
CHAPTER 5

Testing

T.esting is a fundamental human activity prominent in every-

day life and in therapy. It is a manifestation of the human
being's effort to adapt to his interpersonal world. Through his

testing he explores the world to determine its dangers and its

opportunities, so that he may protect himself from the dangers

and take advantage of the opportunities.

In therapy, the patient tests the therapist from the begin-

ning to the end of treatment. He is vitally interested in finding

out how the therapist will react to his plans. Will the therapist

oppose his goals, or will he be sympathetic to them and en-

courage him to pursue them? The therapist's ability to recogn-

ize the patient's tests and pass them is central to the therapy.

The success or failure of a therapy may depend upon this.

In this chapter on testing, I take up such topics as how the

therapist recognizes the patient's tests, how he infers what the

patient is trying to find out, how he may know whether he has

passed or failed a series of tests, what he should do if he fails the

patient's tests, and so forth.

INFERRING HOW THE PATIENT MAY TEST

In inferring how the patient may test him, the therapist, as

described in Chapter 4, uses everything he knows about the

patient. From this information, he develops a case-specific

theory about the patient, which includes the patient's pathoge-

nic beliefs and the goals that the patient has inhibited in obe-
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dience to these beliefs. The therapist who has developed a good

theory (plan formulation) may check it by assessing its power to

explain the patient's ongoing behavior. The therapist may de-

termine whether he is passing the patient's tests by observing

the patient's reactions. If he is passing the tests, the patient

should react by demonstrating more confidence in the therapist

and more movement toward his goals. Also, the patient may
bring forth new pertinent information about himself.

In some instances the patient reveals his greater confi-

dence in the therapist by giving him bolder tests. Consider, for

example, a patient who believes that his pride will provoke

others to put him down, and who tests the therapist by putting

himself down in the hope that the therapist will not agree with

his self-putdowns. If the therapist consistently refrains from

putting him down, the patient not only may become more re-

laxed and confident in the therapist; he may also test the thera-

pist more vigorously by putting himself down more convinc-

ingly than before. He hopes by such testing to garner even

greater evidence against his pathogenic beliefs.

The therapist may assume the correctness of his plan form-

ulation, and thus of his understanding of the patient's tests, if

his formulation enables him to see the continuity and the co-

herence of the patient's behavior. The therapist who under-

stands the patient's pathogenic beliefs, tests, and goals per-

ceives in the patient's behavior a coherence and a continuity

that the therapist unfamiliar with these concepts cannot per-

ceive. The therapist who subscribes to Freud's 1911-1915 theo-

ry is unlikely to realize, when confronted by the patient's varied

and shifting affects and behaviors, that the patient is regulating

his unconscious mental life throughout therapy in accordance

with unconscious plans. Indeed, this therapist may assume that

the various fluctuations in the patient's behavior reflect the

fluidity of the patient's unconscious mental life.

THE CHARACTERISTICS OF TESTS

Just what patient behaviors should be considered tests is some-

what arbitrary, because tests may differ from other behaviors
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mainly in degree. Since the patient is interested in the thera-

pist's reactions to everything he says or does, the patient in a

sense is always testing the therapist. Moreover, the patient sel-

dom is simply testing him; the patient's behavior while testing

the therapist invariably serves a variety of other adaptive func-

tions. In testing the therapist, the patient makes use of the

events in his everyday life. Suppose, for example, that a patient

who fears rejection wants to test the therapist by threatening to

stop treatment and hopes that the therapist will urge him to

continue. Such a patient may not make this threat until he has

a good reason to do so—as when, for instance, he is offered a

job in another city. Or a patient who wishes to assure himself

that he cannot worry the therapist may not test his potential for

worrying him until he suffers a setback in his everyday life that

will justify the therapist's worrying. Then he may test the thera-

pist by appearing deeply upset, in the hope that the therapist

will not worry unduly.

As implied above, the patient's behavior while testing the

therapist may be indistinguishable from his usual behavior.

This was the case in the analysis of Roberta P., the lawyer who
after 4 years of treatment stated that she wished to terminate in

3 months (see Chapter 3). She made her argument for terminat-

ing as plausible as she could. She stated that she had achieved

her goals, had developed some friendships, was beginning to

date, and was doing better at work. Moreover, she made the

reasonable suggestion that she be permitted a period of 3

months before stopping, in which she could focus on her feel-

ings about terminating.

The therapist nonetheless realized that the patient was test-

ing him and that she hoped he would urge her to continue. He
based this assumption not on Roberta's behavior, which was

indistinguishable from her usual behavior, but on his under-

standing of her unconscious plan. He knew that she had felt

rejected by both parents and that she feared rejection by her

colleagues and by the therapist. Also, she had responded fa-

vorably to the therapist's attempts to demonstrate acceptance,

and her arguments for stopping were weak. She had benefitted

from the treatment but was far from having realized her goals.



Testing 95

Moreover, she had no good reason to stop; she had plenty of

money and time for the analysis.

In contrast to Roberta's rejection test, some tests are readi-

ly recognizable from the way they are presented. The therapist

may assume that the patient is testing him in the following

circumstances, which are overlapping:

1

.

The patient behaves in such a way as to arouse powerful

feelings in the therapist—for example, by being provocatively

boring, contemptuous, seductive, or impossible.

2. The patient exerts a strong pull for the therapist to in-

tervene. He may do this by being silent for long periods of time,

by making false or absurd statements, by not paying for some
sessions, by feeling highly insulted when the therapist says

something clearly intended to be benign, by suddenly threaten-

ing in great anger to stop treatment, by insisting the therapist

step out of his role as therapist, and so forth.

3. The patient makes use of provocatively wild exaggera-

tion.

4. The patient displays behavior that is out of keeping with

his usual behavior, in that it is more foolish or more self-de-

structive.

In the following example, the patient, William, tested the

therapist by forcing him to intervene.

William W.

William W.'s symptoms stemmed from survivor guilt. He be-

lieved that whatever successes he achieved were gained at the

expense of his parents and sister. The patient was making rapid

progress in his second year of treatment when, contrary to his

usual behavior, he became provoked when the therapist inter-

rupted him by answering the telephone. He then announced that

he was quitting therapy immediately. William apparently had be-

come secure enough with the therapist to risk testing him by behav-

ing unreasonably. His unreasonable behavior served two purpo-

ses: to humiliate himself so as to placate his conscience, and to test

the therapist in an attempt to assure himself that the therapist
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could tolerate his successes. When the therapist challenged the

patient's wish to stop, the patient felt relieved. He assumed that the

therapist approved of his progress, and wished for him to continue

making progress.

In the next example, the therapist inferred from the pa-

tient's provocative use of wild exaggeration that the patient was

testing him.

Arthur D.

In his childhood, Arthur D. had been forbidden by his parents

to brag; his parents considered normal self-esteem arrogant. In his

therapy, Arthur, who was struggling to overcome the prohibition

against pride, tested the therapist by telling him that he had an

extremely high IQ. He believed himself to be smarter than almost

anyone he knew. He even thought he was one of the smartest

persons in the country. Arthur's wild exaggeration had an absurd

quality. He used it to put himself down and in addition to test the

therapist by offering him an opportunity to put him down, and thus

to behave as his parents had.

Also, Arthur assumed that unless he resorted to exaggeration,

he would learn nothing new about the therapist. He assumed that

a straightforward statement of his abilities—he was indeed in-

telligent—would not tempt the therapist to question him, and so

would not reveal how the therapist felt about his bragging. If he

had simply stated that he was highly intelligent, the therapist could

scarcely have disagreed.

