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CHAPTER 1
INTRODUCTION TO THE TOPIC AND METHOD

Earl Babble begins his introductory text, Sociology, with the
statement "sociology is the study of the agreements that people make,
organize, break and change. It's also the study of disagreementa."l
This puts the topic of my dissertation, disagreements, into the main-
stream of soclological thinking. It is a study of disagreement in
a more limited context, the psychotherapeutic setting and examines
the above macro-sociological problem using micro-sociological data--
language, the natural talk we produce in our everyday lives. The
theoretical perspective used is an ethnomethodological one--asking
the question, "how is a particular social activity done?" and the
methodological technique is conversational analysis.

Harcld Garfinkel developed the thecry of ethnomethodology out
of his 1945 work on Jurors with Saul Mendlovitz and Fred Strodtbecke.
He became interested in how the jurors were deoing their work by listen-
ing to tapes of their conversations. He notes they wanted to be legal
and not to be "common sensical™ at the same time employing "common
sensical” notions to make their deciaiona.2 The main concepts of an

ethnomethodological approach were presented in his seminal 1967 work,

lgar1l Babbie, Sociology, 2nd ed. (Belmont, CA: Wadsworth
Puhlishins Co-, 1980), P 9.

2Ha.rold Garrinkel, "The Origins of the Term 'Ethnomethodology'"

in Ethnomethodology, ed. Roy Turner (Middlesex, England: Penguin Books,
19755, Ppe 15-16.



Studies in Ethnomethodolog1,3 wherein he emphasized how people make

themselves accountable to others, using reflexive practices, indexical
expressions, the etc. rule, glosses and the documentary method of
interpretation. Garfinkel is interested in the grounds of people'e
practical accomplishments~-~how people construct reality and share it.
Unfortunately, it is difficult to observe this directly and he undertook
his now-famous disruption experiments--breaching the taken-for-granted
world of reality--in order to meke those rules observable. In a later
conversation, he defined ethnomethodology as "an organizational study
of a member'rs knowledge of his ordinary affairs, of his own organized
enterprises, where the knowledge is treated by us as part of the same
setting that it also makes ordera.'ble.“h In short, it is the study of
everyday practices.

Garfinkel developed his theoretical ideas and used datea as
illustration. Harvey Sacks, his protege, on the other hand, grounded
his theory even more firmly in the data itself, creating the technique
of conversational analysis. His technique, similar to the central
method of linguistics, uses the reproduction or regeneration of social
events as its methodological criterion.5 Thus, if the elements and

rules underlying the production of an event can be isclated and then

used to produce or generate an instance of that events, we conclude

3Har01d Garfinkel, Studies in Ethnomethodology (Englewood
Cliffs, NJ: Prentice-Hall, Inc., 1967), Chapters 1-3.

hGa.rrinkel, "The Origins of the Term 'Ethnomethodology,'"”
P 18.

5Lindaqy Churchill, Questioning Strategies in Sociolinguis-
tics (Rowley, MA: Newbury House Publiehers, 1978), p. 2.




that such demonstration provides an understanding of the event in
queption.

One of Sacks' most important contributions has been in formulat-
ing the chaining rule, 1In a two-party conversation,

¢« » o 1t runs: If one party asks a question, when the question
is complete, the other party properly speaks, and properly offers
an answer to the questions and says no more than that. . . . A
person wvho has asked a question can talk again, has, . . . "a
reserved right to talk again", after the one to whom he has
addreased the question speaks. And, in using the reserved right
he can ask a question. . . . It provides for the occurrencg of
an indefinitely long consersation in the form Q-A-Q-A-Q-A.
The operation of turn-taking and the use of the chain rule has been
studied further in his work with Jefferson and Scheglorf.T The
implication is that as competent members we intuitively use the chain
rule successfully. An inability to do so would indicate a mental
incompetency; that is the speaker-hearer may be to some degree stupid
or crazy, unless he can convince the other he was only joking.

Sacks with Jefferson also developed the technique of tran-
scribing audiotapes and a consistent notation system. This change in
emphasis from Garfinkel's approach has resulted in a tension between
the different orientations within the field of ethnomethodology.

This dissertation is an analysis of how disagreement gets

accompllshed in a psychotherapyB setting using an ethnomethodological

6

Harvey Sacka, "On the Analysability of Stories by Children,”
in Ethnomethodology, ed. Ray Turner (Middlesex, England: Penguin Books,
19T1|'), Pe 230.

THnrvey Sacks, Emmanuel Schegloff and Gail Jefferson, "A
Simplest Systematics for the Organization of Turn-Taking for Conver-

sation," Languages (19Thk):50.

8The kind of psychotherapy occurring in these sessions
is psychodynamically-oriented and is baged on a neo=Freudian model,
specifically Karen Horney's formulation of psychodynamics.



theoretical point of view and conversational analysis as a methodologi-
cal technique. It is a study of conversation occurring between two
people, always & psychiatrist and various voluntary patients focusing
on disagreeing activities. Disagreeing activities include those
activities wherein one person basically takes a yes position and the
other takes a no position. Disagreeing is intrinsic to the paycho-
therapy setting; as R. D. Laing notes: "Sanity or psychosis is tested
by the degree of conjunction or disjunction between two persons where

one is sane by common consent."9

In this dissertation I study the
background conditions of the doctor-patient relationship, including the
use of threat and authority; analyze disagreement as a basic yes/no
contradiction; examine the negotiation of divagreement through the use
of category formation and negative reinterpretation; and the encourage-
ment of change in a patient through the use of reality-confrontation,

I chose this topic for four reasons. (1) I have long been
interested in the problem of how reality is socially created and
shared; (2) I embedded this concern in the psychiatric setting because
of an interest in the psychotherapy process and because I had access
to audiotapes of psychotherapy sessions; and {3) since the bulk of
the transcripts come from confrontational therapy sessions, I assumed

that disagreeing activities would be easy to recognize and they would

provide an sbundance of material with which to work. (L) In addition,

9R. D. Laing, The Divided Self (Middlesex, England: Penguin
Books, 1965}, p. 36.




with the exception of Turner's uorklo and my werk with Churchill,11

there has been little work done on rule use in psychotherapy.
The most important studies influencing my thinking on the
problem posed here were done by Garfinkel, Sacks' work on story telling12

13 and Churchill's work on questioning

and puns in Joking behavior
behavior.lh Churchill analyzed how questions are asked by focusing on
making requests, repairing procedural problems, denigrating the hearer
or speaker and developing maxims for each of these activities. These
will be referred to repeatedly throughout this dissertation. Other
activities studied by ethnomethodologists utilizing rule use include

15 17

walking, passing in the female gender,16 bidding at an aucticn,

1ORoy Turner, "Some Formal Properties of Therapy Talk," in
Studies in Social Interaction, ed. David Sudnow (New York: Free Press,
1972), pp. 367-96.

llsuaanne Bleiberg and Lindsey Churchill, "Notes on Confrone-
tation in Conversation," Journal of Psycholinguistic Research 4 (1975):
273‘T8 L]

IQSacks "On the Analyeability of Stories by Children,”
PEe 216-32-

13Harvey Sacks, "On Some Puns with Some Intimations," in
Sociolinguistics: Current Trends and Prospects, ed. Roger Shuy (Wash-
ington, DC: Georgetown University Press, 1973).

4churchill, Questioning Strategies in Sociolinguistics.

lsA. Lincoln Ryave and James H. Schenkein, "Notes on the Art

of Walking," in Ethnomethodology, ed. Ray Turner (Middlesex, England:
Penguin Books, 197L4), pp. 235-TE.

16Ha.rold Garfinkel with Robert J. Stoller, "Passing and the
Managed Achievement of Sex Status in an 'Intersexed' Pergon Part 1" in
Harold Garfinkel, Studies in Ethnomethodology {Englewood Cliffs, NJ:
Prentice-Hall, Inc., 1967), pp. 116-85.

lTLindsey Churchill and Susan Gray, "Beyond Ethnography: A
Conversational Analysis of Auctions,” in Studies in Language Variation,
ed. R. Fasold and R. Shuy {Washington, DC: Georgetown University Press,
1977), pp. 209-25.




talking on the telephone, 18 selling insurance, 19 ascribing insanity,
and more generally using rules in American society.21

Turner's work is an examination of beginnings in group therapy
sessions. He analyzes the class of remarks: 1. Lock, before we
start; 2. Well, we might as well start, and 3. Well, I think what we
had better do ia start.22 This is a very important article based on
precepts developed by Garfinkel and particularly Sacks. Turner focuses
on the routine everyday aspects of therapy talk; in other words, those
features which therapy talk and normal conversational talk have in
common. Therefore, he focuses on beginnings as a transition peint to
notice any change. He suggests that in some way the rules of everyday
talk might be suspended during the course of therapy, but writes that
that topic awaits further analyaia.23 This dissertation, by examining
activities occurring within two~person therapy talk, then begins the
kind of analysis Turner suggested. I focus on rules or more loosely

held maxims of talk which are features of everyday conversation as well

as maxims used in therapeutic conversations; the latter would otherwipe

13Emmnnuel Schegloff and Harvey Sacks, "Opening up Closeings,"
in Ethnomethodology, ed. Ray Turner (Middlesex, England: Penguin Books,
197h), pp. 233-64.

19J1m Schenkein, "ldentity Negotiations in Conversation"
(unpublished, no date).

2
oJeff Coulter, Approaches to Insanity (New York: John Wiley
and Sons, 1973).

21

Jack D. Douglas, American Social Order (New York: Free Press,

19T1).

2
2Turner, "Some Formal Properties of Therapy Talk,” p. 367.

231pid., p. 396.

20



appear as impolite or rude. Therefore, I focus on disagreeing activi-
ties., Nevertheless, Turner's article is important in terms of suggest-
ing this focus and beginning an analysis of therapy talk.

The other work dealing with the psychotherapy setting is my
work with Churchill on confroutation.ah We defined reality-confrontation
as an activity where the confronter, in this case the therapist, brings
the confronted, the patient, face to face with a fact that he cannot

be permitted to avold facing. The paradigm below was developed for an

ideal confrontation.

PARADIGM OF IDEAL CONFRONTATION

STEP ACTOR ACTION
1 Confronted Makes a general statement.
2 Confronted Asks a close-choice (yes/no) question about a

particular aspect of the general statement.

3 Confronted Picks the answer that shows that the particular
agpect under question is an exucption to the
general statement.

b Confronted Aske a second close-choice {yes/no) question
about another particular aspect of the general
statement.

5 Confronted Picks the anewer that shows that the particular

aspect under question is another exception to
the general statement.

6 Confronted Asks a rhetorical gquestion that contradicts the
confronted's origlnal general statement,
This work led me to examine reality-confrontation as part of a

larger package of disasgreeing activities. The activities I examine are

2“Ble1berg and Churchill, "Notes on Confrontation in

Conversation," p. 276.



part of the implicit difference or disagreement between the therapist
and patient. Harry Garner, a psychiatrist, states the implicit use of
disagreement in psychotherapy as follows:

That & confrontation approach to the patient has been character-

istic of almost every type of psychotherapy endeavor is some-

times overlooked. Certainly, suggestion, persuasion, guestion-

ing, advice, reassurance, clarification and actions taken in

a two party system of healer and to~be-healed is seen by the

patient as confrontation. There is am implied--"lock here,

there 1s something wrong with how you perceive, think, OESaCt

and I will show you what'a wrong and how to correct it."

Sacks' notion of a correction invitation26 is useful here.

Churchill defined it as a question which requires "yes" or "no" as an
ansvwer with the addition of a correction to the direct answer which

corrects an incorrect fact in the initial question.eT

Then the format
following the chain rule would be Q, A--either yes or no plus the cor-
rection., Churchill posits the general maxim that says:
Correct incorrect facts in another person' utterances., It 1is
conmonly used to teach children proper facts about their language
as in [the following] hypothetical example:
Child: Mommy , mommy. Two mouses Just ran across the floor.

Mother: No honey. Mice, not mouaes.2

Continuing with Garner's point of view then, the entire act of psycho=-

25Harry H. Garner, "A Review of Confrontation in Psycho-
therapy from Hypnosis to the Problem-Solving Technique,™ in Videotape
Techniques in Psychiatric Training and Treatment, ed. M. M. Berger
(New York: Brown/Mazel, 1970}, pp. 3-15, quoted from p. 6.

26Harvqy Sacks, "The Search for Help" (unpublished doctoral
dissertation, Department of Sociology, University of California at
Berkeley, 1966}, cited in Churchill, Questioning Strategles in Socio-
linguistics, p. 62.

2TChurchill. Questioning Strategies in Sociclinguistics,

Pe l‘lo

281bid. » Ds 49.



therapy can be viewed as a correction-invitation. A similar example
from a psychotherapy session illustrates the proposition that psycho-
therapy as a whole may be viewed this way.

Example 1-1: Sherry

Pte: I'm talking about the miracls of their staying and sticking
and listening and talking with me, and being... because
that's all out of thie, I mean, you must know, that when that
that was all. I'm if I said it millions of times, maybe
millions, in four months, I spent all my waking hours repeat-
ing the same things over and over and over, to everybody and
anybody who would listen. And I wasn'’t open to hearing them.
And then I started hearing...

Dr.: That's not miraculous. That's an expression of human caring.
Some people call it loving. Sometimes it is. Now. But
we'll call it for the moment, caring.

This excerpt is further discussed in Chapter 5. The doctor corrects
the patient's use of the word "miracle" just as the mother corrects the
child. While, on the one hand, the conversation occurring between the
doctor and patient is between two adults, on the other, it is between
one competent member and one less than competent member. The mode of
talk reflects their relationship.

It is the therapist's task to teach the patient a new system
for living a more satisfying way of life. The voluntary patient comes
because he is 1in pain and wants that pain removed, but he does not
usually expect to give up hie old security devices. But therapy is
a disillusioning process; as old security devices are given up, the
patient develops a new way of looking at the world and begins to deal
with the new pains that inevitably arise in life in a healthier way; he
can enjoy life more fully. The therapist moves the patient toward new
ways of thinking, behaving and feeling, risking new options, showing

him that life can be different better. In order to achieve these goals,
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however, the therapist needs to work with a cooperative, introspective
and non-resistant pa.tient.29
In the course of therapy, the therapist utilizes and teaches
the patient the following implicit rules of therapy:
1. You must want to get well.
2+ Therefore you must cocoperate with your doctor.
3+ Be yourself.
4. Learn the rules and goals of therapy, e.g., learn about
psychodynamics, psychoanalytic interpretations, verbal
and nonverbal behavior, and the use of these rules, etc.

5 Preserc personal material for discussion.

6. Fnd with such practical considerations as the time and
place of the next meeting.

These rules are roughly hierarchical in character and are of different
importance, yet they are all utilized during the course of psychotherapy
sessions. It is in calling these rules into play while doing wvarious
therapeutic activities, some of which are under consideration here,

that the work of therapy is accomplished. These rules are taken-for-
granted by the therapist and ultimately shared by the patient.3o

The disagreeing devices turn out to be central to the teaching

of the hierarchy of rules. Some of these rules contradict each other

29Thia description of therapy waas developed in conversation
with Dr. Milton M. Berger.

305ee Parsons' discussion of rules in The Social System
(New York: Free Presa, 1951}, Chapter 10; and Paul Watzlawick, Janet
Helmick Beavin and Don D. Jackson, Pr tics of Human Communication
(New York: W. W. Norton and Co., 1937;, p. 245. 1In this diesertation
I focus on disagreeing activities. However, in therapy many activities
are accomplished including agreement, support, praise, etc. For a list
of activities involved in confrontational therapy, see Milton M. Berger,
"Confrontation through Videotape,™ in his Videotape Techniques in

Psychiatric Training and Treatment (New York: Brunner/Mazel, 1970),
P 31.
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and the therapist utilizes them as necessary. For instance, vhile

"be yourself" means to be yourself, if being yourself means being
non~-cooperative, then you can't completely "be yourself.” Similarly,
while the conversation occurring between a doctor and patient in a
helping situation would normally be characterized as polite, rule 4
has many sube-rules which permit impolite talk as well. One of these
sub~rules is, from the doctor's point of view, if you don't agree, at
times I'1l1l put you down. Nonetheleas, in normal everyday conversation,
put-downs are expected to be responded to. Churchill discussed this
feature of conversation and formulated a denigration maxim: "Respond
appropriately to any perceived denigration in question form made of
you. Then give the turn back to the requester. 1In particular, you
need not follow any of the earlier maxims (for responding to questions]
that might apply."Bl He observes that denigration may be serious, in
which case it is impolite, or joking *n character. Since some of the
rules of ordinary talk are suspended during psychotherapy seaaion.32
such as "be polite," the patient does not necessarily know when the
various ground rules will be called into play or switched. This leaves

33

him open to the double-bind, formulated by Bateson et al.,”™™ which

can be used therapeutically.Bh As the disagreeing activities discussed

3
P 126-

328ee Turner, "Some Formal Properties of Therapy Talk," for
a diacussion of this topic.

33Gregory Bateson, Don D. Jacksacn, Jay Haley and John Weakland,
"Toward a Theory of Schizophrenia," Behavioral Science 1 (October 1956):
251-64. This article is discussed in Chapter 2.

3hThera.peutic double=-binds are discussed in Watslawick et al.,
Pragmatics of Human Commnication, pp. 2k0-53. This book is aleo
discussed in Chapter 2.

1Church111, Questioning Strategies in Sociolinguistics,
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in this dissertation are presented, the operation of these various
rules will be displayed.

The activities I study as part of the larger category of dis-
agreeing activities include: threatening, contradiction, category for-
mation, negative reinterpretation and confrontation. The case will be
made that they each stem from a basic yes/no disagreement position.
The method used to do the analysis consists of transcribing conver-
sation, collecting instances of the various activities under consider-
ation (which I recognize as a member of the same culture as the thera-
pist and patients producing the talks), and then through comparison
with each other and with the surrounding conversation, proposing a set
of rules for reproducing each isolable kind of disagreeing activity.
Rules or maxims which are (more loosely held guidelines than rules)
are proposed vhich are designed to reproduce each disagreeing type
of sctivity. I have chosen this linguistic criterion a. my central
methodological principle, rather than the more usual "five per-cent
levelwof-gsignificance" criterion, because the latter principle does not

shed any light on how conversational activities get done.35

I recog-
nize that videotape would provide richer material to work with, but
have used audiotaped material instead for the following reasons:

(1) as yet no notation system has been fully developed to describe
nonverbal communication {intonation and gesture); (2) where nonverbal
comminication is a central feature of the communication, I can infer it

from the verbal content or it will be called attention to explicitly by

the therapist who has a particular interest in nonverbal communication;

358ee Churchill, Questioning Strategies in Sociolinguistics,
Chapters 1-3 and 9 for further discussion of the value of this method.
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and. {3) audiotaped material provides an already rich source to begin
with, for a beginning analysis of the activity of disagreement.

I turn now to a description of the data collected for this
dissertation and its goals. The audiotapes were made available through
the generosity of a confrontation paychiatrist.36 The tapes were
selected using three criteria:

l. Clarity, so that transcribing them would be easier to do;
2. Loud, argumentative behavior, which I took as a layman's
cue that disagreeing activities would be available to

analyze; and

3. Session beginnings and/or endings clearly included on the
tapes, since I intended to follow from Turner's analysis.

The patients knew they were being tape recorded and they could
shut the machine off at any time. The sessions took place a number of
years ago and all identifying information has been changed. The psychi-
atrist 18 a middle-aged white male who sees patients in his office.

The patients have been described moatly as character neurotics or
borderline perescnalities., The transcripts are based on eleven therapy
seggions (L5 minutes each) of four female and five male patients.aT
Background information on the patients selected 18 presented here so
that the excerpts discussed throughout the dissertation may be more
fully understood. The following demographic and psychiatric character-
izations are based on the doctor's descriptions of his patients. The
diagnoses are based on DSM-III, a diagnostic and statistical manual

developed and periodically up-dated by the American Psychiatric

361 wish to thank Dr. Milton M. Berger for making the data

available and providing helpful discussion on various points.
3T'I'he dissertetion includes examples from all but one of
these patients.
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Aasociation.38 AB noted earlier, resistance is not conducive to a
successful therapy. In listening for dimsagreement, in psychiatric
terms, I also chose audiotapes of resiastant patients.

The patients are herein called:
JILL--a 20-year-old, '60's "hippie" type of upper middle class back-
ground. She was a bright talented young woman who had dropped out of
college, She had been hospitalized, and was fearful about going out.
Her's is an initial interview.
DAN=~a 17=year-o0ld student of upper middle class background. He spent
a brief time in therapy and had an oppositional personality disorder.
CARRIE--a 38-year-old middle class woman, working as a travel agent.
She was & floundering, self-effacing character neurotic with immaturity,
who had difficulty in maintaining relationships.
SHERRY~-a mid 30's middle cless woman who was unstable and volatile
with a borderline personality. She had difficulty in holding a Job and
in sustaining a relationship with a man.
PHIL-~a mid-40's, very succesaful businessman of the lower upper class,
married, with four children. He was self-effacing with a character
neurosis, but no major disorder.
BILL--a loner in his late L4O's, who never married, from an old-monied
Southern family; a borderline personality with obsessive-compulsive and
paranoid features. He was distrustful and had difficulty in esatablish-
ing relationships with others; he was in therapy for many years.

HAROLD--in his early 40's. A brilliant upper middle class professional

3anigggostic and Statistical Manual of Mental Disorders IIl

(Washington, DC: The Task Force on Nomenclature and Statistics, Ameri-
can Psychiatric Association, 1980).
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with a difficult marriage and three children. He experienced anxiety
with somatization, and was & character neurotic., He was in therapy for
a few years.

ELLEN~--a 36-year-old woman married to John {see below) with one child,
of an upper middle class background. She was an alcoholic, immature,
with a character neurosis who left treatment prematurely. 5She ulti-
mately left John for another man with whom she presumably had a more
stable relationship.

JOHN-~a 39-year-old upwardly mobile businessman. He was violent after
episodic drinking bouts, and wvas geen only a few times as an adjunct to
his wife's treatment. He was not interested in treatment for himself.

The goals of this dissertation are both practical and theoreti-
cal. The practical goal is to get a better understanding of disagree-
ment and disagreeing activities and to show how disagreement is central
to the psychotherapeutic relationship in terms of defining the illness,
the therapeutic relationship and the treatment process. The theoretical
goal 18 to add to the literature on how reality is created and shared;
that is, to add to the developing corpus of knowledge about what rules
people appear to follow when they carry out various activities. There~
fore, I focus on the above practical problems, to show how those activi-
ties are produced and thus maintained by the participants.

In the following chapters, I review the relevant literature of
various disciplines; discuss the background conditions of the therapist-
patient talk, including power, threat and authority; discuss the struc-
ture of basic disagreement as yes versus no; discuas the negotiation of
disagreement through the activitiea of category formation and negative

re~interpretation wvhich entails using the devices of examining category
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packeages, stretching, funnelling, analogy and psychoanalytic interpre-
tation;39 and analyze the encouragement of change through the activity
of confrontation. In so doing, I hope the challenges described above

will be met. 1 turn now to these topics.

39Psychoanalytic interpretation as used here is based on a
neo-Freudian model of psychodynamics.
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CHAPTER 2
REVIEW OF THE TRADITIONAL LITERATURE

As noted earlier, this dissertation has a number of aims:
most importantly to analyze disagreement in a psychotherapeutic setting
from a sociolinguistic point of view, specifically using an ethnomethod-
ological and conversational analysis perspective. The topilc falls into
the interstitial spaces between a few established disciplines. While
it relies most heavily on the works cited in Chapter 1, especially
Garfinkel, Sacks and Churchill, it also grows out of much established
work., In this chapter I will review some of these works from the
fields of sociology, psychiatry, communication, interviewing, logic
and rhetoric which have a bearing on the problem posed. I do this in
order to show why a conversational analysis is appropriate to the task

and how the topic selected stems from these various disciplines.

2.1 The Sociological Literature

Substantively, some of the literature on the doctor-patient
relationship, small group interaction, the sociology of mental illness,
and the sociology of knowledge are relevant to my discussion. Theo-
retically, they are representative of structure-function theory and

interactionist theory.l Parsons and Bales are representative of the

lln philosophical terms the literature represents the posi-
tivist and phenomenomenological perspectives, respectively.
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former theoretical view and Scheff and Goffman of the latter. While
the works discussed below speak in some way about the problems raised
in this dissertation, none clearly point the way for further eluclda-
tion of the kindas of problems I am interested in--how is the activity
accomplished?

For instance, Talcott Parsons, a central figure in the structure-
function school of sociology and whose work 1s seminal to the field of
medical sociology, posits four aspects of the institutionelized expecta-
tion system relative to the sick role. The last two points are relevant
to my discussion of the psychothersapeutic relationship. They are:

One of the principal institutional features of the sick role [is]
the expectation of & desire to get well . , . and the relationship
is expected to be of mutual "trust," . . . that the physicien is
trying hie best to help the patient and that converse%y the patlient
iB "cooperating"” with him to the best of his ability.
While these rules that the patient must want to get well and to work
towards it, will be referred to repeatedly in the following chapters,
Parsons does not show in detail how these rules really work.

Similarly, Robert F. Bales, using the same theoretical perspec-
tive, but a different methodological technique, does not show how the
activities he recognized occurring in small groupe, work either. That
is, his system identifies, but does not describe. Bales developed
the technique called Interaction Process Analysisa which identifies

various kinds of disagreeing activities, including: Disagreeing, Show-

ing Tension and Showing Antagonism. But there are two main problems

2Ta1cott Parsons, The Social System (New York: Free Press,

1951), p. 46k,
3Robert F. Bales, Interaction Process Analysis: A Method
for the Btudy of Small Groups (Cambridge, MA: Addison Wesley, 1950).
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with his system: (1) the latter two categories are crude in that they
can be produced in many different ways, and (2) his categories are
really recognitions and attributions made by the coder, rather than
insolable activities. His system freezes interaction into frequencies
of types of behavior. Such statistically-based hypotheslis~testing
falls into the mainstream of sociological technique but does not answer
the main question posed here: how does disagreement get done?

An alternative sociclogical approach has been developed in the
sociology of mental illness field by Thomas Scheff and Erving Goffman,
labelling theorists. (Labelling theory falls within the interactionist
perspective.) The labelling theorists perceive mental illness as
(1) soeial rule breaking and (Z) defining the rule breaker as mentally
111. Scheff writes: "psychiatric symptoms as withdrawal, hallucina-
tions, continual muttering, posturing, etc., may be categorized as
violations of certain social norms-~those norms which are so taken for
granted that they are not explicitly verbalized."h He has called
these residual rules.

Erving Goffman notes that when psychiatrists define a person
as mentally ill, they typically cite aspects of the patient's behavior
that is "inappropriate in the situation." The paychiatriste follow
that, however, with a study of the offender, rather than a study of the
rules and social circles that are offended. Goffman proposes that we
(sociologists, psychiatrists, social scientists) study the social rules
instead, but has turned to etiquette boocks as one of the few sources

of suggestions about the structure of public conduct in America. He

L

Thomas J. Sheff, Being Mental I111: A Sociological Theory
(Chicago: Aldine Pub. Co., 19265, P 35.
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realizes, however, the limitation of etigquette guides in that they
provide us with a catalogue of proprieties rather than an analysis of
the system of norms underlying these proprieties.5 Goffman concludes
that a mental symptom is "a situational offense that the offender does
not get away with; he is in a position neither to force others to
accept the affront nor to convince them that other explanatory grounds
ought to be accepted."6 The ethnomethodologist, on the other hand,
studies the behavior and speech directly, instead of making inferences
indirectly from etiquette manuals. As we know from our own personal
knowledge of the world, how one ought to behave and how we do varies
greatly.

In a later work, Goffman incorporated some of the ideas of
conversational analysis. In his study of "remedial work" for repairing

minor rule-breaking,T

he describes accounts and apologles as such
strateglies.

Thomas Scheff, also in a later work, adapte a sociology of
knowledge perspective which suggests that people go through their lives
constructing reality. (This too broadly falls within the interactionist

perspective.) His analysis of power and responsibility as a negotiation

5Erving Goffman, Behavior in Public Places (New York: Free
Press, 1963), pp. 3-6.

6Ibid., p- 240. Within the sub-rield of the sociology of
mental 1llness, Walter Gove, a critic of labelling theory, makes a
cogent point when he writes, "the socletal reaction perspective does
not explain why people initially commit deviant acts; it deals mainly
with secondary processes" (p. 882). "Societal Reaction as an Explana-
tion of Mental Illness: An Evaluation," American Sociological Review

35 (1970):873-T4.
T

Erving Goffman, Relations in Public (New York: Basic Books,

1972).
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process is based on conversational materials~-transcripts of an initial
pBychiatric interview and a fictional account of a defense for murder.
In this article Sheff provides material and analysis useful to a con~
versational analysis, although this 1is not his main concern. For
instance, he writes, "The more direct the questions of the interro-
gator, and the more direct the answers he demands and receives, the
more control he has over the resultant definition of the aituntion."9
However, he does not explain how this occurs; nor does he use a repro-
duction criterionlo to determine 1f his analysis is correct.

Despite the above sociological studies, there has been no
systematic study of rule use within psychotherapy. It is the goal of
this dissertation to, at least in part, correct this., Thus, I turn now

to the field of psychiatry in order to examine the literature relevant

to a discussion of disagreement in psychotherapy.

2.2 The Peychiatric Literature

The psychiatric literature has not fared much better than the
sociological in the area of disagreement in psychotherapy. That is,
the psychiatric literature is enormous, but it basically deals with

theories about the dynamics of behavior, much of it ascribed to the

8Thomas J. Scheff, "Negotiating Reality: Notes on Power in
the Assessment of Responsibility," Social Problems 16 (1968):3-1T.
The psychiatric transcript is based on Merton Gill, Richard Newman and
Frederick C. Redlich, The Initial Int :rview in Psychiatric Practice
(New York: International Universities Press, 1954). This work serves
as the basie of yet another work, The First Five Minutes by Robert
F. Pittenger, Charles D. Hockett and John J. Danehy {Ithaca: Paul
Martineau Publisher, 1960). Both of these will be discussed further
on in this chapter.

9Bcheff, "Negotiating Reality," p. 16.

1OSee discussion in Chapter 1.
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unconscious. Therefore, I exclude the whole body of literature which
deals with the psychodynamic theories of Freud, Adler, Jung, Reich,
Horney or Fromm—-Reichman; although I do touch on the work of Sullivan,
Baasz, Laing, and Garner, since their work bears more directly on a
discussion of a conversational analysis of disagreement in psychotherapy.
The literature I review here deals with the psychiatric interview, the
definition of mental illness, psychiatric diseasse etiology, and the
psychotherapeutic process. However, with the exception of the work of
Harry H. Garner, not ocne psychiatrist to my knowledge has looked at
confrontation or disagreement from a psychotherapeutic and conver-
sational point of view (as used here).11
Harry Stack Sullivan, a neo-Freudian, defines the psychiatric

interview as:

A situation of primarily vocal communication in a two-group,

more or less voluntarily integrated, on a progressively unfolding

expert-client basis for the purpose of elucidating characteristic

patterns of living of the subject person, the patient or client,

which patterns he experiences as particularly troublesome or

especially valuablf2 and in the revealing of which he expects

to derive benefit.
This definition is useful to a conversational analysis of psychotherapy
since it points to the communication between the patient and therapist
a8 the gource for the relationship and material to be dealt with.
Sullivan did not unfortunately move in the direction of a conversa-
tional analysis.

