PAGE  

Chapter 5 - Web Materials
Feminist contributions to Personality Theory
Relational Therapy  

To understand how the paradox of connection-disconnection operates, we can examine the conditions in families that impede rather than foster growth-
enhancing connections.

Many kinds of family systems have been characterized as dysfunctional. In these families, secrecy, inaccessibility to parents, and parentification of children contribute to sustained disconnections among family members. Children develop a range of strategies—including emotional disengagement, role-playing, and replication—to make connections, while keeping important parts of themselves out of connection. Sensitivity to these family dynamics can help therapists attend empathically to the ways in which children learn to stay disconnected in the face of their longing for connection (Stiver, 1990b).

For example, a woman who grew up in an alcoholic home recalls how, as a child, she was aware that her father drank too much and that he would upset her mother and frighten her and her siblings. When she tried to tell her father that he shouldn’t drink so much, he would become enraged with her. He would insist that his drinking was not a problem and that she was a troublemaker. Her mother was also angry at her for upsetting her father. She learned very early on to keep silent about what she saw, which led her to begin doubting her own experience. While growing up, she became quite diplomatic in her dealings with others. She was careful to avoid offending anyone or causing trouble. Her early memory of confronting her father and the family’s response to her were pivotal to an understanding, in therapy, of her deep sense of isolation, despite her apparently well-developed social skills.

This paradox of connection-disconnection can become the framework for guiding the therapist. The therapist cues her listening, her understanding of the material that emerges, and her emotional attunement to the context of how connected or disconnected both the therapist and the patient are.

We were all familiar with some of the ways patients move out of connection—for example, the person who talks most of the session, leaving no room for exchange, or the person who appears very compliant, although nothing moves in the process. But we had not previously thought of everything that happens in therapy as reflections of movement toward or away from connection.

We are making the bold statement, then, that we see all of the problems that emerge in therapy to be, on one level or another, reflections of this central paradox. The focus on connection-disconnection as the central guide in therapy can develop only in a setting of safety and mutuality. Such a setting becomes defined by the therapist’s empathic participation in the relationship. It is the therapist’s authenticity and presence, rather than the neutral, nonengaged stance advocated by Freudians and other psychoanalysts, that makes an enlarged sense of connection possible. Through this relationship, therapist and patient are empowered to grow and change. For the therapy to become a relationship of mutual empathy, the patient must see that the therapist is affected by the patient; when this mutual engagement occurs, movement toward expanded connection occurs. The extension of these ideas into the way one does research has led to the development of organic inquiry, described in the next part of this chapter.

The emphasis on building empowering connections has led to new conceptions of group therapy as well (Fedele & Harrington, 1990). It has also become the basis for the creation of mental health services—for example, women’s inpatient psychiatric and alcoholism programs (Fedele & Miller, 1988).

The Theory Firsthand  

The following excerpt, taken from Women’s Growth in Connection
 by Jordan, Kaplan, Miller, Stiver, and Surrey, illustrates how the maintenance of distance between patient and therapist is a masculine model that does not work well.

At first blush the connection between caring and psychotherapy seems obvious, and yet for many of us trained in the traditional model of therapy, caring about one’s patients often is seen as something that may get in the way of effective treatment. The maintenance of distance between therapist and patient as well as general prohibitions against the expression of caring can be attributed to two major assumptions underlying this traditional model. The first assumption is tied to a broader model of treatment in which the treatment of the patient requires that the treater be objective, nonemotional, and relatively impersonal in order to be most helpful to the patient....
The second assumption is that growth and change can occur only if the therapist does not gratify the patient. The experience of frustration and learning how to tolerate and respond to deprivations in therapy are seen as valuable and therapeutic....
... I believe that this model is essentially a masculine model, since it reflects a style much more congenial and familiar to men than to women, that is, objective, nonemotional, impersonal attitudes, and so forth. For precisely this reason, this model does not seem to work very well with women, and perhaps not with some men either. The need to erect barriers to create distance from patients may also then reflect countertransference reactions among male therapists toward their female patients, who are different from them in important ways....
... Such terms as manipulative, seductive, controlling, needy, devouring, frigid, castrating, masochistic and hysterical have been used pervasively, primarily to describe female patients, with the clear implications that such patients are hard to tolerate, and almost impossible to treat and that if one does not manage them carefully one will be taken over, fused with, devoured, and so forth. Even when the perception of the patient is more benign, the labels of “dependent,” “seductive,” and so forth are at best patronizing. The end result of such labeling is that the patient is not understood and not cared about.

