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Preface

We are pleased to present the second volume of our study on Psychoana-
Iytic Practice, which we entitle Clinical Studies. Together, the two volumes
fulfill the functions usually expected of a textbook on theory and tech-
nique. In fact, some reviewers have asked why such a title was not cho-
sen. One of the reasons for our narrower choice was that our primary
concern is focused on those aspects of psychoanalytic theory that are
relevant to treatment.

The first volume, entitled Principles, has evoked much interest within
and outside the professional community, creating high expectations to-
ward its clinical counterpart. After all, psychoanalytic principles must
demonstrate their value and efficacy in treatment, i.e., in achieving
changes in symptoms and their underlying structures. This is apparent in
the clinical studies contained in this book, and in the process of compil-
ing them the senior author has had the opportunity to take stock of his
long professional career.

We have willingly let others closely examine how we work, and one
consequence of this has been a growing exchange with other psychoana-
lysts and with scientists from other disciplines and from numerous coun-
tries. This cooperation has enriched the contents of this volume. Al-
though not mentioned specifically in the text, both our collaborators
from Ulm and our colleagues from other locations have provided drafts
of passages and left it to our discretion to use them as we saw fit. Al-
though it would theoretically have been possible to attribute authorship
to those who drafted specific sections, our coworkers have agreed to ref-
erences to their names being omitted in the text as part of our efforts to
prepare a uniform and coherent volume.

Our special thanks for their unusual willingness to place their specific
knowledge at our disposal for inclusion in this book go to the following
psychoanalysts who are not members of our Ulm group: Stephan Ahrens
(Hamburg) enriched our knowledge on the state of discussion about
alexthymia; Walter Goudsmit (Groningen) reported on his years of expe-
rience in treating delinquents; Lotte Kohler (Munich) examined our view
of countertransference from the perspective of self psychology; Imre
Szecsody (Stockholm) described and applied his model of supervision.
Our conviction that interdisciplinary cooperation has a positive effect on
clinical work is demonstrated by several passages of text contributed by
scientists from other disciplines. Martin Low-Beer’s (Frankfurt) philo-
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sophical comments have extended our understanding of the “good hour”
(see Sect.10.2); Joachim Scharfenberg (Kiel) provided annotations from
a theological perspective to a dialogue in which the analyst was confront-
ed with religious problems (see Sect.10.3.2); and Angelika Wenzel’s
(Karlsruhe) linguistic interpretations demonstrate how our clinical un-
derstanding can profit from the application of other methods to psycho-
analytic texts (see Sect.7.5.2). We are more than merely personally grate-
ful for such contributions because they emphasize how fruitful interdisci-
plinary cooperation can be.

Of particular value have been the critical comments that numerous
colleagues have provided to the drafts of various chapters or sections of
the manuscript. Although we are very aware of our sole responsibility for
the text we present here, we would like to extend our gratitude to Jiirgen
Aschoff, Helmut Baitsch, Hermann Beland, Claus Bischoff, Werner
Bohleber, Helga Breuninger, Marianne Buchheim, Peter Buchheim, Jo-
hannes Cremerius, Joachim Danckwardt, Ulrich Ehebald, Franz Rudolf
Faber, Heinz Henseler, Reimer Karstens, Otto F. Kernberg, Joachim
P. Kerz, Gisela Klann-Delius, Lisbeth Kl6B-Rotmann, Rolf Kliiwer,
Marianne Leuzinger-Bohleber, Wolfgang Lipp, Adolf-Ernst Meyer,
Emma Moersch, Michael Rotmann, Ulrich Riiger, Walter Schmitthenner,
Erich Schneider, Almuth Sellschopp, and Ilka von Zeppelin.

We are grateful to the members of the staff of the Department of Psy-
chotherapy in Ulm, whose constant support enabled us to complete the
manuscript in a relatively brief period of time. We are also grateful to the
staff at Springer-Verlag, who ensured that the preparation of the book
proceeded smoothly.

We are especially indebted to our translators, in the case of this
English edition to Michael Wilson, who mastered this formidable task
authoritatively but sensitively. Our discussions with him (and the transla-
tors into other languages) exposed a number of ambiguities and obscuri-
ties in the original German text, which we believe have been resolved in
this English edition.

We are, finally, most indebted to our patients. It is in the nature of
things that advances in psychoanalytic technique are linked to an inter-
personal process. The examples that can be found in this book document
the significance that we attribute to the critical collaboration of our pa-
tients. We hope that this book’s descriptions of our clinical experience in
psychoanalysis will benefit future patients and be a helpful stimulus to
their therapists.

Ulm, May 1991 Helmut Thomi, Horst Kéchele
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Introduction

Becoming a psychoanalyst is a unique learning process of getting
acquainted with Freud’s work and the development of psychoanalytic
theories and techniques. Especially for German psychoanalysts, it is
fraught with unusual difficulties. This issue must be considered in the
context of how each generation attains its own professional identity. Un-
fortunately, each subsequent generation of psychoanalysts achieves inde-
pendence much too late. The reasons for this delay can be found both in
the overwhelming stature of Freud and in the idiosyncrasies of psycho-
analytic training (Thoma4, 1991).

In the first volume of our study we have presented our theoretical po-
sitions, taking our guiding idea from Balint’s two- and three-person psy-
chology, which focuses on what the analyst contributes to the therapeutic
process. For reasons rooted in our biographies and because of the gener-
al and the specifically German problems we discuss in Vol. 1, our scien-
tific efforts in pursuing our goals have proceeded slowly and hesitatingly.
This is especially true for the senior author, who had to travel a long path
before reaching his present understanding of psychoanalysis, expressed
in these two books. It was Merton Gill who gave him the final stimulus
to undertake a critical survey of the theory and practice of psychoanaly-
sis and to contemplate its future.

We can legitimately claim to have set a good example in at least one
regard, namely by having made psychoanalytic dialogues - and thus how
we really work - accessible to psychoanalysts and other scientists. One
consequence of anchoring case reports in audio recordings and transcrip-
tions of sessions is that the therapist exposes himself to the criticism of
his colleagues in a unique manner.

The physician’s obligation to secure confidentiality requires that we
be extraordinarily cautious. In attempting to resolve the problems related
to making dialogues accessible to assessment by others, we have left no
stone unturned in extending the example Freud suggested for protecting
a patient’s anonymity, altering everything that might enable a patient to
be identified. Such coding, however, cannot go so far as to make it im-
possible for the patient to recognize himself, should some coincidence
lead him to read this book. Yet we also consider it possible that a former
patient described here might have some difficulty in recognizing himself.
A peculiar type of estrangement results, first, from the alterations we
have made in external features and, second, from the one-sided descrip-
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tion - restricted to specific problems - of a patient which those around
him are very often not aware of. This estrangement is very welcome to us
in connection with the issue of confidentiality.

We refer, furthermore, to biographical data - which we “code” in the
sense that we replace them with analogous phenomena - only insofar as
they are relevant for comprehending events in therapy. One widespread
mistake is to believe that in analysis the entire individual becomes visible.
In fact, the weak spots, the problems, and the suffering are at the center
of the analytic encounter. The other, conflict-free sides of the individual’s
life are neglected because they do not constitute the primary object of
therapy. Although this omission creates a distorted image of the analy-
sand’s personality, this one-sided and frequently negative image that a pa-
tient presents is welcome from the perspective of facilitating anonymity.

We have spent much thought on the nature of the codes we should
employ. No one method is entirely satisfactory. To use a code name
based on some prominent feature would attribute particular importance
to one aspect. On the other hand, we did not want to use numbers for
identifying patients. As pseudonyms we have consequently decided to
use (arbitrarily chosen) Christian names together with an X for women
and a Y for men, borrowed from the terminology for the chromosomes
responsible for determining female and male gender. The anatomical dif-
ference between the sexes constitutes the inherent and biological founda-
tion of the life histories of men and of women, regardless of the signifi-
cance of psychosocial factors for sex role and sense of identitiy. This
code thus reflects the tension between the uniqueness of each individu-
al’s life and the biological basis of the two sexes. Dimorphism is, after all,
the basis for each individual’s gender role even if the plasticity of human
psychosexuality goes as far as the desire to change the sexual role in the
case of transsexualism. We hope that our readers will accept our coding
system, the purpose of which is to facilitate the use of the index of pa-
tients.

This volume could never have been written without the permission of
our patients for us to record therapeutic dialogues and to evaluate and
publish them in a form in which their identity is protected. The consent
of many patients is linked to their hope that the thorough discussion of
problems of analytic technique will benefit other patients. Several pa-
tients have provided commentaries to the sections of text related to them-
selves; we are especially grateful to them.

This willingness to cooperate constitutes a rewarding change in the
social and cultural climate, to which psychoanalysis has also contributed.
Although Freud may have had good reason to assume that the patients
he treated “would not have spoken if it had occurred to them that their
admissions might possibly be put to scientific uses” (Freud 1905 e, p. 8),
over the past decades many patients have shown us that this is no longer
true. It is beyond doubt that psychoanalysis is going through a phase of
demystification. It is no coincidence that at the same time that patients
are reporting about their analyses autobiographically, the general public
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is eagerly devouring everything that earlier analysands have to report
about Freud’s therapies. The literature on the latter is growing and dem-
onstrates that Freud was not a Freudian. Intellectual and social condi-
tions have changed so much in the past decades that analysands - wheth-
er patients or prospective analysts - are reporting about their therapies in
one form or another. The “other side” is thus finally getting their hearing.
We psychoanalysts would be taking the easy way out if we were to dis-
miss such autobiographic fragments, the quality of writing in which
varies considerably, as being the result of negative transference that was
not worked through or of exhibitionism and narcissism.

Most reservations against the use of tape recordings and the evalua-
tion of transcripts do not stem from patients but rather from analysts.
The fact that research into psychoanalysis must pay special attention to
what the therapist has contributed to the course and outcome has gained
widespread acceptance. The stress that results from the clinical and
scientific discussion does not affect the anonymous patient but rather the
analyst, whose name cannot be kept a secret in professional circles.

Such personally motivated reservations, however, cannot alter the fact
that the changes mentioned above make it easier for the present genera-
tion of psychoanalysts to fulfill obligations toward both the individual
patient and research. According to Freud, all patients should profit from
the benefits of enlightenment and scientifically grounded generalizations:

Thus it becomes the physician’s duty to publish what he believes he knows of the
causes and structure of hysteria, and it becomes a disgraceful piece of cowardice on his
part to neglect doing so, as long as he can avoid causing direct personal injury to the
single patient concerned. (Freud 1905 e, p. 8)

In this context, personal injury refers to damage that could result from
flaws in the coding of confidential material.

Medical confidentiality and coding have often made it impossible for
us to provide precise details about a case history. Readers will nonethe-
less be able to recognize that the majority of our patients suffered from
severe chronic symptoms and that we have chosen these cases from a
wide spectrum. Somatic symptoms are frequently a concomitant manifes-
tation of psychic suffering. Numerous examples stem from the psycho-
analysis of patients with psychosomatic illnesses; we believe we have
convincingly demonstrated that psychic factors were a relevant etiologi-
cal factor.

The critical reappraisal of his psychoanalytic thinking has led to
changes in the practice of the senior author over the past decades. We in-
clude here case histories and reports from over a period of more than
thirty years. In many cases we were able to examine the effectiveness of
psychoanalyses in long-term follow-up studies.

In one of his aphorisms, Wittgenstein (1984, p. 149) emphasized the
significance of examples. It reads about as follows: Rules are not ade-
quate to determine practice; examples are also necessary. Our rules leave
backdoors open, and practice has to speak for itself.
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Psychoanalytic practice has numerous faces, and we have attempted
to portray them by referring to typical examples. Detailed studies from
close up illustrate the respective focus of the dialogue, while a bird’s eye
view is necessary to gain an overview of therapies of long duration. A
theoretical framework is necessary to provide orientation, enabling one
to see phenomena, hear words, read texts, and comprehend the connec-
tions between human experiencing and thinking. On a larger scale, we
have presented our theoretical models in the companion volume on Prin-
ciples. On a smaller scale, we provide the reader theoretical information
in the passages entitled “Consideration” and “Commentary” that are in-
terspersed in the dialogues in this book. These passages reflect different
degrees of distance to the verbal exchanges and facilitate the comprehen-
sion of the focus of the respective dialogue. Important in this regard is
that the considerations are from the perspective of the treating analyst,
and are thus set in the same type of print as the dialogues themselves,
while the commentaries are from our own and a more distant point of
view. As many of the cases presented here were treated by the authors,
the considerations and commentaries might in fact have originated in the
same person, although at different times and distances to the actual
moment of the therapeutic situation. This is especially true for the senior
author and his role as commentator of his own clinical work, which has
extended over a long period of time.

Located at another level of abstraction are references to etiologic psy-
choanalytic theories in general and in particular. They have been in-
cluded in this volume to facilitate the classification of examples. These
supplementary theoretical comments, together with the wide diagnostic
spectrum from which we have chosen typical cases, are the reason for the
considerable size of this volume.

As a guide for the reader we would like to add that, with the excep-
tion of Chaps. 1,9, and 10, the topics of the chapters in both volumes are
the same. The volumes on theory and practice have been so organized
that we provide a systematic exposition of theory in the same chapter
and section in Vol. 1 as we discuss therapy and technical aspects in this
volume. This parallel structure facilitates switching from one volume to
another to take both practical and theoretical aspects into consideration.
For instance, a case history of a chronic anorexic illustrating the thera-
peutic management of identity resistance is given in Sect. 4.6, and a theo-
retical discussion of identity resistance is the topic of Sect. 4.6 in Vol. 1.

The decision to publish a two-volume text and to follow the same or-
ganization in this book on clinical practice is, however, linked with the
disadvantage that the discussion of phenomena that belong together in
the psychoanalytic situation is torn apart. Transference and resistance,
for example, often alternate rapidly and are interrelated. Yet it is neces-
sary to identify an object, i.e., call it by its name, in order to discuss it.
We provide a theoretical and conceptual clarification of issues in the first
volume; here we describe examples of this or that form of transference or
of resistance. The detailed subdivision of each chapter supplies a general
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frame of reference, and the index contains a large number of entries, facil-
itating the location of connections between different phenomena de-
scribed in the text.

We have selected typical examples from the analyses of 37 patients,
20 men and 17 women. Following this introduction is a list of the code
names that we have assigned to these patients. The topics and section
numbers printed in italics refer to passages in which we provide informa-
tion to general questions concerning the course of a patient’s illness and
treatment. The therapeutic processes of 14 patients are documented in
this book. For the other cases the courses are implicit and the reader can
reconstruct some of them; the presentation of these cases serves primari-
ly to explicate important analytic concepts.

We provide information as to frequency of sessions, the length of
treatment, and the setting if this has special significance or if topics relat-
ed to the initiation and termination of therapy are being discussed.

In the dialogues and comments made from the perspective of the
analyst providing treatment, /is used for the analyst. Of course, in reality
this “I” does not always refer to one and the same analyst. Otherwise we
refer to analysts or therapists in general.

We employ the terms “analysis,” “psychoanalysis,” and “therapy” as
synonyms. Many of our patients do not distinguish between therapy and
analysis, and some even retain their naivety in this regard. In Vol. 1 we
have entered into the discussion of the differences in the wide spectrum
defined by the assumptions and rules of psychoanalytic theory. Here the
point is to reconstruct the lines actually followed in psychoanalytic ther-
apies, an allusion to Freud’s publication entitled “Lines of Advance in
Psycho-analytic Therapy” (1919 a).

In this book we retain the use of the generic masculine in general dis-
cussions, although we obviously direct our comments to patients and
psychoanalysts of both sexes. We speak to the former as individual per-
sons who are suffering, and to the latter as those who, on the basis of
their professional competence, contribute substantially to the improve-
ment and cure of patients.



Index of Patients’ Code Names

In the Introduction we discuss the general principles of coding confiden-
tial material. The following is a list of the issues discussed for each pa-
tient. The references to sections containing a summary or information
about the genesis of the illness are printed in italics. Reading the respec-
tive sections in succession can provide insights into the course of treat-
ment.

Amalie X

2.4.2 Identification with the Analyst’s Functions
7.2  Free Association

7.7 Anonymity and Naturalness

7.8.1 Examples of Audio Tape Recordings
9.11.2 Changes

Beatrice X

8.3  Interpretations
9.2  Anxiety Hysteria

Clara X

2.2.5 Negative Transference

4.6  Resistance and the Security Principle
7.5.1 Psychoanalytic Aspects of Metaphors
8.1.2 Remembering and Retaining

8.5.3 Splitting of transference

8.6  Interruptions

Dorothea X

8.5.5 Commonplace Mistakes
9.4  Depression
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Erna X

2.1.1 Promoting the Helping Alliance

2.2.1 Mild Positive Transference

7.4  Questions and Answers

7.5.1 Psychoanalytic Aspects of Metaphors
7.7  Anonymity and Naturalness
Franziska X

2.2.2 Strong Positive Transference

7.2 Free Association

7.8.1 Examples of Audio Tape Recordings
Gertrud X

2.2.4 Erotized Transference

Henriette X

9.5  Anorexia Nervosa

Ingrid X

84  Acting Out
Kiithe X

2.3.2 Brother Envy

Linda X

3.4.2 Aggressive Countertransference

Maria X

44  Stagnation and the Decision to Change Analysts
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Nora X

41 Disavowal of Affects

Rose X

3.4.1 Erotized Countertransference

Susanne X

6.2.1 Social Class

Ursula X

8.1.3 Anniversary Reactions

Veronica X

3.7  Projective Identification

Arthur Y

2.1.3 Common Ground and Independence

223 Fusion Desires

3.5 Irony

3.6  Narcissistic Mirroring and Selfobject

4.5  Closeness and Homosexuality

6.4  Third-Party Payment

6.5  Reviewing and Transference

7.1  Dialogue

74  Questions and Answers

7.5.2 Linguistic Interpretations of Metaphors

7.8.1 Examples of Audio Tape Recordings

8.1.1 Scheduling

8.2  Life, Iliness, and Time: Reconstructing Three Histories
8.5.2 Denial of Castration Anxiety

10.1.1 Consultation

10.2 Theoretical Remarks About a “Good Session”
10.3.1 The Image of God as Projection

XIX



XX Index of Patient’s Code Names
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1 Case Histories and Treatment Reports

Introduction

The crisis of psychoanalytic theory, which was the central topic of Chap.1 of the
companion volume on the principles of psychoanalytic practice, has inevitably
had some effects on psychoanalytic technique. In the last decade it has also be-
come apparent that the perspectives of psychoanalytic therapy rooted in interper-
sonal theories have caused many concepts relevant to psychoanalytic practice to
be reevaluated. It is now essential to distinguish between, on the one hand, the
theory of the genesis or the explanation of psychic and psychosomatic illnesses
and, on the other, the theory of therapeutic change and how it is brought about.
Of course, all assumptions about structural changes depend on the observation of
variations and alterations of symptoms.

This chapter’s title, “Case Histories and Treatment Reports,” reflects the dis-
cord in Freud’s work between the theory of genesis and that of change. Our recon-
sideration leads us in the first section of this chapter to reject the notion that he
gave adequate scientific consideration to both poles of this discord in his case his-
tories. It is necessary to reformulate his famous assertion about the existence of an
inseparable bond between curing and research. A promising new source for re-
grounding psychoanalytic therapy is for us to take the fact seriously that the the-
ory of repeated traumatization has significance for the structuring of the therapeu-
tic situation.

If we attempt to apply scientific criteria to the preparation of case histories and
treatment reports, it is necessary for us to experiment with different schemes for
reporting our work. For about three decades we, together with many other anal-
ysts, have striven toward the goal of reproducing the psychoanalytic dialogue as
precisely as possible. In Sects. 1.2 and 1.3 we refer to important stages in the devel-
opment of reporting, which we elaborate on in later chapters by providing appro-
priate examples. We have now reached a new stage. The use of audio recordings
enables us to make the verbal exchanges between patient and analyst accessible to
third parties in a reliable form. Because of the significance of this technical aid for
advanced training and research, in Sect. 1.4 we make the reader familiar with a
controversy that has been dragging on for a long time and that the examples we
give in Sect. 7.8 should help resolve.



2 1 Case Histories and Treatment Reports
1.1 Back to Freud and the Path to the Future

Freud’s case histories frequently fulfill the function of an introduction to his work.
Jones emphasizes that the Dora case - the first of Freud’s exemplary case histories
following his Studies on Hysteria -

for years served as a model for students of psycho-analysis, and although our knowledge has
greatly progressed since then, it makes today as interesting reading as ever. It was the first of
Freud’s post-neurological writings I had come across, at the time of its publication, and I well re-
member the deep impression the intuition and the close attention to detail displayed in it made on
me. Here was a man who not only listened closely to every word his patient spoke, but regarded
each such utterance as every whit as definite and as in need of correlation as the phenomena of
the physical world. (Jones 1954, p. 288)

This makes it all the more remarkable that it was precisely on this case that Erik-
son (1962) demonstrated substantial weaknesses in Freud’s understanding of etiol-
ogy and therapy (see Vol.1, Sect.8.6). The paper he presented to the American
Psychoanalytic Association marked the increasing criticism both of Freud’s expla-
nations of etiology in his case histories and of his technique as described in his
treatment reports. In view of the growing flood of publications containing such
criticism, Arlow (1982, p. 14) has expressed his concern about their ties to objects
belonging to the past. He recommended that we should simply say goodbye to
these “childhood friends” who served us so well, put them to rest, and get back to
work.

That and how Anna O., little Hans, Dora, President Schreber, the Rat Man,
and the Wolf Man became our childhood friends is definitely very important, as is
knowing the conditions under which each friendship developed. Training insti-
tutes mediate these friendships, in this way familiarizing the candidates with
Freud’s work as a therapist, scientist, and author.

While writing this textbook we have returned to our own childhood friends
and have studied several of Freud’s large case histories in detail. Even though new
elements can be discovered by rereading them, we have hermeneutic reservations
about supporting Lacan’s (1975, p.39) call for a “return to Freud.” With La-
planche (1989, p. 16), we “prefer to speak of going back over Freud, as it is impos-
sible to return to Freud without working on him, without making him the object of
work.” In our reconsideration we do not meet these old friends in the same form
as during our initial encounter with and enthusiasm for Katharina or little Hans.
We have always viewed Freud’s case histories in a somewhat different light and,
unfortunately, have frequently shown too little concern for how Freud himself un-
derstood his texts. We were not, after all, introduced to the love for psychoanalysis
through Freud alone, but also by spiritual parents who solicited support for their
own views. In whom could we then place our trust and confidence in going back
to Freud in order to ensure that ideas can be revitalized and point to the future
that Arlow and Brenner (1988) and Michels (1988) envisage in their suggestions
for reforming psychoanalytic training.

In view of the immensity of our task in determining which items belong to the
past, it is impossible to rely on a single individual, not even someone of the stature
of Rapaport, who ventured (in 1960) to estimate the probable longevity of impor-
tant psychoanalytic concepts. Which mediator should we turn to in attempting to
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master this hermeneutic task? Hermes’ name did not provide the etymological
source for the concept of hermeneutics, but as messenger and translator between
the gods and the mortals he was also a participant in the doings and dealings of
the world who always acted according to his own interests. The same is true of
those interpreters who try to do justice to Freud’s work without losing sight of
their own interests. Practicing psychoanalysts are not the only ones who live from
Freud’s legacy; this is also true of the many authors for whom Freud’s legacy is a
playground for their criticism.

Can the analyst’s acquisition of his own approach be considered a special
form of translation? Uncertainty has spread since Brandt (1977) applied the play
on the Italian words “traduttore-traditore” to the Standard Edition and thus made
Strachey the translator into the traitor, and since Bettelheim’s (1982) provocative
book appeared. Following the criticism of Strachey’s translation by Bettelheim
(1982), Brandt (1961, 1972, 1977), Brull (1975), Ornston (1982, 1985a, b), Mahoney
(1987), Junker (1987), and Pines (1985), nothing could illuminate the difficult situ-
ation of Anglo-American psychoanalysts who have relied on the Standard Edition
better than the ironic title of Wilson’s (1987) article, “Did Strachey Invent Freud?”
The answer is obvious (see Thomi and Cheshire 1991).

The unjustified and very exaggerated criticism of Strachey’s admirable
achievement has in the last few years led the discussion onto a side track and dis-
tracted attention from the real reasons for the crisis of psychoanalysis. It is conse-
quently more than naive to want to resolve this crisis allegedly caused by the Stan-
dard Edition with the aid of a new translation. Beyond demonstrating that
Strachey made mistakes and distorted passages, which have been correctly point-
ed out by many authors, the criticism of the Standard Edition concerns the her-
meneutic question of whether Strachey’s translation distorted the work itself. To
demonstrate mistakes in translation that distort meaning is a relatively simple mat-
ter. Yet we confront difficulties of a more principle nature - and not limited to
Freud’s works - because hermeneutics, i.e., the theory of the interpretation of
texts, does not provide us with rules we can use as a mountain climber would a
safety line while climbing a difficult mountain trail. We follow Schleiermacher
(1977, p.94) in assuming that it is possible after all for a reader to equate himself
with an author both objectively and subjectively. Equating oneself with the author
is one of the preconditions for being able to interpret a text and ultimately to un-
derstand the object better than the author himself (see Hirsch 1976, pp.37ff.). Ac-
cording to Schleiermacher this task can be expressed as follows: “To understand
the statement at first as well and later better than the author.” Every reading en-
riches our basic store of knowledge and puts us in a better position to have a bet-
ter understanding; thus Schleiermacher continues, “It is only with insignificant
things that we are satisfied with what we immediately understand” (p.95).

When we read Freud’s treatment reports we naturally take our own experience
as a basis for comparison, and in time we become more confident that we under-
stand the subject better than the founder of psychoanalysis did. The growth of
knowledge on our subject - in our context, the analytic technique - is fed by
several sources. One factor is that the critical discussion of Freud’s treatment re-
ports has created a distance to them, so that we today view these childhood
friends differently than when we had our initial experiences with them. Another
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factor helping us to make our own experience is the fact that creative psychoanal-
ysts have discovered other and new aspects of the subject that have brought about
changes in therapy and theory.

With a view to the many psychoanalysts and other Freud interpreters to whom
we ourselves owe a debt of gratitude from our studies of Freud, we request that
the reader identify with our interpretation on a trial basis. In this two-volume text-
book we believe we have brought our long grappling for the foundations of psy-
choanalytic theory and its effectiveness as therapy to a preliminary conclusion in
that we are able to ground a firm point of view. There is a lot at stake in our at-
tempt to grasp the current crisis of psychoanalysis on the basis of Freud’s works
and their reception in the psychoanalytic movement and in intellectual history as a
whole. We hesitated for a long time to compress our ideas into a limited number
of sentences because we are aware that this is a problem with far-reaching impli-
cations. It was Freud’s grand idea to link, in an inseparable bond, the interpretative
method he discovered for treating patients with causal explanations, i. e., with the
study of the genesis of psychic and psychosomatic illnesses. Yet if proof of the
causal relationship requires that the data be independent of suggestion by the ther-
apist, then therapy destroys the science. If the analyst, on the other hand, believes
that it is possible to refrain from making any suggestion whatsoever, in order to
obtain uncontaminated data by means of pure interpretations, then he ruins the
therapy without coming closer to a theoretical explanation if independence from
the researcher is required. It is obvious that the analyst offering interpretations in-
fluences the patient even if he apparently only directs his interpretations to the un-
conscious and without any further-reaching aims, which is a self-deception as it is
impossible. Instead of eliminating manipulations it opens the door to hidden ma-
nipulations.

Freud’s inseparable bond thus contains a dilemma that has gone largely unre-
cognized because it suggested that following the rules served therapy and research
equally. For decades the magic of this concept exerted a settling influence and ap-
peared to solve the therapeutic and scientific problems of psychoanalysis with a
single stroke. Only recently has it become obvious how many methodological
problems have to be solved to realize Freud’s credo. It implies that therapeutic ef-
ficacy, i. e., symptomatic and structural change, as well as the truth of explanatory
hypotheses are the two sides of the same coin: the gold of the pure psychoanalytic
method without direct suggestion. Of course, the scientific and therapeutic prob-
lems are the inevitable and necessary indirect influence exerted by the analyst on
the patient.

By contrasting the case history and the treatment report it is possible to demon-
strate that the scientific reconstruction of the genesis of psychic and psychosomat-
ic illnesses in the case history follows criteria that differ from those for treatment;
the function of these criteria is to ground the theory of therapy and specify the
conditions for cure. In Sect. 10.5 of Vol.1, we have described the individual conse-
quences of loosening the inseparable bond and freeing the analyst from the exces-
sive demands it places on him. To quote the concluding sentence from the first
volume, “Freud’s theory of technique requires that the analyst distinguish between
the following components: curing, gaining new hypotheses, testing hypotheses, the
truth of explanations, and the utility of knowledge” (p.371).
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With regard to therapeutic theory and its testing, we completely agree with
Lorenzer’s opinion that

The goal of psychoanalytic understanding is to achieve alterations in terms of the patient’s suffer-
ing; psychoanalytic theory conceptualizes this suffering and the reactions to it. Psychoanalysis is
thus a theory of the therapeutic attitude toward suffering. (1986, p. 17, emphasis added)

One aspect of Lorenzer’s definition is that it is very important to possess suitable
methods for assessing change. Such investigations are part of therapeutic theory,
but this theory raises questions that differ from those raised by the theory describ-
ing the etiology of psychic and psychosomatic illnesses.

Our study of the sources has convinced us that Freud grappled with this still
unresolved dilemma for his entire life. Much can still be discovered in his works,
and each renewed study of them enriched us. Yet the guides that Freud himself
provided for satisfying the inseparable bond condition appear to us to be com-
pletely inadequate to meet the criteria for research designed to test hypotheses.
For decades psychoanalysis was practiced under the cover of Freud’s authority, in
a manner that led to the stagnation of the therapeutic and scientific potential of-
fered by the psychoanalytic method. It was more than unfortunate that explanato-
ry theories were tied to metapsychology. Many pseudoscientific constructions
have resulted from this union and have impeded the study of causal relationships
and the attempt to solve the problems associated with the explanatory theory of
psychoanalysis. Causal research cannot consist in employing metapsychological
terminology to describe clinical phenomena. Griinbaum’s interpretation that the
study of the causal relationships surrounding the genesis of psychic and psycho-
somatic illnesses is not tied to metapsychological concepts is convincing. Fara and
Cundo (1983, pp.54-55) have shown in an ingenious study that different ap-
proaches are combined in all of Freud’s works although the mixture of metapsy-
chological models and art of interpretation is always different.

In the first volume we demonstrated that Freud’s materialistic monism, which
determined his metapsychology, was probably the cause of the subsequent mis-
takes and confusion. Habermas’ claim, however, that Freud fell victim to a “scien-
tistic selfmisunderstanding” not only inaccurately judges the significance of causal
research in psychoanalysis, as a result of an unfortunate linkage of such research
with metapsychology, but also burdens therapy with a handicap that, as we have
demonstrated in detail elsewhere (Thom4 et al. 1976), was made even more severe
by Lorenzer. Both of these influential authors have filled old wine into new bottles
that have impressive labels simply because they were renamed. As metahermeneu-
tics or depth hermeneutics it has been possible not only for the old metapsychologi-
cal points of view to survive but also to influence practice indiscriminantly for the
first time in the history of psychoanalysis, because they were put in direct relation-
ship with the interpretive process. Neither Habermas nor Lorenzer seems to have
recognized that large portions of metapsychology derive from the fact that Freud
“psychologized” the “neurophysiological hypotheses” of his time, to use Bartel’s
(1976) words.

Yet of course not all “self-misunderstandings™ are the same. It is possible to
distinguish between different kinds of ignorance on the part of authors. Freud was
not in a position to have a clear understanding of many of the implications of the
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therapeutic and scientific applications of his method. In this sense his work has
suffered the same fate as that of all discoverers and authors of importance in intel-
lectual history, namely that later researchers have understood some things better
than the founder, discoverer, or author himself. As far as we have been able to re-
fer to the relevant literature, we have not found any convincing arguments to justify
the thesis of a scientistic self-misunderstanding. Habermas himself has to concede
that an analyst bases his interpretations on explanatory theories. Freud’s error was
not his credo in causality but that he based it on the psychophysiology of “psychic
energy.”

It is an especially urgent task that social science perspectives be taken into con-
sideration in psychoanalytic research, as we point out in our “Introduction” to
Chap.2. This could provide psychoanalysis a scientific foundation that leads
beyond the polarization between interpretative skill and explanation. We consider
ourselves, at any rate, to belong to the group of hermeneuticists whose prime pre-
cept is that their interpretations be validated. We speak of an autonomous her-
meneutic technology in order to emphasize that the psychoanalytic art of making
interpretations is endebted to validations that are of necessity also concerned with
the question of causal relationships. Hirsch (1967, 1976), whose understanding of
hermeneutics is characterized by sober pragmatism, argues along the same lines. It
is surprising that his studies have hardly received any attention in the Anglo-
American psychoanalytic literature from authors following a hermeneutic ap-
proach. Rubovits-Seitz (1986) was recently the first to emphasize that Hirsch’s
view of hermeneutics places high demands on the grounding of interpretations.

In summary, it is possible to say that our disentanglement of the inseparable
bond is not only useful for research but enables psychoanalytic practice to be in-
novative. One side effect of the social psychological understanding of the psycho-
analytic situation has been the discovery of new aspects of transference and coun-
tertransference. Clarifying such distinctions is thus not only essential for research
designed to test hypotheses, which is of increasing importance in our time, but al-
so well suited to prepare the ground for new discoveries and new hypotheses.
Freud’s inseparable bond assertion belonged to a phase in which ingenious ana-
lysts were able to make discoveries about psychic relationships in almost every
treatment. Today it is far more difficult to discover something truly new and to
formulate it in a way meeting the demands raised by research concerned with the
verification of hypotheses.

A cooperative effort is necessary to move Freud’s paradigm into a phase of
normal science. Although we definitely cannot expect philosophers to solve our
empirical problems, we no longer have any doubt that even the study of extended
psychoanalytic dialogues by philosophers would prove more productive than their
epistemological criticism of Freud’s works. Regardless of the significance of self-
reflection in therapy, it would hardly have been possible after the study of several
transcripts of tape recorded sessions for Habermas to make psychoanalysis into a
purely reflective science. Ricoeur, for his part, could have discovered that psycho-
analysts also observe. Finally, Griinbaum would feel confirmed that psychoana-
lysts search for relationships that may be of causal relevance and might have even
discovered that psychoanalysts are today more cautious in claiming to have found
the past and unconsciously still active causes of symptoms than Freud was. On the
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other hand, it is impossible to uphold Griinbaum’s view that the influence exerted
by the anaylst contaminates the data in a way that cannot be disentangled. The di-
alogues presented in this volume, for example, make it possible to recognize dif-
ferent degrees of suggestion. It is true, however, that the demands raised by Meehl
(1983) - that the large spectrum of means ranging from persuasion to manipula-
tion be registered - have not yet been met. The suggestive elements of the psycho-
analytic technique of interpretation are themselves becoming the object of joint re-
flection, whose goal is to eliminate dependencies. It is surprising that Griinbaum
(1985) himself did not point to such useful applications of his epistemological
study of the placebo concept. He demonstrated that the discrimination of the char-
acteristic and spurious factors with regard to the medication for a syndrome under
investigation depends on the particular theory of therapy. Without wanting to re-
open the discussion of nonspecific and specific or general and specific factors that
is included in the first volume (Chap.8), we do want to mention that Strupp (1973,
p-35) and Thomai (1981, p. 35) have shown that the valence of the therapeutic in-
fluence exercised in a particular situation depends on that situation itself. A reli-
able and valid clinical classification of characteristic and spurious factors is thus
difficult but not impossible. Finally, we believe that the study of the dialogues pre-
sented in this volume can also lead the epistemological discussion out of its ivory
tower.

Freud (1933a, p. 151) referred to the treatment of patients as the home-ground
of psychoanalysis. This is the source of the interpretative method of therapy that,
in contrast to hermeneutics in theology and the humanities (Szondi 1975), system-
atically examines the unconscious psychic life of patients who come to analysts
hoping for an end to their suffering. This therapeutic goal distinguishes psycho-
analytic hermeneutics significantly from other hermeneutic disciplines. Works of art
cannot in general be damaged by an interpretation, and a dead artist can only met-
aphorically turn around in his grave if he does not agree with an interpretation.
Psychoanalytic interpretations interfere in human destinies. Patients seek help for
their symptoms, and whether an improvement or cure is achieved is fundamental
to them. Texts are not affected by differing exegeses and interpretations, and can-
not make critical comments of their own.

The analyst thus must not only justify his therapeutic actions in the individual
case, but also has the responsibility of continuously examining the accuracy of his
theoretical ideas about the unconscious and about human experience and behav-
ior. In contrast to hermeneutics in theology and the humanities the founder of
psychoanalysis linked the art of making therapeutic interpretations to explanatory
theories. Freud assumed that his theory of psychogenesis had causal relevance and
raised the demand that the analyst differentiate between the necessary and the suf-
ficient conditions regarding the genesis and course of psychic and psychosomatic
illnesses. Later reconstructions have shown them to be postdictions. For this rea-
son Freud’s concept of restrospective attribution (Nachtriglichkeif) assumes a sig-
nificance that has been largely underestimated, as we show in Sects. 3.3 and 6.3.

The analytic dialogue is doubtlessly concerned with words. These words mean
something, and this something is nothing exclusively sensory or linguistic. The
words “connection,” “relation,” “relationship,” “synthesis” etc. appear in Freud’s
works for the term “explain,” in accordance with the scientific usage of the time.

9 9 <
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Freud (1901a, p.643) spoke, for example, with regard to the conditions under
which the manifest dream is constituted, of its “regular relations” with the latent
dream thoughts. In principle he was concerned with clarifying causal relation-
ships; in individual cases he was mistaken regarding the question of empirical
proof and on the whole underestimated the problems posed by research con-
cerned with verifying hypotheses.

Clinical psychoanalysis is subject to research about its course and results.
Freud’s explanatory theories were based on his therapy, and they in turn have had
a lasting influence on the interpretive method. Therefore interpretations are wrong
if they are derived from a component of the theory that has been refuted. For ex-
ample, in view of the results of recent research on mother-child interaction and of
epidemiology, many assumptions of the general and specific theories of neurosis
are questionable (Lichtenberg 1983). It is especially essential for therapeutic the-
ory to be revised.

In revising the technique we can proceed from several of Freud’s assumptions
that have been ignored. It is especially with this thought in mind that we have giv-
en this section the heading “Back to Freud and the Path to the Future.” According
to Freud (1937c, p.250), “the business of analysis is to secure the best possible psy-
chological conditions for the functions of the ego; with that it has discharged its
task.” If we relate this statement to the treatment situation and not only to the pa-
tient’s ultimate ability to master the difficulties of everyday life without developing
symptoms, then it is possible to formulate the following general thesis: Favorable
conditions for the resolution of conflicts in the treatment situation are those that
make it possible for the patient to transform the passive suffering from the original
pathogenic traumas into independent action. This is a generalization of Freud’s
trauma theory; at its center is helplessness, at least since Freud’s article “Inhibi-
tions, Symptoms, and Anxiety” (1926d; see Vol.1, Sect. 8.7). We agree with Freud
(1926d, p. 167) that “the ego, which experienced the trauma passively, now repeats
it actively in a weakened version, in the hope of being able itself to direct its
course. It is certain that children behave in this fashion towards every distressing
impression they receive, by reproducing it in their play. In thus changing from
passivity to activity they attempt to master their experiences psychically.” This the-
sis can be generalized even further: “Through this means of going from passivity
to activity [man] seeks to master psychically his life’s impressions” (G. Klein 1976,
pp.259ff.). Klein has shown convincingly that the neurotic and psychotic repeti-
tion compulsion described by Freud takes place for psychological reasons, both
affective and cognitive. This exacerbates the patient’s feeling of passive helpless-
ness, which continuously makes it more difficult for him to overcome past condi-
tions of anxiety. Such unconscious expectations have the function of filtering per-
ception in the sense of a negative self-fulfilling prophecy, so that that patient
either does not have positive experiences or brackets out pleasant experiences and
empties them of meaning. Sacrifices, punishments, and hurt feelings in the distant
past - in short, all traumatic experiences - are not only conserved in this way, but
enlarge cumulatively in everyday life and even in therapy if the course is unfavor-
able. We believe that we do justice to viewing psychogenesis as an ongoing pro-
cess by expanding the theory of cumulative traumatization inaugurated by Khan
(1963) to apply to the entire life cycle.
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The life histories of many people are structured, for unconscious reasons, in
ways that lead predispositions to be confirmed and new traumatic experiences to
occur continuously. For example, “jealous and persecutory paranoics . . .project
outwards on to others what they do not wish to recognize in themselves .. ..but
they do not project it into the blue, so to speak, where there is nothing of the sort
already .. ..they, too, take up minute indications with which these other, unknown,
people present them and use them in their delusions of reference” (Freud 1922b,
p-226). In one of his late works Freud emphasized the fundamental significance of
such processes:

The adult’s ego, with its increased strength, continues to defend itself against dangers which no
longer exist in reality; indeed, it finds itself compelled to seek out those situations in reality which
can serve as an approximate substitute for the original danger, so as to be able to justify, in rela-
tion to them, its maintaining its habitual modes of reaction. Thus we can easily understand how
the defensive mechanisms, by bringing about an ever more extensive alienation from the external
world and a permanent weakening of the ego, pave the way for, and encourage, the outbreak of
neurosis. (1937c, p.238)

In such a process symptoms can be given new contents. This age-old discovery of
Freuds (1895d, p. 133) is theoretically grounded in particular in Hartmann’s con-
cept of change in function, but its relevance to technique has not been systemati-
cally worked out. For this reason we put special emphasis, in Sect. 4.4 of Vol.1, on
how symptoms can maintain themselves in a vicious circle that becomes increas-
ingly strong on its own. Every day it is possible for situations of helplessness and
hopelessness to develop whose contents are very different from the original trau-
mas. A sure sign of this process is an increasing sensitivity to feeling offended,
which enhances the patient’s receptiveness to all kinds of stimuli. Finally, events
that seem banal when viewed superficially can have drastic consequences for over-
sensitive people - and the feeling of being offended is a heavy burden on all inter-
personal relations.

As a result of such repetitions, which we understand on the basis of the exten-
sion of the theory of trauma, it is also possible for a patient to feel offended in
therapy. Such events, which must be taken very seriously, occur despite the ana-
lyst’s efforts to create a friendly atmosphere. An unfavorable effect can even result
if the analyst believes that it is possible to produce a kind of psychoanalytic incu-
bator, i. e., constant conditions enabling undisturbed psychic growth to take place.
The patient can also feel offended as a result of the setting and of the misunder-
standings that inevitably occur, and the traumatic effects are stronger the less it is
called by name, and recognized and interpreted as such (see Vol.1, Chap.7 and
Sect. 8.4).

For a long time analysts did not recognize the severity of the trauma that can
occur as a consequence of transferences that are associated with a repetition of old
oedipal or preoedipal frustrations and that, moreover, can also affect the adult pa-
tient in new way. The traumatic consequences of transference were probably not
discovered until late because the frustration theory of therapy seemed to justify it.
In an unpublished speech held at the Budapest congress in 1987, Thomi empha-
sized the fact that traumatic events can be an unintended side effect of transfer-
ence. At that time the profound discoveries that Ferenczi (1988) had recorded in
his diary in 1932 were largely unknown. He described how professional attitudes
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and psychoanalytic rules can have new traumatic consequences of their own and
revive traumas that analysis is supposed to help the patient overcome.

The consquences we draw from the rediscovery that traumatization is a consti-
tuent element of the analytic situation differ from Ferenczi’s. We believe that our
readiness to let the patient take part in the process of interpretation and, if neces-
sary, in countertransference helps to overcome new and old traumas. Balint’s two
and more person psychology extended Freud’s definition of helplessness to char-
acterize the traumatic situation and drew attention to the unintentional and anti-
therapeutic microtraumas in the psychoanalytic situation. It could be of funda-
mental importance that this basic problem of technique led to the polarization into
schools - on the one hand, the mirroring analyst who apparently cannot be in-
jured or offended and, on the other hand, the loving analyst who, as a person, at-
tempts to compensate for deficiencies.

A new era was initiated when Weiss and Sampson (1986) refuted the frustra-
tion theory on the basis of an experimental design, in favor of the mastery theory
of therapy. The analyst must display great determination in considering every pos-
sibility at his disposal for countering the patient’s repeated feelings of being of-
fended during the analysis of transference, including its unfavorable effects on the
patient’s self-esteem and self-confidence. First steps in this direction are Klauber’s
emphasis on spontaneity as an antidote to traumatization in transference and Cre-
merius’ (1981b) detailed description of the therapeutic significance of naturalness
in the analyses Freud conducted.

Some aspects of Kohut’s self-psychological technique indicate how strongly
the frustration theory has established itself, to the detriment of the therapeutic ef-
fectiveness of psychoanalysis and in promoting a pseudoscientific idolatry. Kohut
believed it is only possible for the analyst, as part of his adherence to analytic ab-
stinence or neutrality, to provide narcissistic gratification and not true confirma-
tion. This retention of a misunderstood concept of neutrality by Kohut removes
the emotional basis from the confirmation and encouragement that are therapeuti-
cally so important, thus not strengthening the patient’s realistic self-esteem but
creating an as-if situation. According to Kohut’s selfobject theory, confirmation
does not even come from a significant other, but represents a kind of narcissistic
self-confirmation - a reflection of the patient’s own self.

The fear that acknowledgment might lead to oedipal seduction and incestuous
wish fulfillment will continue to diminish in the new era of psychoanalytic thera-
py. Genuine acceptance substantially limits the occurrence of traumas from trans-
ference and considerably improves the therapeutic effectiveness of psychoanalysis.
A constant theme running through all the chapters of this book is the question of
how the analyst creates the conditions in his office that are most conducive to
therapeutic change. The issue is to further the growth of the patient in ways so that
he can cope and master old and new situations of helplessness and anxiety. The
concept of working through conflicts must be subordinated to the comprehensive
theory of mastering. Previously neglected therapeutic potential can be derived
from the psychoanalytic theory of anxiety, which we recapitulate in Sect. 9.1, if the
mechanisms of defense are understood from the perspective of coping in the here
and now.
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1.2 Case Histories

In the case histories that he published, Freud pursued the goal of demonstrating
the connection between illness and life history. The conclusion he reached was
that the genesis of psychic and psychosomatic illnesses should be understood as a
complemental series. There must be a convergence of many factors for neurotic dis-
turbances to develop and become chronic. An individual’s capacity to cope with
stress in a critical phase of life depends on his disposition, which he acquires as a
result of formative influences and conflicts in childhood and in adolescence,
which he in turn acquires on the basis of an innate reaction readiness. Oedipal
conflicts have far-reaching implications for everyone’s life history because, first, it
is in them that the basic structuring of psychosexual differentiation takes place and,
second, the acceptance of the specific psychosocially defined sex role - which is
subjectively experienced as a feeling of identity that refers and is tied to one’s sex
- is elementary. Whether and how these conflicts subside or whether they form an
unconscious structure that can be diagnosed on the basis of typical forms of be-
havior and experiencing depends in turn on many sociocultural and familial con-
stellations.

The phenomenon referred to as the overdetermination of symptoms and the
fact that pathological processes are maintained by subsequent unfavorable events
have remarkable consequences for therapy. Overdetermination makes it possible
for the therapeutic effects of the analyst’s interventions to spread via the network
of these very conditions. These therapeutic consequences extending beyond the
immediate focus are the result of the role of overdetermination in the etiology of
neuroses, or in Freud’s words, “their genesis is as a rule overdetermined, [and]
several factors must come together to produce this result” (1895d, p.263). Overde-
termination does not refer to a multiple determination in the sense that each con-
dition or each individual cause in itself would cause an event, a parapraxis, a slip
of the tongue, or a symptom. On the contrary, it is the convergence of several mo-
tives in speech disturbances that Wilhelm Wundt described and that Freud incor-
porated in the concept of overdetermination (1901b, p.60). The assumption of
overdetermination makes it necessary, with regard to the genesis of psychic and
psychosomatic illnesses, to establish a hierarchy of factors and to distinguish the
conditions into those which are necessary and those which are sufficient. Accor-
dingly, we have to start from the possibility that the causal factors can be com-
bined in various ways, e.g., necessary, sufficient, sometimes necessary, sometimes
sufficient, together necessary, together sufficient, etc. The discussion that Eagle
(1973a,b) and Rubinstein (1973) initiated following the publication of Sherwood’s
book The Logic of Explanation in Psychoanalysis (1969) shows that Freud, who
translated several works by J.S. Mill into German, advocated a philosophically
well-grounded theory of causality (Thomd and Cheshire 1991; Cheshire and
Thomi 1991). The following passage from one of Freud’s early publications refers
to several important concepts within a causal theory:

(a) Precondition, (b) Specific Cause, (c) Concurrent Causes, and, as a term which is not equivalent
to the foregoing ones, (d) Precipitating or Releasing Cause.

In order to meet every possibility, let us assume that the aetiological factors we are concerned
with are capable of a quantitative change - that is of increase or decrease.



12 1 Case Histories and Treatment Reports

If we accept the idea of an aetiological equation of several terms which must be satisfied if the
effect is to take place, then we may characterize as the precipitating or releasing cause the one
which makes its appearance last in the equation, so that it immediately precedes the emergence of
the effect. It is this chronological factor alone which constitutes the essential nature of a precipi-
tating cause. Any of the other causes, too, can in a particular case play the role of precipitating
cause; and [the factor playing] this role can change within the same aetiological combination.

The factors which may be described as preconditions are those in whose absence the effect
would never come about, but which are incapable of producing the effect by themselves alone, no
matter in what amount they may be present. For the specific cause is still lacking.

The specific cause is the one which is never missing in any case in which the effect takes place,
and which moreover suffices, if present in the required quantity or intensity, to achieve the effect,
provided only that the preconditions are also fulfilled.

As concurrent causes we may regard such factors as are not necessarily present every time, nor
able, whatever their amount, to produce the effect by themselves alone, but which operate along-
side of the preconditions and the specific cause in satisfying the aetiological equation.

The distinctive character of the concurrent, or auxiliary, causes seems clear; but how do we
distinguish between a precondition and a specifc cause, since both are indispensable and yet nei-
ther suffices alone to act as a cause?

The following considerations seem to allow us to arrive at a decision. Among the ‘necessary
causes’ we find several which reappear in the aetiological equations concerned in many other ef-
fects and thus exhibit no special relationship to any one particular effect. One of these causes,
however, stands out in contrast to the rest from the fact that it is found in no other aetiological
equation, or in very few; and this one has a right to be called the specific cause of the effect con-
cerned. Furthermore, preconditions and specific causes are especially distinct from each other in
those cases in which the preconditions have the characteristic of being long-standing states that
are little susceptible to alteration, while the specific cause is a factor which has recently come into
play. (1895f, pp.135-136)

These four factors have to converge to create a complete “aetiological equation.”
The complexity of causes poses a difficult task because different sufficient or nec-
essary causes can be linked or replace each other. An exception is the specific
cause, which by itself is sufficient if there is a certain predisposition. The context
of the Freud quotation shows that the model for this cause and effect relationship
is the specific pathogen that is responsible for an infectious disease and that can be
deduced by pathologists from very particular transformations of tissue that are al-
so referred to as specific.

In psychic and psychosomatic illnesses the disposition that develops in the
course of an individual’s life history takes on a special significance as the neces-
sary condition, in contrast to the external “stimulus” which is the precipitating fac-
tor. These two factors, i. €., the necessary conditions, therefore play a correspond-
ingly large role in Freud’s model of scientific explanation. We will return to these
problems when we discuss the specificity hypothesis in psychosomatic medicine
(Sect.9.7), yet in the context of Freud’s case histories it should be noted that his
explanatory model has proven itself to be exceptionally productive, even though
the validity of many individual causal assumptions must be doubted today. The
logic of the causal schema has not been refuted, rather the relationships dis-
covered in individual cases have turned out to be wrong or have had to be relativ-
ized. We must keep this distinction in mind. Freud linked his model of complemen-
tal series to the causal theories of Hume and Mill (Eimer 1987). The interrelated-
ness of the factors makes it possible for the effects of therapeutic interventions to
be reproduced via the above-mentioned network, the “nodal points” (Freud
1895d).
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Freud’s causal model of the etiology of psychic illnesses is complemented by a
corresponding understanding of therapy. In order for an individual to find solu-
tions to the problems later posed by life and to be able to discover connections be-
tween very different human activities, it may be necessary to descend “into the
deepest and most primitive strata of mental development” (Freud 1918b, p. 10; see
Vol.1, Sect. 10.2).

Freud’s case histories are reconstructions that proceed from an individual’s
present situation and attempt to find the roots and typical conditions of symptoms
in the individual’s past. With regard to the symptoms of psychic and psycho-
somatic illnesses, time does appear to stand still - the past is present. The phobic
is just as afraid of a completely harmless object today as he was 10 or 20 years
ago, and compulsive thoughts and actions are repeated ritually in the same way
for years.

Neurotic symptoms are so embedded in the patient’s life history that knowl-
edge of it is essential for comprehending the specific pathogenesis. “Case histories
of this kind are intended to be judged like psychiatric ones; they have, however,
one advantage over the latter, namely an intimate connection between the story of
the patient’s sufferings and the symptoms of his illness” (Freud 1895d, p. 161).

Of special significance is the case history of the Wolf Man, which Freud pub-
lished under the title From the History of an Infantile Neurosis (1918b). A very sub-
stantial secondary literature has appeared on this patient alone, which in 1984 had
amounted to about 150 articles (Mahony 1984). Despite many reservations about
the demonstration or validation of psychoanalytic explanations, Perrez (1972) con-
cludes that the description of the Wolf Man is beyond doubt a grand attempt to
explain the puzzles that this case presented in the form of a narrative. The desig-
nation “narrative,” introduced by Farrell (1961), acknowledges an aspect of the
case histories that filled Freud with a certain sense of uneasiness - namely, “that
the case histories I write should read like short stories” (Freud 1895d, p. 160). He
sought recognition as a scientist and was concerned that his description of the
fates of human beings might “lack the serious stamp of science” (Freud 1895d,
p- 160). The Goethe Prize honored Freud the author, whose style has attracted stu-
dents of literature from Muschg (1930) to Mahony (1987; see Schonau 1968).

The special tension contained in Freud’s case histories results, in our opinion,
from the fact that all the descriptions in them have the goal of making the back-
ground of the patients’ thoughts and actions plausible in order to be able to pre-
sent explanatory outlines of their history.

Of special importance is the fact that the analysis of one of Freud’s case presentations clearly
shows that Freud was not only concerned with describing the history of a neurosis. He was con-
cerned most of all with explaining it, and apparently in the form of a genetic historical explanation.
The genetic historical form of explanation not only attempts to describe a chain of events, but also
to show why one state leads to the next. For this reason it makes use of certain laws of probability,
and in the case of Freud’s narratives this is not always made explicit. (Perrez 1972, p.98)

However unclear the etiology may be in an individual case and however insuffi-
ciently statistical probabilities and laws may be validated, the general result still
holds that schemata of experiencing and behavior anchored in the unconscious
develop over a very long period of time. Thus there is not only the danger that re-
peated adverse experiences can lead to the formation and maintenance of stereo-



14 1 Case Histories and Treatment Reports

types, but also always a good chance that positive experiences can alter motiva-
tional schemata. Freud’s conversation with Katharina may have opened new
perspectives for this young girl, who consulted him in passing in an alpine lodg-
ing. Noteworthy is that this conversation provides an especially precise view into
how Freud conducted diagnostic-therapeutic interviews (Argelander 1978).

The uniqueness of each life history links the psychoanalytic method to the
rationale of the “single case study” (Edelson 1985). Scientific aims, of course, go
beyond single case studies and are directed at postulating generalizations; Freud
therefore emphasized in his report on the Wolf Man that generalizations can only
be gained with regard to certain assumptions about pathogenesis by presenting
numerous cases that have been thoroughly and deeply analyzed (Freud 1918b).

Since the primary purpose of Freud’s case histories was to reconstruct the psy-
chogenesis, i.e., to demonstrate that symptoms have repressed unconscious
causes, the description of therapeutic technique took second place. Freud did not
discuss technical rules systematically in his treatment reports. He only mentioned
in a rather fragmentary way what he felt, thought, interpreted, or otherwise did in
a particular session.

Freud distinguished between case histories, which he occasionally referred to
as the histories of illnesses, and treatment histories. We have adopted this distinc-
tion, except that we prefer the designation treatment reports because of the signifi-
cance of the different forms of documentation. Freud pointed out the difficulties
confronting suitable reporting in an early publication:

The difficulties are very considerable when the physician has to conduct six or eight psychother-
apeutic treatments of the sort in a day, and cannot make notes during the actual session with the
patient for fear of shaking the patient’s confidence and of disturbing his own view of the material
under observation. Indeed, I have not yet succeeded in solving the problem of how to record for
publication the history of a treatment of long duration. (Freud 1905e, pp.9-10)

He was referring in this instance to Dora, whose case history and treatment he de-
scribed in the Fragment of an Analysis of a Case of Hysteria. His task of reporting
this case was eased by two circumstances, namely the brevity of the treatment and
the fact that “the material which elucidated the case was grouped around two
dreams (one related in the middle of the treatment and one at the end). The word-
ing of these dreams was recorded immediately after the session, and they thus af-
forded a secure point of attachment for the chain of interpretations and recollec-
tions which proceeded from them” (Freud 1905e, p. 10).

Freud did not write the case history itself, the core of the publication, until af-
ter the cure; he did it from memory but claimed it had a high degree of precision.
According to his own words, he accepted incompleteness with regard to the treat-
ment history as a given:

I have as a rule not reproduced the process of interpretation to which the patient’s associations
and communications had to be subjected, but only the results of that process. Apart from the
dreams, therefore, the technique of the analytic work has been revealed in only a very few places.
My object in this case history was to demonstrate the intimate structure of a neurotic disorder and
the determination of its symptoms; and it would have led to nothing but hopeless confusion if I
had tried to complete the other task at the same time. Before the technical rules, most of which
have been arrived at empirically, could be properly laid down, it would be necessary to collect
material from the histories of a large number of treatments. (Freud 1905e, pp.12-13, emphasis
added)
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Freud did not assign any special weight to the abbreviated form of this description
because transference “did not come up for discussion during the short treatment,”
which only lasted three months (1905e, p. 13). A similar predominance of the case
history at the expense of the treatment history can be found in all of the case re-
ports Freud published.

Freud’s reason for putting the genesis of neurotic symptoms at the center of his
published case histories was his view that clarifying the genesis and achieving
more insight are the factors that create the best preconditions for therapeutic inter-
ventions. A representative quotation reads: “We want something that is sought for
in all scientific work - to understand the phenomena, to establish a correlation be-
tween them and, in the latter end, if it is possible, to enlarge our power over them”
(Freud 1916/17, p. 100).

Not Freud’s case histories, but his five technical works are, according to
Greenson (1967, p.17), the source from which an analyst can learn to create the
best conditions for therapeutic change. Considering Freud’s unique position in
psychoanalysis, the fact that he did not provide a synoptic description of his tech-
nique comprising both theory and practice has had lasting consequences. His case
histories acquired exemplary character for the psychoanalytic theories describing
the conditions of genesis, and were referred to in this way by, for example, Sher-
wood (1969), Gardiner (1971), Niederland (1959), Perrez (1972), Schalmey (1977),
and Mahony (1984, 1986). Freud was more concerned with specifying rules of re-
search to clarify the genesis rather than with making these rules the object of study
to determine whether they provide the patient the necessary and sufficient condi-
tions for change (see Vol.1, Sects. 7.1 and 10.5).

At the beginning of therapy the neurosis becomes the transference neurosis re-
gardless of how deep its roots reach back into and are anchored in the patient’s
life history (see Vol.1, Sect. 2.4). Even if the domain referred to by this concept has
not been sufficiently defined, as is assumed by prominent analysts in the con-
troversial discussion edited by London and Rosenblatt (1987), we cannot overlook
the fact that the analyst makes a substantial contribution to determining the nature
of the transference. In this sense, school-specific transference neuroses even devel-
op, contradicting to Freud’s idea that simple observance of the rules of treatment
lead transference neuroses to develop uniformly. This extension of the theory of
transference and countertransference follows from the recognition of the analyst’s
influence. These developments were eased by the fact that it has become possible
in recent years to acquire some insight into Freud’s own practice, deepening our
understanding of the case histories he reconstructed and also extending our
knowledge of how he applied technical rules.

In Vol.1 we referred to the fact that the increasing amount of literature about
Freud’s practice has facilitated the critical reapraisal of the history of the psycho-
analytic technique (Cremerius 1981b; Beigler 1975; Kanzer and Glenn 1980).
When necessary, Freud gave patients board, lent them money, or even gave it to
them. Yet it would, of course, be naive to want to find solutions to today’s prob-
lems by identifying with Freud’s natural and humane attitude in the consulting
room as he apparently disregarded the consequences of transference.

It is characteristic of Freud’s case histories that they, on the one hand, report
the concrete analysis of an individual case while, on the other hand, containing
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far-reaching hypotheses that attempt to present the entire wealth of clinical obser-
vations in condensed form and to put them in a causal connection.

According to Jones (1954), Charcot’s nosographic method exerted a lasting in-
fluence on. Freud’s goals with regard to the reconstruction of the genesis and
course of psychogenic illnesses. Freud did not study the technical rules primarily
to determine whether they provide the best conditions for therapeutic change. He
instead wanted his technical recommendations to secure the scientific foundation
for the psychoanalytic method: “We have a right, or rather a duty, to carry on our
research without consideration of any immediate beneficial effect. In the end - we
cannot tell where or when - every litte fragment of knowledge will be transformed
into power, and into therapeutic power as well” (Freud 1916/17, p. 255). The rules
Freud set down were supposed to guarantee the objectivity of the results and to
limit the analyst’s influence on the data as much as possible. The documentation
of the phenomena observed in interviews was oriented around the statements
made by patients that were incorporated into the case histories because of their as-
sumed causal relevance. The material is structured by the method, according to
Freud’s fundamental thesis:

What characterizes psycho-analysis as a science is not the material which it handles but the tech-
nique with which it works. It can be applied to the history of civilization, to the science of religion
and to mythology, no less than to the theory of the neuroses, without doing violence to its essen-
tial nature. What it aims at and achieves is nothing other than the uncovering of what is uncon-
scious in mental life. (Freud 1916/17, p. 389)

Of course it makes an immense difference whether the psychoanalytic method is
applied to cultural history or is practiced as a form of therapy, because the patient
comes to the analyst expecting a lessening or cure of his suffering. By providing
therapy the analyst assumes a responsibility that does not arise in the interpreta-
tion of mythology or in other applications of the psychoanalytic method. Most im-
portantly, however, the patient is a critical witness of the analyst’s actions.

1.3 Treatment Reports

Attention was so focused on the dialogue between patient and analyst in the me-
tamorphosis from the case history to the treatment report that the preparation of
protocols according to selective criteria has become the object of intense interest.
Freud’s literarily stimulating description of the Rat Man, of which Mahoney
(1986) recently presented a linguistic interpretation, owes its wealth of details to
the daily notes that Freud was accustomed to making from memory. The proto-
cols about the Rat Man were first published in 1955, in Vol.10 of the Standard
Edition.

When Zetzel, while preparing an article, turned to the Standard Edition instead
of to the Collected Papers, she found Freud’s protocols, which until then had gone
largely unnoticed. They are instructive particularly with regard to his therapeutic
technique, yet also provide important additional information about the genesis of
the symptoms. Freud’s notes contain over 40 references to a highly ambivalent
mother-son relationship, which were not given adequate consideration in the case
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history published in 1909 (Zetzel 1966). Freud (1909, p. 255 himself noted, “After I
had told him my terms, he said he must consult his mother.” This important reac-
tion by the patient is not mentioned in the case history. Since these protocols have
become known, the case history of the Rat Man has been reinterpreted by Shen-
gold (1971) and Holland (1975), in addition to the others named above.

Like all psychoanalysts, Freud prepared his protocols according to some crite-
ria, i. €., selectively; they guided what he selected from his notes. Freud used the
individual cases to describe examples of typical connections and processes in psy-
chic life.

The notes Freud made about the Rat Man have aroused attention because the
founder of psychoanalysis did not observe - neither then nor later on - the techni-
cal recommendatons that were later incorporated into the system of psychoanalyt-
ic rules. Yet as we outlined above and explained in Vol.1, the solution to technical
problems cannot be found in a return to Freud’s unorthodox style of treatment.

We see a sign of radical change in the fact that analysts are devoting more at-
tention to the dyadic nature of the analytic situation while preparing protocols of
treatment, both for shorter and longer periods. Influential psychoanalysts from all
the different schools have contributed to this change toward the adoption of an in-
terpersonal point of view in presenting case material.

The criteria that must be applied in order to write a convincing case history,
i.e., a reconstruction of the conditions of genesis, are different from those for the
description in a treatment report. Treatment reports focus on determining whether
change has occurred and which conditions led to the change. Freud could be satis-
fied with making relatively rough distinctions that left a lot to subsequent research.
From today’s point of view, however, Freud’s case histories are not suited to serve
either as a model for a reconstruction of the etiology or as a paradigm for proto-
cols of psychoanalytic treatment. The task of creating the most favorable condi-
tions for change and of investigating the therapeutic process is a very challenging
one. Similarly, etiological research that is designed to provide evidence to test hy-
potheses demands too much of the individual analyst. Following Griinbaum’s
(1984) criticism, Edelson (1986) drafted an ideal model according to which a case
history and a treatment report would have to be written today in order to make it
possible for hypotheses to be tested.

Insights can be gained into Freud’s technique by reading any of his case histo-
ries. The emphasis in each of them is on reconstructing the genesis of the particu-
lar neurosis. Freud also gave some examples of therapeutic interventions, some-
times even word for word. We recommend that anyone reading one of Freud’s
case histories consult a representative book from the secondary literature for criti-
cal guidance.

The post-Freudian development of the preparation of case histories and treat-
ment reports has in fact been characterized by an increase in the number of large-
scale case reports (Kichele 1981). In the last few years there has been an unmis-
takable and growing tendency for more and more analysts to make their clinical
work accessible to readers. Given adequate preparation, this can put the critical
discussion within the profession on a sound footing. However, in the psychoana-
lytic literature the “vignette” is still the primary form of presentation. A vignette is
characterized by unity, subtlety, and refinement (see discussion in Thomi and
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Hohage 1981) and serves to illustrate typical psychodynamic connections. In it the
implications for the analyst’s therapeutic actions are secondary in comparison
with this focus of interest. Greenson (1973, p.15) has also criticized older text-
books, including those by Sharpe (1930), Fenichel (1941), Glover (1955), and Men-
ninger and Holzman (1977), for hardly describing how the analyst actually works
and what he feels, thinks, and does.

Thus we are justified in joining Spillius (1983) in complaining-as she did in
her critical survey of new developments in the Kleinian therapeutic technique -
about the lack of availability of representative treatment reports prepared by lead-
ing analysts. Everywhere case reports are primarily supplied by candidates in
training, who submit them for admission into the psychoanalytic societies; be-
cause of their compromising character, these reports are of dubious value, as Spil-
lius rightly emphasized. This state of affairs is confirmed by the exceptions, and
we do not want to miss the opportunity of favorably mentioning a few examples
of them.

Shortly before her death M. Klein completed a comprehensive treatment re-
port of the 4-month analysis of a 10-year-old boy (from 1941), whom she named
Richard; it was published in 1961.

In presenting the following case-history, I have several aims in view. I wish first of all to illustrate
my technique in greater detail than I have done formerly. The extensive notes I made enable the
reader to observe how interpretations find confirmation in the material following them. The day-
to-day movement in the analysis, and the continuity running through it, thus become perceptible.
(Klein 1961, p. x)

There is hardly another treatment report in which the analyst’s theoretical assump-
tions as clearly determine his actions as in this report, which reproduces all 93 ses-
sions in detail. In addition to the reviews by Geleerd (1963) and Segal and Meltzer
(1963), there is also a thorough study by Meltzer (1978) that contains a detailed
reappraisal of the course of the case.

Another treatment report, a large one by Winnicott (1972) entitled “Fragment
of an Analysis,” was also published posthumously, in a volume edited by Giovac-
chini (1972). The interactive nature of the exchange of thoughts between this pa-
tient and Winnicott irritated the French analyst A. Anzieu (1977, p.28) because,
according to her argument, the large number of Winnicott’s interpretations made
it impossible to perceive what the patient had said. Analysts in Lacan’s sphere of
influence are often extremely reticent, one of the items that Lang (1986) criticized.
Lacan himself has not provided detailed clinical descriptions, and there are no
empirical studies either, especially linguistic ones, although it would seem natural
for such studies to be conducted considering his particular theses. Only a few indi-
cations of Lacan’s treatment can be drawn from the published version (1982) of
Lacan’s diagnostic interview of a psychotic patient that was recorded. He merely
explored the patient’s symptoms by using the traditional psychiatric technique of
clarifying the psychopathology by questions.

In strong contrast to this is Dewald’s (1972) description of a psychoanalytic
process. He bases his account, just as Wurmser (1987) later did, on protocols of
sessions recorded in shorthand, which provided Lipton (1982) an excellent basis
for his criticism of Dewald’s technique (see Vol.1, Chap.9).
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An ideal example is also provided by a discussion that Pulver (1987) edited un-
der the title “How Theory Shapes Technique: Perspectives on a Clinical Study.”
The basis of the discussion is a collection of an analyst’s (Silverman) notes. The
analyst prepared a protocol containing his thoughts and feelings in addition to the
interpretations he made and the patient’s reactions in three sessions. This clinical
material was examined by ten analysts who are prominent representatives of the
various psychoanalytic schools. Shane (1987) and Pulver (1987) summarized the
results of the discussion, in which each of the analysts naturally started from his
own personal point of view. Silverman, the treating analyst, is known as an adher-
ent of structural theory.

After an evaluation of the material by Brenner (structural theory), Burland
(Mabhler’s school), Goldberg (self psychology), and Mason (Kleinian perspective),
Shane concluded in resignation:

First, we cannot help observing that each panelist found in the patient important diagnostic fea-
tures best explained by his particular frame of reference . . ..In summary, I would say that the di-
versity of opinions regarding the diagnosis and dynamics of Silverman’s patient would suggest
that one’s theoretical stance takes precedence over other considerations. The presentations amply
demonstrate that each theory can sound highly convincing, which makes absolute judgment al-
most impossible and personal choice inevitable. (Shane 1987, pp.199, 205)

Schwaber (1987, p. 262) also showed convincingly that the models employed by
the participants in this discussion even frequently have a distorting effect on the
gathering of data. For this reason she argues that theoretical models should be
used in a more appropriate manner.

Modern science teaches us that the observer’s participation is an essential and fascinating element
of the data. I make no argument for an atheoretical orientation, even if that were possible. I argue,
rather, for our recognition that no matter what theory we espouse, we run the risk of using it to
foreclose rather than to continue inquiry, to provide an answer rather than to raise a new ques-
tion . . ..Our models are not simply interchangeable, matters of personal preference. We must seek
that model which best explains the data and best expands our perceptual field. (Schwaber 1987,
pp-274, 275)

These critical insights into an on-going treatment illuminate the numerous prob-
lems that the participation of third parties, whether they be specialists, scientists
from other disciplines, or lay people, can make apparent. It was therefore logical
for Pulver (1987) to be particularly concerned with the question of how a protocol
should be prepared.

Pulver enthusiastically welcomed the frankness of the reporting analyst. It is
remarkable, in fact, that analysts still deserve our special praise when they attempt
to precisely record in a protocol - prepared during or after the session - what the
patient said and what they themslelves felt, thought, or said, fully aware that this
protocol will form the basis for a discussion with colleagues from other psycho-
analytic schools and approaches. There are several reasons for the increasing wil-
lingness of analysts to let colleagues look over their shoulder. Without a doubt,
psychoanalysis itself is going through a phase of demystification and shattering of
illusions; although psychoanalysis has played a major role in the enlightenment,
for a long time it did not subject itself to the same critical self-criticism. Institu-
tionalized psychoanalysis is in danger of transforming itself into an ideology.
Freud became a mythical figure. It is consequently no coincidence that a large
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public eagerly absorbs everything that Freud’s analysands report about his work.
Thus the rhetorical question expressed in the title of an article by Momogliano -
“Was Freud a Freudian?” - can be answered clearly: “He was not” (Momogliano
1987).

The fear of publicity has declined sufficiently in recent decades to encourage
many analysands, whether patients or prospective analysts, to report in one form
or another about their treatments (Anzieu 1986; Guntrip 1975). In addition to the
well-known stories and diaries by Anais Nin, Marie Cardinale, Hannah Green,
Erica Jong, Dérte von Drigalski, and Tilmann Moser, there are also joint publica-
tions containing the individual reports of both participants, for example that by
Yalom and Elkin (1974). They take the old motto - audiatur et altera pars - seri-
ously that it is important to hear both sides. The psychoanalytic community makes
it too easy for itself if it reduces such autobiographic fragments of varying quality
prose to someone’s hurt feelings, to negative transference that has not been ana-
lyzed, or to excessive exhibitionism and narcissism.

Systematically planned empirical research on therapy is one of the factors con-
tributing, to an increasing degree, to these changes in climate in psychoanalysis
that, in turn, have initiated this demystification in psychoanalysis (see for example
Masling 1983, 1986; Dahl et al. 1988). This then leads to further changes, which
are very valuable precisely because the arguments employed in the clinical litera-
ture have been relatively naive. For example, Pulver stated, in the article referred
to above, that each of the very experienced and distinguished analysts are equally
successful despite holding divergent views about a case. In fact, however, the ses-
sions presented by Silverman took a rather unfavorable course, so the fact that the
protocols were not examined for curative factors might be traced back to a case of
special consideration among colleagues. Of course, it is still unclear how many of
the general and specific factors that are taken to be curative on the basis of the re-
sults of research on therapy must converge qualitatively and quantitatively in an
individual case in order to achieve a significant improvement or cure (Kichele
1988). Thus it is entirely possible that the effectiveness of psychodynamic thera-
pies is more the result of similarities with regard to a few fundamental principles
than of the differences separating them with regard to the meaning of interpreta-
tions. Joseph (1979) listed some of these basic assumptions, including unconscious
processes, resistance, transference, free associations, the genetic derivation of
problems, the therapeutic efforts to understand and to interpret, and the assump-
tion that there are conflicts. Pulver went even further when he said that the differ-
ences of opinion between the participants in the discussion are more apparent
than real.

The therapists may be saying essentially the same thing to the patient, but in different words. The
patients, once they get used to the therapist’s words, in fact do feel understood. For instance, this
patient might feel that her ineffable feeling of defectiveness was understood by a Kleinian who
spoke of her envy at not having a penis, a self-psychologist who spoke of her sense of fragmenta-
tion, and a structural theorist who spoke of her sense of castration. (Pulver 1987, p. 298)

Thus Pulver assumed that this patient could have had insights that could have
been expressed in different sets of terminology, yet that the latter would simply
represent metaphoric variations of the same processes. Joseph (1984) argued in a
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similar vein by referring to unconscious linkages; for example, an interview cover-
ing anxiety and loss touches both on unconscious preoedipal separation anxiety
and on castration anxiety. Every individual does in fact recall many experiences in
response to the word “loss” that may be interrelated but that belong to separate
subgroups. Which narrative develops in a treatment is therefore not arbitrary or
insignificant (Spence 1982, 1983; Eagle 1984). Although it is definitely important
for both participants, patient and analyst, to reach some agreements, the purpose
is not to find or invent an arbitrary “language game” that metaphorically links
everything together. The patient wants to be cured of his defects, after all. He
would like to master his specific conflicts and their roots, not just to recognize
them. Furthermore, independent persons are able to determine whether the alter-
ations in symptoms are really there.

The phenomena that occur in analytic treatment can, as Eagle has convincing-
ly demonstrated, make a special contribution

to a theory of therapy, that is, an understanding of the relationship between certain kinds of oper-
ations and interventions and the occurrence or failure of occurrence of certain kinds of specific
changes. It seems to me ironic that psychoanalytic writers attempt to employ clinical data for just
about every purpose but the one for which they are most appropriate - an evaluation and under-
standing of therapeutic change. (Eagle 1988, p. 163)

From today’s perspective, the summary of a course of treatment is, if for no other
reason than because of its incompleteness, of problematic value for the task of
scientific validation. Yet the nature of the subject itself dictates that completeness
cannot be achieved. It is possible, however, to fulfill one important demand today,
namely that detailed documentation be provided at the level of observation, from
which generalizations are made. The model that Mitscherlich introduced for syste-
matic case histories was an early attempt in this direction, even if very few case
histories of this kind were actually written (Thoma 1954, 1957, 1961, 1978 ; de Boor
1965). Important was the demand that the abstraction and conceptualization that
were the basis for classification be grounded. The Hampstead Index attempted to
achieve something similar, namely to make it possible to clarify the major psycho-
analytic concepts by means of a systematic documentation (Sandler 1962; Bolland
and Sandler 1965). The Mitscherlich model was of great didactic value because it
facilitated reflection during the phase in which specific hypotheses are made in
psychosomatic medicine; its systematization also eased comparison. Its design
pointed the direction for subsequent developments. Mitscherlich emphasized the
significance of the doctor-patient relationship for diagnosis and therapy by also
adopting the interview scheme of the Tavistock Clinic for purposes of documenta-
tion. The changes in symptoms that result from the analyst’s interventions became
the center of interest in descriptions of the course of a psychoanalytic treatment.

Going beyond the technical aspects of interpretation and the question of what
should be interpreted in what way at what time, Bernfeld (1941) was innovative in
concerning himself with the topic of the scientific validity and the truth of inter-
pretations. This problem was further discussed in the 1950s by Glover (1952), Ku-
bie (1952), and Schmidl (1955).

