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Introduction

Carolyn S. Ellman

In our field scientific spirit and care for the object certainly are not
opposites: they flow from the same source. It is impossible to love the
truth of psychic reality, to be moved by this love as Freud was in his
lifework, and not to love and care for the object whose truth we want
to discover. All great scientists, I believe, are moved by this passion.
Our object, being what it is, is the other in ourselves and ourself in the
other. To discover truth about the patient is always discovering it with
him and for him as well as for ourselves and about ourselves. And it is

discovering truth between each other, as the truth of human beings is
revealed in their interrelatedness. While this may sound unfamiliar
and perhaps too fanciful, it is only an elaboration, in nontechnical
terms, of Freud’s deepest thoughts about the transference neurosis
and its significance in analysis. [Loewald 1970, pp. 297-298]

In what follows I shall endeavor to collect together for the use of
practicing analysts some of the rules for the beginning of the
treatment. Among them there are some which acquire their impor
tance from their relation to the general plan of the game. I think I am
well-advised, however, to call these rules “recommendations” and not
to claim any unconditional acceptance of them. The extraordinary
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diversity of the psychical constellations concerned, the plasticity of all
mental processes and the wealth of determining factors oppose any
mechanization of the technique; and they bring it about that a course
of action that is as a rule justified may at times prove ineffective, whilst
one that is usually mistaken may once in a while lead to the desired
end. These circumstances, however, do not prevent us from laying
down a procedure for the physician which is effective on the average.
[Freud 1913, p. 123]

Even among staunch Freudians the debates about what remains of
classical psychoanalysis as described by Freud are very intense. In 1923
Freud said, “The assumptions that there are unconscious mental processes,
the recognition of the theory of resistance and repression, the appreciation
of the importance of sexuality and the Oedipus complex, these constitute
the principal subject matter of psychoanalysis and the foundations of its
theory,” and he added, “No one who cannot accept them all should count
himself a psychoanalyst” (1923, p. 247). In a recent article Leo Rangell
(1996) says what is more “specifically analytic is the direction towards the
unconscious, the intrapsychic and the scanning for conflictual states. These
are the essential and pathognomonic concerns of analysis” (p. 143).

When the Freudian faculty at the New York University Postdoctoral
Program in Psychotherapy and Psychoanalysis set out to do a conference
on contemporary Freudian theory and technique, it was because we
wanted to define for ourselves (as well as for others) what criteria we used
when we said we were “Freudians.” Had we modified and changed our
positions so much that we ourselves, when put to the test, might actually be
unclear as to our “true selves”? Many leading analysts such as Wallerstein
(1990) have questioned how different the different schools of thought
really are. He says that we should call ourselves analysts if we have a
common ground centered on the technical ideas of transference and
resistance, and that we should look for the common ground between us
and not focus on our differences. Rangell (1996) disagrees strongly with
this position and feels that we must spell out exactly what is Freudian and
try to encompass the changes that have occurred into a larger theory in
order to try and preserve some scientific integrity.

All of us in this book identify ourselves as Freudians. Are we clinging
to some outdated notion of ourselves? Have we refused to look at the
changes that have occurred in our ways of dealing with patients in the last
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twenty-five to thirty years or to acknowledge the profound nature of these
Changes in our identity? The answer to why we are Freudians and what
distinguishes contemporary Freudian technique at New York University is
the essence of this book.

It is a little over a hundred years ago that the word psychoanalysis came
into being in a paper called “Heredity and the Aetiology of the Neurosis”
prepared by Freud for a French neurological review. He said, “I owe my
results to a new method of psycho-analysis” (Freud 1896, p. 151). And
within five or six years “he was beginning to collect around him a group of
men of like interests, attracted by his ideas and prepared to work within this
general method [of free-association]” (Wollman, 1971, p. 137). Within ten
years Adler, Federn, and Rank had joined Freud, and by 1908 Ferenczi had
come.]ung, Binswanger, Abraham, Brill, andjones were already interested
in this method and visited Freud from abroad. They were interested in how
to treat hysterical patients. Freud had published his famous Studies on
Hysteria in 1895, and he had also written The Interpretation of Dreams in 1900,
in which there was clearly a new theory of the mind.

And as the movement developed, it seemed most natural to its
members that they should call themselves after the method that they
practiced. They were psychoanalysts. In April 1908, the informal
Wednesday evening meetings, at which they came together to discuss
their ideas and the progress of cases, became known as the Vienna
Psychoanalytical Society. In the same year the first International
Psychoanalytical Congress was held at Saltzburg. [Wollman 1971, pp.
137-138]

The concept of the unconscious was long known to philosophers and
poets, but no one had tried to systematically examine the manifestations of
the unconscious in a scientific fashion. How shall we live our lives in a
moral fashion was for Socrates the fundamental question of human
existence, but Plato, Shakespeare, Proust, Nietzsche, and Freud compli
cated the issue by insisting that there are deep, dark, and uncontrollable
currents of meaning in the unconscious. Wollman concludes that Freud
“led people to think about their appetites and their intellectual powers,
about self-knowledge and self-deceit, about the ends of life and about
man’s profoundest passions and about his most intimate or trivial failings,
in ways that would have seemed to earlier generations at once scandalous
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and silly” (p. ix). And, one of his greatest contributions was that he created
a truly unique therapeutic technique by inventing the “analytic situation.”
As Steingart (1995) states, “Freud created not only a new theory of human
nature but, interrelated with that theory, a new type of human relationship,
whatever might be the theoretical orientation of the analyst” (pp. 108
109

In trying to understand the psychoanalytic situation it is interesting to
note how few papers on technique Freud actually wrote.

During a half century of clinical work and in some 300 scientific
publications, Freud wrote relatively little on the subject of technique.
Between 1895 and 1937, he dedicated some 20 papers-not counting
the case studies whose primary purpose was to prove the validity of
scientific hypotheses, not to demonstrate his therapeutic method-to
the question of what principles should guide the analyst in conducting
a psychoanalytic treatment. Of these, only a handful are . . . explicit
in technical instruction .... Most importantly, however, it was Freud’s
skepticism about the usefulness of establishing strict rules in the
training of future analysts that restrained him. He believed that only
general guidelines could be laid down and that their application had
to be left to tact and experience, particularly in the form of a training
analysis. [Lohser and Newtown 1996, pp. 11, 13]

Freud wanted to leave many things open to the future. He said in
1923,

Psychoanalysis is not, like philosophies, a system starting out from a
few sharply defined basic concepts, seeking to grasp the whole
universe with the help of these and, once it is completed, having no
room for fresh discoveries or better understanding. On the contrary,
it keeps close to the acts in its field of study, seeks to solve the
immediate problems of observation, gropes its way forward by the
help of experience, is always incomplete and always is ready to correct
or modify its theories. [p. 253]

In reality, contrary to the popular belief that Freud was rigidly holding on
to certain beliefs, his theory was always changing. As Strachey points out in
1943 in The Freud-Klein Controversies,
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[If] Freud’s own discoveries and theories had been made, not by a
single man in the course of one lifetime, but by a succession of men
over a longer period of years [such as the changes from the seduction
theory to his views on infantile sexuality, the change from the
topographic model to the structural model, the changing views on
narcissism and the ego-ideal and superego, and the development of
the dual instinct theory] . . . it is not very fantastic to suppose that
every one of such modifications . . . would have provoked crises
exactly comparable to our present one and to the many others which
may be ahead. Nevertheless, as things in fact turned out, there were no
such disruptions; the innovations and corrections succeeded one
another with the utmost smoothness. [King and Steiner 1991, pp.
606-607]

Strachey was right. The transitions aren’t smooth today and the
debates are so intense and complicated that people are turning further and
further away from theory. As far back as 1976, George Klein was urging that
we do away with metapsychology and just focus on the clinical theory. And
in the introduction to a recent book, Glen Gabbard, a leading psychoana
lyst, says that early in his career it became apparent to him that no one
theory had all the answers to the challenges he confronted in clinical
practice. “Empirical validation of one theory as superior to another is so
complicated in our field that we must use clinical usefulness as the major
test” (Gabbard 1996, p. xi). But while it is possible to feel threatened by
these changes and it may prove difficult to really integrate them all, it is
also challenging and productive. As Riccardo Steiner says in the conclusion
of The Freud-Klein Controversies,

In spite of the difficulties [caused by the bitter debates that almost
destroyed the British Psychoanalytic Society] _ . . the scientific life of
the Society was characterized by an explosion of creativity in all sorts
of directions. One has only to remember the work of Melanie Klein
and her post-war pupils W. R. Bion, H. A. Rosenfeld, and H. Segal, on
psychosis; and the contributions of M. Balint,]. Bowlby, and, above all,
D. W. Winnicott, especially during the fifties and the sixties ....
Especially when the narcissism of the small differences does not
interfere too much, the existence of different groups can lead to a
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very lively comparison of ideas and viewpoints even today (my empha
sis). [King and Steiner 1991, pp. 916-917].

We particularly like to turn to The Freud-Klein Controversies not only
because of the fascinating debates that occurred then but because the New
York University Postdoctoral Program is also an institute where many
different points of view are represented (Freudian, relational, interper
sonal, and independent). We are proud that this respect for different
points of view was upheld here, thanks to the program’s founder, Bernie
Kalinkowitz. We don’t think there is anyone on the Freudian faculty who
has not been affected in some way or other by object relations theory, by
Kohut, by infant research, by the new findings in brain research, and
particularly by the continually expanding thoughts about the nature of the
therapeutic process. From our own faculty, we have already conceived of
such new concepts as “analytic trust” (Ellman 1991, 1992), “pathological
play” (Steingart 1995), the “therapeutic object relationship” (Grunes
1984), the “four psychologies” (Pine 1990), “narcissistic states of conscious
ness” (Bach 1985, 1994), the importance of the “self-reflective function”
(Grand 1995), and the role of “transformation” during treatment (Freed
man 1994). Many other ideas keep emerging as we take on the challenge
of understanding new phenomena (especially in nonsymbolizing and
action-oriented patients).

But what are the major controversies today and what is the real
challenge to Freudian technique? just as the mzgor controversies in 1943
centered on whether the mental development of infantile object relation
ships as defined by Melanie Klein was compatible with the theory of
instinctual development as put forth by Freud, today the major theoretical
struggle seems to be over what has been called the one- or two-person
systems. Some people think about it as the “classical” position versus the
“intersubjective” position (Dunn 1995). The last ten years have focused us
more in some ways on what goes on in us rather than on what goes on in
the patient. Is there any real analytic space or is everything part of this
two-person system? What is the nature of the transference? What is the real
relationship? Are we a projection of the patient or is the patient a
projection of us? Is there any reality outside of the situation we are
creating? How much is a repetition from the past, which will inevitably lead
to reconstructive work, and how much is a new relationship that is being
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formed in the present, which can lend itself to a treatment based only on
the here and now? Do interpretations cure, or does the relationship cure,
gr is it a combination of both? In the debate over the classical model versus
the intersubjective point of view (as put forth by Hoffman 1993, Jacobs
1991, Ogden 1986, 1994, Renik 1993) each theory is being forced, as
Jonathan Dunn (1995) says, to rethink and spell out “(l) What are the
bedrock concepts employed by each model to ground its theory of human
nature and (2) how does each model (and others) conceptualize the
primary force driving the mode and determining the direction of the
psychoanalytic treatment process?" (p. 734).

The importance of the relationship to the analyst has been stressed by
Freudians for many years (Greenson 1965, 1967, Loewald 1960, Stone
1961). What is new is how much it is being stressed, how much (or how
little) one concentrates on surface versus unconscious material, and how
important are intrapsychic conflicts versus the emerging transference
countertransference dialogue (with a particular focus on the analyst’s
inner life).

The object of investigation, the analysand, as well as the investigator,
the analyst, although each has a considerable degree of internal
psychic organization and relative autonomy in respect to the other,
can enter a psychoanalytic investigation only by virtue of their being
relatively open systems, and open to each other. And each in his own
ways must renounce a degree of autonomy for the sake of the
investigation. Neither the object of investigation nor the investigator
can be dealt with theoretically as though a simple subject-object
confrontation obtained. We even have to qualify our speaking of
investigator and object, insofar as the object, by the very nature of the
psychoanalytic process, becomes an investigator of himself, and the
investigator-analyst becomes an object of study to himself. [Loewald
197O,p.278]

In the 1960s, criticism by Stone (1961) and Greenson (1965) was directed
against the rigid, overly rational, detached attitude thought to be classical.
No one was more outspoken about how the distortions of the classical
position led to a confused image of the role of the analyst and the real
relationship in the treatment situation than Leo Stone (1961):
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We must, to be sure, concern ourselves with the absurd misinterpre
tations, exaggerations or other misuses of the “mirror” concept
indulged in by severely compulsive or self-indulgent personalities, or
as a rationalization for passive anxiety, or through uncritical enthusi
asm for what is thought to be the letter of the law .... The true
analyst can be relied on to be warmly tolerant and understanding in
the ultimate test, as the expression of his genuine emotional and
intellectual commitment to his task and of his mature view of human
suffering and inner conflict, regardless of how his feelings may
fluctuate in certain immediate situations. [pp. 33-34]

It is particularly with the difficult patient that the issue of the
relationship comes up, not only because these patients often induce such
severe countertransference, but also because they often need more from
the therapist. Since these were not specifically the patients Freud was
writing about (even though many of them would fall in these categories)
and since so many of the people writing in this area developed their
theories around the early mother-child relationship, it has been particu
larly important to see how contemporary F reudians have thought about
these issues. just as Kohut’s (1971, 1973) and Bach’s (1985) ideas led to a
modification of the treatment of the narcissistic patient, Klein (1946) made
us think of projective and introjective mechanisms, and the ideas of Bion
(1967), Winnicott (1960), and Modell (1976) greatly influenced many
clinicians to think about the “holding environment” and the “containing”
function of the analyst. None of these thinkers, however, specifically
stressed the internal life of the analyst as being crucial to the nature of the
interaction and how the treatment progressed; instead, the emphasis now
(in contemporary debates) is on this detailed examination of the analyst’s
internal states, to understand not only what the patient is communicating
(for example, by projective identification) but also the uniqueness of the
therapist-patient relationship. “The intersubjective challenge of the 90's
embodies the notion that the very formation of the therapeutic process is
derived from an inextricable intertwined mixture of the clinical partici
pants’ subjective reactions to one another” (Dunn 1995, p. 723). Not only
is this a challenge to the objective observer concept (long held as an ideal
in classical treatment), but some writers are even suggesting that the
therapeutic action only occurs through some “enactment” between the two
parties (Renik 1993).
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The debate about the importance of the relationship has endured for

half a century, with some analysts supporting the central role of the new
relationship and yet remaining in the Freudian camp (Ellman 1997,
Grunes 1984, Loewald 1960, Stone 1961), and others seeing even the
50-called real relationship as something that ultimately has to be analyzed
in order to complete the treatment (Arlow and Brenner 1990). The
argument over the centrality of the relationship clearly led to the signifi
cant breaks in psychoanalysis into different schools and is a key issue in
terms of the nature of the therapeutic process and cure (with some
theorists emphasizing interpretation as the crucial element in the cure and
Others seeing the relationship itself as the essential curative factor). Freud
mentioned the concept of countertransference only four times in his
career (Ellman 1991), and he was clearly afraid to emphasize the analyst’s
reactions. Instead, he highlighted the dangers of the countertransference,
particularly when the transference became intense and highly eroticized.
Perhaps his being protective of the new science made him fearful of
revealing too much of his inner life or having his colleagues do the same
(for example, see Aron and Harris [1993] on Ferenczi).

Freud’s self-analysis never stopped and it was the inspiration for many
of his great insights (for example, the Oedipus complex), but ultimately he
did feel it was the patient’s drives, the patient’s transferences, and the
patient’s intrapsychic conflict that propelled the analyst and treatment
process in one direction or another and that the goal of the treatment was
to understand the patient’s psychic reality. “Evenly hovering attention”
(Freud 1913) was essential in the treatment in order to use one’s own
unconscious to understand the other. As Steingart (1995) emphasizes,
Freud devised a technique to really understand the structure of the
analysand’s psychic reality, which was now “lovingly elevated in impor
tance” (p. 121). Freud used everything available to him at the time
(especially his own dreams) to try to understand the unconscious mind,
and the psychoanalytic situation was devised to facilitate that investigation
(in that respect he felt we should analyze our countertransference to
protect the patient and to free one from bias).

Today, however, for whatever complicated historical and philosophical
reasons, some analysts feel free to say what they really do. Is this because
analysts have become more aware of the complexities of human interac
tions, owing to all the exposure to early infant research? Is it because we
now have a greater understanding of the subtle impact of one person on
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another because of our years of studying nonverbal communication and
the language of the body? And have these years of exposure to deconstruc
tivism led to a new view of the authority of the analyst (and authority in
general), with an aim to divest the analyst of his so-called power? Whether
the investigation into the patient’s inner life is furthered or interfered with
by the focus on the inner life of the analyst is one of the challenges to
contemporary Freudians.

This book discusses theoretical, clinical, and historical issues. It is
extremely important to understand the context in which the present
controversies exist in order to try and sort out how much of our thinking
and rethinking has been influenced by our culture and the politics of
psychoanalysis itself, and three chapters are devoted to this. Chapter 1
emphasizes the influence of ego psychology on contemporary thought.
Chapter 2 discusses the influence of object relations theory on contempo
rary F reudians. The final chapter (Chapter 13) gives an historical perspec
tive from one of our faculty who has not only lived through many of these
changes but has written extensively on the history of psychoanalysis.

Part II (Chapters 3, 4, and 5) is devoted to understanding how many
of Freud’s original concepts (such as the unconscious, the id, the ego,
transference, resistance, free association, and the oedipal complex) are still
considered crucial by the NYU contemporary Freudians. The answers are
not necessarily what one would expect.

The next two parts focus more on technique. Part III addresses the
crucial issues of the role of the transference, the real relationship, and
intersubjectivity (Chapters 6, 7, and 8). Part IV (Chapters 9, 10, and 11)
focuses on the psychoanalytic treatment of the narcissistic and borderline
patient. Since it is here that one expects the greatest overlap with other
schools, we particularly asked these authors to focus on what they consider
crucial to their definition of being a Freudian.

Chapter 12 summarizes the book and focuses on the crucial differ
ences between our Freudian position and other orientations (Kleinian,
relational, and self psychology). We hope by exploring all these different
facets of the Freudian position today we will have succeeded in showing the
reader and ourselves how we have integrated over a hundred years of
psychoanalytic thought, how our exposure to so many different points of
view has changed (or not changed) us, and how we hope we have emerged
as better analysts and observers of ourselves and others. We are indebted to
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Sigmund Freud for inventing such an infinitely fascinating thing called
“psychoanalysis”

REFERENCES

Arlow, j. A., and Brenner, C. (1990). The psychoanalytic process. Psychoanalytic
Quarterly 59:678-692.

Afgn, L., and Harris, A., eds. (1993). The Legacy of Sandor Ferenczi. Hillsdale, Nj:
Analytic Press.

Bach, S. (1985). Narcissistic States and the Therapeutic Process. New York: jason
Aronson.

_...-- (1994). The Language of Love and the Language of Perversion. Northvale, Nj:
jason Aronson.

Bion, W. R. (1967). Second Thoughts: Selected Papers on Psychoanalysis. New Yorkzjason
Aronson.

Dunn, j. (1995). Intersubjectivity in psychoanalysis: a critical review. International
journal of Psycho-Analysis 76:723-738.

Ellman, S. (1991). Freud ’s Technique Papers: A Contemporary Perspective. Northvale, Nj:
jason Aronson.

-- (1992). Psychoanalytic theory, dream formation and REM sleep. In Interface
of Psychoanalysis and Psychology, ed. j. Barron, M. Eagle, and D. Wolitsky, pp.
357-374. Washington, DC: American Psychological Association.

-1- (1997). An analyst at work. In More Analysts at Work, ed. j. Reppen, pp.
91-115. Northvale, Nj: jason Aronson.

Freedman, N. (1994). More on transformation enactments in psychoanalytic space.
In The Spectrum of Psychoanalysis: Essays in Honor of Martin S. Bergmann, ed. A. K.
Richards and A. D. Richards, pp. 93-110. Madison, CT: International Univer
sities Press.

Freud, S. (1896). Heredity and the aetiology of the neurosis. Standard Edition
3:143-156.

i (1913). On beginning the treatment. Standard Edition 12:121-144.
l (1923). Two encyclopaedia articles. Standard Edition 18:235-259.
Gabbard, G. (1996). Love and Hate in the Analytic Setting. Northvale, Nj: jason

Aronson.
Grand, S. (1995). A classic revisited: clinical and theoretical ref1ections on Stone’s

widening scope of indications for psychoanalysis. journal of the American
Psychoanalytic Association 43:741-764.

Greenson, R. R. (1965). The working alliance and the transference neurosis.
Psychoanalytic Quarterly 34: 155- 181.

< (1967). Technique and Practice of Psychoanalysis. New York: International
Universities Press.



Introductionxxvm

Games M_ (1984). The therapeutic object relationship. Psychoanalytic Review
71:123-143.

Hoffman, I. Z. (1983). The patient as interpreter of the analyst’s experience.
Contemporary Psychoanalysis 19:389 - 422.

_]acobs, T. _]. (1991). The Use of the Seq? Countertran.y‘erence and Communication in the
Analytic Situation. New York: International Universities Press.

King, P., and Steiner, R. (1991). The Freud-Klein Controversies 1941-45. London:
Routledge.

Klein, G. S. (1976). Psychoanalytic Theory: An Exploration of Essentials. New York:
International Universities Press.

Klein, M. (1946). Notes on some schizoid mechanisms. In The Writings of Melanie
Klein, vol. 3, pp. 1-24. London: Hogarth, 1975.

Kohut, H. (1971). The Analysis ofthe Sehf New York: International Universities Press.
-- (1973). Thoughts on narcissism and narcissistic rage. Psychoanalytic Study of

the Child 27:360-400. New Haven, CT: Yale University Press.
Loewald, H. W. (1960). On the therapeutic action of psychoanalysis. In Papers on

Psychoanalysis, pp. 221-256. New Haven, CT: Yale University Press, 1980.
-- (1970). Psychoanalytic theory and the psychoanalytic process. In Papers on

Psychoanalysis, pp. 277-301. New Haven, CT: Yale University Press, 1980.
Lohser, B., and Newtown, P. M. (1996). Unorthodox Freud. New York: Guilford.
Modell, A. H. (1976). The “holding” environment and the therapeutic action of

psychoanalysis. journal of the American Psychoanalytic Association 24:285-308.
Ogden, T. H. (1986). The Matrix of the Mind. Northvale, Nj: jason Aronson.
-1 (1994). The analytic third: working with intersubjective clinical facts.

International journal of Psycho-Analysis 75:3- 19.
Pine, F. (1990). Drive, Ego, Object and Sed' A Synthesis for Clinical Work. New York: Basic

Books.

Rangell, L. (1996). The “analytic” in psychoanalytic treatment. How analysis works.
Psychoanalytic Inquiry 16(2) : 140- 166.

Renik, O. (1993). Countertransference enactment and the psychoanalytic process.
In Psychic Structure and Psychic Change: Essays in Honor of Robert S. Wallerstein,
M.D., ed. M. _]. Horowitz, O. F. Kernberg, and E. M. Weinshel, pp. 135-158.
Madison, CT: International Universities Press.

Steingart, I. (1995). A Thing Apart. Hillsdale, N_]: jason Aronson.
Stone, L. (1961). The Psychoanalytic Situation. New York: International Universities

Press.

Wallerstein, R. S. (1990). Psychoanalysis: the common ground. International journal
of Psycho-Analysis 71 :3- 20.

Winnicott, D. W. (1960). The theory of the parent-infant relationship. In The
Maturational Processes and the Facilitating Environment, pp. 37-55. New York:
International Universities Press, 1965.

Wollman, R. (1971). Sigmund Freud. Cambridge, London: Cambridge University
Press.



PART I

THE EVOLUTIDN

0F FREUDIAN THOUGHT



1

¢-f

From Ego Psychology to
Contemporary Conflict Theory:

An Historical Overview

Arnold D. Richards

Arthur A. Lynch

Ego psychology is rooted in the third and final phase of F reud’s theorizing
(Rapaport’s [1959] classification), and takes “The Ego and the Id” (1923)
and “Inhibitions, Symptoms and Anxiety” (1926) as its foundational works.
More specifically, it grows out of Freud’s final model of the mind, the
structural hypothesis of id, ego, and superego. Levy and Inderbitzen
(1996) aptly define ego psychology in terms of the underlying assumptions
of Freud’s structural hypothesis: “Ego psychology is: a systematic and
coordinated conceptualization of various mental activities grouped to
gether by virtue of their similar aims and behavioral manifestations
especially associated with delay or control of instinctual discharge, on the
one hand, and adaptation to reality opportunities and danger on the
other” (p. 412).

In “The Ego and the Id,” Freud explained why the structural hypoth
esis was preferable to the earlier topographic point of view, which used the
property of consciousness to characterize mental activity. This model with
its three structural agencies constituted a balanced approach to psychic
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functioning that allows for both environmental and biological determi
nants, for both purpose and drive and for both the reality principle and the
pleasure principle. In “Inhibitions, Symptoms, and Anxiety,” Freud consid
ered the clinical implications of his earlier partitioning of the human
mind. He began by identifying an error in the prestructural theory: the
formulation that repression causes anxiety. He then shifted from an
energetic model to a meaning model, the central idea being that child
hood wishes are associated with childhood dangers related to loss. These
dangers are loss of the object (a significant person), loss of the object’s
love, loss of or injury to the genitals (castration), and fear of punishment
(guilt). On this model a threatening wish seeking expression in conscious
ness signals danger to the ego, which occasions anxiety. In Freud’s
monograph, the ego is at the center of exploration but the primary
importance of relationships, internal and external, real and fantastic, is
also brought into focus. This emphasis on the relational or interpersonal
was anticipated in “Group Psychology and the Analysis of the Ego” (1921),
where Freud wrote, “In the individual’s mental life, someone else is
invariably involved, as a model, as an object, as a helper, as an opponent;
and so from the very first individual psychology, in this extended but
entirely justifiable sense of the words, is at the same time social psychology
as well” (p. 69).

Arlow noted in a personal communication that the clinical material
informing the structural hypothesis is to be found in a number of cases
Freud published around the same time. These include “Some Character
Types Met With in Psychoanalytic Work” (1916), “Mourning and Melan
cholia” (1917), “A Child is Being Beaten” (1919), “Associations of a
Four-Year-01d Child” (192Oa), “The Psychogenesis of a Case of Homosexu
ality in a Woman” (192Ob), and “Some Neurotic Mechanisms in jealousy,
Paranoia, and Homosexuality” (1922).

Modern ego psychology begins with the contributions of Richard
Sterba, james Strachey, and Anna Freud. It took shape in the 1930s, as
analytic theorists probed further the clinical, and especially the technical,
implications of the structural hypothesis. Many contributions were made
during this era by such theorists as Wilhelm Reich, Hermann Nunberg,
Karl Abraham, and Paul Federn, and many more were made in ensuing
years by theorists like Edward Glover, René Spitz, Erik Erikson, and Annie
Reich. The most important contributors, however, were Anna Freud, Heinz
Hartmann, Rudolf Loewenstein, Ernst Kris, Phyllis Greenacre, Otto Fen
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ichel, and Edith _]acobson, all of whom extended or modified Freud’s
theory in varying degree.

Two crucial papers of 1934, Sterba’s “The Fate of the Ego in Analytic
Therapy” and Strachey’s “The Nature of the Therapeutic Action of
psychoanalysis,” laid the groundwork for the technical modifications that
arose in the aftermath of the structural hypothesis by offering two
Contrasting visions of the theory of therapeutic action. On the one hand,
Stefba described a therapeutic split in the patient resulting in an experi
encing ego and an observing ego. The analyst was to side with the latter,
helping patients to incorporate the analyst’s observing function in order to
Strengthen their own. Strachey stressed incorporation from the side of the
superego rather than the ego. The analyst was to help the patients diminish
the harsh, judgmental character of their conscience by offering for
identification and incorporation his greater tolerance for drive expression.

These contrasting viewpoints came to the fore in two pivotal events
of 1936. In the Marienbad symposium of that year, Strachey’s emphasis on
the patient’s introjection of the analyst’s superego and on the importance
of the resulting superego alliance seemed to carry the day, though not
without dissent (Friedman 1988). Nevertheless, Anna Freud’s The Ego and
the Mechanisms of Defense, published that same year, echoed Sterba’s con
cern with the technical importance of strengthening the patient’s observ
ing ego in order to achieve mastery over the experiencing ego. Anna
F reud’s clinical contribution to this task was to single out the ego’s
unconscious defensive operations as perhaps the most important set of ego
activities entering the treatment.

Many later contributions to the theory of pathology, technique, and
development owed a debt to Anna Freud’s Ego and the Mechanism of D¢nse.
Following its publication, the history of psychoanalytic technique, from an
ego psychology standpoint, can be seen to revolve around a single issue:
the clinical role of the analysis of conflict and defense opposed to the
analysis of unconscious mental content. The position taken on this key
issue provides a basis for differentiating among the major contributors to
the theory of technique. The issue is central to the differences between
Anna Freud and Melanie Klein, and also serves to distinguish the technical
recommendations of Sterba, Strachey, Nunberg, Fenichel, and Hartmann,
Kris, and Loewenstein.

Levy and Inderbitzen (1996) note how Anna Freud’s reframing of the
technical issue of the analyst’s attitude complemented an attentiveness to
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the patient’s observing ego. This latte.r emphasis is the ego-psychological
tributary flowing from Sterba’s influential paper of 1934. As Levy and
Inderbitzen remark,

Her recommendation that the analyst listen from a point equidistant
from id, ego and superego emphasized the importance of neutrally
observing the influence of all three psychic institutions. However, the
analyst’s activity (interventions) always begins with and is directed
toward the ego and in this sense the analyst is actually nearer to the
ego than to the id or superego. The ego wards off not only derivatives
of instinctual drives but also affects that are intimately connected with
the drives. She advocated that priority be given to the interpretation of
defenses against affects as well as defenses against instinctual drives.
[p. 414]

Anna Freud’s ego-psychological rationale for Freud’s technical re
quirement of analyst neutrality, an issue that has generated controversy to
the present day, was influential during this period. Greenacre’s (1954)
advocacy of the blank screen with no disclosure or social contact stood at
one extreme, while a middle position was taken by Leo Stone (1961), who
recommended benign neutrality and physicianliness. Cthers staked out a
position in the middle by advocating the role of the real relationship as a
therapeutic and curative factor. Ralph Greenson (1965) wrote of the
working alliance, Elizabeth Zetzel (1956) of the therapeutic alliance, and
Hans Loewald (1960, 1971) of the role of the relationship. At the other
extreme stood Sandor Ferenczi’s (1920) active therapy, Franz Alexander’s
(1956) corrective emotional experience, and Harry Stack Sullivan’s out
right disregard of the transference. Theorists at this more active end of the
spectrum believed that the analyst’s direct involvement in the patient’s
treatment was necessary for a lasting therapeutic effect.

Within psychoanalytic ego psychology, Sterba’s concern with the fate
of the ego has been more ,influential than Strachey’s attentiveness to a
therapeutic partnership between analyst and analysand superegos. Stra
chey’s position is continued in the Kleinian, object relations, and self
psychological schools, whereas the Sterba-Anna Freud line extends to the
development of American ego psychology in the 1940s and 1950s. This was
also the period when analysts who had lived and worked in Central Europe
in the 1930s, and immigrated to the United States later that decade and in
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the 1940s, continued Freud’s 1920s exploration of the structure and
functioning of the ego. Its members were Anna Freud (who immigrated to
England), David Rapaport, Hermann Nunberg, Robert Waelder, Ernst
Simmel, Siegfried Bernfeld, Erik Erikson, Otto Fenichel, Edith jacobson,
Margaret Mahler, and the triumvirate of Heinz Hartmann, Ernst Kris, and
Rudolf Loewenstein.

THE HARTMAN N ERA

What was the ego-psychological paradigm that grew out of the collective
efforts of these emigré theorists? Whereas the ego of Freud’s topographical
theory was conceptualized mainly in opposition to the id, the pioneer ego
psychologists took a much larger purview. For them, the ego was a complex
structure, emerging, as Freud had noted, out of the perceptual apparatus,
and functioning as an executive forging compromises among id, superego,
and external reality.

Hartmann, Kris, and Loewenstein (1946), proposed revisions to the
Freudian models of mind, development, pathogenesis, and technique.
They understood survival as a primary motivating force, and adaptation to
the environment as essential to this end. The reality and pleasure prin
ciples were reconceptualized in line with this insight. One result of this
effort was the transmuting of psychoanalysis into a general psychology of
the human condition, ranging from the pathogenic to the normal.

Hartmann’s 1939 monograph The Ego and tlw Problem of Adaptation is
in the spirit of Freud’s lifelong project of creating a bio/ psycho/ social
model. Hartmann emphasized that the individual is born with innate
psychic structures (the primary autonomous ego functions of perception,
memory, thought, and motility) into an average expectable environment,
and that the individual’s personality is molded by this social surround. The
child growing up in a familial and societal world learns to fit in or adapt to
the environment. The alternatives are to change the environment (allo
plastic adaptation), to change oneself (autoplastic adaptation), or to leave
the environment. Hartmann and Kris (1945), like Freud, stressed that
“psychoanalysis does not claim to explain human behavior only as a result
of drives and fantasies; human behavior is directed toward a world of men
and things” (p. 23). They believed that the child in interaction with the
environment acquires secondary autonomous ego functions, and develops
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a sense of self and other, while mental equilibrium is promoted by an ego
that mediates inner and outer imperatives (fitting them together). The
adaptative viewpoint emphasized the role of the environment in the
shaping of conflicts and added the interpersonal dimension to the psycho
analytic intrapsychic emphasis. It should be recognized that during the
forties and fifties both ego psychologists and the interpersonal school
were exploring the influence of relationships and the role of the environ
ment on the individual.

A second thrust of Hartmann’s theoretical project was to widen the
categories of motivation from the more confined aims of libidinal pleasure
and destruction, or love and hate, proposed by Freud. Hartmann retained
F reud’s energic model and language but offered the concept of neutral
ization as a way out of Freud’s narrow and experience-distant drive/
energy/ instinct box. Neutralized libido came to include a range of experi
ences from lust, sensuousness, and intimacy to friendliness, warmth, and
affection. Neutralized aggression likewise subsumed a spectrum of experi
ence, from self-assertion and competitive strivings to hate and destructive
ness. Each had its place in the individual’s panoply of affects.

Hartmann, Kris, and Loewenstein’s work (1946, 1949) provided the
rationale and impetus for observational research on infants and children.
The thrust was to study how mother-child interactions affected the
developing ego and the sense of self and other. Hartmann (1950) wrote
that “the development of object relations is co-determined by the ego;
object relations are also one of the main factors that determine the
development of the ego” (p. 105). Contemporaries of Hartmann joined
this object relations conversation: Anna Freud (1965) elaborated the
concept of developmental line, Edith Jacobson (1964) investigated the self
and object worlds, and Margaret Mahler (1963; Mahler et al. 1975)
provided the classic formulations of separation and individuation. Atten
tion was directed to the impact of the preoedipal period of childhood on
later development as well as to the ways in which external controls, deriving
in part from the child’s transactions with the parents, are internalized.
These various strands were woven into an ego-psychologica1/ object rela
tions fabric.

Edith jacobson’s contributions deserve special mention. She postu
lated an undifferentiated instinctual energy at birth which, “under the
influence of external stimulations” (1964, p. 13, emphasis added), develop into
libidinal and aggressive drives. Frustration and gratification, laid down as
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memory traces of the ambivalent conflicts of childhood, organize affective
eXperience.Jacobson’s work figured in debates over the concept of identity
in the 1950s and 1960s. Erikson took one position and Greenacre, Mahler,
and Jacobson another. For Erikson (1956) identity was like a beach; it
remains the same yet changes with the tide: “The term identity . . _
Connotes both a persistent sameness within oneself . _ . and a persistent
sharing of some kind of essential character with others” (p. 57). Erikson
acknowledged the importance of childhood development, but maintained
that a lasting and stable identity is not formed until the close of adoles
cence. He placed considerable emphasis on social role, values, and ideals.
Jacobson took exception to Erikson’s formulations. She felt that his theory
overemphasized social-descriptive aspects and lacked a clear metapsycho
logical presentation of identity formation. Further, his focus on processes
of late adolescence and early adulthood gave short shrift to the immense
influence of early childhood. For Jacobson (1964), identity was equated
with self-feeling or self-awareness, qualities that emerged in the process of
self and object differentiation: “I would prefer to understand by identity
formation a process that builds up the ability to preserve the whole psychic
organization-despite its growing structuralization, differentiation and
complexity-as a continuity at any stage of human development” (p. 27).

In regard to psychopathology, ego psychologists did not limit their
purview to neurosis. In a paper on schizophrenia, Hartmann (1953)
described the failure of the capacity to neutralize aggressive energy and
thereby to build adequate defensive structures as the most significant
etiological factor in the development of this psychosis. Arlow and Brenner
(1964) presented in essence the same thesis but without the economic/
energic language. The ego psychological purview extended also to the
investigation of character and personality disorders, including the oral
character (Glover 1925), the anal character (Abraham 1921), the phallic
narcissistic character (W. Reich 1933), the hysterical character (Marmor
1953), the masochistic character (Stein 1956), the as-if personality
(Deutsch 1942), the impostor (Abraham 1925), and the perverse character
(Arlow 1971). Jacobson (1964), in her work on identity, noted that from
the clinical standpoint “serious identity problems appear to be limited to
neurotics with specific narcissistic conflicts, and to borderline and psy
chotic patients” (p. 29). This expansion in diagnostic categories eventuated
in both a clinical recognition of the widening scope of psychoanalysis
(Stone 1954), and of the need for careful empirical studies, for example
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the Menninger research project (a long-term follow-up of forty-two pa
tients) and the Hampstead index (an in-depth study of the psychoanalytic
case material of a two-year-old child).

Clinical Implications of Ego Psychology

Many of the contributions to the theory of ego psychology had general
implications for psychoanalytic technique. Anna Freud (1936) shifted the
technical emphasis of observation to the ego. She noted that it was only
through the patient’s ego that the analyst could observe the presentations
of the id, ego, and superego with equal attention. Hence, she concluded
that the ego is the agency through which analysis occurs. Hartmann’s work
broadened the scope of understanding beyond the individual’s psychopa
thology to include the total personality, where both nonconflictual func
tioning and ego autonomy play important roles. Hartmann described how
autonomous functions can facilitate (e.g., through self-observation and
verbalization) or inhibit (e.g., through purposive thinking) free associa
tion. Loewenstein (1982) noted, “if the main though not exclusive interest
of psychoanalysis is the study of conflict in man, the tools of this study are
the autonomous functions” (pp. 213-214). Nevertheless, these functions
may at times serve resistance and become objects of the analysis. Hartmann
(1939) called this unexpected occurrence a “change of function.” Loewen
stein (1963) moved the understanding of resistance beyond the basic rule
by calling attention to the distinction between resistances mobilized to
address core conflicts and those mobilized against the emergence of a
particular feeling or thought.

Neutralized energy was regarded as a reservoir by which the ego could
support its aims and functions independently of drive pressure. Likewise,
neutralized energy fueled the ego’s defenses against drive demands.
Clinically, Hartmann’s theoretical concepts provided the impetus for ego
psychology to explore such concepts as reality testing, sublimation, altru
ism, modes of internalization, ideal formation, and self-esteem regulation.
These contributions provided a “shift in emphasis . . . [that led to]
significant consequences” (Loewenstein 1954, p. 189), without changing
the basic psychoanalytic technique. These ranged from considering the
effects on interpretations of speech, timing, and direction to redefining
the main therapeutic goals from recovering repressed material to modify
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ing the ego’s mode of functioning. Nunberg (1955) concisely captured the
clinical outcome and goals of ego psychology in noting that “the changes
which are achieved through treatment in the ideal case involve the entire
personality and are as follows: the energies of the id become more mobile,
the Superego becomes more tolerant, the ego is freer from anxiety and the
Synthetic function is restored” (p. 360).

Interpretation and Clinical Process

Ego psychology shifted the emphasis in technique from the recovery of the
repressed to the modification of the patient’s ego, including the alteration
of automatic defensive functions. Interpretation, although not the only
mode of intervention, is the major intervention that results in insight (Kris
1956a), the critical element in lasting personality and behavioral change.
Loewenstein (1951, 1957, 1958) saw interpretation as a continuous effort
aimed at broadening the patient’s understanding of how the past remains
dynamically integral to current experiences. Loewenstein (1958) argued
for a view of interpretation as a process that respects the unique person
alities of analysand and analyst both as individuals and in the therapeutic
interaction. Kris (1951) also noted the analyst’s role as “participant
observer,” a dynamic presence in the analytic situation. Loewenstein
provided a framework to guide the analyst in the work of discovering the
unconscious meanings that underlie the patient’s communications. The
analyst gathers evidence for his conjectures from the patient’s verbal and
nonverbal communication. This careful approach placed a new emphasis
on the role of speech (Hartmann 1951, Loewenstein 1956, 1961) that
increased the personalized sense of the treatment process. Loewenstein
(1951) wrote: “Interpretations deal with the individual experiences of a
human being. They aim at widening the conscious knowledge of the
individual about himself and should therefore deal with the psychological
realities of the individual” (p. 5). This aspect of ego psychology is often
missed by critics who view it as impersonal and mechanistic.