Let me share with you a brief clinical example. I was asked to consult about a young woman who had become anxious and depressed enough to require rehospitalization after a period of fairly good adjustment. She is a young, attractive 19-year-old honor student at an Ivy League college, and is highly intelligent, very sensitive, and articulate. She talked readily to me on several occasions about the anguish she often experienced in a world that felt unreal to her. When I approached one of the administrative psychiatrists to discuss the case, he told me immediately that she was “very manipulative” and was going to be “a handful.” I was a bit surprised, since she was always well mannered and quite cultivated with me and I asked him what he meant. “Oh, when we do rounds, if you look around at the group talking to her, everyone looks tense and uncomfortable.” As I mused about this curious definition of “manipulative,” I thought about what her major concerns were—she was always afraid that her ability to put up a good facade, to be so well socialized and so successful at academic pursuits, and so forth, would hide what she called her “true self,” the self that was so terrified, so uncertain, and so confused. Her concern was that she would be misunderstood. I was often very moved in her presence by her unusual capacity to communicate the power of her frustration and pain. I could imagine her “performing” at rounds, while at the same time being vigilant about how others would respond to her, and feeling helpless and even desperate if they did not see what was underneath the facade. I also know that once she felt the other person did not understand her, she gave up trying, with a deep sense of disappointment and underlying rage. That her anxiety and anger at being misunderstood were communicated to those conducting rounds must have contributed to feelings of discomfort among them; I also believe they needed to ward off the intensity of her underlying feelings. The labeling of her as manipulative also created a climate that kept her at a distance and cut off the possibility of understanding her or of engaging with her in a meaningful way.

Male patients certainly may be misunderstood, but I am focusing here on the specific kinds of language that affect women. I would like to suggest that when the language is pejorative and serves to maintain distance between the therapist and the patient, women are more likely to be victimized in the process than are men. We know that the greater number of patients in therapy are women and, among therapists, men represent a significantly higher proportion than women. But it is not even that simple. Women who enter this profession have largely been taught by men (and treated by men) and in order to survive in their careers have often needed to adapt to the standards and values that have been associated with their professions; thus most therapists, male or female, may be very much influenced by those standards classifying mental health and illness that reflect the masculine model of therapy described above....

It is most important to note that styles of caring in therapy do not seem linked in a simple one-to-one fashion with sex of the therapist. That is, some women therapists have in a sense overconformed with the distancing, “masculine model” of therapy as a result of trying to survive, to be successful and adept in this field. On the other hand, I have known “caring” male therapists who are able to be flexible and responsive to both their male and female patients in a genuine, empathic, and nonauthoritarian fashion. We are all aware that selective factors operate that make it more likely that such men, rather than, if you will, hypermasculine, unemotional men, will enter this field. However, what I have also noticed is that often these men are apt to apologize for or hide this style lest they be criticized and devalued by their male colleagues.

Let me close with an example that nicely illustrates this curious dilemma. A woman psychiatrist told me about her termination with a female patient in her last year of training. She was leaving the clinic setting and moving to another city. Because she felt connected to this patient and sad about terminating, when the patient asked where she was going and if she could contact her, she told her, and added that she would be glad to hear from her. When she reported this to her supervisor, a male psychoanalyst, he told her she had been very seductive, had behaved inappropriately and was too involved with her patient. She felt bad and accepted his criticism. She was also terminating her own therapy with a senior male analyst. When asked if she could see him again when she visited Boston he said, “Certainly, I would love to hear from you.” She felt vindicated and said, “What goes on behind closed doors! There are all these analysts secretly acting like human beings but nobody is supposed to know it!” I do believe that good caring treatment does go on behind closed doors, but it is time to take it out of the closet. Let us give legitimacy and value to a model of therapy that takes into account the unique aspects of female experience and development and that also allows a more egalitarian “caring about” our patients to become a matter of prime importance.

Healing A Relational Crisis 

Rebecca Caldwell

Adolescent girls hold the key to understanding women’s psychological development. Catching girls at the moment of the relational crisis offers insight into a means of preventing and treating psychological suffering that many women experience. Women who resist disconnection are likely to find themselves in therapy, labeled “dependent” or “codependent”

The focus of relational therapy is the connection-disconnection paradox: the tension between the desire to connect in relationship authentically and the contradictory situation of withholding (disconnecting from) an aspect of self in order to maintain relationship. Through a relationship with a therapist, a woman can reconnect and recover her lost voice and lost story. This last quarter I reconnected to a part of myself that I did not even know existed.