The studies of interpretations conducted at the Psychosomatic Clinic of the
University of Heidelberg and in cooperation with the staff of the Sigmund Freud
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Institute in Frankfurt - both institutions headed for longer periods by A. Mitscher-
lich - in the mid-1960s pursued the ambitious goal of validating the theory that
was the basis of the individual analyst’s therapeutic actions. Important impulses
for this attempt came from the manner in which Balint structured his seminars on
treatment technique, which assigned just as much significance to the thoughts of
the analyst before he made a given interpretation as to the patient’s reaction.

In order to do justice to the numerous thoughts that are part of the analyst’s
evenly suspended attention, Balint recommended that items which were merely
thought should also be included in the notes about the session. The inclusion in
the analyst’s protocol of what the analyst considered - in addition to his actual in-
terventions - and of information about the emotional and rational context in
which interpretations originated was an important intermediate step. It became
evident from this form of keeping records that it is of great importance to let the
patient take part in the thoughts that are the basis of the analyst’s interventions or
interpretations. This is in fact a result of experience that was first discovered long
ago and that Freud (1940a, p. 178) had already referred to. He emphasized that the
patient must be made an accomplice, i. €., must have some knowledge of the ana-
lyst’s constructions, specifically about how the analyst arrives at his interpretations
and what the reasons for them are. According to the reports available to us today,
Freud did in fact acquaint his patients with his thoughts in detail, i.e., with the
context of his interpretations. According to him, it is not unusual for the case to be
divided into two distinctly separate phases:

In the first, the physician procures from the patient the necessary information, makes him familiar
with the premises and postulates of psycho-analysis, and unfolds to him the reconstruction of the
genesis of his disorder as deduced from the material brought up in the analysis. In the second
phase the patient himself gets hold of the material put before him; he works on it, recollects what
he can of the apparently repressed memories, and tries to repeat the rest as if he were in some way
living it over again. In this way he can confirm, supplement, and correct the inferences made by
the physician. It is only during this work that he experiences, through overcoming resistances, the
inner change aimed at, and acquires for himself the convictions that make him independent of the
physician’s authority. (Freud 1920a, p. 152)

The danger of intellectualization that is associated with this can be avoided. Ex-
plaining the rational context of interpretations generally elicits a strong affective
echo from the patient and provides additional information, giving the patient the
opportunity to critically consider the analyst’s perspective. The patient achieves a
greater freedom to understand the analyst’s views and what appeared to be his
mysterious role. An exact examination of what is termed the patient’s identifica-
tion with the analyst’s functions also depends on whether the exchange processes
are documented in a detailed manner (see Sect. 2.4).

Thomi and Houben (1967) attempted - by examining interpretations--to iden-
tify the important aspects of an analyst’s technique and its theoretical foundation,
and - by studying patient’s reactions - to estimate its therapeutic effectiveness.
While conducting these studies we slowly became aware of the problems concern-
ing the effectiveness of interpretations and the truth of theories.

In order to systematically study interpretations, we followed a recommenda-
tion made by Isaacs (1939) and designed a report scheme. It required the psycho-
analyst preparing the protocol to locate interpretations between observation and
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theory and to describe the patient’s reactions. Periods of treatment were distin-
guished according to the following points:

1. Associations, forms of behavior, and the patient’s dreams that led the analyst to
focus on a specific topic in one period for working through (psychodynamic hy-
potheses)

2. The analyst’s thoughts, based on the theory of neuroses and his technique, that
preceded individual interpretations

3. The goal of the interpretation

4. The formulation of the interpretation

5. The patient’s immediate reaction

6. All the rest of the analyst’s interpretations and the patient’s reactions (associa-
tions, forms of behavior, dreams, changes in mood and affective state, etc.) that
appear to be relevant for the topic to be worked through

7. Was the goal achieved?

8. Reference to material that does not agree with the hypotheses

While working on this project it became clear that the question of validation can
only be answered within the complex sphere of research into the course and out-
come of psychoanalysis, which was far beyond our possibilities at the time. The
reporting scheme is, however, still a suitable means for providing important infor-
mation for clinical discussion, as Pulver (1987) demonstrated 25 years later. It is
enormously productive for the analyst to prepare protocols of his feelings,
thoughts, and interventions in a way that enables a third party to develop an alter-
native perspective or that facilitates this task (for an example, see Chap.8). The
clarifications we have summarized in Vol.1 (Chap.10), are necessary to promote
clinical research and to be able to reach a better scientific grounding for psycho-
analytic practice.

Our special interest in the effects that interpretations have led us, in preparing
those protocols, to pay insufficient attention to the role of the emotional aspects of
the relationship. The loss of the emotional context forming the background of
analysis makes interpretations and reactions appear far more intellectual than they
in reality are. Insight and experience, interpretation and relationship, and the ver-
bal and nonverbal aspects of the dialogue interact (Thomi 1983; see also Vol.1,
Sect. 8.6). While making or reconstructing interpretations, analysts also move into
the depths of countertransference, which is easier to talk about than to write about.

These two examples of attempts to write treatment reports were concerned
with obtaining data regarding what the analyst felt, thought, and did in the pres-
ence of his patient that is as accurate as possible. Glover (1955) also assigned spe-
cial value to the analyst preparing a protocol of what he told the patient. This is
important because many of the so-called narratives are, as Spence (1986) criti-
cized, typical narratives constructed by psychoanalysts according to hidden psy-
chodynamic perspectives and without it being possible to recognize the analysts’
own contributions.

The tape recording of analyses has finally put the development outlined here
on a firm footing, both for research into the course and outcome of treatment and
for further training (Thomd and Rosenkétter 1970; Kichele et al. 1973). Almost
30 years after the introduction of the Mitscherlich model the systematic single case
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study has proven itself to be very fruitful. The methodology of such studies has
been the focus of discussion for some time (Bromley 1986; Edelson 1988; Peter-
mann 1982). Such case studies provide a means to satisfy the demands placed to-
day on research testing psychoanalytic hypotheses (Weiss and Sampson 1986;
Neudert et al. 1987).

1.4 Approximating the Dialogue: Tape Recordings and Transcriptions

The idea of employing technical aids should be given very careful consideration.
Although tape recordings document the verbal dialogue, this technological “third
ear” does not register the thoughts and feelings that go unspoken or that fill un-
spoken space with meaning and affects. It would be superfluous to make special
reference to this fact if this deficiency were not given such weight in the literature.
It is possible, after all, to “hear” more of the tone that makes the music when read-
ing transcripts or, particularly, listening to the original recordings than by reading
publications based on protocols. An analyst’s attention can be distracted if he
takes a protocol during a session, and the analyst is more selective if he reports
key words after the session, as Freud recommended. In selecting the phenomena
to be described, the analyst follows his own subjective theoretical perspective, and
who appreciates discovering that his own expectations and assumptions have been
refuted! It is not only the patients who draw pleasure and hope from confirma-
tion. Research testing hypotheses is a burden on all psychotherapists because it of
necessity questions preferred convictions (Bowlby 1982). For this reason we like to
share this task with cooperating scientists not participating directly in the therapy.

After becoming chairman of the department of psychotherapy and director of
the psychoanalytic institute in Ulm in 1967, the senior author initiated the tape re-
cording of psychoanalytic therapies. In the following years these recordings, to-
gether with those of therapies conducted by some of his associates, became the
core of the transcripts of psychoanalytic therapies stored in the “Ulm Textbank,”
that in the meantime has been made available to a large number of scientists from
around the world (Mergenthaler 1985).

It took years before we learned to sufficiently appreciate the enormously profi-
table effects of listening to dialogues and reading verbatim transcripts of our own
clinical work for us to overcome all of our earlier reservations. The struggle to in-
troduce corresponding technical aids into the analytic interview was begun by E.
Zinn in 1933 (Shakow and Rapaport 1964, p.138). Although it is not over yet, the
opportunities offered by the tape recording of analyses for psychoanalytic training
and practice were first mentioned in positive terms by McLaughlin at the Interna-
tional Psychoanalytic Congress held in Helsinki in 1982.

In contrast to the followers of C. Rogers, psychoanalysis did not take advan-
tage of these numerous possibilities for a long time. At the core of many misgiv-
ings was the concern that the presence of a tape recorder could have consequences
similar to those of a third party, namely that the patient “would become silent as
soon as he observed a single witness to whom he felt indifferent” (Freud 1916/17,
p- 18). Yet it has long been known that patients, with few exceptions, readily give
their approval to having the interview recorded, discussed in professional circles,
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and evaluated scientifically. It is not unusual for patients to - correctly - expect to
profit therapeutically from having their analyst concern himself especially inten-
sively with their case. Of course, the patient’s initial approval and his motivations
are just one aspect; another and decisive question concerns the effects of the tape
recording on the psychoanalytic process. In order to make a comparative study of
one and the same patient it would have to be possible to treat him twice, once with
and once without a recording. Yet it is possible to refer to the large number of psy-
choanalytic treatments that have been recorded and in which no systematic nega-
tive effect has become known. We do not employ the so-called playback tech-
nique, but according to Robbins (1988) severely disturbed patients achieve a
therapeutically effective “self objectification” (Stern 1970) by listening to their
recorded interviews and being able to work through the experiences they thus
acquire.

Once recording has been agreed upon, we consider it to be part of the perma-
nent framework on the basis of which everything that happens is interpreted. Of
course, the patient can also retract his approval. In Sect.7.5 we give examples of
such cases; they show that it is not only possible but also very productive for these
events to be made the object of precise analytic study. At any rate, according to
our own experience and the relevant literature the course of the psychoanalytic
process is in general such that the recording ultimately becomes a matter of rou-
tine that only occasionally has an unconscious significance, just as lying on the
couch does. Superego functions can, for example, only be attributed to the tape re-
cording and projected onto the secretary (as a transference figure) as long as such
expectations of punishment are virulent. Similarly, in the course of analysis the
omnipotent fantasies a patient is ashamed of and whose publication he fears -
neurotic fears that they might be identified despite being used anonymously - lose
their disturbing force.

After working through, many things become simple and human that initially
appeared to be characterized by a unique personal dynamism. Nonetheless, no
text of a psychoanalytic dialogue is superficial even though many readers express
surprise at how little the text alone says. Occasionally doubts are therefore raised
whether the availability of verbatim protocols offers anything new. Yet at least the
analyst in question is frequently surprised when he realizes, from hearing his own
voice or reading the transcript, how far his interpretations are from what they
should be according to the textbooks, i.e., clear and distinct.

It is remarkable how many problems an analyst has to cope with when he
gives a colleague the data from his clinical work, in this case a transcribed dia-
logue, for evaluation. Colleagues confirm more or less bluntly what one’s self eval-
uation actually cannot overlook, namely that there can be a significant discrepan-
cy between one’s professional ideal and reality. The tape recorder is without a
doubt a neutral receiver that cannot miss something or be selective! Kubie, to
whose supervision using tape recordings the senior author owes a debt of grati-
tude, described in the following quotation painful experiences that every psycho-
analyst has to get over when he is directly confronted with his statements in an an-
alytic situation:
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When for the first time a student psychiatrist or an experienced analyst hears himself participate
in an interview or a psychotherapeutic session, it is always a surprising and illuminating experi-
ence. He hears himself outshouting or outwhispering the patient, always louder or always softer.
Or he hears himself playing seesaw with his patient - loud when the patient is soft, and soft when
the patient is loud. Or with surprise and dismay he hears in his own voice the edge of unintended
scorn or sarcasm, or impatience or hostility, or else overtender solicitude and seductive warmth.
Or he hears for the first time his own unnoted ticlike noises punctuating and interrupting the pa-
tient’s stream. From such data as this he and the group as a whole learn a great deal about them-
selves and about the process of interchange with patients and what this process evokes in them in
the form of automatic and therefore indescribable patterns of vocal interplay.

They learn also to watch for and to respect the subtle tricks of forgetting and false recall to
which the human mind is prone. At one seminar a young psychiatrist reported that in a previous
interview at one point his patient had asked that the recording machine be turned off while he di-
vulged some material which was particularly painful to him. The group discussed the possible
reasons for this, basing our discussion on our knowledge of the patient from previous seminars.
Then to check the accuracy of our speculative reconstruction, the psychiatrist was asked to play to
the group about five minutes of the recorded interview which had preceded the interruption, and
then about five or ten minutes which followed when the recording had been resumed. To the
amazement of the young psychiatrist and of the group as a whole, as we listened to the recording
we discovered that it had been the psychiatrist and not the patient who had suggested that the re-
cording should be interrupted. Of his role in this, the young psychiatrist had not the slightest
memory. Furthermore, as we heard the patient’s halting speech, his change of pace and volume,
the altered pitch and placing of his voice, it became clear to the whole group that the young psy-
chiatrist’s intuitive move had been sound: that he had correctly evaluated the patient’s mounting
tension and had perceived the need for this gesture of special consideration and privacy. The re-
sult was that the patient’s rapport was more firmly established than before, to such an extent that
the psychiatrist could now recall that it had been the patient who had suggested that the recording
be resumed after a relatively brief interruption, and who then, with the machine turned on, had
continued to discuss frankly and without embarrassment the material about which he had been so
touchy before. The illuminating implications of this episode for the data itself and for the transfer-
ence and countertransference furnished the group with material for reflection and discussion
throughout the remaining course of the seminars. These could not have been studied without the
recording machine. (Kubie 1958, pp.233-234)

It is difficult to ignore the meaning of this story. It opens a context of discovery
that illuminates the always latent danger of reductionism inherent in a condensed
and selected report.

Transcripts often seem paltry in comparison to the recollections that the ana-
lyst has of the session and that are immediately revitalized when he reads the text.
It is the rich emotional and cognitive context that adds vitality to the sentences ex-
pressed by the patient and the analyst. This context and the multifaceted back-
ground, which are revitalized when the treating analyst reads a transcript, can only
be assumed by the reader who did not participate in the interview; it may be pos-
sible for the latter to fill in the gaps with the aid of his imagination and his own
experience. In the traditional presentation of case material, which in general con-
tains much less original data, this enrichment is provided by the author’s narrative
comments. Even the use of generalizations, i. e., of the abstract concepts that are
regularly employed in clinical narratives, probably contributes to making the read-
er feel at home. The concepts that are used are filled - automatically, as it were -
with the views that the reader associates with them. If a report refers to trauma or
orality, we all attribute it a meaning on the basis of our own understanding of
these and other concepts that is in itself suited to lead us into an approving or
skeptical dialogue with the author.
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Uncommented transcripts, in particular, are sometimes rather strange material.
It took us some time to get accustomed to them. Yet if you become absorbed in
these dialogues and practice on your own texts and those of other analysts, you
become able to recognize a wealth of detail. For example, the context clarifies
how a patient understood a question and whether he took it as encouragement or
criticism. Thus the verbatim transcript at least makes it possible to understand
how the tone makes the music. An even preciser method for studying the emotion-
al background is for the analyst to summarize his countertransference during spe-
cific sequences or immediately after the session or for him to be questioned after-
wards.

This also makes it possible for third parties to examine the theoretical assump-
tions behind an interpretation. The assumptions they make about the background
motives and the goals contained in an interpretation are more reliable if entire se-
quences can be considered in a transcript. The “thinking-out-loud” approach,
which Meyer (1981, 1988) used to examine the thought processes involved in the
conclusions drawn by three analysts, leads even further. Finally, listening to the
tape recording makes it possible to establish very close contact with the original
situation.

Missing in manuscripts of analyses recorded in their entirety are both the si-
lence pauses, which can be very eloquent “comments” for each participant, and
descriptions of the mood, which can be remembered during an oral presentation
at a seminar on treatment. We would like to raise the question of why it seems to
be easier for musicians to hear the music while reading a score than for analysts to
make the transcript of a session come alive.

Sandler and Sandler (1984, p. 396) refer to the “major task for future research-
ers to discover why it is that the transcribed material of other analysts’ sessions so
often makes one feel that they are very bad analysts indeed.” They qualify this by
adding that “this reaction is far too frequent to reflect reality” and ask, “can so
many analysts really be so bad?” This conclusion is a challenge for us to enlarge
the size of the sample available for examination. Apparently only the bad analysts
have so far been ready to put the naked facts - the unerring transcripts - on the
table. With the examples contained in this volume we considerably enlarge the
previous sample size and naturally hope that we do not fall victim to the same ver-
dict. Yet even more bad examples can serve a useful function and encourage re-
nown analysts to finally demonstrate how it should be done by making ideal mod-
els of transcripts of dialogues available for discussion. Everyone in the process of
learning looks for role models. The great masters of our time should not miss the
chance to set a good example. Of course, the naked facts of the verbal exchange
are not the last word. By coding intonations and other nonverbal communications
it is possible to represent affects better in transcripts than in traditional publica-
tions. It requires some practice, however, to be able to follow texts of psychoana-
lytic dialogues containing such coded information.

Video recordings are essential to examine some issues, for example, to study
how affects are expressed in mimicry and intonation (Fonagy 1983), gestures, and
the overall expressiveness of posture and movement, i. e., body language (Krause
and Liitolf 1988). Of course, they do not lead anywhere if the issues have not been
clearly conceptualized or if there is no clearly defined method for evaluating the
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data. This is the reason that the films of a complete psychoanalytic treatment that
have been made (Bergmann 1966) have disappeared into the vaults of the Nation-
al Institute of Mental Health and have probably been destroyed in the meantime.
There are less complicated and costly means to register the nonverbal communica-
tion expressed by posture and movement for clinical purposes than to make video
recordings of the patient while he is lying on the couch and restricted in move-
ment. In several articles Deutsch (1949, 1952) has pointed to the significance of
posture and movement, and McLaughlin (1987) has described how he uses simple
marks in the protocol to record the patient’s movements on the couch.

On the basis of our experience, we realize that transcribed psychoanalytic dia-
logues become more meaningful the more the reader can put himself into the situ-
ation and add vitality to it by identifying with the participants and reenacting, as it
were, the dialogue. There is still a difference, however, between in vivo and in
vitro. When the treating analyst reads his own interpretations, his memories add
important dimensions. It simply makes a difference whether you read a drama by
Shakespeare, sit in the audience and view a stage performance, or help to enact it
as an actor or director. Since we will frequently confront the reader with excerpts
from transcripts, we request him to make the mental attempt to dramatize the text.
We believe that most dialogues can stimulate the reader to make multifaceted and
imaginative identifications and, consequently, numerous interpretations. Yet this
does not eliminate the difference between the producer and the recipient of a text.

So-called naked facts or raw data have always been couched in personal the-
ories, on the basis of which the observer illuminates the individual fact and assigns
it a meaning. This on-going process of attribution makes the talk about registering
simple facts appear just as dubious as the related teaching of mere sensations,
which William James termed the classic example of the psychologist’s fallacy. Yet
there are hard facts, as we inevitably discover when we believe we are able to dis-
regard laws of nature. The pain we sense after a fall, which is in accordance with
the law of falling bodies (i. e., gravity) but not with the magical belief in being in-
vulnerable, may serve as an example that can be recognized as easily being in
agreement with Freud’s reality principle. In this example it is very obvious that be-
lief was attributed a power that foundered on the reality principle. The analyst’s
recognition of both the metaphoric and the literal meaning and of the tension be-
tween them makes it possible for him to grasp the deeper levels of the transcribed
texts. Of course, the wise Biblical saying “Seek, and ye shall find” also applies
here. As an aid we supplement the dialogue with commentaries and further con-
siderations.

The detailed study of verbatim protocols opens new approaches in training at
all levels (Thomi and Rosenkétter 1970). On the basis of such protocols super-
visions can be very productively organized, especially with regard to technical
procedure and developing alternative modes of understanding. For this reason we
dedicate an entire section to this topic (Sect. 10.1).

The issue is not to make the tape recording of treatments a routine measure.
We are of the opinion that tape recording is linked to certain learning experiences
that are difficult to acquire in other ways. The most important one, for us, is that
the treating analyst can acquire a realistic picture of his concrete therapeutic
procedure; this is only possible to a limited degree in retrospective protocols, for
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psychological reasons associated with our memory. This limitation has a systemat-
ic character since regular omissions creep into such protocols, as we know since
the instructive studies by Covner (1942) and Rogers (1942). In the form of super-
vision common today, the supervisor attempts to discover the candidate’s blind
spots although these are customarily well hidden as a result of unconscious mo-
tives. The frequently observed procedure of participants at seminars of reading the
prepared report against the grain, i. e., of searching for alternative interpretations,
speaks for the widespread nature of this attitude.

Once the analyst has exposed himself to the confrontation with the tape re-
corder and has overcome his many inevitable hurt feelings, which regularly occur
when he compares his ideals with the reality of his actions, then he can dedicate
his entire and undivided attention to the patient in the session. He is not distracted
by thoughts of whether and what he should note after the session or of which key
words he should note during the session. The analyst’s subjective experience is re-
lieved of the responsibility of having to fulfill a scientific function in addition to
the therapeutic one. One independent task is, however, reserved for the analyst’s
free retrospective consideration of the psychoanalytic session, called the inner
monologue by Heimann (1969); it obviously cannot be recorded at all. The man-
ner in which analysts look back at their own experiences and ideas constitutes a
field of its own in which free reports have an indispensible function; we have
studied this question for many years together with A.E. Meyer (Meyer 1981, 1988;
Kichele 1985).

In retrospect we can say that the introduction of tape recordings into psycho-
analytic treatment was linked with the beginning of a critical reappraisal of thera-
peutic processes from a perspective directly adjacent to the phenomena them-
selves. This simple technical tool was and is still today an object of controversy
among psychoanalysts; those analysts, however, who are active in research agree
that such recordings have become an important instrument in research (e.g., Gill et
al. 1968; Gill and Hoffman 1982; Luborsky and Spence 1978). Criticism of re-
search methodology from within the ranks of psychoanalysis began in the 1950s
and was initially not taken very seriously (Kubie 1952). Glover (1952) complained,
for example, about the lack of sufficient control on the collection of data. Shakow
(1960) referred to the view, derived from Freud’s assertion of an inseparable bond,
that every analyst is per se a researcher as a “naive misunderstanding of the re-
search process.” This inseparable bond has in fact only been made possible by the
introduction of tape recordings and to the extent that the treating analyst, i. e., his
personal theories and their application in therapy, can now be made an object of
scientific study. The substantial participation of independent third parties is an es-
sential aspect of such studies to test analysts’ hypotheses. Thus Stoller questioned
the claim that the psychoanalytic method is scientific as long as one essential ele-
ment is missing that can be found in other disciplines acknowledged to be
sciences:

To the extent that our data are accessible to no one else, our conclusions are not subject to confir-
mation. This does not mean that analysts cannot make discoveries, for scientific method is only
one way to do that. But it does mean that the process of confirmation in analysis is ramshack-
le....I worry that we cannot be taken seriously if we do not reveal ourselves more clearly. (Stoller
1979, p. xvi)
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We think that Stoller’s skepticism is unfounded today because the tape recording
of sessions provides reliable data about verbal exchange. Insofar we agree with
Colby and Stoller (1988, p.42) that the transcript “is not a record of what hap-
pened” but “only of what was recorded.” The verbal data can easily be supple-
mented by additional studies about, for instance, the analyst’s countertransference
(see our studies referred to above).

Since psychoanalysis quite rightly insists that the clinical situation is its home
ground for acquiring clinical data to test theories, it is necessary to arrive at an im-
proved method of observation that does not exclude the analyst as a participant
observer but provides him the tools for verifying his “observations.” Gill et al.
(1968) recommended separating the functions of the clinician and the researcher
and introducing additional procedures for systematic observation.

Freud’s (1912e, p. 113) own impressive ability to record examples “from mem-
ory in the evening after work is over” did not protect him from being selective and
forgetful and does not supply sufficient justification for any psychoanalyst to
make notes for scientific purposes from memory only. We need to employ some
form of externally recording data as a means to support our memories, regardless
of how good our unconscious memory is. Gill et al. (1968) have pointed out that
the ability to remember is developed to very different degrees. It is probably im-
possible to “calibrate” our ability to remember in a way which would comply with
the standardization of a mechanical recording method. Psychoanalytic training,
and especially the training analysis, promotes the apperception and selection char-
acteristic of a specific school more than it does a balanced and critical attitude.

Following the lead of cognitive psychology, models have recently been put for-
ward that demonstrate the complexity of an analyst’s patient-specific memory
configurations; Peterfreund (1983) has called them working models (see also
Moser et al. 1981; Teller and Dahl 1986; Pfeifer and Leuzinger-Bohleber 1986;
Meyer 1988). The approaches described in this book suggest that we expect to en-
counter great variability in the personality-dependent processes of image forma-
tion, storage, and retrieval (Jacob 1981).

The method of listening that Freud recommended can facilitate the perception
of unconscious processes. There have also been experimental studies that empha-
size the heuristic value of nondirected listening (Spence and Lugo 1972). The
point of this discussion cannot be to restructure the exclusively subjective proto-
col, but to acknowledge that it has a limited scope in matters related to research. A
clinician working on a specific problem will have to find additional opportunities
for observation in order to be able to make any systematic statements. This is ex-
actly the purpose of introducing tape recording into treatment. This technical aid
influences - as do many other factors - both the patient and the analyst; the same
is true of the presentation of cases by candidates in training and of the conse-
quences that the analyst’s life history has on the patient.

We believe that the introduction of research into the psychoanalytic situation is
of immediate benefit to the patient because it enables the analyst to draw many
stimuli from the scientific issues that are raised. Thus we can return to items we
mentioned above to better prepare the reader to study transcripts. We are all used
to facts being presented in the light of theories. A transcript creates, in contrast,
the impression of being one-dimensional: the analyst’s interpretations and the pa-
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tient’s answers do not automatically reflect the latent structures of perception and
thinking. Although typical interpretations disclose which school the analyst be-
longs to, we cannot simply throw his statements into one pot with his theoretical
position. In traditional case reports phenomena are united in a psychodynamic
structure that satisfies several needs at once. One does not ask, with regard to a
good report, whether the items the patient contributed were left in their original
form or whether they only fit into the whole after interpretive work was done. To
demand that the cognitive process and the consistency of a structure be scruti-
nized and that the structure be divided into its parts leads us back into the ana-
lyst’s office, which obviously can only be poorly reflected in a transcript. Yet this is
a means to obtain a reasonable approximation of what analysts do in order to sat-
isfy the demands of the day, namely that the clinical practice of psychoanalysis be
studied. Insofar the tape recording provides an “independent observer” (Meissner
1989, p. 207). Such an observer is a prerequisite for examining Sandler’s thesis that
psychoanalysis is what psychoanalysts do.

Before we conclude this chapter we still have to mention several simple facts.
It is rather arduous to read a transcript of a session of treatment that has not been
edited. We believe that the resulting loss of linguistic accuracy is made up for by
the didactic benefit. Texts have to be in a certain linguistic form in order to entice
clinically oriented readers to participate in the processes that are described.

In written form it is only possible to approximate complex relational pro-
cesses. Our previous line of argument indicates which form of protocols we will
primarily rely on. We will also refer to notes and protocols made by analysts. In
accordance with our basic idea we will, as a rule, dispense with extensive biogra-
phical introductions to the episodes of treatment. We want to demonstrate that it
is possible to comment on the fundamental principles of therapeutic activity with-
out providing a detailed introduction describing the patient’s biography. Both the-
oretical considerations and therapeutic experience document that, at least in the
sphere of symptoms, structures of meaning that play a causal role remain constant
through time. Clichees are sustained that are the basis for repetition compulsion.
It is not always necessary to resort to detailed descriptions of preceding biographi-
cal events in order to be able to understand processes in the here and now.
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Introduction

The headings of the sections in this chapter do not correspond exactly to those in
the second chapter of Vol.1, which is a systematic historical treatise on the all-en-
compassing themes of transference and relationship. As important as it is to illus-
trate concepts by referring to precise examples, it is just as important not to lose
sight of the fact that concepts do not lead lives of their own but rather place em-
phasis on significant connections in chains of events. It therefore seems logical to
consider several examples of transference from the perspective of resistance (see
Chap.4).

In this introduction we will restrict ourselves to a few words about major
issues. The initial task in analysis is to create a “helping alliance” (Luborsky 1984);
once this has been achieved, the psychoanalytic process is characterized by the in-
terplay between transference and the working alliance (Sect.2.1). The analyst’s
contribution toward creating favorable conditions for change is a special object of
our interest. It seems obvious that we should choose examples from the initial
phase of therapy as it is in this phase that the patient attempts to come to terms
with the strange and unsettling situation. The patient’s hopes that analysis will
help him become better able to cope with the problems in his life are nourished by
the experiences he has in the analytic situation.

The interplay of working alliance and transference is described in more detail
in Sect.2.2, and the patient’s identification with the psychoanalyst and his func-
tions is illustrated by a detailed example in Sect.2.4.

The feature specific to the psychoanalytic theory of transference is the revival
of past experiences in transference (Sect. 2.3). To live up to its name, the point of
this theory must be to find out which earlier, internalized relationship is revived
and transferred to the analyst. We therefore speak of father, mother, and sibling
transference and mean the actualization of the conflicts and/or unsatisfied wishes
and needs that are associated with the prototypical images of these persons and
that have become a “cliché” in the sense that Freud used the term.

It would be possible to achieve a slightly different focus by correlating the par-
ticular contents of the transference to typical forms of anxiety; the context of the
momentary genesis of the latter would of course have to be taken into considera-
tion. In order to be able to comprehend a patient’s anxieties both in and outside of
transference it is necessary to be familiar with the psychoanalytic theory of anxi-
ety, which we outline in Sect.9.1.

Examples of the connection between present and past in therapeutic technique
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are distributed throughout the entire book since movement back and forth along
the temporal axis forms the basis of all transference interpretations. For a theoreti-
cal introduction we recommend reading Sect. 8.4 in Vol.1, and believe that our ex-
amples can help steer the ongoing controversy about transference interpretations
that refer to the present and those that refer to the past into more productive direc-
tions. The question of how retrospective (“then and there”) transference interpreta-
tions and transference interpretations referring to its actual genesis (“here and
now”) can be combined or supplement one another in order to be therapeutically
effective in an individual case is obviously an empirical matter. We introduce this
distinction in order to have descriptive adjectives at our disposal, yet it also em-
phasizes the link between present and past, which led via the observation of repe-
tition to the psychoanalytic theory of transference. The two adjectives “retrospec-
tive” and “actual” are not usually employed in the psychoanalytic literature, and it
is therefore appropriate that we justify introducting them. Transference interpreta-
tions directed to the here and now have required that the analyst provide a cir-
cumstantial description indicating that he is hinting at a connection to himself or
to the psychoanalytic situation or that he is starting from the manifest level. Actual
genesis does not specify the depth to which present experiences are anchored in
the past. One consequence of this is that interpretations of the actual development
cannot simply be patterned after the stereotype that probably goes back to Grod-
deck (1977) and is associated with the sentence, “You now mean me” (see Ferenc-
zi 1926, p. 109). We discuss this topic in detail in the introduction to Chap.4.

What we refer to as retrospective transference interpretations are familiar to
the reader unter the designation “genetic interpretations.” What justification is
there for the new term if we adhere to Occam’s old dictum, Entia non sunt multipli-
canda praeter necessitatem? Although we hesitate to further increase the number
of psychoanalytic concepts, it is nonetheless useful to introduce the term “retro-
spective transference interpretation”; it is only slightly burdened theoretically,
whereas genetic transference interpretations imply the reconstruction of the psy-
chogenesis and claim to be able to explain present behavior and experience with
reference to their causes. To look back to predecessors is far less ambitious than to
trace certain transferences back to causes in childhood. Retrospective transference
interpretations take the principle of retrodictive attribution (Nachtrdglichkeit) seri-
ously (see Sect.3.3; Thomi and Cheshire 1991).

Hardly any topic stirs feelings to the degree that the debate over the different
transference interpretations does. Although this controversy also has to do with
therapeutic effectiveness, the bitter polemics seem, as far as they are not motivated
by professional politics, to result from differences regarding the psychoanalytic
method (Fisher 1987). Gill’s (1984) social conception of transference has, if we dis-
regard a few exaggerations that he himself has conceded, the following implica-
tions. We must proceed from the fact that influencing is an element of every
human interaction. Transference interpretations are, accordingly, two-sided; they
act within the sphere of (mutual) influence and take it to a new level.

In order to enable the analyst to interpret transference - regardless of the spe-
cific contents and forms and regardless of which type of interpretation is preferred
- within the helping alliance, it is essential that he not transgress certain limits
placed on interaction. This salamonic view taken by Gill (1984) is approved by all
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sides because the psychoanalytic method obviously requires a framework. We ref-
er the reader to our discussion of the function of rules in Chap.7 of Vol.1.

The reader has the opportunity to retrace, and in a certain sense even to reexa-
mine, our protocols and transcripts of treatment from the perspective of transfer-
ence interpretation. He will surely find numerous weaknesses that the analyst is
responsible for or that we have overlooked. In today’s psycho boom there are
more than enough repulsive examples of such transgressions that make therapeuti-
cally effective interpretations of transference impossible and that should be con-
sidered as malpractice. We do not want to contribute anything to them.

Yet where are the differences - which usually escape notice - in the controver-
sy over actual genetic and retrospective transference interpretations, and which
Sandler and Sandler (1984), as helpers in a time of emergency, believed they could
resolve by introducing the new concept “present unconscious”? According to this
concept, transference interpretations emphasizing actual genesis would be direct-
ed toward the present unconscious, and the familiar, traditional division into dif-
ferent layers of the unconscious would be extended by a conceptual innovation.
Disregarding a few rather terminological finesses, the actual differences between
the preconscious and the present unconscious are minor. Gill’s passionate argu-
ment in favor of transference interpretations of actual genesis is in fact primarily
directed at the patient’s preconscious perceptions, and he recommends proceeding
from their plausibility:

It is not merely that both patient and analyst contribute to the relationship but that both contribute
to the transference. Furthermore, the social conception of transference is based on a relativistic
view of interpersonal reality in contrast to the usual absolutistic one. Transference is not only al-
ways contributed to by both participants, but each participant also has a valid, albeit different,
perspective on it. Hoffman and I have argued for the rejection of the usual psychoanalytic view
that one can dichotomize interpersonal experience in general, and experience in the analytic situ-
ation in particular, into veridical and distorted. We see interpersonal experience, instead, as al-
ways having a degree of plausibility. (Gill 1984, p.499)

This rigorous social conception of transference, also pleaded by Stolorow and
Lachmann (1984/85), demands that the analyst reflect on his theories of reality
and relativize them with regard to the patient. The emphasis put on plausibility is
directed against the dichotomy of real or realistic experience on the one hand and
distorted experience (as the traditional definition of transference) on the other. As
a consequence the alleged distortion, i. e., the deviation from a realistic perception
of reality, cannot be precisely defined either. Such distortions of perception there-
fore cover a wide spectrum. The consequences of this point of view for our under-
standing of transference interpretations are very far-reaching. It is up to the two
participants to deal with the “cues: the perceptual edge of the transference” (Smith
1990). The task is easy if a patient himself classifies a perception, experience, or
manner of behavior as fairly abnormal and the analyst agrees, so that each can
start the study with his own tasks, in order to achieve the goal of change desired
by the patient. Therapeutically the point is obviously not to conduct an abstract
discussion about where the borders of normality are, and also not to continuously
discuss differences of opinion in order to overcome them. We simply want to em-
phasize that it is up to the two participants, the patient and the analyst, to clarify
where reality might be distorted in the psychoanalytic situation. Furthermore, the
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patient and the analyst do not live alone in a world of their own but in a multi-
layered sociocultural reality in which some average values apply although they
lack normative force for the individual’s private life. The patient’s and analyst’s
intersubjective determination of a continuum is thus interconnected with the
opinions they share with their respective environments.

Associated with the social point of view is the recognition that the analyst ex-
erts a very strong personal influence on the patient, a fact which was also empha-
sized by Freud when he, while discussing the technique of suggestion, referred to
the word’s literal meaning. Yet Freud also undertook the vain attempt to use the
set of psychoanalytic rules to obtain uncontaminated data. His understanding of
the resolution of transference was to attempt to undermine the suggestive force of
powerful figures in childhood and their revival in analysis. This orientation to-
ward the past has contributed to our neglecting the large influence the analyst has
on the present and the actual genesis of all psychic manifestations, including
symptoms. The solution of the clinical and scientific problems of psychoanalysis
requires first of all that we proceed from the fact that the analyst’s influence poses
an inevitable contamination of the observed phenomena. This means that it is nec-
essary for all psychoanalytic data to be examined with regard to the analyst’s con-
tribution (Meissner 1989; Colby and Stoller 1989).

2.1 Therapeutic Alliance and Transference Neurosis
2.1.1 Promoting the Helping Alliance

In the introductory phase the analyst can make a substantial contribution toward
helping the patient quickly come to terms with the unfamiliar situation. Creating
hopes at the very beginning and being helpful in developing unused abilities are
not the same as promoting dependence and illusions by means of crude sugges-
tion. The growth of the therapeutic alliance and the development of transference
can strengthen each other. If the “helping alliance” (Luborsky 1984) is fostered,
both the “working alliance” (Greenson 1967) and transference thrive. It is then
possible at an early stage to show the patient the neurotic conditions of his behav-
ior and experiencing and, above all, the capacity for change that remains despite
all limitations.

In the initial interviews Erna X told me that she suffered from numerous neurotic symp-
toms and, since childhood, from neurodermatitis. | was recommended to her by
friends of hers. She had informed herself about her iliness by reading books. Judging
from the external and internal conditions it was possible to proceed directly from the
interviews to therapy. | formulated the basic rule in accordance with the recommenda-
tion made in Vol.1: “Please try to say everything that is on your mind or that you think
and feel; it makes the therapy easier.”

Erna X began by describing a conflict that had existed for a long time and that she
had already mentioned in the initial interviews, namely her indecisive attitude toward a
fourth pregnancy. On the one hand, she very much wanted another child, on the other
there were numerous objections. In the period since the initial interview she had had a
routine examination, and she had seen the wrinkles on her gynecologist’s forehead as
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she had mentioned her desire to have a fourth child. She mentioned her mixed feel-

ings. In response to his question of how she would decide emotionally, she had said

her emotions said definitely yes, but her intellect said no.

A: | have the impression that you're torn back and forth. You want to leave it up to
chance in order to avoid having to make a decision.

Commentary. This statement implies the tendency of not leaving the decision to
chance.

P: At the present I'm entirely prepared for a fourth child. When | go window shopping,
it makes me happy to think about being able to buy things for a new baby. But with
four children | would have to stop working. Physically | wouldn’t be able to take it
any more.

Erna X described something similar regarding an allergy test. It had taken her entire

courage to interrupt the examination after she had had to wait for hours and hours.

She complained about the doctors’ lack of willingness to provide information. The ex-

amination was supposed to have been repeated three more times, but she couldn’t

sacrifice a whole afternoon each time. The patient was pleased by her courage: “Cou-
rage turned into anger. Being angry, | was able to be courageous.”

The patient spoke about her punctuality and about her bad conscience at leaving
her children alone. A central theme was that the patient got into situations in which
she was in a hurry and that with increasing stress her skin symptoms were joined by
situative increases in her blood pressure.

| created an analogy to the session: she was feeling increasingly stressed because
of the appointment. The patient emphasized the difference: she expected something
from therapy, but nothing from the test.

Erna X talked about her extreme anxiety about blushing: “I often turn dark red,
down to the roots of my hair.” | made the more precise statement that she apparently
suffered from shame anxiety. The patient confirmed that she knew it. She said she was
ashamed of everything that had to do with sexuality: “I turn red as soon as | think of
my anxiety.”

The patient’s anxiety about her insecurity triggered her symptoms and led in a typi-
cal way to its secondary reinforcement. | made the interpretation that all the feelings
were lacking that had originally motivated her blushing and anxiety, and said that it was
therefore important to determine which themes underlay her shame anxiety.

Erna X then said that the subject of sexuality had not been talked about at home;
sex had never been explained to her. She was uncertain whether she was supposed to
laugh or not when a joke was told. She described a shameful situation in which she
had been sitting in front of the apprentices at work and turned dark red. She had got
mad at herself, exclaiming “Am | stupid!” Her anxiety about blushing was especially
strong at work. | returned to the fact that she would be at home more if she had a
fourth child and that there would be less of a burden on her.

During her pregnancies she had felt well. Even her skin had been very good after
the first one, and she had only taken a little cortisone. She compared her youth to to-
day’s 15- to 16-year-old girls who are carefree, and said “Were we dumb!” | described
her condition with regard to her other problems: always having to run around with a
bad conscience was creating increasing restrictions. The patient noted that for years
she had prayed that her parents would not find out anything about her tricks. What
other people thought played a decisive role at home. At the moment her mother’s big-
gest worry was that somebody could find out that she was going to a analyst.

It seemed natural to interpret her own worries as an internalization of her mother’s
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values and to make an indirect attempt to support her independence. The question
was raised of how far the patient kept her own views to herself in order to please her
mother. In contrast to her mother she had a positive attitude toward therapy, which
she said had already helped: “I like to lie down. On the way here | thought, ‘Am | happy
when | can relax.”” She said she was not able to organize her time any better. | asked
her about her work schedule, and she described how she put pressure on herself by
believing that she always had to do more and more. We talked about her difficulty to
adjust and to change a plan, i.e., the compulsiveness of her planning. Her reaction
was: “Then everything will fall to pieces and my skin problem will come back right
away.”

We then considered the real possibilities of her finding household help. Erna X had
already looked around. She had a bad conscience toward her children. Now she had
to get through a few more weeks, and she wondered whether her neighbor might not
be able to help her out. The question of paying the neighbor came up, and in this con-
text we spoke about her family’s finances. She had numerous differences of opinion
with her husband, and his criticism made her feel very insecure.

It became apparent that she took criticism very seriously. In the course of her mar-
riage Erna X had become even more insecure and self-critical. The fact that her hus-
band considered this entire situation her problem annoyed her, and she was happy
that she could talk about it here. It was obvious that Erna X was looking for support
against her husband’s arguments.

| broke a longer period of silence by asking if she was irritated by the silence? Was
she waiting for something to happen? She said that she was being considerate and
just waiting before continuing although her thoughts had already gone further.

| now made it clear that | would say something on my own if | thought | could con-
tribute something in a given moment. | encouraged the patient to freely say everything
that came to her. | then raised the question of whether she had the impression in other
aspects of life that she talked too much and did not let the others get a word in. In pri-
vate conversations, she said, she was rather restrained, an allusion to the distinction
between “in here” and “out there,” i. e., between the analytic situation and life in gener-
al.

Whenever she was waiting for her husband she would think about everything that
had happened during the day. Yet if he called to say that he would be late, then every-
thing was over, and when he came on time, he usually did not want to talk. Sometimes
she said something anyway, but did not get through to him. It was very unusual for a
conversation to be satisfactory if one did develop. She would sometimes call a girl
friend to pour out her heart. She was surprised that she so successfully managed to
speak freely in the analysis.

The difference between in here and out there was discussed further. | noted that in
life we sometimes get answers or that sometimes questions are raised, whereas in
analysis | would sometimes not pick up a theme. We considered whether the patient
might be disappointed if | did not and remained silent instead.

We went on to discuss the sense in which the fundamental rule provided support.
Following it, some aspects of our dialogue would seem unusual and might therefore
make her feel insecure, because they are not customary. | emphasized that it was not
my intention to make her feel insecure but that this could be an unintentional side ef-
fect. This made it clearer to Erna X that she could continue if a pause occurred.

She got caught up on the word “insecurity” and remarked that she continued our
talks by herself after the hour was over. For example, after the last session she contin-
ued thinking about the subject of adjustment. Because of her insecurity and although
she knew better, she would call her husband when she had difficulty making a decision.
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P: | shy away from making decisions on my own about very banal matters. It's another
aspect of my exaggerated adjustment to my mother.

A: Is this part of the idea that the good Lord knows everything anyway?

P: Yes, | was always possessed by the thought that my mother would hear about it af-
ter all, that she would find out sooner or later, and naturally that is how it often
turned out. In fact, it often turned out that she was right.

Her husband criticized her because she always turned to her mother. Yet he was fre-

quently not available, and this was her criticism of him. Erna X emphasized her tenden-

cy to follow her mother, with very few exceptions.

Her son Jacob learned bad expressions at kindergarten, and her mother was horri-
fied when she heard them. Erna X said that she would have been spanked if she had
done something similar. She defended her children against her mother’s moralistic
manner. The patient was able, via her identification with her children, to express her
right to independence.

Commentary. This early sesson was chosen for prescriptive reasons, because we
believe that it displays an exemplary mixture of the different elements constituting
the structure of a helping alliance.

2.1.2 Support and Interpretation

In the following example we want to show that interpretations per se can have a
supportive effect. The supportive aspect of the psychoanalytic technique is espe-
cially strong when interpretations are given in a manner that wakens the patient’s
hopes of being able to master his difficulties. The establishment of a helping alli-
ance by means of an analysis of transference takes place in the context of interpre-
tations. Particularly in the initial phase, the goal is to create a basis of trust. Al-
though it is necessary to distinguish between the various therapeutic elements and
their distribution or mixture in different types of technique (e.g., psychoanalysis,
expressive or supportive psychotherapy; Wallerstein 1986), we emphasize here the
supportive aspects of psychoanalytic interpretations in their own right.

Daniel Y had suffered for years from numerous neurotic anxieties and hypochondriac
fears. He was particularly tormented by his fear of becoming insane. For several rea-
sons it was very difficult for him to decide to undergo therapy. He had also obtained
information about behavior therapy. Yet since he not only suffered from his symptoms,
but also felt cut off from his life history and was unable to remember hardly anything
prior to puberty, he believed that he required psychoanalytic help. Daniel Y's suffering
from his anxiety attacks and from the feeling of being separated from his personal
roots was so severe that he put aside all his reservations against psychoanalysis.

He was very surprised at the course the treatment had taken. He had neither en-
countered a silent psychoanalyst nor suffered a worsening of his symptoms, some-
thing he had feared the most. He had heard and even observed among his own friends
that negative fluctuations initially occur in psychoanalyses and that it was only after
having passed through many transitional phases and after resolving conflicts that an
improvement might occasionally occur. That | did not leave it to Daniel Y to hold mono-
logues, but made comments that offered him support was in positive contrast to his
expectations. In doing this | followed the therapeutic principle of creating the best pos-
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sible conditions for mastering earlier traumas that had been passively incurred. This
therapeutic approach made it easier for the patient to verbalize for the first time his
dispairing helplessness with regard to overpowering impressions made on him in the
present and past and to do something about it. Both the patient and | myself were
touched by the intensity of his affects, particularly his crying. My unswerving calmness
helped him keep his feeling of shame about his childhood experiences, which were in
such complete contrast to his successful carreer, in limits.

Overall a good balance between regressive immersion into affective experience
and reflective dialogue had developed in therapy.

Daniel Y’s panic attacks, which occurred especially in small rooms, had turned his
frequent and routine business trips into a torture, regardless of whether they were by
car, train, or airplane. He was surprised that he felt considerably better after only a few
weeks and had already been able to manage several long trips by car without any anxi-
ety. | saw one reason for this improvement in the fact that the patient had acquired
some confidence and consequently hope. In this sense the improvement could be
considered a transference cure in the wider sense of the word. Another reason was
that the patient had already been frequently able to experience that, although his help-
lessness and powerlessness recurred, he was by no means passive and helpless to-
ward all the strain he experienced, and that he in fact was able to actively confront his
old, conserved traumas and whatever triggered them in the present. Thus the improve-
ment could also be attributed to the analysis of conflicts.

There had been no reason for me to make the patient aware of my assumptions
about these two aspects of therapy. Then Daniel Y had to go on a week-long overseas
trip that made him feel apprehensive since he had not flown in the last few years with-
out experiencing a panic attack. In view of the planned flight | decided to make an ex-
planatory comment, which | expected to have a settling effect. | reminded the patient
that he had already successfully gone on numerous trips by car and train because he
no longer felt at the mercy of things beyond his control and had obviously regained his
capacity to assert himself. My intention was to make the patient aware of this enlarged
sphere of action and to reinforce his own self-confidence. The patient was moved by
my statement. We were hardly able to talk any more because of his sudden and in-
tense outburst of crying. In view of the experience that it is rather unfavorable to con-
clude a session leaving a strong affect undiscussed, | was not entirely happy when he
left. Yet | also had the impression that Daniel Y had gained self-assurance and could
therefore handle his emotions.

Daniel Y came back in the best of moods. He had not, against all his expectations,
experienced any anxiety during either of the flights. Since he was familiar with psycho-
analytic rules from hearsay, he had in the meantime wondered whether my support
was permissable. At the same time the patient was amazed that | had undertaken such
a venture and taken the risk of making a kind of prediction. He wondered, furthermore,
whether his confidence in my ability would not have suffered seriously if he had had a
relapse. | now tried to explain to the patient that | had taken a calculated risk and thus
had not acted arbitrarily or made a chance suggestion. Daniel Y had in fact forgotten
that | had grounded my assumption that he might be able to travel free of anxiety in a
reference to his increased self-assurance.

This patient, who was a successful scientist, became increasingly interested in
learning more about the curative factors. In a later session we had an exchange of
thoughts that again ended in a violent affective outburst, which | will now describe.

Daniel Y was disturbed that he was not able, despite his intelligence, to grasp the
reasons for the extent he had become free of anxiety. It was an obvious wish of his to
learn something about the conditions of his improvement. It was his approach, as he
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practiced in his profession, to gain assurance - or correct mistakes - by learning the
causes of something. The patient seemed relieved that | considered his curiosity about
which factors are of consequence therapeutically as something natural and that | said
it was his good right to know. He had expected me to skip over the implicit question or
simply reject it. He suddenly became very aroused and anxious. | was now able to ex-
plain to him the momentary manifestation of anxiety. He had wanted to know more
from me but had been afraid to come any closer. He was very ambivalent, hoping that |
was not groping in the dark, but also envying me because of my knowledge and the
calm manner in which | took his comment about being afraid that | was perhaps really
just stumbling around in the dark.

The inequality between us and the fact that | knew so much about him reminded
him of his childhood feelings of powerlessness and being excluded. Daniel Y was en-
couraged by the fact that | made a few comments about the genesis of his anxiety and
did not belittle the intensity of his feelings. Suddenly the patient was overcome by an
outburst of hate against an “uncle,” who had taken his father’s place and whom, at his
mother’s behest, he had had to obey. He was severely shaken by the intensity of his
hate and the anxiety associated with it, and convinced by my references to the con-
nections to his experiencing during the session. From his restrained criticism of me
and my reaction to it, the patient thus gained sufficient self-assurance to be able to
deal with his strong affects.

The oedipal source of tension had now become so immediate that the conditions
were favorable for attempting to revise it. It is noteworthy that although at that time he
had won against his “uncle” - his other’s lover after her divorce - he nonetheless had
retained a deep feeling of inability, even of having a physical defect and hypochondriac
anxieties that centered on his heart. Somewhat later he was able to overcome his
shame and say that until the late assertion of his sexuality he had felt very depressed
about never having ejaculated during masturbation. His anxiety about his pleasurable
oedipal aggressions had resulted in inhibition and a functional disturbance that accom-
panied it. This, in turn, had strengthened his feeling of inferiority despite all his suc-
cesses in professional matters.

2.1.3 Common Ground and Independence

Gill and Hoffman’s (1982) systematic studies have made us aware of the signifi-
cance of actual cues in transference. Their suggestion is that we should proceed
from the plausibility of the patient’s perceptions. It often suffices to acknowledge
that an observation regarding the analyst or his office is plausible. Frequently,
however, a further-reaching explanation is required which cannot be related only
to the patient’s fantasies. We have dealt with the general problems of treatment
technique in this regard in Sects. 2.7 and 8.4 in Vol.1. The following example illus-
trates the corresponding steps in technique.

We refer to an exchange of thoughts in the 61st and 62nd sessions in the analy-
sis of Arthur Y and occasionally quote from it, in order to show what it means to
acknowledge actual truths in the here and now. The metaphors used by the patient
are especially well suited to characterize his mood.

The two sessions preceded a longer vacation break. The topic was the patient’s curi-
osity; in my interpretations | had indirectly encouraged him to be more curious. My en-
couragement led the patient to remember having suppressed his curiosity toward me
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on an earlier occasion. “At the time | didn’t dare ask, and even today it's not easy for
me,” and the patient immediately said what the reason was, “| wouldn’t have received
an answer from my previous therapist, just the counterquestion, ‘Yes, why does it in-
terest you?’ And after you have been asked such counterquestions often enough, you
don't feel like asking any more.”

Arthur Y was interested in knowing where | was spending my vacation. On an ear-
lier occasion | had given him my address.

Arthur Y talked about a large and well-known ski run, which | am also familiar with.
He did not restrict his curiosity and risked asking the question he had previously
avoided. Decisive was that | gave him an evasive answer, leaving open whether | had
already gone down this ski run. | only made a general, noncommittal statement, “Every-
body in Ulm knows this part of the Alps, those mountains in Allgau.”

It was not until the next session that the consequences of my refusal became clear
and, what is more important, could be corrected. At first Arthur Y had seemed to be
entirely satisfied with my answer, but his momentary subliminal frustration was re-
flected in the examples he mentioned from his previous therapies. He recalled an im-
portant metaphor: the image of a snail that puts out its feelers; you only have to touch
the feelers and it withdraws into her shell. “| acted in just the same way with them [the
other therapists].” And then he recalled, at the opposite extreme to the snail, a large
dog showing its teeth. “You don’t go around touching him, otherwise he might bite
your finger off.”

It seemed obvious that the patient was describing himself as the snail and the anal-
yst as the vicious dog that should not be provoked by asking questions. The patient
corrected this assumption in the next session. In the first third of it a good atmosphere
was created because | was able to calm him; he had anxieties because of the issue of
discretion - information passed on to the insurance company etc. The patient now had
sufficient assurance to again return to specific points. In connection with the dog, he
complained, “If | had only once been the dog and barked . . ..” | mentioned the consid-
eration that, according to this comment, he was not bitten, but bites. He admitted that
my opinion was not entirely wrong. After disarming the criticism in this way and putting
me in a friendly mood, so to speak, he remembered the rejection he experienced from
my evasive generalization regarding the ski run. He experienced my evasiveness, as he
said, as a red light - “Better not ask any further” - whereupon | made an allusion to
finger, bite, the object’s rage, and retreat (the snail). The patient made it clear that for
him such an inner retreat was a defeat that provoked revengeful feelings.

| confirmed that | had been evasive and that this had altered the relationship be-
tween the snail and dog at the expense of intense curiosity. My interpretation was, “It's
true that | was evasive. | did not say that | know the ski run, but generalized. Perhaps
you experienced this as a strong rejection because you were not only curious, but be-
cause intrusiveness is linked to curiosity - the vicious dog.” Thus, | did not say, “You
were afraid of hurting me then,” as if he had only imagined this anxiety and | had not
been irritated. | instead ackowledged the plausibility of his perceptions. Such acknowl-
edgment probably leads to a corrective emotional experience by letting patients test in
the next few steps they take whether they remain welcome with their recently acquired
new patterns of thought and action.

| later - after explicitly answering his direct question about the ski run - comment-
ed that it can sometimes make sense not to answer a question immediately. Respond-
ing to my explanation, the patient summarized, “Yes, if you answer questions immedi-
ately, the thought process may stop prematurely.” The patient thus confirmed that it
sometimes makes sense to leave questions open in order not to terminate the thought
process.
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Upon closer examination of his choice of words, it turned out that he attributed the
analyst a cunning form of behavior that he knew from himself and that he sometimes
employed to reach goals or just to make ends meet, according to the saying that the
end justifies the means.

The patient’s curiosity had now become more intense, after we had previously
used associations to establish multifacited connections to words such as “drill” and
“penetrate.” The patient remembered, “People say, ‘He’s drilling me with questions.”
We talked about the upcoming vacation break. Arthur Y knew that it would not be easy
to reach me, which provoked him into being penetratingly curious. We reached a com-
promise that did justice to the different aspects of the technical problem. On the one
hand | did not say where | would be staying, and on the other | assured him that in an
emergency he could reach me through my office.

In view of the vacation break, it was important to me at the end of the session to
emphasize the things we had in common. Since we were familiar with the same region,
| used metaphors such as that we are already on good footing.

The acknowledgment of actual truths acquires special significance in situations
where the helping relationship is put to a special test, for example by an interrup-
tion for a vacation. The analyst should handle questions in a manner that provides
the patient both satisfactory answers and the assurance he requires for the period
of the separation. Our stance can generally be characterized by the phrase, “As
much common ground as necessary, as much independence as possible.”

The course of the sessions discussed here makes it clear that the therapeutic
process can facilitate the correction of the side effects of analytic interventions,
since, obviously, in addition to favorable effects, interventions can have un-
intended negative side effects that may not be immediately visible.

2.2 Positive and Negative Transference

The spectrum of positive transference is very wide, ranging from mild forms of
sympathy and esteem to ardent love. One speaks of erotized transference if it
reaches such a degree that it constitutes a lasting obstacle to the working alliance.
Transference love often turns into hate. Negative aggressive transference can
therefore often be understood as the consequence of an experience of being reject-
ed. The following examples illustrate this spectrum.

2.2.1 Mild Positive Transference

The patient Erna X came to talk about Tilmann Moser’s autobiographical account Lehr-
Jjahre auf der Couch (My Apprenticeship on the Couch), in which he described his
strong and aggressive attacks on his analyst (see also Chap.7). She had previously
thought it inconceivable that she could become so infuriated. In the meantime she had
become skeptical about the absence of negative affects in view of an approaching in-
terruption in treatment, which she was disappointed at.
P: Well, | was unhappy that you didn’t tell me where you’re going on vacation. But |
said to myself that | didn’t have a right to know and that you certainly knew what
you should tell me or not.
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| assumed that the patient suspected that an answer was being withheld from her in

order to make her mad. It would then have been consistent for her not to let herself be

provoked or manipulated any more. | pointed out that this might be the first sign of a

struggle for power or that one might be implied by this topic. | denied having any ma-

nipulative intent in not telling her something.

Erna X emphasized that she had not imagined that | wanted to make her angry.
She thought that | wanted to do something to make her think, which | confirmed.

The patient added more to this theme and in the dialogue extended and deepened
it. At first Erna X was concerned with my 3-week absence. Her ambivalence was con-
nected with two opposing chains of motivation. On the one hand she expected a rigo-
rous professional sense of duty and selfless effort. On the other hand she was looking
for a role model in order to transform her life with her husband. In her opinion it was
probably fairly hopeless to expect her husband to delegate some of his business obli-
gations and to show more interest in family life and vacation. If | were really to go on
vacation for 3 weeks, | would correspond to her ideal. As much as she herself wanted
this lifestyle, she was just as afraid that further complications might result from the dis-
crepancy between this ideal and her reality. This was probably the reason that she held
tight to the idea that | was not going on vacation.

After some silence the patient related a dream about me.

P: In the second dream | was lying with you on a couch, not here, but in another
room. The couch was much larger. | can’t remember any details, just a feeling,
namely the feeling of security. There was also a feeling of pride and amazement
that you allowed it, that you allowed me this intimate closeness, that you didn’t run
away or shove me away. A telephone call disrupted us. Now it was a room like your
office after all. It was a call from a woman, who said that you should pick up your
car at the garage. | wanted to know which woman had called. You didn’t answer. |
thought it was your mother or another woman. Then we went through town togeth-
er.

It's difficult to describe the feeling that you have in a dream. | was somehow
completely at ease with you. When | am here, then | always think that | have to do
everything right. In the dream everything was different.

A: Yes, in a dream you can take all the liberties you want.

P: Most of all | would have liked to call you right the next morning. After waking up, |
thought about it and was pleased. At first | had the thought, no, | can’t tell you that
| dreamed we were on the couch together. On the other hand, | didn’t dare to not
tell you about the dream. Otherwise | like to talk with you about dreams.

A: You were worried because of the intimacy in the dream.

P: Yes, | was embarrassed.

| then referred to natural human desires and emphasized that hers were stimulated by

our talks.

A: It’s natural for you to include me in your world of dreams and wishes, just as you
do other people with whom you discuss personal things.

The patient had had similar thoughts before the session began. | now drew attention to

the other woman'’s intervention.

P: Yes, it was jealousy. Yes, this other woman took you away from me.

| reminded the patient of an earlier dream.

P: Yes, in the dream you cancelled a session. Your car turns up over and over again.
Yes, even in the dream you came in the car to visit me. An important factor in my
choice of a friend was the fact that he had a big car. That must be the reason that
the car plays a special role. We went down the street downtown almost dancing.
Why shouldn’t | admit to having this desire? But | can’t tell my husband this dream.
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A: The question is whether you can awaken your husband’s understanding for the
subject of the dream, namely your desire for more gentleness.

| intentionally used the word “desire,” which implies all kinds of erotic feelings, pointing

out that therapy wakens more desires and that it would not be simple for her to trans-

form her life and to get her husband’s support for doing so. Her husband was involved
in his family in a way that was comparable to how she was linked to her parents.

The patient wondered why she had thought of me and not her husband.

A: Probably because you speak with me about it more than with your husband.

| interpreted that the patient was seeking relief via her question.

P: Yes, | could have answered the question myself, but | don’t know how things can
continue. Yes, | don’t want to accept the fact that you meet my wishes in every re-
spect. The feeling of being understood and of security that | had in the dream, | will
never have this feeling toward my husband. | have been married long enough that |
can predict my husband’s reactions. The fact is that | stand there alone and he
doesn’t help me.

The patient mentioned an example from her everyday activities with her children to

show her husband’s lack of willingness to help take care of the children.

P: And that’s the way it is at home. If | defend myself against my mother and refuse to
take on another task, then she gets indignant and complains about my useless and
time-consuming therapy.

A few days later the patient’s desire for a baby became more intense. Although all rea-

sonable considerations still spoke against it, and although she just recently, at a gyne-

cological consultation, was relieved to hear that she had had only imagined she was
pregnant, she still wanted a fourth child. Concerned about the ambivalent nature of her
attitude, she tried to clarify her thoughts in the sessions.

In order to make the following interpretation of her desire for a baby more compre-
hensible to the reader, | must summarize a vivid description the patient gave of chil-
dren playing, both her own and other boys and girls from the neighborhood. With dis-
believing surprise she had noticed the carefree and natural way the 3- to 5-year-olds
acted, who made no secret of their pleasure in showing themselves and in touching
and looking. In these children’s sexual games one of the boys showed his penis, which
triggered reactions of penis envy in one girl. This girl held a large crocodile where her
penis would be and said it would gobble up the boy, who had already developed a
phobia. This girl triumphantly used the crocodile - as a much larger penis - to frighten
the boy. It was only with great effort that the patient was able to let the children go on
until they, on their own, had satisfied their curiosity and their interests had turned to
something else. It would have been more natural for her, like her mother, to intervene
and forbid such games, or, like her grandmother, to distract them by telling them
about something more beautiful or decent. The patient had drawn conclusions about
how her mother probably had acted toward her during her own childhood from the
educational measures her mother used toward her children during visits. She was infu-
riated to observe how her mother made up stories to avoid answering important ques-
tions.

Although she knew that having a fourth child would substantially increase the bur-
dens on her and that she would not be able to count on any support from her husband,
she was nonetheless filled by a deep feeling of happiness when she thought of the
moments of closeness and intimate contact during nursing. Her wish receded com-
pletely when she felt understood and when she continued our dialogue by herself after
a good hour. Her very busy husband had hardly any time for her, and their sexual rela-
tions were unsatisfactory and so infrequent that it was improbable that conception
would take place.
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Erna X was strongly moved and reflected briefly before responding to my interpre-
tation that she wanted another child in order to repeat her own development under
more favorable conditions. | interpreted her further associations that she never had the
wish for another pregnancy during the sessions as an expression of her satisfaction at
feeling understood, and not as a defense against oedipal wishes.

My interpretation, which | intentionally couched in very general terms, that she was
seeking her own unlived life in another child fell on fertile ground and precipitated a
wealth of ideas. The patient assumed that the function of her desire for another child
was to help her avoid restructuring her everyday life at home and work. The restric-
tions that a fourth child would impose on her would make most of the professional
things impossible that she now - freed of some neurotic inhibitions - felt confident
enough to attempt. She told me about a dream that was triggered by the children’s
games and by my previous interpretations. In it she saw a number of photographs of
me in various shots on the beach of a lake.

Her sexual curiosity had been stimulated in transference. She herself had been in
embarrassing situations at a beach. As a girl she had been laughed out because she
wore a padded bra in a bathing suit that was much too large. Although she had caught
her uncle’s eye, he acted as if he was not at all interested in her.

Finally | interpreted her unconscious wish to have a child with me and from me.
She said that this made sense to her although she had never consciously had such a
wish. Now | referred to a statement by her uncle that he did like to make children even
though he did not want to have anything to do with them otherwise.

The topics changed over the next few sessions. Other aspects of this focus be-
came visible. Referring to the last session, the patient remarked that it was easy to
start today. She could not forget something | had said in the last session: “Today you
are not in the same situation as you were then as a child. Today you have something to
offer.”

P: What do | have to offer? | am not ugly, and | am not dumb. | sometimes think | am
too demanding. I'm never satisfied. But then | also asked myself why you told me
this toward the end of the last session? Was | lost? Did you want to give me moral
support? Tell me what | have to offer.

A: | didn’t say it to give you moral support, although that is one aspect. | wanted to
refer to the fact that you are no longer as helpless and ashamed as you were as a
child. That you don’t have any more associations and ask me seems to me less a
consequence of your increased demands than a phenomenon accompanying the
fact that you are disturbed here by your spontaneity and associations.

P: That is just how | feel, ashamed and helpless and padded. Today | am almost the
same as then. But after the last session | was satisfied.

The course of this exchange differed from that on the beach. The patient told me that

she was thinking about the meaning of the words “helpless,” “ashamed,” and

“padded.” After a long silence, | encouraged her to tell me her thoughts.

P: It's difficult. | sometimes feel terribly helpless. Then my condition is just the oppo-

site. It's the extremes, the middle is missing. Just like after the last session. | left

and was exceptionally pleased, but as | got to my car | had the thought, “Just don’t
imagine anything; it was probably just a move to give you some self-confidence.”

And therefore not sincere.

Yes, sincere, but with the ulterior motive of helping me.

What is wrong with this helpful ulterior motive that makes you aware of something?

There is an ulterior motive involved, namely that you can use your body. From time

immemorial you have thought that you don’t have anything. Today you have some-

thing that you can show. [The patient suffers from a fear of blushing.]

>0
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P: Yes, but it's nothing | have achieved. It's a stage of development. It came all by it-
self. | didn’t earn it, and then it is obviously nothing for me. [Long pause] | wonder
why it is so difficult for me to believe that | have something to offer.

A: Because then you would think about something that is forbidden, and that could
have specific consequences, for example, that you could be more seductive than
you are supposed to be. And that your uncle then would make or have made even
more advances.

P: But who tells me how | could be?

| implied that the patient was so much under outside control as a result of her upbring-

ing that she was not able to test her own sphere of action. Everything was clear when

her mother decided what was to be done. At the same time she saw in her own chil-
dren how pleasing it was for them to try to do something when she left them scope for
acting on their own.

P: The whole affair refers to something emotional as well as something physical. I'm
insecure in both. Yes, it's part of the nature of thinking and feeling that there are
always other sides to things. There is security as long as something is completely
determined. When there is more openness, then there are also more ulterior mo-
tives.

Thus the fact that | had ulterior motives disturbed the patient.

P: | often believe you have ulterior motives because you’re thinking about something
and have a goal.

| emphasized that while this was true, it was also possible to speak about it. The pa-
tient, in contrast, assumed that you cannot speak about it. Erna X emphasized that she
actually did not dare asking about it. She admitted that she sometimes liked to be
guided, but added that if you did not take the chance to ask, then you risked the dan-
ger of being manipulated, something she certainly did not want. It was nice to let your-
self be guided, but on the other hand it was disagreeable.

A: But if you can’t know about all of this and can’t ask, then you can be manipulated.
You have been pushed around and influenced a lot. You would like to have some-
thing that suits your needs, and it can’t be achieved without more reflection or
questioning.

P: Because | don’t want to be obtrusive and to ask stupid questions, your ulterior mo-
tives remain unclear, but | naturally often wonder what your intentions are. This was
especially strong in the last session, because | really would like to offer you some-
thing and yet am immensely insecure. The word “padded” moved me very deeply.
People think of something that | don’t have at all, just like in that moment of un-
dressing on the beach. With the uncovering comes the shame, and | turn red, and
the helplessness comes. There are exactly three stages, not from helplessness to
being ashamed to being padded, but the opposite.

| confirmed that the sequence appeared to be the one the patient described. Material

things were agreeable, and money and a nice car were important to the patient. | re-

minded her that she had had too little to show at that traumatic experience. She had
been padded with something artificial.

P: | can see the image of a balloon, and when you poke it, everything is gone. Yes,
that’s the exact sequence: padded, ashamed, and helpless. That’s exactly the situ-
ation in which | turn red. Yet behind the padding there is a lot of life.

A: Yes, it was there too. The bra was padded, but behind it there was something. A
nipple, a growing breast, your knowledge of growth from the sensations in your
own body and from the comparison with other women.

P: But it wasn’t enough, and it was too small, and | was dissatisfied. Nobody told me
that my breasts would get larger. It's more likely someone would have said, “Well,
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what do you want at your age. You're still a child.” | couldn’t talk with anyone about
it. | was on my own. True, | did learn some things because my mother forced me to
do them. She gave me exact instructions, and it worked. Commands were given. |
had to do something and to learn it by heart, such as going to a government office.
But it was more my mother’s action than my own. | didn’'t have a choice. | was
forced, and it wasn’t really me, and that is probably why | don’t have the feeling that
I got any further. It's between the extremes - “| can’t do anything at all, | can do a
lot” - that the middle part of my own doing is missing.

| referred once again to the ulterior motives. Which hidden thoughts were guiding her?

A: You suspected that something was being planned again. Something was being
manipulated, and it was very serious because you weren’t informed. This is the rea-
son that you were shy to ask what | meant. You followed the reasoning, “They are
only thinking of my own good. Then | don’t have to ask.”

P: lwas used. | wasn’t told, “Please do it. | don’t have any time.” No, it was arranged;
you do it, there’s no alternative, and then | felt the ulterior motives without daring to
ask anything. It was dishonest. | knew about the dishonesty but wasn’t able to talk
about it.

Commentary. The encouraging interpretation of the patient’s reluctance in trans-
ference had a positive influence on the cooperation. Such observations are excep-
tionally important for evaluating the therapeutic process.

2.2.2 Strong Positive Transference

Strong positive transference remains within the framework of the working alli-
ance, in contrast to erotized transference, which temporarily makes it difficult to
uphold the psychoanalytic situation (see Sect. 2.2.4). Because of the complications
that occur in erotized transference, it would be important to have criteria that
would permit predictions to be made while the indications are still being deter-
mined in the early phases of treatment and of course to find interpretive means to
avoid it. Can we currently specify a group of patients who will fall so in love with
their analysts that therapy comes to a stop? Does this group still consist of women
who refuse to cooperate in the work of interpretation, and who only desire materi-
al satisfaction and are “accessible only to ‘the logic of soup, with dumplings for
arguments’” (Freud 1915a, p. 167)? Too much has changed since the discovery of
transference love for us to attribute this quality to the class of “women of elemen-
tal passionateness who tolerate no surrogates . . .who refuse to accept the psychical
in place of the material” (Freud 1915a, pp.166-167).

First it must be pointed out that this complication has traditionally manifested
itself in the analysis of woman who are being treated by a male analyst, for a
whole range of psychological, historical, sociological, and nosological reasons. Af-
ter all, the largest group of women who initially went to psychoanalysts for treat-
ment suffered from hysteria. Since then the sexual revolution has made women’s
emancipation possible, and this can be seen not least of all in liberal sexual behav-
ior. This late achievement has not changed anything in the fact that sexual attacks
and transgressions are much more frequent between men and girls than between
women and boys. The same is true for the ratio of father-daughter incest to moth-
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er-son incest. The predominant form of sexual behavior between the sexes contin-
ues to be heterosexuality in which the males dominate. The expectation of every-
thing that could happen at the analyst’s is motivated by the experiences that
female patients have previously had with men, whether fathers, brothers, and
other relatives or teachers, supervisors, and doctors, to name a few. Seduction and
the willingness to be seduced are two phenomena linked by a complicated rela-
tionship of attraction and repulsion. The disquieting feeling that is emitted by the
phrase “If that were possible back then, now anything is possible...” is very
strongly dependent on how real the sexual transgressions in tabooed spheres of
life were.

Sexual self-determination is one thing. It is quite another that social taboos are
being broken increasingly frequently, causing the binding nature of traditional
rules of social behavior to disappear. The number of children and juveniles who
are abused seems to be increasing, and the number of unreported cases of father-
daughter incest is considerable. Transference after abuse, used in a wider sense of
the term, is complicated, for traumatized patients put themselves and analysts to
demanding tests (see Sect. 8.5.1).

In Sect. 1.7 of Vol.1 we pointed to the fact that the speeds at which changes
take place in family traditions and in historical and sociocultural processes are
particularly asynchronous. Thus the type of hysterical female patients who not on-
ly fall in love with the analyst but who also seek in treatment a substitute for an
unsatisfying life and who hold on to the illusion of finding fulfillment from the
analyst can still be found in the offices of psychoanalysts today.

With regard to the prediction, i.e., the probability, that an unresolvable ero-
tized transference will develop or not, what is diagnostically relevant is the kind of
complaints that a patient makes about her love life. The danger that irresolvable
transference love will develop is minor if the factors making it difficult or impossi-
ble for a patient to have satisfactory sexual relationships within existing friend-
ships or in long-term ties are primarily the result of neuroses. The prognosis of il-
lusionary transference love is least favorable if a serious neurotic development has
led to the patient’s isolation and the patient has reached an age at which her
chances of finding a suitable partner are small. Despite all the achievements in
women’s emancipation, social circumstances have an unfavorable effect on such
women, in contrast to the comparable group of men, because, as is well known,
neurotic and lonely bachelors have less difficulty making contacts with unmarried
women. The different natures of male and female psychosexuality play a part in
this system, in which for example men looking for partners by means of an-
nouncements are less subject to traumatizing experiences than women who are
“tested” in a short affair and afterwards found to be not attractive enough.

The reader may ask what these general comments have to do with the spec-
trum of positive transference. One consequence is that it becomes clear why it is
less usual for male patients being treated by female analysts to develop erotized
transference than vise versa under otherwise similar conditions. We do not shy
from referring to another general factor, which can be derived from our previous
remarks and which according to our experience should be taken very seriously
when considering indications. If the combination of biographical, occupational,
and social factors described above and that predispose to the development of re-
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gressive erotized transference is present, then a male analyst should critically re-
consider his previous experience with erotized transference before deciding to ac-
cept a case. If in doubt, it is in the female patient’s interest for the male analyst to
recommend that she see a female colleague. In spite of our emphasis on the dyad-
ic character of transference neurosis, of which transference love is a part, the neu-
rosis also contains an independent dynamic rooted in the patient’s unconscious
schema. If the analyst’s age and personal situation coincides with the expectations
in the patient’s unconscious dispositon like the key to a lock, it contributes more
to creating emotional confusion. Erotized transference is the term used to describe
such a situation.

But what do confusion and even chaos mean? Are the feelings, affects, and
perceptions experienced in transference genuine or not? Even Freud did not dis-
pute their genuineness, although transference implies that it is not the analyst who
is really meant, but that the wishes and sexual longing are actually directed to the
wrong address. The complete manifestation of a feeling doubtlessly includes
reaching the intended goal and, in human interaction, getting the other person to
answer and, if possible, to cooperate (Dahl 1978). For this reason the patient is al-
so always referring to the person of the analyst. The latter stays in the background,
in order to more easily fulfill his function and also be able to take on the role -
whether of mother, father, brother, or sister - enabling the patient to experience
the manifestations of unconscious clichés, templates, or schemata. (Freud used
these terms to describe a disposition regulating affective and cognitive processes.)
The interpretation of resistance to transference helps the patient to weaken his re-
pression; in the process the analyst’s catalytic function takes effect and enables a
new enactment to take place according to our enlarged stage model (see Sect.3.4
in Vol.1). This is the reason it is so essential to proceed from the plausibility of the
patient’s perceptions instead of from their distortion. We therefore speak of a
reenactment with changing roles instead of a new edition. The analyst, insofar as
he temporarily has the role of a director, ensures that the patient tests the repera-
toire of roles available to him - unconsciously, that is - and gains confidence to
test the trial actions outside of analysis.

In addition to the above-mentioned group of female patients, there is probably
also a considerably smaller group of patients who are only able to complete the
transition from rehearsal to real life to a limited extent; this occurs for external
and internal reasons and despite the use of the modified technique we have rec-
ommended. The less a patient is able to achieve an intense interaction with a part-
ner, the greater the fascination with the empathic and understanding attitude of
the analyst, if for no other reason than it is not saddled with the everyday disap-
pointments from actually living together.

A few turns in the following case demonstrate something more general in na-
ture. Much of it culminates in the question of how the analyst can provide confir-
mation while refusing immediate sexual gratification. In the case of a pathogenic
condition caused by repression, the oedipal temptations and frustrations have dis-
appeared to such an extent that the existence of unconscious desires can only be
ascertained either from the recurrence of repressed material in symptoms or from
the conflicting and unsatisfactory relations to the partner. Finding an access to the
patient’s world of unconscious desires is a precondition for change, in the process
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of which the patient increases his capacity for finding new ways to solve problems.
For example, the acknowledgment of desires that are stimulated and encouraged in
the analytic situation by the setting and interpretations is not tied to the satisfac-
tion of these desires. Yet it is in the nature of desires and intentional acts to strive
toward a goal, and it is common knowledge that reaching the goal is accompanied
by a feeling of relief and satisfaction. On the other hand, from the very beginning
it is a fact of life that many attempts to attain a goal fail (as in trial and error). If
intense, vital needs are frustrated, defects occur in an individual’s self-assurance
and sexual role that have multifaceted consequences on his behavior. The techni-
cal problems of handling intense emotions continue to be a major test for thera-
pists, who must navigate between the Scylla of subliminal seduction and the
Charybdis of rejection.

