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 Abstract
Psychotherapy in paranoid states constitutes a special challenge. Paranoid patients seem to sustain two perceptions of reality, which are often mutually exclusive. The authors argue that during the transition from one perception of reality to the other, a therapeutic intervention is feasible in which the therapist and/or selected significant others can avoid being assimilated into the patient’s psychotic world. The authors report a case in which an audio tape recorded by the patient while in remission, allowed the patient to exclude the therapist and certain family members from his delusional system while ill. The authors discuss various explanatory models of paranoid conditions.
Introduction
A person suffering from paranoia often continues viewing the world as organized and logical, with all its smallest details clearly comprehensible.  It is in this world, which is generally viewed by the patient as a hostile place, that the paranoid patient feels lonely, misunderstood, and persecuted – with no partners to share his conceptions, which have often been achieved with difficulty and through significant emotional and intellectual effort (Fried & Agassi, 1976).  These factors also render the treatment of a paranoid patient into an exceptional challenge for the therapist.  Freed and Agassi (Fried & Agassi, 1976) define paranoia as the logical distortion of the patient’s intellectual apparatus;[Yossi please add more about the nature of such distortion] would it be possible to find a breach in that closed system?  Could people, objects, a therapist – or even some part of the therapist – be excepted from this hostile, persecutory world? 

The mind’s capacity to dissociate certain mental states is a well-known phenomenon, observed in certain kinds of psychopathology and also harnessed in some kinds of psychotherapy.  Pathologically, ego states may be spontaneously dissociated from general consciousness, as in multiple personality disorder or the flashbacks of PTSD.  Therapeutically, dissociation may be intentionally induced, as in hypnosis (Crasilneck & Hall, 1985). This paper presents a case which explores the utility of using intentional dissociation of some elements of the patient’s mental apparatus as a means of treatment for a psychotic paranoid state.  

In order to address this issue, we will first discuss some of the characteristics of paranoid systems. A longitudinal study of paranoid patients revealed common patterns (Cameron, 1974).  Patients reported daily experiences which began to change qualitatively, acquiring shades of hidden meaning and personal significance.  Earlier insights about the nature of the world were disrupted, causing confusion.  Lover and enemy became indistinguishable, and the environment was increasingly perceived from a deeply personalized perspective (Searles, 1961).  Automatic patterns of thought and feeling undergo changes (Swanson et al, 1970), at this point, confusion, helplessness and a quest for explanations and meaning are seen.  Thus, almost everything and everybody outside of the self is perceived as a threat and a danger to the patient and to his belief system, and may therefore be rejected.  Any attempt to hold a dialogue with the patient is usually subsumed into, or only serves to reinforce, the new and distorted logical world created by the patient (Miller, 1942); this world soon becomes “second nature” to the patient, and unshakably “correct”.    

Some patients experiencing recurrent psychotic paranoid episodes describe psychotic and normal periods as two different views or perceptions of reality, which are often mutually exclusive.  In other words, when one perception dominates, the other is viewed as remote, strange, different, and almost inconceivable.  Thus a patient in remission will perceive the periods of his illness as strange, remote, and segmented – and the periods of remission as the intact and continuous reality in which he/she lives.  On the other hand, a patient experiencing a paranoid attack will view the periods of illness as an intact, continuous reality – and the period of remission as strange, remote, and disjointed (Swanson et al, 1970).  Patients often describe that while entering or concluding a psychotic episode, they experience a gradual switch wherein one perception seems gradually less realistic, while the other is gradually strengthened.  Patients have often described fluctuations between these two perceptions, or realities (Swanson et al, 1970(.
This paper describes a clinical intervention in which we tested our hypothesis that it is during this period of “twilight” – between the rise of one dominant perception of reality and the fall of the other – that the therapist can intervene.  The intervention we attempted was based on an audiotape of monologues prepared and recorded by the patient during remission, which was then turned over to the patient for his use during the period of “twilight” preceding the emergence of the full-blown paranoid perception of reality.

Case Report
The patient, an electronics engineer, was about 40 years of age, married and the father of two children.  The patient was physically healthy, with a personality that was somewhat rigid and competitive, and with a limited range of emotional expressiveness.  He had been able to maintain a normative level of functioning both at work and in his family life in spite of a history of recurrent paranoid attacks, several of which had required hospitalization.  These attacks all followed a similar pattern, beginning with the appearance of ideas of reference in relation to objects and people around him; these ideas would then expand to include the movements of passers-by, the flickers of streetlights, and even natural phenomena such as the movement of the clouds, sun, and moon.  To all of these he would impute personal meaning, believing that all were sending messages and signals at first unclear to him, yet which he “knew” were meant for him.  This phenomenon often occurred in the form of fluctuations lasting from several moments to several hours throughout the day, between which it did not seem to exist, with the world seeming the same as always.  The delusions of reference would then gradually become focused on the people in the patient’s environment, and he would become preoccupied with questions such as “Are they for me or against me? ”,  “Do they agree with me or are they hostile towards me? ”, and “Are they insinuating something? ”.  Simultaneously, he would begin to develop a “secret” identity:  on the one hand he continued his normal life, going to his job, living with his family – yet at the same time he believed himself to be a secret agent, fighting various agents of the mafia.  During past hospitalizations his wife, brothers, and therapists had been repeatedly cast in the roles of persecutors; this made early therapeutic intervention extremely difficult.  The patient would travel across the country and his condition would deteriorate dramatically until he would be involuntarily hospitalized, usually following acts of violence and assault committed against other people in acts of delusional “self defense”.  