Thomas Szasz, another psychiatrist, also supplies an interest-

ing definition of mental illness in that it is amenable to an analysis

118ee footnote 5 in Chapter 6.

leﬁarry Stack Sullivan, The Psychiatric Interview (New York:
W. W. Norton, 1954}, p. L.
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of mental illness as a form of disturbed commnication. The treatment
implication again points toward a conversational analysis of what goes
on between a psychotherapist and patient. OSzasz dispenses with the
notion that mental illness is a disease type altogether; rather he

13 Since a medical definition calls

defines it as problems in living.
forth its own form of treatment, having a social relations problem calls
forth another. Szasz sees one aspect of the psychiatrist'’s role as
his being a theoretical scientist who is hired to make his expertise,
special knowledge, available to others. This does not imply that the
psychiatrist is an expert in his own living, merely that he is function-
ing at & mature level and has expertise in helping the patient solve his
own problems. Szasz' definition of mental illness fite in nicely with
Sullivan's definition of the psychiatric interview. Although Szasz
continues with an explication of how nonverbal communication can be an
indication of mental illness, he also does not move to conversational
analysie as the next logical step for an analysis of the psychothera-
peutic process.

R. D. Laing hae vritten about the etiology of schizophrenia and
the psychotherapeutic proceaa.lh He emphasizes interaction with
others as the key to the "getting sick™ and "getting well™ processes.
For instance, Laing describes the development of the schizoid process

to the psychotic break as follows: the process continues until "the

individual is heginning to be in a position to feel not only that his

13Thomss Szasz, The Myth of Mental Illness (New York: Harper
& Row, 1961).

1h8ee, respectively, R. D. Laing, The Divided Self (England:
Penguin Books, 1965) and R. D. Laing, The Politics of Experience (New
York: Ballantine Bocks, 1967).
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perceptions are Talse because he is continually looking at things
through other people's eyes, but that they are playing him tricks
because people are looking at the world through his eyea.“ls The
individual becomes unreal and attempts to acquire realness, life, by
touching it, copying it and even magically stealing it. Ilaing defines
therapy as the efforts to reach the original "self" which is still

& possibility and nurse it back to 11fe-16 In the sense that the
therapeutic relationship should be on an I-Thou level as described by
the philosopher Martin Buber,lT Laing describes this as the patient's-
therapist's experiencing of each other. Thus, what becomes important

in the relationship is not only what the patient has experienced in

the past, but also what the patient and therapist are experiencing in
the here and now. "One hears now of therapists giving orders, laughing,
crying, even getting up from that sacred chair."18 In order for the
therapist to understand the patient's experience, he must attempt to
gee it from the patient's point of view to the degree that this is
possible, while of course at the same time maintaining his own identity.
While Laing comes close to seeing that a conversational analysis is the
next step, in that he quotes excerpts from family therapy sesslons, and
makeg frequent use of this in his append:lces.19 the main thrust of

his writing is theoretical and not empirical in nature.

15La:l.ng, The Divided Self, p. 1uk,

161n an excerpt from Bill, Ch. 6-25, p. 170, we see the point
describing the proceas, the therapist explaining it and the process of
re-education occurring.

17Martin Buber, The Way of Response {New York: Schocken Books,

1966).

laLaing, The Politics of Experience, p. h7.

lgsee R. D. Laing, A. Esterson, Sanity, Madness and the
Family (London: Tavistock Publications, 1964}, for an example.
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The work of Harry H. Garner is an exception to the previous
approachea. Garner, a psychiatrist, has looked at confrontation in
psychotherapy from both a psychotherapeutic as well as a conversational
point of view. He writes:

The techniques of therapy applied in confrontation problem-sclving
psychotherapy include the presentation of a statement and a ques-
tion. A problem which 1s crucial but only vaguely recognized or
not recognized may be used as a therapeutic focus. It 1is then

clearly stated: "Stop believing that you have nothing to look
forward to. What do you think or feel about what I told you?"

20
As will become apparent in the later discussion on confrontation, we
have here the disagreement and twist necessary for confrontation to
occur. In Garner's statement, there is the implied "I believe you
have something to look forward to" which is the positive statement or
disagreement with the patient's position, and the implied surprise or
twist, "there is something for you to look forward to." Confrontation
as a linguistic technique will be discussed in detail in Chapter 6.
The fact that a psychiatrist has discussed it from a conversational
peint of view is unique in my reading of the literature.

I turn now to the area of communications and review the litera-

ture relevant to a sociolinguistic analysie of psychotherapy with

attention to both verbal and nonverbal communication.

2.3 The Communications Literature
The commnications literature relevant to psychotherapy is
discussed in four parts: normal and abnormal communication, verbal and

nonverbal communication, the process of communication in psychotherapy,

eoﬂarry H. Garner, "A Review of Confrontation in Psycho-
therapy from Hypnosis to the Problem-Solving Technique" in Videotape

Techniques in Psychiatric Training and Treatment, ed. M. M. Berger,
[New York: Bruner/Mazel, 1670), p. 1.
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and the contribution of linguistics to psychotherapy. The communica-
tions literature is inter-disciplinary and much of it is based on audio-
and video-tapes of actual psychotherapy discussion.

The relationship between psychiatry and communication is inti-
mate, As Milton Berger, a leading confrontation psychiatrist, has
noted: "“improvement of the processes of communication with and to
oneself and others 1is one of the goals of all psychotheraples, whether

the therapist is conscilously aware of this or not."21

2.3.1 Normal and Abnormal Communication

The communications theorists distinguish between "normal” and
"pathological communication as follows: in normal communication we
take for granted the existence of at least two speaker-hearers, one of
whom sends a message and then receives a suitable response from the
other;22 the message has a shared meaning in that it is understood and
responded to. Jurgen Habermas, a sociologist,23 notes "normal commni-
cation conforms to intersubjectively recognized rules; it is public....
In normal communication an intersubjectivity of mutual understanding,
guaranteeing ego-identity, develops and is maintained in the relation

between individuals who acknowledge one another." In contrast Jurgen

21Milton M. Berger, "Some Implications of Nonverbal Communi-
cation in Psychotherapy, Medical Practice, Family Relations and Life in
General," International Journal of Social Pesychiatry, Congress Issue
(1964):21.

22Jurgen Ruesch, Disturbed Communication {New York: W. W.
Norton Co., 1957), p. 31.

2
3Jurgen Habermas, "On Systematically Distorted Communication,"
Inquiry 13 (1970):210.
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L
Ruesch2 notes that disturbed communication can be characterized as:
Too much,
Too little,
Too early,
Too late,
At the vrong place,
Is the disturbed message's fate.
2.3.2 Verbal and Nonverbal Communication
The communication process in psychotherapy consists of verbal
communication of conscious and unconscious processes and non-verbal
communication in the form of body language. Berger defines nonverbal
communications as: "all those manifest and latent messsges, other than
verbal, which reach our selves and others about our selves and others

and the time-space-continuum of the world we live in."25

Ruesch and
Szasz categorize verbal and nonverbal comrunication as follows: Ruesch
distinguishes between (a) sign language, e.g., words, gestures, (b)
action language, e.g., movements such as walking, drinking, and (c)
object language, which comprises all intentional and non-intentiocnal
displays of material things such as art objects, the human body,

LU L

clothes, etc., and Szasz distinguishes between "language, sign” and

“symbol,"26
The literature on body language is growing and some has even

appeared on the best seller list. For instance, Fast's book, Body

27

Language  is about messages we send nonverbally indicating our being

21‘Ruesch, Disturbed Communication, p. ULl.

253erger, "Some Implications of Nonverbal Communication,"
P. 2.

26Thomaa S. Szasz, The_g%gh of Mental Illness {New York:
Hoeber-Harper Book, 1961), p. 116.

27Juliua Fast, Body Language (New York: Pocket Books, 1974).
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"open" or "closed” to other people, Scheflen28 gives us a similar
description of nonverbal body language indicating alliances and entag-

29 writes

onism among family members in a therapy situation. Berger
about nonverbal communication describing how eyes and faclial expres-
sions can inform us of many different kinds of feelings in relation to
oneself, such as anxlety, anger, jealousy, inner peace, depreassion,
rigidity or emptiness, and questioning, killing, helplessness, inde-
pendence, withdrawness, agreement or embarrassment in relation to

others. He has also described the use of nonverbal communications

as & therapeutic technique in group psychotherapy.

2.3.3 The Process of Communication

Reusch and Habermas discuss language problems as indicative
of various mental illness disease types. Rueach3o notes that the
psychiatric patient's problem "may reflect primarily a lack of mastery
of nonverbal codifications, verbal codifications or deficient synchron-
ization between the two methods of codification." The neurotic patient
transmits his message over and over again the hope of being eventually
underatood.3l Thus his attempt to control the situation by his use

of language appears in the form of rigidity and compulsory repetition.

28Albert. E. Scheflen, "Communication and Regulation in Psycho-
therapy," Psychiatry 26 (1963}:126-36.

29Milt.on M. Berger, "Nonverbal Communication in Group Psycho=
therapy," Group Psychotherapy and Group Function, ed. M. M. Berger
and M. Rosenbaum (New York: Basic Books, 1963), p. 429.

3OJurgen Ruesch, "Nonverbal Language and Therapy," Psychiatry
18 (1955):326.

31J. Ruesch and Gregory Bateson, Communication: The Social
Matrix of Psychiatry (New York: W. W. Norton, 1951), p. 89.
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Habermas describes this process as follows: "Stereotyped behavior
patterns recur in situations involving stimuli which cause emotionally
loaded reactions. This inflexibility is symptomatic of the fact that
the semantical content has lost its specific linguistic independence of
the situational context."32

The psychotic patient, on the other hand, has difficulties not
only with the communicational content, but also with the communication
sender-receiver process. Ruesch notes that consequently he misinter-
Prets messages {receives them incorrectly) and is unable to correct the
information he already has. This leads him to continually build a more
distorted model of himself in relation to the world.33 Habermas
views the psychotic patient as experiencing two types of deficiencies
in communication and thought content: (1) "amorphous" speech disorders
involve a fragmentation of structure which does not allow disintegrated
single elements to be compiled into claesses according to general
ceriteria, and {2) "fragmented" speech disorders invelve an amorphous
structure which does not allow aggregates of superficially similar and
vaguely compiled things to be analyzed.Bh For Habermas this becomes
similar to having problems with the process of inductive and deductive
reasoning.35

One of the most important theoretical works about communication

and psychopathology is Bateson, Jackson, Haley and Weakland's theory of

32Habermas, "On Systematically Distorted Communication,” p. 20T.

333ueach and Bateson, Communication, p. 88.
34

Habermas, "On Systematically Distorted Communication," p. 213.

35See Chapter 5 on category formation for further discussion

of this process.
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36

communication in the development of schizophrenia. They call this
the double-bind theory as it involves continuously receiving simultan-
eous verbal and nonverbal messages which are contradictory. Because
the victim cannot comment on the nature of the message itaelf, he opts
out of this damaging communication system by turning to the world of
metaphor and inappropriate behavior as a response. This theory sug-
geste that schizophrenic behavior is a learned response which could
then be unlearned in a healthy, communicational system, such as in
therapy. The theory is based on Ruseell's Theory of Logical Types
vwhich statea that "there is & discontinuity between a claass and its
membera. The class cannct be a member of itself nor can one of the

members be the class, since the term used for the class is of a dif-

ferent level of abstraction--a different Logical Type--from terms used
37
"

for members. The authors note that these are continuously breached
in actual communication. While the theory itself remains an exciting
one, there are problems with it. First, although the authors don't say
80 overtly, they do suggest the concept of a schizophrenogenic mother
in particular or at least family pathology. Second, they have diffi-
culty in showing how the theory operates in practice. There is a
looseness of fit between the theory and family dynamics. R. D. Laing

38

and others have continued Bateson's work and have made a atrong

360regory Bateson et al., "Toward a Theory of Schizophrenia,”
Behavioral Science 1 (October 1956):251-26k.

37Ibid., ps 251. For further discussion see Alfred North
Whitehead and Bertrand Rusaell, Principia Mathematica {Cambridge:
Cambridge University Press, 1910).

38Laing and Egterson, Sanity, Madnese and the Family. The
field of family therapy pioneered by Nathan Ackerman rests on the
notion of the entire family as patient. See N. Ackerman, "Family
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case for the above, hovever. And finally the authors don't explain why
the victim can’t respond to the double message, other than fear of loss
of love, etc. That 1is, they resort to psychoanalytic theory to explain
their commnications theory. Nevertheless, it remains an important
theory of schizophrenia, even if we ultimately find there are consti-
tutional predispositions for acquiring it.

39 wvrote a text on communication

Watzlawick, Beavin and Jackson
and psychotherapy in which they draw broadly on a number of disciplines
including psychotherapy, commnication, mathematics, philosophy, systems
theory and literature. They emphasize the concept of paradox which they
define as a "contradiction that follows correct deduction from consis-
tent premiaea"ho which they use to explain mental illness, therapeutic
process, and even the ultimate paradox of man's existence. They connect
therefore Bateson's theory of the double-bind.hl Russell's theory of

logical types,hg Godel's proof of formally undecidable propositions,h3

Therapy," American Handbook of Psychiatry, ed. S. Arieti (New York:
Basic Books, 1966), Vol. 3, Chapter 1k,

39Paul Watzlawick, Janet Helwick Beavin and Don D. Jackson,
Pragmatics of Human Communication (New York: W. W. Norton & Co., 1967).

Lo
41

Ibid., p. 188.
Bateson et al., "Toward a Theory of Schizophrenia”

h2H‘hitehead and Russell, Principia Mathematica.

h3Ha.t.zla.wick. et al.,Pragmatics of Human Communication, p. 269.
Kurt Godel, "Uber formal unentschiedbare Satzeder Principis Mathematica
und verwandter Systeme I.” in Monatschefte fur Mathematik und Physik
38(1931):173-98 (English translation, "On Formally Undecidable Proposi-
tions of Principia Mathematica and Related Systems I."), Edinburgh and
London: Oliver and Boyd, 1962). Godel proves that any formal system
is necesasarily incomplete and that the conaistsncy of such a system can
only be proven by recourse to methods of proof that are more general
than those the system itselfl can generate.
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and Wittgenstein's philosophical formulation of proof theory.hh.

They also discuss the paradoxical injunction, "be spont.aneoua."hs
The authors do not use examples from natural language nor review the
literature on verbal and non-verbal communication, but they do provide
a synthesis which 1is both interesting and historically important, since
this work 18 cone of the earliest to attempt an integration of sc many

different fields.

2.3.4 Linguistics and Psychotherapy

R. H. Wolcotth6 writes about language use in the psychotherapy
of schizophrenics. In fact, for Wolcott, the disease itself is a
problem of language. Schizophrenia is a private language that 1s based
on a private meaning system of private objects which are inner, unknown,
and unshared. Yet two types of inter-subjectivity are still posaible:
predictive Joint-meaning and topical joint-meanings. It is the thera-
pist's task to decipher the grammar and vocabulary of an unfamiliar
language in order to help the patient find his true "self" and let it
develop truly--not simply to create the behavior of a more '"normal
person. The simllarity in conception of the disease and therapy

N7

process to Laing ° 18 obvious.

thatzlawick et al., Pragmatics of Human Communication,
p. 270, Ludwig Wittgenstein, Tractatus Logico-Philosophicus {New York:
Humanities Press, 1951). He "shows that we could only know something
about the world in its totality if we could step cutside it; but if
this were possible, this would no longer be the whole world."

1‘s‘bi’atzla\.w:lck et al., Pragmatics of Human Communication,
p. 199.

th. H. Walcott, "Schizophrenia as a Private Language," Journal
of Health and Social Behavior 12 {1970):126.

hTLs.ing, The Divided Self.
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Spence, and Mazzant]l and Bessell have used a linguistic
approach to help to understand the therapeutic process, but again
neither study employs conversational analysis from an ethnomethodologic
perspective, Sjpenceh8 describes the therapist's search for the
patient's meaning of his statements as leading him to focus on the sign
(the word itself in linguistic usage) rather than the significate {what
the word conveys). For instance, in ordinary conversation when we hear
a slip of the tongue, we fill in the right word verbally or mentally.
We listen to what is being talked about (the significate). The thera-
pist, on the other hand, focuses on the mistake and the word itself;
the sign becomes the object of interest. Freud's use of the term,
"free-floating" attitude, implies a similar phenomenon.

Mazzanti and Bessellhg describe the therapeutic communication
process as the utilization of a latent language by the patient. In
this case, the patient will attribute his own feelings and behaviors
to a third person in order to find out how someone else {usually the
therapist) will react to it. In the non-therapeutic situation, in
ordinary conversation between two persons, this might be called
diplomacy or tact.

The close relationship between communication and the therapy
process has been expressed by Laing, Scheflen, Lennard and Bernstein
and Bateson as well. For Laing, Psychotherapy must be an cobstinate

attempt of two people to recover the wholeness of being human through

l‘8]!}. P. Spence, "The Processing of Information in Psycho-
therapy: Some Links with Psycholinguistics and Information Theory,"
Behavioral Science 13 (1968}:349-361.

L

9V. Mazzanti and H. Bessell, "Communication Through the
Latent Language," American Journal of Psychotherapy 10 (1956):250-260.




34

the relationship between them.so Scheflen51 and Lennard and Bernstein52

viev the functions of communications in psychotherapy as (1) the trans-
mittal of new information and (2) the reduction of ambiguity. Bateson’ >
uses the term "deutero-learning” to describe the commnication process
in psychotherapy: that is, one learns not only what one is supposed
to learn, but also something about the process of learning itself.
Ideally, the new patterns of behavior learned in the therapeutic hour
will then be utilized in the other 23 hours of the day as well.

Lastly I turn to two works which are linguistic in their orien-

5h

tation. The First Filve Minutes is unusual in ita format in that the

data and the linguistic analysis are presented on the top of the page
and the psychological analysis is presented on the bottom. The pages
are cut in half for easy access to each analysis. It is alsoc unusual
in that natural conversation is used which is taken from another study,

25

The Initial Interview in Psychiatric Practice. The work shows how

linguists and psychiatrists can listen differently for different things
and help each other. The authors are particularly mindful of nonverbal

messages and boundary-markers for the change of topic. They also relate

50
5

Laing, The Politics of Experience, p. 53.

1Scheflen, “Communication and Regulation in Psychotherapy.”

52H. Lennard and A. Bernastein, The Anatomy of Psychotherapy
(New York: Columbia University Press, 1960).

530regory Bateson, "Social Planning and the Concept of
'Deutero~-Learning'" in Science Philosophy and Religion, Second Sym~
posium (New York: Harper and Bros.,1942), pp. 81-97, cited in Lennard
and Bernstein, p. 27. Originally called "Social Planning and the Con=~
cept of 'Deutero-Learning’ in Relation to the Democratic Way of Life."

Sh

Pittenger et al., The First Five Minutes.

55Gill et al., The Initial Interview in Psychiatric Practice.
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their work to Reusch and Bateeon's uorkss

on language and psychotherapy
and suggest that a study of the interrelationships of these diaciplines
will have practical application for the training of future psychothera-
pists.

Using an even more linguistic approach, Labov and FanshelST base

58 and

thelr work on psychotherapy as conversation on the work of Bales
on Sacks, Schegloff and Jefferson.59 In their words, "the central
innovation of [their] approach is the view that sequencing rules operate
between abstract speech actions, and that they often are arranged in a
complex hierarchy.“60 Labov's background as & linguist is quickly
evident as he states that the concept of hierarchical organization as
they use it is plainly derived from the linguistic analysis of phonol-
ogy and grammar. Thelr work is important as a parallel development in
the linguistic field.

Thus, although the literature on commnication and psycho-
therapy 1s vast, agalin, little of it 1s of direct value to a conversa-
tional analysis of psychotherapy or disagreement. It is, I believe, of

immense value as background to the problem and it is in this light that

this review is presented. I turn now to the interviewing literature.

56

Ruesch and Bateson, Communication.

57W1lliam Labov and David Fanshel, Therapeutic Discourse:
Psychotherapy as Conversation (New York: Academic Press, 1977).

58

Bales, Interaction Process Analysis.

59Harvey Sachs, Emanuel Schegloff and Gail Jefferson, "A
Simplest Systematics for the Organization of Turn-Taking for Conversa-
tion,” Language 50 (19Tk):696-735.

GOLabov and Fanshel, Therapeutic Discourse, p. 350.
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2.4 The Interviewing Literature

The interviewing literature represents a cross-section of works
written by soclologists, psychiatrists, psychologists, and social
workers. Most of it deals with either statistical correlation on such
variables as the background characteristics of the interviewers or
interviewees, or “insight" papers where the authors intuitively "see"
a lot of instances of questioning behavior. In most of these works it
is the information learned during the course of an interview that is
important, not the interaction per se. It is assumed that we all know
how to ask questions, I will briefly look at the works of Gorden, and
Merton and Kendall (sociologists), Gill, Newman and Redlich (psychia-
trists), Sheatsley, and Kahn and Cannell (psychologists) and Kadushin,
Schubert, and Benjamin (social workers).

Gorden, a soclologist, has written what is considered a basic
text on interviewing,61 yet provides us with few examples from a
transcript of an interview, Interviewing is viewed as an information-
gathering tool and he covers such topics as the ethics of interviewing,
nonverbal communication, and leading questions. He tells us about
interviews, but not how interviewing is actually done,

Merton and Kendall, renowned sociologists, developed the

focused interviews2 in order to combine the best of the non-directive

&
1Raymond L. Gorden, Interviewing: Strate Techniques and

Tactics, rev. ed. {Homewood, IL: Dorsey Press, 1975).

62Robert K. Merton and Patricia T, Kendall, "The Focused
Interview," American Journal of Sociology 51 (1946):541-47. Cited in
John Madge, The Tools of Soclal Science (Garden City, NY: Doubleday
Anchor Book, 1965), p. 180; or Robert K. Merton, M. Fiske and P. L.
Kendall, The Focused Interview: A Manual of Problems and Procedures
(New York: Free Press, 1956)}.
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interview and survey questionnaire. As an interested, yet detached
listener, the interviewer is supposed to ask non-directive questions
focused on a specific topic in order to ascertain the interviewee's
definition of the situation. The authors uae the concepts of non-
direction, specificity, range and depth, and personal context in order
to describe a focused lnterview. Although this was written as an
interview manual, and attention is pald to what kinds of questions to
ask, there is only a little information on how to do questioning and
that is done by way of example rather than the primary focus. Never-
theless, it is one of the earliest works (published in 1946) leaning
toward this direction.

The Initial Interview in Psychiatric Practice,63 by three

psychiatrists, Gill, Newman and Redlich, is quite interesting. Pub-
lished in 1954, it came with phonograph records. The major part of the
book is devoted to transcripts of three interviews with commentary on
the facing psge. The authors advocate an initial interview which
stresses the appraisal of the patient and the reinforcement of his
desire to help, rather than a strictly diagnostic interview or the
non-directive interview. They also encourage the use of "electrically
recorded interviews for teaching and research."6h Although it is
exemplary of the "insight" kind of work, it remains unusual and innova-
tive in its time. There is no systematic analysis, however, of the
kinds of activities which occur during the questioning-answering

process. It also served as the basis for Pittenger, Hockett, and

63
64

Gill et al., The Initial Interview in Psychiatric Practice.

Tbid., p. l&13-
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Danehy's work, The First Five Minute365

negotiating reality.66

and Scheff's article on

Sheatsley writes about "The Art of Interviewing” in the classic

67

book, Research Methods in Social Relations. Since the book is geared

to sBurvey research, I believe he stresses the "importance of asking
each question exactly as it is worded-"sa The interview becomes an
expensive tool for the survey-taker if he is only to recite pre-coded
questions from a questionnaire, rather than probe and explain by asking
open-ended questions. He stresseg, "The first requisite for successful
interviewing, therefore, is to create a friendly atmosphere and to put
the respondent at his eaae."sg Sheatsley does discuss biasing
factors introduced by the interviewer; that is, he notes, for instance,
that the racial, religious, and sexual (my addition) background of the
interviever and interviewee can affect the results. Nonetheleas, he is
not concerned with the process of asking questions per se.

Kahn and Cannell,TO also psychologists, based their orlenta-

(gt

tion on Roger's non-«directive, client-centered interview. It is a

65
66

67Paul b. Sheatsley, "The Art of Interviewing,” in Research
Methods in Social Relations, ed. Claire Selltiz et al., rev. ed. (Rew
York: Holt, Rinehart & Winston, 1959}, pp. 5Tk-8T.

68

Pittenger et al., The First Five Minutes.

Scheff, "Negotiating Reality."”

Ibid., p. 5T6.
691b1d. , pe 575

TORobert L. Kahn and Charles F. Cannell, The Dynamics of
Intervieving {(New York: John Wiley & Sons, 1957).

Tear1 R. Rogers, Counseling and Psychotherapy (Cambridge,
MA: Houghton Hifflin Co., 19L2).
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very thorough work of the atandard interviewing kind and includes many
examples, some from natural conversation. It is somewhat unusual in
that the laat third of the book consists of transcripts of four inter-
views. But it is limited in its usefulness 1if we wish to learn how
interviewing actually gets accomplished.

Kadushin and Schubert have both written about interviewing for

soclal workers. Schubert's short work,Ta

published by the Council on
Social Work Education, is typical of this kind of literature. She
writes about beginning and ending, using your time, the physical
setting, topics to cover and reactions of the client and worker to the
helping situation. Her conclusion, "the basic rules are simple, but
a8 this presentation attesta, they are not always easy to follow," I
believe, presents the case for a conversational analysis of how an

73

interview is accomplished. Kadushin ~ also writes about the phases

of a helping interview«-the introductory phase, developmental phase,
development and termination.
In my review of this literature, I have come across only one

Th

work, Alfred Benjamin's The Helping Interview, = which is, in my

opinion, asking the right questions. He begins to examine the activity
of interviewlng. He looks at bombardment, silence, mm-hm, restatement,
clarification, interpretation, advice, moralizing, disbelief, contra-

diction, threat and punishment, among other activities. His many

Teuargaret Schubert, Interviewing in Social Work Practice
{(New York: Council on Social Work Education, 19T1).

TaAlfred Kadushin, The Social Work Interview {New York:
Columbia University Press, 1972).

ThAlfred Benjamin, The Helping Interview, 2nd ed. {Boston:
Houghton Mifflin Co. ,19Thk).
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examples from natural conversation are from his own experience, since
he is a rehabilitation counselor in Israel. He does the beginning of
conversational analysis and writes "to me an interview is a conversa-

tion between two people."75

He also discussed audiotape and video-
tape as a means of recording the interview, especlally as a learning
tool. This source, more so than any other of the interviewing works,
was of direct help in my analysis of the transcripts.

Thus, while the interviewing literature is very broad as it
comes from the diverse fields of sociology, psychiatry, psychology, and
social work, only Benjamin's work 1s in the direction of conversational
analysis. And even he writes in the preface to the second edition that
the most serious criticism he has received is that the book is weak on
theory and too strong on the "cookbook" side. Nevertheless, this "cook-
book" style work i1s printed in many languages, which makes me believe
that a conversational analysis of an interview is useful.

Lastly, I turn to a very different topic, logle, which has some

bearing on my topic--a conversational analysis of disagreement.

2.5 Logic and Rhetoric

In this section I examine two works--one on logic and the other
on argumentation, a kind of rhetoric. Argumentation in particular is
relevant to the notion of convincing, that somehow the psychotherapist
has to "change" the patient's mind. As will be apparent, they relate

to a discussion of confrontation which is analyzed in Chapter 6.

TsBenJamin, The Helping Interview, p. xii
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Black defines logic as the study of reasoning. He discusses
propositions and the use of Venn diagrams, which influenced my thinking
about category formation (Chapter 5). He also discusses fallacies as
errors in reasoning which are persuasive to the speaker or hearer in
spite of their unsoundness, relevant to my discuseion of confrontation
(Chapter 6). Black's work led me directly to Schopenhauer's essay,

"The Art of Controversy“TT

vherein the latter describes the essential
nature of every dispute and strategems to win them.

For the ancient philosophers, such as Plato, Aristotle, Diogenes
Laertius, Cicero and Quintilian, the terma logic and dialectic were
aynonymous.Ta For Schopenhauer dialectic is the art of getting the
best of logic in a dispute. However, for him, the 38 strategems remain
at the level of tricks. He writes: "It would be a very good thing if
every trick could receive some short and obviously appropriate name,

8o that when a man uses this or that particular trick, he could at once

be reproached for 1t."79

Some of the strategems he described are
apparent in the excerpts presented in Chapter 6 and posited by
Churchill and me in the confrontation paradigm. They are available to
all competent members. While Schopenhauer described the devices, he
did not show how they are accomplished, in the same way that most of

the interviewing literature is about, rather than an explanation of.

TGMax Black, Critical Thinking (Englewood Cliffs, NJ:

Prentice-Hall Inc., 1952), p. 3. See also his Chapters T and 12.

TTArthur Schopenhauer, The Art of Controversy, translated by
T. Bailey Saunders {New York: Macmillan & Co., 1896).

78

Ibido. PPe. 1—h-

79Ibid., ps 12. He bemoans the loss of Theophrastus' writing
on Rhetorie which may have already done so.
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Nonetheless, taking Schopenhauer'!s point of view suggests that both
trial lawyers and psychiatrists could benefit from the inclusion of
argumentation in their education since both use interrogation in their
practices.,

To summarize Schopenhauer's position, he states there are two
ways of refuting a thesis: we may show either that the proposition is
not in accordance with the nature of things, or that it is inconsistent
with other statements or admissions of our opponent. We may pursue
either direct or indirect refutation. The direct refutation attacks
the reason for the thesls; the indirect, its results. The direct
refutation makes use of the diversion wherein the conclusion is false
or the instance, vwhich 1is an example to the contrary.ao He concludes
therefore:

The only safe rule, therefore, is that which Aristotle mentions
in the last chapter of his Topica: not to dispute with the first
person you meet, but only with those of your acquaintance of whom
you know that they possess sufficient intelligence and self-respect
not to advance absurdities; to appeal to reason and not to authority,
and to listen to reason and yield to it; and finally, to cherish
truth, to be willing to accept reason even from an opponent, and
to be Just enough to bear being proved to be in the wrong, should
truth lie with him. From this it follows tgft scarcely one man in
a hundred is worth your disputing with him.

To paraphrase, peace is better than truth.

This was written about 150 years ago,82 yet these ways of doing

argumentation are still employed today. It would seem then that a

skilled logician might frustrate a less skilled psychiatrist. That is

8OSchopenha.uer, The Art of Controversy, p. 13.