Kxis (1956b), in his paper “The Personal Myth,” elaborated how a
person’s unique history infuses the self-image with the important early
fantasy. The personal myth is preserved as a “treasured possession” and the
person reenacts the repressed fantasy in various aspects of life. The
personal myth serves multiple functions, acting as a defense and as a
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pattern of life. Its interpretation fosters the analysand’s reintegration. A
major achievement of the contemporary successors of ego psychology has
been to elaborate the place of unconscious fantasy and the behavior of the
individual. “The unacceptable wishes of childhood are part of the persis
tent unconscious fantasies that seek resolution in the present through
compromise formation. As we develop, these fantasies mature and shape
our special interests and character traits, determine our behavior, and
produce our neurotic symptoms. The essential plot or narrative of uncon
scious wishes and fears endures even as their manifestations are trans
formed” (Bachant et al. 1995a, p. 75).

Transfererwe and Countertransference

We have also noted (Lynch et al. 1997) that Freud’s definition of trans
ference in 1905 laid the groundwork for the recognition of the therapeutic
value of the interactive aspects of the transference. He characterized
transference phenomena as “new editions or facsimiles of the impulses and
phantasies which are aroused and made conscious during the progress of
the analysis; . . _ they replace some earlier person by the person of the
physician. To put it in another way: a whole series of psychological
experiences are revived, not as belonging to the past, but as applying to the
person of the physician at the present moment” (p. 116, emphasis added).

Freud (1912, 1915) went on to note that transference is found in every
adult relationship, a point emphasized by Loewenstein (1969), Brenner
(1982), and Bird (1972). Brenner, for example, notes that what distin
guishes the therapeutic relationship from the ordinary adult relationship is
not the presence of transference but its use by the analyst to analyze psychic
conflict (Bachant et al. 1995b).

The concept of countertransference did not become a subject for
close investigation until the 1950s, when discussions of the concept
burgeoned in the literature. The most systematic papers of this time were
written by Annie Reich (1951, 1960, 1966), who followed in the ego
psychological tradition. Like other contemporary contributors, Reich
chose a broader definition of countertransference than Freud’s, but one
that stopped short of embracing the analyst’s total response to the
analysand.
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Countertransference . . _ comprises the effects of the analyst’s own
unconscious needs and conflicts on his understanding or technique.
In such instances the patient represents for the analyst an object of the
past onto whom past feelings and wishes are projected, just as it
happens in the patient’s transference situation with the analyst. The
provoking factor for such an occurrence may be something in the
patient’s personality or material or something in the analytic situation
as such. [1951, pp. 138-139]

Loewenstein (1957) highlighted the difference between, on the one
hand, reactions in the analyst that are induced by the analysand, and, on
the other, true countertransferential feelings and responses. The former
were to be understood as an expression of activity in the analytic relation
Ship. Regarding the distinction between countertransference and the
analyst’s total response to the analysand, A. Reich (1966) noted that the
analysand is responded to not only as an object for unconscious strivings
but as an object in reality as well. To achieve empathy, she maintained, the
analyst must have some object libidinal investment in the analysand.
Countertransference occurs only when unconscious infantile strivings are
expressed in intense and inappropriate feelings, responses, or actions.
Thus, she wrote, “If, for private reasons, the analyst . . . is too charged
with his private problems, too many conflicts will be mobilized, too many
inner resistances stirred up, or some instinctual impulses too near to
breakthrough will threaten” (p. 352). It is the intensity of these conflicts
that blocks understanding, interferes with technique, and leads to a
breakdown of the analytic task. Within contemporary conflict theory,
Arlow (1971, 1985), Boesky (1982), Brenner (1976, 1982, 1985),]acobs
(1983, 1986), McLaughlin (1981, 1988), and Silverman (1985) are among
those who have contributed to the expansion and modification of the
current clinical status of countertransference.

Initiating a different line of thought, Paula Heimann (1950) and
Margaret Little (1951) advocated broadening countertransference to
include the total response of the analyst. Maxwell Gitelson (1952) and M.
B. Cohen (1952) identified the place of interactions between analyst and
analysand; Heimann (1950) stressed that the analyst’s emotional response
is important for empathy and that countertransference is a creation of the
analysand as well as of the analyst. This body of work by ego psychologists
and object relations theorists provided the grounding for contemporary
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debates about transference actualization and enactment. Contributors to
these debates include Abend (1989), Boesky (1982), Chused (l991),]acobs
(1993), McLaughlin (1991), Ogden (1982, 1983), Sandler (1976a,b)
Sandler and Sandler (1978), and Schwaber (1983). Various subtexts of
these debates, which have galvanized discussion (Lynch et al. 1997),
include the place of philosophical relativism and social constructivism, the
clinical valorization of the here and now, the status of the real relationship,
the impact of the analysand on the analyst, and the role of the analyst’s
self-revelation and self-disclosure.

CONTEMPORARY CONFLICT THEORY

The ego-psychological tradition has also come to fruition in the theoretical
viewpoint commonly referred to as modern structural theory, although
contemporary conflict theory is perhaps a more apt designation and is one
that we prefer. This viewpoint was developed primarily by a group of
American analysts who trained in the late 1940s and early 1950s and were
analyzed and supervised, for the most part, by emigrés from Central
Europe. jacob Arlow, David Beres, Charles Brenner, Martin Wangh, and
Leo Rangell were members of this original group; all but Rangell attended
the New York Psychoanalytic Institute. After completing their training,
Arlow, Beres, Brenner, and Wangh met together and subsequently with
their teachers and supervisors (Hartmann, Kris, Lewin, Loewenstein, et al.)
to examine critically the received psychoanalytic wisdom of their time. Out
of this examination, which focused on the concepts of anxiety, repression,
defense, and symptom formation, the modern structural viewpoint emerged.

What precisely is the relationship between ego psychology and con
temporary conflict theory? The latter is an outgrowth of the former,
inasmuch as it devotes “considerable attention to the role, function, and
characteristics of the ego” (Arlow 1963, p. 576). Yet, as Boesky (1988) has
observed, the two are not synonymous, as contemporary conflict theory
focuses on the essential interrelatedness of id, ego, and superego. Indeed,
Rangell (1988) has suggested “id/ ego/ superego/ external reality psychol
ogy” as a more appropriate designation for the theory that embraces the
central presupposition of Freud’s structural hypothesis-that psychoanaly
sis is primarily a psychology of conflict. Contemporary conflict theory
approaches mental life and all psychic phenomena as the expression of
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intrapsychic forces in conflict and the resulting compromises. The thrust of
Contemporary conflict theory has been to refine and amend Freud’s
hypothesis in order to achieve a fuller appreciation of the range and scope
of Conflicts and compromise formations in mental life and to develop a
more powerful psychoanalytic treatment approach.

Initially, this approach led to the espousal of structural concepts as
more useful, clinically, than concepts associated with Freud’s topographic
model. Even within the structural model, moreover, the- dynamic and
genetic viewpoints were given precedence over the economic/energic.
Arlow and Brenner’s Psychoanalytic Concepts and the Structural Theory (1964)
is an important articulation of this viewpoint. Its verdict has been under
scored by Boesky (1988), who observes that Freud’s concepts of psychic
energy are no longer accepted by those espousing contemporary conflict
theory

Along with this selective use of structural concepts comes a trend
toward loosening the dependence of conflict theory on Freud’s model of
the three psychic agencies. Beres gave voice to this trend in “Structure and
Function in Psycho-Analysis” (1965), as did Hartmann (1964) in “Concept
Formation in Psychoanalysis.” Beres argued that Freud always understood
the psychic structures as “functional groups” and that his emphasis was
always on issues of organization and process. Sharing Arlow and Brenner’s
belief that theoretical concepts are ways of organizing clinical phenomena,
Beres urged analysts to follow the functional direction of Freud’s theoriz
ing, an approach that viewed the structural entities of id, ego, and
superego as metaphorical rather than concrete.

Beres’s cautionary advice has generated a range of theoretical re
sponses. One set of responses, associated with the work of Arlow and
Brenner, has been to dissociate contemporary conflict theory from the
metapsychological propositions that Freud imported into his structural
theory. Arlow, Brenner, Beres, and Boesky all argue for the jettisoning of
economic concepts, such as cathexis and decathexis, that are far removed
from clinical observation. The modern structural emphasis on uncon
scious fantasy as an ego function, an emphasis growing out of an influential
body of work by Arlow (1969a) and Beres (1962), is consistent with this
trend.

The progressive loosening of contemporary conflict theory from
Freud’s formulations of id, ego, and superego has resulted in a more
clinically based focus on the components of psychic conflict, a develop
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ment accompanied by a widening of the experiential and dynamic realm of
conflict. The shift in emphasis is from id, ego, and superego as components
of conflict to the dynamic constellations closest to the data of observation.

The common frame of reference of modern conflict theorists has not
precluded their espousal of different clinical emphases. Two major varia
tions, both legacies of ego psychology, focus on the interpretation of
conflict and compromise formation in the context of unconscious fantasy
(Arlow, Blum, Brenner, Abend, Boesky, Rangell, Rothstein) and on the
patient’s resistance to awareness of the operation of defenses (Busch 1995,
Gray 1994). The latter perspective is cautious about interpreting uncon
scious content, emphasizing instead an analytic partnership that facilitates
the patient’s self-discovery and emerging capacity for self-analysis. Busch
links therapeutic success to the extent to which, during analysis, the
patient’s unbypassed ego functions have been involved in a consciously and
increasingly voluntary partnership with the analyst.

An important controversy among proponents of contemporary con
flict theory concerns the technical role of the patient-analyst relationship.
At issue is the active use of the relationship as opposed to a greater
emphasis on interpretation. This attachment/ interpretation dialectic has
been a major theme of ego-psychological discourse since the 1930s. It was
a subject of dispute at the Marienbad symposium of 1936, where Sterba
held that attachment was preliminary to understanding, whereas Strachey
contended that it was the vehicle of structural change. The debate was
continued at the Edinburgh symposium of 1962, where Gitelson, arguing
in the spirit of Strachey, held that attachment was “a restructuring experi
ence in itself, operating on the entire psychic apparatus and not just the
ego or the superego” (Friedman 1988, p. 51).

The next installment of this debate, occurring in the 1960s and 1970s,
revolved around the concept of the therapeutic alliance. The proponents
of this concept, Elizabeth Zetzel and Ralph Greenson, saw it as redressing
the inadequate attention to the real relationship that typified the reigning
ego-psychological approach. Their position was opposed by Brenner
(1979), who considered the concept superfluous and even counterthera
peutic, and by Martin Stein, whose paper “The Unobjectionable Part of the
Transference” (1981) offers the clearest statement of the way in which
positive transference can be enlisted by patient and analyst together in the
service of resistance. It is fair to say that the ego-psychological tradition,
from Sterba through Fenichel and Kris to Arlow and Brenner, has been
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Cautious about using the analytic relationship as a lever of treatment. Yet
Contemporary analysts trained in the ego-psychological tradition (e.g.,
James McLaughlin, Owen Renik, Theodore Jacobs, andjudith Chused) are
among those who have alerted us to the importance of the analyst’s
Subjective experience as a guide to understanding the patient. These
analysts propound a range of positions regarding the nature and extent of
the analyst’s participation in the therapeutic process, but they share an
appreciation of the analyst’s subjectivity and find value in the enactments
that occur inevitably in analytic treatment.

Contemporary conflict theory, building on the foundations of ego
psychology and a spectrum of psychoanalytic theories, is an evolutionary, as
Opposed to revolutionary, viewpoint, since it takes F reud’s conflict psychol
ogy as a conceptually and clinically adequate perspective. To be sure, it is
a perspective subject to ongoing emendation (as in the work of Arlow,
Brenner, and Rangell) and expansion (as in the work of Renik, Jacobs,
McLaughlin, and Chused). It is noteworthy that Brenner, in his most
recent writings (1993, 1994), has dispensed entirely with Freud’s model of
id, ego, and superego in expounding conflict and compromise formation.
And Arlow, for his part, has long argued against the clinical-explanatory
importance of a structural model with reified psychic agencies: “Id, ego,
and superego,” he has remarked, “exist not in the patient but in psycho
analytic textbooks” (personal communication). Still, other prominent
contemporary structuralists continue to believe that the tripartite model
remains the most illuminating and clinically useful way to understand
conflict and compromise. Clearly there is no “last word” in contemporary
conflict theory, and future decades will witness continuing advances in
our understanding of, and clinical approaches to, “the mind in conflict”
(Brenner 1982).

Having attempted to elucidate the influences and controversies along
specific lines of inquiry in the history of psychoanalytic development, we
end with a disclaimer: it is not possible to neatly divide psychoanalysis into
independent schools with disparate theories and techniques. Rather,
psychoanalytic history bears witness to an ongoing process of accommoda
tion and mutual influence. There is a central core of theory from Freud to
the present with many diverse elaborations. Often, seemingly radical
differences among theories diminish in their clinical presentation. Like
any science, psychoanalysis will continue to generate diverse and conflict
ing positions; it will continue also to be influenced by contributions from
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the social and natural sciences. Amid these currents of change, a firm grasp
of our collective history and scientific influences will help us to avoid the
partisan squabbles and irrational battles that too often have plagued our
field.

REFERENCES

Abend, S. (1979). Unconscious fantasy and theories of cure. journal of the American
Psychoanalytic Association 27:579-596.

-- (1989). Countertransference and psychoanalytic technique. Psychoanalytic
Quarterly 58:374-395.

Abraham, K. (1921). Contributions to the theory of the anal character. International
journal of Psycho-Analysis 41400-418.

-_ (1925). The history of an impostor in the light of psychoanalytic knowl
edge. Psychoanalytic Quarterly 4:570-587.

Alexander, F. (1956). Psychoanalysis and Psychotherapy. New York: Norton.
Arlow,  A. (1963). The supervisory situation. journal of the American Psychoanalytic

Association 1 1:576-594.

-_ (1969a). Fantasy, memory, and reality testing. Psychoanalytic Quarterly
38:28-51.

-_ (1969b). Unconscious fantasy and disturbances of conscious experience.
Psychoanalytic Quarterly 38(1):1-27.

--- (1971). Character perversion. In Currents in Psychoanalysis, ed. I. M. Marcus,
pp. 317-336. New York: International Universities Press.

l (1985). Some technical problems of countertransference. Psychoanalytic
Quarterly 54:164-174.

Arlow,]. A., and Brenner, C. (1964). Psychoanalytic Concepts and the Structural Theory.
New York: International Universities Press.

Bachant,_]. L., Lynch, A. A., and Richards, A. D. (1995a). The evolution of drive
theory: a response to Merton Gill. Psychoanalytic Psychology 12:565-573.

-1- (1995b). Relational models in psychoanalytic theory. Psychoanalytic Psychol
ogy 12:71 -87.

Beres, D. (1962). The unconscious fantasy. Psychoanalytic Quarterly 31:309-328.
l (1965). Structure and function in psycho-analysis. International journal of

Psycho-Analysis 46:53- 63.
Bird, B. (1957). A specific peculiarity of acting out. journal of the American

Psychoanalytic Association 5:630-647.
1 (1972). Notes on transference: universal phenomenon and hardest part of

the analysis. journal of the American Psychoanalytic Association 20:267-301.
Boesky, D. (1982). Acting out: a reconsideration of the concept. International journal

of Psycho-Analysis 63:39-55.



From Ego Psychology to Conflict Theory 19

____,__._ (1988). Comments on the structural theory of technique. International
journal of Psycho-Analysis 69:303-316.

Brenner, C, (1976). Psychoanalytic Technique and Psychic Conflict. New York: Interna
tional Universities Press.

_______.._ (1979). Working alliance, therapeutic alliance and transference. journal of
the American Psychoanalytic Association 27:137-158.

______....- (1982). The Mind in Conflict. New York: International Universities Press.
_______... (1985). Countertransference as compromise formation. Psychoanalytic

Quarterly 54:155-163.
_,,_..- (1994). Mind as conflict and compromise formation. journal of Clinical

Psychoanalysis 3 (4) :473 - 488.
___....- (1995). Some remarks on psychoanalytic technique. journal of Clinical

Psychoanalysis 4(4) :413-428.
Busch, F. (1995). The Ego at the Center of Clinical Technique. Northvale, Nj: jason

Aronson.
Chused, J. F. (1991). The evocative power of enactments. journal of the American

Psychoanalytic Association 39(3) 1615-640.
Cohen, M. B. (1952). Countertransference and anxiety. Psychiatry 15:231-243.
Deutsch, H. (1942). Some forms of emotional disturbance and their relationship to

schizophrenia. Psychoanalytic Quarterly 11:301-321.
Erikson, E. H. (1956). The problem of ego identity. journal of the American

Psychoanalytic Association 4156- 121.
Ferenczi, S. (1920). The further development of an active therapy in psychoanaly

sis. In Further Contributions to the Theory and Technique of Psychoanalysis. New York:
Brunner/Mazel.

Freud, A. (1936). The Ego and the Mechanisms of D¢y'ense. New York: International
Universities Press, 1946.

-__ (1965). Normality and Pathology in Childhood: Assessment of Development. New
York: International Universities Press.

Freud, S. (1905). Fragment of an analysis of a case of hysteria. Standard Edition
71112-122.

1 (1912). The dynamics of transference. Standard Edition 12:97-108.
1- (1915). Observations on transference-love. Standard Edition 12:157-171.
l (1916). Some character types met with in psychoanalytic work. Standard

Edition 14:309-336.

i- (1917). Mourning and melancholia. Standard Edition 14:237-258.
*- (1919). A child is being beaten. Standard Edition 17:175-204.
§ (1920a). Associations of a four-year-old child. Standard Edition 18:266.
(1920b). The psychogenesis of a case of homosexuality in a woman.

Standard Edition 18:146-172.

(1921). Group psychology and the analysis of the ego. Standard Edition
18:65-144.

(1922). Some neurotic mechanisms in jealousy, paranoia, and homosexu
ality. Standard Edition 18:221.



20 The Modern Freudians
_.___ (1923). The ego and the id. Standard Edition 19:1-66.
_.___ (1926). Inhibitions, symptoms and anxieties. Standard Edition 20:87-176.
_-_ (1937). Analysis terminable and interminable. Standard Edition 23:209

254.

Friedman, L. (1988 ). The Anatomy of Psychotherapy. Hillsdale, Nj: Analytic Press.
Gitelson, M. (1952); The emotional position of the analyst in the psychoanalytic

situation. International journal of Psycho-Analysis 33:1 -10.
Clover, E. (1925). Notes on oral character formation. International journal of

Psycho-Analysis 6:131.
Gray, P. (1994). The Ego and Analysis of Dzjense. Northvale, N_]: jason Aronson.
Greenacre, P. (1954). The role of transference-practical considerations in

relation to psychoanalytic therapy. journal of the American Psychoanalytic Associa
tion 2:671-684.

Greenson, R. R. (1965). The working alliance and the transference neurosis.
Psychoanalytic Quarterly 34: 155 - 181.

Hartmann, H. (1939). Ego Psychology and the Problem of Adaptation. New York:
International Universities Press.

-- (1950). Psychoanalysis and developmental psychology. In Essays on Ego
Psychology: Selected Problems in Psychoanalytic Theory, pp. 108-109. New York:
International Universities Press, 1964.

-_- (1951). Technical implications of ego psychology. In Essays on Ego Psychol
ogy: Selected Problems in Psychoanalytic Theory, pp.142-154. New York: Interna
tional Universities Press, 1964.

-- (1953). Contribution to the metapsychology of schizophrenia. In Essays on
Ego Psychology.° Selected Problems in Psychoanalytic Theory, pp. 182-206. New York:
International Universities Press, 1964.

--- (1964). Concept formation in psychoanalysis. Psychoanalytic Study of the
Child 19:11-47. New York: International Universities Press.

Hartmann, H., and Kris, E. (1945). The genetic approach in psychoanalysis.
Psychoanalytic Study of the Child 1:11-30. New York: International Universities
Press.

Hartmann, H., Kris, E., and Loewenstein, R. M. (1946). Comments on the forma
tion of psychic structure. The Psychoanalytic Study ofthe Child 2:11-38. New York:
International Universities Press.

l (1949). Notes on the theory of aggression. Psychoanalytic Study of the Child
3/4:9-36. New York: International Universities Press.

Heimann, P. (1950). On countertransference. International journal of Pyscho-Analysis
31:81-84.

jacobs, T. (1983). The analyst and the patient’s object world: notes on an aspect of
countertransference. journal of Clinical Psychoanalysis 31:619-642.

1 (1986). On countertransference enactments. journal of the American Psycho
analytic Association 34:289-307.

-i (1993). The Use ofthe Seyf Madison, CT: International Universities Press.



Jaco

From Ego Psychology to Conflict Theory 21

bson, E. (1964). Se# and the Object World. New York: International Universities
Press.

Kris’ E, (1951). Ego psychology and interpretation in psychoanalytic therapy. Psycho
analytic Quarterly 20: 15 -30.

_____..- (1956a). On some vicissitudes of insight in psychoanalysis. International
journal of Psycho-Analysis 37:445-455.

_____..._- (1956b). The personal myth. journal ofthe American Psychoanalytic Association
4:653-681.

Levy, S., and Inderbitzen, L. (1996). Ego psychology and modern structural theory:
Consolidation of ego psychology. In Psychiatry, vol. 1, ed. A. Tasman,_I. Kay, and

_]. Lieberman, pp. 412-413. Philadelphia, PA: Saunders.
Little, M. (1951). Countertransference and the patient’s response to it. International

journal of Psycho-Analysis 32:32-40.
Loewald, H. W. (1960). On the therapeutic action of psycho-analysis. International

journal of Psycho-Analysis 43:16-33.
__.._-- (1971). Some considerations on repetition and repetition compulsion.

International journal of Psycho-Analysis 52:59-66.
Loewenstein, R. M. (1951). The problem of interpretation. Psychoanalytic Quarterly

20:1 - 14.

____ (1954). Some remarks on defenses, autonomous ego, and psychoanalytic
technique. International journal of Psycho-Analysis 35:188-193.

____ (1956). Some remarks on the role of speech in psychoanalytic technique.
International journal of Psycho-Analysis 37:460-468.

-- (1957). Some thoughts on interpretation in the theory and practice of
psychoanalysis. Psychoanalytic Study of the Child 12:127-150. New York: Interna
tional Universities Press.

-_- (1958). Remarks on some variations in psychoanalytic technique. Interna
tional journal of Psycho-Analysis 39:202-210.

-_ (1961). Introduction to panel: the silent patient. journal of the American
Psychoanalytic Association 9:2 - 6.

i (1963). Some considerations on free association. journal of the American
Psychoanalytic Association 11:451-473.

i (1969). Developments in the theory of transference in the last fifty years.
International journal of Psycho-Analysis 50:583-588.

i (1982). Ego autonomy and psychoanalytic technique. In Practice and Precept
in Psychoanalytic Technique: Selected Papers of Rudolph M. Loewenstein, pp. 211
228. New Haven: Yale University Press.

Lynch, A. A., Richards, A. D., and Bachant, J. L. (1997). Interaction in the
transference/countertranjerence continuum. Paper presented at the 40th Interna
tional Psychoanalytic Association Conference, Barcelona, Spain.

Mahler, M. S. (1963). Thoughts about development and individuation. Psychoana
lytic Study of the Child 18:307-324. New York: International Universities Press.

Mahler, M. S., Pine, F., and Bergman, A. (1975). The Psychological Birth ofthe Human
Infant: Symbiosis and Individuation. New York: Basic Books.



22 The Modern Freudians
Marmor. J. (1953). Oralitl' in ‘he hystefical Personality’ journal of the American

Psychoanalytic Association 1:656-671. .
McLaughlin J, T, (1981). Transference, psychic reality and countertransference_

P choanalytic Quarterly 50:639-664. °
53” (1988). The analysps insights, Psychoanalytic Quarterly 57:370-388. u

_-_ (1991). Clinical and theoretical aspects of enactment. journal ofthe Amefwan
Psychoanalytic Association 39(3) 1595-614. . _

McLaughlin ]. T., and _]ohan, M. (1992). Enactments in psychoanalysis. journal of
the American Psychoanalytic Association 40:827-841.

Nunberg H. (1931). The synthetic function of the ego. International journal of
Psycho-Analysis 12:123-140.

____ (1955). Principles of Psychoanalysis. New York: International Universities
Press.

Ogden, T. H. (1982). Projective Identyication and Psychotherapeutic Technique. New
York: jason Aronson.

-- (1983). The concept of internal object relations. International journal of
Psycho-Analysis 64:227-241.

Rangell, L. (1988). The future of psychoanalysis: the scientific crossroads. Psycho
analytic Quarterly 57:313- 340.

Rapaport, D. (1959). A historical survey of psychoanalytic ego psychology. In
Psychological Issues, vol. 1, ed. G. F. Klein, pp. 5-17. New York: International
Universities Press.

Reich, A. (1951). On Countertransference. In Annie Reich: Psychoanalytic Contribu
tions, pp. 136-154. New York: International Universities Press.

_- (1960). Further remarks on Countertransference. In Annie Reich: Psychoana
lytic Contributions, pp. 271-287. New York: International Universities Press.

-_ (1966). Empathy and countertransference. In Annie Reich: Psychoanalytic
Contributions, pp. 344-360. New York: International Universities Press.

Reich, W. (1933). Character Analysis. New York: Orgone Institute Press.
Renik, O. (1993). Analytic interaction: conceptualizing technique in light of the

analyst’s irreducible subjectivity. Psychoanalytic Quarterly 57:523-552.
Sandler,]. (1976a). Actualization and object relationships. journal ofthe Philadelphia

Association for Psychoanalysis 3:59 - 70.
-1 (1976b). Countertransference and role-responsiveness. International Review

of Psycho-Analysis 3:43-47.
Sandler, ]., and Sandler, A. (1978). On the development of object relationships

and affects. International journal of Psycho-Analysis 59:285-296.
Schwaber, E. (1983). Psychoanalytic listening and psychic reality. International

Review of Psycho-Analysis 10:379-392.
Silverman, M. (1985). Countertransference and the myth of the perfectly analyzed

analyst. Psychoanalytic Quarterly 54:175-199.
Stein, M. H. (1956). The problem of masochism in the theory and technique of

psychoanalysis. journal of the American Psychoanalytic Association 4:526-538.



From Ego Psychology to Conflict Theory 23

,,...- (1981). The unobjectionable part of the transference. journal of the
American Psychoanalytic Association 29:869-892.

Sgerba, R. (1934). The fate of the ego in analytic therapy. International journal of
Psycho-Analysis 15:117-126.

Stone, L. (1954). The widening scope of indications for psychoanalysis. journal ofthe
American Psychoanalytic Association 2:567-594.

,____..- (1961). The Psychoanalytic Situation. New York: International Universities
Press.

Strachey, _]. (1934). The nature of the therapeutic action of psychoanalysis.
International journal of Psycho-Analysis 15:127-159.

Zetzel, E. (1956). Current concepts of transference. International journal of Psycho
Analysis 37:369-376.



2

’_,..-f

The Influence of Object Relations
Theory on Contemporary

Freudian Technique

Marvin Hurvich

The term object relations includes so many meanings that an entire
symposium could be devoted to their delineation, comparison, and
contrast. Regarding the concept of object, we may be referring to a mental
representation as an organization of meanings, to a fantasy, to a develop
mental capacity, or to a basic personality structure, with levels of develop
mental capacities (Perlow 1995), including dynamic properties that go
beyond just being a representation. In addition, there are disagreements of
various kinds such as the extent of internal versus external sources of
mental objects, their relative status as experiential or nonexperiential, their
relation to motivation, and the relative maturity of the mental representa
tion in terms of its differentiation and integration and its developmental
level.

The popularity of an object relations approach today is demonstrated
by the fact that the number of books and articles from this perspective is
approaching the output on borderline and narcissistic pathology of a few
years ago. The issue of object relations is also a central focus in current
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ideological warfare among various schools and positions on the contem
porary psychoanalytic scene. Object relations theories are being contrasted
with classical theory, the latter being portrayed as a drive/ defense theory
(Greenberg and Mitchell 1983) or a drive/ structural theory (Summers
1994).

Object relations theories centrally refer to events occurring within the
psychic sphere, conceptions that are based importantly on internalization
processes. In the scholarly and comprehensive accounts of Greenberg,
Mitchell, Summers, and others, the crucial place in classical theory of
identification in particular, and of internalization more generally, has been
insufficiently acknowledged. Relevant here is the work of Helene Deutsch
(1942) on the failure of identification in as-if personalities, Greenson (1954)
on the struggle against identification, Sandler and Rosenblatt (1962) on
the representational world, and Schafer (1968) and Meissner (1981) on
internalization. jacobson (1954, 1964), Spitz (1965), Mahler (1972),
Loewald (1978), and Kernberg (1980) have all made major contributions
to object relations theory, and have integrated drive, ego, and object
relations into their formulations. Fred Pine’s (1990) delineation of the
four psychologies of drive, ego, object, and self is another noteworthy
example.

Many contemporary Freudian analysts are interested in the potential
value of contributions by object relations theorists to a broadening and
deepening of a contemporary Freudian perspective. These contributions
have come from analysts identified with a classical Freudian position, and
also from some not so identified, especially from Melanie Klein and
theorists from the British object relations group.

Because of the view that the concern of classical theory with drive and
defense reflects an alternative to a concern with object relations, this
chapter begins with a condensed overview of how object relations issues
were important in Freud’s writings. The major contributions of object
relations theorists are discussed.

A key to Freud’s entire approach was that the etiology of neuroses lay
in the psychological and social realms, as well as in biological spheres, the
latter being the predominant psychiatric view at the time. In the libido
theory, each instinctual drive has an object, and Freud differentiated the
kind of object relationship consistent with each stage of libidinal develop
ment. In a footnote added in 1910 to “Three Essays” (1905) he wrote:
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The most striking distinction between the erotic life of antiquity and
our own no doubt lies in the fact that the ancients laid the stress upon
the instinct itself, whereas we emphasize its object. The ancients
glgrified the instinct and were prepared on its account to honor even
an inferior object; while we despise the instinctual activity itself, and
find excuses for it only in the merits of the object. [p. 149]

Also in “Three Essays,” Freud wrote that the child at the breast
becomes the “prototype of every relation of love” (p. 222), and that the
finding or choosing of an object was actually a refinding, that it is based on
a previous internalization.

Freud’s 1911 theory of psychosis (1911a) was object relations cen
tered, focusing on a withdrawal of the libidinal cathexis from a significant

person and from the mental representation of that person as the event that
ushered _in the psychotic process.

Freud (1914) defined anaclitic (dependent) and narcissistic bases for
finding an object, that is, object choice or interpersonal relations. His
distinction between narcissistic libido and object libido is the first de
scribed foundation for self and object representations.

In 1917, Freud underscored object loss as the key basis for melancho
lia, and further that identification or internalization of the lost object was
an effort to retain the object, that identification is a preliminary stage of
object choice, and that an identification replaces the object cathexis of the
lost object. Thus, Freud explicitly formulated the representation of objects,
in addition to drive derivatives, as an aspect of psychic reality and
unconscious content. Also, his concept of the superego as the internalized
voice of the parents was reflected in his famous metaphor that the shadow
of the object falls on the ego. The superego as the internalization of the
critical voice of the parents underscores this construct as both a major
mental structure, and as an internal representation and continuation of a
relationship with the parents.

Additionally, Freud (1921) distinguished identylcation from object love,
the wish to be the object in contrast with the wish to have the object. This
distinction makes a place for a difference between the pleasure of sexual
satisfaction, on the one hand, and feelings of contentment and security
involved in an identification-merger with the object, on the other (Hensler
199l,]offe and Sandler 1967).

Freud (1921) clarified falling in love as involving the object being put
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in the place of the ego ideal. In 1923, he described the ego in terms of a
group of functions, but also as a precipitate of abandoned object cathexes.
He stated that the makeup of the ego is importantly influenced by the
history of those object choices.

Abraham (1924) presented a set of stages in the development of object
love to parallel the stages of libidinal development.

In 1926, Freud asserted that anxiety is a reaction to the felt loss of the
object, and two of the four basic dangers formulated by him relate to loss
of the object and loss of the object’s love. Here, the object is initially
external, but eventually also internal.

Freud (1938/ 1940) described internalization in terms of an inner
object relation:

This new psychical agency [i.e., the superego] continues to carry on
the functions which have hitherto been performed by people [the
abandoned objects] in the external world: it observes the ego, gives it
orders, judges it, and threatens it with punishments, exactly like the
parents whose place it has taken. [p. 205]

Here, Freud is describing the ego being divided into two formations that
are in an active dynamic interrelationship, that is, an internalized object
relationship. It is worth noting that Freud did not formulate the mecha
nisms clarifying how such an interaction is possible.

In his later work, Freud showed a growing appreciation of the
importance of the mother-infant bond, both for the development of ego
structure, and for the relation with the mother as “established unalterably
for a whole lifetime as the first and strongest love-object and as the
prototype of all love relations-for both sexes” (1938/1940, p. 188).

As Laplanche and Pontalis wrote in their authoritative The Language of
Psychoanalysis (1973), “In Freud’s work, the concept of identification comes
little by little to have the central importance which makes it, not simply one
psychical mechanism among others, but the operation itself whereby the
human subject is constituted” (1973, p. 206).

Within contemporary Freudian thought is the premise that psycho
analysis has always tied drive, defense, and object relational concepts
together (Spruiell 1988), and that since Freud’s description of the basic
dangers in 1926, psychoanalytic structural theory has been an object
relations theory (Boesky 1991). The centrality of internalization processes
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and of object relations in psychoanalytic developmental psychology is
axiomatic (Blanck and Blanck 1979, 1986,_]acobson 1964, Kernberg 1976,
Mahler et al. 1975, Spitz 1965).

Of the various developmental lines she delineated, Anna Freud (1963)
described the one from emotional dependence to emotional self reliance
and adult object relationships as the most basic one, and that these issues
have been important from the beginning. She was able to integrate
psyehosexual level, object relations stage, and ego development factors to
rovide an important way of describing preoedipal pathology that goesP

beyond psychosexual stages but also includes them.
Erikson (1950) described internalization of relationships, and inte

grated psychosexual and psychosocial perspectives. Hartmann (1952),
Fraiberg (1969), and McDevitt (1975) delineated object constancy. jacob
son (1964) was able to encompass, within the Freudian structural model,
an integration of drive derivatives, affects, defensive functioning, object
relations, and psychic structure formation in a developmental model that
centers on object relations.

Loewald (1951) emphasized the embeddedness of the individual in a
medium of object relations. Nevertheless, he underscored the importance
of separateness and individuation, and the need for personal responsibility
for one’s own life. Loewald was addressing the importance of a oneperson
psychology, without downplaying the two-person psychology. Indeed, as
Modell (1984) has pointed out, a two-person psychology is necessary for
Freudian theory, and is not a replacement of it. The juxtaposition of
one-person and two-person formulations is found in ideological debates,
but a theoretical frame that encompasses both and attends to their
interrelationships is a better alternative than either one alone. Even
defensive activity is not limited to a one-person model (Modell 1984).

Modell (1984) attemps to integrate object relations within the struc
tural model. One of his mzgor points is that it is the identification with a
“good object” (p. 212) that enables the person to achieve mastery over id
impulses. A survey of the classical literature on analyzability led Bachrach
and Leaff (1978) to conclude that ego strength and object relations have
been seen as the most important issues.

Mahler’s (1972) delineation of the separation-individuation phases
can be understood as a description of preoedipal development, with
emphasis on the interrelated unfolding of drive factors, ego processes, and
object relations.
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Other key contributions to object relations theory came from Klein,
Fairbairn, Winnicott, and Balint. Only some of the most central issues will
be considered here.

Melanie Klein took the object relations aspect of Freud’s libido theory
and made it more central, stressing that the internalized good object forms
the ego core, and the importance of the object for ego growth. She
expanded Freud’s conception of the inner world, and described a view of
the mind as a stage on which an inner drama is played out, with the players
being fantasied objects and part objects. She postulated an interrelation
ship among internal objects, unconscious phantasies, and drives that has a
good deal of clinical utility. Internal objects are seen as the content of
unconscious phantasies, and unconscious phantasies are the psychic
representations of libidinal and aggressive instinctual drives. She took
Freud’s concept of the death instinct seriously, and emphasized the
importance of envy as one of its earliest and most important manifesta
tions. Klein formulated that, early on, the object is split into good and bad
based on gratifying and frustrating experiences, and she saw the relative
preponderance of positive over negative drives and affects as a crucial
variable influencing psychic health.

She delineated three possible sources for internal objects: an innate
basis, concrete bodily interactions, and as a result of the introjection of
experiences with external objects. She assumed that internal objects
undergo a developmental progression. Initially, they are apprehended as
concrete and physically present, then as representations of an object in the
psyche and in the person’s memory system, and finally, as a symbolic
representation in words or in other symbolic forms (Hinshelwood 1989,
Money-Kyrle 1968, Segal 1958). A major contribution of Klein and her
group to psychoanalysis, beyond making the object notion more central in
intrapsychic life, was the focus on the intersubjective processes in transfer
ence and countertransference.

Klein’s concept of projective identification as modified and expanded
by Heimann (1950), Bion (1952, 1967), Racker (1953), and Grinberg
(1962) includes interpersonal and intersubjective, as well as intrapsychic
aspects, and provides much of the theoretical underpinning for the cur
rently popular concept of enactments (Chused 1991).

David Rapaport (1959) once opined that Melanie Klein had substi
tuted an id mythology for an ego psychology. Schafer (1997), more recently, has
maintained that the work of some contemporary Kleinians is essentially
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Freudian and includes its own version of an ego psychology. This latter
ect is reflected in an ongoing interest by these workers in delineating

Specific clinical descriptions of ego weaknesses and cognitive impairments
that are based on intrapsychic conflicts that seriously interfere with the

asp

analytic work.
Another contribution of Klein is the delineation of cetain concepts

and the demonstration of their clinical utility: greed, envy, gratitude,
Omnipotence, projective identification, part objects, splitting, and the
paranoid-schizoid and depressive positions. Primitive and pathological
envy is especially important in more disturbed patients. My clinical
impression is that pathological envy is one of the central sequelae of
childhood psychic trauma. That is, the patient’s anger and disappointment
over the negative events in his early object relations are activated and
potentiated when the patient compares him/ herself to the therapist or to
a friend regarding some attribute, possession, or perceived accomplish
ment of the other. This becomes a key resistance in the therapy, and a basis
for hatred of the therapist or other who is perceived as having been more
fortunate and blessed by fate. Also clinically very valuable, I think, are the
notions of successful and blocked mourning and reparations, which have
been developed in Kleinian theory.

The paranoid-schizoid and depressive positions were formulated in
terms of changes in relation to the object, and on internal or fantasied
object relations. They are seen to involve characteristic anxieties, defensive
operations, and qualities of object relationships. From the analyst’s per
spective they are mental models with certain attributes. From the patient’s
experience, they are states or attitudes of mind, a creation of related fantasies
of and relationships to objects with typical anxieties and defenses. An
ongoing dynamic relationship between the two positions is seen; neither
one is always in control. It is a Kleinian truism that the more the depressive
features predominate over paranoid and schizoid, and love prevails over
hate, the better the prognosis for change. Tracking the interplay between
the two positions, from fragmentation to integration and back, is a major
task of Kleinian analysts, and can be useful to Freudian analysts as well.

Fairbairn (1944), more explicitly than Klein, attempted to develop a
Comprehensive object relations theory, which he saw as an evolutionary
step following the focus on impulse and then on the ego. He held that
impulses are object seeking; that repression is primarily directed against
bad objects rather than against memories or impulses per se; that when
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repression fails, other defenses come into play, namely, phobic, obses
sional, hysterical, or paranoid “techniques,” or taking onto the self the
“badness” experienced toward the object (moral defense). And he asserted
that the clinging to painful experiences, so common in psychopathology, is
better understood as relevant to relationships with bad internal objects,
than in terms of a repetition compulsion. He gave more importance to the
environmental object in addition to a more delineated theory of internal
ized objects. He emphasized that it is object relations that are internalized,
not just self and object representations. He further conceptualized internal
objects as dynamic structures, with the capacity for psychological activity,
such as perceiving, thinking, and feeling, and with degrees of capacity for
independent functioning.

Fairbairn thus conceived of the personality as housing semiautono
mous divisions, with inner conflict, not among id, ego, and superego
components, but among agencies or endopsychic structures, all based on
internalized object relations: the central ego and the ideal object, the
libidinal object and the exciting object, and the antilibidinal object and the
rejecting object. The return of the repressed is now the return of the bad
object. The bases for psychopathology are not conflictual impulses or
intolerable memories, but rather, intolerably bad internalized objects,
claimed Fairbairn (1943).

