
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=hicp20

Journal of Infant, Child, and Adolescent Psychotherapy

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/hicp20

The Importance of Compliance in Control Mastery
Theory

Steven A. Foreman

To cite this article: Steven A. Foreman (2021): The Importance of Compliance in
Control Mastery Theory, Journal of Infant, Child, and Adolescent Psychotherapy, DOI:
10.1080/15289168.2021.1872134

To link to this article:  https://doi.org/10.1080/15289168.2021.1872134

Published online: 17 Feb 2021.

Submit your article to this journal 

Article views: 2

View related articles 

View Crossmark data



The Importance of Compliance in Control Mastery Theory
Steven A. Foreman, MD

ABSTRACT
Compliance, according to Control Mastery Theory, is an emotional, cognitive, 
and behavioral response to trauma that reflects the beliefs that “you deserve 
what you get” and “you get what you deserve.” Patients “comply” when 
they 1) believe their distorted pathogenic beliefs are true, 2) act as if these 
beliefs were true, 3) reenact in present relationships traumatic, pathological 
interactions experienced earlier in childhood, and 4) tend to protect parents 
by justifying their hurtful behavior.

Compliance results from the fact that children tend to believe parents as 
absolute authorities. Because of family loyalty and a wish to protect parents, 
children may assume the worst about themselves in dysfunctional families. 
Then they may act in ways that make their negative self-image true, con-
sistent with the notion of a “self-fulfilling prophecy”. Based on these deeply 
embedded negative self-images and self-destructive roles, children may 
repeat these patterns long into adult life. Along with “pathological identifica-
tions”, the concept of “compliance” helps clinicians understand the origins of 
many self-destructive behaviors and why patients are so loathe to relinquish 
them. Clinical examples will illustrate the usefulness of understanding the 
role of compliance as well as treatment techniques.

Introduction

Compliance, originally described by Joseph Weiss (1993b), is an emotional, cognitive, and 
behavioral response to trauma that reflects the beliefs that “you deserve what you get” and 
“you get what you deserve.” Weiss never defined “compliance” but developed the term with 
several related meanings: Patients “comply” when they 1) believe their distorted pathogenic 
beliefs are true, 2) act as if these beliefs were true, 3) reenact in present relationships traumatic, 
pathological interactions experienced earlier in childhood (from which they originally developed 
these pathogenic beliefs), playing the same role they played in the past, and 4) tend to protect 
parents by justifying their hurtful behavior.

Compliances and identifications are not part of every patient’s psychopathology, but they are very 
common. They need to be considered along with a wide array of other causes of pathology such as 
biological vulnerabilities to depression, anxiety, psychosis, attentional disorders, autism, substance 
abuse, and medical conditions, as well as non-family caused trauma such as floods or earthquakes. 
They are so common that whenever a patient presents with persistent destructive behavior to self or 
others, the author takes a careful history, looking for hurtful behaviors the patient previously endured 
in the family that she may be reenacting currently either as a compliance or as a pathological 
identification.
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Overview of control mastery theory

Control Mastery Theory is a model of how psychotherapy works, developed by Weiss (1993b, 1986)) 
and empirically tested by the San Francisco (originally named the “Mt. Zion”) Psychotherapy Research 
Group, cofounded by Weiss and Harold Sampson. Weiss (1993a) coined the term “Control Mastery 
Theory” because he asserted that patients exert unconscious control over their mental life and are 
fundamentally motivated to master challenges and solve problems. He observed that patients could 
often arrive at insights without the analyst making an interpretation, reasoning that patients came to 
new insights by removing repressions when they felt safe to do so. Weiss viewed removing repressions 
and attaining new insights as an important and adaptive way that patients exert unconscious control 
over their mental life. He noted that patients continually assess how safe it is to explore thoughts and 
feelings and change in psychotherapy by testing the analyst in various ways.

Control Mastery Theory (CMT) is an integrated model that is humanistic, cognitive, behavioral, 
psychodynamic, ego-psychological, relational, interpersonal, and attachment-based. Like the huma-
nistic school (Bowlby, 1988; Maslow, 1943; Rogers, 1961), Weiss asserted that patients have 
a fundamental drive to grow and develop, possessing what Lichtenberg (1989) called a “self- 
righting” drive or instinct to get better. According to CMT, normal growth and development can be 
derailed by difficult events or relationships that Weiss termed “traumatic.”

CMT is a cognitive model in that Weiss (1993b) said that patients understand and internalize the 
meanings or lessons from these traumatic events in the form of “pathogenic beliefs,” which are 
distorted ideas about oneself in relation to the world that cause anxiety, depression, inhibition, 
maladaptive behaviors, guilt, and shame. Examples of pathogenic beliefs are: 1) a child of divorce 
believed he caused the divorce because he was “bad,” 2) an abused and neglected child believed she 
deserved the abuse because she was too difficult, 3) a child believed that her most important function 
in life was to stay at home and cheer up her depressed mother, and 4) a child with Attention Deficit 
Disorder and learning differences believed he was fundamentally bad because his parents and teachers 
were always frustrated and angry with him when he couldn’t follow directions or “do anything right.” 
Pathogenic beliefs are organizing structures that are similar to the notion of schemas (Beck, 1976; 
Piaget, 1948), working models (Bowlby, 1988), and Representations of Interactions Generalized 
(RIGs) (Stern, 1985). Pathogenic beliefs are intimately associated with affects, reciprocally and bi- 
directionally, with beliefs and affects influencing each other, consistent with the model of Wilma Bucci 
(1997).