81Ibid., pp. U7-48. See Aristotle, Topica, Book viii, for his
rules of argumentation.

BaSchopenhauer lived from 1788-1860; this essay was published
posthumously in 1896,



L3

precisely why the patient must be a voluntary one. By coming volun-
tarily, he admits his need for help., Rule #2, cooperate is of a higher
order than rule #3, be yourself. Therefore, the therapist could call
the cooperate rule into play, and if it didn't work, would consider the
patient's behavior a block to the source of his troubles. The patient
would also learn rule #4, the rules and goals of therapy, which include
accepting the concepts of conscious and unconscious reasons for one's
behavior. If rules #2 and 4 did not operate so as to sanction his
behavior and improve his mental health, the therapist should after a
trial period, suggest that the patient work with someone else, who
could break through the patient's resistance.
T N

To conclude this chapter then, I have reviewed literature from
the flelds of sociology, psychiatry, communications, interviewing, and
logic and rhetoric in order to show their relationship to a conversa-
tional analysis of therapy. By reviewing the traditional literature, I
believe I have strengthened the case for why a conversational analysis
from an ethnomethodclogical perspective is necessary. I turn now to the
data of this case study. I begin with a discussion of the background
conditions prevailing in a peychotherapy setting and then do a conver-

sational analysis of disagreeing activitiles.
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CHAPTER 3

THE PSYCHOTHERAPEUTIC RELATIONSHIP: EVERYDAY

TALK IN AN UNCOMMON SETTING

The purpose of this chapter is to provide a general introduc-
tion and description of the therapeutic relationship. I propose that
the therapist and patient engage in normal everyday speech activities,
but the power of their talk lies in the special features of the thera-
peutic relationship, namely, that the patient may be held accountable
for everything he says and the patient does not know when the therapist
will move him from an equal to unequal and subordinate role. In order
to see how rules are used in therapy, two activities, threatening and
displaying authority, are examined.l I begin thie discussion with an
overview of the goals of therapy, rules specific to the therapy situa-
tion, a description of the power and service aspects of the relationship
and finally the setting, soc that the operation of the above mentioned
rules may be understood in its context. I then present examples from

therapy to see how the everyday rules and rules of therapy are used.

The Goals of Therapy

As stated in Chapter 1, the purpose of therapy is to help the
patient live a more satisfying life. Thus, the patient must give up

some of the security devices he presently uses and his old way of

1A1though these activities were produced in the therapy
sessions analyzed here, this does not imply that they must necessarily
be produced in other sessions.
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seeing the world and learn new ways of coping with life's stresses.
These new healthier strategies for dealing with problems should result
in less psychic pain for the patient and an increased enjJoyment of
life. However, how the work of therapy actually gets accomplished is
unclear. I submit that the patient presents personal material upon
which the doctor can comment, and it is through such routine talk
that the work of therapy is done. Thus therapy may be viewed as a
correctioning process.

Although there is a basic agreement among psychotherapists that
personality change 1s one of the goals of therapy, there is no such
agreement about how to achieve that end. The following quotes are
descriptions, from psychotherapists, of how they believe they go about
achieving their goals and doing the work of therapy.

Karen Horney writes:

My main objective in therapy is, after having recognized the
neurotic trends, to discover ln detail the functions they serve
and the consequences they have on the patient’'s personality
and on his life. . . . If analysis . . . of the actual neurotic
structure, helps the individual . . . , if he gains in inner
strength « + . he no longer needs his safety devices, but can
deal with the difficulties of life according to his Judgment.

« » « I hold that the aim of analysis 1s not to render life
devold of risks and conflicts, but to enaale an individual
eventually to solve his problems himself.

Carl Rogers notes: "Intermingled with this process of insight
« « « 18 8 process of clarification of possible decisions, possible
courses of action. . « « Then comes . . . the initiation of minute,

but highly significant, positive actions."3

2Karen Horney, New Ways in Psychoanalysis (New York: W. W.
Norton & Co., 1939), pp. 281, 305.

3Ca.rl R. Rogers, Counseling and Psychotherapy {Cambridge,
MA: Houghton Mifflin Co., 1942), p. k1.
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Milton Berger writes:

It is the task of the therapist and patient together to free the
patient's energies and capacity for risk-teking so that he can now
chooge to take action from amongst the expanded options available
to him through therapy. . » . As there develops more of self to
experlience, more of what there is to experience develops; as there
is more spgce and freedom to move about in, more space becomes
available.

Allen Wheelis writes:

The most common illusion of patlents and strangely, even of experi-
enced therapists, is that insight produces change; and the most
common disappointment of therapy is that it does not. Insight

is instrumental to change, often an essential component of the
process, but does not directly achieve it. The most comprehensive
and penetrating interpretation -- true, relevant, well expressed,
perfectly timed -~ may lie inert in the patient'’s mind. . . . The
therapist . . . should [say] 'What are you going to do about it?’

+ « « Some patients don't want to change and when a therapist takes
up the task of changing guch a one, he assumes a contest which

the patient always wins.

Nicholas Hobbs takes the position that

insight may have nothing to do with behavior change at all, . . &
You may have noted in the preceding arguments not only a strong
dieavowal of the efficacy of inslght as a change agency, but also
the strong emphasis on specific and concrete opportunities for
learning new ways of responding, new ways of relating to other
people, and new ways of perceiving oneself., . . . There is an
implicit invitation to recast the analyeia in terms of learning
theory of a general reinforcement type.

The essential vagueness of the therapists' descriptions is
readily apparent. Thus I intend in this chapter and throughout

the dissertation to describe in more detall some of the activities

hMilton M. Berger, "The Relationship of Increasing Options
to Choice~-The Human Prerogative," submitted November 1, 1971 to
American Journal of Psychoanalysis, p. 5.

5

666 Allen Wheelie, "How People Change,” Commentary (May 1969):
50=66,

6
Nicholas Hobbs, "Sources of Gain in Psychotherapy," American
Psychologist 17 (November 1962):741-47; also appearing in Social Work
Processes, ed. by B. Compton and B. Galways {Homewood, IL: Dorsey Press,

1975).
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therapists and patients engaege in to achieve personality change, and
hence, do correction. I conclude from the therapists' descriptions that
the patient changes himself, but the therapist provides the encourage-
ment to do so. This suggests that the patient enters therapy by taking
one position, the "sick" one and the therapist presents an alternative
position, the "healthy" one. This difference of position can be seen

as a disagreement between them, Thus, disagreement is a centrael aspect
of defining the illness and the treatment process. The former case was
presented in Chapters 1 and 2 and the latter case is presented in
Chapters h-6.T In this chapter, I describe the relationship between
the doctor and his patients and show through the activitles of threaten-
ing and displaying authority that disagreement is central to their
relationship as well. I turn now to the use of rules in therapy in
order to show that the participants utilize everyday talk in an uncom-

mon setting, that is, a setting with ite own rules.

Rules of Therapy

The following implicit rules of therapy were presented in
Chapter 1.

1. You must want to get well.

2, You must cooperate.

3. Be yourself.

4. Learn the rules and goals specific to therapy.
S5« Present personal material.

6. Discuss the time and place of the next meeting.

Aps the activities produced in the treatment process are analyzed, the

above hierarchy of rules will be referred to. In fact, it is in the

TSee Laing, Chapter 1, footnote 8 and Garner, Chapter 1, foot-
note 23. Also Chapter 2, section 2 for amplification. In Chapters 4
through 6, I present the case that the activities of contradiction,
negative re-interpretation and confrontation are disagreeing activities.



accomplishment of the disagreeing activities that the rules are made
visible and vice versa. That is, the therapist may call attention to
these rules in the course of doing disagreement. The origins of rules
one and two were discussed in Chapter 2.8 While it could be argued
that rule #4 encompasses all the others, rule #4 refers to learning the
language of therapy and how to use that language, such as making lnter-
pretations, catching patterns in one's behavior, being introspective,
etc. Rule #3 is substantially different and sufficiently central to
the therapeutic process to be a separate rule. Rule #5 refers to the
content of the talk that is presented. Rule #6 is specific and cer-
tainly of a different order than the others, Turner discussed this
rule by distinguishing it as "business" separate from "therapy t.a.lk."9
I include it here, yet list it separately, since it occurs in every
therapy session, save the last one. The last two rules are really
areas for discussion and not further developed in thie dissertation.
The others are referred to throughout the analysis of disagreeing
activities,

Therapy as a whole may be characterized as consisting of
everyday talk, but with the normal constrainte of everyday conversation
suapended.lo Alternatively, it may be viewed as everyday talk with
its own special rules. Rule #3 and especially rule #4 require that

once a therapy session has begun, the patient may be held accountable

See T. Parsona' work discussed in Chapter 2, section 1.

9Roy Turner, "Some Formal Properties of Therapy Talk" in
Studies in Social Interaction, ed. D. Dusnow {New York: Free Press,
1972), p. 396. See also Chapter 1.

1OIbid., Pp. 393, 396.
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for everything he says and his utterances are treated as data by the
therapist. This requirement of therapy transforms the conversation
intc a series of correction-invitationa.11 It is not usual to have
to potentially provide a reason for everything we say. In addition,
the therapist listens carefully to the patient's utterances to search
for patterng in accordance with his psychoanalytic theories. As
a practical matter, the therapist listens for inconsistency and
incongruity.12

The therapist has availeble to him rules 1-4 which he may use
at any time in the course of the conversstion. Thus, using Rule #4, he
may not only question the grounds of the patient's statements at any
time, but may also contradict, re-interpret, confront, etc. In short,
in his position of therapist he may engage in disagreeing activities
which would otherwise appear impolite or even rude in everyday talk.
They are not viewed as impolite in the therapeutic context because the
patient acknowledges the therapist's expertise and views his behavior
as part of a therapeutic strategy. The importance of this perception
on the part of the patient is considered in the discussion of the use
of threat and authority.

In addition, the grounds of the therapist-patient relationship
may also be shifted through the use of these rules, Thus, at one point

the therapist and patient may be engaged in the work of therapy as

equgls, and at another point the therapist may aseume the role of

118ee Chapter 1, footnote 24 and the discussion of correction
in therapy in Chapter 1.

128ee Chapter 6 for my discussion of the importance of incon-
sistency and Chapter 4 for a discussion of incongruency.
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expert and thus place the patient in a subordinate position. Hence
they are no longer equals. The patient, however, dcoes not know when
this shift will occur. The fact that the grounds of their relationship
may be shifted at any time is also used therapeutically and makes the
conversation occurring in the therapy situation potentially different
from ordinary conversation.

These rules, specific to the therapy situation, change the
grounds and rules used in everyday talk. In the next section, I focus
on the power and service aspects of their relationship and then describe
the physical setting where the data I use was collected. I do this in
order to understand the context in which the activities of threatening

behavior and displaying authority will be discussed.

The Power Aspect of the Relationship

Power has been defined as the capacity of an individual or
group to control or influence the behavior of others. Authority refers
to legitimate power.13 Power is a relational concept and usually
refers to an unequal relationship. The therapist has power over the
patient; he influences him. The therapy takes place in the therapist's
office, his home territory, with the client coming for help. The
patient views the therapist as an appropriate source to request help
with his emotional problems. When the patient comes voluntarily, and
acknowledges the therapist's expertise, the therapist has legitimate
authority in the patient's eyes. This leads to accepting rules #1
and #2--you must want to get well and you must cooperate--and hence

to accepting the hierarchy.

13Jamea W. Vander Zanden, Sociology, kth ed. (New York: John
Wiley & Son), p. 502.
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Yet at the same time, the therapy relationship is one between
two equals, two people affirming each other in a genuine relationship.lh
As Karen Horney states it, they are on '"the road to reorientation

through aelf-knowledge."15

The psychotherapeutic relationship is
different from the usual doctor-patient relatlionship where the patient
is acted upon, given treatments or medicatiocns of some kind. Rather,
it is characterized by the patient's active participation and collabo-
ration in the treatment process.16 Together they search for under-
standing that will lead to change and growth.

Thus the therapeutic relationship begins with an inherent con-

tradiction: its participants are equals and unequals at the same time.

The therapist utilizes this fact in the therapeutic relationship.

The Service Relationship

Implicit in the therapeutic relationship, whether verbalized or
not, 18 the fact that this is a service relationship, with the patient
in the role of customer who Just be patisfied with the treatment he is
receiving, and the therapist in the role of seller who must make it

known to the prospective buyer that his treatment method is a good one

1hI use the term "genuine relationship” to imply an "I~Thou"
dislogue. This latter description is employed in M. M. Berger, Videc-
tape Techniques in Psychiatric Training and Treatment {New York:
Brunner/Mazel Publishers, 1970}, p. 93. See Martin Buber, The Way of
Response (New York: Schocken Books, 1966), for further description.

15Karen Horney, Neurosis and Human Growth (New York: W. W.
Norton & Co., 1950), p. 34l.

16Jerome Frank, "The Dynamics of the Psychotherapeutic Rela-
tionship," in Mental Illness and Social Processes, ed. T. Scheff, {New
York: Harper & Row, 1967), p. 18k, This article originally appeared in
Peychiatry 22 (February 1959):17=34.
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and will be useful to him. The patient has the power to shop around or
leave treatment.

According to Frank, the major determinant of the patient's
faith in therapy and staying in treatment is the degree of his dis-

17

tress. The therapist, however, at the same time attempts to develop

the patient's confidence in him by showing his own faith in the capaci-
ties of the patient to change. This confidence in the patient and his

treatment develops incentive in the patient to continue. The fact that
the patient has been "accepted" for treatment illustrates the doctor's

belief that he can be helped. It is now up to the patient to show that
he wants to be helped.

While the therapist wants to choose "good" patients to work
with ("good" meaning verbal, relatively young and open to change), he
alsoc does not want to appear too eager to increase the size of his
practice. Belng too eager would make him look money-hungry and dimin-
ish the sense of competence he is trying to display. He alsc wants
patients with whom he can be successful for the satisfaction this gives
him as a practitiocner and to augment his reputation.

Since the basic commodity being sold is the therapist's time
and really himself, he agrees to work with those whom he feels he can
help. At the same time, by letting the client know that he is doing
the choosing as well, it lets the client feel "fortunate" to have been
chosen. It also decreases the obviously consumer aspects of the

relationship.

1T
P 176-

Frank, "The Dynamics of the Psychotherapeutic Relationship,"
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The Setting

Physically the psychotherapy setting has been described by

Frank as follows:

Psychotherapy has developed its own trappings, to symbolize heal-

ing; like other physicians, psychotherapists display diplomas

prominently, but in place of the symbols of the stethoscope, the

ophthalmoscope, and the reflex hammer, they must rely on the

heavily laden bookcases, the couch, the easy chair, and usually

a large photograph of the leader of their particular schoo

looking benignly but impressively down on the proceedings.
The setting for the sessions that I analyze include the couch, the easy
chair and wall-to-wall books, but also other comfortable chairs for
group therapy, videotape and audio equipment, track lighting, piles of
cassettes, a desk, paintings, sculpture and a non-working fireplace.
Perhaps the best description is given in the following conversation:

Example 3-1: Jill

1. Dre: ... How do you feel about being with me? Do you have
any reactions to being with me?

2, Pt.: {long pause) Well, I'm impressed by your surroundings.
3. Dr.: What are you impressed by?

4. Pt.,: ({(extremely low voice) How everything is (laugh), how I
feel, artistic paintings, sensitivity...

S5« Dr.: Uh, huh.
6. Pt.: And I Just feel like there's an imagination in your room,
To summarize the therapist-patient relationship thus far, I
can characterize it as follows: The goal of therapy is to encourage
the patient to adapt a new, healthier system for dealing with problems
than he had used prior to entering therapy. Learning to see the world

in this new way is the work of therapy. The therapy relationship is

18
P 172 .

Frank, "The Dynamics of the Psychotherapeutic Relationship,”
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a service relationship in which the participants are both equals and
unequals at the same time. In order to achieve the goals of therapy,
the patient presents material t¢o the therapist which the therapist
evaluates, comments upon, and, in short, corrects. The rules of every-
day conversation apply, but there are also rules specific to the

therapeutic context which may suspend the everyday rules.

I turn now to two activities which occcur in therapy, threat
and the display of authority, in order to illustrate the following:
(1) the therapist and patient use everyday speech activities to do the
work of therapy, such as the correction-invitation, reason-invitation,
invitation-to-balence and misfire; (2) therapy rests on disagreement;
and (3) in the course of therapy, the patient learns the rules and

goals specific to therapy.

Threatening
In the following excerpts we see threat in the doctor-patient

relationship appear explicitly or implicitly. The extreme cases would
be the patient threatening to leave treatment or the doctor threatening
to withheld treatment. The use of threat is not something that readily
comes to mind when thinking about the therapeutic relationship. Exam-
ples of threatening behavior are examined below. Before doing so,
however, I wish to emphasize that the activities I analyze here do not
necessarily appear in every therapeutic relationship, only that they
have occurred here. Motivating unmotivated patients is most difficult.
It appears that any available activity is employed in the hope that it

may succeed, Since an unmotivated person is not considered a desirable
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client, only a confident therapist would accept such a patient for
treatment.

In example 3-2, we see the importance of rules #1 and #2, want-
ing to get well and working towards this goal, illustrated conversation-
ally. It is so important that the doctor asserts his authority as an
expert and also resorts to an activity as unlikely as threat in order
to encouraée the patient's cooperation. Jill is a 20-year-old woman
who had recently been hospitalized.

Example 3-2: Jill

l. Pt.: Yeah, well that's why I don't think anyone could work
with me.

2. Dr.: Well, if your attitude is I can't, then you're pretty
sick and then my recommendation to your family would be
to throw you ocut and put you in a hospital. That's what
I would recommend.

3. Pt.: I won't, I won't go to a hospital.

4. Dr.: Whether they take you or not, I would tell them to throw
you out, if you say I can't get out of bed. That's utter
nonsense. The real answer is, I won't. Right?

5. Pt.: Yeah.

The patient must get out of bed in order to show she is working towards
"getting well." It is the doctor, in this case the psychiatrist, who
determines if the patient is adequately motivated. If she doesn't, he
threatens her by saying he won't work with her and she should go back

to the hospital. On the basis of his expertise (schooling and training),
he asBerts his authority and states he would recommend that to her
parents. If her parents accept his authority, then that ocutcome would

result. Thus, even threat may be used, if, in the therapist's judgment,

it is in the patient's best interest.
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In addition, in lines 4 and S, he again demonstrates his
expertise and therefore authority by showing the patient that he really
knows what's wrong. As Frank states in another context,

Whatever [the] specific nature |of the theoryl, all implieitly
convey that the therapist knows what is wrong with the patient and
that the special procedure is the treatment for it., . . « The
underlying theory [(also| supplies a frame of reference which helps
the patient to make sense of behavior and feelings which had been
mysterious and to learn that they arfgnot unique, but represent
important widely shared experlences.

Two other examples of threatening behavior come from BenJamin,20

an Israelil rehabilitation counselor. He resorts to the same threat that
the psychiatrist had used earlier, the threat to withhold treatment.
Benjamin does not provide background on his client, but it is apparent

from the conversation in example 3-3 that this one is blind.
Example 3-3

Interviewee: You Just don't know what it's like, walking with a
cane or a guide dog. People stare and point at you
like you were a freak or something. I'm going to use

a guide--Mother is ready to it--or else I'll atay at
home.

Interviewer: Well, if that is your attitude, we can't help you.
But just remember that Mother won't be around forever
and then--well, it's your problem.

Example 3=k

Interviewee:

Interviewer: We've gone over and over this same point. You
insist that you can't and that you have tried. I
insist you can and that you haven't really tried.
It's senseless to continue this way. You can come

back to see me if and when you have something new
to report.

19Frank, "The Dynamics of the Psychotherapeutic Relationship,”
ps 173.

20x1fred Benjamin, The Helping Interview {Boston, MA: Houghton
Mifflin Co., 19T4; 2nd ed.), p. 159,
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The service aspects of the relationship are clear. The therapist has
something the client can use and the therapist threatens to withhold
that. In excerpt 3-h, the interviewer himself clearly states the
disagreement between them: '"You say you can't and that you've tried.
I insist you can and that you haven't tried." Apparently motivation
is something that is brought out in the open for discussion when the
patient is not sufficiently motivated. When that is the case, the
theraepist must add to his task of helping, that is, to help the
patient want to be helped (rule #1). This is so important that any
gstrategy is legitimate.

In the next excerpt the threat to withhold service is implied
rather than direct. (This is the same patient as in Example 3-2.)
Rule #l--you must want to get well--is utilized by the therapist as
the expert. He decides if the patient is displaying enough evidence
that she indeed wants to get well., If she does, he will work with her;
if not, he won't. (This excerpt comes from a first consultation in
order to decide if they will go ahead and work together.) In so doing
the psychiatrist also uses activities found in everyday speech. 1In
Example 3-5, we find the use of a correction~invitation 21 and the
invitation-to—balance.22 Churchill defined correction~invitation
as a kind of yes/no question where more than a yes or no answer is

requested; a correction to an incorrect fact in the question is invited.

a1 Lindsey Churchill, Questioning Strategies in Sociolinguis-
tics (Rowley, MA: Newbury Houae Publishers, Inc., 1978), p. 4l. An
example of a correction-invitation would be: 1Ia X correct? The
completion of {t is: yes or no plus the correction.

Ibid., An example of an invitation to balance is:
(1) Joe, you got gho ooo wvorth of goods there; (2) It is not; it is
only about $20,000.
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An invitation to balance is a question or statement with an exaggerated
quantity which the hearer is invited t¢ balance by providing another
quantity that he thinks ia not exeggerated. These activities are not
specific to the therapy situation at all and may be present anywhere.
They are also dlsagreeing kinds of activities, that is, activities in
which one participant holds one position and the other participant
holds a different one.
Example 3-5 - Jill
l. Dr.: ...l love to work in this field. I love toc help pecple,
be an agent of change for you, but if they don't really
want to make it, at all
2. Pt.: Who doesn't want to make it?

3. Dr.: There are people who don't want to make it.

L. Pt.: No, they don't, they jJust don't think they can, they
don't see any alternatives.

5. Dr.: People whe are so resigned, that they won't move for
themselves.

In line 1, the extreme "at all" may be heard as an invitation to
balance. He is not saying that the patient is one of these, but rather
is requesting evidence, even a little, that she 1s making some effort
toward getting well {like getting out of bed in the morning). Develop-
ing a cooperative motivational alliance23 is one of the first goals
that the therapist has for himself and his patients. He uses the
phrase "people who don't want to make it" in the hope that the patient
would deny that she belongs to such a group. He would then have

evidence that she wants to make it (get well--rule #1) and she would

23The therapist uses the term "cooperative motivational
system" further on in his conversation with the patient and stresses
its importance. He refers to the fact that they must work together
and be properly motivated to do the work of therapy.
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therefore cooperate (rule #2) in the effort toward improved mental
health. Instead, she balances his "at all" by saying in effect in
lines 2 and 4: there are not people who don't want to get well; it's
Just that they don't think they can and that they don't see any alter-
natives., Although the threat to withhold services is implied, the
speaker-hearers respond to what the other is seying "in essence.”" The
understood implication is: 1if you don't want to get well, there's no
point in my working with you. This patient, however, remains non-
commital to her role in therapy throughout this session.

Benjamin offers the following three examples of the use of
threat in therapeutic relationships. In the production of threatening
behavior, he alsc utilizes a completion of reascn invitation, which
Churchill states consists of a yes or no response to a question with
the addition of a reason for the disa.greemsent.2h

Benjamin doeg not include the reason-invitation in his examples,
although they can be inferred from the replies. I have added such
possible invitations to the transcripts to place the replies in context.
In Example 3-8, the interviewee's line 1 seems to be an interjection
which could come after a long piece of conversation. Therefore, I have
not supplied a possible reason-invitation here.

Example 3-6
Interviewer: E.g., why did you come late today?

Intervievee: I couldn't help it; my bus came late again this
morning.

Interviewer: If you come late once again, we shall have to ask you
to leave our workshop. Maybe one buas came late, but
I know there was one before that which you could
easily have caught.

EhChurchill, Questioning Strategies in Sociolinguistics, p. k2.
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Example 3=T .
Interviewer: E.g., do you plan on continuing your education?

Interviewee: ...even though I've got the grades and the acholar-
ship, I just don't want to go to college now.

Interviewer: If you keep this nonsense up, I am going to tell your
parents to give you up as a lost cause. You're not
going to college for me; and if you don't go, you'll
see how far you can getl

Example 3-8

Interviewee: I don't feel as if we're getting anyplace.

Interviewer: No surprise to mel! With your attitude it's no wonder
we aren't getting anywhere., We'd better stop, but if
you honestly believe that you will get far in this
world with the way you have of looking at things,
you're greatly mistaken. Unless you change--and
fast--you're heading for plenty of trouble,

In Examples 3-6 and 3-8 the threats are overt: we shall have
to ask you to leave the workshop; we'd bhetter stop. In Example 3-T7 the
threat is indirect: I am going to tell your parents to give up up as a
lost cause, A direct threat consists of the therapist acting directly
on the patient or client. An indirect threat, as used here, means that
the therapist must work through a third party in order to achieve his
intended result. In either case, the threat is to discontinue treat-
ment which could raise the question in the patient's mind that he
really needs it. In the indirect threat the therapist utilizes his
role as expert with the authority tc influence the parents in a way not
to the liking of the patient. We have seen this earlier in Example 3-2.

In the above three examples, we have the therapist completing
the generalized reason invitation, that is, he disagrees and explains

why he does 80. If we look at the patients' statements, however, we

can see that the theraplst as the authority determines if the statements
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made by the patients are reasonable. In the first two, the theraplst
does not deem "I couldn't help it" and "I just don't want to go to
college now" as acceptable statements. In Example 3-8, he does not
accept "I don't feel as if we're getting anyplace" {which is probably
a realistic assessment of the events) and instead interprets the
patient's statement as an occasion to remark about his negative atti-
tude. All of the above are unacceptable reasons and the therapist in
offering his alternative reason appeals to the patient's common sense
as & "normal” member. He uses his position as the authority to deter-
mine what is right.

The generalized reason-invitation is closely related to the
earlier discussion of the patient being accountable for everything he
says. In these examples, we gsee its more general use: if you disagree,
say 80, and then give a reason for the disagreement. 1In the former
case, the therapist can question the patient's statements and ask for
a reason why he said it. Thua, the theraplist may vicolate a usual
practice in speaking because he is the therapist.

To summarize thus far, I have discussed the activity of threat-
ening in a general way so0 as to illuminate the use of rules by the
therapist and patient. They use both everyday rules and rules specific
to therapy in the course of doing their work. The everyday activities
used in the course of doing threatening, and threatening itself, are
also disagreeing kinds of activities. Threatening behavior, as seen in
these examples, is based on the position of authority which the thera-
pist holds. When one person has what the other person wantse, their

relationship may be characterized as an unequal one.
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I turn now to a discussion of authority. In these examples,
the doctor-patient relationship is again between unequals; however,
insofar as the work of therapy is accomplished, and authority is used
to further that work, the doctor and patient are participating at a
more equal or less unequal level than in the previous cases. 1 discuss
the activity of displaying authority in a general way here to continue
the objective outlined earlier, that is, to show that everyday speech
activities are employed in the therapy context, which may be used to
teach the rules specific to therapy as well and to show that the
constraints of everyday conversation, such as being pclite, may be

suspended.

Authority
Here authority stems from expertise and must be displayed. In
the next three excerpts we have the therapist displaying his authority
and teaching or explaining to the patient the dynamics of what is
occurring between them. The therapist is an expert at conversation.
He uses speech activities, which are available to all members of a
speech community, in a therapeutic way. In the last example, we have
the patient taking the role of expert.
Dan ias a high school student with an oppositional disorder
of adolescence.25
Example 3-%: Dan
1. Pt.: I don't think that girl has a tender thought in her.

2, Dr.: (pause) So she's like you then. You'd like her to be
more tender, you think (?)

2
5Aa noted in Chapter 1, this diagnosis was made by his
therapist and is based on the DSM III of the American Psychilatric
Association.
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No. I wouldn't like her to be anything, I don't care
enough for her.

Yes you do. Dan, when you react this strongly with
people, you're involved with them. You don't get this
involved, u-uh react this way with people you're not
involved with.

Well, maybe it's only a personal, maybe it's only a
personal feeling, but I'd like her to be more tender
towards me.

Maybe it's only a personal?

Not apersonal, ay, ay, article personal feeling towards
Cathy .

Yeah.
That she should be ender with me.

Well, how about facing that, that that's what you'd
like.

But I don't want to, I don't want to admit that.

How come? {righteously)

'Cause I don't want to talk about tenderness. (louder)
You're in the wrong church in the wrong pew. Tenderness
is one of the goals I have for people in this group, and

in life, and for myself. My God, without tenderness,
vhat the fuck are we?

In this excerpt we have two examples of Churchill's completion

of reason invitations. In lines 2 and 3 the patient disagrees with the

doctor and says, "No. I wouldn't like her to be anything," and then

gives a reason: "[Because] I don't care enough for her." And immedi-

ately following in line I we have the doctor completing another reason

invitation by disagreeing with the patient's "I don't care enough for

her" or "no" position of line 3 and saying "yes" in line 4 and then

stating why he disagrees: "[Because] when you react thie strongly with

people, you're involved with people."
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Another everyday apeech activity we see in this excerpt is the
migfire. Churchill, following Austin's use, defines misfire this way:
"When the utterance is a misfire, the procedure which we purport to
invoke {s disallowed or is botched; and our act (marrying, etec.) is

26 Misfires must be attended to before

vold or without effect, etc.™
the conversation on the topic can continue. Lines 5-8 are addressed to
the clearing up of the misfire on the words "a personal."” It is also
a correction-invitation.

What is most interesting about this misfire is that the thera-
pist uses it as an occasion to teach the patient some of the rules and
goals of therapy. That is, the therapist moves to a higher order rule
{from rule #5 to #k), from the content of the talk to the rules of
therapy per se. Some of the rules of therapy include: tenderness as
a goal, interpretation of dynamics between the patient and therapist,
group members, member's family or associates, and the how of talking,
i.e2., verbal and nonverbal cues.27 These will be seen In the various
examples through the dissertation dealing with these rules. The mis-
fire occurs around the patient’s use of the words "a personal." He
then continues in line 9 that what he'd like is for a female patient

in group therapy to be more tender toward him. In lines 10 and 14 the

therapist uses his turn to take the role of expertza and states,

26Lindaey Churchill, Questioning Essays {unpublished: n.d.),

Chapter 6, p 1. He quotes J. L. Auatin, How To Do Things with Words,
ede by J. O. Urmeson (New York: Oxford University Press [Galaxy],
1965), p. 16.

2TSee Chapter 4 for a discussion of the congruency maxim
vhich addresses this question.

280hurchill pointed out that this is very mich like Socrates

wvho was treated as an authority even though he only asked guestions.




