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“Conflict, Control, and Out of Control in Couples and Couple Therapy” addresses the continuum of assertion, aggression, and abuse between partners. The therapist is guided how to promote appropriate assertiveness and aggression while avoiding crossing the boundary of abuse. Conflict is intrinsic to most couples, but relative control vs. getting out of control varies greatly resulting in relationship health or dysfunction. The therapist is directed how to guide partners how to deal w/ anger and frustration- learning how to fight fairly and productively to prevent emotional abuse.
The book discusses conceptual vs. practical distinctions between normal couple therapy and domestic violence therapy. Therapist boundaries and choices to engage or not in domestic violence therapy become functionally problematic when intimate partner violence is unanticipated but uncovered in sessions. The therapist will learn how to assess for, manage, and treat partners when emotional reactivity becomes emotional abuse- a focus of normal couple therapy; when verbal abuse predicts physical abuse; and when domestic violence is revealed.
The book discusses attachment, bullying dynamics, cultural models, social information processing, verbal fluency, empathy, peer, cultural, and gender models, same sex relationships, disinhibition, stressors, dialogical processing, hypersensitivity and hypervigilance, and characterological issues including paranoid and antisocial personality disorder affecting partners' conflict, control, and out of control issues. The therapist will learn to shift couple therapy strategies and goals when noting distinctions between reactive aggression, abuse, and instrumental aggression more characteristic of sociopathic partners. Beyond fundamentally altering treatment to avoid perpetuating abuse, the therapist must identify counter-indications for conducting couple therapy.
****
**Author’s Note: Other than public figures or people identified in the media, all other persons in this book are either composites of individuals the author has worked with and/or have been given different names and had their personal identifying information altered to protect and respect their confidentiality.
Chapter 1: ASSERTION AND AGGRESSION IN COUPLES
Dirk and Madeline were in their early forties. They have been married for eight years. They lived together for a couple of years prior to marriage. They had met when they both were working at a real estate firm. They said that their relationship had become strained over the past two years. They were not close as they were before. They admitted that they were going through a lot of stress. They were getting into a lot of conflict. Madeline's had taken a leave from work to give birth and care for the baby for a few months. The plan was to have her mother care for the baby during the day so Madeline could return to work. However, grandma got sick and couldn't provide the care. In fact, she ended up needing Madeline's help to deal with her daily functioning. So, the short break from work had become a more or less permanent situation. It was going on four years since the second paycheck came. Georgie was a high-maintenance kid too. She had been colicky and remained extremely active and moody. Dirk was the primary- actually the only breadwinner for the family. However, with the real estate crash, he had gone from a big earner to struggling. Before the housing market tanked, everyone made money but now it was pretty rough. A couple of years ago with their financial issues and grandma's medical problems and physical decline, they had moved in with Madeline's mother.
"We don't have much time anymore for doing things as a couple," complained Dirk. "If there's any open houses or meetings, I have to take them. I can't be choosy like I could do when houses were selling like pancakes. Sometimes, I have to be gone for a couple of days or a week. I've been trying to get into some import export stuff and that's centered in another city. When I'm home, I'm not around much, and then I'm gone. Getting back in sync with the household is tough. And Madeline gets and stays stressed. There's always appointments or something with her mom or with Georgie. It's just not the same anymore." Madeline said, "We have trouble talking. Our communication is messed up. If we talk, it's usually Dirk criticizing how I take care of Georgie and my mom. He doesn't like how the house looks. It's too messy… it's not neat enough… the food is boring. He's hardly around so he doesn't really help, but he sure can complain about what I do or don't do. He gets so mad. Maybe if he was home more or did more when he was, we could have more of a Beaver Cleaver home!" "See?" Dirk asked the therapist rhetorically. "That's what I have to deal with. I work my ass off in this crappy real estate market, and she doesn't give me any credit. You think I like being gone so much from home? I'd rather be home… watching soap operas too. She should know how hard it is out there, but no! 'How come you're late? Why do you need to be gone so long? I want this… Georgie needs that!' It doesn't stop."
Dirk and Madeline had tried couple therapy before: once for about four months and another time for over a year. In the first therapy experience shortly after the baby was born, the therapist worked with them on improving their communication skills. They learned to set better boundaries and clarify what each wanted from the other. They told the therapist, they did a lot of problem solving about setting rules about chores, expectations, and parenting. It worked well enough so that along with ongoing financial stress they terminated therapy. After a year, when they were fighting more intensely, they decided to try a different therapist. Both Dirk and Madeline knew how to "behave" but admitting having trouble following through. They tired to be more assertive, but that often degenerated into aggression. Sometimes, it became hurtful. With the second therapist, they wanted to get to the "core" of their problems. During this therapy, they learned more about how their respective family experiences and gender role models from their parents were repeated in their relationship. Dirk said it was all well and good but… "So we figured out both our dads were assholes, but we still fought. Yeah, we… I could see how it was like my or her parents fighting again… but we did it anyway. Knowing we… I was repeating what my dad did only made me feel guilty and more frustrated." Madeline also felt the family-of-origin stuff was useful, but said the last couple therapist let Dirk dominate the sessions. And she had enough of him trying to control her at home. She did not feel she was heard in therapy… or at home.
In the session, Dirk got visibly angry when Madeline complained about him. She glanced at him while she spoke to the therapist. She seemed to pull back from pressing her case… her perspective. The therapist fed back to Dirk and Madeline that Madeline seemed to hold back when she saw Dirk get upset. The therapist asked if something like this happened at home. Dirk started and Madeline confirmed that when they got into an argument, Dirk would get angry and animated. His face hardened, his voice raised, and his body tensed. Madeline usually backed off, sometimes physically leaving the room if she could. Then Dirk would go after her, not just physically but also emotionally. "Sometimes, I just can't deal with it…" Madeline started to tear up, "and get… I get…emotional." This made Dirk madder. He said, "She falls apart and whatever is my issue gets shut down." "And," Madeline snapped, "he keeps at me. He won't just give it… give me a break. It's abusive." When the therapist asked what Dirk keeping at her meant, Madeline said he kept hectoring her. When asked how aggressive he was, Madeline and Dirk both said it was mostly verbal and they never really got physical.
This may appear to be a relatively common couple's situation amenable for treatment by a variety of couple therapy approaches. Communications training could teach more "I" statements and help the partners verbalize overt needs and feelings. Exploring Dirk's family-of-origin may uncover patriarchal models of control replicating the couple. Madeline experiences in the family-of-origin may reveal emotional, psychological, physical, and/or sexual abuse that has created hypersensitivity and fears. There may be significant habits, perspectives, and behaviors creating cross-cultural conflict between the partners. One or more affairs, substance abuse, depression, anxiety, or processing issues may contribute to the relationship difficulties. The therapist may decide that Dirk and Madeline both have insecure attachment styles mirroring early attachment deficits. Narcissism (Dirk) and dependency (Madeline) may become the target of therapy. Madeline needs to learn how to be more assertive about her feelings and needs. Family life cycle theories may offer a developmental perspective to the couple who has moved into a new challenging stage raising a young child.
Any, some, and even all of these issues or perspectives may be appropriate foci of couple therapy for Dirk and Madeline. The therapist may appropriately note that all these issues affect their intensity- specifically, the anger in the relationship. Their anger is expressed aggressively within the session and at home. The therapist may direct therapy towards appropriate expression of anger and other feelings. Madeline has trouble asserting her needs and is tentative in her aggression. She's more passive-aggressive than overtly aggressive. "Passive aggressive behavior happens when the person avoids responsibility and attempts to control others to keep them away through his passivity and withdrawal. It is a dynamic born of fear of being controlled, fear of confrontation, hidden anger and an inability to deal straight with people. Passive aggressive behavior is complex and takes many forms. We all have passive behavior that comes up when we don't want to deal with conflict directly or do a task. We all hedge, fudge and remain noncommittal on issues some of the time. That's normal. It's only when repeated passivity creates severe issues for others setting up continual tension and anger in the household that it becomes a serious problem that should be addressed" (Namka, 1998). The therapist should look for behaviors such as:
Saying one thing but meaning the opposite.
Acting passive but aggressively gets his or her own way by not doing what is wanted.
Squelching anger then striking out indirectly (for example, by withdrawing).
Saying "yes" although meaning "no," and then not following through.
Agreement but not complying with agreement, including scheduling appointments but not showing up.
Pattern of "forgetting" things he or she does not like to do.
Partial compliance, missed parts, sloppy execution.
Avoiding asserting oneself, avoiding confrontation, sidestepping responsibility.
Creative avoidance.
Pleasant agreeability, then doing as one pleases.
Procrastination.
Insisting on the other person doing the difficult behavior- avoiding being the "heavy" (for example, disciplining children, confronting problems, etc.).
Not cleaning or cooking or other expected chores or roles.
Refusing to hear criticism, discuss problems, or research such issues.
If Madeline or Dirk is passive-aggressive, the therapist should hold her or him responsible for the aggression and prompt appropriate assertiveness for ones needs. Problems with asserting oneself may be related to other issues, including abuse. "CBT with couples proposes a model that violent men have specific difficulties with assertiveness, and have poor communication and dysfunctional thoughts that are strongly linked to the escalation of conflict. In contrast to this, they describe therapy studies of women who are deemed to have characteristics that make them susceptible to victimization—or being coerced, or to have tendencies that reinforce the man's violence" (d'Ardenne and Balakrishna, 2001, page 241). Dirk apparently does not need any assertiveness training from a lay definition. However, his aggressive tone and style may be over-compensation for difficulties being appropriately assertive. He needs to learn how to be assertive while balancing how to be more conciliatory and receptive to Madeline's feelings. Dirk's process may bear closer examination. It would not be unexpected that his aggression is both covert- passive-aggressive and overt. The therapist presents many of these issues as goals of therapy and Dirk and Madeline both agree. Throughout the course of therapy, the therapist intuitively and conceptually recognizes a relationship among emotions, anger, assertiveness, and aggression. Dirk and Madeline have dysfunctional dynamics with these issues.