The patient described below sought security and confirmation in transference
love.

A 26-year-old woman, Franziska X, came for treatment because she suffered from in-
tense attacks of anxiety, which occurred especially in situations in which she was sup-
posed to demonstrate her professional ability. She had brilliantly completed her train-
ing in a male-dominated profession and could count on having a successful carreer if
she could overcome her anxieties. The latter had developed after she had completed
her training, so to speak when things became serious and the rivalry with men no long-
er had the playful character of her student days. Franziska X had met her husband dur-
ing her training and they were united by satisfying intellectual and emotional ties. How-
ever, she did not get much satisfaction from sexual intercourse in her marriage; it took

a lot of concentration and work for her to have an orgasm, which she could have on

her own much faster and simpler.

She quickly reacted to the initiation of treatment by falling in love, the first signs of
which were already apparent in a dream she recalled in the fourth session. It de-
scribed, first, a scene between an exhibitionistic girl at a police station and a man who
was reacting sexually. The second part of the dream depicted a medical examination in
which the patient was observed by someone with X-ray eyes; only a naked skeleton
was visible.

The patient’s dreams contained repeated permutations of the subject of forbidden
love with subsequent punishment or separation. She vacillated greatly between her
desire to please me, like a schoolgirl doing her homework, and her disturbing desires,
which she also mentioned in her associations.

By the eleventh hour | had already become a “really good friend,” who was all her
own and who also satisfied the condition that “it” could never become reality. What “it”
meant was clarified by her next association, when she asked me, “Did you see the
movie late night about the priest who had an affair with a woman convert?” In the four-
teenth session Franziska X told me about a dream.

P: You told me that you were in love and then you kissed me, when | am in love it only
goes to kissing, that’s the most beautiful part, then the rest comes whether you
like it or not. Then you said that we had better stop the analysis. | was satisfied with
your decision because | got more this way.

The purpose of this intensive manifestation of eroticism seemed to be to fight her ex-

perience that analysis is a phase of “hard times” (17th session). At a weekend seminar

she was finally able to get the confirmation, from numerous flirts, that was lacking in
the sessions.

P: Yes, what you tell me is really very important to me. | sometimes think that | should
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try to limit the expectations | place on you or overcome them entirely, because |

can never have the hope that you will confirm them. Everything would be so much

simpler if | could keep these emotional aspects out of here and have an intelligent

conversation with you.
In order to enable the patient to obtain some relief | pointed out to her that the setting
(her lying on the couch etc.) and the nature of our talks awakened intense feelings and
that it was quite natural that | should acknowledge them. Yet because of the special
nature of our relationship and the tasks assigned to me, | could not respond to her de-
sires in the way she wished. | saw an analogy between the patient’s insecurity toward
me and her (previously disappointed) expectations about being completely accepted
by a man, and therefore asked about the source of her insecurity as a woman. In doing
so | was guided by the idea that the patient was seeking her mother more than her fa-
ther in transference love and in her friendships.

This topic moved the patient. For the first time she now talked about her impres-
sions of her mother. In the initial interview she had only stated, “There’s nothing to say
about her.” The patient said she had no image of herself as a woman. She came to
speak of childhood memories and described her mother and father as they went to
communion at church. As a 4-year-old child she had stayed behind and begun to cry
because she did not know what her parents were doing. She recalled with photo-
graphic precision the moment when her parents came back from the altar, kneed, and
held their hands in front of their faces: her mother was an attractive young woman
wearing a scarf over her long brown hair, like a maid on a farm who is feeding the
chickens, uncomplicated and happy.

Then there was a change in the patient’s associations. The mother had entered a
hospital when the daughter was aged 6; she suffered from eclampsia, which was se-
vere during the birth of another girl. Her mother never recovered. The image of her
mother that now appeared in the patient’s associations was the one she had when her
mother returned home: swollen, ugly, and arms and legs in some fluid to stimulate her
muscles. Since then her mother grumbled nonstop in a language that could hardly be
understood. In short, she presented the picture of frightening decay, which might sug-
gest more than just oedipal fantasies associated with pregnancy and rivalry.

The patient avoided these impressions and, rapidly changing her mood, turned to
another subject and talked about the lovely weather that made it possible for her to
come to analysis in a light summer dress.

Being in love became the motor of the treatment. The patient could only bring her-
self to talk about disturbing and shameful topics when she was in this mood. She felt
that she was in a stalemate because her wishes could never become reality.

This greenhouse atmosphere might be described as “transference yes, working al-
liance no.” This constellation pointed to a lack of underlying security, for which the pa-
tient had to compensate by showing and offering herself in a seemingly oedipal way.

In one of the following sessions (the 23rd) the patient was concerned with the
question of why the analyst did not wear a white coat. “In a white coat you would be
much more neutral and anonymous, one doctor among many.” During the session this
comment turned out to have two sides, one a wish, the other resistance. It became
obvious in connection with her short summer dresses that she desired a stronger sep-
aration of roles. The analyst had to remain anonymous, and then she could show her-
self without being embarrassed. The more she experienced me as a specific individual,
the less she could stretch and slide around on the couch. In summer she therefore felt
much more like a woman than in winter, when everything is hidden and packed away.

The patient sensed that her erotic attempts to attract me were not succeeding, and
she reacted by developing depressive ill will and feeling disappointed.
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The development of the transference in the first few weeks and months stabilized
itself more and more in one direction. The patient’s first attempts to attract my interest
were replaced by her anxieties that | would not take a single step toward her. The en-
tire story of her relationship to her father, who had had to take on numerous respon-
sibilities after her mother’s paralysis, is too long to be told here. Her father’s opinion of
her at that time was then, just as it was during analysis, annihilating; “Nobody ever
knows where they are with you.” This corresponded to the patient’s feeling that her fa-
ther was unpredictable; as a child she had always trembled and been afraid of him.

The development in the first few months made it possible for me to verbalize a
growing complaint for the patient. | interpreted that she had tried to win me over and
had not reached her aim. Thus frustrated, she simply resigned and became complain-
ing and reproachful.

P: [After a pause] | didn’t know who that was supposed to refer to. But, a few minutes
ago | thought that the only one that it can really fit is my father. [Silence] Now | re-
call our church; in it there's a ceiling fresco with a large Lord God, and now | re-
member our priest and that | was terribly afraid of him.

A: When you think of something else, then the danger quickly appears that | am up-
set, and then in your experiencing | become similar to your father. You get in a situ-
ation in which you have to wait for me to take you back into good favor, as if you
were a sinful girl, but this act of mercy will take a long time and really can never be
reached.

P: As a 15-year-old | had contact with a young man who had a bad reputation. It was
my first love affair, and then he went and got a girl pregnant who was working in
the seminary kitchen. My father scolded me as if | had been the one.

A: Inyour experience that won’t have made much difference.

P: Because of such things our contact never did become very good again. | believe
that | am still waiting for the sign of a cross that a father marks on your forehead
when you leave home. He didn’t do it for me in a way that | can genuinely believe.

In the following sessions the patient continued to be preoccupied with her Catholic
past. She had seen a movie in which a woman was also named Franziska and acted
the way her father thought she should. She recalled that her father had brought her a
church booklet on sexual development at the beginning of her puberty and had
pressed it into her hand. Its cover showed just such a young girl: a decent Catholic. It
was completely impossible for the patient to imagine that her father had ever been in-
terested in women. She was therefore very astonished when | pointed out that she had
had to go into a children’s hospital while her mother had been pregnant.

The patient continued to be preoccupied with her particular relationships to older
men.

P: Actually I've always dreamed about falling in love with such men, and for a long
time | dreamed about sleeping with them. But in reality | wanted a patron who un-
derstood me and left me completely alone. Sex isn’t a part of it. Funny, since |
started analysis these dreams have disappeared.

A: That was also your original idea of analysis, to find in me a patron in whom you can
place your unlimited trust and who never gets mad regardless what you might say
or do.

P: Yes, that's how it was, but | don’t have that feeling any more. | simply think that you
can always withdraw, and you're outside the situation; | can’t pin you down. You
are really more like a computer that organizes ideas and makes suggestions, not a
human being, you aren't allowed to be like one. Whenever | think about you | come
to a deadend. On the one hand it starts with my feeling that | find the warmth in
your eyes, the intimacy, and then nothing goes any further and | feel as if | were
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abruptly awoken, pushed from my dream into reality, as if you were sitting next to
my bed in the morning and would wake me up when | dreamed about you at night.
And actually | don’t want to return to this reality from the dream at all.
I understood her last sentence as an expression of the difficulty of facing reality and
discriminating between wishful thinking and a realistic appraisal of my therapeutic role.

2.2.3 Fusion Desires

In a certain context Arthur Y asked me whether | was satisfied with the treatment so
far. | said yes but qualified my answer by saying that he, the patient, would probably be
even more satisfied if the confirmation would take the form of cash, an allusion to a
raise he expected. The patient responded to the analogy by describing the relief he felt
after my positive statement. But then he began to feel upset, which he traced back to
the fact that | might be critical of him after all. He thought to himself that he might not
be contributing enough toward making progress. At the scene of an accident he had
recently done everything he could and yet afterwards he had still asked himself if he
had really done enough.

In the patient’s experience the size of his raise in salary became the symbol of or
equivalent to being held in high regard and well liked. He had lost sight of the fact that
it would be wonderful to be liked without having to earn it. He referred to this now by
surprisingly drawing a parallel to a (homosexual) boarding school teacher he had had
in puberty. (He avoided using the disturbing adjective.)

At first the topic of how much affection he could get without taking a very large risk
was dealt with by going through the options he had in a forthcoming talk with his boss.
P: Well, I'm willing to do considerably more than is usual but | want to be compensat-

ed for it, and the problem is how much | can risk without being turned down. | feel
very clearly that | am afraid of two things: that he might reject my wish, and that |
might miss a chance if | abstained from asking. That would make me very worried,
and something similar is happening here. On Friday, when | asked the question
that | brought up again today, | said that my previous analyst would not have
answered it but would have slammed it back at me, just like in table tennis. It
wasn’t easy for me to ask this question because | was simply afraid of being reject-
ed and of the disgrace and humiliation that go with it.

A: Yet there was one hour when it seemed clear to me that although being rejected is
bad, it also reestablishes a distance. The authorities keep their distance.

P: This point seems very important. The distance was supposed to ensure that they
don’t suddenly act like the [homosexual] teacher at the boarding school. | have to
think of the question of who guarantees me that this won’t happen if | lose too
much of my reserve and I'm no longer myself and you're no longer yourself, but
like two pieces of butterina pan....

A: Yes.

P: ...that meltina pan.

A: Hmm.

P: Then they flow into one another.

A: You guarantee it and so do |, for you are yourself and | am myself.

P: Yes,yes,but....

A: Hmm.

P: Now I very clearly feel you've hit me, which tells me, “What do you think you're do-
ing making such a comment?”

A: Yes. Yes, yes, you probably experienced it as a blow, as a rejection, precisely be-
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cause there is this longing for this flowing together, like with the butter. It's a won-
derful image of blending that contains something very profound. Blending, ex-
change, things in common.

. And because this cannot be achieved, which is why Dr. A. [one of the analysts who

had treated him previously] might have said somewhat sarcastically and with razor
sharp logic that what cannot be, may not be. This is a part of it although | wanted
to stick to the subject, as | said, it's so typical, the words “razor sharp”....

These expressions were made popular in German by a poem by Christian Morgen-
stern, “Die Unmdgliche Tatsache,” that closes with the lines, “And he reaches the con-
clusion: The experience was only a dream. Because, he concludes with razor-sharp
logic, that which cannot be may not be.”

A:
P:

Razor sharp.

Razor sharp, | thought again of a girl | could do something to with a knife. So | have
to repeat the word “razor sharp” as often as possible and try to think about some-
thing else.

The patient continued in another vein. | thought that | could maintain the connection by
referring to something both topics had in common.

A:

v>»3>7

x> v »3T> 3I>»

The point was the mixing, and when the knife enters something an intimate con-
nection is created between the knife and .

But a destructive one.

Destructive, yes.

Outrageous.

Yes, an outrageous presumption. No flowing together of butter in the pan.

No, no, an outrageous presumption by the one who has the knife, with regard to
the other person, who is threatened or injured.

Yes, yes, hum, the knife, yes.

And the teacher [who had also taken care of the patient when he was ill at the
boarding school] had such a knife - not the object, but his behavior.

In many regards, in his general behavior and in specific things, with his teeth.

And when taking my fever, for example.

When taking your fever with his thermometer, which he pushed in, and his penis,
which you could somehow feel when he put you on his lap.

Well, that | can’t. ... [the patient suppressed the phrase “remember any more.”]
I've asked myself the same thing. But | don’t think so. At least | can’t remember.
It’s possible that this has been lost and that he . . .

he understood . . .

how to hide the fact that his penis was presumably stiff.

Yes, we can assume that. Well, | mean | can’t remember. Thank God that it didn’t
get that far, but | still felt threatened and very much in danger. Yes, similar to here.
On the one hand, the feeling of being helplessly exposed. | was sick after all and
didn’t have a chance to say that | would like to have someone else take care of me.
No trust. Well, here it isn’t always that way, only if | try very hard to think about it.
Then somewhere | feel a reservation about going so far because | wouldn’t be able
to defend myself. Of course, my personality and yours are guarantees, but simply
by your saying it | make it into a rejection.

Yes, because the flowing together expresses a longing, namely to get enrichment
by taking as much of my fat as possible, thus if at all possible not only a raise but a
million’s worth of affection, as an expression of strength and potency.

: Yes, all of what you just said gives security. But | have to think of the following:

Okay, what should | do with this longing for affection if it's impossible for them to
merge to the same degree as two pieces of butter? So, get rid of it.
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In a later session the patient described the mixing by referring to two bars of choco-
late, thus revealing the anal origin of the reference and its different unconscious
aspects.

A:

>0>»0

>o9»3

Why get rid of it? Who says that it can’t become reality and you can’t retain some-
thing from here?

Yes, yes, either everything or nothing.

And you cut a piece of fat off my ribs with the knife.

[Laughing] Because | always have the tendency, everything or nothing.

Well, you've also discovered that you can be very curious in order to get more,
everything if possible.

What kind of concrete example are you thinking of?

Hmm.

Because | wanted to know where you are vacationing . . . .

Yes, that is the example | was just thinking of, because that was also a matter of
burning curiosity. And then you would like to have a steadfast man you can’t dispa-
rage, who asserts his independence, because otherwise he would be a weakling.

It is always especially impressive and convincing when the patient’s and analyst’s
thoughts coincide. Then, after a pause, the patient spoke about his boss.

P:

o>

o»

o>

v>o>

o>

You used the words “longing for affection.” There was another word. “Longing for
agreement.”

Things in common.

Yes, yes.

Hm.

That is something that has worried me my entire life, when | had my first experi-
ences with girls. It was with my wife that it happened for the first time, that | didn’t
lose all interest the moment my affection was reciprocated. If they became weak,
then they lost almost all value.

Yes, yes, weak.

Or vice versa, if | showed a feeling of affection to someone, whoever it was, and if it
weren’t reciprocated immediately, | became aggressive. | not only withdrew my ex-
posed feelers but became more withdrawn. It was an incredible humiliation for me.
Just like the fact that the two of us can’t simply and completely blend together, like
the butter.

: You mentioned that you used to be more aggressive. At some point there must

have been a reversal, to being self-deprecating and self-critical about not being
able to finish anything, when you started making yourself the object of accusa-
tions.

| can now see these two pieces of butter. In religion and in communion you find
just the same thing.

In communion.

In communion, in union, in eating the body, I'm not the only one to have this wish;
there are millions. It’s simply a part of me because I’'m human.

Yes.

And not because | once knew this teacher.

Yes.

So it's nothing that | have to continuously struggle against or disparage, nothing
that robs me of my value as an individual, it’s rather something that belongs to me
because I'm just like the rest.

Yes.

And now you'll say right away that you are also an individual, have feelings just like
| do, and it must be possible to make the thing with the butter come true.



56 2 Transference and Relationship

A: Yes.

P: On the other hand, ha ha, but just a second, otherwise this will go too far. Of
course, you are right. This is so contradictory, just as my mood can sometimes
swing within seconds, like a scale trying to get into balance. But my mood doesn’t
stay in balance. And now | think that if | really manage to go to my boss and talk
about money, then maybe he will also think, “Maybe he could do something for
nothing once.” He will somehow feel disappointed if | demand something from him
for what | do, since he’s only human. | would have to manage to sacrifice a part of
this all-or-nothing standpoint that a hundred minus one is simply equal to zero, but
rather that one hundred minus one is still ninety-nine and one hundred minus fifty
is still half. Can you understand me? This is so hard for me.

A: Well, yes, a hundred percent is in fact nicer, hm.

P: Yes, but one hundred minus one is still . . .

A: Ninety-nine.

P: And for me ninety-nine turns into one. I'm much more interested in this one part of
a hundred than in the other ninety-nine.

A: And everything is invested in this one part, and then you yourself are nothing.

P: Yes, if | can’'t have everything, then | don’t want anything at all. But emotionally I'm

still waiting for the bang that happens when | learn something like | have today. Dr.
B. used to say, “Then your anxieties will explode like a balloon. Boom, boom. And
they’re gone.” I'm still not finished with it, but it would be lovely if it were possible.
A: | have the feeling that you are happy about the discoveries you've made today, but
that you don't really dare to express your pleasure and thus to belittle your dis-
coveries right away. Perhaps you're also disappointed that I'm not dancing with joy
at the profound connections you’ve discovered.
| later thought about the missing explosion prophesized by his earlier analyst. That
such an exaggeration, which made the analyst into a magician performing wonders,
unconsciously had to lead to the patient’s anal disparagement, which in turn prevented
both the explosion and a stepwise improvement from occurring, was shown by the
history of this patient’s illness.

2.2.4 Erotized Transference

Gertrud X, a 33-year-old woman, was referred to me by her family physician because
of frequent depressive episodes, which had already led her to make several attempts
to commit suicide. The patient complained also about frequent headaches. In numer-
ous talks her physician had attempted to give her support, but in the meantime her re-
lationship to him had become so tense that he did not feel he was in a position to look
after her any longer.

The conflict situation was as follows. The patient was an only child, and she had
lost her father in the war when she was 3 years old. Her parents’ marriage must have
been marked by tension, and her mother had not established any close ties to anyone
since then. At first she established contact with her brother’s family. The patient also
greatly admired her mother’s brother, who died in the war when the patient was
5 years old. Her mother’s father also played an important role; he was an dominating
authoritarian who, just like the rest of the family, was staunchly devout. She portrayed
her mother as someone who was rather infantile and dependent on the opinions of
others and who attempted to tie the patient to her.

A positive development had taken place about 6 years before the beginning of
therapy after the patient had established a friendship with a younger (female) col-
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league, which made it possible for Gertrud X to put some distance between herself
and her mother. Now this colleague was planning to get married and move to another
location. The patient felt herself exposed to increasing attempts by her mother to cling
to her, and reacted by provoking aggressive clashes. The patient had never entered in-
to closer heterosexual friendships. Her relationships to men were characterized by her
effort to find confirmation, yet her frequent provocations put their goodwill to a serious
test.

In the initial interview the patient appealed especially to my willingness to help, and
in particular knew how to describe in a convincing way a long chain of experiences in
which she had lost someone. | offered her therapy, whose goals were to reduce con-
flict, both in her separation from her mother and in her attitude toward men.

Although Gertud X accepted my offer, to my surprise she expressed doubt from
the very beginning about the success of analysis. She expressed skepticism especially
regarding my age. She said that she was only able to establish a trusting relationship
to older men; | was about the same age as the patient. In view of her aloof reservation |
paid especially careful attention in our interaction for signs«f a flickering of friendship,
a desire for confirmation, or erotic interest. The patient rejected interpretations in this
vein in a standard way, constantly emphasizing that there was no point in me concern-
ing myself with her in this manner. My interpretations only caused the patient to be-
come more cautious. My attempt to break the ice by interpreting deeper unconscious
wishes only had the effect of offending the patient, who reacted by becoming de-
pressed, thinking of suicide, and retreating. These alarm signals led me to be very cau-
tious.

Yet despite all the patient’s recalcitrant reservation it became impossible to over-
look the fact that her interest in me was growing. She was overpunctual in coming to
her sessions, concerned herself increasingly with their contents (even though primarily
in a critical way), and started using a perfume that made her “present” in my rooms for
hours after her appointment.

These changes were indicative of a new topic in our interaction. With the increas-
ing length of therapy the patient’s mother became increasingly jealous, in particular
because, according to the patient’s reports, | frequently functioned as the star witness
in their disputes. Her mother called me twice, attempting to gain my support by com-
plaining about her daughter; | rejected this attempt from the very beginning. On the
contrary, the patient’s independence became a preferred topic. The patient explained
in great detail about her mother’s countless attempts to interfere and about her infan-
tile nature and jealousy, and came to me for support in her struggle for more indepen-
dence. In this phase of therapy our interaction was largely free of outright tension.

The first summer break, which lasted several weeks, was a turning point. There
was little indication of this change in the period immediately preceding it; the patient’s
conflicts with her mother had instead been the prime topic. It was not until the last
hour before the vacation break that the patient appeared alarmingly depressive and
skeptical. Without wanting to, | adopted the role defending the therapy while the pa-
tient continued, without interruption, to deny the value of every positive sign. On the
evening of the same day the patient phoned me and spoke openly about her intention
to commit suicide. She got me involved in a long telephone conversation, in which we
went through the contents of the last session once again.

During my vacation Gertrud X turned to her family doctor again and sought sup-
port. An intense dispute developed very quickly, whereupon she took an overdose of
sleeping pills and had to be admitted. | detected a trace of triumph in her description
of these events. Our interaction after the summer break had resembled that at the be-
ginning: the patient had been skeptical and pessimistic with regard to the success of
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the therapy. Proceeding from her experience in the summer break, she emphasized
over and over that there was no point to her having any hope. Sooner or later she
would again be alone and without any human support. Invisaging her next attempt to
commit suicide, | tried to show the patient my sympathy and explain to her that it
would extend to her beyond the end of therapy. Although | recognized the aspect of
extortion in her statements, | did not make it a topic because of my fear of further
complications.

My own private situation aggravated these conflicts in this phase of therapy. The
patient did not have any difficulty finding out that | was in the process of getting a di-
vorce and that my family had moved to another location. This fact was only very briefly
mentioned in the therapy, but | noticed that the patient tried to find out more about my
private life by following me in her car. | transformed this fact into the interpretation that
the patient had become curious and fantasized about sharing the future with me. As a
result of this interpretation, she again attempted to commit suicide by taking sleeping
pills; hospital treatment was not necessary, but this event increased my vulnerability to
being blackmailed. The patient began to call more frequently after the sessions. Al-
though | regularly referred to the necessity of discussing these things in the next ses-
sion, | no longer dared to force them to a conclusion and thus over and over again let
myself get involved in long disputes on the telephone. This constellation remained sta-
bile for a very long period of time. In the sessions the patient was silent and rejecting
and emphasized the hopelessness of the entire situation. | attempted both to encour-
age her and to confront her latent rejection; in general she reacted by becoming of-
fended and frequently called me after the sessions “in order to get over the weekend.”
Although | noted that the patient’s social conflicts with the outside world settled a litte
and that she had fewer conflicts with her supervisor in particular, this had little signifi-
cance for the therapeutic process. In view of this stalemate | did not dare steer toward
ending therapy because there was a very large danger that each announcement of an
end would be answered with an attempted suicide.

The culmination and end of this tormentous clash was a call in which the patient .
said that she had just taken a dose of sleeping pills that was probably lethal. She
called me from a telephone booth not far from my office. Rapid action was indicated in
this emergency situation. | immediately picked her up with my car and took her to the
hospital. This joint trip in my car and handing her over to the emergency care doctor
on duty etc. naturally provided her with a large amount of transference satisfaction. For
a brief moment it was as if the patient and | were a pair, even if an estranged one. Yet
our relationship reached a point here where | had to tell her after her release from the
hospital that she could force me into an active act of providing medical help, but that
she had thus also lost me as analyst because | could no longer help her in that capaci-
ty. Subsequently she tried to make me alter my decision by threatening to commit sui-
cide. Yet my steadfastness at the end of treatment made it possible to find a halfway
conciliatory conclusion.

Commentary. The treatment described here resulted from a series of mistakes that
are typical for beginners. Yet a beginner’s mistakes often reflect an understanding
of treatment characteristic of the school of analysis he adheres to. In retrospect it
is possible to identify the following undesirable developments:

1. Attempts to master the ongoing crisis situations solely by working with transfer-
ence and resistance is insufficient if it is not linked to an improvement in the pa-
tient’s real life situation. The patient had to be reconciled to the possiblity, in
fact the probability, that she would never marry; the fact that the analyst wak-
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ened unrealistic hopes therefore had to have antitherapeutic consequences. Un-
reflected rescue fantasies on the part of the therapist had an unfavorable influ-
ence in this case.

2. Since the patient had no partner, focussing on unconscious transference wishes
had to have an antitherapeutic effect because, once again, the forced reference
to transference wishes aroused unrealistic hopes. In the initial phase the thera-
pist fell into the role of seducer, and this role had harmful effects on the rest of
the analysis.

3. A topic that went untreated, especially in the first third, was that the patient em-
ployed the therapy as a weapon against her mother and that the therapist was
led into taking sides. As a consequence, the patient’s aggressive impulses, whose
development was inevitable after her hopes had been disappointed, were direct-
ed onto someone outside therapy, which paved the way for the later, unfavor-
‘able collusion.

4. Following her serious threats of committing suicide, the analyst gave the patient
more sympathy than can be maintained in an analytic setting. This obstructed
the interpretation of her aggressive impulses, especially her using the threat to
commit suicide to coerce the analyst. The patient’s preexisting tendency to treat
the analyst as a real partner was strengthened precisely in this phase of therapy,
without patient and analyst jointly reflecting on the role transference played in
maintaining her self-esteem. The therapist’s family situation, which the patient
was somehow aware of, increased her illusory hopes. If an unmarried patient
who cannot cope with being alone happens to have a therapist who is the right
age, alone, and possibly even unhappy, then the social reality of this constella-
tion is so strong that it is probably extremely unusual for them to be able to
focus on the neurotic components of a patient’s hopes. Expectations and dis-
appointments that have antitherapeutic consequences are almost inevitably the
result.

5.1t was almost inevitable that the therapist, under the burden of the disappoint-
ments and complications that he at least in part caused, would not be able to
resist the pressure of his own feelings of guilt and let himself get tied up in tele-
phone conversations justifying his procedure. In trying to justify himself it was
almost a matter of course that the therapist’s arguments were dictated by his
own interests and not by the patient’s needs, which in turn promoted the pa-
tient’s secret hopes of overcoming the limitations of the therapeutic setting. In-
dicative of this was the fact that the therapeutic frame only regained its impor-
tance the moment the therapist admitted his failure and announced that it
meant the termination of therapy.

2.2.5 Negative Transference

Negative transference is a special form of resistance that can destroy the analyst’s
ability to function. Has therapy reached a standstill? Is the patient one of those
people who somewhere in their mind desire change - otherwise they would not
come - but who at the same time deny that the analyst has any therapeutic influ-
ence? How do the patient and the analyst each cope with a chronic impasse?
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The analyst can maintain his interest by attempting to recognize the reasons
for the negative attitude that eludes his influence. This can be linked with the ana-
lyst’s hope of interrupting the repetition and at least transforming the rigid front
into a mobile war and outright hostilities. It is not difficult to recognize in this
martial metaphor that the analyst suffers from such a paralyzing balance of power.
One means of making it easier to bear this powerlessness is to detect the secret sa-
tisfactions that the patient derives from being able to maintain and regulate the
balance of power. This is linked with the hope that knowledge of the destructive
consequences of this pleasurable ability to exercise control can also lead the pa-
tient to finding new paths to gain pleasure. Abandoning the usual track and seek-
ing free space is tied to a renunciation of security that no one gladly accepts as
long as no new and promising sources of pleasure are apparent and, what is even
more important, as long as these new sources do not flow precisely in those mo-
ments when people thirst for them.

In the last session | had plainly pointed out to Clara X, a patient with anorexia nervosa,
that there was a deep and wide gap separating what she said here and how she acted
outside - and in general between her thinking and her actions - and that she sepa-
rated both spheres of her life from one another. | attempted to impress on her that al-
though she suffered from this dichotomy, she also maintained the power embodied in
it and that | could not do anything about it. The sense of what | said was, “You are
powerful and | am helpless, and | can feel that your power is a strong force.” Outwardly
she seemed peaceful, she was a peaceful dictator, and she was not even aware of her
awesome strength that made me helpless.

In her first utterance in the following session the patient referred to the blow | had
given her when she, referring to the fly swat that was lying around, asked, “Do you kill
flies in the winter?” And immediately added, “Do you use it to hit patients?” To my in-
terpretation, “You are thinking about the last session,” she immediately responded in a
reflective manner, “Yes, it hurt me very much.”

P: | understood your criticism to mean that although | regret not being able to do any-
thing, | do it willfully, that | insist on my habits in order to keep you from interfering,
in order to maintain my independence.

A: But not maliciously. It’s difficult not to immediately take my thoughts to be criti-
cism. Otherwise you could view your habits self-critically and perhaps see and
sense that there might be other and larger opportunites for satisfaction. But by
closing your eyes and retaining something that has become very established, you
have very little space left to change something and go your way.

P: My perseverance can be much worse. You should inquire about the question of my
weight.

The patient then spoke about the only item that might motivate her to sacrifice her

perseverance, namely her desire to have another child, but this desire was immediately

blocked by the thought that she would then be the prisoner of motherhood again. |
picked up this line of thought:

A: Not to persevere would lead to an ambiguous goal, to becoming a mother again,
which you experience to be a prison.

P: But then | would have to deny several characteristics even more fiercely. Then |
would have to be feminine and patient, wait at home for my husband, be in a good
mood and try to please him, try to be as nice as possible and speak with a gentle,
soft voice. But beware! This doesn’t include having pleasure from physical move-
ment, and social contacts have to be largely abandoned, and | would have to forget
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any ambitions to have a carreer. One ambiguous situation takes the place of the

other. My deepest longing is [pause] to be accepted all around and to be able to

accept myself.

In other words, to overcome these contradictions.

To overcome them by having a second child is an illusion, | would get just as much

negative feedback about not being a good mother and doing everything wrong.

A: | believe that you have a deep longing to overcome these contradictions, but that
this feeling is unsettling. You refer to these examples in order to wipe away the
shame from your demand for instantaneous nursing. You do everything to avoid
this shame, which also prevents you from having more happy moments.

After this interpretation the patient replied that she simply could not see how anything

could be changed by talking.

Consideration. | had the feeling | was acting as if | wanted to make something espe-

cially appealing for her, as if an angel strengthened my powers of persuasion. | surely

had this fantasy because the patient some time ago had copied a painting by the
pre-Raphaelite Rosetti, “The Annunciation,” and brought it along with the comment
that the fragile Maria in the painting, showing signs of cachexia, was probably an

“anorexa.”
| alluded to this in my next interpretation.

A: | am just like the angel proclaiming the Annunciation, and you are the anorexa
Maria who is an unbeliever. An angel helps me be persuasive, but | turn into a
devil who deceives, and you are intelligent enough to know, and you do know, that
such persuasion lies because the salvation that it promises doesn'’t last.

Then the patient - as if in prayer and after a longer period of silence - made the follow-

ing statement:

P: Hum, who took You, oh Virgin, to heaven, praised be the Virgin Mary, blessed art
thou, naturally | don’t believe, after all | have a heretic as father who is sitting on a
cloud in heaven, but not because St. Peter let him in, but because hell was over-
filled. You also said, however, that he was too much a heretic and what he said was
much too unbelievable.

A: You could give me a chance to let my words resound in your ears as if they were
sent by an angel, and above all you could give yourself a chance.

P: But Dear Lord, do | need a second child to get rid of this feeling of being torn
apart?

A: No, | don't believe that you need another child to do it. In your own mind you al-
ready doubt whether it is worthwhile to have a second child. And then you've got
the ambivalence again. The second child is a prison for you. Do you want to get
started on your way to prison? Nobody wants to do that. The point is thus to give
the persuasion and your own hearing more of a chance when you make a decision
that could land you in prison. The point is pleasure, pleasure for its own sake, but
you will always be more likely to find it where you find it now, for example, when
you eat something at night.

P: [After a pause lasting about 4 minutes] The thought of gaining weight and eating
doesn’t have anything to do with pleasure or with the feeling of being able to ac-
cept myself or of having accepted myself or of being accepted. | can only do it be-
cause of the insight that it might be necessary for another child, but not otherwise.
When I'm well armed, then | enjoy my inner contradiction as undivided pleasure.

A: That is the goal, the undivided, the unambiguous pleasure, not a divided pleasure.

P: I'm sorry, that is something that does happen, but just for seconds and hardly
when the object is bread or food or the classical ways of having a good time. Now |
can see a funny image. If the Anorexic lets herself get involved and starts to extend

o>
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her finger, this unusual hermaphroditic figure there, Gabriel or whoever it is sup-
posed to be on the picture, is left hanging, whether the angel is masculine or femi-
nine? In one hand it has a bough of lillies, in the other the fly swat, and if it extends
its finger out too far, then the finger gets swatted one. Think of the fact that being a
mother is a large responsibility.

A: Just don’t stretch out your finger too far and hold the lillies under the angel’s nose
to smell, and then there is the ugly word “anorexic,” not very nice, Hexe [witch],
anorexe. What you give yourself, so to speak, in anticipation of the fly swat, of be-
ing hit by the fly swat. You used the ugly word.

P: | always do that. | use all the words to describe myself that others have ever used
to describe me and that have been offensive. It makes my condition bearable, the
age-old technique of anticipating the attack by inflicting it on yourself. A very help-
ful invention.

The reader should not overlook the fact that Clara X just provided an accurate defini-

tion of “identification with the aggressor.” Therapeutically it was a disadvantage for this

process to repeat itself after my aggressive interpretations and thus to become
stronger.
The last part of the hour was concerned with immediate statements.

A: You asked me to be direct and blunt in telling you what is important and not just to
say everything indirectly. | believe this is something you’re demanding of me and of
you yourself too. You want to hear loud and clear what is frank and unambiguous
and undivided. You want out of the ambivalence. That is the problem over and over
and is especially true today. | almost would like to thank you for giving me the op-
portunity.

After a long period of silence in the next session the patient said in retrospect, “Yes,

after the last session | really had a feeling of unity and satisfaction. If | say anything, it

could get broken again.”

A: Yes, the topic was permission. And | had the same feeling you do, | even thanked

you for it.

Although | don’t know what you want to thank me for.

Yes, it's an expression of my happiness. | had the feeling, yes, . . .[falteringly] that

the wide gap separating us, it seemed to me, got smaller.

Yes, do you think there’s a wide gap?

Yes, | see a wide gap between action and behavior, action, behavior and speaking,

and talking and thinking.

Don’t you also have the feeling that when you start talking it starts getting con-

troversial right away again?

Yes, that might be, but there are also points of agreement. There were also some

in the last session. Thinking, acting, and speaking are not the same, but these

spheres don’t have to be as far apart as they are at times in your case. There are
optimistic signs that more things are converging.

[After a two minute pause] Oh well, that’s why | don’t dare say what’s on my mind. |

think it might disappoint you again. And now you can say, “But I'm used to it.”

No, | wouldn’t say that - although it’s true - | would rather say that it is a hard path,

one filled with disappointments. You know that's how it is.

P: What | was thinking about is why | have new disappointments, more than is normal.

A: Perhaps it’s related to the fact that things get too hot when they get closer, and
that you become unsettled and retreat when you get closer to somebody.

Clara X again turned to the subject of her role as housewife and mother and to the

question of a second pregnancy and whether she should, in this regard, force herself

to gain weight. She told the story of an infertile woman, and considered herself a fail-
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ure if she didn’t “make” a second child. In the process it became clear that her body
feeling had changed in the last few months, probably as a result of the therapy. |
agreed with her that | also supported the goal of reaching a changed body feeling and,
as a consequence, of her reaching a normal weight. The patient’s anorexia had begun
soon after her menarche, so that she had become amenorrheic very early. She had
conceived her healthy son following a hormone treatment. The patient knew, after |
had explained it to her, that her cycle could not set in before she had at least approxi-
mately reached a certain weight. The hormonal regulation of the menstrual cycle is so
closely correlated to the amount of body fat that the absence or reoccurrence of men-

struation can be predicted from a woman’s weight. Psychogenic factors play only a mi-

nor role in the disappearance and reappearance of the period.

Clara X refused to fulfill the necessary preconditions for having a period, i. e., to re-
turn to a normal weight. She said that this held no promise for the future, it didn't moti-
vate her.

A: Why is this way of reaching a new body feeling only sensible if you have another
child? In my opinion you would reach normal weight if you had a different feeling
toward life, one that you could develop with more pleasure, and maybe here and
there with more disappointment. | see other things in addition to a child. | am an
advocate of normal weight, but you put me in the wrong category. I'm convinced
that you would feel better. If you think you would disappoint me, it's because
you’ve come close to some very hot feelings, to the hot oven itself.

Commentary. The struggle over the symptoms and goal of changing her weight
took up too much space. The negative transference was not traced back to the dis-
appointment of the patient’s oedipal wish for a child in transference. One allusion
in this direction was not developed. The analyst’s remark about approaching the
hot oven was an allusion to the patient’s sexual feelings; she had frequently used
this phrase to refer to her sensations and her genitals. Of course, there was an-
other, deeper aspect, so that the analyst’s failure might also have been the result of
insecurity. The patient’s longing for her mother and to become a mother again
might have been behind the topic of having a second child and the talk about her
body feeling. The patient incorporated this longing in a simile about a good fairy,
in whose lap she could bury her head. The patient used the negative transference
and negativism to protect herself from the disturbing fusing and, ultimately, also
from separation as well as from simple disappointments and rejections.

After reading this report, Clara X supplemented it with the following dialogue with a fic-
tive reader:

Reader: 1 was very interested to read what your analyst wrote and thought it was fairly reason-
able. What do you have to say about it from your point of view?

Clara X: When I glanced through the text for the first time, very quickly and feverishly, I asked
myself whom he was talking about. Am I supposed to be Mrs. X? Did he ever tell me that? I
found some expressions and details that could only stem from my own analysis, but I had simply
forgotten many things.

Reader. Well, forgotten?

Clara X: The passage from my analysis that it refers to was a long time ago. Besides, |
think this Mrs. X is most unpleasant, even repulsive. | can see her in front of me on the
couch - | am sitting behind her - like a fat black dung beetle incessantly paddling in
the air with her legs and rasping, “l can’t get any where, oh, | can't, | can’t!”
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Reader: A dung beetle on its back is really helpless.

Clara X: Yes, but I'm afraid that if beetle Mrs. X is offered a straw to climb in order to
turn over, she would only growl, “I don’t like straw! Either | get an orchid or | stay
where | am!”

Reader. By using this image - it comes from Kafka, doesn’t it - you repeat what your
analyst referred to as “negativism beyond my influence.” You have even taken his seat.
Is what he said about you really correct?

Clara X: | have the feeling it is. It's probably much too true, and it makes me feel
ashamed. According to my idea of what | would like to be like, | move forward on my
own two legs. Just why was | that stubborn in analysis?

Reader. You don’t want any help, not even a straw.

Clara X: That's nothing new to me! | want to justify myself; | want to pluck apart what
disturbed me, why | acted this way and accepted so little of the help that was offered
to me. But it doesn’t lead to anything but a repetition of the moaning that I've already
gone through in therapy.

Reader: Tell me anyway what you have to moan about.

Clara X: I've always felt deeply disappointed. | longed for something closer, more di-
rect, for aggressive physical contact, as it were. I’'m much too experienced in throwing
words around. Despite my own longing, | can use language to perfection to keep my
partner at a distance. | was raised with words. My parents talked more than touched.
My mother said herself that she wasn’t able to really enjoy her children until she was
able to talk to them: “I can’t and couldn’t do very much with little children who crawl on
the floor, babble, slobber, smear their food, whom you let ride on your knees, and with
whom you cuddle and be silly.” The climate in our home was not cold, but cool, like the
days in early spring. You could smell the promise of sunshine and violets in the air, but
you still shivered and needed a sweater . . ..

Reader. And this promise naturally wakens an immense longing.

Clara X: Precisely. The merry month should come finally. And instead, the next cloud,
the next hail storm. Parents demand that a child be reasonable, control himself, be un-
derstanding. They appeal to his pride that he is already big . . . .| recreated this state in
therapy. And suffered from it. Incidentally, I've acted the same way toward my son. He
was able to talk very early. When he would come into the kitchen when he was nearly
two, to be close to me, | had the urge to interrupt my work and pick him up. And what
did | do instead? | to/d him that he could play with the pots.

Reader. Can’t you also overcome this distance by speaking?

Clara X: Fortunately | know | can. Sometimes. | distinguish between language and talk.
For example, you can say “the language of anger” or “the language of love,” but not
“the talk of love.” At the most we talk about love. But it's worthless straw, while lan-
guage. ...

Reader: is the grain that bread is made of.

Clara X: You understand me. When two people speak with one another, something
really happens. During therapy | lost much valuable time talking about facts, going in
circles, about some symptoms. I'm afraid | sometimes led the analyst around by the
nose, unconsciously, and he trotted around behind me, going in the same circles.
Reader. Do you think so? At least he must have had a lot of patience.

Clara X: Yes. And | could hardly imagine when the talks were so unproductive that he
might also be paralyzed. | admit that | was happy that | was able to affect him, hurt him.
But a child only perceives its own - presumed - helplessness. He once even called me
a tyrant, while trying to clarify a resistance. That hurt, and I'll never forget it. | was out-
raged, and while going home | recited to myself the opening lines of Schiller’s Die
Blrgschaft, “To Dionysus, the tyrant, crept the demon, carrying a dagger . . ..”
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Reader. Something like that can get things moving again, can't it?

Clara X: Moving - yes! | was hoping just that would happen when | tried to arrange sit-
uations in which he and | would do something together. I'm disappointed that | didn’t
learn to be more spontaneous. For example, | suggested that we spend one session
walking.

Reader. What came of the walk?

Clara X: We didn’t get beyond discussing it. He didn’t think the suggestion was entirely
absurd, unacceptable, or childish. He left it open - then | gave up the idea myself. My
motivation was gone. The motivation and the pleasure. I'm disappointed that | didn’t
learn to be more spontaneous.

Reader: But despite everything, you liked going to therapy?

Clara X: Yes. After all, | felt | was being given more attention and understanding than
by the people allegedly close to me, the ones | had ties to in everyday life. My resis-
tance was more; it was a sign of my constant devotion, if not to say a declaration of
love to my analyst. Unconsciously | was saying, “Look, I'm retaining a couple of de-
fects so that | need you. Because | know that it's good for you, like for everyone, to be
wanted. | bring my sorrows, my inner images (and sometlmes even real pictures), and
my money to you regularly and punctually. | do my part that you have a task to do and
can earn a livelihood. And at the same time | watch out that | don’t claim too much of
you, don’t take too much of your time and strength, because | only make limited use of
your advice on the outside.”

Reader. Hum. Sounds a little megalomaniac, but seems convincing to me.

Clara X: That’s why | find the expression “negative transference” insufficient. My atti-
tude was fed in part by feelings that | felt to be positive. When my mother used to say,
“l don’t have to worry about my daughter; she just runs along, she is stable, thank
God,” then my little ears took it to be strong praise. | thought that my analyst would
also have to positively acknowledge my inclination to only accept a very limited degree
of help.

Reader: | just had a thought. If somebody prejudiced against psychoanalytic treatment
is listening to us and collecting counterarguments, then this is a real treat. The thera-
peutic relationship that maintains itself. The client conserves her symptoms because
the couch is so nice and familiar to her!

Clara X: Sure. | know such people. Let them listen until their ears ring. They only hear
what they want to. But | know that | have changed. There’s been a radical change in
the circumstances of my life, as a result of my own action. With the emotional support |
had in therapy, | was able to untie the knot, something that seemed impossible years
ago and that | tried to escape from by dissolving into nothingness. It’s possible that
that untying this knot was the only task | saw throughout all the years of analysis. The
other kinds of problems were also important, but ultimately maybe secondary.
Reader: That sounds positive. But may | nevertheless make a critical comment?
Clara X: | know that you're just as crazy as | am.

Reader. Huh?

Clara X: Somebody who tacks a “but” onto every positive statement! Shoot!

Reader. Among the other, allegedly secondary kinds of problems are your eating hab-
its, weight, looks, health, body feeling, ability to tolerate the closeness of others, no, to
perceive this closeness as satisfactory and not to always run away....Aren’t you
cheating yourself tremendously when you refer to everything as secondary?

Clara X: Heavens. | don’t consider myself cured. But | don’t blame it on my therapy,
and it doesn’t make me feel inferior. | know that I'm in danger, and | like to balance my
way along the edge. But maybe | will be able to handle it better in the future. In the
meantime I'm having enough fun in life not to “beat it” voluntarily.
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Consideration. It was impossible, retrospectively, to overcome the deficiency that Cla-
ra X complained about, and the question whether the therapy would have been more
successful if . . . must therefore remain unanswered. This “if* can be tied to many con-
ditional clauses. Should | have stood up immediately and gone for a walk with the pa-
tient? And what would have to have happened during the walk to create the new be-
ginning in the sense of the spontaneity that Clara X was longing for? Once, without
any previous announcement, Clara X invited me to breakfast, which she had brought
along and spread out on the table in my office. | was naturally surprised but not irritat-
ed, and behaved, at least according to my perception, completely naturally. | had al-
ready had breakfast, and so | drank a cup of coffee. Clara X had fruit and a whole grain
cereal. What she had expected of this arrangement stayed unclear, and in retrospect it
was not a success.

Commentary. Since subsequent reflection about which real or symbolic wish ful-
fillment would have facilitated a new beginning for Clara X is idle speculation, we
will mention a few of the general points that guided the analytic strategies. It is ad-
visable to take complaints and accusations seriously in a comprehensive sense.
This widens the scope of psychoanalysis without leading to transgressions that are
ethically dubious and technically fatal. In the standard technique the limits were
surely drawn too tightly, a fact which was partly a side-effect of Ferenczi’s alarm-
ing experiments. Aside from flexibility, however, the analyst must be aware that a
patient’s complaints and accusations about deprivations and deficits in his rela-
tionship to the analyst fulfill a function that originates in neurotic dissatisfaction.
If the analyst assumes that defects and deficits definitely result from what happens
to someone in childhood and in the course of their life, then there is little chance
for change. Strictly speaking, these events cannot be put right in retrospect. The
professional means of psychotherapists, whatever their provenance, would in any
case be subject to narrow limits. Anna Freud (1976, p. 263) took this position, that
namely an individual can only change what it itself has done, but not what was
done to it. This argument pays too little consideration to the fact that the incapaci-
ty to act constitutes neurotic suffering. A patient’s accusations about not being of-
fered enough in therapy are assertions that also serve to protect himself against
not having to take the risk of fulfilling the potential for his own thoughts and ac-
tions. The analyst was obviously not successful in sufficiently freeing Clara X
from her self-induced limitations to enable her to reduce her complaints about
deficits in present and previous interpersonal relationships. Although individuals
with anorexia nervosa deny that they suffer from self-induced hunger, the condi-
tion continues to maintain and reinforce a deficit state. Kafka’s Hunger Artist
complained that a fundamental deficit in maternal love was the cause of his fatal
illness. After the artist died of starvation, Kafka has a panther take his place in the
cage. The short story concludes with the panther being shown to the audience in
place of the artist. It is not an easy task to reconcile a patient with the pantherlike
components of his own self.
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2.3 Significance of the Life History

2.3.1 Rediscovery of the Father

Twenty years ago Friedrich Y suffered numerous periods of serious depression; the
symptoms were so serious at that time that psychotherapy was not even considered.
After an initial outpatient therapy with an antidepressive, lithium was administered as
prophylactic medication, which has continued until the present day. Although psychot-
ic mood swings had not become manifest in the meantime, Friedrich Y reported that
he fell from states of high spirits into black holes.

He had postponed his desire to seek psychoanalytic treatment for a long time, and
could now for the first time take the liberty of having one and was also willing to wait a
long time for it. He sought therapeutic help because he had felt “walled in” for years.
He described his condition with the image that he lived under a layer of concrete that
he has to break through every morning after waking up; he reasoned that this condi-
tion stemmed from the years of treatment with the lithium medication. The indications
for psychoanalysis were the depressive disturbances of the patient’s ability to work
and of his interpersonal relationships, which were very comprehensible psychodynami-
cally and were probably due to neurotic conflicts.

After one and one-half years of analysis the patient had made great progress, par-
ticularly in his capacity to assert himself at work. As a consequnce of these changes,
which made a great impression on him, he wanted to make the attempt to get along
without taking the prophylactic medication of lithium. The question of the medication’s
somatic and psychological side effects had to be taken into consideration in making
this decision. Schou (1986) reported that patients occasionally describe a modification
of their personality as a result of lithium treatment. After considering the entire course
of Friedrich Y’s illness, his psychiatrist and | made the decision that the lithium medica-
tion could be gradually reduced and eventually discontinued.

The following sequence describes a phase from this period of time in which my
worries and anxieties in view of the responsibility | had nolens volens accepted can al-
so be seen.

Friedrich Y demonstrated again today very clearly that he had made great prog-
ress. Yet | was preoccupied by how little he knew about his father, a fact we had al-
ready spoken about several times. His memories of his father, who had died when the
patient was 13 years old, hardly went further back than to the age of 7 or 8. This period
of his childhood development appeared blurred. Although he knew a lot about the time
he had spent with his mother, with regard to his father he could only remember a few
Sunday walks and that his father had worked in his workshop “as if he were crazy.”
The shop was in their house, and his father, a Swabian craftsman, retreated there to
avoid his wife, whose ideals of order and obedience ruled upstairs.

As a boy the patient had usually not been allowed into the shop and had been very
distant to his father. He got all the more under the thumb of his pious mother, under
whose upbringing two older sisters were already becoming depressive. The same
thing happened to him; he experienced states of severe depression when he left home
to begin studying at the university.

With this previous history in mind, | attempted to make him aware of the distance
between us by telling him that he described exciting developments taking place out-
side and | could watch with great pleasure how he was unfolding, but that | noticed,
alluding to transference, that he hardly perceived my workshop. He would barge into
the room, lie down on the couch, take his glasses off, and not see anything else of the
momentary situation.
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He confirmed this, laughing. Just today he had noticed this as he took his glasses
off. Moreover, there had been a time when he had trained himself to look out of focus,
in order to be able to concentrate fully on his inner images and thoughts. When | em-
phasized his pretending to be blind, he interrupted me.

P: This is like being in front of a pane of frosted glass, glass like that in the door to
father's workshop.

A: Yes, that's a remarkable parallel. But it is also surprising that we still know so little
about you and your father after more than two years, as if his death had completely
obliterated him, and that we know little about what you perceive here.

P: [A short period of silence] That’s true. I'm very happy about the good progress I'm
making, but | really don’t exactly know how it takes place, how it functions, | don’t
know, it's pretty nebulous.

A: It probably has to be kept nebulous in order to avoid conflicts with me.
In one of the following sessions he spent more time talking about his father and the
remarkable phenomenon that he had such a limited picture of him even though his fa-
ther had worked at home as a craftsman for 10 years. He had grown up with the feeling
of always standing outside the door. He had probably been disappointed that his fa-
ther could never get his way against his mother. This time he mentioned not only his
mother, but his father’s mother, his grandmother. She was a woman in love with life
and apparently enjoyed retirement; she came to them every day for her meals and
spoiled the children with chocolate - which his father approved of but his mother criti-
cized. His father apparently enjoyed the fact that the children were happy and being
spoiled by their grandmother, who had grown mild in old age.

The patient had had a daydream after his father’s death. In it he had seen an image
of his father sitting in heaven and observed him masturbating. When he mentioned this
image for the first time, it seemed as if his father had had a stern and evil look on his
face. In today’s session he attempted to differentiate, saying that it could be that the
stern and evil aspects had been his mother and that his father had looked at him in a
different way - as if he had felt a bond to him that was rooted in what his mother would
never have accepted.

A:- So it’s conceivable that this image of your father in heaven portrays a connection,
that something has stayed alive between the two of you and that you have bridged
death in this way.

P: Yes, | wasn't able to mourn at all, | wasn’t able to cry. Somehow it was as if | didn’t
have any use for it. | stood there in front of the door to the workshop and imagined
that he was very far away.

The patient continued this line of thought, saying that this daydream might portray the

wish to have received more encouragement from his father. He linked this to the fact

that his mother had not permitted him to get a driver’s license and that he had not had
his way until he was away at the university.

At this juncture | pointed out to the patient that he had recently begun to furtively
look around my room more and more, but had avoided me. | also pointed out that the
treatment would be concluded sometime and that he then would again be in a situa-
tion like that when things between him and his father had not been out in the open. At
this the patient became disturbed.

P: That’s something I'd rather not think about yet; there are a few things | have to find
out before | can go.

A: So that you won't only have stood outside the workshop door.

He then started to cry. | was surprised by his strong outburst of feelings because he

had not been able to mourn. He is one of those people who rarely cry. Such moments

of loosening up provide great relief, particularly in depressive personalities.
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After the patient’s crying had subsided somewhat, he said, “Those are moments
when | have the feeling that there is never enough time. | can sense it: Our time is up
again today.” Although this was true, | had the impression that the patient also used
the time limit to restrict himself and to keep from having any pleasurable fantasies
about uniting with me. Therefore | said, “Well, | always have ten seconds time for a
bold thought if you dare to tell me one.” At this he laughed in a very relaxed way, sat
up, and enjoyed staying seated for a moment before he stood up and left the room.

While entering the room for the next session, the patient said, “Today I'm going to
be very demanding.” It was two minutes before the beginning of the session. The door
was ajar, and | was sitting at my desk. He did not want to lie down immediately and sat
on the couch, his legs spread apart. | found it strange to sit at my desk while he was
sitting on the couch, and said, pointing to the two armchairs, “Then it might be more
comfortable to sit over there.” “Yes,” he said, “today | want to take a good look at you.
| have the feeling | don’t know you well enough. | realized it recently when we met in
town.”

We continued on the topic of observing something, of looking very carefully. He
didn’t pick it up himself, but left it to me to say, “In that regard you have been very re-
strained.” Yes, he said, he had never exactly asked himself whether this was a Freu-
dian or a Jungian analysis. He mentioned that a friend of his had gone to a Jungian. The
therapy was over now, and they were going sailing together. The question of whether
something similar could happen to us was in the air.

A: And now you had to take a good look. Isn’t that so? You think if | were a Freudian,
then something of the sort probably could not happen.

P: No, | don’t know enough about it at all. At the university | did read The Interpreta-
tion of Dreams once, but since then | haven’t wanted to know anything about it. It's
always bothered me when my friends turn to theoretical writings during a personal
crisis. Yet, after all, [laughing] you probably have written something at some time,
and | could go look for it.

A: Yes, you could.
Then he recalled that he had driven to his home town last Sunday and visited an old
friend of his father. He had asked the old man, who was 80 years old, to tell him some-
thing about his father. He hadn’t spoken to the man for 25 years. He learned once
again that his father had been injured in an accident and that he had gone about his
work despite having great pain. The pain was caused by cancer, which was diagnosed
when Friedrich Y was 6-7 years old; his father died when he was 13. Friedrich Y men-
tioned further that the Sunday walks had ceased when he was 6 or 7. After that his fa-
ther had worked all the time, even on Sundays.

Subsequently he remembered a dream about an acquaintance with whom he had
business contacts. This man had recently fallen from a fruit tree and was now tied to a
wheelchair. In the dream he had thrown the man out of his wheelchair and rolled
around with him on the ground, developing a feeling of tenderness in the process.

He was amazed at this because he otherwise had always had arguments and dis-
agreements with this acquaintance. But he had the feeling that it had somehow done
him good to reach out once. | linked this to his father and to the feeling that he had
brought to this session, namely of being demanding. He laughed. He recalled that he
currently did not need much sleep, that he woke up at 5:30 but did not dare to get up
because his wife might wake up.

A: Yes, then your mother is sitting there in the room again and watching that you
don’t demand anything of your father, that means, that you don’t go out jogging in
the woods early in the morning when you wake up so early.

He thought about whether it had anything to do with the fact that his dose of
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lithium was already reduced to one tablet a day. Although he still needed a midday
nap, he had the feeling that he needed less sleep at night and was strong enough to
uproot trees.

Considering the responsibility that | shared for discontinuing the lithium medica-
tion, | inquired about his psychiatric consultations and the nature of his high spirits. On
further reflection | came to view my concern in the framework of a countertransference
reaction. | had sensed in this way that the patient was worried about whether he might
act destructively when in closer contact, whether he might develop too much aggres-
siveness, whether he, in the cheerful mood accompanying his progress, might turn
everything topsy-turvy. Not only his wife would be a victim of this expansiveness, but |
as well. | therefore made the interpretation that he was on the lookout for limits and
restrictions.

From the beginning of the following session Friedrich Y was busy telling me that he
had had a celebration on the weekend and was very satisfied with it, as he had been
able to develop his professional role. The next night heshad had a dream in which he
saw himself hiking with his father and going into a shower room in a youth hostel, and
that naked women had also been there, which came as a surprise to him. While he was
still telling me about it, it became clear that he had enjoyed the view in the dream.
Without directly associating to elements of the dream, he continued that he thought
over and over again about his father being married twice although he hardly knew any-
thing about his first wife. He had never been able to imagine that, in his father’s sec-
ond marriage, his father and mother ever had anything to do with one another. At his
birth his father had already been 40. Laughing, he noted that this “already 40" was an
unusual way of expressing premature aging and, in matter of fact hardly justified.

He continued thinking about his father, and now he also recalled that he had
learned something from his father, specifically how to look at trees, to look at them like
people. In contrast, his mother had insisted that he learn the names of plants and that
he know the exact details of all the flowers. This was his mother’s world. His father was
much more alive when they walked through the woods. He said that his father had also
shown him how to make small water wheels out of bark and twigs and that he could
still do it, which he did with great enthusiasm.

After the image of his father had been blurred by the pane of frosted glass for a
long time, it now seemed to brighten. This happened in direct correspondence to the
increasing normalization of his interest in me (i.e., as an individual) and to the revitali-
zation of childhood memories that now surfaced and became accessible to him.

| ended the session with the interpretation that in the dream he had apparently
been able to express his wish that his father open his world of women to him. He
might, as a boy, have felt that his father did not want to let him into it.

The patient started the following session by saying that he had finally been able to
discuss various problems with a colleague. He had expressed his complaints and res-
ervations and dissociated himself, although he had noticed over and over again that he
was concerned not to cause the colleague very much suffering.

He then remembered that while coming to the session he had thought about the
title he would give his biography if he were to write one. The first detail he recalled was
that as a child he had once released the hand brake of a hay wagon, which landed in a
pile of manure. “Thus at some time,” he said, “I must have been more able to do
something like that, until | pulled the brake again. For twenty years I've been braking all
the time.”

| picked up his comment about being braked and his cautious attempt to release
the hand brake and said, “Yes, you've recently made various attempts to release your
brake, as well as to make some critical remarks here.” This was a reference to the var-
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ious attempts he had made to take a close look at me, and | had both many positive

aspects and some critical ones in mind. To my surprise the patient picked up this line

of thought:

P: Yes, for a long time now I've noticed out of the corner of my eye a microphone on
the chair in front of you. I've asked myself whether you were planning to make a re-
cording or whether you were even making a recording now. [Tape recordings were
not made of this patient; this report is based on detailed notes taken during the
sessions.]

A: Even though reason tells you that | wouldn’t make any recordings here without
your express approval, there seems to be a latent possibility now, a pleasurable
idea that you could criticize me very intensely if | did such a thing behind your
back.

P: Even though | don’t believe you're capable of doing it, it would give me the oppor-
tunity here to start a real attack on you.

A: To become fierce.

P: Yes, to take the offensive. Incidentally, | wouldn’t mind at all if you made tape re-
cordings here. | can imagine that it’s interesting for you.

Proceeding from this brief exchange, the patient returned to the topic of his profes-

sion and clearly indicated that he could be more outgoing in some gatherings. He

could risk saying things in groups that he otherwise would only have secretly said to
the colleague sitting next to him.

A: Yes, you're taking the initiative. You would like to open yourself to others.

P: Yes, I've probably kept many things to myself for too long. And even when | told my
wife something, it wasn’t enough. Something was incomplete.

The dialogue then returned to the therapeutic situation. The patient said once again,

“Looking around in this room and perceiving personal things, it's a very difficult pro-

cess for me.”

Commentary. The course of this therapy raises a number of questions that deserve
brief mention. The reader will have noticed the lack of speculation regarding the
psychogenesis of the patient’s illness as it manifested itself twenty years ago. It can
nevertheless be clearly seen in the analyst’s countertransference that he was
nagged by substantial concerns about whether, after working through the clearly
neurotic depressive conflicts, the anticipated release of expansive energy might
lead to a destabilization of those sectors of the patient’s personality that in psycho-
analytic theories are associated with the genesis of psychotic conditions, in partic-
ular with manic ones (Abraham 1924; M. Klein 1935; Jacobson 1953, 1971). To
understand the dynamics of this case, other components, especially the effects of
the long-term adminstration of lithium on the patient’s personality, a subject that
has previously received little study, have to be taken into consideration (Riiger
1976, 1986; Danckwardt 1978; Schou 1986). Medication that works psychotropi-
cally inevitably has a psychodynamic effect in addition to its pharmacologic one.
Lithium became, for this patient, the epitome of the prohibitive maternal princi-
ple. He plunged from typical adolescent hypomanic experiences, which for him
were overpowering, and the medication provided the protective shield that he did
not dare to question. With regard to technique, it was therefore important for the
analyst, together with the patient, not to focus primarily on discontinuing the lith-
ium treatment, but rather to initially focus on working on the factors disturbing
the patient’s capacity to work that were linked to his difficulties with his father.
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2.3.2 Brother Envy

The psychoanalytic situation stimulates a patient’s needs that are rooted in the
mother-infant relationship. This relationship, i. e., the mother-child template, con-
stitutes the silent background that makes it inevitable that third parties - e.g., other
patients - will at some time be experienced as trouble makers and rivals.

For Kithe X an unexpected pregnancy precipitated intense feelings, which
may have stemmed from earlier moments when she had experienced envy and
jealousy. Since the patient had a negative attitude toward being pregnant, the first
signs of a pregnancy led her to pay increased attention to her own body and to
show more interest in women who were pregnant or had just given birth. In the
session of analysis described here a presumed childhood experience, which might
have only been based on a single fictive memory, was linked to an stress situation
she had experienced and to an antagonistic constellation in the therapeutic rela-
tionship.

At the beginning of the hour Kathe X described a visit she had paid to a colleague who
had just given birth to a son. During the visit she had suddenly noticed her period had
come. In her words, “| visit her in the hospital, and then this starts.” When the young
mother was supposed to nurse her child, Kathe X prodded a colleague who had come
along into watching with her,

P: “Let’s watch, | want to see this.” | simply overpowered her.

A: Take a close look, just like you like to do.

Commentary. This remark was directed at one of the patient’s strengths, which she
had acquired in her defensive struggle against closeness and desires to fuse. She
was particularly gifted in perceiving the personal details that create distance.

P: The colleague | visited is otherwise relatively thin. Now she’s got real breasts.
Makes her look good. | told my other colleagues about it. The baby is nice and has
blue eyes. The others said, “Now it's your turn to have one.”

The patient hesitated and became unsettled, so | said:

A: It makes you feel funny, completely different.

P: Yes, I'm all confused. That it starts bleeding now, funny, just like in menstruation.

Then she remembered an acquaintance who had had a miscarriage in the third month.

| commented that the impressions she had had during the visit had confused her.

P: I've been to the hospital quite often. Actually, it didn’t seem strange to me.

A: This time the situation was different, and you believe you're pregnant. It touches
you very personally. The bleeding would mean that you aren’t pregnant after all, a
kind of negative decision.

Consideration. | hypothesized that there were psychic reasons that the patient had
not become preganant previously, yet she herself did not raise the topic.

P: Could be that I've deceived myself. The situation in the hospital room, the solemn
mood. It was a dear child. [Pause] The father was also nice. The mother was a little
pale. That's not really an impression that scares me.

Since the patient withdrew affectively from the current scene-which made a strong im-

pression on me, inasmuch as | was familiar with the patient’s life history - | decided to

take an active step to tackle her avoidance and affective reattribution (“solemn mood”)
and asked a question linking the situation in the hospital with an experience in her past
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when the birth of her brother had forced her out of her parents’ apartment when she
was just 2 years old.

: When Karl, your brother, was born, how must it have been then?

It happened at home. | heard it. It wasn't a difficult birth.

What does a 2-year-old hear?

No idea. | can’t remember Karl until we had to go to the children’s hospital a few
months after he was born. That’s the first thing | recall. | can still remember exactly
how father pulled me on my sled to the hospital. Karl was in the hospital at the
time.

x>

Commentary. This early memory can be considered a relationship paradigm, in
the sense described by Mayman and Faris (1960). This paradigm, on which Stie-
merling (1974) has published a quantitative study of 500 people, represents the
loss of the mother and an intimate relationship to the father.

Why was Karl in the hospital?

Don’t know. Never interested me.

This time you were interested in your colleague and her baby. Why now?

Yes, | wanted to see the baby. Yes, what was the reason? | don’t even have close

contact to the colleague. | was interested in the baby and how the mother looks,

how she has changed.

A: Just like we're interested in the changes that have recently begun to take place in
your body.

P: Yes, yes. How she holds the baby in her arms. She is usually so unfeminine.

A: Well, if she manages to change, then .

The patient interrupted me and contlnued my own line of thought.

P: Don’t know what’s wrong now. [Paused about one minute] Now | remember that |
talked with colleagues yesterday about cats. We used to have cats. And a pregnant
cat is always coming to me now. She’s bound to have her kittens at our house.
What should | do? A colleague killed a young cat once, simply flushed it down the
toilette. And now I'm beginning to feel very funny.

She was freezing, something that always happened when she had to confront stressful

subjects that overwhelmed her resistance.

P: I recall that my mother once used the expression for a miscarriage, to flush it down
the toilette.

A: It’s hard to bear the thought.

P: Yes, my mother had her miscarriage when a letter made it impossible for her to

overlook father’s adultery. When mother told me, | thought to myself that she had

killed the baby.

v»o>

Commentary. Although this statement by the patient contains a highly ambivalent
identification with her mother as her father’s lover (inasmuch as the father in-
volved the patient in allusions of an incestuous relationship), it also contains an
identification with the aborted baby. She experienced herself to be the aborted
baby, which also represented her wish that her brother had been aborted.

A: And something similar is in the offing for you, as if viewing the nursing mother
made you aware of something that is completely unthinkable. The sight of Karl at
your mother’s breast, “If | could just get rid of him!” And your first association
corresponds nicely. Karl was gone again and you were satisfied.
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P: [Laughing] Yes, yes, that was the right place for him.

After thinking for a moment she again began to speak about her mother’s miscarriage.

P: lregretted it. | would have liked to have seen it.

A: Since you couldn’t prevent it, you could at least have seen it. What did the intruder
look like? How did your mother look? Looking has become one of your strong
points.

P: Has it? Do you think so?

The patient was touched by my reference to the fact that her “looking” was rooted in

conflict. In my next intervention | therefore referred to a characteristic habit that the

patient had often mentioned. She customarily arrived early, in order to see the previ-
ous patient leaving my office.

A: The way you look around my office, to see if everything is still in the same place or
if I've changed something or removed anything.

P: [Correcting me] Yes, but | don’t do it any more, it’s different now. Today I've only
looked at the potted plant.

The plant, a hibiscus, is on a toy box that | only use occasionally. In the subsequent

long period of silence | felt | could sense how she gazed around the office. Innerly |

agreed with the patient that what she had said was very accurate, namely that she no
longer felt the need, out of mistrust, to inspect the room and its contents for changes;
in the meantime she had come to feel comfortable. Then she said matter of factly, “In-
teresting, the things a toy box can be used for!” Then she recalled a television film in
which a boy was featured in two scenes playing with such a toy box: in one he flushed

a baby down the toilette, in the other he let a crocodile eat it.

The thought of it made her shiver. She thought it was very bad, the poor baby. |
chose, in contrast, to emphasize the aggressive element: “It upsets you to have to ob-
serve how this boy can openly give in to his impulses. That he simply eliminates the
bothersome baby.” The patient responded, “The boy was entirely aware of his rage at
his mother, which was very intense.” At the same time she made a powerful gesture,
clasping her hands and rubbing them together.

P: I'm actually not as angry at my mother as | used to be, and have noticed that my
husband and | almost rival for my mother’s attention - which really amazes me.
She said this slightly mockingly, surprised because it used to seem completely in-
conceivable to her, although she had always clearly recognized that she envied her
brother at how he managed to gain mother’s favor. Mother gave him beautiful things,
while she herself only got some money. She always gave Karl the things he had
wished. But with her? She could tell her mother for days what she wanted, but it was
of no use; her mother never remembered anything. “It’s clear,” she said, “Joseph [her
husband] has taken Karl’s place. | notice that | become envious of my husband and

how my mother likes him.”

Kathe X now summarized how her mother and husband agreed that she should be
very happy to have managed to get somebody like him. Her mother simply had not giv-
en her enough attention.

A: Yes, we are concerned about whether the same feeling always returns, the feeling
namely that somebody else gets my full support, and not you, and you have to
make do with money.

P: |was already well on my way to seeing things here just like with my mother, to have
just the same experiences.

She seemed to turn cold from inside and began to shiver.

P: When | imagine that the woman who's here before me always marches out with a
happy look on her face, that would bother me very much. Then | would think that
things are much better between you and her than between us.
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Kéathe X attributed, in transference, different roles to the previous patient, which were
expressions of sibling rivalry. The conflict cuiminated in the patient identifying the oth-
er patient with her brother, which meant that the other patient would have to leave as
soon as she felt better. The following interpretation picked up this line of thought: Her
envy of the other patient, who should be sent away, would also be directed at herself if
she openly displayed something positive.

A: This idea is a great burden on you. You can’'t permit yourself to be happy here, to
make any progress, or at least only in a disguised way. I'm not supposed to notice
that you're improving.

P: Yes, that's correct. My progress, | show it ouside. You can’t see it then, and | can
still be happy about it.

A: There’s no danger in showing it to others.

P: But | also show it here. Because I'm happy when things change. But perhaps a
little more carefully, cautiously.

In conclusion we will now discuss the patient’s feeling of envy for her brother in
more detail. If we raise the question as to why the patient envied her brother, we
strike upon the feeling she repeatedly had as a child, of being excluded from the
primary family, a feeling she had in connection with the birth of her brother. Be-
cause she had cried and whined a lot even as an infant, after the birth of her
brother when she was two she was quartered out of her parents’ apartment to her
grandparents, who lived in the same house. The family’s circumstances lead one to
assume that she was an unwanted child and that the birth of her brother was
linked to some extent with a normalization. It was thus natural to assume that the
patient had received too little motherly attention instead of that she had a hypo-
thetical envy for the “breast,” and to assume that in the following years she had
identified with this deficit in a way that made her angry and stubborn, as justified
by her mother’s behavior. There are, in fact, deficit experiences that can be
strengthened or weakened by subsequent fantasies. This tension also characterizes
the basic pattern of envy and jealousy that M. Klein studied retrospectively and
linked to a two- or three-person relationship.

Envy is basically directed at the productive strength: that which the envied breast has to offer is
unconsciously taken as the prototype of the capacity to produce, because the breast and the milk
that it provides are viewed as the source of life. (M. Klein 1962, p. 185)

As a result of infant research, the chronology of the manifestation of envy and
jealousy is a matter of more controversy today, although in a different sense, than
at the time of the great controversies between A. Freud and M. Klein (Steiner
1985). Micropsychological studies of the interaction between mother and child
make it dubious that the process of splitting, which was linked to the handy meta-
phors of the “good” and “bad” breast, can be considered the cause of envy.

In contrast to the assumption that splitting involves very early intrapsychic
processes, Stern’s (1985, p. 252) results indicate that splitting is tied to later sym-
bolic operations. Stern’s criticism emphasizes the clinical relevance of splitting
processes but severs them from their hypothetical anchoring in early infancy.

The frequently recurring experiences that occurred throughout the childhood
of Kithe X led to an extension of the basic pattern: “If I am kind and good, they
will keep me; if I am bad and stubborn, then they will drop me.” Although a large
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number of such splitting processes - into good and bad - can be demonstrated in
the case of this patient, they must be viewed as the outcome of a development in
the course of which recurrent experiences led to the stabilization of this early fun-
damental experience. The modification of this unconscious schema in the transfer-
ence situation - as the patient’s reaction to another patient she considered in even
greater need of assistance and with whom she could unconsciously identify - was
an indication of the increase in underlying security that she had already gained in
analysis. Rosenfeld (1987, p.266) emphasized in a posthumously published work
that envy is gradually reduced when the patient feels accepted by the analyst. He
criticized, in hindsight, the typical Kleinian interpretations of envy, which lead to
a dead end. Stereotype interpretations of envy make the patient feel humiliated,
resulting in an antitherapeutic circulus vitiosus. If, in contrast, the patient feels that
he has room for thinking and developing, his envy gradually decreases. Since
Rosenfeld was a leading representative of the Kleinian approach, his late change
of opinion might be of consequence for all of psychoanalysis.

2.4 Transference and Identification
2.4.1 The Analyst As Object and As Subject

Freud’s demand that “the patient should be educated to liberate and fulfil his own
nature, not to resemble ourselves” (1919a, p.165) seems to contradict the large, de-
cisive therapeutic significance of the patient’s identification with the analyst. At a
symposium on the termination of analyses, Hoffer (1950) declared the patient’s ca-
pacity to identify with the psychoanalyst’s functions to be the essential component
of the therapeutic process and its success. This topic is thus of fundamental impor-
tance for an understanding of the therapeutic process and for the tension between
the poles characterized in the following quotations:

We serve the patient in various functions, as an authority and as substitute for his parents, as a
teacher and educator . . . .However much that analyst may be tempted to become a teacher, model
and ideal for other people and to create men in his own image, he should not forget that that is
not his task in the analytic relationship, and indeed that he will be disloyal to his task if he allows
himself to be led on by his inclincations. (Freud 1940a, pp.175, 181)

Yet this raises a number of questions. What does the patient identify with? What
are the consequences of the psychoanalytic theory of identification for the optimi-
zation of therapy in the sense of facilitating the patient’s task of grasping the ana-
lyst’s functions? What does the psychoanalyst contribute, and how? Is it possible,
with regard to the patient’s experiencing, to distinguish the functions from the per-
son embodying them? What is the relationship between identification and the de-
mand that the transference neurosis be resolved at the end of analysis?
Identifications with persons from the patient’s past are repeated with the ob-
ject of transference. For various reasons it is useful to distinguish between the
analyst’s roles as transference object and as a subject. Significant persons from the
past become inner “object representations” and ally themselves with “self repre-
sentations.” These inner images and the effects they have on experiencing and be-
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havior form the starting point of the process that Freud (1900a) referred to as the
reestablishment of “perceptual identity.” This affective-cognitive process leads to
the rearrangement of current relations according to old patterns. It follows from
this that the patient, on the basis of his unconscious disposition, also attributes
roles to the doctor. In the constellation of transference neurosis the analyst can
feel the strong pressure that the patient exerts to compel the analyst to accept a
role. The patient would like to get to know the psychoanalyst in order to be able to
identify himself with him, e. g., as an idealized object. The other person’s subjec-
tivity is not taken into consideration in these unconsciously governed and power-
ful attempts to reestablish a perceptual identity; the other person is made into an
“object.” By going along with this, the psychoanalyst can recognize the discrepan-
cy between what is attributed to him and what he is. In this way he acquires the
knowledge that makes it easier for him to make transference interpretations, as de-
scribed particularly by F. Morgenthaler (1978). As a result of transference inter-
pretations the past becomes present, opening new opportunities and perspectives.

Qualifying the psychoanalyst as a “new object” thus in our view does not go
far enough (Loewald 1960). Although, according to psychoanalytic theory and ter-
minology, the “object” comprehends the “subject,” the development of a psycho-
analytic “personology” (a two- or more-person psychology) requires that the sub-
jective nature of individuals be fully acknowledged. The analyst fulfills his
therapeutic function as a genuine subject and only in part by letting himself be
made into an object.

The attempt to avoid directly influencing the patient has, in connection with
Freud’s mirror metaphor, contributed to the fact that the role identificatory pro-
cesses play in therapy has been neglected although they have great significance for
a cure. We want to modify rigidified and sedimented “object identifications” by
helping the patient make new experiences. The subject pursuing this goal, i. e., the
analyst, must be acceptable to the patient; he should not stand out among the “av-
erage expected environments” in the sense described by Hartmann (1939), in order
not to precipitate xenophobic reactions. However since the special status of the
psychoanalytic dyad differs substantially from routinized communication, in
which only clichés are exchanged and which is itself a kind of mirroring of a rigid-
ified state, the situation is novel, characterized by a quality of strangeness.

Although the transference neurotic repetition - itself strongly dependent on
the situative conditions created by the psychoanalyst - determines the form and
content of observable phenomena, the identification with the psychoanalyst’s
functions provides insight into previously unknown, unconscious connections and
new experiences. Sterba (1940, originally published in 1929) emphasized the thera-
peutic significance of identification in an early article which, in contrast to his lat-
er publication (1934) on therapeutic ego splitting, has remained relatively un-
known.