The therapist passed the patient's test by telling him that he

(the patient) was uncomfortable about feeling proud of his high

intelligence, adding that for the patient to consider himself in-

telligent was not arrogant, but was realistic and therefore adaptive.

In the next example, the patient's behavior was readily

perceived as testing because it was cruel, foolish, and incon-

sistent with his usual behavior.

Terry W.

Terry W. had been raised by a lonely, possessive mother and

a remote father. His mother, who felt rejected by his father, turned
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to the patient for companionship. She became so possessive that

when the patient left her to play with his friends, she accused him
of being cruel. The patient, who consciously dismissed these ac-

cusations, unconsciously accepted them.

In his adult life, Terry suffered from the belief that he was
responsible for the well-being of others. His main conflict con-

cerned his depressed girlfriend: He wanted to leave her, but was
reluctant to do so for fear of hurting her. He felt so uneasy about

breaking off the relationship that he delayed telling the therapist

that he wanted to break it off. Paradoxically, then, when he in-

formed the therapist of his decision to leave his girlfriend, he pic-

tured himself as motivated by cruelty. He stated that he planned to

tell her he was leaving immediately after they had sex, while she

was relaxed and affectionate. By this strange plan, which the thera-

pist knew the patient had no intention of carrying out, the patient

was complying with his mother's view of him as cruel. He was also

testing the therapist to determine whether the therapist would
agree with his mother. He was giving the therapist grounds for

perceiving him as cruel, hoping, of course, that the therapist would
not do so.

The therapist passed the patient's test by telling him that he

had a right to leave his girlfriend and that his wish to leave her was
not, as he was implying, motivated by cruelty. Rather, it was mo-
tivated by the fact that the relationship was not working out for

him. The patient was relieved and managed to extricate himself

tactfully from his unhappy relationship.

The Patient May Use Different Behaviors to Test

the Same Pathogenic Beliefs

The therapist may be helped to understand certain testing se-

quences by realizing that the patient may use a variety of be-

haviors to test the same pathogenic beliefs. In one instance, a

patient attempted to disprove a particular pathogenic belief by

testing it in two seemingly opposite ways. The patient, a young
man who wanted to determine whether the therapist was com-
petitive with him, first tested for this by putting himself down.
He told the therapist about a blind date in which he had be-

haved awkwardly and alienated the woman. He hoped uncon-

sciously that the therapist would give no evidence of enjoying

his failure. When the therapist did not, the patient felt encour-
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aged; he assumed that if the therapist did not enjoy his failing,

he might not object to his succeeding. The patient then tested

the therapist by telling him about a success. He described an

encounter with a woman who was charmed by him and eager

to continue seeing him. The patient hoped that the therapist

would give no evidence of being jealous or challenged. When
the therapist did not, the patient felt relieved and told the thera-

pist more about his comfort with women.
In the following example, too, the patient used different

kinds of behaviors in an attempt to disprove the pathogenic

belief that the therapist was not interested in her except for his

own selfish purposes.

Valerie T.

The patient, Valerie T., a woman in her 30s, taught chemistry

at a local university. From the beginning of therapy, she uncon-

sciously feared that the therapist would reject her. Soon after she

began therapy, she attempted to assure herself against this danger

by giving the therapist a rejection test. She told him that she was
considering a teaching position in a university outside the area.

Valerie was relieved when the therapist questioned the wisdom of

her doing this, pointing out that she had a good job locally and had

just begun her therapy. She felt reassured for a while. However,

her fear of rejection soon came back in a new form: She began to

fear that the therapist was seeing her not primarily for her sake, but

because he found her sexually attractive. She now tested him by

being seductive. On one occasion she suggested that since the

weather was good, they have their session in the park a few blocks

from the office. When the therapist did not respond to the patient's

seductiveness, she gained confidence in him and began gradually

to investigate the problem that had brought her into therapy

—

namely, her difficulty getting along with her colleagues.

The Therapist May Sometimes Understand the
Meaning of a Test Only After He Has Passed It

and the Patient Has Brought Forth New Material

In most therapies, there are times when the therapist knows he

is being tested but does not know just what pathogenic beliefs
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the patient is attempting to disprove. In such circumstances,

the therapist may not know whether he has passed the patient's

tests until the patient responds. If the patient reacts to the

therapist's interventions by retreating, the therapist may as-

sume that he has failed the tests. If the patient moves forward,

he may that assume that he has passed the tests. If the therapist

passes the tests and the patient responds favorably, the thera-

pist may infer from the nature of the patient's responses just

what pathogenic beliefs the patient was working to disprove.

In the following example, a patient gave her therapist a

powerful test. The therapist did not fully understand the mean-

ing of the test until he passed it and the patient brought forth

pertinent new material that opened a new chapter in the ther-

apy.

Nancy C.

The patient, Nancy C, a physician in her mid-30s, came to

treatment primarily because she was concerned about how she

was behaving with her husband. She would become enraged at

him and hit him, sometimes without much provocation. During

her first few therapy sessions, Nancy had difficulty talking; she was
impeded by an intense sense of shame about herself and her par-

ents. She was especially upset while describing her relations with

her mother, who was easily hurt, had a violent temper, and during

her childhood frequently beat her. Nancy scarcely mentioned her

father except to say that she was fond of him.

Throughout the first 1 8 months of therapy, the patient made
steady progress. She was able by testing the therapist to assure

herself that she could not easily provoke him, that he would not

shame or reject her, and that it was relatively safe for her to be fond

of him. In addition, she began to get along better with her husband.

Then the therapy was unavoidably interrupted: The therapist, as he

had told the patient well in advance, had to be out of town for 4

months. Before he left, he arranged at the patient's request for her

to continue treatment with a colleague while he was gone.

When the patient resumed therapy after the 4 months' inter-

ruption, she immediately informed the therapist that she planned

to reduce the frequency of her sessions from twice a week to once

a week, and, in addition, to continue treatment once a week with

the second therapist. The first therapist, who assumed incorrectly
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that Nancy was giving him a rejection test, urged her to resume
seeing him twice a week and to stop seeing his colleague. However,

he soon discovered that the patient had no intention of doing this,

and so he accepted the new arrangement. A few weeks later the

patient surprised the therapist with a new disclosure: In her child-

hood she had been not only physically abused by her mother, but

also sexually abused by her father. She was upset describing the

abuse. She felt guilty and ashamed. She suffered most acutely from

a sense of disloyalty to her father. Nancy had been fond of her

father and had experienced him as more reliable than her mother;

moreover, he had sworn her to secrecy.

At this point it became clear why, after the 4 months' inter-

ruption, the patient had insisted on the new arrangement. It was to

give the therapist a powerful transference test. Nancy defied the

therapist's wish in a way that she considered highly disloyal. She
thereby risked losing a relationship that was important to her, for

she loved the therapist and had been helped a great deal by him.

When the therapist passed this test by maintaining his usual rela-

tionship with the patient, Nancy came to realize that the behavior

she considered disloyal was not so dangerous, either to herself or

to the therapist. She then felt it safe to do something she considered

disloyal to her father—namely, to defy him by describing his abus-

ing her. As the patient came to face the abuse directly, she no
longer had a need to continue with the second therapist, and she

resumed twice-a-week therapy with the first.

In the next example, the therapist did not even know he was
being tested until the patient made this evident by the new material

that she produced.

Dorlene S.

Darlene worked excessively hard at her job and had no time

for recreation. However, she did not seem to consider this a prob-

lem. Then, during a session in her second year of therapy, she made
it clear that she was making progress in becoming less ascetic. She
announced that she had decided to leave work earlier and perhaps
take longer vacations. Darlene then added that the therapist did

not seem to be exerting himself very much during their sessions.