F airbairn emphasized the unfolding and development of dependency,
and underscored the nurturant aspect of libido rather than the sexual
features. He saw object seeking, safety, and connection as more central
than pleasure and pain as regulating principles.

In this regard, he also emphasized that the infant is entitled to be
treated and loved as a person in his own right. This now completed the
triad: Freud stressed the oedipal father, Klein the preoedipal mother, and
Fairbairn, along with Winnicott, the rights of the infant.

Fairbairn formulated the schizoid position as the key psychopatho
logical paradigm rather than the depressive or the hysterical, and he
accented the process of splitting of the object in repression and in the
process of internalization, which he limited to a pathological process.

He posited that when infantile neediness is overly frustrated, the
youngster comes to fear the destructiveness of his own need-saturated love.
Rather than experiencing everything bad coming from the outside, the
pleasure ego (Freud l9llb), Fairbairn (1944) underscored the “moral
defense” as taking the parents’ “badness” onto the self, the youngster



The Influence of Object Relations Theory 33

preferring to be a sinner in a livable world, rather than a saint in a world
of intolerably bad objects. To Freud’s five sources of resistance (1926),
Faifbairn added the resistance to change based on the fear of loss of the
Connection with the internalized object. This is a valid one, and quite
useful, in my experience, though it overlaps with Freud’s superego
resistance.

Ogden (1990) has clarified the theoretical basis for the dynamic
properties of the internal object, implied in Freud’s, K1ein’s, and Fair
bairn’s formulations. Ogden points out that an internal object in Fair
bairn’s system both has the capability for perception, thought, and feeling,
just as the whole ego does, while also being a split-off part of the ego (self)
35 a result of being internalized, that is, substantially identified with an
Object representation. As Ogden formulated it:

Because the ego suborganization is itself capable of generating
meanings, its identification with an object representation results in a
shift in the way that person thinks of itself. That which was originally
an object representation becomes experientially equivalent to a self
representation of one of the split-off facets of the ego .... Such a
dual split would result in the formation of two new suborganizations of
the ego, one identified with the self in the external object relationship
and the other thoroughly identified with the object. [pp. 149-150]

This formulation is helpful in understanding the experiences of patients
with dissociative reactions, where inner personified persecutors utilize
current issues in dominating and reprimanding the patient.

Winnicott (1958, 1965) has provided concepts and ways of under
standing that have deepened our work with more disturbed patients. He
gave us the holding environment, the good-enough mother, the use of
an object, true and false self, ego relatedness, the stage of concern, the
capacity to be alone, and impingement into the infant’s going on being.
His valuable recommendations are to allow the insight to come within the
patient’s own omnipotence, and to understand the importance of not
being destroyed by the patient’s anger so the patient can develop a clearer
distinction between fantasy and reality. His concept of the transitional
object as the first “not-me” possession and the beginning of symbolization
and of play has become widely utilized by many Freudian analysts. Modell
(1968) has extended transitional objects to the transitional object relation
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ship, a way of relating to others characteristic of those patients who do not
recognize the separateness of the other, and where the other is experi
enced mainly as a need satisfier. Grunes (1984) has described the
therapeutic object relationship as an important ingredient in the work with
such patients.

Michael Balint (1968), along with Winnicott, provided concepts and
techniques for dealing with patients not suitable for standard analysis. Both
authors made a clear distinction among patients based on structural
considerations. Balint differentiated between malignant and benign re
gression, and gave us the idea of regression as an aspect of the therapeutic
action with some patients, regression in the service of progression. He
described ways to respond to the patient at the basic fault, a metaphor for
deficient and defective ego development, where treatment may be facili
tated by creating a special, empathic atmosphere. Here, the experience of
the patient is regressed, so that the words of adult language are not
understood to have their ordinary meaning, a regressive position that is
based on a time prior to the development of words. Balint’s recommenda
tion of a special atmosphere with these patients is based on the idea that
the malignant form of regression is more likely to occur when the analyst’s
behavior, demeanor, and way of intervening and interacting implies to the
patient either his omnipotence or omniscience. This recognition that
the regressed patient often profits from changes in the frame and inter
active style has been helpful for many Freudian analysts working with more
disturbed patients.

The most comprehensive effort thus far to integrate Fairbairn and
Klein’s object relations views within a contemporary Freudian framework is
Kernberg’s (1976) model, importantly influenced by the work of Mahler
and Jacobson. Affect and cognition are integrated by initial intrapsychic
experiences, and in turn link the libidinal and aggressive drive systems with
internalized object relations, which are internalized in self-object dyadic
units, characterized by a particular affect tone. These object relations units
are major building blocks of intrapsychic structure, and the drive aspects of
intrapsychic conflict are seen to be expressed through the object relations
units. Character defenses reveal the triggering of one self and object dyadic
grouping, which defends against a repressed and opposed self and object
unit (Kernberg 1980).

The view put forth here is not only that object relations theories are an
integral part of contemporary classical frameworks, but that concepts from
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the Object relations schools have additionally enriched contemporary
Freudian theory. Further, a classical framework can usefully and ade
quately encompass many of these conceptualizations and insights. This
is not meant to ignore or gloss over the difficulties of integrating con
cepts from the various psychoanalytic positions, nor to underplay the
Controversies regarding specific issues, considerations not delineated in
this chapter.

Object relations issues, such as object relations and interpersonal
relations, one- and two-person psychologies, intrapsychic and interper
sonal, real relationship and transference relationship, here-and-now versus

past influences on the transference, the relations between transference
and enactment, and the conceptions of transference-resistance versus
transference-countertransference, are conceptualized by current Freudian
writers.

These considerations can be found in various combinations. Gill’s
(1982) emphasis on the value and importance of interpreting resistances to
recognizing transference manifestations, the employment of transference
interpretations early in the analytic work, and on a more dominant place
for transference interventions in analysis altogether, preceded and laid the
foundation for his later interactional two-person focus. He pointed out that
in the analytic situation, intrapsychic conflicts may be reflected in the
interpersonal relation between patient and analyst. He also stated that
defense is an intrapsychic concept, while resistance is an interpersonal one.
Even here, a case has later been made for interactional aspects of defense
(Dorpat and Miller 1992). Gill (1991) subsequently stated that in psycho
analysis and psychotherapy alike, interaction is inevitable, but that in
analysis, the goal is to analyze it. Oremland (1991) has depicted both
psychoanalysis and psychoanalytically oriented psychotherapy as involving
interpretation of the transference, while interactive psychotherapy employs
the transference-as-interaction to mitigate symptoms and suffering.

There are positions where the analyst considers him/ herself both an
interactionist and an adherent of a one-person psychology. An illustration
of some of the layered complexities of these issues is Boesky’s (1990) view
that he is able to account for the important dyadic aspects of the
interaction between analyst and patient within an intrapsychic point of
view, while still maintaining that resistance is a mutual creation of patient
and analyst. He holds to the premise that psychoanalysis is limited to the
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intrapsychic sphere, and that this is true for all observations about the
interaction between the analyst and the patient.

Classical analysts have different positions on the extent to which the
analyst serves as a participant observer (Renik 1993), and even what the
term participant observer means (Boesky 1990). In Renik’s (1993) view, it is
the interaction between the patient’s and the analyst’s interpretations that
can lead to analytic progress.

Acknowledging the interactional quality of the analytic dyad, however,
can lead to opposite foci. For example, Sandler (1976) emphasizes the
patient’s attempt to induce the analyst to play a role in his own reenacted
transference drama. Schwaber (1992), on the other hand, sees counter
transference as the analyst’s retreat from the patient’s point of view.

An issue that has interactional implications is enactments. For
some (Jacobs 1986), both transference and countertransference enact
ments are seen to provide information useful for analytic work. Others
(Brenner 1982) understand transference and countertransference as in
distinguishable, genetically and dynamically. But the patient’s transference
is analyzed in conjunction with the analyst, while countertransference
should not be.

Another major controversy involves the therapeutic and working
alliances versus the transference. Both Zetzel (1956) and Greenson (1967)
defined the therapeutic alliance as a working relationship between thera
pist and patient, following Freud’s concept of the positive transference
(19l5a), and his characterization of the analytic situation as involving the
analyst allying himself with the patient’s ego (1937) so that the uncon
trolled parts of the id can be integrated with the ego. For Zetzel, the
alliance is part of the real object relationship between patient and analyst,
which promotes the utilization of the patient’s autonomous ego functions,
so necessary for him/ her to fulfill the functions of an analytic patient. The
transference, on the other hand, is seen as the vehicle for the patient using
the analyst as the object of displaced and unsettled infantile fantasy. For
Greenson (1967), the two most important kinds of object relations in
analysis are transference manifestations and the working alliance. Green
son claimed that a working alliance, which includes associating to and
efforts to comprehend the analyst’s interpretations, is necessary for a
process of working through to take place.

Brenner (1979), on the other hand, holds that the transference
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Concept is sufficient to cover all instances where the notion of a therapeutic
alliance has been invoked.

A comment by Boesky (1990) provides a most relevant ending for this
brief sampling of some ways object relations theories have influenced
Cgntemporary Freudian thought: the way the analyst contributes to the
psychoanalytic process merits additional intensive elucidation.
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THE ENDURING LEGACIES
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0verview of Controversies

Martin L. Nass

Two of the chapters in Part II address technical issues in psychoanalysis,
while the third goes to the basic underpinnings of forms of communica
tion-the symbol. There are some common threads among the chapters
that highlight current issues in psychoanalysis.

The history of psychoanalysis and psychoanalytic technique can best
be understood through its chronological development. To be unaware of
history is to repeat the same mistakes made in the course of the develop
ment of psychoanalytic thought, albeit unwittingly. From its beginnings,
psychoanalysis has always had its roots in an empirical methodology
through which theoretical constructs always followed clinical observations.
Freud’s approach continuously moved from clinical observations to theory,
and then refining or modifying theory through further observations. The
fact that he left his prior work in print and never directly refuted it has
resulted in criticisms of psychoanalysis that were based on concepts and
ideas that are no longer held to be valid. For example, much of the current
lfend in some quarters toward self-disclosure in analysis can be traced to
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Ferenczi’s attempts at “mutual analysis” (Dupont 1988). Countertransfer
ence feelings are not used as data for the understanding of the analytic
dialogue, but are revealed to the patient as helpful information. This “wild
analysis” does not stem from a solid theoretical understanding of the
transference but is used as a means of discharging the analyst’s own
feelings. Similarly, cathartic methods of treatment popular a decade or two
ago in primal scream therapy and in encounter groups can be traced to the
tried and discarded cathartic method of Breuer and Freud in the 1890s
(Breuer and Freud 1893). Stanley Grand (Chapter 5) highlights this area
in his discussion of the self-reflective function of the analytic process,
particularly where it applies to issues in the transference. Affective dis
charge and self-revelations do not in themselves build character structure.

The formulation of psychoanalytic perspectives on understanding the
empirical findings that were obtained often turned on which aspects of
these findings were given greater focus when theoretical formulations were
developed. This has been true throughout the history of psychoanalysis,
where dissenting schools often took one aspect of basic psychoanalytic
tenet and expanded it into an encompassing theory, viz. Alfred Adler. From
Abraham’s (1911, 1924) shift in emphasis to projective mechanisms in
depression away from Freud’s (1917) emphasis on internalization, the
Kleinian perspective and the focus on projective mechanisms grew. Freud’s
emphasis on internalization provided for the development of the structural
theory and eventually of ego psychology (Coltrera 1994). The work of
Hartmann (1939) and Hartmann, Kris, and Loewenstein (1946) made
room for the study in psychoanalysis of nonconflictual aspects of behavior
and for the expansion of a developmental perspective in psychoanalysis,
first presented by Freud in 1926. This latter has resulted in expansion of
technique, making analysis possible in situations where analysands would
previously have been considered unanalyzable. Techniques for addressing
early nonverbal aspects of the psychoanalytic encounter have been devel
oped (Coltrera 1979), partly made possible through the understanding of
nonverbal interactions in the form of “enactments” (McLaughlin 1991)
and by greater awareness of the psychoanalytic encounter as repeating the
circumstances of early maternal reciprocal dialogue. Analytic understand
ing has moved from the “blank screen” stereotype of the analyst to the
analyst as actively involved (with the kind of patient reported in these three
chapters) in helping to reestablish early failed dialogue.

The three chapters in Part II each address some aspect of these issues.
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The authors are addressing the enduring legacies of psychoanalysis and
what has been particularly meaningful to them in psychoanalytic thought.
psychoanalytic truths are hard won, always following from clinical findings.
Freud also stated that psychoanalysis was an art of interpretation in which
the appearance and working through of transference phenomena through
regressive recall is its most powerful therapeutic instrument. Its corner
stones were for him the assumption that there are unconscious mental
pfggesses, the recognition of the theory of resistance and repression, and
the appreciation of the importance of sexuality and of the Oedipus
Complex. “These constitute the principal subject-matter of psycho-analysis
and the foundation of its theory. No one who cannot accept them all
Should count himself a psycho-analyst” (Freud 1923, p. 247).

For me the vitality of psychoanalysis is its ability to grow with new
knowledge and incorporate the current thinking of many fields into its
approach. The evolving nature of psychoanalysis is such that it is an
organically growing, open-ended theory in which there is built-in room for
expansion for more current concepts. For, example, in the 1890s when
the current thinking in physics was based on a hydraulic model, that’s
where psychoanalytic theory had its position; in the 1990s, as much of the
thinking in the so-called hard sciences is based on chaos theory, there is
room in a psychoanalytic point of view to account for this theory. Chaos
theory is now being applied to psychoanalysis and to the therapeutic
process with some exciting observations that have focused on nonlinear,
complex autonomic nervous system activity. By observing sequences of
states and monitoring the rapid changes that take place dramatically
following inter- or intrapersonal distress, researchers have shown that
confronting painful feelings and thoughts decreases measured autonomic
arousal.

The recent findings in neurobiology have also been confirming what
we have known developmentally for a very long time-that early dialogue
and interaction stimulate a neurological feedback system and stimulate
development, resulting in greater brain activity and in structural changes
in the brain, that there are open, growing systems whose paths are more in
keeping with chaos theory than simple linear development, and that
behavior is far more complex than we ever imagined. Our work in some
Ways attempts to reestablish these failed dialogues and to reestablish a
Sense of trust in our patients. This developmental point of view is most
active and vital in psychoanalytic thought and connects to some of Freud’s
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early workin neurobiology. We are moving toward the future in many ways,
but we also have a strong tie to our roots, so that we can profit and learn
from the insights and the errors of our predecessors and use them to move
ahead. This is why a developmental perspective is so critical in our
understanding of psychoanalytic process (Shore 1994).

These three chapters address some issues in psychoanalytic thought
from very different approaches. The common link among them is the
continuity of Freud’s thinking, although modified, into the present time.

Grand (Chapter 5) addresses the place of self-reflection in the
psychoanalytic process and takes us through some of the current contro
versies in the field regarding which theory of pathogenesis is best. He
rightfully criticizes the technical fashions in the field and demonstrates the
lack of commonality among them that would preclude the designs of a
comparison research. He also provides us with a great deal of information
on the history of technique.

Adams-Silvan and Silvan (Chapter 3) demonstrate through a clinical
anecdotal process that Freud’s basic principles involving the use of
transference run through all psychoanalytic and psychotherapeutic ap
proaches, and even the most radical technical modifications continue this
line of understanding. They highlight the empirical nature of Freud’s work
and correctly point out that theory was developed to organize and codify
observations. They show that the basic psychoanalytic approaches were set
down over a hundred years ago.

In their writings, Grand andvAdams-Silvan and Silvan address ques
tions of technical modifications in so-called classical psychoanalysis. How
ever, since psychoanalysis as I see it has been evolving over the past
hundred years, aren’t the evolutionary technical changes from the basic
model the inevitable growth in terms of expansion of knowledge as well as
in the differences in the kinds of people who are now amenable to
psychoanalytic treatment? There are many patients treated by psychoanaly
sis today who would not have been considered analyzable twenty-five or
thirty years ago, and this has been made possible by increased knowledge
of dealing with character issues, working with nonverbal and preverbal
issues and bringing them into the analytic dialogue. However, F reud’s basic
principles that I mentioned earlier are still operating. Consequently,
Crand’s question of whether it is useful to still call the technical shifts
“modified analysis” in my opinion should be answered in the negative since
they still meet the basic criteria for what constitutes a psychoanalytic
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Pfgcess by Freud in 1923. The greater attention paid to preverbal and
nonverbal aspects of behavior are developmental aspects of the growth of

psyehoanalytic methodology and need to be understood from the perspec
tive of the historical growth of psychoanalysis. The history of an idea in its
development includes and presupposes all of what has contributed to its
present state; for example, an ego psychology presupposes the inclusion of
an id psychology as well. Consequently, the evolutionary changes in
psychoanalytic technique that are a the result of empirical findings should
not be regarded as “modified” but as current developmental changes in
methodology.

Freedman’s discussion of symbolism (Chapter 4) goes to the heart of
one of the ana1yst’s main functions-that of interpretation and supplying
meaning to the analysand’s narrative. Freedman discusses symbolization
35 3 process of shaping meaning and gives us an historical perspective
on some of the seminal thinkers in this field. He discusses symbolization
from a developmental perspective in which the analyst helps the patient to
raise symbolization to a higher level through the analytic process. Raising
the developmental level of the patient’s capacity to symbolize helps create
greater space and thus greater reflective capacity and room for increased
psychic growth.

Thus, the analyst helps the patient make sense out of his or her life,
and helps through interpretation to reconstruct experience and to show
how the past operates in the present in an automatic manner. As ego
psychology with its emphasis on form and style developed, technical issues
of timing and manner of communication to the patient became as
important as or more important than the content of what is transmitted.
Loewenstein’s (1956) paper on the role of speech in psychoanalysis high
lights the importance of the act and style of speaking as well as what the
patient is saying. He also emphasizes the role of speech as an objectifica
tion involved in bringing outside that which is inside. F reud’s dictum (and
this was stated before ego psychology) that the interpretation should be
addressed to the psychic surface where the resistance and the affect state of
the patient are clearly identifiable is a truism in present-day technique.
This was systematically elaborated by Edward Bibring in 1954 in his paper
On psychoanalysis and psychotherapy. He clearly sketches out what consti
tutes an interpretation and the varieties of technical interventions used in
psychoanalysis, ranging from suggestion and abreaction to confrontation
and clarification.
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Interpretation is the only technical intervention that addresses uncon_
scious material and connects the past with the present. Technical maneu_
vers involving preinterpretive strategies are vital in the preparation for an
interpretation. The role of self-reflection and introspective curiosity is vital
for the conduct of an analysis. How does one help to achieve this in 3
nonreflective patient? Grand’s patient Mrs. j. had difficulty with transfer
ence space, which resulted in her only being able to tolerate his empathic
attunement to her distress and an inability to reflect on her experience. His
interpretations were experienced as unempathic and her style was to
experience her difficulties as stemming from external sources. Such
patients present immeasurable challenges to the psychoanalyst. While
empathic attunement is a vital factor in working with such individuals, an
active approach on the part of the psychoanalyst to help promote reflective
awareness and introspection is crucial. While Grand speaks of the identi
fication with the analyst as a means of enabling the patient to work more
readily in the analytic modality, it seems to me that this is but one aspect of
promoting self-reflection. In addition, something more active on the part
of the analyst to help the patient become more reflective is crucial. The
patient needs to be helped to see what he or she is doing and this cannot
be accomplished strictly by an identification with the methodology when
there is no introspective curiosity. This technical problem is addressed by
both Bibring (1954) and Coltrera (1981), who indicate that the analyst
needs to help the patients observe their behavior. Bibring suggests that
helping the patient to reflect involves preinterpretive strategies of confron
tation and clarification. By showing the patient his or her actions from the
external vantage point, one can show the individual what he or she is
doing. This also addresses the importance of character style in that the
person defends against an internal experience by externalizing and seeing
the source of feelings and actions to originate in the outside world. Such
technical interventions are not new but are vital in the treatment of
individuals with poor self-reflective capacities and are active strategies to
help them to look at themselves.

These technical advances in the treatment of patients with early
developmental disturbances have made it possible to address early nonver
bal and preverbal issues as they manifest themselves in the treatment
situation (Coltrera 1979). By tuning in and confronting and clarifying
behavior that is outside of the patient’s awareness but is shown through
actions or through enactments with the analyst, this material that often
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presents in nonverbal and in nondiscursive form can be examined and
discussed in the analysis. This has made it possible to open up an entire
area of psychoanalytic work to a group of patients who previously had been
Considered unanalyzable. Calling attention to nonverbal behavior (and
Often the manifestation of preverbal behavior) has moved psychoanalytic
technique into a whole new area of possibilities. This to me is evolutionary
and not strictly a radical departure from the basic model. A developmental
Osition of psychoanalysis, first addressed by Freud in 1926, is now possibleP

through our understanding of the recent work in child development,
developmental neurobiology, and through the courageous work of pio
neering psychoanalysts.

An early step in this direction was made by Edward Bibring (1937),
who made what to me was a monumental contribution to the Marienbad
Symposium of 1936. It was clearly ahead of its time and anticipated a good
deal of the work of Hans Loewald, who some 25 years later (Loewald 1960)
fleshed out what happens between analyst and patient during the psycho
analytic process from a developmental perspective. Loewald has been
rediscovered recently by many people and perhaps Bibring’s work will also
receive more of the recognition it deserves. For example in 1936, he had
a distinct developmental perspective on the role of the analyst, which
Loewald wrote about in 1960. Bibring (1937) said,

Psychoanalysis achieves a loosening of fixation, removal of repression,
weakening of repetition compulsions and a restoration of develop
ment .... I believe that the patient’s relationship to the analyst from
which a sense of security emanates is not only a precondition of the
procedure but also effects an immediate consolidation of his sense of
security which he has not successfully acquired in childhood. [pp.
176-177]

Forty years later, Harry Guntrip (1975) made a similar statement from
the patients point of view in comparing his own analytic experiences with
Fairbairn and with Winnicott: “To find a good parent at the start is the basis
of psychic health. In its lack, to find a genuine ‘good object’ in one’s analyst
is both a transference experience and a real life experience” (p. 156).

Clearly, good clinicians have always been practicing in manners that
reflected a deep understanding of what they were doing and were available
£0 their patients despite many stereotyped views of analysis and the role of
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the analyst as strictly a projection of the patient’s internal world whg
functioned as a blank screen.

Adams-Silvan and Silvan raise some interesting questions in. their
chapter concerning what is psychoanalytic versus what is psychotherapeu_
tic. It would be interesting to know under what conditions, other things
being equal, they would recommend psychotherapy versus psychoanalysis
and under what conditions they would interrupt the patient’s associative
flow. Interpretation on the part of the analyst is vital to the psychoanalytic
process and still meets all of Freud’s criteria as to what constitutes
psychoanalysis (Freud 1923). They also raise some interesting issues
regarding analysts’ choice of when, how, and at what level of depth to
intervene with the patient. These have been addressed by Freud in his
technical papers (Freud 1912, 1913, 1914) in which the depth of an
interpretation should be a function of the psychic surface marked by the
resistances (Coltrera 1981). Clear technical guidelines that have evolved
with the development of the empirical idea have made our work more
orderly, still imaginative and creative, but not impossible.

These three chapters serve to highlight the wide scope of what can be
subsumed under the heading of “contemporary Freudian psychoanalysis.”
It encompasses a variety of positions, and one needs to keep an historical
perspective concerning the evolution and development of psychoanalysis
in order to understand what happened over the years, why it happened,
what technical changes evolved, and why they did. To do so is to follow in
the tradition of Freud in which empirical observations are the basic
building blocks of theoretical formulations and are used to continuously
revise them. Such a perspective will enable us to avoid the errors made over
the history of psychoanalysis and avoid the pitfalls of “wild analysis”
discussed by Freud as early as 1910.
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Freud After All

Abby Adams-Silvan
Mark Silvan

We feel in one world; we think, we give names to things in
another; between the two, we can establish a certain correspon
dence, but we do not bridge the interval.

-M. Proust

The tall, bespectacled, 50-year-old man sits hunched over in the
patient’s chair, his arms extended between his spread knees, hands
clasped. For the first time in one-and-a-half years of once- and
twice-weekly treatment, the analyst sees him wearing slacks and a sport
shirt instead of his otherwise invariable pinstripe suit, Hermes tie,
custom-made pastel shirt with immaculate white collar and cuffs, and
gold cufflinks. His 12-year-old daughter sits in the waiting room-also
a first. The patient is miserable; he speaks of his lover, his wish to
marry her, and his distress at his daughter’s declaration that if he does
so she will never again visit him. He cannot, he says, hurt her that way.

Mr. Smith has not been able to resolve the issue. Twice he has set,
and twice he has canceled wedding dates, but now, he says, it is
definite. He will not marry. He is not angry but simply cannot allow
himself that happiness, and certainly not at his daughter’s expense.

He’s quiet and, after a long pause, he says, “I don’t understand
anything, and I can’t do anything. You have any ideas?"
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And the analyst says, “Look, the only thing we really know is that

the feelings of helplessness have something to do with being left and
leaving. We know about the seduction by your cousin (male) and your
mother being right there in the next room, and how you felt so
betrayed and alone that you left home-not feeling angry-and
barely spoke to anyone in your family for years.”

There is a long silence. Mr. Smith responds: “I was just thinking,
you know. I was born in December, so I started school very young. I was
5-5!-and my mother took me for my first day of school. I was born
in December so I was the youngest in my class. I was so scared. I cried
and cried. She left me in the school yard and drove off with my father,
I think that I have never felt so alone in my life. I could never, never do
that to my child.”

Mr. Smith is crying. There is a pause. “Dwelling on the past won’t
help. Even though I know it’s what I’m supposed to do here. I need
answers-you really leave me too much on my own.”

Then he says, “By the way, did I tell you that my daughter is
starting in a new junior high school? I wish she didn’t live so far
away .... ” His associations proceed.

What have you heard and seen? What do you know? Not much in
ordinary manifest content terms. But an analytic thinker starts, from the
first descriptive words, to speculate, to listen for confirmation or negation,
to wonder what was done or said, to think how it might be done differ
ently-or the same, and to ask why an intelligent, wealthy businessman,
capable of self-appraisal and object relationships, is not in a more intensive
treatment. And what kind of treatment is he in anyhow?

He is seen once weekly, sometimes twice; his conscious wish not to
come more often and to remain seated rather than to lie down is being
gratified and for now not addressed. Nevertheless, even in this very brief
vignette we see that the technical mode is free associative and dynamic
interpretive, that the characterological, defensive, and symptomatic impor
tance of an adolescent incestuous seduction has clearly been addressed,
that transference is deep enough so that fantasies based on it are utilized
for defensive control.

And what of Mrs. jones? Another patient, different questions.

It is her jijlh session of the week. She is a most attractive, well-spoken,
35-year-old woman who looks more like 25. She has been in treatment



Freud After All 5 5
fof only a few months. Always rather seductively dressed, today she
wears very, very tight shorts, a scoop-necked, closely contoured silk tee
Shirt, white-dyed alligator loafers, and carries a giant, buttery-soft
leather pouch handbag that has been left open and into which her
hand dives from time to time to extract various items: a watch, a linen
handkerchief, a note pad, a mirror. She is the picture of a glowingly
healthy, well-educated, well-bred, cosmopolitan socialite.

Mrs. jones speaks dramatically and readily, and given what you an
analytic thinker might have already wondered, her verbal associations
are not surprising. She talks first about a liposuction she had had in
the past, and that she now was thinking of repeating the procedure.
She then speaks of her husband’s ill health and her concerns for him,
and her own childhood experience with a life-threatening illness from
which, for six months, she, herself, her parents, and the physicians
expected her to die. She certainly is glad she didn’t, mostly because
her own children would never have been born. She speaks for quite
a while, the material associatively connected to her early brush
with death. She weeps a little, but when she starts to describe the
abdominal surgery necessitated by her childhood illness, she begins to
cry even more, and the verbal associations cease. The therapist decides
to help, repeats her last articulated words and connects them to the
silence. Then, based on an attempt to understand and integrate all
the material, verbal and nonverbal (the liposuction, the handbag, the
bringing out of specific items, the illness, the reference to children,
life vs. death, and surgery, followed by the emergent dominance of
resistance), the analyst wonders aloud if perhaps some feelings about
the patient’s abortion in early adolescence, about which she had
spoken in her previous session, have somewhere aroused a feeling of
which Mrs._]ones has never been aware before-or at least has not let
herself speak about.

The patient’s weeping abates and she says she has decided to tell
the truth-even though she knows it will disgust and alienate the
therapist. In fact, she has had seven-maybe eight-abortions. She
weeps again. The therapist listens attentively and is concerned not to
Support one or another side of an obviously active conflict manifested
in a repetition compulsion. She does not recoil or condemn, of
course; neither does she assume the patient really needs to be
consoled. Now she waits.
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Is this a classical model treatment based on ego-psychological tech_

niques? Should it not be? This is an exhibitionistic, delightful, bright, and
articulate young woman; a conflicted patient suffering from early external
traumata, the oedipal fantasies thereof, and trapped in a self-destructive
repetition compulsion.

Well, all that is true, but three things have been omitted: (1) the
patient began the session by abruptly and impulsively hugging the analyst;
(2) the patient is sitting facing the analyst, not lying on the couch; and (3)
from the time the patient began to weep, she was addressing not the analyst
but the analyst’s small dog, whichwas curled up in the patient’s lap.

The fact is, the patient apparently can speak about painful and
conflict-laden material only to the dog, whose acquaintance she has made
because very early in her treatment she had heard quiet, low, little-dog
noises, which she believed were “crying from loneliness” and which were
intolerable to her. The dog was brought into the session to reassure her
and at this time in treatment was regularly present.

As with Mr. Smith, what kind of treatment is Mrs. jones in? Classical
analysis? Certainly not, though her sessions marched along on identifiable
associative lines. The answer we propose is that both these patients are in
the tradition of Freud’s psychoanalytic treatment. Not in an attenuated or
modified or parametric or impure(!) Freudian treatment, but Freudls
treatment, most profoundly because what the therapists are doing is
following Freud’s basic principles as to technique, behavior, assumptions,
and intervention. Note that we substitute Freud for Freudian. It is our
contention that the words Freudian, orthodox, rigid, and even classical have
come to refer not necessarily to F reud’s thought but often to a misunder
standing of it that is outdated, in need of revision, and presently subject to
new, enlarged, and better understandings.

First, in both these treatments, the analyst/ therapist has determined
the immediate technical mode according to his best judgment of what is
the need of the patient at this time, trying to understand the real, latent
communication of that need, attending as well as possible to the conscious
and derivative, unconsciously determined indications given by the patient.

Then, the analyst has undertaken to listen as much as possible in a
unique way, in Freud’s way, hovering so as to remember, nonjudgmental,
evaluative, absorptive, absorbed, informed, self-aware, and himself oscillat
ing in and out of a primary process mode. All this with the underlying
assumption that everything is meaningful and worth watching and listen
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tO_ All this is clearly demonstrated in Freud’s earliest clinical work, to

:rich we will return. Finally, the therapists are making certain clinical
assumptions that are historically Freud’s-assumptions with which they
approach every treatment and that are time-tested, replicable, demon
Strable, and positively antique in longevity.

First and foremost, we know that what the analyst actually saw and
heard was important, but only the beginning of understanding. It is the
meaning of what was manifest, the latent content, that will in the end help
the analyst help the patient to understand himself and, if he wishes to,
Change, Fundamental to this is Freud’s theory of unconscious determina

n and the dominance of the descriptive unconscious in everyday life.
We know, too, that the sequence of thoughts and behavior manifesta

tions is revealing, precisely because the same unconscious determination
governs the associative process. So when Mr. Smith’s associations move
from the statement that he will not marry to the statement that he is not
angry but unable to allow himself a pleasure, we know that it is somehow
connected; when he responds to the analyst’s intervention about abandon
ment with a memory of school, we know that that will be of significance way
beyond the manifest content, no matter how complete of itself it seems to
be. Meaning may be hidden, but potentially may be discerned in connec

tio

LIODS.

In the same way, when Mrs. jones seductively and unexpectedly
embraces her analyst, and proceeds to move from thoughts of liposuction
(something has been forced out of her) to danger, to death, to children, to
life-and-death surgery, all the time pulling objects from her bag, her analyst
is naturally reminded-because she is listening in the analytic mode
recommended by Freud-of the previous session and of abortion. Further,
Freud’s concept of symbolism is surely informative, especially with refer
ence to the items recovered from the pocketbook. We are not sure of the
meaning of the embrace: Was she “aborting” the treatment, and/ or
repeating the impregnation? Was she pleading for reassurance that she is
not revolting and disgusting, and/ or making the therapist complicit as a
transference acting-out? We are asking, and expecting answers to, Freud’s
questions based on Freud’s assumptions.

Similarly, Mr. Smith dresses informally when he brings his daughter.
We are not sure of the meaning, but we are sure it has meaning. Is he in
S0IT1€ way identifying with her youth, that is, a mild, not inappropriate
regression? Perhaps Mr. Smith in his distress about (we later discover)
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abandonment by his mother to a forbidden gratification that-we can
speculate-required him to flee from a regression to negative oedipal
gratification, is in some way engaging in oedipal rejection as he rejects his
girlfriend jane. Is this an important transference re-creation?

And that, of course, is the crucial other “antique” concept we are
using: transference, the touchstone, the sine qua non for the closes;
approximate understanding we can have of the formative veridical and
fantasy life of the patient. As understood in Freud’s psychoanalytic theory,
transference-interpersonal and object-occurs in all relationships as 3
manifestation of the repetition compulsion. Different therapists utilize this
principle in different ways, depending on patient need, but there is 3
difference between the knowledge of the concept and how it is used; it may
be honored, for example, in avoiding its discussion, because that would, at
a given point, frighten or even devastate the patient. Can we imagine 3
good practitioner telling Mrs. jones that she may be in fantasy embracing
her seducer so as to repeat the unconscious gratification of self-mutilation
and the destruction of an inner object? Or, since we know that to make a
genetic interpretation of the transference will tend to attenuate it, we may
be silent so as to allow it to flourish rather than dissipate, if the time is not
yet ripe.

We recognize that transference is always with us, coloring all ex
changes. Even though it may seem to be real based on the real therapeutic
situation that everyone faces, our understanding is that it still is transfer
ence, based on universal experiences of childhood. For example, when a
patient is distressed at having to pay a fee, we recognize the childhood
roots in distress over emotional “payment” in compliance, love, gratitude to
the caregiver. If a patient feels humiliated by lying down, may this not have
its roots in the universal humiliations experienced by the child who is
indeed small and left out of the grown-ups’ lives in many ways? The analyst
and the analytic situation are humiliating only because of the transference,
the childhood roots. Our understanding of the scenario that the patient
will create and re-create in the transference is the primary data that
informs the analyst of the patient’s inner world, past and present.

Further, the assumption of predictable, universal childhood develop
mental sequences is historically the orderly psychosexual, subject/ object
and structural developmental sequences that can be used to help our
understanding of the clinically unique in the universal context. Infant
observation, one of the new disciplines, yields predictable sequences. HOW



Freud Ajier All 59
Could any animal development possibly be random or idiosyncratic? As

cud (1925) said, “it became possible to confirm . . . (the sexuality of
Children) . . . by direct observation. Indeed, it is so easy to convince
oneself of the regular sexual activities of children that one cannot help
asking with astonishment how the human race can have succeeded in

eflooking the facts . . .” (p. 39). The new disciplines expand, but hardly

replage, Freud’s developmental models or observational techniques.
Theory, at its best, is primarily a way of organizing observations. With

expanding observations, Freud was constantly revising his own theories,
d 50, too, have his intellectual heirs. But these changes do not represent

3 diminution of understanding, only an accretion, providing only that the
mobilizing observations-whether they validate or refute-be accurate.

An extraordinary number of Freud’s assumptions and ideas were first
articulated in “On the Psychical Mechanism of Hysterical Phenomena: The
Preliminary Communication” (Freud and Breuer 1893) and “Studies on
Hysteria” (Freud and Breuer 1893-1895). Over a hundred years old, they
legally qualify as antique: the technique of free-association; the importance
of listening; the idea of neutrality; there are no spontaneous fluctuations,
only a demonstrable psychic determinism available through association;
the primacy of following the patient; the importance of secrets; the
importance of association of events and the sequence of manifest content,
which can tell us important information about unconscious and precon
scious meanings; that memories may be traumatic, and therefore are
technically significant; allowing “strangulated affect” to find a way out
through speech is psychotherapeutic; the principle of abstinence; under
standing the resistance; that symptoms will make sense and therefore must
never be ignored; using suggestion to alleviate symptoms is not truly
therapeutic; the importance of multiple trauma; the importance of recol
lection in mourning; that conflict and defense are dynamically crucial to
the form taken by hysterical symptoms, that no patient is monosymptom
atic; the principle of symbolization, with multiple determination for
conversion and/ or other hysterical symptoms, and the role of conflict and
defense. Nor should we forget Freud’s emphasis on the importance of
biological factors, which are today at the forefront in the study of neuro
psychology.

And then in 1900 Freud became our great cartographer, carried by
df€ams to the shadowy regions of the mind, and mapping his journey for
us. The object of our psychotherapy remains today the widening of
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conscious awareness, bringing what is out of awareness into the light. As We
have shown, it is more than a hundred years since the technique to do so,
based on pragmatic observation, began to be available. With Tlw Interpm
tation of Dreams (1900) almost a hundred years ago, Freud demonstrated
most profoundly how to move what is out of immediate consciousness into
awareness, what that conscious awareness is, and why these pragmatig
techniques of free association can be so psychotherapeutically successful,

Not too much later, he made clear that a patient brings into treatment
expectations based on the past, re-creating his old interpersonal relation_
ships and object relations (i.e., the transference). Equally significant, he
tells us that it is the fantasy content of those object relationships and
relations that are crucial in psychic development, and that they can be
reconstructed and corrected in psychotherapy.

We wish to return here to the theory of conflict and defense, articu
lated and central since the Studies and Inteqbretation of Dreams. In fact, these
are the concepts that most distinguish Freud’s psychotherapy from other
schools of thought. “Conflict” is our identifier. It is his assumption that all
human beings live with inner conflict, which, depending on the balance of
force-of-impulse and counterforce against enactment, will be more or less
characterologically and/ or symptomatically significant in their lives. Mr.
Smith and Mrs._]ones surely suffer from repressed conflict. Pathogenetic or
not, conflict, the active struggle against unknown and/ or unacceptable
wishes, is a concept that, for followers of Freud’s psychoanalysis, is universal
and invariably useful in understanding human behavior.

As clinicians, our most pragmatic as well as theoretical question is:
What is the unacceptable wish? Then: How does this human being keep
herself from becoming aware of it? When and where did she learn this?
Why? Most especially we ask: Why is the struggle unresolved and the
conflict still active, rather than an optimal balance being achieved?

These are questions arising from Freud’s psychoanalytic assumptions,
from, in his words, “the psychology which is founded on psychoanalysis”
(191 lb, p. 218). In his treatment we remind ourselves always to look for the
forbidden wish and consider how we may, if it is considered desirable, best
help raise that wish to consciousnesss. The assumption is that if we can do
so it will be available for mature evaluation, accepted as a wish/fantasy,
more benignly channeled, and an inner balance achieved.

If at all possible (and it may not be) the psychoanalyst will use the
transference, which re-creates not only what the patient is aware of having
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felt in the past, but what the patient no longer remembers. Of course, when
the transference cannot be used it is harder for the therapist to be able to
“turn his own unconscious . . . towards the transmitting unconscious of
the patient” (Freud 1912, p. 115). On the patient’s side, it is harder to

fiance the regression that allows the forbidden impulse to rise close
h to the surface.

The psychoanalyst who has listened, whose personal, theoretically
informed search has in some way revealed the patient’s conflict, must then
make a decision as to whether or not she will intervene as therapist:
articulate the forbidden wish or not, based on the patient’s capacity to use
what is said, for example, “I think for a long time you may have been afraid
that . . .” Or say nothing about it. Or make one or another intervention
L0 facilitate the patient’s capacity to discover, understand, and hold himself

expe
eH0Ug

in esteem.
No matter what the decision, it is based on the assumption of conflict

and defense, derivative transference, moral neutrality, and the need to
listen. Above all, it is based on Freud’s principle of conducting treatment
according to the patient’s needs and capacities. The forbidden wish, for
example, will always be there, but bringing it into awareness may be
marvelously mutative, therapeutically supportive, or devastating. Clinical
decisions based on theory, in conjunction with memory and the therapeu
tic moment, must constantly be made.

In other words, our treatment must be, in the most profound way,
empathic. Not wild, it must be carefully disciplined by study, knowledge,
constant self- analysis, experience, observation, and open-mindedness. But,
above all, in touch with this patient at this moment: empathic.

As an example, let us return to the therapy session with Mrs. jones,
and to the associative sequence (behavioral and verbal) that led to the
therapist’s intervention regarding the patient’s abortion. That interven
tion invoked further information that had been consciously withheld,
accompanied by authentic feelings of sorrow and shame. At that point,
technique based on Freud’s theory indicated a passive response by the
therapist; she “listens attentively and is concerned not to support one side
or another side of an obviously active conflict manifested in a repetition
Compulsion. She does not recoil or condemn, of course; neither does she
assume the patient really needs to be consoled. Now she waits” (this
Chapter, p. 3).

