
  

 

 

Tilburg University

Joined imaginations

Penn, P.L.M.

Publication date:
2008

Document Version
Publisher's PDF, also known as Version of record

Link to publication in Tilburg University Research Portal

Citation for published version (APA):
Penn, P. L. M. (2008). Joined imaginations. Tilburg University.

General rights
Copyright and moral rights for the publications made accessible in the public portal are retained by the authors and/or other copyright owners
and it is a condition of accessing publications that users recognise and abide by the legal requirements associated with these rights.

            • Users may download and print one copy of any publication from the public portal for the purpose of private study or research.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying the publication in the public portal
Take down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Download date: 23. May. 2023

https://research.tilburguniversity.edu/en/publications/e158023a-c95a-4ff5-83af-6a698a6e1182


PEGGY LOU PENN

JOINED IMAGINATIONS



Joined Imaginations

PROEFSCHRIFT

ter verkrijging van
de graad van doctor aan de Universiteit van Tilburg,

op gezag van de rector magnificus,
prof. dr. F.A. van der Duyn Schouten, in het openbaar te verdedigen

ten overstaan van een
door het college voor promoties aangewezen commissie in de Ruth First Zaal van de

Universiteit
op maandag 2 juni 2008 om 10.15 uur

door

Peggy Lou Maurer-Penn

geboren op 26 februari 1931 te McKeesport, PA, U.S.A.

1



Promotores : prof. dr. Sheila McNamee
prof. dr. John B. Rijsman

Copyright O 2008 Peggy Penn
Printed in The Netherlands 2008
Published by Tilburg University

All rights reserved. No part of this book may be reprinted, reproduced, or utilized in any
form or by any electronic, mechanical, or other means now known or hereafter invented,
including photocopying or recording, or an information storage or retrieval system,
except in case of brief quotations embodied in critical articles and reviews, without
permission from the author.

2



Table of Contents

Abstract ................................................................................................4

Preface . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6

Introduction . . .......................................................................................................8

Chapter One

Creating a Participants Text ......................................................27

Phantoms ............................................................................61

Chapter Two

Coalitions and Binding ~nteractions in Families with Chronic Illness......63

Drought . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 85

Chapter Three

Rape Flashbacks: Constructing a New Narrative.............................86

Torment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...1 12

Chapter Four

Chronic lllness: "Breaking the Silence" .......................................113

matters of the flesh .................................................................149

Chapter Five

Listening Voices ....................................................................153

Gaps .................................................................................168

Chapter Six

Feed Forward: Future Questions, Future Maps..............................170

The Soup .............................................................................192

Chapter Seven

A Circle of Voices ..................................................................193

may evening ........................................................................209

Chapter Eight

Conclus ion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 210

3



ABSTRACT

This book is a collection of a life's work. The following pages offer many illustrations of

therapy as a process of social construction. The therapeutic conversation is a

conversation that provides the opportunity for re-constructing meaning. The therapist is

an engaged conversational partner who works to create conversational opportunities

where clients can create alternative understandings of their relationships and their sense

of self. Against the theoretical backdrop of the constructionist emphasis on language,

this book illustrates forms of practice that put social construction into action. Most

specifically, the following chapters describe therapeutic conversations that are

collaborative and pazticipatory explorations of the multiplicity of voices that enter into

the therapeutic conversation. Creating a conversational space where alternative voices

can be spoken, where generous listening can transpire, and where participants work

together to craft new stories, new meanings generates therapeutic transformation.
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SAMENVATTING

Dit boek verzamelt het werk van een heel leven. In de bladzijden die volgen worden

verschillende illustrasties geboden van therapie als process van sociale constructie. De

therapeutische conversatie is een conversatie die de gelegenheid biedt om betekenissen

opnieuw te construeren. De therapeut is een geengageerde gesprekspartner die de

mogelijkheid probeert te scheppen van een conversatie waarin klanten een ander begrip

van hun relatie en ook van hun zelf tot stand kunnen brengen. Tegen de theoretische

achtergrond van de sociaal constructionistische nadruk op taal, laat dit bcek een aantal

praktijken zien waarin de sociale constructie daadwerkelijk plaatsvindt. Meer bepaald

gaat het in de volgende hoofdstukken over therapeutische conversaties waarin de

verscheidenheid van stemmen die daar aan bod komen op een collaboratieve en

deelnemende wijze wordt onderzocht. Het gaat dus om het scheppen van een ruimte voor

conversatie waarin uiteenlopende stemmen aan het woord kunnen komen, waarin

genereus luisteren de bovenhand kan halen, waarin de deelnemers samenwerken om

nieuwe verhalen met elkaar te maken, zodat door nieuwe betekenissen therapeutische

transformatie tot stand kan gebracht worden.
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Preface

This book is a collection of a life's work. In the following pages I integrate

several ideas and theoretical concepts that have informed my work as a therapist. The

therapeutic conversation is a conversation that provides the opportunity for re-

constructing meaning. This is the task of therapy and the therapist is an engaged

conversational partner who is curious about altemative ways to construct meaning. With

this orientation, I acknowledge that my work fits within a constructionist sensibility

(Gergen, 2001). There are certain concepts that I have taken from a wide range of social

constructionist writings. I have adapted these concepts into forms of practice - ways of

working with clients - that illustrate the power of therapy as social construction

(McNamee and Gergen, 1992).

Social construction, as a form of practical theory, focuses our attention on

language practices. Our concern, in other words, is with what people do together. This

focus is radically distinct from modemist approaches to therapy where the aim of the

therapeutic conversation is to uncover the problematic, essential aspects of persons or

families so that remedial treatment can be set in place. In the chapters that follow, I have

illustrated the difference the constructionist focus on language practices makes.

The themes that resonate throughout my work were initially located within a

systemic framework (Selvini Palazzoli, M., Boscolo, L, Ceccin, G., 8c Prata, G., 1978).

This framework emphasized the participatory, collaborative nature of the therapeutic

conversation. Systemic work, as influenced by Gregory Bateson (1972) and elaborated

by the Milan Associates (Selvini Palazzoli, M., Boscolo, L, Ceccin, G., 8c Prata, G.,
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1978), recognized meaning as a co-creation among therapist and family members in

therapy. It also emphasized a very particular way to ask questions in therapy. Rather

than focus on exploration of an individual's ideas, characteristics, or traits, systemic (or

circular) questions ask about relationships. Both themes (co-constructing meaning and

círcular~relational questions) are echoed throughout the following chapters

I have illustrated how a movement away from specific techniques aimed at getting

at "what is really going on" for a person or family opens the door to a liberating

exploration of new meaning construction. Therapy is not about "getting to the bottom of

things." It is about creating new ways of talking about ourselves and our relationships

and with these new alternatives, new forms of action become possible.

In the chapters that following, I introduce the ways in which [ have made sense of

the conswctionist focus on language - what people do together. This work has been

influenced by many theorists and practitioners who, starting with an emphasis on

language, have helped me develop not only collaborative, participatory forms of practice

but, most important, have allowed me to explore the multiplicity of voices that enter into

the therapeutic conversation. Creating a conversational space where alternative voices

can be spoken, where generous listening can transpire, and where participants work

together to craft new stories, new meanings generates therapeutic transformation.
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Introduction

Social Constructionism - The Beginning

My joumey toward becoming a social constructionist began with a question,

"What is a relationship?" This question became a guide for me about how to think as a

family therapist. 1 had come from a psychoanalytic background, and although I had

never practiced psychoanalysis, I knew psychiatrists or psychoanalysts would never pose

a question like that. They focus on mental structures, one person at a time. Yet, I

reflected, if I'm going to be a theoretician in Family Therapy I must know how to

describe a relationship in order to teach and use the concept. Turning to Gregory Bateson

(1972), I found three ideas: the principle of double description, acts of circularity, and co-

evolutionary change. Bateson's idea of double description simply means that "in order to

get from one level of description to another, we must be able to view a relationship from

more than one side." As I came to understand it, nothing better describes the sense of

circular questioning - which is, from my point of view, a central part of the therapeutic

conversation.

Take the old conundrum, "if a tree fell in the forest and no one was there to hear

it, would it make a sound?" If the question is an indication of contextual structure

organized by relationships of difference, the answer would be no. However, if the

situation is that a tree fell in the forest and only a deaf man was present, the answer might

be yes, for a relational system is described - a double description - and gives the event

context and meaning. Extending the hypothetical question, "pefiaps a deaf man sees the

tree fall, or his feet feel the vibrations and a sound is created."
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The relational context, the double description of man and tree, provides us with a

system. We can see that double descriptions are not just static principles, they are

descriptions of relationships. All of Bateson's thinking on double descriptions translates

beautifully into treatment questions a therapist can use. By treatment questions I mean

techniques that are phrased as questions because they are organized to produce two

different answers. It's a form of what Bateson calls double descriptions. They differ in

form because they expect more than one answer or at least solicit a double description.

For example, someone may say, "[ love her" and at the same time, "I hate her." The

Milan Associates (1978) was the first group to make this translation of Bateson's

thinking. Their translations of Bateson's ideas grew out of what the Milan Associates

observed and finally named a"circular interview." By including the idea of circularity,

they mean that people think from more than one perspective, not from a single point of

view. This concept exemplifies Bateson's ideas about questioning and his major idea that

information is a difference and a difference is a relationship. Therapists and family

members take for granted that a reladonship is viewed from different perspectives. This

is a family therapy and everyone has many important views of every relationship in the

family. Tracking the problem, the therapist asks everyone questions about difference.

What dces each member think the problem is? All the views offered are tolerated and

accepted; judgment and evaluation are withheld. In a related way, a therapist can ask

questions of classification and comparison, "Who is more able to cheer father up lately?"

or, "Have you felt more like a daughter or more like a wife this month?" Or she may ask

agreement questions, such as "Do you think your father agrees with your brother?", or

explanation questions, "What is your explanation for the fact that your grandmother is the
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first to notice when your mother is depressed?" My favorite questions are hypothetical

questions. [ am most satisfied in the realm of "what if?" This list of questions can

continue, but often the family volunteers the problem first. Lately I have changed that

approach. I ask, "Who would like to tell me their story?" The reason I do so is because

too often families name the problem person and immediately blame that person,

particularly if it is a child. [ am asking for everyone's description here in order to have

everyone share the feelings ofhaving created the problem and take the blamed person out

of the middle.

My Journey

I made my way toward social construction with an understanding of circularity

and how it affected various other formulations, the building of coalitions as well as

important overt or covert agreements in the family, and eventually it became clear to me

that double description was a metaphor for many descriptions. I began to see a

connection between circular questioning and the creation of coalitions that foster binding

interactions in families. This connection was particularly vivid to me in families who

were dealing with chronic illness. By connecting the ideas of circularity to these

particularly binding interactions, I began to notice that in order to understand the meaning

of a coalition in a family, one must ask questions that elicit the secret agreements or

festering disagreements, so nothing is unknown. The integration of these ideas

(circularity, double description, relationship, coalitions, and binding interactions) was

first illustrated in my publication, Coalitions and Binding Interactions in Families with

Chronic Illness (Penn, 1983). Chapter 1 is a revised version of this work.
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One of the pleasures of writing about my journey is my discovery that the themes

that began in my first writings have stayed with me through time and continue to develop.

Here I talk about the particular themes in my work as they have unfolded over time and

address their current status for me. While this work is largely a compilation of several

articles and chapters that I have written over the years, I have added a preface to each one

offering my summary and reflection on the connective thread that weaves these works

together as part of a larger tapestry. In this way, my hope is to reveal my inner dialogue

on each of these significant themes, as they have historically informed my work, in

addition to how they resonate with me today. Each of the themes I work with emerges

from the early work of Gregory Bateson and his notions of patterns, circularity, change,

and language. And in my later work I have found it useful to integrate these ideas into a

constructionist orientation (Gergen, 1999; McNamee and Gergen, 1999).

In this introduction, I will briefly touch on the ways in which Bateson's ideas

have inspired me to work with individuals, families and couples. Each of the following

chapters offers a deeper description of my therapeutic style as it has developed.

Primarily, my practice has evolved from my initial application of Bateson's ideas about

relationship. Initially, I was inspired to focus on coalitions and binding interactions in

families dealing with chronic illness.

As 1 thought about approaching family therapy with a relational understanding

and thereby attempting to open up multiple descriptions about what is happening in a

family, I began to wonder about the relationship between the past, the present and the

future for families. It seemed that most families were quite able to talk about the past

and, in varying degrees, the present. But there wasn't much work or talk about the future.
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I wondered if there was a way to open up conversation within families about their

preferred future, and if so, what difference that might make.

Inspired by the work of the Milan Associates and the influence Bateson had on

their work, I developed a form of questioning that centered on talk about the future.

Families seemed to be encouraged by this conversation. In Feed Forward: Future

Questions, Future Map (Penn, 1985, Chapter 2 in this volume), [ used the Milan

Associates' specific ideas of positive connotation and circular questions to provoke

conversations about the future. It seemed to help families imagine the pattern of their

relationship as it could be; it seemed to initiate the construction of new possibilities.

Opening conversations about the future with families provided all sorts of

resources for them to create not only new understandings of their current situations, but

also to create new ways of acting in relation to one another. Thís was exciting work!

And then, in the early 1990's, I began reading Ken Gergen, Sheila McNamee, Harlene

Anderson and Harry Goolishian who were introducing the theory of social construction -

a way of understanding the world by paying attention to language and the way people

talk and relate with one another. These ideas reached out to me. My work with future-

oriented questions clearly seemed to create new ways of talking and acting in therapy

which, in turn, created new ways of understanding and acting in families. I was quite

excited by the idea that when you focus on language, rather than qualities of people or

families, you can create new ways of talking and thus new ways of being.

I now began to see Bateson's focus on relationships and double description as

also a focus on language. In Creating a ParticipantText (Penn and Frankfurt, 1994,

Chapter 3 in this volume), we used the ideas of social constructionism to explore how
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family members create their identities in interaction - in language - with each other. We

were particularly interested in and influenced by the notion that a statement or an action

is always an invitation for a reply.. We proposed that the reply to others is shaped by our

initial reply to ourselves in inner conversation. Interaction moves back and forth from

inner conversation to conversation with others, from monologue to dialogue, becoming

the stuff of new narratives. As we continued to experiment we introduced writing as a

form of language. We were concerned with how adding writing to the session produced a

"participant text," a therapeutic narrative that was composed of the voices of the family

and the therapists. These voices, often newly discovered or invented, allowed our

narrative discourse to expand and multiply.

The themes of writing, voice, narration and re-narration continued to be the focus

of my later publications and still capture my imagination today. Using this approach with

individuals, couples and families from different sociceconomic levels, I have tried to

illustrate both the power and the relational quality of language in exploring the trauma of

rape (Rape Flashbacks, Constructing a New Narrative, Penn, 1998, and Chapter 3 in this

volume), physical illness (Chronic Illness: Trauma, Language, and Writing: Breaking

the Silence, 2001, and Chapter 4 in this volume), and Listening Voices (Penn, 2007, and

Chapter 5 in this volume).

Sustaining Relations, Intluences and Practices

Of course, the work described briefly above and detailed throughout this volume

is not limited to the few ideas already identified.
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Ideas that Guide My Work

My work with families at the Ackerman Institute and my research led me to

certain ideas that have shaped my work. The family shares familiar expectations for their

future together, but they aze like people who live in a town that is constructed on a fault

in the earth: they never anticipate an earthquake. In the same way, families don't always

foresee or plan for a debilitating chronic illness in their future. When it occurs, the

natural changing of their pattern of relationships is interrupted, and is sometimes frozen

in place.

Alternatively, if there is a change in the structure of the family, as when a child

leaves home, a divorce occurs, or someone dies, this "dislocation" (as it can appear to

family members) can attract an "illness" (i.e., problem) that has the power to stop or at

least interfere with the leaving process. Other relationships, bound to change, may not be

able to achieve that change. It is as though the quake tears a fissure in the earth,

separating the family from its familiar ground, its pattern.

At the Ackerman Institute, I have worked for many years with a group of

colleagues where our primary focus has been chronic illness (Penn, 2001).1 Over our

years of working together, we were saw many different people with illnesses - AIDS,

cancer, leukemia, MS, and asthma - that gave us a wide spectrum for examining how

families behave together under the stresses particular illnesses bring.

The two things that have been important to our group stance is our method of

asking questions and our use of the Reflecting Team. Our method of asking questions is

to take Harlene Anderson's "not knowing" position, asking questions that you genuinely

~ Patricia Booth, MSW, Dr. Sally Witte, PhD, Joan DeGregorio, MSW, Peggy Penn, MSW
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do not know the answer to. This provides you with extra knowledge that comes both

from yourself and the client.

Rellecting Teams. The reflecting team, which I have used consistently since it

was introduced by Tom Andersen is a small group, four to six people, who work together

over time. They think out loud together about the dilemmas of a particular case, often in

front of the family. The team agrees or disagrees mimicking what might be going on in

the family that is not spoken. It allows the family to see outside themselves and to think

outside themselves. Sometimes, this is the first voicing of troubling thoughts which up to

now, might have been hidden.

According to Tom Andersen (1987) there is only one rule for reflections: they

must be offered in the form of questions or conjectures (maybe, it's possible, I wonder,

what if, I imagine, etc). The use of the question restrains us from the temptation to state

opinions or to make judgments. Questions, in contrast to declarations, stimulate

possibilities in the listener's thinking; declarations tend to close down those possibilities.

I always use the idea of reflections in my work because it generates a moving and

emotional response from clients. They are touched that we take them seriously and treat

them respectfully. Our reflections offer them different possibilities for reconstructing

their lives.

As one illustration of reflecting processes, I will describe a session that took

place in a prison with Judit Wagner (1998; 2007) who designs and runs the social

programs for the prisoners in Kalmar, Sweden. Tom Andersen, a psychologist from

Norway, conducted these talks. Tom Andersen is an accomplished listener, who I

believe listens more deeply than any therapist I have seen. I have written about his
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listening as a kind of dedicated listening. Judit felt, correctly, that the men in prison

would respond to Tom, because of both his ability to relate to others and his ability to

stand in their shces.

Judit and Tom decided, as their work in the prison continued, that it made sense

to invite the guards to join their talks. I do not know of any other prison society where

guards sit down to talk and reflect with the prisoners, or act as witnesses to the talk of

the prisoners. I know that a young female guard accompanying an inmate clearly liked

him since she often looked in his direction and smiled. Judit or Tom or others not only

gave the guards the opportunity to observe the prisoners' talk, but also gave them a

space to talk after the issues aroused in the talks had been fully discussed between the

inmate and Tom. I liked the similarity, using the same idea for talking with the inmates

as with the guards. As I sat observing this process, I wrote in my notebook that this

relationship was so different from the traditional prison relationships that cast the two

as enemies. Both guards and inmates spend their days in the same surrounding, so they

must have much to share; hence one of the rationales for talking together. How long

were the guards afraid of the prisoners before that began to change? Did the guards feel

compromised joining in a conversation that could equalize them? These were all

questions that I harbored.

It was Judit's hope that using the idea of multiple descriptions invites different

and other descriptions, (more than two) of the difficult events in these men's lives . I

asked Judit what encouraged her about these talks. She said the men had told her that

the conversations were a way out of their ruminative, obsessive thoughts that could lead

to a preoccupation with the planning of further crimes. This is a very good example of
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how our talking constructs the reality within which we live. You can continue to make

meaning together but if you cut off conversation the meaning becomes stuck. Judit's

stance about conversation with the men encouraged different descriptions, even of an

act they could not remember. The important thing was that she kept them in

conversation with her and they, in essence, kept talking. During the talks they were

free to investigate and reflect on things they had never understood about themselves,

things both old and new. They were safe in that situation. I was startled to hear that

participating in reflections and multiple descriptions could stop their obsessing about

criminal acts! Judit said that instead of the obsessions, they planned their futures; we

could say that they rewrote their stories. One of the men I spoke with during this visit,

who was about to be released, said he was confident that he would not commit his

crime again because now he knew how to use words to express himself, whereas

before, he could not speak about his needs to anyone. He decided this after hearing

many people's reflections of his conversations.

Some dialogues are so close to the heart that they often invoke a participant's

private past. Later in the day, Judit described a young inmate who had taken another

person's life but could not even remember the victim's face or name. Did he feel

nothing for the victim? I remember another client's story from our group at Ackerman

who told a story of his father who forced him, as a young man, to hold on to an electric

barbed wire fence for as long as he could endure. This cruelty was to prove he was a

man. He couldn't see his father's face in his memory; it was obliterated by his anger.

The "[ don't remember" experience is common for these men who are the

prisoners where Judit works For me these conversations this young man held with Judit
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were right out of Dostcevsky; it was a dialogue concerned with life, death and terrible

numbing guilt. During their talks, he began to remember very small glimpses of the

woman's face, one at a time, until he was able to recall the victim's name. That's how a

memory that is filled with important data is released, piece by piece. Each piece having

emotional content; one piece leads to another. The presence of the name released his

denial, he said it was not his intention to kill, he was high on drugs. Of course this

description overlooks his responsibility by suggesting that his "real self "was altered by

drugs and not "present" during the crime. I would have loved to know his feelings

about who in his family was standing beside him , but didn't interrupt her.

The next step in the process is one of the best I have heazd in dealing with

traumas too hard to recall. Judit suggested that in her ` joined imagination" with him,

they walk together to the scene of the crime. They stayed together on the side m

watching the scene as a picture. Here they could look in detail at exactly what he was

doing at each moment as he remembered it and follow every reaction of the woman.

As they proceeded with this freeze-frame story, watching the crime take place, they

created ideas about what he might want to do now. One question she asked was "How

and where did he want to stop the action, and did he want anything different?" Judit

said he was very uncomfortable at that moment, but it was possible to be there because

they were watching his crime together.

They had arrived at a place where conscience appears within the feeling of

responsibility, a possibility brought about by the reflective process. By now I had joined

my imagination to theirs and I was holding my breath. The young man's face became

very tense, and she said his eyes were crying but without teazs.
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Stance. Stance in a therapeutic relationship is the position that everyone is treated

equally but responsibly. Most of what I learned from using the particular stance of the

group of four at Ackerman came from working with clients who were struggling with

issues of love and violence. As an example, I was seeing a couple who had experienced

violence in their relationship. The woman was afraid in her first interview with me that if

she told me exactly what happened to her, her husband would push her into the subway

that evening on their way home. I was scheduled to see him right after 1 saw her and then

they would see me together. I was aware that [ had to have a particular way of talking

with him. So the first thing I said to the man was, "Tell me what you think your wife has

said about you?" He told me several things that all blamed him. Then I asked if he

would be surprised to hear that she said many positive things about him. Many people in

a violent relationship will not believe that the other person has said positive things as well

in a separate interview with me. He would much rather talk about how wrong she was

than to bear the distress of what he had done. With a violent man there ís always the

other part of him that deeply regrets it.

He told me of his violence, thereby taking responsibility for it. I told the man that

1 was really surprised that he came at all this evening and I thought there was something

impressive about that. Perhaps he felt he was not distressed most of the time and he was

glad I could appreciate that, or perhaps there was a part of him that was distressed to hear

what he had done, but there was always that other part of him that deeply regretted it.

People who struggle with these issues have a hard time getting things done or said

in the therapy room. It is hard not to interrupt each other, tell it his way or her way, or be

extremely loud, or when you're the therapist be listened to at all. Often, we asked one of
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the clients to leave the room and go behind the one-way mirror to listen to the therapist

interview his or her partner. Then we would switch and the second person would tell the

therapist what s~he had observed about the previous interview with hislher partner.

After each had an opportunity to talk, they worked out a plan of action with the therapist.

Many times one or more team members sitting behind that mirror observing the interview

would come in, sometimes once, sometimes twice, as many as it took to persuade the

client of a new plan. Our stance was one of possibility and equality.

Writing. The poet Adrienne Rich describes our society as "in fracture, porous

with lying, and shrill with content for meaning." (still tracking down this citation) Where,

she asks, is another space where other "human and verbal relationships are possible?"

She asks how the voices of sufferers can participate in our larger conversations: those of

historical accountability, shared "webs" of responsibilities, justice and art. I would add,

how do we all construct our social meanings in these conversations? This reminds me of

Dr Kaethe Weingarten's contribution to our society in terms of responsibility, justice and

art.

Elaine Scatry (1987) in her book, The Body in Pain, makes an important

distinction that physical pain is different from any other ofour states. She explains,

"physical pain ... is hard for others to understand because it has no referent, no object."

We all experience desire for X, hunger for Y, fear of Z, but pain is not for or of anything.

It is itself alone. In addition, Scarry also acknowledges, "This complete absence of a

referential context almost prevents it from being rendered in language ..." (1987, p.

162). Physical pain is therefore inaccessible and "has the capacity to destroy the

sufferer's language. The imagination is the only other state that is as anomalous as pain.
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The imagination is the only state that is wholly its objects" (Scarry, 1987). Luckily, the

imagination performs in many places, and one of them we have discovered, is writing.

1 have used the idea of calling on the imagination through writing in order to

improve expression and communication in addressing many forms of client suffering.

When 1 ask a client to write a letter to a dead father or a long lost sibling they

have to re-imagine that person from what they recall of them in their lives to something

present and vitaL In the meantime I ask them many questions about that person, what

they remember, who did that resemble in the family, what dces the client find in herself

about that missing sibling, etc. Until I feel the siblings presence in the room with us. It is

often the cast that my client weeps at the recollection of this sibling but does not stop

writing. She continues re-imagining that little girl from long ago. We are frequently

taken by surprise at the metaphoric invention in the descriptions; words that were not

there before the writing have become strong emotional descriptors. The effect of these

new emotional descriptions is that relationship connections that have been missing in a

client's life are inaugurated in the session and witnessed by us and other family members.

By everyone's using writing to express feelings, the family and the therapists together

may find new understandings that could enable us to reconstruct the meaning of our

clients' lives and reconnect them with those they love and with whom they live.

While many forms of writing are used in therapy, the writing of letters in which

the content is relational is particularly dramatic. Writing voices typically are identified as

"new voices," which is to say that the client often feels that the voice with which he or

she chooses to write has never been used before. A client may write in the voice hislher

angry father. The initiation of new voices to communicate to someone else is, I believe,
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the most important thing a letter can do. One client wrote to her mother apologizing for

not protecting her mother from the abuse and neglect she had received from her father.

She asked her mother for forgiveness. That letter lightened her rage toward her father

and put her in a loving place next to her mother.

An Illustration: The Return Letter Voice.

The Retum Letter Voice is a powerful tool I developed where I help my client to

write a first letter to the person they have been engaged with, a father, a mother a sibling,

etc. Then [ ask my client if they can imagine their father receiving this letter and if the

father were to write a letter back what dces the client think he might say. I am prepared

throughout these questions to hear a very sharp and severe story about the letter back and

I am prepared to go through this process several times until the client's voice changes and

some more interesting and tender questions emerge.

One of the things we have found in this process is that the effects of this

experience elicit fragments of the client's own missing identity elements. Our work

group at Ackerman uses ideas from our Language and Writing Project to solve the

dilemma of biame through writing a Return Letter to someone whom the client thinks has

wronged himlher. When we think we have been treated unfairly or hurtfully in the past or

when we remember a time when we behaved unfairly or hurtfully to another, we invoke

our most vulnerable state of mind. If we listen carefully, we can hear a door clanking in

the background, for this is old stuff that we drag with us from place to place even though,

paradoxically, it imprisons us. Others in our family may insist we change something,

perhaps in the relationship that holds these injuries in place. But when we even consider

a change we instantly reenact the original struggle with that person or persons and that
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defeats us. We are reminded of the injuries done andlor hear the beating of our own

broken hearts and are persuaded not to change.

Dare we allow someone who has hurt us back into our heart? Unfortunately most

times we hold on to our victim status as though it were a hand, and don't see it as the

hand that drags us down and won't let us choose to live in a better relationship. So we

keep our victim status, holding on to the old injuries and constantly reviewing them.

Bob's Story

A couple came to see us at Ackerman because the man had contracted HIV and

his wife was very angry and would no longer go to bed with him. As we listened, we felt

it was not yet the story that would allow either of them to change. They had three

children who had not heard about his HIV; this was a future story of great importance.

One of us asked if there was any dominant emotion that had guided his life and the man

replied immediately, "Shame!" He talked about his father. His father had been an

alcoholic and not an affectionate man, and he had felt surrounded by dislike. He felt that

if his father had shown love toward him, he would not have turned out this way. So he

blamed his father for what was missing in his story. I asked Bob ifhe would consider

writing a letter to his father and he agreed . In our questions we gave the benefit of the

doubt to this father for as long as we could. We felt that if there was any way to reinstate

the father's dignity or any piece of it, it would be invaluable for his son. In fairness, we

had to ask why we should change the voice of shame. There is no guarantee things

would become better for Bob or his wife.. But since that road - the road of shame - had

been offered, we take it and ask for more. Bob said that without shame he wouldn't have

to walk around feeling furious all the time or watching himself so he didn't make a
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mistake as his father had, or worry that others would discover his HIV status and he

might lose his job. HIV was deeply infecting his relationship with Nancy, his job status,

and his future relationship with his children. How could he get past this embitterment?

When we asked, "How would you hear your father's voice if you were to heaz it now," he

answered, "Remote, angry, not happy to talk to me." "Would everyone in the family feel

the same about hearing from him?" "I expect so," he answered. "No," his wife suddenly

said. "Your mother would not. She would have a different opinion!" Suddenly the door

swings open and we heard his inner voices that were not up to now available.

She told her husband that his mother had shown her a love letter his father had

written to his wife many years ago. He was intrigued. We asked if he would consider

going to his mother's for dinner and seeing the letter, talking to his mother and maybe

looking at old photographs. He said he would go if his wife went with him.

These blame stories aze stories of real pain and it is a major alteration to think of

giving them up. Blame stories stand in the way of loss. For Bob to remember how angry

he was at his father and how he blamed him for not loving him enough means he never

had to confront the fact that he didn't have a father in his life, not even memories of his

father, and someplace inside he mourns that fact.

Bob returned from the visit with his mother with new information about his

father's family and a very important piece of emotional information. It is enough to

begin to talk about what has been missing and how their lives would have been different

had the love not been missing. In this case, it was affection from his father that was

missing, perhaps even forgiveness. Could that be the outcome? This new description

may have held the freedom cazd for Bob even though one person was dead, Bob's father.
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The important thing was that this story of wrongs about them lived buried. And, in spite

of the longing and sadness that accompanied a change, intimate connection was also

accompanying it. Blame defends us against mourning; it protects us from feelings of loss

- when a man blames his father for not showing love for him he has a built-in rationale

for not loving. So he never has to criticize himself about his rationale for not loving.

And, he never has to criticize himself about how he shows love to his wife or his

children. He has a rationale that says: "'fhis isn't your fault. It's your father's. He never

showed you love so how can you be expected to show it to others?" Following that, for

Bob to brag that he knows nothing about his father's family is to defend himself against

mourning for him and offers a kind of protection from ever feeling longing for his father,

all feelings that might be waiting to speak like water underground. The information from

Bob's mother that his father always kissed him good-bye on the top of his head before

leaving for work was valuable, a key that opened the door. When Bob brought the letter

from his father to be read aloud, we were quite surprised to heaz him use the word

forgiveness and we all listened as witnesses, moved both by the letter and by the client's

emotions, and our own. There is an important next step, which is that the client begins to

feel more forgiving toward himself as well as toward his father. I am relieved, knowing

that now there is a way to bring the father into our conversation.

In the Return Letter Voice, the client's words that come from those hidden inner

voices and appeaz on the page often feel newly discovered and bring new possibilities for

surmounting ancient grudges, regrets, and blame stories. We found that the idea of

writing the Return Letter is a way out of this dilemma, a way out of blame that leaves

rancor and revenge behind. Being face to face with the recognition of our losses, we are
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able to stop blaming. Although there is a risk that the client can be left with a deep

sadness, there is the chance of a sense of reconnection.

My journey toward my work in Family Therapy, with the underpinnings of Social

Constructionism and the practice of how we use it with families, has led me to many

inventions in the field. I have found valuable approaches in the use of Reflecting Teams

and the Rewrn l,etter Voice, among the many uses of letter writing that have become the

main part ofmy life in the field.
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Chapter One

Creating a Participant Text

Preface

In the mid-nineties my colleague Marilyn Frankfurt and I were investigating what

language is and what it dces, and we had already begun a project on language and

writing. We had read and studied Mikhail Bakhtin and were intrigued by his idea of

"dialogism in therapy."'` Bakhtin's view is that we author ourselves in conversation with

others through the words we say to others and the effect our words have on each other.

