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I.
The essence of  late phase treatment is the facilitation of clients’ and therapists’ experience in the present.


In order to experience fully in the present clients must confront their continuing issues from the past and confront their past inability to experience life in the present.  


Because many clinicians do not feel challenged by late phase treatment, they must confront their own realities in the present.  These clinicians get complacent in late phase treatment because it seems to lack the action of earlier treatment.

II
This presentation explores changes that confront clients and therapists in late phase treatment.


A.  Clients confront their cognitive distortions that influence their ability to experience in the present.


B.  Clinicians confront their beliefs about their roles in the clients’ lives.  

III.
Just as in the earlier phases of treatment, late phase treatment is recursive.   Each of the issues faced in late phase treatment is a reformulation of an issue confronted in earlier treatment.  


A.  For the most part, clients have been preoccupied by their pasts and the cognitive distortions that have lead to their maintaining that preoccupation. 


B.  The work of the therapy,  in both late and early phase treatment, involves having clients confront their cognitive distortions and the ways that they have used their cognitive distortions to avoid living fully in the present.

IV.
We define late phase treatment in three ways:


A.  Treatments in which clients have progressed very slowly through treatment.  


In these cases, clients  have had long, “traditional”, psychodynamic  treatments with limited movement.  


The clients have often addressed their treatments as they have managed their lives as responses to crises. 


They often wear out before their treatments are finished.  


In these cases the issues of early and late phase treatment are essentially the same.


However, the work must be done less psychodynamically and more behaviorally.  Eye Movement Desensitization and Reprocessing is quite useful as treatment strategy and as lever.   


In these cases clients are consistently challenged:  What is  the purpose for their unfinished work? What is the purpose of your not finishing your work?.  


B.  Treatments in which clients have progressed “unsuccessfully” through early phase treatment.


These clients often cannot confront the issues of their pasts in the present; they lose all of their current coping strategies and disintegrate.  They have then lost their capacities to manage their realities.


In this situation, client and therapist agree that in reality the memory work is not possible.  This realization, as an example of 2nd order change, can be a significant breakthrough.


These clients work to build and to reinforce their ego strength, living skills, and  containment skills.


Dialectical Behavior Therapy training is well applied in these situations.  


Effective containment becomes the goal of the treatment.


C.  Treatments in which clients have progressed through abreaction and memory resolution.   


In these cases clients continue to look at the issues that influenced their earlier treatments.


The goal of this late phase treatment is integration, consolidation, and termination.     


On these cases we focus the balance of the presentation.

V.   
The clients’ part of late phase treatment consists of the confrontation with cognitive distortions and with inability to experience themselves fully:  


A.  Cognitive distortions include:


Trance logic persists through out the treatment, even as clients begin to see the role that their use of trance logic has taken.  Despite significant memory resolution, the clients often think in childlike manners.   


Transference and dependency:  No matter what clinicians do to alleviate the bind, clients often get caught in seeing the clinicians as though they are parents rather than seeing them as sources of information that they could not get from parents.  Even in late phase treatment clients struggle with how to give themselves approval and how to see themselves amidst their projections.  


Shame (and humiliation):  The nature of the narcissistic injury, the narcissistic logic, and shame reinforce each other.  Shame is quite hard to confront without activating shame.  To address humiliation and shame and guilt can be effective.  

 
Integration:  Integration has always been the goal of treatment, but to integrate means to live as one who is single minded in the present.  Integration reflects the ultimate change and the consummate existential crisis.  


Living and dying:  These clients prepared themselves to die not to live.  To have them rearticulate that living fully is one purpose of life and therapy puts them onto a trajectory to collide with their inability to think of living in the present.    


Faith and spiritual beliefs:  Clients with dissociative disorders have used their spiritual beliefs in the past to escape the realities of the present.  The challenge here is to have faith about the capacity to live in the present.


B.  The clients’ inability to experience living in the present shows as:


The inability to accept the changes that have come with the therapy.  Everything outside changes but not necessarily inside.  This problem influences confidence in decision making outside of the therapy, for instance making decisions without therapeutic input.  The problems also shows in the client’s want for the therapist to be constant.  

In so many ways living life fully activates all the old projections about being hurt, about being unsuccessful, and about being whole.  “If I score, I will be shamed.”  “If I show, then I will be noticed and hurt.”  In late phase treatment the archaic projections are consistently reoriented.


Transitions are hard for all of us.  Clients with dissociation have often switched rather than “transitioned”.  (Hence their problem with generalization even at this point in the treatment.)  But the clients think that transitions are easy for the rest of the world.   This phase involves two important pieces of learning:  how clients are like others and how transitions are hard.  


The inordinate fear of transitions extends into the fear of facing changes in the treatment relationship.


Changes in the therapy relationship activate the fear of termination.  Clients are overwhelmed by that is perceived to be the ultimate loss.  


Herein the clients run up against the confrontation with grief in the present about both past and current losses.


Issues that have, heretofore, been ignored or  been perceived as inconsequential, because of the intrusion of the past into the present, suddenly have meaning.  Both because these issues are new and because they are probably anxiety inducing, the clients are faced to confront anxiety that they have dissociated.  


Often, in life and early therapy, clients do not take responsibility for some of the decisions that they have made.  They see themselves as having been powerless in all aspects of their lives.  At this point in treatment clients confront those decisions, which include financial planning and problematic parenting.    


Significant throughout late phase treatment is the difficulty that clients have living with ambiguity and ambivalence.  An additional layer of complexity presents itself in the ambiguity of affect and cognition.  

VI.
The therapists’ part of late phase treatment involves the therapists’  confrontation with change in their cognitive distortions and their roles in the treatment.


The therapists must actively confront their mistakes in the  “parenting” model and promote the teaching model.  As they acknowledge their part of the transference problem,  they teach and model.    


They specifically withdraw their emotional energy.  Many clinicians in late phase treatment do not withdraw their energy to avoid the confrontation by the clients that the therapists have changed.  Therapists must actively  modify their sense of presence in the therapeutic relationship.  


Clinicians interpret trance logic differently with the emphasis on the present not on the past.   Further they must miss no opportunity to teach about trance logic.  


In order to teach good self care, clinicians must honor their own “narcissism”.  The lesson comes from Winnicott;  we challenge you to reread Winnicott’s Hate in the Countertransference.  

VII.
No matter which aspect of late phase treatment, clients and clinicians address their cognitive distortions and their ability to live in the present.  The existential crises of the treatment continue to abound. 
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