The therapist intervened as she did because she assumes the ubiquity
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of unconscious fantasy, which will be symbolically and/ or partially mam.
fested in behavior, in treatment or otherwise. This behavioral enactment
provides, at least temporarily, the gratification of the unacceptable wish
as a piece of overt behavior, which may be either dystonic (a symptom
of other distress) or relatively comfortable (a syntonic part of character
structure).

In treatment, the process of decoding themanifest symbolic behavior
and arriving at the unconscious fantasy involves, as we have said, a close
attention to sequence as well as content. When accurately translated, it is
possible to identify conflicted unacceptable, rejected wishes that have
remained active but outside the patient’s awareness. The search for the
unacceptable conflicted wish is, as we have said above, one of the hallmarks
of a treatment based on Freud’s theory.

In that consistent scan for that unacceptable idea, thought, or
impulse, the therapist notices whatever she can. Dressed seductively, in a
way that called attention to breasts and flat abdomen, Mrs.]ones carried a
large bag holding many objects that she displayed: a watch (time, men
strual cycles?), handkerchief (sorrow, moisture, sanitary napkin?), a note
pad (the imminence of communication?), a mirror (narcissistic reassur
ance? creating another being by means of reflection?).

These possible symbolic equivalents may or may not be demonstrably
accurate ex post facto, but they do demonstrate the principle of symbolism.
The succeeding verbal associations seem to the therapist to lead clearly to
the conclusion that abortion was on the patient’s mind-the conscious
content to which Freud (l91la) particularly enjoins us to give priority:
“The analyst should always be aware of the surface of the patient’s mind at
any given moment” (p. 92). But further intervention would seem to be a
counterindicated interruption. Why?

The therapist intervenes when some self-protective device-defense,
symptom, character problem-interferes with the flow of associations, the
interventions being contingent on the patient’s needs and capacities and
on the availability to the therapist of pertinent information from past
associations or from the body of knowledge compiled from pragmatic,
observational, and experimental means. There may be many interventions
or few, investigative or supportive. Whatever the type of intervention, that
is, dynamic interpretation, overt encouragement, simple reflection, or
defense analysis, it is intended to help the patient return to associations to
whatever extent the patient is capable, while the therapist notes the
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ent moment of demonstrable resistance. So long as the patient isar

jggaking or somehow expressing herself in a relatively nondefensive way
(understanding that some defenses are always operative, and that some
times Speech is itself counterproductive and obstructively defensive), the
therapist informed by Freud listens, watches, and waits quietly so that the

tient can reach more and more deeply within herself to what has been
cted by the self. The therapist accepts so that, in Bach’s (1985) words,

“The treatment can belong to the patient” (p. 222).
That acceptance, the movement with the patient, not following a pre

nceived idea or agenda (Bach 1985), is, we submit, the most empathic
Stance that can be taken. It leads to what Ellman (1991) calls “trust in the
analytic situation” (p. 94n) and encourages the flow of communication and
the concomitant deepening of the transference for which the analyst/
therapist waits. With that deepening comes the possibility of bringing what
is unknown into awareness and, therefore, the opportunity for a reevalu
ation of what is really to be forbidden by the mature self and what is instead
Qnly the product of infantile unconscious fantasy: primary process produc
tively transformed.

All this is dependent on the structural concept of id, just as ideas of
integration and therapeutic value are dependent on the concept of ego.
Unconscious fantasy, conflict, symbolism, and primary process are best
organized utilizing the concept of id. How could there be conflict or the
gratification of unconscious fantasy without repressed wishes? Inprinciple
there could be no ego without an id since our psychology posits that it is
the interplay between ego, superego, and id that is responsible for the
characteristics of personality and for symptom formation. The psychody
namic triumvirate is posited to be mutually interdependent, functioning
optimally when functioning in easy alliance, the ego serving to provide
realistic and optimal paths for id gratifications, opportunities that flourish
under a benign and approving superego, which is also moderated by the
reality-testing function of the ego. Schur (1966) notes that the relationship
of the three structures is indispensable to the idea of conflict.

In our treatment procedure we allow for the expression of id deriva
tives by the use of free association, and we engage ego and superego in the
verbal interaction between therapist and patient. This is true because
the purpose of free association is to minimize the learned impediments to
the expression of impulse derivatives such as critical thinking, conceptual
goals, and selectivity based on judgement and intellect.
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Verbal interaction with the therapist, on the other hand, is dependent
on-and facilitative of-self-reflection, reality testing, cognition, and
other functions of ego and superego. Our interventions are oriented to
enhance these structures so as to provide more constructive pathways of
expression (discharge) to the id. There is no inherent destructive opposi
tion of ego and id; harmony, not aversion, is the optimal developmental
thrust.

However, Freud himself (1926) offers this caveat: “It must not be
supposed that these very general ideas are pre-suppositions on which the
work of psycho-analysis depends. On the contrary, they are its latest
conclusions, and are open to revision. Psycho-analysis is founded securely
upon the observation of the facts of mental life; and for that very reason its
theoretical superstructure is . . . subject to constant alteration” (p. 266).
We must be attentive constantly, however, to the fact that what does not
change in Freud’s psychoanalysis, or the therapeutic treatment based upon
it, is that very primacy of observation as the secure foundation for
hypothesis, theory, and technical strategy. In that sense, all serious clinical
practitioners may be said to be heirs of Freud.

Psychoanalysts have been for some time disinclined to expostulate in
terms of id psychology. Rather, ego psychology has been a dominant theme
in theory and praxis roughly since Freud’s death in 1939 (Sandler et al.
1973). Schur (1966) details this in an historical as well as theoretical
context in his extensive monograph, “The Id and the Regulatory Principles
of Mental Functioning.” According to Moore and Fine (1990), “The id is
now a concept in relative disuse, and is generally regarded as subsidiary to
the ego” (p. 91). We have been able to find only two articles with the word
id in the title since 1984. Slap and Saykin (1984) report not a single article
from 1974 to 1984.

Freud conceptualized the hypothetical construct of the id as a mental
structure or agency, the contents of which “could be thought of as somatic
and/ or psychical. However, the lines between somatic and psychical, id and
ego, were never clarified” (Stewart 1967, p. 72). Particularly useful to the
clinical psychoanalyst is Freud’s own descriptive functional construct of
the id as representing

the dark, inaccessible part of our personality .... Logical laws of
thought do not apply . . . above all . . . the law of contradiction.
Contrary impulses exist side by side, without cancelling each other out
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or diminishing each other .... Nothing corresponds to the idea
of time .... Wishful impulses are virtually immortal .... The id
knows no judgments of value: no good and evil, no morality ....
[Repressed pathogenic] wishful impulses . . . can only be recog
nized as belonging to the past, can only lose their importance . _ .
when they have been made conscious by the work of analysis, and it is
on this that the effect of therapeutic treatment rests to no small
extent.” [1933, pp. 73-74]

The relative power of ego versus id was subject to different evaluations

by Freud at different times (Schur 1966). His final conviction was, “This
oldest portion of the psychical apparatus (the id) remains the most
important throughout life” (1940, p. 145, n. 2).

In practice it seems obvious that, specifically acknowledged or not, it
is not possible to speak of ego without implying id. Further, depending on
the flow of associations as against the appearance of defenses (resistance),
it is possible to gauge the relative strength of the structural processes at any
given moment. Nor should we forget that the dominance of the ego/
superego is as potentially negative as the dominance of the id. Mr. Smith is
too controlled; Mrs. jones is subject to loss of impulse control. If we use
Freud’s (1923) analogy of horse and rider, Mr. Smith’s ego has hobbled his
id-mount; Mrs. jones pretends she has chosen freely the dangerous course
along which she is being hurtled by the uncontrolled force of her own
impulsive id-steeds.

If Mr. Smith and Mrs. jones are descriptively so very different with
respect to-their indicated dynamics, we would expect to employ different
therapeutic techniques to achieve different therapeutic goals. We hope to
help Mr. Smith to loosen the restraints on pleasurable gratifications, and
Mrs.jones to find the strength to rein in her desires in a less self-destructive
way. What is notable, however, is that formulated in this way there is a
transcendent goal that is the same for each patient: that the capacity to
experience constructive pleasurable gratification in love and work be
Optimally realized-the pleasure principle in optimal relation to the reality
principle.

As we have said, our therapeutic goals are a harmonious balance of id,
Cgo, and superego, and it is in that structural context that Freud outlines
the various requirements of technique. He speaks of first “an extending
(for the weakened ego) of self-knowledge” (1940, p. 177) by relatively



55 The Modern Freudians
intellectual means. This is followed (after some time) by properly con_
strued and timed constructions that enlarge memory and leave “the ego,
emboldened by the certainty of our help (daring) to take the offensive in
order to reconquer what has been lost” (p. 178). Insight and resistance
oscillate, each evoking the other, with the overcoming of resistance proving
to be the most time-consuming and difficult task of all.

When resistance is overcome, however, the struggle between id and
ego/superego becomes available to us and this is facilitated by

the natural upward drive (of the unconscious) which desires nothing
better than to press forward across its settled frontiers into the ego and
so to consciousness .... The outcome (of the struggle between the
id and ego) is a matter of indifference: whether it results in the ego
accepting, after a fresh examination, an instinctual (i.e., id) demand
which it has hitherto rejected, or whether it dismisses it once and for
all. In either case . _ _ the compass of the ego has been extended and
a wasteful expenditure of energy has been made unnecessary. [p. 179]

Can an analyst who follows Freud also posit transcendent, universal
techniques by means of which these universal goals may be accomplished?
We know that specific technical strategies simply cannot be referred to a
generally applicable model. No two patients are the same, any more than
any two clinicians are the same. Differences on both sides are immediately
manifest: the same patient would have a different course of treatment with
each analyst/ therapist; the same analyst/ therapist will evaluate and treat
each patient differently. From the first moment of contact paths of
communication diverge. Certainly Freud never meant for technique to be
a stricture on the patient or the analyst. Technical devices exist to facilitate
the capacity of the patient to lead the way, not to constrict by rule, and this
has been true since the introduction by Freud of the method of free
associative observation-waiting and listening-in 1900 in The Interpreta
tion of Dreams and the treatment of Rat Man in 1909. The analyst must
be intrapsychically and intellectually free to follow, not programmed by
theory to selective apperceptions.

Ellman (1991) points out that Freud himself was not primarily
interested in developing and writing about technique per se, once he had
discovered that method of association.
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Freud oscillated in his clinical interest in psychoanalysis and . . . as
he progressed he was a good deal more interested in the discoveries
the method yielded than in this new method of observation it
Se1f_ . . . He did not . . . develop or internalize his technique. _ _ _
After World War I he was conducting mainly training analyses
for people who were expressly interested in psychoanalysis and not
necessarily (or overtly) interested in a therapeutic analysis. [pp.
286-2871

Ellman also describes the variability and inconsistencies of Freud’s
Own treatment techniquess. It is, therefore, noteworthy that Freud was able
to use the results of the observations based on his own and others’ differing
techniques. In other words, he honored the validity of different technical
applications.

There is implicit in all this an enduring counsel by Freud that there
are two superordinate, universally applicable technical devices, the first of
which is the primacy of the patient’s own words. In 1908, in the minutes of
the Vienna Psychoanalytic Society, he is quoted, saying, “The psychoanalyst
no longer seeks to elicit material in which he is interested, but permits the
patient to follow his natural and spontaneous train of thought” (Nunberg
and Federn [1962], quoted by Ellman [199l], p. 294). Here then is the first
universal' technique: following the patient.

However, this freedom for the patient is hardly enough for therapeutic
gain. It must be matched by a second universal, what we have elsewhere
called a prototechnique (Adams-Silvan 1993) that allows us to understand
the patient’s communications and that must precede and then support any
communication by the therapist to the patient. This prototechnique is the
second of Freud’s enduring and generally applicable clinical devices:
analytic listening, which “is made up of two indissoluble and mutually
interactive elements: listening and remembering as psychoanalytic phe
nomena distinct from ordinary listening and remembering” (Adams-Silvan
1993, p. 314). Analytic listening must encompass not only the manifest
content but also a sensitivity to the latent content, which is to be discerned
in cadence, rhythm, timing, sequence, parapraxes, grammatical usage-a
microanalysis, as it were, of all the qualities of communication.

Analytic listening is based on that familiar injunction to maintain “the
same evenly supended attention . _ . in the face of all one hears” (Freud
1912, pp. 111-112). What is often not added, however, is that Freud is here
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that statement with reference to a special quality, not just efmaking _

apprehending the material-all the material-but of the analyst remem_
bering what has been heard and remembering in a special way.

When the analyst does not exert a conscious effort to attend, evaluate,
and remember, then unconscious memory will become effective (Freud
1912). It is an analogue for the therapist of the injunction to free associate
for the patient; both patient and clinician engage in listening and
remembering in a regressive mode. This regressive mode oscillates for both
between inner experience, evocative memories, and intellectual processes
and eventually brings the order of understanding into the apparent chaos
of free association.

In other words, Freud enjoins all practitioners to suspend purposive,
selective, secondary process listening. Instead, he counsels the abandon
ment of syntactical judgment in favor of an awareness that is nonselectively
receptive and dominated by the principles of primary process. In this way
the therapist will be able to “turn his own unconsciousness, like a receptive
organ, towards the transmitting unconscious of the patient” (Freud 1912,
p. 115).

In this general technical precept we have a statement regarding the id
of the psychoanalyst and its role in treatment technique, stressing the
connection between evenly hovering attention, which involves a partial
cognitive regression, and an optimal capacity to remember. The analyst’s
remembering of the patient’s material is often experienced as both
qualitatively and quantitatively different from how the analyst remembers
in other aspects of his life: a detail from some past association pops
forcefully into awareness during a present communication, unbidden,
often apparently irrelevant, but actually intimately and informatively
connected with what the patient is saying. It would seem that this is indeed,
on the descriptive face of it, an id arousal in the analyst.

It seems clear that this is a function of how the analyst has listened, as
though by becoming that analyzing instrument, by listening in a free
floating regressed mode, the analyst has come to share in some manner
of identification, whatever of the patient’s inner world and organizing
fantasies have been communicated. The analyst’s controlled regression
his temporary intentional abandonment of secondary process thinking
leads via shared memory to empathic attunement. This is different from
the dynamics of countertransference phenomena that are distinguished as,
at least in part, the products of the analyst’s conflicts, albeit stimulated by
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the patient’s productions. In countertransference the analyst experiences
derivatives of his own memory, while here we have reference to the
patients memories, as shared by the analyst. Arlow (1993) also addressed
this phenomenon.

We do not really understand the functions of memory that explain this
henornenon of shared memory, but every analyst can describe it. The

patient is speaking, or, in fact, may even be silent, is moving or still, and
there comes apparently abruptly into the analyst’s mind a memory or
image of something that has been said or done earlier in the treatment,
sometimes even years before; a phrase, anecdote, something remembered
ffgm the treatment past. Sometimes it seems almost irrelevant to the
manifest matter on hand, sometimes more pertinent, but the chances are
that the analyst can most profitably subject that memory to a joint scrutiny.
It will most likely be connected in some crucial and eventually demon
strable way to the matters on hand. How often, indeed, do we hear the
patient say exactly what we have been thinking. It is a dazzling experience!

The very irrationality of the experience can be unsettling as well as
exciting, however-that irrational, thoughtless quality that connects it with
the regressive quality of the analyst’s listening. We have not been thinking;
but we have been hearing, and we experience our analytic surprise.
Perhaps we have been “taken in” in an infantile way (as Freud [1912] says,
unconscious to unconscious), so that those memories of what we have
heard from our patients have not been subjected to so much secondary
process and editing. We listen as an ignorant small child does, and
remember in the same way, as though we are creating new associative
connections as well as fitting material into already established mnenic
groups. This would mimic the experience of the patient in the acquisition
of his original experience, and may be a function of the identificatory
process that leads to empathy.

Lewin (1955) and Stein (1965) persuasively liken the analytic situation
to a dream experience for the patient. In fact, when Stein says “something
analogous to the dream work takes place in the apparently wide-awake
patient,” he adds “or in the apparently wide-awake analyst” (p. 81) (emphasis
ours). He does not expand on this point, but using the same analogue for
analytic listening, we might say that to the extent that the analyst abandons
judgments of valence (hovers attentively), she or he is in part engaging
with the patient in a dreamlike state, wherein what is perceived and
experienced is characterized by primary process id modes; such as

P
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condensation and displacement. Then, however, the dreamers, analyst and
patient, would both eventually have the need for secondary revision, to
eliminate incoherence and lacunae, and to make sense of the material`
the engagement of ego and superego.

This brings us inevitably to the point where the universal goal of
increased harmony among psychic structures, and the universal technical
means of analytic listening by therapist and free-association by patient,
must be understood as the obligato background to specific technical
strategies.

Depending on what the therapist has understood, or not understood,
he will have to decide at any given moment whether or not to intervene,
and if so, how. With particular attention given to derivatives of id, ego, and
superego processes, there will be constant unique variations and fluctua
tions of balance, which is reflected in manifest content and behavioral
demonstration. The clinician must decide how to use what the patient has
communicated, taking into consideration his symptoms, character, and the
overall nature and severity of his pathology. The patient’s communications
can potentially always be understood within the rubric of Freud’s general
psychology, while the technical response is always determined by the
patient’s unique need.

The therapist also must be constantly judging (now using ego skills)
how to approach and have an impact on the patient’s psychic reality, while
remaining in touch with the immediate surface of the mind, as we have
said. “It is not our job to dazzle,” Freud says. It is our job to share under
standing and to try to realize the possibility of healing by fostering the
patient’s capacity for insight, reevaluating of fantasies, widening of con
sciousness and shifts in the intrapsychic balance of internal processes that
bring changes in the optimal love of self.

The judgment of how best to have such an impact is often dependent
on gauging whether there should be any intervention at all and, if so,
should it be oriented to id or ego/ superego?

Mr. Brown, an analysand who was able to tolerate long periods of
uninterrupted free association and who had, in fact, developed a
transference neurosis, called the evening before his fifth session of the
week and requested an earlier time for business reasons. He might, he
said, have to cancel the session if it could not be rescheduled since he
was unexpectedly called out of town. An earlier appointment would
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enable him to have his session before leaving town. The therapist told
him there was no earlier time available, and the patient subsequently
Called to say he would keep his appointment anyhow. As fate would
have it, the session preceding Mr. Brown’s was canceled at the last
minute, so when he arrived it was clear that indeed an earlier time had
been unused. Mr. Brown was furious; he had been lied to, and this at
a time when he was furious at his mother yet again. He virtually roared
his rage, high pitched and voluble. He had struggled to understand
that his mother had often lied, now he knew it, and his analyst lied too!

The therapist had several choices: should she say and do nothing,
allowing the rage to continue as long as it would, that is, an id-oriented
response? Should she make a transference/ defense interpretation based
on Mr. Brown’s conscious experience, that is, an invitation to self
Observation and evaluation, an ego/super-ego oriented response? “I think
you are reacting to me just as you were reacting to your mother when you
believed she was lying. Perhaps it happens with others as well. We both hear
how intense and distraught you are, how hard it is to contain yourself so
that you can think about it all. Perhaps in some way you are often reacting
to your mother, even though the feelings seem to have been triggered by
someone else.”

Should she try to calm the patient so that he can reasonably work out
the possibilities, that is, an ego-oriented response? “Stop a moment if you
can. Perhaps we can really use this to understand when you become so
terribly angry. I know how deeply upset you are-there must be many
reasons why you feel so intensely-which keeps you from being able to
imagine other reasons, and then you lose your sense of trust. What do you
think?"

Should she wait until the affect changes and then seek to widen
awareness by an interpretation formulated to arrive at repressed transfer
ence affect, that is, an id/ ego response? “It seems to me that perhaps your
feelings were so intense because you were not only angry, but there were
other emotions under that. If I lie, if your mother lies, how can you trust?
If you can’t trust, that, I think, would be lonely and frightening. Under
Such a scary rage might hide fear, I think, wonderfully disguised and
hidden from yourself and everyone else. Other feelings as well (pause,
patient is silent for a minute or two). What do you find yourself thinking?”

Should she simply explain the circumstances and apologize, that is, an
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ego/superego appeal and invitation to empathy? “I’m sorry to have caused
you distress. I know it is a painful time in our work. What happened is that
the hour was canceled _ _ .”

Any one of these responses might be appropriate in different circum_
stances. Mrs.]ones, for example, who is so volatile and loses control of her
rage, might respond best to the feeling of mastery inherent in being able
to become calm and work out an accurate explanation. The therapist
might then elaborate the conscious transference implications, strengthen_
ing the patient’s ego by demonstrating her use of displacement as a
self-protective device after the surge of emotion has been mastered. The
therapist might say first-and while she is in the grip of an intense emotion
which she cannot control-“May I speak? just listen. We see how desp@r_
ately upset you are, how strong your feelings are. I think there must be a lot
under that fierce anger, and it’s important. I know.” All this in a quiet,
soothing but firm voice, repeated however often as necessary.

Then, when Mrs.]ones is calm, the analyst might say something to the
effect of: “There were lots of feelings-they were toward me, but perhaps
so intense because the roots were in the past-with your mother, perhaps
others. But that would have been too scary when you were little, so you had
to push them down. Now they erupt at me and at lots of other people-too
intense for now, but making sense if we think of the past.” The therapist has
here invoked benign, empathic authority, has “lent” ego strength, evoked
a sense of comfort and protective power, invoked/ identified the conscious
transference and the defensive displacement.

Mr. Smith, on the other hand, ought not to be discouraged from
ranting and raving and temporarily abandoning his emotive strictures.
For him such loss of control might open doors to his emotions that have
been slammed and bolted fast against experiences of what had been over
whelming intensity. In the comfort and support of a safe, accepting and
respectfully empathic atmosphere, Mr. Smith can experience, observe, and
reflect on his emotions. The analyst is silent; perhaps what occurs is the
journey through Freud’s (1921) sequence of imitation to identification to
empathy, and Mr. Smith can then experience the empathy that his analyst
has toward him.

In each of these examples it is clear that the therapist who follows
Freud must be somehow able to attend in a way that allows for an empathic,
nonjudgemental, absorptive yet intellectual assessment of the masses of
material that every session with every patient provides. Whether or not it is
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Ossible to sort, evaluate, compare, and understand is variable, of course,

End dependent on resistance, skill, knowledge, readiness, judgment, and
experience in both patient and analyst.

A5 examples of the general application of Freud’s theory to varied

practice, we have here especially cast the cognitive aspects of the therapist’s
work Within the frame of Freud’s ideas of id, ego, and superego. It is hard
to imagine any therapist who practices not also somehow utilizing topo

higal concepts. For instance, Freud (1923) referred to the property of
“Conscious vs. unconscious” as “in the last resort our one beacon light in
the darkness of depth psychology” (p. 18; see also editor’s note, 1915, p.
155)_ We also use the role of objects, the processes of narcissism,
identificatory processes, psychosexual development, the search for plea
Sure, and reality testing. Whether or not they are consciously utilized,
recognized, and/ or explicitly acknowledged as an intellectual substrate, it
would seem they are always present in some form in the therapist’s vision.
Technique depends on what the clinician chooses to emphasize at any

grap

given moment; “chooses,” implying a conscious, thoughtful, cool judg
ment, as well as spontaneity and intuition.

All this may somehow communicate an overintellectualized attitude by
Freud’s followers, especially in the current climate with its emphasis on the
inner experience of the analyst, and that inner experience most often not
reported with reference to theoretical rationale. But it is important to
remember that we do have to make many choices and must have an
intellectual orientation as well as an intuitive sensitivity and self-analysis.
Sandler (1993) in his summary paper at the Amsterdam Congress of the
International Psychoanalytical Association, the theme of which was “From
Listening to Interpretation,” speaks of

numbers of maps that we use but do not know that we are using. These
hidden internal structures, or rules of functioning, are not only
cognitive organizations-each of us has also created, in the course of
development, a great many internal structures which are not at all so
rationally organized, and yet enter into the way in which we organize
our individual perception of the world . _ . (and) our responses to
our analysands’ material, but of course they are by a long way not the
only elements which enter into the complex processes which occur in
the path from listening to interpretation. [p. 1099]
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Sandler (1983) has also called attention to the fact that there are

public faces and private aspects of our clinical work, and that the private
aspect of our technical praxis is only available in part to consciousness, A
large part of each analyst’s private formulations, he says, are unconscious
(and preconscious) part-theories, which are used as the clinical circum_
stances dictate. However, he speaks (1993) of these pathways by which the
patient’s mental state is communicated to the analyst, the first of which is
“the analyst’s straightforward analytic understanding, because of his train
ing, experience and perceptiveness, of the meaning of the patients
communications. This is not to be underestimated” (p. 1105, emphasis ours)_
Sandler indicates, however, that there is a tendency to do so on the part of
some important current thinkers on this topic.

Blum (1998), in his Hartmann lecture, speaks of today as “a time of
great ferment in psychoanalysis” (in press). He notes the tendency by many
analysts to distort and then abandon the model of the objective observer
and interpreter, even though today we understand very well that such
objectivity can only be optimally productive when coupled with appropri
ate use of the analyst’s subjective experience, sensitivity to his own per
sonality, vulnerabilities, and strengths. The analyst must “make empathic
and rational inferences .... The ‘good enough’ analyst retains adequate
objectivity about the patient and his/ her own subjectivity .... [The
ideal] is the subjectively objective analyst” (in press).

Since our goals are therapeutic as well as exploratory, it is essential to
continue the struggle to understand the nature of the therapeutic effect of
psychotherapy based on psychoanalytic principles and the knowledge
obtained from exploration. There are, of course, many thoughtful ideas
and theories, and-like all other human dynamics-a multiple determi
nation is surely indicated.

We have taken structural theory, that is, the processes of id, ego, and
superego function, as an example of one objective organizer that identifies
Freud’s followers. Within that rubric, what might we hypothesize are the
(always interwoven) roles of these different agencies? Why do we try to
influence one or another of them at any given time?

One of our most crucial aims is to work through ego processes to
widen the sphere of conscious awareness and to overcome obstacles to
self-understanding and optimal self-love. When that happens symptoms are
alleviated and-albeit with great struggle-character may be modified.
Implicit is the involvement of all three intrapsychic agencies, by whatever
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ure’ to facilitate insight, to correct malignant fantasies, catharsis,635 . . _

mmelioration and replacement of inadequate and/ or inappropriate dea

fenses, and recovery of repressed material, all of which is very familiar to us.
What is less familiar is that Freud (1940) places particular emphasis on

the importance of making it possible for the patient “to transfer to us the
authority of his super-ego” (p. 181) if we are to achieve a therapeutic result.

This is a thought that does seem to have a resonance with clinical

experience. Somehow the patient must be helped to be open to reevalu
ations of long-held beliefs, especially around moral issues. How can the

Sged become tolerable and therefore enter awareness if superego is
Ot relaxed? How can pathological narcissism be transformed if the self is

fepI`€
n

not respected and loved by superego authority? The voices of the inner
Objgcts, echoing the pathogenic values, restrictions, condemnations of
Original superego authority-however well intended-must be muted in
favor of a new inner representation: the benign fantasy of the analyst.

Through what agency is this to occur? Superego is not influenced
substantially by intellect or by pressure of a dystonic content, that is,
exposure to a contradictory system. Therapists know very well that exhorta
tion, explanation, the discourse of reason, the promise of pleasure or the
threat of painful consequence simply do not change basic conviction
conscious or unconscious. Ego and superego appeal are weak indeed.

Perhaps it is through the agency of the id that the grounding of
superego authority is best understood.

The patient struggles to make his needs known, communicating,
however involuntarily, in many ways. The analyst struggles to understand,
and then to meet those needs, understanding also that what is wished for
by the patient may not be what is really needed. In other words,
gratification is not a goal, although it may itself be a need, and if so,
appropriately met. A severely troubled patient whose inner object repre
sentations are simply too weak to sustain a total separation may need, as
well as wish, to be told details about an analyst’s absence, the knowledge of
which is wanted desperately by another patient whom such information
would, in the long run, harm.

Such devotion to meeting real need inevitably powers a transference
reaction reflecting a caregiver/ early childhood dyad. This will be true,
even if it is not consciously acknowledged. Regression is facilitated, not
only in the familiar service of the ego (Kris) but also in the service of
the id.
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We speculate that under these circumstances one of the processes that

takes place is an identificatory sequence, repeating the process whereby
the superego developed out of the id. It is then the residual id in the
superego that allows the impact of new values, ideas, and perceptions. The
transference promotes a new balance of structural processes. To Freud’s
“Where id was, let ego be” (1933, p. 80), we suggest the idea that “where an
intransigent superego is, let there be a more malleable id” that identifies
with the benign fantasies and trusting observations of the therapeutic
intent.

A great deal has been written on the function of identification and
empathy in the search for understanding and therapeutic gain. Arlow
(1993) speaks to the identification of analyst with analysand, identification
as a step on the path toward empathy, and making the point that simple
identification leads to sympathy, but empathic comprehension requires a
deeper thinking with, rather than thinking about, and is beyond that
simple identification. Here again we have Freud’s injunction: listening
unconscious to unconscious; id to id?

Sandler (1993) quotes Edoardo Weiss (1960) and his concept of
resonance duplication, which describes the perception of one person by
another by processing not only manifest behavior but also the inner
experience of the other. Both authors stress the significance of uncon
scious (id?) apperceptions. Sandler also elaborates more cogently on the
perpetual fluidity of the self-object boundary: “It is this fluctuation which
may permit the unconscious process of recurrent primary identification to
take place. The bridge provided by such primary identification, inciden
tally, may be the pathway towards certain forms of learning and to more
permanent identification in which the self-representation is unconsciously
changed on the basis of an object representation as a model” (p. 1103).
This process of a recurrent primary identification is not the result of
conscious or unconscious intent on the part of the analysand, but rather
the product of the analytic situation and, we suggest, of id information.

All this will be descriptively very familiar to the psychoanalytic clinician
who practices using Freud’s theoretical ideas. However, we know very well,
to our personal and universal sorrow, that there are other circumstances
under which human beings seem easily swayed to believe in ways that might
have previously seemed dystonic. Is it not possible, however, that those
circumstances in some way provide also a relatively easy access to the
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agency of the id, and perhaps reach to early untamed impulses that render

new behavior actually syntonic?
All this is not to say that thinking in terms of limited sets of constructs

was Fr@ud’s way or the way of his followers. Rather, we have sought to
Qnstrate how many ideas first enunciated by Freud continue to inform

the practice of emotional healing, even for those whose expressed orien
tation is cast in other terms. Immediate clinical decisions must always be

ed on multiple foundations of education and experience, and utilizing

the

dem

bas

the clinician’s own theories, whether or not they have ever been codified,
whether or not they have ever been articulated. This, too, we share with
Freud.

We began with a quotation from Proust that we feel is quite Freudian;
we end with a quotation from Freud that we feel is quite Proustian: “We
know two kinds of things about what we call our psyche; firstly, its bodily
Organ and scene of action, the brain ..., on the other hand our acts of
Consciousness which are immediate data and cannot be further explained
by any sort of description. Everything that lies between is unknown to us,
and the data do not include any direct relation between these terminal
points of our knowledge” (1940, p. 144).

The scientist and the poet, in their genius, find common ground.
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Psychoanalysis and Symbolizationz

Legacy or Heresy?

Norbert Freedman

The psychoanalytic attitude is a symbolizing attitude. We listen to our
patients’ stories as signifiers of multiple meanings, and we listen to
ourselves from multiple perspectives. Our patients not only deal with
drives, self, and objects, but they strive to deal with the symbolization of
drives, self, and object relations. What matters, consistently, is the process
of translation and transmutation. Psychoanalysis may have been born in
the theory of dreams, and matured in the theory of transference and
countertransference, but these are all unthinkable without the concept of
a process of mediation or transformation. It is a process of linking items of
experiences in different spheres of the mind, where one of these items
comes to represent the other, a process whereby what is taken as fact
through self-reflection-becomes symbol. Through such a network of
mediation, psychoanalytic work accrues, and when such a process is

_ Note: Appreciation to Sharone Bergner, who, through her imaginative and creative
editorial work, has greatly enriched the shape of this manuscript.
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throttled, impasse ensues. Hence, it is along lines of symbolization and
desymbolization that we can account for psychoanalytic work and psych0_
analytic change.

>l< >l< >l< >l< >l<

This discussion may readily appear to be part of the legacy gf
psychoanalysis, and in that sense might be obvious or redundant, or it may
seem to depart from crucial psychoanalytic assumptions, and in that sense
flirt with heresy. As is the case in most psychoanalytic discourse, probably
both are true. To be sure, such terms as symbolism, thc symbolic, or th);
symbolized are part and parcel of all psychoanalytic discussions, forming an
integral part of the case reports we hear at clinical conferences, but to
position the concept of symbolization as the centerpiece for understanding
a quality of mind crucial to analytic outcome and process is another matter.

There is little doubt that symbolization as a process of shaping
meaning, as a truly psychic process, is thoroughly embedded in the cultural
context of nineteenth-century philosophy and belles lettres. Since this was
Freud’s cultural context, the notion of symbolization surely reaches back to
the historical roots of psychoanalysis. It is also true that the idea of
symbolism and the symbolic becomes explicit in Freud’s writings starting
with The Inteqbretation of Dreoms (1900) and The Unconscious (1915), and I
suggest that the crucial distinction between symbolism and symbolization is
already reflected in Freud’s theoretical distinction between primary pro
cess and secondary process thinking. Herein lies, I believe, the core of the
Freudian legacy.

But now, through the evolution of psychoanalytic ideas, things have
become more complicated. The term symbolization, as it is used with
reference to current clinical practice, is a far cry from the symbolism of the
turn of the century. Now the word symbolized finds itself in the midst of a
major paradigm shift, to invoke Kuhn’s (1970) concept. These words have
become part of the technical and theoretical innovations of the so-called
widening scope. Indeed, symbolization as a component of meaning
making has become part of any psychoanalytic enterprise, regardless of
denomination. While the term symbolization now belongs to our so-called
common ground, and has become amenable to empirical study, it is no
longer tied to any of the basic assumptions inherent in the original legacy.
But then, as we encounter the origins of our thinking, as well as the
revisions, we are forced to return to some basic questions. What is it that
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drives the symbol? And what is it that may foreclose, even annihilate, the
Construction of symbols? Such questions bring us back to fundamental
Controversies from our early history.

1 Suggest that it is this dialectic with and about our basic concepts that
is the essence of a contemporary Freudian perspective. It is a dialectic
between legacy and-to remain with the terms of Kuhn’s elaboration of
the development of scientific ideas-heresy. It enables us to find new
Vistas, and to discern the validity of those early controversies.

* >I< >l< * >|<
The process of symbol formation-the effort to create personally

relevant meanings-lives on in all analytic work today. It has its origins not

just in Freud’s “Interpretation of Dreams” (1900) or in “The Ego and the
Id” (1923) some two decades later, but it can readily be traced to Freud’s
Own sources. The roots of Freud’s notions of symbolization have been
vividly documented in Ricardo Steiner’s impressive essay “In Vienna
Veritas” (1994). Here I will make only a few selective comments, sketching
the development of those nineteenth-century ideas.

While it is Nietzsche who is usually credited with the discovery of the
id, it is in Kant’s writing that we find the origins of the ego. He saw
imagination as the cornerstone for representing that which is “unrepre
sentable.” To fathom the monster, we need a space in our minds; today we
would say a symbolizing space. It was nineteenth-century romanticism’s
struggle with articulating emotional experience, as voiced by authors such
as Novalis and Schlegel (Rauch 1996), that laid a foundation for a crucial
aspect of the psychoanalytic process, namely self-reflection. But it was
Brentano who added the recognition that emotions are unthinkable
without an object of representation, or communication. We always implic
itly, if not explicitly, love, hate, or fear someone. Finally, there is Dilthey’s
intriguing notion of Nach-Leben, reliving, which says that the experience or
affect that inheres in the object also registers in the subject, the beholder,
and it lingers on in consciousness, or perhaps in the preconscious. For
Steiner (1995) and the Kleinians, Dilthey’s contribution contains the
nuclear idea of projective identification registering in the countertransfer
ence.

Finally, it is in the work of Ernst Cassirer (1955) that we find a seminal
expression of the symbolizing process as a uniquely human attainment.
Cassirer was searching for a bridge, some unifying aspect of mind, which
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allows us to bring together chaos, intuition, and articulated thought. He
articulates this unifying idea through the concept of symbolic form, which
brings together subjectivity and objectivity. Symbolic form, or the sign, is a
container that reflects diversity and particularity while at the same time
lending unifying shape.

As this brief sketch suggests, the enduring legacy that Freud has
provided for us was framed, if not imprinted, in the Zeitgeist of the
nineteenth-century. Still, many features of our current understanding are
patently left out of these ideas, many of which are rooted in phenome_
nology. Excluded is the powerful added understanding of the dynamic
unconscious, the explicit recognition of an endogenous motivational
structure, and our burgeoning knowledge of infant development, which
contributes to our appreciation for how symbolic processes evolve. These
are but some of the building blocks that form the basis of the Freudian
legacy.

>l< >l< >|< * *
The quality of thought we call symbolic, in both patient and analyst, is

an indispensable part of analytic work. Symbolization is a part of the world
of dreams, of fantasy, of symptom formation, of associating and listening,
of allowing interpretations to filter into consciousness, and of transference.
As Marianne Milner (1952) noted:

The analytic rule that the patient should try to put all that he is aware
of into words, does seem to imply a belief in the importance of
symbolization for maturity as well as infancy; it implies the recognition
that words are in fact symbols by means of which the world is
comprehended. Thus, in the daily battle with our patients over the
transference, we are asking them to accept a symbolic relation to the
analyst instead of a literal one. [p. 194]

Psychoanalysis, both in its theory and in practice, not only needs
symbolization, but, reciprocally, psychoanalysis offers to our understanding
of mind a unique interpretation of symbolization. This unique understand
ing, which has undergone many transformations over the past century, waS
rooted in Freud’s initial perception that symbolizing is located within the
system unconscious. It was furthered by ]ones’s (1916) historic paper, in
which he distinguished a core symbolism from symbolization in the wider
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Sensg A; its center, symbolism always depends on repression. jones asserts
that what is repressed is symbolized and further, only what is repressed
needs to be symbolized. From this starting point, but embracing a wider
Perspective, Rycroft (1956) offered what I believe to be a unifying defini

for him, the creation of a symbol entails the displacement of an imago

of primary interest by an imago of a lesser interest.
This definition has important ingredients. It can be distinguished

from the general philosophical or linguistic view of symbolization as the
Connection between signifier and thing being signified. Here, the linking
involves a defense-displacement; it includes the notion of primary
interest, which is undoubtedly linked to early bodily experiences; and it
involves a shift in the symbolizer’s attachment to objects, for what else are
the imagos if not wished-for, determined representations of self or object.

While many analysts likely find Rycroft’s definition usefully inclusive, it
also reflects the fact that the concept of symbolization has undergone
dramatic revisions. The clearest extension of the original view is the
widening of the range of the concept, which involves the shift from a
narrower emphasis on symbol-making that is dominated by primary
process, in which it is called symbolism, to an emphasis on its emergence
in secondary process as well, in which it is called symbolization. Therein,
in this elaboration, lies the progression of the term, from its original legacy
to its contemporary extensions. The stages are described in the following

Lion;

sections.

SYMBOLIZATION AS THE CONSTRUCTION OF A BRIDGE

Initially, the line of inquiry was restricted to the focus on the symbolism
that is part of the primary process, the symbolism found in dreams,
psychosis, fantasy, and art. In such symbolism there is a hallucinatory
image, which is often based on bodily sensations finding satisfaction in
Symbolic representation. This articulation of symbolism contains all the
constituents of Freud’s early discoveries-from the organizing role of the
early body ego to the regulatory role of wish and satisfaction of desire in
the effort to structure reality via compromise.

In this last statement lies the beginning of the broader perspective.
According to the view described so far, the instigating force for a symbolic
structure to arise remains conflict, the need to keep unacceptable wishes
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out of consciousness. But in symbolism there is a very special kind of
compromise formation, whereby condensed or disguised representations
are created to fill a gap, to use Rycroft’s term. Through the filling of this
gap a bridge is created between two spheres of the mind-the unaccepb
able wish and the perceived actuality. Rycroft recognizes this activity gf
bridging as belonging to the ego, and it is this aspect of his contributign
that sets the stage for the further development of the concept of symbO1_
ization.

In the evolving broadened perspective of symbolization, the idea of
symbolism was never abolished; it was only subordinated into a broadened
context. Symbolism remains a statement of a condensed representation of
conflicting wishes. We cannot find a symbol without desire. Otherwise,
without desire that motivates the making of a symbol, we would just “go on
being,” in Winnicott’s sense. Symbolism is always a statement of condensed
compromise formation, of contradictory or conflictual wishes, of conflict
and of conflict resolution. As such, symbolism represents the instigating
force or motivation for the development of the symbolizing process. It is a
signpost of underlying psychic work.