Weiss saw psychotherapy as an opportunity to correct pathogenic beliefs, relieve guilt, anxiety and 
depression, and free oneself to pursue normal developmental goals to work, love and interrelate with 
others. In therapy, patients do several things that can lead to change: They experience (think and feel), 
express (talk, play, paint a picture), relate (have a novel experience with another person), reenact 
(bring old patterns into a new relationship), and experiment (challenge pathogenic beliefs by acting in 
old or new ways). Consistent with the framework of behavioral therapy and exposure therapy (Bryant, 
2019; Foa & Kozak, 1986; Resnick & Schnicke, 1992), by acting in new ways, the patient allows 
exposures to formerly frightening experiences, feelings, and thoughts that become less anxiety 
provoking if new behaviors prove safe and nothing damaging occurs.

According to Weiss (1993b), therapy works by creating a safe space where patients can disconfirm 
pathogenic beliefs and try out more adaptive relationship patterns. He saw patients as active partners 
and participants in psychotherapy, coming with a motivation to get better and an unconscious strategy 
he called the patient’s “plan,” a concept utilized both clinically and in the research methodology. The 
plan formulation encapsulated the patient’s goals for improvement, obstructions to those goals, 
insights, tests, and traumas. Goals typically were to feel less symptomatic and to pursue healthy 
work and relationships. Obstructions to goals were pathogenic beliefs that keep people from pursuing 
their goals. Insights were emotional and cognitive aids that help undermine pathogenic beliefs. 
Traumas were the pathological experiences and interactions that led to pathogenic beliefs that were 
internalized and derailed patients’ healthy developmental goals. According to this model, if the 
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therapist makes pro-plan interventions (interventions that promote the patient’s healthy strivings) and 
disconfirms pathogenic beliefs, the patient will get better. If the therapist confirms pathogenic beliefs 
by what she says or does and fails tests, the patient will fail to get better or will get worse.

The model is a psychodynamic model in that it emphasizes the importance of the unconscious and 
of early childhood experience. It is an ego-psychology model in that it emphasizes the role of the reality- 
based ego that helps patients cope and navigate real life challenges and experiences, attributing less 
importance to the role of fantasy and wish-fulfillment and more to conscious and unconscious 
problem solving.

It is a relational and interpersonal model in that it assumes what is curative about psychotherapy 
occurs in the relationship with the therapist, often unstated and unconscious. Despite the significance 
of what is said verbally, Weiss emphasized that what the patient experiences in relationship with the 
therapist is most important. Like Alexander and French (1946), Weiss saw therapy as an opportunity 
for a “corrective emotional experience” resulting from a healthier, real relationship with the therapist. 
According to Weiss, the interaction with the therapist offers two important opportunities for the 
patient to get better. As a result of the complex interaction with the therapist, 1) the patient can correct 
pathogenic beliefs that were developed in earlier traumatic relationships with family members and 2) 
she can identify with the therapist as a healthier role model.

It is an attachment-based model that emphasizes how children are inherently motivated to main-
tain the tie with their parents. Unlike attachment theory (Obegi & Berant, 2009; Wallin, 2007), CMT 
emphasizes that children are powerfully motivated to protect their parents as much parents are 
motivated to protect their children (Foreman, 2009).

It is one of the few psychodynamic models that has been rigorously tested empirically (see 
Silberschatz, 2005; Weiss, 1993b; Weiss et al., 1986 for literature reviews). Hundreds of research 
studies have been conducted with different therapeutic modalities and populations including psycho-
analysis (Bush et al., 1986; Silberschatz et al., 1986), brief therapy (Fretter, 1984), family therapy 
(Bigalke, 2004), child therapy (Foreman et al., 2000; Graf, 1995), group therapy (Courtney, 1992), 
therapy with alcoholics (Lieb & Young, 1994), college students (Nigrosh, 1994), and adult patients 
including the elderly (Silberschatz, 2017). Consistent findings have shown that after therapists make 
pro-plan interventions, patients made immediate gains using multiple process measures including 
experiencing (Fretter, 1984), insight (Broitman, 1985; Linsner, 1987), computerized voice stress 
measure (Kelly, 1989), regression in the service of the ego (Bugas, 1986), relaxation and boldness 
(Silberschatz, 1978), progressiveness and therapeutic alliance (Foreman et al., 2000) and plan- 
progressiveness (Davilla, 1992). In addition to immediate changes in process measures, patients 
showed significant improvement in outcome measures in response to pro-plan versus anti-plan 
interventions (Fretter, 1984; Norville, 1989; Silberschatz, 2017).