Consequently, we looked at language from a completely different perspecdve, and

though we still thought of language as an experience generating the need for a reply, we

learned that was not all it did. With all of our new understanding of inner and outer

dialogue, coupled with my understanding of subtext, an idea I leamed long ago from

working in the theatre, we began to see our work with clients as though we were creating

a text. We were building a new story constructed by all ofus together. Since we were

also specializing in using writing in our practice, the actual creation of the text could be

understood as a"participant text," writing a text that we were all participating in together.

The end result of incorporating this new theory was our paper titled: "Creating a

Participant Text, Using Writing, Multiple Voices and Narrative Multiplicity."

To find out more about Bakhtin, Lynn Hoffman and [ were planning to attend a

conference on Social Constructionism in Texas where we could meet the two men who

knew the most about Bakhtin and the position of language in our social processes, John

2 dialogic - "more than one (language)
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Shotter and Kenneth Gergen. Toward the end of the first day, the opportunity came to

talk with Kenneth Gergen. He broached the subject, saying, "Peggy, Lynn Hoffman tells

me your writing and thinking is full of inetaphor and preoccupied with language." On

occasion, Lynn had talked about my work and said she was very interested in the

questions I ask families, questions she described as "blue lightening." She thought 1

often was able to take the dynamics in the family and put them together through

questions similar to a pool ball ricocheting off several other balls before sinking into the

pockeL She never knew where the questions came from though she asked me many

times. Kenneth asked me a question, "Do you think that you could write a description of

someone in therapy without using academic terms to represent them?" I thought it was a

wonderful question since so many parts of the field were tied down by difficult academic

descriptions. I said, "I think I can. Let me think about it and I will get in touch with you

in the summer."

I had an idea. I chose a young man who was receiving treatment because he was

a runaway. First, I put my description of him on paper and then I asked his former

therapist to describe him, his father, mother and his sister. As a result, we didn't have a

single description. We had created him in our various languages. Each description

required the others and no one description was able to stand alone. He existed among

them; he was multiple. There was no academic lingo; the descriptions were alive.

It is impoRant to be clear about how you create a participant text, what that means

and what its connection is to the creation of voices. These voices are often new or

invented and help to expand and multiply the discourse.
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We have observed repeatedly that, in the act of writing, meanings that have been

ignored or have remained unspoken are invited into the relational field by way of the text.

Words cross or bump up against one another when captured in writing, cracking open and

revealing other words that may evoke experiences of self with others, through visual

memories, sounds ofdistant voices, or reawakened feelings.

When we write in conversation and in therapy in particular, especially when we

discover new voices of ours, those voices are an invention of more than one self. We call

that "narcative multiplicity." In therapy, if we aze eager to have a new story or a new

voice is needed in the story, we invite our clients to write a letter and try out how their

particular letter might elicit their new voice.

The participant text promotes integration of the story through locating new voices

These voices generate new conversations that take place both inside and outside of the

session. One example that I am particularly fond of is the relationship between a father

and son who came to me at Ackerman. They were letter writers and living on opposite

coasts, and they wrote often to each other.

The father, Frank, was too much of a helper in his company; he helped everyone

at work, he helped everyone at home and he helped his children so much that they were

in danger of not learning to do anything for themselves. They were confused about how

to grow up. It was the son, Jcey, who brought the family into treatment. He lived in the

west and went to school there. He and a girl had gotten pregnant and Frank wanted to

run to where he was, put the girl on an allowance, and take caze of everything. Frank was

very well to do, and his company was profiting; however, he and his wife, Stella, had a
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dilemma about how much help they wanted to offer their son. It seemed they were either

tempted to withdraw their support entirely, or to offer Joey so much it pazalyzed him.

The background work we did on the family revealed that Frank had a father who

was alcoholic and never was there for him. Stella believed that this had set him up to

rescue everyone. It turns out that this was Frank's way of saying, "I wish to rescue

myself; I wish to be fathered."

At the clinic, we devised a writing task for Frank and his son. Frank's behavior

confused Jcey: should he continue to be dependent or should he continue to be rescued?

We asked both men if they would be willing to write a letter, one letter from Frank to

Joey, and the other letter from Joey to his unborn son. First the father read his and wept,

experiencing himself for the first time as the one who longed to be rescued. When the

son read his letter, the parents were deeply moved by his commitment to stand by the

child no matter what came to pass. These ideas, as they were expressed, created an

emotional charge that changed the whole family's ideas of father-son relationships. The

relationships now included longing, vulnerability, and tendemess, as well as rage and

disappointment. Reading the letters aloud made the intentions of the two men cleazer to

each other.

We encourage conversations that lead to new stories. Then we can expand them

through the development of voice or voices and the use of writing. For all the yeazs we

saw families with chronic illnesses, we reseazched conversation, writing, and voice in

order to access what changes the experience of illness presents. It is too easy in practice

to stop at the idea that the illness produces traumatizing experiences. Trauma and

language are two events seen to accompany each other in the paradigm of illness.
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Using letters as a way of expressing themselves, clients found that in looking back

on their therapy, what they were writing was almost a text. It was as though they were

participating in writing their own text, using their inner voices. They were

extraordinarily canny about the other's voice. The father knew the son's voice intimately

and the son knew the father's voice. For us it was an exhilarating experience to be

having with our clients. To be both witness and in a way a co-constructor of their Voice.

This is what you will understand in the upcoming chapter.

Our clinical experience soon taught us that writing slows down our perceptions,

opens them and adds to them; making room for their thickening, their layering. This

process which could be described as poeticizing encourages us to develop many different

understandings of our experience, and many different voices within which we can

express those understandings. This experrence holds our many stories in tension.

"The one who understands . .. becomes himself a participant in the dialogue."

The word, directed toward its object, enters a dialogically agitated and

tension-filled environment of alien words, ... weaves in and out of

complex interrelationships, merges with some, reeoilsfrom others,

intersects with yet a third group: and all this may crucially shape

discotrrse . . .

-Mikhail Bakhtin

In this process the word cannot ` fail to become an active participant in

social dialogue. "

-Jaakko Seikkula
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I remember an experience with a woman who was seeing me about her adolescent

son whom she tried to contact through writing to him. She was divorced from his father

and couldn't handle the issues in his adolescence so she decided that it would be good for

him to live with his father. The father agreed but said he would handle him alone. The

Mother was no longer welcomed to share his life. She began to write letters to her son but

they were full of pain and her son always felt blamed by them. She tried to leam to write

a new kind of letter and in her exploration toward the new letter, she found that her

former husband had not been "all bad." He had given their son many opportunities to

learn things. She brought the new letter into the session and was reading it aloud to me.

As she said these positive things about her former husband, she became so choked she

could no longer speak. She handed the letter to me and said, "Read it." and continued to

cry. [ said, "I am very happy to wait. They're your words and it's very important for you

to speak them and for us to hear them together."

I knew that the time she took to weep would be important and that my inner

thoughts as well as her inner thoughts would be activated during these tears of mourning.

Our voices would come together and we would have a new conversation, a new narrative

to speak. It was true. [ had a different question, she had some different answers and

given that event, we proceeded. That was how I learned the importance of my own inner

conversation that took place when someone spoke or wept or was silent. The one thing I

would add to Bakhtin's description ofdialogism is: while you are talking in therapy, the

event between you creates a feeling of incantation.

We encourage conversations that lead to new stories; then, we can expand them

through the development of voice or voices and the use of writing. For all the yeazs we
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saw families with dealing with a chronic illness, we researched conversation, writing, and

voice in order to access what changes the experience of illness presents. It is too easy to

stop at the fact that the experience of illness produces traumatizing experiences. Trauma

and language are two events seen to accompany each other in the paradigm of illness. 3

During the last couple of years we have worked on a piece of research looking at

the effects of language in illness, trauma, and narrative. We noticed a unique thing about

the sessions as the clients felt them and we recognized them. Using letters as a way of

expressing themselves, clients found that in looking back on their therapy, what they

were writing was almost a text. It was as though they were participating in writing their

own text, using their inner voices. They were extraordinarily canny about the other's

voice. For us, it was an exhilarating experience to be having with our clients. To be both

witness and in a way a co-constructor of their new language.

We had a client named Tony years ago. He was dying of AIDS and needed to

discover something about himself that gave his life meaning. During his treatment he

wrote many letters including a goodbye letter to his partner and friend. He discovered he

was a splendid writer and that people in his community had similar experiences to his but

felt they didn't express it nearly as well. They encouraged him to write more and deeper.

Our clinical experience soon taught us that writing slows down our perceptions,

opens them and adds to them; making room for their thickening, their layering. This

process which could be described as poeticizing encourages us to develop many different

understandings of our experience, and many different voices within which we can

express those understandings. This experience holds our many stories in tension.

3 Judith Herman writes that "What trauma misses is language."
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Creating a Participant Text: Writing, Mutliple Voices, and Narrative Multiplicity

Early in the history of our field, family therapists discovered a most effective

concept-the concept of reframing.4 Its use brought relief from a rigid perspective and

was often followed by changes in family interaction. At the time, this was explained as a

shift in clients' resistance to change through the adoption of a new perception-but just

how reframing one person's perception changed the behavior of others was never

precisely explored. We submit that a reframe "works" because a person's inner

monologue, or single voice, is invited into conversation with another, more positive voice

view of one's self. We are using "voice" to mean different views of one's self in relation

to others. The former monological experience becomes an internal dialogical

experience-talking with ourselves-and produces a change in our conversation with

others. This we feel is the "stuff" of new nazratives. Once this change has occurred, the

new self~other perception travels back and forth from client to family member, and again,

from family member to client, altering their language as it goes. Mikhail Bakhtin (1986),

a Russian linguist and literazy theorist, observed that when one looks inside himself, "he

looks into the eyes of another or, with the eyes of another" (p. 287).

Later in this article, we plan to illustrate this back-and-forth process by giving an

example of a family therapy in which both the father and the son write letters: the father

to his dead father and the son to his unborn son. As these letters are read aloud, three

events occur: the mother and father change their understanding of their son, their

understanding of each other, and the father and son discover the increased possibilities in

fatherlson relationships. The letters act as representatives of their inner dialogues, and

4 We think of reframing as an offering from the therapist to the family of a perspective or understanding
outside of the frame the family has constructed as an attempt to shift their perceptions.
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when they are heard, witnessed by relevant others, the emotional life of all par[icipants

changes.

Social constructionism helps us to under stand the back-and-forth experience of

talking to ourselves, as well as the inevitable momentum it generates towazd our

conversations with others. Offering a unique contribution to our continuing exploration

of the theory of family process, social constructionism views knowledge as an event

constructed within relationships and mediated through language, not as a single truth

existing in someone's head (Andersen, 1992; Anderson 8z Goolishian, 1988, 1992;

Gergen, 1985, 1988, 1991; Hoffman, 1990, 1992; Lax, 1992; Mead, 1934; Polkinghorne,

1988; Shotter, 1993; White 8z Epston, 1990). Since an inherent potential of language is

to generate a reply, we could say that social discourse is composed of spoken or written

words that are responding at the moment to other spoken or written words. Given this

view, our thoughts are formed at the boundary between a word's use and the reply it

elicits (Shotter, 1992). Ideas, then, come to life only through dialogue, either internal

dialogue or conversation with others. For example, when a father cannot change his

conversation with his dependent son be cause of his view of himself as an independent

man, the therapist can promote the father's inner dialogue between his view of himself, or

voice, as the son of an alcoholic who dces not need anyone and the voice of the child in

him who needs to be taken care of. If he confirms this child's voice, he will be able to

value what his son needs from him. Of necessity, his conversation with his son will

change.

Negative Monologue
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When we construct what we have all learned to call "problems" (Gergen, 1990),

we construct, as well, an internal monologue that is often experienced as a negative, self-

accusing voice: "You're hopeless, you've failed, you're incompetent, unlovable," and so

on. However, given the ability to reply to ourselves, we can create a balance of power, so

to speak, through the discovery or invention of our other voices- more positive,

confident, even ecstatic voices-that can converse with our negative monologue. This

inner dialogue can change our conversation with others. If our many voices can co-exist

at the same time, then all of them are representative of who we aze; they are our many

selves (Gergen 8c Kaye, 1992).

The co-existence of many selves for many contexts adds stories and voices that

change negative monologues into intemal dialogues. The creation of these dialogues

contextualizes in advance the reception of negative self-discourse. If we know that our

negative voices can always elicit other voices in reply, we can change our conversation

with ourselves. This expansion of self-discourse changes our fundamental question of

identity: the question becomes not "Who am I?" but "How do I want to be with others?"

and "How do [ want them to be with me?" It is the dialogical nature of these questions

that changes our discourse with others. The stories we tell ourselves are the way we

invent ourselves with others. Roy Schafer (1992) writes, "The self is a telling self and if

we didn't have a self to tell stories to, we would invent it." Indeed, we invent more than

one self; through multiple descriptions-which include multiple voices-we invent many

selves to accommodate the many contexts of our lives. We will refer to this experience

as "narrative multiplicity" (Gergen 8~ Kaye, 1992).
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Adding writing to conversation in therapy, we have found, hastens the discovery

of new voices and, thus, the creation of new narratives.5 The forms of writing include

journals, letters to persons living and dead (Penn, 1991), "notes" between sessions,

personal biographies, dreams, poetry, and dialogues. In all these writings, clients sound

out alternative voices, initially discovered in conversation with the therapist, in order to

choose which aze most appropriate to the relationship they wish to change. Both

expressive modes, writing and speaking, set up a reflective process, each inFluencing the

other. Over time, this recursion creates a therapeutic narrative, which we aze calling the

participant tezt. The participant text exists both inside and outside the sessions. It

accompanies the clients as they "to and fro" between shared reflections with the

therapists in session and the new ideas gained from writing outside of sessions, joining

the new ideas with former ones.b As clients become both participants and spectators

through this recursive activity, the writings become objects of ineditation. Bringing the

writing into the session conversation defines the therapist as witness and interlocutor.

The writing, a tangible object as well as a process, serves as an artifact of the

relationship between the client and the therapist. [t embodies the voices of the therapists

as well as the clients' many voices. The amalgam of voices within the participant text is

carried from the session to the client's relationships and self-reflections outside the

5 Writing has been used effectively in family therapy by other praclitioners for a long time: M. Bowen, M.
Selvini-Palazzoli, M. White and D. Epston come t-irst to mind, though there are many others as well.
Bowen often coached a cGent to write at home as one of a number of strategies to secure multigenerational
data and to bridge emotional cut-offs in the family for the purpose of differentiaUOn. Selvini-Palazzoli and
her team somedmes sent letters to families following therapy sessions so they could have a copy of the end
of the session interventions during the lung intervals between sessions. White and Epston write regularly to
clients during the course of therapy as a way of marking the therapy's progress and summarizing sessions,
all in the interests of helping the clients to build an alternative knowledge of themselves and others.
6 The nature of recursion promoted by adding writing to conversation in therapy is a variation on 'Tom
Andersen's ideas about the reflecting team developed in 1987 (Andersen, 1987).
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session, evoking new knowledge, new nanatives. These new narratives are ignited

through using the multiple rather than singular meanings brought about through the

process of writing and carried along by the participant text. In order to prevent a

reductionistic or homogenizing process, which would simply replace one story with an

alternative one, the therapist encourages the clients to keep the voices in a state of co-

existence. The voices remain in tension alongside one another, they create a force field.

As Adrienne Rich (1993, pp. 86-87) wrote about words in a pcem, "they veer together

or in polarity, they swerve against each other ... and in part the field is charged by the

way the images swim into the brain through written language." This poeticizing process

can result, finally, in an aesthetic integration and provide a"clearing in the imagination"

(Rich, 1993, p. 110, quoting John Haines).

We hope to show throughout this article how the participant text promotes this

integration through locating new voices, which generate new conversations both inside

and outside the session. A good example can be found in our work with the family

mentioned, where both the father and the son write letters, the father to his dead,

alcoholic father and the son to his unborn, out-of-wedlock son. The parents had

presented a dilemma around how much help to offer their son: they either totally

withdrew their support or they offered so much that it paralyzed him. The sessions had

revealed that the paternal grandfather was alcoholic, which had positioned the father to

rescue everybody: his employees, his extended family, his wife, and his children. The

wish to rescuelfather everyone was this man's way of saying, "I wished to be rescued,

fathered." This behavior confused the son: should he be independent or continue to be

rescued? The two letters were read aloud in the same session. The father read his first
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and wept, experiencing himself for the first time as the one who longed to be rescued.

The experience of his vulnerability deeply moved his wife and son, who also wept.

When the son read his letter to his unborn son, the parents were moved by his

commitment to stand by his child. These ideas, now existing alongside one another,

created an emotional charge that changed the whole family's stereotypical idea of

fatherlson relationships. These relationships could now include longing, vulnerability,

and tenderness, as well as rage and disappointment. Reading the letters aloud held these

voices and ideas in tension, which increased possibilities for new narratives in the family.

Writing

According to Bruner (1990), narratives depend on sequential unfoldings across

time. Events that have occurred in one time are narrated in another, and written in a

third. In each of these time schemes the writer reconstructs and re-experiences these

events. By the time something is on paper, it is, indeed, an invented narrative. Paul

Ricoeur (1984) writes that chronological time, once told, is illusory, that is, constructed.

The involvement of different narrative times through the writing process allows our

narrative discourse to continue to multiply and expand.

We have observed repeatedly that, in the act of writing, meanings that have been

ignored or have remained unsaid are invited into the relational field by way of the text.

Words cross or bump up against one another when captured in writing, cracking open,

revealing other words that may evoke experiences of self with others, through visual

memories, sounds of distant voices, or reawakened feelings. For example, in a couple

where the man is trying to develop a sexual relationship with his wife, he decides,

through writing in his journal, that he needs to expand the voice of the lover within
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himself. Following conversations with the therapist, he constructs a dialogue between

himself as an unloved child and his imagined voice of the lover. His wife assists him in

alternatively pretending to be both the child and the lover until the client learns, for the

first time, what it means to respond empathically to these others-who are also himself.

This experience permits him to be empathic with his wife.

Some writing takes on aspects of literary discourse because the meanings it

contains become richer and more complex as the writing proceeds. For instance, in

letters, the clients' many "versions" contain restructuring, change of tenses, the

inclusion of other relevant points of view, the ordering of paragraphs, the layering of

ideas, all mounting to a transfiguring of language. [n one instance, a woman spoke about

a secret in her family: "For years I hid it from them." However, when it came to writing

the final letter she wrote, "I thought protecting you would keep me holy, but, looking

back, I see it did not. Now I want to give back to you what is yours." Although the sense

of this expanded language is the same, it has become more relational.

In the writing, once selections are made from the meanings in conversation with

the therapist, the process becomes one of ordering and reordering those meanings until

the various discrepant meanings find an emotional base and feel connected, even whole;

they fit together and make sense at last (de Gramont, 1990).

In letter writing, a version is brought into the session, where the therapist listens

as the client describes the feelings generated by this version. These versions are the

client's progressive evidence of change; they are the client's "form," for the language in

the letter is really in their hands like clay or paint.
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Journal writing, another reflecting process, takes the writer down a different path

(Dickerson, 1987; Elbow 8z Clark, 1987; Fulwiler, 1987). The effect of recording the

events ofone's life, of endowing them with meaning by observing them, is to locate

another voice to comment on them. In this way, "voice" becomes generative; writing in

one voice invites the response of another, and soon an internal dialogue ensues. In journal

writing for the therapy, unlike the completely private journal, the raison d'être of the

journal will not be found inherently in itself so much as in the use to which it is to be put,

its afrermath. It becomes the "blueprint of a social act" (Summe~eld, 1987, p. 34). As

such, the many-voiced utterance of journal writing may lead to letter writing or may, on

its own, in combination with the sessions themselves, serve to change the

conversations the client has with others.

The effect of this process on therapists is worth noting. In our experience, the

emergence of a piece of writing, when the client pulls her notebook out of her briefcase,

produces in the therapist a different kind of attention, feelings of expectancy, excitement,

and appreciation of the client's efforts. The clients, in turn, ofren bring a sense of

discovery, of voices, of possibilities, and of understandings, which feel new and

important. The clients aze also appreciative of the waiting context of the session where

they will be witnessed.

Multiple Aspects of Self and Other

The relationship between self and other is important in writing, since, in order to

write a letter, the "other" must be part of the invented or fictive "I" (Ong, 1987). Mikhail

Bakhtin (1981) illuminates this relationship through a concept which he calls dialogism,

an"interanimating process" whereby self and other are authored in conversation.

42



Representations of the "other" are contained and located within our "selves." In this

view, there can be no "I" without the "other," and no "other" without the "1," and it is

language that makes this so. To Bakhtin, every word is in that sense "double-voiced," for

it is said or listened to, written or read, with a"glance" to the other (Morson, 1986).

Given this view, conversation with others would be enhanced by locating the many-

voiced aspects of ourselves. In fact, one way to think about a successful outcome in

therapy is when we can develop, substantiate, and accept our many selves and those

of others under one roof, so to speak (Gergen 8c Kaye, 1992).

As we observed earlier, the idea of many selves for many contexts becomes an

alternative way of knowing and, as such, it changes the form of the client's social

process. Multiple voicing becomes a valuable perspective and a tool for assessing and

changing relationships. In our view, voices act as formative elements in the

conversations we have with ourselves and with others. Past voices, new voices, different

voices for different relational contexts-together, all can ask for change and all can

transform the meaning of events. Since we agree with Shotter (1993) that discursive

forms carry embedded social actions, we perceive voice and action as inseparable; they

are both constituted ín language. The major social constructionist implication of "voice"

is that it is generative; it is unfinished and awaits a reply. In Bakhtin's view, it invites the

other into what one might call a dialogic space.

Creating a Dialogic Space

Ideally, in order for conversationalists to produce and maintain a dialogic space,

each conversationalist asserts the otherness (the difference) of the other (Hitchcock,

43



1993). Each strives to maintain herself and the other as a subject.~ This means

recognizing the other as separate and different as well as existing in herself. We would

like to call this acknowledgement "empathic impersonation," which we see aspretending

to be like another in order to understand him. This process begins when the therapist,

through participant listening, empathically witnesses the clients' dilemmas,

understanding their intentions, strivings, disappointments, rage toward others both

present and absent. This insideloutside position transfers to the clients through their

increasing understanding of their own personae and those of family members. The

clients begin to adopt the therapist's willingness to step into the shoes of the other, which

increases the clients' empathic capacity toward others. This struggle to maintain the

dialogic space can be viewed as an ethical stance. "One (addresses) others with a

presumption that they are capable of responding meaningfully, responsively, and above

all, unexpectedly" (Morson, 1986, p. ix). It is important that the other is seen as

unfinalized and capable of surprise.

The letters our clients write, after all their revisions, are knowingly double-

voiced. In the process of revision, the writer of the letter fine-tunes her understanding of

the other so that the letter may be "heard" by its receiver. This process includes the

writer's empathic impersonation of the other. In this way, clients transfer the idea of the

dialogic space from the therapy to their relationship with others. Meaning, then, is co-

created from the empathic exchange when we treat each other as subjects (Weingarten,

1991). For example, in our case of Mary, to be presented later, Mary writes a letter to her

ex-husband. Her former narrative was characterized by her sense of victimization,

~ The struggle to treat all parties as subjects and not address others as objects is at the heart of postmodern
feminist writing (Benjamin, ]988).
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followed by a wish for revenge and confrontation. In the act of reading the letter aloud to

the therapist, Mazy develops a new idea, which results in a surprisingly empathic stance

toward an aspect of herself in relation to her ex-husband. This new way of describing

him provides a new description ofherself. She had expected that writing to her ex-

husband might change him-only to discover that it had changed her, her perception of

herself as well as her perception of him. This experience moved Mazy from a monologic

to a dialogic stance.

Moving from Monologue to Dialogue

Frequently, clients enter therapy with fixed and constricting nazratives that

provide an articulation of their stance toward the world. They tell their first stories as

though they were monologues: single-voiced, absolute, and closed.g These negative

monologues purport to contain truths; as such, they hold privileged and singular

descriptions. They listen to themselves and are unresponsive to others. Bahktin (1981)

suggests that if a monologue is to become dialogized, it must first become relativized,

deprivileged, and, we are adding, friendlier toward other descriptions and possibilities.

Unlike [he monologue, dialogical conversation is many-voiced. It listens to

others and is open, inviting, relative, and endless because it is future-oriented. It awaits

an answer. Dialogical conversation presupposes a certain kind of relationship between

conversationalists. A sense of privilege in one or the other, for instance, "My knowledge

is more expert than your knowledge," will render the conversation monological. Often

these monologues in therapy have the quality of emotional insistence, which acts as

blinders to other versions of the client's story: "I had to do it all alone; no one helped

8 We would like to recognize the comprehensive research Jaako Seikkulu (1991, 1992) has done in
expanding the use of dialogue at the boundary between the family and the treatment system.
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me"; or "My mother is dying and [ won't survive." The emotional insistence of the inner

monologue gives the impression of being founded in memory and distanced from current

experience, which would open it to interpretation.

We have noticed that although the inner monologue, the fixed story, is

experienced by the client as single-voiced, it nonetheless contains the silent voices of

others. The dialogizing process can begin when the therapist helps the client to locate a

second voice. For example, in a case excerpt included in this article, Sarah says, "I won't

survive without my mother." The mother's voice, embedded and hidden in Sarah, says "I

need you to be like me so you will never leave me." This silent voice, which provides the

basis for their relatíonship, remains obscured. If these two voices ofSarah's were in

conversation with one another, the dependency of both mother and daughter might be

revealed. Thus, their dependent relationship is obscured and protected through the

monologue. In our view, Sarah's monologue is actually a dialogue, but the silent voice is

not permitted to speak. Once she gives it voice, however, the monologue, "I won't

survive with out my mother," loses its emotional power. We have observed that, as this

central monologue shrinks, a host of other voices within the clients become surprisingly

available for conversation.

Introducing Writing to Clients

Our identification of voices begins with the first voice the client offers. We might

wonder aloud if there are other voices the client has that might be available for this

conversation. In one case, a couple came to therapy because the husband could not make

love to his wife and wept nightly at his failure. The therapist asked him whose voice was

telling him he had failed. He answered, "My mother's voice." The therapist responded,
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"Could you also find a potent voice, a voice that could both quiet your mother's voice

and make love to your wife?" Internal dialogues can often begin in the therapy session

and be developed and integrated later when clients write on their own. To this effect, we

might say, "We have found that newly discovered voices are often strengthened when

they are expanded in writing. What might happen if you were to write in this new voice,

the one that says, `rescue yourself?" Or we might approach writing through

asking clients if they wish to elaborate a new idea that has come up in the session, or to

track and note when a new idea is working with husband, mother, or others.

Once this internal dialogue with its new voice(s) is ready for conversation with

others, those others must be evoked, empathically imagined, so that the writer's or

speaker's text can be "heard," taken in, understood, and responded to. To that end, we

frequently ask questions such as, "If you were to have with your wife the conversation

you are having with us, what would she understand? Would she `hear' you? How might

she respond?"

Case IDustrations and Commentary

The remainder of this article will consist of transcripts of parts of two cases with

commentary. We hope to illustrate the following: how the transformation of monologues

to internal dialogues relies on the discovery of new voices; how simultaneous multiple

realities are generated and held; how the stories transfer to the client's relationships; and,

finally, how the client and therapist relate responsively through the participant text.

The Case of Sarah

Sazah is one offour children in a family that has run a successful dance troupe for

many years. She is herself a young dancer and came into therapy when her mother's
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cancer metastasized. Sarah was over whelmed with her feelings about her mother. Her

monologue, "I won't survive without my mother," is expressed mostly to her boyfriend.

She feazs that the burden of her neediness may drive him away. Sazah and her mother's

close relationship through the years was reinforced by their both being dancers. Sazah

found herself consistently in the "emotional space" next to her mother-closer than she

felt her siblings or her father were. This has positioned her, almost exclusively, to

"share" the increasing ravages of the illness with her mother. Her fear is that if she

changes this position she will abandon her mother. However, she is also awaze that if she

dces not change this position she will lose her opportunity to become closer with her

siblings. Although this case begins with Sarah alone, it eventually includes her mother,

her sister, and her boyfriend.

In the following excerpt from a session, for the sake of brevity, the therapist's

responses to Sarah aze in the form of "comments":

Sarah: I realized how afraid I am of losing him (boyfriend). It scares him to see

me so fragile. It puts a lot of responsibility and pressure on him, and he

dcesn't know what to do.

Comment: In the first session, the therapist had asked Sarah if she might like to

write down some important memories about her childhood, ones she felt she could shaze

with us. The therapist asks how the writing went.

Sarah: It was good, interesting, I really enjoyed it. It became like having afriend

to talk to, one who didn't talk back. (laughs) You see, part of the problem

is that with some friends, when you're feeling the sadness ['m feeling,

they try to cheer you up, and that is not what I'm looking for. But it was
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neat, like having someone to listen to who was you, who was being your

best friend.

Comment: Sarah has discovered another voice. Possibly this new voice could be

in conversation with the monological voice, and reply to her idea that she will not

survive. The therapist asks if she wishes to read one of the stories she wrote. She reads

the story of the cat that was chosen by her.

Sarah: ...a cat who would love me and only me, and who obligingly slept under

the covers with me. (When she went to college, the cat became her

mother's cat and) ... then loved my mother and only my mother.

Comment: Eventually the cat died, and whenever she and her mother talk together

about the cat, they still both burst into tears. Sarah weeps while reading this story and

cites several dreams: one of the cat wandering in the woods, lonely and afraid, and in

another dream the cat falls down a hole. This "lost animal" story becomes prominent in

her conversations with us. She ends the story with the memory that her mother said the

cat had been her (the mother's) greatest source of affection.

Session Retlection

At this point, the therapist behind the mirror joins Sarah and the therapist in the

room to reflect on the conversation. The reflecting therapist observes that, in moments of

crisis, people's perceptions often tend to blossom in unexpected ways, and one may begin

to observe others differently. Sarah might be surprised if this happens to her as she

notices her mother and father during this time. This reflection is commenting on Sazah's

place beside her mother, suggesting that another description might exist and that it could

come from Sarah herself. The reflecting therapist then says she is interested in Sarah's
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"self-discovery," the self who is also her friend, and who stands beside her. She wonders

if, in time, this friend might be able to help Sarah picture herself in the future, after her

mother's death.

In response to this reflection, Sarah tells the story of a wedding her family

attended on the weekend where she saw her parents dancing. Her mother always loved to

dance and her father never danced. But this weekend he danced with his wife and all his

daughters.

Sarah: What you said about my "friend"... I have been looking for someone who

could help me survive the ordeal of my mother's death, which I know is

going to be hard. I think in terms of my boyfriend ... that I may have been

projecting this onto him, that he was the one who was going to have to do

it when, in truth, ['m the one who's going to have to do it. If 1 know I'll

be there for myself, I guess it'll take some of the pressure off him. He

needs to know that I'm not going to die if he's not there.

Comment: Several new descriptions have emerged: the voice of the friend who is

also Sarah; an observation about her parents dancing together; and a very shaky new idea

of herself as a possible resource to both her boyfriend and herself.

Therapy as an Amalgam of Voices

We would like to pause here, in the midst of our discussion of the Case of Sarah,

to make a more general comment about how the dialogic nature of the participant text

actually works to change family relationships. Sarah's case provides a good example of

how the back-and-forth process of multip]e voicing generates a change in perception of

self and other. From our point of view, Sarah had entered therapy with fixed and single-
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voiced narratives about her relationship with her mother, and about her mother's

relationship with her father. We think that one aim of therapeutic action is to promote a

change in the internal reflection of the client. And, as we said earlier, this change works

best when promoting an internal dialogue, for it is the internal dialogue that changes the

dialogue with others. Writing, added to conversation in the session, seems to have

promoted an internal dialogue in Sarah by adding more voices and new narrative

potential. As Sarah writes and then reads aloud a significant memory about herself and

her mother, there are already four voices present: Sarah the writer, Sarah the reader, the

Sarah in the memoir. The reflecting therapist comments on the story, adding another

voice, offering an idea for another story.

Here, the event of multiple voicing adds to the potential for narrative multiplicity.

Sazah's language mixes with the reflecting therapist's different-but-not-too-different

words and ideas, and together they create a scattering process something like the working

of a pinball machine, bouncing Sazah's words and ideas in and out of new thoughts,

words, relationships, nestling with some, recoiling from others, intersecting with a new

group, and resulting finally in several new narratives.