The therapist must continually assess and work on the distinctions among anger, assertive anger, aggressive anger, and spiritual, emotional, intellectual, and psychological aggression. And, stay alert to boundary lines crossed from assertion to aggression to abuse. All abuse: emotional and psychological, mental, physical, or sexual is emotional and psychological abuse. "Psychological abuse (verbal and nonverbal) has been shown to coexist with physical abuse among married couples, during courtship, and during pregnancy. Psychological aggression is an antecedent to physical aggression and known to be associated longitudinally. Husbands' physical assault and SA (sexual abuse), including rape, are consistently related, especially among battered women. More women experience both physical and SA whereas a much smaller proportion experience sexual violence in the absence of physical violence. Information on female SA towards their husbands is sparse" (Ramisetty-Mikler et al., 2007, page 32).
Dirk and Madeline need work on their anger issues, being appropriately assertive or aggressive. And the therapist needs to keep assessing the couple. How angry is each partner? How is the anger expressed in the relationship? How does each partner assert him or herself? How does each partner aggress? Does either partner go step across the boundary of abuse? When there is emotional or psychological abuse, does… why… and how does it become domestic violence? If the aggression in the relationship was "mostly verbal" and "never really got physical," what did that mean about when the aggression was more than verbal? And if the aggression "never really got physical" what was as is implied did occur when it "sorta got physical?" Staying in control means being mindful when crossing from assertiveness to aggression, and most of all not crossing the boundary from aggression to abuse. Dirk and Madeline's vague comments leaves uncertain if they get out of control in their conflicts. The couple therapy may go on for a few weeks, a few months, and even years without addressing their pattern of conflict. This occurs if the therapist does not follow up on client denials, minimizing, or diversions. And fail as prior couple therapy had failed if the therapist does not identify the scope and depth of aggression, especially abuse. Dirk and Madeline's core issues may revolve around emotional and psychological aggression and abuse. Their issues may be founded onto deeply embedded characterological issues including personality disorders. Their aggression and abuse may be entirely verbal, or they may cross over to physical confrontations and conflicts constituting domestic violence. In all cases, there remain key shared therapeutic principles and strategies appropriate for the therapist to consider, as well as key distinctions.
****
Chapter 2: ANGER IN RELATIONSHIPS
Dirk and Madeline do not hide that there is anger in their relationship. Other couples may deny that anger is an issue or problem individually and in the couple. Others may minimize the degree of anger or divert the therapy to other issues. Depending on family and cultural models, denying and minimizing anger may have been initially habitual but over time gotten out of hand. The therapist should assert that anger is a key aspect of the human spectrum of emotions. Anger may manifest itself in the form of temper tantrums, hypersensitivity (excessive or abnormal sensitivity), and hypervigilance (excessive alertness or watchfulness). Or it may be recognized in a moodiness or sullenness toward everyone and everything. When it does come out, anger may be expressed as an indiscriminate ferocity that is disproportionate to the situation or transgression against the individual. This is not the same as when individuals who can and do get angry at times. Everyone gets angry at times. Everyone has experienced situations in which getting angry is the most natural response. Anger empowers individuals to take the risks that they would otherwise be too fearful to consider. Anger gives people the energy assert themselves to challenge the things that need to be challenged in order to have a healthy and secure life. Anger is often the key emotion underlying assertive words or actions. Telling people "Don't be so angry! I don't see why you're so angry!" disables them from the energy that allows them to take care of themselves. Anger gives them the courage to fight for self-preservation. It is more appropriate to acknowledge that the anger comes from a place that seeks to be respected. Anger in response to mistreatment or provocation is natural. It aids in asserting ones rights and needs and for contesting harmful or intrusive experiences. However, in the case of a partner who is consistently angry, with or without provocation, it is wise to have a greater level of concern.
Ignoring an individual's anger may cause the individual to feel that his or her essential self and worth are being ignored. This can intensify the anger and thus intensify the negative behavior. This is the opposite of what is desired. When Madeline tries to avoid Dirk's wrath, she inadvertently dismisses him. Anger may be a key issue in understanding and improving mental health and, as a result, behavior. Some individuals carry anger consistently in their bodies, facial expressions, attitudes, values, beliefs, and behaviors. Or the anger lies just beneath the surface, building over days, weeks, months, or even years. A small transgression or a great offense can equally set off the anger from within. Many people may not even realize on a conscious level that they are still angry; because they may think they've "let it go." In such cases, "letting it go" actually might mean they have taken the issue, squeezed it, and crushed it into a hard nugget of bitterness that they dropped onto a pile of resentment growing inside. The question is not whether Dirk or Madeline each has a significant pile of resentment, but how high a pile, how deeply buried, and how potentially eruptive the resentment may be.
When an individual begins to get angry, the therapist or the partner may react with common responses such as "Calm down." "Don't be so emotional." "Don't get so mad." "Get a hold of yourself." "Let's not get too excited." "Let's not get carried away." While everyone says these things sometimes, the directives assume that the individual has choice and control over emotions such as anger. They also assume that the emotions are inherently negative, rather than purposeful. Both assumptions are incorrect and dangerous. Emotions and anger in particular are parts of an arousal system that quickly and unconsciously interprets and evaluates information gleaned from the environment. It directs the individual to immediate and possible pitfalls, as well as potential opportunities. "…a moderate amount of anger, expressed under the right circumstances, plays an important role in healthy psychology. It saves us from predators, literal and figurative. Anger can motivate us to take on unpleasant tasks, like confronting a bully; it can maneuver others into attending to our needs. Besides, feeling anger doesn't always mean acting on it. Only 10 percent of anger is followed by aggression, points out Howard Kassinove, a psychology professor at Hofstra University in Hempstead. New York. 'For a lot of us it's anger in.' he says. 'It's usually not shown.'" (Simon, 2005, page 57).
Emotional arousal is not volitional. In fact, its unfettered intrusion can disrupt the individual significantly. Intense unexpected emotions can ambush normal functioning and interactions. The brain is waylaid neurologically by emotional arousal and can confuse or block logical processing. Emotions, in particular self-righteous anger or rage is extremely difficult if not impossible to close down for some if not all individuals. Strong emotions block current functioning to direct the individual to address whatever might be more important. What is emotionally and psychologically deemed more important has origins in a multitude of old dynamics, primal instincts, and possibly deep traumas or abuse. An abrupt emotional trigger can paralyze rational civilized communication and behavior, and demand attention. While anger management principles can be useful overall, especially for less intense arousal, it does not address deep intrinsic problems. "…research has shown that conventional auger management doesn't work very well. Domestic violence treatment is even less effective. These programs can help the highly motivated—but most people with problem anger don't think they have a problem and don't seek out treatment. Besides, merely controlling the impulse to lash out doesn't get to the root of long-term resentments. At the heart of problem anger, believes Stosny, are severe feelings of shame and guilt as well as a lack of empathy for self and others—or at least an inability to recognize and express it" (Simon, 2005, page 56).
Until deeper emotions or issues are addressed, anger management may at best only delay the rage and disruption to a later time. In fact, successful anger suppression may cause an inevitable eruption to be of greater intensity and damage. The anger may exist and persist unconsciously or semi-consciously. This may not be unusual among men in general, but has particular ramifications for domestic violence. "Intimate partner violent men appear to have difficulty recognizing and labeling their anger. Reluctant to express primary feelings of sadness and dysphoria, they may express anger instead (Stosny 1995). Anger management, especially for violent individuals with antisocial or psychopathic features, may be useful adjuncts to battering intervention programs (Babcock et al. 2007). Therapeutic approaches that target emotional regulation, such as Dialectical Behavior Therapy (DBT) in the context of imagined infidelity would be most appropriate for individuals with borderline features. DBT may aid in teaching them to manage their anger and regulate their jealousy. The efficacy of battering interventions may be improved by tailoring emotion-focused interventions to specific batterers based on their personality features and corresponding cognitive distortions" (Costa and Babcock, 2008, page 401).
Emotions are not only personal warnings of issues that need to addressed for the individual, but to an astute therapist or partner, they can also be an alert to the individual's needs. No doubt that Dirk has an anger issue. And his behavior is at best highly problematic and at worse, possibly abusive. Yet ignoring or attempting to suppress his anger or any emotion is difficult and existentially dismissive. The quality of his anger hints to important underlying issues. For some individuals, the "problem" that led to the angry response is far more pervasive in depth and breadth than just the behavior that manifests in the relationship. This may be so with Dirk. There may be a personality disorder, trauma, medical or physical conditions, and/or searing emotional experiences and compelling family or cultural factors. With an angry individual, the confusion or the fear from some interpersonal miscommunication or misstep may be symbolic of more profound and painful prior experiences. If the therapist notices an emotional reaction that is disproportionate to the specific and current situation, then the therapist should consider that other or prior distress, trauma, or characterological distortion is playing a role in the behavior.
It is important to remember that anger is normally not the primary emotion, but often the secondary emotion. Before there is anger, there is an underlying emotion. There is an emotion that asks for an act of self-preservation, increased security, and nurturing. Anger tends to be expressed more often by males because they often go through a cultural socialization process that disconnects them from their vulnerable feelings. This is apparent in the plot of virtually every action movie in recent decades. Think about it. Shortly after the beginning of the movie, someone very close (mother, girlfriend, sibling) to the male hero has been horribly killed. As he holds his dying (fill in the blank), he suffers tremendous anguish, with tears streaming down his face. After the dear one dies, the finality of the death hits him, and his despair intensifies—for about 30 seconds! Then, he raises his head up, with tears still fresh on his face. His jaw sets, and his eyes turn hard. The rest of the movie is relentlessly driven by his cold, hard anger, and the determination to avenge the wrongful death. Such a plot clearly demonstrates anger as a secondary emotion—and a byproduct of the male training that vulnerable feelings are to be suppressed rather than expressed, except perhaps, in anger and violence.