“Compliance” means patients believe distorted pathogenic beliefs are true

Weiss (1993b) used “compliance” synonymously with “obedience” to pathogenic beliefs. In addition to 
obedience to ideas, Weiss used “compliance” to mean obedience to the will and beliefs of authorities 
such as parents. Sounding very much like Fairbairn, 2002), Weiss (1993b) said that a child gives his 
parents “absolute authority” and tends to believe them: “Because his parents are so important to him, 
he is highly motivated to perceive them as all-powerful and wise. When in conflict with his parents, he 
tends to perceive them as right and himself as wrong.” (p. 6)

Weiss noted that pathogenic beliefs are developed directly based on what parents and siblings say. 
For example, if a parent says that a child is stupid and lazy, the child can come to believe she is stupid 
and lazy, and then act that way more. Pathogenic beliefs are also based indirectly on inferences derived 
from events and how the child was treated. Weiss referenced Beres (1958) research on medically 
hospitalized children who often inferred that they were hospitalized because they were “bad.”

Being convinced of one’s pathogenic beliefs is similar to Bateman and Fonagy (2006) concept of the 
“psychic equivalence mode” in which the patient believes a negative self-concept completely as the 
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unquestioned truth. For example, a patient might say, “I am the worst person in the world” rather than 
“I think . . . ” or even “I’m convinced I am the worst person.” For the patient in the grip of the psychic 
equivalence mode or a pathogenic belief, it is not just a belief or conviction but a reality. Complying 
with a pathogenic belief means really believing it.

“Compliance” means patients act as if pathogenic beliefs are true: A self-fulfilling prophecy

Weiss (1993b) used the term “compliance” to describe not only cognitively accepting a certain belief 
but behaviorally acting as if that belief were true. In this sense, “compliance” is very similar to Robert 
Merton’s concept of a “self-fulfilling prophecy.” According to Merton (1948), when people have beliefs 
about themselves, even if those beliefs are incorrect, they act in accordance with those beliefs so that, in 
the end, those beliefs become reality. Foreman (2009) described children who were treated as “bad 
kids” who ended up believing they were bad, played the “bad kid role,” and got others to become 
convinced they were bad. Children lived up to low expectations in school according to a landmark 
study about self-fulfilling prophecies (Rosenthal & Jacobson, 1968) and subsequent research (Brophy, 
1983; Madon et al., 1997). Madon et al. (2004) showed how seventh graders abused alcohol more when 
parents overestimated their children’s alcohol use, particularly when both parents shared negative 
expectations of the child. This matched the observation that children tended to believe in their 
pathogenic beliefs and act more as if they were true when both parents gave the same negative 
message in contrast to when only one parent held negative expectations of the child (Foreman, 2009).

“Compliance” means patients reenact pathological interactions

Weiss (1993b) described how patients recreate traumatic experiences from the past in their current 
lives in compliance with pathogenic beliefs derived from those early traumatic experiences. He gave an 
example of Janice, a woman of Japanese ancestry who had been severely beaten by both parents in 
early childhood (pp. 85–86). She tried to get away from her abusive alcoholic husband but ended up 
having multiple affairs with other abusive alcoholic men. She believed she deserved to be beaten by her 
parents because she said they only abused her when she “was bad.” She also believed she was at fault in 
her unhappy marriage and that she provoked her husband to abuse her. She believed she deserved 
abusive treatment as a child and as an adult, and she gravitated to situations that repeated the same 
experience of abuse.

“Compliance” means patients protect and justify parents’ behavior

Weiss (1993b) suggested that patients “comply” with pathogenic beliefs that result from negative 
interactions with parents as a way to justify their parents’ behavior and protect them. He gave an 
example of Roberta (p. 47), who “complied with her parents’ lack of interest in her by believing herself 
unimportant and undeserving.” In another case, Karen (p. 60) felt overly responsible for her fragile 
parents, siblings, and husband. “In order to protect them, she made herself weak, indecisive, and 
jealous” in compliance with her pathogenic belief that she was too strong.

What motivates patients to comply?

Weiss (1993b) emphasized an attachment model explanation that children are helpless and they 
comply because they are fundamentally motivated to “maintain the tie” with the parent. He stated 
that children automatically give their parents authority, even when they may consciously challenge 
them. Weiss maintained that children comply with their parents and their traumatizing behavior 
because children feel omnipotently responsible for their parents, worry about them, and attempt to 
care for and protect their parents by giving them authority and assuming their hurtful behavior was 
right.
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Friedman (1985) echoed this sentiment: “To a degree not generally recognized, psychopathologies 
are pathologies of loyalty” (p. 530). O’Connor et al. (1999) studied the role of guilt and shame 
motivating children to comply with parental mistreatment out of loyalty and explored the evolu-
tionary role of altruism and guilt (O’Connor, 2001; O’Connor & Berry, 2018). The motivation of 
children complying and identifying in order to support and protect their dysfunctional parents has 
been further elaborated by Foreman (2009, 2018)), who stated that in addition to basic drives of self- 
interest and self-promotion, “children have an equal fundamental drive to protect their parents” 
(Foreman, 2009, p. 60). For a full discussion of the role of loyalty in psychopathology in the context of 
Weiss’ theory, see Foreman (2018).

