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Emotional Engagement
and Mutual Influence

Basic Issues as Therapy Begins

The most important source of resistance in the treatment
process is the therapist’s resistance to what the patient feels.
— Paut Russe. (1998, p. 19)

C‘AS much as we want to be present and to feel our clients’ pain,
we also naturally fear that same experience. Part of our resistance to
receiving our clients’ disturbing feelings is that psychotherapy training
has not traditionally included a discussion of the therapist’s feelings
and how to use them constructively in the therapeutic interaction. In
the last two decades, much emphasis has been placed on therapy as
a relationship. A successful treatment arguably has more to do with
the therapist—client relationship than with anything else. Navigating
any relationship that entails the expression of deep emotion is natu-
rally challenging. The premise of this book is that therapists need more
insight and more effective strategies for actively responding to their
clients. They need to better understand how and why clients express
strong emotions as the therapy unfolds, and how and why their own
feelings emerge in tandem. They also need teachable interactive skills
they can implement on a daily basis.

The literature on affect confirms that, in a relationship, the more
intensely one person expresses emotion, the more likely the other per-
son is to share that experience, both consciously and unconsciously
(Sullins, 1991). Also, the more we like and identify with the person we
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" are treating, the more intensely empathic we will be (Hess & Kirouac,
2000)] Nothing quite prepares any therapist for the reality of sitting
quietly in a room with another human being who is in intense emo-
tional pain. The therapist’s emotional and visceral reactions to his cli-

. ent’s feelings can be moving, but also disturbing. The client’s emotional
impact on the therapist is arguably the most neglected area in therapist
training.

Trauma counselors were perhaps the first group of therapists to

openly discuss the “emotional contagion factor” for therapists. While
treating clients who had suffered severe abuse, these therapists soon
found themselves experiencing physical and emotional symptoms
similar to those of their clients, and often needed to resist the client’s
emotions to avoid what has been labeled .“vicarious traumatization”
(Pearlman & Saakvitne, 1995). Although the experience of shared affect
in nontraumatized clients is not so obviously difficult to manage, it
nonetheless exists.
_ For decades most psychoanalysts viewed the client’s need to influ-
ence the therapist as pathological resistance. But others, like Levenson
(1972) and Searles (1979), understood that it was natural for clients
to recognize that both their feelings and their intentions are received
and processed by the therapist. Their intuitive understanding has only
recently been confirmed by affect research, demonstrating that emo-
tions are meant to be received and responded to (Kemper, 2000). One of the
many functions of affects is to influence others and stimulate a response
in them. This volume is devoted to understanding what the client is
soliciting and needing at a given pomt in time.

Reconceptualizing Freu
Greenberg and Mitchell (1983) and Mitchell (1988) empha31zed that all
people acquire certain relational patterns as they attach to their caretak-
ers, which they subsequently repeat in all relationships, including the
therapeu'ac one. These patterns include feelings, thoughts, and expec-
tations learned in early childhood that are repeated unconsc jously in
"adult relationships simply because they are familiar. Neuroscience con-

firms that thése patterns are, indeed, laid down in the brain at an early

age and do not change easily. So now we perceive our clients’ need to

evoke an emotional: nse from us as an inevitable function o

early attachments, laid down as easily triggered alfect programs in the

brain (Griffiths, 1997). What we do not acknowledge is that therapists
bring the same established ways of being to every relationship. Just as
our clients seek an emotional response from us, so we; as we enter into

a relationship with them, seek their affective response: The patterns of
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relating that are established within the therapist determine with whom

she is likely to work well and in what ways she is likely to influence

and be influenced.
h——_____/

THE IMPORTANCE OF A GOOD MATCH

Understanding that both therapist and _client have relational patterns
anchored in attachment makes it easier to comprehend the necessity
of a £00d 1hatch, as well as the naturally occurring mutual desire to
influence each other. If ] attempt to treat someone who is too different
from me, and whom 1 do not readily relate to, the likelihood of success
diminishes. However, if I identify too much with a prospective client 1
can easily make the mistake of attempting to influence him based on
my needs rather than his own. Ideally, a good match includes compat-
ible styles of relating—just enough shared early emotional experience
to ‘make for a connection, but not so much as to blur the distinctions
between therapist and client.

Intellectual discussions of a good match (Kantrowitz, 1995) essen-
tially make these points, but predictably cannot offer much advice to
therapists regarding whom they should treat and whom they should
not treat. Matching on the basis of diagnosis has not proven to be con-
sistently productive. Even if you have had success working with cli-
ents with bipolar disorder, for example, you cannot assume you would
make a good match for most clients with bipolar disorder. Any judg-
ments about matching patients to therapists based on diagnosis require
a feel for nuances, which comes only after years of experience. But new
therapists need criteria they can use when they are just starting out.