My Process: Eating the Fat Girl

In my creative expression class I reconnected to the “fat girl,” a voluptuous feminine archetype with two rounded breasts, a mounded stomach, and huge thunder thighs. I created her in almost a compulsive craving one day after class. I felt the image of her so strongly that I rushed home to sculpt her. I dropped everything, ran upstairs, and dove into the clay. As she manifested in my hands, I was overwhelmed by the disgust and the hate, the shame and the fear. I put her down and shackled her, and then I stopped and sat beside her. The image was painful and scary. I felt the isolation and the pain I had felt in the past.

It was difficult to acknowledge that she was an aspect of myself that I had split from long ago. Images of faces, words, and vague feelings of humiliation and debasement emerged. 

At that point I wanted to run from her. I wanted to stuff her down. That is what I have done in the past. I have run, emotionally and literally. Not from people so much, but from the unacceptable parts of myself: aspects that were lost and forgotten in order to maintain relationship. I disconnected to connect. It works. I end up being the “nice thin” girl that everyone loves, yet I feel empty and hollow inside. I wanted to walk away from my sculpture, but I took a couple deep breaths and dove deeper. I had to express her. I had to feel her completely.

When I was done, I barely could look at her. I really did not know what to make of her. I was repulsed and yet fascinated. The image was so horrendous to me; its power and potency shocked me. I placed her in my old bedroom. For me, this room is sacred and safe.

Before I went to bed that night, I visited her. I sat with her. I felt her stability and her strength. On the other side of the horror and the pain, I felt earth and death. The feminine archetype that had previously felt so foreign poured into me.

Each day I would sneak up and see how she was doing. One day I went up to visit her, and she had broken free from her shackles. At first, I wanted to glue her hands back on, and then I realized how mysterious and powerful the metaphor was.

The weekend after I created her I went away with an old boyfriend. He had broken my heart two times in the past. The first and the second times he broke my heart, I visited places of the “fat girl”: the worthless and stagnant places; times when I felt isolated and ignored; times when I felt silenced and paralyzed. Both times I have run. I hid the unaccepted parts and found new places to connect and maintain relationship.

He came back into my life in the beginning of the term. I had not seen him in three long years. He and what he represents trigger feelings of rejection and shame: all of the negative, “unaccepted,” and rejected feelings associated with the “fat girl.” I have always blamed him for these feelings. I believed that the fear and the pain remained an issue because things between us had not been resolved. However, even when he got down on his hands and knees and apologized, my feelings of shame and isolation did not go away. The negative feelings associated with the “fat girl” had become internalized, stuffed down, and concealed. They were hidden from everyone including myself, buried so deep that I did not even know that they existed.

When I came home from the weekend, lost emotions of rejection and worthlessness surfaced. At first I shoved them down and ignored them, yet the pain and insecurity started to seep into my awareness. The fear of disconnection grew and festered.

I thought of the “fat girl.” I went upstairs and held her. I went deep into her pain and found compassion for her struggle. When I opened my eyes, I was struck by her awesomeness, her strength, and her beauty.

A week after the “fat girl” had been created, I chose to share her in Creative Expression class. I was scared at the thought of displaying a wound so deep and raw, but I knew that she had to be seen. I needed to share her. I put her down in the center of the room and asked everyone to gather around. I told her story:

Inhibited,

Immobile,

Not moving,

Stopped, stagnant, paralyzed,

Lazy,

Lethargic,

Junk.

I hide her from myself and from everyone else.

I run from her.

I ridicule her.

I fear her.

I hate her.

I loathe her.

I stuff her down my throat.

I went in her eyes.

Up her thighs.

I got stuck in her back.

And rumbled in her tummy.

I felt her stable strength.

I felt earth.

I felt death.

I felt the feminine.

I went in deep

Down in the dark

And found something greater

And she and I broke free.

The horror and the panic of the image washed over me. In a moment of strength and curves, the voluptuous feminine archetype with two rounded breasts, a mounded stomach, and huge thunder thighs was seen and she was awesome. She was liberated from her confinement and her silence. She and her story had been experienced by everyone, including me. In that moment, I reconnected to her and to the group in a way that was authentic and real. I was seen as whole and complete, as one flow of movement. Despite fear of disconnection, I brought the “fat girl” into relationship with the group and I ate her. I embraced her and took her in.

Comment by Rebecca

Many women have a part like the “fat girl” that is disconnected and split off during adolescence, a part that lives underground “waiting and hoping for a sign that she may emerge, whole” (Rogers, 1993). Revisiting the lost memories is painful; it reawakens the fear of isolation and abandonment. Yet, connecting to the pain and lost aspects of ourselves is a courageous act toward wholeness and healing.
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