Both partners often cannot but help feeling angry. If Dirk expresses in some male stereotypical (or cinematic) style, it directs him towards not just aggression but self-righteous vengeance. Destroying Madeline symbolically becomes his goal. Without alternative strategies, empowering Madeline simply to resist Dirk risks prompting similar attempts on her part to also annihilate Dirk. The therapist can work with the partners to learn appropriate expression of anger. These are some ways individuals can be helped to express anger appropriately:
1. Verbalization
2. Writing
3. Problem solving
4. Negotiation
It also may be appropriate and necessary to work from an incremental orientation. Expecting complete and total change is not only unreasonable but also likely to frustrate the partners. And, doom the possibility of change. Although the therapist does not ordinarily want partners yelling at each other, an individual who yells instead of hits has made a significant positive incremental change in the behavior improvement process. After all, foot stomping on the floor is much better than stomping on one's partner. When the individual has successfully moved from physical aggression to yelling, the therapist can direct further incremental change, such as verbalizing with intensity but without yelling and threats: "I really don't like what you did. Please, don't do it again." When that method of communication has been established, the next step would be verbalization with lower intensity, more overt problem-solving attempts, and so forth. This strategy to build incremental change does not in any way condone domestic violence or other physical abuse. The suitability of this strategy depends first eliminating the danger of domestic violence with the hard boundary of no physical abuse allowed. There are both absolute and relative boundaries among verbal and psychological aggression versus abuse, physical aggression versus abuse, and intimidation versus control. The therapist is legally and ethically charged to make such determinations prior to and then in conjunction to therapeutic assessments. If safety is assured through an absolute boundary- a huge qualifier to the process, then an incremental change strategy may be effective. Of course the therapist may want to move the individual directly to the most civilized process. However, for angry individual, the downward spiral into anger was probably itself a gradual and incremental process. He or she went from mild complaints, to loud complaints, to loud complaints accompanied by rants and raves, and to severe acting out. Undoing this pattern does not happen magically and without sustained effort.
Dirk, much like many people with significant anger issues believes that things outside of him make him think, feel, and react. Circumstances and people, especially an intimate person such as a partner, other family member, teacher or boss, or classmate or co-worker in the environment control the individual. It is a fundamental personal paradigm shift to believe that within him or her is what regulates emotions, no matter what other people may do. Despite how much he or she may aggress against another person, the individual sees him or herself as retaliating against unjust actions by unfair others, including partners in a fundamentally hostile world. This can be a family model. "In this way, we learn from early relationships to blame our unpleasant feelings on others. So as adults, when we feel shamed or disregarded in situations that have nothing to do with loved ones—say, in the hierarchical workplace or in rush-hour traffic—our reaction is to get angry, targeting the person who made us feel that way. At the same time, we get a neurochemical rush from anger that relieves anxiety and provides a physiological boost. The nasty cycle turns many into… 'anger junkies'" (Simon, 2005, page 57). Getting enjoyment or a rush akin to compulsive satisfaction becomes plausible, since anger is often a secondary emotion to distressing vulnerable feelings that the individual may want to avoid. And anger is an empowering emotion as well. In the relationship, the anger coalesces around and is directed at the partner. "When considering the relationship between anger, hostility, and IPV (intimate partner violence), an important issue is the theoretical difference between anger and hostility. Anger usually refers to a subjective, phenomenological, emotional state, while hostility refers to aggressive cognitions involving an attitude that includes dislike and negative evaluation of others, cynicism, and mistrust" (Clements and Holtzworth-Monroe, 2008, page 353).
Anger is often but not always associated with domestic violence. Anger is considered a major risk factor, although there at least one sub-group of abusers that constitute a significant exception. This will be discussed later. "In a meta-analysis of 11 studies (n = 2179) of anger and hostility as risk factors for intimate partner violence, a mean effect size of d = 0.54 was identified, indicating a substantial effect (Stith, Smith, Penn, Ward, & Tritt, 2004). Many cognitive deficits associated with anger in other groups of violent offenders can be identified in domestic violence groups, for example, maritally violent men have been identified as providing less competent responses to marital conflict situations (Anglin & Holtzworth-Munroe, 1997), and abusive males report higher levels of anger-related concepts such as jealousy, rejection, abandonment, and attributing greater negative intent to their partners than non-abusive men (Moore, Eisler, & Franchina, 2000). A recent study of articulated thoughts identified that those who had been violent in a dating relationship differed from those who had not in terms of the anger-related concept of high demandingness and low anger control (Eckhardt & Jamison, 2002). Furthermore, in a review of domestic violence interventions, anger reduction was associated with successful treatment outcomes (Feldman & Ridley, 1995)" (McMurran and Gilchrist, 2006, page 110). The therapist should assess the individual such as Dirk for the anger-related concepts. The therapist should probe Dirk for expressions and Madeline for experiences of jealousy, rejection, and abandonment. The more Dirk blames Madeline for purposely harming or disrespecting him, the more objectified his anger becomes. This blaming would be expressions of hostility that raise the risk for abusive behavior. Since anger appears to often increase risk for domestic violence, interventions that attempt to reduce anger are a component of therapy.
"Interestingly, data suggest that male and female perpetrated relationship violence occur at similar rates. Nonetheless, male perpetrated physical violence often has more serious negative consequences than female aggression, including more physical injury and psychological harm (e.g., Archer, 2000; Holtzworth-Munroe, Smutzler, & Sandin, 1997)" (Clements et al., 2007, page 369). Madeline may aggress against Dirk as well. The therapist should not ignore the possibility of Madeline physically hitting or abusing Dirk. Uncovering how she may be physical with Dirk is important. However it is clear based on Dirk's 15-30% greater body weight and probably higher percentage greater upper body strength that any unrestrained physical assault on her is almost certainly more dangerous than her on him. If either partner uses any implement whether a household item or a designed weapon, the level of danger dramatically increases when anger gets out of hand.
Each family has its own rules for expression of anger within the family that children experience. However, how anger and other emotions are manifested in one pattern of behaviors or another varies greatly. How did Dirk's family-of-origin model anger? How did Madeline's family-of-origin model anger? Was anger expressed or suppressed? There often has been generational modeling of- that is, exposure to violence for both partners. This is thought to increase the risk of cross-generational transmission of behavior, including overall negativity. Exposure to parental domestic violence may have a greater pronounced effect on males. "Relative to male-unexposed couples, male-exposed couples, both the male and female partners were much more negative in their affect and behavior, even though the women had not been exposed to parental violence. A parsimonious explanation for this finding is that the women are reciprocating the negativity of their male partners, which is consistent with the more general finding that there is a high degree of correlation between the levels of negativity of partners within a couple (Weiss & Heyman, 1997). However, it is also possible that men exposed to parental aggression select partners who are more negative in their affect and behaviors than do unexposed men. What is clear is that there is a strong degree of interdependence of the negative behavior of the two partners" (Halford et al., 2000, page 232). While it is not clear of the extent of influence or specific causal nature of exposure to parental domestic violence on subsequent relationships, there are clear associations that the therapist should be vigilant to note for assessment.
In a study of male to female sexual aggression (MFSA) and female to male sexual aggression (FMSA), "only severe psychological aggression predicted MFSA or FMSA, after controlling for alcohol and other covariates. Couples reporting male-to-female severe psychological aggression were at a four-fold risk for MFSA. Male psychological aggression was a stronger predictor even after controlling for physical assault and alcohol use" (Ramisetty-Mikler et al., 2007, page 40). While husbands' psychological and physical aggression has been shown to be related over time, physical assault alone "failed to account for variance in MFSA in this study. Psychological aggression has been found to predict the onset of husbands' physical aggression longitudinally suggesting that it might be a stronger precursor for male SA than the presence of physical assault. Regression analyses indicate that females who engage in severe forms of psychological aggression are more likely to engage in sexual aggression" (Ramisetty-Mikler et al., 2007, page 40). Madeline's description of Dirk keeping at her and not letting her disconnect from a conflict may be indicative of psychological aggression. The therapist should explore psychological aggression between the partners, including potential prior modeling of psychological aggression in response to anger in the family-of-origin for both partners. While the couple may not have degenerated to Dirk sexually assaulting Madeline, whether or not he has been physically abusive, his psychological aggression is alarming. It may be a precursor to greater aggression and violence. Psychological aggression in of itself would be detrimental to relationship cohesiveness, and a focus of couple therapy with or without domestic violence.
The difference and relationship between state anger and trait anger may contribute to understanding and assessing the couple's dynamics. Lafontaine and Lussier (2005, page 357) described the two types of anger and their measurement. The state anger scale evaluates the presence and intensity of angry feelings. Anger can range from mild annoyance or irritation to intense fury and rage towards the partner at a particular time. The trait anger scale, on the other hand measures the individual's tendency to interpret many or most circumstances as annoying or frustrating. The "avoidance of intimacy by men led to a dysfunctional experience of anger in their couple, which in turn resulted in the use of intimate psychological violence. More specifically, being uncomfortable when a partner wants to be very close, feeling uncomfortable being dependent on a romantic partner, etc., induced irritation and rage towards the female partner at a particular time (high state anger) and a tendency to perceive a large percentage of circumstances involving the woman as annoying or frustrating (high trait anger), which in turn influenced male use of psychological violence. According to Mayseless (1991), the hostility displayed by avoidant males may be passive aggressive rather than overexpressive. However, on some occasions these men may become overtly violent."