The analyst assists the ego, attacked by the id, offering it the possibility of an identification which
satisfies the reality testing needs of the ego. This identification of the reality testing parts of the
patient’s ego is made possible by the fact that the analyst continuously observes and interprets to
the patient the psychological situation without prejudice.

The invitation to this identification comes from the analyst. From the beginning of treatment,
comments are made by the analyst about the work they will have to accomplish in common dur-
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ing the cure. Many phrases such as, “Let us recall what you dreamed, or thought, or did there,”
used by the analyst contain this invitation to identification with him as it is implied every time the
analyst uses “we” to refer to the patient and himself. This identification with the analyst is based
first on the patient’s wish for recovery and second on the positive transference . . . .This identifica-
tion is based finally on a narcissistic satisfaction resulting from his participation in the intellectual
work of gaining insight during the analysis. (Sterba 1940, p. 371, emphasis added)

In this passage Sterba came close to recognizing the important fact that the identi-
fication can also be directed at the joint work and not just at an object. Thus the
form of communication that can lead the patient out of the neurosis is itself one of
the major issues.

Although the intensified formation of “we-bonds” is to a certain extent not un-
problematic, because it can have a seductive effect or make contradiction and in-
dependence more difficult, we nevertheless believe that the “standard technique’s”
understanding of psychoanalytic rules has impeded the identification with the
psychoanalyst’s functions and the formation of we-bonds as called for by Ster-
ba. The primary unity of person and function is assqciated with complications,
which in our opinion can be resolved in the course of treatment, e.g., in identifica-
tion leading to the adoption of self-reflection. The opposite attempt, namely to
carry the incognito to an extreme and provide the therapeutic functions imperson-
ally, fails for anthropological and psychoanalytic-psychogenetic reasons.

The fact that we put things in a new context and thus give them a new meaning
always implies that we inform the patient of our views and divulge ourselves per-
sonally. Since, from a psychoanalytic perspective, an individual’s personal identity
develops both from within to without and from without to within, there are often
limits on how much external influence can be exerted, and not only for practical
reasons. Although we reject a purely social psychological explanation of identity
development (from without to within), its theses, as argued for example by Luck-
mann, have serious consequences for our understanding of interpersonal mirror-
ing.

An individual does not experience himself in an unmediated way. Only the environment can ex-
perience an individual in an unmediated way, only the environment gives itself to consciousness
directly. An individual experiences others in social relationships. These others are given, unmedi-
ated, by their physical presence. The physical presence of fellow humans (or more generally, of
others) is taken as a field for expressing their conscious processes. Yet insofar as the other’s expe-
riences are directed back at him, “the individual is mirrored in his fellow humans.” In social rela-
tionships, which take place in a common environment, the individual experiences himself via his

fellow humans. The capacity for interactive mirroring is the fundamental condition for the indi-
vidual human being to form a personal identity. (Luckmann 1979, p. 299)

This understanding of mirroring makes it possible to grasp Freud’s mirror meta-
phor in the sense of mediated self-reflection (see Vol.1, Sect. 8.4).

Yet there are a number of questions regarding the modified mirror metaphor
that cannot go unmentioned even if answering them goes beyond the framework
of the cases discussed in the following sections. The form of communication -
therapeutically helpful and leading to changes - that is conceptualized as “mediat-
ed self-reflection” is inadequate both theoretically and practically because more is
involved than the perception of previously unconscious “contents” and the emo-
tions linked with them that are conveyed to the patient. Discovery and rediscovery
take place within the framework of a special form of communication that makes it
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possible for the patient to find a new relationship to himself. The nature of the re-
lationship that the psychoanalyst exhibits toward unconscious material - and this
implies his relationship to himself, as elaborated by Tugendhat (1979) - becomes
the model for the process of transformation that also changes the patient’s rela-
tionship to himself.

2.4.2 Identification with the Analyst’s Functions

Amalie X came to psychoanalysis because the severe restrictions she felt on her
self-esteem had reached the level of depression in the last few years. Her entire life
history since puberty and her social role as a woman had suffered from the severe
strain resulting from her hirsutism. Although it had been possible for her to hide
her stigma - the virile growth of hair all over her body - from others, the cosmetic
aids she used had not raised her self-esteem or eliminated her extreme social in-
security (Goffman 1974). Her feeling of being stigmatized and her neurotic symp-
toms, which had already been manifest before puberty, strengthened each other in
a vicious circle; scruples from compulsion neurosis and different symptoms of
anxiety neurosis impeded her personal relationships and, most importantly, kept
the patient from forming closer heterosexual friendships.

The analyst offered this woman, who was hard working in her career, cultivat-
ed, single, and quite feminine despite her stigma, treatment because he was rela-
tively sure and confident that it would be possible to change the significations she
attributed to her stigma. In general terms, he proceeded from the position that our
body is not our only destiny and that the attitude which significant others and we
ourselves have to our bodies can also be decisive. Freud’s (1912d, p.189) para-
phrase of Napolean’s expression to the effect that our anatomy is our destiny must
be modified as a consequence of psychoanalytic insights into the psychogenesis of
sexual identity. Sexual role and core identity originate under the influence of psy-
chosocial factors on the basis of one’s somatic sex (see Lichtenstein 1961; Stoller
1968, 1975; Kubie 1974).

Clinical experience justified the following assumptions. A virile stigma
strengthens penis envy and reactivates oedipal conflicts. If the patient’s wish to be
a man had materialized, her hermaphroditic body scheme would have become
free of conflict. The question “Am I a man or a woman?” would then have been
answered; her insecurity regarding her identity, which was continuously rein-
forced by her stigma, would have been eliminated; and self image and physical
reality would then have been in agreement. It was impossible for her to maintain
her unconscious fantasy, however, in view of physical reality. A virile stigma does
not make a man of a woman. Regressive solutions such as reaching an inner secu-
rity despite her masculine stigma by identifiying herself with her mother revital-
ized old mother-daughter conflicts and led to a variety of defensive processes. All
of her affective and cognitive processes were marked by ambivalence, so that she
had difficulty, for example, deciding between different colors when shopping be-
cause she linked them with the qualitites of masculine or feminine.

When structuring the psychoanalytic situation and dealing with such problems,
the analyst must pay extra attention to not letting the asymmetry of the relation-
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ship excessively strengthen the patient’s feeling of being different. This is impor-
tant because the idea of being different - that is, the question of similarity and dif-
ference, of identity and nonidentitiy - forms the general framework within which
unconscious problems appear. In this case the analyst and patient succeeded rela-
tively quickly in establishing a good working relationship, creating the precondi-
tions for recognizing the internalization of earlier forms of interaction with pri-
mary reference persons - parents and teachers - during the development of the
transference neurosis. The correction that was achieved can be seen in the changes
in her self-esteem, in her increased security, and in the disappearance of her symp-
toms (see Neudert et al. 1987).

The two excerpts of treatment given below are linked, despite the time that
elapsed between them, by the fact that each is concerned with enabling the patient
to make new identifications as a result of the analysis of transference. The ana-
lyst’s “head” became the surrogate of old, unconscious “objects,” and its contents
the representative of new opportunities. The representation on the “object,” which
is simultaneously self-representation, made it possible to establish a distance be-
cause the analyst made his head available and kept it too. Thus he became a mod-
el for closeness and distance. This example clearly demonstrates the therapeutic
effect that insight into the connections between the analyst’s perceptions and
thoughts can have.

We have selected this case because in our opinion it is suited to provide several
lines of support to our argument. Although the head acquired sexual importance
as a result of the process of unconscious displacement, this displacement did not
alter anything regarding the primacy of intellectual communication between the
patient and the analyst about what was sought hidden inside the head. The search
for knowledge was directed at sexuality. This secret and well-guarded (repressed)
treasure was assumed to be in the head (as the object of transference) because of
the unconscious displacement. The rediscovery of “displacement” brought some-
thing to light that was “new” to the patient.

The ideas that formed the background for my interpretations are given in addition to
the abridged verbatim dialogue. These “Considerations” were subsequently added to
the interpretations and the patient’s responses. It is obvious that | was led not only by
the ideas described here when | arrived at my interpretations. However interpretations
may be created, any interpretation actually made to the patient must be aligned along
“cognitive” criteria, as demanded by Arlow (1979). My comments refer to the “cogni-
tively” and “rationally” groundable “end products” - my interpretations - and neglect
their genesis and the intuitive, unconscious components in their genesis. The source
of each of my analytic thoughts thus remains open. If we assume that the analyst's
perceptive apparatus is steered by his theoretical knowledge, which may have become
preconscious, then it is very difficult to trace the genesis of interpretations back to
their “beginnings.” For example, theoretical knowledge about displacement also facili-
tates preconscious perception; it pervades the analyst’s intuition and blends with the
countertransference (in a wider sense).

The patient suffered from severe feelings of guilt, which were actualized in her rela-
tionship to me. The Biblical law of an eye for an eye and a tooth for a tooth was rein-
forced in her experiencing because of her sexual desires. Her life historical role model
for the contents of her transference neurosis was a fantasized incestuous relationship
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to her brother. The increase in inner tension led the patient to reconsider the idea of
dedicating her life to the church as a missionary or to contemplate committing suicide.
(As a young girl she had wanted to become a nun and nurse but given up this idea af-
ter a trial period because the pious confinement became too much for her. Leaving al-
so helped her establish some distance to the strict Biblical commandments.) Now she
wielded her “old” Bible against me, “in a fight to the finish.” This fight took place at dif-
ferent levels, and the patient invented a series of similes for them. She had the feeling
that the analyst’s dogma, the “Freud Bible,” could not be reconciled with her Christian
Bible. Both bibles, however, contained a prohibition of sexual relations with the
anaylst.

The patient struggled for her independence and needs, which she defended
against both of these bibles. She developed an intense defense against my interpreta-
tions, and she had the feeling that | knew in advance exactly “what’s going to happen.”
She felt humiliated because her detours and distractions had been detected. She had
the intense desire to mean something to me and to live in me; she thought about giv-
ing me an old, lovely, and wonderful clock that would strike every hour for me (and for
her).

In this phase of treatment one topic took on special significance and intensity; this
was her interest for my head. What had she learned from measuring my head? In a
similar situation Amalie X had once said that for a long time she had thought that | was
looking for confirmation of what was already there - in books, in my thoughts, in my
head. She wished that something completely new would come out. She herself looked
for interpretations and made an effort to understand my ideas.

The patient mentioned her strict boss, who had unjustly criticized her and for
whom she was no match.

A: You presume that I'm sitting behind you and saying “wrong, wrong.”

Consideration. This transference interpretation was based on the following assump-

tion. The patient attributed me a “superego function.” This interpretation took the

burden off her and gave her the courage to rebel (the patient had recognized long be-

fore that | was different and would not criticize her, but she was not sure and could not

believe it because she still had considerable unconscious aggressions against old ob-

jects). | assumed that she had much more intense transference feelings and that both

the patient and | could tolerate an increase in tension. | repeated her concern that |

could not bear it and finally formulated the following statement: “Thus it’s a kind of a

fight to the finish, with a knife” (not specifying who has the knife). | meant for this allu-

sion to phallic symbolism to stimulate her unconscious desires. It was an overdose!

The patient reacted by withdrawing. Assumption: self-punishment.

P: Sometimes | have the feeling that | would like to rush at you, grab your neck, and
hold you tight. Then | think, “He can’t take it and will suddenly fall over dead.

A: That | can't take it.

The patient varied this topic, expressing her overall concern about asking too much of

me and of my not being able to take the struggle.

A: It's akind of a fight to the finish, with a knife.

P: Probably.

She then reflected that she had always, throughout the years, given up prematurely,

before the struggle had really begun, and withdrawn.

P: And | don’t doubt any more that it was right for me to withdraw. After such a long
time | have the urge to give up again.

A: Withdrawal and self-sacrafice in the service of the mission instead of struggling to
the end.

P: Exactly, nerve racking.
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Consideration. She was very anxious about losing her object.

A: Then | would have the guarantee of being preserved. Then you would have broken
off my test prematurely.

We continued on the topic of what | can take and whether | let myself be carried along

by her “delusion.” The patient had previously made comparisons to a tree, asking

whether she could could take anything from it, and what it would be. | returned to this
image and raised the question of what she wanted to take along by breaking off
branches.

Consideration. Tree of knowledge - aggression.

It's your neck, it's your head. I'm often preoccupied with your head.

Does it stay on? You're often preoccupied with my head?

Yes, yes, incredibly often. From the beginning I've measured it in every direction.

Hum, itis....

It's peculiar, from the back to the front and from the bottom. | believe I'm practic-

ing a real cult with your head. This is just too funny. With other people I'm more

likely to see what they have on, just instinctively, without having to study them.

Consideration. Create shared things as primary identification. [This topic was dis-

cussed for a long period of time, with some pauses and “hums” by the analyst.]

P: It's simply too much for me. | sometimes ask myself afterwards why | didn’t see it,
it's such a simple connection. | am incredibly interested in your head. Naturally,
what's inside too. No, not just to take it along, but to get inside your head, yes
above all, to get inside.

Consideration. The partial withdrawal of the object increased her unconscious phallic

aggressiveness.

The patient spoke so softly that | did not even understand “get inside” at first, mis-
taking it for “put inside.” The patient corrected me and added a peculiar image, “Yes,
it's so hard to say in front of 100 eyes.”

P: Get inside, the point is to get inside and to get something out.

| saw this getting inside and taking something out in connection with the subject of

fighting. It was possible to put the sexual symbolism resulting from the displacement

from the bottom to the top to therapeutic use by referring to a story that the patient
had told in an earlier session. A woman she knew had prevented her boyfriend from
having intercourse with her and had masturbated him, which she had described by
analogy to head hunter jargon as “head shrinking.” The unconscious castration inten-
tion dictated by her penis envy created profound sexual anxiety and was paralleled by
general and specific defloration anxieties. These anxieties led in turn to frustration, but
one which she herself had instinctively caused, as a neurotic self-perpetuating cycle.

The rejection of her sexual and erotic desires that now occurred unconsciously

strengthened the aggressive components of her wanting to have and possess (penis

desire and penis envy).

A: That you want to have the knife in order to be able to force your way in, in order to
get more out.

After we exchanged a few more thoughts, | gave an explanation, saying that there was

something very concrete behind our concern with the topics of getting inside, head,

and the fight to the end with a knife.

A: The woman you mentioned didn’t speak of head shrinkers for nothing.

P: That’s just the reason | broke off this line of thought. [For about ten minutes the
patient had switched to a completely different subject.]

After expressing her insight into her resistance to an intensification of transference,

she again evaded the topic. She interrupted the intensification, making numerous criti-

cal comments.

v»o>T
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P: Because at the moment it can be so stupid, so distant. Yes, my wishes and desires
are the point, but it’s tricky, and | get real mad, and when head and head shrinking
are now....

She laughed, immediately expressed her regret, and was silent. | attempted to encour-

age her.

A: You know what’s in your head.

P: Right now I'm not at all at home in mine. How do | know what will happen tomor-
row. | have to think back. | was just on dogma and your head, and if you want to go
down .. .[to a shrunken head]. It’s really grotesque.

Consideration. | first mentioned the shrunken heads because | assumed that the pa-

tient would be more cooperative if the envious object relationship could be replaced

by a pleasurable one.

Then the patient came to speak of external things. She decribed how she saw me
and how she saw herself, independent of the head, which then again became the
focus of attention in a general sense.

A: By thinking about the head you’re attempting to find out what you are and what |
am.

P: | sometimes measure your head as if | wanted to bend your brain.

The patient then described the associations she had once had when she had seen my

picture printed somewhere.

P: | discovered something completely different at the time. There was an incredible
amount of envy of your head. An incredible amount. Now I'm getting somewhere at
any rate. Whenever | think of the dagger and of some lovely dream.

Consideration. The patient obviously felt caught. She felt humiliated by her own asso-

ciation, as if she had guessed my assumption as to what the envy might refer to. In this

case | would have rushed ahead of her, so to speak.

A: Humiliating, apparently to you, as if | already knew which category to put it in when
you express envy, as if | already knew what you are envious of.

P: That came just now because you had referred to the shrunken heads, which |
didn’t even make. But what fascinated me is this fight to the finish, for the knife, to
get to the hard part . . . .Yes, | was afraid that you couldn’t take it. My fear that you
can't take it is very old. My father could never take anything. You wouldn’t believe
how bland | think my father is. He couldn’t take anything.

Consideration. A surprising turn. The patient’s insecurity and her anxiety about taking

hold developed “unspecifically” on her father.

A: It's all the more important whether my head is hard. That increases the hardness
when you take hold.

P: Yes, you can take hold harder . . .and can - simply - fight better.

The patient then made numerous comments to the effect of how important it was that |

did not let myself be capsized, and she returned to her envy. Then she mentioned her

university studies again, and how she used to “measure” the heads of the others. Then

she introduced a new thought.

P: I'want to cut a little hole in your head and put in some of my thoughts.

Consideration. An objectivistic image of “intellectual” exchange as a displacement?
The patient’s idea about the two-sided nature of the exchange led me to recognize

another aspect of this fight. It was also an expression of how important it was to me

that she remain a part of the world (and in contact with me), and digress neither into
masochistic self-sacrifice nor into suicide.

P: That came to me recently. Couldn’t | exchange a little of your dogma for mine. The
thought of such an exchange made it easier for me to say all of this about your
head.
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A: That you continue coming here so that you can continue filling my head with your
thoughts.

Consideration. Fertilization in numerous senses - balance and acknowledgment of

reciprocity.

P: Oh yes, and mentioning really productive ideas.

The patient returned to the thoughts and fantasies she had had before the session,

about how she had been torn back and forth. Whether she had a future at all, and

whether she shouldn’t withdraw in some way or other and put an end to it all.

At the beginning | had attempted to relieve her intense feelings of guilt with regard
to her destructiveness. | picked up the idea once again that her thoughts about my
stability were in proportion to her degree of aggressiveness. The patient could only
gain security and further unfold her destructiveness if she found strong, unshakable
stability. The topic of dogmatism probably belonged in this context. Although she criti-
cized it - both her own Bible and my presumed belief in the Freud bible - it also pro-
vided her security, and for this reason the dogmatism could not be too rigorous or
pronounced.

A: Naturally you wouldn’t like a small hole; you would like to put in a lot, not a little.
The idea of a small or large hole was your shy attempt to test my head'’s stability.

My subsequent interpretation was that the patient could also see more through a larg-

er hole and could touch it. She picked up this idea:

P: 1 would even like to be able to go for a walk in your head.

She elaborated on this idea and emphasized that even earlier, i. e., before that day’s

session, she had often thought to herself how nice it would be to relax in me, to have a

bench in my head. Very peacefully she mentioned that | could say, when looking back

on my life when | die, that | had had a lovely, quiet, and peaceful place to work.

Consideration. Quiet and peacefulness clearly had a regressive quality, namely of
completely avoiding the struggle for life.

The patient now viewed her entering the motherhouse as if a door had been wide
open and she had turned away from life. She then drew a parallel to the beginning of
the session, when the door was open.

P: | really didn’t have to drill my way in. Yes, there | could leave the stuggle outside, |

could also leave you outside, and you could keep your dogmas.

Hum.

And then | wouldn’t fight with you.

Yes, but then you and your dogma would not be afraid of mine. In that setting of

peace and quiet everything would remain unchanged, but the fact that you inter-

fere in my thoughts and enter my head shows that you do want to change some-
thing, that you can and want to change something.

About five minutes into the next session, the patient returned to my head and measur-

ing it and to the fact that it had disturbed her that | had started talking about the

shrunken heads.

P: | told you so. Why do you simply want to slip down from the head?

She then described how she had hardly arrived at home before she recalled the
thoughts she had had when she had said hello but then had completely forgotten dur-
ing the session.

P: To me, he [the analyst] looks as if he is in his prime, and then | thought about the
genitals and the shrunken heads. [But she quickly pushed this thought aside, and
it was completely gone.] When you started with the shrunken heads, | thought,
“Where has he got that again?”

The next topic was the question of my security and my dogmatism, and it was clear

that the patient had taken a comment | had once completely undogmatically made

»>o>»
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about Freud and Jung (I have forgotten what it was) to be dogmatic. She then thought

about living a full life, about the moment when everything stopped for her and she be-

came “ascetic,” and about whether everything could be revived. Then she again men-
tioned fighting and my head.

P: | was really afraid of tearing it off. And today | think that it’s so stiff and straight, and
| think to myself, “I somehow can’t really get into my head. I'm not at home. Then
how should | get into yours?”

The patient then began to speak about an aunt who was sometimes so very hard that

you might think you were facing a wall. She then continued about how hard and how

soft she would like her head to be. Her fantasies revolved, on the one hand, around
quiet and security; on the other hand, she was concerned about what might be hidden
in her head and the danger of it consuming her.

Consideration. This obviously involved a regressive movement. The patient could
not find any quiet and relaxation because her sexual desires were linked with pregeni-
tal fantasies, which returned in projected form because they were in danger of being
consumed. These components were given their clearest, and in a certain sense also
their ultimate, expression in an Indian story the patient later associated, in which moth-
ers gave pleasure to their little sons by sucking on their penises but bit them off in the
process.

The comparisons of the heads and their contents always revolved around the
question of whether they went together or not.

P: The question of how you have your thoughts and how | have mine ... .Thoughts

stand for many things . .

How they meet, how they rub off on one another, how far they penetrate, how

friendly or unfriendly they are.

Yes, exactly.

Hum, well.

You said that a little too smooth.

The patient thought about all the things that scared her and returned again to the

shrunken heads.

P: There | feel too tied to sexuality. The jump was too big.

The topic was continued in the question of her speed and of the consideration | pay to

her and her speed.

P: Butitis true; naturally it wasn't just your head but your penis too.

Amalie X was now in a position, with phases of increasing and receding anxiety, to dis-

tinguish between pleasure from discovering intellectual connections and sexual plea-

sure. The couch became her mental location of sexual union, and her resting in my
head the symbol of pregenital harmony and ultimately the location of shared elements
and insight. This aspect became even clearer a little later.

With regard to the patient’s symptoms, the topic of the sessions was characterized
by her anxiety about having injured herself, which was a reaction to a harmless cystitis.
The patient suffered from a constant urge to urinate, which she assumed might be the
result of having injured herself while masturbating. With the aid of anatomy books, she
had tried to imagine her genital region. She localized her complaints to her entire ab-
domen. She imagined that she had destroyed a muscle by pushing and rubbing it, sim-
ilar to how the sphincter muscle of the bladder can be damaged during difficult births.
The patient was greatly disturbed by this anxiety, and her sleep and capacity to work
were also disturbed. She was afraid that someone might notice a wet spot on her
pants. Destructive fantasies predominated in her masturbation.

Despite her growing complaints the patient showed trust. She expected a clear
answer about whether it was anatomically possible for her to have injured herself while

v>»v >
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masturbating. My assurance that this was not the case reduced her anxiety and tem-
porarily provided her with great relief but also with the feeling of having blackmailed
me or of having “somehow seduced me.” This was to be a source of “new dangers.”
Blackmail, confession, and seduction became mixed. She was afraid that | would “lead
her somewhere where everything was permitted,” as if there were no place for guilt in
my point of view. The patient alternated between two images; in one she viewed me as
the seducer, in the other as the judge of public morals. Retreating to pious religiosity
seemed to her the way to escape the threatening boundlessness in herself, which
would muddle and destroy everything. Yet her religiosity still meant little to her, espe-
cially since she had loosened her ties to the church prior to analysis because she had
not felt any relief of her distress but repeatedly felt new stress from the command-
ments.

In this phase there was a decisive turn in the relation between transference and
doctor-patient relationship, which resulted from the fact that | had offered an explana-
tion for my technique. Amalie X took this as a sign of my trust. This facilitated her iden-
tification with my function as analyst of providing insights. My willingness to inform her
of my thoughts, which appeared to her as a special treasure, raised both the relation-
ship and the transference to a new level. Having a view and being able to gain insights,
i.e., being less excluded, made her aggressive intruding into my “head,” her drilling a
hole, superfluous, or in other words brought us closer together and let her participate
at a friendly, pleasurable, playful level.

It is nothing special for me to offer a patient insight into my psychoanalytic thinking.
In my view it is a completely banal situation, which however might provide the patient
an entirely new experience. In a displaced transference to her supervisor she exhibited
an “immense respect,” as shown by her boss’ lack of time, which did not permit her to
clarify a small dispute in another talk.

The patient apparently experienced the trust | showed as an sign of great freedom,
as if | had freed myself from some inhibition. Then we worked through the fact that she
had known for a long time what my opinion about important items in her experiencing
was and that she was in fact entitled to intrude and know.

The patient mentioned a problem with her boss and made it clear that she felt freer
toward him. She attributed her success in an exaggerted way to psychoanalysis and to
me. Then we turned to the question of encouragement and | said that the wish she ex-
pressed for encouragement deprived her of being able to enjoy her own success. The
session continued about the excessive respect she still had.

A: That is getting quite a bit smaller by itself.

P: | still have a terrible fear of being thrown out.

(For a long period of time the patient had regularly left my office a few minutes before
the end of the session, creating a minisymptom. The numerous determinants of this
behavior were never a particular topic of concern. The patient’s behavior changed by
itself step by step. Among other things, the patient wanted to avoid being sent away,
which could “annul” an entire meeting.)

To my surprise the patient asked, “Have you noticed that you've just given me an
explanation for your technique, something you rarely do?” In response to a question, |
find out that the patient was impressed by my statement that something decreases of
its own accord. (In retrospect, | thus did give her encouragement, namely that many
things happen on their own and not everything has to be fought for.) The patient then
spoke for a long time about how unusually positive she had experienced my statement
to be and that she viewed it as an sign of my freedom.

P: Don't you like the freedom that | attribute to you?
| showed my surprise at her belief that she was not supposed to intrude in my
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thoughts and learn the reasons for my statements and ideas, although she had known

this for a long time.

P: But that | could say it, that is what | found incredibly new.

A: Then it is aimost as if my saying that you may know something that is completely
natural and that you have known for a long time was a sign of approval.

P: There was more to it, namely the image you've always had for me, simply that you
protect your treasure. [She laughed.] I've always had the feeling . . .head, book,
and all the things, and when you open your own head, then | don’t have to drill, and
that is simply something completely different. It’s just an openness or freedom that
exudes from you. A proof of trust, | think, when you say, “I do it for this and that
reason . . . .| think it is this or that.” It seems to be different if you say it or if | say it
to you.

With regard to the open book it must be added that the patient in the meantime had
read a publication of mine and a second one | had jointly authored with my wife. The
patient had somehow attributed commandments prohibiting the acquisition of knowl-
edge to the “Freud bible,” and she was apparently surprised that | viewed her curiosity
as something natural, just like her gathering of information about my family back-
ground. And with regard to my Christian Bible, even before beginning analysis she had
had a vague idea about my far-reaching family ties.

New and more intense transference fantasies developed with the increase in the
patient’s trust and her identification with my function as analyst in helping her achieve
insights. A continuous working relationship was thus assured, which was symbolized
by the “stable, reliable face,” by the “I-am-there-face” of the psychoanalyst, and by his
“warm hands.”



3 Countertransference

Introduction

As we explained in the first volume (Chap. 3), the history of countertransference
exemplifies the rediscovery of complementarity as the fundamental principle of
social interaction in psychoanalysis. If we acknowledge that Heimann (1950) ex-
plicitly grounded the positive value of countertransference, then we may consider
the introduction of the concept of interaction into the discussion of psychoanalytic
theories as characteristic of the next stage.

The effects of each psychotherapeutic interaction, regardless of its provenance, are doubtlessly
reciprocal. Yet the doing of the one is not the action of the other; ... the therapist’s reactions in
particular are partially balanced by his reflection, i. e., by his consideration of the intended, de-
sired, expected, and feared reactions that the patient would like to precipitate. This is the case be-
cause, first, according to Freud thinking and reflecting in the psychotherapeutic situation com-
prise a trial action and, second, the affective precipitants inevitably have some effect within the
professional relationship. (Thomé 1981, p.391)

Of the various theories of interaction, the ones that Blumer (1973) used the fortu-
nate term “symbolic interactionism” to refer to are particularly useful in psycho-
analysis. According to Weiss (1988), this term refers to an approach to research
whose primary premise is that individuals act toward subjects and objects on the
basis of what these subjects and objects mean to them. Knowledge of the theories
of intersubjectivity, for example as they have been summarized by Joas (1985),
make countertransference phenomena more comprehensible. Mead, one of the
leading representatives of symbolic interactionism, wrote in his study Mind, Self,
and Society (1934):

We are more or less unconsciously seeing ourselves as others see us. We are unconsciously ad-
dressing ourselves as others address us . ... We are calling out in the other person something we
are calling out in ourselves, so that unconsciously we take over these attitudes. We are uncon-
sciously putting ourselves in the place of others and acting as others act. I want simply to isolate
the general mechanism here, because it is of very fundamental importance in the development of
what we call self-consciousness and the appearance of the self. We are, especially through the use
of the vocal gestures, continually arousing in ourselves those responses which we call out in other
persons, so that we are taking the attitudes of the other persons into our own conduct. The critical
importance of language in the development of human experience lies in this fact that the stimulus
is one that can react upon the speaking individual as it reacts upon the other. (Mead 1934, p. 69)

Role theory has enriched our conceptual repertoire for a new understanding of the
processes of transference and countertransference by introducing the inseparably
linked concepts of role and self:
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Playing a role is related, in colloquial language, to the theater, and many of us would not like to
see our professional activity and its serious implications for human beings classified on the basis
of this understanding of role [although the concept of role was borrowed there]. Yet we acknowl-
edge and appreciate the fact that Habermas drew on the stage model to interpret the psychoanal-
ytic situation. In fact, in the clinical situation we often speak very naively about the role the psy-
choanalyst must now be playing in a patient’s transference. (Thoméi 1981, p. 392)

In Sect. 3.4 of Vol.1, after fully acknowledging Mead’s contribution, we described
an extension of the stage model. One aspect of the psychoanalyst’s professional
role is that he is sensitive to both the patient’s emotions and his own affects but -
and this is the crucial point in what is called controlling countertransference -
without transforming them into action. In providing interpretations the psycho-
analyst fulfills his professional role as well as goes beyond it. The language he
uses in an interpretative comment reveals his thoughts - and his self as well - even
if the comment is restricted to a patient’s minute, detailed problem and although
he may believe he has completely withdrawn his personal views.

Role and self thus take on concrete form in social interaction, which provides
a basis for understanding them. Sandler et al. have accordingly pointed out “that
transference need not be restricted to the illusory apperception of another per-
son..., but can be taken to include the unconsciuous (and often subtle) attempts
to manipulate or to provoke situations with others which are a concealed repeti-
tion of earlier experiences and relationships” (1973, p. 43).

Beckmann (1974) systematically investigated the phenomena of symmetry and
asymmetry in the assignment of roles in the transference-countertransference con-
figuration during the process of diagnostic evaluation, but his study has not at-
tracted the attention of clinicians. He refers to the significance of repetition com-
pulsion; it is the means by which complementarity becomes the rigidified role
relationship that the analyst personally experiences as an actor on the stage of the
analytic situation. Unconscious role relationships lead to “cyclical psychodynamic
patterns,” to use Strupp and Binder’s (1984, pp. 72ff.) description. In this explana-
tion, the psychodynamic patterns are understood to consist of repeated interper-
sonal transactions that perpetuate themselves, as in vicious circles. This is also the
fundamental aspect of psychoanalytic interaction diagnoses; according to Sandler
(1976), the analyst must demonstrate the willingness to adopt the particular role in
order to gain knowledge and in turn to make such diagnoses.

The relatively constant situation offered in therapy makes it possible to actual-
ize the rigid structures that have molded the patient’s experiencing. The analyst’s
special function facilitates both his complementary and concordant identification
with the patient. Both of these positions have the features of an object-reference
relationship, in which sometimes the one side seems to be emphasized and some-
times the other.

Transference and countertransference reactions can be understood in this con-
text as communicative and interactive processes in which unconscious disposi-
tions selectively affect the perception of external precipitating factors, i.e., affect
the status of situative stimuli. Numerous variations of the well-known simile of
how lock and key fit together could be mentioned. The more a patient is bound in
his relationships to a specific pattern, the stronger the pressure on the analyst to
adopt the corresponding complementary or concordant role. Lock and key de-
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pend on one another. Wittgenstein coined the following aphorism for Freud’s
“idea”: “The lock is not destroyed in insanity, just altered; the old key cannot un-
lock it any longer, just a different key can” (Wittgenstein 1984, p.496). Instead of
further extending this metaphorical description, we prefer to draw on the available
knowledge about regulatory processes in affective and cognitive microinteraction
(Krause 1983; U.Moser 1984; Zeppelin 1987; see also Vol.1, Sect. 9.3). This knowl-
edge is corroborated by the results of research in modern developmental psychol-
ogy, which has discovered convincing evidence on mother-child intersubjectivity
(Lichtenberg 1983a; see Vol.1, Sect. 1.8).

In the first two sections of this chapter (Sects. 3.1 and 3.2) we give examples of
concordant and complementary countertransference. We follow Racker’s state-
ment that the analyst’s identification with the object with which the patient iden-
tifies him and the accompanying pathological process must be so brief and so
moderate that they do not interfere with the analytic work (see Racker 1978, p. 78).

The subject of retrospective attribution and retrospective fantasy acquires fun-
damental significance. In Sects. 3.4 and 3.5 we discuss, with reference to specific
examples, the controversial questions of how the anaylst lets his patient share in
the countertransference or how he inadvertantly attempts to protect himself by
employing irony. A critical commentary to the example we give in Sect. 3.6 deep-
ens the self-psychological understanding of countertransference. Finally, in
Sect.3.7, in our explanation of countertransference we arrive at the topic of pro-
jective identification. The burdensome side of countertransference is very accu-
rately described by Racker when he, in an easily comprehensible statement based
on a verse by Nestroy, writes:

We thus admit that we sometimes lose our understanding, but not completely, just enough that we
notice our pathological countertransference and can diagnose it, in order to use this perception
later, when we have control of the countertransference, for the analysis of the patient’s transfer-
ence processes. (Racker 1978, p.76)

Whatever the patient precipitates in the analyst, it is the analyst’s business and
duty to fulfill his therapeutic tasks in the patient’s interest. It is not easy for the an-
alyst to make his role in this “impossible profession” harmonize with his personal
ego and private life. We take part in a double, a multifaceted life; this is what one
of the philosophical fathers of the stage model, Schopenhauer, had in mind when
he wrote:

Here in the realm of quiet reflection that which completely preoccupies and moves man appears
cold, colorless, and for the moment foreign; here is is merely an onlooker and observer. In this
withdrawal into reflection he resembles an actor who played his role and takes a place among the
audience until it is his turn again. From his seat he calmly watches whatever may be happening,
even if it were the preparation for his death (in the play), and then returns and acts and suffers as
he has to. Human calmness proceeds from this double life and is so different from the lack of
contemplation of the animal realm, the calmness after contemplation and a conscious decision or
acknowledged necessity to do what is most important and often most terrible, the calmness with
which someone coldbloodedly lets something be done to himself or commits a deed: suicide,
execution, duel, dangers of every kind. (Schopenhauer 1973, p. 139)
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3.1 Concordant Countertransference

In Sect. 3.4 of the first volume we described, following Racker (1957), that in con-
cordant transference the analyst experiences feelings similar to those of the pa-
tient, which is a consequence of his identification with the patient. In classifying
jointly experienced emotions within the framework of psychoanalytic theory, ac-
cording to Racker there are concordant identifications that refer to the superego,
the ego, and the id personality components. We now report about concordant
countertransference from two sessions of treatment.

Ignaz Y was in a difficult situation following his divorce. He was constantly having prob-
lems arranging the legal aspects of his debts, which he had acquired as a result of the
life style that his former wife had forced him into. His desperate internal and external
situation intensified his longing for a caring father and the corresponding transference.
The patient, who had grown up in Switzerland, felt homeless again and sought more
support in analysis. On numerous occasions we considered increasing the frequency
from three to four sessions a week. Ignaz Y paid the fee himself. He did not display any
of the symptoms of illness that would have justified psychotherapy under the frame-
work of the health insurance system. Since increasing the frequency would have led to
further burdens, it was necessary to carefully weigh the investment and the gain.

He said that he was confronted by new financial demands and that it was urgent for
him to see his lawyer. He also said he had to put up firm resistance against always be-
ing burdened with new financial demands, saying literally, “There has to be a limit
somewhere.” Hearing the word “limit,” | asked myself how much strain the patient
could bear. Could he stand the pressure? Would he cross the border to start over
again in Switzerland?

At this point the patient actually began to speak about his family. His sister had
sent him a letter: “Well, at least one positive sign.” She had also left the family home -
just like he had when he went to the university - moving to a larger city closer to the
German border and thus making it easier for him to visit her.

| was concerned by the fact that he had previously said little about his sister. |
knew that their parents had given her, their legitimate child, preferential treatment. The
patient had been born out of wedlock, his parents not marrying until he started school.

Ignaz Y continued his story before | could say anything about this. One of his su-
pervisors, who was also Swiss, had been made an attractive offer to work on a devel-
opment project; he would be the right-hand man of a ministry official. | could sense a
trace of displeasure and resentment, to which | attached the feeling, “Aha, he wants to
go back to Switzerland.” | developed my first intervention out of this, along the lines
that he saw no end to his burdens and that life had been kinder to the others. He
sighed and again started to talk about the problems linked to the sale of his house,
which he was trying to solve by working extra hours. On the one hand, he needed the
additional income; on the other, the fact that his nighttime work was getting out of
hand was also an indication of his overestimation of himself. His subsequent neglect of
his profession took its revenge, causing him to have conflicts with colleagues and su-
pervisors at his regular employment.

| was not convinced by his ideas on how to solve these problems since in my opin-
ion they also involved unresolved conflicts about potency and creativity. Before | de-
cided whether | should follow this line of thought, the patient began to speak about his
father, who was not supposed to know anything about the renewed debacle concern-
ing the sold house; otherwise he would have just rubbed his hands and said, “See
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what a mess you’ve made of things over there after all.” The patient became very ani-

mated, having a fictive exchange with his father that was fierce and marked by disap-

pointments.

A: Maybe you have the wish to return home to find a father who would push aside all
of the mess you’ve made here.

P: Yes, I've always wanted to have such a father, but | never have.

He recalled that as a child or young boy he had never felt close to his father; this was

exemplified by the fact that his father had never given five franks. He had instead stay-

ed near his mother, who had tied him to her by giving him money. Ultimately he had left

home because he had had enough of being tied down in this way, of being his moth-

er’s prisoner. He had not found a way to get to his father. Recently it had become clear

to him that his father was an old man who had become peaceful and longed to find his

son again.

The patient’'s comments rounded off my image: he longed to be welcomed at
home as the prodigal son. | recalled that Ignaz Y had for a while had the wish in pu-
berty to become a priest. | reminded him of the story of the prodigal son. The patient,
very vibrant and happy, imagined a festive meal: “Maybe | should read more in the
Bible again.”

This was the first session in which there was a religious mood and a feeling of trust
in the power of old images. He had previously never mentioned the remnants of his re-
ligiosity, except to say that he now had an image of God that was based in a philoso-
phy of nature.

His tenseness dissipated and our contact became noticeably more harmonious.
The patient seemed to get heavier and heavier lying on the couch, and | became sleep-
ier and sleepier. | had the feeling of a pleasant warmness and withdrew into it. The pa-
tient continued imagining the welcoming scene; when he included his sister in his day-
dream, the atmosphere changed again. This was an opportunity to return home.

I recalled a poem by the Israeli poet David Rokeach, especially the concluding line:
“...and at the end of all the paths is the return to Jerusalem.” By not interpreting any-
thing to the patient, but just leaving him to his fantasies about returning home, | expe-
rienced my sleepiness as a pleasent mood and as a moment of relaxation. In pursuing
my thoughts further | remembered a passage from the beginning of treatment. In a
fantasy the patient had described me as a strict analyst who would never permit him to
stand up and walk around. | now developed the following interpretation: “You imagine
a welcoming home scene in which you arrange your relationship to your father the way
you have always wanted it to be. Yet here you are in stress and desire more support to
balance your deficiencies: the temporal distance to the last session, the reference to
the missing fourth hour. Aren’t they an appeal to a caring father, who should prepare a
home in which you can feel well and to which you can return whenever you want?”

The patient was touched. In doubt, he said, “It's hard for me to even think about it. |
have never had such a father or the feeling that | could feel at home.”

A period of silence followed, which the patient ended by pointing out that the ses-
sion had already ended a few minutes ago. Without noticing it, | had apparently made
the patient’s wish for a lengthening of the session come true and acted accordingly.

The idea of returning home continued to be a topic in the following sessions and
for the patient became connected with the thought of wanting to put more order into
his life. He would have liked to change the present location of his burdensome situa-
tion in life or at least to atone to the location of his evil deeds.

He then reported about a dream in which a man who was left unidentified cleaned
up a church filled with junk. In the process he discovered a toy, which he laid on the
altar.
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For a while in his youth the patient had sought in the church the security he had
not found at home, and in the comforting idea of becoming a priest. He had frequently
accused himself of filing my office with disarray. It thus seemed natural to view the
church as a metaphor for therapy. We then returned to the role | played in his life, as
portrayed by the unidentified man in the dream. In the first year of therapy Ignaz Y had
used the sessions primarily, together with my help, to put some order into his chaotic
life. At times | had largely had the function of providing support. To keep from sinking
into chaos, Ignaz Y had frequently gained orientation with the aid of my perspective
and judgment. Because of his narcissistic self-overestimation he was rather blind in
many private and professional spheres of his life and was flabbergasted when he ap-
peared to suddenly be at a dead end. In fact we were each busy with cleaning up, just
in different ways. In this process we had discovered a valuable childhood toy, which he
himself had already made inaccessible from the outside. As a child the patient had in-
vented a private language [see Sect.7.3]. The patient’s references to his dream made
me think of seeing a mixture of the two of us in the unidentified man. Amazed at these
thoughts, | recalled that | had read a book a few days before whose title, The Pronouns
of Power and Solidarity, had appealed to me. It seemed possible to me that | had
sensed in the tension between power and solidarity the patient’s ambivalent mood that
he gave a lot and | took it without his knowing for sure what he would get for it. Before
| reached an interpretation based on these ideas, the patient recalled a television pro-
gram in which the picture of A.S., a wanted terrorist, was shown; he commented, “If
we were liberated by her, that would be a relief.”

At the same time Ignaz Y had started therapy he had freed himself - outwardly -
from his dominating wife and her family, yet he was afraid of getting in a similar situa-
tion again sometime. As the next step | made the following interpretation: “When you
have completely freed yourself from the wreckage of your unsuccessful marriage . . . .”
The patient interrupted me, saying, “Then | would donate a picture for you to the pilgri-
mage church in my home town.” He then compared the therapy with the Way of the
Cross, a way full of thorns. | pointed out that this process was very painful for him,
one-sided, and completely unclear with regard to what awaited him at the end. The pa-
tient thought of his father, who had seldom done anything good for him; his father had
never let him forget that he was a bastard and not really wanted. Just once, when the
patient was still small and was sick, had his father carried him around. | concluded this
passage by indicating that he might have felt like a bastard during his difficult search
for an offer of therapy, since several therapists he had consulted had led him to under-
stand that he should first straighten out his life outwardly before it would be possible
to think of analysis.

3.2 Complementary Countertransference

In Sect. 3.4 of Vol.1 we gave the following summary: H. Deutsch (1926) used the
expression “complementary identification” to describe the analyst’s identification
with the patient’s objects of transference. The analyst then experiences feelings in
the same way as the patient’s mother or father, while the patient reexperiences
feelings like those he had earlier in his relationship to each of his parents.

Erich Y came to the 249th session in a light-hearted mood. To him, life was again worth
living. With great sensitivity he described a pleasant dream:
P: | was at work and had a very good relationship with my boss. It went so far that we
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took turns on the telephone. | talked first, then he took over; and then the depart-
ment head, and | can’t remember exactly whether it was ice cream or something
else, he ate some more.
While on the phone in your presence, or how?
Yes, when he took the receiver he took the chewing gum or whatever it was.
Yes, did he eat your chewing gum or ice cream, creating a very intimate exchange?
P: Precisely.
Consideration. The harmonious and intimate nature of the dream colored our relation-
ship. | focussed on this mood, and as if by itself | absorbed the patient’s transference
wishes. | was also interested in doing justice verbally to the unconscious longing and
in making it possible for the intimacy of the exchange to be felt. That was my intention,
which was also expressed in later interpretations. But | unintentionally attributed the
chewing gum primarily to the patient, as if he had had it in his mouth first. | noticed that
the patient had hesitated in describing the intimate exchange, and he himself had
switched from ice cream to chewing gum. But it was because of my unconsciously
guided mishearing that | put the chewing gum into his mouth. In which way my coun-
tertransference had led me to mishear this item was inaccessible to me consciously. |
experienced the patient’s transference, portrayed in the dream, at different levels. His
longing for his father was expressed as an oral relationship. Interruptions or inclarity in
his recollection could indicate resistance to latent phallic tendencies. Apparently my
emotional resonance had encouraged the patient to give up his resistance. Everything
proceeded in such a natural way that | did not notice my lapse until | read the tran-
script. The fact that the patient immediately approvingly adopted my interpretation of
the sequence of events by saying “precisely” might have contributed to my lapse.

Following the patient’s “precisely” | added:

A: You became pals through this intimate exchange.

P: It's a special human attraction. Something is created, being attracted and not re-
pelled, and also being equal. In such a mood it doesn’t bother me at all if our little
son is in a bad mood, which hurts me otherwise.

The patient then turned to his change in mood. Before the session he had also had a
brief negative phase when a colleague of mine appeared in the waiting room. Although
where he had been sitting he could hardly be seen, he had been torn back and forth
about whether he should greet him or not, whether the doctor would respond in a
friendly way or not, etc. He had immediately become tense and cramped, and the
symptoms had come immediately.
Consideration. The patient’s associations confirmed to me that | had accurately
guessed his longing for harmonious unity and togetherness. The appearance of the
doctor ended the patient’s harmony because he was then torn back and forth about
whether he would be seen, whether he should greet him, whether he had to stand up,
etc. In brief, he described the nascent tension, which developed because the compar-
ing had set in: large-small, important-unimportant. The analyst who had come in does
in fact have an impressive figure.

Erich Y described that the tension declined when he put himself mentally at the
same level, in human terms, as the doctor. Then he mentioned how he shifted back
and forth between the two extremes.

Consideration. My goal was to make, by referring to intimate exchange processes, the

patient’s unconscious longing even clearer. | therefore referred back to genetically

early exchange patterns and to his dream.

A: Yes, there the dream is the opposite image. There you are the best of friends.
There isn’t any tension there. He takes your chewing gum and you take his. What-
ever he has in his mouth, you have in yours. It's like between father and child or

>o>
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between mother and child, namely when the mother puts something into her
mouth and says, “Oh, that’s good.” and then puts it into the child’s mouth.

P: Even in the dream | stopped at this moment and couldn’t believe it. | took a step
back and looked at it once again, to see whether it was true, whether it was really
true that he continued to chew the same chewing gum.

A: Yes, and interestingly, probably because you were ashamed, you said at first that
you couldn’t remember exactly any more. It could also have been ice cream, which
melts. You can’t put it into your mouth twice. It wasn’t until then that you men-
tioned the chewing gum, as if you first had to tell me that it was really very hygienic.
With the chewing gum it’s more intimate, so to speak. You put something into your
mouth that somebody else has already had in theirs. Or how do you see it?

P: Right, just right.

The patient then described his own resistance, which had already started during the

dream. Even if Erich Y was only obliging in order to please me, his associations still in-

dicated that | had guessed his unconscious wishes. In my next interpretations | tried to
strengthen the oral object relationship and focused on orality in order to enrich him
emotionally.

For a while Erich Y attempted to reduce his longing again:

P: | thought to myself again, “Oh, dear me, such feelings, something like that awak-
ened in me, what must you think about it?”

A: Yes, that this doesn’t simply happen to you, but that you yourself are looking for
something that the head of the department has. You share in it when we trade
words here back and forth. Then it isn’t any chewing gum, but it has to do with
your mouth and with the relationship, with words that fly back and forth and link.
What else can you think of? Perhaps there are even more fantasies, if you have a
little more confidence in yourself and if you aren’t as scared, for God’s sake.
At the moment I'm a little distracted.
By what?
I'm fidgety again. [He was trembling.]
Yes, | just included myself. What was the distraction like emotionally?
Erlch Y now began speaking about his dream again, and | seemed to form a unit with
his department head. He said, “Even in the dream | stopped at this moment and
couldn’t believe it. | took a step back and looked at it once again, to see whether it was
true, whether it was really true that he continued to chew the same chewing gum.” My
reference to his being ashamed, which had led to an interruption, encouraged him to
give more space to his deep longing for his father. For some time | had thought that
the patient had been homosexually seduced in puberty, and | assumed that he was
disturbed in transference by the contents of his dream. | therefore pointed out that the
unusual and indecent exchange in the dream is customary and natural between child
and mother or father and that this naturalness is continued in an adult’s sexuality. | in-
tentionally described orality in very general terms.

P: See, when you say such things, | become uneasy again, as if something resisted it.

A: Yes, with these words it almost seems as if my tongue entered your mouth, and my
chewing gum too, which is then an intermediate member.

P: Yes, | believe that the thoughts you exude could be my own and that you discover

the evil in me and portray it as perverse.

Yes, it is almost a fear that you are being perverse when you sense your longing for

your father.

I've already told you that another boy showed me everything there is.

Who fiddled with your anus.

Yes.
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A: And who also wanted you to put his member into your mouth, or what do you
mean?

Oral practices had not taken place at the time, and there had not been any reciprocal

masturbation, as the patient now added.

The patient’s hesitation led me to assume that he felt insecure because intimacy
was unconsciously linked with perversion, which was the reason | mentioned the word.
It was important to me to weaken his anxiety that his oral longings, which he elaborat-
ed on in the further course of the session, could be perverse. | therefore made a refer-
ence to the naturalness of these wishes in the child-parent relationship. Here it was
again shown that it had been the real behavior of his wife that had strengthened his
guilt feelings and the instances inhibiting his libidinal impulses.

From his recollection of his needs during puberty Erich Y now returned to the pres-

ent, which provided the day residue for the dream work. Yesterday evening he had
been gripped by a sex scene in a television film, in which a man looking through a key
hole observed a woman undressing. He was afraid that his wife, who was somewhere
in the apartment, would catch him.
Consideration. Here his wife, as was frequently the case, was the representative of in-
hibiting superego figures. This attribution, which was eased by her actual behavior, re-
sulted in inevitable disappointments and real conflicts. | assumed that his wife’s rejec-
tion strengthened his longing for his father, or in other words, that a regression from
the heterosexual to a homosexual relationship was initiated by the day residue and the
later, real rejection by his wife. At the same time, the man adopted a maternal function.
Oral intercourse was depicted at the latent dream level. In keeping with my counter-
transference feelings and the considerations | just described, | interpreted this con-
nection by saying, “Yes, that could be. You weren’t allowed to take a closer look and
therefore sought consolation in a dream.

Commentary. We would like to draw attention to the fact that this session not only
illustrates complementary countertransference but is also instructive because of the
fact that physical symptoms also played a role. Such observations of actual genesis
enable us to take a look at the psychodynamic connections of the immediate de-
velopment of somatic symptoms. The analyst attempted to come as close as possi-
ble to the physical needs by creating analogies between the verbal and the material
exchange. Thus although we cannot examine the body as the object of somatic
medicine, the psychoanalytic method permits us to study the body image, i. e., the
experiencing that is linked to an individual’s body.

3.3 Retrospective Attribution and Fantasizing

The following example from Erich Y’s therapy is part of the comprehensive topic
referred to by the above heading. We obviously cannot familiarize the readers with
all the problems included in this topic in a short report on an individual case, but
in order to be able to comprehend the exchange between Erich Y and his analyst,
it is necessary to be familiar with several aspects of the theory that provides the
context of retrospective fantasy and retrospective attribution. The excurse following
the report on this session informs the reader about the significance of retrospective
attribution in Freud’s vocabulary, which can hardly be overestimated.
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Erich Y’s 254th hour of treatment began outside my office on the parking lot. We had
arrived at the same time and parked our cars some distance apart. As | observed from
a distance, the bumper of his car touched that of a parked car. At first he did not men-
tion this event. He began the session by reporting about a dream, at the center of
which was a defect in a water line and its consequences. After the water had been
turned off, examination of the problem showed that the pipe in the wall had been par-
tially or completely sawn off over a length of about 8 inches. The surrounding masonry
had hid the defect from view.

The patient emphasized that in the dream he had evaluated the damage soberly
and objectively. After all, it was not in his house; if it had been, he would have made
the little affair real big and attributed an immense significance to the damage.

| immediately saw a self-representation in the dream. In reality the patient was terri-
bly busy renovating his house at the time. He had laid new water pipes and made re-
pairs to others. | fantasized about the patient’s body image and saw in the water pipes
a description of his urogenital system and of an injury to it, which manifested itself in
the patient’s deformation phobias, i. e., in his ideas of having too small a chin etc. At
first | stayed at the level the patient offered, and commented on how he still experi-
enced small damages as if they were immensely magnified (because of the self-refer-
ence and the unconscious accompanying fantasies).

| limited myself to repeating in dramatic form the size of the damage as he had ex-
perienced it: “Since you were small, if you were offended or hurt, it was immediately a
question of to be or not to be and of your body as a whole, crooked nose, small mem-
ber, and attacks, damages, and injury.” Erich Y mentioned some analogies extending
my allusions, which finally brought him to the incident that occurred on the parking lot:
“My bumper just touched the other one, just pushed it. Only the dust was gone. |
could see that while | was getting out, which is why | didn’t go any closer. | just had the
thought that you may have seen it, and the inkling of a bad conscience because |
walked away.”

The damage worsened in his experience in front of my eyes. It can be assumed
that such harmless encounters unconsciously signalized serious collisions to the pa-
tient because he had a high potential for aggression. For this reason he also immedi-
ately felt that he was being observed and punished.

We spoke about his own capacity to judge and that he nevertheless needed the
assurance and wanted to hear that everything was alright. The serious damage in his
dream and its unconscious background were related to his harmless behavior and his
bad conscience.

Erich Y extended the topic by giving a long description of his dependence on con-

firmation. But there was also another aspect, namely his originality and perfectionism
in carrying out tasks and in not letting anyone else take part in planning and complet-
ing them. He did not even inform his wife.
Consideration. His drive for perfectionism should be seen as an ongoing compensa-
tion for existing damage, whether it be the damage that he experienced on his own
body as a victim, or whether it be damage that he inflicted on himself. Even if uncon-
scious intentions do not reach their mark because resistance processes intervene and
inhibit them, thoughts and unconscious fantasies still suffice to make a bad con-
science and to demand compensation. The patient’s numerous reaction formations -
just like his occasional outbursts of rage - were signs that a high potential for aggres-
sion had to be held in check.

In the next interpretation | focussed on the word “scratch” and related it to the pa-
tient’s body feeling (see Sect.5.2).

A: If there's a scratch anywhere, then it's as if you had been scratched; you are the
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victim and you can’t do anything about it. The larger the injury that you experience

on yourself, the more you are enraged. This rocks itself up to a higher level, like the

time | scratched you by demanding you pay a part of my fee yourself . . .. Every-
thing that has happened in your dreams . . . . Everything has to be compensated.

P: Yes, this perfection. | thought the same thing this morning. But why are these ex-
ternal injuries, or if something happens, why are they immediately related to me
and my body and have such drastic consequences without my initially being able
to perceive and sense them?

A: Yes, look at the damage in the dream. The body’s water line is urination, and peo-
ple are very sensitive if you meet them there. All of this has to do with the water
line, with the house that each of us is, and that somebody maliciously sawed on it,
and in the dream cut through it.

P: It had already been damaged when it was installed.
A: Already damaged when installed, aha.
Consideration. Between the patient’s statement that the pipe had already been dam-
aged when it was installed and my reinforcing repetition of his thought, | had an idea
inspired by my theoretical understanding, namely that the patient lived with the uncon-
scious fantasy that he had already been damaged in his mother’'s womb and that
something had gone wrong when he was produced. | was not very surprised that the
patient now remembered something that had been retrospectively kept alive through
his mother’s repetitions. This was that his head had been deformed at birth. Thus he
fantasized his disturbed body image, especially the deformation of his head, back to
the beginning of his life. | viewed this regressive fantasy as an attempt to create a sta-
tus quo ante, i. e., to reattain the pretraumatic state described by Balint. And in fact the
patient mentioned other associations that were explicitly related to his first injury.

The patient picked up my the phrase “already damaged when installed,” adding:

P: As | said, the mistake was built in during the construction; it is deeper, and the
comparison to birth is straightforward. | am reminded that my mother said to me
that it had been a very difficult birth. They had to get me with the forceps, and it
was so difficult that they deformed my head.

A: That means that it was already deformed when it was created and produced.

P: Being created. ... [long pause] It's very funny, as if | were lying in my mother’s
belly, in this cavern. There everything is so clean, pure, uniform. And then there is
the immediate jump to a few years later, to kindergarten, before the war broke out.
This was the first injury. | don’t know whether | have mentioned this before. My
brother and |, we were playing behind the house, in the farmyard. The field was on
the side of a hill and there were some motor vehicles around. | released the brakes
of a hand cart. It started rolling and rolled over my brother, but since he was play-
ing in a large chicken hole, the car just rolled over him without hitting him.

A: Hum, just scratched. The cart .

The patient then described how the cart had rolled down the hill and was stopped by a

barn, and the collision had caused considerable damage.

The patient’s vivid recollection rekindled fairly similar memories in me about my
childhood. The intensity of my retrospective fantasy was so strong that | did not limit
myself to the material damage mentioned by the patient or to the uproar that he
caused. The interpretation | made was dependent on my countertransference and was
a direct continuation of the patient’s description.

A: Because you nearly killed your brother. You nearly committed fratricide, Cain and
Abel.

After a longer pause the patient discovered still another aspect:

P: | was also something like a small hero, who had already accomplished something.
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A: Yes, you can set a lot of things rolling. And then people are blissful and happy if
everything turns out alright, and say that it wasn’t so bad. And that is the way it
was this morning, where you would have liked to use me as a witness to verify that
no damage had been done, that nothing had happened, that the damage that had
been done would be compensated - the damage you caused and that which you in
fact did not cause, although you assume you are the culprit and have it on your
conscience.

From his description that he apparently also was a small hero | gathered that my coun-

tertransference-dependent Cain-Abel interpretation had asked too much of the pa-

tient. The patient had obviously had enough for today with regard to affective intensity
because he dedicated the rest of the session to superficial injuries from his adult
world.

Looking Back. [Dictated immediately after the session.] My fantasy about the origin
of the “imagined” injury was countered by the idea his mother kept alive, namely that
the damage to his head went back to his birth. | fortunately did not say anything. | was
very surprised that the patient stopped talking about his difficult birth and turned to
describe the harmonious situation in the womb. In this session we thus have the op-
portunity to see different features, the new beginning and the transferral of the harmo-
nious state to the period prior to the first trauma, which the patient described as the
birth trauma. His experience and my surprise coincide. The question is who initiated
the fantasizing, the patient or 1? Very important is also the fact that the recent event on
the parking lot before the session precipitated his associations. Finally | put myself in
the patient’s place and in my retrospective fantasies revived my own memories, which
motivated me to make a Cain-Abel interpretation that was dependent on countertrans-
ference.

Comment. In the summary that the analyst dictated immediately after the session
and in the accompanying commentaries that he wrote later, the anaylst made it
clear that he let himself enter into a concordant countertransference. He partici-
pated in the patient’s retrospective fantasies and remembered analgous childhood
experiences. Also impressive is the fact that this mutual induction was molded by
ideas that belong to psychoanalytic heuristics and clearly originated in the ana-
lyst’s head as well as in his warm-hearted empathy.

Comments on Retrospective Attribution. The term “retrospective” (nachtrdglich)
and its noun form “retrospective attribution” (Nachtriglichkeif) were frequently
used by Freud in connection with his conception of temporality and psychic cau-
sality. As early as in a letter to Fliess dated Dec.6, 1986, Freud wrote: “I am work-
ing on the assumption that our psychical mechanism has come about by a process
of stratification: the material present in the shape of memory-traces is from time to
time subjected to a rearrangement in accordance with fresh circumstances - is, as
it were, transcribed” (1950a, p. 173). Laplanche and Pontalis (1973, p. 112) consid-
er the view “that all phenomena met with in psycho-analysis are placed under the
sign of retroactivity, or even of retroactive illusion. This is what Jung means when
he talks of retrospective phantasies (Zuriickphantasieren): according to Jung, the
adult reinterprets his past in his phantasies, which constitute so many symbolic ex-
pressions of his current problems. On this view reinterpretation is a way for the
subject to escape from the present ‘demands of reality’ into an imaginary past.”
Without rejecting this view, Laplanche and Pontalis emphasize that Freud’s con-
ception of retrospective attribution was much more precise. According to them, it
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is not the lived experience itself that undergoes a deferred revision but specifically
that which was not completely integrated into a meaningful constellation the mo-
ment it was experienced. The traumatic event is for them a model of such experi-
ence. Freud adopted the idea of retrospective fantasy, and the expression appears
in the context of retrospective attribution numerous times:

I admit that this is the most delicate question in the whole domain of psycho-analysis. I did not
require the contributions of Adler or Jung to induce me to consider the matter with a critical eye,
and to bear in mind the possibility that what analysis puts forward as being forgotten experiences
of childhood (and of an improbably early childhood) may on the contrary be based upon phanta-
sies created on occasions occurring late in life . . .. No doubt has troubled me more; no other un-
certainty has been more decisive in holding me back from publishing my conclusions. I was the
first - a point to which none of my opponents have referred-to recognize both the part played by
phantasies in symptom-formation and also the “retrospective phantasying” of late impressions in-
to childhood and their sexualization after the event. (Freud 1918b, p. 103)

We assume that this quotation suffices and will make a very deep impression on
the reader. At least we are able to comprehend the analyst’s enthusiasm about his
retrospective fantasies and his rediscovery of retrospective attribution, which was
one of Freud’s grandest guiding ideas. The fact that Strachey translated this ex-
pression as “deferred action” therefore certainly had many consequences. With
reference to our comments in Sect. 1.4 of Vol.1, we would like to emphasize, in
agreement with Wilson’s (1987) recently published argumentation, that Strachey
did not invent Freud and that the present crisis of psychoanalysis cannot be traced
back to the fact that Freud’s work was transformed in the Standard Edition into
Strachey’s Anglo-American scientific language. That Strachey translated Nach-
triiglichkeit as deferred action is more than simply a trivial error, as recently point-
ed out by Thomi and Cheshire (1991). The Freudian concept of nachtrdglich can-
not be reduced to the concept of a deferred action. Disregarding for the moment
the consequences that Strachey’s translation may have had on the understanding
of Freud’s works in the Anglo-American countries, even in countries where the
original (German) text was used the understanding of retrospective fantasying has
inexorably led analysts to trace the etiological conditions of psychic and psycho-
somatic illnesses back to the very first hour and even earlier. The very concept
Nachtrdiglichkeit in fact forbids reducing the history of the subject to a monocausal
determinism that only pays attention to the influence of the very early past on the
present. The tendency to trace the causes of psychic illnesses further and further
back into the past has become stronger over the decades, as if an individual’s fate
were determined in the first months of life or even in the intrauterine phase - and
this not as a result of his genetic code or of inheritance but of presumed environ-
mental influences. This development has been universal, i.e., independent of
language or translation, and can also be found where the significance of Nach-
triiglichkeit has been fully recognized, for example in the works of Lacan, who
linked Freud’s idea with Heidegger’s philosophy of temporality. Retrospective
fantasying back to the beginning of one’s own life and beyond in self discovery is
a fascinating subject in the fairy tales and myths that live in us.

This excurse shows that simple concordant retrospective fantasying has a mea-
ningful context. The psychoanalyst’s cognitive process is borne by many precondi-
tions even though he may not be aware of them in the session itself. This may well
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have been the case in the session described above, which was full of feeling and by
no means overly intellectual (on deferred action, see also Thomid and Cheshire
1991).

2.4 Making the Patient Aware of Countertransference

One consequence of innate biological patterns is that vivid erotic or aggressive
scenes quite naturally have psychophysiological resonance, especially when the
analyst is involved in the transference. By empathizing with the scenes described
by the patient, the analyst is put in moods that can lie anywhere within a broad
spectrum. In his book Zur Phdnomenologie und Theorie der Sympathiegefiihle and
von Liebe und Hass from 1913, Scheler pointed to the primary object relatedness
and the bipersonal nature of these processes that reach deep into the sphere of the
body (see Scheidt 1986). From psychoanalytic perspectives, our view is directed at
the unconscious preliminary forms of these phenomena. Data from physiological
measurements are not necessary for the analyst to feel that his partial identifica-
tion with the patient’s experience in countertransference has an animating effect.
This effect is dependent on, on the one hand, the nature of the scene, and on the
other hand, on the analyst’s general disposition and specific resonance capacity.
The analyst in effect displays all the affective reactions that belong to the nature of
mankind and that Darwin, Freud, Cannon, and Lorenz attempted to explain with
their theories about affects and emotions.

A consequence of the professional tasks and duties is that feelings of sympathy
and love and hate become manifest in weakened form. The analyst has, so to
speak, only one leg in the particular scene; his standing leg and, most importantly,
his head ensure that he stays, to refer to Schopenhauer’s words that were quoted
above, “in the realm of calm consideration” in order to be able to jump in full of
knowledge and ready to help. Although it is impossible here to discuss man’s na-
ture - which is an inexhaustible interdisciplinary topic - no side doubts that psy-
choanalysts are also subject to this nature. They are even more receptive for sexual
or aggressive fantasies because they train themselves to perceive the smallest mic-
rosignals, which are even entirely unconscious to the patient sending them.

All patients obviously know, without saying so, that their analyst is subject to
biological facts of life. The technical problems begin with the question of the way
in which the analyst acknowledges that he is affected by the sexual or aggressive
fantasies of his patient in the same manner as all other people. Not acknowledging
the bipersonal nature of emotions confuses the patient. His common sense was
oriented until then on experiences he now sees cast into doubt. Given that some
sort of relationship exists between two people, the emotions of the one do not
leave the other cold. At least in a vague way the patient feels something of his
analyst’s countertransferences, and requires his analyst’s emotional resonance just
like he does his clear head. Acknowledging this tension keeps the patient from
landing in one of the numerous deadend streets that end in an impasse or the
breaking off of treatment. The failure of more than a few therapies has resulted, in
our opinion, from the fact that the patient who is secretly convinced of the lack of
credibility of his apparently untouched analyst repeatedly puts his analyst to the
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test, which he intensifies until he obtains his proof. There is a wide variety in what
patients consider proof in their attempts to convict analysts. Spontaneous nonver-
bal reactions or interpretations that permit the patient to draw conclusions about
the analyst’s own curiosity serve the patient as indications that the analyst was ag-
gressive or sexually stimulated. This was the proof, and the analyst discredited him-
self. Thus the intensification of aggressive and erotic or sexual transference fanta-
sies results in part from the analyst’s denials. It is not easy to find one’s way out of
this deadend. It is therefore advisable for the analyst to acknowledge his own emo-
tions from the beginning and to clarify the professional tasks that enable him to
have milder forms of affective reactions. The patient’s curiosity for personal matters
(e.g., the analyst’s private life) weakens if the analyst makes him aware of his
thoughts about him, for example, the context in which his interpretations are
grounded. In our experience it is then not difficult for the patient to respect the ana-
lyst’s private life and to limit his curiosity about the personal and private sides of
the analyst’s moods and thoughts. It is a tremendous rglief to the patient that the
analyst does not answer in kind and does not react as intensively as the people with
whom the patient was or is in an emotional clinch. The analyst’s milder reactions,
rooted in his professional knowledge, enable the patient to have new experiences.
In this way the analyst can pass the patient’s test in a therapeutically productive way
instead of losing all credibility as a result of a misunderstood and unnatural ab-
stinence and anonymity, and of precipitating the vicious circle outlined above.

Let us now look at a few details. What does it mean when Ferenczi (1950,
p.189) sees the mastery of countertransference in the “constant oscillation be-
tween the free play of fantasy and critical scrutiny”? What do analysts mean when
they talk of their dealing with countertransference? There is definitely a difference
between retrospectively talking about this or that feeling that arose as a reaction in
the therapeutic session and having this feeling while sitting opposite the patient.
Obviously the point is precisely how the analyst copes with being exposed to a
multitude of stimuli. The analyst’s profession would in fact be impossible if every
sexual and aggressive wish would reach its goal unbroken and carried the analyst
from one peak to the next trough. Regardless of how intense the emotional in-
volvement and the exchange may be, one consequence of the analyst’s reflective
thoughtfulness is that the patient’s emotions only reach him in weakened form. He
is certainly the goal of the patient’s dispairing cries for help, his sexual longing,
and his disparaging manner; he is meant and touched, but for various reasons the
intensity of his experiencing is weaker. The analyst’s knowledge of the processes
of transference offers a certain degree of protection. Love, hate, dispair, and pow-
erlessness were originally distributed among numerous people. By empathizing
with the patient, the analyst ceases being the passive victim of the patient’s cynical
criticsm; on the contrary, he can participate in the patient’s pleasurable sadism
and find intellectual satisfaction in understanding such patterns of behavior. The
calm thoughtfulness, which may coincide with great intellectual satisfaction from
identifying the roles the patient attributes, creates a completely natural distance to
the proximity of the moment.

The reader may be surprised that we view this as a natural process that is in no
way characterized by splitting, but that also does not force constant sublimation.
No further proof is required of the fact that countertransference problems can be
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solved in the manner we have outlined and not, in contrast, by sublimations. It
would not take long for analysts to become exhausted and incapacitated if they
had to expend their strength on ego splitting or sublimation.

Our view clarifies why it is one of the most natural things in the world that the
patient in certain circumstances may experience - or even must know - what
countertransference he has precipitated in the analyst. The analyst should not
have a bad conscience about admitting something, and it definitely cannot be the
point for the analyst to burden the patient with his own conflicts or to give him ex-
amples by telling him stories from his own life. For a great variety of reasons,
counselling sessions in which the parties act like good friends frequently take such
a turn, with both parties finally pouring out their hearts. Many doctors also believe
they can provide consolation in their office by describing examples of how they
have coped with illness and the other burdens of life. However important identifi-
cations and learning from models are in every form of psychotherapy, it is just as
decisive to help the patient himself find acceptable solutions to his problems. If a
patient denies his genuine knowledge that the analyst is also subject to fate, then
there are more helpful ways of informing him than admissions that hurt more than
they help even when they are made with the best of intentions.

Helplessness, at least in the sphere of symptoms, is a characteristic of all suf-
fering. The patient (the sufferer) complains about disturbances against which he is
powerless and which impose themselves psychically or are caused by his body.
Complaints often turn into indirect accusations. This is particularly true in all psy-
chic and psychosomatic illnesses, where complaints soon become accusations di-
rected against parents and family. In order not to be misunderstood, we would
like to emphasize that an individual’s complaints and accusations about what has
happened to him or was done to him must be taken seriously. A child’s long peri-
od of dependence is accompanied by a one-sided distribution of power and pow-
erlessness. Yet even in the struggle for survival the powerless victim finds ways
and means to assert himself. Psychoanalytic theory offers a wealth of explanatory
models that facilitate the therapeutic understanding at those points, in particular,
that are unconscious to the patient himself. The common element linking these
points together is the unconscious influence that the patient himself exerts, regard-
less of what was done to him.

Our exposition justifies letting the patient share in countertransference under
certain circumstances. Theoretically this necessity derives from the further devel-
opment of object relationship theory into two-person psychology. The great thera-
peutic significance of letting patients share in countertransference becomes visible
everywhere patients are blind to the consequences that their verbal and nonverbal
statements and their affects and actions have on the people around them and on
the analyst. It is probably even the case that some transference interpretations
which create a distance to the patient stimulate him into attributing human quali-
ties to the object and in the process into testing the limits of his own power. By de-
liberately speaking of the patient’s sharing in the analyst’s countertransference we
mean that the countertransference only in part belongs to the patient’s sphere of
functioning and organizing. Precisely because the analyst does not cooperate fully,
but in all seriousness plays along as described above, the patient discovers the un-
conscious aspects of his intentions. Intuitive psychoanalysts who have also had
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the courage to describe their experiences in public have always known that this
kind of sharing has nothing to do with confessions from their private lives. It is
completely inappropriate to speak of personal confessions in connection with
countertransference. Such a term is a burden on dealing with countertransference
in a natural way, because the analyst does not make confessions to his colleagues
just as we are not concerned here with confessions of a personal nature that an
analyst has made to a patient, as we pointed out in Sect.3.5 in Vol.1. Letting the
patient under certain circumstances share in countertransference is an accurate
description of an emminently significant process, which opens up new therapeutic
opportunities and also deepens our knowledge.

Our explanations may contribute to lessening the shock that is still evoked by
the frankness with which Winnicott (1949), Little (1951), and Searles (1965) wrote
about their countertransference. Winnicott (1949, p.72) wrote, unmisunderstand-
ably:

In certain stages of certain analyses the analyst’s hate is acutally sought by the patient, and what is
then needed is hate that is objective. If the patient seeks objective or justified hate he must be able
to reach it, else he cannot feel he can reach objective love.

We now refer to two examples demonstrating that letting the patient share in
countertransference can have a beneficial effect.

3.4.1 Erotized Countertransference

Toward the end of Rose X’s analysis, which lasted several years, she surprised me by
directly asking, after hesitating a moment, about my reaction to her sexuality. Sexual
fantasies and experiences had always played a large role. It had been “transference at
first sight”; a strongly erotized quality and the inhibitions and aversions linked to it had
characterized long periods of her analysis. The disappointments, separation anxieties,
and aggressive tensions that surfaced were so interwoven with sexual desires that the
separate components were often difficult to identify.

Periods of intense anxiety neurosis and anorexia had existed since she was
10 years old. As a girl, especially in puberty and adolescence, she had often felt alone
with her sexual feelings and thoughts. My reserved behavior and the analytic situation
had fostered her feelings of being left alone in treatment, especially with regard to
aspects of her relationship to her father. He had been very affectionate to her for a
long time while she was a little girl but had withdrawn at the beginning of her puberty
and had avoided her questions about the meaning of life. On the one hand his change
in behavior was incomprehensible to her, on the other she related his turning away to
her sexual development.

The transference and the realistic aspects of the analytic relationship were conse-
quently particularly full of tension. Rose X was frequently moved to ask questions
about the ways | personally reacted and experienced, yet she primarily expressed her
questions indirectly. | had unconsciously contributed to this avoidance, as | could
recognize in looking back from the late phase of analysis. Precisely because of her
strong positive, often erotized transference | had been relieved in the sense that the
patient observed the given framework and the limits, the justification of which ulti-
mately lies in the incest taboo. My retrospective transference interpretations were re-
lated, accordingly, to her oedipal and preoedipal disappointments and their reappear-
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ance after the withdrawl of her father, who had evaded all kinds of questions about
life and did not answer them in a personal way. This change in behavior formed an
inconceivable contrast to how he had spoiled her and to the intimacies they had
shared until her prepuberty. As an only child, she had been exposed to her parent’s
peculiarities to a very strong degree. Further, she had taken in her father’s care in a
rather passive manner. In many ways her father had also taken over a maternal role
and provided compensation for the traumas she had suffered as a result of numer-
ous severe illnesses during childhood. Her mother, who was superstitous and suf-
fered from anxiety hysteria, remained dependent on her own father for her entire life,
which complicated both her marriage and the care she gave her daughter. The disap-
pointments that Rose X had suffered at the hands of her mother reinforced her inner
contradictions and the associated tension between her aggressiveness, which had
become unconscious, and her manifest feelings of guilt, which were of unknown
origin. Some of her symptoms were a typical continuation of her ambivalent relation-
ship to her mother.

From this psychodynamic summary it is easy to see that, given an interruption of
the analysis or imagined separations, recent disappointments could form the point of
departure for retrospective transference interpretations and it was only in passing
that a hint of personal, specific questions were detected. The latter were probably
avoided in order not to burden the relationship. Sometimes Rose X would cast a
short but insistent glance at the expression on my face and at my expressive behav-
ior, and occasionally she made allusions about, for example, her concern about the
serious face | made. We then racked our brains about the genesis of her feelings of
anxiety and guilt.

We then approached the envisaged termination of treatment. In this phase the pa-
tient increasingly mentioned sexual ideas, in addition to aggressive ones, the majority
of which referred back to fantasies (e. g., from dreams and daydreams) that she had
previously not been able to talk about.

After criticizing my professional role as an “impersonal analytic apparatus,” Rose
X asked me directly how | handle her hundreds of thousands of sexual fantasies and
allusions, i. e., whether | sometimes got excited or whether | had imagined something
similar for several seconds. She referred particularly to sexual desires and experi-
ences that she herself felt to be pleasurable - scenes in which she animated men
into aggressive sexual behavior by her own exhibitionism. The patient now wanted to
know what | desired or imagined and whether | had the same feelings as other men.

When sexual ideas had previously been hinted at, especially if they had had any
link to me, | had asked for clarification and finally made retrospective transference in-
terpretations or interpretations of their latent aggressive, momentary contents. Dur-
ing the final phase of this treatment | had, on the basis of earlier experience, come to
the conclusion that it was possible and sensible to let patients share in the counter-
transference without getting involved in complications and without confusing my the
professional and personal roles. On the contrary, letting patients share contributed to
clarification and relief. At first | had in fact really behaved in a reserved way, like her
real father, who had become impersonal and drawn limits where there really had
been room for a more personal exchange. In other words, possibly because of his
own fear of transgressing limits, the patient’'s father had abruptly switched to ano-
nymity, just as | myself had adopted an impersonal attitude at just the first hint of pos-
sible sexual actions. In this case the patient’s real experience with me and her trau-
matic experience with her father coincided in the therapeutic relationship so that for
her the character of transference was not distinguished from that of real experience.