Reading her writing gives Sarah the opportunity to externalize something of her

internal experience, in which she sees herself as and object. She had feared abandonment

by her boyfriend because of her neediness, and had felt as if she would be sucked into her

mother's feelings. During the session, she internalizes a dialogue with her "writing

friend," in which she begins to experience herself more as a subject -as someone with

greater control over her actions and feeling.
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When we are in conversation, according to Bahktin, our sentences aze "half yours

and half mine," for every word is directed towazd an answer and is profoundly shaped

and influenced by the answering word it anticipates. We borrow, use, expand and

combine one another's language until it assumes the shape of our own discourse. The

process of vices merging usually begins when one conversationalist repeating the word,

perhaps amplifying or stretching it, even attaching other ideas to it, en route to making it

hers (Tom Andersen, personal communications, 1991). It is a process that allows the

therapist and client to have the experience that separately and together they are creating a

dialogue. Anderson and Goolishian (1988) may have had this process in mind when they

wrote of "people being in language together."

The process of writing, in conjunction with conversation, provides for Sarah a

special, creative space within the therapy, which permits her and the therapist to be both

joined and separate. The therapy becomes the dialogic space, mentioned earlier, which

holds the participant text. [t is a"playground" in the Winnicottian sense (Virginia

Goldner, personal conversation, December 1992) in that it offers the client a secure and

trusting space and time for trying out possibilities (Winnicott, 1971). In this realm of

possibility, the client can "play" in a free range of past, present, and future - recalling,

fantasizing, guessing, hoping, wishing, trying out new and different voices for herself and

others, being aggressive, impulsive, illogical, and so forth, until the time she decides to

transfer this knowledge to other relationships.

Summary of Mid-Sessions

These sessions illustrate how knowledge begins to transfer to other relationships,

especially when the silent voice in the client's monologue becomes available for a reply.
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Sarah's new narrative, "I can take responsibility for myself," grew and gathered strength

out of written dialogues that addressed her reconnection with her siblings. Once this

connection with her siblings felt more secure, several new narratives appeared: she and

her boyfriend formed more of a home for themselves by moving to a new and bigger

apartment; she put up her own Christmas tree for the first time; and her conversations

with her mother changed. Sarah had been developing new perspectives of her mother all

along, but she made a dramatic shift following the receipt of the long letter from her

mother. This letter was suggested by the therapists at a point in the therapy when a visit

from mother would have been timely but was prevented by mother's illness. [n this

letter, mother generously wrote of her own youthful career as a dancer, describing her

enormous ambition and then her subsequent frustration at giving up performing as a

result of marriage and motherhood. She wrote of her alienation from her own mother and

hinted at disappointments in her marriage. Her intense bonding with Sarah had occurred

around Sarah's special physical vulnerabilities as an infant, which had brought her own

mother in as a helper.

From this letter, Sarah came to a new understanding of how she had developed

the roles of mother's special confidante and professional successor. As mother's silent

voice inside Sarah, "I need you to be like me so you will never leave me," finally became

audible, Sarah could reply to it at last. She told herself that her new connection with her

siblings would permit them to move closer to her mother, and she, in turn, could move

closer to them.

During one of the last sessions with Sarah, the following conversation took place:

Th: How're you and your mom doing?
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S: We don't get into our old fights any more about "do you love me

enough"-where somebody always gets hurt. That seems to be gone.

Th: So the conversation is different now? Yes. There isn't this hanging on,

needy, "grasping-for-me" feeling.

Th: What's that like for you?

S: (laughing) You can almost forget about it. It's not cloudy today as much.

Th: It doesn't cloud the conversation as much? It allows the conversation to

have more sun?

S: Yeah, a little more.

Th: Some wind?

S: Yeah, wind and sun. It's like you have someone back again.

Th: Yeah, that's nice.

S: Yeah, [ don't have to be this "together, in-charge Sarah" all the time.

Some times I can be playful. I can even be silly sometimes.

Th.~ Would it be possible to think of it that, rather than choosing what to be, to

add parts?

S: YesNo parts negative, no parts bad.

The Case of Mary

The selections from the session included below illustrate how an amalgam of

voices also occurs in a letter-writing situation. Basically, letter writing and journal

writing are the same, though the process is reversed. Whereas journal writing begins

with an internal dialogue, which then changes the way we talk with others, letter writing

begins a dialogue with another, which then changes the way we talk with ourselves.
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Although there is no prescription for the best time for a client to begin a letter, we have

found that a turning point for letter writing occurs when the client offers new descriptions

of self or other that make emotional sense to her. Each version of the letter comes about

as a result of the client "revisioning" the letter's recipient in order to write in a way that

the recipient can "hear" or understand. These new versions are frequently stimulated

after reading the current offering aloud to the therapist or to others. What results from

the experience of reading aloud, of being witnessed, is a curious self-address-to-self that

tends to be highly emotional, but with a nonjudgmental and accepting tone. As a result of

this reading process, clients begin to develop empathy toward their various selves or

voices. And it is that empathy toward self and other that they apply and carry with them,

whether in the therapy conversation or outside of it.

Mary, an attractive medical writer, came to therapy to see if she could find a way

to renew her relationship with her son. Three years ago, Mary took her son to live with

his father because her relationship with him had become too difficult. However, in the

last year, the son has refused any contact with his mother. Every description she gave of

her ex-husband was negative, until the therapist asked if there were any other way to

describe him that would make sense to her. She said she thought he had been a good

father to their son. When we asked if she had ever told him this, she said, "[ wouldn't

want to give him the satisfaction." We asked Mary what impact it would have both on her

ex-husband and her son if she told her ex-husband her opinion of him as a father. In the

next session, Mary produced the following letter. Before writing the letter she had made

a list of her ex-husband's favorable behaviors as a father. Nonetheless, she found it took

about ten rewrites of the letter before she was pleased with the result. She'd had to think
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hard about who he was and what she could write that could be "heard" by him. This letter

was introduced in the fourth session. It had acted as a dialogue with her ex-husband and

changed her negative monologue of "['m always victimized by everyone."

Mary: Initially I didn't feel like writing him-I didn't want to give him the

satisfaction; and [ don't know whether or not he'll believe me or be

looking for some strings attached, but the interesting thing is, I believe it.

I didn't realize how writing the letter would change how I feel so much.

My son is lucky: if anything ever happened to me, his father would be

there to take good care of him. So, [ feel better.

She reads the letter: "Dear , I don't believe you are unaware of my

positive feelings about you as a father, in spite of our history. I would never have sent

you our son if I weren't so stressed out, and I know I handled things badly." At this point,

her voice breaks and she stops reading. The therapist and Mary then have a conversation:

Th: What's happening?

M: I don't know. I get weepy like this all the time.

Th: Can you stay with your feelings a little while?

M: I feel bad about the circumstances of how I took him (son) there, and I just

hate being this way.

Th: What way?

M: I can't answer you. He pushed my buttons so quickly, or I allowed him to.

He never really gave me a chance to explain myself

Th: Like you're doing in the letter?
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M: Remember when I said I didn't think you could get him to come in here?

But if he were treated properly by me and not so impulsively or

hysterically, if I gave him his due, he might feel the need to respond in the

same way.

Th: That's a possibility.

M: I feel so bad 1 couldn't have written this before.

Comment.~ Mary cries. There is a long pause. They sit silently together. The

therapist is moved by their shared recognition that, though Mary is in pain, her old sense

of herself as a victim is loosening and an additional self is emerging that can initiate

different action, see others differently, and take responsibility for her own actions. She is

changing her form of story telling about herself.

M.~ I had to let this thing go on for years because I couldn't write this. It was

a power struggle. I get into them with other people too, and I won't back

down. But this feels different now.

Th: Is that (power struggle) something we should keep our eye on?

M: I walked away from my job because of a power struggle. Nobody was

giving me a hard time; I did it to myself. I was a workaholic, always

doing for others, and I became out of touch with myself.

Th: Perhaps you're creating a space just for yourself in this therapy?

Mary continues reading the letter: "I knew you would accept our son and do

whatever was in your power to help him. For him, there was a great need to be involved

with you. I am pleased that the two of you are closer. You have also given him freedom

that I had trouble considering, and you respect how he uses it. I know this enhances his
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self-worth. You and your wife have built a close relationship with him over the years

when you were not living with him, which may be more difficult for the noncustodial

parent. ..." Mary breaks off and sobs.

M: I can't finish it. You finish it.

Th: Can you talk about what is happening to you now?

Comment: Mary invites the therapist metaphorically to take over for her, not just

the reading of the letter, but also the business of reconnection. The therapist responds that

it might be well to take a pause here until Mary is ready to continue.

M: I can't have a relationship with my son and ['m recognizing that it isn't

easy, and his father did keep a relationship going. He had lots of crazy

feeling too, so I'm impressed with that. Okay, I'm all right now. I didn't

think this would bother me at all. It felt great writing it.

Mary resumes reading the letter: "I hope you are not surprised by what I have

written. Perhaps I never let you know them before, but these are my basic beliefs that I

acted on when I brought him to live with you. I wanted to let you know these things."

Th.~ 1 think this is a wonderful letter.

M.~ 1 feel it now more than I did when I wrote it.

Th: The letter is honest and expressive. I could feel how hard the feelings were

for you that this letter evoked. Is this the first time you've spoken these

things to another person?

M: Yeah, yeah, it is, I guess it is ... I guess it is.

Comment: Mary developed a novel use of her "writing voices" that always

surprised us. She "took" to writing letters and they became important tools for changing
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her relationships: she reconnected with her sister who had cut off from her; she developed

a new and satisfying relationship with her mother and her mother's husband; she began to

leave "notes" to her boyfriend that dispersed their old tensions; and she was therefore

able to enjoy his teenage son for the first time. Her "revisions" were clearly her way of

trying on different voices in order to find the ones that would represent her new gifts for

story telling. Mary's son contacted her once during this process, but she determined to

continue to write him "no-strings letters" so at least he would know about his mother.

She said to us that the development of these other relationships made bearable her

missing contact with her son.

Conclusion

The work we have described in this article began with our interest in how adding

writing to conversation in therapy could freshen and enrich our use of language. We

were disposed toward multiple description from the start, believing that "it is the very

demand to look again that matters most, not what we look at or how we see" (Caws,

1991). Our clinical experience soon taught us that writing slows down our perceptions

and reactions, making room for their thickening, their gradual layering. And that this

process, which could be described as pceticizing, encourages us to develop many

different readings of our experience. F'inaily, the writing, something to keep, to study, to

revise, to show, enables us to hold our many stories in tension.

Inherent to the participant text are two important ideas: each participant is treated

as a subject, and the act of responsive listening opens a space for felt meanings. T'he

participant text as the vehicle for therapy tr~nsfers new knowledge from the inside of the

session to the outside, as well as from the outside to the inside. This movement has an
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integrative function, sowing possibilities between our lives and our therapy, and giving

voice to our many- faceted selves. This integration dissolves artificial boundaries created

by false dichotomies between subjectlobject, true~ false, bad~good, life and therapy.

Our work to date has shown us that it is the addition of writing in therapy that

gives change a boost, not the fluency of the writer. Some of our most moving

experiences have been with semi-literate clients who, shyly, but also with obvious pride,

unfold a much-labored-over document and begin a halting reading: "Dear Dad, ..."

Perhaps it is with these clients especially, who do not take writing for granted, that the

written word can take on an almost incantational property.

The most outstanding feature of adding writing to the session's conversation is

that writing has performative powers. When read aloud to witnesses (therapist, family,

and others), writing makes things happen. The writing always addresses what has been

missing in a client's significant relationship-a missing body of feeling that, when

included, changes the relationship. This helps to explain the strong emotions clients

experience when reading the text aloud to others, because, as the text is being witnessed,

the writing is inaugurating a difj`erent connection. The new connection ripples through

the family session, bringing about other changes.

Now that my colleague and I were clearer about how a participant text works, I

thought we would learn a lot if we followed Bakhtin's eyes and looked at language from

a totally different perspective. It also had this definition of a text and i felt it would be a

useful, new story that we constructed and it would be handy in the use of writing.

However, there is something about the voices of these coalitions that continue to

puzzle the participants of a family group who resist changing so successfully. What
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purpose could that resistance serve?
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Phantoms

I have been canying

my leg for sometime now.

Hopping forward is slow

progress; one elbow

hangs by a thread and

must rest on my dead hip.

[ had to leave my head behind

sometime ago; it thoughtlessly

banged against the rocks. Now I'm

afraid my other leg will fail

from this plague of constant

movement - then I'll have to

pull forward on one elbow and

one shoulder. There! I hear its

brittle cracking off; it falls.

Now all the limbs are gone.

Lacking limbs, my navel

snails across the ground,

inching along on its

own moisture, it

grips, then slips my

heavy torso forward,
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spitting out dust,

gasping with each

step. 1 am going

to a small sphere

where there

is no pain,

[ can

crawl in

almost tight.

No daylight.

One leg used

to stick out -

Now it won't,

of course.

Once there,

I keep

my eyes

closed;

remembering

walking

and swinging

my high school

hips.
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Chapter Two

Coalitions and Binding Interactions in Families with Chronic Illness

Preface

In this chapter, I describe two distinct coalition configurations that can act against

change in families having a member who is chronically ill. Some relationships that aze

bound to change, may not; others, bound to remain the same, may change. It is as though

the quake tears a fissure in the eaz[h, separating the family from its familiaz ground, its

pattern.

The concentration my colleagues and I take is not on the expression of feeling of

the ill member per say, or an investigation of personality organization predisposing one to

illness, but on the modification and expansion of the family pattern in which the ill

member has an interdependent role. We view the intense feelings that all members of the

family have when one member is sick as illustrations of Bateson's, "epistemology of

affect" in which all emotions aze described as indications of how someone else is to

behave.

In our work at The Ackerman Institute, we have observed and treated thirty

families with one or more member who has suffered a chronic iliness. These illnesses

can be classified on a wide spectrum ranging from psychosomatic to organic and genetic

illnesses. Since our concentration is on the family pattern, we have not made distinctions

around the type of illness existing in the family; rather, we have explored how the illness

has affected each family organization. It became important for us to remember that as
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team members and as therapists, we are vulnerable to the same possibilities in life as the

families we treat.9 We chose to work in this team design after noticing that over half the

families we saw with chronic illnesses were extremely resistant to change.

We saw two distinct coalitions surrounding, as well as within, the families. Inside

the family, the coalitions included the parent and child. However, due to the permeable

boundaries of a family with a chronic illness, coalitions also occur outside the family

dynamics, between a family member and what we call a"referring context"; the person

who referred the client to therapy, sometimes a family member, sometimes a friend. In

tracking the family events around the coalitions inside the family, we discovered a form

of binding interaction that acts to hold the family in stasis. The strength of these

interactions is the strength of their resistance to change.

Case Example

In a middle-class Jewish family comprised of a mother, a father, and two children - a

son, age five, and a daughter, age 10 - the son was predictably closer to his father and

the girl to her mother until the son developed leukemia, necessitating extended

hospitalizations followed by intense aftercare for him. It was the mother who became the

pazent in chazge of the illness, the delegate who negotiated with the doctors, the

institutions, the family, and her son. For however long the illness lasted, the mother was

key to the family and the child's ongoing crises and survival.

When we look at this family, we can see that several changes have occurred. The

boy's developmentally normal alliance with his father has been interrupted and, at age

9 Our staff included: Gillian Walker, Marcia Sheinberg, Lynn Hoffman, Robert Simon,
Howazd Weiss, Judy Stern, Arthur Maslow, and Norma Akamatsu and Peggy Penn.
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five, he must reaccept a closer and highly dependent bond with his mother. Structurally,

that means mother now has a closer bond with children, both son and daughter, while

father stands outside that triangle. In addition, the sibling subsystem has been

dramatically altered by the illness. The older daughter shows herself to be in a caretaking

role in order to remain close to her mother and forgoes her typical competition with her

ill sibling. The sibling rivalry remains unrequited and turns quite conspicuously into

sibling rescue. ~o We have found the well sibling to be highly stressed by the family's

reliance on her or him to remain the "well" one, perhaps to survive for two, to take care

of the parents, and somehow fill all the expectations the family has for its children.

But why doesn't the daughter join her father? Wouldn't that appear to be a

natural and balancing solution of the family at this time? Somehow, the system refuses

the choice of other alliances during the span of the illness, as if to change any other part

in the system would further injure the family and its ill member. When the natural-

appearing solution doesn't occur, one should look elsewhere for another coalition, father

and grandmother, in this case. ~~[n our example, the parents in the family were convinced

by the doctors that their son would not recover in all likelihood, and they decided to have

another child to replace the son whom they expected to die. They had a girl seven yeazs

younger than the boy. However, after five years, the son did recover and the pazents'

greatest worry was the exposure of their secret of the replacement child, and with it their

own belief in and preparation for their son's death. The problems this family presented in

therapy were the son's temper tantrums, his social isolation and bitter fighting with his

~o Hoffman, L. Foundations offamily therapy. New York, NY: Basic Books, 1981
~~ Selvini Palazzoli, M., Boscolo,L., Cecchin, G., 8c Prata, G. From sibling rivalry to
sibling sacrifice. Paradox and counterparadox. New York: Jason Aronson, 1973, p. 99
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father. The family had tried individual therapy, but the son's behavior stubbornly

remained the same. In the first two sessions, the parents were suspicious of the therapy,

and it was not until they were seen alone that the team and therapist understood their fear

about the exposure of the secret.

Added to this situation, the mother in this family was dependent on many treating

persons during this time and tended to form coalitions with one or more of them, leaving

the father even farther outside the relationship between mother and son. During the

course of the illness, this family, typical of many like them, would not seek family

treatment It is at the point of the ill patient's recovery that these rigid and imposed

coalitions begin to feel dysfunctional. As the system presses to continue on its

evolutionary course - in a sense to heed developmental events that have been neglected

- the family often seeks treatment. It is not for the illness they have endured, but around

the behavioral problems that have resulted: marital distress, role reversals, phobias, etc.

At that time, the system seems unable to adapt to the normal evolution of its own pattern

because these coalitions remain tenaciously in place. The nature of this time is that the

system tries to both move on and stand still, to maintain the old structure and plot a

renewed course.

At this point one could say that the illness had recovered but the family had not.
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Coalitions and Binding Interactions in Families with Chronic Dlness

My opinion is that the Creatura, the world of inental process, is both tautological

and ecologicaL I mean that it is a slowly sell-healing tautology. Left to itself, any lazge

piece of Creatura will tend to settle toward tautology, that is, toward internal consistency

of ideas and processes. But every now and then, the consistency gets torn: the tautology

breaks up like the surface of a pond when a stone is thrown into it. Then the tautology

slowly but immediately starts to heal. And the healing may he ruthless.

Gregory Bateson

I understand the epistemology of the organization we call "family" as closely

following Bateson's construct of a"pattern through time," meaning that members of a

family fotm relationships with one another over the generations and these relationships

aze specific pattems identifiable to that family.12 Through time, these relationships shift,

as the context of the family changes, and the pattern modifies, expands, entertains new

options or holds fast. Working with families enduring a chronic illness, we have paid

careful attention to the words "through time," for if we regard time as ongoing process,

then each pattem is known to its members as a sum of the past in the present, and that

sum amounts to an identifiable stance in their social realm: We are, we did, we show, we

felt, we know, etc. Continuation, perseverance, and familiarity of their pattern aze the

expectations families hold for their future together but like people who live in a town that

is constructed on a fault in the earth, they never anticipate an earthquake. Neither do

12 Metcoff and Whitaker (7) in an article called "Family Microevents: Communication Pattems for
Problem Solving;' focus on redundant pattems in families which they terrn micrcevents, or behavioral
sequences which are continuously self-modifying and therefore a source of change in the system. These
microevents are identical to or modified from a larger process - the macrcevent - which might include and
extemal stress that impinges on the family. However, Metcoff and Whitaker's emphasis is on macroevents
in the family history that are more internal, i.e., transition events, secrets, etc.
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families foresee or include a debilitating or chronic illness in their future. When it

occurs, the natural changing of their pattern of relationships is interrupted, if not frozen in

place. Alternatively, if there is a change in family structure- as when a child leaves

home- this may "attract" an illness which interferes with the leaving process.13 Some

relationships, bound to change, may not; others, bound to remain the same, may change.

It is as though the quake tears a fissure in the earth, separating the faintly from its familiar

ground, its pattern.

Past literature on chronic illness has concentrated primarily on the individual but,

as family therapists, we see the individual as a component of the family system; hence,

our concentration has not been on the expression of feelings of the ill member per se, or

an investigation of personality organization predisposing to illness, but on the modi-

fication and expansion of the family pattern in which the ill member has an interde-

pendent role. The intense feelings all members of the family have when one member is

sick we view according to Bateson's "epistemology of affect": All emotions are indica-

tions of how someone else is to behave.

Stephan Pollack (1984) makes this same point: "I have argued elsewhere that

internal states of feelings aze like context markers in that they offer information regarding

what behaviors aze called for, and hence, promote the coordination of conduct terms like

"love" and "anxiety" aze now seen as refemng to different patterns of interacting with

someone else. ... Perhaps then, the excesses of "anxiety" and "fearfulness" as well as the

deficits in "grieving" so often noted in the psychological literature on physical illness

refer to the failure to develop new patterns of interacting with the severely ill person:'

13 Although hazd to substantiate scientifically, clinical studies bear this out (5)
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During the past two years, at the Ackerman Institute we have observed about 30

families with a chronic illness in one or more of their members. These illnesses can be

classified on a wide continuum ranging from psychosomatic illness to organic and

genetic illnesses. Since our concentration is on the family pattem, we have not made

distinctions around the type of illness existing in the family; rather, we have explored

how the illness has affected family organization.

We adopted a method of working that would organize our staff of eight into team

formats.14 In addition to concentrating several therapists around each case, the team

creates a group around the therapist that aids in withstanding the assaults of dealing

exclusively with chronic illness. lt became important for us to remember that as team

members and as therapists, we are vulnerable to the same possibilities in life as the

families we treat. Choosing to work in this team design followed our discovery that over

half the families we saw with chronic illnesses were extremely resistant to change.

We have observed in families with chronic illness two distinct coalition

configurations surrounding, as well as within, the families. The expected coalitions form

inside the family (parent and child); however, due to the permeable boundaries of a

family with a chronic illness, coalitions also occur outside the family dynamics between a

family member and a member(s) of what we have called "the referring context."~S

Finally, in tracking interactional events around the coalition inside the family we

discerned a form of binding interaction that acts to hold the family in stasis. The family's

resistance to change seems equal to the strength of these interactions holding them in

~4 Our Staff includes Gillian Walker, Marcia Sheinberg, Lynn Hoffman, Robert Simon, Howard Weiss,
Judy Stern, Arthur Maslow, and Norma Akamatsu until 1985 and then it changed to our present
arrangement: de Witte, Gregorio, Booth, and Penn
ts The referring context is an amplification of the idea of the "referring person" presented in Selvini
Palazzoli et al.'s paper, "i'he Problem of the Referring Person" (10).
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stasis. In sum, these families with chronic illness prove extremely resistant to attempts to

restructure or modify the dilemmas they present.

Coalitions Inside The Family

Haley has described coalitions in pathological systems as those which cross

generational boundaries and are denied or kept secret (1977). In families with chronic

illness, we have observed a different kind of coalition. These coalitions cross generational

boundaries but are not denied or kept secret in the usual sense. [n fact, they look

adaptational, i.e., dictated by the demands of the illness. However, they aze frequently

fastened to the nuclear family by a special set of interactional events around illnesses in

the pact which, until the present illness, have been folded darkly away. In the families of

origin of the marital pair, another illness has posed such an enduring threat to the system

that someone' in the original family has become a"rescuer" par excellence.

Additionally, this family of origin event seems to encourage in the marital choice an

unspoken agreement. It is as though the couple agreed implicitly that if they, as a new

family, were to experience a similar threat, one of them would emerge as the rescuer,

implicitly or explicitly supported by his or her spouse. This is similar to Haley's idea that

covert cross-generation coalitions occur in pairs (1977).

The difference between what Haley describes and the coalition "pairing" in

families with chronic illness is that in these families there is an open sanction for the

pazent and child alliance- it dcesn't have to become covert since the system is not

considered pathological; there is no secrecy, no disqualification of ineaning, and the

pazents don't change sides is they do in pathological systems. The family both sees and
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dcesn't see the other attachment, the other coalition, as though it were a blind spot in an

otherwise intact visual field.

For example, if a mother has been the long-time rescuer of her mother from a

tyrannical husband, and then in her own family bears a son with hemophilia, she will

become his rescuer, often against his father. In this manner, she continues to rescue her

mother but, oddly enough, now from her husband rather than from her own fathec These

particular coalitions are isomorphs of earlier coalitions reinforced by the verisimilitude of

the present dilemma. In this family with a hemophiliac son, the father's father had been

ill for a long period and had received all the mother's attention. In his present family, this

father, though outwardly objecting to the coalition between his wife and son, honored

that relationship as if he hoped it would make up for the one he had once forfeited with

his own mothec The coalition in the nuclear family looks open and adaptational (mother

and son), but is fueled by coalitions in the past (mother with her mother, and father with

his mother) which, though not secret, are totally divorced from the family's

understanding of their present dilemma.16

These coalitions which are keyed to past events deserve a detailed discussion,

since even in our small sample we have frequently found this paired structure in families

with chronic illness who prove particularly resistant to change.~~

16 Personal communication from Mara Selvini Palazzoli. Though this coalition formation or
threatened formation is dramatic in families with chronic illness, it is important to remember that
coalitions are only one prominent feature of the family system and in no way can, as a part, be
considered as "the system" or as a whole. Everyone joins in the family's organization around the
illness and for different and even opposite reasons. Though we are focusing on the importance of
these coalitions as an obstacle to change, they must be regarded as events which enlist the
participation and cooperation of each family member. Only through an investigation of that
cooperation will an understanding of the whole system emerge.
~~ In many families with severe problems (psychosis, anorexia, etc.), the coalition structures are
also rigid. But in families with chronic illness, the coalitions do not resemble those in families
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Case Example

In a middle-class Jewish family comprising mother, father, and two children- a

son, aged live, and a daughter, aged ] 0- the son was predictably closer to his father and

the girl to her mother until the son developed leukemia, necessitating extended

hospitalizations followed by intense aftercare. It was the mother who became the parent

in charge of the illness, the delegate who negotiated with the doctors, the institutions, the

family, and her son. For however long the illness lasted, the mother was key to the

family and the child's ongoing crises and survival.

When we look at a family like the one described, we can see that several changes

have occurred. The boy's developmentally normal alliance with his father has been

interrupted and, at age five, he must reaccept a closer and highly dependent bond with his

mother. Structurally, that means mother now has a closer bond with both children, while

father stands outside their triangle. In addition, the sibling subsystem has been

dramatically altered by the illness. The older daughter shows herself to be in a caretaking

role in order to remain close to her mother and forgoes her natural competition with her

ill sibling. The sibling rivalry remains unrequited and turns quite conspicuously into

sibling rescue (Hoffman, 1981). We have found the well sibling to be highly stressed by

the family's reliance on her or him to remain the "well" one, perhaps to survive for two,

to take care of the parents, and somehow fill all the expectations the family has for its

children.

But why doesn't the daughter join her father? Wouldn't that appear to be a natural

and balancing solution for the family at this time? Somehow, the system refuses the

with a psychotic member since the coalitions are not denied and the family's interactions do not
include disqualification of ineanings.
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choice of other alliances during the span of the illness, as if to change any other pazt in

the system would further injure the family and its ill member. I submit that when the

natural-appearing solution dcesn't occur, one should look elsewhere for a"counter-

vailing" coalition, in this case father and grandmother (Selvini Palazzoli, Boscolo,

Cecchin and Prata, 1978).

In our example, the pazents in the family were convinced by the doctors that their

son would in all likelihood not recover, and they decided to have another child to replace

the son whom they expected to die. They had a girl seven yeazs younger. However, after

five years the son did recover and the pazents' greatest worry was the exposure of their

secret of the replacement child, and with it their own belief in and preparation for their

son's death. The problem this family presented in therapy was the son's temper tantrums,

his social isolation, and bitter lighting with his father. The family had tried individual

therapy, but the son's behavior stubbornly remained the same. In the first two sessions,

the parents were suspicious of the therapy, and it was not until they were seen alone that

the team and therapist understood their fear about the exposure of the secret.ts,t9

Added to this the mother in this family was dependent on many treating persons

during this time and tended to form coalitions with one or more of them, leaving father

even further outside the relationship between mother and son. During the course of the

illness this family, typical of many like them, would not seek family treatment. h is at

the point of the i[! patients recovery that these rigid and imposed coalitions begin to feel

dysfunctional. As the system presses to continue on its evolutionary course- in a sense

18 The therapist was Marcia Sheinberg.
19 The delicate matter in families that have withstood the ravages of a chronic illness is sometimes a secret
is indeed uneasily held; families do, on occasion, out of exhaustion and need of reGef, wish the ill member
dead.
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to heed developmental events that have been neglected - the family will seek treatment,

though not around the illness they have endured, but around the behavioral problems that

resulted - marital distress, role reversals, phobias, etc. At that time, the system seems

unable to adapt to the normal evolution of its own pattern because these coalitions remain

tenaciously in place. The nature of this time is that the system tries to do both - to move

on and stand still, to maintain the old structure while plot ting a renewed course.

Generational Patterns

We believe it is vital to the success of the treatment to understand the generational

patterns in the family around illness, for it is there that the parenting couple have learned

the values, expectations, and meaning illness holds. Since each parent comes from a

different family, these meanings may be discrepant and, if they remain unstated, the

present dilemma is underscored by the couple's learned differences around illness.

Carefully tracking the sequence orchestrating the problem of fighting between the father

and son with leukemia in our sample family, it became clear that the mother would

repeatedly throw herself into the fray to protect the boy from his father, thereby incensing

the father and adding to the perpetuation of the cycle. We carefully tried to intervene and

stop the cycle, but without success.

Finally, in the filth session, the therapist asked the parents which of them was

most optimistic about the recovery of their son. The mother was most pessimistic and the

father was most optimistic. It was important information to learn that the mother had an

older brother, on whom she was dependent, who died suddenly of nephritis, and her

mother had a replacement child. The grandmother had not been ready to parent again so
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soon and was distant and angry toward this new baby, who was repeatedly rescued, of

course, by our mother.

The loss of a sibling complicates the issues of sibling rivalry. The surviving

sibling, who has felt both disproportionate responsibility and helpless anger (he or she is

not really powerful enough to save the ill sibling), may remain in this role throughout

life: that is helshe may always find hirrtr herself in the role of an older sibling fighting

ineffectively for a lost sibling. That role holds the older sibling in continued service to

the parent upon whom she or he remains dependent.

The mother in this family chose to do something different with her dependence

which had increased with her brother's death. When she lost this brother and her mother

became inaccessible to both herself and the replacement sibling, she decided she would

never be dependent on anyone again. This choice shaped the kind of mother she became.

She was an entirely central mother; all her children depended on her alone and they never

experienced nomlal sibling interdependence. Normal fighting among the children was

intolerable to this mother, for fighting creates bonds, solutions, definitions, etc., and her

children might have learned to depend on each other. If that were to happen, there would

be two risks: 1) 1 her central position would be challenged by reciprocal sibling

dependence; and 2) if the mother were not central and the siblings depended on each

other, they were in danger of experiencing the same loss she had experienced as a child.

[n this way, she protected them. Before her son's diagnosis of leukemia, her centrality

was less problematic; but the threat of his ongoing illness and the decision to have a

replacement child reintroduced her earlier pattern around illness: In order not to be

dependent and abandoned, I must he depended upon by every one.

76



The experience of this mother dovetailed with an event in her husband's past. His

father had a heart attack while still young which caused everyone in the family to walk on

eggs. As a result, the grandfather was offered no support to return to work and a normal

life. This son, our father, was the exception and fought his father constantly in an effort

to return him to normalcy and vitality.

Both parents, instructed by past experiences- their patterns around illness-

were bound to a contradictory problem cycle in their own nuclear families. The father's

understanding was that one fights the ill member back to normalcy, but the more he

fought with and for his son, the more his wife felt her centrality challenged and struggled

with her husband to protect her child's exclusive dependence on her. The risk of

successful therapy was that if the father or the children were allowed to share that

centrality, it would increase the mother's dependence, her anger at her own mother, and

her previous loss which she experienced daily in her worry over her son. Hence, we can

understand this family's enormous resistance to change. This was their entanglement,

one which Marcia Sheinberg has called a"chronic bind," one we see repeatedly in the

event of recovery of the ill patient.