Only then did the therapist become aware that Darlene had been
testing him. She had been subtly pressuring him to work harder by
complaining about her slow progress, and he had passed her tests

by remaining relaxed.
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By pressuring the therapist, the patient was presenting him
with passive-into-active tests. In her childhood both her parents

had worked all the time, and they seemed uncomfortable when
Darlene was not working. They would point out the various tasks

that she had not yet completed. Darlene had been doing this to the

therapist and was relieved when the therapist did not respond to

her pressure. She could now use the therapist's example in her

struggle against the pressure of her internalized parents.

In the next example, the therapist rather abruptly changed

his tack with the patient, and the patient's extremely favorable

response to the change threw a great deal of light on how the

patient wanted the therapist to treat her.

Margaret M.

Margaret M., a 70-year-old schizophrenic woman, suffered

from auditory hallucinations and paranoid ideas. The patient was
one of nine children of poor immigrant farmers. She was severely

deprived in childhood: Although she received little parenting, she

tried to take care of her overburdened mother and of several youn-

ger siblings who were put in her charge. In her therapy, in which

she was seen for 20 minutes a week (she would become uncom-
fortable after 20 minutes), Margaret's speech was vague and in-

coherent. She was preoccupied with her paranoid ideas and with

her fear that, because the state was paying for her therapy and for

other medical expenses, she was receiving more than her due. She
implied that because of this fear, she was having difficulty contin-

uing therapy. The therapist felt under some pressure to alleviate

her worries.

The therapist in fact had received no payments from the state

for a long time, because it cost him more to bill for the patient's

brief visits than he would have received in payment. He had been

reluctant to tell this to the patient, for fear she would assume she

was cheating him. However, eventually the therapist responded to

the patient's pressure by changing his mind. He told her that from

then on he would see her free of charge, thereby making it unnec-

essary for the state to pay for her visits.

The patient seemed reassured. In the next session, for the first

time in her long therapy, Margaret reported a dream. Moreover, in

contrast to her usual productions, the dream was well constructed,
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vivid, and dramatic. The patient dreamed that she was in a small

wooden hut by herself on a plain. A storm raged outside, and the

ground around the hut was covered with deep snow. The patient

heard a thud outside and was sure that it was caused by her mother

falling down in the snow. She rushed to the door, opened it, and
was relieved that no one was there.

The therapist assumed that in the dream Margaret was telling

herself that she did not have to take care of her mother. Apparently

the patient had been strongly affected by the therapist's offer to see

her free of charge. This permitted her to experience herself as

someone who had a right to receive from others, rather than as

someone who had to take care of others. The patient's dream made
the therapist aware that by giving her free treatment he was help-

ing her to overcome the belief that she was undeserving. He began
to give the patient small inexpensive presents from time to time,

which she enjoyed receiving and which helped her to feel a little

more self-esteem and a little less worry about others.

TESTING WITH ATTITUDES

In some therapies the patient gives the therapist sharply

defined, powerful tests. This was the case in the therapy of

Roberta P., the lawyer who after 4 years of only modestly suc-

cessful analysis announced that she planned to terminate in 3

months. This was also the case in the therapy of Nancy C, who,

after her therapist's 4-month leave of absence, insisted on con-

tinuing once a week with the therapist she had been seeing

while he was gone.

In contrast, there are therapies in which the patient, in-

stead of attempting to disprove his pathogenic beliefs by dis-

crete tests, attempts to disprove them by displaying a persistent

attitude that serves the same testing function. For example, a

patient may work to disprove the belief that if he is friendly he

will be rejected. He may test it with occasional discrete displays

of affection, or he may attempt to accomplish the same thing by

displaying a persistently friendly attitude. The therapist, in

treating such a patient, should develop an attitude toward him
that is designed to help the patient disprove his pathogenic

beliefs. For example, in treating a patient who displays a per-
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sistently friendly attitude in order to test the belief that he

should be rejected, the therapist should return the patient's

friendliness.

A good example of a patient who tested by the display of a

particular attitude is the computer programmer, Thomas C,

discussed in Chapter 4. Thomas had inferred from the con-

straints imposed on him during his childhood that he was sup-

posed to have little freedom or fun; rather, like his mother,

father, and siblings, he should be working most of the time. In

the therapy he tested this belief by persistently displaying a

conspicuously casual attitude. He made no pretense of working

in therapy, and unconsciously hoped that the therapist would

not try to make him work. The therapist responded to the pa-

tient by being casual and relaxed himself and by not pressuring

the patient to work. Thomas was relieved. The therapist's ac-

ceptance of his relaxed, casual approach helped him to realize

that he unconsciously felt under a great deal of pressure to

work. He began to let himself have more fun and freedom in his

everyday life. He also began to do much better at his job: Know-

ing that he did not have to work all the time, he was able to

work hard some of the time. In addition, he remembered more

about the sense of constraint he had suffered as a child.

Another example of testing with attitudes occurred in the

therapy of Leonard Y.

Leonard Y.

Leonard Y. had felt rejected by his parents and assumed that

he deserved the rejection. In his therapy, he worked to disprove

this belief by being persistently friendly. The therapist responded

by returning Leonard's friendliness. During some sessions the pa-

tient and therapist simply chatted in a casual, relaxed way about

various events and problems in the patient's life. However, every

once in a while Leonard would remember childhood episodes in

which he had felt rejected by his parents. For example, on several

occasions he remembered instances of his mother's ignoring him

in favor of his older brother, or of his father's responding to his

attempts to talk about problems by giving him lectures on morality.

In his occasional interpretations, the therapist elaborated on

the patient's comments. He helped the patient to realize that he
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had experienced his parents as rejecting, that he had believed he

deserved their rejection, and that this belief was false and a poor

guide in his present life. Over a period of 4 years, Leonard

benefited a great deal from his therapy. He became more comfort-

able with friends, developed the courage to date, and eventually

developed a satisfactory long-term relationship with a woman.

Leonard worked in therapy by displaying a transference

attitude. He had learned in childhood that if he was friendly to

his parents he risked rejection, and he tested this belief by a

display of friendliness to the therapist. In the next example, the

patient, Stephan X., tested his pathogenic beliefs not by a trans-

ference attitude but by a passive-into-active attitude. That is, he

behaved toward the therapist as his parents had behaved to-

ward him.

Stephan X.

Stephan X. had experienced his parents as never satisfied with

him, and he had complied with their dissatisfaction by considering

himself defective. The patient worked in therapy by displaying a

passive-into-active attitude in which he was dissatisfied with the

therapist as his parents had been dissatisfied with him. He hoped
that the therapist would not feel put down by him, so that he could

use the therapist as a model in fighting his compliance with his

parents' dissatisfaction.

In the therapy, Stephan often appeared dissatisfied with the

therapist and the therapy. He would respond to the therapist's

comments with sighs and grimaces. The therapist persistently re-

sisted feeling put down by the patient, and in a matter-of-fact way,

he fought back against the patient's apparent displeasure. He
asked the patient why he was disgruntled, and he did not accept the

patient's accusations.

Stephan would remain petulant for long periods of time, dur-

ing which he would display little or no insight. Then every once in

a while he would bring forth new material that illuminated his

behavior. For example, he remembered instances when he had
tried to please his parents and his parents had ignored or ridiculed

him. The therapist, by his few interpretations, helped the patient to

realize that he had inferred from his relations with his parents that

he could not please them or others. Stephan made progress: He
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developed the capacity to stand up to critics, became less shy at

work, and became better able to counter his wife's complaints

about him.