We first saw this patient when he came for treatment during a symptom-free period.  In addition to treatment with a neuroleptic pharmacological agent and supportive psychotherapy, considerable effort was invested in exploring the nature and content of past psychotic episodes.  Based on this information, over the course of the psychotherapy, the therapist assisted the patient to record himself on audiotape.  The resultant tape was given to the patient with instructions that he could listen to the tape, if he so chose, should the paranoid symptoms begin to recur.

Description of the tape:  The audiotape, recorded by the patient in his own voice, ran about twelve minutes long.  The style of the monologue was very detailed, compatible with a paranoid style of thought, and all sentences were phrased in the positive.  The content of the tape was divided into three parts:

A]  An explanation of the circumstances under which the tape has been prepared, and under which the tape is to be used.  The tape emphasizes that the patient has made the recording of his own free will and for the express purpose of assisting him during the onset of psychotic symptoms (“whenever I begin to feel, sense, or think that objects, people, or natural forces, all or only some of them, are being used to pass hints, instructions or orders to me...”).  The patient asserts that there are no “hidden messages” and that he has, at present, no secret identities.  

B] Requests and instructions from the patient to himself.  These include instructions to maintain certain individuals as supporters, and to allow them to approach and to help.  Segments of this part run as follows:

“Your wife, your therapist and your brother – these three people, all of them and not only some of them – in any situation and at all times, will support you and will help you when you are receiving hints, instructions, or messages from objects, people, or celestial bodies, whether all of them or only some of them.  Also, the messages in this cassette are clear, unambiguous, and overt.  These people will help you also when you are in a secret role, such as a secret agent, a situation in which people are divided between those who help, support, and assist you and those who oppose, threaten, or seek to harm you.  That is to say, that in this situation your therapist, your brother and your wife will be your supporters, you will listen to all their instructions and requests, and thus you will listen to all the instructions or requests of your therapist that deal with medication or therapy, dosages, method and length of treatment....”.
C].    The third and final section, constructed the same way as the first two, discussed the schedule for listening to the tape, the manner of listening to it, and points out once again that the messages carried by the tape are all clear, unequivocal, and overt; that the tape has been recorded by the patient of his own free will and in his own voice; and that the entire tape, and all its contents, is intact and complete.

Some months after the preparation of the tape, in response to pressure at work, the patient began to develop paranoid symptomatology.  He listened to the tape, on his own initiative, and hearing it during this “twilight time” enabled him to continue viewing his wife, therapist, and brother as positive and supportive figures, and this in spite of the fact that before listening to the tape, he had already begun to have feelings of suspicion towards them. In addition, psychopharmacological and supportive psychotherapeutic interventions were activated.

 During the first three weeks of the episode, the patient’s condition deteriorated and the paranoid system was continuously evolving.  His wife noted that he listened to the tape often, and that it seemed to calm him down. Sometimes he would stare at the tape for a long time, mumble comments such as “very strange”, but would listen to it again and obey the instructions given.  Once in remission, the patient remarked that even while he had been psychotic he had known that he had made the tape himself, in order to use in times of distress, and that he had in fact perceived the tape as reliable and authentic.  This had transformed his view of his wife, therapist, and brother; the maintaining of these key relationships had made it possible to increase the dosage of his neuroleptic medication, to keep the patient at home, to avoid the sort of violent confrontations which had occurred in previous episodes, and to avoid hospitalization completely.

Discussion

The treatment presented in this paper is complex in that it introduces, within a psychotherapeutic context, the concrete handing over of a device – a tape. The use of tapes in itself is rare in the treatment of psychotic patients. However, several treatments of psychotic patients have used a tape or similar vocal means.  Feder (Feder, 1982) published an article on the treatment of continuous vocal hallucinations with vocal stimulation from an external source through earphones connected to a radio. In 1989, Satel and Sledge (1989) reported a treatment in which two schizophrenic patients listened to their recorded conversation in order to achieve mental organization, inter-personal communication and a better involvement in a psychotherapeutic situation. Neppe (1988)  reports that a patient’s attempt to record his hallucinations and the inability to do so led him to the insight that treatment should be sought. Also, there have been attempts to transfer through earphones amplified sub-vocal voices of patients suffering from auditory hallucinations, in order to provide feedback to patients with the objective of reducing the frequency of the hallucinations. We do not know of any use of tape in the sense depicted in this article, with the purpose of preserving an island of sanity within a world turning into paranoid insanity.