This three-generational perspective has alerted us to the importance of former

learned patterns around illness, and we see how these patterns reach over time. 1 am

reminded of a fugue pattern in music where a composition based on two or more themes

is enunciated by several voices in turn. The counterpoint of this past pattern offers an

oddly synchronous accompaniment to the family's ability to master its current illness.
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Binding Interactions

A particular form of binding interaction exists in families with chronic illness.

Certainly the illness has the potential to supply a negative context which the family feels

helpless to change and, in turn, cannot easily leave. The family's feaz of the illness, its

course, what it exacts from all members, and the possibility of death aze high stakes.

When change is anticipated it is usually negative change, death, or further deterioration.

To introduce the possibility of another change of any sort, especially a siructural one like

the dissolution of a coalition, increases the family's resistance and serves to reinforce the

present, albeit painful, structure. I have called these interactions around coalitions

"binding" because they are tigidly committed to one course and one outcome; it is as

though the chazacters in the sequence are literally bound together.'`o

In a family drawn from our sample, the father during a time of extreme marital

distress developed a brain tumor.21 He and his wife had two sons, aged five and eight.

After recovery from the surgery, the couple divorced and the two boys lived with their

mother seeing their father on weekends. The mother came into treatment because the

oldest boy was school phobic, complained of stomachaches, and had no friends. The

father was asked to attend and willingly joined the family for therapy. After some

sessions, the team understood the nature of the partícular binding interaction in which the

boy was caught. It was a fusion of his perception of the events of death and divorce in

Zo Michael Wirsching in Heidelberg, in researching types of families prone to cancer, identifies a double
bind in families with a cancer patient. Cancer can be viewed as a double binding symptom in families
where ill members feel they can handle the cancer themselves - go it alone. Thus they remain alone and
ask the familylworld not to talk about it to them. The reality is that everyone under this constraint is
thinking about it all the time. The ban against talking reinforces the isolation of these cancer patients, wi[h
the result that people are pulled towazd them and forced to exclude them at the same time. Nor may they
comment on the process. (Lynn Hoffman's interpretation of Michael Wirsching's findings.)
Zt The therapist in this case was Gillian Walker
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his family and we were able in the next session to release the boy from his symptoms.

This son had been at home when his father literally passed out from his brain disease.

Since his mother was at work, the boy managed, with the help of neighbors, to get an

ambulance and take his father to the hospital, but it was a close call. The boy's belief,

which remained inaccessible to him, can be stated like this:

I am a child and I may not leave this situation; I cannot tolerate your leaving it

through death. Since you and mother aze divorced, I believe I must be there for

you or you will die. However, if I am sick, mother stays in constant touch with

you, and that way I know you are protected; but this is dependent on my staying

sick.

This vigil maintained by being a"sick child" was the best protection he could

offer his father.

The last example I shall offer of a binding interaction in a family with chronic

illness is a family where the son had advanced-stage hemophilia. The history of this

family included another son, the couple's first child, who had died of undiagnosed

hemophilia as an infant. At that time, the mother made a pact with herself: If her son

died, she would suicide. As an adolescent, two important things happened to this son.

First, he learned to self-infuse, which challenged the bond with his mother since it had

always been she who got him to the hospital or infused him. Second, he had a bad car

crash, which began a life of acting out, including drugs, arrests, etc. These incidents

further alienated the father, who wanted nothing more to do with him.

The issues developed in the family as follows: The father fought with his wife and

son to change their relationship because he legitimately felt that this young man was too

79



close to his mother, which was not good for his development as a young man. In

addition, he fought because he wanted his wife back. However, the irony was that the

more he fought for his wife and son, the closer they became; the closer they became, the

more the boy's incidents piled up, until the couple felt the boy would, in one fashion or

another, suicide. If he were to suicide, the wife had promised she would suicide.

However, if the father didn't fight for both his son and his wife, the entire situation would

remain unchanged. The therapist had a private session with the father, presented this

dilemma to him and asked him to try an experiment.'`'` He was to worry more about the

boy than the mother did, thereby relieving her and allowing him to receive comforting

from her about their son. This was the family referred to earlier, where the father had felt

his mother abandoned him for his ill father and was himself caught between wanting his

son to have what he missed and yet wanting his wife for himself. This "experiment" did

help the mother to worry less, with the result that her husband wept in her arms from his

own real, rather than experimental, worry.

[ have attempted to detail two explanations of the inability of a family enduring a

chronic illness to entertain the shift to a new setting, to once again take up their own

pattern through time. I have discussed two varieties of coalitions which can act against

change. First, the permeable boundaries of a family with chronic illness make them

vulnerable to coalitions with treating persons outside the family, then within the family

itself. At the urging of family-of-origin events reinstated by the present illness, coalitions

look like adaptations to the present illness but are powered by lack of resolution from the

past. Added to this, a particular form of binding interactions in families with chronic

22 The therapist was Gillian Walker
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illness winds itself around the family system, often holding it static and under the threat

of death. Finally, we have observed that when a family's evolutionary time seems to

stop, the system becomes dominated by the recovery time of the patient. T'his means

other events that would normally unfold in the course of time have less priority than the

illness, for the system is making sense of itself only around the recovery of its ill

member. We are all too familiar with the kind of wedding that takes place following a

death in the family. [t is as though no other event may exist simultaneously with the

illness; therefore, the process of time is described totally by the recovery status of the

patient. However, the irony is that when the patient recovers, often the family dces not.

Considerations for Management of Chronic IIlness in the Family

The following considerations for the management of a chronic illness in a family

represent beginning thoughts on a working protocol for the early interviewing of families

by other treating professionals.

It is important for the treating person(s) to inquire about any similar or previous

disease and~or the nature and history of any other chronic illnesses in the preceding

generations. The genogram is an economical form of history raking. Patterns are rapidly

visible from one generation to another (2). Outstanding coalition structures- "I took care

of my mother from the time she had a stroke ...," etc. that produce a rescuer par

excellence in the present generation should he noted.

The genogram is laddered with each generation on a rung. Men are represented by

a square, women by a circle, death by an x, and coalitions by drawing strong lines

between the participants.
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Beginning a genogram around the family's present concerns about the illness

(death, disability, time and I or money loss, pain, etc.) and then moving back to illnesses

in previous generations keep the focus on learned attitudes toward illness. Certainly the

treating person(s) could ask ihe family if these concerns are such that it would he wise to

take them into account and pay attention to former learned attitudes, so that the present

can be free of them.

Who in the family is optimistic about things retuming to normal?

This and the following questions are adapted from Oliveri and Reiss's research on

family styles of construing the social environment. It is a construct they call

configuration, and it assesses the "variation in the family's level of belief that the social

world is inherently ordered, understandable and masterable by them."

When would that be?

If a family expresses more pessimism than optimism about things returning to

normal, it would indicate that the family does not believe the event of the illness is

something they can master, and issues like dependence on the doctor(s), management of

crises, etc. may contribute to the family feeling helpless. The family is vulnerable to

outside or inside coalitions which, if not prevented, become more rigid with the passing

of time.

What is your explanation of the illness? (Asked of each member)

This question is a construct called coordination, which shows the meaning the

illness has for the family. In families where there is interactional guilt or blame-

whether of a stress nature ("My husband worked too hard and that is the reason he had a

heart attack") or of a genetic nature ("His family all had bad stomachs") - divisions and
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accusations are begun at the onset of the illness which are hard to repair if left

unattended.

It is important in an assessment interview for referral that the doctor or treating

persons have the opportunity to introduce new information to the family. In the Oliveri

and Reiss study, families with "early closure seem dominated by their past-, consideration

of new and immediate experience is foregone so that decisions can be reached as quickly

as possible before information that might indicate a change from previous approaches can

accumulate."23

If the treating person has found in taking history that the family is at risk, i.e., one

member becomes the delegate of the illness, managing all the negotiations with the

hospital, treating persons, family and patient, the suggestion can be made that the parents

share these responsibilities although dealing with one member may seem easier for the

health care professional. At the next appointment, a description of the events azound the

illness by the family will allow the treating person to know if the family is able to absorb

the new information and share the responsibilities around the illness.

For example, in a case where a child has hemophilia, decisions to infuse at home,

done by either or both parents, or the decision to hospitalize in the case of severe

bleeding, can be shared by the parents. In all pediatric crisis illnesses, diabetes, asthma,

etc., acute care is a vital responsibility and works best in families when both parents

participate.

23 Oliveri, M.E., á Reiss, D. Families' schemata of social relationships. Family Process, 1982, 21(3), 295
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[n cases when an adult is ill, the partner will tend to rely on the doctor. [t still

works best for the family when two adults in the family share in the process of decision-

making around the illness.

When will it be time for (the ill member, for others in the family) to make

decisions about his or her illness, other normal events, school, work, etc.?

This is a question that assesses ongoing developmental issues in the family. A

negative or disqualifying response, such as"I do know" or "How can we make other

decisions?", indicates the power the illness has over all the members of the family. The

family may be sharing a non-compliant stance toward change, and therefore may he

forfeiting respect for the normal progression ofevents. This question is especially useful

in management illnesses (diabetes, asthma, hemophilia, etc.) when others - parents,

spouse, well siblings- are in charge of monitoring when the ill member needs to go to

the hospital, or requires medication, a change of diet, regimen, etc.

Siblings - What do you expect of the other children? Is it more now than before?

Whcn will your well children be able to treat their ill sibling normally?

If the family indicates they have transferred too many expectations andlor duties

onto the well children, we feel that is an indication for family treatment consultation.

The clinical research task that confronts us is to be prepared to better assess

families as to their potential for getting caught in binding interactions or pattern

coalitions, either of which can prevent their total systemic recovery. I believe this

research task cannot he fulfilled by any one discipline but must be jointly addressed by

all professionals treating families with chronic illness. To he able to determine at the

start of working with such families whether they will manage their illness without the
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system becoming fixed or whether they are vulnerable to being managed by the illness

will permit us to think about working preventively before a rigid illness-imposed pattern

takes hold.

By accident I treated a woman who had been raped and designed an idea, based

on some work I had done earlier, that helped her disassemble the rape story and construct

a new narrative. I was very pleased with the outcome of this technique 1 was using and

although it dealt with many rape stories it was a very successful, new narrative.
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Drought

The week you leave, the drought is record high:

water lilies crawl to shore, gagging

on the pale mud, their luminous centers

closed. Black pansies crisp in this fire;

I think of snow and close the windows.

Opposites attract, as we did. I weigh

my bosoms in my hands, and even they

seem stale balloons. Perhaps constancy

is too hard to bear, or age prepares

us badly for surprise. Or, in the hot

doubt of rage, love dries; folds its tent against

the storm and womb-like waits for it to pass.

Why are you surprised? This is how we last.
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Chapter Three

Rape Flashbacks: Constructing a New Narrative

Preface

This chapter offers an approach to the dissolution of rape flashbacks when the

usual treatment of talk and group support doesn't work. [ have seen four cases of rape

and present one here as an illustration ofa new narrative approach. In this approach,

women describe in detail their inability to surmount the memories that hurt and

overwhelmed them. These memories often appear for no reason at all and are consistent

with feelings of loss of control, fainting, being unable to move, and being sure you're

going to be sick. When it passes, the women are so angry with the person responsible for

the assault that they can barely get the words out of their mouths. It's as though the magic

of their articulation of what happened would, in fact, produce the assailant right there in

front of them. It is an overwhelming and terrifying experience.

Voice and Listening Carefully are two ideas that have been extremely useful to me

and have helped me think about what will assist the victim in creating a new scenario,

one free of the flashbacks. The first is from David Morris ( 1996) who writes that what is

silenced when we suffer is voice, and because it was lost in an interpersonal situation, it

must be rediscovered in another interpersonal situation. I find the concept of voice is the

most useful metaphor for describing therapy as the social construction of new stories.

We are all familiar with clients who are silent because of trauma. I have often wondered

if the particular voice lost in those situations is not found because, if it were, it would be

required to speak of the traumatic event. Voices are not lost but they are often not used.
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The language to speak comes only when invited by voice. This voice, in cases of trauma

or bodily abuse, is a particular voice - one that can retell the traumatic event from a self-

valuing perspective. Otherwise, the silence is negative and self-denigrating.

Ideas that also deeply influenced me were those of Riikonen and Smith (1997).

These authors feel that imbedded in the problem narrative there are always some shared

values between the therapist and the client, points of mutual admiration. [n listening

carefully to a client, you strengthen in her these qualities that you already admire.

In Chapter Three, I consider a couple with whom I decided to work. Nan was a

sharp, angry woman. Her husband, Jce, was studying to be a nutritionist, thought she

was a beautiful woman and they were both very proud of their one-year-old daughter.

Joe had suffered traumatic pain from his father's rejection and had described him as

acting like Hitlec Both of these people suffered emotional abuse as children. In the

course of the therapy, both spouses wrote letters to their pazents with good results. Jce's

father was dead and Joe speculated that if he wrote to him and told him how hard he had

been on him as a child the father might have regrets.

In Nan's case, her childhood had been frightening and humiliating. Her mother

often called her a pig and said, "Who would want to go out with you?" She remembers

waking in the night and witnessing her father's abuse of her mother. An old story may be

confused and entangled with the rape story; [ kept it in mind.

Nan's flashbacks are severe. They were preceded by an aura. I decided in my

session dialogue with Nan that I would try my idea of a narrative in which she would

introduce another person into her flashback, a person she knew would take care of her if

she asked. I needed her to tell me the details of the evening of the rape so we could
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recreate the events of one scenario and alter it. I want to say that, as a therapist, I noticed

that the quality of her story was like acted-out violence. She pushed herself down in her

chair, she strangled herself; her description was extreme and present. [ listened as

carefully as 1 could and did not interrupt her. [ was so pleased she was telling me. When

it was finally the end of the story, the two of us were exhausted. We rested. 1 checked

with her before I ever asked any question-"is this an all right time for me to ask a

question?" This is the question:

Th: That sounds terrific - your voice is angry, clear ...(a pause here; she

seems to be enjoying the flood ofcertainty her angry voice is giving her)

Well ... since Jce saved you in this flashback, what would you think of

putting him in each time you have a flashback? Each time you have it,

he's going to be right there with you - in the flashback. .. to. .. save. ..

protect. . .

N: Oh - oh. . . okay

We had found the participant for our scenario, without trouble. He was in the

session with us and very happy to be chosen. My group was sitting behind the mirror

writing down the new scenario of the rape so she would have a copy of the new scenario

with her when she left. We organized another meeting so she could tell us how it had

worked.

Nan and Jce completed the next session where he told her what he would do if he

had come upon the event of her rape and she told him how she would react to his being in

her scenario, "tenderly- I guess, forgiving. .."
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The auras never again developed into a full scenario of the flashback. In fact, she

had hardly any auras.

I felt that once the flashbacks were put in their place, there was plenty left to do.

She assured me I was right when one day she asked me if I could teach her to be warm.

1 said I would.

90



Rape Flashbacks: Constructing a New Narrative

By putting it into words 1 can make it whole; this wholeness means it has
lost the power to hurt me.

- Virginia Woolf, "Moments ofBeing"

Hinda Winnawer, a colleague at The Ackerman Institute, described a woman who

has experienced rape as feeling like "she is walking in the valley of the shadow of death."

She was describing the isolation and spiritual dislocation many women experience

consequent to being raped. Though physically surviving the experience, many women are

extremely vulnerable to self-accusations and ask, "How could this have happened to me?

Did I do anything to bring this on? Was it somehow my fault? Am I responsible? Was I

provocative? Am I now contaminated?" Then, "Would it be dangerous for me to identify

the man? [fhe is found, will he not come after me again?" These questions describe the

fearful and self-condemning questions women often keep to themselves, thoughts that

can isolate them from other women and make them feel as though they are essentially

bad. Women can hold on to these fears long after the rape is over. The sense of the rape's

being her fault becomes a voice which can inhibit other conversations.

Foliowing a rape experience the special connection between self and others raises

many anxious questions: "What is the difference between how I view myself and how

others view me?" Often times, descriptions of their spirits accompany the dialogues of

women who have been raped: "He broke my spirit" or, "I didn't have the spirit to resist, I

didn't have the heart (spirit) to take caze of myself." These self-description are without

vigor, fragmented and missing a sense of personal coherence, the ineffable part of oneself

that one believes in, one's spirit.
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In the four cases 1 have treated using this approach, what the women are

describing is their inability to surmount the experiences of being subject to unpredictable

memories that hurt and overwhelm them. The feelings of feaz and anger stayed with them

long after the event passed, confounding their sense of how to proceed in the direction of

their own renewal. Contrary to the received knowledge that talklsupport groups are the

treatment of choice for trauma sufferers, three of the four women I saw had attended rape

rape-counseling groups but had not been able to rid themselves of the flashbacks. T'he

multiple voices we need to express the complex and varied emotions in our lives seemed

to be missing or on hold for these women. This defined the treatment question as: how in

our conversations could we discover the voice or voices these women need to speak out

and eventually resume their ongoing narrative?

We all have worked with clients who cannot speak of traumatic events, where

their voice was indeed lost not due to resistance or withholding, but because the

particular voice needed to speak of the traumatic event cannot be found or accepted.

Current ideas in both biological and psychological explanations of traumatic

stress phenomenology point to the central role of language as a key element in how

traumatic events are dealt with. I am adding voice with the strong consideration that

language comes only when invited by voice. [n this case the voice would be a particular

voice, one that can retell the traumatic event from a self-valuing perspective (Penn, et al.,

1994). I also suggest that voice is the primary instrument through which to find an

acceptable meaning for an event that has, up to now, solidified itself as negative and self-

rejecting. Finding a more embracing conversational meaning, one that suggests that

people do exist who will take care of the victim and that she too will find ways to take
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care of herself, this can become a perception strong enough to break the force field of

paralyzed voices when the possibility of a new voice has been held out to the victim's

awareness. In the brain it is the task of the amygdala to name our emotions and to assign

meaning to them. Only after naming the emotion has taken place can the neocortex

integrate the named meanings and make plans for action. We know that flashbacks are

described by clients as times of extreme fear and anxiety, and, as Morris (1996) points

out, they are voiceless because "who can one tell and will the telling bring relief?" (p.

30). This is especially true if the telling comes from a negative self rather than a positive

one. The perception that the fear associated with flashbacks is voiceless, speechless and

meaningless seems a consistent finding among many writers (Morris 1996, Kolk, et al.,

1996, Butler 1996, Wylie 1996). In fact, there seems to be an agreement that voices that

could speak with difference are missing (van der Kolk, McFarlane 8c Weisaeth, 1996).

van der Kolk (1996) notes that trauma survivors remember their past horrors in a state of

"speechless terror" (p. 43). Morris writes that "suffering, like pain, with which it so often

intermingles, exists in part beyond language" (p. 27). Suffering, he writes, is too often

voiceless; and he implies that it is an experience "inaccessible to understanding" (p. 27).

No one to my knowledge has speculated that it could be the repeated negative self-telling

that is responsible for the experience that places the event beyond language where it

becomes inaccessible to understanding.Z4

24 Van der Kolk (1996), write that, "The failure to process information on a symbolic

level which is essential for proper categorization and integration with other experience, is

at the core of the pathology of PTSD" (p. 296).
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In the literature on PTSD (van der Kolk, 1996), the event of not having language

or being silenced has been described as a dissociated state.25 This explanation suggests

that to survive the traumatic experience, the person must psychically "leave it " while it is

taking place, dissociate from it. Then the rape (if that is the trauma) exists as something

outside the victim's experience and she feels what James Pennebaker calls "numb" (1993,

p. 82). But I am suggesting a conversation that encourages the person to stay within the

event, reconstructing it into something that is self-protective and systemic, connected to

her family. Only then can we expect a fully telling voice to appeaz that is supported by

others and can speak without censure.

Listening

Pennebaker and Harber (1993) make the point that since we have no cultural

norms for defining such "talk." Counseling conversations are likely to incur social

sanctions or even generate embarrassment for the speaker, which is often due to the

process of how listeners listen since theyhave complicated responses when engaged with

the distress ofothers (p. 128). Hearing about the distress of others can produce one's own

psychological distress, e.g., depression, anxiety, and fear, among others, and for the

listeners these responses may even prove physically taxing (p. 128). Pennebaker and

Harber add that the natural impulse for the listeners, when negative feelings aze

generated, is to "withdraw" from the conversation or "downplay the sufferer's pain" (p.

128). [n sum they write that "Social interactions (aze) effectively constrained by the

listeners" (p. 129). T'he sufferer also becomes acutely aware of the listeners' responses

u Katy Butler (1996) observes in The Family Therapy Networker that "researchers found
that during flashbacks, areas of the brain's cortex involved in sensory memory were
relatively active, while Brocá s area, known to play a role in "the verbal articulation of
experience, was relatively quiescent" (p. 22).
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and will stop talking if helshe senses withdrawal or "apprehension" on the listener's part

(p. 129). David Morris (1996) adds another idea: he feels that many people recoil from

listening to the sufferer's tale because of the "ethical claims it makes upon us" (p. 28).

Following this idea, Riikonen and Smith (1997) write that "feeling understood is very

much a question ofmoral knowing . .. we hear what the person is saying from the

perspective of believing that they are a morally worthwhile person" (p. 109). This view

holds that embedded in the problem narrative are always some values of the client's that

the therapist can share (Riikonen, et al., 1997). From my own practice, I assumed that

through responsive listening I could strengthen the qualities about a client that I already

admired: her intelligence, her aspiration for her family and her strong ability to survive. I

would also listen from a not-knowing position, which allows me to hear her story for the

first time (Anderson, 1997). This is a familiar idea for me. When Marcia Sheinberg and I

(Goldner, et al., 1990) worked as one of the teams in the Violence Project at The

Ackerman Institute, we decided early on that we were ethically required to find a positive

description of the men who had behaved violently, one with which the men could

identify. We also believed that we must use that description not just with the men, but

with each other and in our own heads when we thought about the men.

My experience in listening to people read their written letters and journals over

the last five years has given me some particular ideas about the values of empathic,

responsive listeníng. For instance, when a client pauses in her reading, it makes room for

the development of the inner dialogues of both conversants. These inner dialogues begin

to shape the eventual co-construction of ineaning in the text. We can listen so that the
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speaker feels deeply heard and the speaker's perception of that quality of listening will

affect how they feel; they are being valued as they speak.

The Couple

In order to describe how populating flashbacks works I will present a couple

where a traumatic rape story has interrupted their intimatelsexual life. I will describe Nan

and Joe and offer some brief remarks on the work they have done in therapy up to now,

which is the production of voices through letter writing. The woman, Nan, is of Irish

American heritage, with red hair, flawless skin and a no nonsense way of talking: sharp

and angry with a tongue that spazes no one, particularly herself. Nan is also accomplished

at anything she chooses to do. She womes because she is feeling sexually unresponsive

in her marriage. Nan describes a feeling about herself that Virginia Woolf called,

"looking glass shame," (Schulkind, p.47, 1976). Nan complains that each time she looks

in the mirror she wants to call herself names. Joe, her husband, has been a musician but

wants to take a degree in nutrition. When Nan's angry moods are too frequent andlor too

hazd for him to tolerate, he cuts out of the interaction or blows up and leaves. Another

view of them is as parents: both Nan and Jce are expressive and tender parents to their

one-year-old baby girL I understand their extremely affectionate treatment toward this

child as part of their shared aspiration to give her a better life, certainly better than the

lives each of them came from, as well as to participate in it with her.

Rewriting Personal Histories

Both of these people suffered from emotional abuse as children. During therapy

both spouses have written letters to their parents bringing good results. They have been

able to both make changes in those relationships or in their perceptions of those
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relationships. In Joe's case, even though his father was dead, he was able, through writing

a letter to his father, to begin to see him differently. The father had been a tyrant who

finally left the family and remarried. Though Joe always longed for his father to be more

loving with him, it had never occurred. In the first letter he wrote to him he called him

Hitler, detailing all the abuses he had suffered at his hands. He also said his father's

treatment of him had deeply confused him regarding how he wished to be a father to his

own little girl. He worried that either he might be too tough with her, or not tough

enough. It was a very angry letter that said he had nobody to hold on to as a father figure

and that fact had compromised and confused his own identity as a father. Several months

after this first letter, he wrote back to himself in his father's voice, as though his father

had in fact received the letter and was now replying to it. In our sessions Joe

hypothesized that his father didn't know how to be a father and that it might be possible

that now, given where he was, he had some regrets. In the letter back, written by Joe who

takes on his father's voice, the father says, "Jce, if I had it to do over, I would like to be

the kind of father you are with your child ... I envy you, you're easy and ...

compassionate with her, you enjoy her!" When he read this letter back to us, Joe was

excited and amazed to find that he had offered himself to his father as a role model for

how to be a father. He talked about his father's being forgiving in his heart. Something

important in his identity with his father had shifted: the power structure in the

relationship reversed. It was now Jce who was in charge, full of largesse and trusting

himself enough to be able to start the process of forgiving his father. He said his

experience was the feeling of being able to understand what might be deep in his father's

heart. I asked how he could explain knowing what was deep in his father's heart, and he
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thought that perhaps up there his father had time to think about things and wished he

could have had a second chance. I felt him experiencing empathy for his father and

whatever his father's deprivations and regrets were. Consequently Joe could admit his

own feelings of longing and one newly spoken feeling, pride. It is important to mention

the team's reaction to this letter. His experience of forgiveness was, for everyone,

extremely moving. As clinicians we frequently feel moved when an important connection

is made to a missing relationship or an absent part of that relationship, a connection to

which we bear witness.

Nan experienced her childhood as frightening and humiliating. She saw herself as

an anxious child with no confidence. She tells the story of going to the cellar to hide

when her reactions to threatening conversations with her mother left her shaking. This is

a very strong memory in which she is comforted only by her dog. She feels that she and

her dog at least had the rumbling, warm furnace to lean against. I was touched by this

memory because in her effort to survive she found both a companion and the symbol of

the warm furnace to stand as a primitive, caring parent. There was a time in our work

when she wrote several letters to that young frightened girl to let her know that she had a

better life ahead.

By ihe time ofour meetings, Nan is a lovely woman, intelligent and quite

competent who, in spite of many accomplishments, dcesn't quite believe in herself yet.

Her father beat her mother and generally terrorized the household-Nan, her mother,

sister and brother. She relates terrifying incidents of her father beating her mother in the

middle of the night and her older sister trying to intervene and shouting, "What are you
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DOING, what do you think you are DOING, STOP!! THIS IS MY MOTHER!" This bit

of language has particular resonance with the language she uses in the rape story.

During the construction of Nan's new story, her husband, Joe, myself and four

other team members were present as witnesses. It was Joe who suggested that the rape

flashbacks could have something to do with their stalled intimate life. Though Joe was

both empathic and impatient with her, he was an involved participant as she told her story

and constructed a new one that included him.

The Rape Scenario

Nan describes her flashbacks as preceded by an aura: a vague, physical feeling,

often accompanied by nausea, vertigo andlor an out-of-time feeling. But fear remains her

most strongly identified emotion. Nan is one of the women who has gone to rape-

counseling groups that help people talk out their feelings. While these groups are

certainly useful in some cases, as I have suggested, they do not always reshape the

private story to one that can be fully shared.

Nan avoided thinking about the rape because it made her feel ashamed and

isolated. In therapy she expressed her avoidance of the subject in throwaway bits of

language, "oh ... it's not that important, other women have survived it, it just takes time,

well. .. whatever ." But none of these fragments were in full voice; rather they were bits

of language which represented bits of stifled voices. I had the idea that if I could

encourage her to fmd some companionship inside the raw physical memory of the

experience, it might change the fear and free her voice. When I speak of companionship

inside the experience, I mean something more than therapeutic or sociaUsupportive

companions; rather I am describing a shared conversation which effectively repopulates
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or puts additional people into the flashback, so that it becomes a narrative of protection

and attachment.

In this case, as in others, telling the story of the rape becomes for the woman a

physically acted out re-experiencing of the rape. The memories that accompanied her

words were so explicit and so dramatic that they could be called embodied. It was as

though Nan was compelled to show to us her memories of what happened. As she relates

the story her voice and body take on the role of victim and of victimizer. She pulls at her

clothes, as though she herself were the one pulling her off the chair, yanking her head

back, digging her nails into her flesh, demonstrating her fear that if she resists her

attacker, she risks her life.

This is how it began: two months ago, after she had described her flashbacks to

me, I asked if it might make sense for her to write a letter to the man who had raped her.

It would give her an opportunity to explore the different feelings that remained from the

rape and, particularly, how she felt it continued to affect her life, especially her intimate

life with her husband. She responded with enthusiasm. She liked the idea of "telling him

off, getting it out of her system" and hoped such a letter would relieve hec My usual

suggestion to clients who are preoccupied with angry or fearful feelings is to suggest they

write a first letter, not necessarily a letter to send to anyone, but a letter that puts into

words the person's fear and anxiety. It is hard to do and therefore is a brave act to us in

the Project, as though to put angry thoughts down on paper makes them seem stronger

than other thoughts that remain shapeless and repeated in one's head. However when she

tried to write the letter she described the following event: "I was sitting in bed trying to

write a letter to this guy who raped me and ... I had a flashback. I started to sweat and
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felt this sickening fear again; it was so bad [ couldn't get out of bed. Can you believe that

... no matter how hard I tried, I couldn't get out of bed! So, I didn't write it ... the baby

was with me in bed and finally 1 fell asleep."

Formerly in our sessions Nan had tried to find an explanation for her numbness

other than the rape. She had expressed a wish for more foreplay, hoping perhaps it would

stir her sexual response. She also understood that her Catholic religion advises couples to

connect sex with children, and she wonders if they should wait to resume sex until they

want another baby. But the most important explanation for her was that her life as a

single woman was very sexual. She was a part of the late sixties-early seventies sexual

revolution, where women enjoyed many freedoms for the first time. Women were

encouraged to be sexual and to ask for what they wanted. But she had come to a point

where she felt she had to stop the life of sexual freedom because it began to feel bad; too

much sex and too many partners with the result that she felt out of control.

Session Dialogue
N: I was in bed one night and I was thinking about the rape because I was going to write

about it - and I was having these flashbacks ... I think ['m having trouble writing

actually.

Th: Do you have an idea about why that might be?

N: Ahh- well I was thinking - actually I was writing the letter in my mind - how I

was going to go about writing the letter and I had all these flashbacks and I was paralyzed

in bed sort of and couldn't get up or - something you know - like that - weird you

know- and I was thinking and thinking so much ...

Th: Yeah...

]01



N: ...or something you know - and [ was thinking and thinking - it was like I was thinking

so much and thinking so much I couldn't get up or something...

Th: ( to husband ) Were you there?

J: No, no I wasn't.

N: So - ah - that's when I was thinking about the letter - thinking about what I was going

to say to him - dah, dah, dah - and just kept coming whole scenes in my head you know -

just kept coming . . .

Th: That's the first time - you've had a flashback in a long time?

N: Long time - yeah - so I don't know -[ really started thinking about the rape and about

how frightening it was really -

Th: Ohhh -

N: I was kinda in denial because I think I'm so full of courage and bravery - all these

things - but it's really frightening ...

Th: Sure, sure -

N: Okay I'll tell you what got me - was the fear of being trapped in that room and

thinking that I could have been dead actually -[ could have died you know. ..!

Th: Oh...Yeah...

N: That's what got me - I never in my life had somebody ...

Th: At that moment, if you had a protective voice ...

N: Well -1 did take care of myself ...

Th: You did -

N: 1'm alive -

Th: You really survived -
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N: Ummm - to take care of ine - what voice to take care of ine - ahhh - shoot - would

have been - well, when you said that -- some stuff went into my head - is it okay to talk

about it'1

Th: ... whenever we have something that jumps up outside the conversation, its related

to the conversation - a feeling - a word

N: I don't want to get sidetracked ...

Th: to pause and take time for it -

N: But I was telling Joe that at the time when I had gotten raped [ was really nuts - first of

all - I'm a different person now - in those days I was out of it ...I played around too much

Th: Can you explain what nuts means?

N: First of all - I met the guy in a discotheque and spoke a little dirty to him first of all

and ummm . . .

Th: Do you remember what you said?

N: I said --- I don't know what it was - I talked about condoms with him - it was condoms

... I came on to this guy a little bit I guess - I was really crazy in those days - for some

reason I don't know why - I don't know - so he got all excited I guess - a woman comes

up and starts talking out of the blue ...so when you talked about taking care of myself - is

- I don't do that kinda stuff anymore, so that's it. [ hated myself after that - after that all of

a sudden I had enough I just stopped - I don't know what it was that happened - therapy I

think and I just realized what I was doing - some therapist made me think about myself

and take care of myself and stop and be responsible you know. ...