DISCRIMINATING BETWEEN TRANSFERENCE TESTS

AND PASSIVE-INTO-ACTIVE TESTS

The therapist may sometimes distinguish predominantly trans-

ference tests from predominantly passive-into-active tests by

the way he experiences the patient's testing behavior. When the

patient transfers, he endows the therapist with the authority of

a parent, so the therapist tends to feel relatively safe. However,

when he turns passive into active, the patient assumes the role

of the traumatizing parent, and the therapist may feel con-

siderable strain. Thus, if the therapist experiences the patient's

behavior as confusing, worrisome, outrageous, frightening, or

impossible, or if the therapist finds himself feeling guilty, the

patient is usually giving a passive-into-active test. (He may also

be transferring.)

The fact that the tests most disturbing to the therapist are

almost always passive-into-active tests may be understood in

terms of the difference between the relationship of the child to

his parent and that of the parent to his child. As I have noted

throughout this book, the child is powerfully motivated to

maintain his ties to his parents; for the child to do this is a

matter of life and death. The child is so highly motivated to get

along with his parents that he will not behave outrageously

unless he does so in compliance with his parents, or through

identification with his parents' outrageous behavior.

However, some parents are not highly motivated to main-

tain their ties to their child or to get along with the child.

Sometimes a parent may abandon, beat, worry, or seduce a

child. Thus if a therapist feels quite belittled by a patient, guilty

to him, confused or humiliated by him, or helpless to treat him,

the patient is almost always behaving like a parent—and thus

turning passive into active.

In the following example, the therapist was able to distin-

guish the patient's passive-into-active tests from her transfer-
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ence tests by the way he felt while being tested. When the

therapist experienced the patient's demands as extremely dis-

agreeable, he assumed correctly that she was turning passive

into active. When he experienced her demands as reasonable,

he assumed correctly that she was transferring.

Lisa O.

The patient, Lisa 0., suffered from two powerful pathogenic

beliefs. First, she believed herself omnipotently responsible for

others and compelled to comply with them lest she hurt them.

Second, she believed that she did not deserve help and so could get

no one to satisfy her wishes. In therapy, the patient used the same
behavior to test both beliefs in the hope of disproving them: She
urgently requested the therapist to offer her extra hours. At first she

made her requests in a very disagreeable way, and the therapist

inferred from this that Lisa was testing him by turning passive into

active. Lisa unconsciously wanted the therapist to refuse her so

that she could learn from him how to say "no." The therapist

refused the patient's requests, and the patient benefited. Gradually,

over a period of several years, Lisa became more relaxed, stronger,

more able to avoid complying with others, and more aware of the

belief (and its irrationality) that if she did not comply with others

she would hurt them.

After several years of therapy, Lisa changed the way in which
she requested an extra hour: She behaved as though she really

wanted an extra hour. Accordingly, the therapist now began to

experience her requests not as provocative but as genuine. He
assumed that the patient might now be testing him to disprove her

belief in her helplessness. After the therapist granted the first extra

hour, the patient was more relaxed than usual and brought forth a

new memory. It was of an event when she was 8, shortly after her

mother's sudden death. She was lying in bed trying to wish her

dead mother back to life and feeling helpless that she could not do
so.

Apparently Lisa was now indeed testing to disprove the belief

that she was unable to summon help. When the therapist granted

her the extra hour, she felt a little less helpless. This made it pos-

sible for her to remember an occasion when she was overwhelm-
ingly helpless. When the patient called and the therapist came, the

patient felt better, and was able to remember an occasion when she

had called and her mother did not come.
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The order in which Lisa chose to work at disproving her

pathogenic beliefs was dictated by considerations of safety. At

the beginning of therapy she was unconsciously quite fright-

ened by her expectation, based on a fear of hurting the thera-

pist, that she would have to comply with him and accept false

interpretations or follow bad advice. Therefore, soon after

starting therapy, she began to work at changing her belief that

unless she complied with the therapist she would hurt him. She

made demands on the therapist in a disagreeable way, hop-

ing that he would refuse them so that she could identify

with his capacity to do this. The therapist did refuse them,

and the patient, over a period of time, acquired the capacity to

say "no." As she overcame her fear of complying with the

therapist, she could let herself experience a strong need for

him. It was then that her request for extra hours began to sound

genuine.

A patient who could not learn from his parents how to deal

with a particular kind of trauma may turn passive into active in

order to learn from the therapist how to deal with it. Consider,

for example, a patient who could not tolerate being criticized.

He was so compliant to criticisms that at times he felt com-

pletely unable to counter them. He had developed this problem

in childhood in relation to parents who, though quite critical of

him, were themselves unable to tolerate criticism from him.

The patient believed he had to accept his parents' criticisms lest

he hurt them. In his therapy he tested the therapist by criticiz-

ing him, often vehemently, hoping that he would not upset the

therapist or that the therapist would fight back, so that he could

learn from the therapist how to tolerate criticism and how to

fight back.

A patient is likely to turn passive into active if in childhood

he complied with parental mistreatment, but did not realize

either in childhood or in later life that his parents' treatment of

him was unreasonable. A patient may not realize how badly his

parents treated him if he was socially isolated and so had no

opportunity to observe normal parent-child relations. A patient

such as this may be afraid of transferring; he may fear that the

therapist will mistreat him in the same ways his parents mis-

treated him. However, he may feel no compunction about turn-

ing passive into active. Since he believes that his parents' trau-
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matizing behavior was justified, he is likely to feel somewhat
justified in repeating such behavior with the therapist.

There are exceptions to the rule that the patient whose
requests are burdensome or extremely difficult to satisfy is

turning passive into active. A patient who has been severely

deprived, or who has been criticized by his parents for making
reasonable requests, may make burdensome demands in order

to give transference tests. He may stridently request extra hours

or the right not to pay for several missed sessions, in the hope

that the therapist will not be burdened by him or critical of him,

as his parents were. The therapist may help the patient who
tests in this way by attempting to grant his requests, or, if he

cannot grant them, by telling the patient that he deserves to

have them granted but that he (the therapist) is not in a position

to do this.

TESTING BY TURNING PASSIVE INTO ACTIVE

Most patients, but not all, test by turning passive into active at

some time during their therapies. Some patients do so only

occasionally, in response to particular traumatic events or in

preparation for difficult challenges. Others do so frequently

throughout their treatments.

A patient who is struggling with powerful affects that he

cannot master may work to master them by turning passive into

active. For example, a female patient whose mother and sister

were both dying tragic deaths was overwhelmed with sadness

that she could scarcely face. In her therapy, she tested the

therapist by describing her mother's and sister's situations in

such poignant terms that the therapist felt like weeping. The
patient was helped to tolerate her sadness by identifying with

the therapist's capacity to tolerate sadness.

A patient in therapy who experiences intense guilt about
his wish to oppose a parent may give the therapist a passive-

into-active test, which the therapist may pass by displaying an
ability to oppose the patient. Consider, for example, a female

patient whose father abused her and at the same time denied he

was doing so. The patient unconsciously wished to expose her
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father, but was prevented from doing this because she con-

sidered exposing him disloyal. In therapy the patient told the

therapist about the abuse, then tested him by telling him that it

really did not happen. The therapist passed this test by telling

the patient that he believed she had been abused but was un-

comfortable about acknowledging it. The therapist's ability to

challenge the patient's denials helped the patient to challenge

her father's denials.