The “rebellious” teen

Sam was a sixteen year-old boy who was failing in school, drank alcohol, stole from his parents, and 
was mean to his girlfriend. Sam’s father, Peter, was extremely disappointed and had basically given 
up on him. Peter criticized Sam constantly and treated him like a “loser” and a failure. When Sam’s 
therapist suggested to Peter that Sam was intelligent, had good qualities and may turn out OK, 
Peter scornfully likened the therapist’s encouragement to advice he had gotten from his stock 
broker who recommended that he buy shares of a company that famously later went bankrupt. 
Peter expressed bitter skepticism about believing in his son, saying he “didn’t want to be burned 
again.”

Sam was extremely provocative with his parents and his therapist. In his first therapy visit, he was 
intimidating, wearing a studded leather jacket, shaved head, eye shadow, and had the words, “fuck 
authority” written on the bottom of his boots which he put up on the therapist’s foot stool. Sam told 
his therapist he was “rebelling” by getting failing grades. The therapist suggested, “I don’t think you are 
rebelling at all but you are ‘complying’ with your father by screwing up in school and giving him 
reason to yell at you and be disappointed. If you really wanted to rebel, you would do well in school 
and make your father wrong about you.”

Relating compliance with transference testing

One of Weiss’ major contributions to the theory of psychotherapy was his introduction of the concept 
of “testing.” Breuer & Freud, 1895) were the first to discover, name, and describe the phenomenon of 
“transference” in psychotherapy. Freud, 1958) believed that all reenactments in psychotherapy were 
transferences, representing wishes for libidinal gratification, and functioning as a resistance to 
remembering. Weiss (1993b) argued that transferences weren’t just reenactments of important 
relationships, nor did they represent libidinal gratification or resistance. Instead, he saw transference 
repetitions as the patient reenacting important previous relationship patterns in therapy to test 
whether it was safe and right to change and get better.

The unconscious purpose of these reenactments was to learn something from how the therapist 
acted in the role of the parent, most importantly to see if the therapist would traumatize the patient the 
same way the parent did in childhood. If the therapist did re-traumatize the patient in the same way 
the parent did as a child, it would suggest the parent was right to treat the patient the way she did in the 
past and that it would be wrong for the patient to want to change and receive a different outcome now. 
By testing, the patient’s unconscious “hope” was that the therapist wouldn’t traumatize her the way the 
parents did so that she could relinquish the pathogenic belief that she deserved that traumatic 
treatment as a child or currently as an adult.

An example of transference testing occurred in the case of Sue, a patient whose father was very 
domineering and narcissistic. Sue assumed, in the transference, that the therapist would also be 
domineering and narcissistic. She unconsciously tested the therapist by being very meek and defer-
ential, acting as she did with her father, assuming that’s what the therapist needed. The therapist’s 
helpful intervention was to encourage Sue to express more of her own ideas, clearly demonstrating that 
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the therapist didn’t need to be the one who had all the answers. This helped Sue disconfirm her belief 
that any normal person would be like her father and demand that she be meek and deferential.

Another patient, William, had the same problem of growing up with a domineering and narcissistic 
father. William unconsciously tested in a different way by being assertive and challenging the therapist. 
The therapist was helpful by not being offended or put off by William’s initiative, but supportive in 
ways his father wasn’t.

Alex had parents who were depressed and threatened by his desires to be independent, especially 
by dating and being sexual. Alex tested the therapist by coming in late, half way through the session, 
declaring he was delayed because he had sex with his girlfriend. Alex’s unconscious transference test 
was to see whether the therapist would be depressed and threatened by his desires to be indepen-
dent and sexual as his parents were. A therapist not aware of the transference test might mistakenly 
think the patient didn’t value the therapy, was being rude, hostile, or even hypersexual. The 
therapist was helpful to Alex when she recognized and supported the importance of his indepen-
dence and sexuality rather than getting offended and distracted by Alex missing part of the 
therapy hour.

For a fuller review of testing in Control Mastery Theory, please see Foreman (1996) and Gazzillo 
et al. (2019).

Tests are adaptive; compliances are maladaptive

The same pathological reenactment could be seen as a compliance or a test. Weiss (1998) distinguished 
tests, which are “Patients’ adaptive plans for working to disprove their pathogenic beliefs,” from 
compliances, “the maladaptive, self-destructive plans they make in obedience to these beliefs. Such 
plans express patients’ poor self-esteem or the unconscious shame, guilt, or remorse that stem from 
pathogenic beliefs.” (p. 418). Tests are adaptive whereas compliances are not.