Given that new therapists struggle with anxiety, how can they
make good judgments about whether to work with a particular client
presenting for treatment? How does a therapist make this assessment
in the first session or two in any reasonable way? And, once the rela-
tionship has been established, how do therapists avoid resisting the cli-
ent’s deep emotional experiences that may be uncomfortable?

From the time the client first walks in_the room, | note my gut
reaction to him. What do I feel when 1 look at him? Djd he look at me
.vhen I shook his hand? What do I notice about his physicality? Do 1
'vel attracted, neutral, removed, or put off? When he begins to speak,
10 I feel emotion? If so, what emotion? Do ] imagine a rewarding rela-
tionship for both of us? I have discussed elsewhere (Maroda, 2005) that
some degree of gratification for the therapist is necessary for the treat-
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ment to be successful, especially if it is long term. Making the decision
about whether to treat someone relies heavily on the therapist’s access
to her own emotional experience in the moment.

Does the fact that someone has presented himself for therapy mean
you ‘should treat him? I find that few therapists will admit to not want-
" ing to take someone on. But it is not a good idea to engage in therapy,
even short-term work, with somem either not interested in
or dislike (Maroda, 1999). Given that the literature has shown that all
people, places, and things evoke an immediate positive or negative
response (Andersen, Reznik, & Glassman, 2005; also see Bargh, Chai-
ken, Govender, & Pratto, 1992; Fazio, 1986; and Russell, 2003), perhaps
therapists need to be more self-aware of the potential for not working
well with certain clients.

Therapists who believe they can transcend their immediate dlshke
of a client and provide needed empathy almost always prove them-
selves wrong. In order to establish a working alliance, both parties need .
to be sufficiently curious and interested in each other. The emotional
connection that serves as a conduit for the client’s experience of his
own emotions will not be made if the match is a poor one.

When I presented these ideas in a workshop, one participant
asked, “Who is going to treat all the unlikable people in the world if
we start rejecting them?” I responded by saying that’s like wondering
how someone whom you are not interested in dating will ever find a
partner. Just as in social relationships, if a client 100ks hard enough he -
will probably find a therapist who makes a good match. A client who
is obnoxious to one therapist will be intriguing to another. Therapists
who take on clients who do not elicit their curiosity and whom they do .
not like are doing an injustice to the clients as well as to themselves.

However, this does not mean that you should not take on a client
who has negative traits or behaviors. Most of our clients do have issues
that interfere with their relationships, even if only temporarily, and our
job is to help them overcome their obstacles to relating well to others.
When you have been practicing long enough, you may be tempted to
reject a workable client who reminds you of someone who did not work
well in treatment.

Once I received a call from a therapist out of town, asking me if I
was willing to see a client of hers who was moving to the area. I asked
a bit about this client, and the therapist reluctantly admitted that she
had not made much progress. But she quickly added that this client,
Debra, a student in her early 20s, was highly intelligent and could be
endearing. The therapist tried to assure me that Debra had potential for
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making progress in therapy. My gut reaction when 1 was talking to this
therapist on the phone was that she was not being forthcoming. But 1
agreed to meet with Debra when she came to town to see if we were a
match.

When 1 went into the waiting room to meet Debra for our first ses-
sion, 1 extended my hand and introduced myself, as I normaily do at
a first meeting. She shyly looked down and offered me a very weak
half-handshake. Her shyness was not a problem for me, but her excep-
tionally weak handshake triggered a negative response. As I inquired
about her history of relationships, which is the only history 1 focus on
earlz in treatment, she revealed almost no relationships outside her
family. She had had three previous therapists and had been in therapy
continuously since she was a teenager. 1 began to see a pattern of thera-
pists serving as a lifeline for her. Because of her family’s wealth, she

" could essentially pay therapists to keep her company. Always choosing
someone psychoanalytic, she immediately set up multiple sessions per
week, presumably to engage in the analytic process.

I was frank with Debra and told her I was concerned about therapy
being a substitute for having relationships out in the world, rather than
facilitating her ability to navigate successfully on her own. She assured
me this was not the case. She just needed more time. Given her poor
relationship history and my lack of genuine interest in her, 1 should
have referred her elsewhere. I was influenced by Debra’s reluctance to
meet with other therapists, by the referral from a colleague anxious to
get her situated with a new therapist, and by the fact that I had open
hours. Since I did not have any strong negative feelings toward her, I
agreed to treat her.

The first year of therapy with Debra went rather well. Since she
presented as excessively fragile, she enjoyed the fact that 1 did not treat
her that way. Her previous therapists had hesitated to confront her for
fear of triggering her all-too-frequent suicidal obsessions. When she
told me she felt like committing suicide, 1 asked her who she was angry
with. Slowly, she began to get better. She made better eye contact with
me, began to talk more herself rather than relying on me to question her,
and she experienced a significant decrease in her depressive symptoms.
Debra began to talk more with people at work, but still had no socijal
relationships of any kind. She also started exercising, which made her
feel better emotionally and physically.