Th: Is it all right with both of you if we spend just a little more time on this flashback?
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J: Sure

N: Yeah

Th: ... and any extra thoughts just let me know ...

J: Okay, I think this is important ...

Th: When you experienced the fear of the flashback - can you see the scenario that goes

with it - for instance - you're in his apartment?

N: Yeah..pretty dumb,l thought we would fool around together, not-

(During this next description Nan acts out for me and the team and her husband every

physical move of this man ripping her clothes, pushing her back, knocking her down etc.)

N: Yeah - he pushed me in - started ripping my clothes ... I got up to get water or

something - he just knocked me down - like this... male force - I didn't count on this...i

never realized what male force was until this happened - thought I could you know -- you

never confront this - he was just like the - he started talking and pushing me and I tried to

get up -"What are you doing!?" I said and he just pushed me down and it hurt the way he

did it - you know - his nails just went into me - and my neck kinda went like, you know -

whatever - and then ahhh -- I then I was afraid he's gonna rape me or kill me or both ...

that wa.s fear - out of nowhere this - and that was death coming - I thought I was going to

die - that was it - I was in this apartment locked up and I thought I was going to die - and

that was it . . .

Th: Did you... make noise...?

N: Yes - I- just yelled -"What are you doing?" like that ...

Th: scream ...?
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N: No, I couldn't, it was closed like a room - I can't scream anyway [ don't have a

screaming voice - unfortunately - I tried to reason with him 1 guess - I said, "what..." [

was bewildered first of all - you know -[ said, "What are you doing?" ummm and scazed

too you know - like scared -- scared...

Th: Sure - did you say, "You're scaring me..."

N: Well that - then 1 realized what he wanted - you know - so then I just realized what it

was all about or something - then I realized what was going to happen - and then I

remember trying to get to the door and then he kinda tripped me or pushed me and i fell -

you know - and then I realized - forget it - no way am I going to get out of here alive...oh

I knew I was going to live - because you have this survival thing - you know ...

Th: you do ...

N: You think you're going to live - but I mean thinking you're going to live - but try to

figure out how your going to get out of this -- but ahhhh... so I realized what was going to

happen - so that was it - to live - I guess....

The New Story

A natural pause occurred and we all rested a moment. I was considering how she

had ended her story, that she wished to live. When she looked at me again I asked if it

was an OK time for me to ask her a question. She said it was OK.

Th: If someone else had been in that room with you and him - and that person would have

been someone you know would have been on your side...taken care of you... and would

have stopped him - who might that have been?

N: Ahhh...Jce

Th:Joe?

105



N: Yeah

The choice of her husband, Jce, was unexpected, since up to now he had been cast with

all men. Now she was considering Joe in a different light, so I understood she had more

than one description of him.

Th: Joe would have stopped him - O.K. what would he have done?

N: Ahhhh - he would've beaten him up I hope - and, jumped on him.

Th: With words or, how, with actions...?

N: ahhh - yeah - actions - words ...

Th: What words?

N: Ahhh - stop - right -"What aze you doing, aze you crazy?"

P: Can you visualize him -- being there at that moment... maybe pinning him up against

the wal] and saying, "Stop - you can't do that" or "I'm not going to let you..." -

N: Yeah...

Th: - what dces that feel like?

N: Ummm - it feels, saved -(laughs) ...Yeah...

Th: Do you have any words for this guy - anything you want to tell him now that Joe is

here...?

N: Yeah! "Hey what did you think you were doing? You could have killed me! you

dumb...too scared to tangle with Jce!"

Th: That sounds terrific -- your voice is angry, cleaz....(a pause here; she seems to be

enjoying the flood of certainty her angry voice is giving her.)
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Th: Well...since Joe saved you in this flashback - what would you think of putting him in

each time you have a flashback...each time you have it he's going to be right there with

you -- in the tlashback ...to...save you...protect you...

N: Oh --- oh ...Okay...

Th: Do you think that's possible?

N: Yeah . ..(laughs) she looks at him...

Th: ...and he'll have actions and words to protect you, to save you -- what would you say

to Joe when he comes in and takes charge...

--- Nan is still smiling at him, a little into the spell of the moment.---

Th: what would you say?

N: Say... ahhh "thank you for helping me out here,"I'd probably hug him - "thank you -

you know... I got myself in this bad situation-"

Th: Yes - so you would thank him...hug him?

N: Yeah ... cry - maybe...probably...

Th: Cry - sure - and how do you think he would respond to that?

N: Ummm - tenderly - I guess ...(she smiles and keeps looking at Jce). He'd say -- sort of

like it's okay - you're all right - let's get out of here - it's okay ...

T'h: ...you sound tender too....

N: Yeah - yeah like that ... in a forgiving way instead of ...

Th: And so you would say thank you for saving me, not blaming me...?

N: Yeah - yeah ... (she is enthusiastic here)
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Th: OK -- How do you feel about writing this new story down and if you ever feel like a

flashback is coming you can read this new story out loud to yourself with Jce in it as your

savior...

N: Oh yeah...

Th: over time it might change a little - your words might change -- you can add words,

take some out, but keep it responsive to your needs and maybe see how it works.

Th: - Are you feeling any fear right now?

N: No...relief, I feel, you know, relief, yeah.

Thinking over Nan's language, her childhood story of her sister's protecting their

mother against their father continues to linger for me. It shadowed the rape story. As Nan

described the tone of her sister's voice, it sounded a lot like Nan's tone when she

described the rape. I pay a lot of attention to tone, understanding it as a body voice, and I

feel it often communicates more than words. The former scenario lay embedded and

hidden within the rape story, giving it enormous resonance for Nan. But until now the

two stories stayed entangled. It remained the task of our future sessions to carefully

disentangle them. Nan had many confused and mixed feelings. She was temfied for her

own safety and at the same time wanted to stop the man who raped her; maybe, she said,

she even wanted to kill him. In circumstances like this I borrow from Tom Andersen's

(1995) exploration of people's particular words as well as what he calls "mixed feelings."

For example he asks the person if they can enter the word and see if there are other words

in it, so that the word "anger," for example, might also contain some sadness, some

loneliness, or even, as one woman described to me, a feeling of reverence. Similarly if
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feelings are mixed, he asks„ "What other feelings might there be?" All these other words,

once unpacked, contain other voices which often provide new narrative direction.

In each of these two entangled stories, Nan was helpless to act, because she was

afraid of her angry voice. She was afraid that its consequences, telling the police, could

be turned against her, the man might come back. This fear haá produced a general

paralysis that she was unable to speak about, and she couldn't remember all the details of

the rape until the afternoon she told the story. However, once her new story was

constructed, she could not have the flashback in the same way again because its meaning

seemed to be changed by the addition of another person, Joe. Using the new story and

discarding the flashbacks were changed by the addition of another person. She did not

any longer feel out of control, frightened by wordless fear, but offered her the opportunity

for a voice in her defense that would continue with her husband's defense of her. In this

journey he became her spiritual companion, the one who both believed in her and she

believed in him; he would care for her. This combination undid her sense of dislocation;

she was with him, he was speaking for her and she was speaking for herself! With his

help and her own, she could now renew her belief in herself, be free of the flashback and

regain her spirit.

Soon after I asked Nan if she still had flashbacks and if so, had she put Joe into

them. During the next six months she recounted only a half flashback which didn't

entirely take place; when it began she stopped it by reading the written-down new

scenario that included Jce.

I have saved this story for last because it occurred after the construction of the

new story. During our work together, Nan wrote letters to her mother inviting her to
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come for a visit. Nan said she would take her to the flower show, Broadway, or other

events she knew the mother would like. Although the mother promised, she never came

and Nan felt ready to give up. Then, sometime near Thanksgiving, after the session in

which she repopulated the rape story, Nan and her family went to her sister's house for

the holiday and her mother was there. At the table her mother talked about her depression

and how "ít didn't really matter whether she lived or died, so why take the medication!"

Everyone at the table gasped but was silent; no one spoke in response. Then Nan said,

"But it does matter, it matters a lot to me and to my little girl. You have a lot to teach her

about our family's history, stories to tell her ... games to play with her ... and I wouldn't

have made it through going into business without your example." Nan offered stories of

her mother's survival, and how, consequently, she too has survived. No one at the table

spoke; they had what Nan described as," choking behavior," and finally her mother said,"

I never even guessed you felt that way." Later Nan wrote down what she said to her

mother at the table and mailed it to her. I felt it was important to have Nan's words to her

mother physically on a page, because Nan would know her mother could read them

whenever she wished. It was a way of keeping the conversation going in each woman's

imaginative life. Again I felt she had been able to re-construct her understanding of her

mother and to feel for her. The act of empathy is a powerful tool: if you can feel for

someone else, take their feelings into your body and your understanding, you can feel for

and accept yourself. In fact, Nan was able to repopulate her mother's story, inserting

herself and her daughter into what was until then a lonely, meaningless scenario.

At the end of this particular session Nan said to me, "You know, I watch people

on T.V. and they act warm- they say hello, hug and kiss each other - really warm ...
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they seem glad to see each other ... do you think I could leam to be warm? ... could I

learn that? If [ haven't seen someone for awhile I might say, hey, you, ya owe me ten

bucks." I said to Nan that it seemed to me as she described her dialogue with her mother

that she had spoken to her in a very warm and inviting voice.

Conclusion

It has been important for me to understand some general outlines of how

traumatic events become isolated from language and what holds back the "naming

voice". The naming voice is one where I often ask a client. "What voice would you first

use in this special letter? Dces it change to another during the course of writing? Is it a

very important voice?" My idea is that in a context without moral censure a new voice

creates quite a different story. Through the repopulation of the flashback, Nan restores a

sense of positive life meaning. Her determination to survive the rape itself by appraising

the situation and deciding to yield to the rapist is certainly an example of what Breznitz 8z

Goldberger (1993, p. 3) describe as a"coping mechanism." Possibly it saved her life. For

me this case is a good reminder of the vast repertoire of action and voice each of us has

when survival is at stake. It seems clear that over time, the persistence of the flashbacks

had made inroads into her ability to cope or adapt, and, by her own testimony, she was

adapting less well in her marriage.

T'his case is an example of how the newly constructed story is a performative

event; it makes things happen (Penn 8c Frankfurt, 1994). In my focus on language and

writing, I am committed to the efficacy of finding and using our multiple voices since

each of them contains the possibility ofdifferent narrative directions (Penn, et al., 1994).

Linking Nan's tender voice used with her mother and husband with her confrontational
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voice allowed these new voices to co-exist, each with the ability to influence the other.

The existence of the new voices shifted the treatment question to how would the new

voices be used outside the session, how could she say outside what she is able to say

here. This is the arc every clinician aspires to for their clients: the movement of the

voices constructed inside the treatment session to the world outside.

I asked Nan if she wanted to write down this repopulated story, to make it handy

to read any time she needed it. She agreed. Now the idea of the freed voice, one that can

be used to speak out, was already on paper and in her words. In the experience of the new

story, Nan was able to construct it to include her husband's voice as well, and together

they supplanted the voice of the man who raped her, permitting what Weingarten (1991,

p. 301) would call an "intimate" meaning between them.
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Torment

Grabbing her foot he throws her against the wall--

bangs her head on the floor, smashes

her in the belly with his fists. Thank God

shés made of rag and yarn-because the harms

are slight, except for one eye hanging

down...a loose blue thread, and on her butt

the yarn is broken, red. I can tell

the doll adores the passion of it all -

He, throwing her limb from limb, and she,

sprawling in limp wrecks of new positions.

And how fast her heart is beating...how

she thinks of him under the furniture;

all the dark afternoons, his touch stays

so tender, mysterious and blue.
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Chapter Four

Chronic Illness: "Breaking the Silence"

Preface

A relational therapy is one that emphasizes language and what people say to each

other, their dialogues. Other therapies have to do with the construction of a self and the

mind, wherein we pay attention to what people are thinking to themselves and not to how

they speak with others. When we are not participating in a dialogue, silence reigns.

Language has left us. In therapy, Lynn Hoffman remarks, the point is that interpretation

or the struggle to understand is a predetermined theoretical narrative essential to the

therapist's world of ineaning (this is a personal communication I had with Harlene).

When I first read of Ken Gergen, Sheila McNamee, Harlene Anderson, and Harry

Goolishian as the first writers of Social Constructionism, they reached out to me. I was

quite excited by Ken's idea that when you are in languageyou always expect a reply. 1

thought of the phrase as being the unspoken miracle of working in a Social

Constructionist mode. Even those long-forgotten, never-solved dilemmas with families

still have a reply waiting in the wings. Whether or not it will be given is another question,

but because it has been generated in dialogue and carries within it the meaning of a reply

is the important part. I felt that no part of the conversation is wasted, but we had to

develop ways to study and to understand missing or unspoken meanings in conversation.

The points we made in our writing on chronic illness were that the trauma of the

illness on the family was widespread. What seemed to help a great deal was the

development of the client's voice This point, that the trauma is relational and affects
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everyone in the family, was helpful to us in accessing how families are dealing together

with the effects of the trauma on all of them. (Sheinberg, Frankel )Our group, working

together, helped people with chronic illness be alert to negative metaphors, both those

they used and those that came from others. Our hope was to help the family remain

connected at a time when connections must be relied upon rather than questioned. We

also depended on multiple descriptions that afforded us many roads to choose from in

breaking the silence. As in our other work, we used a language-based approach that

expanded our concepts of Social Constructionism. Paying such discreet attention to

language seemed to promote clients' own writings about their relationships with others as

well as themselves. [ have called the speakinglwriting act a lifeline because of its power

to reconnect the family and reduce the effects of relational traumas. T'hese ideas have

been successful because they release feelings as well as help clients discover new voices.

In chronic illness our futures are wounded. For the sufferer, looking ahead is very

hard to do; it frequently brings loss or can create an expectation of loss. According to

Paul Ricouer (1984), in our usual storytelling, we have the capacity to order time. We

can do things at a certain time, tomorrow, over coffee, or in just a minute. These time

punctuations bestow order on the chaos that undefined time can bring. The notion of

ordering time helps us understand Aristotle's definition that love and suffering tend to be

two sides of the same coin. He thought that connection was based on the idea that when

one is in love, any imagined loss of the other is based on the irreplaceability of the other.

In this chapter I will describe how we move from a voice that emerges within a session

conversation to the construction of a new narrative, using the example of a couple we saw

in therapy. Each member has H[V, but you would never know it from their appearance.
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However, they are unable to trust. Through the therapeutic conversation and writing, the

husband is able to find a new voice that wishes to trust, not only his wife but others.
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Relational Traumas

In our work with families who struggle with a chronic illness, we have relied on

three ideas. First, we regard illness as a relationally traumatizing experience, not just for

the person with the illness but for other members of the family as well. We use the phrase

"relational trauma" because of its effects on members of a wider system who also show

signs of physical stress, isolation, and helplessness (Sheinberg 8r Fraenkel, 2000Looking

at language, we are particularly attentive to the social prevalence of negative metaphors

that surround and engulf the ill person and her family: dependence, poor genes, repressed

personalities, weak constitutions, etc. (Sontag, 1984). These negative metaphors, or

outside voices, join with the negative inner voices of the ill person and result in a silence

that disconnects people at a time when connections must be relied on rather than become

the center of concern and question. Our third emphasis is on the use of writing as the

means to create new voices, metaphors, and multiple descriptions that can reinvigorate

the conversations silenced by the illness. Once the family's voices are reconstituted

through writing, the emotions that have been displaced by the illness are restored to their

conversation. Here is an illustration from Kaethe Weingarten:

I was 43 years old, a practicing, licensed psychologist for over 25 yeazs,

and happily married to the man with whom I was raising a 14-year-old son and an

11-yeaz-old daughter. I had just finished one year of treatment for cancer, a

treatment the noted surgeon, Dr. Susan Love refers to as"slash, cut, and burn."

My life was bleak and lonely because I lived in silence, certain that no one could

bear to heaz the feelings and thoughts I had following my year of treatment;
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unwilling to find out if 1 was right-, certain that I needed to protect people from my

experiences; and failing in those few times that I tried to put into words the chaos

of my emotions and the terror that lived in my flesh. (2000,p. 390)

Over the last 3 years, our research group in Language and Writing at the

Ackerman [nstitute has focused on the ideas of conversation, writing, and voice in our

work with families that suffer in silence with a chronic illness. Though I am writing about

these ideas, they were developed in conversations among all the members of my group

over the past three years. In most of the families we have seen, the experience of the

illness produces incrementally traumatizing experiences, not only for the person with the

illness, but also for other members of the family. In short, the examples in this chapter

describe relational traumas that are shared by more than one member of a family when

there is a chronic illness. While loved ones shaze unending worry over life and death

issues, it is even more painful when they stop feeling that they can speak with each other.

Sometimes the ill person may try to continue the conversation but, inevitably, someone

else in the family will not speak about the illness. We have found that this experience of

not speaking is traumatizing to the relationships, resulting in silencing.

In families silenced by illness we use a language-based approach that promotes

clients' writing about their relationships to each other and about their illness. When the

writing is brought to the session and read aloud, clients' feelings are expressed, often in a

new voice, about their illnesses and their relationships to each other.

The use of writing in cases with chronic illness is a way to discover new voices

and is also widely thought to release feelings. T'he idea of using writing is currently

receiving growing attention (see Pennebaker 1989, 1993). Pennebaker (1993) claims that
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writing produces positive health benefits because T-cell counts go up when we disclose

our inner thoughts. The release of suppressed emotions breaks the silence imposed by

illness and ushers new language into the conversation of our client families. This new

language often reflects new voices in some members of the family, and it is these new

voices that speak the unspoken- loneliness, fear, anger, even hope - that the family is

experiencing. We know from the remarkable writing of Griffith and Griffith (1994) that

emotions are expressive acts and have powerful effects on the body, and the body, even

when suffering with an illness, is deeply in relationship. For a person to say how it really

is with him~her, to be able to express deep feelings about the illness to loved ones,

produces physical retief and frees others to respond in kind. I look forward to studies that

will track the effect that speaking out loud has on our bodies as we exist in the

interconnected roles of speakers and listeners. Pennebaker (1989) claims that the freedom

of expression, which comes through writing, has a positive effect on our immune systems

and reduces the effects of the trauma by bringing the unspoken aspects of the trauma into

language, language with others. He posits that there is even a danger to our immune

systems if we inhibit the expression of our feelings.

Trauma and Illness

Judith Herman (1992) refers to the conflict between speaking and not speaking as

"the central dialectic of traumá' (p. 1). The families we have seen experience these

illnesses - and the fear of death that often accompanies them - as traumatic. Perhaps

using the phrase "relational traumá' allows me to include other members who are

experiencing stress and in some cases developing physical symptoms themselves from

the inhibition of their speaking. They too experience fear of the future, anxiety, waking
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states, ruminations, and many bodily complaints of their own. In some cases these bodily

complaints are remazkably close to the PTSD phenomena in the literature, and include

dissociative states. In one case I saw the husband and son of a woman with Parkinson's. It

seemed clear to the father that their son struggled with the early signs of Parkinson's, but

this became a secret between the son and the father. Each felt that they could not tell the

mother. This isolation contributed to distancing in the family, with the father and son

becoming too close to each other and the mother too faz from both of them. What was

surprising was that, over time, the father completely fell apart and could no longer

function. When they came to see us, he was not as devoted to his son as he had been, he

couldn't remember things he had to do or conversations he'd had, and his short-term

memory was functioning so poorly that he could no longer perform in his job. This left

the son with no one to speak to; both parents seemed to be ill, and at age 15, he was

confronting his symptoms alone.

In our group, we looked carefully at our own cases and noticed that at an earlier

point in the life of the person who is ill, a traumatic event of some proportion had

occurred that had never been fully processed; it never made its way into language and

remains, if not causal, certainly influential in the illness. This earlier event is often

suggested when the person with the illness continues to exist in a state ofhyper-arousal,

an anxiety state that dces not seem to respond to treatment or medication in which one's

body feels constantly agitated and out of control. Recently we worked with a woman

whose body is in constant pain from Epstein Barr. In reviewing other times in her life

when she didn't know what to do, she recounted three incidents that occurred within a

close time frame when she was a very young child, but that she remembers clearly. Each
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one was a frightening incident. They included a death from a car accident, someone

breaking into their house when only small children were home, and the physical abuse of

a child with other children watching. None of this was ever explained to her nor was she

consoled at the time by any of the adults in charge. Now she is afraid to tell her for fear

they will feel accused. She said these events could be responsible for her illness and

remain buried at the bottom of her illness. ln another case, a man told us that his older

sib]ings always told him he was secretly adopted and therefore couldn't accompany them

on family trips. This feeling of being an outsider remained with him in some form for

most of his life. In his work with us he has written moving and expressive letters about

how his perception of himself is slowly changing. Now he sees himself as deserving to be

included and wanting to include others.

A member of our group, Rosemary Masters (2000), points out that we normally

exist in a variety of fluid self-states, rapidly changing our thoughts according to our outer

and inner needs, yet still remaining coherent to ourselves and with others. But in the

hyper-arousal states of illness or trauma, these self-states freeze and repetitive patterns

take their place. We are guessing (along with many others) that the former trauma

remains stuck somewhere in a region of the brain not accessible to spoken language but

containing highly emotional material. Masters commented that writing stimulates and

facilitates the motoric and sensory regions in the brain, sometimes enabling one to recall

fragments of the former traumatic events. She suggests that a close analogy can be found

in the EMDR work of Shapiro and Forrest (1997), who attempt to balance the right and

left hemispheres of the brain through various means of stimulating them alternately. This

balance seems to coordinate sensory and linguistic memory. Similarly, as the hand and
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eye move across the page and back when we write, the performance of this process

bumps events so that gaps in memory fill in: new words or expressions that have been

inhibited suddenly appear and make their way into the writing. In our group we ask

everyone to write, the client and everyone who is also affected by the illness. Writing

also combines analytic and creative skills because it draws from the essential functions of

the right and left hemispheres. Since writing is an expressive act, the emotions that are

generated by the act of writing directly address clients' issues with members of their

families.

We have also included the treatment of flashbacks in our work. In an article on

flashbacks, Penn (1998) found that flashbacks can reorganize themselves into a different

pattern when a protective figurelvoice is introduced into the flashback content. This new

figure allowed Nan to create a new scenario that she writes down in her own words and

keeps beside her bed. Anytime she felt an aura or a fear that she might have a flashback,

re-reading the new scenario allows her to remember the flashback with the new

protective figure in it, as part of the dialogue. The new story released the client from her

fear of the flashback; Nan, personally, now had a new voice that was accompanied and

buttressed by the presence of the other protective figurelvoice. These two new voices

became the different dialogue of the new scenario that she wrote down. The flashback

could never take place the same way again. Now it included not just the new voice of the

protective figure but also the client's own words, all of which could be read aloud at the

beginning of a flashback aura. Her voice changed from the voice of a victim to the voice

of someone who was in control. The flashbacks disappeared.
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In Pennebaker's (1993) experiments, when his subjects wrote about the early

vaumas they had experienced, the person's conflict shifted, and she or he moved to a

dawning understanding of what had occurred. The change is evidenced in their language.

They begin with a kind of automatic writing, then the grammar slowly reorganizes itself

and phrases appear like, "now I see," "perhaps it was for this reason," "it becomes clearer

as I think about it," and finally, "I understand." At this point Pennebaker claims the writer

experiences not only relief but can envision a plan for the future.

The Social Dilemma of Illness

Whatever our personal shame may be, society confers more shame on us when we

have an illness. As is frequently pointed out, the assumption around illness is that it is

evidence of our being defective. In the case of HIV or AIDS, Tom Svong (1997) reminds

us of more injurious assumptions. A person with AIDS is considered morally defective;

something must be wrong with the person who has AIDS; he~she not whole. It is easy to

understand why the solution to the dilemma that illness presents to the sufferer would be

to shroud his~her emotional life and hide it in silence.

The confusion around speaking supports the choice not to speak, to be stoic, to do

it alone. This comes from the fear that the ill person can no longer be protected because

helshe already has cancer; so your best course is to protect others from the struggles that

must be made alone. The other side of that coin is the anger the illness engenders. The

patient asks, "Why me?" No one can take the illness away or spare the suffering, so why

shouldn't the response be anger? In both cases the solution is often silence. But by not

speaking, the person who is sick feels as if helshe is protecting a partner or child. My

experience with these families persuades me that speaking basically supports and often
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enhances the relational connection, even when this connection seems to include

hopelessness, fear, and anger. Chronic illness displaces our feelings; it is as though they

are stored somewhere else.

As we develop new voices in our conversations through writing, these feelings

can at last be voiced and find their way back into language and into the relationship. A

young woman I saw felt that her marriage was so strained by her illness that it wouldn't

survive; it had become oppressive for her husband. She had always been close to her

mother, who was her chief supporter. along with her husband. They each understood that

the task ofher support was dívided between them. However, her mother developed

melanoma. She felt cornered by her mother's illness, unable to find the additional support

she had always received from her mother and not able to ask for it. The conversation with

her mother had altered; their voices had changed. My client found herself halfheaRedly

asking for support and, at the same time, haltheartedly giving support to her mother.

Silence reigned for both as a solution; each became more symptomatic but in a silence

whose effects were inhibiting and not comforting. The family's voices became discordant

from the demands of too many illnesses: who was to ask for support, and who was to

give it?

What Narrative Paradigm Helps Us?

Our narrative stance places us in an interpretative paradigm that allows us to pay

close attention to the operations ofconversation: language, metaphor, voice, questions,

and how our use of these elements in our conversations socially constructs us as we

speak. I agree with Lynn Hoffman, who feels the terms language and conversation aze not

interchangeable; conversation is more complex and shows many more subtle forms of
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communication - analogy, bodily and facial expressions - than does language

(personal communication, 2000).

When we look at our usual narrative mode within a social constructionist,

collaborative frame, the first thing we think about is a concept called "coherence," which

means simply that your story has to make sense to you, it has to cohere, it has to hold

together for you and for others. The second useful definition of narrative is that your

story must have continuity, it must be able to predict the progression of things, and most

particulazly, it must predict the future. But in chronic illness, the future is wounded (Penn

1985). Our stories must also have the capacity to order the chaos of time. We do things at

a certain time, tomorrow, in an hour, over coffee, in just a minute, or in the summer.

These time punctuations bestow order on the chaos that undefined time can bring. Paul

Ricceur (1981) writes that narrative is a response to the human experience of chaos and

discord that time brings. He believes that stories are reinvented each time they are told

because, in between the telling, time intervenes and changes occur between each telling

of the story. This can become an encouraging question about change in a family

struggling with illness: "How is this telling of your story different from the last time you

told it? How would you like it to be different the next time you tell it?" When a client

writes a story more than once, it inevitably changes. I saw a couple who called off their

marriage plans at the last moment-, someone's parent was ill. But there was more to the

story than that, which had remained unspoken. I asked each of them if it would make

sense to write the story of their independent decisions not to marry and also to cancel

their wedding on four different occasions. It turned out that the man was ambivalent and
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interested in another woman whose background was similar to his, and the almost-bride

felt his lack of interest in her.

Ricoeur (1984) also writes that the meaning of language lies ahead of the text,

ahead of what has already been spoken, perhaps in the anticipation of the next

conversation in some part of the future. Of course we aze always in the process of

constructing the next thing we have to say. He feels that events that are as yet unspoken,

disowned, or ambivalent have great importance for the construction of ineaning. They are

active agents even though unexpressed, and they affect how the family constructs

meaning. Day-to-day meaning seems to slide from place to place, to feel fragmented and

hard to pull together. In these cases 1 have heard meaning described as being both present

and absent at the same time, elusive, or hard to pin down. What is remembered, and what

in the general sifting out stays, becomes a stable part of your next conversation. But in

the states of hyper-anxiety 1 have described, nothing feels anchored or secure, and what

stays is the impenetrable anxiety. As we look at the things that are too hard or frightening

to say, the events that silently stress families, we have found that on the occasions when

the other side of suffering tums out to be love, we have a better dialogue.

A Different IDness Narrative

As mentioned earlier, Aristotle wrote that love and suffering tend to be two sides

of the same coin. He thought that connection was based on the idea that once we love,

any imagined loss of the other is unbearable. Therefore the notion that suffering is the

other side of love is based on our irreplaceability to each other (Nussbaum, 1990, p. 67).

It makes sense, given a chronic illness, that irreplaceability is always uppermost in our

mind; but when we review the narrative of chronic illness, we see that it does not fulfill
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any of the usual descriptions of narrative; something vital is different. We aze in need ofa

new story about our illness and how it is taking place in our and in others' lives. Illness,

as a story, dces not feel coherent, it certainly does not make sense, and it often poses the

question, "Why me?" The story of being chronically ill is experienced as a discontinuous

story. Given the vicissitudes of an illness, it is extremely hard to predict the future, so the

story remains fragmented. Time feels chaotic and unpredictable. One could easily

hypothesize that because time poses such a threat of deterioration and ending, we cannot

relieve the chaos it brings. Yet a narrative of silence or isolation is not acceptable. We

must commit to thinking about the other side, finding the voices that can speak out.

Arthur Frank (1995) constructs iliness narratives differently. He describes three

narratives of chronic illness: the first is a restitution narrative, "I have become ill but

every day [ am getting better." The second narrative he calls a chaos narrative since

everything is deteriorating, falling apart, and nothing is experienced as being under the ill

person's control. The third narrative he designates as the quest narrative. Frank stresses

that the ethical importance of the "wounded" storyteller sharing his or her story with

others makes a great deal of sense. Otherwise we face the prospect of our own illness

events in the future without the benefit of the shared wisdom of those who have

been there.

I am impressed by the attempt to make a new meaning for life before one has to

leave it. I have seen many clients deeply wish to be clear to themselves and to others

about what their life has meant up to now. In these instances, their search for meaning

can take several forms. It can be a religious andlor a spiritual awakening about the

connections between themselves and others, and those connections can result in a
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renewal of deeply held relationships. The American Pcet Laureate, Robert Pinsky (1997)

writes, "value what moves you." I believe that, through writing, Jce found meaning

around his illness for others, and he was often personally moved by what he had to give

to others. For Joe, this writing gave him the feeling that his life had meaning.

I also wish to describe a different kind of ineaning that families with chronic

illness can experience. In the course of dealing with the illness, Patricia Booth has

thoughtfully remarked that families make discoveries of what is important to them, what

they can aspire to, and they experience elation when things that were silent can now be

spoken. One man told us about dealing with his wife's illness, "I never thought I would

come to know another person so well." We can learn to listen to each other differently,

shape different priorities, and organize our time differently because our landscape has

changed. On occasion we experience the dark side turning light, with a radiance and

presence that we had not recognized before. I speak for our group when I say that in this

work we all feel that we are in the presence of the central meanings of peoplé s lives, and

we carry their light with us.

In fact, Pennebaker (1989) suggests that the act of inhibiting our thoughts acts as

a stressor on the body and becomes a precursor to illness. Over the last three years

members of our group have seen many clients who feel isolated yet aze afraid to speak.

This is the paradox that I find constricts them. [ have written about it like this:"I am

afraid that if I do not speak to you and tell you how I am, I will slowly withdraw and

leave you; however, if I do speak to you, I am afraid that you will slowly withdraw and

leave me." This is the paradox we are committed to enter and change, but we need their

voices.
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Voice

There is in each of us a marginal soul and in our world of relations we

wait for its voice to rush in not with a sword or a brush but a voice to

speak against the fact that the world is complete without us.

--Louise Gluck (]994,p. 54)

When I first discovered the uses of multiple voices, I became preoccupied with

the fact that we all had the potential to develop many voices; further, we could learn to

co-exist with these other voices, and not replace them. We would not necessarily work

toward a replacement story using our new voice; rather, we could develop other stories

and voices that would coexist with each other. Traveling with that thought, we could

tolerate parts of our self that we criticized and at the same time be reassured by the other

voices surrounding it. This idea is accumulating a successful history - whether working

within relationships in a family, with trauma survivors, or with those held in political

situations such as waz or imprisonment. The idea that voices can co-exist in both a

universal and a personal event describes our relationship with ourselves and with others.

But, for me, the password has always been "co-existence."

Lynn Mikel Brown and Carol Gilligan (1992) write that voice is the key to

understanding psychology as a practice of relationships. Certainly in the practice of

relationships we encounter stotms, illness, and sepazations. For a period of time in

chronic illness, the voices that come from and about the body dominate the thinking of

families that long to continue to speak with each other. When their voices are stuck or

silenced or frightened, the ongoing stories of the relationships among family members

suffer that loss. For Brown and Gilligan, write: "Voice, because it is embodied,
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connects rather than separates psyche and body; because voice is language it also

joins psyche and culture" (1992:20)" When we recognize the power of our voices in

relationships, we can only admire their ability to multiply, to change, or to influence us.