Therapy should address both types of anger. With Dirk and Madeline, the therapist should explore state anger- how much and the intensity of upset to anger to rage along with the quantity and depth of resentments held by each partner. Greater state anger would indicate higher volatility and imply a greater likelihood to be activated. Activation may come out in overt behavior or internalized emotional processes. Reducing high state anger through therapeutic and other processes may be important for treatment. The therapist should also explore trait anger to learn how Dirk and Madeline respectively tend to perceive each other's actions. The symbolism rather than the fact of a particular circumstance would probably be what triggers this anger. This is an important distinction to make in therapy. Attention only to restrain from the specific actions that trigger trait anger will not be effective, since there will be unanticipated interpretations depending on the individual's mood that can also trigger trait anger. The symbolic origins of trait anger would tend to be from family-of-origin developmental or other problematic experiences. For example, Dirk's trait anger interpreting Madeline's actions or words as unappreciative or disrespectful may be from early experiences of being ignored as a child. Madeline's trait anger from being intimidated by Dirk may be from childhood experiences with dominating parents.
****
A common but difficult boundary for the couple in therapy is that a partner who acts in a verbally and emotionally or psychologically hurtful manner is held responsible to stop such behavior. Interventions and steps are taken to prevent recurrence so that the target of the verbal "violence" can be safe. In lieu of physical aggression or abuse, however, there is often greater tolerance of emotional or psychological transgressions. The degree of non-physical abuse may be quite egregious. This tolerance is arguably quite counter-productive to the relationship health. On the other hand, domestic violence treatment programs take a stricter approach. In such work, there are essentially two parallel messages and principles: the perpetrator of domestic violence is held accountable for his or her aggression and abuse, and the victim must be protected from further violence. This often results in two concurrent parallel programs as well. One program works with the abuser to curtail his or her (a male in most programs) aggression. The second part is a social service program to work the victim of domestic violence (usually female). The male perpetrator is seen individually often with required participation in group therapy with other perpetrators. The perpetrator, his violent behavior, and rationalizations are often challenged and confronted by the group facilitator or therapist and by other group participants. The modalities of treatment may include psycho-education, cognitive-behavioural, psychoanalytic, or attachment orientations. The female victims may also have individual therapy and participate in a group process with other victims. In addition to group support, victim support services or agencies may also provide legal, housing, financial, and other resources. All interventions intend to empower the victim to resist further victimization. A third strategy or process of conjoint therapy or couple therapy is not universally accepted in domestic violence treatment. Such an approach is very controversial among professionals and victim advocates. At best, the therapist should take great caution to consider whether couple therapy is appropriate or safe when domestic violence is a part of the relationship.
"Although the efficacy of parallel approaches has been mixed, numerous authors (e.g., Avis, 1992; Bouchard & Lee, 1999; Gondolf, 1995; Rosen et al., 2003;Stith et al., 2003) have noted that the use of conjoint therapy for domestic violence situations is highly controversial. It has been reported that within conjoint therapy for domestic violence there can be potential for: (a) physical and psychological risk to the victimized partner through being re-victimized, (b) the offender to use the therapy time to self-justify and to justify to the victim the abuse, (c) the victim to be held responsible for the abuse, and (d) the power imbalances within the relationship to be ignored (Avis, 1992; Bograd, 1992; Goldner, 1998; Gondolf, 1995; Rosen et al., 2003). Thus, it seems that there are legitimate concerns for the application of conjoint therapy for domestic violence cases" (Harris, 2006, page 375). If domestic violence had been a part of Dirk and Madeline's relationship, their prior two experiences of couple therapy arguably condoned the abuse. Whether the therapist knew it or not… whether she knew it or not, Madeline had hope that her victimization would be recognized. She hoped to be acknowledged, helped, and protected.
In the new therapy, the therapist can see that Madeline is uncomfortable when Dirk gets upset and makes accusations against her. Discomfort is intrinsic to the therapeutic and change process, but the therapist often cannot tell initially whether Madeline is uncomfortable but able to otherwise care for herself. Madeline may be intimidated by Dirk, but more than that, feel abused… again. Perhaps, worse than having experienced victimization alone at home might be to be victimized again without intervention in front of a witness- the therapist. Madeline's complaint that a prior therapist gave Dirk too much time and attention may predict Dirk will again recruit the therapist to condone his justifications for his treatment of Madeline. From the principles of individual choice and therapist neutrality, the therapist may inadvertently collude with blaming Madeline for being victimized. Since Dirk brings in all the income in the family, his sense of greater equity in the couple drives his entitlement to make choices and to criticize Madeline. The therapist risk deferring to the implicit and explicit power dynamics, if he or she does not address balance or imbalance between Dirk and Madeline. Since imbalance may be key to aggressor entitlement, failure to challenge it perpetuates Dirk asserting control and continuing to dominate Madeline. Prior couple therapy had failed to stop the aggression, abuse, or uncover much less stop domestic violence before. It may have intensified Madeline's victimization and increased Dirk's entitlement to aggress.
The negative consequences of couple therapy with domestic violence in the relationship may advise against the process. "However, research suggests (e.g., Bouchard & Lee, 1999; Gauthier & Levendosky, 1996; Goldner, 1998; Rosen et al., 2003; Stith et al., 2003) that this is not a universal rule that should be applied to every case… There have been some significant reasons forwarded as to why couple therapy should be a potential option when working with domestic violence cases. For example, perpetrators are a heterogeneous group (Stuart & Holtzworth-Munroe, 1995) that requires individual treatment plans for each unique individual. Stuart and Holtzworth-Munroe (1995) reported that male perpetrators who were violent specifically toward their families and had no psychopathology can benefit from couple therapy. Second, reciprocal violence can occur between partners (Stith et al., 2003; Straus, 1993), which needs to be addressed in order to effectively reduce the overall violence in the relationship (Feld & Straus, 1989). Gondolf (1998) reported that if women use violence in relationships, they are at an increased risk of being severely injured by their partners. Third, typical perpetrator groups do not address underlying relationship dynamics that influence the violence in the relationship (Holtzworth-Munroe, Beatty, & Anglin, 1995). Pan, Neidig and O'Leary (1994) found that marital discord and underlying relationship issues were the most accurate predictors of aggression within the couple. With many victims of abuse staying, or returning, to their partners who have been abusive (Bouchard & Lee, 1999; Heyman & Neidig, 1997), there seems to be a strong case for the inclusion of couple therapy to address relationship dynamics in treatment. Fourth, many couples are too afraid or ashamed to enter treatment for violence, and thus a couple therapy label can be more appealing (Shamai, 1996). Finally, conjoint therapy offers the opportunity for role modeling and practicing techniques with each partner (or between partners) during the session (Geffner, Barrett, & Rossman, 1995). This can lead to opportunities to: (a) correct problems during the session, (b) offer support to each partner in implementing the technique, and (c) tailor techniques to fit the individual couple during the session" (Harris, 2006, page 375-76). Harris further discussed research where conjoint therapy with domestic violence issues was effective in reducing violence and where women did not have greater risk for violence.
Whenever there is a history of domestic violence and subsequently, a risk for renewed or repeated abuse, the safety of the victim is paramount. The sense of safety may be important along with protection from actual harm. If the victim does not feel safe in couple therapy, it would replicate the sense of danger in the relationship. Complete physical separation and subsequent legal and marital or relationship termination thus may be an appropriate goal. However, it may not be the goal of the couple or of either partner. If the partners pursue couple therapy, the therapist must examine for safety issues before proceeding with and throughout therapy. Past and current abuse would tend to predict further abuse that therapy may condone unknowingly. "Stith, Rosen, & McCollum, 2002) have suggested that ensuring there is no current severe/moderate violence or abuse (e.g., emotional, physical) needs to occur before couples work is initiated. Furthermore, even if couple therapy is going to be utilized for more mild forms of physical aggression/violence (e.g., pushing, shoving) there still need to be precautions taken, such as a contract stating there will be no violence or battering of any kind (Bouchard & Lee, 1999; Jacobson & Christensen, 1996). Although some approaches to couple therapy for domestic violence (e.g., Rosen et al., 2003) have included couples with low-level physical aggression/violence, this is controversial (Bouchard & Lee, 1999; Jacobson & Christensen, 1996). Mack (1989) reported that couple therapy will be appropriate if expressive violence (e.g., violence that is primarily an expression of an emotion, lack of prior severe violence, mutual and reciprocal violence, genuine remorse) is apparent as opposed to instrumental violence (e.g., violence that is used to mainly achieve a goal, history of severe violence, unilateral violence, serious psychological repercussions such as helplessness or depression, lack of remorse)" (Harris, 2006, page 376).
The use of contracts or agreements may help set boundaries to prevent further abuse. However, they are inherently problematic depending on the intensity of the dynamics and the emotional/psychological stability or reactivity, the honesty or integrity, and the degree of compulsivity of the perpetrator. The suggested conditions for using couple therapy may be a part of a circular rationale. Couples and perpetrators who qualify may be inherently those who can benefit from couple therapy due to their lesser degree of pathology. Those who do not qualify may inherently be too dysfunctional to benefit from couple therapy. These guidelines or requirements for deciding the suitability of couple therapy for domestic violence suggest that among domestic violence and perpetrators there are important qualitative differences. Certain sub-groups of domestic violence perpetrators may be more or less amenable or significantly resistant to couple therapy or any intervention. That includes common therapeutic interventions that are often otherwise productive: contracts, homework, breathing exercises, or cognitive-behavioral interventions. Dirk may be aggressive and abusive with Madeline. The extent of aggression or abuse may not involve physical behavior. However, there may be physical actions that would be considered clearly domestic violence as defined legally and by social/cultural and professional standards. In considering couple therapy when there is domestic violence, the therapist would need to determine if the aggression is largely emotionally reactive versus intentional to serve some gain for Dirk. If the aggression is instrumental along with history of severity, such characteristics and history may advise against couple therapy. Couple therapy may not be beneficial.