65

"Well, how about facing that, that that's what you'd like"--directing
the patient and in line 14 teaches him abrut therapy that tenderness
is one of the goals he has for his patients and himgelf. When the
therapist continues speaking colloquially {My God, without tenderness,
what the fuck are we?), we see his alliance with the patient. That is,
the therapist has shifted from an unequal power relationship as the
authority, the teacher, to an equal relationship, indicating their
mutuality in the work of therapy. Line 1k could also be heard as a
rhetorical question., The therapist is a facile and clever talker and
uses talk and the relationship between them to do therapy. This is
part of his expertise.

In the next excerpt we agaln have the therapist using everyday
speech practices, the correction-invitation, to explain the rules and
goals of therapy, rule #i,

Example 3-10 - Jill

1. Dre.: ...What are your talents? What have you ever had as a
talent? What have you ever had as a wish or want or goal
in life? Let's start with talents first.

2. Pt.: When I was younger, I wanted to write.

3. Dr.: You wanted to write. Did you write?

k. Pt.: Just in school, and

5. Dr.: What's that, just in school? That's that just. Do you
knovw how many times you've said just now? that I've
spotted. At least 3, right?

6. Pt.: Mmhm.

T. Dr.: Try to remember that's a trend. That's a system. Just.

8. Pt.: I don't know what it means.

9, Dr.: That's a self-belittling and it's a belitting of whatever
you're talking about, like Juat in school. Rather than,

in school I wrote, I didn't since then because. Well,
let's look at what the block was.
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In line & the doctor as the expert provides her with an_explanation of
why he commented upon “"just" and adds to his credence as the authority
by explaining the dynamics of her behavior. There is an implied
disagreement between them; he says it is not correct to say "just in
school" and tells her to say "in school."” As the authority, he has
the "right," even the duty, to notice what might in everyday polite
conversation be ignored. Thus we see therapy being in large part a
correction of previous attitudes, feelings and behavior. This makes
the therapist's role similiar to that of a teacher.

The next example is important because the therapist again
displays his authority and because the therapist uses it to create a

double=bind. The double-bind, as described by Jackson et a.l.,29

is a
sick device and poor communication. Here it 1s used therapeutically to
produce health. Non-verbal cues are important as we see the therapist
distinguish between what the patient is saying and how she is saying
it. The assumption is that in a normal member's speech there is conso-
nance between his verbal and non-verbal communications.30 Carrie is in
her late 30's, immature, with difficulty in maintaining relationships.
Example 3-11: Carrie

l., Dr.: You're capable of everything I just said. You do know
that?

2e Pt.: Uh=huh.

290regory Bateson, Don D. Jackson, Jay Haley and John Weakland,
"Poward a Theory of Schizophrenia," Behavioral Science 1 (October 1956}:
251-64. BSee Chapter 2 for a discussion of thip article and also Paul
Watzlawick, Janet Helmick Beavin and Don D. Jackson, Pr tiecs of
Human Communication (New York: W. W. Norton and Co., 196T), also dis-
cusgsed in this chapter.

30A3ain see Chapter 4 for a discussion of verbal and non-verbal
comminications.
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Huh?

Yeah, yup.

You're not Just yessing me.

No, no, no, I am,

Say, "I believe it, God demn it, overlap
I do. :]

I can.

I do. I can.,

Say it like you mean it.

Uh. God damn it. I can. Yeah.

You're still not saying it very powerfully.

Well I can, but. I really can.

Sure you really can?

Yeah, I'm not that kind of person.

Well, how about uh, risking becoming that kind of person.

Yeah.

Let me hear you say it.

Hah (laughs)

Like you mean it.

I can be for me.

That's a little better.

(1aughing)

You still find it hard to say. I can be for me, God damn
1t. (pounding each word on the table) I will be for me.

[Yeah.
Damn it. Huh? That means that some of where you

automatically went along before you don't go along
automatically.

Yeah.
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In line 1, the doctor states his belief in the patient that she
can be helped by aﬁking if she knows that she is capable of everything
he just said, including ". . . the strength to say no to what needs to
be said no to." She answers uh-huh, which is not an obvious yes,
although she does mean yes. He answers "Huh?", meaning "What did you
say? 1I'm not sure I hear you." This is a case of a challenging mis-
fire. She clarifies uh-huh to mean yeah and yup. Since the patient
tends to say yeah so frequently in her natural speech, the therapist
says in line 6, "You're not just yessing me." This is the key to the
double-bind and the assertion of his authority. The patient's answer
in line 6 is interesting in itself. Her "No, no, no, I am"” is ambig-
ucus. She seems emphatic in the three nos, but the "I am" could refer
to "I am capable of everything you just said" or it could refer to "I
am yessing you." Using her tone of voice as & clue, it sounded to me
as though she is saying, "I'm not yessing you; I am capable." What is
important is that I, as a listener, must use the same non-verbal cues
of tone as the therapist to discern her meaning. The therapist uses
ordinary everyday practices as all members do. As the theraplst,
however, it is even more important that he discern when she means yes
and when she means no.

In line T the therapist puts the patient in a double bind by
saying, "Say 'I believe it. God damn it, I can.'" If she says it,
then she is yessing him, parrotting him; if she doesn't, then she's
saying she doeen't believe she is capable of improving. As the expert,
he determines when she has said it adequately, to his satisfaction.

He uses his Judgment and focuses on the non-verbal aspects of her

statements to determine if she is Just saying it or really means it.
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The patient is cooperative and follows his commands of lines 11 and 19.
The exchange in lines 22 and 23 illustrates her acceptance of the rules
of therapy and his authority. 1In line 27 he supports his use of author-
ity by providing some explanation and advice as to her behavior.

This excerpt alsc illustrates the hierarchy of rules referred
to earlier. Rule #1 is you must want to get well. Rule #2 1is you must
cooperate with your doctor. In therapy, however, there is another all-
important rule: rule #3--be yourself. After all, the therapeutic
atmosphere is a permissive one in regard tc expression of feeling.31
The patient finds herself in a no-win situation. If saying, "I believe
it, Cod damn it, I can" (line 12) and listening to the doctor will help
her, then she must do it (rules #1 and #2). If she says it, however,
she is yessing him and if she doesn't, then she doesn't want to get
well. However, rules #1 and #2 take precedence over rule #3, be
yourself. (This appears to be the case in the early phases of the
therapeutic relationship.) Therefore, as a good patient, she says it.
Theoretically, if she didn't cooperate, the doctor could choose to
threaten her by saying it's useless or not fruitful for the two of them
to work together and she should go and find someone else to work with,
as was the case with another female patient. (That other patient,
although threatened, did enter into therapy with this psychiatrist.)
The paychiatrist's accepted authority in the situation gives him great
control, as the above excerpt illustrates.

The next example (3-12) is interesting because the roles are

reversed; the patient is the de facto authority as to what kind of

3ICar1 R. Rogers, Counseling and Psychotherapy (Cambridge, MA:
Houghton Mifflin Co., 1942), p. 88.
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gymastics are permissible during her pregnancy. She becomes the

authority on that topic by telling her therapist what her obstetrician

had told her.

Ellen, in her mid-30's, has a difficult marriage, one

daughter named Barbara, and is an alcoholic.

Example 3-12: Ellen

1.
2.

3.

T
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9.

10.
11.

12.
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Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

L

Dr.:

My neck, it hurts like hell, but...
And you did it in exercising?

We went to somebody's house for dinner. It was really...
It vas very dumb., I guess., It didn't seem like it at
the time. We were having a wonderful time. They were
nev people we had met through some mutual friends. And
the gal had, they had children, and the people who were
staying with us had children, and Barbara, and a lot of
kids and dogs, and it was really, it was really nice.
And uma, they had a gym. They had a... in their house.
And the children vere all doing their thing, and Barbara
started asking how to do some things, and I was trying
to teach her something, and she couldn't do it, and I
showed her. And of course I showed her in the wrong
clothes without warming up. It was a very simple thing
that I'm perfectly able to do. Maybe, I should have
though, and gee, I should you know, should not do this
without working...

What kind of an exercise?

It's called, uh, it's called a fish. And 1t's like a
backwards somersault. You just go back with your legs
up over your head.

And you did this thing?

Yeah.

While pregnant.

I can do that, 'c¢ you know. I can do it. That's been
cleared. I can definitely do it in terms of being
pregnant.

He told you, you could do this sort of maneuver?

Yeah.

You can Jump through the air and do a back somersault?
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No, not Jump. He said not do anything aerial. I cen't
do anything.

Well, what, then? What was
It's on the floor. You're lying on the floor.
You lie on the floor.

And you Just, you roll back, and your legs go over your
head. But as you get your legs over your head, your
lege g¢ up in the air and then you kind of twist. And
if you don't do it right, your head is underneath you,
twisted. And uh I've done it maybe five hundred times.
But I just, I think it was more not being dressed for it
than it wvas not being warmed up. I Just wasn't., Il...
the clothes were constricting it. And I knew it the
second I got up, huh, that'd really done something...
And 1 wondered about that, I wondered about having done
that, I wondered...

I don't know, it just seems to me, uh, again, uh, uh, I
kind of sit here, not really knowing for sure, other
than common sense, that if I were a GP or an obstetri-
cian, and I had a patient who said ahe'd like to do some
of these gymnastic exercises, I would think, unless, I
don't know, I think offhand they'd be contraindicated.

No, they're not. They're really hard. You do whatever
you customarily do. You don't start taking gynmastice
if you never did it before, if you're pregnant. You
don't start any kind of vigorous

But you don't do these gymnastics all the time.

All the time. That's what I did at, at this spa. I
taught a class there. 1 studied it for five years, and
I do them, did them all the time. I hadn't done them
in two months but I did (laugh) keep... this is about a
month before, uh, since November, since the second week
of November. I had discussed it with him and he said
to, I could keep dolng, whatever I was doing, except to
give up the trapeze, give up anything off the floor. So
that wasn't... That wvas never, I never had a thought
about that, no. I danced until the end of my eighth
month with Barbara, vigorously, every day. Taught,
danced, about eight, nine hours a day, and never felt
any kind of strain from it.

It's all news to me. Let's get back to the traps. What
options do you see to feel less trapped? What else are
you trapped inside you with?
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23. Pt.: I don't see any option. Honestly. But it's got to be
there,

2k, Dr.: But if they're not there you've got to create them. Hmm.
Line 18 is the key line where the doctor says, "I don't know, it just
seems to me, uh, again, uh, uh, I I kind of sit here, not really
knowing for sure, other than common sense, that if I were a GP or an
obstetrician, and I had a patient who said she'd like to do some of
these gymnastic exercises, I would think, unless, I don't know, I think
offhand they'd be contraindicated.”" And in line 22 he says, "It's all
news to me,"” so he is questioning and possibly willing to accept her
explanations. But then he changes the topic back to where he is the
expert and has the authority by saying, "Let's get back to the traps.
What options, etc.” As the expert, when he gets the floor back to
speak, he has the right and from some theorietical points of view,
the obligation, to direct the session, which he does.

Thus, in these excerpts where authority has been displayed, we
see the therapist and patient using the rules of everyday conversation
as well as the rules specific to therapy. Disagreement, in various
forms, is often produced in the therapy sessions presented here and is
an important feature of the therapeutic relationship.

To summarize then the discussion in this chapter, I presented a
description of the therapeutic relationship, its goals and some back-
ground conditions affecting the relationship, i.e., the power and ser-
vice aspects of the relationship. I propocsed that the work of therapy
geta accomplished using ordinary everyday speech activities where the
patient presents personal material and the therapist evaluates it and

comments upon it by disagreeing or making correctiona. However, these
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everyday activities are also subject to rules specific to the therapy
situation. Thus, I presented a hierarchy of rules specifically related
to therapy. The facts that the normal constraints of conversation
could be suspended and that the grounds of the relationship between the
therapist and patient could be shifted from equals to unequals and vice
versa were alsc examined. I then focused on two disagreeing activities,
threatening and displaying éuthority, in order to show both the every-
day aspects and non-everyday aspects of the participants' talk. The
purpose of the above descriptions was to provide a general introduction
to the nature of therapy.

I turn now to the activity of disagreement which is discussed
in a more systematic way in the next chapter. I do so in order to
better understand the activity and to show how it is accomplished in
the therapeutic context. It also provides a foundation for the more

complex disagreeing activitles analyzed later.
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CHAPTER &
DISAGREEMENT AS CONVERSATION: YES/NO

In the previous chapter I noted that correction is an essential
part of the therapeutic relationship and treatment process and that
correction can be viewed as disasgreement--two people taking two differ-
ent positions. Therefore, in this chapter I describe the elements
necessary for the production of disagreement in its simplest form in
order that we may better understand the more complex disagreeing
activities of negative reinterpretation and confrontation which are
discussed in later chapters. The analysis consists of a description
of the verbal and nonverbal aspects of disagreement.

The initial question, how do we as normal members of the
American speech community recognize when someone has disagreed with ue
or when we have disagreed with them? The appearance of the words "yes"
and "no'" aignalled a marker for a potential disagreement site. Thus, I
begin by using following member's working definition of disagreement:
Disagreement exists when one person takes a "yes" position and the
other a "no" position or vice versa.’ Therefore, I examine the forms
that the "yes" and "no" positions or lines 1 and 2, respectively, may
take. I conclude that a yes/noc disagreement as a two-liner takes the
form either of an adjacency pair or as a contradiction, which is a more

general term and both fall within the class of disagreements. I then

1

In this analysis in order to facilitate understanding, the
first speaker always takes a yes position and the second a no position.
In the ensuing examples, the reverse is also found.
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describe the non-verbal aspects of disagreement as it affects the
production of contradiction. 1In so doing, two maxims are formulated:
the disagreement maxim and congruency maxim. I turn now to the yes

position.

The Yes Position

The yes position can take two forms which will be discussed in
turn: first is the yes/no question which is in Sacks' and Schegloff's
terms an adjacency pair, and second is the statement which serves
either as an invitation to balance or as an occasion for the use of
the disagreement maxim.

1. The yes/no question. Sacks and Schegloff define adjacency
pairs "where the production of a first pair part requires that a next
speaker produce (1) adjacently, (2) a second pair part, (3) of the pair
type previcusly selected by a first apeaker."e The yes/no question and
its answer form the adjacency pair since the anawer, the second part,
appears adjacent to the question which posed the choice of "yes" or
"no" anawers explicitly or implicitly. Unless a misfire3 follows the
first pair part, the second pair part will appear adjacent to the first.

Following Churchill, any specific proposal question as opposed to gene-~

ral proposal question and the appropriate response would qualify as an

2Quoted from J. C. Heritage and D. R. Watson, "Formlations
as Conversational Objects,” in Everyday Languiage, ed. G. Psathas
(New York: Irvington Publishers, a Division of John Wiley and Sons,
1979), ps 14l. They cite H. Sacks and E. Schegloff on adjacency pairs:

"Opening Up Closing,” in Ethnomethodology, ed. Roy Turner (Middlesex,
England: Penguin Books, 197%), pp. 238-39.

3Lindsqy Churchill, Questioning Strategies in Bocilolinguis-
tics (Rowley, MA: Newbury House Publishers, 1978), p. 26. He uses the
term as Austin does. BSee J. Austin, How To Do Things with Words (Kew
York: Oxford University Press [Galaxy], 1965).
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adjacency pair.h The example below taken from Dan, the angry young
student, illustrates the use of the yes/no question leading toc a
disagreement. A specific proposal question or clesed forced choice
question is asked in line 1, Line 2 18 a selection of one of the two
implied choices, yes or no offered in line 1. Together they form the
adjacency pair.

Example 4-1: Dan

l. Dr.: Do you have any feelings of tenderness, or concern,
or compassion or empathy with this girl, Terry?

2. Pt.: Nah, deep down inside I I don't feel tender.
The implicit assumption is that Dan should have some of these feelings

toward this girl. Churchill argued in his certainty serie35

that
speakers have some belief in the correctness of the proposal when they
ask specific proposal questions and the degree of bellef is evident in
the form it takes. For instance the guestion "Is your friend a police-
man?” implies to the hearer that the speaker thinks that that is the
cage. I propose that this is true in general--the speaker has some
kind of investment or belief in the correctness of the questions and
statements he makes. Thus, I hear the doctor's question in line 1 of
example Lh-1 as a statement implying that Dan should have some of the
above feelings toward Terry. Since Dan replied in the negative in line
2, there is an implicit difference ¢f opinion between them and hence, a
disagreement. Further on we shall consider how disagreement is influ-

enced by tone of voice. In the above example, there is no strong rise

in the tone of voice and therefore it is not a very strong disagreement.

hChurchill, Questioning Strategies in Sociolinguistics, p. 45.
5

Ibid. s PP 51""5’4.
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2. The statement. The second site where a potential disagree-
ment could occur was after a statement. In this analysis I discuss
statements which can serve two purposes: (1) as an invitation to
balance, and {2) as an occaslon for the use of the disagreement maxim,
"Strong” statements can appear as extreme statemente which follows from
Churchill's discussion of the "invitation-to-balance."” He defines an
invitation to balance as some quantity that the hearer may feel is
exaggerated {either toc high or too low) and thus will respond with a
counter quantity in the direction opposite to the exaggeration.6 I
propose that the invitation to balance may be used more generally than
& numeric quantity. Any statement using an "extreme" such as always,
never, all, or none, in addition to a relatively extreme amount of
something {in its context) calls for or almost demands a response.

Thus the "strong'" statements I analyze here are limited tc only those
available from these transcripts. Any other kinds await further analy-
sis. For instance, the statement, "nobody in their right mind would
spend $5000 on a dress" invites an agreement or disagreement with an
explanation. Clearly the person who made this statement believes in
the correctness of this fact: that is, $5000 is too much to spen& on
a dress (an invitation to balance the amount) and if he does he 1s not
in his right mind (an invitation to balance a general statement). The
following example, again from Dan, illustrates the strong statement
which is an invitation to balance.

Example L=2: Dan

1. Pt.: You think that I have to control my anger at all times.

2, Dr.: No, I don't. I'm trying to help you.

6Churchill, Questioning Strategies in Sociolinguistics, p. 58.
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Similarly the following statement alsc functions as an invita-
tion to balance, with the amount not being specified. It can be heard
as an invitation to balance "enough."

Example 4~3: Dan
l. Pt.: ...I don't care enough for her.

2. Dr.: Yes, you do. Dan, when you react this strongly with
people, you're involved with them.

Such examples are common.

However, statements need not take the above form to provide
occasions for doing contradiction and hence disagreement. Any state-
ment a speaker makes 1s a potential site for a disagreement. For
instance, a mild and relatively innocuous statement such as “"the sky is
blue,”" which does not demand or ask for a confirming or disconfirming
response, could also be disagreed with., Consider the comment, "no it's
not; it's gray." This led me to generalize Churchill's invitation
maxim. The invitation maxim states: "If you are asked a specific pro-
posal question and your answer is the confirming cne, follow the chain
maxim. If your answer is the disconfirming one, give the disconfirming
ansver, then give the correct answer, and then give the turn back to

the questioner."T

He developed this notion from Sacks' correction-

8
invitation. The generalization is: You need not be asked a specific
proposal question (as in the yes/no question) in order to disagree. 1I1f

you choose to disagree with the first speaker's remarks, say so and then

provide an explanation for the disagreement and then give the turn back

TChurchill, Questioning Strategles in Sociolinguistics, p. 46.

aHarvey Sacks, "The Search for Help" (unpublished doctoral
dissertation, Department of Sociology, University of California at
Berkeley, 1966).
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to the first speaker. The disagreement maxim in brief is: any state-
ment or specific proposal question offered is subject to being disagreed
with. It is similar to Churchill'’s completion of reason invitation.g
but is more general, since a reason need not be provided as the next
two examples illustrate.

The next two examples can both be seen as responses to correc-
tion-invitations. However, in neither case is a reason for the correc-
tion offered. Churchill argued that corrections are or can be seen as
a kind of reason response. The disagreement maxim is even more general.
The firat example is from Harold, a bright successful professional; the
second, from Sherry, a volatile, unstable woman.

Example L<k: Harold

l. Dre: «..l experience it as a hijacking in which your wife
consciously or unconsciously

2. Pt.: ©She didn't get into 1it.
Example 4-5: Sherry

1. Dr.: 1 appreciate that.

2. Pts: No you don't.

Thus far, then, in our model of disagreement between two
persons we know that it may occur as a response to a yes/no question
with the second speaker taking a different position than the first; as
a response to an extreme statement where it is heard as an invitation
to balance; and at any time the second participant chooses to disagree
with s statement the first person has made. Thus within the disagree-

ment adjacency pair, the first line may take the form of a yes/no

churchill, Questioning Strategies in Sociolinguistics, p. k2.




question and in a contraction, the first line may take the form of a

statement. I turn now to the second or disagreeing line.

The No Position

The second line must consist of "no" or its equivalent and forms
the basis of providing the non-preferred answer in an adjacency pair and
for the contradiction of the first line,., The "no" type response also
conveys the strength of the disagreement. Disagreeing is an impolite
activity; as Pomerantz has shown, agreeing activities (epecifically
confirmations) are massively preferred to disagreeing activitiea.lo

The negative response falls into a continuum of responses from
strong to weak or strong disagreement to weak disagreement to agreement.
The disagreeing responses may be: no; no plus an explanation; an elided
no; yes, but or the converse no, but; or an agreement, yes, We will
conslder the first four responses.

l. No. Disagreement in general and contradiction specifically
is a rude, impolite activity. Therefore, if one is going to disagree,
one normally provides a reason for that disagreement. In the following
two examples from sessions with Dan and Jill, both in their late teens,
we see this curt, even rude, reply. In both examples, the "no" is a
response to a question or statement which is heard as the first peir
part of adjacency pair.

Example 4-6: Dan

1. Dr.: +¢¢Tell me. Do you have any of those feelings with
your mother and father? that your father has done

1OJ. C. Heritage and D. R. Watson, "Formulations as Conversa-
tional Objects,” in Everyday Language, ed. G. Psathas (New York: Irvington
Publishers [Division of John Wiley and Sons], 1979), pp. 123-62, cited
from p. 1b43.
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anything like that with your mother? and with you?
2e Pt.: No.
Example 4-7: Jill

1« Dre: e«es] would, would you like to hear it playing back?
You're on audiotape.

2. Pt.: No.

2. No plus explanation. A somevhat less rude negative reply
consistas of the no plus an explanation for that position. 1In terms of
the continuum, the explanation serves to weaken the strength of the
disagreement slightly. In these examples the no plus explanatlion is
a response to a statement or question heard as a statement. Many
examples of contradiction in the form of no with an explanation are
available. Consider the following from Ellen and Dan. Ellen is
pregnant and has problems with her marriage.

Example 4-8: Ellen

le Dre: oeel would think, unless, I don't know, I think offhand
they'd be contra-indicated.

2. Pt.: No, they're not. You do what you customarily do.
In this excerpt they are discussing the kinds of gymnastics permisaible
during pregnancy. Ellen becomes the de facto expert by reporting what
her obstetrician told her.
In another example she again explains her disagreeing position:
Example 4-9: Ellen
l. Dr.: Well, I guess we'd hetter get back to the whole issue of
you being with you. What you talk about is that if I'm
not doing something outside of me, being with me, then
it's awful, because otherwise I'm with me, and we'd
better find out what it means for you to be with you.
2. Pt.: That lsn't 1it.

3. Dr.: What is it, what 1s it?
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k. Pt.: That isn't it. I look forward to being with me, alone.
I, I, I need, the silance and solitude when I'm earning
money. When I'm not earning money, I can't do anything(?)

In the next example from Dan, contradiction with an explanation
is used by the doctor to teach Dan about his behavior. In this way,
rule #h, learning the rules and goals of therapy is also displayed.
Dan's first line is also an invitation to balance "little"™ which the
doctor responds to.

Example 4-10: Dan
1. Pt.: I don't want to run off on a little side thing like that.
2« Drs: This is not a little side thing. Look how deeply
involved you are in this, and then you discount what
she pays to you.

3. Elided No. In a typology of responses to questions,
Churchill included ellipsis which he defined as "a response that skips
over a plece of conversation understood by the hea.rer."l1 Thus the
elided no response means that the "no" is omitted, but understood by
the speaker-hearers and only the reason 18 cffered. He offered the
following example of elision: Jock and Roz are a young married couple.

Example 4<11: Jock and Roz

l. Jock: Yeah, I like the smell of that. It smells like burnt
firecrackers. Doesn't it?

2. Roz: It smells lilke branded steer.12
In the above example, Jock makes his position known prior to the dis-
agreement invitation in the form of the yes/no question. Roz chooses

to disagree by eliding the "no" and providing a completion of reason

11Churchill. Questioning Strategies in Sociolinguistics, p. 42,

lalbid., pe 42. The example is from W. Soskin, ed., Verbal
Interaction in a Young Married Couple (Lawrence: University of Kansas
Publications, 1963), lines 23/5/98-99.
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response; yet both understand that there is a difference of opinion
between them and hence, a disagreement.

4. Yes, but or No, but. This response is interesting as a
half-way or maybe response. It can do two things: buy time for the
speaker or indicate both agreement and disagreement to different parts
of line 1. Thus, "“yes, but" and "no, but" indicate that the speaker
will give & reason for his dissgreement or agreement, Offering an
explanation means that he will have the floor to clarify his response
until he chooses to return it to the first apeaker. In this sense it
buys time. It also may mean through the explanation that he both agrees
and disagrees to different parts of the first speaker's remarks. Assum-
ing that the first speaker takes a yes position, a "yes, but" response
from the second speaker indicates some agreement, but actual disagree-
ment, To the first person's same remarks, & '"no, but" response indi-
cates disagreement, but with movement toward agreement. Churchill con-
siders this class of remerks briefly as a way of disrupting a possible
"3.liner" denigration and gives the following example:

Exemple 4~12: Roz and Jock

1., Roz: (Laughs) I can paddle pretty well now.
2. Jock: You sure can.

3. Roz: You haven't fallen in yet, have you?

4., Jock: No, but you almost swamped us.13

The following examples from Phil and Carrie illustrate the yes,
but position as apparent agreement, but actual disagreement. Both

patients were described as neurotic and self-effacing.

13Churchill, Questioning Strategies in Sociolinguietics, p. 137,

lines 236=239 quoted from above source.
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Example 4-13: Phil

l. Dr.: And that's when 1 said you're a fucking horse's ass.
I mean, how could you not be feeling that anger?
It's like, my God. What do you do, that you?! (can
say) How could I feel that anger? 1It's like.

2. Pt.: Yeah, I know, I know. But I felt the anger, I
experienced the anger.

3. Dr.: But you didan't express that anger.
Example L-14: Carrie

1. Dr.: You're still not saying it very powerfully. (I can
be for me)

2. Pt.: Well I can, but. I really can.
In Example 4-13, the doctor's "yes" in line 3 is elided, but understood.
Thus, the doctor's line 3, "but..." is an even weaker agreement or dis-
agreement than Phil's response in line 2 to the doctor's remarks.Carrie,
in Example 4~14, also seems to be agreeing, but is in fact disagreeing
with some part of the doctor's request in line 1, In fact, her state-
ment of "yes, but" in line 2 supports his judgment of line l--she has
not said "I can be for me" very powerfully.

Thua, the negative or disagreeing response of line 2 can take
various forms which can be viewed as constituting a continuum of
responses. These range from a brusque, rude "no" to a more polite "no,
but" with an explanation for the disagreement. The form of line 2
forms the basis for evaluating the strength of the contradiction, and
hence, disagreement. Together with the form of line 1, the room for
negotiation of differences is determined. To this point then I have
examined the form that the disagreement adjacency peir may take. I turn
now to the nonverbal aspects of the disagreement which also provides the

hearer with the information about the strength of the activity.
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Nonverbal Communication

The notion of a continuum is also useful to describe nonverbal
comminication. The three aspects considered here are tone, flow, and
congruency. A loud tone of voice indicates a strong position and a
soft voice a weaker one. Similarly, a clear tone of voice indicates a
more strongly held position than a hesitating one.

The tone of voice indicating a atrongly held peosition may be
used in potential disagreeing activities in either line 1 or line 2.

To indicate the disagreement, this nonverbal aspect is used in conjunc-
tion with the grammatical forms discussed earlier. Thue in the example
below, & loud clear tone of voice is used in line 1 in the yes/no ques-
tion and again in line 3 in a strong statement which is an invitation
to balance. The patient appears angry. The therapist in this example
does not engage in the disagreeing process, but instead uses rule #4,
teaching the patient about her nonverbal communication. Sherry is a
volatile, unstable woman in her mid-30's.

Example 4-15;: Sherry

1. Pt.: I felt, okay. What are you doing. Will you stop that?

2, Dr.: looking for the tape from the other day. ©See if I can
find it, I can't find 1it. Go on.

3. Pt.: Certainly you can't find it. What are you looking for?
You know you can't find anything.

4, Dr.: Let's take what Just happened with the "Will you stop
that.” Ies there another way that you could get me to
stop it?

S5« Pt.: I had & smile on my face when I said that.

6. Dr.: No, no. I know. I appreciate that.

T Pt.: No you don't.

8. Dre: I want to use it as an example.
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Conversely a low, hesitant tone of voice weakens the disagree-
ment. The following excerpt from Bill, who is distrustful, compulsive,
and a loner, illustrates how hesitancy and a low tone of voice removes
the strength of his remarks. It comesg after the therapiast has described
the dynamics of his mental iliness to him.

Example 4-16: Bill

1. Dr.: But do you increasingly recognize that there's a part
of you now that can stand aside inside yourself and
observe yourself doing this, some other part of your-
self, maintaining this hairy dialogue whose ainm is
to have you do nothing but be hopeless?

2. Pt.: No, not at all, at that particular point, um, there's
no clear thinking about it too much. I Just find my-
self thinking those, thinking those thoughts, and then
going on and, you know, ah...but that's, you know, that's
seel think another, well, 1 thought of course, you know
the thinking, the thing to do would be to be conscious
of myself thinking those things.

The third aspect to be considered which affects the strength of
one's disagreement, is the degree of congruence hetween one's verbal
and nonverbal statements. Thus, in Example 4-15, Sherry pointed to
the smile on her face in line 5, as a way of weakening or denying her
previous statements in line 3. Similarly, incongruence between cne's
verbal and nonverbal communicetions can be used to indicate joking
behavior. That is, if a non-sericus tone of voice is used in conjunc-
tion with a seriocus statement, 1t tells the hearer not to take the
speaker's comments seriously. Or vice versa, if a silly statement is
spoken in a serious way, this incongruence also signals not to be taken
seriously. Thus, in instances of disagreement, these cases of incon-

gruence weaken the strength of the disagreement.

Consider the following two cases which illustrate the above,
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Example 4-17: Roz and Jock

28. Roz: You don't wvant me to look freakish, do you?
29. Jock: (laughs)

30. Roz: Do you?

31. Jock: Sure.

32. Roz: If you want me to look iike a freak, that's all right.
I'1l be glad to oblige. .

Example L-18

l. Interviewee: I couldn't just walk up to her and tell her
1 was sorry.