The shame and guilt, attendant with pathogenic beliefs, reflect a conviction that the person does not 
merit better treatment or even deserves punishment for attempting to solve problems and feel better. 
Patients’ feelings and convictions that they are wrong to challenge their pathogenic beliefs, that they 
are wrong to make their parents look bad by challenging their poor parenting, often inhibit patients 
from getting help in therapy. Therapists sometimes conclude that patients are “ambivalent” about 
getting better or are “resisting” the therapy. Weiss’ model suggests that patients are not ambivalent 
about wanting to get better but they are held back by feelings of guilt and worry about hurting parents, 
or even the memory of parents (if they are deceased), when patients struggle to relinquish compliances 
and disconfirm pathogenic beliefs.

For example, Pam, a successful attorney who had been severely criticized and rejected by her 
mother as a child, came into therapy to deal with anxiety, shyness, and inhibitions. Because she 
complied with her mother’s treatment of her, she couldn’t assert herself with her clients, her office 
staff, or her husband. Despite her professional accomplishments, she believed she was stupid and 
worthless, as her mother treated her.

Her mother had died ten years prior to the onset of therapy. Whenever she told the therapist how 
her mother had criticized or rejected her, she said she couldn’t be sure her memory or judgment about 
her mother was accurate. When the therapist reflected back to her how mistreated it appeared she had 
been, Pam said she could see her mother looking down at her from heaven, disputing Pam’s 
perspective and arguing that Pam was wrong to say anything negative about her in therapy. Fearing 
that she was offending her narcissistic mother, even after death, held Pam back from seeing things 
more clearly and relieving herself from excessive blame and guilt.

Both compliances and transference tests are reenactments of pathological interactions in which the 
patient plays the role of herself when she was mistreated or traumatized as a child. As noted above, 
compliances that are reenactments in obedience to pathogenic beliefs are maladaptive because they 
only serve to live out and “prove” the “correctness” of the patient’s pathogenic beliefs. Compliances 
provoke feelings of shame and guilt, are self-destructive, and maintain poor self-esteem. In contrast, 
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tests that could lead to relinquishment of pathogenic beliefs are adaptive because they can lead to 
letting go of self-destructive behavior, shame, guilt, and poor self-esteem.

Weiss talked about transference testing as a phenomenon that occurs in the therapy session. 
However, testing can be seen as happening in life outside of therapy as well as in therapy. Children 
test out their pathogenic beliefs with teachers, friends, and parents at home, at school, and on the 
playground (Foreman, 2009). Adults also test out their pathogenic beliefs outside of therapy with 
friends, spouses, family members, and coworkers. Typically, the real world is not such a safe a place to 
test out pathogenic beliefs because teachers, parents, friends, and children often come to believe the 
patient’s worst pathogenic beliefs about herself, which confirms the patient’s worst fears, making her 
more depressed and anxious.

Therapists can also fail tests in therapy, and often do. As an example, Nora, who had a rejecting and 
neglectful mother, challenged her psychoanalyst by disagreeing with her interpretations. Her analyst 
angrily told her, “You only want to blame me and blame your mother.” This patient was highly 
traumatized by her mother and then by her analyst. She was very careful not to challenge her next 
therapist for some time, fearing that she would be wrong to assert herself and believing she deserved 
rejection.

Reenactments are always both a compliance and a test

It has been argued (Foreman, 2009, p. 97) that all reenactments of traumatic interactions have 
elements of complying (that is, believing pathogenic beliefs and acting as if they were true), but also 
of testing (that is, trying to disprove pathogenic beliefs) whether they occur in therapy or outside the 
therapy. When a patient reenacts a traumatizing interaction, there is always a balance between a test 
and a compliance. The balance is a function of how firmly held are the pathogenic beliefs. If the 
pathogenic belief is less deeply held, it is more easily relinquished based on how the other person 
responds, and the repetitive, provocative behavior can more easily be thought of as a test. If the 
pathogenic belief is more firmly held, it is harder to relinquish no matter what the other person does, 
and the repetitive, provocative behavior can be seen more as a compliance, an acting out of an 
unpleasant negative “truth” about the self.

The following is an example of a reenactment that could be seen both as a compliance and a test. 
Anthony was a twelve year-old boy in the sixth grade who was well known to his school counselor and 
teachers as a bully since kindergarten. His parents were divorced and both remarried. His mother did 
not express much interest in getting therapeutic help for him despite the school recommending 
therapy since kindergarten. The school counselor didn’t like Anthony because he was a bully who 
showed “no remorse” and he didn’t like the parents because they were uncooperative and hostile 
toward the school. The family finally came into therapy when Anthony was in sixth grade after he 
terrorized a younger classmate by holding her upside down until she cried. The principal finally made 
therapy a precondition for Anthony staying at that school.