"Geffner et al. (1995) reported that prior to commencing domestic violence conjoint therapy, specific preconditions should be apparent, such as: (a) each partner wants this type of treatment, (b) the victim has a safety plan and understands the potential dangers of this approach, (c) therapists (i.e., preferably one male and one female for the couple) are trained in systems approach and domestic violence issues, (d) neither partner is abusing alcohol or drugs, and (e) the risk for danger to the victim is low, based on a thorough evaluation. In addition, Walker's (1979) stage model of the cycle of violence can be used to conceptualize the current state of the relationship. This is important as couples in the honeymoon phase (i.e., the abuser is remorseful and makes promises to change) may have unrealistic expectations and perceptions of the treatment and the level of dangerousness involved. Clearly, safety needs to be a focus of couple therapy with domestic violence issues" (Harris, 2006, page 376-77). Walker's conceptualization of the cycle domestic violence has three parts: the tension building phase, acute battering episode, and the honeymoon phase.
1. Tension building phase—Tension builds over common domestic issues like money, children or jobs. Verbal abuse begins. The victim tries to control the situation by pleasing the abuser, giving in or avoiding the abuse. None of these will stop the violence. Eventually, the tension reaches a boiling point and physical abuse begins.
2. Acute battering episode—When the tension peaks, the physical violence begins. It is usually triggered by the presence of an external event or by the abuser's emotional state—but not by the victim's behavior. This means the start of the battering episode is unpredictable and beyond the victim's control. However, some experts believe that in some cases victims may unconsciously provoke the abuse so they can release the tension, and move on to the honeymoon phase.
3. The honeymoon phase—First, the abuser is ashamed of his behavior. He expresses remorse, tries to minimize the abuse and might even blame it on the partner. He may then exhibit loving, kind behavior followed by apologies, generosity and helpfulness. He will genuinely attempt to convince the partner that the abuse will not happen again. This loving and contrite behavior strengthens the bond between the partners and will probably convince the victim, once again, that leaving the relationship is not necessary (domesticviolenceroundtable.org, 2012).
The willingness of the abuser while in the honeymoon phase may not persist as the couple moves pass the stage and cycles again into the tension-building phase. Entry into couple therapy may be a manifestation of the honeymoon phase. Applying the five preconditions suggested by Geffner et al. suggests that the couple has revealed that domestic violence is in the relationship. The partners may not tell the therapist that an abusive episode precipitated the initiation of therapy. Dirk and Madeline had never mentioned domestic violence. They told the therapist they started therapy because of communication problems, stress, and not having enough time together as a couple. An initial goal of therapy may therefore be along with the identification of abuse, getting them to identify themselves as a couple with abuse problems. If the couple admits to abuse in the relationship, (Dytch, 2012) says, "Before I will consider treating an abusive couple together, they must meet several conditions.
1. Their answers to the Abusive Behavior Inventory (see appendix) match closely.
2. Past abuse was moderate to mild; currently, abuse is mild or absent.
3. The couple can adhere to a contract of no further abuse.
4. The abused partner is safe, unafraid, and able to mobilize resources if needed.
5. Both partners are motivated for treatment out of a sincere desire to grow and change.
6. Both partners are willing to be accountable for their behavior, without blaming the other.
7. The couple can use basic communication skills in a non-manipulative manner.
Dytch succinctly adds, "In short, couple therapy is appropriate when the dynamics of the relationship, not the abuse, is the proper focus of treatment."
The therapist should consider that intimacy is both the goal and the challenge to the couple's relationship. Intimacy in a couple may have to do with a certain quality or lack of quality of communication. Distressed husbands who are aggressive towards wives- "D/H-to-W spouses reported less use of silly voices, baby talk, and special communication than did D/NA (Distress NonAggressive) spouses. One result of marital aggression could be less silly, childlike and trusting behavior between spouses. This type of communication may be a marker of intimacy. Alternatively, it may be that the lack of this type of relationship communication is one of the risk factors for the occurrence of H-to-W (husband to wife) violence" (Langhinrichsen-Rohling, 1998, page 209). Failed attempts to experience and invite intimacy lead to emotional injuries, which often (usually) cause frustration, upset, and/or anger. Anger as a secondary emotion can trigger empowering actions to get needs met. Assertion and thus, aggression are primary behavioral expressions of anger. Individuals vary in their practice and expression of boundaries when aggressing. Emotional assertion, aggression, and abuse are probably intrinsic to the couple's relationship, and particularly to many if not most couples seeking therapy. Therefore, the therapist may find it theoretically and therapeutically reasonable to assume that every couple, is somewhere on a continuum of assertion, aggression, and abuse. And, that those couples in therapy are problematically on the continuum.
The therapist should therefore always anticipate that the dynamics of the relationship includes the probability of psychological aggression. And, may include the possibility of domestic violence, which must be investigated through the therapeutic discovery process. Whether Dirk or Madeline volunteer incidents of verbal, emotional, or physical aggression, the therapist should actively ask direct questions and carefully probes any implicit cues. The therapist must assess for whether the partners and couple fit preconditions for therapy genuinely: desire for therapy, safety plan, no alcohol or drug abuse, and low risk of danger. This is fundamental to the other precondition- a knowledgeable skilled therapist. These considerations do not leave the therapist with simple clear indicators or boundaries to conduct couple therapy or not. They are principles that the therapist has to integrate with in-person assessment of the couple to determine whether to treat or not, as he or she determines therapeutic strategies and interventions. This is a fundamental and extreme challenge as a therapist.
****
Chapter 4: DOMESTIC VIOLENCE THERAPY
When domestic violence occurs in the couple, it may be hidden to everyone outside of the home. It may be hidden from the therapist in couple therapy. The question of whether couple therapy is appropriate to treat domestic violence overlaps with the question of how to conduct couple therapy when domestic violence is uncovered. The therapist who works with couples may not have any intention to solicit for or specialize in couples where domestic violence is present. However, he or she may discover that emotional or psychological violence, which are the focus of therapy are part of a pattern of physical domestic violence. The victim and/or the perpetrator and/or the couple may desperately look to the therapist as the one and only hope for change. The therapist at this point early or well into the process of therapy may not be ethically advised to terminate "regular" couple therapy and refer the couple to a domestic violence specialist or program. Revelation of domestic violence into the process of therapy may be indicative of rapport and trust that has developed among the partners and the therapist. The partners and especially, the victim may feel abandoned if the therapist begs off of continuing therapy to deal with the physical abuse.
If the therapist continues with the couple, there needs to be some to substantial shifts in his or her conceptualization and conduct of the therapy. Couples, individual, and group therapy or treatment for domestic violence may derive from various theoretical orientations, have different structure, and varied techniques. The treatment goal is to deal with domestic violence: to protect the victimized partner and to stop and prevent future intimate partner abuse. Inherent with protection and prevention is an often necessary and applicable goal of terminating the relationship. That often involves enabling the victim to end the relationship and to not return to it later, and for the perpetrator to stay away from the abused partner. Couple therapy however ordinarily is about improved communication, emotional healing, layers of problem-solving, and so forth in order to remain physically, economically, spiritually, emotionally or psychologically, and intellectually connected- to stay together. Staying together is usually the expressed goal of the couple, with determining if the partners can or should stay together an implicit corollary goal. Partners and the therapist often consider separation a failure of the relationship and of the couple therapy. In contrast, in domestic violence treatment termination of the abusive relationship through physical separation and/or divorce is often necessary and considered successful treatment. The therapist should bring up separation as a viable choice for the partners Dirk and Madeline. An overt discussion will help them determine the goals for the relationship and for therapy. The goals may be hopeful, unrealistic, practical, tentative, freeing, or confining. The discussion may bring up unspoken goals, expectation, fears, and boundaries important to relationship functionality.
Couple therapy often has to address whether and how one or both partners express feelings, thoughts, opinions, and needs and whether the other partner hears and understands at different levels. When communication over mundane issues and emotionally charged issues somehow fail to wholly transmit from one to another, therapy usually addresses how the expressing partner reacts. Having failed to get the other partner to hear or understand, therapy will examine if the expressing partner repeats the communication exactly or fundamentally the same way, intensifies in some manner, reframes or adapts the communication to possibly be more in sync with the other's more receptive channels, or stops trying either immediately or after one or more attempts. If the expressing partner stops attempting to get the other to hear or understand, therapy often explores his or her emotional reaction and cognitive interpretation of the transactions. In addition, therapy will explore subsequent actions and reactions between the partners- often in innumerable cycles. The style and quality of these actions or reactions are categorized as useful or not useful, helping or making things worse, informative or confusing, relevant or irrelevant, focusing or distracting, and a multitude of other considerations. They are also placed in more than merely dyadic categories since there may be multiple categorical subsets, as well as objective and subjective degrees- of helpfulness or confusion for example. As the therapist considers these many issues, characteristics, and behaviors for their functionality or dysfunctionality, therapy often directs adapting or changing interactional dynamics.