To ask, "What relationship does this voice of despair or hope or patience, speak to, or

speak from?" situates the question within a relationship. Often I have observed the result

of that question. It can locate a relational anchor or a safe harbor for the person who may

need to call out and receive an answer.

I believe my personal attachment to the flexibility of voice began before I was

five years old with my mother who wanted to be a singer. Normally our voices have the

capacity to assert, declare, break silence, reflect, yell, or sing, but they may also suffer

hesitation, self-interruption, or become lost, or stutter as my mother did. At age five I

could only stand by, muted by her struggle. I remember her hands sweating, opening and

closing as though to hold onto the words that, like water, kept slipping through them. [

knew even then that we were losing our connection, and i felt helpless to stop it. What

she was not able to say vividly defined the tension among all members of my family. Our

silence became one of keen listening and carefully exchanged glances. Perhaps she saved

us from speaking the feelings everyone was afraid of - anger and shame, and we all felt

safer not talking. But I always feared that in this silence a major accident would occur,

and we wouldn't know it until it was too late. I know that experience was the beginning

of my reaching for voice.

From Voice to Narrative
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I will now describe how we move from a voice that emerges from a session

conversation and construct a new narrative once the voice is present. A woman is talking

to her husband; this is my condensation of their dialogue:Zb

"Why are you so hard to speak to, you stay hidden in your shell?

(weeping). You don't even enjoy the small lovely parts of the day. You

just stay in your frigging depression..." "I can't do what you can do," he

replies. "I know you want me to be happy, but I don't feel well." "Then

what am I for?" she counters, crying. "What the hell am I for if I can't even

make you feel better?"

Each member of this couple has an illness, but you would never know it from

their appearance: they are both beautiful and feel lucky to have found each other. Each

has been married before and both are in their early forties. Right now they aze angry at

each other. Ann is crying, protesting that she doesn't understand what she is doing in this

relationship: "What is she for if she can't help him?" She feels it is her job to make him

feel better. He has just explained that he can't do what she wants. He isn't like her, and he

feels sick a good deal of the time. They sit with their therapist (our group is seated behind

the mirror). They spend a few minutes in silence and then Kevin begins to weep. He says

that he never learned to trust anyone in his life and even now can't rcally wst that Ann

won't leave him too. Behind their conversation is his belief that no matter how caring and

supportive she sounds, she too will leave him. Kevin contracted AIDS from his first wife

who concealed her disease from him. Soon after the marriage, their baby was born.

Unfortunately, the baby had AIDS and died in infancy. Kevin sat with the baby in

26 The therapist for this couple was Patricia Booth.
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the hospital through the months before his death, hoping his son would miraculously

survive. He stayed with him because he couldn't bear having his small child die alone.

However, Kevin is alone with this story, and it remains painfully vivid. I offer a

retlection and wonder if there might be a voice inside him who wishes to trust someone,

and if he spoke or wrote in that voice, who would he choose to hear him? He tells

the therapist:

Kevin: [ would choose my new wife to hear me.

Ther: How do you think she might react if you gave her the gift of your voice that wishes

to trust?

Kevin: She would be touched and supportive.

Ther: And if she were touched and supportive, how might you be affected by that?

Kevin: It might bring us closer.

He said if he wrote a letter to his wife and spoke of his wish to trust, that it might

help them build trust. The session had to end here, but I knew this question would be

considered again. I could see a new story about trust emerging for him. In fact, he did

write to Ann and she responded just as he thought she would. Personally, I was reserving

another question for our next meeting, when the voice that wished to trust had become

stronger, a little more practiced. [ wanted to ask, "Who might you wish to speak to next

in this voice?" I thought, of course, about his baby. To be able to speaklwrite his feelings

to the baby might bestow some peace on that relationship, and also contribute to a more

present engagement with Ann. This last conversation between Kevin and Ann is an

example of how a new voice that grows out of the treatment conversation can add an

important new voice in the couple's life. This new voice can grow and has the power to
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begin a new narrative. Kevin's inability to trust has been changed to a voice that wishes to

trust, and one that can speak not only to his wife but to others as well; perhaps, in the

near future, to his child. When he reads his letter aloud, he becomes not just its creator

but also a responsive listener to himself.

Inner Voices

The strengthening and use of inner voices are important because they can change

the issues of identity that people who are ill struggle to solve. According to Frank (1995),

the inner voices of an ill person tend to organize themselves around identity questions

that sound like this:

1) I cannot be who I was before.

2) Do I know who I am now?

3) How do I make my way to the next viable me? (p. 102).

These inner voices aze preoccupied with the repetitive talks one has with oneself

and, as Frank illustrates, the theme is identity. The voices represent the attempts of ill

persons to clarify who they are now in light of the illness, and what changes remain open

to them. Must they accept the illness? And if they do, how do they mourn who they were

before the illness event changed their lives? Additionally, how do these questions of

identity affect their relationships with others? These questiuns are a lens through which

they see and construct their world. This particular content contrasts strongly with the

outer voices of the people around them. The ill member's loved ones and friends tend to

organize their speaking so that they sound protective. For that reason their talks are often

concerned with issues of inedical discourse and bodily processes: "How are you feeling

today?," "What did the doctor say?," "When is your colonoscopy scheduled?," or "Will
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you be able to walk with a cane soon?" Couples fall into a conversational cycle that is a

daily inquiry about how the ill person feels, and this topic can dominate the conversaqon.

When our bodies are intimidated, our conversation is constrained.

Other conversations, for example, ones that could construct different and perhaps

more valued meanings, are excluded. One couple I see characterized the phenomenon

like this:

We out-think each other - I think he thinks I think I'm better or worse,

can do it, or can't do it. And he does the same with me - She thinks I

think she thinks (I'm more worried than [ am). And then we have no

boundaries between us, my body seems to be everything that takes place

between us.

This is a prime example of doublethink: each of them are thinking for hislher own

self and for the other. The focus of our work is to break the silence that turns the space

between speakers into stone, and to help people regain a conversation in which they can

rediscover conversational intimacy and clarity. However, we cannot bypass the difficult

task loved ones have when they want to say to someone who is ill, "I cannot live without

you. I'm afraid you will die and I will be alone." Or, for the ill person to say, "I'm

ashamed of myself," andlor, "I feaz the future that awaits me." Pennebaker and Harber

(1993) remind us of a further complication. They make the point that for those who are

not ill, listening to the feelings of the person who is struggling with the illness is often

unsuccessful. Out of self-protection, the listener either avoids or downplays the we

content of the story. The listener feels they must intuitively protect his or her own

immune system against the personal impact such a story could have. So how dces this
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speakedlistener begin to speak? We do this through writing; we tell a story through

writing, followed by speaking it out loud to others. We encourage and rehearse and try

out the production of new voices either in the session talks and~or with the use of writing.

It is a moving experience both for the family and for our entire group to listen to a letter

or any piece of writing from someone who has not been able to speak and is now

expressing those unspoken feelings. I have often felt that our responsive listening was in

itself therapeutic.

Listening

At a conference in Israel a woman came up to me and showed me her hands. They

were swollen and distorted and painful. Holding up her hands she said, "These are my

credentials for help." That afternoon I had discussed language and its uses in chronic

illness. At lunch the following day, the woman came up to me again and said, "After [

heard you speak yesterday about language, I went home and spoke to my hands more

positively, and I really believe they feel better today!" [ was moved and said, "I think you

must keep talking, and, if you like, [ will continue to listen."

The listening voice is our primary form ofcaze. The listener is a

participantlwitness, there to appreciate the whole story of the suffering as many times as

it must be told. Just as it is the wounded storyteller's ethical responsibility to tell his story

to us, it is our choice to enter into this space with the speakedwriter. To me, witnessing

means "I am here with you withoui judgment and with hope." I am reminded of Kaethe

Weingarten's (2000) suggestion that "hope is something we do together" (2000, p. 402;

see also Weingarten 1999). That idea describes witnessing to me: whatever the future
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meaning of life may be, we practice hope together to preserve life. We hope together that

the life being measured is transformed in the telling.

We could think of listening as having its own language both inside the listener

and between the listener and the other speakers. This language is made of silent gestures,

small noises, queries, glances, and changes in the listener's bodily posture. Many new

thoughts occur when we are listening. Tom Andersen reminds us that its best to be aware

of our pre-assumptions before our listening begins; pre-assumption alerts us to content

that might intimidate our commitment to listening (Andersen, personal communication,

1998). 1 was reminded of his thoughts when i visited the prison run by Judit Wagner in

Kalmaz, Swedea I observed how carefully and quietly she listened, her eyes never

leaving the face of the speakec Before I spoke with one of the inmates, I remembered her

example, and listened from a new page in my mind.

1 have practiced listening intently so I can capture the speaker's moral feelings

about themselves and see them change. Perhaps this kind of listening would counteract

feelings of being morally defective. Riikonen and Smith feel that in order to speak and

listen in this way, the client and therapist must find similar values to share so that each

speaks from regard and respect for the other. Describing listening in this way reinforces

our feeling that we are collaborating with our clients. Frank (1995) has called it ethical

listening; Gilligan et al. (1995, p. 27) refer to this kind of listening as one whereby "the

sound of the speaker's voice enters our psyche" (p. 27). Patricia Booth says she listens

until she feel she can "release a part of her self to the other" (personal communication,

July, 2000).
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Finally, a word about the listener's immune system. According to James

Pennebaker (1989), someone who is ill is the first to recognize any change in how people

are listening to him or her, and is the first to withdraw from the conversation. If a person

says, "Oh you'll be fine," or, "you'll feel better tomorrow," or downplays the sufferer's

pain, Pennebaker suggests that it is immediately sensed by the ill person who then moves

to end the conversation. The importance of the quality of our listeninglcaring stance itself

can change the illness story since ill persons, when they do not feel judged, feel free to

consider other possibilities.

Metaphor

Beautiful and bright it should be on the surface, feathery and evanescent

one color melting into another like the colors on a butterfly's wings; but

beneath the fabric must be clamped together with bolts of iron.

--Virginia Woolf (1939)

The way our group used metaphor is the following; families are surrounded by

negative metaphors both of their own creation and of the society's creation (for instance,

cancer is often colonized by "war" metaphors). We ask the family to think of a metaphor

that expresses how they feel about the struggle they have made with their illness. Our

beliefs about meanings, how they are always in process, intuited, constructed, and

negotiated, are integral to our understanding of the effects of inetaphor. Meaning is not a

stable entity but an outcome of relational negotiations in a particular context. When those

negotiations change, meanings change as well. In the process of renegotiating different

meanings, we often find or choose a metaphor because it works quickly to change our

perceptions and positions, and it feels right. In a metaphor, a word or a phrase may be
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shifted from its ordinary usage to a different context where it immediately evokes new

meanings. These meanings are not predetermined by language or experience; they aze

new perceptions. Within a family, the metaphor must be grounded in resemblance so that

it fits the family's range of possibilities and is accepted. Since the former positive views

of self and other have been described negatively by the illness. We hope to find in our

conversations a different metaphor that will at least represent the struggle the family has

had with the illness, and see it in a more resourceful light. Because of the combination of

negative cultural metaphors that surround illness, it becomes difficult to maintain our best

self-perceptions. The more positive metaphor can supplant these wounded perceptions of

self and offer a new way to see oneself. Metaphors are able to support a couple's

strengths and confirm their larger story, the one that exists outside the illness. Recently,

in a reflection, we said to a couple, "You are like two tall trees that have endured many

storms without breaking." Or, since the presence of inetaphor invites voices, I say to

another man, "There is a part of you that has a lion's voice. How can we invite it to speak

for you now? What might it say, and to whom?"

It is the production of new meanings that makes me describe metaphor as

basically performative; metaphors do something different. [f a woman has terrible

stomach pain and is asked by me if there is another way to describe her pain, when she

responded, "It's like a fight going on in there," Patricia Booth, as a part of the reflecting

team, suggested that I ask if that same fight is going on outside of her stomach, with

whom and about what, and if a part of the fight is speaking for her as well. Extending the

metaphor of the fight allowed us to attach a felt connection between her stomach pain and

her relational life. It also allowed us to consider other narrative directions: where else is
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the fight going on, what does her mother say about it, or her husband. The word "fight"

brought out a host of ineanings that may exist in other contexts that have

story possibilities.

Talks of desire often produce metaphors because they stimulate the idea that some

things do not die. If you ask about desire, what often follows is a statement of

engagement with life. We learn how to value what moves the client and to value what

they desire, even in illness. The metaphor that grows from talks about desire can support

an abiding sense of self, a self that is still engaged with life (Louise Eichenbaum, 1999).

Michael Polanyi (1974) wrote that metaphors were most likely a form of tacit knowledge,

something we already know, about whose use we aze just now understanding, or perhaps

just now needing. Gerald Edelston (1992) referred to metaphors as flashes of feeling.

Both descriptions suggest that when we construct a metaphor we intuitively reach into

some part of ourselves that is outside our notice. as yet unnamed, but there! The question

that Tom Andersen asked the two dying men was a metaphor in the form of a question,

and it had a powerful impact on all of us. During that session when the four of us sat

together, it was as though we were undertaking a deep dive together. Each of us had the

experience of feeling a heavy weight on our heads, the result ofour reaching for

metaphor.

"The sufferer is a poet in search ofinetaphors adequate to express his

predicament. "

--Tom Strong (2000)

There is a sense of euphoria for the family and the therapist when a fitting

metaphor arrives. In wondering about the process that produces it, I believe that the life
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stories of the family and therapist aze linked in more profound ways than our diagnostic,

technical ]anguages suggest. When a metaphor is constructed, it emerges from both the

therapist's and the client's stories. If we ask, "How do you think you are described in the

outside world?," the answers aze invariably negative, and I believe too often injurious.

That is why our group is drawn to those metaphors that will replace the negative social

metaphors: to find a way to describe clients that will encapsulate their struggle against the

illness; to find a metaphoric idea that will give us a strong, positive image about

ourselves. The session I am referring to is the one with the couple with AIDS and, at this

time, were down on their luck, struggling with many opportunistic infections. We spoke

together of the thresholds they had crossed and what they had retained from each

crossing.

When the couple feels that a metaphor fits them and identifies valued strengths,

we cherish it, prune it, feed it, enjoy its changes, and watch the leaves unfold in the

spring and turn color in the fall. But the most important part of a collaborative metaphor

is the one described by Cox and Theilgaard (1987). They write that when a metaphor is

constructed and used, the therapist and client can freely associate to it, using it in the

session between them like a transparency. It can be seen through, we can see beyond and

above it, below and to the side, and we endow it with the needed new meanings we are

searching for. Metaphors make clients feel connected and taken caze of and allow

therapists to feel like participants. The idea that we can associate together brings the idea

of our collaborative use of language close to home.

A metaphor can unpack meanings slowly, indirectly allowing us to absorb new

information at an appropriate rate, just as a time capsule releases its contents. [ am always
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impressed with the aesthetic swiftness of a metaphor - how fast we get it! With a client

who complains about not having enough time, I might ask if he wants to build a house

together with me and we'll see how faz we can go. No matter what, something will be left

standing. If he agrees, we decide many things: how many windows we need, what they

might look out on, who would be invited inside, what kind of foliage he might plant.

Somehow the metaphor opens up like an umbrella after the session, gces home with the

client, and, hopefully, acts as a reminder that a safe haven exists.

The Spouse's Voice

The spouse who says, "How am I entitled to go on with my life, take caze of

myself, even go to work or enjoy myself when she is so ill and in pain?" or "How do [ tell

her I cannot stand this illness and want to withdraw myself?" How dces the spouse of an

ill person speak about their needs? They often don't, using the rationale that "I mustn't

add to your stress"; or, "I should be a good soldier like you--grin and bear it"; or "I feel

guilty if I don't attend to you, and also about my impatience toward you." How do we

speak about ourselves outside the pervasive, chronic illness experienced by someone we

love who is ill and silent? And what happens to us if we don't speak? This issue of

rebalancing the couple where each can feel together outside the illness is one of the goals

of this work. Instead of the illness, which like a endless wind blows constantly around

their heads, we hope to help the couple keep their joy, relief, freedom of mind, and

intimacy. For many yeazs I read aloud to an old man who was my friend. He went blind,

became incontinent, and finally went to bed and never got up again. He was the most

intellectual man I had ever known, widely appreciated for his mind and liberal, social
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ideas. When [ heard him whimper to his wife that she was so good to put up with him, it

made me cry.

In order to address the idea of rebalancing the couple outside the relationship, we

developed an idea for a letter in which each ill member of a couple wrote to each other

contrasting how the illness overshadowed their love, and how they felt their love would

be different (perhaps better) without it. We took this different definition as a direction, an

opportunity to find those places the illness couldn't touch, and as a time to mourn the

relationship that might have existed had the illness not occurred. The imbalance that is

created when one member of a couple is ill, and the other is well called on to be the

supporter of his mate, remains a thorny issue and requires more careful attention than has

been given to it in the literature. One task is to convince the well member that both would

be served by his good physical and mental health, and that it would not disconnect him

from his mate.

Thinking about the recovery of well siblings has helped us understand spouses'

positions. The well sibling is the one who is neglected when most of the family's

attention gces to the sick child. This sibling is depended on to be the well one, the one

who dces not give the family any difficulty. One result is that these well siblings become

neglected or overlooked. They find themselves in the position ofbeing a caretaking

sibling, the one who dces not express his or her own personal needs but only pays

attention to an ill brother or sister. Most importantly, they don't express anger. I have

seen many spouses and children feel personally anxious andlor angry about what is

happening to them as well as to their ill sibling or spouse. But our usual conversational

modes have provided us with no easy permission for speaking about these feelings. That
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dilemma taught me the necessity of looking at the spouse's needs sepazately from the ill

spouse. One spouse's voice and expression of his or her needs is vital to the recovery of

both spouses.

Multiple Voices: A Related Issue

Clear recognition of the spouses' needs, anxieties, fears, and limitations are safely

understood in the context of other voices. Through the discovery of one or more new

voices, we become positioned differently to retell the old story, to find a lost one, or

create the beginning of a new one. [nstead of replacing the dominant story, I have always

felt it made more sense simply to create new voices (and therefore potentially new

stories), seeing all one's relevant voices as co-existing. Adding different voices, such as

optimism, loyalty, connection, admiration, the voice of a lover, the voice of a parent, the

voice that forgives, the voice that appreciates, to the ones we already have has the result

of surrounding a negative story and making it less important, because these other voices

aze present to speak for the client as well. In order to encourage a new voice we might

ask, is there another description of your father (besides tyrannical) that you might make,

or that he might make, and what could that description be? Have you thought about what

his aspirations in life were? What did he regret in his life? Whose voice (yours or

another's) could tell us about those regrets, those aspirations? Some of these

conversations work well when a spouse talks about his or her background. The ill spouse

is often quite knowledgeable about the tensions in the spousés family of origin and is a

useful contributor to the conversation. I am always interested in the reaction of the

spouse whose life we are examining: he is (and we aze) reliant on his ill spouse to offer a

fuller picture of his life.
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A woman responded to these questions about her "hated alcoholic father" by

remembering that, as a little girl, she loved to sit on his lap and brush his hair. She began

to have glimpses of feelings for him that had been hidden in a thicket of anger. The voice

of sadness was added to the voice of anger and even a small longing voice. When voices

begin to co-exist, we don't have to change the angry story directly ("I have nothing good

to say about him"); instead, we let different stories (memories) surround them and the

angry story loses its prominence, gains companions. The angry story is organized

differently and can now be seen in a"bothland" framework: this one is an important

voice, and also this one, and possibly another one or two voices. The new voices can take

us out of the either~or position, that he is a tyrant or not a tyrant, for instance, and we can

see him as many things. We can see him as more complex and human. After a

conversation with her mother, the woman found out that her father had wanted to build

his own home but never managed to do so. She felt connected to that home that he had

never managed to build.

A woman in great pain told me she could no longer be who she was before, and

she must "find a new way to be." She wanted her spouse to join her in this search. He

understandably felt it was his job to help her be who she was before her illness. Relating

to the present, she told him she would like him to give her credit for enduring the pain

and the confinement it brought. She confessed that it made her angry that everyone

seemed to be waiting for her to be who she used to be when she felt she needed a

direction that now would be possible for her to achieve! One thing we consistently offer

spouses is to help them create a metaphor that lets them think of their wife as becoming

someone different, someone each of them would like.
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Writing

The use of writing in chronic illness deserves an extended explanation of why we

use it and how it works. Finding the voice that can describe one's pain out loud acts as a

counterweight to several prominent ideas in the literature that say that pain cannot be

described. It "shatters language" (Scarry, 1985, p. 5); or "pain is beyond language, it is a

sinkhole" (Morris, 1996, p. 27). A dying man said to me: "I can't rely on myself any

more, the pain takes over and I am obliterated, in another world and utterly alone ... no

one else is there."

Writing is an example of our inner voices' speaking out. Using this idea with

illness has proved to be an invaluable experience. Anything is possible to say because,

when we first write, we are not obliged to show it to anyone. Empathy flows from our

pen, empathy for ourselves and for others. Only if and when we choose, can we show it

to therapists andlor to relevant others. The writing voice differs because it is relatively

free at first from social restrictions and mores, and therefore not obedient to anyone. It is

not supposed to be anything or accountable to anyone, even oneself; one is free to speak.

This freedom and unaccountability may be the ingredients that grant the writer empathy.

Writing voices are also different from our repetitive inner talks since the fact of putting

them on paper positions them as an artifact of thoughts and keeps them goal-oriented

while they weave the I, the you, and the me through the writer's expressed stories.

Another characterization of our writing voices is that clients hear themselves and can be

moved by their own words. When you write, you are your own audience before anyone

else is your audience.
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Unexpected words suddenly come out of nowhere. A woman said that, in writing

about the changes in her body, her grandmother appeared to her in an association. She

was so grateful since her grandmother had cared for her and loved her. She remembered

her grandmother washing her hair, then patiently taking the wet tangles out so they

wouldn't hurt her, singing and kissing her cheeks.

It may be that written words have trance-like properties since they reach beyond

our original intention, deepening our thoughts and including unexpected ideas. The

tapestry that emerges in the written text is filled with colors. New words become

discoveries that reconnect us to ourselves and to each other quickly, even if the words

appear harsh and negative at first. [f a client must write an angry letter, perhaps two, after

that is accomplished, she or he is ready to choose the most important idea in the letter

and design a way to write it so it can be heard by its chosen recipient. In writing to an

addressee, we must fictionalize the other, construct a story about the person we are

addressing. This is usually a story that describes our feelings, but since it is a letter, it also

usually aims for something else: either to tell someone about the impact he~she has had in

the writer's life, or to ask for something, or to muse on what might have been.

For example, a young woman who was about to be married came to see me

because she was distressed that her father had died before her upcoming wedding took

place. I asked her, "[f you were to look inside the word 'distressed' how many other words

might be in that word?" The woman thought for a moment and said, "pain, sadness,

longing, tears, and a sense of reverence." Of course all these descriptions are voices as

well, and each voice has a narrative potential. At that time it made sense for her to write

to him about the contributions he would make to her wedding ifhe were present, and she
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included those he managed to make even in his absence. She chose to read the letter

aloud at her wedding, giving voice to her father's importance to her.

But for me, the most important thing to say about using writing to address the

silences ofchronic illness is that to write gives us agency; we are not acted on by a

situation, we are acting! That point by itself serves to defeat the authority of the illness

(Gluck, 1994). At last the ill person is able to affect himself and others by saying the

things that have lived in the shadows. There is a peculiar feeling when you write, that you

can say anything and it matters, even though you may change it later. As far as co-

existing voices are concerned, we can be shameless and courageous, timid and bold,

enjoying the freedom of all these voices at the same time!

Finally, we can let go of the boundaries of time and write from our intuitive

knowledge, a place Tess Gallagher calls "deep time" (1986, p. 93), where the past and

future disappear and we feel totally present. Our usual story-telling intervals collapse and

our state of mind is more creative and expressive; we are ready to be taken by surprise

and let our intuition lead us. And again, perhaps most important, is that when we write

we are no longer being done to; we are doing. Everyone who has worked with chronically

ill people will appreciate the importance of this difference. I like the idea that when we

write we construct our listener as one who is looking forward to hearing from us, not as

someone waiting to withdraw.

Summary

Drawing on both clinicai example and theory, I have shown the advantages of

what we have to gain by opening conversations in families who suffer from the relational

trauma of a chronic illness and the different ways we may facilitate these conversations. I
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have presented several ideas about the importance of voice. The voice we attain through

writing; how inner voices change the voices of others; how our listening voice is our

primary form of care, and when we use it to speak, our clients are reassured of their

moral value. A chronically ill person's inner dialogue focuses around issues of lost

identities, what they are able to keep and how to look forward to the next viable change.

There are several aspects to this work I have not been able to include, but they are

vital to the integrity of our work and will appear in future writings.. With the oversight of

Peter Frankael, we have developed a form for coding how writing, given its various

intentions and detail, affects the session conversation. Last, the development of the

Return Letter Voice, which is a use of letter writing that has particular applicability in

families with chronic illness. This voice is unique because it is the client's voice writing

back to himself or herself in an important family member's voice as though that person

had received the former letter ihat was written and was now writing back but in the

client's voice. We have found that the effects of this experience elicit fragments of the

client's missing identity elements.

Credo

Two years ago my close friend, Ruth, a painter, became ill and within a year had

died from cancer. We had lived with the colors of her paintings for most of our lives. I

wrote this pcem to her:

I hold one of your large hands that painted

violet storms, pink falling snow and

women the color of watermelon.

Now you wait for an idea to come,
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to take you, to have hot paint,flow

like magma from your fingers, an idea

bigger than the damoclean cancer,

to possess you, unti! it matters more

to paint than to die.

The open conversation around illness is, as one friend says, "a widening of the

soul." It takes courage to speak and to listen to the meanings of illness, the meanings of

life and death. I remember speaking with my friend who was fully aware of the

inevitability of her prognosis, but who felt trapped in this paradox: she suffered from

appetite. Her appetite for life was so strong that she was unwilling to give it up or to have

her desire diminished without her permission. Earlier [ had told her about the idea of

writing an ethical will where you leave someone a view of sky, a landscape that moves

you, your willingness to work, or the joy felt at the prospect of one more day. She left me

the silver light in the park we shared at dusk in early spring.

She was the one who taught me the meaning of the future. The voice that connects to

chronic illness is the voice of the future. Since this is a very difficult voice to use if you

are ill, and since your longevity is the first thing on your mind, we pay a lot of attention

to this structure of a future voice.
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matters of the flesh

alight

fiesh of my flesh

you travel so fast

down the hall down

the hospital hall

your gown rushes out

behind like angel wings

angel

one hand wheeling your pole

tubes running out of you

back into you

in another circulation

you were attached to me...

and here is your second boy

you look awful
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the new one quiet as a melon

sleeps flaunting his raspberry navel

while you my daughter run down the hall

keeping your first son's hand

espaliered to your side,

his apple eyes ripening in yours

(so dark and swollen from pushing)

F7esh...2

to a quiet corner in the solarium...

talking with your two year old boy

giving him wrapped presents

from the new baby

his small back so very straight

as he listens to his new story

trying to size himself to the day.

together

! can see this love as though
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it were matter, rising as steam rises up

from deep hot springs

there! you can see it

there there oh there

love

somewhere between the strawberry

jam on his finger

and his plastic bib of strawberries

a vapor surrounds you both

the spirit

his visit over he must leave

his face breaks, weeping

with the weight of his new destiny

such a small boy his song

disappearing with the elevator

she is my matter

these are hers
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F1esh...3

mntter

through flesh

around flesh

holding onto flesh

coming through the flesh

we are housed

double and triple ourselves

in human mathematics

the rockabye of toothpick bones

not hair

not sight

not words

notsounds

not yet

firefly life on off on off
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Chapter Five

Listening Voices

Preface

The reason that I have chosen to write about this Listening in therapy is because it

tells the reader exactly how I construct my questions in therapy, what they are based on

and what the reaciions of each member of the family are.

Questions that the Therapist Asks

I base the questions on Pennebaker and Harber (1992), who claim that we have no

cultural norms for defining such "talk." Counseling conversations aze not likely to be

socially sanctioned, and may even generate embarrassment for the speaker. They write

that this is essentially because of how listeners listen. Listeners have complicated

responses when engaged with others. Hearing about the distress of others can produce

one's own psychological distress: depression, anxiety, and fear, to name a few.

Sometimes listeners' responses may even tax the listener. Pennebaker and Hazber add

that the natural impulse for the listeners, when negative feelings are generated, is to

"withdraw" from the conversation or to "downplay the sufferer's pain." Social

interactions aze effectively constrained by the listeners. The sufferer also becomes

acutely aware of the listener's response and will stop talking as she or he senses

withdrawal or apprehension on the listener's part.

I taught myself to listen. [ practiced until I noticed [ was improving. I cannot tell

you the knowledge it gives you in your work when you are confident that you are able to

listen. I am grateful to my friends Riikonen and Smith. I am also grateful to Tom
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Andersen, who I have been in dialogue with for many yeazs, to Harlene Anderson and her

work with Harry Goolishian and to James Pennebaker. These are the people who have

helped me form questions and who taught me to listen.

155



Listening Voices

Lately, I have been looking at my cases in order to think about how listening is

perhaps the most profound source of healing we have to offer: to listen attentively and

responsively to the family's voices, their tone as well as their content. And to listen to

your own inner voices and be able to surrender them when following the voices of the

family. [ think we all do this quite creatively and individually, and I believe it helps

people heal. One important ingredient is keeping our imaginations open so when our

inner voices are needed, we have them ready. In listening, we remain open to the

experience of others. And when we are tuned with their language, we begin to open

significant words, as Tom Andersen (1996) suggests, in order to find other words in their

words. Just as when we reflect, we choose our words quite carefully. In doing these

things, we are communicating our presence to the family and~or its various members,

palpably. From there we may decide together what to do and sometimes what to write.

For me, listening consists of several ideas: First, I am always alert to whether I am

feeling empathy or compassion for the family or within the family, among its members.

Next, I listen to their important words, so we can open them up, volunteering a

particularly chosen word of my own as I would in a reflection and making sure the family

feels morally validated. Our "listening voices" are our primary form of care, and they

both participate and witness. They are there to appreciate the whole story of the

suffering "as many times as it must be told." Listening depends on your finding similar

values that you share with your clients; it is a form of ethical listening because you are
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choosing to have them feel valuable. Again, I use my version of what Kaethe Weingarten

(1995) calls "radical listening"-listening also to what is absent and unspoken. [ ask how

that absent utterance proves constraining to the family.

How could it be introduced? Using the idea of radical listening creates the

conditions for new voices to be heard there in the room and releases the constraints that

have kept them silent.

Ben is a dreamy boy, with apple cheeks that make him appear younger than his

thirteenth year. His hand is eager to hold onto any member of his family who offers. He

walks in my door with his family, slumps on the couch and eventually slides further and

further down until he lies stretched out on the floor of my office with his eyes closed. It is

the way you feel when you've had a bad fall; even breath is painful and important. He

complained that a headache roared behind his eyes. It was a lot of pain. I thought he was

in the grip of something sinister he didn't understand. It was the end of June, and he was

starting summer school to make up several courses. He was under instructions from his

school that he had to do well this summer to continue to the next grade. He had seen

several neurologists about his headaches and was currently seeing a good individual

therapist, but the family called me to be sure there wasn't something else that they could

do for him. He described the headaches as "storming out of nowhere and flattening him";

it was hard to feel they could be attached to something as earthbound as a cause. "Tell me

what has happened to you," I said, "and don't leave anything out."

I had seen the pazents briefly in marital therapy and really enjoyed them. It

happened to be at the time when the father's father was dying. Over the seven years, I

often thought about this family and hoped all was well. When we first met, they had an
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older daughter, Nicole, who was about ten and looked very much like her mother, Gloria,

a beauty. All Gloria's emotions were out front and expressed as were Nicole's, and she

cared about her brother Ben. The family seemed to physically sag as they told me what

they knew of the story. I felt myself slipping into what I call my worry pit. About a

month ago, a woman named Sylvia, who was a close friend of the family and had worked

with Ben's mother, died of cancer very quickly. Gloria's office was in the house and her

friend was there every day, especially at the time Ben came home from school. Sylvia

and Ben managed to spend a daily hour together; he was a particular favorite of hers.

Inexplicably, without a word to anyone after her funeral, he came home alone, locked

himself in the garage, and turned on the car engine.

