacity to forgive, to trust despite

disappointment, to share feelings of displeasure without fear of punishment,

all push the boundaries of growth and stimulate action toward more growth.

By contrast, had I not reached out to her, but instead, listened only for

unconscious anger or feelings of deprivation -- had I, in other words, seen her

reaction as defensive rather than contributing -- I would have supported

precisely those feelings of shame and inappropriateness that women are far

too prone to experience, rather than the feelings of emotional connection and

capacity for affirming another which are the pathways to growth.

Recognizing and validating the mutuality of concern, purpose, and

empathy in the clinical process

At the heart of our clinical work is our belief in therapy as a mutual

endeavor in which both client and therapist engage in a shared process of

experience, attention, and effort.  The content focus is on the client or the

therapy process; this means the therapist will limit the range of her own

experience which she will introduce into the hour.  But both will be attuned

to the experience of the other and their understanding of it, taking in and
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responding to one another's affect and working, each in her own way, toward

mutual growth and mutual enhancement.  The mutuality, then, is not about

the topics under exploration, but in the participation in the process.  In this

sense, clinical mutuality has a somewhat different meaning from the notion

of mutual empathy (Surrey, 1985) as a key dimension of our developmental

model.  In that context, each person is open to and empathically engaged with

a much fuller range of experience and response.  In the clinical setting,

mutuality focuses more on the shared process, so that one might, for lack of a

better term, call this "process empathy."  Through their joint endeavor, both

client and therapist feel enhanced by the work, although, again, the

enhancement will be somewhat different for client and therapist.

Such a process of mutual engagement occurred with one client in the

last session before summer break.  One might expect this to be the last place to

look for evidence of mutuality or empathy, given our training that these are

times when clients will somehow punish us for abandoning them.  In the

following vignette there are exchanges that can be seen as reflecting primarily

anger at the therapist.  I would ask you to consider the additional possibility

that these exchanges can also be seen as expressions of empathy, and that a

focus on their empathic quality helps the client to grow.

This client, who had been working with me for about three years, had

enrolled recently in a graduate program and felt that we were now closer to

being colleagues.  This change provided the impetus for her to return to a

theme that has existed through much of our work together:  her feelings of

attraction and love for me, and her wish that we could have a "real

relationship" now or after termination.  I responded as she knew I would,

with compassion for her feelings and a gentle reminder of the nature of our

boundaries, which she knew well.  What I felt but did not add, however, was

a certain sadness at having to push her away and at not being able to respond

in kind to expressions of affection.  These feelings dissipated as the session

continued around her expectations for her studies and her plans during our

summer break.  But then, at the very end of this last hour, she made a

comment in a tone far too casual for its content:  "When I get my school

schedule, we might not be able to keep our appointment hour."  This is at

first glance an ominous comment because mutually available time is hard for

us to come by.  But my instant of "reality concern" was quickly replaced by a

much more powerful reaction.  "Don't worry," I replied, with noticeable



affect, "Whatever happens, we will find a way to continue to work together."

For me, the opportunity she provided to say this was a gift, for it permitted

me to go beyond my earlier distancing stance to one of much more

connection and commitment.  Without awareness, she had given me a

context for my own empathic action.  That she felt enhanced and empowered

in return was instantly evident by the broad grin on her face and her striking

bodily relaxation.  As a postscript, when we next met in the fall, I shared with

her my understanding of this interchange, to which she responded, again

with a look of evident pleasure, "I love this theory!"

Patients are always making contributions, but they may not recognize

this, given our tendency to be more acutely aware of our inadequacies than

our strengths, especially in the therapy situation.  Awareness and validation

of relational actions that contribute to the evolution of an empathic therapy

relationship provide the basis for clients to act within other relational

contexts and, thus, broaden their basic sense of their own capabilities.  This

process is central to the stress that Miller places on zest and a greater sense of

one's own self-worth growing out of participation in empathic relational

interchanges (1986).  Clients become increasingly aware of their own

relational capacities, which strengthens their ability to act within the therapy

relationship, which, in turn, leads to more awareness, in a pattern in which

mutuality of affect and of effort play central roles.

Summary

All cultures create customs, mores, and institutions that reflect relative

levels of dichotomous or non-dichotomous ways of being.  In the Western

world, dichotomous thought is the prevailing mode, leading at its worst to

conditions of hierarchical power and control.  One of many manifestations of

this imbalance can be seen in the traditional structure of therapy.  Here,

emotional distance between therapist and client is created by their supposed

separate tasks and by the belief that the feelings that emerge are important to

the extent that they reflect earlier transferential or countertransferential

experiences.  The client, within this framework, will grow through insight

into her emotional difficulties; these come to the fore in large part through

her transferential reactions.  The therapist is to foster the client's

psychological growth by means of interpretations and/or by serving as a
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healthy introject and minimizing her or his countertransferentially-based

affect.

We at the Stone Center understand therapy more in keeping with a non-

dichotomous model, in which client and therapist join in an empathically-

based process of mutual engagement.  In stressing the clinical process, we are

emphasizing that a client's growth comes primarily from her increased

capacity to contribute to that process -- to act within the relationship.  For this

to be successful, the client needs to be able to bring her emotional experience

of the moment to the interaction and to have the therapist engage that

experience in a real and empathic manner that provides a path for further

exploration and a deeper sense of connection.  Through this process, clients

will feel increasingly enabled to engage in mutually empathic and synergistic

relational processes, which we believe are the foundations of healthy

development.