A patient who is planning to take a certain initiative but is

unsure about how to carry it out may prepare for it by giving the

therapist passive-into-active tests. Through such tests, the pa-

tient attempts to present the therapist with the same kind of

problem that he expects to face; he hopes to learn from the

therapist how to handle this kind of problem. Below, I present

several examples of this type of passive-into-active testing, be-

ginning with the case of Gina H.

Gino H.

Gina H. suffered from a mild depression, which stemmed in

part from the pathogenic belief that she was a bad person and a

failure because she could not keep her depressed mother happy. A
few months after she began therapy, she casually discussed with

the therapist the pros and cons of the therapist's giving her antide-

pressant drugs. After she established that the therapist had no

intention of giving them to her, she started demanding them in an

obnoxious way. She insulted the therapist, calling him stubborn

and stupid. When the therapist continued to refuse her, she con-

sulted a specialist in psychopharmacology. She persuaded the con-

sultant to call the therapist and suggest antidepressants. However,

the therapist continued to refuse.

Finally, after several weeks, Gina relented. Soon afterward,

she told the therapist that she had been quite anxious about her

upcoming trip home to see her mother. She was worried that she

would feel helpless around her mother and compelled to do what-

ever her mother asked her to do.

Gina had been preparing for her trip home by testing the

therapist. She had been giving him the same kind of problem that

she expected to face. She demanded antidepressant drugs in the

hope that the therapist would refuse her, so that she could learn

from his example how to refuse her mother. She was sufficiently
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strengthened by the therapist's example that she could deal with

her problem with her mother directly. This was a step forward. It

led to Gina's becoming aware of her great sense of responsibility

for her mother, and of her fear that if she refused her mother she

would upset her a great deal.

Felice M.

Another example of a patient preparing for a challenge by
passive-into-active testing occurred in the analysis of a young
woman, Felice M. She wanted to leave her demanding boyfriend

but felt guilty about doing so, for she knew he would feel rejected.

Felice worked to gain the courage to leave him by testing the

analyst, who she knew would object to her wanting to reduce the

frequency of her sessions from four to three times a week. After

giving extremely weak arguments for cutting back, Felice insisted

somewhat obnoxiously for several months that she be allowed to

cut back.

The analyst tried to investigate the patient's motivations, but

Felice refused to discuss them. At one point, uncertain about the

nature of the patient's tests, the analyst softened his stand by show-
ing a slight willingness to consider the patient's request. Felice

appeared alarmed and behaved as though she had not heard what
the analyst said. This convinced the analyst that the patient wanted
him to stick to his guns, and he did so. He assumed that the patient

was made quite uncomfortable by the prospect of his giving in, for

if he gave in, she would be unable to use him as a model in her

struggle to maintain her stand with her boyfriend. Felice chose to

ignore the analyst's wavering, hoping unconsciously that he would
feel coached by this to maintain his stand.

Felice resumed her demands by complaining self-righteously

that the analyst was forcing her to accept a unilateral decision

which she insisted should have been discussed further with her.

Eventually she made it clear that she herself was preparing to

make a unilateral decision—namely, to leave her boyfriend. She
had been helped to take this step by the analyst's example.

Gloria S.

Still another example of the use of passive-into-active testing

to prepare for an upcoming task occurred in the analysis of a young
woman, Gloria S., who suffered from an exaggerated need to
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please others. She developed the belief that unless she pleased

others she would hurt them. She developed this belief in her rela-

tions with her parents, who were demanding, and deeply upset

whenever she refused their requests.

Throughout most of her analysis, Gloria tested this pathogenic

belief. She made numerous demands on her female analyst for

such things as a longer hour, a reduction in fee, extra hours, and

so forth. She threatened to feel deeply hurt if the analyst refused

such demands; however, she usually seemed strengthened by her

refusing them. Over the first few years of analysis, she was helped

by working in this way. She became better able to stand up to her

parents and friends.

During the third year of analysis, the patient's mother died in

an automobile accident on the very day that the patient's Ph.D.

dissertation was accepted by her committee. Gloria had expected

to have her mother read the dissertation. Now, overwhelmed with

grief, she gave it to her analyst, poignantly demanding that she

read it. During the same session the patient discussed her worry

about her father, who lived in another part of the country. She

knew he would feel bereft by her mother's death. She feared that

he would expect her to move home with him to take her mother's

place.

The next session, after investigating the patient's expectation

that she would read the dissertation, the analyst returned it unread.

The analyst, by returning the dissertation, passed an important

passive-into-active test. Gloria feared that she would be compelled

by her father's intense grief to stay home with him and take his

wife's place. When she observed that the analyst did not feel com-

pelled by her grief to read the dissertation and thus to take her

mother's place, she felt supported against her father's demands.

When she returned home for her mother's funeral, she was able to

be loving with her father and yet to refuse a prolonged visit with

him.

The three examples presented above demonstrate that to

pass certain tests, the therapist may have to refuse an appa-

rently reasonable request. This is worth emphasizing because

some therapists, perhaps misunderstanding Kohut's views

about empathy, assume that whenever the patient makes a

reasonable request the therapist should grant it. Just how the

therapist should respond to a request varies from patient to

patient, depending on his understanding of the patient's un-
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conscious plan. Sometimes when the therapist persistently
grants the patient's requests, he fails the patient's tests, and the
patient becomes progressively worse. A patient who uncon-
sciously has a powerful need to learn from the therapist how to
say "no" may make progressively more outlandish requests, in
the hope that he can force the therapist to refuse him.

However, as noted above, there are numerous instances in

which the therapist in order to pass the patient's tests, should
go along with him. In such instances the therapist by refusing
the patient's requests so as to follow the rule of abstinence may
be quite harmful. 1 An example of this occurred in the therapy of
Lisa O., reported earlier, who benefited when the therapist
granted her request for an extra session. She remembered her
vain attempts to wish her mother back to life. This patient was
enabled to remember her longing for her mother not by the
therapist's frustrating her request for an extra session, but by
his acceding to this request, thereby helping her feel safe
enough to retrieve the painful memory.

TESTING THAT DISTURBS THE THERAPIST

This section is concerned with patients whose testing disturbs
the therapist. Among these are patients who are extremely in-

sulting; patients who frequently take offense and blow up an-
grily at remarks obviously intended to be benign; patients who,
while seeming to benefit from therapy, complain that the thera-
pist has ruined their lives; patients who complain bitterly about
the therapist's ineffectiveness while telling the therapist noth-
ing about themselves; patients who repeatedly imply that unless
the therapist is more helpful they will kill themselves, patients
who persistently refuse to pay for certain hours in which they
claim to have received no help; patients who with no cause
threaten to sue the therapist for malpractice, patients who un-
justifiably give the therapist the feeling that he is making ser-
ious mistakes; and so forth.

'In his 1911-1915 theory, Freud wrote that the therapist should not be too
gratifying to the patient. He referred to this principle as the rule of abstinence.
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In general, therapists should not try to treat more than one

or two such patients at a time, for they require much time and

effort. Moreover, a therapist who is especially uncomfortable

with such patients should not try to treat them. However, in

sending such a patient away the therapist should not imply that

he is untreatable, for the patient may be helped by a therapist

who is comfortable with him and who knows how to treat him.

The patient who disturbs the therapist is almost always

turning passive into active; that is, he is testing the therapist by

behaving as a parent or older sibling behaved toward him. He

hopes that the therapist will not be crushed by his behavior as

he was crushed by a parent's or sibling's behavior. In most

instances the patient is also transferring. For example, the pa-

tient who threatens the therapist, or who disturbs everyone in

the building by screaming and slamming doors, is both turning

passive into active and transferring. He is implicitly asking the

therapist to set some kind of limit; he also hopes that despite his

disturbing behavior, the therapist will not reject him by giving

up on him.