This idea has important clinical implications. When symbolisms
appear in dreams or free associations, they often present themselves in the
form of a frozen constellation. The underlying meaning is not accessible to
consciousness. In this sense jones (1916) was right. Symbolism, at first,
does depend on repression. When it first appears its meaning may be
gleaned by the sensitive clinician, but to the patient the conflict-evoking
wishes are not yet known, or owned.

SYMBOLIZATION NOURISHED BY ALLUSION
AND IMAGINATION

In the view of symbolism considered thus far, the connection between two
items of experience that are brought together in a symbol was seen as
determined by the stark force of a hallucinatory image demanding
satisfaction. This deterministic perspective has since evolved, and has
become largely replaced by the more contemporary vision of the mediat
ing role of allusion and imagination. The notion of symbol providing an
arena for satisfaction is retained, but our original view of the vehicle for
such satisfaction-through hallucination-has shifted to a focus on
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allusion and/ or imagination. This shift can be found in the writings of
nicott (1971) and Milner (1952), and Kubie (1953) in his emphasis on

imagination as the connective tissue between various aspects of experience
that are linked as meaning is established. With this we return to Kant’s idea
of the important role of imagination in the construction of meaning.

The arrival at a symbol is no longer seen to be motivated by and
dependent solely on that which is repressed, but rather upon a process of

diation between desire and reality. For Milner (1952), the mediating
Context-the conditions favoring linking--entails both fantasy, that is,
daydreaming, and phantasy, that, is aspects of unconscious mentation.
Kubie (1953) invokes an allegorical experience, something that resembles
the Original trauma but is not it in itself, in his effort to explain what
motivates and enables the finding of a symbol for previously unsymbolized

Win

me

experience.
In these formulations, repression is seen as partial. The gap between

what is desired and that which is acknowledged has widened and the
boundaries are blurred. This is especially true of Winnicott’s account of
the birth of symbolization occurring in transitional space, during that time
in development in which the “me” and the “not-me” have not yet been
differentiated. Thus, according to this partial-repression view of symboliza
tion, a patient’s transition from symbolism to symbolization calls for or
involves the creation of an inner psychic space.

SYMBOLIZA'I`ION AND THE

DIFFERENTIATION OF SUBJECTIVITY

The broadened view of symbolization described so far also implies that the
move to symbolization involves a more differentiated experience of wishes,
or object relations, and of self; that is, it involves a more differentiated
experience of inner life. This perspective on the differentiation of subjec
tivity is most clearly articulated in Loewald’s (1983) definition of the
Symbolizing process as the linking of one item of experience with another
in distinct spheres of the mind, a linking from past to present, fantasy to
reality, and so on. This is a linking of highly valued, that is of cathected
items, which are the source of analytic symbol formation.

Loewald rejects _]ones’s idea that unconscious repressed wishes are at
the heart of symbolization. In analysis, he notes, when repressed wishes are



86 The Modern Freudians

analyzed, symbolization does not disappear. I might add that while
repression might be an instigating force in symbolization, once established)
symbolization has its own dynamic force and may flourish. Loewa1d»S
understanding of symbol formation, with its emphasis on linking of items
of experience in different spheres of the mind, is based on Werner and
Kaplan’s (1963) thinking regarding the intimate connection that exists
between symbolic vehicles and their referents. What is left out is another
crucial element of symbol formation-the process of unlinking, or, as the
French authors (see, for example, Gibault 1995) call it, uncoupling. When
a patient is upset by the angry voice of the analyst as mother’s voice, he or
she indeed makes a link to the biographical past, but implicitly and
explicitly there is a recognition that the analyst is not mother. Otherwise,
without this recognition, the patient would be immersed in what Hanna
Segal has termed symbolic equation.

Symbolization, then, is an effort toward linking and then also an often
strong counterreaction involving uncoupling. It is at this point that we see
an inner image that is linked to the present but is not the present, linked
to the past but is not the past, an image having dynamic significance in its
own right. It is at this juncture that the transition is completed-from
symbolism, dominated by primary process, to symbolization, which also
involves the processes of qualification and negation. Here is where we see
psychoanalytic self-reflection.

The theoretical shift to the notion of symbolizing as a process
facilitated by and facilitating the differentiation of subjectivity has impor
tant clinical implications. When a patient offers us a symbol, he no longer
offers a feeling as a fact, but rather as one of multiple possible perspectives.
What else is differentiation if not the apprehension of meanings from
multiple perspectives? In this dual process of differentiation of subjec
tivity-via linking and uncoupling-we can now speak of a triangular
symbolizing space, described by the wish, the counter-wish, and the
interpreting ego.

SYMBOLIZATION AS A TI-IRUST IN THE

DIRECTION OF THE OBJECT

The self-reflective process-especially when the reflection involves emO
tional experiences-is an event that hardly occurs exclusively within 21
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efson field. It is deeply embedded in the ambience of the analytic€'P

;;1Ogue. Self-reflectiveness is enhanced by-or enabled through-the
presenge of a listening analyst or a holding environment. Under these
Conditions there is an expansion of representation-what we’ve termed
the Spatialization of the transference. Yet a more specific process may also

cur--the patient finds himself in the perception of the other who is
regecting upon him. Finally, however, symbolization becomes motivated by
the fact that the very act of self-reflection provides the patient with a vehicle
for reaching the analyst-object. As such, the process of symbolization is
propelled by the intrinsic wish to connect.

Thus, the appearance of a symbol is not only a way of resolving
intfapsychic conflict, nor only a mark of the achievement of more greatly
differentiated subjectivity, but it also represents a thrust toward greater
Object relations, a gesture in the transference. The contribution of Hanna
Segal and the Kleinians is that symbolization is part of the depressive
position, or, more generally, that symbolization is an expression of con
cern. It is now unthinkable to us not to consider that the patient who in the
“talking cure” offers an analyst a symbolic structure is offering a gift, a
gesture, and notably a libidinal one, toward the analyst. Even if this is done
partially nonverbally-one is again reminded of Dilthey’s notion of
Nach-Leben-in symbolization, the image that the patient experiences as
the thrust toward the object lingers on not only in the consciousness of the
patient but also in the consciousness of the analyst. At the same time, the
analyst cannot offer the patient a symbol-in the form of interpreta
tions-without also wishing to reach the object. Therefore, symboliza
tion-specifically the social intent of symbolization-always figures heavily
in the matrix of the transference and countertransference.

At its best, psychoanalytic treatment is a dialogue between two
symbolizers. The patient must absorb the analyst, and so, pari passu, must
the analyst absorb what the patient proffers. In the patient’s experience the
analyst is at first marginalized, perhaps trivialized, then alluded to, and
sooner or later the analyst takes center stage, becoming incorporated into
issues of primary concern. Hence, the analyst serves as a signifier of
analytic work.

The foregoing panorama of views on the symbolic describes contribu
tions made over the last fifty years. It is important to note that these were
offered by their authors as distinct, discrete positions on the meaning and
SCOpe of the concept. My depiction of these views in succession is meant to

OC
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suggest that each be seen as addressing a crucial aspect of the process of
symbolization, and that, together, they add up to a unified understanding
of the concept that reflects the evolution of our field. We now have the
scaffolding of the contemporary conceptualization of symbolization that is
being offered here.

When a patient offers a symbolic construction during treatment, this
act is simultaneously a signifier of intolerable conflict that needs to be
bridged; it points to the evocation of allusion and imagery at the periphery
of consciousness; it reflects an effort to attain a more differentiated
subjectivity; and it is a thrust in the direction of the object, in the context
of the transference. The unifying element present in all four of these
aspects of symbolization is the notion of spatialization, because in some
new way conflicts can now live and breath in a broader, more spatialized
perspective. We can thus note that in the transition from the conceptual_
ization of symbolism to formulations of symbolization, symbolization has
emerged as a concept that designates a truly transformational activity. To
flesh out this type of development more tangibly, let us look at a clinical
example.

Early in my career as a therapist I treated a schizophrenic inpatient.
He was being threatened with electroshock therapy against his will.
Both he and I were determined to “work things through.” In one
session, after a long silence, he grabbed my arm and startled me with
the plea: “Will the bomb kill both of us?" He clearly was alluding to the
hydrogen bomb, which was one of the menacing news items of
the time. Upon minimal inquiry it became clear that he meant the
concrete bomb as well as the symbolic bomb, that is, the fear of being
destroyed, his helplessness vis-a-vis the threatening psychiatrist, and his
rage at being castrated and annihilated. The bomb functioned as both
concrete thing as well as symbol. It became the basis of our reflections
over the next several sessions. Sometimes the bomb was treated
concretely, as an actuality, and at that time symbolizing space col
lapsed. But sometimes the bomb became the vehicle to connect to his
sense of helplessness, memories of his authoritarian father, or his
dread that I might abandon him. But increasingly, and this is the point
I wish to stress, the bomb also became both message and missile,
directed at me, imploring me.

In its concrete form, the bomb had the quality of a symbolism, H
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frozen constellation; the meaning was accessible to me but not to him.
The bomb was also an allusion to his own helplessness and rage, and
Sometimes he used his imagination to elaborate upon these previously
denied emotions. Sometimes, though rarely, since he was a very
disturbed patient, the bomb was interpreted and symbolized: yes, the
bomb as symbol was profoundly frightening, and no, we were both safe
from the actuality of the bomb. But this dual recognition did not quiet
him. The bomb as missile penetrated my consciousness and my
reflections and his holding my hand persisted to keep the inner
conflict alive. Here, then, we can note the transformation of a
concretized image: from symbolism, to allusion, to the beginnings of
a self-reflective representation, and to a thrust of all these experiences
in the network of transference and countertransierence.

So far I have described the evolution of psychoanalytic thinking on the
issue of symbolization. The example just cited, however, suggests that the
Same progression that is evident in our theory can be observed within a
single session or over the course of sessions of a psychoanalytic treatment.
I have termed this a transformational cycle, which refers to a cycle that
begins with a reliance on symbolism dominated by primary process, and
evolves to the symbolization of the meanings alluded to in the transference.
Elsewhere, I shall elaborate more fully on the constituents of a transfor
mation cycle (which may also be called transference cycle), but here are its
main features: A session may open with a frozen constellation, something
the patient perceives as fact, often in the form of symbolism. It is a
condensed structure fraught with meaning to the observer, or analyst, but
not accessible to the patient. Sooner or later allusions or elaborations of
the imaginary come to the fore, placing the fact, the frozen constellation,
into a new perspective. But then the patient begins to think about thinking
(Fonagy 1991), and self-reflectiveness begins. What unfolds now is the
process of linking and uncoupling that is initiated by the patient and
facilitated by the analyst’s interpretation. Finally, self-reflectiveness is
recognized as shared reflectiveness that is played out in the intersubjectivity
Of the two participants. The conflict that was at first frozen and condensed
is now alive and symbolized.

Surely, these developments do not necessarily occur in a linear
Sequence-there is much fluctuation or chaos-as recent developments
in Complexity theory have taught us. But, while the sequence may vary,
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reverse itself, or appear chaotic, one may still identify the four essential
constituents, which unfold the process of evolution from frozen constella_
tion to symbolization.

In sum, the psychoanalytic understanding of symbolization that is
offered here, in contrast to the linguistic or humanistic view of the concept,
envisages an evolving and successive process of transformation: a transfor_
mation of thought from primary to secondary process, a transformation of
desire from condensed and incompatible wishes to the spatialized experi_
ences of contradictory inclinations, a transformation of object relations
from a focus on self to an ability to fathom concern. What is created
through this process is a network of self-reflective mediation, always
sustained by a core motivational structure.

>|< >i< * >l< >|<

Two other theorists utilize the concept of symbolization in ways related
to, but crucially different from, the contemporary Freudian perspective I
am articulating-Lacan and Mitchell. I begin with Lacan, who has written
extensively about the symbolic order. For Lacan (1968), the symbolic order
discovered by Freud is the unconscious. It is through the deciphering of
the language that this order is revealed to us. In his celebration of the
unconscious, Lacan eschews the evolution of psychoanalytic ideas not only
in Freud’s writings during his own lifetime, but of the last century. In this
sense, I do consider his thoughts to be heresy, again to invoke Kuhn’s
distinction.

Space does not permit a fuller discussion, but a critique of Lacan’s
position is instructive. Let me present a few salient points. First, despite his
contribution regarding the “mirror phase” (1949), Lacan’s view is a denial
of symbolization being a developmental achievement, a perspective we
derive from Winnicott’s conceptualization of the transitional phase (1971).
Another crucial formative aspect of symbolization that is neglected by
Lacan is the ongoingness of the capacity to create space that continues
throughout life-the process of spatialization, so central to analytic work.

But perhaps the most notably problematic aspect of Lacan’s ideas is his
assertion that the symbolic is equivalent to the structure of the primary
process, or the unconscious. This denies the possibility that symbolic
attainment often reflects unconscious, preconscious, even conscious im
ages. Lacan’s thinking entails a view of motivation in which everything is
predestined rather than evolving.
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Now let us turn to another challenge that has a great deal of currency
today, In the hands of contemporary relational theorists, symbolization
goes through not heresy, but, surely, a significant paradigm shift. While
there is considerable variation among relational thinkers, there nonethe

ig a common central thrust that characterizes their position. Relational
the0fy stresses the emergence of symbolization in the interchanges be
tween mother and infant, viewing meaning as always inscribed either
Within the framework of relations to external objects or in relation to the

Preservation of the self. There is also the recognition of the importance of
historical events and the view of the unconscious as involving layers of
relative consciousness-in all these ways relational theorists do not suffer
ffem the deficiencies of the Lacanian perspective.

What I take issue with is these theorists’ relativism, and here I
distinguish between relativization and contextualization. In relativization,
all events are deemed to be potentially equivalent. By contrast, contextu
alization, as I use the term, takes cognizance of a core meaning, a core
motivational matrix that, to be sure, undergoes modification in different
contexts. It is the absence of a notion of a core endogenous motivational
structure for which the relational perspective can be faulted.

Consider, for example, Mitchell’s (1988) work in his chapter “Sexual
ity Without Drive (theory).” In evocative language, Mitchell describes
the various ways in which sexual memories, imagery, or representation are
always deployed in the service of object relatedness. Sexual fantasies are
symbolic vehicles. For the self, they may signify the wish to surrender,
dominate, hide, or exhibit, or to flee from intimacy. Sexual excitement and
passions may be concealed manifestations of suffocating or annihilating
forms of anxiety. Hence-and there is agreement between us about this
point-a sexual experience is never merely a discharge event, an elemen
tary release of primary bodily or psychic tension. For Mitchell, all
symbolized representations that are met in treatment are condensations of
earlier, historically based object relationships. Symbolization thus becomes
the process of replaying earlier interactions. What is missing from this
account is the integrative and interpretive voice of an ego listening
to-and representing-not only relatedness but also endogenous yearn
ings.

less

It is instructive to compare Mitchell’s account of “sexuality without a
drive” with Laplanche and Pontalis’ (1968) account of “fantasy and the
Origins of sexuality.” Fantasy is born, they assert, not simply in the
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opposition between reality and sexual arousal, a kind of reverie. Rather, it
is born in the disjunction when sexual excitement is separated from the
object. It involves a moment of hallucinatory revival. Laplanche and
Pontalis cite the instance of autoeroticism, which is not just the first stage
of object relatedness, as is sometimes thought. A drive or wish becomes
autoerotic after the loss of the object. It thus involves a transition from a
time of before to a time of after. In this way, Laplanche and Pontalis posit
a primary object relationship in which drive or wish is created after the
experience of disjunction between excitement and the object. Here We
have the story of the genesis of unconscious wish and unconscious desire,
a story that is of great moment as to how we listen to an analytic hour. We
do listen for disjunction, for uncoupling, for the gaps described by F reud,
gaps that allow unconscious organizing fantasies to come to the fore.

It may thus be worthwhile to distinguish a relational from an object
relations perspective (Ellman, personal communication, 1996), the latter
holding to the contextualization of a primary motivational substrate. The
general proposition that symbolization calls for continuity, discontinuity,
and the recovery of continuity is predicated on the centrality of such a
motivational substrate. The gaps or disjunctions define the space in which
organizing fantasies can have their play. In this approach, what is meant by
organizing fantasies is not just relationship episodes in general, but those,
specifically, that are driven by primary emotional structures. These fanta
sies may then crystallize and become an actuality in shared communica
tion.

We remain indebted to the revisionists. We need Lacan’s pounding
reminder (echoed by our French colleagues): Where is the unconscious
fantasy? We have gained from the relationists’ query: Where is the context?
These so-called heretic voices have enriched the fabric of analytic thought.
Nonetheless, if we were moored to Lacan’s vision of la symbolique, we would
be deprived of the contribution given to us by the accrued knowledge of
infant development. At the same time, if we were to rely on the relativism
of a relational perspective, we would lose the stabilizing force of coreness
in our view of transference, countertransference, and pathogenesis.

>l< >|< >|< * >l<

So far, in describing a contemporary Freudian conceptualization Of
symbolization, I have stressed the importance of a gap, of a disjunction, of
moments of discontinuity so crucial for the consolidation of wishes or everl
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Passions. But now I wish to speak not of a gap but of a gulf. It is a gulf of
meaninglessness, of a paralysis born of confusion, pain, of helplessness,
disrupting whatjoyce McDougal (1992) has termed the symbolizing chain.
It' Could also be a gulf born of sadism, directing its force at the very network
of Signification, as is conveyed by Bion’s concept of attacks on linking.
Thug, our notions of symbolization find their confirmation in the very
limits of the process, under those conditions when it appears to be absent.
I have termed the process that characterizes such conditions desymboliza
tion.

Symbolization is a network of self-reflective mediation, and in desym
bolization this network has collapsed to a zero point. Emotional experi
ences cannot be named or are throttled, as in alexithymia; there may be
endless reporting of daily events presented as concretized or petrified
“fa¢rs”; the analyst may not be listened to, interpretations not heard, or
his/her existence trivialized. The entry into a psychoanalytic dialogue
seems barred. It all feels like a motivated event governed by a wish not to
know.

In the psychopathology of the twenty-first century manifestations of
desymbolization appear to flourish. Some four decades ago F enichel wrote
of depressed patients that they are love addicts. Today addictive phenom
ena seem to have skyrocketed. Not only is there the addiction to conscious
ness altering drugs, to dependence on psychopharmacological regulations
of thoughts, affects, or volitional behavior, but there is also in our daily life
a bombardment with sound 'bites, sound blasts creating conditions of
sensory underload, or overload, dulling the reflective functions-all events
that interfere with the symbolic process and with it the self-reflective
function.

But surely these issues are not new, and can be found in clinical
reports throughout the history of psychoanalysis. One well-known example
is Green’s (1986) account of the case of the Wolfman, in which he notes
that the Wolfman did not wish to know, and so his analysis was marked by
the thrust of desymbolization. When desymbolization occurs within the
treatment situation, it affects the shape of the transference.

In the psychoanalytic treatment situation the gulf created by desym
bolization appears in varied transference contexts. It may appear in three
forms-as a transitory negative therapeutic reaction notably occurring at
moments of analytic advance (Rosenfeld 1987), as part of the reactivation
of a traumatic episode in infancy (Lasky 1993), and as part of a frozen,
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chronic character structure. The distinct ways in which these frozen
constellations appear and are resolved in the clinical situation will be
detailed in a forthcoming publication. The analytic literature is replete
with clinical examples and interesting conceptualizations of such impasseS_

It is only after the resumption of the symbolizing process that we learn
about the motivational base of that which is defended against. This
recognition is a mark not only of the understanding of pathogenesis, but
also of its reversal. Each of these configurations has its own pathway toward
repair; there may be an unexpected libidinal encounter in the transfer.
ence, there may be a reorganizing form of symbolic enactment, or there
may be a trust-evoking confrontation proffered by the analyst. Each of
these is a thrust in the direction of a more libidinal experience of 3
spatialized transference. Nonetheless, it is fair to say that instances of
desymbolization are, in one form or another, attacks on linking as well as
a disavowal of the dependency on the symbolizing object relationship (in
this connection, note also Bass’s [1997] interpretation of concreteness as a
phenomenon of desymbolization). The analyst often works with an intui
tive hunch, but will not know fully until the crisis is over. The impasse is
resolved, that is transformed, through a reentry into a new spatialized
context.

Earlier, in my account of how symbols are created, I suggested that a
gap must be allowed to form so that a desire for linking can be imple
mented. In instances of impasse we see the working of the destructive
desire as it exerts its impact over longer periods of time, forming not
merely a gap but a gulf of meaninglessness or turmoil. It is a thrust
destructive not just against objects and the self, but against the fabric of
signification. This locus of attack brings with it its own source of anxiety.
One might call it desymbolizing anxiety. There are numerous ways to ward
off this danger, and our clinical case literature is filled with poignant
examples of desymbolizing patients’ attempts to overcome the isolation
their attacks on linking bring about, to find tolerable ways to connect.

Thus, the crucial transformational events in psychoanalysis are those
that move us from desymbolization to symbolization, from despair to hope,
from impasse to interpretation, from being throttled to creating space. It is
in the concept of spatialization that, I believe, we find the center of that
which leads to analytic change. In the dynamics of the analytic interchange,
as we create space in the encounter between, we are at the same time also
promoting space within.
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THE DIALOGUE OF CRATYLUS1

Hermogenes, Cratylus, and Socrates gather together to discuss the nature
of names, for the knowledge of names is a high thing. Hermogenes opens
and says that it is Cratylus who holds that everything has a right name, that
the name inheres in the nature of things. A name is not what other people
Call it by convention but, rather, it has its own voice. There is a kind of
inherent correctness in names. Hermogenes, on the other hand, believes
that there is no truth in names other than what is dictated by convention.
If you give up one name and take a new one, the later name is no more
Correct than the previous one. And so the controversy continues. Here we
find juxtaposed two views on naming, or the origin of language, naming
based on arbitrary choice, usage, or context, and, in contrast, naming that
is linked to an intrinsic state of being and thus brings up the hypothesis of
primal motivation.

Socrates presides like a wise, condescending supervisor lecturing on
the nature of the mental process. At first he challenges Hermogenes:
names cannot simply be arbitrary signs, for in that way they are univocal
and would never extend the range of meaning. Names indeed seem to
inhere in the nature of things. A word is true because being is fully
absorbed in its meaning. Next, however, Socrates also takes Cratylus to task.
Names cannot be just a copy of nature, there must be something arbitrary
that leads to their assignment. The image itself must be different from its
name. These two things-the image and the name-can be similar but not
identical, for then we would need no name at all.

Plato, through the voice of Socrates, evolves a line of thinking that
shows that both extreme positions are untenable. His position transcends
both views to include that which is intrinsic and that which is arbitrary.
Names function to inform us, they give us knowledge, and they help to
instruct-shall we say interpret? If a name refers to someone who has
changed during his lifetime from an early phase to a later one and yet he
holds the same name, there must be something about him that has

1. I am indebted to Alain Gibault for alerting me to Cratylus and his relevance to the
psychoanalytic understanding of symbolization.
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remained constant, even though the name may once have been given as an
arbitrary designation. Furthermore, we find a name for that which had not
been named before and that which contradicts itself. We name things that
are in conflict with each other. In naming we seek not only to designate,
but also to realize our intentions, to grasp the essential nature of thingS_
Names point to the dialogue of the soul and logos is the stream that comes
out from the mouth. At the end of the dialogue Socrates says to
Hermogenes and Cratylus both, “Go, go to the country, and think about
these things for a long time.”

Naming is at the center of psychoanalytic work. For Fenichel, naming
is it and something more, and this allusion points toward the very heart of
the talking cure. In the evolution of a symbolized transference a name may
be found for an emotion previously split off, denied, or not yet recognized.
In the spatialization of the transference what takes place is the recognition
of unnamed experiences of past or present, experiences in dreams or in
fantasies. In the transference-countertransference dialogue, new names are
also created. They represent a thrust to grasp an essential experience. All
of this collapses in the desymbolized transference. But the evolving process
of conquering an inner meaning within the diversity of contexts, which is
F reud’s legacy, was foreshadowed in Cratylus some 2,000 years ago.
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On the Place of Self-Reflection

in the Psychoanalytic Process

Stanley Grand

Contemporary Freudian psychoanalysis is currently undergoing ferment
as it seeks to integrate a variety of competing theoretical perspectives.
Insights coming not only from Kleinian, Winnicottian, and Kohutian
perspectives at varying distances from the classical paradigm, but also from
intersubjective (Stolorow et al. 1987) and interactive (Renik 1993) per
spectives emanating from within its paradigm, have challenged some basic
assumptions of our classical theory and technique of therapeutic action.
Indeed, it is mainly from these latter perspectives that many contemporary
controversies spring, and it is concern about these controversies that
prompt us to reconsider what we mean when we refer to classical
technique.

What is it that distinguishes the classical analytic mode of psychoana
lytic action from the many alternate modes of action that have emerged
since our clinical interests have turned to patients in the widening scope?
Controversy around this issue of what is analytic in our various versions of
psychoanalysis has stimulated some to search for common ground (Waller
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stein 1988, 1990) between competing paradigms rather than accentuate
the differences that might be present among them. Or, as Leo Rangell
(1996) has done, direct themselves specifically to the question of what
makes a treatment analytic, rather than asking what makes a procedure, or
a technique, depart from psychoanalysis. While all of this may ultimately be
for the good, I am impressed by Paniagua’s (1995) recently voiced concern
with Wallerstein’s perspective when he asks, “If we have common ground,
how come we do such different things?" (p. 359).

While contemporary classical psychoanalysis has been enriched by
many and diverse currents emanating from various clinical and theoretical
sources, the emphasis of this theory on the ameliorative effects of
interpretively generated insight is determined by a theory of pathogenesis
that views psychopathology as a result of unconscious intrapsychic conflict.
Our technique aims to expand our conscious awareness of such deeply
hidden conflict so as to aid us in its control. Clearly, focus on the centrality
of a particular technical aspect of a complex clinical process is always
determined by the particular theory of pathogenesis that informs one’s
clinical work, and other theories holding different assumptions about
pathogenesis do focus on different technical approaches in their search for
ameliorative factors.

It is an unfortunate fact that in psychoanalysis we do not as yet possess
criteria for assessing the validity or relative merit of any of these theories of
pathogenesis, and thus, no one theory can claim to be definitive on
scientific grounds. Couch (1995) has recently cautioned, therefore, that
the shift to our current pluralistic world of psychoanalysis, in light of this
lack of empirical validation of theoretical assumptions, places us in great
danger that

new ideas remain speculative part theories not integrated with past
foundations, and new techniques remain “technical fashions” imposed
as the new “correctness” on communities of analysts who are prone to
assume that something “modern” is better, where better is only
conformity to a new fashion with no convincing evidence of greater
therapeutic success. [p. 153]

Indeed, both Paniagua (1995) and Brenner (1995) underline thiS
problem when they remind us that since different technical approach€S
generate different therapeutic processes, and different therapeutic pf0'
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Cegses generate different outcome consequences, even the most rudimen
tary efforts to study the comparative merit of different analytic approaches
are seriously compromised.

Thus, the sorts of methodological critiques that presently abound in
our field are, by their very nature, only stylistic preferences, and opinions
about the superiority of one theory of therapeutic action as opposed to
another are mainly value statements rather than facts. Our best recourse,
in such a situation, then, is to stay closely attuned to the way our particular
theory of pathogenesis and its associated technique and mode of thera
peutic action are related to the clinical data at hand. Methodological
critiques, then, could be more meaningfully directed toward the adequacy
ofthe links between pathogenesis and technical mode of action, so that the
relationship of these aspects of the analytic process to one another and to
clinical outcome could be established. It is to the purpose of clearly
articulating such links within our classical theory of technique that I wish
to direct this chapter, which addresses what I believe to be an important
aspect of the classical psychoanalytic mode of therapeutic action: the place
of self-reflection in contemporary Freudian psychoanalysis. Such a focus
provides a useful perspective from which to distinguish the classical form of
analytic treatment from those forms of treatment that use internalization
mechanisms as their predominant mode of therapeutic action.

What is it that is claimed to be essential to the classical view of the
analytic process? In 1952 Anna Freud suggested that a procedure has the
right to be called psychoanalysis if it recognizes and works with two
processes in the patient’s mind: transference and resistance. To this
Rangell (1996) has recently added a specific focus on the intrapsychic, the
unconscious, and the conflictual. While such suggestions are useful for
clearly establishing the domain of psychoanalytic investigation, they tell us
little about the nature of the actual process itself. These key elements of the
theory help define a focus for our efforts to pursue our analytic goals, that
is, our attempt to achieve a more durable and better balanced structural
ization of the patient’s mind. But how must we engage our patients in
order to ensure that this pursuit takes the form of an analytic process, as
distinct from other forms of therapeutic process? What are the essential
Characteristics of the particularly unique kind of dyadic process that we call
psychoanalysis?

Freud’s own view of pathogenesis and therapeutic action helps in
addressing some of these very important questions. Freud’s evolving
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theories of the mind and neurosogenesis, characterized by the shift from
the goal of making the unconscious conscious to the more sophisticated
effort to replace id discharge with ego control, defined hierarchical models
of mental functioning by which more primitive, primary organizations of
the mind were subordinated to a higher, secondary level of mental
organization and control. Within both of these models of the mind (Gill
1963) psychopathology was seen to reflect either a failure in the develop
ment of such higher level organizations, or, if organized, a failure in the
capacity of these organizations to subordinate the less evolved modes of
mental discharge. Conflict between the aims of these disparate levels of the
organization of the mind, that is, between rational thought and impulsive
discharge, was seen as a major cause of character deformation and
symptomatic state. Freud’s evolving approach to the analysis and ultimate
resolution of such conflictual tendencies was to develop a technique and
mode of action that was consistent with his theoretical View of how the
mind worked. For Freud this meant that the technique and mode of
therapeutic action would be directed toward raising primitive impulse
discharge to a higher, more abstract level. That is, that rational thought
should replace unrestrained impulsive discharge. Words and ideas were to
bind the discharge of impulsive action and raise it to a higher, more
efficient level of controlled expression. Psychoanalysis was the result of this
undertaking, and self-understanding, in place of abreaction, was to become
the hallmark of Freud’s approach to the resolution of unconscious
intrapsychic conflict.

Clinically, Freud’s momentous shift from hypnosis and the pressure
technique to the technique of free association reflected his abiding belief
in the value of conscious self-regulation as the fundamental ameliorative
factor in the psychoanalytic mode of cure. Hypnosis and the pressure
technique, which bypassed the intentionality of consciousness, were dis
carded by Freud in favor of a technique which enlisted the patient’s
volition. This shift to a treatment form emphasizing volitional self-regulation
and integration has remained central to the development of classical
psychoanalytic technique since that time. Freud’s focus on the patient’s
associations, and his shift to the technique of interpreting the patient’s
resistances to the emergence of underlying, unacceptable transference
wishes, resulted in a new and startling techniquenfor raising primitive
mental organizations to a level that could be integrated into consciousness,
a technique in which self-understanding would be mobilized in the service
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of self-regulation and self-control over unconscious mental conflict (cf,
Coltrera 1981).

Thus, a new integrative technique evolved over time-one that was
not only, as Arlow (Panel 1983) suggested, a more effective mode of objec
tifying mental experience, but one that aimed to engage early infantile
trauma in the immediacy of the transference situation. Its purpose, as
Lawrence Friedman (1991) suggests, was no longer primarily the recovery
of repressed memories, but instead an opportunity for reexperiencing
early relationship scenarios in the immediacy of transference reality.
Now the analyst as listener and interpreter participated mainly to facilitate
the emergence of this internal intrapsychic world into the treatment
process. Interpretation, in this more modern sense, thus becomes directed
toward the anxieties that stimulate resistances to the full exploration and
integration of the meanings of the enacted transferential relationship
(Busch 1995, Coltrera 1981, Gray 1994). This, then, is the unique kind of
dialogue between two individuals that we call psychoanalytic, a dialogue
with the potential for activating early imagoes in dramatic enactments
within the analytic space, and one that requires of the patient a degree of
objectification by which therapeutic meaning and significance can be
derived and integrated.

Thus, from Freud’s most fundamental clinical concerns, articulated
throughout his technical papers (1911, 1912a,b, 1913, 1914, 1915), to
current concerns with the interpretation of the resistances and defenses
against the acknowledgment of unconscious wishes and fantasies, classical
analysts have focused on increasing the patient’s capacity to engage in
the process of self-reflection on transference experience. In this effort, the
analyst is viewed, as Dunn (1995) has suggested, as a facilitator to the
emerging mental life of the patient, rather than as an active participant in
constructing the psychic data and process of treatment, an intersubjective
view having its origins in the active treatments of Ferenczi and Rank (1925)
and its more current representations in the work of Renik (1993) and
Hoffman (1991). Thus, Freud’s theory of neurosogenesis and the particu
lar unique and novel mode of psychoanalytic action that he originated, and
that has evolved in our classical technique, places the process of engaging
self-reflection on transference experience at the center of our various
technical efforts to attain analytic goals. This is not to say that in our
day-to-day work we ignore the full range of our patients’ thoughts and
feelings about all aspects of their lives both within and outside the
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transference. It is only to say that the struggle to resolve the resistance to
reflecting upon underlying transference fantasies lies at the heart of our
analytic work.

CLINICAL ILLUSTRATIONS

Dr. M. began his analysis with a series of objections to the use of the
couch. He felt it was demeaning to him to lie on the couch unable to
see me since that put me in a “one up” position on two scores: first, I
could see him while he could not see me; and second, that my sitting
up while he lay on the couch elevated me above him and he didn’t
feel that was a fair way to begin a collaboration. His objections were
strenuously expressed and so we agreed to work in the vis-a-vis position
for the time being in order to see if we might better understand his
objections and the reasons behind them. While he felt his objections
were straightforward and unnecessary to analyze, he was also aware
that he might be mistaken, and therefore, in the interests of analytic
progress, he would not object to discussing them with me.

Several months of treatment in the vis-a-vis position revealed a
number of general issues related to fears of being controlled by me, as
well as an intellectual consideration of the possibility that he might
feel more vulnerable to me on the couch than he would feel in the
face-to-face position where he could prepare for a possible attack.
Some working through of these issues both in and outside of the
transference led him to the understanding that his fears and anxieties
about being controlled had been present throughout his remembered
life, and had indeed determined his choice of medical specialty as a
radiologist, where he could deal with pictures rather than with real
people. However, none of this interpretive work on elements of the
transference appeared to touch him emotionally, and his resistance to
using the couch persisted.

Throughout the subsequent discussions of these issues Dr. M.
frequently would look at the couch and even speculate that he might
be more comfortable talking about his fears if he didn’t have to look
at me. On one of these occasions, sensing a greater readiness to use
the couch, I motioned toward it in a way that invited Dr. M. to use it.
He hesitated a moment, got up from his chair, and with a flourish of
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bravado flung himself on the couch. He lay there silently for many
minutes. As fate would have it, this silence was suddenly broken by an
abrupt and forceful knocking at the consultation room door. Before I
could investigate this matter, Dr. M. _jumped up from his position on
the couch and leaped across the room to his former position in the
chair. Upon returning from my investigation of the inopportune
disruption I commented to Dr. M. that the suddenness of his move
ment back to the chair felt to me like someone in fear of being caught
at something he shouldn’t be doing. In response to this comment Dr.
M. hesitantly revealed that at the moment of the knocking he had a
frightening feeling of being a little boy, followed by a memory
connected to this feeling of how, as a child, he would routinely join his
mother to read with her in her bed while his father would be watching
TV in the downstairs living room. His enjoyment of these intimate
times with his mother were marred only by the fear that he would be
caught by his father. He would wait until he heard his father’s footsteps
on the stairway and then leap from his mother’s bed to his own room
before his father caught him. The knock on my door had revived the
whole situation in vivid detail. Interpretation of this enactment in the
transference now seemed to make the patient’s conflicts about using
the couch understandable and particularly compelling for him. The
fear of being caught by his father in his mother’s bed, which underlay
his resistance to using the couch, also suggested that his decision to
move from the chair to the couch involved an intensification of his
sexualization of the transference, an explanation that was subse
quently to be confirmed in the analytic work.

Dr. M. used the couch regularly following this enactment and
recall of his early experience, and the recognition that certain aspects
of his anxieties about using the couch involved his fear of being caught
by his father in mother’s bed. This understanding deepened his
transference experience and facilitated self-reflective analytic work
beyond the avoidance, denial, and intellectualization characterizing
the earlier phase of our work, and led to a more complete understand
ing of his need to sexualize his relationship with me. However, while
his tendency to action was reduced, it remained a notable part of his
analytic experience. For several years further into the analysis Dr. M.
would routinely be 10 or so minutes late to his sessions and could
never seem to be able to pay his bill in a timely fashion. Indeed, this
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tendency to blatantly enact his resistances to reflecting upon his anal
sadism persisted throughout much of this patient’s treatment.

Dr. M.’s tendencies to action, together with his intellectual defenses
and rigid character structure, combined synergistically into a formidable
configuration of defense/ resistance, which impeded emotionally meaning.
ful self-reflective work. With such rigidly integrated structures in place,
resistances operated to delay his awareness of his progressively deepening
transference experience. Whereas the preliminary work of clarifying the
nature and purposes of this patient’s enactments and defenses resulted in
intellectual understandings of some of the fears and anxieties that unde1~_
lay his resistance to the analytic process, with time an intensification of
erotic feelings occurred that compelled their enactment directly in the
transference. Once these feelings were brought into the immediacy of the
transference situation, interpretations of them were experienced with a
sense of conviction not available otherwise.

The deepening and enactment of the transference in relation to me
seemed, then, to ultimately enable the resolution of Dr. M.’s resistance to
emotionally compelling self-reflective work on his underlying fantasy.
Without this enactment self-understanding remained simply intellectual
and noncompelling. But further, and most importantly, it was the integrity
of Dr. M.’s ego that enabled him to use this self-reflective work to more fully
explore and integrate the meanings that his enacted transferential rela
tionship with me had for him. Without this ability to distinguish his
enactment as a transference experience it would have remained simply a
concrete and real experience for him. Thus, it was in this ability to
self-reflect, in the context of the ego’s capacity to distinguish real from
unreal (Steingart 1983) experience, that interpretation of transference
enactments function to effectively potentiate the analytic process.

While it is certainly the case that we currently view the analytic
situation and process as complex, entailing the activation and working
through not only of highly structuralized intrapsychic conflicts, but of an
array of earlier preconflictual developmental issues as well, it is also the
case that what is unique about the contemporary classical situation and
process is that it attempts, insofar as it is possible, to work through these
early issues by means of the same technique (i.e., interpretation) and mode
of action (i.e., self-reflection) useful for the developmentally more ad
vanced cases. Thus process, not content, defines this mode of action. To
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the extent, then, that a self-reflective mode of action engenders self
understanding of transference experience, the treatment remains prima
rily within the classical paradigm. To the extent that transference is used to
replaee life experience, this paradigm is modified, since classical psycho
analysis attempts to remain close to its original goal of expanding the
patients capacity for conscious self-regulation and control. Therefore, to
the extent that patients traumatized by early caregiving experiences
require a treatment form by which the internalization of new objects
becomes the predominant mode of therapeutic action, the classical
paradigm is altered into what Leo Stone (1954) originally termed a
modified analysis. Whether such a term is still useful or not, it does
highlight a subtle shift in the action mode of the dyadic situation, a shift
denoting a distinctly less self-regulating process, which I believe is worth
noting (cf. Gray 1994). The following clinical material is presented to
illustrate this distinction.

Mrs. j. entered analysis depressed and frustrated by her relationship
with her husband and his family, all of whom lived closely together in
the same apartment building. Her complaint was that although she
gave generously of her time and energies to everyone in the family, no
one gave to her. She self-righteously denounced her husband for his
indifference to her and viewed herself as a martyr, all alone in this
world with no support from anyone. Asking for help was humiliating
for Mrs. j., her formula being “if he doesn’t know what I need, then
there’s no point needing anything from him.” Session after session was
filled with an unremitting series of complaints against her husband
and his family about daily slights and frustrations. Attempts to explore
her feelings of frustration and aloneness, as well as preliminary efforts
to draw her attention to the possibility that she might be experiencing
similar feelings in the transference, were either ignored or rejected
outright. Even empathy with her upset feelings was rejected since
acknowledging such feelings seemed to be experienced by her as a
sign of her neediness. Only empathic resonance with her frustration
and upset at her husband for his indifference were tolerated. However,
she interpreted my empathy as an acceptance of the validity of her
experiences and took it to be a signal for increased anger and
selfjustificatory complaining. Thus, empathic resonance with her
complaint was experienced by her as empowering, and efforts to
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interest her in reflecting on these experiences, both in and outside of
the transference, made her feel angry and misunderstood. If I didn’t
understand what she was feeling and why, there was no point in
discussing her feelings with me. At such times I was experienced
unconsciously as the ungiving husband.

Despite these moments of felt rejection an immediate positive
idealizing transference developed, and under its influence Mrs. j. felt
empowered to begin to express some needfulness toward her hug.
band, which seemed to relieve her depression and sense of hopeless
frustration in the marriage. She and her husband planned a trip to
Venice as a sort of second honeymoon, and after six months of
treatment the couple left on a three-week vacation. Mrs.j. seemed very
happy and attributed all her happiness to me.