Discussion Summary
After each colloquium presentation, a discussion is held.  Selected

portions of the discussion are summarized here.  At this session Drs. Judith
Jordan, Jean Baker Miller and Janet Surrey joined Dr. Kaplan in leading the
discussion.

Jordan:  The important issues of mastery and control are central in what

you've just said.  The setting up of the therapy relationship as non-mutual

has a lot to do with the therapist staying in control by interpretation or by not

letting the work have an impact on oneself.  Keller's work is useful here in

terms of how our traditional "scientific mode" attempts to gain mastery over

nature, and this is replicated in the therapy setting.

Surrey:  I think that the ways clinicians respond to anger in their clients

also bear on issues of mastery and control.  In dichotomous modes, anger is

seen as irrational or transferential anger at the therapist, or manipulation of

the clinical process.  It's hard to stay with clients' feelings of anger in therapy,

and it's especially difficult to stay with the process and with the affect when

the client is angry at the therapist, e.g., if the therapist has not gone along with

the client's request.  Clinical training needs to address how to stay related

under these conditions of anger.



Comment:  In the non-dichotomous model that you're talking about,

one of the consequences is that both parties grow.  In your examples, you

mentioned that the incident with the client who came late led to growth, and

other examples, too.  There would be growth in the therapist as well in your

model, but how does this get identified and shared?

Kaplan:  That's a good question.  I know that I wouldn't have always

done what I did in the example you mention because I would have heard her

request as suspect.  Instead, because I showed that I trusted her motives and

supported her decision to act, she was able to be more real with me, more

connected to me, and more open to exploring related conflicts.  We both felt

and shared pleasure in this moment of growth and in the deepening of our

relationship.  I might even say that for growth to occur in one member of the

therapy dyad, there must be some growth in the other as well.

Also, in terms of mutual discussions of this process, in writing these

papers, we go over the vignettes with the clients who are portrayed.  In these

discussions, the original becomes enriched by the clients' comments, as they

participate with us in shaping the vignette and in re-living and re-examining

the event in question.  There are profound ways in which therapists are

enlarged and changed by the process in therapy.  You're right in saying that

we need to portray and share these much more fully.

Miller:  This is an important point.  Many of us who were trained within

a dichotomous framework learned that we shouldn't receive "gratification"

from doing therapy because if we are, we're "taking" from the patient -- using

or exploiting the patient.  This was meant to be a safeguard against misusing

the therapy.  Most of us suffer from having a hard time communicating to

our patients what our work with them means to us.  If it doesn't mean a lot,

we should be doing something else.

 Jordan:  I want to support what Jean said, that to do this and not be

growing and not getting pleasure, is clearly not going to be helpful to the

person you're working with.  Also, sometimes we get mixed up and think

that "mutual" means "the same" or "equal."  That's not what we're saying, in

terms of boundaries or other things.  I think that what Sandy points out

nicely is that boundaries can be seen as pushing away and closing doors --
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which is exactly what we're not saying.  We're saying that good therapy is

letting ourselves feel its impact, which is getting away from the old model of

dominance, of blank screen, that whatever happens in the room is the client's

stuff.  I don't think that that is how we feel while doing therapy.

Also, I show I'm feeling the impact of the work by telling that to clients.

Sometimes when they teach me something, I really let them see that, see my

feelings.  They're not talking about me, nor do I talk about my life, but I allow

people to see that what is happening in the room matters a lot to me.

Comment:  I would put the same thing in a different way.  Therapists

have been afraid to come forth with their own reactions because of a fear of

being selfish and that our needs will take over.  It's important to keep

mutuality in mind as a mutual effort with a mutual goal, but the purpose is

the client's growth, which puts your own need into perspective.

Comment:  Thank you for giving some theoretical context to something

that I've been doing for a long time, but thinking about in a rather concrete

fashion.  After my diagnostic sessions I always talk about embarking on a

counseling partnership, which I thought of as a way of diminishing the

power differential.  I think that the way you've spoken of this enlarges it to

understand that the therapy takes place in the space between the therapist and

the client, and is the mutual-empowering process that makes it happen.  But I

still like the image of the partnership; we're both in it together.  I think it's

also good to humanize therapy, to work together and cry together.  Also,

when I had finished work with the first Lesbian couple that had come to me, I

told them how much I had gained through my contact with them, looking at

my own values.  I meant this sincerely, and it really confirmed for them

something that had been hard for them to do, to come forward with someone

like me.

Kaplan:  I'd like to add that working within an empathic mode doesn't

always mean wonderful therapy; I don't want to say that now we have all the

answers.  One can be attempting to work empathically and be off, with

problematic results.  I'm thinking, for example, of a young man whom I saw

who had been sexually abused as a child.  I make certain assumptions about

an abuse experience based on my work with women, and I believed that I



heard him speaking of feelings consistent with these assumptions.  I reflected

on his feelings as I heard them, but his response was consistently, "No, that's

not right."  Ultimately, the treatment ended prematurely.  Whatever he was

going through, either I didn't have the context to be able to understand its

affective and relational meanings, or perhaps he felt further exposed for being

"seen."  It may also be, for example, that certain emotional sequelae of abuse

that are typical for women are not so true for men, and that we need a certain

"gender sensitivity" to inform empathic processes.

Miller:  Some of the time this evening many people here have probably

been thinking, "I know that," or, "I do that."  I think that with many of the

things that women do, we tend not to recognize or value them; so part of

what we're doing is trying to make these things explicit and give them a

theoretical base.
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