2. Interviewer: O0Oh, of course not, she might have eaten you.l5
In Example 4-17, Roz's questions in lines 28 and 30 are yes/no ques-
tions, which indicate her preference that she expects negative replies.
Jock's positive and non-preferred reply in line 31 is an example of this
incongruence~-a serious statement said in a joking manner. Line 2 in
Example 4~18 i{s an instance of the opposite--a non-gerious statement
said seriously. Thus, in the three examples presented (4-15, -17, -18),
we can see how incongruence weakens one's disagreement.

Another kind of incongruence between verbal and nonverbal
communications is seen in the following example. The doctor's line 1,
which 18 a statement, is said in a questioning tone of voice; that is,

with an upward inflection, as if it were a Qquestion. This weakens his

assertion.

1l“{!hur'c:h:lll, Questioning Strategies in Socioclinguistics, p. 136,
line 6/21/28-31 from W. Soskin.

15A1rred Benjamin, The Helping Interview, 2nd ed. {Boston:
Houghton Mifflin, 1974}, p. 14T.
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Example 4-19: Jill

1. Dr.: You feel floaty.

2. Pt.: No.
Thus, a guideline for speaking generally may be: if you want to be
believed, say it like you mean it. This fits in with the commnications
literature which suggests that there should be congruence between one's
verbal and nonverbal communica.tions.l6 As a maxim, it can be stated
as: synchronize your verbal and nonverbal communications if you wvant
to be taken seriously.

Therefore, on the dimension of strength of disagreement, non-
verbal commnication 1s an important indicator of how we want our
statements to be heard. A loud clear tone of voice indicates a strong
position; conversely, a soft, hesitant tone indicates the opposite and
wvaters down the disagreement. In addition, incongruence between one's
verbal statements and nonverbal statements weakens the potential
disagreement. The incongruity may then be heard as a jJoke or if the
remark takes the form of a statement, it may be heard as a question.
Thus, a congruency maxim was formulated.

To summarize this analysis of disagreement, we can see that 1t
is a complex activity, even in its simplest form as yes/no. It is a
rude, impolite activity which may be made less so through various strate-
gles. Disagreement was analyzed as an adjacency pair and contradiction.
The various forms of the negative reply were diacussed and a disagree-
ment maxim was formilated. Nonverbal comminication was also examined

as it affects the above forma. Thus a congruency maxim was formulated.

16J. Ruesch, "Nonverbal Language and Therapy," Psychiatry 18
(1955) :323-30.
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These introductory remarks on disagreement serve as an introduction to
even more complex disagreeing activities which are discussed in the
next two chapters. Negative reinterpretation and confrontation are
both kinds of disagreements with the firast person taking a yes position

and the second a no position. I turn now to these activities.



CHAPTER 5

NEGOTIATING DISAGREEMENT: CATEGORY FORMATION

AND NEGATIVE REINTERPRETATION

The work of therapy gets done with the patient presenting
personal material (rule #5) and the therapist teaching the patient
about the rules and goals of therapy (rule #4). Rule #4 18 extremely
broad and includes learning about the techniques used within therapy,
such as meking interpretations, as well as the goals of therapy, e.g.,
living a more satisfying and productive life. That is, the therapisat
teaches a nev system for living by pointing out the patient's old
system and encouraging him to adopt a more healthful one which is
slowly presented throughout the course of the therapy. It is up to the
patient to incorporate these ideas as his own. This chapter deals with
the patient presenting his material and the therapist commenting upon
it. The comments are of the disagreeing type in that the message is
always communicated to the patient, "The way you are living now is not
as good as it could be, I will show you how it could be better." This
system of the patient cognizing and the theraplst evaluating is dis-
cussed in this chapter.

Theoretically, this chapter is based on Harvey Sack's notion of

1

membership categorization devices™ and Harold Garfinkel's documentary

1

Harvey Sacks, "On the Analysability of Stories by Children,"
in Ethnomethodology, ed. Roy Turner (Middlesex, England: Penguin Books,
1974}, pp. 216-32.
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method of interpretation.2 Backs defined "membership categorization
device [or just "categorization device™] as any collection of membership
categories, containing at least a category, which may be applied to

some population containing at least a member, so as to provide, by the
use of some rules of application, for the pairing of at least a popu-

lation member and & categorization device member."3

He developed his
terms in an analysie of doing describing and recognizing a deseription,
such as, "The baby cried. The mommy picked it up." In my discussion
of category formation, the description need not refer back to a popu-
lation member. In a sense, then, category formation, as I use it here,
is a generalization of Sacks' notion.

The analysis of category formation consists of examining
member's usage, how the notions that a member uses are constructed and
the limits of the categories which he uses. Garfinkel refers to this
examination of categories as the documentary method of interpretation
which

consists of treating an actual appearance as "the document of,"
as "pointing to," as "standing on behalf of" a presupposed under=-
lying pattern. Not only is the underlying pattern derived from
its individual documentary evidences, but the individual docu-
mentary evidences, in their turn, are interpreted on the basis of
"what is known" abouf the underlying pattern. Each is used to
elaborate the other.

Category formation and the documentary method of interpretation are

2Harold Garfinkel, Studies in Ethnomethodolo (Englewood
Clirfa, NJ: Prentice-hall, 193Tj, Ch. 3, "Common Sense Knowledge of
Social Structures: The Documentary Method of Interpretation in Lay and
Professional Fact Finding."

38acka, "On the Analysability of Stories by Children,"
rp- 218—19 ».

hGa.rfinkel. Studies in Ethnomethodology, p. T8.
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member's devices; activities engaged in by members of a common culture.
Garfinkel refers to common culture as "the socially sanctioned grounds
of inference and action that people use in their everyday affairs and

which they assume that others use in the same way."5

In studying the routine grounds of everyday activities, Garfinkel
undertook his now-famous "disruption experiments.," His students under-
took to break the taken-for-granteds of everyday conversation, by
asking "What do you mean?" after statements that they, as competent
members, should have understood. Garfinkel notes that '"the retrospec-
tive-prospective sense of a present occurrence, walting for something
later in order to see what was meant before, are sanctioned properties
of common discourae."T However, in the therapy situation, the
question "What do you mean?" is a legitimate question used to question
the grounds of a category construction, without suffering the usual
consequences for breaking the rules of everyday discourse,

In the excerpts I present, the therapist does not disrupt the
conversation as Carfinkel's students did. Instead, he is a natural
disrupter. In the therapeutic context, the therapist can question the
grounds of a patient's categories by suggesting an alternate construc-
tion. By doing this in the context of making an interpretation, he
displays his expertise and is in fact doing the work of therapy.

The participants do not react as if the therapist has disrupted the

conversation; they consider it for acceptance and incorporation into

their self-system as a basis for changed behavior.

5Ga.rf:lnkel, Studies in Ethnomethodology, p. T6.
7

GIbid., P- L2, Ibido, P+ hlo
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The way that Garfinkel attempted specifically to show the
grounds of people's statements was '"to exaggerate the features of the
documentary method of interpretation” and to catch the work of "fact
production in flight."e He did this by setting up counseling sessions
in which the subjects verbalized their thoughts after receiving random
"yes" or "no" responses to questions they had asked of their pseudo-
coungelors. The subjects attempted to make sense of the advice gliven,
even when it seemed not to. Garfinkel analyzed the exchanges and the
subjects' thoughts about them. In this way he showed how we search for
and determine patterns, and use the retrospective-prospective feature

of conversations.9

In both Garfinkel's counseling experiments and the
therapy sessions I analyze, the patients often verbalize the grounds
of their responses. However, in my sessions, the therapist can also
question the patient's grounds or present alternative constructions
through the activity of negative reinterpretation, which Garfinkel's
experimenter-counselors were not permitted to do. Thus in the therapy
situation the therapist examines the patient's category constructions
and reinterprets them to show they are incorrect and why they are
incorrect.

In the psychotherapy procese the therapist teaches the patient
new conceptualizations about the world he lives in, i.e., new construc-
tion for his category packages. Presumably, the patient sees the world

differently than a "normal"” member of the population and constructs his

categories differently. The theraplist seeks out the hidden pattern of

8Garfinkel, Studies in Ethnomethodology, p. 79.

9Ib:l.d., see Chapters 1-3.
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which talk is the evidence, If the patient is schizophrenic, his con-
structions would be far afield from those taken-for-granted and shared
by most normal members. If the patients are neurotic, not psychotic,
then their constructions would be more in accord with the therapist’s
prescriptions. The therapist examines the grounds of the patient's
categories and reinterprets what the patient is saying in a way that
is considered healthier and that he believes will result in a more
satisfying way of life for the patient, if the patient chooses to
accept these re-definitions.

The therapist, perhaps unknowingly, uses a number of strategies
to do category examination and negative reinterpretation. First, he
makes use of the fact that categories consist of its constituent elements
and he examines the contents of the patient's category packages. This
is similar to Sacks' membership categorization devices and the concept
of class; its constituent components being members of that class. 1
use the term "category package to connote a generalization of the idea
of class. Thus, on a simple level, an examination of a noun such as
"trees" would include members of that class of things, such as oaks,
elms, pines, etc. However, in the case of therapy, the category
packages being examined are far more complex; they are not limited to
nouns and in fact include the patient's way of seeing or categorizing
the world. Further on, an analysis of such patient's conceptualizations
is presented. Here, not only are the constituent elements of category
packages examined, but also the patient's attitude toward that category.

Second, the therapist not only correctse the constituent elements
of the patient's category packages, but alsoc re-classifies them by

shifting them into larger or smaller packages. Thus, the former class



95

of trees can be grouped into evergreens and non-evergreens; short
life-gpan and long life-span; hardwoods and softwoods, etec. Or the
therapist can consider trees as one member of a class of living things
which is, of course, a larger category. Thus, the theraplist examines
the patient's category formations at different levels of specificity
and generalization.

As the patient presents material during the course of therapy,
his view of the world becomes apparent. In so doing, the therapist has
the opportunity to then correct the patient's category packages. The
patient does not know when or how the therapist might choose to disagree
with his constructions, or that his category packages even need to be
re-constructed. I call this activity "negative reinterpretation" to
connote the disagreeing aspect of the activity and the change which the
therapist attempts to accomplish. The therapist disagrees with the
patient's category construction and reinterprets it in a new, healthier
way. In this chapter, I examine some of the ways this can be accom-
plished by focusing on shifting, which includes stretching, funnelling,
making analogies, and psychoanalytic interpretations. Each of these
techniques of doing negative reinterpretation can be viewed as part
of & continuum from direct to indirect activities in relation to the
category that is being reinterpreted. Thus, stretching is the least
removed from the initial category package, funnelling into a new
category is more removed; analogy which is a parallel construction is
more removed from the initial category; and psychoanalytic interpreta~
tion is even more so. The last device can be seen as a special kind of
analogy; that is, it is an analogy using its own language. Nonetheless,

in terms of the continuum mentioned above, it is considered separately
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since it is such an important part of the psychiatric literature. 1In
all cases, category formation is involved. What is interesting about
these devices is that in using them, the therapist can make a continuum
out of contrast and thereby negotiate disagreement. Each of these
devices of negative reinterpretation will be discussed in turn.

I turn now to specific excerpts in order to analyze the activ-
ities of category formation and negative reinterpretation and to see
the kinds of hook-upe that are made to allow for these activities to

OCCUrs.

Category Formation

The activity of forming categories implies that it has con-
stituent elements. These elements together form a category or small
package. The entire category can also be part of a larger class or
package illustrated above. I argue for instance, that all the activi-
ties discussed herein are part of a larger category package, disagree-
ing activities. A category includes, however, not Just its parts, but
also thoughts, evaluations, judgments and attitudes about one's category
constructions. The image of a snowball may be useful here. The center
of the snowball is hard, but it gets soft and fuzzy towards its outer
edges. Combined with more snow it loses its original form and becomes
part of something larger. In reverse, the edges aseem to dissolve and
fall off, leaving the holder with only the hard core of a once large
snowball. BSo too categories may be formed and enlarged or made precise
and discrete. The heuristic device of a continuum will be used to show
how category packages "hang together™ and conversely may be stretched

to the point where we have a whole new category. This activity of
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constructing new categories will be considered under "negative reinter-
pretation.” I turn now to a number of excerpts where the category
package is examined by the doctor and patient. In these examples, the
categories "schizophrenic,” "feelings,” "miracle” and "mental illness”
are examined.

In the first excerpt the therapist examines the paychiatric
label "schizophrenic.” He states that the category "schizophrenic"
consists of x, ¥, and z behaviore and in order for him to classify the
patient as schizophrenic, she must meet these criteria. In the excerpt
below, we see this process verbalized and he concludes she does not
meet the test of his definition and therefore must not be schizophrenic.
Jill had been sc labeled during her previous hospitalization and she
was aware of this. Sarah is the soclal worker who referred her. In
line 5, the doctor makes an interpretation about her presentation thus
far. In this example, we see the elements of a category presented.

Example 5: Jill

1. Dr.: I must tell you that although you look schizzy, from the
way you put yourself together, you don't put yourself
together, from my point of view, middle class background,
New York,

2. Pt.: I don't, I haven't been middle class for years.

3. Dr.: What are you?

L, Pt.: Counter-culture. (mumble)

S« Dr.: Counter-culture. But you frankly, you don't talk...schizzy.
You talk like a gal who's got a disturbed set of values,
a stinking image and conception of yourself, a lot of
confusion about your life, a lot of anger which is
distorted from where you've been going. You may turn
out, when I get reports, and I want you to know that I'm
not biased by other people's reports. 1 read them, but

what I go by is me. I'm the seismograph. Do you under-
stand that? This I've learned a long time ago. So you
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look like...a gal who I could cry with, I could cry with

yous I could feel with you, but that alone won't help

you. (small pause) That alone won't help you That

would be like, let's say Sarah's patronizing. It won't

be the same, if you felt it was sincere, when I say that
6. Pt.: I don't see what's schizophrenic about my appearance.

Te Dre: I can’t tell yah. You're not that mch different than a
lot of the younger people today. OK?

8. Pt.: They're all schizophrenic? {(overlap)

9. Dr.: But from my point of view they all look loaded (?} and
schizzy to me.

The therapist uses the patient's appearance as an indicator in the
category "schizzy." However, since she doesn't talk schizzy, talk
being another indicator, he concludes that this category cannot be used
to refer to his patient. In line 6 Jill denies that her appearance is
schizzy, which the therapist later agrees with in line 9, by saying she
looks like other young people of her generation. The patient's line 8
marks the beginning of a confrontation which is not followed through.
{Confrontation will be discussed in the next chapter.} The patient
agrees that she and people who dress the way she does don't care about
their appearance, but disagrees that she and they are schizzy. Further
on in the transcript the doctor comes to agree by saying, "O.K., here's
an area where we'll have difficulties where as a result of my not being
on your generational level, I still have a problem."”

In the next example, the therapist shows Carrie how her forma-
tion of the category "feelings" is incorrect and states that a normal
member's package would include anger. The patient immediately accepte
his corretion, and reconstitutes the package "feelings" to include

"snger. "
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Example 5-2: Carrie

l. Pt.: It hasn't helped them. And one of the things I think
that therapy teaches you to do or helps you to do is is
to learn tc express your feelings and also to learn to
express your anger.

2. Dr.: Yes.

3. Pt.: [And one of these things

b, Dr.: |Lwell, that's interesting. You say your feelings, and

alsc to learn t0 express your anger, &8 1f your anger was
not your feelings, separested feelings and anger. That
must mean something for you.

5. Pt.: 0K, no, anger is a part of feelings.

6. Dr.: It certainly is.

7. Pt.: Yeah.

In Example 5-3 the therapist discusses the formation of the
category "miracle." He does so to show her the dynamics of her behavior.
The disagreement over the use of the word "miracle" is used to illus-
trate how she creates categories which he implies is not how a "normal"
member would. As the authority, his use and construction is the correct
one, This category package 1s interesting because it is not only about
the correct set of elements in the category, but also includes her
attitude toward the category, miracle. Sherry is a veolatile woman in
her mid-30's who has difficulty with relationships. The miracle that
she refers to in line 1 is the fact that she never lost a friend during
the four months when, as she puts it, she was "off her bloody rocker,
obsessed all over the place, pacing and repetitive," and the discovery
that she takes her self-concept from other's attitudes towards her.

Example 5«3: Sherry

l. Dr.: Could you accept that it's not a miracle, but that it's
you, not a miracle, that's responsible?.
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2., Pt.: Me??? (incredulously)

3. Dr.: For finally being open to the data of reality?

h, Pt.: No, I'm talking about the miracle of their staying and
sticking and listening and talking with me, and being...
because that's all out of this, I mean, you must know,
what when that that was all. I'm if I said something,

I said it millions of times, maybe millions, in four
months, I spent all my waking hours repeating the same
things over and over and over, to everybody and anybody
who would listen. And I wasn't open to hearing them.
And then I started_hearing...

S« Dr.: (overlap) {That's not miraculous. That's an
expression of human caring. OSome people call it loving.
Sometimes it is. Now, but we'll call it for the moment,
caring.

The purpose of the therapist's first line is to get the patient to take
responaibility for her improved mental health. She disagrees about two
points: in line 2 her tone of voice expressed incredulity and in line
b again by saying he ascribed to her that she thought her improvement
was a8 miracle; in fact she was referring to her friends' behavicor
toward her in very difficult times. The doctor deftly displayed his
expertise. Since he could not get her to agree and take responsibility
for her improvement, he quickly shifted the agenda to correctly inter-
preting the other people's behavior toward her (line 5). As the
authority he determines the correct reality--her friends' behavior
toward her is an expression of caring. His original intention was to
gshov her how her package "miracle" was incorrect, and how his, as a
normal member, is correct.

In this last example the two spesker-hearers examine the cate-
gory, "being sick," specifically being mentally 1l1l. It also has to do
with the patient's attitude toward a category.

l. Pt.: I said, I am ashamed, I feel the, whatever these host
of feelings are, I let myself down, 1 am embarrassed,
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11.

12.

13.

101

I am ashamed, I am still surprised, the whole range of
feelings, you're not ashamed of me, I'm ashamed of me.
Therefore if anybody's gonna forgive me, it's myself
that has to forgive me., Likewise,

Dr.: Forgive you for what?

Pt.

Dr.:

Pt.

Dr.:

Pt.

Dr.

Pt.

Dr.

Dr.:

Pt,.:

: Being, getting sick.

But there's an implication in there...
: I said...

That being sick...

: [I am ashamed {overlap)

: Wneeds forgiveness.

: 1 said I am, not...I have not forgiven myself. I haven't
made you accept that. I have not forgiven myaelf, I am
still ashamed. That is my distorted perhaps sense of
myself, but nonetheless, that are, those are my feelings.
S0 it occurs to me that until I manage and work through
these feelings for myself, you're saying, why, Sherry,
that's all right. I, I forgive you. Everybody gets sick
once in & while.

: [I refuse to say, "Sherry, I forgive you," hecause there
ig nothing to be forgiven for. I will not play that game
of allowing you to put in my mouth (laughs) that I forgive
you. plI'm not jJoining your bag, that there's something to
be as d of.

Will you let me tell you what I discovered,
(loud) and you might just feel a sense that I found out
something good for myself.

I can hear that you did.

But you keep interrupting so I can't tell you the bottom
line. I know, that from your view I have nothing to
forgive myself for, but to me I do...

In this excerpt Sherry and her psychiatrist disagree about a related

aspect of the category “sickness." That is, they disagree not over the

definition of the category, but over her attitude toward the category;

they disagree if the category sickness needes to be forgiven., While she

originally wanted his "forgiveness,

" ghe now recognizes it must come
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from herself. He denies that the activity needs forgiveness. 1In line
10 the doctor disagrees by saying, "I refuse to say 'I forgive you'
because there is nothing to be forgiven for. 1 will not allow you to
put words into my mouth.”" The patient responds in a loud and angry
tone of voice, "Will you let me tell you what I discovered, and you
might just feel a sense that I found out something good for myself."
Their disagreement has to do with one of the elements in the category
"sickness"” and finally she states, "I know that from your view I have
nothing to forgive myself for, but to me I do." Thus she includes

foregiveness in her packege, but he does not.

Negative Reinterpretation

The process of therapy is a process of re-education whereby one
person's thinking process and category formation process becomes public
and open for disagreement and discussion. As stated, I use the term
"negative reinterpreting” since it is usually the therapist who is cor-
recting, in a sense, disagreeing, with the patient's category formation
and reinterpreting it in a new, healthler way.

These devices form thelr own continuum; each activity discussed
is a broader step away from the original topic under consideration.
Shifting as used here is a broad term, but is not equivalent tc negative
reinterpreting as a whole since it omits the disagreeing aspects of
negative reinterpreting. Shifting includes stretching, funnelling,
making analogles and psychoanalytic interpretation. While these may
not be the only devices used, these are the ones I found in analyzing
these transcripts. Stretching and funnelling are directly related to

the category in question. The shift can be minor as in stretching or
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involve funnelling into a whole new category; that is, moving from the
specific to general or vice versa. Analogy is a much larger shift and
involves creating its own category package which is parallel to the one
under consideration. Psychoanalytic interpretation involves its own
language and thus is an extreme kind of analogy and hence, shift. This
language, which makes use of the conscious and unconacious as bases

for behavior, is the foundation of psychoanalysis and well known to
practicing therapists. Thus making psychoanalytic interpretations and
attempting to get the patient to agree to them, is an attempt to teach
the patient a new language and agree that it is a valid one. It is
also an extreme shift from the category in question. However, as a
device, it can be used to do positive relnterpretation as well as
negative reinterpretation, although it is most frequently used in
negative reinterpretation in psychotherapy. Analytically, negative

re-interpretation can be viewed as follows:

Disagreement
) ) 0
Contradlction Negative Confrontation
(see Ch. 4) Reinterpretation (see Ch. 6)
shifting
—

closely related not as closely

to category under related to category

consideration under consideration
astretching ~-~-> funnelling analogy -~=> psychoanalytic

(longer stretched) (a parallel case) interpretation

(a parallel language)
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The tree diagram above shows the relationship of negative reinterpreta-
tion to disagreement. It is one kind of disagreeing activity. In the
remainder of this chapter I examine stretching and funnelling which
are kinds of shifting that are closely related to the category under
consideration and analogy and psychoanalytic interpretation which are
more removed from the category under consideration. They are each ways
of doing shifting, essential to the activity of negative reinterpreta-

tion and hence, dlsagreement.

Closely Related Shifts

The concept of category implies constituent elements and
therefore a package. The two speaker-hearers can disagree about the
elements that go into forming the package or the appropriate attitude
toward a construction. Heuristically, it is conceivable that if enough
new elements were included, we would have an entirely new category. A
category must then have boundaries. It is possible then for the two
participants to disagree not only about the elements which constitute a
category or package, but to also dispute the boundaries of any category.

I again refer to the snowball image. It may be enlarged
glightly or atretched; or, may be used in a materially different way,
such as to make a snowman or igloo. Such substantial shifts I refer to
as funnelling. The difference between stretching and funnelling is one
of degree and therefore not easily distinguishable in the middle range.
However 1 retain the distinction since a small overlap or stretch can
easily be discerned as well as a qualitatively major one. The differ=

ence will be clearer upon examining the excerpts.
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The therapist negotiates disagreement by verbally re-creating
the patient's categories as parts of different or larger or smaller
packages. Since the therapist disagrees with parts of the patient's
constructions, I call this activity negative reinterpretation. The

activity is available to both participants.

Stretching
I begin this analysis of negative reinterpretation with the

notion of a continuum where the categories are reinterpreted by using
stretching. Consider the following examples from Jill and Dan.
Example 5=5: Jill
l. Dr.: How come, you didn't call?
2. Pt.: 'Cause I didn't care anymore.
3. Dr.: You what?

4. Pt.: Because he |her fether] was the one who wanted me to
come. I didn't, particularly want to come,

5. Dr.: In other words, you're not here because you want to be.

6. Pt.: I don't really know.
In this example rule #1, you must want to get well, is examined. There
is an implicit disagreement between the doctor and patient because from
his point of view, she should be here because she wants to be. The
patient's "I didn't particularly want to come" of line 4 is her ampli-
fication of "I didn't care anymore" of line 2. The doctor then reinter-
prets her amplication "I didn't want to come" into "I'm not here
because I want to be here." While these statements are almost reverse
gldes of the same category, this stretch provides the doctor with an
opportunity to ascertain if she is in his office for a consultation

completely against her will or not. Since the patient does not reject
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his reinterpretation directly in line 6, some agreement to his state-
ment 1s implied. At least some part of her does not wish to be in his
office. The doctor must discover through her statements if any part of
her, i.e., the healthy part in her, recognizes the need for therapy and
wvants to be there.
The doctor makes other leaps on the continuum with the same
patient,
Example 5-6: Jill
l. Dr.: Whether they take you or not, I would tell them to throw
you out, if you say I can't get out of bed. That's utter
nonsense. The real answer is I won't. Right?
2. Pt.: Yeah.
The doctor connects can't get out of bed with won't get out of bed and
the patient accepts this connection.
The doctor continues with Jill below:
Example 5=T7: Jil1

1. Dre.: Now we're back to I can't. Now look, I can't accept
I can't,

2. Pt.: So I won't. Well, I've tried.
3. Dr.: Say up till now I haven't been able to.

h, Pt.: All right. It's the same thing. Able is the same as
can't.

5. Dr.: No, it's not. Uh, uh. I can not is a statement which
implies a finality, a not trying, rather than, I haven't
been able to make it up to now, but I'd 1like to. Would
you like to?

6. Pt.: Yeah.

T. Dre.: That's a different statement. I like to help people who
like to. (pause)

In example 5-T7 the two participants disagree and the doctor shows the

patient the links he is making conversationally. In line 4 the patient
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attempts to connect two ends of a continuum within the category getting
out of bed including the elements can't, tried, not able, wvon't. The
doctor as the authority does not accept her category formation. In
addition in this example, I infer that the doctor is checking out her
degree of motivation to be there and whether the all important rule of
wanting to get well is in operation. Its corollary that she must do
everything she can in order to do so, suggests a docile patient who
would respond to the doctor's request in line 3, "say up till now I
haven't been able to," by repeating in line 4, "up till now I haven't
been able to." Conceivably the doctor could then reply in line 5,
"that's better." She would appear tc be cooperating. Instead she
rejects his request for demonstrating cooperation and offers her
category package, which he rejects. He refuses to accept the stretch
from not able to can't.

In another excerpt, the doctor confronts the patient and
disegrees indirectly. He does not disagree with any part of the given
remark, but with something else related to that remark. That is why
this example is discussed here, although it will be presented again
in the next chapter.

Example 5-8: Jill

1. Pt.: I don't--have muche-faith--in therapy or anything any
more.,

2, Dr.: You don't have any faith in anything?

3. Pt.: No.

b, Dr.: You want to live? Or you want to die?

5. Pt.: 1 don't want to die; I'd be dead. (very low voice)

6. Dr.: OK, so there's obviously some evidence that you want
to live. Is that right?
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Here the therapist does not disagree with what the patient actually
said. Rather he stretches it, exaggerates it, by substituting "any
faith" for "much faith." In line 4, "any faith" is stretched to such a
degree, beyond the ends of the continuum inte a whole new continuum of
"living"” or "dying." This extreme shift may be considered a funnel.
However, the patient does not comment upon any of the shifts which the
doctor has made, The doctor has made Jill's remark in line 1 out to be
"worse”" than it really is and then he proceeds with the confrontation

routine.

Larger Stretches--Funnel

In the next group of examples the "stretch™ is much greater and
therefore 1 use the word "funnel" to describe the largest stretches or
shift from one category to another, substantively different or larger
category.

In the next few examples from Dan we again see the doctor
utilize more extreme stretching and the patient use an invitation to
balance in the activity of negative reinterpreting.

Eample 5-9: Dan

1. Dr.: ...What is, what, Do you feel that you Alice is ready to
leave therapy, right?

2. Pt.: Yeah, I think that she's about got out of it, what she's
going to get out of it.

3. Dr.: 8o you're really saying that you don't have much hope
for her to go further.

4. Pt.: All I can do is compare her to the a-average person in

life. And I'm saying, we can't build supermen. She's
going to have these angers and the rest of her life.
She's not going to completely divest herself of them,

5. Dr.: Of what?
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6. Pt.: Of her volity. [volatility?]

T+ Dr.: The goal is not to divest herself of all anger. The goal
is to be able to be free to be angry or tender or loving,
when that's what's what's appropriate. Appropriateness
is the goal.

In the first line the doctor seemingly asks a question by making a
statement and slips in the word "you" instead of Alice. However the
patient understands what the therapist sald by responding that, yes, he
thinks Alice, another patient, has gotten all she can out of (group)
therapy. The therapist reinterprets this to "so you're really saying
that you don't have much hope for her to go further." The therapist
moved Dan's statement in line 2, an unmotivated description to a
motivated "dig" in line 3. He has stretched the category "ready to
leave” to be very broad, but the patient does not comment on this
shift. Instead Dan continues by explaining what he means in line 4
and displaye his implicit assumption that Alice should get rid of all
of her anger. After the misfire in lines 6 and 7 which needed to be
cleared up first, the therapist in line 7 displays his expertise by
teaching the patient one of the goals of therapy: “appropriateness
is the goal."

The next example of negative reinterpretation vhere the device
of shifting is used again comes from Dan a little later on.

Example 5-10: Dan

1. Pt.: I Just don't think you're gonna get too much further with
a person like

2. Dr.: Well, maybe she'd be pleased to hear you ssy that she's
gone about a8 far as she can go, and she ought to leave.

Again Dan doee not disagree with the satretch that the therapist has

made, However their negotiation about the amount of progress Alice has
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made ends later on with the doctor saying, "...You may be right. But
let's explore it in groupe....Everybody agrees and she agrees} then that
takes care of it. And we might have quite a leave by the end of June.”
What is interesting is that the therapist has relinquished some of his
authority by saying let the group be the arbiter of the degree of
Alice's progress. Dan responds with a disappointed "oh."

Excerpt 5~11 from Dan illustrates the device of the funnel in
shifting. Dan has stretched "getting any better"” to "crazy."” The
therapist then stretches or funnels Dan's remark into a whole new
category of arrogance.

Example 5-11: Dan

1. Dr.: So we have to find out her expectations in this? What
she wants?

2. Pte: Yeah. And I'm gonna tell her, if she thinks she's gonna
get any better, she's crazy.

3. Dr.: Now that's arrogance. See how you shift upstairs.
Instead of questionning it, and leaving it, you then
shift upstairs. Like if you think you can get any
better, you're crazy. That's condemning her! (loud)
That's condemning her to whatever hell she's still
living in.

In Example 5~11 the therapist does not disagree directly, but rather
reinterprets the patient's remark as arrogance. The therapist then
goes on to accuse the patient of shifting upstairs, but that ie what
the therapist has also done by funnelling Dan's description “erazy"
into a new and different category, "arrogance.” In using such a
funnel, the therapist has pointed out what the patient is doing rather
than disagreeing with him directly. In a sense, it is a kind of inter-
pretation on the "how" rather than the "what" of the patient's behavior

and is part of the therapist's task. Using negative reinterpretation



111

the therapist often moves from the concrete data presentation to a

discussion of the method-~how the patient is speaking or acting. This

is a move from rule #5--present perscnal material to rule #h--learn

about therapy, in this case metacommunications.