However, as we moved into the second year, I noticed that she was
no longer improving and, if anything, was becoming more depressed
again. lattempted to understand this backward slide and engaged Debra
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in conversation about it. Nothing had changed, yet she was inexorably
sinking back into the passive-dependent, severely depressed mind-set
that she presented with at the beginning. Her psychiatrist upped her
antidepressants, but this had little positive effect. Debra regularly came
to her Monday sessions and announced with an odd smirk that she
had not exercised or had-any social contact over the weekend. In fact,
she had not left the house at all. I naturally tried every intervention
I could think of to turn this situation around. But nothing worked. I
finally asked her if her previous therapies had followed this pattern.
She said they did. She also noted that she made much more progress in
this therapy than she had in her other treatments.

“So the progress inevitably falls away and you return to the state in
which you started?” I said.

“Yes,” she answered. “I thought maybe this time would be differ-
ent, but it isn't.”

What struck me as partlcularly odd was that Debra said this with-
out any emotion or any concern at all. She routinely displayed a shght
smirk when she reported her self-defeating behaviors. Having been
severely controlled as a child, she didn’t let anyone get too close, and
when someone was having a positive effect on her that was undeni-
able, she needed to negate that influence. After a great expenditure of
energy on both our parts, I realized Debra was not really getting any
-better. I regretted having taken her on. I finally told her it was time for
her to find a new therapist because I felt it was not ethical to continue
treating someone who was not responding to treatment. She was upset,
but resolved this situation by moving back to the city where her family
lived.

Ivowed never again to take on anyone who was so unengaged and
unable to take responsibility for her own life. About 15 years later, a cli-
entIwill call Rebecca, whom I discuss throughout this book, came to me
for therapy. She had recently moved to the area and had done Internet
research to find a good therapist. Having had a recent bad experience
‘with a therapist, she wanted to choose her next one carefully. Rebecca
found my name, Googled it, and discovered my writing and speaking
engagements. She read some of what I had written and decided I was
the best choice for her. She called and made an -appointment. When I
walked into the waiting room to meet her for the first time, I was taken
aback by the sight of a 20-something woman who looked very much
like Debra. They had the k'same withdrawn, passive demeanor, similar
coloring and body shape—and the same difficulty making eye contact.
They also shared a slow, almost shuffling depressive gait. My immedi-
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ate reaction was: | do not want to treat this person. She is too much like
Debra and I have no intention of repeating that experience.

As we settled in to talk about why she had come to see me, it
became evident that she shared even more with Debra. They both had
had numerous previous therapists, and both had been hospitalized for
severe depression and suicidal ideation. Rebecca additionally had a
history of cutting herself. I told her that 1 wasn’t taking on clients who
required after-hours phone calls and possible hospitalizations. 1 said
1 was leaving that to my younger colleagues, and would be happy to
refer her to one of them. But she was persistent.

“But I like you, and having read some of your stuff, I think you
would be the best therapist for me. 1 will not be too much trouble. 1 can
manage and not make phone calls, and 1 definitely do not want to be
hospitalized again.”

I explained to her that it was not in her best interest to have to
hide her untoward emotional events, and that it was unfair to her to
expect that she could control whether she needed hospitalization in the
future. She was better off seeing someone else. At first 1 thought she
was fighting to get me to take her on simply because she didn’t want to
be rejected. But I gradually realized that she was not just like Debra. In
spite of all they shared, they were also very different.

Moved by Rebecca’s determination, I began asking other diagnos-
tic questions, and discovered that she was able to maintain relation-
ships, and had several long-time friends. She was also close to her fam-
ily, especially a younger brother whom she felt protective toward. The
way in which she differed most from Debra was that she did not hesitate
to engage with me and to work to convince me that she was treatable.
Her passivity disappeared when she needed something. Rebecca also
displayed a witty, playful side, and even went so far as to humorously
mock me for being so reluctant to treat her. I liked that. Moments later, 1
realized I liked her, and that underneath her passive, weak facade was a
fighter. I agreed to treat her and, unlike my experience with Debra, this
treatment has been one of the most successful in my career.

Clearly, past experiences and personal biases can color initial reac-
tions to clients. But 1 believe therapists are much more prone to taking
on people they do not feel good about than to prematurely referring
those people out. Probably the biggest obstacle to referring someone
elsewhere is how to broach the subject with the client without causing
hurt feelings or discouraging that person from going into therapy. Keep
in mind that if you know this person is not a good match with you, at
some level the client knows it too.