Ben reminded me of his father, David, who is tender, very intelligent, quiet, and

readily available to his family. Ben said he had locked himself in the garage after the

funeral, and he didn't know why. Even though he loved Sylvia, the family's friend, it

really made no sense to him. He didn't feel he had a reason. [t scares him because the

upsetting feelings aren't gone yet. He said his grades had slipped, and he hopes they're

getting better, but he still feels bad. "Show me where in your body these upsetting

feelings aze?" Ben points to his head. First, I ask if he had a bad headache and upset

feelings after the funeral when he was in the garage. "Yeah, I guess so." [ ask, "What

would these feelings say if they had decided to talk ... to speak right out for you?" He

looked at me strangely for a moment and said very softly, "they would cry."

There was a long pause as Ben and I find a new place together. "Do you cry?" I

ask him. He turns to look at me, "Sometimes. Mostly I am in pain." "Would it make

sense to think about your pain as a kind of crying?" "Hmmm, yeah, I guess so." he
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allowed.

His mother, outspoken but also tender, reached down for his hand and he partially

sat up. She turned to me and asked, "We have so many, too many, doctors in our lives

and wish you could help us organize this." I asked if perhaps Ben's individual therapist

spoke to them, given their many needs right now. I concluded that they came to see me to

find a path they could travel together, staying in each other's good company and sharing

information. I said [ would be happy to help them all collaborate - that made sense to

me, too. I remembered David's father; his death was an unbelievable emotional loss for

David, and I guessed if I asked him, he would still want to talk about it. So Ben comes

from a line of deep-feeling men. I remembered how moved I was by David and his love

for his father. His mother also loved his father similarly. Ben, it seemed, was suffering

from more feelings than he could handle or knew what to do with.

One by one, I listened carefully to each voice in the family. There are questions I

always ask myself as I listen to a family, aroused by them. I wonder first if there are any

voices from the past that could have something important to say here-and I remind

myself to check the available internal voices in the present; I include my own voice

among these.

I asked Ben if he had a sentence that repeated itself in his head. He looked like I

had read his mind. "Yes - I kept thinking there is nothing I can do - or, could have

done." I asked if he felt anyone else could have done anything for Sylvia. "Maybe the

doctors ... maybe not," he answered.

This next question flashed across my mind. "Have you ever thought if you had

been a doctor, you could possibly have saved her because of your love for her and your
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expertise?" Ben fully opened his eyes and sat up. I knew from his shift that this voice of

wishing to help her was important, though up until now it had remained an unspoken

wish of Ben's. Now, perhaps, it included being a doctor! There was a long silence in the

room and Ben spoke, "Recently, I wanted to volunteer in the ER at Bellevue. My father

thinks he could help get me a volunteer job, but my mother doesn't want me to - she's

afraid of my seeing blood."

In this small exchange lay a solution Ben had found for himself that might help

him deal with these overwhelming, painful feelings. He could help others also

experiencing difficult feelings. I asked what he knew about Bellevue. He said that it was

a place where you could volunteer safely - he looked at his mom- and he wanted to be

helpful. 1 have heard many definitions of Bellevue but never exactly that one. I asked

each person individually what he or she thought of Ben's wish to see what it might be

like to be a doctor through this volunteer experience. Everyone was startled that Ben

might be thinking about medicine - no one had guessed.

I asked if there was a way to respect his mother's wishes and find out how

much blood young volunteers typically saw, and his father said he would investigate.

Then I asked a kind of testimonial question: would each of them describe the qualities

they thought Ben would have as a doctor. He smiled as he listened. They offered careful,

descriptions: he would be warm and helpful, he'd have to do a math brush-up, he would

really listen to people, be interested in them, be trustworthy, humorous, and so on. I said

to Ben, "Would you agree that your family likes this image of you as a doctor?"

Part of listening for me is listening to my own inner voice, which is relaying my

feelings as it speaks to me. I actively ask myself questions as I listen. This is a balance I
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try to strike between emotionally following clients and assessing my feelings-what is

happening to me-and listening to my own questions at the same time.

I wondered if I was to Ben something like a doctor. As no one in his family is in

the healing profession, I decided to lend myself as a short-term volunteer to answer any

questions he might have about the profession if I could. He said he would think about it.

I asked him if I could tell a story of the time 1 volunteered at Bellevue for a summer. He

said he would like to hear that. When I was twenty-one, I went once a week and was put

into one of the back wards where there were unhappy adolescents divided by gender.

Basically, I accompanied them to different places in the hospital or out to the playground

to the basketball court. I was supposed to talk only to girls; but since the girls talked only

to boys, I talked to the boys as well. My big interest was in talking to the aides - that

was where I thought something needed to change. The aides mocked the kids and made

fun of them. They were trying to rise above them. It upset me that the kids were locked

up and had almost no freedom of movement-being adolescent.

Ben, hearing that the aides on the wards taunted the kids and called them crazy,

agreed with me that it was unfair, and he felt if someone had really talked to the kids or

listened to them, they could have found out more about their problems and maybe the

kids would have been able to talk them over. I said we had the same idea. He felt the

teasing worked against any therapy they might be getting - making fun of someone is

no help and works against solving problems. He asked me what I said to the aides and

though I edited some of it, I said I asked them how they had solved problems, and what

had worked for them? Did they talk to anyone about it? Who? Then he asked how long I

had to wait to really help someone, did my interest last, and were there times when it was
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easy. I answered each question.

Ben was engaged with me now. I had an idea: I asked the family if they would be

willing to try some writing, and they all agreed. I asked who should begin and Nicole

volunteered. David and Ben kept a list that week about he differences between his

headaches each day and contrasted that with his worries. They read the list in our second

session, and it ranged from Ben being carefree and upright, to his being stretched out

alone with his eyes shut. Ben and David had the same count of headaches, but somehow

they both noticed that Ben was upright a good deal of the time this week, and, he was

going to school.

Nicole read aloud her letter to her brother saying she really was available and

would love to have a letter back from Ben. In this session, we talked about the worries

Gloria had about Ben's seeing blood as well as her concern that he might be further

depressed by the ER. I asked ifGloria were afraid of blood, and she said she was not.

How did she accomplish that? "Was there ever a time where you were afraid, and perhaps

it changed?" "Yes," she said, "There was a time." "Did anyone help you?" I added that

perhaps Ben would like to hear that story, as it might come in handy. Everyone helped

think of ways Gloria could f"ind out what Ben's experience would amount to if he went to

the ER. He had his first interview set up for the following week.

During that second session, I asked Gloria if she would write a letter to her friend

who died - perhaps her friend didn't know how much this family missed her and how

prominent she remains in their thoughts. She agreed, even saying she looked forward to

writing her. I was aware what an important voice David's father had in this family, so I

asked him if he thought his father would have any advice to offer right now. He said, "I
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knew you would ask me that. 1 will write, it will feel good to talk to him." "Would you

talk to him about Ben, and see if he ever went through anything like this with you? He

might have something of value to say to us," I replied.

This happened to be a Thursday. I knew the TV show ER (for "emergency room")

was on at ten p.m. that night and asked Ben if he watched it. "Yes," he said

enthusiastically, "It's my favorite show!" "Mine, too!" I said. He and I were the only

people in the room who particulazly liked or watched this show. I asked if he was worried

about the lead doctor who was struggling with a brain tumor. "Not really," he said. "They

can't lose him, so he'll pull through somehow." We discussed how we felt the producers

managed the show - showing personal stories against medical emergency material. Did

he flinch? Sometimes [ admitted [ did. Both of us agreed we would each watch the show

that night and discuss it the following week.

On our third visit, we spoke about the show, which dealt with the removal of a

brain tumor. As they cut into the brain, they tested the man during the procedure and

immediately afterwards to assess his language skills. Ben commented on how different it

was with his friend; she had had a pancreatic tumor and only one surgery from which she

did not recover. I thought this might be a good time to heaz his mother's letter.

Gloria unfolded the letter saying how hard it was to write, and there were tears in

her eyes. However, the beginning of the letter was witty. She said, "Firsi, I want to know

if you're still blond?" Slowly the letter unfolded into a compassionate picture of how

everyone missed her and what she had meant in this family. The family's response was to

listen with their heads slightly bowed.

I felt they were absorbing, even needing, the words of the letter. Some had tears,
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others sat quite still. She explained to their friend how Ben had reacted in his mourning,

and that it had concerned them. He shook his head "no" on hearing that. The other family

members thought the letter was moving and an accurate portrayal of their feelings about

her. I asked everybody what part of the letter Sylvia might have responded to if she really

had heard it. Of course they said the part about Ben. "What might she have said to him if

she had written back to Gloria?" I asked. Gloria thought she might tell him what a

wonderful young man he was and how he had to stay with his convictions that had

always persuaded her. She would say she missed this family, too, and maybe Ben, in

particulac I could feel their love for her, but [ hardly spoke. The family had much to say

to each other.

Ben managed to get a summer job volunteering in the emergency room at

Bellevue and did so well and made so many friends that he asked to continue in the fall.

As his grades were up, his pazents agreed. Once he told his mom to tell me he'd leamed a

lot. I had the feeling he would. When September 11 came, he insisted on going directly to

the emergency room to volunteer. His mother thought he should wait, but he said he'd

come home early if they didn't need him, so she drove him to the hospital. When he

walked in the door, his coworkers said, "Thank God you're here, man the phones, they're

driving us crazy. Here's the information to give them." He slipped into place and began

giving out information to every one calling relating to this emergency. Though everyone

hoped to come to the hospitals in New York, and all the doctors were on call, the hospital

remained remarkably empty. So many people had been killed.

Listening as Our Most Profound Source of Healing

Looking at this family when they first came in, their pain by anyone's standazds
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would be seen as dire. 1 felt their suffering to be serious, that it was urgent that it take a

different turn. I had a double feeling, too. Though personally moved when I heard their

story and looked at this young boy lying on my floor, I was immediately reminded of one

of my own children who, at age eight, contracted a terrible case of ineasles with a 106-

degree temperature for two days. My four-year-old daughter was alone with me and we

slept on the floor of his room several nights in a row while I monitored that fever,

constantly bathing him down and speaking back to him as his thoughts wandered.

Listening as an Act of Compassion

My next consideration is more complex because it details the act of compassion

that we feel as we listen. It is our compassion that brings our "presence" forward and

makes us available to our client. With Ben, it was the pause we shared when [ asked ifhe

ever thought of being a doctor. As families, we feel clearly responsible for our children.

But as I listened to the family stall around ideas of responsibility and judgment, I heard

the "why" question growling behind their fear. Was this his fault? Why did he do it? I

realized that in fact it was Ben who really felt that Sylvia's death and her suffering were

undeserved. [ asked him what meaning her suffering had for him. It's a hard question but

he tried, and as he spoke the family became more organized around his love for her and

not around the fault they felt to be within themselves or in Ben. The growling stopped.

We know that reunion fantasies are common after a significant death, and though Ben did

not say this, perhaps he felt if he were with her, that she would at least not be alone, or

perhaps for that hour he felt he could not be without her. As we continued to talk, I hoped

the family would see this as a misguided act of love and not an act that was anyone's

fault.
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The compassion Ben felt for Sylvia could now be shared in our conversation and

belong in his family for they, too, suffered her absence. Here was my job: to listen for

any sign of compassion from Ben for his family. If Ben can have compassion for others,

recognize another's suffering, perhaps he'll understand that the things we value are not

always safely under our control. Disease occurs, people die, wars take place, defeats

come, we fail and are in pain, but we love each other. There is no predicting or

controlling the events that may occur in your life. And still we hope. When I saw him

lying on the floor, these were my feelings and thoughts. So I set out to listen for

compassion, particularly in Ben, but also always in me.

My questions focused on the family's similar possibilities as people. Could they

stand ín each other's shoes, particularly in Ben's shoes? What would be the focus of their

collaboration over time? Perhaps I would ask them how we should do this and proceed

following their advice. Ben's voice is getting stronger. Whose shoes could he stand in?

Dces Ben know when his dad is thinking about his own father? Dces he believe everyone

can expect to suffer these things? I asked Ben if he thought I could suffer pain. "Yes," he

said, "[ think you would suffer losing a good friend." I agreed and said I had on three

occasions. At one point in our discussion ofour similar possibilities, he asked if I had

ever had real pain. I said I had. He nodded without further inquiry. "Does that help you

understand people?" "Yes", I said, "that is its greatest value." In that small exchange we

agreed that knowledge of one's own weakness or frailties might be an important

ingredient of how we feel for others. I ask if locking himself in the garage with the car

n~nning could maybe be seen that way. Did that experience enable him to think about

others who were also suffering as he had? Perhaps that would come in handy in the
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emergency room. Did he think he could stand beside the people he would meet, as we are

trying to stand beside him? Then he smiled.

Empathy and Compassion

Martha Nussbaum (2001), a philosopher of ethics and law, has written a book

called Upheavals of Though[, where she defines empathy as our ability to imagine

ourselves in the sufferer's position, enduring his or her torments. But empathy is

combined with the recognition that one is not, in fact, suffering. We never lose the

perspective ofour separate lives. It is like being a skilled Method actor, we strive to feel

like another, as separate from ourselves, and that enables and increases our

understanding, but we don't think we are them. Our question is how does empathy relate

and differ from the act of compassion, and how is that expressed in the act of

collaboration?

The conditions of empathy are not sufficient for the feeling of compassion. We

can easily empathize with joyful states, but compassion requires the recognition that the

sufferer is in a bad state, maybe even tragic, like the survivors of September 11.

Nussbaum makes the point that empathy is the "understanding of someone's suffering,"

but it differs from compassion where you feel the person's suffering. A person's suffering

may be serious without necessarily being a serious tragic event. For instance, even a

torturer may feel empathy, understand the feelings the victim has but at the same time,

enjoy the victim's suffering. A juror may understand through empathy a person's plight

but without necessarily experiencing compassion for them. Nussbaum feels that what

defines compassion is that it is an emotion in the makeup of the witness.
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When we feel compassion, it means we look carefully at our own beliefs that are

present in the act of suffering. First, we view the suffering of the other as serious and not

trivial; that is a belief we hold. Suffering is not trivial. Second, we feel that this person

dces not deserve the suffering that has been visited upon him or her: this is an accident of

fate, and there are no personal reasons attached. Third, we assess our own possibilities in

life and see that they are similar to those of the sufferer. This is what [ consider real

collaboration. Ben's family moved slowly toward each other through a series of subtle

moves in treatment. Thus, their collaboration with one another increased.
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Gaps

The long gap between winter and spring

pretends ambivalence, the pleasure

of being of two minds. Walking, dazed, we glance off

each other, sinking into brown burlap ground;

coal-age sludge we can't get through. Anything new -

weeds for instance, so inclined, cripple

in its thickness. Varicose roots hold

across bare rock; cold to the touch as my hand.

Shoulders of willows shudder their pale leaves;

rain releases the deep winter wrinkles

gained in the long time you have been gone.

A dim sequelae of spring spreads out

in faded attic colors. Above us,

a gray plastic bag flaps in high branches;

torn banner, it lasted out the bitter winter.

The tapestry tree, always chivalrous,

with luteous needles, soft as baby nails,

shades us from a sword of sun cutting through.

Predaceous bugs crawl warmly over your hand

toward the pond - leaving a watery message

too quick to read....you gather the scattered words,
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like small blue eggs, lay them on my tongue

and spring, apologetically, comes.
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Chapter Six

Feed Forward: Future Questions, Future Maps

Preface

When I first considered using the future as a clinical modality, I was very excited.

The past has been cut in stone for so long; it therefore appears to us unchangeable and

causal. I had been involved with the Milan Associates and now enjoyed and was good at

using positive connotation. I thought the combination of positive connotation and the

future, as a modality, was going to redesign my clinical work in the field. What was

particularly thrilling was that the maps for the future are not yet set. That fact frees us to

imagine and construct an entirely different pattern. The use of future maps placed the

family in a meta-position to their own dilemma and the system could increase its view of

it's own evolutionary potential. This discards ideas of predetermination and addresses

the family's specific change model.

When I thought of what this stance could do for chronic illness, where the concept

of future time is often frozen, I was encouraged. Treating chronic illness in families was

something I knew very well. I had a research group of like-minded clinicians at The

Ackerman Institute who worked with me and pragmatically we were able to rehearse the

construction of present time through the lens of the future. What surprised me the most

was that once you articulated your wishes for the future, they began to take place!

Later I began to understand that the reason the concepts about the future were

frozen was due to people's unwillingness to confront death and physical devastation.
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Understandable. Two years earlier 1 had written a paper called, "Circulaz Questioning"

(Penn, 1982), in which I analyzed the Milan Associates technique of Circular

Questioning. One of these questions asks the family to describe to the therapist the

changes in the relationships before and after an event. 1 used the image of an azc

suspended between the "before" and "after" of the event, connecting the onset of the

problem to the present dilemma, and vice versa. With future questions, I moved that arc

and connected the present and the future, asking questions of, "now and when", "now and

if', or, "now and suppose". For example, "[f your parents were divorced, would you

choose to live with one of them?" or, "When you go to college, which parent do you

suppose will miss you most?" One can easily recognize that these questions have a loose,

hypnotic structure; if one accepts the first proposition of the question- "When you go to

college" - the second part, containing the question- "Which parent might miss you

most?"- may be entertained as new information based on the understanding of the present

plus the consideration of that particular future. These questions elicit relationship

information and introduce ideas into the family about the stability, endurance, or change

in its patterns over time.

All future questions suggest that change is possible- it's just a matter of who will

venture it first and at what time. Finally, future questions cut into ideas of pre-

determination. Exclusively past-oriented questions imply you are as you aze because

your past has ordained it.

When you include concepts of the future as part of your interview they address

the question ofhow you would like to be and they counterweigh the myths and logic of

the family's past I often ask a family to tell me a story about a time when change was
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necessary in their family and how it was accomplished. This way we figure out the

family's relationship to change through the investigation of their change model. We

often discover a premise: "We have always turned to an outsider for help, my sister, his

boss, you" et cetera, or, "It seems I have always gone into a depression when a change

was needed and it didn't happen." Together we can construct a premise about their

change model and we consider together its adequacy for the change the family is

currently requesting.

This is an example of an intervention built on a future premise:

A group of us visited Alexander Blount, the director of Cross Roads, a mental health

center. The case presented was of a family where the daughter had advanced anorexia

and had made several suicide attempts. A therapist had been seeing her alone and had

asked the parents to attend this one afternoon session. They were not happy but said yes,

they would come. The young woman was cadaverous and whispered in response to any

question addressed to her. The family, the mother and father, had brought along their

next-door neighbor. Together they sat in grim, disapproving silence. I was curious about

the presence of the neighbor and the therapist enquired why they had brought her. She

was a member of the same church the parents attended and, in that sense, understood

their point of view very well. These parents disapproved of the therapy and were not

planning to cooperate in its execution. As far as they could see, their daughter was not

improving. In this sensitive interview I remember at one point the mother in trembling

protest saying, "God gives us children with only one instruction. He said, `Feed your

children!"' The father nodded in assent. Behind the mirror, we realized that the therapy

stood in direct opposition to change whatever plan God had- it was not getting this girl
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fed! We realized that if the family continued to hold thís premise, that it was the therapy

that prevented the feeding of their child, it would never work. The girl would be caught

up in an impossible loyalty bind, and the parents would have a righteous and unassailable

position against the therapy.

We devised a plan to deal with God's plan. The therapist asked if the family felt

that God had a plan for their daughter. They said he had, she just didn't know it yet. The

therapist then asked if God's plan might include this therapy and the parents agreed it

might. The father said that God has spoken to him in his left ear, also telling him to feed

his daughter - and that's what should be happening! The therapist commented that God

may indeed have a plan for this young woman, but she (the therapist) might not know it-

since she is not a member of their church. She wondered if the parents would consider

attending future therapy sessions so they might instruct her as to whether the therapy was

growing more in accordance with God's plan. Of course they agreed and the session

ended.

This is an example of a family's negative premise about the therapeutic context.

By positively connoting and thereby accepting their `map' - God's plan - the therapist

becomes the lowly helper of the family's value system if, in the future, the family will

assist her in the rendering of this "plan". The girl in turn gets her parent's participation in

the long negotiation to come.
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Feed Forward: Future Questions, Future Maps

What does e.e. cummings say? 'Always the most beautifu! answer,

who asks the more di~cult question. " You see ~ am not

asking another question each time. ~ am making the same

question bigger.

-Gregory Bateson, 1980

Pragmatically, future questions, in combination with positive connotation,

promote the rehearsal of new solutions, suggests alternative actions, foster leaming,

discard ideas of predetermination, and address the system's specific change model. In

particular, future questions aze useful in working with families with a chronic illness,

whose concept of future time is often frozen. Questions contrast and sepazate the system's

ongoing pattern from the illness by comparing the present relationships with the

relationships that predated the illness and the relationships the family anticipate on

recovery or stabilization.

According to the Milan associates, future questions break the pervasive

rules that govern communication in the family - i.e., the rules for who is allowed to say

what. Since the future is often indicated but not "set," no one is bound by formal,

contextual rules, and a different pattern may be imagined. For example, if you ask a

family member a hypothetical question regarding future events, because the event is only

now being considered, the system is free to create a new map. Then the communication

of these new ideas about the future becomes important information introduced back into
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the present "time" of the system. They include fantasies, wishes, opinions, hopes, etc., all

a part of the ongoing system and now unexpectedly called into play as part of the family's

expressed interactions. In fact, repeated hypothetical questioning of an outcome - if this

or that event obtained - gives the family a sense of their own potential to imagine new

solutions. At that moment I would say the family is in the process of feed-forward.

Consider how things could turn out ifyou are addressing a basic descriptor of the system:

its capacity to evolve. It is that much harder for the system to re-stabilize when its

evolutionary potential is evoked. The question is how (through what therapeutic

mechanism) can one leave all context-bound experiences and move ahead to new

organizations?

Positive Connotation

One of the most important propositions of Milan systemic therapy is the use of the

positive connotation, a technique that describes positively the current organization of the

system (Selvini-Palozzi et al. 1978). Blaming in any form is omitted, and instead a

perception is offered that defines positively the family's dilemma, regards it as context-

bound, and implies that contexts themselves are relative and changeable. I emphasize the

importance of using positive connotation in constructing future maps, for a negatively

defined context is impossible to leave. It tends to accompany you -"I will always

dislike her"; "He never stands up for me"; etc. - whereas a positively defined context

contains the option of leaving for another context -"If they liked me, I expect others

will"; etc. The positive connotation creates a place where one may stand meta to the

system itself. Ordinarily that is the therapist's position. Outside the system, the observer

or therapist is freer of the alliances or pulls from within the system. But through the use
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of positive connotation, the family, too, can achieve a view of their experiences as

context - bound - for standing outside one's own context alters its meanings.

Learning to Learn

Future questions illuminate the present conditions of the system as context-bound.

When you consider your own condition in the future, you are automatically fitting

another context around your present context. In this manner, a future idea or

communication becomes a meta-communication about the context that presently obtains.

Alternative Solutions

Most models in family therapy relate problems to present and past events and feel

unsure accepting information about the family's future as if it were "real data." However,

in interviewing a family you could ask, "When did you begin to have this explanation of

your problem?" then, "When will you have another explanation?" or, "Yes, I see this is

how you think today, but who will think differently about it tomorrow?" Since concepts

of the future and concepts of change are married, all future questions suggest that change

is possible - it's just a matter of who will venture it first, and at what time.

There are times when the therapist may use future questions to suggest alternative

solutions, in effect, rehearsing change: "When you go away to school, do you think your

mother will be tempted to go to work?" Sometimes a future question dces not tempt a

future answer, and the family answers it from an"old map": "We don't know which ofus

will miss John the most when he gces to college, since none of us has ever gone

anywhere before." Perhaps everyone will be glad to get rid of Johnny, the troublemaker;

perhaps it will become apparent that no one can leave the family now while father is still

recovering from his heart attack; perhaps mother is secretly hoping to go to work when
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her youngest child comes of age; etc. Once the underlying idea or premise in the system

is discovered, then the therapist may project that premise into the future: "If no one

leaves the family right now, will father's recovery be faster or slower? If Johnny dces not

leave, will he and father discover a new relationship? Is mother's opportunity to work

postponed if Johnny remains at home?"

Finally, future questions cut into ideas in the family that all things are already

determined. Exclusively past-oriented questions imply you are as you are because your

past has ordained it. Including concepts of the future as a part of your interview addresses

the question of how you would like to be and serves to counterweight the myths and logic

of the family's past.

The System's Change Model

Future mapping may include the system's change model itself. I often ask a family

to tell me a story about a time when change was necessary and how it was accomplished.

Together we determine the family's relationship to change through the investigation of

their use of a change model. [n that investigation, we discover a premise: "We always

turned to an outsider to help - my sister, his boss, you," etc., or "It seems I have always

gone into a depression when a change was needed, and it didn't occur." These responses

tell me how they have formed solutions to their dilemmas. Together, we construct a

premise about their specific change model and consider its adequacy for the change they

aze currently requesting. If it is not adequate, I ask them if they wish to reshape it in the

future.

Premises
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Recently, I have attempted to develop a question that embodies an important

premise in the system that is attached to the problem and that projects it into the future.

This premise becomes a question to the family about the continuation of their pattern.

The question or premise is positively connoted; this may include a change of participants

or a reversal of circumstances or it may present an entirely new idea. These questions are

not so much to be answered as understood by the family as a solicitation of their potential

for change. Because the questions pose the continuation of the problematic premise in

some form for an indefinite period of time, they have increased portent for the system and

the power to call into question or contradict the way the pattern in the family is currently

being demonstrated.

I am using the term "problem premise" to describe a shared stance or a larger

proposition in the system. I believe a problem premise to be a more inclusive contextual

idea in a system that seems to organize or constrain the behaviors linked to a problem. 1

am differentiating it from a"rule," which 1 see as a repetitive punctuation in behaviors

but not necessarily linked to a problem. [ also do not wish premises to be confused with

family myths, which I understand as shared stories in families about their changes and

rituals over time. To me, the term "premise" describes what Bateson (1972: 470)

considers to be a habitual response, layered in at the level of deep structure and usually,

for adaptive reasons, out of awareness. The most significant feature of any premise is that

it generates a logic for the behaviors of the individual components of the system.7 For

instance, in one family [here may be an explicit or implicit premise that elders are

respected and their centrality is strongly maintained. If everyone in that family more or

less follows that practice, it could be considered an effective, non-problematic premise.
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The behaviors selected by various family members fall under the logic of "respect" in that

particular system. In another family, the premise around elders may be that they are to be

ignored and not to be treated as full participants in the family's main events. Again, if all

members of the family follow that premise, there is no difficulty. Either premise could

become problematic if inembers of the family behave differently, and other members

object to the deviation in behavior.

To offer a simple example: In a marriage, the problem premise may be. "You will

rescue me and I will be rescued by you." Perhaps this premise is not overt, but active

nonetheless. If, over time, new experiences do not alter that premise, it will obtain. Only

when the premise becomes problematic - such as when one partner becomes too strong

to be rescued, or the rescuer now needs rescuing, etc. - will the system run into trouble.

Behaviors dangle from a premise as participles from a clause; change the clause, and all

the behaviors fall down. When therapy succeeds in introducing a new premise, the

behaviors connected with the old premise fall down, in domino fashion, like an old

regime. That is why descriptions of change like "leap" or "discontinuous" seem to fit.

Developmental Premises

Our general premises tend to concern developmental issues shaped by our own

experiences - e.g., adopted families have special problems in separating; retirement

seems to be harder on men than on women; marriages tend to have one family of origin

that is dominant over the new couple; families managing a chronic illness tend to "freeze"

future time; etc. These are all relevant working premises therapists use in the

consideration of any system. But though every family passes through developmental

stages, they all do so differently. A problem leaving home in one family may take an
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entirely different form in another, even if both are within the same ethnic or cultural

parameters. In order to discover what assumptions hold for the family, the problem itself

must be challenged. The therapist must stimulate the family's explanation about their own

dilemma.

Intervention Built on a Future Premise

I had the good fortune to visit Crossroads, a community mental health center in

western Massachusetts, where my colleagues and I spent the aftemoon talking with

Alexander Blount, the director at that time. Later, we were invited to join the discussion

of a case that proved interesting. The case presented was of a family in which there was a

daughter with advanced anorexia who had in addition, made several suicide attempts. The

therapist had been seeing her alone, but felt it would be important to have the parents

attend some of their meetings. They were not disposed to do so and had agreed to come

that afternoon only on a one-time basis. The young woman was cadaverous and

whispered in response to any questions addressed to her. The family (the mother and

father) had brought along the next-door neighbor, and they sat together in grim,

disapproving silence. Some of us were curious about the presence of the neighbor, and

the therapist inquired why the parents brought her. It turned out that she was a member of

the same church the parents attended and, in that sense, "understood" their point of view

very well. It was clear that these parents disapproved of the therapy and were not

planning to cooperate in its execution. As far as they could see, their daughter was not

improving- she was not eating, nor was she looking any better. Skipping many

necessary steps in this sensitive interview, I remember at one point the mother, in

trembling protest, saying, "God gives us children and only one instruction. He says. 'Feed
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your children!' "The father nodded in assent. Behind the mirror, we realized that the

therapy stood in direct opposition to God's plan - it was not getting the girl fed! We

realized that if the family continued to hold this premise, that the therapy prevented the

feeding of their child, it would never work. The girl would be caught in an impossible

loyalty bind, and the parents would have a righteous and unassailable position against the

therapy. The issue was how to join the parents (and God's plan) to the therapy. A plan to

deal with God's plan was devised. The therapist asked the family if they felt God had a

plan for this daughter. They said that He had, but she just didn't seem to know it yet. The

therapist then asked if God's plan might include this therapy, and the parents said that it

might. The father volunteered that God spoke to him in his left ear, also telling him to

feed his daughter - and that's what should be happening! The therapist commented that

since God may indeed have a plan for this young woman, but since she (the therapist)

might not know it-not being a member of the church - would the parents consider

attending future therapy sessions so that they might instnict her as to whether the therapy

was in accordance with God's plan. Of course, they agreed. The session ended with the

father asking why Prednisone had made his daughter so crazy when she took it. Before

the therapist could answer, he volunteered that he had also gotten crazy when he took it a

few years ago for his asthma.

This is an example of a family's negative premise about the therapeutic context.

By positively connoting their "map" - God's plan - the therapist becomes the lowly

servant of the family's value system if, in the future, the family will assist her in the

rendering of this plan. She, in turn, gets the family's participation in the long negotiation

for them to come to her therapy.
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In addition to their particular concepts of time, families with chronic illness raise

unusual dilemmas that are remarkably responsive to future mapping. However, we must

assess several challenging questions: How is it possible to advocate change in a system

already so stressed? Is the change in coalition structures wrought by the illness a solution

to a relationship probiem that predates the illness? As the system adjusts to the illness,

new relationships emerge that, in the future, may endure, be challenged, or disperse.

Finally, systems experiencing a chronic illness have difficulty separating the demands the

illness makes on its relationships from its expectable, ongoing pattern. I have found that

if I can identify the premise that describes the family's relationship predating the illness

and the premise describing the current adaptation to the illness. I can anticipate with the

family about whether the future needs to keep the current relationship pattern, go back to

the old one, or shape an altogether new one.

By way of example, let me talk briefly about a case at the Ackerman Institute for

Family Therapy (Scheinberg, 1983). In 1981, a single mother and three teen-aged

children requested treatment for "family fighting." The issue in the family was the

objection of the oldest daughter, Jane. She objected to being treated as the family

caretaker. She had devotedly cared for her brother, Ben, during a long hospitalization for

cancer that resulted in the amputation of his lefr leg. The parents had been divorced five

years prior to Ben's cancer, and the three children had remained with their mother. The

father lived alone and was alcoholic. The children had different relationships with their

father: Ben remained angry with him. Jane was warmly connected to him, and the middle

child, Mary, was warmer than Ben but not as close as Jane. Mary also suffered fmm
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diabetes. We saw the famíly for two sessions, in which we moved Jane out of her care-

taking role, and began a rapprochement between Ben and his father.

Once these "recovery" adjustments were made, the family stopped treatment and,

on follow-up, were doing well. Last spring, they called us again to say that the youngest

daughter, Mary, had leukemia, and she and her mother wanted to have therapy because

they were fighting. Neither of the other children wished to attend the therapy: Ben was

away at school, and Jane didn't want to be the caretaker again. The mother objected to the

chemotherapy and wished Mary to opt for holistic practices. Mary objected to having the

same therapist, who (as she saw it) had paid more attention to Ben and Jane, leaving her

out. 27This was a direct replication of the feelings she had about her place in her own

family. Her premise was that she had come in third in the competition with her siblings

for their mother. Now it was different however. Mary's relationship to her mother, though

presently stormy, was closer since the onset of her cancer. Perversely, this relationship

now became the dominant relationship in the family. When we asked whether this new,

albeit stormy, relationship would continue after recovery - in other words, is this the

way they wanted it to be - Mary said she hoped so, but her mother equivocated.