Anthony did not want to be in therapy and was hard to engage. The therapist was suspicious that 
Anthony might have been maltreated at home, which might explain his bullying behavior at school as 
a possible pathological identification (Foreman, 2018) with an abusive parent at home. However, 
Anthony did not report any physical abusive behavior at home that matched his own abusive behavior 
at school.

At the end of the first session, the therapist asked a question she always asked, “How did he get 
along with his younger sister?“ Anthony reported his sister was a pest and they fought all the time. The 
therapist expressed sympathy and asked how the parents handled their fighting. Anthony responded 
that they always “unfairly” took his younger sister’s side.

Anthony missed many sessions for various reasons. Nothing was making sense about why 
Anthony was bullying until the therapist asked more about his little sister. Anthony told 
a vignette how he held his sister upside down until she cried. The therapist finally put together 
that Anthony was exactly repeating a drama at school (He held a little girl upside down until she 
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cried) that began at home with his sister. Anthony was complying with “the bad kid” role in both 
settings. He was mean to his little sister, got punished by his parents for being mean, and then 
repeated this behavior at school, getting people at school to dislike him as much as he felt disliked at 
home. This would be considered a “compliance” because 1) he believed he was “bad” based on how 
his parents punished him, 2) he acted “bad” again and again because he believed he was bad, 3) he 
unconsciously reenacted a traumatizing situation in school that originated at home in compliance 
with the belief that he was a “bad kid” whose fate it was to be mean, and then be disliked for it by 
everyone.

When the therapist told Anthony she would help him not be punished by his parents, Anthony 
finally showed some interest in the therapy. Anthony clarified it was his mother and step-father who 
were punitive with him, not his father and step-mother. The therapist set up a meeting with his mother 
and step-father where she let them express how upset they were with Anthony’s meanness. She 
empathized with how difficult it is for parents not to be provoked when one child hurts the other, 
particularly a stronger, older kid hurting a more vulnerable, younger child. Then she explained how it 
would be better, when the kids fought, to separate them rather than punish them, because punishment 
and the intensity of parental outrage can make the interaction worse. She said it is very common for 
the older kid to blame the younger one even more vehemently when parents blame the older one. This 
encourages a cycle in which the parents get angrier and even more punitive to the bully and then the 
bullying child gets angrier and more punitive to the younger child. The therapist predicted if the 
parents broke up the painful interactions between Anthony and his sister more neutrally, without 
punishing or shaming, the bullying would eventually go away.

The next session, the therapist asked Anthony how things were going with his sister and his parents. 
Anthony reported his step-father was better, less punitive, but his mother kept punishing him and 
being mean to him when he fought with his sister. The therapist set up a second meeting with the 
mother and step-father to follow up. In the next session, Anthony’s mother protested that if she let his 
behavior go unpunished, he would grow up to become a horrible person. The therapist reiterated that 
lightening up on the punishment and moral outrage would paradoxically allow Anthony to stop being 
mean to his sister. After only two sessions, the mother finally relented and stopped punishing Anthony 
when he was mean to his sister. As the therapist suggested, she separated the kids to stop their fighting 
but stopped coming down on Anthony with such self-righteous anger. Following that change, 
Anthony stopped torturing his sister and stopped bullying children at school after six years of 
intractable bullying.

This is an example of a recurrent, maladaptive behavior – bullying – that enacted a pathogenic 
belief that Anthony was a mean, “unremorseful,” and fundamentally “bad” kid. Once the therapist 
understood this as a compliance, she was able to intervene to change the traumatizing parental 
behavior at home (righteous over-punishment), that then allowed Anthony to change his view of 
himself and relieved him of the obligation to repeat his bullying behavior at school and at home.

The bullying was both a compliance and a test. When a therapist was able to recognize the meaning 
of the test and help the parents “pass” it, the behavior was relinquished after only a four-month 
therapy. Anthony was able to change his behavior and its underlying pathogenic belief after the 
parents changed their behavior. Follow up conversations with the school counselor confirmed that 
Anthony’s bullying behavior at school stopped for at least the next two years until he graduated from 
the eighth grade, when he was lost to follow-up. Anthony was able to step out of his repetitive role as 
a bully and to relinquish his compliance with the “bad kid” role, when his parents were able to stop 
treating him as one.

Treatment techniques to help with “compliance”

Therapy with children often involves social engineering, i.e. helping parents change their behavior to 
stop traumatizing the child, that can often result in immediate dramatic changes in the child’s 
behavior, as in the case of Anthony. With adults, the traumatic behavior is often in the past, and 
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the patient suffers under the weight of pathogenic beliefs that cannot easily be undone by changing 
parental behavior, particularly if the parent is deceased, as in the case of Pam, above.

There are several things a therapist can do to help patients resolve compliances: 1) pass transference 
tests, 2) recognize when a patient’s pathological behavior is a compliance with a pathogenic belief, 3) 
help patients get clearer about the distortions that are inherent in their pathogenic beliefs, through the 
process of exploration and support, 4) help patients let go of pathogenic beliefs, and 5) help patients 
see how they are motivated to hold onto their pathogenic beliefs out of loyalty to their parents.