The therapist who realizes that the patient who disturbs

him is working by testing him may be in a better position to help

the patient than is the therapist who assumes that the patient is

being obnoxious, vile, or destructive simply to gratify himself. It

is easier for a therapist both to respect a patient and to empa-

thize with him when he realizes that the patient, through his

disturbing behavior, is working to overcome his problems.

Moreover, the idea that the patient is testing alerts the therapist

to a way of helping the patient—that is, by passing his tests—

and so may protect the therapist from discouragement.

In treating such a patient, the therapist tries to figure out

how he is being tested. He attempts to infer this from every-

thing he knows about the patient, including the patient's ac-

count of how he behaved toward his parents and how his par-

ents behaved toward him. The therapist also relies heavily on

his affective responses to the patient. Often he may infer from

the way he feels when he is with the patient how the patient felt

when he was with his parents. The therapist may tentatively

assume that if he feels helpless, defeated, extremely anxious,

overly responsible, or intensely guilty, the patient felt that way
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toward a parent. For example, the therapist who during his first

session with Zora T. felt that her problems were insuperable
(see Chapter 4) inferred from this that Zora in childhood might
have felt burdened by her sad mother and guilty that she could
not make her mother happy.

The therapist who feels that unless he is extremely careful
with his patient he will make a serious mistake may be reacting
to passive-into-active omnipotence tests, which the patient
hopes will not induce the therapist to worry inappropriately.

Thus the therapist who feels he must be extremely careful with
his patient may tentatively infer that the patient felt an om-
nipotent sense of responsibility for a parent about whom he
worried a great deal.

As another example, consider the patient who professes
envy of the therapist and who induces the therapist to feel guilt

about being better off than the patient. The patient is probably
giving the therapist a passive-into-active survivor guilt test, and
the patient hopes that the therapist will not be upset by the
patient's envy. The patient may then, by identifying with the
therapist, become less concerned about a parent's envy of him.
To give still another example, the therapist who feels quite
worried about leaving a patient when he takes a vacation may
be reacting to passive-into-active tests by which the patient
hopes to disprove a belief that he (the patient) should feel guilty
when leaving a parent.

In order to pass the patient's passive-into-active tests, the
therapist tries to demonstrate a better way of dealing with the
patient's disturbing behavior than the patient used in childhood
to deal with his parents' disturbing behavior. The therapist's
approach and attitude are as important as his interpretations,
if not more so. In general, the therapist should not interpret the
patient's disturbing behavior as soon as he displays it. Before
he interprets it, he should attempt to demonstrate that he is able
to deal effectively with it. Suppose that a patient identified in
childhood with an unhappy, blaming mother, and complains in
therapy about how depressed he feels and how little the thera-
pist is helping him. In general, the therapist should not attempt
to explain the patient's blaming him by pointing to his iden-
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tification with his blaming mother until he has demonstrated

that he can tolerate the patient's misery and blame. If the thera-

pist interprets this identification before demonstrating that he

can tolerate the blame, the patient may assume that the thera-

pist is blaming him in order to protect himself. The therapist

may appear defensive to the patient, and thus may fail to prov-

ide the patient with a good model of how to deal with his

mother's disturbing behavior.

The therapist may sometimes be thrown off course by dis-

turbing accusations. If the therapist recovers and deals effec-

tively with these, the therapist's temporary upset does no harm.

Indeed, the patient may be reassured by it: He may realize that

the therapist is not glib or overly defended, and that even if up-

set by the patient's accusations he may recover and behave ap-

propriately. The patient then, by using the therapist as a model,

may learn that he too may become upset and then recover.

When the therapist does begin to make interpretations to

the disturbing patient, he should be concerned not only with the

content of his interpretations, but also with his attitude while

delivering them. For example, if the patient is giving the thera-

pist passive-into-active worry tests, the therapist may detract

from a good interpretation by delivering it in a tense, worried

manner.

This may be illustrated by the therapy of a female patient

who in childhood had worried a great deal about her chroni-

cally ill father. She felt it was her job to keep him alive. She

reminded him to take his medicines, and she observed him

carefully to evaluate his state of health. In therapy, the patient

tested the belief that she was responsible for others by turning

passive into active. She behaved as though the therapist was

responsible for her welfare. The therapist began to interpret the

patient's fear that the therapist would worry about her as she

had worried about her parents. For a number of weeks this

interpretation was not helpful. Then the therapist realized why

it was not: He had unconsciously accepted the patient's invita-

tion to be omnipotent. He was trying too hard to be helpful, and

thus was delivering his interpretations in an intense, worried

style. When he realized his mistake, he changed and began to
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offer his interpretations in a relaxed style. He simply floated
interpretations by the patient. The patient appeared relieved
and began to do better.

A patient may find the interpretation of his disturbing be-
havior quite helpful. He may not understand why he is dis-

agreeable, and he may feel quite guilty about being that way. He
may be greatly relieved when the therapist demonstrates an
understanding of his behavior by telling him, for example, that
out of loyalty to a parent he is imitating the parent, or that he
is re-enacting childhood traumatic experiences with a parent
and taking the parental role, or that he is attempting to show
the therapist how he felt as a child. The patient may be relieved
to realize that his behavior does not derive from inherently bad
impulses, and that he is not being frivolous, self-destructive, or
wanton simply to gratify himself. Rather, his behavior derives
from childhood identifications with a traumatizing parent, and
he is working in therapy to understand his childhood traumatic
experiences and to disprove the pathogenic beliefs inferred
from them. These points can be illustrated by the example of
Walter A.

Walter A.

Walter A., a young man, repeatedly criticized his young male
therapist. Walter told the therapist over and over again that he
wasn't helpful; that he didn't know what he was doing; that he
didn't have enough experience to be helpful; that he was bewil-
dered, confused, repetitive, and banal; and so on. The therapist
responded by being calm and reassuring. Finally, after demon-
strating that he could tolerate the patient's vitriol, the therapist
said, "I think maybe you're trying to show me how you felt with
your family when you were growing up. Maybe your father was
critical and put you down over and over again." The patient an-
swered immediately, "No, it was my older sister. I'd be watching
TV and she would hit me repeatedly on the face. I would sit very
still, because I thought that if I moved she would become more
vicious. She would call me 'stupid,' and 'dumb.'" Walter then
broke into tears and wept for the rest of the hour. He felt relieved.
He was able to sympathize with himself instead of seeing himself
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as a vicious, ungrateful man. He realized that he had been criticiz-

ing the therapist not from primary hostility, but as part of his

working in therapy. Moreover, he realized that he had been sev-

erely traumatized by his older sister's abuse of him.

A somewhat similar example concerns a patient who dis-

missed everything the therapist said; she called it useless, stu-

pid, repetitive, and so on. Moreover, she frequently threatened

to leave treatment. After tolerating this for some time, the

therapist finally said, "Perhaps you're behaving toward me as

your mother behaved toward you, and you're afraid I'll be upset

by you as you were by your mother." The patient agreed and

became sad. She also began to mimic the shrill, petulant voice

that her mother used when criticizing her. The patient, though

relieved, soon resumed her passive-into-active testing, and she

continued to work mainly in this way for several years. How-

ever, as illustrated above, she would occasionally pause and

remember some of the traumatic experiences she was re-en-

acting with the roles reversed. During the last year of her ther-

apy, the patient became more reasonable. She then began to

feel sorry for her mother, whose nasty behavior made it impos-

sible for her (the mother) to maintain good relationships with

friends or family. This threw light on another function of the

patient's disagreeable behavior—namely, to protect herself

from survivor guilt.