Excerpt 5-12 continues the discussion on Dan's arrogance. It

is stretched even further, incorporating arrogance with other attributes.

This last stretch is the doctor's categorization.

Example 5=12: Dan

l.

2.

9.

10.

11.

12.

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

But they're only human, and they can only go so far.

Yeah, but I, I, I've never seen any human being who's
gone as far as he can go. I've never met one person
vho's gone all the way.

Right. But you are not capable of ma.kingl.these people...
Go all the way?
Leading (?) them.

No-o I can't, I I can't make myself go all the way yet.
How can I do it for anybody else? But I can help people
find a road to keep going for themselves. And a pattern
and a process, That's what's my, that's how I see
myself., I can't go all the way.

Yeah, well, I just think that she's gone about as far as
she can go.

You tell her, but I say, instead of you're this, and
you're crazy if you think you can go any further, that's
fucking arrogance.

he, he (laughs)

And belittling and cynical. Don't you see it—-it's
demeaning, it's, it's, it's not so

It expresses very strongly my feeling that people are
human.

Yeah, but I believe they're are human too, and they can
go a8 far as...
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This excerpt begins with the patient's invitation to balance in line 1
--80 far, along one end of the continuum. The therapist responds to
it in line 2--ag far. The continuum is along the line of how far can
people go in therapy and they are attempting to negotiate the distance.
In line 4 the doctor asks if it is permissible to stretch "so far" to
"all the way." Perhaps the patient nodded, but the therapist responda
ag if that i{s Dan's position, even though in line 1, Dan stated people
can only go "so far." In line 6, the therapist uses this exchange to
teach the patient about therapy, its goals and his role in 1t. Dan
repeats his contention on the distance in line T and here the therapist
responds by reinterpreting his position (she's gone about as far as she
can in therapy) to mean that Dan is saying Alice is crazy if she thinks
she can go any further., The therapist then defines Dan's behavior as
arrogance. He has raised Dan's comment into the new larger package
consisting of arrogant, belittling, cynical and demeaning. Dan doesn't
disagree with this reinterpretation and the two continue disagreeing
until the end of the session. At the very end of their sesaion, they
agree to continue disagreeing as seen below:

Example 5=13: Dan

l. Dr.: So. You listen to whatever statistics and people you
want. Believe what you want. And that's what I do.
But I keep golng on. I keep trying.

2. Pt.: Listen, uh do I have the appointment next week?

3. Dr.: Yeah.
The segeion ends ag do all others, with the exception of a last session,
with arrangements made for the following one--very practical considera-
tions. It ends with the therapist again explaining his own goals in

therapy.



113

In another part of Dan's therapy session, the therapist also
uses a funnel by pointing out a specific instance from the patient's
general statement. Here the therapist again moves from the presenta-
tion of material to & correction, part of the teaching that he does.

Example S5-14: Dan
le Pte: sesYou know why I was revolted, '‘cause there I'm Just
sitting there and I'm, 1 don't relate to the vhole damn
thing. I felt like saying - bunk, I felt like saying
2, Dr.: Why didn't you say it? You're very much related to the
whole thing. You're very angry about lots of things that
are going on. That's related.
In this example of disagreement the therapist disagrees by reinterpret-
ing Dan's statement. Dan's "I don't relate to the whole damn thing" is
an invitation to balance, at the extreme end of the continuum. The
doctor disagrees that he doesn't relate by pointing out an exception
to his statement, he relates by feeling angry. The doctor has fun-
nelled Dan's statement upward into the larger category--relating vhich
includes feeling angry. The therapist has broadened the category
package proposed by Dan. Being angry is classified as one way of
relating to what's going on in the group. This way of disagreeing
corrects Dan's extreme stand to--I relate to some of it; I get angry.

As noted earlier, we are always subject to being disagreed
with. However, we do not know what direction this disagreement will
take. Thus using funnelling into a larger category does not tell us
wvhat connection the person who refutes will make.

In this next excerpt we again see the negotiation of disagree-
ment with the use of categories, stretching and funneling. The thera-

pist connects some ldeas vhich on the face of it have no connecting

link. However the second speaker-~hearer does not object to the
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connections and the therapist uses these links to make interpretations

and display his expertise.

Example 5-15: Dan

l.

2.

6.
T,
a.
9.
10,
11.
12.
13.
1k,
15.
16.
17.
18.

19.

Dr.:

Pt.:

Dr.:

Pt.:

Dr. H

Pt.:

Dr.:

Pt.:

Dr.:

Pto:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Now that's the important thing. What's your need to

I want to belleve it.

What is your need to believe this?

I want to believep'cause then I can be angry with you.
[;ecause then you can be angry with me.

You know, if you weren't so angry with me, and you liked

me, you'd have to feel tender. That would be awful,

wouldn't it.

Yeah.

You'd have to trust me and feel tender.

I couldn't do it.

I wasn't a bastard. I wasn't just a bastard.

Well

It's hard.

You're right.

Then I might turn on you. Then I'd be a bastard.

Yeah.

It's disillusioning.

Yeah.

It'e pretty crucial, whether you can take that chance.

Well, I can't take it really, obviously I can't. I have

Well, you did though. There are many tender moments

that come through between you and me. Or they, don't
you know? They must sneak out. Despite yourself. I
have many tender feelings with you. And you are tender
with me at times. It's usually begrudgingly, but not
always. It's like it's hard for you. And it isn't
always that way. Isn't that where we are?
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20. Pt.: 1 don't know. I'll have to hear myeelf on tape.

21, Dr.: All right. I'll try to pick out some spote where you
come through, tenderly, you Just did a moment ago

22. Pt.: Well, maybe, but

This excerpt begins with the therapist asking for a reason for
the patient's need to belleve that the co-therapist, the psychiatrist's
wife, gets dragged down against her will to group therapy sessions. .
The patient provides the answer in line b--go that he can be angry with
the therapist. In line 5 we have the first aspect relevant to this
chapter--the formation of categories and stretching. Implicit in this
discussion is a dichotomy of "soft" and "hard™ as polar ends of a
continuum. While the items are not interchangeable, the therapist
treats them as if they were and the patient makes no objection to these
gwitches. So for instance, anger, tough, distrustful forms one package
and passive, tender, trust forms another. The therapist thus stretches
and reinterprets: "If you weren't so angry" (on a scaled continuum)
to "and you liked me," then (he stretches again) "you'd have to feel
tender.” The invitation to balance "so angry" is not taken up by the
patient. Feeling tender however is what the patient said previously he
didn't wvant to do and the therapist had already sald tenderness is one
of the goals he strives for in himself and his patients. An implied
disagreement exists between them. The therapist classifies and attempts
to connect two categories "you'd have to trust me and feel tender"
which on the face of 1t are not connected. Such a reinterpretation
is important because the therapist as the expert and authority made
connections which were not questioned by the patient. Dan would be

questioning the therapist'’s expertise had he done so. However, if
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Dan had made such leaps the therapist could always interject and ask,
"How can you do that?"” The patient under rule #3, be yourself, could
have done so as well, but chose not to. Therefore the therapist's
reinterpretation is tacitly accepted.

Lines 7-14 also deal with categories and shifting; this time,
however, the therapist uses a funnel to make a category package. He
connects "trust me" with "feel tender" and then puts it into the larger
category of "wasn't a bastard or just a bastard." Trust and tender,
as stated above, were already implicitly connected by the therapist.

He has now funnelled this package to include the opposite of bastard
or only a bastard. The therapist is trying to ultimately broaden the
patient’s horizons of acceptable emotional responses and to show him
that the responses can range from one end of a continuum, "a nice guy,"
to the other, "a bastard." The therapist makes these leaps which Dan
tacitly accepts by not disagreeing or noticing them. In line 13 the
therapist makes an interpretation on the dynamics of their relationship
(rule #4) which the patient agrees with: "If I wasn't just a bastard
in your mind and you trusted me, I might turn on you and 1'd be a
bastard," confirming Dan's fears.

In the last part of this excerpt (lines 17-22) the therapist
attempts to get agreement between them. Line 18 is a refutation of
line 17 with the therapist saying it's pretty crucial whether Dan can
take a chance and trust and feel tender towards him. There is an
implication that he ought to. The patient replies in line 18 that he
can't and the therapist contradicts him in line 19 saying he did. The
patient's line 18 makes it seem from his point of view that this is a

technical failure on his part. It is the therapist's task to get him
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to accept the position that he 1s disagreeing. The therapist implles
he should take these chances. He then denies Dan's "technical incapac-
ity" by saying that perhaps unknowingly, he already did. The therapist
tried to get agreement that tender feelings sneak ocut sometimes without
the patient being aware of it. This time Dan neither agrees nor dis-
agrees, but holds up the process by saying, "I don't know" and asking
for evidence, which the therapist promises to find for a playback for
him. Dan's equivocation ends the negotiation process. His line 22 is

an apparent agreement, but actual disagreement.

Shifts Removed from the Original Category

In this section analogy and psychoanalytic interpretation will
be consldered. They are shifts which are more removed from the original
category under consideration than stretching or funnelling. As such
they are termed indirect. Nonetheless, they are both devices used in
doing reinterpretation, and are therefore examined here. Of the two,
psychoanalytic interpretation is even further removed from the original
category. Thus, of the four activities under consideration here, the
continuum moves from stretching to funnelling to analogy to psycho-

analytic interpretation. Therefore, they are discussed in this order.

Analogy

Making an analogy is a technique used to compare two topics
that are different on the surface, but are similar in some waya. The
analogy consists of category packages itself. Logically, it is a form
of inference in which it is reasoned that if two {or more) things agree
with one another in one or more respects, they will {probably) agree

in yet other respects. One speaker gets the other to agree with the
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analogous example in order to point out the inconsistency in the first
speaker's presentation. Using an analogy to disagree 1s an indirect
form of disagreement since the topic itself is not disagreed with
directly. Thus it is less direct an activity than examining the
original category itself or stretching or funnelling from that category.
It is more direct, hovever, than making a psychoanalytic interpretation.
Analogy is a special kind of shifting.

In excerpt 5-16 we again see the use of the funnel and Dan's
use of an analogy.

Example 5-16: Dan

1, Pt.: ...You'e a master, you're a master of making the most of
a situation. You'd be a great preacher. You can, you
can draw moral lesscns from anything that happens. You
know that?

2., Dr.: Hm. Really?

3. Pt.: Yeah, a you can, you can construe things, you can make
it, sound you know even credible, you, even plausible.
You could even, you can make, you can make the sky turn
black, If you said, the sky is black, hu, ha (laugh)
people would believe you.

4L, Dr.: How could I do that? (he sounds pleased to me) How do
I do it? What do I do?

S« Pt.: You talk very well. Let's put it that way. You talk
very well, and you talk spontaneously and it sounds very
sincere. That's why, you know, you have this a=remark-
able a rapport with the group. That's vhy they respect
you. Otherwise you wouldn't get to first first base with
this group, or with anyone for that matter. Because you
have, have a tone of sincerity in your voice.

6. Dr.: Are you implying that it isn't sincere, now?

T. Pt.: No.

8. Dr.: Phony.

9. Pt.: No. No. A lot of the time it is sincere, but a I,

sometimes I Just don't see how the hell you turned that
around. You know, it's like
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10. Dr.: That's, 80 I do try to see the other side of things.
Huh?
13« Pte: Ha, ha, aha. (big laugh) You see, there you go again.
12. Dr.: Well, then
13. Pte: I didn't say that, but you said, you turned it

4. Dr.: You said I turned them arocund. I said I tried to see
the other side.

15. Pt.: Heh, heh, heh. (small laugh) Yeah.l.
In this excerpt Dan makes two analogies. The first is in line 1 where
he compares the therapist with a preacher. They both draw moral
leasons from anything that happens. The aecond analogy occurs in line
3 where Dan compares the therapist implicitly with a magiclan. They
both can make the sky turn black. This is said laughingly, and he
amends his statement and hence his category to--people would helleve
the therapist if he said the sky is black. However, in line L the
therapist sounds pleased to me that so much power has been attributed
to him and asks Dan how could he do that. The doctor's question is a
difficult one to answer, and Dan does so in a general way, saying, "You
talk very well." In fact, the therapist accomplishes his "magic" by
being an accomplished speaker, using the devices discussed herein.
In line S, Dan shifts "yocu talk well"™ to "it sounds sincere." The
therapist questions this aspect of Dan's category and asks if it only
sounds sincere and 18 not in fact sincere. The important line is line
9 where Dan responds--"no a lot of times it is sincere" {implying that
sometimes it isn't) and explaining, "I Just don't see how the hell
you turned that around." The doctor then reinterprets "turning that

around”" to "seeing the other side of things." This is verified in
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lines 1l-14 and the patient laughs because the doctor has given him
an example of exactly what he was talking about.

The next example is & confrontation. However it is presented
here since within the confrontation, an analogy is used. In this case
the analogy is & comparable situation in a parallel case. The disagree-
ment is indirect and subtle., The example comes from the Talmud.

Example 5-17

The Emperor said to Rabban Gamaliel: "Your God is thief, for did
He not cause Adam to fall asleep and then steal one of his ribst"

At this the Rabbi's daughter interrupted and cried to the Emperor
to send for the police.

"What has happened?" asked the Emperor.

“"A thief entered my house last night," she replied, "and took away
a silver pitcher; but left a gold one in its place.”

The Emperor said: "Would that such a thief would come to me every
night . "

Whereupon the daughter of Gamaliel replied: "Why then do you

decry your God? Did he not steal a rib from Adam only to enrich

him with a wife?"
The daughter could simply disagree and say that '"real" theft is not
involved when the person replaces the "stolen" object with something
more valuable. That would express the nature of her disagreement,
clearly an indirect one. This also gives us an idea of her definition
of the category of "theft” which becomes apparent through the analogy
of God and Adam's rib. Clearly she starts out from "left field”
inducing the Emperor to agree with her interpretation in a parallel
case that he doeen't recognize as parallel. Thus, when the listener
detects that he has a disagreement with something the speaker says,

that disagreement may be quite far in a direct logical sense from what

the speaker said. The listener disagrees with a more general category
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in which the specific statement fits. The daughter does not attempt
to disagree with the emperor's claim that her God was a thief {though
she certainly would disagree with that). Rather she disagrees with the
general claim that theft is always involved when something is stolen.
Thus, an analogy was used in the process of doing negative reinterpret-
ing. Analogy is thus a special kind of shift.

The next example of reinterpretation from Carrie focuses on the
category--giving in to him sexually. From her point of view this is
feminine behavior; from the therapist's, it is a kind of prostitution.
The therapist uses the analogy from a book he asked her to read to her
behavior. It is in his use of the analogy that he makes an interpreta-
tion. The disagreement 1s implicit in their conversation as they each
present their own point of view, Throughout Carrie says, "yeah, yeah,"
as a speech habit; at the end of the excerpt where she seems to agree
with the therapist's interpretation she agrees by saying, "uh huh,
right."

Example 5-18 ~ Carrie

l. Dr.: «o¢e80 your answer was at yourself and at him, pushed
down, and it comes out now in your tears. Do you
understand that?

2. Pt.: Yeah?

3. Dr.: Do you?

L, Pt.: No.

Se Dr.:[!bu don't understand that.

6. Pt.:&Yeah, but I had good sex with him. I mean, my sexual

fantasies with him were, I mean, fabulous (snort). I
mean, here I1'd found somebody to take care of me and
he would, I mean, I had great sex with him (snort) at
times, you know...

T. Dr.: At times.



9.
10.
11.
12.

13.

14,

15.

16.
17.

18.
19.

20.

2l.

22.

23-

24,

25.

26.

Dr.:

Pt.:

Dr.:

Ptc:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pto:

Dr.:
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Yeah but then there, I still have trouble accepting it.
I have to think about 1it.

You have trouble accepting what?

The fact that my acquiescing, my giving to him sexually...
When you didn't want to

Yeah. Uh, uh, I somehow always that that was feminine.

That's if you love a man and you're not feeling sexual
and

Yeah,

Your love 1s of such a nature that in loving him you
give your body to him and yourself to him and

Yeah.

You Join him sexually even though you don't feel it, but
you

Yeah.
Do it lovingly.
Yah.,

That's not prostituting yourself. When you give it to
the man

Because I'm afraid of losing him

In anger, or for fear of not getting the money, or
being abandoned financially, which is what prostitution
is, isn't it? To do it for money? Whether it's pure
money or security in the form of the rent or something
else.

Yeah

It's a form of selling your soul. I'm not trying to
call you a whore in that sense, that it'll make you feel
vorse, Do you understand? But nevertheless when we
sell ourselves for money we call it whoring. I'm not
ashamed to look at myself at times when I feel that I
may be selling my myself for money.

Yeah, yeah.
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27« Dr.: I say, "Gee, is that what I'm doing here in this situa-
tion?" I'm kissin' ass,

28. Pta: Yeah.

29. Dr.: Or do something because the goal here is either power or
glory or money or something. Is 1t really what I want?
How far will I sell my soul, my integrity?

30. Pt.: To get that, yeah.

31 Dr.: To do it? That's why I wanted you to read that book,

The Wild Ass of Skin, which had to do with selling
oneself. Do you remember?

32. Pt.: Yeah, yesah.

33. Dr.: For a wish and a vant, and losing one's self in the
process.

34, Pt.: Yeah, because it, but then you don't even know what you
want after a while. {snort) Yeah, I see that.

35, Dr.: Particularly if when when you want, it comes to you
without a struggle, you just wish it and it comes, huh?
Magical.

36' Pt.: Yeah.

37+ Dr.: When you struggle for something you may get clearer
about what you want.

38. Pt.: Uh huh, right.
The first six lines have to do with her understanding of the explana-
tion he gave of the dynamics of her tears in line l. ©She says she has
difficulty accepting the idea that giving into her boyfriend sexually
was not acceptable behavior. She states that she thought that that was
feminine. He corrects her YLy adding "when you didn't want to" {lines
10-11). He agrees with her, but specifies "only if your love is of
such a nature that you do it lovingly, then it's not prostituting
yourself." He expands the conditions under which her assumption is
true, and she comes to realize, through the two analogies about himself

and the book he recommended, that she is doing it because she 1is afraid



124

of losing her boyfriend (line 22). He classifies certain behavior as
whoring (line 23) and she accepts his redefinition (line 36). So in
this excerpt the therapist has used analogy to re-create a category

for the patient and thereby make an interpretation, displaying his
expertise. In addition, by using his own behavior as an example of
analogous behavior, it mitigates the strength of his analogy. After
all, he has compared her sexual behavior to a kind of whoring. Using
himself and the behavior of the main character in the book he recom-
mended, shows Carrie that she is not the only one who has acted in this
wvay. The patient seemed to accept the reinterpretation of the category
and thereby her behavior.

In this last example of the use of analogy, the patient intro-
duces an idea (becoming a slave)} as analogous to her behavior, and the
therapist presents another analogy (Russians use soap) to show her that
her analogy and therefore behavior are incorrect. The patlient also
moves from rule #5, presenting material, to rule #i, learning the goals
and rules of therapy. She shows that she knows at least one of the
rules of therapy by using it appropriately. The exchange ends in line
10 with the therapist being silent and then he changes the topic.

Example 5=19: Jill

l, Pte: But I feel in pleasing them, I become a slave. I don't
see any alternatives.

2. Dr.: Yeah, but you see,

3! Pt.: yu

4. Dre.: But if I told you that I believe that because the
Russians use soap, if I use soap, I'm a slave to the

Russian system, would you say I was a nut or I was sane?

5 Pte: I admit that it's ridiculous.
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6. Dr.: Of course it is. ({(a lot of overlap)
T. Pte: I'm not arguing that.

8. Dr.: 0.X.

9., Pte: I'm Just telling you how I feel.

10, Dr.: umhm. (long pause} Do you want to close that? (He
refers to the door. Another door slams in the back-
ground, other noises) Now look, why don't I..., you
can ask me any questions you want about me. I don't
know much about you yet...

The doctor uses an analogy to show Jill how she connects her ideas in
crazy, i.e., non-logical ways. However, Jill points out quite correctly
that she is not arguing that that is acceptable behavior, rather that
that is how she feels. She moves tc a "higher" level by not discussing
the issues, but by discussing the "process” of what she is doing: the
how instead of the what; she has moved from rule #5 to rule #4. The
doctor accepts this in his "OK" (line 8). The patient’s line 9, her
reference to her feelings, substantiates her correctness in this
discussion. She is smart encugh to know that in a psychiatrist's
office one's emotional state 1s the appropriate toplc for discussion
and also part of the be yourself rule (rule #3).

This example is also interesting because we can also see in
line 5 the double bind for the patient and the operation of the cooper-
ate rule, rule #¥2. The doctor offers her a choice, "would you say I
vas & nut or sane, if I said if I use soap, I1'm a slave to the Ruasian
system because they do." However, if she chooses sane, then as members
of the American culture, we would know that she is insane, because that
is obviocusly not so. If Bhe chooses a nut, she must acknowledge, by

analogy, that her own behavior is nutty. Presumably the doctor does

this to encourage the patient to see how foolishly she is behaving. He
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is truly trying to talk her ocut of it. Instead she says, "I admit that
it's ridiculous.” The use of the word "it" 1s vague and could refer to
her behavior, her thoughts, her analogy to slave, or his analogy to the
Russian system, or to all of these, This permits them to continue
talking as if there was a shared understanding as to what is meant and
a sharing of possible alternative forms of action. 1In addition, the
doctor's "of course it is" in line 6 is said in a loud tone of voice.
On a verbal level it appears he is agreeing with her. On the nonverbal
level, he acts as if there were disagreement between them and inherently
in the situation there is. She is saying, this is what I'm doing, and
he is saying, that's foolish; let's learn how to change it.

Thus, in these examples we can see where the use of analogy 1s
available to both patient and therapist. The analogy has elements of
a "package" in its own context. It is & kind of stretching of the
category and resulting shift into a whole new, yet comparable, category.
The therapist uses analogy to reinterpret the patient's categories and

thereby influence and change the patient's attitude and behavior.

Psychoanalytic Interpretation

I turn now to the last device discussed in the activity of

negative reinterpretation and that is psychoanalytic interpretation.
The psychoanalytic interpretation is the most indirect of the strate-
gies as it is the most removed from the original category under con~
sideration. The psychoanalytic interpretation is based on a language
of 1ts own. Developed by Freud, it makes use of conscious and uncon-
scious motives, the concepts of the id, ego, and superego, Oedipal and

Electra Complexes, transference and counter-transference, among other
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concepts. The peychoanalytic interpretation need not be made using
these terms. Thelr use would depend on the patient's familiarity and
even more s0, on the therapist's intellectual orientation. This
therapist's orientation is based on a neo~Freudian theory of psycho-
dynamics, specifically that of Karen Horney. Therefore his psychoana-
lytic interpretetions are not necessarily in the language of Freudian
analyeis. The psychoanalytic interpretation is similar to an analogy
to the patient's behavior, but is based on a different idiom. The
therapist uses such interpretations to get the patient to accept the
different interpretation of his present behavior as appropriate and
thereby want to change towards a more satisfying way of life. It
also displays the therapist's expertise. If the patient accepts the
therapist's interpretation, then presumably he would view his behavior
differently, and therefore, want to change. That is, he would choose
to reconstruct his category packages. It is up to the patient to
accept or reject the psychoanalytic interpretation.
Pasychoanalytic interpretation is another way of doing negative
reinterpreting. Let us consider the following examples:
Example 5-20: Carrie
1. Pt.: Well, you know. I alweys vwent. I always went. I always
um {crying) totally tossed out a guy out of my life
bhecause wouldn't give me security, because he wouldn't
fulfill or because he wasn't my type, or had had to
fulfill all those things.
2., Dr.: He wouldn't perfectly fill the bill, right?
3. Pt.: Right, because he...
4. Dr.: And that's some bill of particulars. Right? (Pt. nods
head?) Now let's get that bill of particulars. A, he

would have financial security, right?

5. Pt.: Not necessarily.
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6. Dre.: And he would take care of you.
T+ Pt.: No, not necessarily.

8. Dr.: No, what then?

9. Pt.: Peter wasn't financlally secure.

10. Dr.: Wwhat is the bill of particulars?

11. Pt.: (erying) That somehow I would be sure he’d be around
all the time. I mean, when I met Peter, my husband, he
was making very little money and he was an alcoholie,
but I Just felt that he was emotionally...

12. Dr.: Dependent.

13. Pt.: Dependent on me, and that he loved me.

14. Dr.: That would be your security blanket. You would find
a dependent man.

15. Pt.: I know it doesn't work.

16. Dr.: You would be supported by finding a man you could
support. Right? Now I just want you to hear it as
I say it out loud. Is that right?

17- Pt.: Um hume.

18. Dr.: You would create a nice neurotic interaction with a
weak mAn.

This excerpt is about the qualities Carrie desires in a man. She
begins in line 1 with the category of "desirable man" and lists related
ideas, 1.e., give me security, wouldn't fulfill, wasn't my type, ful-
£1i1l all those things. In line 2 the therapist summarizes this using
an extreme--perfectly fill the bill, suggesting that perhaps she 1is
being too rigid. In line 4 the therapist guesses at to what that bill
of particulars is and he guesses incorrectly. It is as though based

on his experience, he can make an educated guess at to what the bill of
particulars of this "type" of person might be or perhaps he thinks he

has heard them and is stretching her description of line 1. Thus he
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checks this out twice (lines 4 and 6) stretching "security" to "finan-
cial security" and "fulfill" to "he would take care of you." This is
the therapist's category construction for "desirable man." However, he
checks this out to find ocut that these are not her package in line 10.
After he hears her description in line 11, he hears of ancther "type"
and so based on experience, he offers another interpretation in line
1hk: "That would be your security blanket. You would find a dependent
man.” When that interpretation is not rejected in line 15, he takes

it as an agreement and offers a full~blown interpretation that makes
clever use of the word "support": "You would be supported by finding
a man you could support.” Carrie agrees with this and in line 18 this
same interpretation is reworded in psychiatric language: "You would
create a nice neurotic interaction with a weak man." Thus using a
check-out procedure in lines 4, 6, and 8 he proceeds to question the
category package presented by the patient in line 1. It ends with a
psychoanalytic interpretation which results in the patient questioning
her category. In making such an interpretation, the therapist displays
his expertise and by questioning her package, illustrates his disagree-
ment with that construction. He has negatively interpreted that cate-
gory both psychologically and linguistically. The therapist's play on
the word "support" displays his facility with language.

In the next example, from Dan, the category "perfect human
being" is discussed. Both the patient and therapist use extremes, at
the ends of the continuum, which makes their statements sudbject to
the funnel process, that is, a re-interpretation into a wholly new
category. Instead, the therapist chooses to move from the content

of the talk (rule #5) to making & psychoanalytic interpretation (rule
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In so doing, he demonstrates disagreement with the patient's

category formation.,

Example 5-21: Dan

1.

2

5.
6.

Q.

DI‘.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

Pt.:

Dr.:

+seln other words, if it's true, that I'm seeing her with
old eyea, I'd like to get over that, I don't want to
keep seeing her with old eyes.

Yeah, but the girl has been coming here for three years,
don't you, and she's and she's obviously making progress,
from what she talks about,

Yeah,

I mean she's not going to be a perfect human being. In
fact, she's better off than the average schmuck on the
street. But you're not satisfied. You, you refuse to
pee that she's healthy. I, I re, r, I, really think that
you're afr, you're not afraid. For some reason, it, 1t
isn't conducive for this group for one perscon to get
healthy and leave it.

Where did you get that idea? Where'd you get that 1dea?

Just fr, from what you're saying. Wh, wh, when you have
to criticize what she says all the time.

And you see 1t only as criticism.

You know, in other words, what it all bolls down to, is
that I could never do anything, perfectly the right

to satisfy you. Whatever I would do would come
under criticism. Either I would be too angry (Dr.
tamping pipe), if I wouldn't be too angry, I would be too
soft,

Isn't it fascinating that the very things that you're
criticizing me about today, are the things that you do
here?

In line 4 Dan talks about a girl not being the perfect human being and

then statesa, it isn't conducive for this group for one person to get

healthy and leave it. Although perfect human being is an extreme and

open to questioning, the doctor ignores this statement and focuses on

leaving the group by making a completion of reason invitation, with

wvhere did you get that idea? (line 5). The patient gives his reason,
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"when you criticize what she says all the time.” Dan uses the extreme
"all the time." The doctor could have responded with, "I don't criti-
cize what she gays all the time, only some of the time," focusing on
the amount of criticism. Instead the doctor answers "and you see it
only as criticism.” Only is also an extreme, implying from the doctor's
point of view that praise and other activities are accomplished as

well., However, the patient sticking with extremes, returns to the
perfect human being idea. He states, "whatever I would do would come
under criticism. Either I would be too angry; if I wouldn't be too
angry, I would be too soft." The doctor responds in line 9 by making

a psychoanalytic interpretation: "Isn't it fascinating that the very
things that you're criticizing me about today, are the things that you
do here." He is saying, you're projecting. By making this interpreta-
tion, the therapist stops the process of discussing the material (rule
#5) and instead demonstrates his psychoanalytic expertise. He also
thereby questions the patient's category construction and leaves open
the possibility or implies that the patient's category should be
revised. By making the psychoanalytic interpretation, the therapist
also teaches the patient the rules of therapy {(rule #4). The therapist
can make this leap from rule 5 to 4 whenever he thinks it is appropriate
or does not wish to respond to the subject matter being discussed. In
this example we can see that Dan has caught on to the fact that present-
ing acceptable category formations would be an indicator of psycholog-
ical health. The therapist, however, moves to a higher level of
discussion and does not debate the finer elements within the category,

a psychologically healthy person.
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I turn now to this last excerpt to illustrate that reinterpre-
tation can be positive as well.

Example 5-22: Ellen

l. Pt.: I, I...That has validity, I think, except that I feel
very enriched as person when I'm working. I find a lot
of things to do, by my, not find, they're things I want
to do, by myself. When I'm not working I don't want to
do them,

2. Dr.: What, what things?

3. Pt.: I don't want to do any of those same things.

h, Dr.: Well, you're saying that for you fi money and a job are
equate with being significant and independent and good
feeling, and then feeling good you do have more of an
interest in other things at that point. Is that what
you're saying?

5. Pt.: Yeah. {whew)

The therapist demonstrated his expertise by making an interpretation in
line 4 on the dynamics of the patient's behavior. The patient accepted
his interpretation. Her "whew" is an exclamation of her amazement,
possibly that the doctor reinterpreted her feelings and made her aware
of them in a way that she wasn't aware of previously. The whew seems
to be, "gee, is that what I said? That's good."” In this case the
therapist made an interpretation that showed that he agreed with the
patient's observation. His reformulation in line L4 is a low level
pasychiatric interpretation. Although he does not use the psycho-
analytic language, it is a psychoanalytically-based reformulation of
behavior bhased on the concept of ego=strength.