Following the positive reasons for that equivocation, we found that the mother had grown

up with an invalid sister who occupied all her mother's attention. Her father was a

gambler and unavailable to the children, just as the man she married was an alcoholic.

The premise these two women had in common was an interesting one- they both had

lost their mother to a favored and ill sibling. This mother felt that her sister had used her

illness to manipulate her mother, and so was extremely sensitive to the demands Mary

27 Marcia Sheinberg was the therapist on this case
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made on her. Mary felt she had lost her mother to her other siblings, mostly Jane, and

only now that she was so ill did she feel her mother was finally close to her. Mary's

mother felt she was doing with Mary what her mother should have done with her ill sister

- meeting her demands, but not excessively, thereby preserving some independence for

both of them. However, it was hard for Mary to conceive of their relationship remaining

close without the illness. Working with the premise that described their relationship

before the illness, we assessed the positive aspects of distance - independence being the

main one. In their present quarrelsome but close relationship, we explored how this

closeness, combined with their capacity for distance and independence, would meet both

their needs in the future. [f each woman could give what was needed to the other and look

forward to having what she wanted, both could be satisfied - not at the same time, but

ultimately satisfied. If, in giving time and attention to her daughter, this mother felt she

was protecting her own independence, she would afford it; if the daughter received the

nurture she wanted from her mother, then both could maintain some independence. This

combination helped them begin to separate the illness from the relationship. In the

beginning, this took careful monitoring. We watched for responses from the other

siblings as well as the mother's competition with her own sibling (Penn 1983).

[n this last excerpt, you will see a couple whose presenting problem was the

woman's life-threatening iliness, which had changed the balance of the marriage. Shortly

after her second abortion, she contracted a rare form of cancer and their entire lifestyle

changed dramatically. The couple was in their mid-thírties and were both advertising

executives currently not working. She had a successful career, but he had not been

successful to date with any of his endeavors and was supported by some income from his
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family. They had both been married before and had met one another soon after leaving

their former matriages.

Each had a long and intriguing history, but in this excerpt we are only going to

observe their present dilemma and the dynamic premise of their relationship. We

observed that each member of this couple felt trapped in the relationship because it had

failed to produce the changes they desired; she had wanted a strong care-taking husband

and children; he had wanted a wife who was an equal partner. What occurred instead was

that the woman felt both dependent and controlling, and the man felt dependent and

controlled; even the event of her illness managed to control his behavior. The dynamic

between the couple resembled sibling competition; they competed to win but in fact felt

more equal in losing. The following excerpt is from a special session they requested

because they were upset over a fight. For the first time in months, she felt better

physically and expressed her happiness and need for celebration. He had taken this

occasion to talk about his resentments, which he ordinarily bottled up. She felt he was

killing her in this relationship, and he felt he was dying. During the course of the session,

you will see the therapist introduce the couple's premise - they must compete to win by

losing - and, with a positive connotation, project that premise into the future.

Bob: I- I have no sense of the future.

Ann: I think it's our central problem. I need to have a strong sense of the future,

to get well and to keep going. I always have had it in the past, and I've

always been angry that you don't.

Th: Could we change your description of this blowup to say that you. Bob, felt

free to express some of the resentment you had been feeling?
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Bob: Yeah. [- I felt that Ann had been gaining a lot of strength while [ had a

lot bottled up in me that I- I haven't expressed.

Th: Did you think she was strong enough at this point to hear it?

Bob: I don't know - I didn't rationally select that moment.

Th: Ann, when you begin to feel good and strong, that's when you feel that

Bob pulls the rug out from under you and gets mad at you?

Ann: Yeah. That's what I accused him of this time too.

Th: But let's just look at this a little differently. Is that when he begins to feel

that you're strong enough, and then he can complain? What happened this

time?

Ann: Okay. I came in, and I had just seen this movie, and they had done this

wonderful old movie, and I came in, and I was singing it, and I was

dancing azound -

Th: So you were in a great mood.

Ann: Yeah. And I put on Tony Bennett records, and Bob was getting more and

more morose. I had been to thrift shops, and I had found some clothes, and

[ was - I was feeling like climbing out of the woods for the first time,

and so [ said, "Why are you getting so morose?," and (crying) he said,

"You get to express everything you feel. I have to bottle everything up

because you're sick." And these were his exact words: "I am never happy

when you aze around." I thought I'm not going to let him wreck my health

again -[ thought this time, dammit, he is not going to do it. I said,

"Okay, you're never happy when I'm around? I'll tell you the truth, I'm
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never happy when you're around. But Cm going to get well, and you can

stay here, or do whatever the hell you want." And, you know, there was

relief all over his face. [ felt like something very important and pn;cious

had been - it was like a talisman for the future - had just been wrecked.

I felt like my whole future had been shattered. I found out that my

husband didn't want to be around. I said, "Your 'resentments' are going to

kill me."

Th: Are you going to let it kill you? (Pause) I remember that part of your idea

of the future included a romantic future, included romance in the future,

and that your response to a lot of what's happened has been the shattering

of the possibility of romance in the future with Bob. A romantic future

with him.

Ann: [ guess.

Th: Let me ask you this: Can you conceive of a future with Bob without

romance?

Ann: I said that night I hoped we could be friends.

Bob: It's like the word "friends" is - is a deep dark code word for bitter

enemies. Lonely, apart.

Th: Is it the code word for lonely and apart, or is it the code word for an

agreement that it would be a future together without romance?

Ann: As a marriage?

Th: Um-hum.

Ann: No, I'm too romantic.
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Bob: I can't conceive of that. (Ann laughs) [ really can't conceive of that kind of

future. That's not the kind of agreement it is.

Th: So for you to have a future together, it must include romance?

Ann: Yeah.

Bob: [ think- yes, dammit. 1 mean I think - that's an important dimension. 1

can't conceive of a- of a- a kind ofbusiness relationship.

Th: Well, it could be warm and friendly, without a sexual life. Which one of

you do you ihink will see yourself as more interested in romance in the

future? Which one of you will be the most interested in having a romantic

relationship?

Bob: I think we both will.

Th: Who will get there first?

Bob: I don't know.

Ann: I feel damaged and ask myself who will have me. You know, Cm not

marketable anymore. I'm a feminist, but I'm talking about marketability.

Th: So do you think that Bob will have more of an opportunity to express his

romance, his sexuality, than you will?

Ann: Yeah,but I've got this ass-crippling illness.

Th: You feel that Bob will be more likely to find someone than you will; he

would find someone faster than you would at this point?

Ann: Yes. He's able to have a child.

Th: So, in fact, Ann may have maybe fewer opportunities, as she describes it,

because of her circumstances.
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Th: And you. Bob, will have difficulty because you may not be able to

consummate your romantic exploits. So which one of you will be better

equipped in the future? (laughter)

Ann: So we better make this work.

Th: You each have your own, as you described it, your particular handicaps

and attributes, so who's going to have the better time?

Ann: I can't answer that, because now I'm beginning to feel like maybe I'm not

going to die, for the first time.

Th: That's not bad. is it? But you feel - that he may end up doing better than

you. Now, who's going to have the worse time, as faz as you're concerned?

Bob: I don't know.

Th: Well, if you were to have a power struggle in the future, would it be over

which one of you is doing better or would it be over which one of you is

doing worse?

Bob: That's interesting. Jesus!

Ann: It would be over which one of us is doing worse - better, but it might be

couched in terms of which one of us is doing worse, because it's more

definable. It's more acceptable to say, "I feel like shit," than it is to say,

"You aze more successful than I am."

Th: What do you think, Bob?

Bob: (stating premise) We've both got this reserve that says: I could have done

much better if you hadn't gotten sick, or, I could have done much better if

you hadn't made me sick. Both of which are true.
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Th: What would have to change for it to become a struggle over who does

better in the future?

Ann: You mean an out-in-the-open struggle?

Th: Um-hum. (long pause)

Ann: Do you want to answer that? 1 know what the conventional wisdom is. I'd

have to get well.

Th: You'd have to get well.

Ann: Yeah.

Th: Um-hum.

Bob: I think that there will just have to be some - some clear-cut expression of

feelings for me.

Th: That's just about what's taken place. Hasn't it? The couple's affect changes

with the recognition of their own "game," and they define behaviors that

would indicate positive change, which turn out to be the very behaviors

that brought them to this "special" session. You also see how they struggle

away from the illness and toward their non-ill relationship. [n this way,

future questions embody an important premise in the system and serve as

interventions. Certainly they can be used at the end of the session in

Socratic fashion, but I find them also useful during the course of the

session because they have the potential for upheaval - they can loosen

ideas and behavior. The feedback fmm this form of feed-forwazd allows

the therapist to assess in the session the capacity of the family to change

their former map and produce new information.
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By now 1 was teaching many of the things that had brought me to this place in my

work. [ was teaching, supervising and was noticing that all of the people who were

involved in my supervision were feeling very successful. I decided to take a chance and

do a treatment where it was very clear why [ asked questions and what effect it had on the

family.
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The Soup

On the day of your scan I make a soup

to wean us from meat. Beans soak and blanch

an hour while I slit open the cell -

ophane wrap on the celery, chopping

the ribs into small pieces, the size

of the stones that follow an avalanche.

Carrots sliced into see-through orange mem -

branes, others hacked into jagged boulders, bi-

sected as though by the pressure of shift -

ing plates. Onions at knife point, suppurate

and toss themselves into the hot oil. What

is left? two blind see-no-evil potatoes.

Sweet herbs; [ pull apart the ovate leaves

of basil and sweet marjorum. Red kidney

beans slip out of their bladder skins, rubbing

against the Great Limas. Together,

they give off a kind of scum which keeps down

the foaming boil: instead it heaves and

swells, trembling like a bosom, but dces not

spill out. Thank God for scum! I rinse my knife,

watching its gleaming edge rotate under

the water; now there is only the wait.
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Chapter Seven

A Circle of Voices

Preface

This paper is a response to Sheila McNamee and Kenneth Gergen's invitation to

write a chapter for their book, "Relational Responsibility." It is the story of a consultation

done by Tom Andersen at The Ackerman Institute in November, 1995 with two of the

clients who were in my writing project.Zg These men were a gay couple who both had

AIDS.

We met these two men, Tony and Allen, when they came to us in order to help

them separate. Nine years ago, on the same day, they both found out they had A[DS and

decided to marry because they were in love and wanted to care for each other. At that

time they felt they no longer wanted their old relationship and perhaps they should

separate. Tony longed to be independent before he died and doubted their ability to

change the relationship. Allen felt uneasy about sepazating but wanted to try to change

the relationship.

The late Marilyn Frankfurt, my colleague, and [ were dumbstruck by their wish to

sepazate and worried about who would see whom out when the time came. However, it

was not our job to persuade them to change their minds. Certainly we had the possibility

of asking questions, but only that. Following their wish, I asked if it made sense to them

to rehearse their separation so they would not be taken by surprise by unexpected

'`8 My partner in the Writing Project was the late Marilyn Frankfurt. During the week of
Tom's visit she was away. Her part of the paper is available in the book, "Relational
Responsibility".
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feelings. Perhaps they could write a test goodbye letter so we all might understand what

each man had left to say and what this separation might involve. In this first session we

felt they were hanging on to the edges of their language: they behaved with anger and

distance. Neither was really speaking from his heart. We hoped the written language, the

letters, would move each man from the outside, where they were saying things to help

them leave, to the inside where they could focus more on what would be worth

preserving and perhaps making some discoveries. Here are the letters they wrote and

read aloud in the session:

Tony's letter:

Dear Allen,

This is a very complicated task - to express my full range of emotions in

a letter to you, keep you in my life and strengthen myself. I'm reminded

of how we clung to each other like lost children. I was and still am taken

in by your qualities of innocence and vulnerability. You convey a message

that [ respond to by wanting to take care of you. I tried to, and, hiding

behind that responsibility, [ neglect myself. I think we recognized in each

other that we had difficulties that seemed insurmountable. I was failing yet

again at a business and was very much in need of a companion and lover. I

was ready to learn a different perspective of the world and you gave me

that opportunity. You are older, learned, devastatingly attractive and sexy,

and, as I have told many friends, you taught me how to fly in ways I could

only imagine. I, on the other hand served as your base. I accepted you for

better or worse without anticipating that our lives together would not come
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close to our mutual dreams. 1 think we both used each other in healthful

and growth producing ways, but we were young, and, as you say now, not

in a position of strength. Each of us needed the other in ways I don't fully

understand.

That day in 1985 when we both got our HIV test results back and

decided to man-y, I remember we held each other at that bus stop and

wept. We were setting a brave course that would keep us healthy and

happy, vulnerable and scared, yet hopeful there would soon be a cure. It's

as though we were manufacturing a fantasy in the moment to stave off our

imminent deaths. One of my greatest fears was, and still is, that of being

lonely and dying alone.

But why are we both now getting so sick? Its too debilitating and

far too easy for me to hide behind your problems and not address my own,

I need peace. I need to address these painful problems as my own, and on

my own.

After we both address our individual problems, perhaps we can be

happier, trusting, and hope that God, whoever, whatever that is, will let us

live unencumbered by sickness at least that long. We have spent eight very

charged years together and I love you, I love you, I love you - your

temperament makes me crazy, but I love you."

Tony

Allen's Letter:

Dear Tony,
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It is absolutely outrageous that my father fondled and molested me

as a child from ages three through six. Hiding behind the alibi of working

late to make financial ends meet so that he could come into my bedroom,

tuck me in, kiss me good night and have his way with me. He terrified me

and 1 grew to dread these late night encounters. Whenever 1 tried to tell

the truth about this or any other issue that changed his self-image of

upstanding citizen, loving parent, ardent husband and religious

churchgoer, he would lock me in my room, beat me until [ was black and

blue with bruises and wash my little mouth out with brown soap "to teach

me never to lie again." All this punishment was for telling the truth. He

was a fucking, unhappy hypocrite.

I have no idea what my mother's problem was, after all her arms

and neck were pretty badly bruised too, and why the hell didn't she ever

check on why my father was taking so long to say good night to me?

Where was she? Why were my grades never high enough, why were my

sports times never fast enough? I was the county champion and she

chastised me for not winning the state's championship. I felt so inadequate

and I was always so tired - too tired, especially after she started to drink

heavily and I had to help carry her upstairs and put her to bed at night.

But what still hurts me is that neither of them, or anyone else in my

family, had the right to ridicule me and refer to me as "a dizzy blond."
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I hope my dad's invented his own private hell; even though he died

in my arms, no on else's, it was I who helped his transition and he still

didn't say, I love you - I hate him for what he did to me.

Tony, you knew that a good friend of ours was dying of A1DS this

past week - and that I had been experiencing crying jags on Thursday,

Friday and Saturday - however, you still went out on a fuck date with

strangers on Saturday - you didn't telephone me till midday on Sunday to

let me know that you were all right. Were you getting back at me for past

infractions? [ know that you're sexually lonely but "There is a time to

embrace and a time to refrain from embracing." I felt so abandoned and I

was suffering such pain - I'm still numb and T feel like you're the

enemy."

Allen

Together this writing describes and comments on how the circle of voices in the

therapeutic session represents what Sheila McNamee calls the "relational engagement of

all the participants." This engagement, combined with the ethics inherent in the session,

affects not only choices that clients make in their conversations, but choices made by the

therapists as well. The back-and-forth of conversation in the circle of our voices arouses

ethical interest on the part of both therapists and clients as they decide what to value in

the words of the other and what to discard. In this consultation, an aesthetic solution

develops: the circle of voices evokes in the clients the perception of an extension of life

after death.
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Once, and sometimes twice, a yeaz Tom Andersen stops in New York to consult

with Marilyn Frankfurt and me in the Writing Project at the Ackerman Institute. Tom

interviewed Tony and Allen, while I(Penn) sat in the interview. I had already told all the

families in our Writing Project that Tom Andersen would stop by, and, if it was all right

with them, he would join us the following week to consult. I told our clients we shazed a

work history together, that Tom was from Norway and a very soft-spoken man. Tom and

I were extremely sensitive to each other's mode of questioning and we easily supported

the other as a main speaker. My job there was to reassure the two men that I approved of

this man and had invited him because I thought he could help us in our coming decisions.

When we began the session, our shared work that day began around questions of "What

are the things a therapist should know?"

Immediately Allen said, "Feelings." I asked how they would feel if Tom did the

interview? That would give me the benefit of the listener's position in the room - and

note the difference it provided and offered them the new experience of conversing with a

man rather than a woman.

Both men agreed that they were game. [ felt the opening talks to be cheerful.

There was laughter, a sense of relaxation on all our parts as well as a feeling of

expectation among us. Allen asked if the family work Tom did included other family

members. I'm not sure why we both decided to answer, but we did, saying that whcever

the family chose to invite was always welcome.

During the interview Tom immediately seemed to share with me a strong

attachment to both men. [ knew no matter what feelings we would be sharing with them
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that day, we could not in any way affect their current and future onslaught ofdisease. I

felt very supported by all three men in the session and just let go and listened.

Once our conversation felt safely established, Allen and Tony returned to their

thoughts from the previous week. We had spoken indirectly of their plans in case one of

them died, such as having Living Wills. Allen volunteered that I had used the word

"muted" in describing our last conversation, and he likened that to a mute on a trumpet.

He felt this muteness was their avoidance of the big "D" conversation. Though he, Allen,

was feeling healthy at the moment, he had already made his Living Will. But Tony, who

had become quite ill in the last six months from intense chemotherapy for his Karposi's

Sarcoma, had not. Allen commented, "This subject is like a plane crash, you need a good

friend beside you." [ hoped he meant us as well as Tony.

It's important to say that these two men had suffered immensely, both physically

and emotionally. Though Allen was currently feeling better, within two weeks after this

session, he was hospitalized with a leg infection and a problematic lung condition. Tony

struggled with a profusion of Karposi's Sarcoma all over his body and, he suspected

inside as well.

1 will try to describe each of them: Tony is a cabaret performer and has large eyes

and a smile that stretches from ear to ear. I am drawn to the profusion of expressions that

go across his face like fast, shifting weather. He will respond to something either you or

he has just said with a sense of acceptance. Then his eyes crinkle and he laughs in

affectionate irony, and finally looks directly at me with a sad and most imploring

expression. Allen, an architect, is very tall and handsome. His eyes are focused and

shine with intelligence. His head is always bravely high and ]ed by an expressive chin.
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Somewhere behind all that there is the feeling that he may ultimately have to make the

best of things, and it won't be fair to anyone. Because of their health, this relationship is

like a mountainous island: there is no f7at land where agrarian efforts can be cultivated,

where things can be grown for the next season. Even the next season is doubtful. That

was what both Tom and i felt that day.

Tom began with his usual first question: "How would you like this meeting to be

used?" Almost from the beginning of the interview I saw Tom lean in towazd the men

and keep that position for the entire interview, either supporting his chin on his hand, or

folding his arms and leaning toward them in strong concentration. I was touched by this

message from his body; it was as though their suffering was being written on him and he

accepted it patiently and with interest.

Dialogues like these that concern themselves with life and death are so close to

the heart that our own private pasts are continuously invoked. I could see that happening

to Tom just as it was to me. It is important to say that this was not a usual consultation

where a colleague engages in the content of a case either by watching your work or by

sitting in on the session. Following that model, the therapist and the consultant confer

after the session and the therapist receives the consultant's new ideas, which at some later

date, are shazed with the family. But in this kind of consultation, a socially constructed

one, we all listen to each other, reflecting on what we aze saying and paying strict

attention to our own feelings that increasingly become a part of the talk. There aze no

private talks. This listening in the consultation is not listening just to words but to the

family's special words, gaps, tensions, and, of course, to their silences. As we listen a

part of us repositions our own feelings and ideas in order to take in theirs. Our main
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concern is the family's comfort and our ability to be there with them. A"Circle of

Voices" is an apt description for how meaning is generated.

Andersen often follows his first question with one that asks, "Is this meeting

together usual for all of you, or is it a bit unusual?" He thereby attends to the whole

family's state of mind, level of anxiety and about talking to a stranger. If, in fact, the men

are anxious or unhappy at being in the session, Tom stays right there, listening to what

troubles one or both of them. [ have seen him devote a whole session just to the idea of

talking: when, to whom, in what manner, tone, who might begin, etc„ inviting all the

feelings members of this family might have about the act of talking. When the family has

appraised the pace and depth of the developing dialogue, they no longer feel inwded

upon and he no longer feels like a stranger. Families, after all, have their own reasons to

go slowly on icy roads, and that is respected.

Although there is a pervasive sense that the session is open-ended, on this

particular day, we were all facing a very different future. [n our joined aesthetic idiom,

which is dependent on language forming us as we proceed, perhaps the most we could

hope for was to construct a hammock of words where they could, in a sense, lie down and

be eased.

The place underneath the talk where we all were joined was the sense of loss,

even mouming. I knew Tom felt it as did L Oddly, the appreciation of loss became a

connection among us, so now it is not that Tom asked me how the two men are doing

months after the session. Or that they asked us when Tom planned to retum? The

session had the haunting tone of an elegy; they shared their past and future not just with
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me but with a man they had not seen before. I knew that at any point if they had wept,

we would have wept but they seemed somehow, happy.

In the following portion of the conversation it was as though we were in a vivid

dream together; the feeling in the room among us was one of compression; the silences,

waiting time, afterthoughts, exchange of looks, and the words of death, all forged a

compression of ineaning that was brought to an almost unbearable point. It was the last

half hour of the session and both men took the time to describe their current physical and

emotional state. In conclusion Tony said he just wanted to sleep. Tom asked him,

"Would that be a sleep with or without dreams?" Tony said he didn't know. Tom

continued, "Which would be best for you?" Tony did not directly answer but volunteered

that he was at the bottom and didn't know when he would ascend again. "I am now

abloom with KS," he said. At the same time he thought a lot about the impact his death

will have on other people. As he sees it, he has been a giver in life and it's hazd to be a

taker, Tom asks Allen, "Is it hard for you to think of doing without him?" Allen nods,

"Yes, it would be." He reminds Tony how many friends are concerned about him; how

the people in his Body Positive Group29 rely on him, call him, etc.

At this moment the language carries an almost palpable physical sense for all of

us; we are feeling in our bodies every word, look, and connection. Tom is making many

small sounds during this part of ihe conversation; several times [ fill with tears, but we

never look at each other. It is as though we are all experiencing a sense of largesse toward

everything the conversation is holding. Tom asks, "Is it possible that your relationship

could last forever?" They reel a bit and Allen finally says he plans to save the ashes of

29 Body Positive is an HIV and AIDS research and resource center based in Phoenix, Arizona, USA. Body
Positive is the largest clinical trial, education, behavioral health and nutrition support center dedicated to
fighting HIV and AIDS in the Southwestem United States.
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whichever of them dies first to be mixed with the ashes of the other. Tony laughs about

waiting, being dust on the mantle, but Allen is adamant that their families should have a

single place to go where they can visit them together: Uncle Allen and Uncle Tony.

Allen adds that he hopes they could plant an azalea bush on the spot. Tom asks, "If the

azalea bush could sing a song, what would it sing?" Allen chooses Vivaldi's Four

Seasons, even Beethoven's, "Ode to Joy"! I remembered that the FourSeasons is a

favorite of Tom's, but he never indicated this preference in the consultation. Tony has

another thought: he wanted a memorial party, with 70's party songs and lots of wine, food

and sex for the guests who can still have it. They should have FUN! He wasn't sure about

an azalea bush; instead he might choose a sturdy oak tree.

Tony says his current wish is to have something more than to just stay alive. [ was

moved by his wish and said so; it continues to stay with me. Since the end of the hour

had arrived, they turned to Tom and asked, "What are your thoughts?" Tom began to

say, "I ... can't find words ... certainly there would be sad words ... and words of

beauty." Both men nodded in thanks to his offered appreciation and understanding of

them. Tony was holding my hand. Allen guessed that it was a lot to hit him with. Tom

responded, "I don't feel hit, I am touched. Hit is a small word, touched is a much longer

word ... I know I will always remember this meeting." It was raining outside but when

we left our room it felt bright, not from the video lights but from the four of us being able

to move together.

Lingering in my mind was Tony's remark about his life's meaning something, that

he wants to be more than just alive. The men had agreed that Tom was welcome to a

copy of the tape to use for teaching, so I asked Tom what he thought of the idea of asking
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the men to write something about their lives to accompany the tapes. That way each time

either of us presented the tape, wherever in the world we were, their words would be

present, and lasting. He agreed and when I asked them, they each agreed to write a

document.

I am always most pleased when the writing done by the client himself is

persuasive of how the therapy has gone for him. In the beginning of the therapy, Tony

was looking for "God" or someone to care for him during this terrible time he was

experiencing, and he tried everything. He went to churches, he wrote letters of hate to

God, but nothing came back to make him feel this life had been worthwhile.. The Body

Positive had read some of the letters he had written to their editorial page of their journal

about having AIDS and being a good cook, about having AIDS and going to the circus,

about having AIDS and sharing a new bed with your partner. They felt these letters spoke

to the community at large, the community with AIDS, and asked if he would write for

them. This invitation pleased him and so every week or two he wrote a letter about his

experiences, a letter of inclusion and detail. Even as he grew more ill, he managed to

write to his community because they wrote back and made him feel meaningful in his

life. At last! I have chosen one of the last letters that he wrote to his mother to show

you the state of mind he had toward his family and particulazly his mother. He went

home to Ohio in order to read it to her in person. It gces like this:

Tony's "Love Letter to My Mother":

Dear Mother,

It is truly spiritually enlightening, and physically fortifying to walk

on the edge of life and death. I feel so expanded and loving and strong in
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this moment and yet, at the same time, so vulnerable, and sometimes weak

and frail. Of course, I think this is true of all of us throughout our lives

healthy or not, but I am, just now, vibrantly aware of these feelings. I

wanted to make sure that you know that I have loved my life. The good

and the so-called bad. [n feeling so expanded and strong in this moment

- and willing to experience anything this mortal life can and will offer -

gives me humble, peaceful solitude. It is what I perceive as a divine

feeling and I know I can handle anything with strength and dignity. I

sometimes ask myself have I had any impact on this life? A positive

purpose to share and give to people and to Mother Planet Earth. Have I

given more or at least as much as I've taken? One of the major role

models I use is you. You are my mother, my friend, my disciplinarian and

my teacher of many wonderful lessons that have fortified and enriched my

life. To be taught by you gave me lessons in how to practice spirituality in

life.

You taught me as a child that everybody is different and to

acknowledge that difference, to appreciate it and to be compassionate to

them. This was a great lesson that carries me through each day of my life.

It gave me the tools to reconcile my life; living an existence of peace

amongst the turmoil of your Alzheimer's and my AIDS, cancers and

growing older - all the happiness and sadness - both transcends this

world and yet functions well in it.

206



One of my morning affirmations or prayers is: "I am a living

example of joyful creativity." This prayer reflects my enjoyment of life,

of love, of sexuality and an empowered self-image so that I may inspire

others. [ do have great crushing fears of the weight of everything that I am

keeping in the air as if 1 were juggling many things - so it is important to

me that [ speak to you with truthfulness and clarity and to make sure you

know how greatly I love you. Please know that whatever pain and joy

may come, that I may have to endure - the dignity and humanness that is

you, is what I aspire to - you did a good job with me- you may not

think so - but you did. Thank you my love."

-Tony

Tony's letter to his mother expresses the joining of two people, united by their ironic and

similar situations ofold age and young death. A man and a woman, a mother and a son,

share the fate of their bodies, the withering and the transcendence that accompanies

suffering, but are consoled by being together.

The letters written by Tony and Allen for us to read when we present their case to

others follow. It has been the most moving and inspiring story I have ever shared with

others.

Allen's Letter:

This dedication concerns itself with two forms of art, the art of

communication and the art of love. I believe that in the course of our therapy Tony and

I have learned not only how to communicate more sensitively with one another but also

how actually to communicate with one another, not with some inaccurate fantasy or
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misrepresentation born of our respective needs or historical baggage. As a director

might say to an actor, we aze finally working in the moment. The love we share for one

another has evolved from a conditional love encumbered by selfish concerns and

expectations into an unconditional love, which truly allows the beloved to grow freely

into his own dream of himself. What [ find so remarkable is the fact that Tony and 1

have achieved this during an eighteen month period in which our HIV positive status

developed into full-blown AIDS and during which my suppressed memories of

childhood physical and sexual abuse returned to full conscious recall. Either challenge

could have overburdened a relationship to the point of collapse. Ours, like a

comfortable old sweater, merely frayed, albeit severely, and we rewove it into a new

pattern, all we had to do was learn how to knit. Last, and I would like to think our

situation transcends politics or polemics, I want to suggest that love takes many forms

and a family may be something other than a mother, a father and several children. If

Tony and I do not comprise a working family unit, struggling to honor certain of the

traditional marital vows, without actually having taken them, then I do not know what a

traditional twentieth century family is. Despite and because of our gayness (I don't

intend to exclude anyone) I hope our example will be inspirational to whcever views

our videos. We are not finished, you are only glimpsing some seminal moments in our

"marriage". The stasis has ended and the process will continue keeping us young at

heart, vital and alive. Keep your sense of humor nothing can heal or take the place of a

good laugh.

Tony's Letter recites his wedding vows for Allen:

To love him with all my heart.
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To be with him forever

To commit to him for the rest of my life on this planet.

Take care of him in sickness and in upset.

Support him in achieving his dreams and goals.

Give him my soul and devotion.

Share every part of my life with him.

Travel with him. Grow with him.

Grow old together with the same intensity of love and devotion we now share.

Support him above all no matter how hard or difficult it may be for me at times.

Laugh with him.

Take him to the heights with me.

Give and share my money when he needs it.

Do the dishes and clean up after him and never complain.

Give him my sex whenever he wants.

Argue with him but never leave it unresolved.

Be sensuous with him. With him forever.

Respect him.

Tell him all my fears and listen to his.

Be a friend, a buddy.

Teach him ... to always let him know he's not alone wére in it together, thick or

thin, better or worse, sickness and in health, till death do us part.

To marry him.

Tony died in 1997 and Allen followed within siz months
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may evening

some of us trim warm then as now

the lawn a day like body temperature

some ofus look

for our wallet a forlorn wind

some of us wipe stirred the leaves

the dishes buds still tight

some of us and white green

walk the dog

some of us I heard a cardoor

have a bone scan

some of us yawn slam

and check our watches they are going somewhere

some of us without me

have radiation a punishment

for the second time

l am going

in the cities somewhere too

may blossoms fall sitting in my window

on concrete sidewalks and never coming back.

wondering

what's the next step

on a day I remember
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Chapter Eight

Conclusion

When I first began to write "Joined [maginations," [ started at the beginning of

my career writing about the difference between psychoanalysis and social

constructionism. 1 drew from Gregory Bateson's splendid thinking on double

descriptions and how information is a difference and a difference is a relationship. I

moved from there to questions of circularity and how it affected the building of

coalitions.

One of the pleasures of writing this book has been the discovery that the themes

that began in my first writings has stayed with me and in fact have continued to develop.

Along the way I was inspired by the work of the Milan Associates, their ideas of positive

connotation and circulaz questions that provoked conversations about the future. It

seemed to help families imagine the pattern of their relationship as it could be; it seemed

to initiate new possibilities.

This held until the early nineties when I began to read Ken Gergen, Sheila

McNamee, Harlene Anderson, Harry Goolishian. These scholars made a powerful

foursome. Their questions created new ideas about how people talk and relate with one

another. The excitement of the social constructionist stance is that when you focus on

language, rather than the qualities of people or families, you create new ways of talking

and thus new ways of being together.

The next major change for me was the work of Tom Andersen and his ideas on

the Reflecting Team which he went on to call, "a study of the reflecting processes." This
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work changed many of the old descriptions of therapy. The families saw who was behind

the one-way mirror and were able to speak clearly with the therapists when they were in

the room together. This process generated an enormous appreciation from the family

about what composed the therapeutic conversation.

Dedication

Tom Anderson died a very short time ago. He slipped on the rocks outside of

Oslo, hit his head, and slipped into the sea. His absence has been felt all over the world

with every group he saw. His influence and his thinkíng have been both immense. For

the last twenty-seven years he was my best friend and colleague. I will miss him, and it

seems appropriate to end this work, as our mutual best work has come to an end.
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