Against the background of such considerations | gave her the following answer,
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which became part of a longer exchange of thoughts. | said, truthfully, that | was not
left cold by her thoughts and fantasies, which she herself referred to as provocative
and exciting, and that otherwise even her own perception told her that | was not signif-
icantly different from other men. | added that although a certain amount of resonance
and emotional reactions were also necessary because | otherwise would not be able
to put myself into her emotional situation well enough to draw my conclusions and for-
mulate interpretations, a certain distance from my own desires and fantasies was nec-
essary for therapy. | drew pleasure and satisfaction not from letting my fantasies turn
into desires or actions but from using them to make helpful interpretations that |
hoped would be of use to her and could ultimately bring her therapy to a good conclu-
sion. The most important item, however, was the statement that | felt something and
even had some sexual thoughts in reaction to her fantasies. | concluded that we had
just discovered something that we had not mentioned before although each of us had
perceived it during a long phase of the therapy, namely that we stimulated each other
and that | was occasionally moved by her erotic attraction.

Rose X was surprised and relieved by this answer. She immediately added some-
thing to the description of a dream she had given at the beginning of the session,
which was one of many with sexual and aggressive elements and which was about
meeting a man who resembled her father and an unknown woman and about the
danger of poisoning. Her first associations were about the poisoning and the evil step-
mother in Snow White. After | had let her share in my countertransference, other asso-
ciations followed, as did the patient’s own interpretations. She said that she was im-
mensely relieved and was able to speak more frankly about sexual contents that had
gone unmentioned - with the consequence that there was less tension and more in-
terpretive work. It was possible to comprehend the significance of the dream as the
symbol of her traumatic situation as an only child, with her erotically seductive but also
very reserved father and with her mother who was filled with anxiety and feelings of
guilt. The patient had felt emotionally very dependent on her mother and in her child-
hood and adolescence had often thought about her mother’s inner emotions and
thoughts. Her mother had died from cancer while the analysis was in progress, about
18 months before it ended.

This was the first interpretation that really seemed clear to the patient. The compo-
nent that was related to the past was not at all new, and included aspects of her rela-
tionships both to her father and to her mother and was most importantly also a confir-
mation of her concrete interest in gaining some insight into the other person’s feelings
and ideas. It seemed clear to her because it happened against the backdrop of a new
experience: learning about my psychological self and my opportunities for processing
material. The patient could see in my statement confirmation of her own sexuality, sen-
sualness, and physical self. Her doubts about what her exciting fantasies precipitated
in me lost all connection to reality. My interpretations that human sensations were the
basis liberated the patient from the feeling of being powerless and excluded or of hav-
ing been guilty. In the course of the following session, the climate improved visibly. The
traumatic affects in transference were discussed more frankly in the relationship and
resolved so that the analysis came to a good conclusion.
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3.4.2 Aggressive Countertransference

We will first present a summary of Linda X’s specific problems and then describe
the intensification of the transference-countertransference constellation that oc-
curred in a session preceding a longer interruption.

One unusual feature of this case was the fact that her appointment was made by the
company doctor of the firm at which Linda X, who was 23 years old at the time, was
being trained as a technical assistant in a pharmaceutical laboratory. She would not
have managed this step on her own; for this reason the worried colleague not only
made the appointment but also insisted on bringing the patient to my office.

Linda X placed great value on getting an appointment with me since she had re-
cently heard me present a speech. She was shy, anxious, and depressive and expect-
ed me to send her away after just a few sessions, as she told me immediately after we
greeted each other. Her behavior and statements displayed a depressive and anxious
attitude, which had been stable for about ten years. She had grown up as the youn-
gest child in a family with a prude sexual morality and suffered from anorexia in
puberty, which had been precipitated by comments that offended her. She had react-
ed to a doctor’s statement that her dangerous loss of weight would have to be treated
by tube feeding by overeating and rapidly gaining 36 kg (79 Ib), reaching a weight of
80 kg (176 Ib). When she was 16 she suppressed her craving for food by taking appetite
suppressants. These were later replaced by psychopharmaceuticals, and Linda X had
been dependent on them for years. She alternately took various benzodiazepin deri-
vatives and other tranquilizers, without which she would have been paralyzed by her
anxieties.

To escape from her loneliness and to overcome her anxiety about making contacts,
Linda X satisfied her great longing for tenderness by turning to brief sexual esca-
pades; her choice of partners was relatively arbitrary and hence dangerous. These fre-
quently changing relationships did not provide her anything else than to help her mo-
mentarily overcome her loneliness and give her a vague feeling of taking revenge on
her parents for some neglect. Her inner emptiness and dispair had increased in the
last few years, creating a chronic danger of suicide.

Because of her intelligence Linda X had managed, despite her serious symptoms,
to successfully finish school and to find an apprenticeship. Her achievement in these
courses brought her recognition and satisfaction.

This short description of this woman’s rather difficult situation raises a number of
questions concerning the adaptive evaluation of the indications for psychoanaly-
sis. This evaluation was on shaky ground in this case if for no other reason than
because it was impossible at the beginning to estimate the severity of her habitua-
tion and dependence on the benzodiazepines and the resulting vicious circle. It
was impossible to exclude the possibility that the patient’s anxieties would in-
crease even without discrete withdrawal symptoms, compelling her to take more
and more tranquilizers. Despite her at least psychic dependence on benzodizepine
and chronic suicidial tendency, the analyst suggested that outpatient treatment be
attempted. Long-term inpatient therapy would have interrupted her apprentice-
ship and led to additional stress because the patient actually feared being commit-
ted and thus losing her place in her course. It would have hardly been possible
during inpatient treatment to compensate for the loss of self-esteem that she
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would have incurred from the loss of the recognition she drew from her good
work. Furthermore, the possibilities for controlling any drug abuse and protecting
against attempted suicide are limited, even in institutions.

With regard to the prescription of psychopharmaceuticals, agreement was
reached that the analyst would continue them. This approach proved completely
successful in this case. The complications that arose in transference and counter-
transference were solved in constructive fashion. Starting from the situative wors-
ening of her condition, it proved possible for the analyst to penetrate to the depths
of her anxieties; in the process the contemplative patient gained security step by
step.

Just as prior to the beginning of treatment, suicidal crises recurred during the several-
year course of therapy when the patient had to endure being offended by her parents
or friends; they were usually linked to separations. Interruptions of treatment for vaca-
tions were, similarly, accompanied by crises and made various emergency measures
necessary, such as temporary admission to a rehabilitation center and, later, substi-
tute appointments with a colleague.

Just prior to a relatively long interruption of treatment that had been announced
long in advance, the patient again entered a chronic suicidal state and indirectly made
me (the analyst) responsible for it. Her refusal to use the preceding time as effectively
as possible and to accept temporary help during my absence made me increasingly
helpless; my powerlessness was accompanied by aggressive feelings toward her neg-
ative attitude. My attempts at interpretation, in which | used all my knowledge about
narcissistic rage (Henseler 1981), failed. The patient clamored to the idea that the en-
tire world had left her and that therefore she would now kill herself.

In one of the last sessions prior to the break, she put a farewell letter on the table,
which | was supposed to read. Since the patient then remained silent, | had much time
to reflect about it. | noticed her black clothing and thought of mourning and death.

A: If | were to read this letter now, then | would accept your departure. You hate me
because I'm going away.

The patient’s lack of reactions and her silence were a burden on me. It did not seem to
be at all clear to her how much | was affected by the aggressiveness contained in her
threat to commit suicide. She also often hardly realized that she seriously offended
and injured those who were friendly to her. Various possibilities went through my mind.
Should | send her to a hospital, for her own protection and my safety, or should |,
thinking about Winnicott’s recommendation (see Sect. 3.4), let her share in my coun-
tertransference? | decided on the latter, because | also feared that she could other-
wise take my refusal to read her letter as indifference. Furthermore, it was important to
me to argue the continuity of the relationship after the break. | therefore made a rela-
tively long interpretation in which | also expressed my concern by telling the patient
that | was in such a dilemma that | was furious with her.

A: | am really very dismayed by the fact that by making your threat you want to make it
more difficult for me to leave and put a burden on my return. | will return and our
work will continue. That’s why I'm not going to read your farewell letter.

In this way | wanted to express the fact that | did not accept her suicide as a depar-

ture. After a very long period of silence | continued:

A: You give me the responsibility for your life or death and ask very much of me, too
much, more than | can bear. | don't share your view that you should invest your
power in such an indirect way in suicide. You are testing how much power you
have over me.
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| pointed out the very disguised pleasure contained in self-destruction. Although the
patient was still silent, | could feel that she was very touched. | therefore reminded her
that her therapy had had a personal quality from the very beginning because of her
wish to come specifically to me. To provide her relief, | referred to the fact that con-
fronting me directly with her threat to commit suicide, instead of relating it to events
outside, was an indication of progress. As | spoke of progress the patient looked up
and awoke from her rigidity; she stared at me disbelievingly. | summarized for her
where | saw progress.

A: Perhaps we can find out after all which of your desires and needs is contained in
this accusation, so that you can know more precisely what’s on the other side of
the scale.

P: Yes, that's it, because you can go far away, because you're successful and people
in other places want to have you, that makes me terribly aggitated. | don’t have any
hope or any perspective for ever really being able to work, being as independent
as you, I'll always be just the little nuisance that you have to take care of materially
although you could use the money much better somewhere else. It's a bit of a
problem with my friend too, you know it; my friend only tolerates me, rejecting me
when | turn to him for support, he wants me to be different, more self-secure, inde-
pendent, beautiful, and more feminine, he doesn’t like me this way, and you don'’t
like me this way either. You only drag me through. My parents want to enjoy their
old age and don’t want to always have to be worried about me, as my father once
said, and then he added, “Your Mr. Analyst can’t always be with you.”

A: Yes, and now your analyst goes on a trip, far away, he packs his caravan, so to
speak [An allusion to her parents, who intended to take a long trip through Europe
in the summer]. Your father was right: Those who have it, security and money, they
pack their things, and this has come between us because in the meantime you
yourself have felt these desires inside you. That is the difference to earlier. Do you
still know that at the beginning here you once said: “I'll never let go of my parents.
They shouldn’t think that they’ve already done enough for me.” Now you would like
to be a woman who enjoys travelling, just like your colleague from work, like the
analyst who enjoys travelling, who just travels far away and doesn’t have a bad
conscience about what those staying behind do.

This interpretation of her envy, which the patient had given a self-destructive turn, pro-

vided the patient relief, as her subsequent reaction showed:

P: Yes, this summer we can only manage 14 days vacation in a small house belonging
to his [her partner’s] parents, and they carp around again. If this goes on forever, |
won't take it, | can’t come to terms with my averageness in this way, and all the
years of my illness have ruined all my chances of studying something proper, and
that’s the state I'm in.

A: The final good-bye is at least something special, nothing ordinary, it will break at
least one jewel out of the analyst’s crown, yes, it really would.

The acknowledgment of her desire to be and achieve something special - even if it
were by means of a self-destructive act - did her good. It was true that the severe dis-
turbance of her development, which had set in very early, had also destroyed a lot that
could not be replaced. Her insecure self-esteem, which in childhood was obscured by
her dependence on her parents, had obstructed her ability to have many experiences
of other of her age since the beginning of puberty. She had instead had a wealth of
disparaging experiences, in regard to her body and to relationships that damaged her
self-esteem, which could only gradually be balanced by new experiencing. She was
now able to ask with a strong voice:

P: Would you have come back to my funeral?
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A: No, because you would have already destroyed our relationship, but | will be glad
to come back to continue working with you. That | will be happy to return is per-
haps also a sign of power and strength that you have. | know how much effort it
takes for you to overcome your numerous difficulties.

By overcoming this critical phase it became possible for us to together think about
ways and means that would be available to her should she need help to tide her over
during my absence. The further course of the therapy was interrupted by relapses over
and over again, but the patient was able to draw the experience from the situation de-
scribed here that we would be able to get through and survive her conflicts. The pa-
tient has been able to stabilize her partnership and further improve her professional
qualifications during the four years that have elapsed since the end of therapy.

3.5 Irony

As welcome as it is to us for therapeutic reasons when submissive, masochistic, or
depressive patients reach a natural self-assertiveness and the ability to criticize, it
is often just as difficult to bear an exaggerated amount of devaluation that charac-
terizes the sudden transition from submission to rebellion that is hoped for and
desired. Some of the affective burdens that arise can be controlled by analytic
knowledge. Further protection is offered by irony (Stein 1985).

Konrad Lorenz is supposed to have once said of his especially beloved objects
of ethnologic study, “But geese are only human.” In our opinion it does not suf-
fice to refer to the fact that psychoanalysts are only human and that it belongs to
human nature to respond to attacks by running away, playing dead, or counter-
attacking. Psychoanalytic knowledge can filter and weaken these and similar
spontaneous reactions. While the analyst is nevertheless not immune to his pa-
tient’s criticism, he should not be so seriously affected that he becomes unable to
provide treatment or pays it back to the patient in one way or another. In the latter
case the reestablishment of a productive form of cooperation would be much
more difficult or impossible. We consider the phrase “affected yes, but not seri-
ously enough that countertransference cannot be made productive in interpreta-
tions” to express a good solution to a fundamental problem of psychoanalytic
therapeutic technique.

Negative countertransference is often expressed indirectly. This was the case in
the treatment of Arthur Y, which we will now describe by referring to the analyst’s
summary protocol.

One session was a complete failure, in particular because my interpretations were bor-
ing. | had tried, among other things, to help the patient comprehend a statement he
had made a long time ago, for he had repeatedly enquired about his chances for im-
provement or a cure. This topic had already been frequently discussed at all possible
levels.

A particularly difficult situation arises if the desired criticism a patient makes be-
comes mixed with a destructive doubt that does not unfold freely. In an earlier dramat-
ic session Arthur Y had let his fantasies have free run, with my support, and admitted
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that he would not believe me unless | gave him the names of patients who had been
successfully treated, which | refused to do for reasons of discretion. It was thus a
hopeless situation.

The patient’s pronounced ambivalence together with the corresponding splitting
processes led him to want to make me bankrupt - in reversal of the fate that aimost
overtook him. On the other hand, he put all his hope in the expectation that | would
withstand his destructiveness and would not lose faith in him, in myself, and in psycho-
analysis. Although | was aware of the unfavorable effect of irony, my affect led me to
make an ironic interpretation that the patient had, understandably, completely forgot-
ten and that months later led me to give the boring explanations in the session re-
ferred to above. At the time | had, referring to the patient’s penetrating curiosity about
my success, told him that my longest therapy had lasted 100 000 hours and had been
unsuccessful. It was understandable that this interpretation had disturbed him so
much that he had completely repressed it.

My subsequent comments did not lead any further; the patient remained confused.
I did not succeed in making him aware of his omnipotent aggressiveness, which was
the assumption behind that interpretation. This was probably connected with the fact
that the patient immediately mobilized counterforces. Failure would have sealed both
his omnipotence and his hopelessness. He did not want to undermine me so com-
pletely that | could no longer be a object-subject providing help. It was noteworthy that
it was still difficult for the patient to approach this problem although just a few days
previously he had fantasized how he would punish me in public and, by committing sui-
cide, expose me to be a bungler. He said he kept all the invoices in order to denounce
me as the one responsible for his suicide. He also had fantasies that | would have to
treat him for another 300 hours without payment after his health insurance organiza-
tion refused to make further payments, and that he would then decide at the end
whether and what he would pay me - a fantasy that with the help of an interpretation
was intensified to the form that he could, in addition, demand repayment of previous
fees by complaining that | had done poor work. He had already secretly imagined suing
me for a long time.

This session ended with his remembering that he felt the same as in mathematics
class. The teacher would stand up front and write clever equations on the board, and
he would not understand anything. The patient added that everything | had said today
seemed to him to be nonsense. Disturbed by his criticism, he raised the question of
what he could do and what might happen during the rest of the day. The sense of the
interpretation was: A lot depended on whether he punished himself immediately for his
statement or whether he managed to assert himself against his teacher without letting
the word “nonsense” destroy their relationship and without letting everything be de-
stroyed when he put up some resistance.

| was not satisfied with myself in this session and felt at odds with myself and the
patient. | was irritated that | had let myself be driven into a corner, and the long inter-
pretations also constituted a kind of compensation for my provoked aggressiveness. |
noted that | had made rather gruff comments to his boring questions, to my own relief.
This was confirmed by another sign, i.e., after the session | thought | would have to
find a way to stop prescribing Valium. The fact that | had not given the patient a pre-
scription before the summer break had had unfavorable consequences. At the time he
had viewed this as mistrust, but had subsequently punished himself for having had this
feeling by not taking anything despite the progressive deterioration of his condition,
which was connected with his displaced anger at me. In the meantime the patient had
found a doctor who had quickly prescribed him 50 tablets of Valium during a consulta-
tion for something else. The patient still had most of these 50 tablets, but since we
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were approaching a break and he had already announced that he wanted these
14 days to be different and less fraught with anxiety than the summer vacation, | ex-
pected another conflict before the break. Thus after this session | was in a state of
negative countertransference.

The next session was less tense and more productive. Good and evil were divided,
with me the representive of evil and the doctor who had given him the prescription,
whom the patient called the “obscure” person, the representative of a carefree lust for
life. Arthur Y vividly described how the other doctor took prescribing Valium lightly and
gave him the feeling that he was still very far from being dependent. )

Arthur Y associated man’s fall from paradise and the pleasure from eating the ap-
ple with the prescription of Valium. By strongly cautioning him when | had given him
the prescription, | had ruined his pleasure; my threatening gesture had made him
afraid. Arthur Y emphasized that the prescription and my gesturing with my index fin-
ger had created more problems for him that the prescription had solved. Arthur Y now
fantasized putting the other doctor in my place; he imagined he visited this doctor,
who prescribed the medication with the quieting comment: “Come back in 4 months,
everything will be over, and then we can reduce the medication.” In this fantasy he
sought the doctor who accepted the entire responsibility and who assured him that
everything would be fine. Although | had already told the patient some time before, in
reply to an unjustified accusation, that by giving him a prescription | had taken and
demonstrated partial responsibility for him, it now became apparent again that partial
responsibility was not enough. He was looking for total responsibility and a valid as-
sessment of what would be reached by a certain date. | had, in contrast, left it up to
him to take Valium as he needed it, so that the dosage and any possible dependence
were his own responsibility.

Now the other side came into play. After having made these accusations, he ex-
pected that | would stop the therapy and throw him out. He compared me with his ear-
lier therapists, especially with Dr.X, who had reacted in a cold manner when asked
about a prescription and some form of help other than psychoanalysis. | had shown
myself to be uncommonly generous, had given him a prescription, and now he was so
ungrateful although | had gone far beyond everything he had ever experienced with
psychotherapists. The ingratitude which he felt and whose consequences he feared
was emphasized by his description of the very generous doctor who had given him a
prescription for 50 tablets of Valium without any ado. This doctor had only laughed
when the patient asked questions about the danger of dependence.

After giving this description the patient thought about the rest of the day and re-
turned to the question of what he could still do and whether he felt better because he
had told me everything. | pointed out to him that his condition probably depended, just
like after the session the day before, on whether he punished himself now or not. The
patient was again concerned with the question of what he could do in order to utilize
the insights he had gained.

The interpretive work had provided such relief that no relapse occurred and Arthur
Y hardly used the prescribed medication.

3.6 Narcissistic Mirroring and Selfobject

There is more to the myth of Narcissus than the mirroring surface of a pond in
which the young man, losing control of himself and enchanted by the strange
beauty, discovers another self. Not only are mirrors nowadays almost everywhere,
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so that we can reassure ourselves of our appearance, but cameras also have de-
layed action shutters that enable us to take self portraits and compare our real
selves with our ideal selves, i. €., our various body images. Rehberg (1985), follow-
ing McDougall (1978), showed that an individual’s mirror image provides support
for the consolidation of his perception of his body.

After the following description of a case, we will make some comments on the
mirror metaphor. The analyst in this case was familiar with Kohut’s theory but did
not follow its specific recommendations about therapeutic technique. We dis-
cussed the reasons for this in Vol.1. We emphasize, of course, the significance of
self-experience and man’s lifelong dependence on confirmation by significant oth-
ers even though we do not put them in the framework of Kohut’s selfobjects. We
are pleased to provide the readers a detailed selfpsychologycal commentary at the
end of this report.

Arthur Y had taken an unusual step to gain reassurance about his body image,
namely by viewing himself. This action, together with his fantasies, provoked a
wide variety of countertransference reactions in the analyst. One question the pa-
tient raised temporarily elicited insecurity, following which the analyst became
aware of something therapeutically productive.

Arthur Y had finally decided to carry through a plan he had had in mind for a long time.
He had struggled with himself to speak about it here without demanding that the tape
recorder be turned off. He said he had finally done what he had planned to do for a
long time, namely to take pictures of his genitals with a camera that he had kept for
just that purpose for a long time. One of the pictures turned out very good, and he did
not get any better pictures when he later repeated his plan.

| was surprised and pleased by the decisiveness with which Arthur Y finally fulfilled
a long held plan without letting himself be inhibited by me or the tape recorder. The pa-
tient gave a rather sober report at the very beginning of the session, which left every-
thing open. Neither did the patient describe why the especially good picture was so
good, nor did he indicate his motives or what he was looking for in taking nude photo-
graphs. | stayed completely reserved because | had the feeling that | was not sup-
posed to disturb his narcissistic satisfaction in any way, although | was very tempted
to find out what this objectification meant to him. My guess was that he had photo-
graphed his penis in an erect state during masturbation, but | suppressed my curiosity.
| reflected that it made a difference whether you look at yourself and always have an
incomplete view of your genitals and from a different perspective than when you look
at the genitals of other men. | thought that the resulting cognitive difference might play
a role in such comparisons, which are very important, especially in puberty and for
men who lack self-security.

My fantasies led me to make my own comparisons and ultimately ended in
thoughts about the fact that female genitals are hidden and that their position keeps
women from viewing their genitals without using a mirror. Finally, in a matter of sec-
onds | thought of Jones’ (1927) theory of aphanisis, which has always held a special
fascination for me, specifically disappearance as the factor precipitating elementary
anxieties.

It did not surprise me that Arthur Y, as he then told me, had suffered a serious
worsening of his symptoms since he had taken the photographs. This worsening may
with certainty be traced back to his self-punishment for the nude photopgraphs, but
also to the feeling he was a spendthrift and ruining his family because he had gone to
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an expensive restaurant with a customer and spent, in my opinion, a relatively modest
sum for an evening meal. Arthur Y looked almost desparately for further reasons to
torment and belittle himself. Thus in one session it sufficed for me to use the word
“self-punishment” to reinforce these tendencies in him. He also criticized himself for
having found the sight of a young and attractively dressed girl a real treat for the eyes.
This occurred after he had taken the nude photos. | therefore related the one viewing
to the other and pointed out the pleasure and self-punishment that they had in com-
mon. | said this found its culmination in his fear that he could end in complete isolation
after all and that his symptoms could become so tormenting that he would not be able
to speak another word. It was clear to the patient that he apparently had to pay a high
price for his pleasurable actions.

In rather strong terms the patient again demanded that | provide him assistance in
transforming the insights he had gained here into action outside - what he could do to
behave differently outside, in real life? | explained to him why | do not give any instruc-
tions on how to act, and he reluctantly accepted my explanation. He added that he
really understood why | refused to answer. The patient was obviously waiting for me to
forbid something.

In the following session my conjecture about the nude photos was confirmed.
Since the last session the patient had continued his self-observation and photo-
graphed his penis in an erect state. During the subsequent masturbation he had once
more and with great anxiety observed the discharge of a secretion from his urethra be-
fore ejaculating. He was not aware that this was secretion from the prostrate gland. He
wanted to ask an expert whether his long-standing fear that this drop of liquid might
contain semen was true and thus whether it would be possible for his wife to become
pregnant in this way. At first | offered him some of the information he wanted and in
response to a question told him that this question belonged to the responsibility of
dermatologists, specifically the subspecialty andrology. At this moment | knew that he
would request that | recommend a competent specialist, and | thus had a little time to
think about how to react.

As aresult of the experiences he had had in life, the patient already knew that doc-
tors hardly ever attest something with 100% certainty in such tricky questions. After he
had recalled this and laughed about his idea of obtaining - in the manner of a compul-
sive neurotic - absolute accuracy even down to the last uncertain decimal number, |
decided to answer his question myself: “| don’t believe that an andrologist would give
you any different information than | would. It is highly improbable that semen is con-
tained in the secretion and that conception is possible in this way.”

Now he spoke about his anxiety about being abnormal or having venereal disease.
The information that the prostatic secretion is discharged prior to ejaculation in all men
calmed him. There was a difficult situation because | was unsure whether answering
the patient’s question as to whether this secretion also appeared in my case could be
reconciled with analytic neutrality.

Personally | was not irritated by Arthur Y’s question, but rather surprised by his
lack of logic, which | pointed out to him. As far as | belonged to the category of men, |
also had this prostate secretion. In retrospect, | attributed great significance to the
amusement we both had subsequently felt. If Arthur Y had not had unconscious
doubts about his (and my) sexual roles, he would have been logical and the question
would never have crossed his mind or he would have rejected it immediately. A lack of
self-confidence is always accompanied by insecurity toward others. The patient’s anxi-
ety about his own bodily products was connected to many frightening questions that
the patient had not dared to raise in his childhood.
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What had happened at the level of the unconscious? A shared quality was created.
From Gadamer’s (1965) philosophical perspective, every successful discussion in-
volves a transformation to something shared, leaving nobody as they had been.
One factor in the psychoanalytic dialogue that leads to transformation is the dis-
covery of vital items that the analyst and patient have in common. It was logical to
assume that Arthur Y experienced himself as a man by imagining the biological
events that occur during ejaculation, which gave him increased self-confidence.
The prostate secretion was transformed from a disturbing sign to a common de-
nominator linking pleasure in men. Now the patient had acquired enough security
to speak about other unconscious causes of his anxieties and doubts.

It is therapeutically decisive that at this moment each party senses the simi-
larity in human nature. This similarity in human nature “consists of instincutal im-
pulses which are of an elementary nature, which are similar in all men and which
aim at the satisfaction of certain primal “needs” (Freud 1915b, p.281, emphasis
added). Of course the pleasure linked with sexual function, which Biihler attrib-
uted an overall importance as functional pleasure, is experienced individually so
that distinctiveness is discovered along with the shared features, the difference
along with identity. This is the reason that both in and outside of analyses the
question is raised whether, because of their different bodily bases of experience, it
is at all possible for the different sexes to understand each other. In Orwell’s Ani-
mal Farm comparisons are made that start from equality and end in disparaging
contrasts: “All men are equal, but some are more equal than others.”

Returning to the therapeutic discussion of sexual function, which touched on
many levels of transference and countertransference, no one should underestimate
the fact that sex education provides knowledge in personal form. That was the
point in this exchange, which led to a reduction in anxiety and an increase in secu-
rity. With this protection the patient was able to give more room to his pleasurable
curiosity and study new objects.

What impact did the discovery of common biological features have on the
analyst’s neutrality? His answer did not divulge anything personal, remaining, so to
speak, simply one in an anonymous group with the same biological functions. Yet
it was apparently essential that the patient first had to find something in common
with him, as a member of the same sex, in order to be able to reach the pleasures
of life blocked by his anxieties.

This subject formed the background for his observation of his genitals in the
photograph. He came closer to understanding the unconscious reasons for his
anxieties about the secretion. It now became clear that all of his products had an
unconscious anal component. In order to keep his wife from becoming filthy, he
often started a fight in the evening, to avoid intercourse; in the process he fre-
quently rejected his wife and hurt her feelings very much. Surprisingly he recalled
a dream that had previously seemed strange to him and whose meaning suddenly
seemed clear to him. He had viewed an extensive sewage system in a region where
he enjoyed vacationing and where he felt very happy. In connection with his self
inspection and anxieties about filth, the scales fell from his eyes that he was look-
ing for something down there that exerted a pleasurable attraction on him but that
had remained sinister and strange because of his fear of punishment. His associa-
tions led him to discover important preconditions of these anxieties.
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3.6.1 Mirror Image and Selfobject

The mirror image exerts a fascination that touches on topics as divergent as magic
and the idea of having a double (Rank 1914; Roheim 1917; Freud 1919h).

With regard to the question of the nature and background of the mirror image
contained in the myth of Narcissus, which Pfandl (1935, pp. 279-310) described in
an early psychoanalytic interpretation that has been nearly forgotten, there are two
different kinds of answers. In the one group the nature of the object relations and
the fellow humans is narcissistic. In the other group the answers are influenced by
the idea that the dialogue with the other in the mirror image is more than a contin-
uation in the sense of a comparison with one’s self. Both of these psychoanalytic
traditions of understanding narcissism can be traced back to Freud, who doubt-
lessly preferred the derivation from primary narcissism. Two influential represen-
tatives of the first type of explanation are, despite all their differences in detail,
Kohut and Lacan. Lacan is included here inasmuch as he emphasizes primary
narcissism in his original anthropological conception of the mirror image; for him
primary narcissism is the term with which “the doctrine refers to the libidinal
cathexis suited to this moment” (Lacan 1975, p. 68).

Although Kohut gave up drive theory and narcissism after 1976, all of his de-
scriptions of selfobjects are constructed according to the pattern of primary narcis-
sism, which biases the descriptions of selfobjects. In our opinion, Kohut (1959)
paid much too little attention to the high degree to which the empathic-introspec-
tive method is dominated by theory. In his attempt to make emphathy an indepen-
dent cognitive tool, he did not distinguish between the genesis of hypotheses and
their validation. Kohut’s selfobjects are constructed entirely according to the libido
theory he alledgedly had given up. Analysts who, like Erikson, are oriented to-
ward social psychology can in contrast be characterized by Cooley’s beautiful
verse, “Each to each a looking glass, reflects the other that does pass.”

Freud discovered the dialogic nature of preverbal mirror images from an expe-
rience with his approximately 18-month-old grandson:

One day the child’s mother had been away for several hours and on her return was met with the
words “Baby 0-0-0-0!” which was at first incomprehensible. It soon turned out, however, that
during this long period of solitude the child had found a method of making himself disappear. He
had discovered his reflection in a full-length mirror which did not quite reach to the ground, so
that by crouching down he could make his mirror-image “gone”. (Freud 1920g, p. 15)

The discovery of the mirror image took place here through the imitation of the
motoric action of somebody else (the mother). The interaction was continued via
identification; in this way the person who was absent remained present in the oth-
er’s imagination. At the same time it was an act of self-discovery, at least in the
sense of the self-perception of a moving object. Since then a wealth of observa-
tions have been published that, by referring to reactions to mirror images, have
deepened our awareness of the development of self-perception and self-conscious-
ness. Amsterdam and Levitt (1980) have reported the results of informative experi-
mental investigations; in their interpretations they also take into consideration the
phenomenological studies of Merleau-Ponty (1965) and Straus (1952) on the sig-
nificance of upright posture and shame. We can realistically expect that the results
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of these and other studies will have substantial effects on the therapeutic under-
standing of disturbances of self-esteem such as have previously been described in
metaphors.

The mirror phase should be understood, “according to Jacques Lacan, [as] a
phase in the constitution of the human individual located between the ages of six
and eighteen months. Though still in a state of powerlessness and motor incoordi-
nation, the infant anticipates on an imaginary plane the apprehension and mastery
of its bodily unity. This imaginary unification comes about by means of identifica-
tion with the image of the counterpart as total gestal’ (Laplanche and Pontalis
1973, pp. 250-251). Lacan referred to this moment of jubilant assumption of the
image as an exemplary situation representing the symbolic matrix on which the
original form of the ego is expressed. “This form could be referred to as the alter
ego, to place it in a well-known conceptual frame of reference” (1975, p. 64). But
the experience of anticipated unity is threatened by the continuous invasion of
fantasies of bodily fragmentation. From this perspective Lacan spoke of the mirror
phase as a drama that constantly exerts a compulsion to new repetitions (1975,
p. 67).

Because the orientation on the familiar is especially important for Lacan,
whose own texts are very difficult to understand, we quote once again from La-
planche and Pontalis (1973, pp.251-252), who also took the clinical aspect into
account. They compared Lacan’s conception of the mirror phase with

Freud’s own views on the transition from auto-eroticism - which precedes the formation of an
ego - to narcissism proper: what Lacan calls the phantasy of the “body-in-pieces” would thus
correspond to the former stage, while the mirror stage would correspond to the onset of primary
narcissism. There is one important difference, however: Lacan sees the mirror phase as responsi-
ble, retroactively, for the emergence of the phantasy of the body-in-pieces. This type of dialectical
relation may be observed in the course of psycho-analytic treatment, where anxiety about frag-
mentation can at times be seen to arise as a consequence of loss of narcissistic identification, and
vice versa.

Kohut traced mirror transference back to needs directed at “selfobjects” (see
Vol.1, Sects. 2.5 and 9.3). Selfobjects are objects that we experience as a part of our
self. There are two types of selfobjects: those that react to the child’s innate feel-
ings of vitality, size, and completeness and confirm them, and those which the
child can look up to and whose fantasized calmness, infallibility, and omnipotence
it can fuse with. The first kind is referred to as a mirror selfobject, the second as an
idealized parental imago. Deficient interaction between the child and its self-
objects leads to a defective self. By coming to psychoanalytic treatment, a patient
whose self has suffered an injury reactivates the needs that remained unsatisfied
because of the deficient interaction between his nascent self and his selfobjects
earlier in life - selfobject transference develops.

Regarding therapeutic technique, it is essential that the selfobjects and the
corresponding transference be attributed a comfirming function. Disregarding all
the secondary features, acknowledgment and confirmation by the other person
constitute the common denominator linking the different schools in psychoanaly-
sis.

The object relationship psychologies, aside from the Kleinian school, had
good reasons for separating the therapeutic factors of agreement and approval
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from their ties to instinctual satisfaction or to simple suggestion. These corrections
have deepened our understanding of what the patient wants from the analyst.
They have also thrown a new light on the development of regressive dependence.
If the analyst views the exchange from the perspective of instinctual discharge and
satisfaction, then he will insist on frustration or make half-hearted concessions,
which could be objectionable for reasons of principle or for ethical or technical
reasons. If, in contrast, dependence is viewed as a phenomenon of human interac-
tion that is not closely linked to oedipal or preoedipal satisfactions, it is possible to
provide genuine confirmation that does not lead into the dilemma of choosing be-
tween satisfaction and frustration. Thus, according to Winnicott, if the analyst fails
to provide the patient adequate confirmatory support and primarily directs his in-
terpretations at unconscious sexual wishes, the patient uses the latter as a substi-
tute for confirmation. A vicious circle might then develop: sexualized transference
wishes increase because the analyst fails to communicate his personal apprecia-
tion to the patient, which would strengthen his self-security. Although Kohut’s in-
terpretation of the desire for a confirming mirror image satisfies the rule of absti-
nence, it remains within the narcissistic circle - even if it appears to depart from
the circle en route to a selfobject - and does not provide the real confirmation ac-
tually needed in certain cases.

According to Winnicott’s observations a mother’s face does not work like a
mirror. The child’s affective condition is communicated unconsciusly to the moth-
er, which she answers independently. Winnicott described this continuous process
in the language of object relationship psychology: the mother reflects unlike a mir-
ror because she is a person, i.e., a subject, and not an inanimate object. Finally,
Loewald has attributed the mirror metaphor the function of pointing to the future.
He gave it a prospective dimension by emphasizing that the analyst reflects what
the patient seeks as his unconscious image of himself. This searching is tied to a
style of dialogue that makes restraint necessary in order to prevent the patient
from being overloaded by strange images. The remaining positive meaning of the
“mirroring analyst” lies in the fact that the analyst enables the patient to achieve a
self-presentation as free from disturbances as possible. The patient is to be pro-
vided an ideal, i. e., unlimited, space for playing with his thoughts, so that self-rec-
ognition is not limited from without. We agree with Habermas (1981) that this, of
course, cannot be seen as the result of self-observations in which one part of the
person, as the object, faces the other, the observer. On the contrary, self-recogni-
tion must be understood as a communicative process enabling the patient to dis-
cover his self in the other ego, in other individuals, and in his alter ego, or in ana-
lytic terms, to refind unconscious self-components or even to recreate them. In our
opinion, acknowledgment by a significant other - in the person of the analyst - is
fundamental (see Sect. 9.4.3).

Now we can consider countertransference from the perspective of selfobject
theory, which is easier to grasp if we refer to Wolf’s (1983) description of it. He
took selfobjects to be functions that the developing self (the growing child) attrib-
utes to objects. An infant expects maternal caretakers in particular to provide the
confirmation that Kohut expressed in the beautiful image of the glance in the
mother’s eye. The selfobjects stand for functions that significant others have to ful-
fill from the very beginning and for their entire life, in order to develop and main-
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tain the narcissistic balance, which Kohut distinguished from homeostasis. We in-
tentionally refer to Mead’s concept of significant others in order to indicate that
our understanding of selfobjects is located at the level of general social psycho-
logy.

The expression “selfobject” is an unfortunate neologism containing a fragmen-
tary interpersonal theory. The development of identity in an comprehensive sense
is accompanied by the integration of numerous social roles. Self-esteem is very de-
pendent on, among other things, confirmation during the acquisition of ego
competence (White 1963). Kohut correctly emphasized the significance of such
confirmation, thus removing the perjorative quality from narcissism. On the other
hand, the numerous psychosocial processes during self development are reduced
to the metaphor of mirroring, which does not adequately accomodate the diversity
of significant others in an individual’s development. It is therefore logical that
Kohler’s (1982) description of various selfobject countertransferences proceeds
from intersubjectivity and interdependence, which have been confirmed by many
detailed studies of the mother-child relationship in the last decade (Stern 1985).
Kohler followed Kohut’s description of selfobject transferences in describing
countertransferences. This typology is oriented around the analyst’s unconscious
expectations, which he applies to the patient and which are considered in the
sense of Kohut’s theory. It seems logical that the emphasis Kohut placed on
empathy led him to give countertransference a reciprocal or complementary func-
tion (Wolf 1983; Kohler 1985).

The therapeutic function that the anaylst fulfilled in this session can be de-
scribed in different languages. Although the analyst had not seen or admired the
photograph, his indirect participation did give the patient confirmation that en-
abled him to master deeper anxieties and feel more secure.

3.6.2 Self-Psychological Perspective

It is instructive to see what can be drawn from this text, or what is missing from it,
when criteria taken specifically from self-psychology are applied. One’s under-
standing of the course of the described excerpt of analysis and the subequent
choice of technical actions differ depending on whether this vignette is considered
from the perspective in which the drives constitute the primary motive or that in
which self experience does. The statements contained in an evaluation based only
on knowledge of the two hours described above, i. €., an abridged excerpt from a
long process, and lacking awareness of the patient’s life history and of the rest of
the analysis can only have limited validity. In addition, each analyst-patient pair
develops its own structure and dynamic, determined by their specific personalities.
Comparisons with the procedures used in other cases therefore always suffer from
the inability to obtain conclusive proof. Our sole intention in this section is to de-
scribe different accents that can be set given different theoretical perspectives.

If self experience is considered the primary motive, the question will be asked
if the fact that the patient photographed his genitals does not indicate that early
objects and selfobjects provided insufficient active and happy mirroring. Although
the photograph may provide a certain answer to the question “How do I look?”,
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what is significant is that the question “How do I look?” was raised at all and
posed to the camera.

Nothing was said about why the patient photographed his genitals at precisely
this time, so that we can only make assumptions, which are in turn dependent on
particular theories. Perhaps it is a perverse act - the satisfaction of voyeuristic and
exhibitionistic impulses - in view of a threatening fragmentation of his self. The
apparently good transference-countertransference relationship (the patient can
speak about the event, the analyst is surprised and pleased) speaks against this,
however; thus, it seems probable that the patient sought self-reassurance, given his
lack of self-security, particularly regarding his genitals.

In the description of the session it was remarkable that the patient “had to
force himself” to say that he had realized a long-held intention, namely to photo-
graph his penis, without demanding that the tape recorder be turned off. He ap-
parently had to give himself a push. In a certain sense, in this session he stepped
out of himself and made himself an object of perception. It therefore is not amaz-
ing that his report was “relatively” objective.

The analyst reacted innerly by having many different feelings and associations,
and was pleased and surprised by the decisiveness with which the patient had
forced himself to take this step. We ask: Why? Because his patient dared take a
step forwards, be active, be phallic? This might be the result of a specific counter-
transference, namely a mirror countertransference, which we will discuss later.
Furthermore, the analyst reacted with curiosity; he would have liked to know
more. Then he identified himself with the patient. He imagined that it makes a dif-
ference if a man looks down at his own penis or if he compares it with those of
other men, remarking that such comparisons “play a large role, especially in
puberty and in men who lack self-security.”

Further associations by the analyst followed. He no longer thought of men’s
genitals, but of women’s, i. e., he made comparisons between the sexes. But then
his associations led him in “a matter of seconds” to Jones’ (1928) theory of apha-
nisis and to castration anxiety. In this way the analyst put the event in a theoretical
framework. Was he perhaps protecting himself? What’s more, he employed in this
very emotionally laden situation (the patient reported a perverse act!) he em-
ployed an objectifying expression in his description, i. e., “nude photo.” He stayed
reserved although he was tempted to find out what this objectification meant for
the patient.

Yet objectification is precisely the factor that, from the perspective of a theory
of self-experiencing and its disturbances, must be viewed as what is actually
pathological. Pathological is that the patient seeks mirroring with objective meth-
ods, which he reports on soberly in a session objectified by a tape recording. From
the perspective of self-psychology, one would probably have first looked at the
transference aspect: What does it mean for the patient to tell this embarrassing
story? One would have probably picked up the patient’s sober form of presenta-
tion and would have turned to his defensive posture toward the feelings that were
involved, and to the effort it took the patient to report what an unusual thing he
had done. Here, namely, the patient’s desire for mirroring lies at the surface: How
will the analyst react to the terrible things being told? Did the patient perhaps turn
to the mechanical means of photography for his self-presentation because he was
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afraid of the object’s undesired reaction and then very tensely wait for the reaction
of his analyst? The latter was, as the frank presentation of his countertransference
associations indicates, very involved innerly, but remained “completely reserved”
because he did not want to disturb the patient’s narcissistic satisfaction. This
shows the differing views. From a self-psychological perspective the narcissistic
satisfaction is less in the forefront than the anxiety and expectation of the analyst’s
reaction in the transference situation, which represents a repetition of earlier expe-
riences. Picking up what it means to the patient to talk about this event - which
feelings, specifically of shame, are connected with it - would not be a violation of
the appropriate neutrality and abstinence, and would have made it easier for the
patient to come closer to the feelings he warded off, e. g., his lack of self-security,
anxiety, and shame.

Superficially the problem was guilt. The patient told of the worsening of his
symptoms, which for the analyst can “with certainty be traced back to self-punish-
ment.” The analyst became even more convinced of his opinion by the patient’s
additional associations, in which he accused himself of being a spendthrift and
ruining his family. The analyst mentioned the word “self-punishment,” and the
patient - grateful for it, because the analyst thus gave up his reserved behavior
and said something - continued criticizing himself because he had found the sight
of an attractively dressed girl a treat for the eyes. Now the analyst created a con-
nection: Both the nude photo and the girl created pleasure, and he therefore had
to punish himself. Feelings of guilt are again referred to, but do the patient’s self-
accusations not possibly serve to ward off much more delicate feelings of guilt that
have arisen in him as a result of the fact that his primary objects did not mirroring
his vital male pleasurable sensations?

It would namely be possible to see both the nude photo and the girl as repre-
senting pleasure in something alive, but the patient did not receive any mirroring
in return, so that it is not surprising that he fears of “ending in complete isolation.”
Yet because of his great insecurity, the patient was dependent on the analyst. The
frustrated yet not analyzed mirroring wish was replaced by a view of guilt feelings
that was shared by the analyst and the patient. The patient “accepted the fact that
he had had to pay a large price for his pleasure.” They create something shared,
but on a side track; on it the patient continued with the secondary material. Pri-
marily he did not receive any reaction. Now he wanted to have suggestions. (It can
be assumed that he did not receive any emotional mirroring in childhood, but that
he did get advice about how to get ahead.) The anaylst refused to give the advice,
and the patient experienced once again the denial of a request, now in the form of
a confirmation. Now he had both a rejection and a narcissistic satisfaction. He
had known the answer.

In the next session he again spoke about the photos, this time with anxiety and
no longer shy. He was afraid because of his prostate secretion. Well, since this was
anxiety and not narcissistic satisfaction (for instance), the analyst answered and
made a reference to dermatology. Now the patient’s concerns were whether the
drop from the prostate gland could cause a pregnancy or not. Again the discussion
was more concerned with reality than the patient’s insecurity: “Am I normal, am I
dangerous, am I like all the others or am I different?” The expected question ap-
peared, “What is it like with you, analyst?” who answered with the comment that
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as far as he belongs to the category “men,” the prostate secretion also appears in
him. The tension that had developed was released and there was cheerfulness that
had something of the unconscious relief following a joke. Unconsciously both
know that they are the same, they are both men. Now they have created something
shared in this important sphere. The patient was relieved because he heard that he
was the same as all men.

In conclusion, the question might be asked why the patient had such doubts
about what he produced (the prostate secretion) and why he required a nude pho-
tograph for his self-reassurance - this was presumably because the selfobjects of
his childhood, mother and father, did not mirror him in a active way. His mother
might have mirrored the patient’s anality positively or aversively, for one dream fi-
nally led him to the conditions in his life history that were behind the development
of his anxieties.

The theory that the self constitutes the primary motive - in contrast to drives -
underlying these self-psychological considerations requires some theoretical clari-
fication.

A patient with a damaged self, with a narcissistic personality disturbance, di-
rects his reactivated selfobject needs in regressive transference at the analyst, while
according to the view based on drive theory the analyst becomes the object of the
patient’s instinctual desires. Selfobject transference develops, a mirror transference
or an idealizing transference. When these forms of transference are present, the
patient takes it for granted that the analyst will fulfill those functions for him that
he himself cannot fulfill because of the failures made by those around him in the
phase-dependent execution of these functions during his childhood. Thus in tech-
nically handling such transferences the question foremost to the analyst is, “What
am I now for the patient? For what purpose does he need me?” (In a transference
of instinctual needs he asks what the patient is doing with him now.) He will at-
tempt to empathize with the patient and show his understanding my making corre-
sponding statements. This kind of understanding is an optimal form of frustration
because the existing mirroring and idealization wishes are not satisfied. The ana-
lyst only lets the patient know how he recorded his inner feeling and experiencing.
In a certain sense this empathic step may mirror the bahavior of a mother grasping
the condition of her child. Sander (1962) spoke of “shared awareness,” Stern
(1985) of “affect attunement,” and Loewald (1980) of “recognizing validation,”
without which psychic development is arrested or impaired. In analysis the first
step, that of understanding, is immediately followed by the second, that of expla-
nation or interpretation, which through reconstruction unites transference and
cure.

The position we took in Vol.1 - namely that the patient cannot be considered
alone, but that the analyst’s involvement must be included when studying the ana-
lytic process - is in full agreement with the conception of the self-selfobject unit
constituted by the patient and analyst. However, it is also important to pay atten-
tion to the specific countertransferences that can arise in this context.

Selfobject transferences can give rise to countertransferences in the analyst be-
cause it is often not easy to bear the patient experiencing you as a part of his self
instead of as the center of one’s own initiatives. Kohut (1971) described the ways
in which an analyst can react to such challenges if he is not conscious of them,



3.7 Projective Identification 123

possibly disturbing or destroying the course of transference. Wolf (1979) pointed
out that selfobject countertransferences are also possible. Through them the ana-
lyst can experience, for example, the patient as part of his self and interpret to him
(in the sense of a projective identification) what seems important to himself, with-
out correctly grasping the patient. It is also possible for selfobject needs directed
at the patient to be mobilized in the analyst and for them to remain unconscious
(Kohler 1985, 1988). These selfobject countertransferences constitute a parallel to
those countertransferences in which the analyst falls in love with his patient or be-
comes his rival. In a mirror countertransference, for instance, the analyst would re-
quire a mirroring confirmation of his self feeling from the patient; this would take
the form that the patient shows improvement, testifying to the fact that his thera-
pist is a good analyst. The analyst gets into the situation of parents who want to be
good parents and see their child prosper. An analyst’s unconscious expectation
that the patient should show improvement can be an important cause of the
chronic negative therapeutic reaction, because for the patient improvement would
be a repetition of earlier patterns of adjusting to parental expectations and not the
liberation sought from analysis.

The countertransference in this case did not lie in the analyst’s resistance to the
fact that the patient needed him as a selfobject. He reacted with curiosity and in-
terest to the patient’s descriptions, not by being completely bored. Yet mirror
countertransference may well have been involved, for the analyst said, “I am sur-
prised and pleased by the decisiveness with which Arthur Y realized his long-held
plan, without letting me restrict him.” Did the patient perhaps fulfill the analyst’s
expectations and thus a selfobject function? The patient for his part had a mirror
transference. The analyst fulfilled the selfobject function by participating and con-
firming the sexual role they held in common. From the perspective of the theory
of self-psychology, it is possible that the analyst, despite his neutral attitude, acted
more in transference than he analyzed through interpretation.

3.7 Projective Identification

During the resolution of symptoms in analysis, the inner dialogue that a patient
previously conducted with himself is transformed into a two-person dialogue by
the analyst who is trying to help him. Substantial burdens are put on the counter-
transference, in particular when the patient has a narcissistic personality structure.
Because of the perversion that the patient described below suffered from, there
was very limited space for therapeutic intervention. The countertransferences that
this patient precipitated were closely tied to his symptoms, which were also re-
flected in the specific form that his transference took. The patient wanted to keep
all the reins of therapy and be the director, letting the analyst dance like a puppet
on a string. Such control is an important element of the theory of projective identi-
fication, which we discuss after presenting two cases. The summary and case re-
ports demonstrate that several general aspects of this theory of projective identifi-
cation were helpful to the analyst conducting the therapy; his interpretive
technique itself did not follow Melanie Klein’s assumptions.

For didactic reasons it would be appealing to simulate school-specific dia-
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logues. We can conceive of different variations that make it possible to play
through interpretive actions at a fictive level, such as at a seminar on therapeutic
technique. The absence of the patient sets limits on the substantive reality of such
thought experiments. The same is true of the customary clinical discussions, where
participants offer alternative interpretations of certain situations, because in the
patient’s absence these theoretical games are necessarily one-sided. The enactment
could be made complete by including the expectations that the analyst making the
interpretation had regarding the patient’s reactions.

Theoretical considerations have an outstanding heuristic function. It might
therefore be helpful for the reader to first turn to our comments on projective
identification before examining the two descriptions of cases for possible applica-
tions.

3.7.1 Case 1

Johann Y gave his analyst a notebook containing a description of his symptoms,
which he was very ashamed of, at the beginning of his first session; he did not
want to speak about them yet. I learned from the notes that he suffered from a
perversion. As a 7-year-old he had stolen a pair of rubber pants that his mother
had gotten ready for his 2-year-old sister. He took them to the toilette, put them
on, and defecated in them. At the beginning of puberty he began making his own
rubber pants from plastic bags. His very strong social isolation was accompanied
by the fact that his feelings were seriously hurt, which precipitated several at-
tempts to commit suicide. His fetter rituals, which went back to early adolescence,
enabled him to overcome states of extreme powerlessness and control tension by
himself. The patient was not able to indicate the connection with masturbation un-
til in an advanced phase of therapy. He sought treatment after the fetters came to
pose a much more serious danger to himself because he had used electrical wir-
ing; a temporary paralysis once caused him to panic, when he feared for several
hours that he would be unable to free himself.

The patient himself related his illness to anxieties about being left alone and
disintegration, which went far back into early childhood and which had became
substantially stronger since puberty, in part as a result of a psychotic illness afflict-
ing a younger sister.

Despite the danger that the bondage posed, the patient did not want to initiate
treatment unless he was permitted to determine conditions such as the frequency
and setting (lying or sitting); an earlier attempt at treatment had failed because the
analyst had insisted on observing the standard technique.

The analyst who agrees to “flexible” arrangements with such patients puts
himself in a special situation. He conforms to the patients wishes and deviates
from the rules characteristic of psychoanalytic technique. In our opinion the
meaning the deviation has to the analyst when he adjusts the setting to the pa-
tient’s demands is very significant. Is it extortion? No, the analyst will not feel as if
he is the victim of extortion if he lets a seriously ill patient determine which thera-
peutic conditions are still tolerable. Inasmuch as the altered setting permits the
analyst to acquire psychoanalytic knowledge and to exert therapeutic influence,
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this is not a one-sided act, or more correctly, the analyst’s agreement means that he
can work within the given framework even though the opportunity to establish a
therapeutic alliance may be very minimal. At least agreement is reached that is
satisfactory to each participant.

Naturally the question is immediately raised as to why a patient has to pursue
his autonomy so rigorously that he reacts to each intervention that does not suit
him by stopping the session or making chronic accusations and criticism. Prescrib-
ing the analyst what he may say and when he had better keep his mouth shut pre-
cipitates powerlessness and the feeling of being “in bondage” in the analyst’s
countertransference. The analyst is then obviously no longer the master in his own
house, but lets himself get into a manipulative relationship that he hopes to escape
from in time with the help of his interpretations.

The “bondage” resulting from the “dictatorship” of the patient inevitably leads
to affective problems that, according to the patient’s rigid regulation of the rela-
tionship, are always in danger of becoming a analogously rigid “projective coun-
teridentification” in the sense described by Grinberg (1962, 1979). We would also
like to refer to a case report by McDougall and Lebovici (1969, p. 1), who describe
the 9-year-old Sammy, who for a long time only spoke when the analyst wrote
down each word. The boy frequently screamed, “Now write what I dictate; I am
your dictator.”

The affective problem consists in not becoming angry or apathetic during the
imposed passivity and even powerlessness. With patients whose potential for
change is very slight it is especially important that the analyst maintain his interest
by gaining insights into psychodynamic connections, i. €., by acquiring knowledge.
This is a source of satisfaction for us in difficult psychoanalyses, without which
desolate periods could hardly be borne. In our opinion it is important for each
anaylst to find out how he can maintain a positive attitude in difficult situations
and have at least a minimal amount of satisfaction despite the substantial burdens.

The following session took place at the end of the third year of treatment.

The patient, who was usually punctual, arrived late and immediately went to the arm-
chair, commenting that his tardiness was an expression of his inner conflict; he did not
have a plan for today, no map for how he should proceed. He stated that his previous
manner of working with me was not functioning quite right.

To clarify his position, Johann Y used expressive and metaphoric descriptions,
which to him were orientations providing support; | was not permitted to analyze their
metaphoric meaning.

P: | believe that | have to tell you about the thoughts | have been having, about how |
believe that the therapy and, incidentally, my life too are functioning. There are two
processes, one of compensation and one of development. Because of the many
troublesome experiences | had in my childhood, my developmental process came
to a standstill, and | became involved in compensatory processes; women play a
special role in them. Last night | saw an image, maybe it was a dream or a vision,
that isn’t clear to me.

This description was characteristic of his difficulty to maintain a stable border between

the outer and inner worlds. He had great difficulty identifying inner visions as such.

P: In the valley of memories | met four women who accused me of having stolen
things from them and they wanted them back. | couldn’t give them back; they were
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simply used up. That was the image; | think the four women were the first four girls

before Maria.

The patient had not yet had a closer heterosexual relationship, but he was always able
to find women for whom he was a platonic friend without any touching ever occurring.
They were usually women who were experiencing conflicts in another relationship and
who found consolation and help in talking with the patient. The patient found satisfac-
tions to disguised fantasies in each of these relationships, regularly experiencing the
disappointment of the woman leaving him to return to her “real friend.” The acquain-
tance with Maria differed from his previous relationships to women primarily in the fact
that it had already existed for several years. The fact that she was not a part of his
everyday life played a large role. She lived several hundred kilometers away, so that
only sporadic visits were possible. At this distance he was able to develop a stable re-
lationsip to her, in which Maria functioned as an externalized ego ideal.

P: | believe that a new era started with Maria, which is why | can’t walk through the
valley of memories yet, but have to study it more closely; but at the moment | am in
the desert again.

The primary purpose of his statements was to master inner tensions; superficially they
were typical intellectual games. Yet this was how he maintained his balance. | often
had difficulty grasping, even at the manifest level, where in his complicated network of
ideas the patient wanted to lead me. The patient had referred to the phase preceding
the valley of memories as the march through the desert. | therefore attempted to es-
tablish a tie to his decision not to lie on the couch and to seek a secure spot in the
armchair instead.

A: Presumably it is therefore both more secure and more reasonable for you not to lie
on the couch because you are still in the desert, and nobody goes into the desert
without a route.

| adopted the patient’s language although | knew that this maintained the distance

created by this language.

P: Where am 1? In which part of the process? | think | am in the compensatory world,
but the valley of memories would reopen the world of development. | wish you
would go down this route first, letting me watch from a great distance.

A: Our previous excursions into the valley of memories were always accompanied by
very many painful memories that were a burden to you, and if | am the one who
goes first, then | determine the pace and not your. This is where | see a risk.

The patient confirmed this; he said he now had to learn to set the pace together with

me. This was definitely true, and at the same time it would give him the assurance that

he could regulate the work. (At the beginning of the analysis | had often gone far
beyond the patient in different attempts to reach him in his schizoid isolation.)

In the next sesson he brought me a written statement and demanded that | simply
read it. Notto read this note and to request that the patient tell me its contents directly
would have led him, according to my previous experiences with him, to immediately
stop the session. | therefore read his note:

In the previous session we made a decisive step toward clarifying the question of what I want
reach with you. I now have the confidence to give you a description that means something to you.

The point is “nails without heads.” In clarification, nails without heads are analytic (i. €., in the
theoretical sense of categorizing) approaches to problem solving without their concrete implemen-
tation. (The head would be the form of realizing or further developing the approach that is possi-
ble at any particular moment.)

It is my intention to alter this pattern of behavior. In principle there are three goals, described
as follows:
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1.1 alone make “nails with heads” and don’t talk about it.
2. You make “nails with heads,” but then they are your nails and I can’t use them.
3. You help me here to find “nails” and leave the making of “heads” to me.

After reading this note | did not interpret its formal nature but turned to the image it

offered.

A: The task you give us is not easy but probably very important: that you have the op-
portunity to get nails here - the ideas | can give you - and that you in turn have the
assurance that the implementation is really only your business.

The patient was satisfied at first and told me about numerous activities where in the

last few months he had created fields in which he could move relatively safely.

P: | believe that | am looking for freedom of self-determination. My kind of freedom.
Last year your big mistake was that you followed me too closely during my posi-
tive, active development and that you even forced the pace. That is why | reduced
the number of sessions. Now you are just accompanying me.

The patient was referring to an episode in which | had attempted to interpretatively
break through his restrictions, with the result that he fell into a suicidal mood and en-
tered a psychiatric hospital for a few days. My feeling that developed in that particular
situation of being bound by him - restricted and tied down, not fascinated - had led
me to make the interpretation that he was not letting me participate in his development
in the way | would wish. This attempt by means of an interpretation of our interaction to
give him a perspective of how he handled our relationship presumably reactivated an
experience in which his mother had interfered.

The schizoid component of the patient’s disturbances could be traced back to
traumatic experiences he had had in early childhood. In his memories the patient saw
himself as the infant who cried for hours and who was neglected by his mother. After
the birth of his sister, when he was 5 years old, he became increasingly difficult and his
mother did not want to leave him alone with his little sister, so she used the curtain to
tie him down in the next room. The patient was still able to recall how ashamed he was
when he defecated in his pants again, although he had been clean at an early age.

The strategy behind my interpretations was directed primarily at clarifying the cur-
rent genesis of the connections between rejections, feeling hurt, women’s temptations
that caused him anxiety, each of which initiated a narcissistic retreat. His increasingly
improved mastery of these situations led, correspondingly, to a clear decrease in the
frequency of his perverse acts.

After 3 years of treatment the patient was able to write down the following
thoughts about his fetters:

The meaning of my fetters is now clear to me. It is a self-experience of elementary importance to
me. Here it is true that I can only escape if I concentrate on it and push aside other aspects such
as pain or anxiety. If the anxiety predominates, I have hardly a chance. This corresponds precise-
ly to my real situation; if the anxiety predominates, if I don’t have any room left to think and act
“freely,” then my illness is acute. My bondage is just as dangerous as the danger to me from the
particular situation. Simple fetters without any additional restraints leave me more time, namely
until I die of dehydration, or about 3 days. I have never needed longer than a good hour under
these conditions. When electricity or too little air, possible even overheated surroundings, play a
role, then I have correspondingly less time and my concentration has to increase by the same
amount. This increases the value of “self-experience.” Depending on the combination, I have
needed up to 3 hours, but given “fortunate circumstances” I have been free after only 2 minutes.
The meaning of being bound is thus to hinder the acute state of the illness because it takes the
place of the experience of myself or my identity that is necessary during a particular period of
time and that cannot be guaranteed in any other manner.
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What the patient described as an acute illness consists of massive anxieties, which
appear during too direct interaction. In the act of binding himself he mastered the
fantasized dangers by himself carrying out the humiliations inflicted on him and
thus controlling his own destructiveness. The anxious loss of control over defeca-
tion he described was an intended and willful bowel movement and was somehow
linked in the perverse act with ejaculation. This was the end of his pleasurable
triumph over his mother and all women after her who disturbed him and made him
feel hurt. The disparagement of women - which also contained an aspect of iden-
tification with his father, who said he held little of his wife - can also be seen out-
side the perversion and in the accompanying transformation into compensation,
admiration, and idealization. At the same time the patient was forced to maintain
a distance to protect women from his attacks and retain his mother’s fantasized
love, as Stoller (1968, p.4) has emphasized:

Perversion, the erotic form of hatred, is a fantasy, usually acted out but occasionally restricted to a
daydream .. .. It is a habitual, preferred aberration necessary from one’s full satisfaction, primari-
ly motivated by hostility . . . . The hostility in perversion takes form in a fantasy of revenge hidden
in the actions that make up the perversion and serves to convert childhood trauma to adult
truimph.

In the unconscious exchange of roles, the patient himself was the mother, even
more powerful than she was, and controlled everything. The patient linked a su-
perficial motivation of his controlling - identifiable as anal autonomy - with the
fact that he moved frequently, which kept him from being able to develop a feel-
ing of being safe and at home anywhere.

3.7.2 Case 2

In the following example the phenomena are traced back to reconstructed pro-
cesses whose diagnosis was grounded in an understanding of countertransference
of the kind made possible by the theory of projective identification. The analyst in
this case stood, on the basis of his training, in the Kleinian tradition. He was not
only familiar with its theory but also trained in the application of its therapeutic
technique. Of course, in judging a therapy it is irrelevant whether some authority
has declared it to be characteristic of a particular school. It is necessary, however,
to reach agreement about specific criteria in order to compare therapies from dif-
ferent schools or approaches. This is not the point in this example, although we do
consider comparative elements in our commentaries. The purpose is to explain
problems, and we only touch on the question of differences in effectiveness. The
independence of the metaphorical therapeutic language mentioned above imposes
reservations on us in this regard.

Veronika X started psychoanalytic treatment at the age of 24 because of spastic
corticollis. Her wryneck came in attacks that only occurred during emotional
stress and especially during examinations in her professional training. The psy-
chogenic factor precipitating her peculiar involuntary twisting of her head and/or
the fact that emotional influences reinforced the symptoms of her neurological ill-
ness were confirmed by carefull observation and had even been noted by the pa-
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tient herself. What resulted was a vicious circle, which we describe in Sects. 5.2
and 5.5, in the context of another case of wryneck, as being typical for many ill-
nesses, regardless of whether their primary causes are more in the psychic or more
in the somatic sphere.

In Veronika X’s therapy the neurologic syndrome receded into the background
in comparison with a severe borderline structure. The working alliance was contin-
uously undermined by the fact that the transference was strongly erotized, which
put a considerable burden on the countertransference in many sessions.

In the first year of treatment the patient was seldom able to lie on the couch for the
entire hour. Most frequently she would walk through the room anxiously, from time to
time throwing angry and evil looks at me and at the same time expressing a deep help-
lessness. Veronika X often sat cowered at my feet, while | sat in my armchair. My toler-
ation of this form of behavior was accompanied by my attempts to interpret the pa-
tient’s feelings and her anxieties about a further loss of control. Once it had been
necessary to draw a clear line. When the patient refused to tolerate that | took a few
notes during the session and she jumped off the couch to grap the pen out of my
hand, | reacted very firmly: “If you don’t give me my pen back immediately, you will
force me to end the treatment.”

Commentary. The analyst pulled the emergency brakes to prevent further incur-
sions, which pose a burden for the analyst and can be highly traumatizing for the
patient. The loss of control strengthens deep-seated anxieties and leads to a feeling
of shame. Having a tantrum is a means by which children seek support from
adults.

Yet despite everything Veronika X was capable of productive therapeutic work. She re-
ported dreams that were accessible to analytic work despite their strong fragmenta-
tion and the predominance of a world of partial objects and body language. This en-
abled each of us to maintain the hope that the treatment would be worthwhile, which
was confirmed by the progress she made in everyday life and the reduction in her psy-
chic symptoms. My ability to stay calm, keep an overview, and recognize connections
aroused great admiration from the patient. She often expressed the view that she
would not have any more difficulties if she could think like | did. This admiration raised
questions about how | came to understand something in this or that way, and she of-
ten reacted by becoming very angry at answers. She did not change her opinion that
my answers were evasive and incomplete or expressed my desire not to indicate the
“source” of my knowledge.

Commentary. As we explained in Sect. 7.4 of Vol.1, it is important precisely in bor-
derline cases to give realistic answers. Furthermore, it is helpful in all psychoana-
lyses to let the patient participate in the context of the analyst’s knowledge, as we
described in Sect. 2.2. This does not eliminate all the patient’s complaints or accu-
sations about being excluded from the source of knowledge, but they often be-
come mild enough that the tension between power and powerlessness shifts slight-
ly to the patient’s favor. We are making this commentary for didactic reasons and
without being able to know whether the analyst in this case could have given any
more information about the background of this interpretations at all.
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The negative therapeutic reactions became more frequent during the course of analy-
sis, with one component, envy, gradually becoming clearer and clearer. Every time the
patient had the impression that | remained able, despite all the difficulties which she
was completely aware of, to continue my work and to recognize her extreme need for
help, she reacted in a very ambivalent manner, combining her tantrums and acknowl-
edging that the therapy was really advantageous for her.

In the third year of analysis and at the beginning of the second session in one
week, Veronika X looked me in the eyes with a long and rigid, even penetrating glance,
before she laid down on the couch; this glance had an important effect on my counter-
transference, and | was unable to really understand its origin. A long moment of si-
lence followed, and in response to the question of what she was thinking about, she
gave the same answer she had given numerous times before: her sexual desire for
me. In contrast to previous occasions, her direct, sexual statement had the effect of
arousing sexual fantasies in me. | began to imagine a sexual relationship with the pa-
tient in very concrete terms, which made me feel very insecure. My first reaction was
that | felt provoked, not through her direct sexual statement but in a way which was
hard to define. During a long period of silence | struggled to understand what had hap-
pened this time and had led me to become so emotionally involved. | asked the patient
again what was on her mind in this moment. She answered that she remembered an
experience she had had a few years earlier in Spain. On a very hot day she went down
into a crypt in a medievel castle together with a group of tourists. There it was cool and
there was a very pleasant atmosphere. In the crypt there was a stone sarcophagus
with a beautiful reclining figure, picturing a prince. She was fascinated by the beautiful
figure and felt at that moment a strong longing to possess it, together with rage at the
fact that it was available to the many stupid tourists. In response to this association
and on the basis of my sexual fantasies (in which the patient approached me and
stroked me), | made the following interpretation:

A: | believe that you would like to have my body and my spirit, which are one and the
same thing to you, all to yourself. Just for you, without having to share me with the
other stupid patients. To have me to yourself and to study me somehow, examine,
palpate, learn to know very precisely, and to read my thoughts to find out what'’s in
me.

Extending and confirming my interpretation, the patient added that in her fantasies she

had entered the sarcophagus. Inside the sarcophagus she felt very well and had the

illusion that the prince belonged to her alone.

A: Yes, for you alone, but transformed into a corpse. You have the idea that you can
only possess me completely if you sleep with me. It should be my initiative, my
wish to possess your body. At the same time it is clear to you, however, that in the
moment you succeed in tempting me into a sexual relationship, | will be trans-
formed into a dead analyst, that as an analyst | will die.

After this interpretation | sensed very dramatically how my arousal subsided. Later in

the session | expanded on this interpretation.

A: | believe that you can hardly bear your intense wish to have a complete relationship
and that the only possibility for making this state more bearable is to attempt to
give me the same feelings, namely the desire that paralyzes you and keeps you
bound to the couch like the reclining figure on the sarcophagus. This is your only
chance to give me this intense feeling.

At the beginning of the next session the patient said that my interpretation in the pre-

ceding session had made her “yellow with rage.” | replied that “yellow with envy” was

the correct expression and that red was the color of rage. After a few minutes of si-

lence Veronika X told me about a dream from the preceding night. She had been a
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very little child and huddled at the feet of an old man who was very good at telling fairy
tales. She was enthusiastic about the stories, yet at the same time she was enraged
that this old man possessed this ability. Then she began to climb up his body, up to his
eyes, and attempted to poke out his eyeballs by sticking her finger inside. The old man
evaded her very adroitly, without openly rejecting her, and she did not succeed in
blinding him.

Because of the dream | was able to understand the patient’s negative therapeutic
reactions and her use of projective identification. On the one hand, she was enthusias-
tic about my ability to tell her stories about her own psychic reality, but on the other,
this enthusiasm awoke greed and envy in her, together with the feeling of being very
small and helpless. As a result of this feeling of helplessness the need grew in her to
get rid of this dangerous difference by destroying its source, i. e., my ability to look into
the patient. The patient defended herself against this difference by trying to “inject” in
me sexual desires that could have confused me. When Veronika X noticed that | had
retained my capacity for insight despite her efforts, she felt eased on the one hand,
but on the other the vicious circle was reinforced. The fact that the patient did not
show any negative therapeutic reactions this time but, entirely to the contrary, was
able to relate a dream explaining the previous negative therapeutic reactions was
probably a sign that the vicious circle was interrupted in this session, which was con-
firmed in the later course of the treatment. Veronika X now had the confidence that the
working alliance could bear her aggressiveness, which she herself was most afraid of;
her attacks of envy were instances of this aggressiveness. She knew from experience
that | was in a position to bear stronger emotions and to descend with her into the
depths of a crypt without losing my capacity for insight.

Commentary. The vicious circle was perhaps initially strengthened because the an-
alyst had seen something new in her. This was the reason she wanted to blind him.
Why was it impossible for her to identify with the pleasure of seeing and being
seen? And what could be done to interrupt the vicious circle? The analyst’s imper-
turbability was unnatural to a degree that it exerted an immense attraction to
make her become confused and lose her way. The purpose of the introjection was
to attain a balance between top and bottom, between right and left, between those
possessing and those without.

3.7.3 Notes on Projective Identification

As we explained in Sect. 3.2 of Vol.1, the purpose of the theory of projective (and
introjective) identification in M. Klein’s school is to explain and ground the holis-
tic understanding of countertransference. The concept of projective (and introjec-
tive) identification was originally based on assumptions about the importance of
early “persecutory fear and schizoid mechanisms,” which M. Klein referred to as
assertions and hypotheses deduced from material she had gained from her analy-
ses of children and adults (Klein 1946, p.102). The direction in which the deduc-
tion was stronger - from the material to the theory or vice versa - is irrelevant.
The latter is probable since Melanie Klein was one of those analysts whose inter-
pretive technique is extremely strongly colored by her theory, as can be seen in her
case description of little Richard (Sect. 1.3). However the case may be, the theory
of projective and introjective identification refers to early and primitive fantasies.
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The core of this implied interactional system consisted of fantasies of entering the
mother and projecting parts of oneself that had been split off into her body or,
vice versa, of being penetrated. Klein initially considered this as the “prototype of
an aggressive object relation” (1946, p. 102, emphasis added). Later Bion (1959) and
Rosenfeld (1971) described a special form of projective identification serving com-
munication, in which the projecting of a feeling into the mother (or analyst) had
the purpose of precipitating a certain feeling in order to indicate a psychic state
that could not be verbalized and possibly get mother (the analyst) started in some
direction.

If it were possible to understand and explain the analyst’s capacity for empa-
thy and the important part of the patient-analyst exchange according to the pat-
tern of projective and introjective identification, then psychoanalysis would have
its own and original theory of communication. These elements would be largely
beyond the critical examination of other sciences because it would be possible in
doubtful cases to always return to the argument that these are unconscious pro-
cesses originating at an early preverbal stage of development. This argument
would apparently make it possible to push aside the results of direct mother-child
observation. Even well-founded scientific criticism does not convince many anal-
ysts, probably because the clinical language associated with this theory can evoke
a strong resonance from the patient. The metaphors that are used to lend color to
the intellectual exchange are derived from body experience. To name just two ex-
amples, “That gets under my skin,” and “I’ll tell on you.” A favorite verb in the
language of Kleinian therapy is “to put into” which awakens both oral and phallic
connotations. The therapeutic language linked with projective identification is
thus an accentuated “action language” emphasizing aggressiveness (see Thomi
1981, p. 105).

The key verb “to put into” presumably goes back to metaphors that Klein used
in her attempt to describe the process of projection:

The description of such primitive processes suffers from a great handicap, for these phantasies
arise at a time when the infant has not yet begun to think in words. In this paper, for instance, I
am using the expression “to project into another person” because this seems to me the only way of
conveying the unconscious process I am trying to describe. (Klein 1946, p.102)

For these reasons analysts can put the concept of projective identification to wide
use, all the more so precisely because it is defined vaguely and is one of the least
understood concepts in psychoanalysis, as one of its proponents stated (Ogden
1979).

We now come to the difference between projection and projective identification,
which allegedly can be seen in if and how the projecting person remains tied to
the projected contents and at which level of consciousness. Yet it is doubtful
whether it is possible to see the difference between projection and projective iden-
tification in the fact of whether the person projecting remains tied to the expelled
and denied self-components or not. According to Freud (19374, p. 268), such ties
also characterize the paranoid systems that developed by means of projection and
then maintain them circularly. We must emphatically point out that the process of
projection, in which unconscious identifications are at play, can be linked with nu-
merous contents. Thus it is misleading to only think of the projection of homosex-
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ual contents during paranoid developments, as Freud described for delusions of
jealousy. Since Freud was especially concerned with the projection of homosexual
desires, the fact was largely overlooked that the theory of projection refers to for-
mal processes, which can be linked to many unconscious contents. Significant dif-
ferences between it and projective identification can apparently only be created in
an abridged description of the theory of projection.

Our knowledge of projection is age-old. According to the Bible (Luke 6:42),
you see the mote in the eye of the other but not the beam in your own. This fits in
with Freud’s explanation of paranoid systems, which are maintained by the “beam
carrier” who looks for and finds little motes everywhere, which confirm to him
how evil fellow humans are to him. In this way he keeps from recognizing that his
own “beams” form the basis for his raised sensitivity to the evil in others, and
from recognizing what he does to them. This describes the fact that projective pro-
cesses are anchored in intersubjectivity (Freud 1922b, p. 226).

Kernberg (1965, p. 45) described the process in the following way:

Projective identification may be considered an early form of the mechanism of projection. In
terms of structural aspects of the ego, projective identification differs from projection in that the
impusle projected onto an external object does not appear as something alien and distant from
the ego because the connection of the ego with the projected impulse still continues, and thus the
ego “empathizes” with the object. The anxiety which provoked the projection of the impulse onto
an object in the first place now becomes fear of that object, accompanied by the need to control
the object in order to prevent it from attacking the ego when under the influence of that impusle.
A consequence or parallel development of the operation of the mechanism of projective identifi-
cation is the blurring of the limits between the ego and the object (a loss of ego boundaries), since
part of the projected impusle is still recognized within the ego, and thus ego and object fuse in a
rather chaotic way. (1965, p. 46, emphasis added)

We emphasize the empathic contact because this statement clashes with the asser-
tion that the “ego and object fuse in a rather chaotic way.” It seems that the mic-
ropsychology of these processes has largely been metaphorical.

Projective identification, like other unconscious mechanisms, is not directly
observable and must be deduced. It consists of assumptions about fantasies, not
the fantasies themselves. In deductions of this kind the plausibility of the theoreti-
cal assumptions on which the interpretations are based must be examined particu-
larly carefully. In the case of projective identification and its twin, introjective
identification, the extent to which these assumed processes and positions are de-
pendent on the hypothesized psychotic core in infancy must be clarified. Many
analysts probably presume the validity of the paranoid schizoid and the depressive
postions, keeping any doubt from arising about whether the psychotic core actual-
ly constitutes a universal transitional phase whose consequences are almost time-
less.

In Vol.1 (Sect. 1.8) we considered the different mythologies of the infant. The
myth of the psychotic core makes it necessary to find an explanation for every
healthy development. Many premises that served as the foundation for typical
Kleinian interpretations can no longer be upheld (see for example Lichtenberg
1983a). Thus clinical interpretations derived from the assumption that there is a
psychotic core are wrong. This does not impress analysts who are firmly tied to
this tradition. They point to the clinical evidence, claiming that it shows that Mel-
anie Klein’s ideas have proved themselves to be exceptionally productive. Is it
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possible to act correctly despite false premises? What is logically impossible seems
to function in practice because therapeutic activity can find a foundation of its
own and its direction is thus not at all determined by the false theoretical pre-
mises. In this regard there is no fundamental difference between the different
schools of psychoanalysis.