Making pesychoanalytic interpretations is anocther way of poten-
tially doing lingulstic reinterpretations. Psychoanalytic interpreta-

tions are based on a language of the unconscious which mirrors conscious

behavior and thoughts. As such it 1s a special kind of analogy to the
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presentations the patients make, using rule #5 of therapy. This
stretched cut analogy 1s an indirect way of commenting upon the pa-
tient's category formulations. By connecting the links that the
patient has offered, the therapist displeys expertise and suggests the
dynamice of what is "really"” happening. This suggests to the patient
that the patient's interpretations of events might not be right and he
is offered an alternative one by the therapist. The patient is free
to accept or reject it. In offering an alternative definition, we and
the patients can see implicitly that there is a disagreement existing
between the two speaker-hearers. Analyzing the devices, however, gives
us no clue if the patient has incorporated the therapist's position to

any degree.,

Summary

In this chapter I have tried to show how psychotherapy is &
process of re-education by discussing how the patient displays how he
forms categories and how the therapist can then disagree with that
category formation. The therapist then engages in negative reinterpre-
tation to show the patient an alternative category construction which
he is free to accept or reject. That is, the patient cognizes {rule
#5) and the therapist evaluates (rule #4), Category formation and its
analysis is always involved in doing negative reinterpretation. The
therapist has a number of devices available to him to do reinterpreta-
tion including: category examination, shifting via stretching, the
funnel process, analogy and psychoanalytic interpretation. Of these
activities, the first two are more direct and the last twc are indirect.

Thus, these activities form a continuum from direct to indirect dias-
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sgreeing activities. They are all disagreeing activities in that they
propose a change from the patient's original presentation of a category
package.

We may conclude that since we speak inexactly, anything we say
is subject to being disagreed with, unless we object when it occurs.
Thus, whenever any of the devices discussed in this chapter are utilized,
the second speaker has attempted to change in some way the first
speaker's remarks. As in confrontation, which is discussed in the next
chapter, more general remarks are open to reinterpretation by focuslng
on specifics and specific remarks are subject to being included in
larger categories. We are then always offering disagreement invita-
tions; and whenever we make an "extreme'" statement, we are offering an
invitation to balance. In all of these cases, the first speaker has
been disagreed with by the second and the disagreement maxim has been

utilized.



135

CHAPTER 6
ENCOURAGING CHANGE: CONFRONTATION

Confrontation is an activity used to promote psychic change.
As discussed earlier, this is one of the goals of psychotherapy.
However, while the therapist provides the encouragement to change, it
is the patient who changes himself. 1In this chapter, I examine the
activity of confrontation, which is seen as a strong encouragement to
achieve psychic change. However, successful confrontation as used here
means only that the activity has been completed. We do not know if
psychic change has been achieved. I leave this determination to the
peychotherapists and patients themselves. While a few theraplsts have
written about the activity, until my work with Churchilll it has not
been analyzed in terms of its production in any detailed way. We
defined it as an activity where the confronter, in this case the
therapist, brings the confronted, the patient, face to face with a
fact that he cannot be permitted to avold facing. By doing so, he
is disagreeing with the patient's initial assertion.

Confrontation, as an activity, has been accomplished using
audiotapee and videotapes as well as verbal exhortations. Here I
concentrate on the activity as a speech event. Paredes and Cornelison

have written about confrontation as follows:

18usanne Bleiberg and Lindsey Churchill, "Notes on Confronta-
tion on Conversation,” Journal of Peycholinguistic Research & (1975):
273-78 -
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e » « Belf-confrontation in the presence of and with the assistance
of & trained therapist may help patients to better understand the
self-deceiving and self-defeating mechanisms they have heen using
to deny or conceal their conflicts and low self-esteem. Following
such understanding they may be motivated to york toward finding

ways of handling or solving their conflicts.
Berger writes:

I must state unequivocally my belief that confrontation alone is
not enough to bring sbout the kind of characterological change
and growth which is the usual goal of psychoanalytically-oriented
psychotherapy. Almost any confrontation can be accepted and
asgimilated to some degree if a patient is prepared for the work
of psychotherapy, is in a state of positive transference to his
therapist or group and thers is8 enough mutuality, caring, regard,
trust and intimacy present.

Evaline Schulman discussed confrontation as an expressive skill of com-
munication in the helping interview: "The essential purpose of confron-
tation is to produce suitable circumstances that encourage an individual
to look at and hopefully to find ways to change his behavior."h Garner,
a8 noted earlier, is the only psychiatrist who discussed confrontation
as the accomplishment of an activity, writing:
The techniques of therapy applied in confrontation problem-solving
psychotherapy include the presentation of a statement and a ques-
tion. « « « An alternative is to express the end results of a
continued maladaptive activity in so exaggerated an expression that

the person would wish to discontinue such behavior. . . . It is
as if the therapist's repetitious question acts as a continuous

2A. Paredes and F. S. Cornelison, "Development of an Audio-—
visual Technique in the Rehabilitation of Alcoholics," unpublished
manuscript based in part on paper presented at the 19th clinical meet-
ing of the A.M.A. in Philadelphia, November 1965, cited in M. M. Berger,
"Confrontation through Videotape" in Videotape Technigues in Psychia~
tric Training and Treatment, ed. M. Berger (New York: Brunner/ﬁigel,

1970}, p. 28.

3Berger. "Confrontation through Videotepe," p. 3L.

hEVa.line D. Schulman, Intervention in Human Services
{St. Louis: C. V. Mosby, 19T4), p. 156.
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pressure
problem.

5to force the acceptance of a need to explore and solve a

However, none of these writers has analyzed the activity in a
detailed way. Churchill and I began such an analysis formulating the

following paradigmﬁ of confrontation:

Paradigm of Ideal Reality-~confrontation

Step Actor Behavior
1 Confronted Makes a general statement.
2 Confronter Asks a closed-choice (yes/no) question about a

particular aspect of the general statement.

3 Confronted Picks the answer that shows that the particular
aspect under queation is an exception to the
general statement.

h Confronter Asks a second closed-choice (yes/no) question
about enother particular aspect of the general
statement.

5 Confronted Picks the answer that shows that the particular

aspect under question is another exception to
the general statement.

6 Confronter Asks rhetorical question that contradicts the
confronted's original general statement.

sﬂarry H. Garner, "A Review of Confrontation in Psychotherapy
from Hypnonsis to the Problem-Solving Technique,” in Videotape Tech-
niques in Psychiatric Training and Treatment, ed. M. Berger (New York:
Brunner/Mazel, 1970}, p. 1l4. Another work came to my attention after
this dissertation was completed; therefore it is not discussed above.
It is Confrontation in Psychotherapy, ed. G. Adler and P. Myerson
(U.8.: BSeience House, 1973). However, all the articles are psycho-
analytically oriented and have no direct bearing on the analysis
presented here. Only "Confrontation in Short-Term, Anxiety-Provoking
Psychotherapy" by Peter BE. Sifneos (pp. 371-82) even includes an
excerpt from a psychotherapy session as an illustration. My conversa-
tional analysia and Sifneos' psychoanalytically based conclusion
support each other.

6Bleiberg and Churchill, "Notes on Confrontation on Conver-
sation,” p. 276.
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However, as I continued this analysis, it became clear that
there are many variationa of this paradigm which we, as competent
members, still recognize as confrontations or confrontation-like
activities. Thus, I conclude that the activity does not rest on
following the structure presented in the paradigm, but rather rests
on its essential features. Thus, Schulman's examples of 2-liners and
even one example of a one-liner (which are discussed below) are still
recognizable as confrontations. Similarly, Churchill’s snalysis of
"three liners" which are denigrationaT have confrontation-like
features which result in our being able to recognize when we have been
"put down.”" Since his three-line denigration is actually based on an
initial assertion or action (really the first of four-lines) I conclude
that it is essential to analyze the features or elements of the con-
frontation activity, rather than the form per se. In addition, since
no strict form 1s followed automatically, it lends additlonal credence
to Garfinkel's assertion that we are not norm followers, but rather
norm-users.B The confrontation model is used creatively, since we
are thinking, creative beings, and not robots. Thus, I turn to an
analysis of essential features of confrontation by analyzing the
various forms of (1) completed confrontation, (2) confrontation vari-
ations, and finally (3) incomplete confrontations. In examining the
non-completed confrontations, I notice its similarity to another

activity, already discussed, interpretation.

TLindaey Churchill, Questioning Strategies in Sociolinguistics
(Rowley , MA: Newbury House Publishers, 19T8), p. 119.

BSee Garfinkel's discussion of the et cetera clause in Harold
Garfinkel, Studies in Ethnomethodology {Englewood Cliffs: Prentice-

Hall, 1967), especlially p. T35.
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Lompleted Confrontations

The development of the six~line paradigm was based in part on
the following two examples and numerous variations:
Example 6-1: Jill

1. Pt.: I don't want them [my parents] to have anything to do
with my life, except (pause) security (7).

2. Dr.: You live at home?

3. Pte: Yes.

h, Dr.: They pay your bills?

5« Pt.: Yeah.

6. Dr.: How could they not have anything to do with your life?
Example 6-2: Jill

1. Pt.: I don't- have mich-=faith--in therapy or anything any
more.

2. Dr.: You don't have any faith in anything?

3. Pt.: No.

4e Dr.: You want to live! Or you want to die?

5. Pt.: I don't want to die, I'd be dead {very low voice).

6. Dr.: OK, so there's obviously some evidence that you want to
live. Is that right?

They were analyzed by Churchill and meg as follows:

The confronter facilitates the activity by his tone of voice
and rapid-fire nature of his questions. If we look at the examples, we
see that the questions demand yes/no answers, not carefully thought-out
answers. In reality-confrontation the question-answer sequence leaves

no room for a middle ground, a gray area.

9Exnmp1es 6-1, 6-2 and the analysis are from Bleiberg and
Churchill, "Notes on Confrontation in Conversation."”
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The tacit consent of the confronted to this activity is evident
vhen we look at her responses to the direct yes/no questions. The
patient agrees to supply the alternative ansver that will support the
confronter's later "punch line." For instance, she anawers "yes," she
lives at home, and "yes" her parents pay her bills, in Example 6-1.
Thus, she accepts the confronter's "invitation" to continue their jJoint
production of reality-confrontation. Similarly in Example 6-2 Jill
provides the preferred answers to the doctor's yes/no questions. 1In
addition, as discussed in the previocus chapter, the patient does not
object to the "stretches" the doctor has made and thereby participates
in the Jjoint production of the activity.

The confrontation or "punch line" comes after the "funnel-like"
yes/no question-answer sequences and refers back to something spoken
about in the immediate previous past. (By "funnel-like" we mean that
8c long as the patient answers in the prescribed wvay, i.e., using the
alternatives that support the therapist's position, it will be increas-
ingly difficult for her to avoid facing the logical conclusion of the
therapist's punch line.) Her options are progressively closed in this
funnel-like process, and then too quickly she is confronted with the

punch line. The conclusion is self-evident and short of appearing

stupid, there is no alternative way of reading the conclusion.

Thus in each case the therapist has contradicted the patient's
initial statement; in the former, her parents do have something to do
with her life, and in the latter, she does have faith in something,
since she doesn't want to die.

Yet Schulman presented the following examples in her descrip-

tion of confrontation which are only “two~liners." In analyzing these
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examples, it became apparent to me that it is the elements, which will
be discussed shortly, and not form that lead us to recognize the pro-
duction of an activity.

Example 6-3: Tom

l. Tom: If only my wife wouldn't make so many demands on me,
I wouldn't drink.

2. Mr. O: Ten years you've been drinking, Tom. You've been
married for five. How come you drank before you were
married?

Example 6-lL: Wilma

l. Wilma: My mother was Just like that. I know I'm like her.
She and my father would argue about such petty things
ags how high or how low the window shade should be.
Then she would get more and more upset...throw up...
oy father would shut up. I'm just like her.

2. Dr. N: Are you Baying that you can't be different just because
of your mother?

Example 6-5: Ted
1. Med: You're a jerk. You don't understand anything.

2. Mr. R.: Aren't you f?BIiah talking to a Jerk who doesn't
understand?

The problem of form hecame secondary since it is posaible to
re-create these excerpts in the form of the six-liner. They are
condensed forms of the activity which illustrate that confrontation is
based on disagreement. In each case, line 1 is a statement and line 2
is another statement which disputes the original statement. Similarly,
line 6 in the paradigm disputes the contention made in line 1. In each
case here the middle part of the yes/no question/answer sequence, 1is
elided. This condensed form haas less force than the full veraion since

the confronted has not participated in his own "destruction" so to

loschulmnn, Intervention in Human Services, p. 159.
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speak. The punch line is based on inconsistency and is a surprise; the
confronted did not know that this activity was going to occur. This
supports the disagreeing maxim: disagreement can occur at any time.
In both Tom's and Wilma's examples, however, 1t presupposes prior
knowledge of the patient by the doctor {e.g., when the drinking began
and how many years he had been married in Tom's case, and knovwledge
of Wilma's relationship as well).

In the following hypothetical recreations of examples 6-3
and 6-4, the premises on which the conclusion is based are publicly
admitted. In Tom's case, the change is minor. The doctor's lines 2
and 4, "How long have you been drinking?" and "How long have you been
marriedt", are then rhetorical queationa.ll seince the answer is
already known to both participants. In Wilma's case, there is an
implied disagreement over whether she can be different from her mother:
she thinke she can't, he thinks she can. In the hypothetical recrea=-
tion below, the confrontation is based on, "I'm just like my mother."

Example 6-6: Hypothetical re-creation of Tom excerpt

1. Tom: If only my wife wouldn't make so many demands on me, I
wouldn't drink.

2« Dre.: How long have you been drinking Tom?
3. Tom: 10 years.

4 Dr.: How long are you married?

5. Tom: 5 years.

6. Dr.: Then how can you say you're drinking because your wife
puts so many demands on you?

Hgae Churchill, Questioning Strategies in Soclolinguistics,
P+ 135, for further discussion of the rhetorical question.
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Example 6-T: Hypothetical re-creation of Wilma excerpt

l, Wilme: My mother was just like that. I know I'm like her.
She and my father would argue about such petty things
as how high or how low the window shade should be.

2. Dr. N: Have you ever argued with your [father, husband,
whoever] about how high or low the shade should be?

3. Wilma: No.

k, Dr. N: Did you ever throw up after an argument?

5. Wilma: No.

6. Dr. N: Then how can you say you're just like your mother?
In Example 6-4 the doctor confronted Wilma on whose responsibility it
is that she is the way she is, not on what she specifically said in
line 1. In Example 6-7, on the other hand, the doctor confronts Wilma
about whether she really is the way her mother is. Thus, if Wilma had
hypothetically responded in line 3 (of example 6-T), "I've never argued
about the height of the shade, but I have argued ahbout some other
equally ridiculous thing with my husband," the doctor can still follow
up, "But did you throw up after the argument?” If the patient says no,
then he can still confront her with his punch line, "Then how can you
say you're just like your mother?" Of course, she could reply, "But I
cried after the argument." However, the doctor could say, "OK, you
cried, maybe it's something that you could learn not to do, but you
didn't throw up--so you're not just like your mother." However, in
the example the doctor shifts and says, "Are you saying that you can't
te different just because of your mother?"™ That starts the patient
thinking about her responeibility for her behavior. The shift is a
good one therapeutically, and, from the example, one that the patient

doesn't disagree with,
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Before continuing with the analysis of form, it is important to
clarify the "yes, but" and "no, but" issue. As noted in Chapter k,
"ves, but” is a qualified agreement which means in essence "no." "No,
but" is a qualified disagreement, which means in essence "yes." These
are wesk agreements and disagreements, respectively. In addition, the
"but" or explanation which follows qualifying the initial "yes" or "no"
is a completion of reason invitation. The speaker who adds the reason
or qualifier thus holds the floor for a longer time and is in control
of the situation, determining when he shall return the floor to ques-
tioner., This delay in the confrontation sequence has the force of
blunting the contradiction the confronter wishes to make. As Churchill
notes in discussing this issue in terms of his "3-liner" denigration,
it can alsc be used to beat the confronter to the punch line. However,
the punch line works "only if no objections to it remain on the floor."12
Thus, the "but" strategy can be used during the activity of confronta~
tion to do two different things: control the floor and glve the punch
line. In both cases, however, they serve to derail the confrontation
sequence. This, as a strategy, will be discussed in the last section
of this chapter.

I turn now to Schulman's third example which is a two«liner
which varies slightly from her other twc examples. Example 6-5 is
compounded by name calling. In addition, Mr. R. responds to the name-
calling by placing Ted in a double-bind., The problem for Ted is he

either must accept that he is a fool (for talking to a Jerk) or that

Mr. R. 18 not a Jerk in which case Ted must admit that he was wrong.

-;2Churchill, Questioning Strategies in Sociolingulstices,
PP 137=8.
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This punch line haes particular force in that the inconsistency does
not follow from the initial premise, but from the name-calling. For
example, this confrontation could be based on the second half of Ted's
statement, "You don't understand anything." The following hypothetical
re-creation then results in an inconsistency in the punchline, follow-
ing from the initial premise that Mr. R. doesn't understand anything.
Example 6-8: Hypothetical re-creation of Ted excerpt
1. Ted: You're a Jerk. You don't understand anything.

2. Mr. R: Who did you come running to when you have a prcblem at
the school?

3, Ted: You.,
4, Mr. R: Who had to talk to the judge when you were in trouble?
5. Ted: You.

6. Mr. R: Then you couldn't possibly mean it when you said I
didn't understand anything and called me a Jerk.

Schulman provides another example of confrontation which is
even more condensed, the one-liner:

Example 6-9

1. Client: ===w- —————

2. Counselor: You say you're perfectly satisfied with your sexual
relationships with your present husband. How,
then, do you explain what you said afterlgour
recent "fling" with your former husband?

In this example, the disagreement is implicit. The therapist responds
to something his client said previously, and then not necessarily
directly. In this case, the punch line and implicit disagreement alone

result in the accomplishment of the activity of confrontation. But

13Schulman, Intervention in Human Services, p. 157T.
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even this extremely condensed version of the activity can be recreated
a8 follows:
Example 6-10: Hypothetical re-creation of example 6-9

1. Client: I'm perfectly satisfied with my sexual relation=-
ships with my present husband.

2. Counselor: Didn't you have a fling with your former husband
recently?

3. Client: Yes.

4, Counselor: Didn't you say that you went to him because he
alone satisfied you as no one else can?

5¢ Client: Yes.

6. Counselor: Then how can you say you're perfectly satisfied
with your present husband?

This very short confrontation again pointes to the fact that recognition
of the activity of confrontation results not in its overall form but
its elements, which we know includes an initial disagreement and punch
line.

I now turn to Churchill's "three-liner" before focusing on the
necessary elements of confrontation and how the activity is actually
accomplished,

Churchill's discussion of the three-line form of denigration
follows from our analysis of reality-confrontation. In terms of the
8ix=-line paradigm presented earlier, he concentrates on lines h-6,
Churchill notes line 4 {(his line 1) is used "to disagree with some
prior utterance or action by H that he feels is silly or stupid or
obtuse-"lh Hence the three lines are an indirect response to a prior

first line. Churchill writes that his first line of the potential

1hChurchill, Questioning Strategies in Sociolinguistics, p. 132.
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three-liner rests on loaded questions, elther a rhetorical question,
an ability question, or an attitude gquestion, although these do not
exhaust the possibilities.l5 He also discusses the non-required
answer as potentially denigrating to H and the self-denigrating
question.16

Thus, I have presented some of the forms confrontation may
take. Given their variety, even at this point (others are considered
in the next segment), how is it that we are still able to recognize
a confrontation when we hear one?! As competent members we hear the
necessary elements constituting a confrontation and recognhize when it
has occurred. I turn now to these elements and the reasons for the
effectivenesas of this particular kind of disagreement.

Confrontation ias a disagreeing activity; the punch line contra-
dicte the first person's first line. It is also a denigration; com-
pleting a confrontation results in the first speaker having been
subject to a "put down." Thus the essential elements are:

1. & general proposition or idea on the floor which can be
refuted

2. & punch line which refutes the above; hence, a disagreement

3. the unforeseen aspect of the punch line: the twist

4. a punch line in the form of a rhetorical question.
The fact that the checkout procedure is done through questioning means
that the confronter will keep getting the floor back after the con-

fronted answers. It is this feature of asking questions that gives the

13Churchi11, Questioning Strategles in Sociolinguistics,
pe 135.

16

Ibid-, p- 136-
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confronter the immediate next "slot" in the conversation for his punch

line.lT

Also, rhetorical questions have an air of inescapable logic
to them which makes it difficult to argue against their implication.
The unforeseen aspect of the punch line and the fact that it takes the
form of a rhetorical question makes the confrontation different from a
simple contradiction. Contradiction is a direct response; the punch
line in confrontation is arrived at indirectly.

There are four basic reasons for the power and effectiveness of
the confrontation activity:

First, is its relationship to logic. The punch line is logic-
ally unexpected, and the first speaker-hearer cannot be sure in what
direction the second is heading. This is the case since the punchline
is a conclusiocn arrived at inductively, rather than deductively. If
it were a deductive conclusion, the premises and logical steps would
be readily apparent and the confrontation would not be a surprise to
the first speaker. Instead, the punch line is arrived at inductively;
the conclusion follows from an initial statement and instance, and
the first speaker is unaware of what direction the second is heading.
The former does not know what kind of category packages the latter
will construct and use against him, since the package in its totality
is not presented; hence, the punchline appears as a surprise and even

shock. 18

lTSee L. Churchill, "Answering Questions," in Peraspectives on
the Social Order, rev, ed., ed. H. Ross (New York: McGraw-Hill, 1973).

1BSee Clarence Schrag's discussion of induction and deduction,
in his article "Elements of Theoretical Analysis in Sociology," in
L. Gross, Sociological Theory: Inquiries and Paradigms (New York:
Harper & Row, 1967}, pp. 220-253.
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Second, the confrontation activity is a violation of the rules
of talk.l? We speak inexactly and assume others will understand what
we are saying, in essence, even if only by waiting for later statements
to clarify earlier oneas. Thus by springing the punch line, the basic
trust between speakers is gone. This alone is a surprise, even shock,
to the confronted. That is, the confronted makes a general statement
rather than a particular statement in line 1. The confronter shows the
statement is false by pointing out one or more facts that contradict
it He relies on the principle that general assertions of fact cannot
be absolutely true because they overlook excepticnal cases that the
asserter would exclude if he were talking more carefully.

Third, is based on the denigrating aspects of the activity.
Here there are five aspects tc consider. (1) The confronted partici-
pated in his own "deatruction" so to speak, by providing the preferred
answers to the yes/no questions in the checkout process. (2) By
cooperating, it shows that he has little "saavy"; by not realizing
vhere the confronter was going, "his own action denigrates hinmself as
stupid or slow-witted."20 (3) The punch line ia used to disagree
with the first speaker's statement. The disagreement alone 1is a
denigration as it puts the first speaker's statement into a category
of incorrect remarks; hence, the first speaker is sanctioned for being

wrong. (L) By being inconsistent, the first speaker leaves himself

193ee Harold Garfinkel, Studies in Ethnomethodology (Engle-
wood Clirfs, KJ: Prentice-Eall, Inc., 1967), pp. 3, 41, 77, for a
discussion of hov we make ourselves understandable to others, in
particular a discussion of the et cetera property and the retrospec-
tive-prospective properties of talk.

200hurch111. Questioning Strategies in Sociolinguistics, p. 139.
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open to belng sanctioned for his behavior, as it violates a fundamental
assumption in conversation: people are expected to be consistent in
their remarks. The inconsistency pointed out in the activity appears
to sanction the confronted for violating this assumption. Thus, it

is not only that the confronter disagrees with the confronted, his
disagreement had added force in that it operates as a sanction for
improper behavior as well. (S5) If it ie the therapist confronting the
patient, the additional authority of his position adds strength to the
sanction.

Fourth, is the power of the rhetorical question. It is diffi-
cult to refute since it seems to be correct.21 As a conclusion or
punchline, the confronted must show where it is faulty. This could be
accomplished by noticing any "stretching” that may have been used, or
showing any faulty logic on the part of the confronter; specifically
vhere the conclusion might not follow from the premise or a faulty
initial premise. In short, the confronted would have to refute the
punchline by violating the rules of talk himself. 1In addition, since
the rhetorical question implies that the confronter knows for a fact
that the confronted's statement is not true, it makes the confronted
appear to have lied, or be mentally incompetent, i.e., stupid or crazy.
In any case, such indirect name-calling ie seen as such a personal
attack and demands & strong response, that it usually receives one.
Not responding, either by silence or by an unrelated or inappropriate

statement, would support the appropriateness of the denigrating label

ngee Arthur Schopenhauer's The Art of Controverqx.(ﬂew York:
Macmillan & Co., 1896) for an excellent discussion of argumentation
strategies,
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which the rketorical question implied. For these reasons, confronta-
tion 1is persuasive as a disagreeing activity.

Other than refuting the conclusion, once it has been reached,
there are only three ways of stopping the confrontation process. It 1s
certainly in the potential confronted's own interest to do this, if he
wants to avoid being confronted. He should stop the confrontation
process before the conclusion has been reached, rather than refuting
the conclusion afterwards, since he would not have participated in the
Joint production, and he would show that he knows in which direction
the confronter is heading. He could do this by not responding as
requested to the yes/no questions if they are asked. That is, the
first speaker-hearer could answer (1) "yes, but" or "no, but" as
discussed earlier, or respond with (2) a "misfire” which would have
to be cleared up before the routine could continue. Such a "maybe"
response would effectively sidetrack and stop the confrontation process.
Or, (3) the respondent could also refuse to answer the question. This
would leave him open to beling charged as mentally incompetent unless it
is a response to the loaded gquestion which damne the respondent no
matter which way he responds as in the question, "Are you still beating
your wife?"22

Thus, confrontation is a rude, impolite activity, not often
found in natural conversation. 1t is a disagreement which is also
persuasive. It was used on occasion in these psychotherapy sessions,
since as a motivational device it often works. However, as noted

earlier, successful confrontation as used here means only that the

220hurchill, Questioning Strategies in Sociolinguistics, p. 136.
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punchline was reached. Ko assumption is made if the confronted "truly
accepts” the confronter's point of view or not, or if, as Allen Wheelis
noted, the conclusion lies "inert in the patient's mind"e3 for any
length of time, or is incorporated into the patient behavior or atti-
tude as hils own or not. As will be seen shortly, confrontation as an
activity is available to any speaker-hearers. I turn now to a discus-

sion of variations in completed confrontation routines.

Confrontation Variations

The confrontation variations discussed in this segment include
only those where the four necessary elements are present, but are
different in some respect. These elements are: (1) the general state-
ment under consideration, (2) the disagreement in the form of a punch-
line, (3} the unforeseen aspect of the punchline, and (4) & punchline
in the form of a rhetorical question. As we shall see shortly, the

essential elemente of a confrontation can be reduced to a contradiction

heard as & rhetorical gquestion.

Congider the following kinds of variations: In excerpt 6-16
from Ellen, the yes/no question has been replaced with a "why" question.
Churchill has discussed this kind of question briefly,2h gsc I only
mention it here as a variation. Ellen had been talking in great detail
about her relationship with her husband which caused her toc feel great

anguish.

23A11en Wheelis, "How People Change," Commentary (May 1969):59.

2hChurchill, Questioning Strategies in Sociolinguistics, p. 138.
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Example 6-11: Ellen

l. Pt.: And I don't know. It's all too, it's all too confusing
for me., It's all to deep for me. It's all too confusing
for me. I don't know. There seem to be so many things
going on on 8o many different levels, that I don't know
if there's ever a way out.

2. Dr.: You did something Just now. After saying all that you
sald you know, you than said, "I don't know." How come
you then said "I don't know" after you said all that you
sald?

As Churchill notes, a "why" question is only partly loaded. If the
respondent can answer to the questioner's satisfaction, then he will
have escaped the potentiaml denigration. However, in this excerpt,
the why question is also in a sense a rhetorical one. The doctor's
question, "How come you then said 'I don't know' after you said all
that you said?", implies that she (a) should not have said what she
did, and (b) she should not have needed to say that kind of a thing
either. These aspects of the therapist's question are denigrating in
themselves. The implication of the confrontation is that she should
focus on her need to feel that way. This is what he is confronting her
about -~ bringing her need from a sub-conscious to a conscious level.
The next three excerpts of confrontation are also undertaken
to raise the level of conscious awareness of one's behavior. The next
excerpt from Jill 1s about the therapist trying to make the patient
more aware that she is not living her life fully.
Example 6-12: Jill
1. Pt.: I want to be alive. But I can't. I mean

2, Dr.: You want to be alive where?! You want to be alive like
an animal in a cage?

30 Pt.: No.

4. Dr.: Who's fed?
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5. Pt.: No. T mean, I, would, T.us
6. Dr.: You think that'll do you

T. Pt.: Of course I1'd like to be alive like anybody else, and
healthy, and creative and productive and

8. Dr.: Yeah, but what?
9, Pte.: But I can't do it. I've tried all my life.

10. Dr.: HNow we're back to "I can't.” Now look, I won't accept
lfI canlt."

11. Pt.: S0 I won't. Well, I've tried.
The variations in example 6-12 include (1) the compound nature of the
general statement in line 1, (2) the confronted beat the confronter to
his punch line in line T; (3} the rhetorical question takes the form of
a "why" question in line 8; and (4) another confrontation routine could
have occurred starting in line 10, but a comparatively direct disagree-
ment. is offered instead. These variations are discussed In turn.

1. Problems arise from the patient's initial statement, "I
want to be alive., But I can't.” The problem is which aspect will be
confronted. The two different definitions of reality involved: "I
want to be alive/I don't want to be alive'" and "I can/I can't.” At
the beginning the therapist deals with the patient's use of the word
"alive," He offers one definition of "alive"” as "alive like an animal
in a cage," which the patient does not accept. The funnel grows
narrower as the therapist refines even further, "Who's fed?" Again the
patient chooses not to accept this definition of reality. The general
atatement that is being repudiated is that she doean't want to be alive
in the full sense of the word or she wouldn't be living a life as

though she were an animal in a cage.
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2. She acccepts his interpretation of reality and recognizes
her position by her outcry, "Of course I would like to be alive like
anybody else and be healthy and creative and productive." Since she
has beaten him to the punch line {by cutting off his line 6, assuming
he was going to make one}, we can see that the punch line can be given
by the confronted as well as the confronter.

3. The therapist then offers his own form of a punch line in
line 8, asking a "why" question. The assumption is that there really
is & difference of opinion on the issue at the subconscious level,
i.,e., that the therapist believes that the patient doesn't really want
to be alive in the full sense, This is similar to the issue in the
previous example.

4, At this point the conversation turns to the second part of
the patient's initial compound statement. Beginning in line 10 the
therapist might have begun another classical reality-confrontation, in
the following way:

Example 6-13 (hypothetical)

9., Pt.: But I can't do it. I've tried all my life.

10. Dr.: Did you ever write a short story?

11, Pt.: Yes.