The following is an example of how a therapist helped a patient with anxiety, depression, and self- 
destructive behavior that derived significantly from the fact that she complied with how her family 
treated her. Samantha was a 19 year-old depressed woman who experienced her older brother, Steve, 
as critical and controlling. As a seventeen year-old junior, she attended the same high school as Steve 
when he was a senior. He felt threatened if any of his male friends showed interest in his younger sister 
and he forbade her from dating any of them. She kissed a boy in her brother’s class and Steve 
confronted her at parties, accusing her of being a “slut” in front of her friends and his. When she 
complained about Steve’s behavior to her parents, her father supported her brother and told her she 
was too young to date.

Two years later, she continued to struggle with criticism from her brother, who accused her of being 
spoiled which exacerbated her depressed moods. She continued to ask for emotional support from her 
parents, revisiting the origins of her problems when Steve treated her badly in high school. Her parents 
became exasperated and told her to “get over it” and “stop talking about it already.” She persisted and 
had a big argument with her father. She told her dad she was mad at Steve, but she was really mad at 
him for not supporting her or protecting her from her brother’s controlling behavior two years earlier. 
At the end of the fight, her dad tried to make up, but she went to her room and cut her wrists 
superficially, but enough to draw blood. She had a pattern of cutting herself repeatedly after arguments 
with her father or brother.

Technique 1) Pass transference tests
In her next therapy session, her therapist told Samantha she could have called her instead of cutting 

her wrists. Samantha protested that she didn’t want to bother her on a Saturday night. Her therapist 
assured her that it was more important for Samantha to call her if she was upset and certainly if she 
was going to hurt herself.

The therapist’s first intervention could be seen as passing a transference test. Samantha cut herself 
right after she confronted her father about not supporting her. Her parents told her many times that 
she was too emotional, too difficult, and should stop talking about her painful interaction with her 
brother. Both parents were defensive and irritated with Samantha’s emotional needs, so her expecta-
tion in the transference was that her therapist would be annoyed and overwhelmed by her excessive 
emotional needs as well. She didn’t call her therapist when upset but cut herself instead. The therapist’s 
encouragement and reassurance that it was better to call her challenged Samantha’s pathogenic belief 
that she was wrong to burden her therapist or other people with her emotional needs. That alone 
would have been a powerful therapeutic intervention to help Samantha let go of her pathogenic belief 
that she was burdensome and deserved to suffer for expressing her emotions.

Technique 2) Recognize when a patient’s behavior is a compliance
The therapist also recognized that Samantha cut herself immediately after telling her father that she 

was mad at him, something she had done before. It has always been difficult for Samantha to express 
negative feelings to her father. The therapist recognized and interpreted that Samantha felt wrong 
about confronting her father and punished herself for complaining to him and making him look bad. 
In addition to being a self-punishment, her cutting was also a veiled, indirect way of communicating 
that she was in pain since she didn’t feel free to express the full extent of her thoughts and feelings to 
her father directly. Cutting her wrists made her look flaky and pathological, further undercutting the 
legitimacy of her angry, hurt feelings. The whole drama was a compliance with her view that she was 
bad, hurtful, undeserving, flaky, too emotional, and difficult.

Technique 3) Help patient get clearer about distortions inherent in her pathogenic beliefs
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The therapist suggested that Samantha’s parents may not know how to help her, may be frustrated 
and irritated with her for complaining to them, but that didn’t mean that Samantha deserved to 
mutilate herself. Samantha’s pathogenic belief wasn’t that she annoyed her parents. That was true. Her 
pathogenic belief was that she was a bad person who deserved to suffer because she annoyed her 
parents. The therapist helped explore how her brother made her feel she was a bad person because she 
wanted to kiss a boy who was a friend of his. Her father made her feel she was bad to want to date and 
bad to upset her brother. Then her parents made her feel she was bad to upset them by complaining 
about them. The therapist helped explore how all of these conflicts were natural aspects of being in 
a family and it did not mean that Samantha was an inherently terrible person.

Technique 4) Help patient let go of pathogenic beliefs
The therapist tried to help Samantha realize she felt bad for her natural feelings of attraction to 

young men and bad about her anger for being controlled and humiliated by her brother and father. 
She also felt she was a bad person because she had vulnerabilities to depression that made her so 
emotional, which led her parents to feel helpless and angry. The therapist said she was not a bad person 
for having deep feelings or challenging her brother and father, even if her feelings were inconvenient 
to her family members. She was also not a bad person because she was vulnerable to depression. By 
alternating between exploring and supporting, the therapist helped Samantha challenge her funda-
mental negative beliefs about herself.