One major area to examine and address may be how passive versus how assertive one or both partners may be when needs are not met or communication is ineffective. Therapy may direct and train a partner to be less passive and more assertive with communication and getting needs met. Being too passive or deferential may not work in the partners' dynamics. This may involve exploring family-of-origin and cultural models, experiences, and background. On the other hand, therapy may direct or train a partner to be less assertive and more deferential or accepting of the other. Being too assertive and demanding may not work well for the relationship. Family-of-origin and other formative experiences also may be important to examine. For some couples, a core problem may be not issues with being too passive or assertive, but becoming aggressive- that is, subjectively too aggressive for the other partner and their dynamics. Anger as a component of aggression can be triggering. And some couples- often the same couples with difficulties with asserting self appropriately and being judiciously aggressive, do or say things that are hurtful to each other.
When hurtful communication and actions are unintentional, therapy adjusts to help partners become more aware of each other's sensitivities. Partners are prompted to reshape words and deeds not to harm feelings while maintaining healthy assertiveness and judicious aggression. In a significant boundary crossing, partners may violate a basic relationship agreement and purposely say and do things not accidentally, but intentionally to cause some injury. Assertiveness, aggression, unintended harm, and intentional injuring- that is, emotional wounding are often the fundamental targets of couple therapy to mend relationships. Within this common or normal couple therapy is a subjective to objective point in a spectrum where the frequency, intensity, and pattern of intentional harming is considered abuse by a partner, the therapist, culture (differing among particular cultures), and mainstream society. There are societal/cultural, ethical (within a profession), and legal definitions that are more or less objective that define abuse that requires specific professional actions. When behavior meets legal criteria for abuse or cross a threshold of suspected abuse, then the therapist is mandated to take action- report to governmental authorities. Short of meeting these criteria or crossing a threshold, in couple therapy the therapist regularly deals with emotional hurt and often deals with abuse.
While domestic abuse can be compared to child abuse, reporting requirements and laws usually include a more definitive description and mandate for addressing emotional abuse as a category within child abuse. In actuality and practice, child emotional abuse is not as easily defined or as acted upon by authorities as for physical or sexual abuse. Emotional partner or psychological abuse is similarly vague in comparison to physical or sexual domestic violence. All types of child abuse: physical, sexual, emotional and psychological abuse and neglect are emotional and psychological abuse. All types of intimate partner violence: physical, sexual, emotional and psychological partner violence are also emotional and psychological abuse. As with child abuse, the therapist mandates are much clearer- legally and ethically compelling for physical and sexual domestic violence than emotional abuse. As such, along with reporting mandates, cautions and prohibitions about or against couple therapy for domestic violence, it is simpler for the therapist to act or consider when there is current physical or sexual partner violence. For many therapists, couple therapy is appropriate to address subjectively mild to moderate emotional partner abuse. It becomes more complicated as the emotional abuse becomes more severe. In addition, while all physical and sexual domestic violence includes emotional partner abuse, not all couples where there is emotional abuse include or will develop into physical or sexual domestic violence. It is difficult if not impossible to accurately predict or quantify domestic violence as abuse occurs on some spectrum or continuum. Assertion and aggression as well as aggression and abuse also occur on some spectrum. Assertion, aggression, and abuse can but are not always continuous on a spectrum as well. And for some individuals, there are important distinctions among these dynamics for which a spectrum or continuum perspective is not as informative. Examining domestic violence treatment protocol and guidelines offers conceptualization and direction for how assertion, aggression, and abuse often becomes critical considerations in couple therapy.
Therapy or treatment has to start with safety and reducing the risk of further abuse. "…the most successful therapies are those that seek first to eliminate violence or the threat of it from the relationship and that, second, focus on dysfunctional or coercive interactions between the partners. What is implied is that those therapies that are not concerned with risk reduction are unlikely to be appropriate for violent couples" (d'Ardenne and Balakrishna, 2001, page 241). Safety first is a clear boundary, yet still requires anticipation, interpretation, and prediction of both the victim's and perpetrator's subsequent actions and choices. Absolute safety can only be achieved by blocking further interactions between an abuser and a victim. This is beyond the capacity of friends, therapists, other professionals, the police, and the court unless the perpetrator is incarcerated. Even then, the victim may renew the relationship upon the perpetrator's release. Or, the victim because of emotional and psychological vulnerabilities may enter another relationship with another abuser. Given the victim's right to self-determination (including returning to abusive partners), risk reduction in many cases may be the logical strategy. Risk reduction of the perpetrator re-abusing, of being triggered, of the victim putting self in unsafe situations or relationships, of minimizing or denying danger signals, or failing to cultivate and use safety resources, and so on hopefully shifts individuals towards healthier and safer positions on a continuum of danger and safety.
STATIC AND DYNAMIC RISK FACTORS
Domestic violence treatment as well as therapy dealing with non-physical violence between partners should focus on issues that are related to and reduce the likelihood of perpetrators re-abusing. The risk factors can be categorized as dynamic risk factors that are possible to change and static risk factors from the history or experience of offenders. "The dynamic factors are appropriate targets for intervention. However, further refinement of our understanding of risk has suggested a need to recognize not only the difference between static and dynamic risk factors but also a difference between stable dynamic risk factors and acute dynamic risk factors (Hanson & Harris, 2000). Stable dynamic risk factors are as described as being those which can be expected to remain relatively constant over a lengthy period of time, for example alcoholism, whilst acute dynamic risk factors are factors closely linked to the actual time of re-offending, for example, negative mood or intoxication. Hanson and Harris (2000) suggest that it is the stable dynamic factors, which are the better risk predictors and appropriate targets for intervention, especially if the aim is for enduring change. The acute risk factors are seen more as linking to when re-offending may occur but not the likelihood of this happening. This suggests that there would be some benefit in exploring how anger and alcohol use might contribute to risk as stable dynamic factors, reflecting more enduring tendencies and, as such, be appropriate targets for interventions and assessment of risk. This might also address some of the concerns around using anger or drinking immediately prior to the offending as excusing behaviours, since these acute problems would not be the target of interventions" (McMurran and Gilchrist, 2006, page 110).
The difference and relationship between stable versus acute dynamic risk factors would vary for each individual and each couple. Exploring Dirk's background helps both partners better understand the precursors and contributor to his behavior- the static risk factors and stable dynamic risk factors, while continuing to hold him responsible for current and subsequent choices and behavior. Identifying alcoholism for example would keep him accountable for staying in recovery or maintaining continual self-care comparable to managing diabetes. Exploring Dirk's current functioning would take his treatment or therapy beyond generic domestic violence approaches to more specific interventions targeted at his acute dynamic risk factors. For example, identifying his pattern of alcohol use and how he reacts would be guide interventions to reduce his susceptibility to loss of inhibitions, anger process, and potential triggers. Madeline could also benefit from knowing what triggers him to shift from upset to anger, from emotional anger to rage to problematic behavior. She could avoid triggering him if possible, help him be aware of his becoming triggered, and avoid him when he is or is likely to be triggered. The argument about whether this inappropriately makes Madeline responsible for his abuse may be less important than Madeline avoiding being abused. Exploring her static risk factors and stable dynamic risk factors may help her understand how and why she is drawn to Dirk. It would help her identify and be responsible for characteristics that make her susceptible to her forms of acting out in life and with Dirk. Identifying her acute dynamic risk factors can help her mitigate or eliminate specific behaviors that increase personal disruption and relationship conflict.
Dirk is not necessarily like other perpetrators of domestic violence or emotionally reactive or abuse partners. It is important to ascertain motivations for aggression, abuse, and violence in order to develop or choose different targeted treatment or therapy to address them. More comprehensive and in depth understanding directs probable areas for preventing violence. Specific warning signs for specific couples and effective safety and coping strategies and behaviors can be utilized. "…the violence of certain men (e.g., those diagnosed with BPD) is particularly unpredictable, thus requiring a very different set of intervention and prevention strategies with these men and their partners. Consideration of the function of partner violence in terms of it being proactive or reactive may prove useful in terms of treatment matching with IPV adults" (Ross and Babcock, 2009, page 615). Is Dirk's abuse reactive to some emotional distress? Or is it contemplated purposeful hurtful aggression? What is the relationship? Who is Dirk? Why is Dirk the person he is? How does Madeline fit with Dirk? What issues are the most relevant and amenable to therapeutic intervention with the greatest possibility of preventing abuse?
Emotional or psychological abuse, as well as domestic violence can be examined from both systemic perspectives and cause and effect perspectives. Treatment looks for triggers and conditions that increase the potential for emotional, psychological, or physical abuse that are embedded within the system of the couple. These can be targeted to establish safety from continued domestic violence. Once the behaviors of abuse are restrained or blocked, then the dynamics of the relationship can be further examined. "This blending of systems and cause and effect perspectives filters into our interpretation of differentiation. Highly differentiated partners possess an emotionally neutral sense of personal responsibility. For example, unhooking oneself emotionally from a partner's aggressive behavior does not mean one is condoning the behavior. In fact, it frees the potentially battered partner to rationally explore options to maintain physical safety and nonviolence in relation to an abusive partner" (Perez and Rasmussen, 1997, page 233). The prohibition against violence and practical barriers or interruptions automatically challenges the homeostasis of the couple. If Dirk and Madeline are relatively differentiated individuals, Madeline can better understand and accept Dirk's emotional process and reactivity and Dirk can relate to Madeline's frustration and needs. Within these empathetic and intellectual connections, they can still practice self-care actions. Unfortunately, lower differentiation causes both partners to have conflict between having compassion for the other and holding ones own needs and grievances. Dirk would find Madeline trying to assert her needs as oppositional to his interests. Madeline would experience validating Dirk's stressful work situation as invalidating her perspective.