In this report, we have not dealt with the distinction between paranoid schizophrenia or any other paranoid delusional disorder.  We discuss a patient presenting with a clinical picture of recurrent episodes of paranoid psychosis, and we describe the circumstances which allowed for a dialogue that countered the intellectual and emotional rigidity inherent in the state of paranoia.  We feel that there are several possible explanations as to the mechanism(s), which allowed this technique to succeed.

First and foremost, the tape is designed to create doubt in the patient as to the veracity of his new, paranoid perceptions.  The importance of this principle is stressed in Bleuler’s work on “Dementia Praecox” (Bleuler, 1952), in which he suggests the term “double entry” as an expression of the two worlds of content: one connected to objective reality, and the other an idiosyncratic expression of an inner world.  As long as these two worlds maintain a dialogue they allow the therapist to intervene, but when the inner world dominates, the absolute power of the psychosis increases.  In this context, then, the tape maintains a dialogue between the patient’s two worlds.

Another possible explanation is that the tape serves as a “transitional object”, in the sense of Winnicott (1971).  On the one hand, the tape represented both the therapist (who helped prepare it) and the holding environment of the therapy itself (where the tape was prepared). On the other hand, the tape itself belonged to the patient, was under his exclusive control, and served his own autonomy and independence.  Even the role of the tape in allowing the patient to soothe himself suggests that the tape functioned as a transitional object.

A third possible explanation involves the idea that autonomy is central to the understanding of paranoia. While Sullivan (Sullivan ,1920) notes that issues of freedom and control must be taken into account in the therapeutic approach to paranoia, Shapiro (Shapiro, 1965) asserts that autonomy is the primary preoccupation of delusional patients, and is problematic on two counts: one, the ability of the patient to handle authority which is external to the self, and two, the ability of the patient to withstand the helplessness and passivity which threaten him from within.  The tape addresses both of these concerns, as it is under the control of the patient himself (he owns it, he decides when to use it), and at the same time gives directions, which suggest active measures of self-help (trusting certain others, taking medication).  Fromm-Reichmann (Fromm-Reichmann, 1960) calls for encouragement of intellectual self-criticism by the paranoid patient, and for comparison of the differences in perception between patient and therapist; this examination is indeed provoked by the tape, but again, in a way which is minimally threatening to the patient’s autonomy.  This is also consistent with the call of Szasz (1973) to respect the moral commitment of the therapist not only towards the patient’s distress, but also to his humanity – including his ability to think, reason, and take responsibility for himself. 

A fourth possible explanation draws more explicitly on the concept of dissociation: that the patient, while paranoid, has “dissociated” from his normal perceptions and beliefs, and that the tape serves to sever that dissociation, as least partly, by serving as an “anchor” which recalls those dissociated normal perceptions and beliefs.  The technique of anchoring is often used in hypnotherapy and neuro-linguistic programming, and is described at length by Bandler and Grinder [Bandler & Grinder, 1979].
Yet a fifth possible explanation for the efficacy of the tape is based on Festinger’s theory of cognitive dissonance (Festinger, 1957). Paranoia may be understood as a resolution of a cognitive dissonance between beliefs and concepts which are not internally consistent, and as a result of which the need arises to form a relatively consistent system: the paranoid one.  As a simple example, consider a man who believes that he is worthy of promotion and respect, yet feels that his boss regards him unfavorably. One solution would be to believe that the boss is “against him”, or part of a wider plot to thwart him.  Might it be possible, then, to treat the paranoid system by structured cognitive interventions designed to help construct alternative, non-paranoid resolutions of the dissonance?  Some preliminary reports suggest that this is possible, both with an individual patient (Levine et al, 1995) and with a patient group (Levine, 1998).  The present work, though not primarily designed to resolve cognitive dissonances, does incorporate some related elements. The tape did not challenge or contradict the patient’s paranoid solution, but rather acted within it by classifying certain key individuals as supportive and trustworthy figures.  This also avoided the creation of any cognitive dissonance between the paranoid system and belief in the reality of the tape. Moreover, any distortion of the tape’s content would have itself created an intolerable cognitive dissonance, as the patient noted afterwards: “I remembered that I had recorded the tape myself, of my own free will, with the intention of using it during a time of crisis, and that the content was completely overt”. Any attempt to attribute hidden meanings or messages to the tape, therefore, would have directly contradicted this memory.

Whatever may be the correct explanation, or combination of explanations, the success of the tape poses the challenge of creating this kind of therapeutic dialogue in preparation for the “twilight period” during which a paranoid system is becoming activated.  Such a dialogue may help create an “island (or islands) of sanity”, not contaminated by the paranoid system, and therefore allowing a reclassification of certain people or objects as benefactors rather than persecutors.  It remains to be seen whether such a dialogue could be able to create an “island of sanity” large enough to encapsulate the paranoid system, or perhaps even to deconstruct it completely.
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