Technique 5) Help patient see how loyalty to parents made it harder to let go of pathogenic 
beliefs

The therapist added that because she loved her parents, Samantha tended to give them the benefit of 
the doubt and assume they were right and she was wrong. Intellectually, Samantha knew she was not 
wrong, but emotionally, because of her loyalty to her parents, she strongly felt that she was “too much,” 
and that she was wrong to challenge her brother and especially her father. The therapist helped her 
explore her mixed judgments about herself. If she didn’t judge or punish herself, she was more likely to 
judge and be angry at her father and brother. By believing it was all her fault and then cutting herself, 
she actually protected her parents and brother from her own anger and judgment toward them.

The therapist encouraged her to talk about these painful feelings and find a way she could be 
disappointed and angry with her parents while still loving them. By reaffirming Samantha’s desire to 
maintain her connection with her parents, maintain her love and respect for them, the therapist 
allowed her to feel safe exploring her negative feelings about how they treated her. This allowed her to 
challenge her pathogenic beliefs that she was the major cause of pain and dysfunction in her family, 
and ultimately relinquish her self-destructive cutting behavior.

The relationship between compliance and pathological identification

Although this paper focuses on compliances, Weiss (1993b) described two responses to traumatic 
experiences, compliances and pathological identifications, in which patients reenact pathological 
relationship patterns from the past in the present. In “compliance,” the patient reenacts 
a pathological, traumatic experience by playing the same role as before, as in Weiss’ case of 
Janice (pp. 85–86), for example, who was abused as a child and who fell into similar relationships 
where others abused her in the same way as an adult. In “pathological identification,” patients 
repeat traumatic relationships by reversing roles and traumatizing others in exactly the same way 
they were traumatized as children. See Foreman (2018) for a full discussion of “pathological 
identification.”

Drive theory might lean toward the concepts of “masochism” (Maleson, 1984) to explain hurting 
oneself or “sadism” (Freud et al., 1977) to explain hurting others, both motivated by libidinal 
gratification. Weiss (1993b), on the other hand, would be more likely to explore how hurting oneself 
might be due to compliance with being hurt by loved ones in the past and hurting others might be due 
to pathological identification with loved ones who hurt the patient or other family members in the 
past.
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According to Weiss, in both compliances and identifications, patients repeat and hold onto 
pathological relationship patterns and their attendant pathogenic beliefs, feelings, and behaviors out 
of loyalty to dysfunctional family members. In both, patients tend to protect their parents, make them 
look normal, and resist therapeutic change because of unconscious fears they will hurt their parents, or 
their memory, if they relinquish pathogenic beliefs, improve their current relationships, and get better.

Paying attention to the patient’s history can help illuminate when and whether patients are 
reenacting pathological relationship patterns either as a compliance or, with the roles reversed, as 
an identification. Being alert to how the patient presents herself and how she may be testing the 
therapist in the context of her history and pathogenic beliefs can help the therapist craft a therapeutic 
strategy that facilitates the patient’s progress.

Summary

As noted above, the phenomenon of compliance and identification in response to family caused 
trauma is widespread. However, patients’ troubled behaviors are multi-determined. Compliance is just 
one aspect of a more complex process. For example, patients can be impulsive and show poor 
judgment for biological reasons such as ADHD or affective dysregulation. Many of these patients 
can be helped by medications that regulate moods or improve executive functioning, as well as by 
other non-medical treatment approaches. Compliance with maltreatment can make these situations 
much worse.

The cases presented above don’t suggest that all of the patients’ problems resulted solely from 
compliance with pathogenic beliefs. They do point out what a powerful role compliance played in 
exaggerating the intensity and the persistence of the patients’ pathologies. Particularly the case of 
Anthony, where compliance was a predominant factor, showed how being aware of what the patient 
was reenacting helped the therapist change a family dynamic that wouldn’t have happened if the 
therapist was unaware of the role of compliance. Samantha, as another example, self-mutiliated 
because she was biologically depressed. But it was the therapist’s sensitive handling of her compliance 
to her family’s various criticisms that helped her to stop cutting and to express herself in a more 
mature, productive way.

This paper emphasizes how traumatic family interactions lead to pathogenic beliefs, and how 
compliance to those beliefs causes them to persist and potentially dominate a patient’s life through 
pathological reenactments. “Compliance” has multiple related meanings from obedience to an idea to 
obedience to an authority. “Compliance” means deeply believing negative beliefs about oneself, acting as 
if they were true, and recreating pathological relationships as adults that originally caused patients to 
develop negative distorted beliefs about themselves when they were younger. Weiss’ theory suggests that 
people comply with pathogenic beliefs not just because they have cognitively learned from repetitive 
experiences but because they inherently want to support and defend the family members who may have 
been responsible for hurting them in the past or present. Loyalty and instinctual caretaking are essential 
in family life and flow in both directions between parent and child (Foreman, 2009, 2018).

All pathological reenactments are partly compliances that “prove” how the patient deserves to 
suffer and at the same time are tests that offer an opportunity for the patient to disconfirm pathogenic 
beliefs. When therapists pass patient tests and help them disconfirm their pathogenic beliefs, they can 
help patients step out of seemingly intractable patterns of self-destructive behaviors.
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