Dirk and Madeline definitely hurt one another emotionally and may degenerate into more severe abusive interactions. The power relationship works but does not work for them. There is some degree of functionality but it comes at great stress and potential volatility. Despite this and protestations of not "wanting to live like this anymore," the inertia of their relationship finds change difficult. "At-risk couples with power imbalances often resist changing relationship patterns to correct them. Male partners fear the loss of power, control, and role certainty. Female partners either minimize their partner's emotional abusiveness, experience fear of physical retribution and/or other barriers to leaving the relationship (e.g., minimal financial resources, limited social support network, child care responsibilities, social stigma associated with battering, and/or psychological dependency). When correcting power imbalances, clinicians balance a respect for the couple's cultural values and autonomy to make their own decisions with a responsibility for providing safe, effective treatment" (Perez and Rasmussen, 1997, page 233). The couple is encouraged to differentiate in order to better resist coercive habits and physical aggression. Improved differentiation lowers emotional reactivity, improves logical thinking, and individual ownership of outcomes. Greater responsibility helps individuals recognize available choices. Differentiation also helps individuals and the couples incorporate the unacceptability of physical aggression within the relationship. Greater differentiation for Dirk and Madeline helps release them from emotional triggers from their family-of-origins that trigger dysfunctional choices in their relationship. Through improved differentiation, greater self-awareness identifies ones responsibility in current dynamics and helps to break the habit of blaming others for problems. "At-risk couples have a diminished capacity to balance their thinking and feeling (intrapersonally and inter-personally) when experiencing intense differences or "hot topics." The degree to which partners can maintain this balance determines their level of differentiation" (Perez and Rasmussen, 1997, page 237-38). Dirk and Madeline are often at their worse rather than being able to amp up to deal rationally, efficiently, and effectively when under duress.
Perpetrators of domestic violence are often referred to anger management programs. Standard anger management programs emphasize techniques for relaxation and improving impulse control. Anger management classes tend to focus on more superficial aspects of anger and are more effective for individuals already highly motivated to change. Upset or anger that can readily addressed with relaxation and impulse control techniques may be less intense and less compulsive than the rage characteristic of many abusers. The challenge occurs when anger is explosive and erupts too quickly for rational evaluation or diversion. Since rage is often driven by guilt and shame, interventions that cause individuals to feel badly about their behavior such as abusive actions can become counter-productive. An angry individual who has a self-righteous sense of victimhood justifying abusive choices is further triggered. Getting to the core issues for the anger is necessary for the individual to calm emotional reactivity. McGowan (2005, page 58) described Stosny's HEAL process.
"H: At the first sign of anger, call up the word heals in your mind—if a particular person is making you mad, you should actually picture that person with the word on his face. E: Explain to yourself what Stosny calls your 'deepest core hurt' that lies behind the anger, such as feeling unlovable, disregarded or powerless. A: The third step is to 'access your core value': Take an inventory of what makes your life worth living good deeds you've done, loving relationships or values you want to uphold, like honesty and bravery. L: Next, 'love yourself.' S: Finally, 'solve the problem'; Address the conflict that underlies the anger. He prescribes 750 repetitions over the course of four to six weeks, training angry people to automatically draw on this process during moments of stress. What we try to do is condition this core value experience to occur with the arousal itself,' Stosny says. 'As soon as you start to get angry, you think about how you love this person. You have to practice getting angry, think about something that got you angry, feel the arousal and then practice it. It's like basic training in the military.'" (McGowan, 2005, page 58).
The prescription should be effective if the individual is able to follow through on it. However, the first sign of anger may be so intense and cycle so quickly that cognitive intervention is precluded. The individual may also find it difficult or impossible to own inner wounds. Or if he or she can, it may not be sufficient to intervene. Accessing ones core values can be problematic if the core fears or hurts overwhelm the individual. In addition, for some individuals their core values are of vindictive retaliation or of maintaining domination and control. This direction assumes a core value of intimacy and mutual nurturing. Lastly, solving the problem depends on what the individual perceives as the problem. If the problem is that one cannot tolerate "losing," giving up control, or being exposed as antisocial, then the solution can continue to be further intimate partner abuse. Applying these strategies should begin with assessing whether the individual is able to attempt and integrate them. Dirk and Madeline cannot readily or simply follow through with the strategies. The beginning of therapy may be getting them to develop the capacity to follow through. That should involve understanding what their current process may be.
Dirk and Madeline have verbal battles that become aggressive and hurtful without any real potential for resolving practical issues or emotional needs. The arguments need to be broken down to show their frustrating unproductive repetitious quality. There are often unacknowledged underlying assumptions about gender and power that create violent potential. Domestic violence can be considered in some circumstances to be extreme dysfunction from gender stereotypes that form heterosexual intimacy. "A couple's aggressive escalation and cycle of tension contain many highly condensed triggers rooted in contradictory family of origin/parental loyalties related to gender. For men, we look for oscillations between 'feminized' devotion and 'macho' domination, which characterizes the stance of abusive men. We assume that women form a sense of self, self-worth, and a feminine identity through their ability to build and maintain relationships with other. Independent aspirations and attempts to differentiate and separate are often labeled as destructive or crazy. For women, we attempt to co-construct an explanation for their getting 'caught' in an aggressive relationship. The contrition and redemptive phase of a couple's cycle of tension is quite powerful. Goldner and colleagues (1990) assert that for abusive relationships, the redemptive moment in a couple's cycle is as complexly structured as the violent tide that produced it. Both parts of this cycle must be deconstructed, their elements unpacked, and critiqued. It is assumed that a very similar process is necessary for at-risk couples" (Perez and Rasmussen, 1997, page 240).
Couples often engage repeated in destructive patterns of interaction compulsively with little or no awareness or understanding. Dirk and Madeline for example know that what they do is ineffective and painful, but such knowledge is ineffectual in keeping them from repeating the same argument. Dirk may hold himself to macho premises without conscious awareness or contemplation. Madeline may unknowingly get her self-worth from being able to please Dirk. Therapy attempts to get both partners to uncover their underlying assumptions and expectations for self and the partner. Rather than acting out from a vague uncomfortable sense of being unfulfilled and frustrated over unidentified personal and relationship standards, the therapist should guide the partners the "logic" of their choices. When and as each partner becomes clearer about expectations and disappointments, each partner can choose whether such unconscious or semi-conscious rules are beneficial or harmful personally and interpersonally. Or, to what degree such expectations should direct their choices.
In heterosexual couples, gender role assumptions and expectations often define choices that can prove problematic when partners are out of sync or when personal needs are unfulfilled. Dirk and Madeline may disagree about their relative roles as partners and co-parents based on gender roles. The partner's failure to agree on expectations can feel like a betrayal of the implicit cultural contract between husband and wife. On the other hand, they may both agree on their gender roles. For example, both Dirk and Madeline may commit to a patriarchal system with Dirk as the husband-leader and Madeline as the wife-helper. While agreeing to a male dominant structure, one or both partners may find that he or she has unexpected disappointment and unaddressed deficiencies. Dirk may find the burden of financial leadership and showing male strength and stoicism to be stressful and without adequate recompense. Without sufficient appreciation from Madeline and feeling inadequate economically, Dirk can feel trapped. Madeline on the other hand, despite accepting her role may find childcare and housekeeping to be intellectually simplistic and fundamentally unfulfilling. Compelled by their choice and cultural training, she cannot get Dirk to appreciate or understand her spiritual suffering. Kim and Sung (2000, page 343) in examining domestic violence in Korean American couples and comparing traditional Korean and American models of relationships believe that couples "must be counseled that family harmony can effectively be developed through egalitarian relationships rather than hierarchical ones." This suggestion concurs with feminist philosophy and the direction of American mainstream society towards greater or full equality. While it may also be compatible with therapist attitudes, the therapist should take care not to promote personal views. However, the functionality of an inequitable gender role relationship can be addressed if and as it may be ineffective for the couple. Suggestions for greater functionality may be compatible with a more egalitarian model. The therapist needs to make choices in session with attention to the particular dynamics and functioning of the specific couple being treated, without being driven by a cultural/political gender agenda.
This process distancing of early or internalized instincts from current interactions often cannot occur without first creating structural distance with negotiated boundaries. "The three most common contracts created for at-risk couples are 'no-harm,' 'in-house,' and 'out-of-home' therapeutic separation. All are used to structurally facilitate differentiation by creating and clarifying mutually agreed upon interpersonal boundaries. It is assumed structural changes decrease emotionality by creating space and time for partners to reflect on their process" (Perez and Rasmussen, 1997, page 242-43). A no-harm contract lays out a mutual agreement identifying aggressive spoken and non-verbal communications and behaviors- triggers that each partner is to avoid. The contract defines how to response to each other and triggers. More sensational triggers from the relationship and families-of-origin are identified. The partners work out the contract with the assistance of therapist incorporating history of prior arguments and battles. What is considered verbal and non-verbal aggression is defined behaviorally in the relationship and a safety plan worked out to be activated when needed. The safety plan lays out family, community, and legal resources to be used if intensity rises, and especially if abuse occurs- in particular, physical aggression or violence.
Contracts are negotiated for separating in-home and out-of-home to give space and safety and to interrupt negative intensity. "In-home and out-of-home therapeutic separation contracts specify duration and locations of separation, frequency of conjoint and/or individual therapy sessions, frequency and nature of contact with partner, boundaries around sexual contact with partner or others, contact with children, financial arrangements, commitment to completing homework assignments, and the contract duration. Terms are mutually agreed upon, put in writing, and signed by both partners and the therapist. Couples are instructed that fine tuning the contract is often necessary during the first week or two" (Perez and Rasmussen, 1997, page 242-43). Implicit with developing contracts is that prior responses to triggering events have not been productive and are badly destructive. Concrete actions with clear direction and limitations counter the dangerous ambiguity and unpredictability of previous responses by the partners. While the results of holding selves to a contract for temporary separation may not be automatically beneficial, they offer a reprieve from virtually automatic dysfunction and likely abuse. A couple such as Dirk and Madeline often persist in spiraling intensifying negativity resulting in some explosion of aggression or abuse. Contracts seek to break that cycle. Strategic therapy suggests breaking a negative cycle to doing something- virtually almost anything else as a precursor to developing productive behavior.