On her return home the patient was informed of having earned
a large sum of money from a business investment she had indepen
dently made. This financial success caused my patient to become upset
once again as she struggled with the competitive feelings she felt had
been evoked in her husband. Her depression returned, and now her
small fortune became the center of her complaints. Long months of
angry denials of the wish to use the money for herself or her children
followed, and much guilt and self-recrimination were expressed as she
considered the consequences of having so much money. She angrily
swore she would never use it for herself. Once again the relationship
with the husband began to disintegrate. Now, however, complaints
began to focus more clearly on sexual matters: complaints that her
husband never loved her, never satisfied her sexual wishes, that he was
revolted by her “bad complexion,” that he would not have sex with her
because of not wanting to touch her. Her anger and frustration with
her husband grew intense. In addition, much of this was also played
out in the transference in the form of subtle provocations to get me to
confirm her ugliness and lack of sexual attraction. But my efforts to
help her reflect upon her provocativeness were rejected as being
unsympathetic to her pain and need to “know the truth” about herself.
During those moments she allowed her demandingness of me to be
revealed, she was unable to distinguish her fantasy distortions of our
relationship from the reality that ours was a treatment relationship.
Clearly, during such moments I was experienced as the ungiving and
rejecting husband.
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Despite these periods of frustration and upset with me, the
idealizing transference continued, throughout this lengthy analysis, to
provide Mrs.]. with pleasure and was her main source of stability and
strength. It seemed that access to me was all that she wanted, and her
resistance to seeing how she split me, the “good object,” from her
husband, the “bad object,” persisted and was intractable.

Whatever other purposes her complaints about her life had served,
Mrs. _].’s resistance to dealing with her neediness in the transference
Operated as the most powerful obstacle to the development and deepening
of a self-reflective analytic process. Her efforts to externalize her struggle
by preserving me in an idealized state, while all others were to be
condemned for their cruelty and lack of concern, served to continually
deflect her attention to external reality and away from self-reflection on
her inner world, a process that was itself a major threat to her self-esteem.
Thus, the resistances and defenses that characterized the treatment from
the beginning seemed to have become chronic.

Clearly, then, Mrs.].’s ability to self-reflect on transference experience
was never fully established throughout this long and arduous treatment.
The illusory omnipotence and power that she obtained through her
externalizations and idealization of me continued to be major sources of
her strength and stability, giving way only periodically to an irritable
awareness of their role in denying her neediness and vulnerability. Thus,
much of the treatment of Mrs. J. retained the quality of a psychotherapy
and could never be transformed fully into an analysis proper. This is not to
say that the treatment did not evolve, but only to indicate that the
particular process that did develop was different from an analytic process.
The patient’s self-reflective work on her transference experience was always
severely constrained by her narcissistic vulnerabilities. In this sense the
treatment never seemed to become analytic with respect to the emergence
of a self-rewarding search for knowledge about her internal world. Rather,
this aspect of the process remained predominantly at the level of her initial
resistances.

For Mrs.]., enactments in the transference defined a real relationship
with me that she could neither reflect upon nor allow to be understood as
Symbolic of core conflictful issues. In the area of her transference
experience her fear of self-revelation interfered with the acknowledgment
of her distortions of our relationship since such acknowledgment exposed,
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and made real, her vulnerability and shame. This contrasts with Dr. M., for
whom interpretation of transference enactments led to a deepening gf
transference experience and self-knowledge, and of the analytic process
itself.

In Mrs. _]., as well as in another patient described below, action
sequences were not enactments in the same sense that they were in Dr. M_,
for whom action was symbolic and stood for a specific dynamic fantasy of
oedipal victory and fear of castration. Rather, action in Mrs.]. was concrete
and nonsymbolic insofar as the patient was unable to transcend its
immediate effects and was unable to use it for self-understanding. Thus,
interpretation of the patient’s complaints as a repetition of an early
childhood dynamic vis-a-vis a significant object was not useful to her but
was experienced only as another rejection at the hands of yet one more
unresponsive parental figure. Similarly, in the patient to follow, an inter
pretation of his severe regressive behavior as symbolic of his infantile
longing for merger with mother could not be helpful since the patient had
actually become, in his internal reality, an infant who could not take
distance from his felt experience.

In this sense, then, there is a difference between patients who can use
interpretive work on preoedipal infantile longings informatively, that is, for
self-understanding, and those who require an actual response from the
analyst that conforms with their infantile internal reality, that is, their wish
for actual caregiving. In the former case analysis is possible in a more or
less classical manner despite the presence of a predominantly infantile
character, whereas in the latter case, a psychotherapeutic, that is, amelio
rative approach is necessary since interpretation and insight are relatively
useless.

In cases like Mrs. _].’s, in which self-esteem issues predominate, and
resistance is mobilized against self-revelation and its attendant feelings of
anxiety, deep vulnerability, and shame, interpretive efforts in the transfer
ence only increase the patient’s fear of exposure. The necessary therapeu
tic accommodation to this fearful response forces a shift from the
interpretive mode toward empathic resonance with the patient’s experi
ence, eventuating in a process similar to a corrective emotional experience
with internalization as the predominant mode of therapeutic action (Gray
1994). For example, early in Mrs._I.’s treatment, when complaints about the
difficulties of her life were so central, only my attention to the painfully real
quality of her felt rejections could be registered and tolerated, and
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necessarily took precedence over interpretations of her underlying CCH
aided dependency wishes. Since anything I would say was experienced by
her concretely in the transference, that is, in terms of whether it made her
feel accepted or feel rejected, it was not possible for her to use interpretive
work informatively. Indeed, my interventions were almost totally controlled

by Mrs. ].’s sensitivities, and only limited empathic resonance with her
Complaints would be tolerated. While interpretations became tolerable
lager in treatment, great care was always needed to phrase such interven
tions in ways that could be acceptable to her.

Clearly, then, ego supportive measures are necessary in the treatment
of patients like Mrs. J. Such patients exhibit more primitive levels of ego
integration, and great difficulty in distinguishing the real from the fantasy
aspects of the transference situation. If such patients can be helped to
sustain the treatment through its early phase, it is often possible to deepen
the treatment, over time, into a circumscribed self-reflective process, and,
in some favorable cases, into a fully interpretive psychoanalysis. That is, a
shift can be effected by which the predominantly internalizing mode of
action tilts gradually toward a more self-reflective process.

In ideal terms, then, it would appear that the engagement of a
predominantly unmodified analytic process requires the active participa
tion of a patient who not only has the capacity for engaging in self
reflection on transference experience, but also shares with the analyst what
Gehrie (1993) has recently described as analytic, as opposed to therapeu
tic, goals, that is, a willingness and capacity to forgo immediate relief in the
service of a more thorough understanding of one’s unconscious mental
life. Clearly, not all analyses meet this ideal, nor are all patients suitable to
undergo such unmodified analyses. In the extreme, analysis may not be
possible at all. The following clinical material illustrates this point.

Mr. Y. came for analysis obsessed with the painful and overwhelming
thought that he had died emotionally. He claimed he could not feel
anything anymore, and worried intensely that he would never be
capable of having what he called a “real relationship” with another
person. Mainly, he was concerned that he could not feel love, and was
pained by the idea that he could not hope to ever experience the
pleasure of a loving relationship with a woman. Concretely, this was
expressed in his sexual functioning, where he was anorgasmic, al
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though potent. Try as he might, he could not satisfy himself during
coitus, and this was a source of great frustration for him.

Mr. Y. began the analysis complaining that he could not under.
stand how talking about himself was going to change how he felt.
Nevertheless, he spent many sessions describing in great detail the
painful loneliness and boredom of his life and his daily activities at
work as a civil engineer. Relatively soon after the start of treatment, the
sense of urgency with which he had begun his work subsided. He
seemed to have settled into a monotonous and affectless monologue
that had an endless repetitive quality about it. The general effect of his
communicative style was to create a feeling of emotional flatness
during sessions, and this resulted in a sense of boredom for me. After
several months of treatment I called attention to his emotional
distance and isolation during the sessions and asked if this was
something he was aware of feeling. He seemed pleased that I had
noticed this about him but was unable to associate to it, nor provide
any explanation for it. However, he experienced my comment as a
validation of his complaint about his life, and was pleased that finally
someone had understood him. He appeared to be truly grateful for my
recognition of his plight.

However, rather than being reassured by my having understood
him, Mr. Y. began to experience increasing levels of anxiety. It was as
if my comments about his distance and isolation had provoked some
deep fear in him. He now began to describe feelings of anxiety upon
awakening from sleep in the morning but was unable to explain these
feelings except to connect them to apprehensions about his ability to
work. As the weeks went by depressive thoughts about his 4 year old
son, from a previous unsuccessful marriage, began to occupy his mind,
and guilt for having abandoned the boy to his depressed mother
became intense. A regressive process was under way and it was clear
that Mr. Y. was feeling both incapable of controlling it as well as
frightened that the analysis was causing it.

In the ensuing months Mr. Y. regressed rapidly to a state of
infantile helpless dependency. Now, nothing I would say to him
soothed his fears and overwhelmed feelings. Even the sound of my
voice was painful to him. His dilemma, as I understood it at the tim€,
was that he both needed my reassurance but could accept nothing
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from me. He accused me of having trapped him in an impossible
situation; a treatment that he could neither leave nor continue. He
would sit up to look at me, as if to reassure himself that I was still there,
but turn away from me in anger when it became clear that I could not
take away his upset feelings. The intensity of this “transference
psychosis” (Little 1958) lasted for several months as the patient
struggled with the terror of his intense feelings. It was during this time
that the patient first requested, and then, when I attempted to explore
his request, demanded that I allow him to sit up. Interpretations of his
experience of being controlled by me, and the ambivalent longings
for merger that gave rise to these feelings, seemed useless. In an
angry rage at me Mr. Y. left his place on the couch and sat facing
me. Gradually, following this dramatic action, his fears appeared to
subside.

With the reduction of his anxiety, Mr. Y. once again resumed his
monotonous and relatively affectless monologue about his daily life
and work routines with which the pre-regressed phase of our work had
begun. Attempts to engage Mr. Y. in an effort to understand his
regressive and rageful reactions to me, in relation to his feeling
understood by me, were met with polite acknowledgment but did not
serve to generate any curiosity in him about the meanings that this
regressive episode might have for him. In other words, his improve
ment seemed to be independent of anything I might have said to him,
and seemed to be more a function of the sense of control he achieved

from sitting up in the vis-a-vis position.
Regressive cycles such as this one recurred many times over the

subsequent course of Mr. Y’s treatment. Each intensification of
transference feelings resulted in a regression to anxious and painful
states of helpless neediness and rage at me for my inability to help him
overcome his feelings. Interpretations of the transferential meanings
of these regressed states were not helpful for him, nor did they
facilitate efforts to self-reflect. For him, at such times, words were truly
not enough to reverse the regressive movement. What did seem to be
helpful was my continual availability, as well as my firm, but concerned
confrontations of these self-destructive, masochistic regressions, which
provided him with the support and organizing structure he seemed to
need to sustain himself through these painful episodes. It also seemed
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to me that despite the fact that Mr. Y. gained little understanding of
the meaning of these regressions, he did achieve a sense of ego
strengthening from the fact of having survived them and the intense
pain they caused him. Although such cycles recurred repeatedly, they
were to become less dramatic throughout Mr. Y.’s treatment. While it
was clear that much of the cycling was in response to projections and
reintrojections of rage stimulated by his conflicted wish for merger
with me, it was also clear that interpretive efforts to help him
understand the origin of these painfully conflicted merger wishes
would frequently have to be secondary to the preservation of this
patient’s fragile sense of reality.

For patients like Mr. Y, the failure to distinguish the real from the
unreal aspects of the treatment relationship concretize the transference in
such a total way that the capacity to reflect on transference experience is
lost for much of the time. This concretization of transference experience
precludes consistent analytic work, and transforms the treatment process
into an ego supportive one in which transference enactments need to be
carefully managed. For Mr. Y., resistance to the analytic process was enacted
in the form of a severe regression to infantile dependency, and resulted in
the rapid development of overwhelming feelings of helplessness, with
intense longings for comfort and reassurance. Although the treatment
relationship with me was sustained, it became, of necessity, a psychothera
peutically protective relationship that postponed the analytic understand
ing of Mr. Y.’s underlying wishes for merger indefinitely.

Thus, it was the weakness of the Mr. Y.’s ego itself, as distinguished
from vulnerable self-esteem, such as was the case with Mrs. j., that inter
fered with his reflecting upon the transference experience. Because of the
pervasive failure in distinguishing real from unreal experience, such
patients require therapeutic supports from the analyst that go beyond the
technically neutral stance of a psychoanalysis, and concessions with respect
to the abstinence principle are necessary in order to sustain the treatment.
While Mr. Y’s overwhelming rage made it necessary for him to suffer the
pain of severe regression, psychotherapeutic management of this regres
sion enabled him to remain in treatment. Although his capacity to
self-reflect continues to be problematic, we both remain hopeful that he
may someday overcome his frightening pull to regressive merger.
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CONCLUDING REMARKS

While self-reflection has always been a prominent aspect and goal of
PS)/ghoanalytic work, I believe its powerful impact on the establishment and
ultimate shape of this work has not been sufficiently appreciated. Indeed,
when coupled with its role in the acknowledgment and working through of
transference experience, it becomes a mzgor dynamism powering the
analytic process itself. Considered in relation to the ego, it is similar to, but

goes beyond, Sterba’s (1934) conception of the patient’s capacity to split
the ego into an observing and experiencing portion, and it is closely
related to Gray’s (1994) conception of the patient’s ability to assess
unconscious content through the ego’s capacity for close process analysis.
From a developmental perspective, it is similar to Main’s (1991) concep
tjgn of metacognitive capacity, that is, the ability to “understand the merely
representational nature of their own (and others’) thinking” (p. 128), as
well as Fonagy’s (1996) reflective self, that is, “the clarity of the individual’s
representation of the mental states of others as well as the representation
of their own mental state” (p. 74). From my own perspective, self-reflection
on transference experience is most clearly identified with the effort to
work through the repetition compulsion, and in this sense is necessarily
involved in the resolution of the core of the patient’s neurosis. As such, it
is linked to F reud’s (1937) deep appreciation for the fact that the neurosis
could only be defeated in the presence of the transference object.

Gehrie (1993) attributes central importance to self-reflection in his
conception of what he has called the “envelope of analytic experience.”

The envelope of analytic experience is that space or range of
subjective experience within which a state of analyzability is intact, and
therefore, the patient is amenable to the expectable oscillation
between experiencing and abstraction from the experience which
functions as the fulcrum of the analytic process. It is the space in which
an analysand is able effectively to maintain the distinction between
transference experience and analytic reality, even at the height of
the repetition compulsion .... Should this envelope of limits be
exceeded . . . then the experience quotient of transference must be
reduced in favor of understanding by means of interpretation, until
the crucial distinction is once again manageable in the mind of the
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analysand. The overall aim is the crucial balance of experience that
characterizes the existence of a state of analyzability, [p. 1101]

The envelope of analytic experience is, for Gehrie, an “enabling
context” (p. 1100) that offers the analysand the optimal opportunity to
develop the capacity to maintain analytic goals, even if not clearly present
at the outset of a treatment. It is an environment in which the capacity to
understand and reflect is organized, possibly for the first time.

While this capacity to achieve a balance between experience and
abstraction varies over time in all patients, and indeed, may vary greatly in
many, such a capacity is crucial to the patient’s analyzability, singe
transference experience alone is not transformational. As Gherie indicates,
all experience, including the corrective emotional kind, is processed
through the filters of character and transference “regardless of the
beneficence of a new object.” “New experience must evolve,” Gehrie says,
“into an opportunity for further work, and not simply cognitive work, but
emotional work which consists of reprocessing of transference organized
subjective experience” (p. 1092).

The three patients I have described here illustrate specific types of
analytic difficulty often encountered in our efforts to facilitate the kind of
“reprocessing of transference organized subjective experience” which
Gehrie considers essential for the achievement of analytic goals. Each
patient defends him- or herself in distinctive ways against the anxiety
generated by his/her unique transference experience. Dr. M., for example,
whose character structure was rigidly integrated, defended against the
anxiety of making his unconscious transference fantasy conscious by acting
out. Thus, his rigid character structure and his acting out were synergisti
cally organized for the purpose of maintaining repression. Self-reflection
remained relatively sterile and affectless until his unconscious transference
fantasy emerged directly in the treatment situation. But, in Mrs. _].’s case,
where self-esteem issues predominated, anxiety seemed to be generated by
the experience of the transference itself. Thus, the treatment press toward
the emergence of transference feelings appeared to stimulate much shame
and humiliation in her, since it raised her awareness of her own neediness.
Her resistances and defenses were, therefore, mobilized to protect herself
from the vulnerability she might have experienced in becoming aware Of
her own imperfectibility. Finally, in the case of Mr. Y., where ego integrity
appeared to be the main issue, anxiety was generated by the wish/ fear Of
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his transferentially organized tendencies to merge with me. Defenses and
resistances were mobilized to protect his vulnerable ego from the experi
ence of dissolution, an experience made more difficult for him by the
projection of his merger wishes, which were stimulated by -my empathic
understanding of his plight. Severe regression and rage at me for not being
helpful were the result. Under such conditions self-reflection was not
available to him as an ego resource, since his rage and regression to a state
Ofinfantile helplessness precluded it. Furthermore, since giving up his rage
would have increased his sense of ego vulnerability, he was dynamically
impelled to hold onto the very thing that destroyed his capacity to
self-reflect. Thus, words and ideas were ineffective for dealing with Mr. Y.’s
Catastrophic regression, and the use of other technical modalities became
necessary. In such cases, efforts to reprocess transference organized
Subjective experience are highly problematic.

Taken together, then, these three cases reveal a progression toward
increasing vulnerability to disorganizing anxiety and a tendency toward
increasing use of externalization as a major defense against it. Whereas Dr.
M. was capable of using self-reflection to overcome his resistances to the
reprocessing of transference experience, Mrs. j. was only relatively able to
do so. Mr. Y found this task to be beyond his capacities for much of his
treatment experience. From this perspective, then, self-reflection, as a core
aspect of the ego’s functioning, is clearly dependent on the structural
integrity of the patient’s ego. As was shown here, it may become subject to
destablization by either drive or superego pressures, which limit its
availability for analytic work.

As a process serving the analytic goals that we strive for, self-reflection
is dependent on our own emotional receptivity, technical expertise, and
the creative tactfulness that we bring to the analytic situation in order to
help patients with the difficult task of reprocessing transference organized
subjective experience. To the extent, then, that patients entering analytic
treatment come with ego impairments and compromised capacities for
Symbolization, objectification, boundary formation, and controlled regres
sion, technique must be creatively adjusted, insofar as our own emotional
Capacities permit, in ways that take account of these impairments, so that
difficulties with the engagement of self-reflection on transference experi
€nce may be overcome. When, however, despite our best efforts, such
impairments cannot be overcome, then treatments other than psycho
analysis become the treatments of choice.
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Finally, it is this capacity to bring transference experience under the
ego’s watchful, self-reflective eye that, for me, defines the central organib
ing process that is the analytic process. And, it is the balance between the
emotionally charged experience of the transference and such self-reflective
functioning that ensures that this analytic process is not simply a c0gni_
tive process but an emotionally charged one as well. This, after all, is what
Freud (1914) was referring to when he said that “one cannot overcome an
enemy who is absent or not within range” (p. 152).
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PART III

CHANGING PERSPECTIVES

ON THE THERAPEUTIC
RELATIONSHIP
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Overview of Controversies

_lane Tucker

How do Freudians today understand transference, and how do contempo
rary ideas on the analyst-patient relationship in psychoanalysis fit into
Freudian thought? Cur conceptualizations of the therapeutic dyad and its
role in technique have evolved considerably since Freud’s encounter with
Anna O’s professed love for Breuer.

Freud at first saw transference as a disruption in the treatment, in that
it interfered with free association and the recovery of memories. It was with
his treatment of Dora (conducted in 1900, published in 1905) that he
became aware of transference as an “inevitable necessity” (p. 116) that
allows the patient the “conviction of the validity of the connections” (p.
117) made in an analysis. In a postscript to that paper he defined
transference as new editions of the impulses that are aroused during the
progress of the analysis but are seen not as belonging to the past but as
applying to the physician. From that point on this fundamental clinical
C0ncept began to be recognized as a crucial component of analytic
treatment. Freud subsequently added to the concept (1912, 1914, 1915),
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and by 1920 (with the publication of “Beyond the Pleasure Princip1e”)
transference had become a proven vehicle for exploring the vicissitudes gf
human passion.

Three types of transference were delineated by Freud (1912): erotic
transference (the displacement of love from an object in the past),
unobjectionable transference, and negative transference. Transference to
the analyst was considered a form of erotic transference; the unobjection_
able transference was seen as conscious and as a subtype of erotic
transference.

In Freud’s thinking there was always a certain tension between
analyzing transference and attempting to recover memories. He could see
that patients were obliged to repeat repressed material as a contemporary
experience, but he seemed to wish that they could remember these
experiences instead. (For a discussion of this point see Ellman 1991,
passim.) As for countertransference, it was a topic he addressed only a few
times (1910, 1915).

Many analysts since Freud (some during his lifetime) have defined
transference more broadly than he did and have questioned whether the
treatment relationship is primary as an agent of change in analysis or only
a route to what is primary-the reconstruction of the past. And important
issues have been raised about whether transference is influenced mainly by
occurrences in the relationship or by the compulsion to repeat.

Several developments have contributed to generate such concerns,
and to render them more than academic. Philosophical and cultural
attitudes concerning status have brought scrutiny to analytic authority in its
ability to evoke so dramatically the enduring power of the parental
embrace, and thus to induce experiences of inequality. And recognition of
the immensity of psychoanalytic intimacy has led to explorations of the
effect of the process on both participants. But principally the questions
about the nature and function of the treatment relationship have been
derived from a confluence of two developments: research into infancy and
childhood and the efforts to treat nonpsychotic but deeply troubled
patients using the psychoanalytic method-the situation referred to,
following Stone (1954), in the short-hand phrase “widening scope.” The
treatment of such individuals, who often feel in need of long episodes Of
communion-rather than communication-with the analyst, effected
changes in our understanding of therapeutic action in the psychoanalytifl
situation; the work with them led to conceptual expansion and reformu
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lations, including reevaluations of such technical positions as neutrality,
abstinence, and anonymity.

The contributions of such theorists as Winnicott (1958, 1965) and
Balint (1968) were fundamental in advancing an understanding of how the
analyst’s activity needs to be related to the developmental requirements of
the patient. Those ideas were significantly extended by Loewald (1960),
whose concept of the treatment as making possible the development of a
new object relationship broadened considerably our knowledge about the
role of the analyst. It was not that the analyst was to provide any
extra-analytic corrective emotional experience, but rather that the analyst
was recognized by Loewald as creating an environment that goes beyond
technical skill in its ability to further the treatment. Loewald’s idea of the
new object relationship was that it served as a background relationship and
was separate from the transference.

A significant addition to these ideas came from a 1984 paper in which
Grunes introduced the concept of the therapeutic object relationship
and sealed the place of this construct in psychoanalysis. The definition
of this concept is “a situation of primal intimacy between patient and
analyst which contains both an illusional (transference) and real aspect
[and] . . . involving a special type of empathic permeability of bound
aries between analyst and patient” (1984, p. 131); that definition will be
quoted again in the chapters in this part of the book.

From Grunes’s perspective, interpretation is a crucial agent for
therapeutic change-without the differentiation provided through verbal
interpretation the reorganization of experience wouldn’t come about
but there is a relationship demand factor in treatment that cannot be met
by interpretation alone; particularly with the more regressed patient, the
therapeutic object relationship is a primary facilitator of change. The
analyst in the therapeutic object relationship is objective but not neutral,
according to Grunes; however he has not found that the forms of need
satisfaction that are met symbolically in the therapeutic object relation
ship-needs for empathy and communication-interfere with “the thera
peutic tension level needed for free association and fantasy formation”
(1984, p. 139).

The concept of the therapeutic object relationship offered a clinical
and theoretical unification between relationship and transference. “It
should be clear,” noted Grunes in mapping the operating principles of this
configuration, “that in the kind of relationship I have been describing,
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analyst and patient are not pausing for a detour into a real relationship and
then getting back to the serious business of analytic treatment. They are
ipso facto in a special illusional and real relationship which is part of the
very process of analysis itself” (1984, p. 136).

The following chapters, by Drs. Mark Grunes, Helen Gediman, and
Irving Steingart, show how some contemporary Freudians understand
transference and what they think about related issues of enactment,
intersubjectivity, and the place of such technical positions as neutrality,
abstinence, and anonymity in psychoanalytic treatment. They do not always
agree.

In Chapter 6, Grunes expands his description of the therapeutic
object relationship “as a crystallization of a contemporary Freudian
perspective that has as its aim the integration of drives, self, ego, and object
relations within the context of developmental psychoanalysis.” He defines
that form of psychoanalysis in contrast to the contemporary classical
structural view and puts to rest some issues regarding abstinence, neutral
ity, and anonymity: “In this setting occasional personal, explicit self
disclosures do occur,” he tells us, “and yet they are in a way incidental to the
mostly tacit, intensely mutual self-disclosure that is also built into this
analytic process.”

Grunes describes an “emotional force field of primal intimacy” that
provides a context within which the expansion of consciousness by means
of the interpretation of unconscious experience can take place. He also
describes how this contributes to the analyst’s own psychic vitalization. He
explains, too, how he has come to find the concept of the therapeutic
object relationship applicable to all patients, not only to those with notable
developmental deficits.

Gediman, in Chapter 7, points to the austerity of early characteriza
tions of technique and catches in clinical vignettes the texture of how the
“real” and the transferential are woven together and how a skillful
contemporary analyst uses the real and the entrancing surface to work
toward an understanding of past and present unconscious meanings. She
explains that incidents are “hot” and “real” because they are alive in the
transference, and she shows how real events impart a tone of authentic
urgency to treatment. Gediman believes that certain interactions may
facilitate the therapeutic enterprise. It is in the service of authenticity that
she thinks analysts may legitimately be self-disclosing, as a means of
advancing analysis of the transference. She emphasizes that for a contem
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Pofary Freudian the deciding factor is whether something is in the interest
of the patient. And while she considers that psychoanalytic treatment is a

joint venture, she reminds us of how and why Freudians attribute a greater
degree of authority to the analyst than to the patient.

In Chapter 8, Steingart takes up the topics of intersubjectivity, the
repetition compulsion, transference and countertransference, and some
ideas about the psychic reality of the self. Although he believes that the per
sonality of the analyst inevitably influences the treatment, Steingart, unlike
Grunes and Gediman, does not grant the treatment relationship a mutative
Status in the production of knowledge, development, and change. For him
the emphasis is on intrapsychic reality and the analysand’s “conflict
derived, fantasy-informed repetition compulsion,” with its whisper of a
story constantly renewed. Intrapsychic reality may be shaped or enabled by
intersubjectivity, but it is not created by this.

It is the analysis of repetition more than the working method of the
analyst that Steingart credits for effecting growth. Transference is impor
tant in that it offers a window onto fantasy; the therapeutic relationship is
emotionally arranged to enable the repetition compulsion to be experi
enced and subjected to analysis.

Steingart and Gediman are in apparent disagreement, too, about the
ideas of Renik (1995) concerning the value of analyst-patient interactions;
Steingart does not find convincing the notion that such actions advance
interpretive understanding.

The controversy about the mutative effect of the treatment relation
ship has been an enduring one in psychoanalysis. Yet if it divides these
writers, there are certainly other ideas they hold in common. All agree on
the force of the repetition compulsion and on the necessity for interpre
tation; all agree that what might seem to be extra-analytic realities cannot
be so regarded, that rather it is the relationship of these events to the
unconscious that makes them powerful; all agree that transference and
countertransference are not-or should not be-equal in their occur
rence, and that the analyst-patient relationship is a nonsymmetrical one,
in which it is the prerogative of the analysand to be the object of the
endeavor.

Those are some of the positions that mark a contemporary Freudian
perspective, and in the course of setting them out, the three chapters show
much about what it is that makes being a psychoanalyst such an interesting
and satisfying-if often unsettling-occupation.
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The Therapeutic Dbject
Relationship-II

Mark Grunes

Some years ago I published a paper entitled “The Therapeutic Gbject
Relationship” (Grunes 1984). At that time I advanced the idea that “within
the category of more regressive pathology the patient’s structural impair
ment, and depleted and archaic object relations, create a relationship
demand factor in treatment which cannot be met by interpretation alone”
(p. 123).

It seems useful at this point to retrospectively review the therapeutic
object relationship. Its major feature was viewed as a mutually interpene
trative emotional force field of empathic permeability and primal intimacy
between analyst and patient. This force field does not develop spontane
ously. It comes about mainly for two reasons. The first is the analyst’s
comprehensive interpretive skill at all levels of ego and instinctual devel
opment, particularly those that are more archaic and involve the various
and conflictual dual unities and emotional unifications with a maternal
presence. The second factor in the development of the force field of
empathic permeability is the analyst’s emotional and therapeutic position
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of deep interest, devotion, love, and respect for the patient’s individuation
first systematically described by Loewald (1960). It is this analytic position
and its interpretive implementation that leads jonathan Lear (1990) to
describe the analytic process as a special form of love. Steingart (1995) has
also recently described the evolution of real love between analyst and
patient, in their mutual love of truth and reality, as a major force in the
analytic process.

Within the force field of analytic intimacy the growth forces of the
patient’s adult ego as well as certain early developmental imperatives
become operative. The progressive force field of primal intimacy also
occurs in part because of the patient’s intense and real, as well as illusional
transferential, attachment to the analyst as a new developmental object.
The intense love and hate generated in the trials of a resumption of self
and ego development become a major driving force of the analysis as the
patient reaches progressively higher levels of emotional unification with
and separateness from the analyst. The expansion of the patient’s con
sciousness with the exposure of unconscious experience occurs by means
of the differentials of verbal interpretation. The emotional force field and
interpretation, adjusted to the patient’s ego tolerance, cannot exist without
one another. In fact they reciprocally define one another. Finally, in a
similar sense of reciprocal definition, the therapeutic object relationship is
constituted by the analytic process itself. It is not a more real or more
human time-out or supportive detour from the analysis itself.

In this chapter I utilize the concept of the therapeutic object
relationship as a crystallization of one contemporary Freudian perspective
that has as its aim the integration of drives, self, ego, and object relations
within the context of what I call developmental psychoanalysis. After
discussing some further aspects of the therapeutic object relationship I will
focus on some contrasts in the developmental outlooks of Freud and
Winnicott that are pertinent to the therapeutic object relationship and to
the correlate matter of the integration of intrapsychic and interpsychic
perspectives. I will conclude with a contrast between a developmental
psychoanalysis and the branch of contemporary Freudian practice that can
be called contemporary classical structural theory of technique and
therapeutic action.

In my original paper (Grunes 1984) I emphasized the special perti
nence of the therapeutic object relationship for the more regressed
patient. Since that time I have come to believe that the concept of the
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therapeutic object relationship is quite applicable to the analytic treatment
of all patients, although its operation becomes more explicit in the
treatment of the more disturbed patient. The change in my point of view
came about largely because my clinical experience and that of others
brought into question the idea of the good neurotic patient. I do not mean
that levels of more and less serious psychopathology have disappeared. But
more and more it does seem that all neurotic patients over the whole
course of treatment, or in certain phases, evidence such features as
condensations of oedipal and preoedipal dynamic and structural conflict,
narcissistic ego vulnerabilities, significant pregenital fixation, primitive
anxieties and defenses, and some degree of early, cumulative environmen
tal trauma.

In a major sense the nature of the treatment relationship is a function
of the analyst’s capacity to vary his choice of interpretive level with the
patient’s ego tolerances, from more classical resistance analysis, to em
pathic subjectivity, to interpretive skill and knowledgeability in areas of
early ego pathology. The analyst’s choice of the developmental level of the
content of interpretation is a substantial part of the reality of his therapeu
tic relationship with the patient. It is a real factor in how well understood,
cared and provided for, guided, supported, and respected the patient will
feel. The analyst needs to be able to vary the developmental content level
of interpretation from early dependence and maternal dual unity, to the
fiercely willful, anally influenced, separational thrusts of the rapproche
mént period, to the parricidal separations from authority and incandescent
erotic attachments of the oedipal period. The treatment relationship is also
a function of the analyst’s psychic arrangement of himself in relation to the
patient’s ego tolerances, whether he or she can be a self object, a container,
a holding environment, or a separate otherness. To put these matters in
another form, the interpretive stance may vary from no interpretation at
all, to empathic location inside the boundaries of the patient’s perspective,
to transitional emotional positions in which the analyst is partly inside the
patient’s subjective perspective and partly outside as separate object and
objective observer, to a more fully defined otherness who is available for
the rageful collisions that can be enacted at such times, but are develop
mentally needed by the patient.

My position has been that it is better for the treatment relationship to
become as consciously systematic for the analyst as is possible within the
limits of the preservation of spontaneity. When the real treatment relation
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ship is a conscious and accepted part of treatment, it is much more likely
to be integral to the analytic process itself. It then becomes unnecessary to
graft a relationship factor onto the treatment such as a therapeutic
alliance, a real relationship, or a human relationship. (When did the
analytic process become non-human?) With grafted-on treatment relation
ships the analysis of pathological transference becomes oppressive and
requires some other relationship or parameter as a respite from the
analysis proper. I described certain central aspects of this problem in
psychoanalytic technique in my earlier paper (Grunes 1984):

The matter I am describing here is at issue in several papers by
Greenson (1965, 1969, 1971, 1972). The way in which Greenson
dichotomizes the real from the transference relationship results in the
assignment of the deepest intensities of analyst-patient interaction to
the pathological transference. The reality of the relationship, on the
other hand, is consigned to a kind of upper-level, rational and
conscious friendly helpfulness. The result, I believe, is that the
transference analysis becomes overburdened by the patient’s sense of
an endless reductionism to the past and to pathology. I believe that
Greenson’s dichotomy makes the analytic work oppressive. The pa
tient comes to feel that his nonrational intensities are pathological
errors, and he is left with a sense of dubious adaptation to a pallid
version of reality-the isolated instances of friendly and rational
“realness” in the treatment. [p. 138]

The affective core of the therapeutic object relationship is the primal
intimacy of the empathically permeable, emotional force field between
patient and analyst. This primal intimacy, with its nonerotic libidinal bond,
carries the entire analysis. It is graphically pictured by Loewald (1970):

In contrast to physics or biology, for instance, psychoanalytic knowl
edge and explanation depend not so much on the difference between
the processes obtaining in the scientist and those obtaining in his
subject, but on their similarity and inter-relatedness. It is a common
place that introspection and empathy are essential tools of psycho
analysis and that we can analyze others only so far as we have been
analyzed ourselves, and understand ourselves. To this there is the
corollary: we understand ourselves psychoanalytically by seeing our
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selves as others (objectivating introspection), and our self-understanding
is greatly enhanced by analyzing others .... This is not only because
in the external other we can see ourselves more clearly, but also
because in this concentrated, in this specially focused and heightened
field of forces, the analyst’s intrapsychic field gains in vitality and vivid
outline. The analysand in this respect can be compared to the child
who-if he can allow himself that freedom-scrutinizes with his
unconscious antennae the parent’s motivations and moods and in this
way may contribute-if the parent or analyst allows himself that
freedom-to the latter’s self awareness. Internal communication, on
which self-understanding is based, and communication with another
organization of the same rank of reality-the psychic reality of
another individual-are inextricably interwoven. [pp. 47-48]

In my earlier paper I had not quite grasped, at a deeper level, the
powerful gratification for the analyst, captured so well in Loewald’s sen
tence: “In this concentrated, in this specially focused and heightened field
of forces, the analyst’s intrapsychic field gains in vitality and vivid outline.”
It is this mutual process in its contribution to the analyst’s psychic
vitalization and growth that enables him to love his work and gradually his
patient who makes such work possible. It is the process of emotional
interpenetration in addition to transference that also moves the patient to
love the analyst and the treatment process itself, and that brings such
concentrated vitality to his or her life.

A patient once said to me, “When I hear you start to talk, to grope
around in yourself, putting the idea together, it’s enormously exciting. I
mean I feel alive. I feel I could run around the room.” It was much later
that I realized the patient was experiencing me groping around in the him
that was also inside of me, and most likely was himself groping around in
the me that was also inside of him.

The interpsychic force field between patient and analyst goes a long
way to putting to rest, I believe, a number of perennial, thorny issues within
the theory of technique. Mainly these issues are equality between patient
and analyst, abstinence and gratification for both analyst and patient, the
analyst’s emotional neutrality and emotional participation, and anonymity
of and self disclosure by the analyst.

The analyst’s participation in the force field is emotional, by necessity.
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This does not mean that it is impulsive, undisciplined, reckless, or
intemperate.

If analyst and patient can allow themselves to be available to each
other, they gain vivid emotional knowledge of each other. In this setting
occasional personal, explicit self-disclosures do occur, and yet they are in a
way incidental to the mostly tacit, intensely mutual self-disclosure that is
also built in to this type of analytic process.

Freudian clinical theory constitutes the history and foundation of the
concept of the therapeutic object relationship. I have already mentioned
two contemporary Freudian viewpoints, which I have called contemporary
classical structural theory and developmental psychoanalysis. The first
follows a line of development from Freud’s early ego concept identified
mainly with defense, consciousness, reality relations, and the external
world. The line then proceeds to the classical ego psychology of Heinz
Hartmann (1939, 1964) and David Rapaport (1967).

Classical ego psychology viewed the ego as an impersonal apparatus,
primarily involved in adaptation to external reality, powered by nonlibidi
nal neutralized and sublimated energy and autonomous from the drives.
Contemporary classical structural theory of therapeutic action and tech
nique is descended from classical ego psychology, but varies in its degree of
incorporation of object relations and developmental views.

The second line of development proceeds from Freud’s use of the
term ego as self rather than structure, his awareness of the role of object
relations in ego formation (“the shadow of the object has fallen upon the
ego” [1917, p. 249]), and in his attribution of libido to the ego in his
concept of eros. It is here that Freud seemed to be saying that a theory of
love could not be derived from a theory of sex, although there could not
be a theory of love without a theory of sex. This line of development then
moves to American developmental ego psychology between 1940 and 1975
and is identified with Margaret Mahler (1968, Mahler et al. 1975), Edith
jacobson (1964, 1971), and Phyllis Greenacre (1971). All three developed
psychologies of the self and of object relations, and were concerned with
infant and early childhood development and the maternal environment.
Later developments in this evolution expanded emphases on the self and
object relations while retaining and modifying the centrality of instinctual
drives and intrapsychic conflict. Winnicott (l965a,b, 1975), Loewald
(1980), Balint (1965, 1968), and McDougall (1980), among others, repre
sent this direction, which I am calling developmental psychoanalysis.
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Contemporary classical structural theory emphasizes primary narcissism,
Opposition between the claims of reality and the instinctually driven wishes
of childhood, the frustration and renunciative requirements of reality,
distinction between primary and secondary process, and the role of ego
delay, regulation, and control in the process of adaptation.

The second view, which I am calling developmental psychoanalysis,
attempts integrations of drive relations and object relations, preoedipal
and oedipal relations, and self and ego concepts. It emphasizes primary
object relationship as well as primary narcissism, and the good-enough
environmental mother as external reality, not principally in opposition to
the child’s wishfulness. A developmental psychoanalysis also emphasizes
transitional unification between primary and secondary process, and the
evolving role of pleasurable, transitional unifications between self and
external reality in the process of adaptation.

These transitional perspectives serve to introduce certain contrasts
between Freud’s early ego and drive psychology and Winnicott’s views on
individual development]

Winnicott (1960) begins with the assumption of a primary unity
between the baby and the external world, not with primary narcissism in
primary antagonism to the external world and reality. The good-enough
early dual unity and the good-enough disillusionment of the illusion of
oneness, which is what weaning is really all about, will determine whether
the baby’s or the young child’s reality is a friendly one or a hateful one. The
child may deal adaptively with premature and insensitive resolutions
between inside and outside, between self and other, but the adaptation will
be obsessional and mechanical, reality will not feel enjoyable, and it will
never feel as if it had been created by the child itself. (Clearly all of these
matters, however complex, have great pertinence to a treatment relation
ship.)

Winnicott provides us with insight into how the love of reality and
otherness comes about. Freud speaks of the hard and painful necessity to
accept and adapt to reality. Developmental truth is some combination of
both views. But the second without the first can defeat the child’s and the

patient’s wish to reach out to external reality. Freud’s reality is the strict
father; Winnicott’s is the breast that is there when it is needed. The

1. I am indebted to the late Susan Deri for clarification of these contrasts between the
work of Freud and Winnicott.
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Freudian mother is the object of instinctual hunger; Winnicott’s is the
holding environmental mother. Freud and Winnicott had different views of
the possibility and desirability of combinations of opposites, particularly
aspects of external and internal reality. Freud focused on the most effective
methods of distinguishing between the two; Winnicott took great pleasure
in discovering harmonies between the two. These harmonies were the basis
of Winnicott’s transitional space in which inside and outside, imagination
and reality, the “me” and the “not-me” can be separate and yet inter
penetrated. This is what Winnicott meant by transitional space. This is a
space of ego-relatedness between self and other, a libidinal place that
need not be instinctually excited, and it is the location of tenderness and
affection that need not be derived from sublimated instinct or neutralized
energy. This is the libidinized interpenetrative self-other space, which, in
my view, sustains the analytic process.