Separating the concept of projective identification from its untenable premises
creates a new perspective. Entirely aside from the fact that Klein established a
counterposition to Freud in the psychoanalytic movement, fulfilling a historically
significant function, her ideas must be seen as the precursors of the social psycho-
logical foundation of psychoanalysis. Projective and introjective identification ref-
er to exchange processes in which individuals exert influence on each other.

Exchange processes determine human life starting at birth. It is to be expected
that projective identification and other psychoanalytic concepts will be integrated
in a scientifically grounded theory and practice of intersubjectivity. The language
of therapy, which is rich in metaphors, is affected by, this transformation. Several
problems appear in the use of metaphors. Since projective identifications are de-
fined as unconscious fantasies, they can even be interpreted if the analyst does not
feel any countertransference that can be associated with this patient’s particular
fantasy. For instance, the patient can report a dream, and the analyst may draw in-
ferences as to a projective identification. Here the problem consists in putting the
contents of unconscious fantasies in a causal relationship with the patient’s experi-
encing or behavior; this relationship must be with regard to the specific intentional-
ity of the fantasies, e. g., the desire to project something into the body of the other.
It is not sufficient to proceed from the principle of intentionality, i.e., the primary
object relatedness, of all desires and fantasies.

The first step is for the analyst to recognize that a certain experience in his
countertransference was actually precipitated by the patient. Then he has to find
an access to the patient’s presumed fantasies and relate them to the means (expres-
sions, gestures, patterns of behavior etc.) the patient uses in their interaction to
precipitate the analyst’s corresponding experience. Finally the analyst must clarify
whether the purpose of the projection is to attack the patient’s ties to the analyst
and paralyze his mental capacity, or is communicate an averbal inner state. In this
regard the fate of a specific projective identification is ultimately dyadic in nature.
This means that the character of a specific projective identification is not deter-
mined by the patient’s presumed “intention,” but depends on the analyst’s ability
to understand his countertransference feelings and to “digest” them in this way,
i.e., to decode them and to give them back in interpretations. Bion described this
process as the capacity for réverie. According to Bion, if the analyst’s ability to
daydream fails him, then he will be flooded by the precipitated feeling, will not be
able to think, and will feel confused. His communication with the patient will be
interrupted and the analyst will tend to assume that the patient has “projected” his
own confusion into him.

In the same situation another analyst might not get confused by the same pro-
jective identification and is in a position to understand the message it contains; his
interpretation can then reach the contents of the unconscious fantasy. In these two
cases the analysts react in opposite ways. In the first case the satisfaction gained
from destruction might be the object of interpretation, in the second the libidinal
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need to maintain the tie. The result is that the function of the projective identifica-
tion depends on the interpretation.

Although Klein’s original description did not dictate that only negative self-
representations can be projected into other persons (the mother) in this way, its
clinical applications primarily emphasize, as Hamilton (1986, p.493) showed in
Bion’s case, the destructive aspects of projective identification in psychotic pa-
tients. Hamilton therefore rightly pleads for analysts to also consider the clinical
uses of “positive projective identification,” in which good and loving self-repre-
sentations are projected. By reintrojection it is possible to promote the develop-
ment of positive object relations through the empathic connection to the receiver
(see in this regard our discussion of Kohut’s selfobjects in Sect. 3.6).

We can now return to a concluding evaluation of the concept of projective
identification by adopting one of Meissner’s arguments. He states that assuming
the existence of a “basically psychotic mechanism” is a precondition for making
the concept clinically valid (1980, p. 55). The diffusion of the self-borders is then
the same as the loss of self-object differentiation. In particular Bion’s (1967) later
extension of the concept in his use of the metaphor “container” contributed to a
change. In a very critical manner Meissner thought this through to its logical con-
clusion:

In Bion’s terms, then, projective identification is a form of symbiotic relationship taking place in
reciprocally beneficial ways between two persons, between a container and a contained. Conse-
quently, projective identification becomes a metaphor, translated loosely into the terms of con-
tainer and contained, which applies to almost any form of relational or cognitional phenomenon
in which the common notes of relation, containment, or implication can be appealed to. (1980,
p-59)

The nonpsychotic form of projective identification and, correspondingly, that of
projective counteridentification (Grinberg 1979) can presumably be better and
more economically understood by referring to the conception of reciprocally eli-
cited roles from the repertoire of cue behavior. We agree with Grey and Fiscalini
that the talk of “putting into” vividly describes subjective experiences:

Perhaps, “putting into” may be understood as cue behavior expressed by one participant to elicit
a reciprocal response by the other; if so, the initiator does “put into” the situation an invitation to
a defensive interaction, as does any transference activity. Otherwise, such metaphoric evocation of
psychic possession is potentially misleading. (1987, p. 134, emphasis added)

Our case descriptions permit an interpretation that agrees well with the following
statement by Porder:

I believe that projective identification can best be understood as a compromise formation that in-
cludes as its major component an “identification with the aggressor” or a “turning of passive into
active,” in which the patient unconsciously acts out in the transference the role of the major
pathological parent or both parents and, via this re-enactment, induces feelings in the analyst sim-
ilar to those that the patient experienced as a child. I suggest that the replay of this drama, with
the roles reversed from the ones that took place in childhood, is the crucial unconscious transfer-
ence/countertransference interaction observed in patients who demonstrate what has been called
projective identification. (1987, p.432)

In similar fashion Heimann also put the exchange in rolls at the center of this con-
cept:
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“Projective identification” appears as a countertransference reaction when the analyst fails in his
process of perception; instead of perceiving the transference in time, he unconsciously introjects
the patient who is at this moment acting on the basis of his identification with his rejecting and
overpowering mother, what ultimately results in a reenactment of his own experiences in an ex-
change of roles. (1966, p.257)

In our opinion the function of projective identification is determined by its inter-
pretation. What is involved is above all that the patient recognizes his own positive
and negative self-components that he attributed to the analyst. Analysis of these
processes should begin by examining the real events in the interaction. The pa-
tient’s behavior forces an interaction that the analyst cannot understand until he
has let it happen for some time. The “empathic contact” with the projected self-
components emphasized by many authors originates in their unconscious aware-
ness of the script of this interaction. With the help of the analyst involved in the
interaction and of his interpretations, it is possible for the patient to recognize his
own transposed self-components. This self-recognition precedes their reintegra-
tion. As long as an individual is alienated from his self-components, it is impossi-
ble for them to be accepted and incorporated.
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Introduction

In the corresponding chapter in Vol.1 we described the classification of different
forms of resistance; in this chapter, from the perspective of analytic technique, we
focus on the regulatory function that resistance fulfills in the relationship.

The extension of the theory of transference that we described in Vol. 1
(Sect. 2.5), has obviously had a significant impact on the theory of resistance that
corresponds to it. Although the differing views of well-known contemporary ana-
lysts remind us of the controversies between A. Freud, Fenichel, M. Klein, and
Reich in the 1930s, at least in their wording, there are nevertheless numerous signs
that resistance phenomena are today increasingly being viewed in terms of the re-
lationship. This change was made explicit in a public discussion between Sandler
and Rangell, held at the Madrid psychoanalytic congress in 1983. The following
passage contains the essential points of Sandler’s arguments:

It seems clear that the introduction and description of these object-related processes, particularly
the object-related defences, reflected a major new dimension in the analytic work and in the con-
cept of transference. The analysis of the here-and-now of the analytic interaction began to take
precedence, in terms of the timing of interpretations, over reconstruction of the infantile past. If
the patient used defences within the analytic situation which involved both him and the analyst,
this was seen as transference, and increasingly became a primary focus of attention for the ana-
lyst. The question “What is going on now?” came to be asked before the question “What does the
patient’s material reveal about his past?”

In other words, the analytic work became more and more focused, in Britain certainly, on the
patient’s use of the analyst in his unconscious wishful fantasies and thoughts as they appeared in
the present - i. e. in the transference as it is explicitly or implicitly understood by most analysts, in
spite of the limited official definition of the term. (Sandler 1983, p. 41, emphasis added)

Rangell commented on this passage by raising the critical question:

Is it still resistance and defences first, as it has been with Freud, Anna Freud, Fenichel and oth-
ers? Or have we moved to what is promulgated by many as transference first, or even transference
only?

Everything seems to boil down to a new polarization: many psychoanalysts give
the here and now precedence over reconstruction and insight. Rangell demanded
that a decision be made:

Ultimately we may have to decide between two different concepts of transference, intrapsychic

versus interactional or transactional. The same choice may need to be made between the intrapsy-
chic and interactional models of the therapeutic process. (Rangell 1984, p.133)
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In the long run the questions raised by Sandler and Rangell will be answered by
research on the course and outcome of psychoanalytic treatment. We do not ex-
pect new polarizations to develop because it is impossible to establish a hierarchy
of interpretations concerning resistance and transference in the manner that Reich
and M. Klein claimed in their extreme positions. Reich systematized defense the-
ory in terms of therapeutic technique in his rigorous analysis of resistance, which
ultimately resulted in his strict theory of character analysis.

Reich made the rule of proceeding from the manifest a firm principle and ap-
plied it rigidly: “No interpretation of meaning when a resistance interpretation is
needed’ (Reich 1949, p. 27). By describing transference resistance specifically with
regard to a patient’s behavior, both in general and in particular actions, and to the
way in which he follows the basic rule, Reich introduced a useful distinction be-
tween form and content. In his words:

The character resistance expresses itself not in the content of the material, but in the formal
aspects of the general behavior, the manner of talking, of the gait, facial expression and typical
attitudes such as smiling, deriding, haughtiness, over-correctness, the manner of the politeness or
of the aggression, etc. (Reich 1949, p.47)

He used the terms “armor” and “character armor” to refer to neurotic character
traits, regardless of how much they differed, in order to describe the fact that cer-
tain manners of behavior function like compact defense mechanisms, which oper-
ate by regulating the distribution of libidinal energy between the outside and the
interior.

The consequence of Reich’s recommendations is that analysts should initially
limit their interpretations to the resistance to transference and avoid interpreta-
tions of meaning, especially all deep-reaching, genetic interpretations. Reich for-
malized the following general rule: “One cannot act too early in analyzing resis-
tances, and one cannot be too reserved in the interpretation of the unconscious, apart
from resistances” (Reich 1949, p. 38).

Reich also forced the analysis of resistance in the here and now. In the first
few sessions of a therapy Reich would establish a connection between resistance
and transference by saying at some opportune moment that the patient had some-
thing against him but did not dare to mention it (Reich 1949, p.55). Ferenczi
(1950), taking up a similar suggestion that Rank had made, also recommended
that each dream, gesture, parapraxis, and deterioration or improvement be consid-
ered first of all as an expression of transference and resistance. According to
Ferenczi, Groddeck deserves the credit for this principle; at any sign of a deterio-
ration in the patient’s condition he asked the stereotype question, “What do you
have against me? What have I done to you?” The similarity between Reich and
Ferenczi in emphasizing that the here and now is a reaction to the phase of tech-
nique that Ferenczi and Rank (1924) criticized as interpretation fanaticism is just as
significant as their differences with regard to technique (i. e., Reich’s character and
resistance analyses versus Ferenczi’s technique). The term “interpretation fanati-
cism” was used to refer to interpretations that reconstructed events, making the
patient an intellectual expert on the genesis of his illness yet without leading to
any therapeutic gain.

Emphasizing the current significance of resistance and transference is thus
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nothing new. The here and now is the starting point in many otherwise very differ-
ent psychoanalytic techniques, whose conceptions of it differ accordingly. Ferenc-
zi’s understanding of a resistance to transference was presumably very different
from Reich’s although both followed the same rule and in their interpretations
may have proceeded from manifest events.

The discussion between Sandler and Rangell may be considered a belated
renewal of the earlier discussion about superficial and deep interpretations that
was the basis of the controversies between the adherents of ego psychology and
the Kleinian school. Fenichel’s commentary on the earlier discussion, although
written long ago, is still instructive:

Taken correctly, this can only mean that it makes no sense to give “deep interpretations” (however
correct they might be as to content) as long as superficial matters are in the way. For this reason
one cannot, as Melanie Klein wants, “get into direct contact with the unconscious of the patient,”
because to analyze means precisely to come to terms with the patient’s ego, to compel the patient’s
ego to face its own conflicts . . .. The defensive attitudes of the ego are always more superficial
than the instinctual attitudes of the id. Therefore, before throwing the patient’s instincts at his
head we have first to interpret to him that he is afraid of them and is defending himself against
them, and why he does so. (Fenichel 1953, p.334)

By emphasizing the object-related defenses, Sandler is apparently situated between
the traditional ego psychological analysis of resistance and the interpretive tech-
nique of the Kleinian school. We too proceed from the assumption that human be-
ings strive toward objects and are characterized by a primary intentionality. One
consequence of this assumption is that all unconscious fantasies are object related,
which is the reason that the fundamental human anxieties manifest themselves on
points of interpersonal contact. In Vol. 1 (Sect. 2.5), we emphasize the positive na-
ture of the fact that M. Klein brought movement into the rigidified fronts of resis-
tance analysis. Subsequently, however, new polarizations and one-sided positions
arose once again. The connection between unconscious fantasies, anxiety, and de-
fense became the focus of the typical Kleinian transference interpretations. Projec-
tion replaced repression as the prototype of defense mechanisms, and repression
resistance lost its importance. In the Kleinian therapeutic technique, the analyst
operates behind the back of the resistance, as it were, because the anxieties appear
to offer a means of direct access to the presumed unconscious fantasies. For both
theoretical and technical reasons it was therefore possible for the term “resistance”
to disappear from the terminology of the Kleinian school. In fact, the term “resis-
tance” does not even appear as an entry in the indexes in representative books by
Kleinian authors (M.Klein et al. 1952; M.Klein 1962; Segal 1964; Etchegoyen
1986), or there is only a note referring, for example, to the negative therapeutic
reaction, as in Rosenfeld’s (1987) book.

The atemporal nature of the Kleinian unconscious seems to let the here and
now merge with the past. The Kleinian understanding of the relationship in the
momentary analytic situation is thus completely different from Gill’s although
both attribute equal significance to the actuality of transference. By proceeding
from ahistorical repetitions, which are manifest as object-related wishes and anxie-
ties, a Kleinian analyst seems to acknowledge that everything of importance takes
place in the therapeutic relationship, yet he nevertheless neglects the reality of the
therapeutic relationship (i. e., the realistic aspects of the patient’s relationship to
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the analyst). The analyst’s contribution to the patient’s resistance appears negligi-
ble from the point of view that unconscious fantasies and anxieties manifest them-
selves in transference almost independent of time. In contrast to the Kleinian
school, Kohut (1977) emphasized the dependence of the resistance on the analyst’s
current behavior and especially on his lack of empathy. It is obvious that we, in
this regard, are in complete agreement with Kohut.

It is now time to focus on the regulatory function of resistance in connection
with the security principle. Misunderstandings are bound to occur in this regard
since Groddeck, Ferenczi, Rank, and Reich all considered the forced linkages we
have referred to above to constitute the analyst’s contribution to resistance and
transference. This type of intervention seems to be expressed by the questions
“What about me?” and “Aren’t you really talking about me?” In any case, Reed
(1987) referred to an example of a female patient’s initial interview with an ana-
lyst-in-training to indicate how this analyst directly related the patient’s descrip-
tion of a traumatic tonsillectomy to himself by suggesting that she was really
speaking about him. Although one objective of analysis is to discover similarities,
this is only possible if dissimilarities are also recognized. Using the above-men-
tioned questions to force the creation of transferences makes it nearly impossible
to recognize the analyst’s influence on the patient’s resistance to experiencing
transference, in the sense described by Gill. The erroneous use of the here and
now, i.e., the actual genesis, is widespread. Such forced transference interpreta-
tions have a deterrent effect in the introductory phase, and can lead the patient to
doubt the analyst’s normality and to not begin treatment at all. In later phases this
type of interpretation makes it more difficult to distinguish the different levels of
the relationship and of the transference, i. e., the “realistic” and “new” versus the
transferred, old aspects.

In contrast to this method of stimulating resistance or transference, we recom-
mend, together with Gill, that the analyst thoroughly investigate and eventually in-
terpret the realistic aspects of the patient’s affective and cognitive processes in or-
der to determine his own contribution to transference and resistance - in other
words, that he examine the situational genesis of the resistance. This is the com-
mon denominator linking us in this regard with Gill, Klauber, Kohut, and Sand-
ler.

The point is to gain the patient’s confidence that he need not fear a repetition
of his previous failures in the new relationship. He can then give up his habitual
self-defenses, as Weiss and Sampson (1986) have convincingly shown. This ap-
proach is particularly helpful for dealing with superego resistance. If the analyst
orients his actions toward the goal of increasing the patient’s feeling of security, it
is possible for him to test different kinds of interventions, taking advantage of the
entire scope offered by a therapeutically helpful dialogue.

An illustration of the regulatory function of resistance is provided by the fol-
lowing passage from Cremerius’ reflections about the correct technique for deal-
ing with patients who cannot freely associate:

The analyst only has to think what effort and struggle his patient had to go through in childhood
to successfully manage to socialize his instincts while preserving portions of them, in order to be
able to understand his behavior in therapy.... And when this point has become clear to him,
then he will also understand that the patient cannot simply permit something to happen that his
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own survival may once have required him to repress. He understands that his patient has in the
meantime made his arrangements and has become accustomed to living in this way, and he will
therefore be able to empathize with what it means to expose oneself to a process whose goal is the
return of what was repressed. (Cremerius 1984, p.79)

Because of the ubiquity of the phenomena of resistance, the reader can find exam-
ples of it in every chapter of this book. We would like to emphasize the instances
of resistance to transference; it is especially important therapeutically that this
form of resistance be recognized as early as possible. In Sect. 4.6 we discuss iden-
tity resistance and its relationship to the security principle, which is beset by un-
usual technical difficulties.

The phase of an exaggerated focussing on the analysis of resistance (and the
polarizations related to it) has been overcome. Our understanding of resistance is
based on viewing the mechanisms of defense within an interpersonal matrix. In
this sense we adhere to the idealist utopia that the limitations on experiencing and
behavior caused by resistance are in prinicple accessible to analysis. We therefore
recommend that the following examples be read from the primary perspective of
this textbook, namely that the exchange between the patient and the analyst be ex-
amined with regard to what the latter contributes to the development and over-
coming of repetition in the various forms of resistance and transference.

4.1 Disavowal of Affects

Nora X arrived late for her 413th session - an unusual event. During the 5 minutes |
was waiting for her, | thought about her very intensely. On the one hand, | was worried;
on the other, | detected a growing inner tension that was tinged with aggression. | was
worried because the patient was inclined to inflict harm on herself, e.g., she was a
reckless driver. When she finally arrived, | was surprised to see her smiling and beam-
ing with happiness; upon entering the room, she looked at me longer than customary
and in an inquisitive manner. Her happiness and my displeasure created a very discor-
dant contrast.

P: I'm all out of breath, and I'm late too. [Short pause] But | can tell that somehow
something is wrong. And | don’t know right now if I'm happy because I'm late and
made you wait, or because of what happened before.

She described how she had been together with her boyfriend. They had been sitting in

a cafe and so engrossed in conversation that she had forgotten the time. At the end

she had had to pay, and the patient recalled that this had also been the topic of the

last few sessions. In the previous session she had been concerned with the fact that
she frequently waited for longer periods of time before paying the bills for her analysis.

P: Yes, what really concerns me, | believe, was the last comment | made before | left,
about paying, which was also the topic of the previous hour, and | thought it was
simply indicative that precisely the same topic was the last point in my conversa-
tion with my friend, although we had talked about something entirely different.

She had talked with her boyfriend about the difficulties she was having with her superi-
or. She felt that these conflicts were like the “back and forth in a ball game.” She expe-
rienced the same back and forth with her boyfriend when, while paying for the coffee,
they played a “funny game of give and take.” For me, the aggressive aspect was in the
forefront. With regard to her being late and my unease about it, | created an analogy
between the outside situation and the one in analysis.
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P: Now today ... | play it where the point is to say what | think, hold it back, then with
the bills and . . . | wonder whether there is a connection with my being late.

A: Hum, I think so.

P: You think so. Ok, | take some time away. But | actually divide it up differently, and
my friend and | were together a little longer.

A: We recently spoke about you wanting to give it to your friend, and today it's my
turn.

P: Yes,it’s fun.

A: And that’s why you were beaming when you came in.

| shared my impression with the patient to make it clear to her how much she enjoyed

coming late and how much pleasure she had acting out aggressive impulses.

P: [Laughing] That honestly gives me a feeling of “illicit pleasure.”

Affect and behavior were linked together in this illicit or forbidden pleasure; the pa-

tient’s repelled aggression was expressed both in her pleasure and in the fact that her

behavior was at the expense of the relationship.

A: Yes, that’s clear, and you let yourself have this pleasure. But I'm not very sure
whether you also see the consequences of your pleasure.

P: Yes, well, the question as to “What does it give me?” is one | haven’t asked myself
before. But when | raise it now, then | think that acting this way | gain your atten-
tion, because you might think “What’s keeping her?” or something of the sort, and
then | also think of how | react if someone else is late. It makes me pretty upset.

A: Hum, you’re pretty sure of that.

P: That it makes me upset. But that it upsets others, | don’t want to know that.

A: That is just the source of your pleasure, that you can make people upset in a
seemingly unguilty manner.

This would have been an opportunity to refer to the patient’s feelings of guilt as the

reason that she felt compelled to ward off affects, but the moment did not seem ripe

for this step, and the patient continued talking about being angry.

P: I recall that my boyfriend kept me waiting three times last weekend. The first time |
didn’t say anything, although he mentioned the subject. The second time | didn’t
say anything either, not until the third time. So I've just experienced what it is. And
yet, just as | said before, | recently let him have it . . . . Now what was the reason?

While in the act of speaking the patient forgot the way in which she had innerly turned
away from her boyfriend. Although this momentary forgetting (see Luborsky 1967) was
an interesting detail of the patient’s distancing, in my next interpretation | recon-
structed everything that had happened with regard to her being late in order to inter-
pret the change she had undergone from being passive (as the victim of the tardiness
of others) to active (by being late herself).

A: On the weekend you were the one who had to wait, and you were angry, specifical-
ly you were passive and the victim. Now you just did something that we’ve seen
before a number of times, namely you turned the tables and let me wait. You tell
yourself, “I don’t want something to be done to me, so I'll do it to someone else.”
That is how you deal with being disturbed or hurt in this way. And so the real is-
sues in your being late are provoking anger and being angered.

P: Hum. [Short pause] Maybe provoking anger and being angered are the point.
In the following passage the patient made it clear that she had indeed spoken with her
boyfriend about his being late, but it had taken a long time before she had been able to
overcome her inhibitions and express her feelings. After her reflection on how she act-
ed to her boyfriend had made it clear to her how she dealt with aggressive impulses
and how she transformed these impulses into acts, | directed her attention to her be-
havior during the analysis.
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A: You've talked about giving and taking, but the subject is actually provoking anger
and being angered. Of course they’re closely related, because you know that you
get angry when you don’t get what you expect, whether it has to do with being on
time or with money. And you assume that | react, think, and feel just the same way,
namely that | get angry when | don’t get what | expect. And your desire to provoke
anger is reflected by your actions, and your laughing and the happy look on your
face reveal what a forbidden pleasure you get from making me angry. And you can
be so happy about it because you don’t really perceive the anger, just as you don’t
with your boyfriend either.

The patient responded to this interpretation by once again describing the interac-

tion between her and her boyfriend, this time putting more emphasis on the aggres-

sive character of the back and forth. At the same time her gaity and laughing in-
creased.

P: [Laughing, she quoted her friend] “Okay, before you say it again you're going to
get it” [and she added very forcefully] smack!

A: But that sounds as if you slapped each other. The one goes smack, and then the
other goes smack. [The patient confirmed this in a reserved way.] And I've also got
my smack! [The patient laughed.] And you're happy about it.

P: Yes, even very much so. Somehow | don’t want to let you take this pleasure away
from me. It’s a feeling as if it is finally out in the open and can come out.

After the patient had become aware of the previously preconscious pleasure she ob-

tained from acting aggressively, both with regard to her most important current rela-

tionship outside of analysis and to her transference, the next step was to establish the
connection to her main disturbance (breaking off relationships).

A: Yes, your pleasure comes from using the one person to give it to another. Today

you used your discussion with your boyfriend to let me have it. It's hard for you to

stay with one person and to tell that one person what’s moving you. You look for a

second person, who then gets what the other deserved. This is what characterizes

your relationships; instead of concentrating on one person, you take your feelings
and go to the next.

[Softly] Because it’s fun.

Yes, it gives you pleasure, but it also makes you unhappy.

| have the feeling I've never found pleasure. That's why | said that it’s also impor-

tant that | finally let the laughing come out, because | hide it otherwise. | don't feel

any pleasure and happiness, | just always feel sad. Sadness is always there first,
but it doesn’t help me get any further.

A: Both are important. The pain is one thing, and it’s closer to you; and your forbid-
den pleasure from this form of revenge or rage or anger wasn't a topic before.

In the following exchange | referred to the patient’s earlier friendships. She had not

been conscious of her own aggression in them, but had only perceived it mirrored in

the behavior of others.

A: And we can now see how much pleasure you get, expressed in simple terms, from
treating men badly. You treat me badly when you enjoy letting me wait, and you're
overcome by laughter when it becomes apparent.

P: Yes, but that's something new. | used to always fall into sadness, and then it was
over.

In the following sequence of comments | made a longer, summarizing interpretation in

which | connected, on the one hand, the patient’s development from her wishes to her

disappointment and then to her transition from being passive to active as her means of
warding off feared traumas and, on the other, the aggression that resulted. The individ-
ual links of this chain that were not discussed in this session were the result of prior

o>
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work. | concluded this summarizing interpretation by referring to the aspect of trans-

ference in this behavior.

A: And to avoid this disappointment and the anticipated pain, you turn the whole story
around and don’t give me what you think | expect. In doing so you inflicted some-
thing on me that you feared would be painful to you.

P: Funny, | had to think about how the sessions end. My anger at the fact that you
say, “Now our time is up.”

A: Yes, | hurt you by doing that, and now you turn to counterattack. But the conse-
quence is not that the situation gets better, but that the fact that you feel angry
makes the hour even shorter. And this is the fatal aspect of this pattern - namely
that your reaction does not make the situation better, only worse.

P: Innerly | take more and more measures to make the time seem shorter, because
even when | start to feel that the end of the session might be approaching | think:
“When are you going to say it, when are you going to say it?” And recently | real-
ized that my thoughts were already somewhere else. As if | wanted to simply
ignore this pain. And now | just had the thought that in this way | at least have a
little pleasure, namely in leaving mentally, and then it isn’t as painful.

A: You become active, which on the one hand gives you the nice feeling that you are
in control, but on the other has the disadvantage that you get even less.

P: Then | can’t concentrate either, and I’'m not intensely involved, and on the one hand
it is pleasurable, leaving, but on the other hand it is also a loss because of the loss
of intensity.

A: Right, and what we see here in miniature is a pattern of how you organize your re-
lationships, because when your friendships could have become intense, you've al-
ways taken some action to end them prematurely. For the same reasons that you
innerly prematurely end our sessions, namely out of fear of the pain that someone
else could inflict on you by saying, “Now it’s over.” In doing so, you actively cause
something to happen that might have happened sometime.

P: Yes, here for example, here | know that it’s coming. And in a relationship | would
always be afraid it would happen.

A: And that’s your problem. It’s hard for you to let it end either way; you always cause
the separation when it starts to become intense.

P: A moment ago | wasn’t actually thinking as much about the separation from my fa-
ther, as about how my mother and | acted toward one another.

The patient provided details about this point for the rest of the session and related it to

her mother’s typical forms of behavior.

Triggered by the patient’s late arrival, it was possible for us to clarify her masochis-
tic reactions regarding rejection and separation and to elaborate on them in transfer-
ence. The course of the session led from her desire to her disappointment to her tran-
sition from being passive to active, and ultimately to her defensive aggression. It was
possible to trace this sequence of topics back biographically to her relationship to her
mother.

If we, following Klauber (1966), formulate the guiding elements in the session in
terms of anxiety, defense, and enactment, we can give the following summary. The
patient’s primary anxiety was that her affects could gain control of her. It was
therefore necessary for her to deny them. Giving and taking, as part of this, were a
pleasurable game, but also one that was invested with anxiety and that necessarily
ended in pain for the patient because she had internalized the expectation that her
wishes (e.g., for attention) would not be fulfilled. Her primary defense was the
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disavowal of affects and acting out of aggressive impulses. In this way she enacted
an anticipated disappointment, which she brought about in an unconscious yet ac-
tive manner.

4.2 Pseudoautonomy

Although we would prefer to analyze patients who are independent, we are aware
of the possible difficulties with those who desire to do everything alone.

A marked tendency prevails to regard independence as something frankly positive and depen-
dence as something frankly negative, from the point of view of psychological cure or evolution.
The positive aspect of independence seems to lead one to overlook the negative one and thus is
apt to mask neurotic ends. In the same way, the negative aspect of dependence seems to lead to a
concealment of the positive one and the criticism of dependence may equally serve to cover
pathological tendencies or defences. (Racker 1968, p. 181)

The issue of independence also has implications for how the analytic interview is
handled. A very early feature of the clinical description of the forms of resistance
was that the degree of deviation from an ideal dialogue was subsumed under the
category of resistance; this was true regardless of how the ideal form was deter-
mined and of the direction of the deviation. Cremerius has correctly emphasized
that we must specify the criteria according to which we judge that a patient speaks
too much:

The answer is that this too much is not something quantitative, but rather something qualitative,
namely that in this case speaking - and specifically, speaking too much - supports the defense
and resistance. (Cremerius 1984, p. 58)

We would like to use the following example to illustrate how to deal in a calm and
composed manner with a patient who talks too much. In doing so the analyst
gives “the patient time to become more conversant with this resistance with which
he has not become acquainted, to work through it, to overcome it...” (Freud
1914g, p. 155). The example is taken from a session of an advanced analysis of a
35-year-old man named Gustav Y, whose disturbed ability to work manifested it-
self as a transference resistance that took the form of stubborn silence (see also
Moser 1962). After warded off aggressive impulses had been worked through, the
patient developed the pseudoindependence described below, which manifested it-
self in statements that - although expressing reflection - were in fact monologues.

The patient first told me, in a comment phrased as a question, that he would have to

end the session “a little early” in order to pick up his children on time. He explained

this by referring to the heavy traffic and a dangerous encounter he had had while driv-
ing to that day’s session.

P: While driving here | was in a pretty precarious situation. Someone was driving be-
hind me, then passed me and pulled to the right. .. and then on the other lane
someone else, a wide semi, was coming toward me, and | wouldn’t have had a
chance to get out of the way. And it would have been hard to brake because there
were puddles of water on the road . .. and it was really just a matter of inches, he
just managed to pull over in front of me, and well, | don’t really want to risk any-



146 4 Resistance

thing. It's clear; if | drive and think that there isn’t much time, then you just drive a
little, a little faster than may be sensible.

The patient has a 35-40 minute drive. He requested that we stop 5 minutes early.

P: [After a pause] Yes, and there’s something else, something that | read in the news-
paper just before | left home today, that yesterday there was . . . | don’t know, was
it... just a... the B30 just before the ... before the exit to this... the wider
stretch of road over there ... that there was a serious accident there yesterday,
and a woman died at the hospital and there were three or four seriously injured . . .
hum ... so | thought about it as well, that’s how it is on our roads today, they were
even ... dry, by and large, so that | somehow thought, “Now you can drive normal
again” and although | had enough time | did drive pretty fast... | mean on that
stretch later, where you can drive 80 mph, | mean | know that my speedometer is
slow so | mean 90 .. .. but just before | . .. when | realized | had to be where it had
happened and looked out and didn’t see anything, and then | realized then . . . and
then the thought just passed through my mind what that just. ... what kind of a
feeling that has to be, isn't it, and it said that this . . . this car that caused the acci-
dent, that it's from Heilbronn, it traveled at a. .. it skidded in the corner, turned
around and was standing broadside on the road, and the other one hit it from the
side and the .. . well, the mother-in-law of that driver, she was injured so severely
that she later. .. that she later died. And so | wondered, when | was driving past
the spot, what kind of a feeling that had to be if you have an accident and some-
body in your car, they're killed, or if | cause the accident myself and then other
people, | mean, from a different car, are killed, yes.

The patient continued his “free associations” in this manner for quite a while. He re-

membered that while driving to the session yesterday he had become so tired that he

had had to stop for a break.

P: | mean that this itself ... | mean that really ... here too, in our conversation just
this . . . the question played a role, right, it . . . that just because of the road condi-
tions there is a danger and | didn’t really talk about it here.

A: Hum.

Commentary. The patient mentioned other associations to demonstrate the risks
connected with his driving to treatment. Then the patient found a link to the previ-
ous session, in which the indirect dangers of the treatment, i. e., from the analyst,
had been a topic.

P: Maybe also because | then somehow immediately . . . this . . . somehow retreat into
this role and something... well why not... | mean, |... or in the sense that
this . . . this stress or other, | have to . .. simply to take it upon myself, right.

A: What do you avoid by bearing it all by yourself?

P: [After a pause] Yes, perhaps it is somehow the other side of these unpleasurable
and...and...and burdensome ... and definitely also a certain enjoyable side of
the treatment, that | then namely have the feeling, hum, right here really being able
to decide by myself what | want to do and whether | want to do something, that is,
that | ... uh... although it isn’t quite right, isn’t entirely clear, well, would like to
avoid it, now somehow ... let's say ... that now ... expressed a little pathetical-
ly... uh... somehow now, somehow like pity or something ... for example, that
you now show your understanding somehow that it simply is a difficult situation or
is dangerous or so.

A: Hum.



4.2 Pseudoautonomy 147

Commentary. The patient was able to gain something from the analyst’s reference
to the purpose of his behavior, namely that he would like the analyst not to come
too close by talking about the danger - as he had in the previous session.

P: And that is somehow . .. and somehow there is ... | mean, but | ... but it simply
isn't. .. very clear yet what the ... uh... primary thing is, if ... uh ... if | don’t
really want it, if | just . . . if | really would like to do it alone or if it is also just this. . .
this shyness toward any . .. well . . . any personal nearness or so that is somehow
expressed. Thatis...uh...itjustis not...not soclear... to, and | think that my
[cleared his throat] now viewed from this aspect, the idea that | have is that | my-
self . . . that | would like to decide it myself, and also the other possibility, let’s say,
that | would not make up my mind now, would simply now say, “No, | won’t do it,
it's too risky for me” or so, yes, and this . .. and somehow | would then like to . ..
hum . .. to make this decision by myself, without now . . . for example . . . without
somehow here . .. uh . .. getting permission. Yes, that’s . . . that’s also part of it.

A: Yes, that means that independence is something very important to you, and you
yourself raise the question, “Is it really primary, or could it be that this indepen-
dence is the consequence?” Perhaps you have given up expectations, and that the
act of giving them up proved to be a gain in independence. You are independent of
me now, regardless of whether | say something helpful, understanding, or not. You
are - and this is an image that we have been following for a long time - you are
now the hero who is mastering his dangerous path alone.

One of his frequent daydreams in this phase of treatment was about a Western hero,

who comes to the aid of widows and orphans, only to reject the offer of a rescued

woman at the end and travel on.

P: Yes, that actually . . . a few minutes ago that . . . let’s say . .. entered my mind, and
precisely now the . .. the way in which | ... hum . .. how | act toward my wife right
now, that | withdraw and only keep up a formal politeness.

He then described how his wife complained about his rejection of her wishes for near-

ness and intimacy.

P: But from my point of view, | really don’t have any need for it, so that right now
sexually . . . | actually don’t miss anything and don’t have any needs.

Gustav Y then formulated his wish that he would only like to sleep with his wife if she

would not place any demands on his autarchy.

P: Not, and this is really the truth, that at the moment I'm particularly strong. .
hum...yes... how should | say it... | simply want to have my peace and qmet
People shouldn’t bother me with with such things. And that’s really how it is, per-
haps | have arranged things that way, that | actually somehow feel quite well . . .
hum . .. in the situation, or at least . . . or perhaps have . . . by and large repressed
my other wishes and needs . . . uh.

A: Hum.

Commentary. The concrete form that his heroic dream took in everyday life pro-
vided confirmation that the patient preferred to suppress his sexual wishes in or-
der not to get in a position of uncomfortable nearness to his wife. Since his child-
hood had been overshadowed by the long absence of his father (who had been
held a prisoner of war until Gustav was 10 years old), he - “the only surviving
man in the family” - was spoiled and constrained by the dominant feminine envi-
ronment. His childhood was constantly accompanied, understandably, by the wor-
ried complaints that nothing should happen to him. It was precisely this that he
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did not want to hear from the analyst. His understanding about the dangers on the
street and about the dangers of pleasurable phallicism could only cover up accusa-
tions.

P: Not, and it's naturally the case now too, that when . .. not when | ... when my wife
then somehow makes. .. the... the accusations and... says to me that she
hates me or whatever, really, then my reaction is, “Yes, alright then, yes, what do
you want after all, it would be best if . . . uh ... we restrict our contact to practical
things and otherwise each of us can do what what we want.”

A: The decisive point is contained in the feeling you express as “What'’s the point,”
that you shrug your shoulders and think to yourself, “What should | say about it,
what’s really the point?” Almost as if you put yourself into the situation you had in
your fantasies about what happened the day before and then hit the gas pedal and
then - what happens then - what is really expressed in your “What’s the point?”
You almost killed yourself. By letting somebody else do it, but it’s also possible that
you could have seen the other car... uh... just a few seconds earlier and then it
would have been a little less dangerous.

P: [After a pause] Yes, yet ... yes, of course, as far as the overall situation is con-
cerned, yet |... yet | don’t... yet it isn’t entirely clear, | mean, what | just de-
scribed about yesterday. | said it happened while driving here, naturally . . . but it
therefore can’t... hum... let's say... have been a direct reaction to what we
talked about.

Commentary. The patient was immediately unsettled by the interpretation the an-
alyst offered, and he therefore had to, first of all, make a denial. In contrast to ear-
lier phases of the analysis he was able, however, subsequently to permit himself to
have a productive association.

P: Yes. Yes, but. .. it... now | can think of something that makes that even clearer.
Such fantasies occur precisely at the moment when it's possible to dose them ac-
cordingly, right, that | could get out of everyday life in a small accident, but of
course the stress at work also plays a role, right, to get put up in a hospital with
some injury or other and there somehow get some peace and quiet to come to
your senses. Right? It's therefore also ... | mean that ... this also indicates that
some ... uh... some wish or so played a role.

Commentary. In the course of treatment the patient was able to overcome the re-
gressive idea of having a serious case of tuberculosis, at least to the extent that he
could limit himself to a “small accident” in order to get himself “out of everyday
life.”

The patient then described an important observation he had made about him-
self, about how he had calmly accomplished a task he had been assigned, “with
substantially less nervous energy than earlier,” and that he was startled by his own
generosity. There had always been a critical element in the patient’s fictive conver-
sations with others: “My God, when people read that, they’ll think, ‘What a plan-
ner you are.”” Yet to some extent he was able to escape these expectations.

P: | said to myself, “Why burden yourself with such work. It doesn’t matter after all,
and if it doesn’t work, then there isn’t anybody around to fix it again,” right, and so
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now I'm going to work with this kind of an attitude. | prepare even less than normal,
but without punishing myself afterwards in such a terrible way.

A: You reject certain expectations that you've placed on yourself, and in doing so you
have simplified your situation.

P: Well, yes, | mean, it's also contradictory, of course. If | really relativize it and tell my-
self that it doesn’t matter, then on the other hand, this doesn’t fit with the wish to
avoid everything right now. At least | still see some contradiction in this at the mo-
ment, but | think that it naturally could also be that | just didn’t immediately think
that these problems at home might even play a bigger role, problems that | then
wouldn’t have to face, right?

A: You have to realize that a certain question was obviously implied when you talked
about your additional tasks at work the first time, namely, “Why did the boss only
give them to me, why me of all people?” And there was a small implication about
whether he would really say it. It may really have been your expectation to be
praised. And this “It doesn’t matter” could be a reaction to your disappointment, a
withdrawal into not caring, and analogously the “It doesn’t matter” here could also
be a reaction to a disappointment. In this way - by saying “it doesn’t matter” - you
make yourself independent.

Commentary. In the previous interpretation the analyst attempted to indicate to
the patient one reason for his pseudoautonomy. The patient avoided disappoint-
ing the wish that he was looking for acknowledgment and instead only met con-
cern. At home good grades at school had been a matter of course, because his
mother had only had him to care for, but she had not fostered the development of
his motor ability. In adolescence he had run his laps as a long-distance runner,
where nobody watched; his daydreams, however, were about victories in the
100 meter dash that took place in front of the main grandstand.

A central aspect in this transference relationship was the patient’s attempt to
avoid his wish for confirmation of his dangerous journey through “life.” In retro-
spect, this aspect does not seem to have become very clear. The analyst’s interven-
tions were directed at the resistance that concealed his desire for dependence.

4.3 Unpleasure As Id Resistance

To gain a better understanding of this section we recommend that the reader first
turn to Sect.9.3, where we summarize the case history of Christian Y and report
about the external and temporal circumstances of his analysis. After he had over-
come his separation anxieties - in Sect.9.3.1 we give an example of them from the
203rd session - it was possible for his treatment to be continued on an outpatient
basis, starting with the 320th session. His unpleasure and incapacity reached their
low point in the 503rd session. He was just barely able to walk to my office. Sever-
al fanciful activities did not provide him any satisfaction at all or increase his self-
confidence.

In this phase of treatment his symptoms consisted in an extreme lack of vitali-
ty, which manifested itself in an incapacity to work and in laziness. For a long
time his laziness, which at this point was a source of serious distress, was overlaid
by severe attacks of anxiety that prevented him from being active and working.
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From a descriptive point of view we attribute the patient’s all-encompassing
unpleasure to id resistance, which we however do not trace back to “inertia” or
“sluggishness” of the libido (Freud 1918b, p.116, 1940, p.181; see also Vol.1,
Sect. 4.4). In fact, there does not seem to be any movement in the two sessions re-
produced here, which were typical for a longer period of treatment. The analyst
dispairingly attempted to make some sense of the patient’s monotonous com-
plaints about his complete lack of ability to accomplish anything. He viewed the
patient’s listlessness as the manifestation of an almost insurmountable resistance
that contained concealed and completely unconscious satisfactions of anal spite
and of the regressive self-assertion that accompanied it. Of course, the patient was
far from recognizing the power of his passivity and from enjoying his triumph. His
moods alternated from one extreme to the other, yet his anxiety signal was un-
changed and independent of whether Christian Y openly expressed his rage or it
receded behind his passivity or self-destructiveness. His anxiety also protected
him, however, from breaking off the treatment or cammitting suicide. He secretly
prepared circuit diagrams and programs, overshadowing his father, yet his visions
of omnipotence were deflated when he took a realistic look at his achievements.
The more he achieved in life step by step, the more obvious it became that his cen-
tral problem in analysis was the discrepancy to his subjective view of himself.

As the following excerpt from the 503rd session shows, Christian Y insisted on
the idea that he could only become a hard worker if the analyst made him one. He
expected the analyst’s interventions to provide him vitality or to result in activity.

P: I'malways afraid of getting on someone’s nerves or of being too impudent. I'm usually
already nervous when | get here, so | can’t bear any additional stress, however minor.
| can start with whatever | want, but you always lead me to spite. What are you trying
to get at? I'm bored about talking about spite because I'm interested now in how to
become hard working, and | can’t see any connection between spite and laziness,
and ldon’t think it's necessary to talk about spite because it includes rage, and rage is
something different, it still doesn’t go away. There must be some reason that you keep
coming back to spite. What’s wrong? Why don’t you say anything?

A: [After a pause] One important aspect is to block direct pleasure and to incapaci-
tate the other person. That was something you were able to follow yesterday.

P: No, | don’t understand anything. Getting pleasure from spite isn't interesting, be-
cause | really don’t want to slow things down. | try to talk about something. That
I'm happy at those moments when you don’t say anything, as if | had gained con-
trol, isn't interesting at all. What is important is being aware that | haven’t drawn the
conclusion that you can’'t help me. Otherwise there’s nothing else to it. | think
we've lost time again, and that makes me upset; | want to get ahead, for example,
become a hard worker. Why isn’t anything said about that, nothing at all? | don’t
want to exert myself; I'm afraid of doing something silly. Why don’t you help me
then? | can’t have any thoughts of my own, have an opinion of my own; I've always
been dependent on what others think. Why am | afraid of being criticized? In my
opinion everything | do is full of crap. | talk, think, do something - crap, nothing
else. | wonder why | wouldn’t be satisfied with your approval. But it isn’t any more
important than getting the approval of other people. And besides, | don’t want to
do anything in order to get your approval in exchange, because that’s precisely
what | want to be independent of. It doesn’t help me at all for you to give me your
general consent; that's too watered down. It's no help to me; I'm still afraid that
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everything is full of crap, whatever | do, however | walk and stand, whatever |
touch, whatever | think; somehow whatever | do is really full of crap. I'm terribly
afraid of making a mistake. Afraid of being laughed out, afraid of becoming angry.
I'll aiways be making mistakes, and what | do will never be perfect, and | therefore
always have to reckon with something unpleasant. Another thing is that | can never
have a conflict with anyone, and it always makes me angry. | can only give in,
agree, but | don’'t want to. If you don’t help me to get over it, then things will just
stay like they are.

A: So you're afraid that if | don’t give you anything, any help, that you won’t be able to
do anything yourself.

Consideration. This was an attempt to show the patient that he could be independent,

although it was very cautiously implied. This caution was connected in part with the

fact that almost everything | could say, suggest, or do would be “wrong.” On the other

hand, from experience | knew that Christian Y could not bear a longer period of si-

lence. He needed the reassurance of my reaction. This can also be seen in how he

concluded his opening remarks in this session, “What’s wrong? Why don’t you say

anything?” By remaining silent | might make his feeling of concern become intolerable.

At the same time, what | might say exposed me to his biting criticism. For a while the

patient had learned my comments by heart, and | had not realized that this provided

him support.

P: Yes, that's how it is. I'm not afraid of it being that way; that’s how it is. Or can you

give me a different interpretation? If nothing were to come from you - if | stayed

away, then what about my anxiety? What'’s the point of all this? | can’t understand

you. Listen, how can | get over my anxiety in everything | do? | come here afraid,

you don't offer me anything, and then I’'m unhappy again that | haven’t got anything

new. For instance, right now I'm really looking forward to my vacation because |

won't have to be afraid every day of wasting my time coming here.

Yes, you're really looking forward to not having to come here for a while.

Just looking at it from the one side.

Real pleasure.

But there is also a kind of spite. | turn away from you, enraged, and accept the dis-

advantages.

Which is the precondition for the idea that if | don’t offer anything, then you can’t

have anything either. Apparently my silence is turned into your experience that |

don’t have anything to offer. But why don’t you have anything either?

Consideration. This question presumably expressed my helplessness. Indirect en-

couragements were insufficient, and all that was left was for me to bear the fact that |

was doing something wrong.

P: Then let me try asking a question. How would you say that | have profited from to-
day’s session? Or how did | profit from yesterday’s? Can you tell me that?

A: Yes, to know what a benefit is is a real question.

P: A benefit is when I’'m better able to solve a problem, a benefit is when I'm less anx-

A

x>

>

ious.

. Yes, then you would have benefited from today’s session if you had learned that

you have something that | haven’t contributed to.

| don’t have anything, I'm just afraid, too afraid.

You mean there’s a connection between my being silent and your fear.

You haven't said anything for practically the entire session that is related to any of

my fears. If I'm still afraid of making a fool of myself, then | haven’t benefited at all.

A: What's taking place here is an example of the disturbance of your ability to work. If
| don’t immediately refer to something you've said or confirm it indirectly, then you

>0
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jump to the conclusion that everything that happens here is crap, that it isn’t worth
anything, and that it won’t become anything until | make something out of it, until
I've added my two bits to it.

Consideration. Christian Y was extremely dependent on confirmation from others. His
mother had spoiled and loved him in excess, as he mentioned in another context,
which resulted in a deficit that consisted in his still being incapable of being the person
he wanted to be. | nevertheless felt that | could expect him to show initiative. His deficit
was an atypical one, caused by too much good. In other words, the good turned into
the false self. What the patient wanted to be remained a mysterious idea.

P:
A:

P:

>o>»

>0

>0»0>»0>»0>0

Yes, yes.

Until the two bits, my two bits, are added. The fact that you quickly become dis-
couraged when you try something new is part of your disturbed ability to work.

| still can’t agree with it. | haven’t done anything else; I've only described some
fears of mine. | haven't tried to solve anything because | know that | can’t and be-
cause | don’t have the faintest idea how, and | don’t think it's possible to simply go
from one to the other. I've raised questions and on the whole haven’t found any
answers. That's a disappointing experience because whether | continue to be so
afraid or whether it decreases depends on the answers to these questions. I'm
right, and it would be self-deceiving to act as if | weren't afraid, because | am. Just
talking like this cannot be very valuable. | just don’t see how | should have bene-
fited from today’s session. You haven’t said anything about the anxieties | have,
and at the one place you said that you had said something, it was a deception.
So if | don’t say anything, you become afraid?

I'm afraid even before then.

Yes, | know, but what's important right now is, in simple terms, that you're afraid
when | don’t say anything.

At first | get angry, and maybe | get afraid then.

So being angry makes you more afraid?

We're losing time, and | don’t understand what you're trying to get at.

If 1 don’t do anything, then you think that you can’t do anything either.

Yes, that’s how it is; naturally not nothing, but far too little.

So if | don’t have two bits, then you don’t either.

Yes, that's how it is. | think that’s how it is because it makes me feel so bad.

Yes, yes.

And as long as | feel bad, then | don’t have two bits.

This must be taken very seriously. The connection is so close that what you have is
only good if you have the same thing | do, when we can mix our bits together. If
you do something alone, then it's - how should | say it - crap until I've added my
two bits and it can all be put in one pot.

But | haven’t found anything, so in my experience it’s all crap. So | think I'm right,
and if | seem stubborn, then maybe I'm just too dumb to grasp it; | can’'t under-
stand you. | can solve the problem in another way, by not looking for anything here,
but then | won't achieve anything in end effect. Where am | making a mistake?
Where's the catch? | don’t want to block myself in if you know something better
and can give it to me.

: The problem is that you have to have something in common to be able to do

something yourself.
Yes, and if you don’t say anything?

: Right now we see that you are obviously still very afraid if we don’t keep our bits in

the same pot, that is, if you produce something yourself. That’s why | said it would
be a real pleasure for you not to have anything to do with me for a while. Although
there is spite and rejection in it, it's also a demonstration of your independence.
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Consideration. How could Christian Y overcome the dilemma that he detested being
dependent and yet he didn’t have the confidence to be independent? The patient’s
self-deprecation was so hard to bear that presumably | now attempted to emphasize
his own ability.

In the following session things continued in the same vein.

P: | get scared shit when | feel the first signs of being tired. So now I'm at the subject
of laziness again. You know, I'll never be healthy. | don’t have any inclination to
work. Doing something is completely alien to me; there’s nothing | can do about it.
Last Friday | was in dispair again when | looked back at the week. There wasn’t
anything, nothing at all, that could stimulate me to want to work, nothing, and | re-
ject work altogether. And | don’t want to work; there’s no point in your exerting
yourself. Everything is so boring, life itself is a bore, empty and unexciting, and it
won't get better, I'm convinced of that. Why should | get involved in such an unex-
citing, gray future, absurd . . ..

A: So, where the issue is that you should do something yourself, that's where my
contribution is especially small, nothing or as good as nothing.

P: That's the topic.

A: Where you do something and | don’t do anything. Where the point is that you de-
velop more activity without me. So, is it your goal to do more without me?

P: Yes, but | can’t because I'm lazy, for example.

A: What does your laziness get you? What do you want to achieve as a result of my
intervening?

P: | don’t know. Why should you intervene? | want to do it myself, but am afraid, as

I've told you over and over, but you don’t show any interest in why. I'm afraid to do
anything. I'm afraid of tests. Last night | had a dream about something like that. |
had to take a test and sat there and didn’t know anything and got scared shit and
was even punished by somebody. I'm scared. That’s where we can get started.
What do | want from you? Nothing! | don’t want anything personal; | like to live
impersonally. | want to be cool and keep my distance; that’s nicer.

Commentary. Here the patient referred to his conflicting desires in one breath.
The moment the patient wanted to do something himself his paralyzing fear mani-
fested itself. Entirely aside from the fact that the analyst was too restrained in pro-
viding confirmation in specific situations, the patient was also ashamed of being
dependent; it was therefore hard for him to accept help. His unhappy complain-
ing about the lack of help was not only hard for the analyst to take but also caused
the analyst to become concerned that the resulting feelings of guilt might have the
effect of increasing the patient’s fear.

A: Yes, that’s what | mean. You want to do something all by yourself, something ob-
jective, and that’s the problem. Why isn't it possible? Why?

P: For instance because I'm afraid that | will do something that somebody else will ex-
amine closely, for example, because | can’t afford to have an opinion of my own,
because | can’t stand to have a conflict with anyone, what do | know. I'm so impre-
cise, so in a rush and unable to concentrate that when | do something I'm afraid of
being rejected in some way. It's terrible for me when | do something wrong.

A: Yes, and as long as | take some of the burden off you, think for you, and become
active, then you’re out of the danger of having to do something yourself and | slide
into the role of the critic.

P: | can’t understand that.
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A: As long as somebody else takes all your burdens off you, as long as you can be
completely passive and someone else acts for you, holds your opinions, and takes
your place, that's how long you will feel secure.

Commentary. The analyst viewed the patient’s inactivity in these sessions primari-
ly as anal spite. Consequently, he looked for the pleasure concealed in his passive
aggression and his spiteful self-assertiveness. In the session described here the
focus of the interpretative strategy was the interactional side of the patient’s spite,
and the unconscious scheme of anality was discussed, if only by analogy. The an-
alyst attempted to get the patient to understand the (transference) relationship as
something in which the patient can openly pull the analyst along into the crap.
The patient referred to himself as “somebody full of crap.”

Even in this phase it was still possible to identify a component of castration
anxiety in the patient’s complaints about his physical inability. The roots of this
component reach far into deeper levels, as these excerpts demonstrate.

The patient’s idea that his “material defects” can only be healed if the analyst
supplies him with materials results in a very serious problem of analytic technique.
This problem is further increased by the fact that the patient was suspicious and
experienced any true closeness as a severe humiliation. His recurrent mood of
hopelessness, which was accompanied by his threats to break off analysis and
commit suicide, was one consequence of this.

4.4 Stagnation and the Decision to Change Analysts

If stagnation or an impasse happens to occur in an analysis, the analyst can usual-
ly find very plausible reasons for it in the patient’s psychodynamics. It is logical
for him to think of a negative therapeutic reaction (Freud 1923b), and we have dis-
cussed the unconscious motives of such reactions in Vol.1, Sect. 4.4.1.

This attitude disregards, however, the analyst’s contribution to the stagnation.
If therapeutic change is missing, part of the responsibility probably lies in the an-
alyst’s personal equation and technique. The results of research emphasize namely
that an unsuccessful prior therapy does not necessarily justify a negative predic-
tion about the outcome of a subsequent therapy. This result of statistical studies
probably contradicts widely held clinical attitudes (see Kéchele and Fiedler 1985).

Because of a protracted standstill in her therapy, Maria X consulted, by mutu-
al agreement with her (female) therapist, another analyst, this one a man. Each
side experienced the futility of the therapeutic work, yet drew different conclu-
sions from it. The patient was absolutely against stopping, while the therapist rec-
ommended a break and left it to her discretion to later switch to a male analyst.
This pessimistic point of view was the result of the fact that all of the analyst’s ef-
forts to communicate something good to the patient, who had diffuse anxieties
and whose general mood was depressive, had apparently failed. The patient’s
chronic dissatisfaction with herself and the circumstances of her life, which was
caused by a fundamental feeling that she was deficient, had remained inaccessible
for a period of almost two years. Since the patient’s response to each insight into
unconscious conflicts led to a deterioration in her condition, the analyst diagnosed
a negative therapeutic reaction.
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In unsuccessful therapies analysts ask themselves critical questions, and such
situations put them in the position of being the accused, as Wurmser emphasized:

One defensive tactic that is especially popular if not typical of depressives consists in trying to
make the other person feel so guilty and humble as they themselves feel. How is it achieved? By
means of open and disguised accusations. It is a kind of turning the tables that includes the de-
fenses of projection and the turning from passive into active and signifies a transition from the
identification with the victim to identification with the prosecutor. This can also turn into a im-
mensely strong kind of transference resistance. I think that a large portion of the negative thera-
peutic reactions can be attributed to precisely this turning the tables of prosecution. (1987, p. 149)

There are, of course, different ways of confronting such prosecution. Wurmser de-
scribed in an impressive manner how he has learned to wage such onerous
struggles for years with such patients, who seem to be beyond treatment. Among
other things, he emphasized flexibility, which under certain circumstances can in-
clude a change in therapists.

Maria X, a 37-year-old woman, complained bitterly in the consultation that, although
she had always made an effort to cooperate during her nearly 2-year-long therapy,
there had not been any change in her basic problem of being dissatisfied with herself
or in her feeling that she was a failure. | inquired about the patient’s view of the nature
of the therapeutic relationship, and discovered that there were a large number of
questions that the patient had not yet dared to ask, especially those that concerned
her female analyst as a person. In summary, my impression was that the patient had
not received enough encouragement to deal with her negative transference stemming
from her relationship to her mother.

In our opinion a diagnosis of a negative therapeutic reaction one-sidedly made the
patient responsible for the previous lack of success. The task should be, instead, to
determine which interactional reinforcements have led to a situation in which the
patient’s difficulties can no longer be favorably dealt with. The goal of a renewed
attempt at treatment in this case had to be to transform the patient’s negativism in-
to an open negative transference.

The procedure of first offering this patient a focal therapy in which the nega-
tive aspects of her relationship to the therapist that had previously not been dealt
with are made the center of attention took the skepticism of the previous therapist
into account in one regard. In another regard, however, the plan was designed to
first tackle, as its predetermined goal, the problem of negative maternal transfer-
ence that the first analyst had correctly described.

Maria X had originally been referred to a department of internal medicine for
examination of her high blood pressure of unknown origin. She had suffered from
high blood pressure for 11 years, and the somatic examinations revealed that the
hypertension was the result of a stenosis of a renal artery. Surgical correction was
not recommended. The patient’s “dissatisfaction,” as she herself referred to her
symptom, had also existed for 11 years. She had furthermore suffered from anxi-
ety since puberty; it manifested itself especially in stress situations or in conflicts
with persons in positions of authority. A visit to a psychosomatically oriented con-
sultant regarding her hypertension had led to the initiation of regular analytic psy-
chotherapy. The patient had feared that they might have a negative impact on her
relationship to her friend.
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The analyst’s application for the approval of insurance coverage emphasized,
with regard to the psychodynamics of the conflict, the tension that existed between
her being closely tied to her mother and the insufficient separation from her,
which was accompanied by corresponding reactions of rage and disappointment.
Attempts to achieve a separation had led to reactions that were externally inade-
quate and that in turn were associated with strong feelings of guilt. The patient
and therapist agreed upon an analysis of unlimited duration. According to the ap-
plication, “The fundamental issue of separation and the massive aggressive con-
flict connected with it make me expect substantial resistance.”

After this introductory sketch of the problem we will now reproduce several
passages from the therapy in which the behavior that the younger (female) therap-
ist had described manifested itself again, and will try to demonstrate a productive
method of dealing with it.

After we had agreed that she would continue treatment with me, | gave her the appli-

cation form for an extension of insurance payments. The moment the patient picked

up the form, she sighed--not loudly, but perceptibly. | drew her attention to this ex-
pression of discontent, and she reluctantly answered that she didn’t want to fill out
such things.

| was impressed by this first demonstration of the behavior that the patient’s previ-
ous analyst had told me about. In accordance with my understanding of the situation |
gave the following interpretation:

A: In your subjective experience it's even too much to fill out a questionnaire you're
familiar with. It won't take two minutes, and it’s in your own interest; it’s worth 6000
marks. The relationship between the real benefit and what it means for your experi-
encing doesn’t coincide, does it? Maybe your sigh contains your wish to be able to
stay in paradise, the land of milk and honey.

My attitude toward the patient was not at all unfriendly, rather one of surprise at the

paraverbal manner in which she expressed both her dissatisfaction and her listless-

ness. My comment therefore expressed some sympathy for the patient.

P: Well, I've had to fill in a lot of such forms, starting with the preliminary examinations
at the university. At the time | didn’t object, although | could have.

A: In this case we're talking about something to your advantage, and you sigh.
While | was saying this, | thought about the fact that her sigh could be a reaction that
had become chronic to a feeling that too much was being asked of her, and could re-
flect a shift in her protests to the level of paraverbal utterances. The sigh would then
also fit the distinct feeling she gave me, namely that she dressed tastefully and could
act accordingly but that her face nevertheless contained an expression of a gloomy
mood, despite her make-up.

P: Yes, | lose control whenever it’s a matter of something to my advantage. In the last
few days I've become more anxious; at work | have to take over and train a new
group.

Proceeding from her comment that her anxieties were stimulated by the increased de-

mands being placed on her knowledge and competence as the person responsible at

her firm for further training, | concluded that the patient had a fundamentally self-criti-
cal attitude.

A: You may be able to comprehend your anxieties when we deal with the questions of
what you are confident you can do and what is expected of you.

The patient then described her school career, which had been disappointing to her.

She had failed twice and had to leave high school (Gymnasium); she did not explain
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why she had failed. She had obtained her secondary school degree in an adult educa-

tion program after she had realized that she was not satisfied with her simple work.

At the next session she sighed as she gave the application back to me. Referring
to it, | said, “It's just too much.” That was her opinion too. She looked at me, slightly
startled that | had made such a direct comment about her mood, grinned a little, but
there was no change in her bad mood.

P: Simply the feeling of having to come to therapy, of having to be here and talk, every-
thing is just too much for me.

A: Then | would like to better understand what everything means. Can you mention
any examples of how everything changes from being pleasurable to an obligation?

P: Yes, for example, | have to play tennis when the weather is good, or | have to go for
a walk. Everything that | want turns into a “You have to do it.” When | tell myself to-
day that | want to go to an educational event tomorrow, then tomorrow I'm bound
to remember, while I'm in the process of going to it, that it's become another must.

Her pained description made me think of an infant that sometimes wants to say ha and

sometimes ho, that doesn’t want to (or have to) enter into any obligations. Then | ver-

balized part of this idea.

A: Your wishes turn into musts, compulsions, the moment you have the feeling that
they have become independent, that you have to obey your own wish. You want to
be able to say ha or ho at any moment, and without having to fear the conse-
quences.

We then began to speak about her mother, who had had to work a lot, and had talked

to herself while she worked, saying “I still have to do this, | have to do that.” Her father

had tried in vain to tell her mother that she didn’t have to keep busy all the time.

| made the interpretation that the patient carried her mother around inside her and
acted toward herself as her mother had acted toward herself. She had two sides: one
of wishes and one of her conscience, which was very strong. While | was making this
detailed interpretation, which | attempted to make emotionally accessible to her, she
began to cry. She soon managed to regain her composure. It became clear to me that
she was always surprised by her longings to be spoiled and to have her wishes ful-
filled, which she otherwise effectively kept under control. After imagining her fantasies
and since she had already had a longer therapy, | told her that this soft, crying side
would prefer to be bundled in a blanket on the couch, but that her other side would
not permit it.

P: I can't at all imagine lying here and not having to say anything. It’s impossible for it
to be successful. | wouldn't consider it. I'd feel as if | were even more helpless, I'd
feel even more like a patient and inferior to you.

A: Even the idea disturbs you; then it's better to stay in the middle, like Buridan's
mule - do you know it? It stood halfway between two bundles of hay and starved.
You stay in the middle, in the stagnation that you discovered during your therapy
with Dr. B [her previous therapist]. | think the first issue is whether it’s at all possi-
ble for you to accept the idea that you can turn around if you have the feeling while
you’re driving here that you have to come.

After a break of a few days, when the patient had a few days off from work, she was
furious when she came in because she had not been able in the meantime to free her-
self of the feeling that she had to do something and that even relaxing had become a
must, a bothersome task. The patient gave an example of how it should be. She had
gone to bed with a case of the flu and dozed the entire afternoon, and the feeling of
being compelled to visit friends in the evening had disappeared completely. She said
that this was how it was supposed to be. | emphasized the congruence between her
thoughts, feelings, and actions.
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The patient then spoke explicitly about a voice inside her that constantly guided
and directed her. When she read a book, the voice would tell her that had to read it to
the end, ruining all her pleasure. This voice was not a delusion; it was the inexorably
impregnated voice of her conscience, which she immediated associated with her
mother, who had constantly told her not to do something. At the beginning of school
vacation her mother would always say, “Good that you're here; now you can do this or
that.” The patient’s associations clarified why going to bed had been so satisfying; she
could just let everything lie where it was, throw her clothes in a corner, and doze.

A: That was a few hours vacation from your watchful and evil conscience.

It soon became clear to me that for her the analyst embodied this internalization. The

beginning of the sessions were a regular torment for the patient. The opportunity to

speak about what was on her mind her became a demand, a must. She responded to
the implication that she could also remain silent if she felt like it by having aggressive
doubts.

P: It's just a matter of time until you feel the same way that Dr. B did. In the course of
our second year she raised the question of whether,| would really benefit from the
sessions.

The patient’s dilemma consisted in the fact that her own intentional acts unconsciously
always had to correspond to her mother’s ideas. In this sense, the analytic situation in-
evitably became a repetition that she countered with a hostile lack of enthusiasm. The
primary purpose of her talking in therapy was to satisfy the analyst, which corre-
sponded to the patient’s accusation that she had worked hard in the previous therapy,
i. e., had fulfilled her mother’s expectations. At least her mother had shown her appre-
ciation when she had done something successfully. Yet her deeper, unconscious de-
sire was to receive confirmation without having to accomplish something. This was in
turn concealed by her strong rivalry to her brother, who was four years older and
earned good money as a tax advisor. The consequences of this could be seen in the
patient’s relationship to her partner. One point of friction was her friend’s self-satisfac-
tion; he seemed to be satisfied with himself although he did not earn much money.

The psychogenic underpinning of the patient’s lack of self-esteem was strongly
reinforced by her physical illness. She was now really threatened by a condition that
could be controlled with medication but that in fact could not be overcome.

| managed to weaken the patient’s stubborn resistance by trying to avoid certain
situations of conflict. If | waited a little longer to respond, there was usually a revival of
her disappointment, and any suggestions | made, usually in reference to her momen-
tarily visible mood, helped her to verbalize her difficulties.

She had so many wishes that she wanted to make come true all at once. In her
career she wanted to attain a higher qualification, and privately she hoped to read
many books. Just when she was deeply engrossed she would be overcome by panic,
jump up, and have to go to a bar. “| want to do so much and don’t have any time.”

Her pubertal feeling of having lost something subequently became accessible to
her. She had felt that her father did not appreciate her any more because of her poor
achievement. There were still many layers of feelings of guilt and shame that had to be
worked through before the accusations with which the patient had successfully ob-
structed the first attempt at therapy were diminished.
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4.5 Closeness and Homosexuality

Arthur Y enjoyed going to a swimming pool, but felt very inhibited about it. Bathing in
the nude, in particular, provided him pleasurable physical sensations, which he felt
ashamed of. While discussing this topic in the last session it had dawned on him that |
also like to go swimming, which is true although it was not explicitly mentioned. Yet the
patient acted as if he had to be ashamed of the special sensation that contact with
water, i. e., of his skin with water, gave him. | then startled him very much by drawing
his attention to the fact that he had noticed something of my positive attitude to bath-
ing, swimming, and water.

P: 1 hope it doesn’t become apparent now that you also like to go swimming without
any trunks, because that’s what | thought of, and since | spontaneously thought of
it I've wondered whether | could dare to mention it here. So, well, so I'll just say it:
Then you’re the same bitch that | am.

A: When you and | go swimming, both of us in water, then we’re connected, one bug-
ger to another. Your unease probably has something to do with contact.

| switched from the word “bitch,” which has various connotations, to “bugger” in an ef-

fort to relate the patient’s pleasurable experience more closely to its unconscious

homosexual components.

P: Then there isn’t any distance left between us, and that brings me back to my ques-
tion of why I'm being so cautious.

The patient spoke again about contact and what we have in common when we swim in

the same water.

A: The distance isn’t entirely gone; each of us has his own skin, his own border.

P: This conversation is very disagreeable. It just amounts to blurring the distance.

Arthur Y mentioned that in earlier therapies he had found that keeping his distance

gave him a sense of security:

P: For the simple reason that | told myself, the larger the distance, the greater the su-
periority of these analysts and their learning and the better my chances of being
cured.

A: But that made you even more inferior, leaving you to hope that the stronger your
admiration, the better your chances of getting something would be.

P: But they didn’t try hard to change this condition, but maybe I'm not being fair to
them.

A: And maintaining the familiar balance also provides relief, even though it is connect-
ed with much suffering.

This intervention was a reference to the beginning of the session, when the patient

had expressed his concern with the fact that it was not easy for him to break out of or

change patterns of behavior formed over decades. The purpose of my “bugger” com-
ment was to raise the conflict to a genetically higher level, from the anal to the phallic.
Some time later this topic was raised again in another context. A scheduled meet-
ing with his boss about a reassignment of responsibilities precipitated a completely ir-
rational disturbance and a worsening of the patient’'s symptoms. Arthur Y was sure of
his boss’ respect and sympathy, was superior to his competitors, and led in sales.

P: But | experience it as if | would lose my territory or have to accept substantial limi-
tations. | know that my boss values my opinion and that he accepts me as a part-
ner, yet | still have the feeling of being helpless, at the mercy of alien forces.

The patient was even afraid that his boss might fire him if he raised any objections. All

of his compulsive symptoms and anxieties had grown stronger.

P: 1 simply have the feeling that I'm not a subject, just an object.

After the patient had provided a detailed description of the objective problems resuilt-
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ing from the proposed realignment of work, it became clear that the rivalry between
him and his colleagues would increase because he wanted to extend his area. He
wanted to have some compensation for the increased stress that he expected. He had
started waking up early, which tormented him. He would lie in bed sweating and afraid
of what would happen that day.

P:

There is the fear of failure, the anxiety about these fantasies, these compulsive fan-
tasies, they could become so strong that | wouldn’t be able to move around nor-
mally any more and you could see that something was wrong . . . . Although | have
always proven myself in the past 25 years, I’'m simply afraid of being nothing, just a
picture of misery. It makes me sick. For example, | tried to analyze my agitation my-
self, to get over the problem. | recalled a teacher from boarding school who almost
raped me, and | noticed the horrified feeling | had when his face came close to me,
his repulsive mouth and his ugly, protruding buck teeth. It was so on my mind - it
must mean something - that | repeatedly thought about blood and slaughtering
animals, and I'm so fascinated by pigs. Then | thought of this man, who was prob-
ably an unhappy bitch, but in my experience he was a repulsive creature. If | had
had the power | might have literally butchered him just like a pig in a slaughter-
house.

One anxiety that this patient had was to end up a sex offender. This anxiety was pre-
cipitated by a movie and was linked to the role of a specific actor (see Chap.9). The
patient’s associations moved from the teacher to the actor to scenes in the movie. |
asked about the similarity between the actor and the teacher, to prepare a transfer-
ence interpretation. The patient confirmed my assumption.

P:Yes, | realized that while thinking about the whole matter, and it calmed me down
so much that | fell asleep, and | told myself that my experience with this man wasn’t
so terrible after all. | had classmates who said that it wasn’t that bad. He only
meant well, he only wanted to give us some consolation. Yet | was very afraid of
him and somehow have suppressed this fear and not really let it out in the last few
years.

: Something important now is prompting your memories. You've entrusted yourself

to me. In connection with your desire to go swimming, especially naked, you've
had the thought about me: “That bitch might go swimming naked too and tempt
me into physical pleasure.”

Well, yes [laughing].

: Here you entrust yourself to me. The relationship could be misused and turn into

one... too close ... a homoerotic one ... two bitches.

: Yes, yes, that's true. | think | sometimes experience you the same way | did this

teacher. Right now that’s very clear to me, and it’s very unpleasant for me to talk
about it.

: The subject is whether you experience it as something good, without any bound-

aries being transgressed, only good, not misused.

. I've often thought, like with the teacher Mr. Benignus [the fictive name used in this

treatment], that | was on a certain trail that could lead me to gaining control of my
anxieties and overcoming them. And such comments, like that | experience you
the same way | did him, irritate me. They make me feel insecure and anxious. Be-
cause if it were to turn out that you are really like he was, then | would be at your
mercy just like | was then.

. No, you wouldn’t, because you're not as dependent on me as you were on your

teacher. You're in a completely different situation. It still sounds a little as if you
were just as dependent and couldn’t bash my teeth down my throat and expose
me to be a bitch and lead me to the slaughterhouse.
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Arthur Y then described in very vivid and expressive terms the teacher’s unshaven

face and how it had scratched him. First he developed fantasies about how he could

stick a knife into his fat neck and let the air out. The first manifestations of his neurotic
anxieties occurred in connection with these experiences, both temporally and themati-
cally, as the patient related at the end of this session.

P: When | was about 12 or 13 years old and read in a detective story that a man died
after being stabbed in the back, | was terribly afraid that the same thing could hap-
pen to me. | tore up the book, threw it in the toilet, and flushed it down. It must
have been around the time when | had the problems with the teacher. Then it went
away again, this anxiety. Perhaps | felt | was a bitch as well, and maybe | even had
an impulse to, well, how should | say it, to somehow give myself to this man, if not
in this way. But all of that was years ago and shouldn’t keep me as preoccupied as
in the last few days. Well, the feeling was just horrible.

A: Yes, that was a long time ago. The subject was revived by the therapy, by your
coming here, namely the subject of, well, how you will come to terms with another
man. Are you still the small, dependent boy who can’t defend himself? Are you
loved only if you subjugate yourself? Or can you express your doubts, your dissa-
tisfaction, or demand something?

Commentary. As the phrasing of the interpretation shows, the analyst emphasized
the revival of old problems in transference. The questions he raised contained an
indirect encouragement for the patient to critically examine past and present rela-
tionships. He suggested answers that enabled the patient to establish some dis-
tance and thus to have a new experience in his present interpersonal relationship
to the analyst. In this sense many interpretations contain a suggestive component,
which however is very different from the obvious attempts at persuasion that gave
suggestion such a bad name. The stimuli contained in psychoanalytic interpreta-
tions are not at the level of persuasion. As we explain in Vol.1, the patient is en-
couraged to make his current experiences the starting point for critical reflection.

4.6 Resistance and the Security Principle

In this section in Vol.1 we attribute identity resistance and the security principle a
comprehensive function exceeding that in Erikson’s definition. At the descriptive
level they resemble narcissistic defense. Yet while the latter concept is embedded
in the untenable economic principle, the concept of identity resistance belongs in
a comprehensive theoretical framework that takes the results of modern social
psychological research on the development of the ego and self-esteem into consid-
eration without neglecting the significance of sexual gratification for personal
identity. In contrast to Erikson’s integrative theory, Kohut viewed the develop-
ment of the self and the drives as separate processes, and despite his later modifi-
cation of his self psychology this view leads to inconsistencies within his system
and does not do justice to human life. The process of satisfying various kinds of
needs leads to the development of security and self-esteem.

A strong identity resistance can be observed in all patients who do not accept
the fact that they are ill and, subsequently, do not desire to be treated. The circum-
stances are then reversed: those near the patient suffer and attempt to convince
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the recalcitrant relative that something has to be done. Yet how can you convince
someone who is apparently satisfied with himself and in fact thinks he is healthy -
but is considered by those around him to be ill and crazy - that he should try a
therapy that in his view would at the most lead to change he does not desire?

Identity resistance represents the triumph of the human capacity for self-asser-
tion at any price, even at that of negating the principle of biological self-preserva-
tion. Perhaps it was rather in passing that Freud (1940a) attributed the ego not
only the task of self-preservation, as he had previously, but also that of self-asser-
tion. (This difference is eliminated in the Standard Edition because Strachey trans-
lated each of the German words - Selbsterhaltung and Selbstbehauptung - as self-
preservation.) This human capacity is the precondition for anyone assigning a
higher value to self-assertion in the achievement of ideals than in the preservation
of one’s own life and sacrificing oneself for a good cause. This is the result of deci-
sions rooted in the freedom of the individual. The situation is different in the cases
of self-assertion found in identity resistance; here there are good reasons for as-
suming that the individual is unfree even though he rejects the notion that he is ill,
unfree, and in need of help.

Identity resistance and the security principle pose numerous ethical and phi-
losophical problems as well as serious questions of analytic technique. Who gives
us the right to attempt a therapy of someone who at the most only half-heartedly
considers himself a patient? We are faced with the dilemma that treatment is even
less possible that it is otherwise, for example, to unintentionally analyze someone
with anorexia and to refrain from active interventions if self-preservation has
reached its limits and death seems imminent. Particularly the therapy of anorexia
nervosa confronts analysts with problems that seem hopeless. This dilemma re-
sults in complete paralysis; Kierkegaard referred to it in his religious philosophi-
cal interpretation as “illness unto death.” From a psychoanalytic perspective it is
possible to localize despair, as the manifestation of illness unto death, in the self.
In doing so we attribute a psychodynamic meaning to Kierkegaard’s (1957, p.8)
sentence: “Dispairing of not wanting to be yourself; dispairing of wanting to be
yourself.” This contrast characterizes a dilemma that dominates many people.
Chronic anorexics especially impress their environment with the decisiveness with
which they hold on to their very idiosyncratic selves. The therapist becomes the
source of temptation, who attempts to make a self image available that arouses
their own resistance. The despair does not transpire between two self images but
between the individual and his environment. Thus how can we use psychoanalytic
means to intervene in a dilemma and struggle with female patients who for years
have made their cachexic body image their second but true nature and who view
the analyst as a troublemaker? In these cases identity resistance is literally linked
with a balance that has an inertia of its own after years or decades of constancy:
this identity has become second nature.