Breaking negative cycles is more difficult with a variety of complicating problems. Impulsivity in particular is a compelling characteristic to address. "Our finding that aggressive personality disordered offenders show evidence of a broad range of deficits in executive and memory function, particularly concept formation and logical memory, fits with much of the existing literature in antisocial populations (see Moffitt and Henry, 1991 and Dolan, 1994 for reviews). However, we have shown that it is offenders with high trait impulsivity that have deficits of this nature: a finding that may have specific implications for therapeutic interventions. Treatment modules incorporating strategies that deal with impulsivity and with social and cognitive processing deficits are clearly needed and subjects need to be matched to specific types of intervention (Serin and Kuriychuk, 1994)" (Dolan and Anderson, 2002, page 522). Once again simply not being impulsive is not easy. Not doing what is compelling is inherently difficult. Underlying causes and influences for impulsivity and compulsivity cross-validate and are mutually impactful. Treatment of any sort, including domestic violence treatment or couple therapy works with simple interventions and strategies when the issues are relatively simple. However, when the issues are convoluted and calcified by years and decades of stress or trauma, much more sophisticated work is required.
****
Chapter 5: ABUSE: BULLY-VICTIM DYNAMICS
The therapist and other professionals struggle with "our inability to predict when batterers would cross over into violence. While emotional abuse often preceded physical abuse, it was such a common occurrence in the relationship that it did not serve as an accurate warning sign. Further, there is no way for the battered woman to control when emotional abuse would turn into physical abuse." (Jacobson and Gottman, 1998, page 63). When Dirk became verbally abusive, it was up to him if turned next to physical aggression and abuse. Madeline could shut up or try to leave the room, but Dirk was often relentless and come after her. He chased after her verbally and there was nothing she could do to stop if he became more aggressive, including violent. Dirk was bigger and stronger… angrier, more aggressive, and more violent. The therapist needs to uncover the extent of his psychological aggression. The therapist needs to find out if Dirk has any limits.
Dirk and Madeline present as a classic bully and victim pair. The therapist needs to be wary that the couple's therapy does not become an extension of the ongoing abuse in the home. Dirk may block or distort Madeline's concerns about the relationship. Dirk defining the couple therapy goals according to his perspective can in itself be emblematic of his bullying behavior. How profound is Dirk's psychological aggression? How much of a bully is Dirk? "Of the research focusing upon characteristics, there is a tendency for four distinct categories of offenders to be examined: 'pure bullies,' those who solely report behaviours indicative of bullying others, 'pure victims,' those who solely report behaviours indicative of being bullied, 'bully/victims,' those who report behaviours indicative of bullying others and being bullied, and finally those 'not involved' [Ireland, 1999a]. In terms of intrinsic characteristics, only a small number have been examined within the research literature. These have included empathy, provictim attitudes [Ireland, 1999b], social problem-solving abilities [Ireland and Archer, 2002], assertiveness [Ireland, 2002c], social self-esteem, depression, distress, hopelessness, anger-hostility and tension-anxiety [Biggam and Power, 1998]. Intrinsic characteristics are important to explore in depth since they may represent markers for predispositions or vulnerabilities towards becoming a bully and/or a victim. They also may help to understand how victims are likely to respond to being bullied and what determines the different victim reactions displayed." (Ireland and Power, 2004, page 299-300). The therapist can learn from the initial session or sessions by noting key markers that Dirk bullies Madeline. Bully and victim principles are quite relevant and should shape assessment and treatment.
It may be useful to make a distinction between a "real" bully and cultural roles that mimic the bully dynamic. Such a cultural role asserts (usually for a male) that he can be highly assertive, demanding, and be unquestioned. Many men assert this role culturally but do so with relative kindness and sensitivity to the needs and feelings of their partners and children. While still chauvinistic with clear gender inequality in heterosexual relationships, it is not necessarily a bully-victim relationship. In such a sexist but "benevolent" relationship, often the key issue is not about abuse but whether or not there is mutual respect for the roles of each of the partners. The therapist may encounter heterosexual couples with traditional patriarchal dominance that is accepted by both the male and female partners. The male partner presumes authority and leadership and the female partner accepts a more passive and deferential role. The power inequity may be founded on traditional female deference freely given. With such a couple, the therapist should probe whether the traditional gender roles are mutually accepted and compatible. If the dynamics satisfactorily serve both partners, then the therapist should not attempt to challenge their system of power and control. At the same time, however very strong traditional sexist roles where the man is dominant more readily leads to the activation of a true bully-victim relationship. Less industrialized societies, societies with little or no old democratic traditions, poor countries or communities, subsistence survival communities, more fundamentalist societies, or societies under intense stress... or families with comparable models are more likely to have true bully-victim dynamics and relationships.
The therapist can easily become angry at the bully, and/or get intimidated by him/her. Ironically, the therapist also intimidates the bully (and, is also intimidated perhaps by the partner). The bully fears being exposed or frustrated. The bully however usually abhors letting anyone know that he or she is intimidated. The bully can have a hostile attributional bias. It is a form of paranoia where he or she perceives provocation where it doesn't exist. Dirk may challenge Madeline, "Who are you looking at!?" Or, in response to the therapist's feedback, snap "Stop trying to play psychological games with my head!" Paranoia distorts the bully's perception and interpretation of innocent comments and behavior. He or she just knows that the other person is going to "do" him or her wrong. This may be more or less covert or overt… more or less hidden, including through socially acceptable behaviors. The therapist needs to determine the depth and rigidity of the paranoia and experiences of injustice within the individual.
An important personality type professes to be a victim but behaves like a bully. The bully-victim both takes and is humiliated by a victim identity. In contrast to an alpha bully, the bully-victim's aggression is often functionally ineffective. It neither gains instrumental benefit or social status. As a result, the bully-victim has the worse of both experiences: the negative emotional consequences of the victim, including low-self esteem along with the negative social consequences of the bully, including social dysfunction. The bully-victim is left socially to associate with other bullies, where the alpha bullies victimize him or her. Ineffective aggressing against more powerful intimidating bullies, the bully-victim is often the most bitter and potentially abusive partner. Left with no one else to dominate or intimidate, the intimate partner of the ineffective bully gets the major brunt of a lifetime of accrued hostilities. While a secure bully may try to control therapy and the therapist, the insecure bully-victim will tend to be more overtly sensitive and defiant. He or she will consider the therapist as another humiliating threat in his or her life. Acceptance of the therapist lead role by the bullying individual becomes critical to the success of therapy. Getting or forcing the "bully" to accept the authoritative role of the therapist is the important first step. While Dirk may appear to be invested in therapy and ostensively defer to the therapist's role, he may be carefully scrutinizing the therapist for competence and credibility. In some individuals, this may be part of significant pervasive narcissistic issues that manifest in many areas of functioning and in other relationships. Moreover, Dirk may be alert for any indication of the therapist judging or criticizing him. The degree of Dirk's intensity and vigilance about the therapist and therefore, the difficulty to build rapport with him are indicative of his relative insecurity underlying his bullying habits.
Cognitive, logical, and rational interpretations- that is, insight work often is wasted upon this type of person. The bully does not or cannot see him or herself negatively. This denial may be more pronounced in the couple. Self-criticism may be too great a threat to his or her fragile self-esteem to admit. If the therapist encourages understanding the partner and having empathy for the partner's experiences, the bully may automatically resist. Understanding and compassion for another is experienced as giving up his or her righteousness. They constitute being forced to admitting being wrong. That is experienced as an act of aggression upon the individual. As a result, the bully feels justified to retaliate by being aggressive and hurtful against the other person. Hostility and aggression becomes a primary way to relate to others. This response intensifies when under stress, and can become the only response strategy. When confronted with some hurtful words or behavior against Madeline, Dirk asks rhetorically, "What else am I supposed to do?" Such self-righteous behavior makes him/her feel powerful. Over time and life, the bully often experiences aggression as working in relationships. A family or society of origin or a community of peers may culturally support this orientation. Like-minded aggressive males for example, may play out mutual aggression for dominance in their social hierarchy. Transferred to an intimate romantic relationship, aggression an dominance may create problems. Some potential partners may refuse victimization or domination. The relationship terminates rather than endures. On the other hand, the bully may find a partner such as Madeline who may feel compelled to give up, acquiesce, or back off. To the bully, his or her approach works… seemingly.
The bully tends to focus only one outcome- the short-term outcome. In the midst of threat or stress, the bully fails to see long-term damages to the self-esteem of his or her partner and to the relationship. Families, communities, and societies under a great deal of stress- imminent crisis or danger also tend to focus on the short-term. Long-term issues seem irrelevant because survival in the short-term is already so tenuous. Bullying behavior can become his or her only way to have any semblance of self-esteem. The bully gradually gets locked into patterns of aggressive and hostile responses. With the male bully, his becomes acceptable only to those like him. Peers who have more balanced skills to manage social power and control in life and relationships would tend to avoid him. He tends to associate only with other bullies, the only people who find his behavior acceptable. For some individuals, this is a transitory or developmental stage that they are able to work through. Others become more steeped in bullying mentality and behavior. They are easily recognizable bullies, while others learn social graces sufficiently to get along. Despite appearing to be decent reasonable citizens at work and to the general public, individuals like Dirk show their bully instincts and behaviors at home. True bullies do not come often, readily, or willingly come to therapy in the first place. It is too foreign and too threatening.
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