What I have called contemporary developmental psychoanalysis dif
fers from contemporary classical structural theory of therapeutic action
and technique. I will use the therapeutic object relationship as a focus for
this comparison.

Boesky (1988), Brenner (1985), and Gray (1973, 1982) are good
representatives of the contemporary classical structural view. They empha
size oedipal level conflict resolution and exclude any technique of struc
tural change from the analytic process. In Boesky’s words, “The building of
psychic structure is better left to nature” (p. 310). All three writers attempt
to exclude internalization of the analyst as part of the treatment process.
They consider the reality of the therapeutic relationship between analyst
and patient to be an undesirable, suggestive influence that derives its
therapeutic results from the hypnotic action associated with technique in
the early history of psychoanalysis. All three attempt to reduce as much as
possible the analyst’s function as empathic, participant observer. Blum
(1986) cites Brenner as stating, “eighty years of psychoanalytic data
gathering from free association have repeatedly demonstrated that empa
thy is regularly subject to falsification, self deception and disguise” (p. 315).
All three emphasize the analyst’s role as an external, objective, natural
science observer. The opposition between the analyst’s objective view and
the patient’s subjectivity constitute the basic unit of treatment-analysis of
resistance against the emergence into consciousness of id derivatives.

The developmental model of therapeutic action goes as far back as
Freud, who considered the patient’s positive transference to be the driving
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force of the analysis. Freud used transference here in the sense of an
attachment to the person of the analyst rather than in the sense of
transference distortion. In a 1906 letter to _]ung, Freud wrote, “I have kept
to myself some things . . . or presented them in such a way that only the
initiate recognizes _ . . analysis is actually a cure through love” (1974, pp.
12-13). Some comments of Freud’s in a 1910 letter to Ferenczi also seem
to reflect his belief that a libidinal treatment relationship is a part of the
process of analysis. Writing of the patient’s exposure of transference love
and the need to be loved, Freud writes, “He [the patient] has shed a skin
and leaves it for the analyst. God forbid that he should now be naked
without a skin” (jones 1955, p. 447). It is only in the context of an
emotionally intense force field between patient and analyst that Freud
assumed the adversarial relationship of resistance analysis could be sus
tained.

In England the developmental approach was articulated by Winnicott
(1965a) and Balint (1968) -Winnicott, in his concepts of maternal failure,
analytic regression to dependence, and the analyst’s symbolic provision in
a holding environment; Balint, in his concepts of benign regression, the
new beginning, and an analytically appropriate manner of meeting certain,
nondefensive, affiliative, and separational object needs exposed by the
regression.

In this country the focus on the separation-individuation paradigm in
the analytic treatment relationship of adults by Mahler (1968) and her
associates; the primal transference and physicianly care and concern of
Stone (1961); the basic transference of Greenacre (1971); Edith_]acobson’s
(1971) awareness of the importance of the analyst as a real libidinal object,
especially in depression, and perhaps most specifically as I have already
indicated; Loewald’s (1960) conception of the analyst as a new object in
the resumption of ego development-all contributed to a developmental
paradigm in a context of interpretation and insight.

Paul Gray’s (1982) version of the contemporary, classical structural
paradigm of therapeutic process is a good representation of the general
model and contains many contrasts to the developmental paradigm. He
describes the therapeutic action of psychoanalysis as a learning process, a
Cognitive process in which the mzgor ingredient of therapeutic action is the
patient’s mental comprehension of the analyst’s observations of his ego
and id. Gray describes the analyst’s role and basic emotional position, and
the most desirable ultimate perception of it by the patient, as one of
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“kindly, scientific neutrality.” “The analyst,” he says, “must invite the
analysand to use his observing ego to share the analyst’s perception of the
data.” Gray views developmental paradigms such as the one I have defined
as providing “parental roles which share a reliance on interpersonal
influence” (p. 645). There is no reason to believe that Gray’s treatment
relationship of “kindly, scientific neutrality” is any less parental than the
developmental paradigm. It may simply constitute a different kind of
parent.

The absence within the contemporary classical model-at least of the
particular variety I am describing-of variation of interpretive level and
stance, as well as the absence of the deeper libidinal collaboration of a
therapeutic object relationship, it seems to me, especially at times of ego
weakness, deeper regression, and defused aggression, leave the patient too
vulnerable to a sense of threatening isolation and self disorganization. At
these times adherence to the contemporary classical model often compels
recourse to psychotherapeutic parameters, or causes iatrogenic psychic
pain and severe resistance.

In conclusion, I have presented a contemporary Freudian psychoana
lytic perspective, which I have called developmental psychoanalysis. I have
used the concept of the therapeutic object relationship as a crystallization
of central aspects of technique and therapeutic action in such a develop
mental psychoanalysis, which I have contrasted with contemporary classical
theory of technique and therapeutic action.
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The Therapeutic Action

in the Real, Transferential,
and Therapeutic Dbject Relationship

Helen K. Gediman

There is a basic assumption that the dichotomy of transference and real is
arbitrary, false, misleading, and fundamentally out of synch with Freudian
psychoanalysis today. That false dichotomy assumes that the therapeutic
action of psychoanalytic treatment is based solely on the technique of inter
pretation of intrapsychic conflict. However, our present understanding of
the therapeutic action of psychoanalysis has evolved significantly into a
more broadly based, multiperspectival approach to the psychoanalytic
treatment of a widening scope of patients.

I once had occasion to consult with a woman whose analysis was
stalemated. The analyst, apparently concerned with the degree of his
patient’s pathology, had decided it was important to be very “real.” The
patient feared she was not being analyzed. Being real meant to him doing
Something extra-analytic or nonanalytic. He revealed such personal infor
mation as the kind of car he drove, the names of his children, and his
favorite restaurants and vacation spots. I suggested to the patient that her
analyst’s self-disclosures seemed to have made her worry that her analyst
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thought she was a fragile patient and that she needed a real relationship
with him because he believed she could not withstand the rigors of analytic
work. By rigors, I had in mind the three cardinal hallmarks: neutrality,
abstinence, and anonymity. I later had occasion to speak with the analyst
who agreed that this was indeed his rationale. Was the analyst’s choice of
the contents of his self-disclosure, which by definition always involves some
modification of the principle of anonymity as we once understood it, a
travesty of what is meant as a “real relationship”? I think so. That slippage
in an understanding of the real relationship was not unique to him and led
me to organize this chapter around a central question: How do we main
tain the analytic attitude with its usual safeguards of neutrality, abstinence,
and anonymity, and also honor the modifications that have evolved with
those steady refinements and progression of our understanding of the way
the mind works and in our analytic technique that characterize Freudian
psychoanalysis today?

When we speak of the real relationship and the therapeutic action
from the point of View of contemporary Freudian psychoanalysis, obviously
we are not advocating telling the patient what kind of car we drive, where
we take our vacations, whether or not we are married, or how many
children we have. The value of the concept of the real relationship does
not center on feeding a patient herring, as Freud (1909) did to the “Rat
Man.” It is not typified by letting a patient use the telephone in an
emergency. It is not limited to such emergency actions as that of an analyst
lending a patient money to get her car out of a parking garage on the day
the patient was mugged. These are all real occurrences; however, they are
extra-analytic. Events such as these have the potential for real repercussions
on how the analysis will progress, because they are responded to by the
analysand as meaningful events that stimulate conscious and unconscious
fantasies, conflicts, and other psychic events, including real emotionally
charged interaction patterns with the analyst that are often highly analyz
able. When we speak of the real relationship, what we all, I expect, are
limiting ourselves to is a real relationship that is part and parcel of and
often indistinguishable from the therapeutic relationship, that impacts
significantly on the transference, and that is a crucial part of the thera
peutic action of psychoanalysis. Loewald (1960) and then Grunes (1984)
pioneered the evolving historical context from which this basic position
derives. To highlight the essence of the position, I shall present some
clinical material and then discuss four main technical areas that touch on
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new ways of looking at neutrality, abstinence, and anonymity. These are the
areas of technique, self-disclosures by the analyst, intersubjectivity, and
interaction.

PROCESS FROM SELECTED SESSIONS

1 have chosen two different series of sessions with one analysand, Ms. D.,
Occurring over the course of several weeks, to illustrate how a “real” event,
not intrinsic to the analytic process, led to repercussions and to other
“real” events that subsequently became intrinsic to the process. These
latter events involved interactions that centered on the transference
Countertransference, became part and parcel of the therapeutic relation
Ship, and contributed significantly to the quality of the object relationship
with my patient and to the therapeutic action of the analysis that I was
conducting. These accounts of process are consistent with the major point
made by Grunes (1984): “Analyst and patient are not pausing for a detour
into a real relationship and then getting back to the serious business of
analytic treatment. They are ipso facto in a special illusional and real
relationship which is part of the very process of analysis itself” (p. 136).

First Series of Sessions

In the vignettes to follow, there was indeed a “real” component to the
interaction, that is, real in the sense that it wasn’t what usually happens,
and was determined by extra-analytic conditions-the weather and my
buzzer system. just to mention these factors renders them minute and
pedestrian, hardly approaching the real factors in the relationship that
have seemed to others to be so significant. However, these events had
repercussions leading to interactions within the analysis that were far more
important and touched directly on the therapeutic action with this patient.

Shortly after Ms. D.’s return from a ten-day vacation, a real incident
served to highlight the real and how it may be employed therapeutically.
It also highlighted how the therapeutic has very real aspects. There is
Something intrinsic to the therapeutic process that is very real and alive
and it is this very realness in the therapeutic interaction that is indispens
able to the therapeutic action of psychoanalysis. Loewald (1960) and
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Grunes (1984) thought that in what constitutes the therapeutic action, the
analyst does very little that is real outside of what the analyst normally does
in conducting an analysis. Both distinguished their positions, as I would
distinguish mine, from those who employ an extra-analytic corrective
emotional experience as a new real experience in an effort to effect new
change. The idea of a real relationship that transcends the therapeutic is
not a useful way of looking at therapeutic action. My view is also in line with
Strachey’s (1934) ideas on the therapeutic action and the mutative
interpretation: the interpretations that produce real change are those that
are directed to something that is “hot” and “real” in the ongoing trans.
ference. The two incidents I am about to review qualify as real and alive not
simply because they were spurred on by extra-analytic realities, but because
they were affectively hot in the transference. The first was the patient’s
phone call to me at my home, not my office, on the evening before her first
scheduled postvacation appointment in which she said she would be
unable to make the appointment because a blizzard forced her plane to
land in another city. She called me at home again the next evening, still
delayed in the distant city, to tell me she would call as soon as she got back
to schedule an extra appointment if I had the time.

The first session after the vacation was a regularly scheduled working
session when the “real” did not enter in. I am using the word real in
quotation marks to illustrate, once again, how I think the distinction
between real and therapeutic is arbitrary, misleading, and confusing. The
second meeting after her vacation was a double session (easy to do on a
snowbound day) and the first of two specially scheduled make-up sessions.
That double session had ended with her saying “I’ll see you tomorrow
morning” (a regularly scheduled session) and I said, “Yes, at 9:00, I’m sorry,
8:15,” to which she responded, “Tomorrow’s is at 8:15, Friday’s extra one is
at 9:00.” I had arrived at my office for the third session after the vacation
break, the second specially scheduled makeup session, just before 7:45. At
8:15 I had not yet heard the buzz on the handset of my intercom system.
In that sense, the session was characterized by a “real” incident. Ms. D. was
almost never late and usually considerably early, so I was concerned that
the snow conditions were making navigating through the city quite
difficult. Yet this patient certainly would have left plenty of extra time. Al
8:33 the buzzer on the handset rang, she announced herself, and I buzzed
her in. She stormed into the room, looking at me wrathfully and said,
“Where were you when I buzzed at 7:50? And I buzzed you again at 8:l0.”
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1 told her that I was right here in my chair. “You couldn’t have come in the
building or I would have seen you. I was on the sofa in the lobby the whole
time.” She was clearly confused, but I was not. I had noticed from time to
time that my buzzer did not always ring loudly. Sometimes I only heard a
barely audible “ping,” and I was meaning to have the system checked out.
1 felt bad that I had been postponing that chore, and told her that
Sometimes it was hard to hear the buzzer, and I had noticed that that was
particularly true if the button outside the door was pressed too lightly and
di(-1n’t make the proper connection. Undaunted, and undoubtedly defen
sive, I then suggested to her that if she ever buzzes and does not get an
answer, she should press the bell on the door that is not connected to the
buzzer system. I make this suggestion to all patients, because sometimes,
when they come early and ring, I am not in my consulting room but
Somewhere else in the suite-the kitchen, the bathroom, or my partner’s
consulting room. She reminded me later that I had suggested that to her,
too. I apologized to her for the inconvenience.

During this session, less than twenty minutes in length, the patient at
first did not know what to do. “Is this a session or not?" She then got off the
couch and stomped toward the door as though to leave and I said, “Sit
down, please.” Her anger, clearly directed at me, soon turned back around
upon herself. “I’m so stupid. I should have pushed the doorbell harder.”
Then, “As I was sitting out in your lobby, I had the thought that something
must have happened to you, but today is my birthday and I felt abandoned.
Ifelt that way, even though I know it was absurd. And now that the situation
is clear, I still am so furious. It doesn’t make any sense but that’s how I feel.”
I made use of this material in the usual way, interpreting how old feelings
can surface in these conditions even though rationally they do not appear
justified. It is important to note that I claimed full responsibility for the
buzzer problem. The system was not perfect. She contrasted her reaction
to that of being stranded in the faraway city for three days, saying that she
was calm and untroubled by that act of fate, knowing it was not anyone’s
fault and nothing bad would come of the delay. I pointed out how it was
important for her to blame someone, and even though I claimed respon
sibility, she had to maintain that it was her fault. I was aware that I had not
Yet touched on her longing to be with me while she was on vacation, when
She returned, and now, waiting for me. The closest I could get was to refer
to the possibility that she may have had the idea that I had not been
thinking of her at just the time when she was most eager to see me, and so
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she then turned her longing into fury, and then the fury at me was turned
around into anger at herself for making a mistake, for not being perfe<;t_
“That’s how it always was. When my mother turned away from me, I had tg
find out what I was doing wrong to get her back. I actually thought you got
the time mixed up, that you thought today was at nine and tomorrow at
8:l5.” I said: “And then you had to be the little girl taking charge of things,
knowing more and better than the mother who makes mistakes.” In this
and other ways, the aborted session turned something in the extra-analytic
“real” relationship to something analytically real in the transference and
in the therapeutic interaction. In a calculated violation of the rule of
abstinence, I offered to extend the next session to make up for the time we
had missed today-another “real” action on my part with implications for
the real therapeutic object relationship.

During the next of this series of sessions, she told of a string of
mishaps-events at her office that she was not there to take charge of as
she usually would; more plane delays, and so on. She told me the reason
she did not call my office, but called me instead at home the night she
knew she was stranded was because she did not know if I checked my office
answering machine from home, and did not even know if one could do so.
I told her it was clear that she wanted to make contact with me, but feared
that I might not care enough to check on her whereabouts by calling my
machine. She was focusing instead on her failing to be as conscientious as
she felt she should be, mainly because she believed and presumably wished,
unconsciously, that she had intruded on me. She was also afraid of
intruding on my patients if she had called the office. I noted how she
always got angry when there were telephone-ringing intrusions on her
sessions. So there were the more obvious themes of reproaching herself
and me, which really seemed to be covering up her desire to make contact
after a frustrating and lonely separation.

As for the real, the therapeutic, and the transference relationship, real
analytic events were set off by her analytically meaningful call to me at my
home. There was also the extra-analytically real issue of my door buzzer.
Either there was a mechanical failure, and/ or she did not press hard
enough. She got a real, nonanonymous response from me about my
concern about my patients, for I assured her I checked my machine for
messages regularly on weekends. This was said for the purpose of calling
her attention to how untrustful she was of anyone except herself to take
care of her properly. I had also offered her extra time, which she accepted.
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I had scheduled an extra appointment, and apologized for the buzzer
problem.

I told a little anecdote to her, of how her response to coming home
reminded me of how little children when separated from their mothers
due to trips or illness, long to be with mother and eagerly await the
reunion. But as soon as they are reunited, instead of being happy they turn
angry and reproach mother. I told her that that was what I thought was
being repeated when she was so angry with me that I was not there on time
after her return. She said, “So, I’m really having a reaction to my mother
and not to you.” She was clearly ambivalent about the possibility that I
might attribute her unplanned affective responsivity simply to displaced
transference. She made clear her discomfort that I might be inauthenti
cating her response, distancing it from the aliveness in the here-and-now
transference or from the real relationship that included all the volatile,
stormy, and intimate events that had really transpired between her and me.
Those real events that had occurred outside the expected therapeutic
frame, that started by chance with the blizzard, and that then spiraled into
all sorts of unusual unpredictable ramifications and real responses to me
and from me in the real and transferential analytic relationship, had set a
brand-new tone in the treatment, centering on a set of interactions that
were clearly analyzable. Ms. D. searched for a phrase to characterize this
new relationship precisely. She settled on “real, but not quite real, perhaps
artificial,” or “only transference.” This sounds a lot like Winnicott’s (1951)
transitional space-the transference being real and not real at the same
time. This patient was troubled if she did not know all the “rules” of
treatment. The rules helped her feel in control of things by offering her
guidelines about how to be on good behavior and how to do what she was
supposed to do in this process. She was an angry perfectionistic child in
gleeful combat with her maternal counterpart. Anxiety and rage emerged
when real events that transcended the expectable structure of the analytic
situation-the fundamental rule, the neutrality, abstinence, and anonym
ity that define the analytic situation-took her by surprise. The new and
unpredicted tone in our relationship lent a sense of authentic urgency,
providing the analytic “hot spots” that define the optimal setting for
interpretations of the interface of the real and the transferential in the
therapeutic object relationship. I cared to listen, I accommodated her, I
reassured her-all real. But I also calmly interpreted her projection of her
Perfectionism and need for nonintrusion onto me. The therapeutic action
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indeed included the interface of the real with the transference. It is not a
matter of one or the other.

Before going on to the second series of sessions, it would be helpful to
review the way Grunes (1984) fleshes out aspects of that interface as one
theoretical context for understanding the treatment I am reporting. There
has been, outside of contemporary Freudian analysis, too arbitrary 3
distinction made between the real relationship, the transference, and the
therapeutic object relationship. Grunes bases his argument on the prob.
lematic nature of the continuing, excessive dichotomy in the psychoana_
lytic literature between the transference and the actuality of the treatment
relationship. Particularly among the more regressed, or as we now like to
say, “widening-scope” patients, there is a “relationship demand factor in the
treatment which cannot be met by interpretation alone” (p. 123). I would
extend this idea to neurotic patients as well. They also require a therapeu
tic object relationship, perhaps with different emphases than Grunes has
advocated for the more disturbed. Grunes uses the term therapeutic object
relationship interchangeably with such terms as analyst-patient relationship
and therapeutic interaction. He characterizes it as a situation of primal
intimacy between patient and analyst that contains both an illusional or
transference and a real aspect. The intimacy involves a special type of
empathic permeability of boundaries between analyst and patient. “One
very early form of the primal transference would involve the pleasure . _ .
of self-definition through feeling focused upon by mother and focusing
upon her focusing upon him” (p. 138). That relationship, which is a
parent-child analogue, is the matrix of change in which interpretation
and analysis of transference occur. Most important, the relationship
between the transference and the actualities of the analyst’s own real
presence through his or her empathy, interactions, and even certain
disclosures-this combined real and transference relation-is organically
related to psychoanalytic treatment in the first place and does not
constitute a parameter to be analyzed (see Eissler 1953). Grunes’s (1984)
and Loewald’s (1960) focus on interactions and notions of reciprocal,
symbolic-creative communication, and Renik’s (1995) recent advocacy of
disclosing to the patient his way of thinking insofar as it is relevant to the
joint venture of analytic work, are all congruent with the hallmark of
Freudian psychoanalysis today: in the way we interact and in what we
disclose, the patient is always at the center.
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Second Series of Sessions

Within days of returning from my vacation in Mexico and a break of nearly
two weeks, an additional incident occurred that heightened the feelings
that had emerged during her vacation when she became stranded and
Sgrely needed to contact me. I apparently had some viral condition, jet lag,
Mexican sleeping sickness, call it whatever, which led to sporadic fatigue
and sleepiness for about two weeks. One morning, I actually dozed off
during my first session of the day, which was the session that preceded Ms.
D.’s. This was the first time I had ever had the experience of falling asleep,
or at least of entering this particular, and highly atypical for me, altered
State of consciousness during a session. The patient I was with, not Ms. D.,
noticed something wrong, remarked that I looked unsteady on my feet and
Somewhat faint, and said she felt reluctant to talk about her own troubling
matters when I looked to be so clearly under the weather. I remember
struggling very hard to stay awake during this session, but all my willpower
and determination would not allow me to do that. To my great surprise, I
was brought back with a jolt when I heard my first patient of the day say, “I
think I should leave now.” We had actually run over by 10 minutes. Perhaps
I should have canceled my next session, the one with Ms. D. But since I had
not as yet fully realized the extent of my indisposition, I proceeded on with
my work, assuming, falsely, as it turned out, that my usual alertness and
energy level would be restored in short order.

Ms. D. was in the waiting room, and when I went to meet her, she
looked extremely troubled. She lay down on the couch and said, “When I
was in the waiting room and you didn’t come out on time I thought you
died.” She had thought of calling my son whose name she knew from her
prior researches into my real life, but did not have his address. She had also
forgotten the address of my office, so she thought it would be useless to call
911 for help. She had thus remained paralyzed to do anything about saving
me, like calling the police or someone who knew how to do CPR. She had
the idea that I was dying of a heart attack as her mother had a few years ago.
Mother was then exactly the same age as she knew me to be, having looked
up my birth date in a library archive earlier in the treatment. In response
tO my inquiry, she said she had not thought to have my doorman call 911.
She simply thought I had died and she could do nothing about it. To my
surprise and dismay, I was still in the grip of this strange fatigue and dozed
off for brief moments periodically during this session.
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During my next session with Ms. D., when I truly had regained most of
my normal energy level, she said she had worried quite a bit on the day of
the previous session when I was late to meet her and when she thought I
might have died. My hair had not look combed, and I looked disheveled
and out of character, as her mother did on the morning she had her heart
attack and died. On that morning, just shortly before Ms. D. started treat.
ment with me, she heard strange sounds emerging from her parents’
bedroom that frightened her, but neither she nor her father did anything
about it, such as calling 911. She now believes that the sounds were the
death rattle, but at the time had mistaken them for sexual moans and
therefore did not enter the room to check on her mother’s condition and
possibly save her life. She had been angry at her father for not calling the
police. She was angry at herself for not learning CPR. Any of these moves
might have been able to save her mother, a selfless person who did very
little to take care of herself. Ms. D. told me I 'd better go see a doctor right
away. I said, “You seemed paralyzed to do anything then, _just as you felt
paralyzed to do anything to save me when you thought I might be either
dead or dying.”

In a deliberate discarding of the ideal of anonymity, I decided to tell
the patient that I had originally had jet lag and then developed fatigue,
which my doctor told me sounded like a viral infection, caught from
recirculated air in the jet plane, and that the symptoms should let up
entirely within another week. I also told her I felt well enough to work right
now. As I rethink the incident at this present time, it would have been best
if I had also told her that in retrospect, I realized it might have been better
if I had canceled our session on the day I had dozed off with my first patient
and let her know that I needed to check out my condition with a physician
immediately.1 Like Renik (1995), I believe that the question is not whether
to disclose, but how to manage the unavoidable condition of constant dis
closure. I shared that bit of reality about my medical diagnosis with her
because it seemed cruel, heartless, and untherapeutic or antitherapeutic
simply to deal at that moment with the fantasies in the transference. The
analytic “hot spot” of my dozing off, a critical or pivotal moment in th€
analysis, eventually would provide ample opportunity for mutative inter
pretation. As it turned out, my action, or enactment, if you will, was in tun€

1. I am grateful to Dr. Irving Steingart for his help on this issue
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with her thinking: she did not want to talk about her strong feelings for me
as Simply a replica of those experienced in connection with her mother’s
death because then I would brush them off as transference. I said, “You
want; to be sure that I also understand that you care personally about
me--that there was something alive and present going on in your concern
for me that was not just a repetition of your ambivalent feelings at the time
Of)/our mother’s death.” That turned out to be a very helpful intervention,
but the patient still could not get the sexualized “death rattle” sounds in
her mother’s bedroom out of her ears during our session. If only she had

paid more attention, she would have brought mother to the hospital and
Saved her life. But it wasn’t right to barge into her mother’s bedroom while
father was there when she heard sounds that she did not heed or do
anything about at the time, becoming similarly paralyzed then as now when
She thought it wasn’t right to barge into my office or even knock on the
door with another patient in there. Doing the right thing became more
important than saving the life of selfless people like her mother, or me. I
was selfless because I showed up to help her when I was sick. This self
lessness is also typical of the patient’s own self-representation, in which she
often disregards her own wel‘l-being by sacrificing autonomy in doing what
is right for herself in the interests of doing the right thing for an “other.”
Needless to say, there is a big reaction formation element in this pattern,
for her own self-interests are often put first, as they were in her failing to
take action in “rescuing” me when she thought I might be dying.

Shortly thereafter, she had pains in her abdomen, for which she
refused to see a physician for fear he would think she was being
hypochondriacal. “I’m actually envisioning a fast and painful death from
cancer.” Suicidal thoughts frequently masked ambivalent and murderous
feelings. She had a dream, remembering only the fragment, “You died in
your chair.” It was the anniversary of her mother’s death. I said, “There’s a
connection between wanting to rejoin the dead and your thoughts about
your mother’s death and mine.” There was a real person in Ms. D.’s life, G.,
offering possibilities for real contact, but with me she could remain in the
safe world of fantasized transference objects. The night before the dream
Of my dying in my chair, she had read, for the second time, Freud’s (1915)
Paper, “()bservations on Transference-Love.” Her profession is as far
fffmoved from psychoanalysis as any could be. She thought she could
maintain her self-sufficiency by reading about transference, a sort of
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enactment, rather than asking me directly about what I meant when I said
that thoughts of joining her mother through death at just the time when
the possibility for a real and lasting relationship were opening up for her
were connected with thoughts about me-some longing to be with me if
I had died. What was going on with G., and now with me since the day of
my indisposition, had become all too real and bewildering. I said, “You
have been trying desperately through reading the dead F reud’s words on
transference love to avoid the real live aspects of your relationships with G_
and with me.”

Was my telling her of my jet lag and fatigue gratuitous? I do not think
so. She was relieved to hear I was basically fine. But that didn’t stop her
from fantasizing about my death. From her point of view, I turned out to
be fallible, imperfect, falling asleep during a session-contemptible
enough to justify her suicidal fantasies. My disclosure was irrelevant from
that point of view, for this issue would have come up in any event. But my
disclosure in this instance, and in the instance of telling her I check my
machine to keep my patients as a focus of my attention during a weather
emergency, did matter from the point of view of restoring authenticity and
aliveness to our relationship as a backdrop for the analysis of the
transference. Without that authentic counterpoint, she could more easily
experience the analysis as make-believe. Rendering the treatment game
like could convert it into a perpetual analysis at the expense of growth,
development, and meaningful analysis of the transference. The transfer
ence would have been forced out of that optimal transitional space
between play or fantasy and of reality. In this instance, it could take on a
malignant character and derail the treatment. Aliveness in the real
relationship as a backdrop for authentic transference analysis often
requires us to drop temporarily the analysis of repetitions and of uncon
scious fantasies, particularly those based on projections in the transference.
We might say, for example, when a patient distorts the meaning of what we
do, “That was not my intention.” That sort of disclosure brings in a note of
authenticity to the analysis that makes it more than the sterile game it too
easily can become. One often hears from patients about to slam the door
on treatment, “Don’t play mind-fucking games with me.” In the leSS
neurotic and more “widening-scope” patients, such disclosures may pre'
vent a regressive transference from disrupting and ruining the process.
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COMMENTARY

The classic adherence to the analytic ideals of neutrality, abstinence, and
anonymity, have, in Freudian psychoanalysis today, been abandoned in
their original and rigid forms in favor of the evolved contemporary
technique that I shall now discuss under four main rubrics: (l) the
therapeutic action consists of more than the simple technique of interpre
tation leading to conflict resolution via interpretations; (2) disclosure in a
departure from the ideal of anonymity is inevitable; (3) intersubjectivity, in
gt Freudian frame, implies a degree of asymmetricality that keeps the
patient at the center and does not diminish the authority of the analyst; (4)
interaction between patient and analyst is crucial to the therapeutic action.

Technique: Beyond Neutrality, Abstinence, and Anonymity

Arlow and Brenner (1990) have made the point repeatedly in their recent
work that the psychoanalytic process itself consists only of technique, and
the technique consists exclusively of imparting insight via the interpreta
tion of conflict and compromise formation. This particular and limited
technique, they say, constitutes the therapeutic action of psychoanalysis.
Their view is oversimplified, because in fact the technique and the
therapeutic action encompass more than the interpretation of conflict
and the unconscious processes t_hat inevitably enter in-by consistently
applied technique in a standard analytic situation. There have always been
analysts who regard the psychoanalytic process as something other than, or
in addition to, or as transcending that technique. Technique, in the view
being critiqued, is limited to the dynamic interactions of the patient’s
conflicts and the analyst’s technical interventions. What I wish to empha
size is that interpretations of conflict within the transference matrix are not
worth their salt unless they refer to real experiences within the here-and
now relationship. The psychoanalytic process and its therapeutic action are
far more than synonymous with changes brought about simply, as Arlow
and Brenner would have it, by consistently applied technique in a standard
analytic situation, and by the analyst’s interpretations, alone. It is not that
the standard technique has changed, or that the analyst does anything
radically different. It is just that more, and more complex, things happen
than analysts working simply out of older traditions have acknowledged.
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In a panel presented at the Columbia Association for Psychoanalytic
Medicine (1996), “Change Within the Analyst,” the participants, Jacobs,
Kernberg, and Renik, agreed that what makes analysis work goes beyond
uniform application of standard technique. They addressed the issue of
changes in our basic attitudes toward the once sanctified values of
neutrality, abstinence, and anonymity. Kernberg rightly maintained that
technical neutrality no longer refers to the analyst being simply a blank
screen or a reflecting mirror of the patient’s projections. Neutrality is not
disgruntled indifference but is an objective, concerned stance about the
patient’s problems, requiring a position equidistant between the contra
dictory forces operating in the patient’s mind. Renik (1996), even more
recently, speaks of the “perils of neutrality” as including not just the fallacy
of the analyst as blank screen, but also the undesirability of remaining
equidistant between contradictory forces. There indeed has been a tradi
tion among many Freudian analysts of opposing the patient’s harsh
superego by vigorously disagreeing with the patient’s irrational self
criticisms. The Columbia panel understood correctly that interpretations
may, in and of themselves, be gratifying, and in that regard, they rightly
called into question the analytic ideal of abstinence. Loewald (1960), Stone
(1954), and others have always thought that gratifications for both parties
in the dyad were inherent in the standard method. Furthermore, many
have discovered that there are also gratifications in the new analytic object
relationship. Chused (1996), in her work on abstinence and the therapeu
tic action, argues for maintaining the idea, not the ideal, of abstinence. She
expands on the traditional notion, and sees abstinence as a means of
providing a special, new context in which the patient gains informative
experiences about how he or she needs to make new objects into old ones.
In other words, abstinence, so conceived, provides conditions for the
patient to learn about transference. Analysts are no longer timid about
gratifying the patient by interpretation and by real interactions intrinsic to
the process-interactions that are not simply a mutually indulgent pink
tea, but ones that encourage the advancement of the process and promote
growth in the patient. And since disclosure of aspects of the analyst’S
personality is inevitable to one degree or another, modifications in our
ideal of anonymity are required. As originally conceptualized and applied,
the stances of abstinence, anonymity, and neutrality could and often did
become stereotypical and dehumanizing, and not necessarily the basiC
constituents of the analytic attitude and the therapeutic action. Any rigid
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adherence to these stances could actually squelch the possibilities for alive,
real, authentic, interactive, relational work, deadening its contents in
keeping with certain revered but outmoded traditions of the past.

There seemed to be an interesting consensus among the Columbia
panelists that when we place exclusive emphasis on these values in their
Original context only, without regard to the subtleties of our impact on our
patients, we are identifying with the rigidities of our analytic ancestors,
sometimes in the extreme, as with the aggressor. The participants believed,
as do I, that it would be best at this juncture in the history of our profession
not to get bogged down in our introductory teaching with the technical
aspects of neutrality, abstinence, and anonymity, in their historically
antiquated contexts, but to start candidates’ education with where we stand
today in regard to our evolved technique. Curricula should then move back
to the historical origin of the concepts, and then move back on forward to
our present rationales for modifying them, from the less to the more real,
authentic, and engaged.

Disclosure

Where do Freudian analysts today stand on the issue of disclosure? Renik’s
(1995) view that the analyst disclose his or her own reality in order to
increase the self-awareness of the other person is a wise guideline to follow.
He articulates and communicates everything that in his view will help the
patient understand where the analyst thinks he or she is coming from and
trying to go with the patient: “I propose that it is useful for the analyst
consistently to try to make sure that his or her analytic activity is
understood as fully as possible by the patient .... An analyst should aim
for comprehensibility, not inscrutability. I am not advocating imposing
one’s thinking upon a patient, but I am suggesting that one’s thinking
should be made available” (p. 482). It is difficult to dispute the view that
total and complete anonymity is a myth that encourages idealization of the
analyst and distorts technical neutrality, for even the analyst’s way of
formulating interpretations give clues about his or her personality. Tech
nical neutrality is eminently compatible with a full exploration of the
patient’s realistic and unrealistic perceptions of the analyst. Our acts of
disclosing do not purport to enhance our exhibitionism, or narcissism, or
masochism, but only to benefit the patient. In Freudian analysis today, the
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principle of disclosure does not serve to enhance some extra-analytic rea]
relationship, although the patient often fantasizes that it does, and those
fantasies must be taken up and analyzed. This approach to disclosure is a
relevant aspect of the real relationship for contemporary Freudian psychO_
analysis: in the way we interact, and in what we disclose, the patient is always
at the center.

Intersubjectivity

What is critical to the Freudian position on intersubjectivity, as contrasted
with my understanding of the relational view, is a more asymmetric View of
transference and countertransference influences. Freudians attribute a
greater degree of authority to the analyst than to the patient. This topic is
center stage now, as in Brenner’s (1996) paper spearheading an issue in the
Psychoanalytic Quarterly devoted to the topic. The paper was presented
originally at a meeting of the New York Psychoanalytic Society, at which
Steven Mitchell was the discussant. Mitchell argued against Brenner’s
defense of the position that we should attribute greater authority to the
analyst than to the patient. Brenner’s position, he said, ignored the rela
tional _school’s assumption of intersubjectivity in which neither of the two
parties, analyst or analysand, has a better hold on the truth. If that is the
position of the relational school, then it is entirely constructionistic, and
ignores the interminglings of objective and psychic realities. Those espous
ing an extreme symmetrical view of intersubjectivity would dispense
entirely with the concepts of technical neutrality, anonymity, and absti
nence, rather than modifying them in accordance with contemporary
developments in our understanding of technique.

In his critique of the relational position on intersubjectivity, Kernberg
(1996) points out the dangers of too much symmetry in transference and
countertransference analysis: “An analyst’s excessive concern with the
effects of authority on the patient-with the patient’s ‘vulnerability’ to any
viewpoint different from the patient’s own-may bring about a masochistic
submission to the patient’s pathology and a loss of the psychoanalytic
perspective, rather than the analytic resolution of the origins of this
vulnerability as a defense” (pp. 147-148). Since there should not and
cannot be, if the analyst is well analyzed and well trained, a constant
symmetry of countertransference and transference, too much communi
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tign of the analyst’s values and reality colludes with a vulnerable side andca
revent analysis of the patient. Although the realities of the transferenceP

and the therapeutic and the real relationship do get explored, they are not
disclosed indiscriminately.

Interaction

The most mutative thing that happens in the psychoanalytic process, and
that is on a par with the interpretation of conflict, relates to the significant
and inevitable interactions between patient and analyst that ultimately lead
to structural change and personal development. By structural change,
Leewald (1960), who was ahead of his time in grasping the importance of
therapeutic interactions, meant aspects of ego development, which he
assumed are resumed in the therapeutic process in psychoanalysis. This
ego development is contingent on the relationship with a new object-the
analyst-that, in turn, derives from the earliest mother-child dyad. But he
did not suggest any new modifications in technique. He simply argued for
a different way of understanding the role of interactions and object
relations, which he wished to integrate into the Freudian mainstream, long
before others had the foresight to do, as central to therapeutic change-to
the therapeutic action.

I now skip three decades to address one of the newest and most
creative contributions to this area, that suggested by Wilson and Weinstein
(1996). They borrow the concept of the zone of proximal development
(ZPD) from Vygotsky (1978) to refer to important interactions in the
optimal interpersonal context of psychoanalysis that is outside of but works
in tandem with the transference. Mutual influences between analyst and
analysand are inevitable, and interactions are inevitable and desirable, and
must be recognized for what they, as real relationships, contribute to
the therapeutic action of psychoanalysis. Consider, for example, Grunes
(1984), who zeroed in on a specific quality of desirable mutuality in his
characterization of the therapeutic object relationship as a mutually
interpenetrative emotional force field of empathic permeability and primal
intimacy between analyst and patient.

The precursors of the ZPD concept are the unobjectionable positive
transference, the therapeutic alliance, and the holding environment. The
ZPD construct “supersedes the false dichotomization of the real relation
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ship and the transference” (Wilson and Weinstein 1996, p. 173), and
provides for a multileveled view of transference and the interactive role of
the analyst. It builds on Bird’s (1972) notion that later transference is built
on powerful dyadic interactions, similar to but not necessarily identical to
earliest object relations. ZPD is a present-day extension of Loewald’S
germinal ideas that the analyst not only interprets transference distortions
but conveys a new reality that the analysand internalizes, because it
explicates how mutative interpretations are internalized.

The ZPD is particularly important in sustaining the buffeting gf
transference. The analyst strives to be inside the ZPD but outside of the
transference of the analytic work, and not to be the oft-caricatured blank
screen of personal indifference. The ZPD involves ordinary discourse for
the purpose of clarification of meanings in the context of real related
interactions, and is often more important than transference analysis,
especially in early volatile stretches that need to be tempered by meaning
ful analytic dialogue, when it is particularly important to sustain the
therapeutic action. Perhaps we could usefully regard my remarks to Ms. D,
about my viral condition as a timely positioning of discourse within the
ZPD.

While we are accustomed to thinking of volatile stretches of work with
the widening scope patient, I have learned that we encounter them in all
patients, because all patients at one time or another require some version
of a therapeutic object relationship to guarantee the therapeutic action of
good technical interpretations of intrapsychic conflict inside and outside of
the transference. Real dialogue-not a deliberately manipulated correc
tive emotional experience, not giving up analytic authority while being
seduced into accepting that transference and countertransference have
symmetrical status-provides the interactive context that brings to life the
latent potential of the intrapsychic. The new object relationship is real and
grows from real interactions that are part and parcel of the transference
and its interpretation. Ergo, transference promotes rather than opposes a
real relationship. That is how Freudian analysts think today about the
transference and the real relationship. What is different in Freudian
psychoanalysis today, from the way it was and from other approaches, is not
an essentially new technique. One need only consult Fenichel’s (1941)
magnificent small volume on technique for an appreciation of th€
enduring legacies that still inform the bread-and-butter part of our daily
work. What is different is an essentially new appreciation that has evolved
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Over the years of the realness of transference-countertransference and
other interactions that promote new growth and development in a new
relationship with the analyst and with significant others. This argument, so
basic to contemporary Freudian psychoanalysis, is predicated on the idea
that the analyst as simply a reflecting mirror in the reactivation of the
infantile neurosis in the crystallization and resolution of the transference
is an outmoded notion. Even when the analyst does function abstinently
and as a neutral mirror, that very functioning creates certain interactions
and inspires fantasies that must be analyzed, and prompts new integrative
and, as Chused (1996) notes, informative experiences that constitute a new
Object relationship. Loewald (1960) said that by the very act of analyzing
transference distortions, the analyst becomes available to the patient as a
truly new object, but not by providing a corrective emotional experience.
The newness consists of the patient’s rediscovery of early paths of object
relations. This rediscovery then leads to new ways of relating to objects and
of being oneself. Here is the crux: infantile and contemporary object may
be united into one. Any real relationship also involves a transfer of past and
present unconscious images onto present-day objects. This context for real
dialogue in tandem with the transference, while the analyst maintains
authority in a nonsymmetrical basic real relationship, is the hallmark of
Freudian psychoanalysis today.
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A Contemporary-Classical Freudian
Views the Current Conceptual Scene

Irving Steingart

My use of the term contemporary-classical may seem odd and even oxymo
ronic. Yet what I intend to lay out is a viewpoint that appreciates our
current emphasis on intersubjectivity and countertransference but that, at
the same time, retains the classic Freudian perspective on psychic reality as
a foundational intrapsychic construct. I intend to comment on the
following topics: (1) intersubjectivity in the context of the repetition
compulsion; (2) transference and countertransference in the context of
intersubjectivity; and (3) self in the context of one’s psychic reality, with a
brief reference to dynamics related to one’s experience of time.