Clara X brought the copy of Rosetti’s painting The Annunciation that she had painted
to the 427th session; this painting had impressed her for a long time. The Maria is al-
most cachexic. That the copy is a kind of self image can be seen in the addition to the
signature, Maria the Anorexic. Clara described the junction she was at: she was still
sitting there (like Maria) and was indecisive.
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Her thoughts still revolved aroung the image of a fairy sitting at the junction to
point her in the right direction.

A: Give the fairy a chance, all the fairies sitting there-and yourself too.

P: One evening recently | saw the fairy sitting there and myself still burdened with the
same habits. The fairy smiled, half amused, half disconcerted, asking “Why are you
doing that?” | have to move around to get tired, in order to fall asleep and stay
close to the fairy. The fairy said there was a real mountain of mush, like around the
land of milk and honey, and that | would have to eat my way through it.

Clara X exhibited all the signs of revulsion.
| considered the picture to be an expression of the struggle we were having at this

junction. Clara viewed my allusion to a strugggle as an opponent, without describing it

more closely.

Struggle was a subject that had played a important role from the beginning. The
fact that | had predicted in the first interview that there would probably be a hard
struggle had made Clara X angry. The struggle had become more intense in the last
few weeks and months and had taken on the form of the patient’s image of a junction.
A good fairy was part of this metaphor; it was a maternal transference figure, and the
patient wanted to stay at its bosom. Yet it also had the function of leading her away
from the anorexia, which had become her second nature.

My interest in her self-representation was thus concerned with her struggle to
maintain her previous identity and now, at the junction, with her attempt to make a new
beginning. Its immediate relevance could be seen in the fact that the patient first inter-
rupted me when | repeated the sentence “Now that will . . .,” saying “Hum,” and after |
had completed my sentence ending “be a hard struggle” she continued:

P: Yes, | thought of that again this morning too. I'd like to know who is going to
struggle against . .

A: Hum.

P: And | don't really want to have to struggle with myself. Just against some parts of
me. Right now that's funny. I've accepted the idea that | have to try to eat more
during the day, and | do. Usually it turns out that | want to eat some cake. | buy
something in the bakery, but then | immediately have the feeling that it's not really
the right thing. Cake isn’t the most nutritional food. And so my wanting to eat cake
doesn’t make me feel quite right. | used to solve the problem by not even thinking
about food during the day. | kept my head free for other things, something that is
frequently reported in the literature on anorexia, which | always read with mixed
feelings . . . with great interest. | had gotten over the phase in which my thoughts
constantly revolved around food, as is the case for many anorexics and which |
think is pretty degrading.

It is true that the feeling of being hungry changes in severe and chronic cases, en-

abling some patients to achieve the condition that the patient just described with the

words that she “kept her head free for other things.” She had managed to limit the
times and places at which she satisfied her feeling of being hungry, restricting it pri-
marily to eating cookies at night.

It seemed natural for me to draw Clara X’s attention to the difficulty that arose
when she attempted to modify her behavior. She experienced the fact that she now
had to concern herself more with food and everything associated with it to be degrad-
ing.

P: Then | quickly get to the point that | think too much about my household and shop-
ping. Nonsense. There are other things that are more interesting and more satis-
fying. Yes, right now I'm asking myself, hm, whether | should take something along
from home for a snack or buy something, and what | should eat and what | should



164 4 Resistance

give to Fransziska [her daughter] to take along? | can make big decisions out of

these questions and let my indecisive anguishing between yes and no and good

and evil go unchecked in this small matter. But then I've had enough of it again; yet
why shouldn’t | attempt to want to eat and to enjoy it? Yesterday morning | was at
the point of thinking “Hum, . .. “ but then it was gone again.

A: Yes, inner necessity is important in such changes. You know that the feelings of
being hungry and wanting to eat can change. You apparently used to be very free,
but in contrast to you | think this freedom was only apparent. However, it was an
excellent way to get past a lot of things. Getting started is very difficult.

P: Yes, an apparent freedom. | really wonder whether | can get used to simply eating
at certain times. Just thinking about it makes me feel bad. I've at least made an ef-
fort to eat something during the day. That’s why | was really a little baffled to have
lost a little weight. Is it the fear of craving something or what? On the other hand, |
really have a very positive feeling toward life and feel like doing something again
and want to get up in the morning. My condition last year - you're sure to remem-
ber it, as | thought that everything around me was dreary and boring - is a thing of
the past.

The patient then described her hectic daily routine as housewife and mother. She was

very unhappy with these tasks. “Now home to the jail, make something to eat, put the

kid to bed, and then | feel jailed in.” Her detailed description ended with her telling me
about her incredibly hectic manner, which pushed her and made her be unfriendly and
impatient.

Then she related a wonderful daydream, which might be viewed as a sign that with
the help of a good fairy which she herself had invented she could follow a different
path to find a modified identity. At the center of her story was her mother, who had a
lot of time, waited for the children to come home, and had harmonious and close ties
to them. She described a day with her mother as if it were in a fairy tale. Clara X doubt-
ed whether |, as a man, could understand her almost timeless happiness. She was out-
raged by punctuality and regularity and by the rhythm she had to keep in her house-
hold.

P: Bum, bum, bum, my husband would like to have everything done at home just like
it is in the factory. His expectations provoke strong feelings of dislike and anxiety
in me. | can’t express it in words, and | think you don’t understand it. It’s terrible.

A: | think | can understand it, but it’s logical that you are skeptical because | live here
close to bum bum. Daily schedule, time. If my schedule says the session is over,
then that’s how it is; it's a disturbance that doesn’t correspond to the daydream.
Letting punctuality be imposed from outside is disturbing if we contrast it to this
enjoyable image.

P: What, do you think that my fantasies are really only related to the beginning and
end of the sessions up here. That is . . ..

A: Yes, that was a little hop, skip, and jump. | wasn’t only thinking about the beginning
and the end; in between there’s a lot that can be done. No, | was only thinking of
this one hop, toward the end of the session. | mentioned a parallel to one tiny
point, the interruption at the end of the session. Whether it's true is something
else.

Excerpts from later sessions show how difficult it was for Clara X to form another im-

age of herself. It wasn’t possible for me to be as unintentional as she wanted me to be.

In any case, a comparison | drew between another, beautiful picture that the patient

had painted and her reality greatly offended her.

She thought her body and appearance were ideal. She was afraid of being like a
stuffed goose and not being able to slip “through the bars of her prison.”
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| raised the question of why she had formed the repulsive image of the stuffed
goose. She emphasized that the sore point was the prison. She doubted whether any
man could really understand how a woman could experience the role of housewife to
be a prison.

A: By staying skinny you're really expressing your aversion to your marriage. And in
the process you're also struggling against your chocolate coating.

The patient had introduced this ambiguous term, and ever since it was used to refer to
her sweet side, both in a literal and metaphorical sense of the word. Clara X made ex-
ternal circumstances responsible for the fact that it was impossible for her to make her
chocolate coating, i. e., her sweet and tender longing, come true, which tied her all the
more to her nightly “orgies.” The patient satisfied the hunger she suppressed during
the day by eating large amounts of candy at night when she was half asleep, and
managed in this way to at least keep her substantially reduced weight constant. These
typical night-eating binges, to use an expression Stunkard (1986) introduced, can also
serve as a substitute satisfaction. And the patient did in fact claim that her husband
was partly responsible for the continuance of her illness because he overlooked the
tender and feminine side in her Death skeleton.

| explicitly acknowledged the realistic component of her difficulties. Furthermore, |

told her that being rejected and offended in the guise of Death had apparently also led
her to employ her condition as a weapon. This was a special form of self-assertion she
had cherished for a long time. Any modification would lead her to look more pleasant
and no longer be a skin and bones. She would lose the identity she had developed in
the course of decades and be more pleased with herself. She would then be like
Sleeping Beauty [in German, thorn rose] but without the thorns, beautiful to look at,
because she had also painted the picture. “If you permit me to say so, | like Sleeping
Beauty too.”
Consideration. | alluded to a very impressive water color that the patient had given me
some time earlier. The circular painting shows girls interwoven in the shape of a rose,
and the use of color emphasizes their breasts. The cautious manner in which | ex-
pressed myself might seem exaggerated, but caution was called for. The patient’s sen-
sitivity was demonstrated by events later in the session and by which ones she re-
membered and retained. | let myself be led into contrasting the rose woman with the
repulsive image of Death that Clara X had described, without at the time taking into
consideration that it makes a difference whether a patient uses a negative self-image
to refer to himself, or whether the analyst employs the same expression. The fact that
two people do the same thing does not make it the same.

Clara X referred to her paintings throughout analysis. They were frequently related
to topics we had discussed, but frequently also provided insights into unknown
aspects of her experiencing. They were self-representations that vividly expressed her
inner condition. The following excerpt makes it clear that painting and making presents
of her pictures naturally also had a communicative function for her. | attempted to use
them as a means to influence her inner life and vivid imaging. We have thus returned to
the decisive question: What can the analyst do to facilitate change?

P: 1don’t even want my husband to see this picture. | painted it when he couldn’t see
it, and then rolled it up. Because | have the feeling that in his opinion it might be
repulsive.

A: But perhaps you were also afraid that he would make some comment. Maybe he
would have made some comparisons.

P: He might have said, “Are you completely crazy? Now you've started painting naked
women.”

| asked in an empathic manner about her fears of being hurt. Maybe that was the rea-
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son she had the idea that a female analyst would understand her better - from woman

to woman, from Sleeping Beauty to Sleeping Beauty.

The patient began the next session by making the observation that she was upset.
“You compared me, the picture of Death, with my own picture of the rose woman.”
She said she did not like comparisons; they were typical educational tools. “My par-
ents say, ‘At your age | was already able to do this and that.’ It hurts to be compared.”
A:But what is it that hurts? That you are also the rose woman?

That you prefer the rose woman.

Yes, yes, the comparison reminded you of what’s missing, of the deficit.

No, the point is that you’re posing conditions. | felt your wish, or request or ques-

tion, and it seemed very ungentlemanly. “Could you bring the picture along once

more, so that | can make a copy of it? | don’t have one. | gave it to you.” Demand-
ing something back like this isn’t right. There’s a little spite involved: “But it's my
picture!”

The patient emphasized this again:

P: There is some spite involved: “But it's my picture!” Phere’s some piggishness in-
volved in saying, “If the oldster uses the picture like that, then | at least want to
have something from it.”

A: Wonderful, hum. So that it can’t be used against you anymore. You experience it as
if | used it against you, and now it could be that if you had a copy, then you could
also use it for yourself, and it wouldn’t be so one-sided. And | didn’t experience
your giving it to me as a formal cession. | view it as a picture between you and me,
not as my possession. | see it as your picture of yourself and also as the ideal you
have of yourself.

P: It has both parts, but the moment | gave it to you - it makes me happy if you ac-
cept it - it was meant as a present. [Long pause] At the moment | don’t have the
feeling that the picture could represent an ideal for me.

A: And at the moment you have a strong feeling that people don’t like you the way
you are, and it’s terrible when people set conditions. Yet it wouldn’t be rejection if
looking different made you more pleasing. And | assume that you like your choco-
late side better than your ascetic one, too. | also relate what you said about your-
self to me. But I'm powerless.

P: It's not true that you can’t do anything. You act as if none of your words fall on fer-
tile ground.

A: Well, | can’t do anything unless you accept something. And one thing it depends
on is whether | can offer it to you bite size. But when it is too bite size, it gets diffi-
cult again. It really is a hard struggle, but | do think that you are enormously fertile
ground and could be even more fertile. What would happen if you gave up some of
your power and discovered that it wasn’t a loss of power but an increase in a dif-
ferent kind of power? You can certainly feel that there is power in your picture, in
your Sleeping Beauty. Of course, you’d be more sensitive and more sentimental
about having needs and showing them when they aren’t noticed, recognized, or
satisfied. That’s bad.

Consideration. Here | made the patient aware of my countertransference (see

Sect. 3.4). Telling the patient about a mood precipitated by his behavior can have a

therapeutic function, as can be seen in Clara X’s reaction. Letting her participate in my

countertransference had the effect of serving as an anchor for both of us. | knew and
could somehow sense that precisely my open and honest admission of being power-
less would mobilize the opposite attitude in the patient. Clara X was really not looking
for a powerless, castrated man, otherwise she would remain infertile too. The thera-
peutic problem consisted in putting the fertile elements into such bite-size pieces that

>
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words and deeds would be equated with life, not with terrible elements and ultimately
with death. Transforming the destructive no into a constructive yes to life means
acknowledging biological rhythms and temporality. Although being able to say no be-
longs to human nature, no mortal who says no in a destructive manner has ever fallen
from heaven. Regardless of what philosophers and theologists have to say about the
constructive significance of negation, arduous psychoanalytic investigations are nec-
essary to be able to understand and explain the development of pathological negativ-
ism. It is the self-destructive form of one’s own aggression, and also denies that the

“object” is affected. This enables anorexics and other pathological nay sayers to deny

the mortal danger they are in. The perception of the danger must be rediscovered in

transference.

P: [After a long pause] That sounds convincing. But | can’t really imagine that it’s true.

A: It's nice that it at least sounds convincing. In that moment neither of us has power
over the other. It's true that | mentioned it, but by finding it convincing you have
annexed it, have incorporated it. For a moment we're in agreement. Of course, it
can always be ridiculed; somebody might say that there are nicer things.

P: lwasn’t thinking of that just now. It’s such a nice feeling that | can’t believe it. It just
can't be true. There are three buts, five ifs, and five other conditions just waiting
around the next corner; they are not mentioned right now, but they’re there.

The patient referred to an earlier comparison with porcupines.

A: The feeling of being in agreement contained a barb, as if | weren’t satisfied with the
agreement itself and wanted to have an immediate success.

P: | cannot imagine that you're satisfied with a momentary agreement.

A: Yes, | think that nobody is entirely satisfied with one. You would also like to have
more, but don’t dare to make the moments last longer. Your dissatisfaction comes
to you from outside then: | want more, not you.

Commentary. The analyst made too great an effort to achieve a change. Just like
in the proverb, the result was just to disgruntle the patient. Clara X criticized his
“educational” goals, which points to the fact that the analyst apparently did not
have much confidence in the patient’s other self. Otherwise he would not have giv-
en her so much encouragement, even if indirectly. The analyst’s admission of pow-
erlessness was apparently also made with the therapeutic intention of motivating
Clara X to reflect on her strengths and of helping ease the sacrifice. In short, there
is more to an identity resistance that has formed over twenty years than meets the
eye.
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Introduction

Readers of this book will frequently encounter the interpretation of dreams as be-
ing the via regia to the unconscious and, at least as dreamers, they will also have
taken this royal path. A dream cannot be equated with the unconscious but it is, in
Freud’s words, the via regia to it, getting lost somewhere in the depths of the un-
conscious. Dream interpretation enables analysts to get close to unconscious fan-
tasies. The interpretations lead to the latent, i. e., the unconscious meaning of the
dream. To be precise, then, the interpretation and not the dream itself is the via re-
gia to the unconscious.

The series of dreams described in this chapter were embedded in a course of
treatment that formed a significant phase in the life history of a patient and in the
course of his illness. In order to be able to follow dream interpretations critically,
it is essential to be aware of the patient’s biographical background, his illness, and
the implications of his illness for his self-esteem. Information and discussion of
these points serve several purposes. For example, a patient’s dreams are influ-
enced by his neurotic and somatic illness. It therefore seems logical to take this
case as a starting point for discussing general problems of psychoanalysis and psy-
chosomatic medicine that go far beyond dream interpretation.

In 1924 Rank published a monograph entitled Eine Neurosenanalyse in Tréiu-
men, in which he described a therapy that took the form of a pure dream analysis.
In interpreting a large number of dreams during a 150 session therapy, which was
successful, he did not distinguish between abstract interpretations and individual
therapeutic ones. We mention this typical publication from the 1920s because the
contrast between it and the present day demonstrates the progress that has been
made in analytic technique. We believe it is essential to make the reader aware of
the individual steps in an analyst’s interpretative work in his dialogue with a pa-
tient.

5.1 Self-Representation in Dreams

In Vol.1 (Sect.5.2) we drew attention to the intricate relationship between word
and image in Freud’s theory. This relationship is characterized by several transfor-
mations that on the one hand led Freud to distinguish between the latent and the
manifest contents of dreams and, on the other, are related to the therapeutic task
of translating images into words and thoughts. The plastic portrayal of the mani-
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fest content of a dream becomes a relatively superficial event of the dream genesis
only if the latent dream thoughts forming the basis of dream work are taken to
constitute the essential content of the dream. Freud spoke, in this sense, of the
manifest dream element as being a “concrete portrayal . . . taking its start from the
wording.” At the same time, Freud also wrote, in this contradictory context, that
“we have long since forgotten from what concrete image the word originated and
consequently fail to recognize it when it is replaced by the image” (Freud 1916/17,
p. 121, emphasis added). Bucci (1985) has since replaced Freud’s inconsistant “zig-
zag theory” of the relationship between word and image, which depended heavily
on his untenable economic principle (see Vol.1, Sect. 1.3), with the dual code the-
ory (Paivio 1971). As a result, the distinction between the manifest dream image
and the latent dream thoughts in the dream genesis is shifted in favor of stages of
dream interpretation. The significance that images always had in Freud’s theory as
symbols is also reestablished. Erikson (1954), in his configuration analysis of
dreams, initated an interpretative technique that in large measure corresponds to
the primacy of plastic portrayal.

These introductory comments are meant to prepare the reader for the fact that
the self-representations contained in the following series of dreams are variations
of the important subject of body image (see Sect.9.2.1). The images that we have of
ourselves and that others have of us are not only related to personal characteristics
and manners of behavior, but are always also related to our physical existence.
The images that we and others have of ourselves comprise both personal identity
and body image, whose numerous and discordant layers are important determi-
nants of an individual’s sense of self-security. In addition to these general points,
the fact that body image plays a special role in specific interpretations in the series
of dreams reported here resulted from the nature of the patient’s symptoms.

Freud’s advice for therapy was to look for the dreamer’s ego in the person who
succumbs to an affect in the dream. In patients whose conscious experiencing is
affected by imagined physical defects, the defects will probably be presented in a
scene and possibly be expressed by different individuals. Yet before we, with the
help of dreams, start down the royal road to the unconscious in order to reach the
dreaming ego’s enactments and answers, let us turn to the general and specific
problems posed by a typical case.

5.1.1 Dysmorphophobia and Spasmodic Torticollis

Erich Y suffered from a dysmorphophobia since adolescence, i.e., for about 25
years. He was also afflicted by spasmodic torticollis, which first appeared about
three years prior to the beginning of treatment. The patient’s wryneck made him
feel so insecure that it precipitated episodes of depression.

Dysmorphophobia is defined as:

the unfounded fear of a circumscribed physical deformity. The phobic ideas refer to body parts
assigned a special aesthetic or communicative function . ... The fears of an unaesthetic, ugly, or
repulsive appearance are almost exclusively focused on circumscribed body parts and only in ex-
ceptional cases on a person’s overall appearance. The most frequent objects are facial and sex-
specific features. (Strian 1983, pp. 197, 198)



170 5 Interpretation of Dreams

Kiichenhoff (1984) has described the history of this concept and assigned the fear
of deformity a position of its own in psychiatric terminology and nosology, locat-
ing it between hypochondric syndromes and the delusion of reference. From
Kiichenhoff’s review of the literature it can be seen that early psychoanalytic case
reports describe dysmorphophobic patients without designating them as such
(e. g., Freud’s Wolf Man).

In the psychoanalytic literature the predominant view about the relationship
between the psychodynamics of body image and psychosexual development is
much too one-sided to do justice to the genesis and therapy of the rich diversity of
imagined defects or deformities. The earlier tendency to reduce everything to the
castration complex has been succeeded by the emphasis placed on narcissism. Fi-
nally, the symptoms are often considered to fulfill the function of protecting
against psychotic disintegration, similar to the situation in chronic hypochondria
(Philippopoulos 1979 ; Rosenfeld 1981). We believe that an interpersonal approach
can clarify many of the puzzles surrounding the genesis of such body images.

According to our experience, dysmorphophobia is gaining in significance be-
cause many of those turning to plastic surgeons for, for instance, mammoplasty or
rhinoplasty imagine they have a deformity. Yet an operation can hardly alter the
attitude of these individuals toward their presumed unaesthetic appearance (Mes-
ter 1982).

With the passing of time the anxiety component of the belief that one has a
partial deformity often recedes behind a less anxious hypochondric or obsessive
preoccupation with the deformity and its correction. Since the belated recognition
of the significance of Schilder’s works (1933, 1935) by Fisher and Cleveland
(1968), the theory of body image has been profitably applied to the analytic under-
standing and therapy of dysmorphophobia. Of course, Erikson’s and Kohut’s
theories of identity and self have contributed to our improved understanding
of this form of insecurity, which is central for these patients and for many others
(Cheshire and Thoméi 1987). The body, however, is not the focus of these theo-
ries, in contrast to the theory of body image, whose interactional development was
excellently described by Schilder (1933) (see Sect.9.2.1).

Erich Y suffered since puberty from a severe case of dysmorphophobia, i.e.,
from the unfounded idea, which was more hypochondric than phobic, that he had
a receding chin, a crooked nose, and a deformed head. He attempted to balance
these presumed deformities by, for example, compulsively taking care of his hair
and pushing his chin forward. His self-security was further limited by his belief
that his penis was too small, with the logical consequences that this had on his ca-
pacity for making contacts. The only reason this belief is mentioned here as the
last in this series of symptoms is that this patient, like most of those with similar
symptoms, did not mention it at first. The hesitancy to mention it is not only the
result of a displacement to other parts of the body, as is typical for phobias; the
shame anxiety of these patients is so strong that they do not discover the precon-
scious starting point of their presumed defects until later in analysis.

It was natural that Erich Y’s unstable self-feeling was badly shaken when he
acquired a symptom that was definitely more than just imagined, namely a typical
case of torticollis with his head turned to the right. According to his recollection, it
had first appeared during a meditation exercise, i. €., in a situation in which he was
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trying to find relaxation. He had immediately given it a meaning, seeing a connec-
tion to a crisis in his marriage. He observed, above all, that the automatic twisting
movement of his head occurred or became more pronounced especially when he
felt observed or was supposed to present himself in some way. The shame affect
that was already present became very substantial, making his suffering become
quite severe. His suffering increased as a result of his depressive reaction to the
symptom, i. e., from the way in which he coped with it.

Approximately two years after the successful conclusion of psychoanalytic
treatment the patient became impotent during another marital crisis. In this con-
nection he had a recurrence of his torticollis symptoms, which led him to resume
his therapy. He overcame his impotence, and his neck condition improved signifi-
cantly. We will now give a brief description of his case to demonstrate that the
causes of the torticollis and the dysmorphophobia were at different levels.

Torticollis is an abnormal twisting or inclination of the head that cannot be
willfully suppressed, is frequently accompanied by tremor, and is caused by conti-
nuing contractions of the head and neck musculature that are primarily unilateral
and spontaneous. The increase in tone of the individual muscles that slowly sets in
and does not relax until many seconds later, the hesitant movements, and the
stereotypic features of its course and localization must be viewed as dystonic hy-
perkinesia in conjunction with an extrapyramidal illness. These movements are
neither a reflex precipitated by passive expansion nor an increased muscle tone
such as in a spasm during a central motor disturbance.

The dystonic movement in torticollis cannot be suppressed by voluntary tens-
ing of antagonistic muscles or by pressure applied externally. It decreases during
sleep and under anesthesia, and increases primarily as a result of intentions to
move as well as from affective arousal, focusing attention on it, and exposure in
public. By using certain grips, which themselves do not require any force, for ex-
ample placing a finger tip lightly on the contralateral cheek or side of the face, it is
possible to reduce or suppress the abnormal movement.

Clinical observations have demonstrated that the momentary manifestation of
the symptoms is dependent on situational factors, which have been very impres-
sively described by Briutigam (1956). Many patients are free of symptoms in the
solitude of nature. The involuntary twisting of the head occurs especially when
disconcerting eye contact is made.

What is important now is the significance attributed to these precipitating fac-
tors, whereby it is important to distinguish between the patient’s view and the in-
terpretation the expert makes on the basis of various diagnostic findings. It has
been proven that persons suffering from such conspicuous symptoms become in-
secure and that, when they feel they are being observed, they twist their head all
the more and with extreme force; a slight tremor can also occur. Anxieties initiate
the manifestation of the symptoms. There are different ways this partial cause can
be interpreted. In our opinion, the grave misunderstandings of the psychogenic
and somatogenic factors arose because the environmental dependence of this and
other somatic illnesses led doctors to misdiagnose torticollis as “hysterical.” This
fact was emphasized by Briutigam (1956, p.97): “The dependence on situational
conditions is surely one of the important reasons that extrapyramidal symptoms
were long misinterpreted as hysterical.”
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It was incorrect from the very beginning for the psychogenic element in the
genesis of symptoms and the course of an illness to be restricted to the model of
the genesis of hysterical symptoms. To determine the psychogenic element in extra-
pyramidal movement disturbances in which the brain is the organic cause, it is
necessary to start by establishing correlations, just as in any physical illness (Alex-
ander 1935; Fahrenberg 1979; Meyer 1987). It can be said in summary that the oc-
currence of wryneck in conjunction with stress does not justify the conclusion that
the former is expressive movement, whether in the sense of an emotion or of a un-
conscious action.

Hypotheses about the psychogenic element in etiology must be compatible
with the physical findings in order to escape the either-or dichotomy of somatic-
psychogenic. We believe it is then possible for the neurologist to give appropriate
consideration to the importance of the emotional disposition of the patient react-
ing to environmental factors (i. e., precipitating factors).

The analyst can employ his therapeutic means everywhere that certain forms
of latent dispositions are activated and reinforced by a circulus vitiosus, as in an ex-
aggerated shame anxiety. In such cases there is a chance to achieve change as far
as reactions have not become completely determined by somatic causes. Much de-
pends on whether the analyst successfully manages in the first diagnostic inter-
views to discover together with the patient that the latter’s experiencing has influ-
enced the course of his symptoms, as indicated above, and to make the patient’s
observations the starting point of their joint reflections. One could make the some-
what daring statement that the Oedipus complex never entirely disappears in any
man, it just “wanes” and “repeatedly requires ... some forms of mastery, in the
course of life” (Loewald 1980a, p.371). Many clinical and experimental data, as
reviewed by Greenberg and Fisher (1983), suggest that men are more insecure
than women with regard to their physical integrity. Previous anxieties and mas-
tered insecurities may be revived when a patient encounters new burdens, and
they may be strengthened by realistic fears during physical illnesses, making it
more difficult for the patient to cope with his illness. These general points apply to
both men and women regardless of the differences in body-related anxieties be-
tween the two sexes. It is obvious, however, that the unjustified fear of having a
physical deformity has a different conscious and unconscious background for
women than for men. The genesis of imagined defects in one’s self-image (in the
comprehensive sense of the term) follows the typology of phases of psychosocial
development. All the factors causing insecurity toward one’s sense of identity can
also have an impact on body image. Why specific deficits are limited in one case
to the level of self-consciousness and in another are related to physical appearance
is a difficult question that we will not go into here.

5.2 A Dream Sequence

Self-representations in dreams open up a hidden dimension because of the scenic
character of “dream language.” Deformities of the body image then occur in an
interactional context. In comparison with dream language and in contrast to the
vividness of hypochondric complaints, the descriptions of imagined deformities
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are one dimensional. Patients describe the ways they experience their bodies to be
defective - such as a small chin, crooked nose, deformed back of the head, overly
narrow vagina, and an injured heart - and how this diminishes their self-esteem
without the patients themselves being able to understand or to experience the pro-
cesses in which their frequently abstruse ideas about their body images develop.
Self-representations in dreams, in contrast, exhibit latent dimensions lost to con-
scious experiencing and absent in descriptions of symptoms except for the fixed
imagined final product. The scenic context of the dream thus makes it possible for
the analyst to have insights into the genesis and meaning of disturbances that in
conscious experiencing take the form of psychopathological phenomena, that is of
a “damaged body image” to use a brief but appropriate expression.

The following dream sequence provides an insight into the analyst’s interpreta-
tions. The analyst added the notes about his feelings and thoughts either immedi-
ately after the session or soon thereafter upon reading the transcript.

5.2.1 Dream About an Injection

At the beginning of the 37th session Erich Y delightedly told me about his discovery of
things that he had in common with his boss. He used to have many disputes with his
boss; both had been “blinded by our ambition.” Spontaneously and without any appar-
ent transition the patient started telling me about a dream he had had the previous
night. “| saw a younger doctor in a hospital. | told him about my iliness, and he gave me
some hope. He claimed he knew something that would help. He experimented by giv-
ing me injections in my back, and while he was giving me a shot - it took a long time -
| pulled away because it hurt.”

He then came to speak in a vague manner of agreeable experiences, ones he
might have had together with his wife. The day before, for instance, he had experi-
enced something good at home. It had become clear to him how important mutual
confirmation is. Following his longer statement there was a pause, which | interrupted
by pointing out that the patient had received something good in the dream but that it
had also caused pain. The topic shifted to the patient’s ambivalence to therapy. A few
sessions earlier the patient had been at a loss as to what he could answer curious
questioners who wanted to know what he got from analysis. The experience that he
frequently had not received any concrete support from me could have led the patient
in his dream to turn to a young doctor who - as | interjected - knew of a particularly
good form of medication.

: Yes, it took a long time.

You mean, the injection.

Yes, and | got uneasy. | wanted to get it over with.

Hum.

It took too long. And then | had to think again about whether it was already work-
ing.

Yes.

While he was still giving me the injection, | tried to move my head again.

Hum.

Well, it worked right away.

Yes, and that is where the treatment situation comes into play, with the worrisome
expectation: Yes, does it help? It's taking a long time.

x>0
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Consideration. The patient’s expectation of getting rapid help was disappointed. Al-
though he tried not to become impatient, he looked for concrete help directly related
to his symptom.

P: Hum.

A: I'm sitting behind you. In your dream something is happening to you from behind,
isn’t that right? Behind.

P: Hum. [Long pause]
The patient formed the image of a piece of granite that he himself or someone else
was chiseling at. He also had, in contrast, weak impressions that he lost without being
able to describe them. To me, the patient seemed a little unhappy, which he confirmed.
| viewed the patient’s statement that he could not hold on to anything and that he had
the impression he were on a turntable as a sign of resistance. At this point the patient
mentioned his dream again, including a few key words such as the sudden stop and
the departure, which he then summarized.

P: There are so many things going through my mind again today. Lots of weak im-
pressions.

A: You sound a little unhappy, as if you would change your mind too much. Or? Some
place you had the feeling that you would not have liked to think it through or fanta-
size any further, for example as | referred to my view that you're looking for more.
In the dream you're given an especially good drug. This went on for a long time,
and you had the feeling that you don’t want to be concerned about it any more.

P: I just had the thought, again in connection with my impatience and possibly with
the dream: stay involved for long enough, don't give up early, so that there’s noth-
ing left that’s only half done.

Consideration. The disappointment triggered dissatisfaction, which was suppressed.

This topic was picked up in the next interpretations.

A: Hum. Yes, that's the one side, the disappointment, but your wish is still there. The

wish behind it is, well, to get as much as fast as possible, isn’t it?

Yes, yes, yes, yes.

This is presumably one of the wishes you had in your dream.

Right.

And as much as possible as fast as possible, and something really special . . . .

Hum.

.. being able to get something really special.

Effectively. [Short pause]

It's a younger doctor who gives you something, younger than | am.

Yes, that seems to be the case.

Hum.
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Commentary. The patient did not grasp at the offer, which was relevant to trans-
ference. The analyst realized this without commenting on it.

P: This impatience, it's true that | get impatient. Something has to happen fast. There
has to be something effective, something | can grasp. Yes, and if this isn’t the
case, then | get impatient and would like to forget the whole thing. If | conclude
everything correctly, then | have a lot more from it.

A: And then you almost force yourself by being patient, don’t you? You suppress your
natural striving and make an effort not to become impatient.

Commentary. By emphasizing that impatience is something natural, the analyst
encouraged him to experience the aggression contained in his impatience.
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Yes, yes, yes. | don’t want to know about it.

Hum, hum, hum.

Well, when | think of it, then | have the feeling . . .

Hum.

... that | hope you don’t drop me.

Hum. Yes, perhaps you’re making a big effort not to be impatient because of this
concern, as if you would be dropped if you got impatient once.

>0»0>»0

Commentary. This was a typical kind of a statement offering indirect encourage-
ment: You will not be droppped if you get impatient. It was only the later and un-
mistakable assurance that made it possible for the patient to open himself more.
As-if formulations frequently do not provide sufficient security. This type of inter-
pretation is based on the assumption that the patient really knows that his anxietiy
is unfounded. On the one hand this grammatical form creates openness, which
stimulates reflection, yet on the other the patient is left in the dark. Reassurances
cannot cancel unconscious expectations. As accurate as these observations may
be, it should not be overlooked that stereotype as-if interpretations can undermine
self-security. We have the impression that such stereotype interpretations can fre-
quently be found in unsuccessful treatments.

P: I've often had the thought that this might be my last chance, and that | probably
won’t have another one in my life, to see something like that. And afterwards | have
the feeling of being able to make even more out of it, to take . . .

Hum.

... even more out of it and to be creative.

Hum. Yes, and perhaps the dream is related to the fact that just today you would
like to take as much as you can, because there’s going to be an break in treat-
ment.

»>o>

Commentary. This established the connection to the situative factors possibly
precipitating the dream: the break and the distance.

P: Hum, yes, it could be.

A: To get as much as possible.

P: Hum.

A: The subject of distance is still there too, in view of today’s session, because of the
break.

P: Hum.

A: However, you're the one moving away, away from the injection.

P: Hum.

A: Perhaps symbolically there is a little pain portrayed, yes, somewhere it hurts that
there is going to be a break, a distance. [Short pause]

P: Yes, | just had a thought. My wife has asked me a couple of times: “What are you

going to do when you can’t go to your doctor any more, when you’re on your own
again?”

Consideration. A confirmation of the assumptions contained in the interpretations?

A: Hum, hum.

P: [Taking in a deep breath] And | said | hadn’t actually thought about it and don’t
want to either.
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Yes, for now you're still here, and | am too.

Yes.

Yes, hum, hum. [Longer pause]

Somehow | suddenly feel so protected and have to think of puppets who get to
walk around but who are really on strings, | mean who aren’t free. Well, | have some
room to move but there is somebody there who's leading me.

Consideration. My pacifying comment that “for now you're still here, and | am too” en-
abled the patient to have an insightful fantasy and initiated a regression. Maybe the
point is not for some substance (which?) to be injected but for the patient’s father or
mother to take him by the hand.

P: I'm just asking myself, well, room to move, to move, and - without being arrogant -
say to myself that | can really try everything, can do everything, because | know
that someone is there. [Very long pause] | have to think of this dream from last
night over and over again. The doctor is standing there, and | move.

Hum, hum.

I'm in a certain place and feel my way around.

Hum, hum.

And this and that come by.

Hum.

And he stands there watching, watching me. [Breathes very deeply]

A while ago you thought about puppets who move, who are led by someone’s
hand and moved, in other words who aren’t merely observed.

Hum.

That you can feel and can move and turn and move around, can’t you?

Yes, yes.

Hum, yes.

Suddenly | have some help. | have somebody who is there. Because of my insecu-
rity | didn’t even know whether | was right or wrong. [Long pause]

Yes, | have to stop for today. We'll continue on Monday, the 25th.

Doctor, | hope you have a good time.

Thank you, | hope you do too. Good-bye.

Good-bye.

In Retrosgect [Dictated by the analyst immediately after the last session] It’s difficult
for me to summarize the main topics of this session, which was crammed full of infor-
mation. At the end there was a sentimental separation. For my part, | too sense a par-
ticularly close relationship to the patient in response to efforts to find harmony. | think
of the puppet theater, which always impressed me very much, Kleist’s puppet theater,
then of a mother who takes her child by the hand. In the last few minutes | made an
interpretation to decrease the distance the patient referred to and to balance his feel-
ing that was left all alone and being observed from outside. This feeling has to be seen
in connection with the dream that was the center of interest in this session and that
the patient mentioned toward the beginning. | have the impression that he encoun-
tered resistance to continuing where he wanted more from me. He said he would start
too many different things, and | agree (because of resistance to passive, receptive,
homosexual transference wishes?). Important is his concern that he will be rejected
when he demands something impatiently, which is the reason that he forces himself to
be patient. | think of his oral and other wishes to get as much as possible as quickly as
possible, and then of his anxiety that he would not get enough because he’s presum-
ably been rejected frequently when he has raised such demands. | formulated his anxi-
ety. The third topic was the break in treatment. And in reaction to my suggestion that
he wanted to take as much as possible from the last session, he actually mentioned
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comments by his wife, asking what he is going to do when he can’t go to the doctor
any more. | confirmed the continuity by assuring him that he would not be turned away
if he gets impatient.

5.2.2 Dream About the Crane

Erich Y opened the 85th session by telling me about a dream that apparently had
made a special impression on him. He only interrupted his comments to make several
short pauses.

In the dream a neighbor, whose relationship to the patient was not free of conflict
and who talked a lot, was involved in putting a crane together. The patient immediately
added that he did not want to disparage the neighbor, but he then had a slip of the
tongue, referring to a struggle instead of a dream. In the dream Erich Y was an inter-
ested onlooker without any immediate function. An important part of the crane, the
boom, was missing.

P: | was completely absorbed in the dream. What could the boom look like? How did
it fit? | couldn’t tear my thoughts away from this missing part - what kind of a
structure was it? What was it like? It seemed to me as if it lasted the entire night.
All my thoughts were concentrated on finding the crane’s missing part. This morn-
ing | don’t know what meaning it might have; | don’t think it has any special mean-
ing.

The patient did not have any associations. To stimulate the interpretive work | re-
minded him - thinking of the castration complex - that he had desparately looked for
the missing part. The patient repeated that it had tortured him until morning: “What'’s
missing, and why?” In the following description of his mood he mentioned a word that
was a first reference to his memories of his traumatic experiences at the end of the
war, which he mentioned later.

P: The bad part is that | was as absorbed as if | were involved, as if | were captive. |
couldn’t get out; there was no way around it. But as an engineer | ought to be able
to solve the problem. | ought to have the ability to solve it.

In response to my questions about the missing part the patient described the exact
form and function of the crane’s boom. The boom, he said, was an important connect-
ing piece, and without it the whole thing would not work. He was outraged by the indif-
ference of the construction crew; at the same time it irritated him that he was upset
even though he was only an onlooker. He got more and more involved while the crew
responsible for it was indifferent.

Consideration. His affect is a clear sign that he was by no means only an onlooker but

that he was very much involved, just like | was. His story reminded me of my own des-

parate searching for misplaced objects and of exaggerated anxieties about having lost
something.

A: You are not merely an onlooker. You are obviously so affected by it because you
might be missing something. That would make your intense attempt to use all your
means to find the missing part comprehensible.

P: But then I'm not uninvolved.

Consideration. He had formed an ideal of being uninvolved. | therefore pointed to the

connection between being affected and disquieted, on the one hand, and distancing

as a reaction formation on the other.

Once again Erich Y emphasized how upseting it was not to get away from the nar-
row confines of this spot, with no chance of getting out of the way. After a short pause
he mentioned that he sometimes felt good, but saying this did not help him any further.



178 5 Interpretation of Dreams

He then surprised me by recalling childhood memories, of events when he was 3 or
4 years old. “Prisoners were driven through the village, first Russians by the Germans,
then Germans by the Russians. He recalled feeling miserable and helpless. Memories
of attacks by dive bombers entered his consciousness. Without being afraid, merely
curious at first, the children had left their place of safety in a basement. When shots
were fired, panic erupted, and farm animals broke lose and were wounded.

| picked out “injury” and “loss” as important themes, intentionally emphasizing at
first his successful life-long effort to overcome the loss of all his belongings. This con-
firmation of his successful reacquisition of property would alleviate the trauma when
he reexperienced it and would facilitate his efforts to cope with it.

The patient then described scenes in which he had felt fear, fear of the Russians
and fear for his mother. He established a relationship to his later conflict in the triangle
formed by his mother, his wife, and himself.

P: | can't make a decision in favor of my wife the way she wants. | can’t swear at my
mother; there simply is the fact that we belong together.

He told me that his wife’s mother had died while his wife was a small child. Maybe
that was the reason she expected him to belong entirely to her. He then complained
about how he missed his father.

P: Why was he the one who had to die; if he had still been alive we would have had
more security.

His grandfather graciously stepped in, and his values were a major factor that contrib-

uted to forming the patient’s superego.

At my initiative we then considered what functions his father, who could have made
the connection with the outer world easier, had for him. | stayed at the general signifi-
cance of the loss and attempted to make his self-representation in the dream more ac-
cessible to him by describing the fact that “the crane towered over the region” as
standing for his wish to compensate for the numerous deprivations he had had to en-
dure while fleeing to the West together with his mother and brothers and sisters.
These experiences of suffering were the subject of the rest of his associations. “We
were treated like the plague.” He traced his feeling of inferiority and his striving to
make something of himself back to these humiliating experiences as a refugee.

The impression | had from his further associations strengthened my assumption
that the defects in his body image had to be seen as derivatives of his castration com-
plex.

| then made a summarizing interpretation, intentially employing a dreamilike lan-
guage of images to revive his physical sensations.

A: You would like to hold your head up higher and move the crane and its boom
around, high above everything else. But then along comes this despairing feeling
of insecurity; all kinds of things are missing. It's not just the symptom as such
that’s obstructing you. You cannot show what you actually are. In such moments
you recall all kinds of losses. What is visible are your injuries and the effects of inju-
ries. And today you recalled threats and being shot at. When you stick your head
out, then somebody lets you have it.

The patient then complained once more about his lack of security and that he always

took two steps backwards after he had taken one forwards. He said that if he is at-

tacked or simply even challenged in a discussion and doesn’t react optimally, then he
simply thinks he is a “loser.”

The patient’s reaction made it clear once again that the reference to traumatic
events can only be a preliminary step to coping with them, which is the way to redis-
cover security.

From today’s point of view | can note self-critically that in my enthusiasm for the
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psychodynamic connections | overlooked the situative damage caused by the overly
talkative neighbor (the analyst) and in doing so possibly missed an opportunity to
make transference interpretations starting from the here and now.

| prepared the following psychodynamic summary in order to demonstrate the
reader the theoretical background that apparently somehow, has more or less con-
sciously, influenced me. The patient’s wishes to stick his head far out and be big and
strong are defeated by his unconsciously precipitated anxiety of only being able to
show himself as someone who is defect. His neurotic defects, such as the idea that his
penis was too small, his chin too short, and his nose unsightly, were reinforced by his
neurologic symptom of wryneck. A real defect was there for everyone to see. This was
a vicious circle in which traumas from his distant past became linked with the way oth-
er people looked at him as a “cripple” and made him feel ashamed. The defect he had
previously only imagined had become reality, first because a physical illness occurred,
and second because the disturbance of his body image appeared realistic within the
group of events described above.

| connected his castration complex with a deficit and a defective self-representa-
tion. This statement contains numerous intermediate inferences. There was no de-
scription of a human torso lacking a phallus, just of a crane without a boom. A meta-
phor was used that was based on the primacy of anthropomorphic perception and
thought. Man-made machines were extensions of the patient’'s own body and were
guided by him in his dreams as in animistic thought. The crane is a means serving the
patient’s self-representation, which we arrived at via the interpretative step of identifi-
cation. Numerous questions had to be solved in this way. Why did the patient not por-
tray himself as a human torso without a phallus? And when he used the crane, why did
he not append an enormous boom to it instead of desparately searching for a missing
part? At least at this point an omnipotent phallus wish did not manifest itself distinctly.
He described a deficit and sought a substitute. In the dream the trauma seems to have
really occurred; he sought help. | needed the hypothesis that the pain of separation
from a vital and pleasurable body part was so excessive that the dreamer resorted to
an indirect portrayal, one which was compatible with the possibility that he himself may
still be “whole.” In this way the patient gained some room to maneuvor so that he
might still overcome and make good the feared trauma which had already appeared as
an impressive defect. There was thus an analogy between dream representation and
dysmorphophobia. | emphasize once more that the etiology of his wryneck is at a dif-
ferent level.

From this description we can deduce how it is possible to interrupt the circle of
events therapeutically and thus to keep the situative precipitating factors (e.g.,
being stared at) from attaining any significance for the manifestation of such a
disturbance of movement that is primarily neurologic in origin. The point is to
transform the clinically well founded theory of situative precipitation and the
connections described above into therapeutic steps.

5.2.3 Dream About Automobile Repairs

In the accompanying commentary | have included thoughts that ground my interpreta-
tions. My considerations are based on the feelings precipitated in me by the topics
that were discussed.

The first part of the 153rd session was concerned with a fight the patient had had
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with his wife. He concluded this part of the session by deciding to find a constructive

solution.

P: | tried to talk to her. “Tell me what’s wrong. Let’s talk about it.” | can tell when she
can talk about it in a way that makes her aggressions go away. | have to become
more resolute toward myself and try not to always feel attacked, but try to see
what she wants to shift off onto me because she thinks that I'm responsible for the
fact that she has become the way she is.

The fact that he had become better able to respond to his wife was one positive result

of his therapy.

After a pause the patient talked about a dream he found peculiar.

P: Last night | had another dream that was very peculiar. | was in a garage again be-
cause | was having problems with the car exhaust. It was broken. They were having
difficulties because new ones didn't fit right. Then they started to make a new ex-
haust. The problem was the muffler, and more and more people got involved in
making the muffler. At the end everybody at the garage was busy working on the
exhaust. And suddenly it was finished. My car was ready, and | could hardly believe
that so many people had been involved in helping me. Then | was supposed to pay
for it, and | said of course | would.

Consideration. This dream made me assume that there was an anal source for his hy-

pochondric disturbance of his body image.

The patient commented about the many helping hands.

P: While praying this morning | thought about it. | suddenly had the idea that it was my
brethren who had given me so much when | couldn’t find any help anywhere else.
They still accepted me. And you were one of them too. The last time | wanted to
say that the more | am freed of my troubles, the more devout | become, and find so
much . .. so much security.

A: Yes, in the dream things are recreated; things that were broken become whole
again.

Consideration. At first | was irritated by being included among the group of bigotted

brethren with whom he was linked in a sect. Then | felt that the patient apparently

needed this harmony and had to include me to reinforce his feeling of security. | was

enthusiastic about his dream and its anal symbolism. It was the first dream on such a

topic in the entire analysis. | thought about the fact that some extrapyramidal distur-

bances are accompanied by coprolalia. Such patients have the compulsion to say ob-
scene words, especially those related to feces.

| referred to his self-representation in the dream and to the latent anal significance
that | assumed the dream to have, and specifically mentioned anal references - letting
air, fizzling, having fun, giving gas, and stinking. | also mentioned the words “fart” and

“shit,” and used the word “pot” literally. | assumed that he would reject this anal

aspect and that his longing to be loved, even as a stinker, was large.

P: Funny, but | just had the thought that there was also a single woman in the garage.
| was a bachelor and was immediately fascinated by her. This doesn’t go together
at all with the exhaust.

Consideration. This addition was presumably triggered by my interpretation of his

longing to be loved anyway. The woman did not fit into the anal world of men and boys.
The patient made longer statements about sexual games he had played in child-

hood, which provided some new details.

A: You feel secure when you pray together with your brethren. Then you're not a bad
guy or a stinker or a fart.

P: | have a different attitude toward sexual things, but my wife still condemns me
when | massage her, pet her on her buttocks, her breasts, and her genitals.



5.2 A Dream Sequence 181

A: What | said about exhaust, bowel movement, and stinking seems to be foreign to
you; | have the impression that you weren’t convinced.

P: Not entirely.

Consideration. My forced attempts to make interpretations went too far. The patient

did not respond to them. | therefore attempted to build a bridge for him by returning to

it again and doubting my own assertiveness. Although | was sure of my assumption

about the unconscious meaning, | had doubts about the timing of my intensive allu-
sions. | therefore attempted to remind the patient of observations he had made at
home on the farm. The patient responded by remembering many details.

P: And there was a village bull, and the cows were led to him to be covered. And now
| recall something, an experience, while | was an apprentice. A journeyman asked
me to undress and to play around with my genitals on his behind.

| was surprised that this forgotten experience, which was very explicit thematically, be-

came conscious again. The patient did not clarify how far the seduction went, and | did

not want to be intrusive. The patient talked about this experience until the end of the

session, and about his fears about getting caught and punished, about his subordinat-
ing himself to somebody else, about his fear that something might be damaged, and
also about his pleasure and curiosity.

5.2.4 Dream About an Agent

Before relating the following dream in the 216th session, Erich Y said that it was “typi-

cal,” meaning that it fit well into the framework of his problems.

P: They were looking for an agent, and | was their suspect. To avoid being discovered,
| had to move around as if | were a cripple.

The patient continued and enriched this simple description of his dream. He was being

followed by someone hot on his heals, followed wherever he went, whether on trips, at

the train station, or to the toilette.

P: 1 had to use force on myself, because | couldn’t stretch out or stand up straight in
order not to be recognized and discovered.

It remained unclear why he was being followed in the dream and what he was accused

of having done. He was simply being sought as an agent, and hiding was at the focus

of his experiencing.

His vivid description of his hunched posture and the way he anxiously avoided
stretching himself, because he would have been recognized and taken into custody,
led me to allude to the way in which he choked off his gestures. | pointed out that
many of his actions were linked with feelings of guilt. As an agent, he did things sec-
retly and in a concealed manner.

By referring to the ambiguity he attributed to my role, | cautiously prepared the way
for a transference interpretation: For his conscious experiencing | was the one who of-
fered him help; unconsciously, however, he was afraid of what might be discovered
and come to light.

A: That is something that always worries you. How can you keep your aggressive fan-
tasies and fantasies about being an agent a secret? How can you hide them?
You're not supposed to get mad or let anyone know who you really are.

P: That's right. There are a lot of things | have to keep in mind just so that | don’t give
them a reason to suspect me.

A: So you stay hunched over where it’s not at all necessary, like here with me.
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Commentary. Since the patient knew that the analyst was neither a policeman,
secret agent, nor state’s attorney, readers may be amazed that the analyst acted so
cautiously. It was nevertheless clarifying to refer to discordant ambiguities by
name. Many analysts do not bother to do so because they assume that such simple
clarifications of what the patient very well knows are superfluous or can be made
when the situation demands. We believe that the reference to the double function
in this specific transference interpretation is reassuring, but that in precisely this
way it is possible to unravel the entire extent of the unconscious secret actions.

| concluded my interpretation by suggesting that the patient put himself into his favor-
ite roles when watching movies about detectives and agents, in order to learn more
about himself.

The patient then looked for the reasons that he “increasingly adopted the bent
over and hunched posture to keep from being recognized.” He accused himself of be-
ing a coward, and out of the blue he suddenly said: “Becoming a father isn’t hard, be-
ing one is.” We were both surprised by this sudden thought, and without beating
around the bush | referred to the patient’s association in an interpretation: “You can
become a father fast if you don’t hide your tail between your legs. You alway had to
hide your tail so that nothing would happen.”

The patient responded to the metaphoric nature of this colloquial manner of speak-
ing and mentioned numerous examples. He was still afraid | would throw him out if he
succumbed to his aggressive fantasies. He described himself as a captive bird that
would like to escape or, having learned to fly, left the nest only to immediately suc-
cumb to his anxieties about being punished and causing damage. “Yes, they took my
wings away from me.”

| now made an interpretation offering several possible reasons for this behavior,
which the patient had previously helplessly sought. To indicate the spectrum of rea-
sons and open the perspective as wide as possible, | spoke in general about his desire
to be active. | described hands - agent’s hands - that were not permitted to reach
here and there. The dialogue also contained the direct statement: “You are an agent.
You see a lot more, even here in my office, when you look around. But even then you
think you're doing something illicit.”

Encouraged by my direct allusion, the patient then made the helpful discovery that
he himself bound his wings, although he had previously always assumed that others
had imposed this restriction on him.

Consideration. This discovery cannot change the fact that - in accordance with
Freud’s theory of anxiety - Erich Y had been exposed to real dangers and had not es-
caped them unscathed. Yet what remained was the therapeutically important question
as to why the patient still behaved like a coward and ducked his head.

| keep myself in this position. | tie my wings.

Your fear of punishment is revived over and over; you’re afraid that even more will
be clipped off if you don't tie yourself down.

Hum.

How was it in the other dream when you underwent an operation?

Yes, hum, on my head; my brain was cut open.

You protect yourself in the dream to keep even more from happening, to avoid
even more injuries.

Yes, the peculiar thing is that | let my body and everything available to me, that | let
myself be pushed so far that | walk around crooked and like a cripple, that | don’t
fight against it. Why?
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The subject at the end of the session was the relationship between persecutor and
persecuted. The patient turned to these ideas by listing what it would be like if he were
to turn the tables and pay back all the humiliation and shame he had suffered. This
reversal appeared in drastic form in the following dream about an amputation.

5.2.5 Dream About an Amputation

In the last third of the 223rd session Erich Y happened to mention a very drastic
dream. In a certain context the word “foot” had reminded him of having had a very
gruesome dream.

The dream was preceded by a subject that was on the patient’s mind a lot and that
was active as a day residue. He was worried about the future willingness of his insur-
ance company to pay for his treatment, and he therefore wanted to reduce the fre-
quency of the sessions. The patient paid a small portion of the expenses himself,
about DM10 per session. Since he was a voluntary member of a public insurance fund,
he was treated as a private patient. This precipitating factor, i. e., his concern, has to
be mentioned at the beginning because the patient was strongly affected by it, show-
ing again that minor causes can have large effects. Unconsciously he experienced this
fee to be a significant loss of bodily substance.

At first we discussed the matters of financing treatment, saving, and stinginess. He
and his wife had differences because of their differing attitudes to money. Erich Y was
extremely upset by minor debts he had after buying a house. After considering the ra-
tional and irrational sides of this issue for a long time the word “foot” happened to be
mentioned and it reminded him of a dream.

P: | want to be free, on my own feet again. The word “foot” reminds me of a grue-
some dream | had last night. | was here, with you and you were limping. After you
had sat down, | asked “What’s wrong?” “It’s my other foot, they’ve amputated my
other leg.” “What do you mean, your other foot?” “Well, one of my legs is already
made of wood, and now I've lost the other one, t00.” | just couldn’t believe it at all. |
hadn’t even noticed that you already had a wooden leg, and now the other one.
You were pretty composed. | just couldn’t get over it. It's very peculiar which men-
tal combinations take place and appear in a dream.

A: Yes, you would like me to stay in one piece and not get injured, and be sure that
nothing happens to me. That means that you have to pay attention here and be
careful not to offend me. Well, in the last session we talked about persecution and
being a victim, injure versus attack.

The associations and interpretations proceeded from the day residue. The patient had

viewed my request that he personally contribute to the fee as a threat to his bodily ex-

istence. He was amazed and even shocked by the highly emotional consequences that
my expectation provoked.

| focussed my interpretations on the fact that the patient attempted to secure his
peace and harmony through subordination and that he at the same time felt he was
the victim. By stingily holding on to and keeping what he owned, he had established a
balance and overcome the damages he had suffered.

A: My request is an intrusion on your substance. Eye for an eye, tooth for a tooth. As
you do to me, so | do to you.

P: | can really imagine that if | had to pay all the expenses for these sessions here,
then so much pressure would develop that | could progress as much as possible
and as quickly as possible in order to get out of here again and to get some relief.
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Commentary. The patient’s unconscious wishes and expectations would have
found some other plausible linkage to a realistic perception if the question of the
patient contributing to the fee - a slight increase in the total fee from about
DM 80 to DM 90 per session, which was of course also a welcome increase to the
analyst - had not arisen. Asking the patient to contribute was not a means the
analyst had intentionally introduced to guide transference in a particular direc-
tion. It is not necessary to artificially create plausible and realistic perceptions that
can turn out to be offensive. The utility of the small private fee in this case is
demonstrated by the patient’s further thoughts.

A: Yes, you'll be under so much pressure and it would be easier for you to be angry,
because | would be the one who's reaching deep into your wallet and taking the
leg your're standing on. If you had to pay everything yourself, that would really be a
tremendous burden. And you feel it when it’s only 10 marks. Of course, you can al-
ways minimize its significance, that it isn’t so bad after all even though you experi-
ence it to be very bad now. The dream shows it, too. My request is an attack on
you. An eye for an eye, tooth for a tooth. It's fortunate that you remembered it and
that you were able to dream about it at all, and that you told me about it. You sud-
denly thought about the dream.

P: Hum, yes, | thought of the dream a couple of times over the weekend. And | asked
myself, “Why?”

Commentary. As a matter of principle, and not only because of the disturbing
strength of the unconscious dynamics, it is advisable to focus interpretations on
the issue of security and to begin from the longing for wholeness, the reaction for-
mations, and the efforts to overcome deficits. The analyst followed this rule in this
treatment. He proceeded from the assumption that the patient would like him to
remain uninjured and had the wish that nothing should happen to the analyst and
that any injuries be overcome. Otherwise he himself, a cripple, would not have a
chance either.

This transference dream provides an insight into the genesis of defects in body
image because in it the injury was translated back into the context of its interac-
tional genesis.

This topic was continued in the decapitation dream described below.

5.2.6 Decapitation Dream

Erich Y opened the 230th session by mentioning the worsening of his symptoms in
connection with a family quarrel. According to my impression, the patient occasionally
reacted to his wife's pedantic behavior by trying to do everything right - which was of
course beyond his ability. In view of these marital problems | was also helpless be-
cause his wife’s behavior influenced his psychic life by reinforcing his superego. Yet
she had refused to attend counseling herself, although she also accused the patient of
being the only one who had the opportunity of speaking his mind and finding some re-
lief.

After a short pause the mood changed and the patient, now dismayed, told me
about the “gruesome dream” he had had last night.
P: We were in a small company that | wasn’t familiar with. Two men were quarreling,
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but then it got serious and turned into a fight. One man tore the other’s head off
and threw it around, and the man whose head was torn off was suddenly gone. Al-
though | had been there, | asked where he had gone. He was gone, they had got-
ten rid of him, without a trace, just like with a girl who had also been missing for
some time. She disappeared just the same way. Not that she had lost her head,
but she was simply gone. [Short pause] Peculiar, such a gruesome dream.

A: Yes, it's a sequel to your dream about my missing leg. The intensity of the fight, the
fighting, the struggling to have your way is clearer now.

Consideration. This was meant to emphasize the continuity of the castration theme in

transference.

P: In the dream | helped to destroy all the signs of the fight, to make an investigation
impossible. There was an oven and what do | know what else, and the contents
were destroyed and removed, so that nobody would could find anything, even
though | had only been an onlooker of what happened. [Long pause]

A: You always had to appease people or conceal and hide things, hide yourself, and
not be aggressive or competitive or fight a duel to the bitter end. Partly because
you were afraid. Then you were the loser, the little boy, the refugee, who had to
hide his tail, who watched two men fighting for their lives. Although you were just
an onlooker in the dream, you participated actively in covering things up.

Consideration. | viewed the fatal and gruesome duel both as a symbol of transference
and as multiple self-representations of the patient, who - as a result of working
through the consequences of earlier duels at the unconscious level - thought that he
was the one walking around with a deformed head. Yet he had also distanced himself,
or split himself off, if you will, so that he was only an innocent bystander. The defensive
aspect of the dream was most important to me at first.

P: But it was so gruesome.

A: It was no coincidence that a head was involved. A head is involved in a lot of
things. Your idea of being small is partly a result of thinking that something is miss-
ing there, although it’s obvious that nothing was ever missing. But at the level of
images, fantasies, and the unconscious, wishes are transformed into actions, for
example when people say that someone is risking their neck.

P: Hum.

A: Hum. You also asked yourself why you pictured me as being injured.

Consideration. | established a connection to the dream in which the patient had visual-

ized me as having an amputated leg, and drew his attention to the fact that there had

been a change. At the dream level he was now also a culprit, no longer just a victim.

This change from passive suffering to active participation is important not only for gen-

eral therapeutic reasons. | repeatedly had the idea that action potentials could assert

themselves in the automatized sequnce of movements in the way Lorenz described

vacuum activities (Lorenz and Leyhausen 1968).

P: Hum.

A: For a long time you portrayed yourself as being the one who was injured, as the
victim.

P: Hum.

A: Because you are very afraid of yourself, you were the victim, not the culprit. And
otherwise you also try to cover up all your tracks, so that nobody notices anything
and nobody knows that are involved in this and that. Just like everyone else, you
are a person who competes, who is involved in violent disputes and rivalries, even
in murder and manslaughter, no, not in reality, you have such impulses at the fanta-
sy level.

By making the generalization that the patient is human just like everyone else, | at-
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tempted to weaken his anxiety about fatal aggressive actions so far that he could give
more room to these unconscious aspects. For the same reason, | emphasized the fan-
tasy level, after | had gone a little too far by using the words “murder” and “manslaugh-
ter,” which had shocked the patient. While reading the transcript | thought about how
the patient had had reservations that | could somehow use his thoughts, possibly not
in his best interest.

P: This sensitivity, that’s it. Yesterday at work. Right now there’s a man in the office
who'’s supposed to make a carreer for himself in a subsidiary. He’s collecting infor-
mation from us and being trained, and he came to me and asked me about this and
that. | gave him the information, documentation, and a copy of the monthly report
so that he knows what to report to the management. Afterwards a colleague said
that he’'s being supplied and armed with the best materials. He meant that we
shouldn’t help the new man to get off to such a good start.

Consideration. There was another, insincere side to the patient’s extreme willingness

to help. Rivalry and competition entered into it at the level of the day residue, as

competition between ideas. As the following associations demonstrated, the patient
had had a good idea that someone else had snatched away. The issue is that some-
thing that originated in his head was taken away from him.

The patient had had a very good idea to significantly improve the routine at work. In
embittered silence he had accepted the fact that his department head had taken credit
for it and acted as if it had been his idea.

P: It hurt me very much, but | accepted it.

A: See, he took what was in your head. He took your head away, in the language of
the dream. There is a little rivalry in the situation. You hid your tail, well . . ..

My interpretation corresponded to my theoretical reflections. The day residue is a mi-

nor cause with a large effect.

P: Hum.

A: You can see that the others are fairly envious or don’t try to control their envy.

P: But when | put myself in the limelight [the patient sighed], | feel as if I'm showing
off.

A: Yes.
P: It still hurts. | actually ought to be satisfied that | had the idea and that it was suc-
cessful. Yes, alright, there would be advantages if the boss at the top knew that
everything was my idea or somebody else’s.
You see how much rivalry is involved. You have your duels. When you touch your
head, then apparently the duel you are fighting in your head becomes one between
your head and your hand.
In this interpretation | attempted to focus on the internalization of a duel. Erich Y was
always dismayed at how he used his hand to struggle against the involuntary twisting
of his neck. The angrier he got and the more force his hand applied, the stronger the
counterforces twisting his head to the right. His observations were noteworthy. In ad-
dition to the duel described above, other types of contact such as shaving or touching
his cheek caused his head to turn. My interpretation was based on the assumption
that at, the unconscious level of this symptom there was an internal duel, and in my
interpretations | attempted to shift the conflict back to the level of interpersonal rela-
tionship, including the transference.

A: Your hand is your own. It belongs to you just like your head, but when you touch
yourself, touch your head, then your hand apparently turns into a foreign ob-
ject....

P: Hum, hum.

A: ...into something attacking you.

>
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P: Hum. [Long pause]

A: When | ask for money, even if it's a small sum, it seems like a substantial amount.
As if it cost a piece of yourself. It unconsciously touches on an immense feeling of
losing something, triggering rage, which in turn leads you to chop off my leg.

It was important for me to refer to this conflict in transference at a level that was con-

crete for the patient. That is where the affects reside.

P: That this feeling, this tension as it's expressed in the dream, is so immense, in oth-

er words, right to the end, like in the dream, head off .

Yes, yes. [Long pause]

.. as if there weren’t any alternatives.

Hum. Yes, it’s not for nothing that there are headhunters.

Hum.

Besides, a head is something magical. Having a head means having strength. Just

like cutting off genitals and drawing strength from them; it's at the same level.

[Long pause] Cannibals consume human flesh to incorporate their foe's strength

in themselves.

In these interpretations | attempted to revive the magical components at different lev-

els, in order to make the patient more receptive for his own unconscious motives. | im-

mediately had the feeling that | had gone too far, and therefore in my next comments

returned to the level of symptoms and the associated envy for the healthy heads of the
people around him.

P: Hum.

A: A lot of things are precipitated by your complaints. “If | could only have another
head, if | could only have his head.” And now personally, “You could have my
head.” Remember, | copied the circuitry in your head, stealing your ideas just like
your supervisor did.

Consideration. | recalled one of the patient’s earlier dreams, which | referred to now to

make it even clearer to him why he attempted in his dream language to get my head,

too, and to appropriate the substance of my ideas.

P: Yeh, yeh, yes, yeh, yeh. But those are ideas - stone age, that’s how far back they
go.

The patient had become extremely animated. While showing his confirmation by re-

peating the yeses, his voice was full of enthusiasm, which was followed by the slight

restriction about the primitiveness of his thoughts.

A: Yes, they are in each of us.

P: Of course everyone carries them around in their unconscious, like in a backpack,
but that | can’t control them, and when | control them, then there are these repres-
sions. But this desire to possess and this force, that can’t come to the surface, it
can’t be done. If everyone were to act according to this principle, then there would
only be murder and manslaughter. [Long pause] Now I’'m thinking about human re-
lations and about complaints. Sometimes you notice how the customer tries to find
out what's really happened. The way | see it, he doesn’t have control of himself,
overshoots his goals, and things are no longer in proper perspective. People who
act this way, even in daily life, are repulsive.

Consideration. It was logical that the patient tried to direct the intensity of the competi-

tion and rivalry into reasonably acceptable forms, as all the other day residues indicate.

It was important to me to further clarify the transference components, specifically in

connection with his personal contribution of DM10 to my fee, which he experienced to

be a loss of substance.

P: There are definitely capabilities, possibilities, and thoughts that can be awakened
without becoming brutal. Yes, what good is it for me when | tell my colleague, “Do
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you think it was right to take my idea like that?” What good is it for me now? He
knows that it wasn'’t right. | ought to have enough control of myself that | don’t
have to give him a piece of my mind to be satisfied. Hum. Yes, naturally, | would al-
so like to do good compared to the others.

The rest of the session was concerned with this topic and competition.

P: Naturally it's an important point, feeling hurt, the feeling you've been passed by. As
you say, something is taken away from me, and it means | get shorter, am con-
strained, yet to me that’s a petty way of thinking.

A: Yes, | think it only looks that way. It’s not petty, because of the immense conse-

quences we experience. It's really almost the opposite of petty, something impor-

tant, because the consequences that we experience are immense and because it
conceals how much it affects you. Yet you experience it as something petty be-
cause consciously it really isn’t so terrible.

Hum.

On the one hand it’s a ridiculous event, yet on the other it's an enormous experi-

ence.

Yes, emotionally.

When | take DM10 from you, then I'm attacking your substance, to be or not to be.

Yes.

Or when | have your circuits in my head, then you want to have my head and wear

it prominently, not hunched over like the agent. You would like to get into my head,

yes, to have everything that’s inside, what do | know. Then you would have every-
thing yourself. It's human. Then you would be free and . . ..

Hum.

. and would be strong and potent and whatever else you attribute to my head.

As if | had a superbrain or were a bigshot.

Hum.

The bigshots are the ones who have lots, lots of money, who are rich, and have the

power, the powerful fathers, like the one you especially longed for after losing your

own so early and being on the run and abandoning house and home.[Pause]

P: Maybe I'm deceiving myself when | think that the other person, the big shot who
has everything under control, can immediately tell that | want to use it.

A: Hum. But covering up isn’t the best solution either, is it? We have to stop now.

The patient said good-bye, also wishing me a nice weekend, and | did the same.
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Commentary. The way in which sessions are ended and which words are used to
announce the end is more than incidental. Both participants are subject to time,
even if in different ways. The “we” form emphasizes the shared element, which
analysts should not routinely suggest because the patient is only entitled to 45 or
50 minutes. It is the analyst who must end the session if he is to adhere to his sche-
dule. To remind the patient of this, we recommend that the analyst use the “I”
form in announcing the end, switching to the “we” form when the mood makes it
seem advisable.

5.3 Dream About the Symptom

It is not unusual for symptoms to appear in dreams. According to wish theory, it
should even be a frequent occurrence that individuals overcome their symptoms in
their dreams and portray themselves as being healthy. In the following dream, de-
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scribed in the 268th session, Erich Y suffered from wryneck. This fact would not de-

serve special comment except for the context that the patient and | gave the event.

The patient’s associations and my interpretations show that the twisting of his head in

his dream represented searching movements that could be analogous to those of an

infant at its mother’s breast.

Erich Y said that in the dream he was wandering around aimlessly and anxiously.
The company he worked for was spread over a large grounds. The canteen was sepa-
rate, with the plant set back in the countryside.

P: | had the feeling | was small and lost. Then | met a secretary and an assistant, who
were talking. It seemed to me that | was standing off to the side. Then we walked
some distance and my head turned to the side. | couldn’t get it under control; no
matter how much force | used, | couldn’t do anything. My head twisted to one side
just the moment it was important to be in the middle.

Consideration. The patient’s feeling in the dream of being lost and his great insecurity

made me think of childhood situations in which helplessness and lack of motor coordi-

nation are especially conspicuous.

A: Yes, and what can you recall about your mood in the dream? Could it be that you
portrayed something in the dream? Out in the big wide world you're very exposed.
The patient expressly denied that he felt observed, and then continued:

P: 1 wasn’t feeling well. | was standing all by myself and didn’t have contact to anyone.
The company directors were discussing something. | felt left out. For me it was like
being in a different world, something . . . . [Long pause] It has something to do with
“child,” but | can’t really say, it's so far away.

A: In alarge room, at their mercy and exposed to everyone, without support and with-
out a hand to hold on to.

P: Yes, | was superfluous, maybe because | walked along without saying a word, or
that | didn’t have contact because of my appearance or reserved behavior. Maybe |
wanted to go along and take part, but that wasn't at all possible because of my atti-
tude and behavior. People can somehow tell that | cannot let others get close to
me, even though | would sometimes like them to. It's very funny that | have to think
of a woman'’s breast now.

: How? Think of it right now?

In my thoughts, like a child looking for its mother’s breast, to gain strength - not at

all ironically.

: Yes, yes. You were worried that | would react ironically.

But | didn’t have any sexual feelings.

Consnderatlon The idea of deducing the patient’s searching and rediscovery of the pri-

mary object from sexual desire in a narrow sense was so distant to me that | could not

take the patient’s concern personally that his pregenital sensuality might provoke iron-
ic ridicule from me. For a long time | had been aware of not blurring the qualitative dif-
ferences of pleasure within the libido theory.

A: Yes, as if | would only think that you are following sexual desire, and not another

one. Even children turn their heads.

P: At the moment | can’t get it out of my mind.

A: Yes, but why should you get it out of your mind or turn away from it? That's what

you mean, isn't it?

Hum.

Just while you're in the process of looking for it in the dream, in the large room.

It’s the anxiety again about turning to the breast and taking something from it, be-

cause someone else might misinterpret it, think that | am doing something wrong,

always when I'm expressing my feelings - the inhibitions - the others. [Pause] In
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my imagination it’s always the same, just like in this dream. The secretary and the
assistant seemed so large to me because | magnify them.

A: Yes, but, just like the breast also somehow probably seems very large, in compari-
son to a mouth. The mouth grasping for it, or the eye when it’s close to the breast,
then the breast is very large. If only a part is visible, then it seems very large.

P: And then | have the feeling as if | have many more sensations toward my mother
than | want to believe and than | show, and that | was always looking for love and
affection even as a child, but that even as a child | was very reserved and didn’t say
anything about my feelings. And then at times | act a little like a child to my wife
when we snuggle, when | embrace her, hold her, and touch her, she says, “Hey,
what’s going on. This isn’t normal, you’re exaggerating so.” And there’s a parallel
to now; it’s always been this way. | sought it in love too. Love, love, affection.

Erich Y was referring in this passage to a comprehensive sense of love, and men-
tally protected himself against his wife, who misinterpreted his gentle sensuous
feelings because their ultimate goal was sexual in nature and complained even af-
ter “harmless” contacts. In this way she extinguished his independent searching
for nearness and tenderness from the very beginning. The relationship between
tenderness and sexuality in the each of the sexes frequently leads to serious misun-
derstandings in relationships between men and women. Thus it is no coincidence
that Freud developed two theories of tenderness, which Balint (1935) in particular
studied extensively.

5.4 Thoughts About Psychogenesis

The restrictions on Erich Y’s self-feeling that resulted from his imagined physical
defects were at the focus of therapy from the very beginning. As early as in the
fifth session the patient had described a dream in which he had been injured in a
traffic accident. In the 35th session, in the context of controlling movements and
actions, he discussed the puppet theme for the first time, and later it appeared in
numerous variations. Defects were a frequent part of the patient’s self-representa-
tions, both in the dialogue between him and the psychoanalyst as well as in his
dreams. The dreams we have selected mark points at which themes come to a cli-
max that exhibit a tendency of a shift in the objects chosen for his self-representa-
tion, from inanimate objects to persons. This shift was no simple linear progres-
sion. The questions as to which modifications can be demonstrated by studying a
series of dreams and which diagnostic and prognostic conclusions can be drawn
from the initial dream have been discussed in earlier publications by close asso-
ciates (Geist and Kichele 1979; Schultz 1973). Here we employ a dream series to
demonstrate problems that have been worked through since we consider the treat-
ment process to be an ongoing form of focal therapy with a changing focus (see
Vol.1, Chap.9). We have tried to center attention on self-defects in dreams and
consequently have neglected the other dimensions of the therapeutic process that
are relevant for a synopsis.

We believe that consideration of this dream series contributed substantially to
clarifying the genesis of the dysmorphophobia. This symptom is at the same level
as the dream if we assume that the compromises are similar in structure. Accord-
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ing to the psychoanalytic psychopathology of the conflict, the symptom and the
dream are linked together by the idea of compromises between the repressing and
repressed forces and ideas (Freud 1896b, p.170). We apply the idea of compro-
mise to the genesis of symptoms just as much as to dream interpretation and the
entirety of items produced by the unconscious. Freud emphasized

that neurotic symptoms are the outcome of a conflict. ... The two forces which have fallen out
meet once again in the symptom and are reconciled, as it were, by the compromise of the symp-
tom that has been constructed. It is for that reason, too, that the symptom is so resistant: it is sup-
ported from both sides. (Freud 1916/17, pp. 358-359)

Yet what is the case with Erich Y’s wryneck? According to the distinctions made in
the initial diagnosis, it was a neurologic illness that was precipitated by psychic
conflicts and whose course was codetermined by them. In the therapeutic inter-
views the differences between the purely neurotic symptoms of dysmorphophobia
and the physiological nature of neck twisting were occasionally blurred. The neuro-
logic disturbance of movement was placed in the context of expressive and emo-
tional movement in the dream about the agent and in the patient’s image of the
movement as the search for the mother’s breast. One consequence of the fact that
human experiencing is holistic is that patients often do not distinguish between
whether the source of their physical limitations is psychic or physical. An analyst’s
task in this regard is complex, including examining the reasons for a patient’s
ideas about his illness. A patient’s explanations for his physical ailments, which he
often experiences, for example, to be a form of punishment, are an important
aspect. Even a scientifically incorrect subjective theory of the genesis of an illness
is a part of how an individual copes with his illness. A patient’s observations and
conjectures about his illness often constitute an access to psychic factors that may
have been involved in its genesis and course. The analyst has the task of making
diagnostic distinctions and clarifying the respective roles that the physical and
psychic components played in the origin and development of the illness. On the
other hand, it is important for the analyst to take the patient’s personal theory of
his illness seriously because the two parties otherwise talk at different wave-
lengths.

Erich Y’s condition was strongly dependent on whether he could stand up
straight or whether, because of his social and superego anxieties, he had to sneak
around like a cowering coward to keep from being recognized or - as in the dream
about the agent - being caught. The conspicuous twisting movement of his neck,
which was beyond his conscious control, increased his feeling of insecurity, creat-
ing a typical vicious circle in which the physical ailment reinforces the psychic dis-
turbance and vice versa. Erich Y’s neurotic ideas about his disfigured head and
other constrictions that Reich might have referred to as character armor (see
Chap. 4) had for decades even made him incapable of moving around freely and
without inhibitions. Conflict had characterized much of his marriage and was one
reason that his self-security was very weak. Important in this connection is the ex-
istential significance of upright posture and standing straight for an individual’s
self-feeling and self-confidence, because the ability to stand up and stay erect be-
longs to man’s fundamental experiences and has been the source of a wealth of
metaphors. In the last few decades systematic studies of the development of in-
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fants’ ability to walk upright (Mahler et al. 1975; Amsterdam and Levitt 1980)
have supplemented earlier phenomenological and psychoanalytic studies (Freud
1930a; Erikson 1950; Straus 1952). It seems obvious that a physical disturbance
that appears to the subject to be an incapacity to control or coordinate movements
revives latent insecurities rooted deep in his past. In this particular case a very
large role was played by the conditions under which the patient’s loss of auto-
nomy was accompanied by a feeling of shame and his self-confidence was trans-
formed into bashfulness, and by the way in which this change could be reversed.
Neurotic symptoms of this kind are conducive to change.