12. Dr.: Did you ever hold a job?

13. Pt.: Yes.

14. Dr.: Then how can you say you can't do it?
However, the therapist shortcircuits this process by expressing his own
position directly in Line 10 of example 6-12: "Now we're back to 'I

can't.' I won't accept ‘I can't. That is, rather than posing a

rhetorical gquestion, he states his position directly. Nevertheless,
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Example 12 is included here as a successful reality-confrontation on
the grounds that it has heen completed. There is a contradiction
present heard as a rhetorical question on the basis of lines 1 and 8.

The next example, again from Jill, includes two variations.
Line 1, the initial statement, and line 6, the disagreement statement
or punch line, are variations from the model presented earlier.
Consider the following:

Example 6-14: Jill

1. Pte:

2. Dr.: Your behavior and your functioning says, "I'm a little
girl. Take care of me. Enter my life, take over, and
maintain it. Keep me as a little girl." And you're
bitching, "I don't want to have anything to do with them.
I don't respect them. I want to be independent." You
sound like that's, that's, crazy. Would you agree with
that's crazy?

3. Pt.: (pause} Yeah. Well, I know I'm crazy. (chuckle)

be Dr.: Or would you rather be, um, intellectual, and we'll say
that's ambivalent? How would that be?

5. Pt.: No, I don't like that. That's not me (7). (chuckle)

6. Dr.: Hah, isn't that nice? An intellectual? That'll get you,
you know where that'll get you?! Don't yout I'm telling
you that's downright crazy.

Line 1 of the disagreement is clearly a variation here. This is the
case since the therapist begine as if he is confronting the patient's
immediately preceding statement, "I am not crazy." However, she never
made any statement like that at that point. (That is the reason why
the patient's initial line is left blank.) The therapist, then, is
trying to confront her not with any specific statement of hers, but

rather with a conclusion that he infers from her remarks throughout the

conversation, that she really doesn't believe that she's crazy, even
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though she has exhibited crazy behavior in the past. The general
statement which is disagreed with, then need not be said specifically,
but can be inferred by the confronter from the confronted's other
remarks. Element two is also a variation in that the punch line in
line 6, "You know where that'll get you, don't you?,” makes it sound
as though there is a disagreement between them, even though in line 3
the patient had already agreed with the therapist that she is crazy.
Nevertheless, this example is included here on the grounds that the
therapist is talking to the patient's subconscious level as much as

to her conscious level of awareness.

Example 6-~15 is the last of the "variations" that deals with an
appeal to the subconscious as well as conscious level of awareness. it
is quite far from the initial paradigm presented or earlier examples,
Nonethelees there is & disagreement with a punchline. However, it is
not clearly in the form of a rhetorical question. Rather it is a
statement with an implied rhetorical question, "How could you be doing
this?" coming after the doctor's statement in line 1L, The disagree-
ment is also about the patient's action which is inferred in line 1,
rather than about something that she had said. Finally in line 21,
the patient, in effect, "steals" the real punchline by supplying the
correct ansver {she knows the nasal spray is addictive) to the thera-
pist's inferred punch line above. It is also, however, a more direct
response as an elision plus & reason to the therapist's yes/no question
of line 20.

Example 6-15: Ellen
1., Pt.: (sniffs something)

2. Dr.: Can I ask you what were you just sniffing?
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Neosynephrine.

Do you know what's in that?

No. I mean,..

Just something you bought on the counter?

Yes.

Did you ask your doctor if you could use it?
I've always used it. No. Why do you say that?

Well, it's something like in the direction of the
adrenalin family, epenephrine,

Is it really?
It affects your circulation.
« s sphenylepenephrine, hydrochloric...

And you who are pregnant and are so concerned about
taking substances into your body that can affect your
biology...

I never even thought about this, really.
Thie 1s a vaso-constrictive...
I never thought of it as a drug. You know, I never...

Adrenalin is something that relates to people's perilods,
and contractions of the smocth muscle...

Really?

sestand little things like that, so I would wonder about
your use of that. I would check it with him, would you?
I had a vague feeling it was that, neosynephrine. 1'd
better tell you the second story about neosynephrine. It
gives you relief for a while, doesn't 1it?

I know i1t's addictive, I know it. I'm so hooked, it's
terrible.

excerpt, the potential for the punchline comes often and

However, the doctor doeg not offer cne, poesibly because there

is no statement on the floor to be disagreed with. Instead the doctor
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poses four quick questions to her which require brief answers (one
£ill-in and three yes/no questions in lines 2, 4, 6, and 8). Thus, in
line 9 the patient takes control of the conversation posing her own
question, "Why do you say that?" The doctor's questions are in response
to the patient’s action: she has taken out a nasal spray possibly and
used it. The punchline finally appears in line 1L, The rhetorical
questions inferred is "Why are you using neosynephrine since you are
concerned with your health since you are pregnant?” The disagreement
is also implied: the therapist doesn't think she should be using it,;
she obviously does, since she is using it. Thus, this is a major
variation from the elements proposed as necessary for the successful
completion of a confrontation; the disagreement is implied and the
rhetorical question aspect of the punch line must be inferred. How-
ever, it is included since, as in the last two examples, the therapist
has moved her from possibly subliminal awareness to direct awareness.
This confrontation is then a mild one. That it has been successful is
evident, however, since in line 21 the patient "steals" the punchline
--ghe really does know that the drug she was using is addictive.

This next example from Jill is another variation of the con-
frontation routine. The essential elements are present in lines 1 and
10, There are two variations: the first is minor. That is, rather
than a check-out procedure in the form of yes/no question/answer sets,
they speak almost simultaneously. There are three such check-out
sequences. In additicon, in the process, the doctor stretches each
category presented. He shifts "appear strong" to "tough" and adds
"fuck you, tough." She accepts "tough," but rejects "fuck you." The

second variation is more important, that is, the punch line appears in
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line 10 in the form of a statement, "and yet, at the same time, you
function on such a dependent level."” The unspcken, rhetorical question
following that statement would be, "How come you do that?" This
inferred punch line would then be analyzed in the class of "why"
questions already discussed.
Example 6-16: Jill
1., Pt.: I felt, I have always felt that if I ever showed somebody
how much I needed them, that they'd reject me and that
the only way 1 can receive love 1s by, is by playing the
role of not needing it, and of being kind of admired.
2. Dr.: mmhm,

3. Pt.: And, and ap, appearing strong. You know, this is how I
was always

4, Dr.: Tough

5 Pte: brought up

6. Dr.: Fuck you, toughe.

Tl Pt.: to act.

8. Dr.: Tough.

9., Pt.: This is how both my parents wanted me to be. Not fuck
you, but tough, and independent. And, uh, anyway I
always had to put on this attitude of not needing any-
thing, emotionally from either of them.

10, Dr.: And yet, at the same time, you function on such a depen-
dent level.

11. Pt.: I know.
The therapist thus points out the inconsistency of her behavior, which
she accepts. This is permiseible precisely because this is a therapy
situation. For a friend to do so would appear impolite. In terms
of the proceas, he encouraged her to state her position openly and
directly and then without her being aware of it, he changed his posi-

tion (he had been agreeing with her all along) and then presented the
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punchline. While it is possible for her to disagree with his punch
line and say, "I do not, I'm very independent. I've traveled all over
the world, myself," she doesn't. Hypothetically, she could disagree
and provide & reason for disagreeing. As stated earlier, however, it
is difficult for her to disagree, not only because the punchline is
coming from "lert field," but also because he 1s the acknowledged
expert. By making a professional observation, she would then have
to question his expertise, something she is unlikely to do.
The last two examplea presented in this segment are variations
in quite different ways. Example 6-17, taken from the Talmud, is a
confrontation within a three-person conversation and Example 6-19 can
be heard as a joke. Example 6~17 was presented in the previous chapter
because it also contains an analogy. It is re-written in conversa-
tional form and presented here for its confrontation features.
Example 6~17
l. Emperor {(to Rabban Gamaliel): Your God is a thief, for did
He not cause Adam to fall asleep and then steal
one of his ribs?
2. Rabban Gamaliel's daughter: Call the police!

3. Emperor: What hag happened?

4. Daughter: A thief entered my house last night, and took away
a silver pitcher; but left a gold one in its place.

5. Emperor: Would that such a thief would come to me every night.

6. Daughter: Why then do you decry our God? Did he not steal a
rib from Adam only to enrich him with a wife?

What this example shows us is that confrontation as an emerging event
can be placed anywhere. The fact that three people are involved
in the conversation is extranecus to the activity. It essentially

occurs between the daughter and the Emperor, who is being confronted.
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Certainly the fact that the daughter is the third person enables her to
speak line 2, "Call the police!™ which does not follow directly from
the Emperor's line 1. Had the Rabbi tried that, the Emperor could have
asked in line 3, "What are you talking about? We're talking about God;
why are you calling the police all of a sudden?" However, the essential
elements of the confrontation are present, including a general statement
which is presented in line 1 and a punchline presented in line 6, The
punchline is "unexpected" and in the form of & rhetorical question.

The form of this confrontation follows the paradigm presented earlier.
It is the presentation of a general statement, movement to a specific
statement (which turns out to be an analogy), and then back to the
general statement in the form of a rhetorical question. As described

in Chapter S, the disagreement is about what real theft is., The
confronted, the Emperor, doesn't know where the "specific" is going

to be connected with a 'general.” Hence, he is led down the primrose
path, and, in a sense, duped. He has participated in his own "destruc=-
tion." The use of the analogy makes this confrontation example a
variation of the form also.

The excerpt below is a hypothetical re-creation of this piece
of conversation which lays out the grounds for the disagreement between
the confronter and confronted in a two-person conversation.

Exemple 6-18

l. Emperor: Your God is a thief, for did He not cause Adam to
fall asleep and then steal one of his riba?

2. Dasughter: If a thief takes a silver pitcher, but leaves a gold
one, has he stolen anything?

3. Emperor: No.
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k, Daughter: If Gad takes & rib but leaves a woman, has he stolen
anything?

5. Emperor: No.

6. Daughter: Then why do you call our God a thief?
Implicit in this discussion is the agreement to the statements that
gold is more valuable than silver and s woman is more valuable than
a rib.

Finally, I come to the last of the variations in example 6-19
which has the character of a Joke. It was offered by Paul Lazarsfeld
in the way of a comment on the use of the word "success" in confronta-
tion., As will be very evident, success only refers to reaching the
conclusion and not that the confronted was convinced, although this
also occurs. He points out that "a clever patient could probably
alwaye turn the skit around. I recall the story about the patient who
believes he is dead. The doctor asks him whether he knows that dead
people cannot bleed; upon agreement, the doctor pricks his finger and
the patient bleeds. He reaches the conclusion that, after all, dead
people can bleed."26 I have re-written this in conversational form
as follows:

Example 6-19

l. Pt.: I'm not alive, I'm dead.

2. Dr.: Do you know that dead people can't bleed?
3. Pt.: Yes, I know that.

4. Dr.: {pricks patient's finger and patient bleeds)

5. Pt.: Bo dead people bleed after all.

26Persc\nal letter from Paul Lazarsfeld to Susanne Bleiberg
dated April h, 1973.
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This example contains the essential elements of a confrontation includ-
ing the general statement in line 1 and the punch line in line 4, What
makes this a variation is the fact that the punch line is a demonstra-
tion rather than in the form of a spoken rhetorical question; instead,
it is implied. The Joking character comes from the patient's response
to being confronted; he draws a false conclusion from a faulty premise.
In addition, this example varies in that only one yes/no question is
asked, which suggests the direction from which the punchline will
come. Nevertheless, I imagine actually having his finger pricked and
really bleeding would still come as a surprise.

Thus, to conclude the description of variations of confronta-
tions, the necessary elements of a confrontation need to be present
in order for the confronted to recognize that the activity has been
accomplished. It 1s the punch line which makes the disagreement overt.
However, either the general statement or the punchline in the form of
a rhetorical question need not be stated directly, but can be implied.
The examples presented thus far employ finding an exception, shifting,
making inferences and using the confronted's own logic against him.
The examples suggest that a confrontation can potentially be located
after any statement, since 1t is a disagreement. The disagreement
maxim states anything we say 1s subject to being disagreed with. What
makes these disagreements different are their persuasive character that
encouraged the confronted to change his original position. I turn now
to confrontation "failures."” These are confrontations which could have

been completed, hut were not.
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Incomplete Confrontations

This last section considers those excerpts which might have
completed confrontations, but did not. From the examples below we will
find that most often the punchline is not presented; hence, there is
no confrontation and no overt disagreement between the two speaker-
hearers. In addition, the punchline on occasion is replaced by an
explanation of psychodynamics, l.e., an interpretation is offered.
Thus, if the punch line is not offered, the conversation may become a
different activity. The therapist uses rule #4, explaining the rules
and goals of therapy to the patient instead. Finally, if the yes/no
question/answer format is not accepted by the patient {confronted),
€.8+, an equivocal "maybe" is given instead, the reality-confrontation
is again subverted., Confrontation can be subverted, then, temporarily
or permanently if any of the basic elements for its production are not
there. I turn now to these kinds of examples.

In the examples presented below the punch line is not present
in the proper form of a rhetorical gquestion and therefore the activity
of confrontation was not completed.

Example 6-20: Jill

1. Dr.: I can't tell yah {what's schizophrenic about your appear-
ance]. You're not that much different than a lot of the
younger pecple today. OK?

2. Pt.: They're all schizophrenic?

3. Dr.: But from my point of view, they all look, a lot of them
look schizzy to me.

L. Pt.: Oh see that's where I feel that I can't relate to you.
5. Dr.: You can't relate.

6. Pt.: Because it's a whole different world.
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7. Dr.: A whole different general (1)

8. Pt.: And I don't see it as schizophrenic. It's Just a dif-
ferent set of esthetics and a different set of values.

This example is interesting because the patient attempts to confront
the therapist. She disagrees with his assertion that her appearance is
schizophrenic, However, the confrontation is not successful because
the patient aborted her own beginning confrontation by not coming back
in line 4 with either another closed choice question or with the punch-
line. For example, a second closed-choilce question might be, "How
about Mark Spitz, the swimmer? He's only 22. 1Is he schizophrenic?"
Instead she says, '"Now see that's where I feel that I can't relate to
you." She has introduced a new subject, her ability to relate. And at
this point the therapist ceases to cooperate in being the confronted;
he becomes non-directive. Or she could have posed a rhetorical ques-
tion as her punchline, as follows: "How can you say people are
schizophrenic just because of the way they dress!" However, later on
the therapist admits that they will have a problem. He says, "OK,
here's an area where we'll have difficulties, where as a result of my
not being on your generational level, I still have a problem,”
The next example, also from Jill, also lacks a punchline and

is therefore not completed.

Example 6-21: Jill

1. Pt.: Well, all I can gather is that there were just never any
standards set for me.

2. Dr.: By wvhom?
3. Pt.: By my parents.

Y. Dr.: You juast grew. They didn't ask anything of you? They
were completely permissive.
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5. Pt.: Completely. I mean, they asked things from me, uh, you
see I can't explain it, easily {?)}.
6. Dr.: Don't explain it. Tell me. Do not explain to me. I'm
not a Judge. You don't have to Justify, Just tell me.
And I'1] try to be of help.

7. Pt.: I was brought up feeling that I was, well, first of all,
basically along, with nobody to rely on.

While this excerpt had the potential for a confrontation, the therapist
does not speak in a confrontational way. This is probably due to the
fact that the therapist has spent most of the sesgsion trying to motivate
her and be cooperative, and Just when it appears that she is being
cooperative, he wouldn't want to undo it possibly by such "harsh"
treatment. There is the possibility thaet the therapist might begin a
confrontation sequence in line 4 since he asks two yes/no questions,
"They didn't ask anything of you? They were completely permissive."
(The second line is heard as a question.) The patient, however, does
not cooperate; that is, rather than a simple yes/no answer, she attempts
to amplify her statement. It is possible that she has learned from her
experience in the prior conversation where such brief answers might
lead. She subverts this potential occurrence by amplifying her remark.
It is possible that line 4 might have led to a confrontation;

we see this in the following hypothetical re-creation:

Example 6-22: Jill (hypothetical)

l. Dr.: Your parents were completely permissive.

2. Pt.: Yes.

3. Dr.: You could come and go as you pleased?

L, Pt.: Not exactly. I had to be home at certain times.

5., Dr.: You could do whatever you wanted?
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6. Pt.: No.

T. Dr.: Then how could you say they were completely permissive?
In addition, in line é of Example 6-21, the therapist does not offer
a punchline, Instead, he says, "Don't explain it, Tell me. Do not
explain to me. I'm not a judge. You don't have to Justify, Just tell
me. And I'll try to be of help.” Thus here he uses this opportunity
to teach her the rules of therapy, how she should behave. And so in
line 7, she begins, "I was brought up feeling that I was, well, first
of all basically alone, with nobody to really rely on." This is really
a victory for the therapist, as we see here the beginning of her
cooperation from which a therapeutic alliance may be developed. In
order for him to help her, she must begin by presenting personal
material {rule #5), which she does. This is an indication that she
is cooperating (rule #2) and hence wantes to get well (rule #1).

Similarly, if the therapist does not follow the closed-choice

questions with a punchline, there cannot be a successful completion of
the activity., We see this in Example 6-23.

Example 6=23: Jill

1. Pt.: Then I got very sick.

2. Dr.: While you were away?

3. Pt.: Yes.

L, Dr.: What'd you get? Hepatitis? Or something?

5., Pt.: No. Amoebic dysentary.

6. Dr.: From needles or from other things?
The therapist's last line is not a punch line based on the immediate
past question-answer sequence. For example, if he had said in line 6,

"Why are you lying to me? I know for a fact that you've never had
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amoebic dysentary either here wr away," we would have had a confronta-
tion sequence based on the "why" question. In fact, the therapist 1is
trying to gain information in this sequence. He does not disagree with
the patient's initial statement, and therefore an essential element is
missing from the reality-confrontation paradigm.

From line 1 of example 6-23, we see that virtually any general
statement can trigger a reality-confrontation production. It may seem
unpromising to start with "Then I got very sick." But consider the
following hypothetical example:

Example 6-24: Jill (hypothetical)

1., Pte.: Then I got sick.

2. Dr.: Were you ever nauseous or achey?

3. Pt.: No.

4, Dr.: Did you have an elevated temperature?
5. Pt.: No.

6. Dr.: Then hov can you tell me you were sick?

In the next example, instead of having a punch line in line 8,
there is an explanation of the dynamics of the patient’s past behavior.
That is, the patient starts out in line 1 with a statement of his
behavior. The therapist asks three yes/no questions (lines, 2, 4,
and 6) which are slightly longer than anticipated and are spoken in a
gentle tone of voice. If they are not answered in the yes/no format it
becomes harder to come back to the initial statement, since the second
speaker would then control the floor. However, here the patient gives
the expected brief and correct answers for a potential confrontation.
But instead, the doctor offers an interpretation where the punchline

would come. The therapist utilizes rule #4 in the hierarchy of rules
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of therapy. That is, the doctor can make an interpretation at any
time. Of course, the doctor could have offered the punch line and
confronted the patient; however, he chose not to and worked toward the
game end, helping the patient become more aware, by offering an explana-
tion. The key difference bhetween the two is that in this example the
interpretation is offered without any disagreement or hostility apparent
in the question-answer process of the check-out procedure before the
punch line. Therefore, while the form of a confrontation is followed,
the disagreement and punch line in the form of a rhetorical question
are not there for its accomplishment.
Example €-25: Bill
1. Pt.: (coughs) I guess I get into wanting some, well, like I
said, when a paranoia starts, paranola started, when I
felt very isclated after coming out of the hospital and
ta I wanted to talk to somebody, so here they are talking,
talking to ne.
2. Dr.: 1Is that how it sounds to you like it began?

3. Pt.: Yeah.

L., Dr.: Being isoclated, Bo you created a world within which you
had a dialogue, huh?

50 Pt.: Yeah,
6. Dr.: Even though the world was a world giving you a rough time?
7. Pt.: Right. Yeah. That's the way it,
8., Dr.: That's fascinating, you know, what you're saying (7).
Like kids who are isolated, live in imagination, and
have imaginary playmates, Huh?
9. Pt.: Um-hm.
10. Dr.: You've heard about that. Did you do that as a kid?

11, Pt.: Yeah. We used to make up storiee about deers. Y'know.
After seeing Bambi. Heh. (laugh)

12, Dr.: W¥What kind of stories?
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13. Pt.: I think there were a number of deers and, I pretended
one time I was one of them, I feel like I kind of made
an ass of myself during the whole, because I remember
when ] was much too 0ld I imitated a deer, ...

Finally, the last example of a non-completed confrontation is
based on supplying a non-preferred answer during the yes/no question/
answer check-out phase of the confrontation routine. By offering other
responses, the continuity of the confrontation sequence may be destroyed,
and the activity 18 at least temporarily foreclosed.

Consider the following example:

Example 6-26: Jill

1. Pt.: I Just want to be naturally attractive.

2, Dr.: You Jjust want to be naturally attractive. Tell me, were
you born naturally attractive? Are you physically so
constituted that you're naturally attractive?

3. Pt.: Yeah, I have been at times. When I feel good,

L, Dr.: What do you do about feeling good and being naturally
attractive? Do you take care of yourself?

5. Pt.: No.

6. Dr.: Well how do people take care of themselves who, whose
natural attractiveness shows through?

Te »: They, it Just happens.
8. Dr.: It Just happens. You know you used that phrase a couple
of times already, "Just.” I "Jjust want to," the "just,”
"Just," you mean like (click) from the sky?
Here, the patient aborts a beginning confrontation in line 3 by saying
Ysometimes," rather than the "no" which would move toward the classic
example. Hence, the therapist has to give up confronting "I just want
to be naturally attractive," and finally confronte the general state-

ment, "Natural attractiveness Just happens"” that is implied by the

patient's answer in line 3. In addition, instead of a punch line in
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line 8 as a contradiction to line 1, we have an observation instead.
The therapist comments on her use of the word "Jjust”" and its impli-
cations.

To summarize, then, reality confrontation requires at its mini-
mum: (1) a disagreement implied or explicit between the two speaker-
hearers, {2) a punch line arrived at in a non-direct way, {3) in the
form of a rhetorical question which points out a basic inconsistency.

We see this in the following paradigm:

Paradigm of Ideal Confrontation {revised)

Step Actor Behavior
1 Confronted Makes general statement or one is inferred by

the next speaker.
2 Confronter Asks or implies a rhetorical question which
contradicts the first speaker's statement.
This model does not imply that the intermediate steps cannot occur.
The greater the number of intermediate steps, the greater the possibil-
ity of "turn-offs" or derailments, and the chances of not reaching the
punchline.

The activity of confrontation rests on its relationship to
logic and reason. Its power is based on its ability to sanction
inconsistency-«an undesireable trait; its violation of the rules of
everyday talk; and its denigrating aspects. The rhetorical nature of
the punch line also serves to heighten its effectiveness since it is
difficult to respond to and implies that the confronter knows for a
fact that the confronted's statement is not true. This makes the
confronted appear to have been lying or be stupid or incompetent.

Each case of such indirect name-calling demands a response since it
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is seen as a personal attack. Thus, confrontation as an exhortation to
change is usually responded to and the work of therapy begins to be
accomplished.

On the following page is & "tree-diagram" in grammatical form
of how confrontation may be accomplished.

Confrontation may be accomplished in its classic form by using
a funnel process which includes two, but not many more, short yes/no
or closed~choice questions or "invitations"” which the respondent must
take. The check-out procedure does not have to be included, however.
What i{s important is that the confronter gets to his punch line by
stretching a category in the confronted's initial statement, shifting
from a special case to a general proposition, and then basing his con-
clusion on this general statement or vice versa, presenting a specific
instance which negates the general rule. Thus, category formation and
negative reinterpreting are essential to developing the punch line.
The disagreement in the form of the rhetoricel question may be strong
or mild and stated or implied. Successful confrontation as used here
means only that the punch line is reached, not that the confronted
necessarily changed his or her mind. Confrontation failures, then,
mean that the punch line has not been reached. If the disagreement is
not there, or the punch line is not presented, or the routine is side-
tracked or atopped, the routine will be subverted.

Without these two essential elements (the disagreement and
punch lines) we may end up as witness to another activity. There is
some probability that it will be an interpretation of psychodynamics
or the rules of therapy, moves that are always available to the thera-

pist. Confrontation is based on an appeal to one's intelligence and



Step

1

2 derailed
3 derailed
) derailed
5 derailed
6 derailed

Grammatical Model of Confrontation

general statement {actual or inferred)

forced choice
question

contradiction
yes, but: no, but
misfire
interpretation

non-preferred answer
yes, but; no, but
misfire

interpretation

contradiction forced choice
yes, but; no, but question
misfire

interpretation

non-preferred answer preferred answer
yes, but; no, but

misfire

interpretation

contradiction punch line in the
yes, but; no, but form of a rhetorical
misfire question (stated or

interpretation implied)
other question

nil
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common~gense understanding of what is logical and what is real. Thus,
even somecone behaving in a truly "crazy" fashion has some relation to
reality. Confrontation appeals to that connection, however tenuous,
and attempts to build on it. Thus, confrontation is a kind of dis-
agreement which is a denigration, and, at the same time, an exhortation
to change,

I turn now to the last chapter of this dissertation for a

summary, conclusion, and implication of this research.
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CHAPTER T

SUMMARY AND CONCLUSION

As stated in the first chapter, this dissertation had two
goals: one practical and the other theoretical. The first is to get
a better understanding of disagreement and disagreeing activities in
general and and to understand these activities within the psychothera-
peutic context specifically. The second is to add to the literature on
how reality is created and shared. In order to achieve the theoretical
goal, a practical problem was pursued.

Thus, the following topics were discussed:

In Chapter 1, I introduced the topic of this dissertation:

a conversational analysis of disagreement. I attempted to show why
pursuing the practical problem of how disagreement gets accomplished in
the therapeutic setting can add to our theoretical knowledge about how
reality is created and shared. Therefore, I reviewed the relevant
ethnomethodological literature and conversational analysis literature
and presented an overview of the methods of this study.

In Chapter 2, I reviewed the traditional literature in the
fields of sociology, psychiatry, communication, interviewing, logic and
rhetoric. I undertook such a review in order to show that the question
posed in this dissertation--how is disagreement accomplished--and the
thesis-~--disagreement is central to the psychotherapeutic treatment

procesg--had not been answered previously using traditional techniques
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and thus a conversational analysis is appropriate to the task. I also
showed how the topic stems from various disciplines.

In Chapter 3, I provided a general description of the nature
of the therapeutic relationship as a correctioning process. I suggest
that the therapist and patient engage in normal everyday speech activia-
ties, but the power of their talk lies in the speclal featuree of the
relationship, namely, that the patient may be held accountable for
everything he says and he does not know when the therapist will move
him from his equal to his unequal and subordinate role. Threatening
behavior and the diasplay of authority were examined in order to see how
the therapist and patient use the rules of therapy.

In Chapter 4, I defined disagreement as one person taking a yes
position and the other a no position and analyzed disagreement as an
adjacency pair and contradiction. In discussing the verbal and non-
verbal forms of doing disagreement, a disagreement maxim and congruency
maxim were formulated. The former states, "Any statement or specific
proposal question offered is subject to being disagreed with," and the
latter states, "Synchronize your verbal and non-verbal communications
if you want to be taken seriously."”

In Chapter 5, I described strategles of negotiating disagree-
ment. I presented data which showed that as patients present data and
hence the formulations of their category packages, the therapist can
then disagree with that formulation by using negative reinterpretation
to show the patient an alternate category construction. In so doing,
the therapiast employs category examination and shifting via stretching,
the funnel process, analogy and psychoanalytic interpretation. The

patient is free to accept or reject the therapist'as reformulations.
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In Chapter 6, I analyzed the activity of confrontation in order

to show how it is used to encourage change. I analyzed the elements
necessary for its production and why it is often used successfully.
I presented a grammatical tree diagram for its production and conclude
that it is a contradiction heard as a rhetorical question. Confronta-
tion works as a kind of denigration and at the same time an exhortation
to change.

Finally, in this chapter, besides providing the above review of
the dissertation, I pose two questions:

1. Have the theoretical and practical goals posed in Chapter 1
been achieved? and
2. Where do we go from here?
The questions are interrelated.

The questions are interrelated because where we go from here
depends on how far we have come. I conclude that to some degree we do
have a better idea of how disagreement and disagreeing activities get
done generally and in the psychotherapeutic context specifically. My
application of conversational analysis has provided a more detalled
description of the activity disagreement. The literature talks only
vaguely about this topic, even by practitioners of the activity. 1In
this dissertation, I showed how disagreement is an essentlial activity
in the psychotherapeutic relationship and treatment process. That is,
I actually examined hov disagreement is done and proposed several ways
in wvhich it is done, specifically contradiction, negative reinterpre-
tation and reality-confrontation. It is this application of conversa-~
tional analysis to the problem of disagreement that is the original

contribution of this thesis. The theoretical goal is more difficult
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to accomplish. I have elucidated some of the rules by which the
activity of psychotherapy is guided. In addition, the analysis of
confrontation is the deepest and hence furthers the theoretical goal
more so than any other disagreeing activities examined. Theoretically
this may be viewed as a contribution to the understanding of the con-
structed nature of everyday events. This suggests to me a number of
alternative courses as to "where we go from here."

1. The analysis of each of these disagreeing activities can
be taken to a new level of analysis. Hence, only the outer layers of
the onion have been peeled and further analysis of these activities is
possible.

2. Other disagreeing activities within the psychotherapeutic
context may be analyzed. The activities of browbeating and control
readily come to mind.

3. Disagreeing activities may be studied in other contexts
guch as in courts, labor negotiations, welfare centers, schools, etc.

k. Other kinds of activities may be studied in the therapeutic
context such as giving support, advice, praising, rewarding, etc.

In short, positive or agreeing activities may be studied as well as
negative or disagreeing ones. Therapy endings may also be studied.

Following each of these courses of action would result in a
better understanding of how an activity gets accomplished and hence
have practical results. In the context of therapy, as long as thera=-
pists are interested in the motivational structure of their patients,
they have no recourse to discover these structures, but through every-
day activities. Thus this analysis and further work of this kind

should aid the therapist in his central task, the improvement of the
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mental health of the patient. Pursuing the above courses of action
would also have theoretical results since such studies would add to
our knowledge about what rules people appear to follow when they carry
out various activities. In this way, our theoretical goal--to have

a better understanding of the social construction of reality--will
eventually be realized.

I conclude then that disagreement is a socially constructed
and shared production. As such, the participants have the option to
maintain it, modify it or change it altogether and we would be witness
to another kind of activity. The implication is that Garfinkel is
correct; we are norm users rather than norm followers. This suggests
that (1) for a better understanding of social interaction and the
institutions in which we participate, we ought to study from the
member'sa or actor's perspective the production of his activities and
hence his use of rules, and {2) all of the activities currently engaged
in by sociologists ought to be analyzed insofar as we are part of and
produce the activities which we currently believe we are analyzing.
Therefore, how we achieve the production of the activities we engage
in should be a main concern for the field of sociology. This disser-~
tation, insofar as it is successful, is an attempt to move in this
direction. Since the social construction of reality is an on=-goling
process, our work, as members and analysts, always lies in the moment

and before us.
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