In treating the patient who is insulting and blaming, it may

be important for the therapist to demonstrate a variety of re-

actions. For example, the therapist should at times fight back

against obviously unfair or extravagant or foolish accusations,

in order to demonstrate that it is possible and reasonable for a

person to stand up for himself. However, if he fights back too

readily against unimportant accusations, he will leave the im-

pression that he is weak or defensive, and thus that he has been

hurt by the patient's criticisms. Also, if a therapist responds to

the patient's tests in a stereotyped way, the patient may infer

that the therapist is putting little effort into his work. The pa-

tient may then assume that the therapist is behaving in accor-

dance with some preconceived technical prescriptions or rules.
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FAILING THE PATIENT'S TESTS

Inevitably, the therapist fails some of the patient's tests or series

of tests. When the failure is minor, the mistake may be cor-

rected easily, and the therapist may learn from it. When the

failure is major, it may be difficult to correct, and sometimes it

cannot be corrected. In this section I discuss how the therapist

may recognize when he has failed a test or a series of tests, how
he may correct a minor failure after recognizing it, and how he

may avoid serious failures.

Often the therapist may infer from the patient's response

that he has failed a test. The patient usually reacts differently

when the therapist fails a test than when he passes it. If the

therapist fails a test by giving a poor intervention, the patient

may respond less enthusiastically then usual, or he may become
slightly depressed or silent. Also, he may fail to bring forth new
material, or he may ignore the interpretation or change the

topic. If the patient responds in one of these ways, the therapist

may ask him, "How do you feel about what I just said?" or

"Have I missed the point of what you were saying?"

Once the therapist begins to understand how he has failed

a particular test, he may explain his failure to the patient. For
example, he may tell a patient, "When you were complaining,

you wanted me to help you realize you had a right to complain.

Therefore, you were disappointed when I tried to encourage

you. You took this to mean that I didn't want to hear your
complaints."

After Failing a Minor Test

Sometimes after he fails a minor test, the therapist may simply

wait for the patient to offer him a new chance by giving him
another test similar to the one he failed. For example, a patient

was burdened by the belief that he could force authorities to

give him whatever he wanted. He provocatively demanded an
extra hour and became upset when the therapist granted his

request. The therapist realized he had made a mistake, but

rather than pointing this out, he waited for the patient to test
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him again. A few sessions later, the patient asked to be per-

mitted to miss several sessions without being charged, and he

was relieved when the therapist refused him.

Sometimes after the therapist fails a test, the patient will

coach him on how to pass it. The therapist in most instances

should heed the patient's coaching. This may be illustrated by

the example of a patient who suffered from the belief that if he

criticized the therapist he would upset him. He tested this belief

by criticizing the therapist, telling him, "I appreciate your

readiness to be helpful. However, I'm hurt that you don't think

I can solve problems myself. You don't seem to value my opin-

ions and judgment." The therapist tried to reassure the patient

by telling him that he did respect and appreciate his abilities

and judgment. However, the patient felt not reassured but dis-

appointed. He assumed that the therapist was being defensive

and thus that he had hurt him. Therefore, before giving him a

new test, he told the therapist how much his girlfriend was

benefiting from the way her therapist dealt with her com-

plaints. His girlfriend's therapist would simply point out how

uncomfortable she (the girlfriend) felt when complaining about

the therapist. The next time the patient complained, the thera-

pist pointed out his discomfort with complaining. The patient

appreciated the therapist's change of approach and elaborated

on his fear of hurting the therapist.

Sometimes the patient signals the therapist that he is fail-

ing a test or a series of tests by ignoring the therapist's incorrect

responses to his testing. This has been illustrated above in the

analysis of Felice M., who ignored the analyst's offer to reduce

her sessions from four to three times a week. It is also illus-

trated in the analysis of Lyle K., presented below.

Lyle K.

Lyle K., a successful lawyer, had felt rejected by both parents

in childhood. In his analysis he began giving the therapist rejection

tests several months after starting treatment, and continued to give

him such tests every 2 or 3 months. The patient would tell the

analyst that he had achieved his purposes, then complain about the

cost of the treatment and state that he wanted to terminate. The
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analyst would challenge the patient's wish to stop, point to the

patient's progress, and indicate that the patient had more to ac-

complish. The patient would react by briefly continuing to assert

his wish to stop; he would then seem relieved and would agree to

continue. Lyle made steady progress, and after 5 A
2 years of treat-

ment the analyst began to assume that the patient might in fact

be ready to terminate. Therefore, the next time Lyle threatened

to stop, the analyst—unaware that he was being given the same
kind of test as before—began seriously to explore the possibility

of stopping. Lyle became slightly depressed and changed the

subject. He discontinued his threats to stop for fear that the

analyst would permit him to stop. He did not mention the possi-

bility of stopping for the next 8 months, and then offered such
weak arguments for stopping that he made the analyst aware
that he did not wish to stop.

Sometimes the therapist may infer that he has failed an
important test if the therapy becomes stalemated, as when, for

example, a patient who is usually talkative becomes relatively

silent for several weeks. If this happens, the therapist should try

to remember when the stalemate began. He should also discuss

it with the patient and should ask him how he thinks it started.

An example of the development and resolution of a stalemate is

presented below.

Donald G.

In his childhood Donald G. experienced his parents as weak
and fragile. He suffered from the belief that he could make his

parents obey him, and in order to protect them he kept himself

indecisive. After 4 A
2 years of analysis, in which he made con-

siderable progress, he began to test his belief in his omnipo-
tence by criticizing the analyst. On one occasion, after criticiz-

ing the analyst, Donald angrily demanded to know when the

analyst would consider the analysis finished. The analyst did
not believe that the patient was ready to terminate. However,
instead of simply stating this, the analyst, who was intimidated
by the patient's angry criticisms, told him that he might be
able to finish in a year. The patient seemed pleased by this

possibility.

A few days afterwards, the analyst went away for summer
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vacation. When Donald resumed therapy in the fall, he was
uncharacteristically silent, and despite the analyst's attempts to

understand this he remained silent. He continued to be silent

for about a month until the analyst conjectured that the patient

was upset about the termination plans. He asked the patient

whether he had felt angry or rejected. Donald acknowledged
that he felt these ways. Then he added that he feared he had
forced the analyst to agree to his termination before the analyst

believed he was ready. After this, the patient began to talk freely

and to bring out new material.

Sometimes the therapist fails a test early in the therapy, be-

fore he understands his patient, but does not realize this until

the patient tells him about it much later. This recurred in the

analysis of a young woman who, late in treatment, reported the

following episode: "I had been in analysis several weeks, and I

came into your office about 3 minutes before you. I saw a small

copper ashtray on your desk. I was tempted to steal it by slip-

ping it into my handbag. I actually put it in the bag, but then

took it out again and put it back on the desk. I began my hour

that day by telling you about this temptation, and you said little

about it. I got depressed. I wanted you to realize that I had a

problem." The patient, in explaining why she had been disap-

pointed with the therapist, pointed out that both of her parents

were "Pollyannas" who were unable to criticize or confront her.

When the therapist ignored the patient's worry that she might

steal the ashtray, the patient feared that the therapist was like

her Pollyanna parents, and so would be unable to help her.

After Failing a Major Test

The failure of a test or a series of tests is damaging if the patient

reacts by giving up an important unconscious goal. It is espe-

cially damaging if the patient gives the therapist no indication

that he is giving up the goal. It may be devastating if the patient,

in obedience to his pathogenic beliefs, feels obliged to make a

self-destructive decision that he cannot easily correct.