Erich Y experienced his physical symptom (his wryneck) to be related to guilt,
anxiety, and shame. The analyst pursued the patient’s personal theories in order to
eliminate secondary neurotizations. It was plausible to assume that freeing the pa-
tient from his neurotic suffering could also have an affect on his physical symp-
tom because it would reduce his anxious expectations and the accompanying in-
creases in both general and specific excitatory potential.

Since we have discussed the general principles of examining hypotheses in
therapy research in Chap. 1, we will limit ourselves here to considering the analo-
gy between the searching movement for the maternal breast and the (pathological)
twisting of the patient’s head. We recall that one of Erich Y’s associations to one
of his dreams was about a woman’s breast, which turned into that of a nursing
mother. In transference the patient feared being rejected, and consequently tried
to find reassurance by emphasizing that he had not sought anything sexual. The
momentary cause for his anxiety that the analyst too might misunderstand his
longing for nearness and tenderness was the fact that his wife had frequently re-
jected him. This scene was definitely very important therapeutically. Yet what
does this mean for the suggested analogy between the searching movement and
the pathological twisting? Is it possible that the torticollis, i. e., the twisting of his
head, was an expression of an unconscious reflex of searching for the oral object?

These issues are related to the question as to the degree that psychogenic fac-
tors were involved in the development of this patient’s illness. Knowledge of the
course of this treatment supports the view we presented in the introduction, name-
ly that psychic factors contribute to the manifestation and exacerbation of a symp-
tom. Of interest here is whether the observations made in this individual case
throw some light on how the psychic precipitants and psychogenic conditions
functioned as contributory causes as Freud suggested with his term “complemen-
tal series.”

To help readers keep their orientation, we will reveal the outcome of the fol-
lowing discussion by weighting the various factors in the complemental series ac-
cording to the theory that we adhere to, namely the nonspecific nature of the
pathogenesis of psychosomatic illnesses. Physical disposition in the most general
sense of the term determines which illness occurs. The individual symptoms thus
follow biologically given patterns that are rooted in the patient’s physical constitu-
tion, as described by Freud’s notion of complemental series, and that are referred
to as “organ vulnerability” in Alexander’s schema (see Sect.9.7). Incidental items
that can be found in the different psychological dimensions are factors contribut-
ing to the modification of physical reactions. With regard to the speculations
raised below, right at the outset we can pose the critical question of why an early
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disturbance presumed to constitute the psychic prerequisite of an illness does not
become manifest until so late in life.

Melitta Mitscherlich (1983) applied this general assumption of an early distur-
bance to the genesis of wryneck. In earlier studies she had described, in spite of
the problems that had become manifest during Abraham’s (1921) and Ferenczi’s
(1921) discussion of tics, torticollis as being (preoedipal) conversion hysteria, and
in her 1983 study she argued that torticollis represents a preverbal symbol. Accord-
ing to her, such patients regress so deeply that they become incapable of using lin-
guistic symbols to express their affects. In such a condition of deep regression
such patients resort back to motor forms of expression whose counterparts are in
the infant’s pre-ego stage, because no other means of expression are available. The
motor patterns used in such cases correspond, according to her, to rooting, the in-
fant’s schema for controlling sucking and touching movements that Spitz de-
scribed. Starting from Ferenczi’s (1913) omnipotence of gestures, M. Mitscherlich
spoke of the magic belief of the torticollis patient in the “omnipotence of move-
ment.” Motor activity itself contains the profound ambivalence of turning toward,
as by a hungry infant, and of turning away, as by an infant whose hunger has been
satisfied.

An infant’s rooting and the analogous searching movements in a regressive
state are one thing, and the extrapyramidal head movement in wryneck is another.
We have to emphasize that the twisting in torticollis must be considered in light of
the results of neurophysiological studies, and cannot be considered to parallel any
natural schema of infantile motor movement. The muscle activities or hyperkine-
sia demonstrated on an electromyogram can be interpreted neurologically as dis-
integration taking place within the extrapyramidal programs of motion schema,
which leads to a false activation of the relevant muscles by the central nervous sys-
tem. The coinnervation of the antagonistic muscles that are already tensed in the
relaxed state which occurs in voluntary turning of the head is, according to Fass-
hauer (1983, p.538), “another argument, in addition to already very substantial
complexity of this movement anomaly, against a psychogenic cause of spasmodic
torticollis.” In other words, the anomolous movement in torticollis is not an iso-
lated psychogenic symptom in the sense of a regressively deformed searching
movement. In order to prove such a theory it would be necessary to test and verify
many hypotheses, for example which cognitive affective processes in the adult
precipitate infantile searching movements and, more importantly, how these
searching movements can be transformed into the motion in torticollis through
regression. The concept “presymbol” is no more a substitute for plausible hypo-
theses and their examination than the assumption of a preoedipal conversion. The
concept “presymbol” contains, just like all other speculation about the alleged ear-
ly genesis of physical ailments, highly speculative assumptions about splitting pro-
cesses. In order not to be misunderstood, we would like to expressly emphasize
that Freud and Breuer’s discovery of the consequences of inhibited affects and the
significance of abreactions and catharsis in therapy belong to the fundamentals of
clinical psychoanalysis. Yet if this twisting movement were based on a splitting off
of circumscribed instinctual or affective oral object relations, then it would have to
be possible to discover them in the cathartic primal scream or in some physical
therapy, and no such discovery has been made. It also cannot be expected that an
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abreaction can be therapeutically effective in cases of torticollis or of similar phys-
ical ailments because these symptoms do not originate from a split off quantity of
affect.

Although these critical comments about the psychogenesis of somatic illnesses
and of torticollis in particular limit the range of psychoanalytic therapy, they also
give it a solid scientific foundation. Proceeding from those factors that maintain a
set of symptoms, one encounters the typical basic anxieties that are precipitated
and reinforced by the illness and occur in a form corresponding to the patient’s
personal psychodynamics. The result is a group of special targets for the therapeu-
tic technique. In accordance with the Ulm process model outlined in Vol.1
(Sect. 9.4), we have described several issues from the psychoanalysis of Erich Y as
thematic foci. In the theory of the genesis of psychosomatic illnesses that we have
adhered to for many years, these foci are in a nonspecific relationship with the tor-
ticollis. We thus share Brautigam and Christian’s view “that in most psychosomat-
ic illnesses the formative elements, i.e., those that are specific to the illness are al-
ready present in the physical disposition” (1986, p.21). Our experience also
indicates that the manifestation and course of the illness depend on both psychic
and social factors.

The variety and diversity of psychic problems mean that it is in principle im-
probable that specific correlations of wryneck - or of other somatic illnesses -
with specific conflicts can be found. Nonetheless, the impression of many doctors
that, for example, patients with wryneck somehow differ from others is probably
not only based on an uncritical generalization of individual observations. The ob-
served or presumed similarities result from the fact that the same illness provokes
similar psychosocial problems, which in turn influence the further course of the
illness and reactivate typical anxieties and feelings of insecurity. This is also the
basis of the approach that psychoanalysis can follow to favorably influence the
course of the illness as well as to reduce subjective suffering. Thus it would be a
mistake to conclude from the nonspecificity of the pathogenesis that psychic fac-
tors play a minor role in the manifestation and course of the illness. If the analyst
makes his psychodynamic diagnosis from the perspective of therapy, i. e., by deter-
mining thematic foci, then he and the patient will proceed in a manner that makes
it possible to achieve changes. Conducting a group comparison is something else.
The question of the typology to which an individual case is assigned depends on
the perspective of the person conducting the examination. Because of the lack of
prospective studies and of knowledge about the consequences of the illness on the
patient’s subjective condition, it is impossible to generalize from the results we
have collected. The fact, which is beyond all doubt, that a secondary neurotization
frequently or regularly takes place must be considered especially important and, in
our opinion, sufficient for a psychoanalytic therapy to be indicated.

It is especially burdensome for patients who are already neurotic to experience
their helplessness toward a socially conspicuous chronic illness. Existing social
and superego anxieties frequently reinforce each other when there are conspicu-
ous physical symptoms, leading patients into isolation in order to avoid being ex-
posed to the humiliating glances of others. The resulting insecurity leads to in-
creased self-observation. The patient’s own eyes, in addition to those of others, are
now directed at himself, creating the millipede phenomenon, i. e., causing him to
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stumble over his own feet because of his increasing self-consciousness. The thera-
peutic liberation from self-observation takes place hand in hand with the libera-
tion from being the object of observation by others, enabling the patient to have
exemplary experiences in his relationship to the analyst.

From this perspective it is simple to explain the dependence of the symptoms’
manifestations on the situation, mood, and the spatial situation (described by
Briutigam 1956), such as the automatic reinforcement of symptoms that results
from the individual worrying about being seen. Christian (1986) followed a similar
approach in explaining writer’s cramp, which he considered a result of the exces-
sive burden of simultaneously processing affective and cognitive demands. Fluent
actions are disturbed because the simultaneous processing of conflicting affective
and cognitive demands exceeds a patient’s capacity to coordinate them. Agonists
and antagonists literally work against each other instead of cooperating harmoni-
ously. Writer’s cramp is purposive behavior and obviously has an instrumental
side, while the pathological twisting in wryneck has none. Writer’s cramp is pre-
cipitated by touching a writing implement or by the act of writing itself. The criti-
cal glances of others frequently function as factors reinforcing the symptoms. Of-
ten writer’s cramp occurs only in specific situations or after specific actions, such
as writing one’s signature for a bank teller. This makes it clear that writer’s cramp,
just like other cramps and unsuccessful actions - e. g., while playing a musical in-
strument - and other tics, must be viewed primarily in a context of unconscious
meaning; this context is missing for torticollis.

In light of the results of research on affects we believe that these processes are
subliminal for long stretches, i. e., they are not conscious. Since, for example, the
cognition of danger is simultaneously accompanied by anxiety and the latter trig-
gers the motoric disposition to move (away from the object), it is quite likely in
subliminal anxious tension of unconscious origin for muscles to be innervated and
hyperkinetic activity to be precipitated by the automatic elaboration of possible
movement by the extrapyramidal motor system. This state of affairs might apply
to all habitual “tensions” that are manifest as personal dispositions to react. Psy-
choanalytic therapy proceeds from them and from their relationship to neurotic or
somatic symptoms.
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Introduction

This chapter focuses on the all-important step from the initial interview to therapy,
complementing the corresponding chapter in Vol.1. This step can be demonstrated
particularly clearly with regard to those patients who are often considered unsuit-
ed for psychoanalysis or analytic therapy. Experience shows that social class, de-
linquincy, and adolescence are factors posing special problems, at least in the ini-
tial phase (see Sect. 6.2). The manner in which the analyst deals with the patient’s
family is another of the factors that can influence therapy one way or another (see
Sect. 6.3). In this chapter we extend the detailed description of the problems asso-
ciated with third-party payment, given in Vol.1, by referring to a concrete example
(Sect. 6.4). We also devote a separate section (Sect. 6.5) to the consequences that
peer reports within the German health insurance system can have on transference.

6.1 An Initial Interview

The initial interview was preceded by a brief telephone conversation. A psychiatrist,
after having conducted numerous diagnostic examinations, had recommended that
Ludwig Y undergo analytic therapy and given him the addresses of several psycho-
therapists in private practice. In the following months Ludwig Y had not succeed-
ed in arranging an appointment with any of these therapists. | had several reasons for
offering him an initial interview at short notice. The polite and modest way in which he
posed his question, which seemed to be completely devoid of emotional involvement,
led me to ask myself if this might have contributed to the fact that he had been turned
down or referred to other therapists. During our telephone conversation | began to as-
sume that he needed help much more urgently than he was able to express.

Ludwig Y arrived right on time. He was about 30 years old, tall, very slender, and
looked miserable. For months he had been vainly undergoing examinations because of
his diverse psychosomatic symptoms, which affected especially his cardiovascular
system and digestive tract. Despite his bad condition he had not stayed home from
work, but rather demonstrated that he was a very conscientious employee.

At the very beginning of the initial interview | noticed the contradiction between his
tenacious and untiring search for a psychotherapist and a certain incapacity to convey
the fact that it was urgent. This impression, which | had also had when he called to
make the appointment, became the focus of my thoughts that he was in bad condition
and just managing to keep his head above water. My first intervention was to refer to
his ability to keep going, which he had retained despite his worries and helplessness.
He was pleased when | told him that he had taken the advice to undergo psychother-
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apy seriously and not ceased to call and try to make arrangements for therapy. He

confirmed this in his somewhat reserved manner, saying that persistence was one of

his strengths. Then he turned to me and explicitly repeated the word “persistence.”
| could hear how proud Ludwig Y was of this word and how it touched him. His rap-

id reaction to my reference to his surprising persistence had reinacted something be-

tween us. He and his father had often held their conversations in a refined language

that was a level above ordinary life, and had felt close when this enabled them to forget

the very simple circumstances in which they lived. Later another aspect of Ludwig Y’s

relationship to his father became clear and made his persistence in looking for a psy-

choanalyst comprehensible. This was that his father had pedantically followed recom-
mendations handed down from above and that he considered his father a model of
how to assert oneself in a friendly way.

A: What makes you so persistent?

P: My second marriage is in danger of breaking apart! One fight after another. And we
exchange terrible words.

A: Words that go back and forth between you and your wife?

P: [Silent for a while] For me, arguing is almost out of the question. And | can’t get
mad, either. | learned from the psychiatrist that the reason for everything is that |
don't have a personality. He gave me a kind of homework. | was supposed to think
about what | really like, but | don’t like anything; there’s nothing at all that | could
say | like. For example, when | look at someone else’s record collection, then | can
say, “Yes, he loves classical music!” But my collection is complete chaos; jazz and
classic are all mixed up. And something else, when someone tells me that he is
overwhelmed by a Mozart mass or that a Beethoven sonata brings tears to his
eyes - no, that’s entirely foreign to me.

A: You've just taken a look around here.

He was encouraged by my comment, and glanced again, this time openly, from one

corner to the other. | referred to his curiosity by saying, “Now you're starting from the

beginning!” and we both laughed.

P: Yes, | can see flowers. And there are flowers in the picture, too. | have to tell you
that | am surrounded by a layer that prevents everything from pentrating deep into
me. And if nothing can penetrate inside, then there isn’t anything that can stay in-
side either.

A: And so you think that if there’s nothing that can stay inside, then there’s nothing
that can stir. You cannot get angry. As a result, you are at peace with other people.

P: Yes. But now I'm foundering. My wife criticizes me for often being innerly unin-
volved and not having any initiative. It makes her furious, and then she makes a
fuss and tries to provoke me by using ugly words.

He mentioned several examples of how his wife complained about how she had to do

almost everything by herself because he didn’t make any suggestions or take respon-

sibility. Then he changed the subject.

P: I've observed myself a lot recently. | didn't have a girl when | was younger. |
couldn’t ask anyone because | was always afraid | would be left standing there
alone. So | just didn’t bother. Until one came and asked me, and | married her be-
cause she wanted to. It was destined to fail. We had terrible scenes before getting
divorced. | let her have everything, made debts, and fled home to my parents. | was
depressive then. | had to have psychiatric treatment. They examined me for some
mental illness, which | didn’t have. Then they gave me tablets.

Ludwig Y summarized his thoughts in conspicuously short sentences. He had appar-

antly already thought about it for a long time. Now and then his eyes turned moist, but

he quickly suppressed his feelings as if he thought it might bother me. He also ex-
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cused himself when he thought that he had interrupted me or that | had wanted to say

something. | briefly summarized this observation, which gave me an explanation for my

first impression that he let himself be bossed around.

A: | have the impression that you’re making an effort to give concise and objective de-
scriptions of what concerns you, and that you're being careful to let me go first and
to refer to what | say because something in you wants to give me the impression
that your’re a particularly pleasant person.

P: [Laughs a little, as if he knew it] But if the results are different, they turn out to be
all the worse.

The patient returned to the fact that he was very worried that it was impossible for him
to hold on to anything. He said this had even made him once think that there was
something wrong with him, i. e., that he might be mentally ill.
Consideration. | had not told the patient anything new when | commented about the
polite and modest way in which he adapted himself to a situation. But feeling himself
understood, he began to describe the new items he had discovered in himself with
greater urgency and emotional involvement. | again noticed his capacity to make pre-
cise perceptions and statements, which confirmed how much he was able to absorb
and retain.

A: There’s an apparent discrepency between your thinking that you can’t keep any-
thing and your subtle descriptions, in which you note everything that’s necessary
to get an idea of your difficulties.

P: Yes, I'm proud of my ability to express myself.

Immediately after this positive statement | ended this first interview by referring to the

fact that our fifty minutes had elapsed. We agreed on an appointment two days later to

continue our discussion.
Ludwig Y brought his referral from his family physician along to the next meeting.

He was wearing - as became apparent at the end of the session - a watch with an

alarm tone set to go off after 50 minutes. He drew my attention to a mistake in the per-

sonal data contained in the referral, but did not say anything about the fact that “psy-
chosis” had been entered as the presumed diagnosis. | thought | could tell that Ludwig

Y wanted to tell me something important.

P: Something has been on my mind. Sometimes I'm a rebel and go on the attack. But
all of that comes from my head. That's where things are stirred up, while inside |
feel empty. It's all very confused.

A: It's associated with your anxiety that what you say might be very confused.

The patient did not react to this comment and continued to speak about the emptiness

inside him.

A: | think that you use the emptiness you're talking about as a kind of fantasy object.
If it's empty inside you, then there isn’t anything else left to make you feel danger-
ous in the role of rebel and attacker.

P: [Beamed at me] So, | have a fantasy object that | use to protect myself? Yes, if |

have to go that far to protect myself, then it would really look bad inside me. | won-

der what'’s going to come out.

People have such thoughts when they’re considering whether to undergo psycho-

analysis.

So I'm in good company, with a lot of others.

. Yes, and some of them don’t dare to have any therapy, because of this anxiety.

. I'm sure that | can’t continue living like | am.

ConS|derat|on At the beginning of the session the patient had provided bits of infor-

mation that belonged in the context of his adaptive behavior in the first hour. | waited

for further material to find out more about his anxiety and defense in the brief frame-

o> >
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work of the initial interviews. | had probably referred to his anxiety too early. Yet the pa-

tient had not completely disregarded my comment, but simply continued talking about

his feeling of emptiness. On his own he took the step from my interpretation that his
feeling of emptiness was a fantasy object to using the word “protection,” while still re-
maining relaxed. | also used the situation to further the process of making a decision
about psychoanalysis. | wanted to inquire about other data for the insurance applica-
tion. The fact that the patient did not mention that psychosis had been entered as the
presumed diagnosis might have indicated that he was worried that his feeling of empti-
ness might be an indication of something worse.

After a pause Ludwig Y asked, completely out of the blue:

P: Is my instability a part of it?

| pushed the referral, which was still on the table, in his direction.

A:Have you read the diagnosis, and is it what you're referring to?

Read it, yes, but | don’t know what it means.

Psychosis means mentally ill, something we mentioned in our previous talk.

So? No, | don’t have it.

And you've never been in a psychiatric hospital?

No. [He added quickly] And neither has anyone from my family.

In your opinion, which diagnosis applies to you?

| don’t know enough to say.

The patient listened to my explanation of the difference between psychosis and neuro-

sis, without showing any interest. He apparently wanted to continue talking about his

instability.

A: Perhaps we should go back to what you referred to as instability. | think you want-
ed to say something else about it before | changed the subject.

P: When somebody leads the way, | always go along [laughed a little]. Well, | was once
magically attracted by slot machines. I'm ashamed of it now. | got into bad com-
pany, a bunch of drunks! [The patient laughed at me out loud and nodded.] Every-
body was bragging. That was at the time | separated from my first wife.

A: Alcohol helped what was going on inside you, and otherwise stays inside, come to
the surface.

P: Drinkers and children tell the truth. Well, then it looks bad in me. It makes me feel
afraid.

Consideration. | did not believe that he was one of those who made big claims when

he had been drinking, and assumed that he participated - in his fantasy - in the ac-

tions of the others when some of their inhibitions were washed away. This led to my
next intervention.

A: Primarily you observed and attempted to find out more about yourself by observing
the others.

P: | love doing that. [He described, very vividly, how he watched people, for example,
at the train station and later told his wife long stories about what he had seen.] Nat-
urally all of this is my own story. | know that.

Toward the end of the session he asked a question that was directed to each of us:

P: Will | manage to achieve anything?

A: The way in which you picked up what | said today, and further elaborated on what |
showed you, specifically what goes on in you to enable you to avoid anxiety - you
used the word “protection” to refer to it - shows that it will be possible to contin-
ue.

The alarm on his watch rang, announcing the end of the session. Both of us, of course,

had to laugh. Such moments as this, when we both laughed, played an important role

later in the therapy.

o»o»02»0
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Consideration. During our discussion of his referral, my attempts to get more informa-
tion out of him and to give him information went, at the level of his consciousness,
against the grain. | somewhat excused myself by saying that | had changed the sub-
ject, and returned to discussing the subject of instability. But in the following material,
the patient returned to his anxiety about becoming crazy, although he did not use the
word. In replying to his question about whether | believed that he could achieve some-
thing by working with me, | did not refer back to the subjects of mental illness or being
crazy, but summarized the points about which we had been able to reach an under-
standing in our two diagnostic interviews. Specifically, he had feared that he would be
considered an alcoholic because he had participated, rather passively, in drinking
bouts; he used the term “instability” to diagnose his own overall condition; and he felt
understood as a result of my comment that he had gone there in the attempt to find
himself by observing others.

Ludwig Y did not wear his alarm watch to the third interview.

P: | left my watch at my father’s yesterday. But first | have to tell you something. There
has been a change. This morning while | was waking up | noticed what was hap-
pening outside through the slits between the shutters. | heard the birds. | had the
thought that something in me had opened since our last talk, just like the slits be-
tween the shutters. | can perceive a little of what is inside me; | understood some-
thing. | see that my lack of inner sensations is connected with my fears. What am |
afraid of?

A: Yes, that is the direction to go.

P: I've already taken a big step forward.

He talked a little about the relief he felt from having more confidence in himself. We

spent the rest of the time gathering some more information for the application for in-

surance coverage.

In his first few sentences the patient wanted to express his regained hope. One

cause of concern for him was the amount of time he would need and the tempo of
change. Since he made frequent reference to his anxieties, it was apparent that Lud-
wig Y was concered about how quickly he would be exposed to deeper anxieties and
how he could master them with my help. As is frequently the case in initial interviews,
he tested how the tempo is set. His question about how much confidence he could
have in himself also implied the question of whether he can trust me - a subject that
obviously was frequently raised later on.
Summary. There was a direct transition from these three interviews to analysis. It was
possible to recognize significant conflicts and to take the first steps toward problem
solving. The substantial inner pressure on him declined significantly following my inter-
pretations of his defenses against his anxieties. He described his insights and his
hopes, and began to reorder old observations and new perceptions. His anxiety about
becoming crazy came to include many different kinds of contents, whose equivalents
were expressed in psychosomatic symptoms and partially resulted via regression in a
depressive reaction. From experience it is known this anxiety about becoming crazy
declines if it is possible to link the psychotophobic ideas with individual contents that
have accumulated. In the three interviews there were first indications of this. A primary
goal was to clarify these anxieties in order to establish a more relaxed level for the
therapeutic relationship. In our first meeting there were signs of how he resolved his
conflict with his father. This theme was easy to follow in the reenactment in trans-
ference. His thoughtful manner and his accurate expressions pleased me, and he
laughed together with me at himself and the world just like he had with his father.
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6.2 Specific Problems

There is good reason for us to give ample room to the discussion of the specific
problems encountered during the transition from the initial or diagnostic inter-
views to therapy. An analyst does not need to display any special skill in begin-
ning an analysis with an educated patient from the upper middle class whose suf-
fering makes him highly motivated for psychoanalysis. We have given several
examples of a smooth transition from the initial interview to therapy in Sect.2.1.
The initial interview summarized in the previous section (Sect.6.1) also did not
place any special demands on the analyst to apply the psychoanalytic method in a
flexible manner. The anaylst’s ability to employ indications in an adaptive manner
is put to a test, however, by the task of motivating patients to undertake analysis
who are less accessible for various reasons. Disregarding psychotics, addicts, and
borderline patients, who frequently first require inpatient treatment, there are pri-
marily three groups that pose special problems. The groups are identified by cate-
gories of social class (Sect.6.2.1), delinquency (Sect.6.2.2), and adolescence
(Sect.6.2.3); they are associated with specific difficulties, at least in the initial
phases, i. e., during the transition from interview to therapy, regardless of the dif-
ferences between these groups or between individual cases. Our concern is to test
the application of an adaptive indication on patients who would not fulfill the cri-
teria of a selective indication and would therefore be turned away as unsuited for
the standard technique of psychoanalysis. Yet if the analyst adapts himself to the
expectations of the individual patient, the group of inaccessible patients is reduced
to special problem cases. Thus an adaptive indication saves many patients the de-
pressing fate of being shoved around from one office to the next. There can be no
doubt that it is often very difficult to convince an unmotivated individual that psy-
chotherapy is advisable. As a consequence, patients who do not consider it likely
that there is any connection between their experiencing and their numerous symp-
toms are unpopular with psychotherapists whatever their color. Such patients are
frequently even rejected on the telephone. Of course, it is a favorable sign that a
patient does not let himself be discouraged and makes an effort to find treatment.
In this regard the patients we can report on-because they found their way into our
offices - are in a special category.

6.2.1 Social Class

Although in this section we discuss case material that is primarily associated with
patients from the lower social class, we have given this section a more inclusive ti-
tle. The reason for this is that we want, in agreement with the study by Cremerius
et al. (1979), to emphasize that social class in itself constitutes a factor that can
pose characteristic technical problems. It is no coincidence that approximately
two-thirds of the patients who have received analytic or psychodynamic treatment
in the FRG since the public health insurance companies agreed to accept such
claims are white collar workers and that only one-third are skilled and unskilled
laborers, the group of the populace insured by the original - and least selective -
public health scheme (the Aligemeine Ortskrankenkasse). On the other hand, the
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rich and the powerful also make their way to an analyst relatively infrequently, as
can be seen in Cremerius et al.’s study.

We will restrict our discussion to technical problems that occur at the begin-
ning of therapies with patients from the lower class. We follow the definition of
class based on the widely used criteria established by Hollingshead and Redlich
(1958) and described by Menne and Schréter (1980). Occupation and education
served as their criteria for social class.

Lower class patients are blue-collar workers (including skilled laborers), employees who perform
primarily manual labor, and small farmers who have not graduated from a regular school or from
a vocational or commercial school and whose father’s education and occupation - and possibly
also those of the mother--were similar. The occupation and education of the spouses of married
women also had to fall into these categories since the social status and socioeconomic situation of
a family is largely determined by the husband’s occupational status and income. (Menne and
Schroter 1980, p. 16)

Thus with lower class patients the following points should be paid special atten-
tion, at least during the initial phase of psychoanalytic therapy. The analyst should
provide these patients with an especially large amount of explanatory information.
The autonomy that these patients experience their physical symptoms to possess
should be taken even more seriously than usual since these patients as a rule do
not make the discovery that symptoms play a role until later. Psychodynamic in-
terpretations that are made too early provoke mistrust and reinforce the distance
separating analyst and patient. If the analyst cannot put himself into the position
of those from other social classes, which includes the conditions under which they
live and work, then he lacks the prerequisites for empathic understanding. In the
initial phase, abstinent behavior by an analyst who believes he is not permitted to
answer any questions repels such patients, for whom this effect is much more pro-
nounced than for better educated and situated patients. Yet if the analyst follows
the rules of everyday communication, as Freud spontaneously did in his informal
consultation with Katharina, then it is possible to establish a psychoanalytic dia-
logue step by step. Otherwise reactions such as those described by Schréter (1979)
occur. The lower class patient, for example, experiences the dialogue (and the an-
alyst) as “unnormal,” is disturbed, and rejects what must seem foreign and incom-
prehensible to him. Schréter described the formal aspects of the psychoanalytic
dialogue as if it were a sin to adhere to everyday forms of communication in the
beginning. Yet if interpretations are embedded in a dialogue that by and large
corresponds to the needs and expectations of the patient and if their contents are
adapted to his experiencing, then in our experience the reactions commonly attrib-
uted to lower class patients do not occur. The observation that lower class patients
frequently take interpretations to be criticism, insults, and derogatory statements is
thus a result of the unempathic application of the psychoanalytic method.

Some of the experiences gained from a comparative study of analytic group
therapies (Heising et al. 1982) can be applied to individual therapy. For various
reasons lower class patients prefer to maintain some distance. Because the patient
is looking for a better world and the talk with the analyst constitutes a new and
unusual experience for him, he finds certain positive and negative transference in-
terpretations incomprehensible. It is more usual for conflicts to be carried out with
substitute figures, and it not possible to bridge the underlying division into good
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and evil and to work on it in transference until later. Such secondary transference
can be productive for the analytic process. A certain idealizing transference is
formed in this distance, and it is tinged by unconscious envy and class hatred. It is
necessary to modify the interpretive procedure in which the analyst offers himself
as a transference object. Heising et al. (1982) referred to the fact that analysts feel
offended when working with lower class patients because the specific satisfaction
analysts experience as the object of transference, especially if it can be interpreted,
is restricted with this group of patients. The authors raised the question of whether
this fact might be related to the failures described in the literature of analytic work
with lower class patients or to the view that such patients cannot be treated analyt-
ically.

A longer period of preparation is recommended when working with lower
class patients, who require explanatory information about the purpose of the treat-
ment. Initiating a comprehensive learning process in group therapy has been
shown to be effective (Junker 1972; Reiter 1973). For reasons similar to those in
treating somatically ill, it is essential that the analyst first respond to questions very
concretely and answer them realistically. If the analyst observes these simple rules,
which seem obvious to common sense, many of the alleged features - such as
limited fantasy, rigid superego, and fear of authority - attributed to lower class pa-
tients (and psychosomatic ones, see Sect.9.9) and specified as the causes of their
being inaccessible to analysis vanish. The inability to view inner conflicts as mean-
ingful and the opposite tendency of holding external sources responsible for an ill-
ness are frequent artifacts originating from the impatient expectation that the pa-
tient should already have gained insight into his inner conflicts.

According to this incorrect specification of typical features, lower class pa-
tients exhibit considerable similarities with many of the wealthy private patients
who are unsuccessfully treated for years for a “psychosomatic structure” (see
Sect.9.9). Every indication is that both diagnostic classifications are artifacts. If
the analyst gains a feeling for the world of a laborer and makes an effort to em-
ploy indications in an adaptive manner, then the initial difficulties recede to the
background and the analyst’s interest in the life of a patient whose educational
level differs from his own if often richly rewarded.

Leodolter (1975) and Wodak-Leodolter (1979) have shown that it is impossible
to adequately describe the communication between a patient from the lower class
and a middle class doctor by using Bernstein’s (1975) code theory. On the basis of
his code theory, Bernstein rejected the possibility of a successful psychoanalytic
interview between a lower class patient and a physician typically from the middle
class. Since in his opinion the patient lacks the necessary capacity to verbalize, it is
impossible for the physician to find a means of access to the patient’s world. Bern-
stein, just like Schréter, apparently proceeded from the fixed rules of the standard
technique, which in fact do not permit a dialogue that satisfies common sense ex-
pectations. If the analyst frees himself from such restrictions, many observations
turn out to be the products of an restricted application of the psychoanalytic
method. In any case, one prerequisite for examining verbal and nonverbal ex-
change is to acknowledge that the range of problems is much more complex than
described by Bernstein. For example, Wodak-Leodolter (1979, p. 187) raised the
following questions:
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1. Does the lower class patient really lack the capacity for verbalization? 2. What are the differ-
ences between lower class and middle class sozialization; what forms of distorted communication
are present in each case; what is therefore the form of therapy suitable in each case? 3. What does
cure mean to the lower class patient; it is at least necessary to discuss the criticism that psycho-
therapy means “adjustment” to middle class norms.

Moreover, in our opinion it is not sensible to consider “capacity for verbalization”
to be a global feature; more appropriate is to distinguish between its various ele-
ments and thus be able to realistically consider the particular capacity for simple
individuals to express themselves.

First Example

Susanne X, a nearly 40-year-old housewife, came from a rural area and was married to
a laborer. The reason she gave coming to her initial appointment was that she fre-
quently got into hopeless situations in which she ultimately became extremely agitat-
ed. In her frequent states of psychogenic semiconsciousness she could not remem-
ber what she had said or done. She ran away aimlessly. These states were preceded
by violent arguments with her husband; the reasons were trivial, the shouting terrible.
The tension would not resolve until the next day at the earliest, sometimes taking up to
three days. Years of drug therapy did not produce any change. Her family doctor and a
psychiatrist responded to her questions about psychoanalysis by telling her, in es-
sence, that she lacked both the money and the intelligence for such treatment. Having
grown up in poverty, she had had to work even as a child, and immediately after finish-
ing elementary school she had left home to work.

The previous rejections of psychotherapy had confirmed her expectation that she
was too poor and stupid, yet she did not let this stifle her desire to learn more. She
had acquired a wide range of information about psychotherapy and psychoanalysis
from the media (magazines, books, radio, and television), and then turned to another
psychiatrist, who referred her to a (female) analyst in the expectation that she would
talk her out of all of these unrealistic ideas. This was supposed to help her bury her
wish for psychotherapy for good. In response to my questions, this psychiatrist told
me that in his experience analysts frequently did not establish an indication for therapy
for the lower class patients he referred.

Susanne X had tried to learn more on her own, out of a mixture of spite, anxiety,
and mistrust. She had felt that she recognized herself in various book titles, and after
reading Richter's (1976) book Fliichten oder Standhalten (Flee or Stand Firm) she
made an effort to obtain psychotherapy. After about one hundred hours of treatment,
she brought me ten of her favorite books. After even more time had elapsed she
asked me why | did not tell her not to read them. The confidence | placed in her capac-
ity for learning encouraged her.

Going through the protocols of the first ten hours of treatment from her analysis,
which took place three times a week and lasted three years in all, | noticed that the pa-
tient had tried in almost every session to provoke me into stopping the therapy, as if
she felt she could not be rejected often enough since she belonged to those from the
bottom.

In the initial interviews she described the extreme poverty, the misery, and espe-
cially the corporal punishment she had experienced in her childhood and adolescence,
and several times responded to my attentive and empathic behavior by saying quite
unexpectedly, “Am | in the right place here with you?” She repeatedly gave me such
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“shoves.” | showed her that she expected the beatings she had received from her fa-
ther to be repeated in the analysis and that she actively worked toward restructuring it
accordingly (via identification with the aggressor). She said her father had been
course, would shout and hit her, and was only interested in money. She had married
her husband because he was the exact opposite, i.e., good natured, but then it was
precisely this quality that she complained about in their arguments; for her, he was just
too lax with everything and everyone. She said that this put her in a state of helpless
rage and anxiety. Her last sentence in the first interview was, “Whoever has experi-
enced evil will always be tempted to be evil themselves.”

| made an effort to provide the patient sufficient information in response to her
questions about being at the right place. She had told me that she read a lot. | limited
the information | provided to saying that | wanted to try to understand her, and that |
wanted to get to know her and that she should get to know me before we made any
further plans. Everything that was unexpected and new disturbed her, and she would
have liked to pick an argument with me right away.

She started the second session by glancing at me provocatively and asking, “Is
there any point to this?” My comment that | first wanted to listen to what she had to
say to me led her to talk about two subjects in detail. First, she said she was listening
to a radio program called “Talk and Let Talk.” In telling me about the program she de-
scribed in detail the features that had fascinated me during our first interview. Yet nei-
ther of us verbalized this fact; we simply agreed that this manner of conversing could
be very positive. Then she switched to the second topic, describing a couple she
knew. In person they acted very endearingly, but otherwise they gossiped and said
bad things about her. Yet the patient claimed that she knew precisely what happened
since she had grown with evil people.

The patient said the situation of her sister, whose husband had committed suicide,
was similar. She went on, saying that if everything continued as it were, then she would
not have any alternative to suicide either, and she had everything ready. | inquired
about her preparations, and told her that she had the feeling that she wanted to end
everything with an evil deed - by committing suicide - precisely when someone was
friendly to her, the way she felt | acted toward her. Then she would willingly put away
everything she had prepared, only to immediately think about another means of killing
herself. What followed was a life-and-death struggle.

I met Susanne X in the hallway near the waiting room before the third session and
said, “Be right there.” When | opened the door to my office five minutes later, she was
standing right next to the door. She had taken my comment literally and explained that
she had stood there to hear what | was doing. She complained that since nobody had
been in my office, she could have come in immediately. | was there after all! She dealt
with this topic by referring to the couple she had mentioned before, who always acted
nice but were really only interested in their own good; how mean they were to other
people. Then she said that two people had hanged themselved, one just recently. In
this session she said three times that “Now I'm going to settle with them; I'm going
there on Saturday.” She recalled that the man was like her uncle, who - like her father
- was only able to shout, be violent, and chase after money. She thought that confront-
ing a person and asking for an explanation did not lead anywhere but to an argument,
and therefore she would have to settle things on her own. She claimed she had al-
ready learned something from me; yesterday her husband had made an idiot of himself
again by working far too long because everyone wanted him to do something, and
then had come home exhausted. This time she had just listened to him, nothing else,
while she used to show him what an idiot he was.

Susanne X said | had been right that she would let loose with words because she
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felt at home in mouthing off. As a child she had not learned how to discuss things. She
recalled that her mother had only known two sentences: “You're not supposed to
steal” and “You're supposed to obey.” In the fourth session she told me about hav-
ing taken some pictures of trees the day before; she wanted to have pictures of
them from each of the seasons. Until then trees had only meant leaves to her, leaves
that had to be raked. She concluded that for her even trees represented evil. The pa-
tient demonstrated her own psychological talent, which | did not elaborate on, by re-
cognizing her own potential for change and development. She cooperated, and she
changed, such as listening to her husband. It was obvious that in acting this way she
was imitating our interaction in analysis; if | had mentioned this transference aspect
to her she would have had to reject it because she would have thought “What does
that have to do with what a doctor does?” At first she refused to think that she had
anything in common with people like me; she consciously rejected any such connec-
tion. She told me repeatedly that she belonged to those down below and | to those
at the top. If | had established some connection between this theme and me, her
reaction would have been to raise her defenses against anxiety. She would have
started complaining that what she did didn’t have anything to do with what | did, and
would have referred to the flattery of her friends which she at this moment could
have handled better. It was possible to therapeutically exploit the fact that the patient
used largely the same adjectives to describe members of her own family and other
people, and that it was thus easier to establish a direct connection than it is with fair-
ly mistrustful patients. | was at first surprised that the patient used the same expres-
sions to refer to her husband as to her father and uncle, namely avaricious, domi-
neering, and inhuman.

The fact that the patient had adopted, via identification, her father’s manner of
complaining was a frequent cause of conflicts with her husband. She adopted insults
her father had used, calling her husband a poor joker, a good-for-nothing, and com-
plained that “You’re nothing if you don’t have any money.” In the following sessions the
oedipal seductive side with respect to her father became stronger. Unfortunately | very
prematurely offered the interpretation that this was how she seduced her father. She
looked at me aghast, rejected (as has often been described) any interpretation of her
inner conflict as grotesk, and thought | was not credible and strange.

In my opinion the reasons that oedipal conflicts cannot be interpreted or at least
not until much later still have not been clarified. Many people live in polarized circum-
stances or according to a law of all or nothing; for many members of the lower class
this has specific connotations. Static descriptions about the presence of rigid super-
ego or weak ego functions are completely inadequate to describe these complicated
processes.

| then became more cautious, being careful not to precipitate any new defenses
against anxiety. More quickly than might have been expected, Susanne X began to as-
sure me that | should not send her away. “You have to pay attention that | don’t go the
wrong way!” She spoke more frequently about her mother. She came to the next ses-
sion wearing a bright red jacket and, laughing, asked if | knew what it meant. She came
as little red riding hood who had been sent away by her mother. She had felt sent away
because | had not explicitly affirmed her wish for me to look out for her-I had avoided
answering her request. From her point of view | should have said to her, “Yes, | will
now take over your mother’s functions!” She claimed it was my duty as a doctor. In the
following period she quickly transformed such disappointments and disparaged the
doctor’s function. This theme reached its climax much later, in the final phase of treat-
ment, when she acted through the deprivation of power at different levels.

After the difficulties related to her social standing had diminished in the initial
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phase, as described above, it was possible for me in the particularly helpful periods of
the analysis to show the patient which items of unconscious oedipal and preoedipal
envy she actually meant when she referred to her de facto lack of education. It also be-
came clear that this deficit was reinforced in a vicious circle, both in her experiencing
and in actual fact. Once the patient recognized which needs she was additionally trying
to satisfy, she learned to distinguish between her different conscious and unconscious
intentions and goals. Also instructive was how she restructured commandments and
prohibitions, i. e., her superego, that she had internalized and initially felt to be foreign;
she substituted her own words for the foreign dictates. This change led to a partial re-
structuring. About 18 months after the termination of analysis, Susanne X called me to
say that she was feeling well. She said she was still struggling against the feeling that
the separation from me was a rejection, but that her confidence in herself - in identi-
fying with what she had gained for herself in the course of her analysis - helped her
get over it. However, she still sometimes had doubts about whether she had profited
less from analysis because of her past.

Second Example

The following example demonstrates that we can employ ego capabilities peculiar to a
certain profession in order to balance social differences and the feelings of inferiority
associated with them.

Victor Y was 37 years old when he came to me because of insomnia and somatic
symptoms; he had suffered from them since his “defeat” - a test he had failed. He had
worked as an electrician since he was 17. Because of his skills he had felt confident
enough to take a test for a promotion, but the conflicts he had with persons in posi-
tions of authority ruined his opportunity.

A period of several weeks elapsed between his telephone call for an appointment
and the beginning of his seven-month therapy. Referring to the fact that he had re-
quested this delay, he explained his technique of coping with conflicts with authority
by distancing himself. He realized, however, that this also had disadvantages for him. |
replied that he had also given me the impression of apparently being disinterested. He
confirmed this, but added that he definitely wanted therapy.

The patient then provided a precise description of the test whose outcome had
been so disastrous for him. In even more detail he told me about how supervisors and
ordinary staff acted toward one another and vividly described typical experiences;
there were even some humorous moments.

Suddenly he looked at me and stopped, just as if he had wanted to ask me, “Did
you start at the bottom too?” He wanted me to understand him. He had done every-
thing to get a promotion - “And now!” He suddenly began crying and said that he was
losing his friends now too. The only thing the others could talk about was cars. He
claimed he wanted to get out of this situation. Friends and relatives would also poke
fun at him, saying he was just taking the easy way with his job. He felt misunderstood
and continued having difficulties falling asleep, but added that he had so much on his
mind, yet was still against taking tablets. “But now, my parents,” he suddenly said;
“you’ll have to excuse the sudden change in topic. They were just visiting. | noticed
that | don’t want to turn out to be like they are. My mother only knows how to consume
and keep father under her thumb. Father had once been the authority; he had been a
corporal, and everybody had had to obey him.” He told me that he tended to exagger-
ate his symptoms, just like his mother did. As soon as he would feel any pain, he
would tell anyone and everyone about it. He added that his wife could endure a head-
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ache or backache for days without mentioning it. The patient wanted me to understand
him correctly; he said he did not start screaming, just acted grumpy, but that this
might even be much worse. He also told me that one other thing he did passionately
was to straighten up the house, such as in the kitchen, but without it being any help to
his wife. And he always had to sit on his chair. He went on to describe several other
compulsive and superstitous actions.

Victor Y was the parental advisor to the class one of his children was in. He de-
scribed how, prior to a meeting of the parents, he would feel pressure on the chest,
and pointed to his heart. Then he would let someone else talk first, gather some infor-
mation, and then it was easier for him to speak. | said that he was afraid of being at-
tacked if he went first. He agreed, saying he avoided it by always letting the others
speak first. He now felt he had to change the subject again suddenly; he said his face
would turn red when, for example, his supervisor came, and there was absolutely no
reason, none at all. Before falling asleep he would prepare long speeches he wanted
to hold the following day, but then he would improvise instead of saying what he had
prepared. | answered that he did possess self-assurance if he could improvise like
that. Rejecting my comment, he said he would let off a tirade, attacking others, and
then could not stop feeling guilt. He thought it would be better if he did not say any-
thing at all, adding that his neighbor acted the same way and quarreled with every-
one.

In the next session he was quiet, expecting me to give the command, “Start talk-
ing!” He said that he was busy sorting out his thoughts for a while, and that he would
say something when he was finished. He claimed he did not need the therapy, and
then commented about how bad he felt. “So,” he said, “do something about it!”

He then started to tell me everything imaginable, in a dialogue all his own, even re-
ferring to himself by his first name. By doing so he made it impossible for me to say
anything, yet he apparently was also giving me a picture of how he talked with himself
before going to sleep at night. While on night duty now something had happened to
him. “It was just time to stop and the phone rang. It was Mr. Z, and was | ready for him!
He asked why there was still snow in front of his workshop. Because it had snowed.
Why hadn’t it been cleared away. Because the people clearing the snow hadn’t got
there yet.” Then he had felt well, saying that Mr. Z was the kind that blew up right away,
and adding that he could argue with him because he asked such stupid questions. He
blushed. It had not been until he was standing in the shower that he had known he
should have done it differently, namely listen first, then say “yes,” then that something
had gone wrong and that it would be taken care of. If it had happened in the evening
he would not have slept a wink all night. “He, he must pay attention to everything, he
thinks it's his responsibility.” The patient said he would like to have a job like that, too,
because he could do it. He confirmed my comment that he picked the wrong time to
say out loud how he felt inside and made himself guilty. He recalled a few examples of
how others coped with their aggressions.

In the next few days he felt bad, walked around stiffly and awkwardly, and at work
only did as much as was absolutely necessary.

This patient, who described several versions of his conflicts with authority in the
first two sessions, had shown me in the very first quarter hour - by nearly asking if |
had had any vocational training - that my development as a doctor had naturally been
different from his and that he, not |, was competent with regard to his vocational situa-
tion. | listened attentively to his long explanations and knew that this was how he could
draw pleasure from his competence. | was thus able to recognize the patient’s ego ca-
pacities that he, because of the dominance of his superego and his compulsive traits,
would otherwise not have been able to portray in such a natural, secure, and unanx-
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ious manner. He then described how he had to make competent and responsible deci-
sions at work, and that when making these decisions he very rapidly felt he was being
insulted. As | told him that he did not feel secure with the real authority he did pos-
sess, he suddenly started to describe the company doctor. The patient described him
as someone who did not achieve enough for a qualified physician, despite everything
he was responsible for. This doctor had prescribed him a cure at a spa that had been
very nice but had not helped at all; the medication he had prescribed had not helped
either. In the next three sentences the patient, who was not very articulate, described
how he viewed the development of his difficulties. When his father had said something,
it meant having to obey the earlier corporal, but when his mother said something, it
meant he was under her thumb and lost all independence. He feared he was like his
mother, adding that he did not want to be like her.

By means of the dialogue that he initiated with himself at important spots, the pa-
tient showed me, first, his symptom - his brooding that kept him from falling asleep -
and, more importantly, how he avoided transference. Sometimes he quite consciously
took control of the session. The dialogue and cooperation between us was able to
continue because | did not offer the interpretation that he had to start a power
struggle with me because of the omnipotence he feared | possessed.

After working through his unconscious (oedipal) aggressions he was freed of his
neurotic inhibitions, yet certain intellectual inhibitions continued to obstruct his ad-
vancement. On the other hand, he no longer needed this advancement in order to
come to terms with his rivalry with his father (and substitute persons).

In the last session of his therapy, Viktor Y used numerous technical terms to de-
scribe an event that had occurred during his night duty. My statement that | could not
say anything about it because | did not know enough about the subject made him
laugh triumphantly. Then he was pleased by my comment that he had made a decision
in a difficult situation, responded flexibly, and did not postpone an inevitable repair.
Yes, he agreed, he thought he had become more humane. He said he was no longer
the eternal grouch that he had been known as, and people did not even recognize him
any more. He made me laugh again by suddenly saying, “Just don’t be afraid that I'm
going to go screwy!” He summarized what had changed and came to speak once
more about the test he had failed. Half laughing he said, “I'm beginning to accept the
fact that | will remain an electrician instead of going straight on to an institute of
science and technology.” | then briefly summarized the difficulties he had complained
about at the beginning and had now overcome, such as losing his temper, becoming
furious at the wrong instant, and not finding the right word at the right moment. Agree-
ing, he said he had stopped playing this game. He added, after pausing to think, he
would have to live through, experience, and also create the strength he might have,
even though his nerves might not always be strong enough. | replied that this was a
good conclusion. He stood up and said “Yes,” and that he would inform his doctor,
and in doing so mischievously avoided the usual good-byes.

6.2.2 Delinquency

By employing an adaptive indication, as we explained and grounded in Vol.1, it is
possible to successfully use psychoanalysis to treat delinquents. Yet it quickly be-
comes apparent that this designation is misleading since it is by no means the case
that only the families of delinquents and society at large suffer from such asocial
and delinquent behavior. This is a very divergent group of persons, and many de-
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linquents who have been written off and are apparently beyond hope do in fact
suffer from their incapacity to control their own behavior. Approximately thirty
years of experience, especially that gathered in Dutch institutions of forensic psy-
chiatry, justify cautious optimism that such persons are accessible to psychother-
apy (Goudsmit 1986, 1987). Given the appropriate modifications, the use of the
psychoanalytic method is far less heroic than indicated by the Menninger Project.
At the time the Menninger Project was conducted, it was a “heroic” undertaking -
according to Wallerstein (1986), who referred back to Ticho - to continue using
the standard technique even in cases that, as we know in hindsight, would have re-
quired greater flexibility in combining therapeutic techniques.

The modifications, whose effectiveness has in the meantime been demon-
strated everywhere, are directed at establishing a therapeutic relationship. Many
delinquents have not experienced reliable family ties in childhood and adoles-
cence.

If an analyst has established a therapeutic relationship with a delinquent, it is
important that he be particularly cautious because subliminally a disturbance
might develop. Such individuals all too often know that they can take another per-
son for a while before it comes to a surprising end, and from the perspective of the
patient the end is almost always the other person’s fault. As is well known, the fa-
vorite defense mechanism of these patients is projection to the outer world. The
fear and anticipation of this expected end leads some patients to undertake the
unconsciously guided attempt to bring about the termination themselves. In this
case there is a tendency for patients to flee from inpatient treatment, or to pretend
to achieve satisfactory cures in outpatient treatment. It is important for the analyst
not to fall for such attempts at self-deception, which may be very tempting. If he
does, the two parties may decide to terminate treatment as successful although
each of them privately suspects that the patient will subsequently have a relapse.
The continuity of the therapy can be assured by soberly evaluating which length of
therapy is required. Thus it is also in the patient’s interest for the analyst, despite
his empathy for the patient’s momentary situation, to maintain a friendly distance
and not to let himself be used by the patient, such as to obtain short-term satisfac-
tion.

It is often necessary for the analyst initially to accept the patient’s notions
about therapy, in order to gain his confidence, and not to attempt to impose rules
that the patient will rebel against because for many patients rules have always
been handed down from above. In the case described below, hypnosis was per-
formed several times at the patient’s request, and psychotherapy was subsequently
combined with kinesitherapy. With many delinquents it is almost essential that a
social worker participate in the course of the therapy.
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Example
Initial Interview and Biographical Data

We will follow the detailed notes that the analyst made, summarizing them with
the author’s approval.

Simon Y’s treatment began with a telephone call, followed by an initial inter-
view the next day. He was 37 years old, had a police record, and came to the analyst
in an emergency. The analyst offered “first aid”; decisive was that the analyst did
not primarily view the patient’s wish for hypnotherapy - that the patient tied to a
threat to commit suicide - as a kind of extortion but rather as an indication of the
severity of the emergency. Otherwise their contact would not have extended beyond
the telephone conversation, which the patient would have taken to be another rejec-
tion. The analyst’s willingness to adopt a comprehensive view of the repertoire of
therapeutic techniques and to take Sandler’s (1983) adage seriously that psycho-
analysis is what psychoanalysts do was an essential factor is creating a basis of con-
fidence. There must have been a fortunate coincidence of factors on both sides that
enabled a supportive relationship to be established in the very first interview and
that this even enabled the patient to wait three months for therapy to begin.

We presume that the patient managed to wait for such a long time because he
viewed the analyst’s offer as his last chance and because the initial interview had
given him sufficient hope of being able to find support and security. The patient
had expected a repetition of his earlier experiences, which he described in the fol-
lowing way: “I'm afraid there’s no hope for me any more; that’s what all the other
doctors have said before turning me down.” After sobbing for a while, he asked
the analyst, “Why are you wasting your time with me? Nobody has ever spoken
with me as long as you have.” At this moment the analyst could truthfully assure
the patient that he had decided to try to assist him in his struggle to change his life,
yet without knowing whether hypnosis was the right method. However, if the pa-
tient believed it would help, he was willing to try it.

Several reasons that provided the subjective basis for the analyst’s decision to
attempt therapy can be gleaned from his thoughts and feelings, which he de-
scribed in the following way: “It’s a mixture of great pity and indignation at the
manner he has been treated, and a feeling of impotence: What can I do to help in
this case? Nonetheless in the course of the initial interview I gained the impres-
sion that I could work with the patient and that a genuine attempt to treat him has
never been undertaken. ... I feel I have to emphasize that I did not have the feel-
ing that I was coerced into making the offer.”

When the analyst made his offer of therapy he was not familiar with any of the de-
tails of the patient’s case history or with the records from other institutions. With the
patient’s approval the analyst requested and studied these reports. The external data
about the nature of his delinquency corresponded with the information the patient
had provided; we now cite from the analyst’s brief summary of this information in
order to make the course of Simon Y’s treatment more comprehensible.

This patient was borne out of wedlock, was unwanted, and has been pushed back and
forth, i. e., away, for his entire life. From the fondling home after his birth he was sent
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to the prejudiced parents of his mother, who thanked God that his Dutch father - who
had been a member of the resistance - had been arrested and killed in a concentra-
tion camp. In elementary school he was isolated and handicapped by his stuttering
that became progressively worse. He had cried a lot as a child, which was a symptom
that later so irritated professional helpers that they did not know how to handle him.
The well-meant advice of a school doctor that the 11-year-old and weakly boy be sent
to a reformatory in the western part of the country led to new and severe traumas. Be-
cause of his dialect he stayed an outsider among the local youths. He vividly recalled
the separation from his mother at the train station as an example of evil betrayal be-
cause she did not heed - and as he later realized, probably could not have heeded -
his begging and pleading to let him stay. He described the two years he spent in the
home as terrible.

He was discouraged by his isolation and his incomplete education, and after re-
turning to his home town he broke off two attempts to obtain training to be a mechan-
ic after just a few days. After working irregularly as an unskilled laborer he passed the
driving test. After being convicted of burglary he was sentenced to 6 months on pro-
bation. Then, during a longer period in jail awaiting trial he rejected the company of
other prisoners and the work he was assigned to do. After being released he did odd
jobs working as a truck driver. He was often off because of headaches and backaches.
The usual referrals back and forth between the social and psychiatric services were in-
tensified. He did not know how to use the help he was offered, and stopped two stays
in a psychiatric hospital. At the age of 22 he was sent to a center for crisis intervention,
where he became fully aware of his pedophiliac tendencies, which he had hardly prac-
ticed previously. He had lived with a younger (male) friend and had hoped to establish
a stabler life with him. When his friend ended their relationship, he fell at first into des-
parate rage and then into depression and thought about committing suicide.

Simon Y fell through the cracks in the network of social psychiatric services and
consiliary examinations that are the consequence of the divisions in responsibility and
competence. On the basis of thorough psychological testing, his 1Q was determined to
be 104. His drawings were at the level of a 12 year old. His capacity for social adjust-
ment was considered minimal, yet the result of an MMPI was surprisingly normal. Over
the years he had been prescribed large amounts of psychopharmaceuticals, which he
had stopped taking long before the initiation of psychotherapy. Finally, the result of
further psychiatric examinations was that no help could be offered to him; it was at this
time that he mentioned his pedophiliac tendencies for the first time and asked whether
hypnosis could not free him from them. Reading about yoga had given him this idea.
As a result, he was referred again to the department for social work with the instruc-
tion that other housing be found for him. Simon Y had lived for years in a dilapidated
house, in isolation since the separation from his friend, his only companion being his
dog.

Simon Y had thought a lot about the meaning of his life and his difficulties and
sought solutions on the basis of his belief in reincarnation. He feared he would no
longer be able to escape his isolation and was insecure as to whether he was truly
pedophiliac or not. He had not been moved by his brief sexual relationships to
women, but he was enthusiastic about being with teenage boys. “Maybe they give
me the love that I was denied earlier.” The fact that this thought might have been
suggested to him in one of the many talks he had had does not alter the fact that
Simon Y still accurately described his situation from his perspective.

The analyst who offered him treatment divided the therapy into phases accord-
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ing to external data and thematic focus. Below we give several passages verbatim
and summarize others. After approximately 9 months of work the therapeutic rela-
tionship was sufficiently consolidated that it was possible to initiate analytic psy-
chotherapy. For didactic reasons we are interested in this long phase of prepara-
tion and how the analyst structured it. We conclude this description when the shift
to psychoanalysis took place.

First Phase of Treatment

Simon Y’s personal and social situation did not deteriorate during the three month
waiting period. He arrived punctually at the agreed time. Looking embarrassed and as
if he had been crying, he only said “Here | am.” Since a pause at this moment can be
disastrous, | asked him once more how he had had the idea of undergoing hypnosis
and what he expected from it. He told me about his earlier experiences with yoga. His
yoga teacher had told him that an individual has a very deep unconscious life and that
it was sometimes possible to look behind the mask by using hypnosis. | replied that
this was true, but that looking behind the mask was in many cases insufficent for really
working through what was hidden there. | also pointed out that it was quite possible
that we might encounter very shocking things behind the mask. Furthermore, | men-
tioned that it was possible to record what happened during hypnosis, thus giving him
the opportunity to hear for himself what he said during the hypnosis. He answered that
he thought it was a little horrifying, but rejected my offer to leave out very troublesome
topics, saying “If we do it, then everything” - he could take it.

To test his ability to enter a trance, we began with the relaxation exercises from au-
togenic training. This was a failure since the patient was unable to concentrate.

Commentary. The analyst’s intention was to direct the memories about affectively
strongly prominent, forgotten, or repressed experiences that the patient recalled
during hypnoanalysis to a more intensive conscious study and therefore suggested
that the dialogues conducted under hypnosis be recorded. In the process hypnosis
would lose it secretive and magical character, becoming part of the analytic proce-
dure and allowing the transference and countertransference processes taking place
in it also to be worked through. In this regard the introduction of the tape recorder
into the therapeutic situation made it possible to expand the range of adaptive in-
dications. It thus became possible to carry out the transition from the preanalytic
treatment provided during a flexible introductory phase of unspecified length to
an analysis of transference and resistance in a methodologically correct manner.
Thus, to supplement our comments on this topic in Sect. 7.9, an analyst can under-
take such analyses precisely by means of using a tape recorder, instead of despite
using one. Even patients whose mistrust of the analyst’s secret means of influenc-
ing is so large that they bring their own recorder can also be given therapy accord-
ing to an adaptive evaluation of indications.

The patient began the second interview a week later by commenting that there had
been hardly any change. Then he had to laugh and said, “Funny, but you hope for
some change although it’s clear to me that it's not at all possible.” He wanted to try
the relaxation exercises once more, and this attempt was also a failure. The patient
then asked whether it was possible for me to record the relaxation exercises on a tape
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he could take along to practice at home, which | agreed to do. With a small smile he
concluded, “But I'm going to continue coming. You can depend on it.”

As was to be expected, it was not possible for the patient to do the exercises at
home with the tape recorder either. Since the Christmas break was approaching, we
talked in detail about how to proceed. | made the patient the offer that he could call me
at home if he had any serious difficulties. After the break he told me that he had had a
very bad three weeks; he had felt terribly lonesome and had been repeatedly over-
whelmed by the idea that his life was meaningless and that everything was useless. He
was also plagued by frequent headaches, which forced him to lie down. The rest of the
time he had taken care of his dog: “Without my dog and the prospect of coming here, |
wouldn’t have managed to survive these three weeks.”

Simon Y did not have a clear idea of what he wanted or did not want in life, or of
what he wanted more and what less. | therefore advised him to prepare a list of what
he wanted and what he did not want at all or not much, which he brought to the next
session. It was apparent from his list that what he did not want was associated with as-
signments he was given by third parties, especially by the authorities. The things he
wanted were all connected with improvements in how he lived, with his ailments, and
with his limited opportunities for having contact. The biggest item in our interview con-
sisted of his insecurities in life. It became apparent that it was impossible for him to
feel at ease in any area. The only area he did not have any problems was with his dog;
he knew his dog understood him without him saying a word.

Commentary. The analyst took over the functions of an auxiliary ego by making
clarifying suggestions. The patient managed to gain a better impression of his own
goals, which were quite vague, by preparing a list. Identifying his goals in this way
facilitated the course of the interviews because it was possible to refer back to
something tangible.

Second Phase of Treatment

Simon Y talked in detail about his feelings of inferiority, which started back in kinder-
garten and were reinforced at school. His teacher stopped asking him questions be-
cause he was too dumb. He said it was like that everywhere. | expressed my convic-
tion that he had many profound ideas. And furthermore, the psychological examination
had clearly shown that he was not dumb. The problem was that all of these experi-
ences had given him an inferiority complex, and it was our task to overcome it.

He talked about his being alone, his feeling of being alone, and pedophilia, in addi-
tion to about his inability to concentrate and his inferiority feelings. He said that he
meant something to “the boys.” Almost blushing, he added that he was not thinking
about sex. Then he gave me a lecture explaining that pedophilia was caused by a pre-
dispositon and that it was impossible to do anything about it. Since | did not make a
comment, he asked, “Or is it possible that all of this is somehow related to my own ex-
periences as a boy?” | gave the simple answer, “| think so.”

Consideration. The identificatory character of his love to the boys seemed clear to me,
yet it was still too early to make any allusions to it.

In the next session Simon Y first talked about the feeling of insecurity he had in all
of his relationships. He asked me again whether it might not be connected with his
earlier experiences. Then | reminded him that we had wanted to make an attempt at
hypnosis in this session. Relieved, he answered, “Yes, naturally I've thought about it
but | didn’t want to be the one to mention it because you might have thought that |



6.2 Specific Problems 215

want to have my way at all cost.” Less clearly he then stammered, “And besides |
wanted to see if you hadn’t forgotten it.”

To achieve a trance, | chose the fixation method since the patient had amply dem-
onstrated how bad his concentration was. It took a rather long time for him to enter a
slight trance. He was visibly dissatisfied with what he had achieved, as shown by his
statement “| didn’t notice anything.” It was obvious that he had doubts about my skill.
When | told him that it was often difficult at the beginning, he did not seem convinced.

| was not amazed that Simon Y came to the next session complaining. “A bad
week, didn’t do anything, didn’t feel like doing anything, and lots of headaches.” | did
not tell him that this stemmed from his disappointments at the last session, but sug-
gested that we continue with hypnosis. This time he entered a trance more quickly and
it was much deeper. He recalled his departure from his mother, when he was sent to
the home in the western part of the country. He immediately began to cry, telling me
between his sobbing that he had felt terribly abandoned. He was completely lost in his
pain and asked repeatedly, “How can a mother do such a thing to a child?” He also re-
membered that he had vomited on the train platform because he had felt so agitated
and anxious, but his mother had been unrelenting. He was so agitated that | suggest-
ed that he would feel better and relaxed after he woke up. Simon Y was conspicously
composed and calm after the hypnosis. He was silent for a while before saying that he
could recall everything. After a pause he added, “I don’t dare even think that I'm in
treatment here and that it's going to continue.”

Consideration. | did not tell him that he feared that | might send him away, just as his
mother had done. Such an interpretation would have constituted too great a burden at
this point.

Commentary. The patient’s fundamental anxiety about being sent away and
pushed around, i. e., his lack of security about having a fixed place in life, and his
anxiety about being sent away again led the analyst to first strengthen the thera-
peutic relationship and not to interpret the anxiety. In our opinion the most im-
portant issue is to put the interpretation of anxiety about a renewed loss into a
proper context. The rule that the analyst should interpret the anxiety at its point of
urgency is frequently understood to mean that this is the deepest or strongest point
at which the anxiety originated. If, in contrast, the analyst orients himself on
which anxieties a patient is momentarily able to master, then the urgent points are
different and the analyst can refer to a wide spectrum of affects. From this per-
spective there is no reason not to refer to the patient’s anxiety by name and to as-
sure him at the same time that as far as anyone can judge the continuity of the
therapy is assured for quite a while.

The patient came to the next session in a fairly good mood, which was conspicuous. It
had been a good week, at least for him. After he had made some introductory com-
ments, | suggested that we continue with the hypnotic treatment. He could not con-
centrate and perspired, finally entering a trance and returning to kindergarten. Some-
where there were some other children, but he could not give more precise details. The
teacher was nice. Simon Y saw himself in a sandbox, where he felt satisfied. He was
not being teased.

After the hypnosis | asked him if he had not felt lonely playing in the sandbox while
the other children were playing together. Simon Y gave me an amazed look and said,
“Haven’t you realized yet what a relief it was for me that the other children weren’t
bothering me? Being left alone was precisely what was nice. And the teacher wasn’t
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bad either.” He also told me that his mother had got rid of his little toy bears while he
was in the home; “She didn’t realize how important they were to me.” | thought to
myself that he had thus lost a transitional object.

At the end of the next session | gave him a small package containing a small toy
bear and said, “It’s not the same as you used to have, but maybe you will like it any-
way.” Simon Y beamed from one ear to the other when | gave him the package. He did
not open it and silently left for home.

This week went very well for him, and his headache went away after a half a day of
quiet. He told me how much he had enjoyed getting the little toy bear. “What a won-
derful gesture that was.” Then we returned to hypnosis, and this time he entered a fair-
ly deep trance very quickly, a present for me. At first he was silent for a while, but then
he became increasingly tense, swallowed several times, looked around anxiously, and
said that he had previously not known that he had been sent to Amsterdam. He was
just told, “It will be good for you to be together with other children.” He now said that
his mother and a social worker from the foundation supporting war victims had accom-
panied him to Amsterdam. Then he cried again for a long time. “How could my mother
do this to me? She didn’t know better, but as my mother she should have understood
me.” He added that every inmate in a jail was better off than he had been because the
inmate knows what he has done. Simon Y had not known why his mother had sent him
away. At the home he had learned to be disobedient.

During the hypnosis there was a catharsis, and afterward | asked him if he had later
ever spoken with his mother about this terrible time. His decisive answer was, “No.
That was completely impossible. Mother would have been mad if | had wanted to talk
about it.” Since then he had given up the idea of talking about it with her.

At the end of this session Simon Y asked me if | agreed that we could now pro-

ceed without hypnosis. He said that not very much new material was appearing, and
he had now learned to overcome his shyness and talk with me frankly. | agreed, adding
that we could still try hypnosis again if he wished.
Consideration. Giving the patient the little bear was an unusual intervention. | had of
course thought for a long time about whether | should do it and whether | was buying
the patient’s affection. | finally did it because | thought that it was a good idea for the
patient to have a visible and clear sign of my presence and my involvement, especially
since the treatment could only take place once a week. The further course of the treat-
ment showed that my assumption was correct. The therapeutic relationship was
strengthened considerably, which in turn had a clear influence on the therapeutic pro-
cess.

Third Phase of Treatment

Simon Y was feeling much better. He raised the question of whether his frequent out-
bursts of crying during hypnosis had been a revival of his earlier suffering or an
abreaction. | answered that it was probably both.

After the Easter break he told me once more about his youth, this time in particular
that he had not had a father, and also about all his feelings of powerless and humilia-
tion. In the next session he spoke about his pedophiliac behavior, saying that he found
adult men repulsive and did not know how to act toward women. He preferred 15- to
16-year-old boys because a relationship with them was not binding. It was impossible
for him to establish a firm tie. Yet he also regretted the fact that the boys all grew old-
er, ceased to be interesting to him, stopped exciting him, and usually went their own
ways. It was a disappointment built into such relationships. He then raised the ques-
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tion again of the sense of life “on this lonely star.” | let him tell me a lot about himself,
not making any interpretations and only asking questions to keep him talking. The top-
ic of the following session was his passivity. He said he was able to do nothing for
days, got terribly bored, and became tired very quickly. At times he would get very
angry with himself, but was unable to understand why. Nonetheless, in the meantime
he had registered himself for an athletic project where he lived. He had done it in such
a way, however, that nothing could come of it. | told him about the possibility of kinesi-
therapy and asked him what he thought of the idea that | register him for it. He reacted
unexpectedly positively, saying that it appeared to him to be a good thing to do.

Just one week later he asked whether there was any news about the kinesitherapy.
He said he had had the idea that he had to organize his life differently, that things
could not continue as they had, and that nothing was free either. During one of our
first sessions | had told the patient that it would be good if he got more exercise and
that his dog was bound to enjoy it, too. It was easy to see that the patient was not in
good condition. He told me that he had walked and cycled a lot in the last few days,
leaving him suffering from muscle aches. He was so isolated from others that it was
impossible for him to bear permanent company. And he was angry once again that his
life was wasting away so senselessly. Then he mentioned a new factor. He had had a
conflict with the municipal administration, having been given a reminder to pay his dog
tax, which he found completely unfair. Simon Y complained bitterly about the bureauc-
rat’s unfairness. But then a miracle happened. Completely by surprise, he had received
a letter from the city informing him that because of the special situation he was being
freed of the obligation to pay the dog tax. Simon Y was happy about his victory, but at
the same time said that he was not really concerned with the tax, just with getting his
way.

My assumption that winning this conflict would strengthen his self-esteem turned

out to be an illusion. In each of the following two sessions Simon Y complained that he
felt lonely, that his situation was hopeless, and that everything was senseless. He had
received news that he could move into a small new apartment at the beginning of July,
but he reacted ambivalently to it as well. “There’s no purpose left.” His attraction to the
boys grew stronger and stronger. “Nothing works any more; there’s just misery and
frustration.” Although | had just been informed that he could soon start the kinesither-
apy, | did not say anything about it in this session.
Consideration. | had the impression that | would only have given him some superficial
consolation by telling him about the kinesitherapy and would actually disturb his efforts
to solve his conflict. In addition, the summer vacation period was approaching, and it
seemed a good idea to me not to give him the good news until shortly before the sum-
mer break.

In the next session | told him that he could start the kinesitherapy after the summer
break. Simon Y replied, “If you had told me that a year ago, | wouldn’t have accepted. |
wouldn’t have believed it would happen. Today | intend to continue.” Afterwards he
told me about a dream in which he was in prison and felt sullen and completely indiffer-
ent. It was at this point that he told me for the first time in detail what had happened
when he committed his crime.

Consideration. | thought that his dream reflected his real situation, being alone, espe-
cially prior to vacations, but | still thought it was too early to offer an interpretation,
especially considering the approaching summer break.

Simon Y asked what | was doing during my vacation. He had imagined something
like Nepal, a safari in a reserve in Africa, or at least one of the Caribbean islands. | told
him that | would spend my vacation in an ordinary mountain village in south Tirol, and
gave him my address. Simon Y did not have any plans himself. How should he have
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any? Just some hazy idea about driving far away into the Sahara desert, together with
his dog, in his old delivery van. At the end of the session he told me, “Don’t worry
about me, I'll get over the long gap in good shape.”

Fourth Phase of Treatment

Simon Y was lethargic when he came to the first session after the summer break. He
was not at all inclined to move into a new apartment. After remaining silent for a while
he told me that he had met a 14-year-old boy about four weeks ago. The boy attended
a school for children who were emotionally disturbed and had learning difficulties; Si-
mon Y described him as being very sensitive and attached. The boy often spent the
entire day with him, but they had not had any sexual contact yet, although the boy was
seductive. We had a long talk about the pros and cons of such a sexual relationship
with a minor. Simon Y was convinced that “If a boy wants this kind of thing, then it's a
sign that he needs it, and then it couldn’t be harmful.” He himself referred to the legal
difficulties; “If the boy were one year older, then the police would be more likely to look
the other way.” After Simon Y had raised the issue, | asked him whether he wasn't de-
terred by the risks associated with such a relationship. He answered spontaneously
that he did think about them but that a person had to take some risks in life, and that
in addition the boy had already had several experiences and would not say anything.
Important for him was less the sexual contact than the tender feelings he felt toward
the boy. He added, “But if he clearly leads me into having sexual contact, then | don’t
know if | can resist him.”

Consideration. It was clear to me after this session that the therapeutic relationship
was now secure enough for him to tell me about these things without being in the
least afraid. At the same time | asked myself the question | had not asked the patient,
namely if the fact that he had established ties to this boy was not a consequence of
the summer break.

Several hours later Simon Y came into my office very excited. He had been threat-
ened in his house by a group of older boys and managed to escape through the back
door. In response to my questions he admitted that he had had sexual contacts to one
of the boys several years ago, but that this boy now had a girl friend and was filled with
hate toward Simon Y. We talked in detail about this being one of the risks of sexual
contacts with younger boys, and | summarized: “The boys want adventure and sex,
while you desire a relationship you cannot have with people your own age. The result is
that you have diametrically different interests, and therefore such a relationship cannot
offer you what you expect. And besides, it can only last a very short time.” Simon Y
said that this last point was especially important to him and that he shyed away from a
longer-lasting relationship. Moreover, he said he could not act differently since pedo-
philia was inherited. | replied that we would continue talking about this topic later and
that things were not as simple as he imagined. During the next two years we talked
about this topic over and over again in different contexts.

| had the impression that the preliminary phase was completed after nine months
of therapy and that the therapeutic relationship had been consolidated, permitting us
to slowly enter the phase of analytic psychotherapy. It is usually impossible to clearly
distinguish between the two phases, and this was true of this patient as well. The main
result was that a fairly stable therapeutic relationship had been established and that
the patient was ready to cooperate and was motivated. It was also important that the
transition to analytic therapy took place as continously as possible and that nothing
abrupt happened in treatment that came completely unexpected for the patient. It
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hardly deserves emphasizing that interpretations are always directed at the patient’s
experiencing and at his momentary understanding and insights.

The goal of the subsequent therapy had been defined, namely to give the pa-
tient the opportunity to find meaning in his life, which he had experienced to be
senseless. The question that was always in the background was the degree to
which he was “predisposed” to pedophilia. This case confirms our experience that
an effective treatment of pronounced and fixed psychosexual disturbances is only
possible within the framework of a comprehensive psychoanalytic therapy. Moti-
vation, of course, plays a very special role in the therapy.

Summary of the Treatment

It is necessary to distinguish two periods in Simon Y’s treatment. The first covered the
period from August until October, the second from the end of February the following
year until the conclusion of the period reported here in February a year later. Let me
add that the treatment is still continuing.

Shortly after the beginning of the first phase the patient brought me a notebook
containing his personal comments and asked me if | would be willing to read them dur-
ing the next week. The primary topic of his comments was the story of the euthanasia
of his dog, which had been incurably ill. To keep it from suffering, Simon Y had fed his
dog the sleeping tablets he had saved “for an emergency.” His notes revealed his in-
tense emotions, his normal intellectual ability, and his state of neglect.

A topic that dominated the first period was his frequent crying. He began crying
during the interviews after he had had a crying fit in one of his sessions of kinesither-
apy. He viewed his crying as a sign of his inability, yet also felt a strong aggressive
force within him, which he was afraid of. He requested hypnosis once again, in the
course of which he had a crying fit, worse than anything he had experienced since the
initial sessions. Conspicuous was the fact that the patient hardly cried any more after
we had discussed the fit in the context of his most recent experiences. Other themes
that frequently recurred were his loneliness and his inability to make social contacts.
After this he made his first small and hesitating steps to make contacts; for example,
he helped at a traffic accident and volunteered to help at an animal home. At the ani-
mal home he was turned down; he was very surprised, however, that he had accepted
this rejection as something normal, not letting it affect his entire life. In this phase ped-
ophilia was a secondary topic; occasionally Simon Y asked why it was that he found
precisely these boys so interesting. Yet the time was not ripe to discuss this topic.

It came as a complete surprise to me when he announced in October that he want-
ed to end the therapy. He felt independent and strong enough to try to continue with-
out therapy. He also mentioned that he had contacts to a commune that was ready to
let him join. He was very impressed that there were people outside of therapy who ac-
cepted him for what he was; he could even bring his dog. He also asked whether he
should get into contact again sometime, and | answered that | would be pleased to
hear from him.

A few months later he called me, and it was more than a coincidence that he called
at exactly the time he would have had a session. He told me that an acquaintance of
his had committed suicide in an extremely dramatic way. He came the next day and
gave me the impression of being calm and unexpectedly self-secure. He was very sad-
dened by the suicide, yet was easily able to imagine what had happened since he him-
self used to have such thoughts for many years. He also made it clear that he no long-
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er had such thoughts. Then he told me about the commune. Once in a while he had
conflicts, but he was always able to talk about them. | had the impression that the head
of the commune was rather authoritarian. Simon Y also mentioned the name of a girl
who lived there, and after our conversation he seemed satisfied and returned to the
group he lived with.

It was clear to me that the treatment had not been concluded; my impression

was reinforced by the fact that the group he lived with seemed to exert more influ-
ence in the direction of dependence than of independence. After a few months
Simon Y returned again. At first he was depressed by the fact that he had left the
commune. He viewed this as a failure, and it was only after several weeks that he re-
alized that it was a gain, not a loss. He had not given in to the pressure to submit to
the others. This strengthened his self-confidence, even in some otherwise bleak ses-
sions. At this point, therapy focussed entirely on his pedophilia. It was then<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>