Below, I first present two cases in which a therapist's fai-

lures resulted in the patient's making a self-destructive deci-

sion. Then I discuss how such failures may be prevented.
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Daw's F.

A patient, Davis F., came to therapy with the goal of breaking

up with a woman he had been going with for about 2 years. He
sought support against his belief that since she was so attached to

him, he had no right to leave her. The patient tested the therapist's

willingness to help him leave the girlfriend by reporting that he

now realized he was obligated to her, for during the time he was

going with her she could have met other men. The therapist did not

react to the patient's comments, and the patient took his silence as

agreement. The patient, as a consequence of the therapist's failure

to pass this test and a number of similar ones, felt compelled to

marry the woman. The therapist failed this test, but never realized

his failure. The patient reported this episode in his next therapy

—

an analysis he undertook for marital problems.

In the next example, the therapist's failure to pass a par-

ticular kind of test was devastating to the patient.

Allan C.

The patient, Allan C, a male social worker, suffered from the

belief that he was a disgusting person who was hurtful to others

and deserving of rejection. After 3 years of analysis, Allan tested

this belief with the analyst by telling him that he wasn't making

progress in therapy and wished to quit. The analyst readily agreed

and set a termination date for 3 weeks from that date.

Allan felt terrible. He inferred from the analyst's willingness to

let him go that either the analyst felt hurt and rejected, or he

considered the patient worthless and untreatable. The patient was

so upset that he quit his job and moved to another city, where he

took up residence in a commune. After about a year, he pulled

himself together and started treatment with another analyst. The

story of his rejection by the first analyst did not come to light until

after he had seen the second analyst for several years and had

repeatedly tested the second analyst by criticizing him for his be-

havior as an analyst. The fact that the second analyst took the

patient's criticisms seriously, and was neither hurt by them nor

tempted to react to them by rejecting the patient, enabled the

patient to remember how he assumed he had hurt the previous

analyst.



Testing 123

How to Avoid Failing Important Tests

In order to minimize the chances of making serious errors, the

therapist should keep in mind the best hypothesis he can make

about the patient's pathogenic beliefs, goals, and plans. The

therapist who failed to intervene when Davis F. stated how
obligated he felt to his girlfriend was unaware that the patient

was suffering from a powerful unconscious belief in his om-

nipotent responsibility for women; the therapist who took Allan

C.'s wish to stop treatment at face value was unaware of the

patient's fear of hurting him and sensitivity to rejection by him.

If the therapist who is being tested by the patient's in-

decisiveness is not sure what the patient really wants to do, he

may discuss this with the patient. He may say, "I think you

should delay this decision until you're sure of it." Or he may ask

a patient who is considering taking an important initiative,

"How would you feel if I encouraged you, or if I did not en-

courage you?" If the therapist is concerned that a patient in

making a decision is motivated by a wish to placate him, the

therapist may tell the patient, "Whatever you decide here is fine

with me. But you should take your time, so as to be sure the

decision is the one you really want to make."

If the therapist is unsure about the motives underlying the

patient's wish to stop treatment, he should generally urge the

patient to take his time about deciding. The therapist's urging

the patient to postpone the decision will generally do little

harm. However, the therapist, in not urging delay, may fail a

rejection test. This may result in serious harm that cannot easily

be repaired.

The therapist should always be aware that the patient in

making a decision may be motivated by an unconscious wish to

comply with him. Unconscious compliance to authority is uni-

versal. During the first few years of life every child regards his

parents as absolute authorities. Some patients, especially at the

beginning of treatment, may be so compliant that the therapist

is impeded in his treatment of them. With such a patient the

therapist is deprived of feedback, and therefore he may have

difficulty in inferring the patient's plans; he may not know
whether he is passing or failing the patient's tests. The therapist
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treating such a patient should be especially careful not to im-

pose his own ideas on the patient inadvertently, and not to take

the patient's agreeing with him as evidence that he is on the

right track.

In most instances the highly compliant patient has the goal

of overcoming his compliance, but cannot make this goal evi-

dent for fear of hurting the therapist. However, the highly com-

pliant patient may be responsive to the therapist's attempts to

help him overcome his compliance. In some instances the

therapist should discuss the problem with the patient, being

careful in doing so to avoid giving the impression that he is

criticizing the patient or expecting a quick resolution of the

problem. The therapist should attempt to find out the nature of

the pathogenic beliefs underlying the patient's compliance.

Many extremely compliant patients are burdened unconscious-

ly with an intense sense of omnipotent responsibility for others.

Such a patient may be afraid to express his opinions for fear of

hurting the therapist and risking punishment and rejection

from him. Perhaps he experienced his parents as fragile and

kept himself highly compliant to protect their sense of author-

ity, or perhaps they were extremely intolerant of any disagree-

ment.

It is hard to overestimate the importance of unconscious

compliance in the mental life of most patients. The therapist

should not expect a patient to give up such compliance easily;

the patient may be unable to do this. However, the therapist

should try to prevent the patient from letting his wish to please

the therapist interfere with important decisions.

SUMMARY

Throughout therapy, the patient tests his pathogenic beliefs

with the therapist in the hope of disproving them. In a sense the

patient is always testing the therapist, since he is always at-

tempting to infer whether the therapist will help him to dis-

prove his pathogenic beliefs and to pursue his goals. However,

most patients test their pathogenic beliefs especially vigorously

at times, and they do this throughout therapy. During these
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times, they behave in a way especially calculated to give them
more explicit knowledge of the therapist's attitude toward their

pathogenic beliefs and goals. For example, a patient who fears

rejection may offer the therapist a powerful rejection test by

threatening to quit treatment, hoping that the therapist will

urge him to continue.

Some testing behavior is indistinguishable from ordinary

behavior; however, some tests have special characteristics. The

therapist may assume that the patient is testing him if the pa-

tient arouses powerful affects in him, forces him to intervene,

or behaves much more foolishly or self-destructively than

usual.

A patient may test by transferring or by turning passive into

active. When a patient tests by transferring, he repeats with the

therapist behavior similar to the behavior that in childhood he

experienced as provoking his parents to traumatize him. He
hopes that the therapist will not react to him as his parents

reacted. When the patient tests by turning passive into active,

he repeats the parental behavior that traumatized him. He
hopes that the therapist will not be traumatized as he was, and
thus that the therapist will provide him with a model of how to

deal with the behavior that he experienced as traumatizing.

The patient may test by turning passive into active before

taking an initiative that he considers dangerous. Through such

testing he confronts the therapist with the dangers that he an-

ticipates, hoping that the therapist will provide him with a

model for dealing successfully with such dangers.

If the therapist feels extremely upset, worried, humiliated,

or uncomfortable with the patient, the patient is almost always

turning passive into active. He is repeating parental behavior

that he experienced as extremely distressing. The reason why
transference tests are generally much easier for the therapist to

tolerate than passive-into-active tests is evident from the lop-

sided relationship of children to parents. A child is highly mo-
tivated to get along with his parents and will rarely do anything

to greatly disturb a parent. However, a parent may not be

highly motivated to get along with a child; a parent may worry

a child, reject him, beat him, or abandon him.

A patient may test the therapist by proposing a course of
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action that he assumes the therapist wants him to take, but that

from the therapist's point of view is self-destructive. Therefore,

the therapist should be especially careful to give the patient an

opportunity to reverse a decision that may be against the pa-

tient's interests. The therapist should make clear to the patient

that he may take as much time as he needs to make the decision,

and that the therapist will support any reasonable decision that

the patient makes.