While my first two points may sound like conceptual porridge or,
worse still, irredeemably glib terminology, I believe this reflects the current
theoretical ferment within psychoanalysis. It is impossible to present my
own contemporary Freudian conception of the psychoanalytic relationship
outside the context of an extraordinarily pluralistic scene that contains
many confusing and haphazard conceptualizations.

To more clearly explicate my own praxis, I draw on the innovative and
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cogent work of Irwin Hoffman (1983, 1992a,b). Hoffman’s unique ap
proach can be construed as a midline position between someone like
Levenson (1972), who eschews any conception of a fictive transference in
favor of an exclusive reference to the actual relationship with the analyst,
and someone like myself, who still centers my conduct about the intrapsy_
chic nature of the analysand’s fictive transference, despite my recognition
of the inevitable impact of real aspects of my personality on the shape or
even occurrence of such transference (Steingart 1995). Although calling
Hoffman “midline” does not do justice to the complexity of his thinking,
my point is simply to use the clarity of his writing and his candid
presentation of his clinical work as a point of departure for elaborating my
own position with respect to intersubjectivity, the therapeutic object
relationship, role responsiveness, enactment, and the use of the self.

Intersubjectivity represents our most general notion about any rela
tionship between two people. A psychoanalytic relationship, of whatever
theoretical persuasion, is an unusual relationship, not found in ordinary
life (Schafer 1983). What is unique about the analytic relationship, from a
contemporary-classical Freudian perspective, is that it highlights and
examines the analysand’s conflict driven, fantasy informed, extraordinarily
stereotyped, repetition compulsion.

The shape and even the possible occurrence of aspects of the
analysand’s repetition compulsion are enabled-or not-by both the
personality and the working method of the analyst. Freud (1912) recog
nized this in his first paper on technique. While the precise description of
this repetition compulsion is seamlessly taken up by the language of one’s
own theory, every theoretical orientation that exists in our literature
conceives, in one way or another, of an analysand’s repetition compulsion
(Steingart 1995). And, to the extent a repetition compulsion is enabled by
a psychoanalysis, every theoretical persuasion presumes, in one way or
another, that the therapeutic relationship has become emotionally arranged
so as to make this possible (Steingart 1995). But, if this is so, then it is also
maintained, in one way or another, that the analyst’s mental state becomes
emotionally arranged so as to foster the flourishing of the analysand’s
repetition compulsion (Beres and Arlow 1974, Hoffman 1992a,b, Levenson
1972).

To the extent that the analysand’s repetition compulsion becomes the
experiential subject matter of the treatment relationship, however con
ceived, one is finding in my view a so-called one-person psychology in the



The Current Conceptual Scene 153

Very midst of intersubjectivity. For a contemporary-classical Freudian,
there are other, perhaps easier, ways to make a case for a one-person
psychology-symptoms providing one clear illustration. I will later present
3 remarkable clinical example of a self-in-conflict that further substantiates
this concept. But having come to my point in this way will help us to
gonsider transference and countertransference in the context of intersub

jectivity.
Annie Reich (1960) argued that transference and countertransference

cannot conceptually consume the entire analytic relationship. This is true,
but irrelevant. If all that happened between analysand and analyst was
transference and countertransference, then all that took place in the
analysis would be endless repetition compulsion. The question is whether
we believe that every aspect of an analysand’s transference engages the
analyst’s mentality in countertransference of one sort or another. Paula
Heimann (1960) understands this to be the case. She states, “Along with . . .
evenly hovering attention . . . [the analyst] needs a freely roused emo
tional sensibility so as to perceive and follow closely . . . [the] patient’s
emotional movements and unconscious fantasies” (p. 10). She goes on to
talk about how, if an analyst’s “tools are in good working order” (p. 10), the
analyst must be “sustaining his [or her] feelings” (p. 12), resulting
therapeutically in the analyst’s feelings being used only for “understanding
his [or her] patient” (p. 12).

I cite Heimann (1960) in some detail because of the importance she
attaches to the concepts unconscious fantasies, sustaining feelings, and only
understanding the analysand. With regard to this last point about the analyst
using his or her feelings only to understand, Heimann is very clear. If the
analyst expresses countertransference feelings to the analysand, or enacts
such feelings in some way, then the analyst is no more useful to the
analysand than, as Heimann puts it, “any Tom, Dick, or Harry” (1960, p.
13). It is only in an analytic relationship that the analysand “exclusively and
consistently . . . [has the] prerogative to be the object of research into
reasons and meanings” (p. 13).

These words-“object of research”-may seem cold and unfeeling.
But Loewald (1960), speaking to the “therapeutic action of psychoanaly
sis,” emphasizes how the analysand’s coming to possess such a “preroga
tive” (Heimann 1960) entails a unique kind of love that the analyst has for
the analysand. Indeed, the therapeutic action of psychoanalysis lies in the
inseparable fusion of such a love with the insights it makes possible.
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Elsewhere (Steingart 1995) I have elaborated this love as involving a love of
the analysand’s mind and any experience the analysand produces with his
or her mind. Here, in the context of describing a contemporary-classical
Freudian point of view, I would like to emphasize the analysand’s produ¢_
tion of fantasy. I will return to this point shortly when I draw upgn
Hoffman’s (1996) work, using it to elucidate what I take to be a significant
negative consequence of Hoffman’s current recommendation for clinical
practice.

Before doing this, I believe I can now succinctly express my views
about transference and countertransference in the context of intersubje¢_
tivity. As I see it, two prevailing conceptions exist. Sandler (1976) credits
Heimann (1950) with originating the idea that countertransference funC_
tions as a valuable source of information for the analyst regarding what is
dynamically relevant at a given moment for interpretation. Because it does
not interfere with the analyst’s capacity and desire to try only to understand
the analysand, it will not necessarily lead the analyst to interpret. However,
Heimann (1960) does talk about how an analyst’s “tools” may not be in
“working” order. This could cause the analyst to verbally express or enact
some feeling. Such analyst expressed or enacted affect may not be relevant
for the analysand to feel understood and may not further free associational
expression of intrapsychic conflict. In any event, Heimann (1960) believes
that all analyst affect that is “freely roused” by the analysand’s transference
should be construed as countertransference, whether a useful tool or not.

I do not agree. The alternative perspective is stated by Beres and Arlow
(1974) and is rooted in Freud (especially 1912). Rather than viewing
countertransference as an experiential source of information requiring the
analyst’s “sustaining” (Heimann 1960) his or her feelings, Beres and Arlow
(1974) talk about empathy operating as a “signal.” “The affect experienced
by the therapist we suggest is in the nature of a signal affect, a momentary
identification with the patient which leads to . . . awareness” (1974, p.
35). They define this as a special sort of awareness that enables an
interpretation that comes into the analyst’s mind “in the form of a free
association” (p. 28). Beres and Arlow provide a vivid example of how such
empathy-as-a-signal can involve a shared fantasy, with affect and fantasy
complementing each other.

However, Beres and Arlow (1974) in their examination of empathy use
Racker’s (1968) framework of “concordant” and “complementary” identi
fications, which leads them, I believe, to an erroneous conclusion like that
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Of Heimann (1950, 1960). Empathy mediated by a concordant identifica
tign is a simple, one might say, natural process. The analyst identifies with
the analysand-as-agent who is having a certain experience. This is not
countertransference of any sort. On the other hand, empathy produced by
3 complementary identification involves the analyst identifying with the
Object of the analysand’s agency. For example, I may feel myself belittled
by the analysand or identify with someone else who is belittled. In such a
Case, Beres and Arlow explain, “Empathic understanding of the patient
is much more complicated than simply the sharing of affects . . . [with
the] patient” (p. 39). Indeed, it is, and Racker (1968) himself incisively
describes this complication:

The complementary identifications are closely connected with the
destiny of the concordant identifications .... It is clear that rejec
tion of a part or tendency in the analyst himself, his aggressiveness,
for instance may lead to a rejection of the patient’s aggressiveness
(whereby this concordant identification fails) .... [This] leads to a
greater complementary identification with the patient’s . . . object
towards which . _ . [the patient’s] aggressive impulse is directed. [p.
135]

But what Racker (1968) is here describing is how it is psychic conf`lict
in the analyst that is always involved in complementary identification,
which then is best understood as a type of countertransference. We can
imagine the analyst’s difficulty in maintaining a concordant identification
with an analysand such as the Marquis de Sade, who is describing in a
cold-blooded manner some horrible sadistic perversion. (The Marquis, let
us say, is required to be in analysis to avoid imprisonment.) The analyst’s
own likely conflict in identifying with such brutal sadism will defensively
result in a complementary identification, or countertransference, with the
victimized, degraded object of de Sade’s attacks. All such complementary
identification is always experienced by the ego as passively suffered, rather
than as empathy in which the analyst feels his or her experience to be
simply and naturally “enriched” (Freud 1921). However, even in this de
Sade example, if the analyst manages to “sustain” (Heimann 1960) the
feelings engendered by such a complementary identification-as-victim,
then this countertransference can be only a rich, experiential source of
information. Thus, it is clinically and theoretically self-evident why coun
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tertransference is always-potentia.lly-extraordinarily informative about
the prevailing clinical process.

I cannot emphasize strongly enough my belief that these two charaC_
terizations of the analyst’s mental state constitute a real difference,
which makes for different intersubjective sensibilities. For me, as 3
contemporary-classical Freudian, the significant contribution of Heimann
(1950, 1960), and those who have built upon her work, such as Racker
(1968), is the realization that there are two kinds of optimal inter
subjectivity-one involving the analyst in what remains only a useful
countertransference versus one resulting in the analyst’s experiencing an
empathic signal. This distinction is to be regarded as descriptive rather
than prescriptive. Either kind of intersubjectivity can work analytically, and
there is some irony here.]ust as Freud (e.g., 1937) was not able to conceive
of any sort of countertransference as enabling a productive psychoanalysis,
some Freudian analysts now believe (e.g.,]acobs 1991, Renik 1993a,b) if an
analyst does not become aware of (hopefully productive) countertransfer
ence, that analyst must be deceiving himself or herself and the treatment
will be subject to some unproductive consequence. I believe both views are
conceptually extremist and incorrect.

For me, these two kinds of analyst mentality that can support an
analysis-what Heimann (1960) means by “sustaining” countertransfer
ence feelings and what Beres and Arlow (1974) mean by empathy as a
“signal” experience-are subjectively so different that it makes no sense to
call them by the same name, be it countertransference or empathy. What
seems most likely to me is that these represent two kinds of analyst “work
style” (Steingart 1995, Winnicott 1949) and issue from the analyst’s
personality, from the kind of person he or she really is or is not. This makes
for two very different kinds of intersubjectivity, and undoubtedly has
something to do with an analysand’s working better with one analyst than
with another.

There is one final development in our ideas about transference
countertransference in the context of intersubjectivity, that, if not origi
nated byjoseph Sandler (1976), is for me best articulated by him: “Parallel
to the ‘free-floating attention’ of the analyst is what I would like to call his
[or her] free-floating . . . [role] responsiveness” (p. 45). So now, in
addition to Heimann’s (1960) “freely roused emotional sensibility” (p. 10),
we have the possibility of analyst enactment. I say “possibility” because, as
I read Sandler (1976), he suggests only a potential that such analyst
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responsiveness will result in an enactment. Role responsiveness, then, also
can function as a “signal” (Beres and Arlow 1974), similar to the analyst’s
affect, and what occurs, again, is an association by the analyst that can be
useful for interpretation. Hence, everything I have just said about contem

porary Freudian practice with regard to an analyst’s affect becoming in
some way countertransferential applies in the same way to the analyst’s role
responsiveness.

Gwen Renik (1993a,b) is noteworthy in advancing a contrary position.
Following on Sandler’s (1976) idea of analyst role responsiveness, he
argues that an analyst’s interpretative understanding is the outcome of
having taken some countertransferential action that is dynamically congru
ent in some way with the analysand having taken some transferential
action. Although Renik (l993a,b) believes that he and Sandler (1976)
agree here, I think this is incorrect. Sandler contrasts how an analysand
may “report rather than enact” (p. 45), and how “the analyst may be able
to ‘hold’ his response . . . as a reaction of his own which he perceives” (p.
44). In addition, when Sandler invokes the idea of “enact,” he is clearly
referring to something different than the analysand’s overall behavior in
the transference. For Renik, however, all behavior in the analytic dyad,
other than what is referred to as the working alliance (e.g., Rangell 1993),
is construed as action. This includes the characterization not only of
silence but of verbalization as action. Consequently, Renik’s thesis concern
ing the ubiquity of countertransferential action becomes semantically true,
albeit far from empirically convincing. Moreover, Renik argues his case on
the basis of ajames-Lange theory of emotion that has long been consid
ered seriously flawed (Mandler 1975, and, of course, Freud 1926).

In any event, whatever position a contemporary Freudian takes about
the inevitability of countertransferential affect and enactment, there
remains an important consensus as I read the current literature: It is still
believed to be best not to express with words to the analysand the analyst’s
countertransference emotion or enactment. At least, this is considered
normative and desirable.

Hoffman (l992a,b) considers that it is both normative and desirable
for analyst enactment to occur, and for the analyst to express with words to
the analysand what has taken place within himself or herself and in the
interaction. A recent example provided by Hoffman (1996) involves his
Saying yes to his analysand’s question about whether he would be interested
in looking at some videotapes of a TV series that involved a character’s
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sessions with his therapist. The sessions had to do with an adult man’S
inability to communicate his feelings to his father. I do not question
Hoffman’s agreement to look at the videos. I have described elsewhere
(Steingart 1983, 1995) how such circumstances can productively enter an
analysis. Specifically, such an enactment by the patient can be treated as a
free association, and an analyst’s acceptance of this enactment functions
initially like listening to a verbal association. Nonetheless, sooner or later I
would want to understand with the analysand his associations about the
video material, why he felt it important that I look at it, and why in this
circumstance it did not suffice for him only to tell me with words and
feelings about his experiences with the TV program.

But Hoffman (1996) does something additional, in keeping with his
theory that there exists a productive tension between the fictive transfer
ence and the analyst’s involvement as “important and consequential in its
own right” (p. 114). Hoffman (1996) “chatted” with the analysand about
“various aspects” of the video, “mulled over” (pp. 128-129) with the
analysand whether a possibility existed for some reconciliation with his own
father, and agreed with the analysand that such was not the case. This I
would not do, although Hoffman is perfectly correct that my not doing so
would have its own real impact on the treatment relationship, which would
be transferentially experienced in one way or another.

It is curious to me that Hoffman, in considering the potential con
sequences hadf he acted otherwise, cites a possible transference experience
of “grief,” but not hatred, even though the analysand was a son of
Holocaust survivors. Also, it is not at all my experience that a later analysis
of the patient’s need for the enactment will “suck the life out of the
experience” (Hoffman 1996, p. 128). To the contrary, an interpreta
tive appreciation of why words were not enough can further enrich
the experience. Further, and this is something Hoffman understands,
his practice really impacts the clinical process so that “to some extent
free association . . . as the central focus of analytic attention . . .
is replaced . . . with the free emergence of multiple transference
countertransference scenarios” (p. 113). I believe that Hoffman minimizes
the crucial effect of this downplaying of free association. But equally
important for a contemporary-classical Freudian is that the opportunity
for analysand fantasy, especially increasingly fantastic fantasy, is curtailed.
Does this make for a different therapeutics, because such fantasy brings
with it a kind of centering of the analysand in his or her intrapsychic reality
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that is not possible with Hoffman’s praxis? I believe it does (Steingart
1995). But given the lamentable situation of psychoanalysis and its
institutes (Holzman 1976), it is very unlikely we will ever see systematic
research devoted to such a topic. Hoffman himself, as someone who has
engaged in psychoanalytic process research (Hoffman and Gill 1988), is
unusual in this regard.

I offer a striking clinical example in support of my position.

For a former analysand, the use of fantasy, especially the special shape
and more fantastic quality of dream imagery, was very important for a
productive analysis. What often occurred with regard to her free
associations was that any comment by me would be experienced as
dangerously intrusive. Even if I were simply to point out what seemed
to me to be a manifest theme in her associations that would be obvious

to anyone, she would feel I was taking over the analysis and enslaving
her. Eventually she associated this experience with me to her mother’s
“famous whistle.” She was called in from play as a child by her mother’s
whistle and the piercing loudness of this sound could be heard
throughout the neighborhood. She remembered battles with her
mother, that extended into latency, over her refusal to eat certain
foods, to the point that she would be required to sit several hours at
the dinner table to finish her meal. She remembered that she would
never give in and her mother would finally send her to her room.

In the context of her dream imagery, and her associations to the
material, things between us were usually very different. With her
dreams, she and I could be in a collegial relationship. This was
because, to begin with, her dream experiences were felt to be her
productions.

Another important aspect of her transference had to do with her
father, whose intellect she greatly admired both when she was a child
and now as an adult. However, as a child, she never felt well connected
to her father, and she longed for, but felt she never obtained, either a
clinically healthy parental enjoyment of her feminine sexuality or a
recognition of her intellect. One transference dream involved me with
my penis on her buttocks. Because there was some reason to believe
that I had AIDS, she was anxious that I would penetrate her. I did
penetrate, and I did have AIDS, so I could not be trusted. She
associated to AIDS an irony connected to some comments I had. made



170 The Modern Freudians

in the previous hour that she had found helpful. My comments had
concerned the care of her father who was then aged and somewhat
infirm. It was deadly dangerous and annihilating to feel that I was
helpful.

I cite this transference dream because it illustrates how transference,
at least for this contemporary-classical Freudian, is not the be all and end
all. Transference experiences, optimally, are a window into increasingly
fantastic fantasy, although how much this will be so will vary from one
analysis to another. Again, does this perspective toward one-person psy
chology in the midst of intersubjectivity make a difference? I believe it
does.

But what is this difference? It has to do with the foundational, classical
Freudian concept of psychic reality. Freud’s (1916) canonical idea of an
intrapsychic psychic reality as “decisive” is, in my opinion, still rock bottom.
It is why Freudians practice with an emphasis on free association, fantasy
formation, a normative nonrevelation of countertransference, and so
forth. Everything is designed to maximize the opportunity for expression
of the analysand’s psychic reality. But Freud and any contemporary
classical Freudian analyst also understand that one’s psychic reality always
has some connection to what Freud (1939) called “material reality,” which
should not be understood to refer, naively, only and literally to physical
substance. It includes the mental. In the psychoanalytic relationship, the
analysand’s material reality importantly includes the personality of the
analyst. This involves the analyst’s psychic reality, which inexorably will
shape, and even enable or inhibit, the expression of the analysand’s psychic
reality.

An example of this can be found in child development. By now, we are
all familiar with the varied mutual regulations that go on between infant
and caregiver (Stern 1985). Assuming circumstances in which regulations
are assessed to be optimal, and thus conducive to healthy internalization
and development, a Freudian nevertheless believes that somewhere in the
first year of life the infant in some manner constructs what Freud (1915)
called a “purified pleasure ego.” This is a psychic reality in which outside iS
all bad, painful experience, and inside is all good, pleasurable experience.
Klein (1975) added the useful idea of a paranoid sensibility to this bad,
painful outside. None of this downplays in the least a determining
influence of the factual status of observable mutual regulations. ThiS
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material reality (Freud 1939) includes as well the psychic reality of the
caregiver. All of this, in part, determines whether this inside-good/ outside
bad psychic reality represents an initial, healthy differentiation of experi
ence that will be followed by other, more complex psychic realities.

The point is that the phenomenology of this infant’s psychic reality
cannot be inferred in some straight line way from the factual status of
observable mutual regulations (Beebe and Lachmann 1988). A Freudian
believes that an infant’s mind-indeed a human mind at any age-is
simply too generative, as well as too sensitive to the psychic reality of
significant others, for such concrete and unilateral inference making. This
entire perspective overlaps with what analysts (May et al. 1958) informed by
existential philosophy mean by a “being-in-the-world” who alone is respon
sible for the world he or she creates.

The question that remains is this: Do Freudian analysts like Renik
(1993a,b), who believe the center of emanation of analysand psychic reality
is located in the intersubjective flux of transference-countertransference,
foster a clinical process in which the analysand’s free associations are
significantly diminished, as compared to Freudian analysts who still work
with the idea of an intrapsychic emanation? If so, there would be, I believe,
a different sensibility with regard to increasingly fantastic fantasy forma
tion, the sense of analysand agency, and the experience of change in
analysis (see especially Rangell 1993 on “wil1”). My own position is that the
analysand’s psychic reality is inevitably shaped, or even enabled or im
peded, but not created in its essentials by the intersubjective f1ux (Steingart
1995). Most importantly, every version of a productive analytic process
must have a heuristic with regard to a belief in reality, or at least, as Schafer
(1984) puts it, a working conception of reality. This necessity is embedded
in the idea of a therapeutic alliance (Rangell 1993)-indeed in the very
notion of analysis (psychoanalysis). Analyst and analysand must have some
agreement about what there is to analyze.

Related matters of agency, insight, and new object relations experi
ence are vividly illustrated in the following experience of the analysand
whose AIDS transference dream I just described.

This analysand associatively reported the following remarkable expe
rience: She wanted to make a bowel movement, and she elected to put
on some music to help move her bowels. She then developed an
experience wherein the music “distracted” her and made it more
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difficult to move her bowels. Clearly, the analysand was enslaving
herself, _just as she had felt enslaved by her mother. This time she had
no will to do anything but repeat this experience.

I emphasize “she” as it is always a self in conflict with itself. Put another way,
I have always regarded (Steingart 1969) the concept of the self relative to
our psychic system terms (id, ego, supefrego) to be a “whole” versus
“parts-of-the-whole” matter. Freud did not explicitly leave us with such a
term, although there is much in his writing that would suggest a need for
it (e.g., Freud 1914, Steingart 1969). He did once (Freud 1915) use the
term total ego, which I think is confusing.

In closing, I offer two more brief considerations about possible
dynamics with respect to oneself, one’s experience of having a mind and
one’s experience of time. First, I propose that a development occurs in the
anal-rapprochement phase from simple awareness to reflexive self con
sciousness-an experience of there existing with regard to oneself and
others an “I” or “me”-which amounts to an emergent sensibility of having
a mind. Second, I believe that such a self-and mind-necessitates an
existence of one’s self in time and, moreover, that a body not so organized
into a reflexive self-awareness can only experience itself as existing in
space. Support exists for such a contention in recent neurobiological
research and theorizing (Damasio 1994). To the extent this is true, then all
our familiar anal-rapprochement, sadomasochistic dynamics may come to
apply to an analysand’s possession of his or her own time. This was certainly
a productive way of understanding the analysand I have described, and
generally, it is a perspective I have found useful in my clinical practice.

REFERENCES

Beebe, B., and Lachmann, F. (1988). The contribution of mother-infant mutual
inf1uence to the origins of self and object representations. Psychoanalytic
Psychology 5:305-339.

Beres, D., and Arlow,  A. (1974). Fantasy and identification in empathy. Psycho
analytic Quarterly 43:26-50.

Damasio, A. R. (1994). Descartes’E'r*ror: Emotion, Reason, and the Human Brain. New
York: Avon.

Freud, S. (1912). Recommendations to physicians practising psychoanalysis. Stan
dard Edition 12:109-120.



The Current Conceptual Scene 173

(1914). On narcissism: an introduction. Standard Edition 14:67-104.
(1915). Instincts and their vicissitudes. Standard Edition 14:111-140.
(1916-1917). Introductory lectures on psychoanalysis. Standard Edition
3-461.
(1921). Group psychology and the analysis of the ego. Standard Edition

:67-145.
(1926). Inhibitions, symptoms and anxiety. Standard Edition 20:20-178.
(1937). Analysis terminable and interminable. Standard Edition 23:216

254.

,__._-- (1939). Moses and monotheism. Standard Edition 23:7-140.
Heimann, P. (1950). On countertransference. International journal of Psycho-Analysis

31:81-84.
_...-- (1960). Countertransference. British journal of Medical Psychology 33:9-15.
Hoffman, I. Z. (1983). The patient as interpreter of the analyst’s experience.

Contemporary Psychoanalysis 19:389 - 442.
_..-- (1992a). Expressive participation and psychoanalytic discipline. Contempo

rary Psychoanalysis 28:1 - 15.
...__ (1992b). Some practical implications of a social constructionist view.

Psychoanalytic Dialogue 2:287-304.
...___ (1996). The intimate and ironic authority of the psychoanalyst’s presence.

Psychoanalytic Quarterly 65: 102 - 136.
Hoffman, I. Z., and Gill, M. (1988). Clinical reflections on a coding scheme.

International journal of Psycho-Analysis 69:55-64.
Holzman, P. S. (1976). The future of psychoanalysis and its institutes. Psychoanalytic

Quarterly 45:250-273.
Jacobs, T. _]. (1991). The Use of the Se# Countertransference and Communication in the

Analytic Situation. New York: International Universities Press.
Klein, M. (1975). Envy and Gratitude and Other Works: 1946-1963. New York:

Delacorte Press/ Seymour Lawrence.
Levenson, E. A. (1972). The Fallacy of Understanding. New York: Basic Books.
Loewald, H. W. (1960). On the therapeutic action of psychoanalysis. In Papers on

Psychoanalysis, pp. 221-256. New Haven, CT: Yale University Press.
Mandler, G. (1975). Mind and Body.° Psychology of Emotion and Stress. New York:

Norton.

May, R., Angel, E., and Ellenberger, H. F. (1958). Existence: A New Dimension in
Psychiatry and Psychology. New York: Basic Books.

Racker, H. (1968). Tranjerence and Countertransference. London: Hogarth.
Rangell, L. (1993). The psychoanalytic theory of change. In Psychic Structure and

Psychic Change: Essays in Honor of Robert S. Wallerstein, MD, ed. M. _]. Horowitz,
O. F. Kernberg, and E. M. Weinshel, pp. 159-190. Madison, CT: International
Universities Press.

Reich, A. (1960). Further remarks on countertransference. In Annie Reich: Psycho
analytic Contributions, pp. 271-287. New York: International Universities Press.

\\\.».\»..\\



174 The Modern Freudians
Renik, O. (1993a). Countertransference enactment and the psychoanalytic process,

In Psychic Structure and Psychic Change: Essays in Honor of Robert S. Wallerstein, MD,
ed. M._]. Horowitz, O. F. Kernberg, and E. M. Weinshel, pp. 135- 158. Madison,
CT: International Universities Press.

-- (1993b). Analytic interaction: conceptualization of technique in light of
the analyst’s irreducible subjectivity. Psychoanalytic Quarterly 62:553-571.

Sandler,  (1976). Countertransference and role responsiveness. International
journal of Psycho-Analysis 3:43-48.

Schafer, R. (1983). The Analytic Attitude. New York: Basic Books.
-_ (1984). Misconceiving historiography and psychoanalysis as art. Discussion

of R. E. Geha’s “On Psychoanalytic History and the Real Story of Fictitious
Lives.” International Forum of Psychoanalysis 1:363-372.

Steingart, I. (1969). On self, character, and the development of a psychic apparatus.
Psychoanalytic Study of the Child 24:271-300. New York: International Universi
ties Press.

i (1983). Pathological Play in Borderline and Narcissistic Personalities. New York:
Spectrum.

-- (1995). A Thing Apart, Love and Reality in the Therapeutic Relationship.
Northvale, Nj: jason Aronson.

Stern, D. (1985). The Interpersonal World of the Infant. New York: Basic Books.
Winnicott, D. W. (1949). Hate in the countertransference. In Through Paediatrics to

Psycho-analysis, pp. 219-228. New York: Basic Books.



PART IV

THE DIFFICULT PATIENT
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Overview of Controversies

Elsa First

The difficult patient. Immediately questions arise: Who is the difficult
patient? How is he or she difficult, and for whom? The word dyficult might
seem a euphemistic avoidance of diagnostic categories, but it does have the
advantage of being clinically based. The difficult patient is one we find
difficult to help by means we consider therapeutic.

Psychoanalysis has always had a special relationship with the difficult
patient. Starting with Freud, the psychoanalytic method developed in
parallel with its understanding of psychic suffering, and the method was
defined in terms of its applicability. Freud specified narcissistic conditions
and the psychoses as forms of suffering that must be deemed untreatable
by the psychoanalytic method of free association and interpretative under
standing. Freud’s prescient considerations were based on the observation
that those patients resembled psychotics in being unable to take an interest
in others.1 Patients with severe narcissistic conditions, in Freud’s (1914,'

1. Etchegoyen (1991) has pointed out that the idea of locating the distinction between
neurotic and psychotic in terms of capacity to form relationships with others versus
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1933) view, could not be helped by interpretative understanding because
they could not form a relationship with the analyst.

Another prescient insight of Freud’s was that certain patients could
not make use of interpretation, or be helped by communicating their own
experience in words, because of difficulties in symbolization. In a fascinat
ing gnomic statement Freud (1911) observed (in the case of Schreber,)
“Paranoia decomposes just as hysteria condenses. Or rather, paranoia
resolves once more into their elements the products of the condensations
and identifications which are effected in the unconscious” (p. 73). That is,
to adopt a contemporary Bion (1959)-influenced language, hysteria
creates metaphors by making passionate links, whereas paranoia destroys
meaning by fragmenting experience into concrete bits. Norbert Freed
man’s work on desymbolization (Chapter 4) most directly elaborates
Freud’s point about decomposition of psychological connections in bor
derline conditions.

Sheldon Bach (Chapter 9) speaks from a sophisticated understanding
of the intrinsic interrelatedness between the capacity for symbolization and
self and object constancy. Bach incidentally reminds us that meaning can
be obliterated not only by a concreteness that sees no alternatives but also
by an abstractness that is too fluent in seeing all possible angles.

As psychoanalysis has illuminated the difficult patient, so has the
problem of the difficult patient interrogated, challenged, and refined
psychoanalytic technique in a dialectic through the decades. The 1930s saw
explorations of character disorders and primitive defenses; the 1950s saw
the application of psychoanalysis on an experimental basis with psychotics
and severely borderline patients by Winnicott (1947, 1954), Bion (1954,
1957), Searles (1963), and Rosenfeld (1947, 1987), among others. The 1960s
were characterized by reappraisals of the noninterpretative elements of the
treatment situation, which led in turn to new understandings of borderline
or narcissistic difficulties in forming usable treatment relationships.

Where are we today? Mark Crunes (Chapter 6) remarks that changes
in his point of view

came about largely because my clinical experience and that of others
brought into question the idea of the good neurotic patient. I do not

“withdrawal of libido” (p. 71) can be traced through papers written by _]ung, Abraham, and
Ferenczi in the years just prior to Freud’s discussion of Schreber.
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mean that levels of more and less serious psychopathology have
disappeared. But more and more it does seem that all neurotic
patients over the whole course of treatment, or in certain phases,
evidence such features as condensations of oedipal and preoedipal
dynamic and structural conflict, narcissistic ego vulnerabilities, sig
nificant pregenital fixation, primitive anxieties and defenses, and
some degree of early, cumulative environmental trauma. [this volume,
p.l31]

If we agree with Grunes, then every patient is a difficult patient at least
some of the time and to some degree, and an authentically searching
analysis would need to reach the areas of difficulty in the most intelligently
cooperative patient.

There is another pleasant irony in the interplay between psychoanaly
sis as a practice and the more severe disturbances: Recent outcome studies
suggest that psychoanalysis, as practiced by some today, may be the treat
ment of choice for those severer disturbances that formerly were often
considered to be unsuitable for analysis. In a comment on outcome studies,
Susan Coates (1998) remarks,

It is beginning to emerge that psychoanalysis with adults may be
differentially more effective with more seriously disturbed patients,
such as severely depressed patients or borderline patients, over the
long haul. Here an historical note may be in order. It is to the credit
of psychoanalysts, and not other clinicians, that they first identified the
type of patients now characterized as borderline. They did so because
they observed that there was a class of patients, seemingly presenting
as hysterics, for whom analysis, at least as it was then conducted, was
not suitable. Now it turns out, after several conceptual revolutions
within psychoanalysis-in understanding disorders of the self, and the
common developmental antecedents of such disorders, and in under
standing the special techniques they require in treatment- that it may
be just these once thought to be “unanalyzable” patients who may be
most helped by psychoanalysis, as compared to briefer and/ or less
intensive forms of treatment. [pp. 115-116]

Sheldon Bach (Chapter 9) and Andrew Druck (Chapter ll) both
fepresent a contemporary Freudian psychoanalysis in which polarities of
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so-called deficit based and conflict based explanations-so often pO1iti_
cized in the past-have been left behind. This is the debate between
“can’t” and “won’t.” The person can’t do such and such because he never
got the ingredients for it or won’t do it because it would tear him apart Or
elicit self-punishment or intolerable anxiety. A deeper understanding gf
the object relational context for both so-called structural deficit (carft)
and internal conflict (won’t) has led to psychoanalytic stances that bear
both in mind. Similarly, these analysts attend equally to the patient’s
growth in insight or self-reflective capacity and growth in the capacity to
tolerate and engage in relationship, including the analytic relationship,

Andrew Druck provides a remarkably thoroughgoing systematic and
creative reexamination of these polarities, showing how the clinical process
reveals their necessary interplay and interpenetration. His extended
clinical example shows a therapist variously weighing all factors in the
balance in a flexible technique. The exposition is finely detailed so that
each reader can engage with the complex issues that enter into judgment
calls in this kind of work.

Sheldon Bach focuses on the question of how to establish and
maintain analytic contact with the difficult patient, which he frames as the
problem of maintaining analytic trust. Focusing on trust leads to the
analyst’s ongoing preconscious monitoring of processes of disruption and
repair in the analytic dyad. Bach thereby makes a significant link with
observational studies of mother-infant communication where disruption
and repair has proved an important theme and where it is not the absence
of disruption but the capacity for repair of disruptions and the reestablish
ment of communicative collaboration and mutuality that have been shown
to have value for healthy development (Beebe et al. 1997, Stern 1971,
1977).

Also new are Bach’s suggestions for establishing an initial alliance by
discussing with the patient the patient’s own ego-dystonic difficulties in
self-regulation as the patient understands them and has so far tried in
effect to self-medicate.

Difficult patients, Bach stresses, were often the recipients of intermit
tent cathexis from their early caregivers, and they repeat this not only with
their objects, but in their experience of themselves as only intermittently
alive. (This is a different view of the repetition compulsion invoked by
Lasky.) One detail of Bach’s rich presentation deserves underlining. Bach
reports that difficult patients often say, “I never knew what my mother was
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thinking or feeling.” They are, Bach adds, “telling you that they still can’t
read how other people think or feel and that they still can’t believe that
their own feelings are real or legitimate” (this volume, p. 192). For those
interested in specifying the means of intergenerational transmission of
disturbances of the self, this moment of noncommunication would be
important to explore. What is going on in the mother exactly when her
feelings vis-a-vis the child cannot be read?

Richard Lasky (Chapter 10) describes a patient who virtually ensures
that the analyst cannot be honest with him. Lasky, who has a special interest
in the abusive patient, has chosen specimen material from a verbally
abusive man in an analysis to exemplify a particularly compelling aspect of
resistance to analysis in certain types of difficult patient. (An added
difficulty here was that the treatment was mandated, not by courts but by
the university system.) Much consideration has been given in the literature
to patients who are covertly or subtly sadistic or demeaning, and, perhaps
especially in the literature on child patients, to identifying degrees of
relatedness or unrelatedness, connected with overtly violent or destructive
or cruel behavior. Lasky’s patient is not subtle in his attacks, and the analyst
finds him explosively unrelated.

Lasky’s presentation, unlike the others, is not focused on technique.
Rather, he takes up the mandate of exemplifying his variety of contempo
rary Freudian thought by using this abusive patient to show, in what might
be considered an almost pure form, the relative invariance of transference
phenomena both inside and outside the analysis, when, in his view, the
patient is powerfully under the influence of the repetition compulsion.
In this regard, Lasky characterizes the patient’s abusiveness as primarily
drive-discharge phenomena, denoting by this an unrelatedness to the
analyst and the analysis, which he sees as the result of a structural con
dition. While the other contributors would presumably contextualize this
problem differently, considering how the analyst might both tolerate and
withstand the attack in a way that could possibly create a situation where
eventual self-reflection can take place, Lasky is concerned with helping the
patient achieve a more stable mental organization, in which the ego is not
constantly disrupted. Verbal abuse can serve many functions including
keeping control of the interaction and controlling any potential related
ness. Lasky’s patient could also be seen as trying to engage him in a
situation of mutual hatred.

The range of chapters in this part of the book illustrates some of the
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controversy in contemporary psychoanalysis over technique and therapeu_
tic action in relation to countertransference.

We may ask what helps the analyst hold the situation constructively
and remain able to think about the patient? Is the analyst more helped by
trying to re-find a neutral stance vis-a-vis the patient’s dilemmas, reminding
himself in effect, “This has very little to do with me”? Or is he or she more
helped by taking the view, “Look at what has been re-created here,” and
appreciating his or her present participation in what has been re-created in
the treatment situation? Or both?

Some of the questions stimulated by reading these three chapters in
tandem will be considered in Chapter 12.
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9

On Treating the Difficult Patient

Sheldon Bach

Perhaps the primary problem in engaging the difficult patient is to build
and retain what Ellman (1991) has called analytic trust. These difficult
patients have generally lost their faith not only in their caregivers, spouses,
and other objects, but also in the world itself as a place of expectable and
manageable contingencies. Imagine what it would be like to inhabit a
world where you never feel certain that your loved ones will be there when
you come home, and not even certain that your home will still be there.
Imagine what it is like to turn on your kitchen stove or your car ignition,
always half-expecting them to explode. Imagine what it is like to feel that
the air you breathe is toxic or that the air supply is running out. These
patients have lost their trust not only in people but also in the environment
as a reliable place that will hold them safely. So one task we have is to
restore this faith, and to rebuild it again and again as it inevitably gets lost
in the vicissitudes of the transference.

We do this by making the analytic consulting room a safe and reliable
Place and by being absolutely truthful with the patient about everything



135 The Modern F reudians

that occurs in this place and that happens between us. Whenever the
situation becomes momentarily unreliable, sometimes because we have
failed as we inevitably must over the course of years, we recognize this and
analyze our own reactions as well as the patient’s, for there is no way that
a patient who mistrusts everything will trust us at all if we insist on leaving
ourselves out of the equation. There is a way of being absolutely straight
with the patient without indulging in confessions, apologia, or gross
parameters, and this way is different and must be worked out with each
individual patient.

I say “worked out” with the patient because, even if the patient is
unable to engage in mutual collaboration, as most of these patients at first
are not, we are always collaborating with them by going along with their
vision of reality even when they reject ours. In the transference regression
these patients do not really experience themselves as completely separate,
and so they cannot believe or coexist with separate psychic realities. The
idea that the same reality can be viewed in different ways by different
people, and that the patient’s and the analyst’s views can both have truth
and legitimacy, is often beyond their emotional comprehension. Thus a
true collaboration between two independent people may be impossible,
and we must defer to the patient’s vision of reality until he becomes able
to tolerate our presence and psychic reality in the room with him.

By this means we enter the patient’s phenomenal world and begin to
build analytic trust, which at first may be more of a trust in the safety of the
analytic setup than in us as an object. For in many cases we do not really
exist as an object until we make a mistake, or until something happens to
make us loom up as a threatening stranger. Such disruptions of the
budding narcissistic transference and the therapeutic alliance may result
from the patient’s impulses or our own ineptness, expressed in a mutual
enactment or a projective identification, but they demand immediate
understanding and rectification.

Each episode of attempted alliance, disruption of the alliance, and
repair raises the mutual trust to a higher level-we have gone through
something together and survived it. Each episode of mismatch, disruption,
and repair is also an ongoing process of regulation of the dyadic system. I
am emphasizing the simultaneous emergence and interplay of mutual trust
and mutual regulation in the analytic dyad. What do I mean by mutual
regulation?

In the days when psychologists still experimented with conditioning



On Treating the Dyficult Patzknt 187

fats, a well-known cartoon showed one rat in a cage telling another; “I’ve
ggi; this guy trained by now-every time I press the lever, he gives me a
pellet of food!” The psychologist, of course, felt that he was conditioning
of regulating the rat, but indeed they had arrived at a jointly satisfactory
state of mutual regulation. They could trust each other to be constant,
reliable, mutually satisfying objects. Now this sort of mutual regulation is
Cgntinually occurring, often without awareness, in the successful mother
infant dyad and also in the successful patient-analyst dyad. The analytic
dyad is unusual in the analyst’s insistence that dysregulations should
ultimately be verbalized and analyzed, not just remedied or glossed over.
But since so many of our difficult patients are products of poorly regulated
mother-infant dyads or badly regulated family systems, it is not always easy
to know how to handle any immediate situation.

Let me be doubly concrete and imagine a situation where a new
patient complains of being too hot or too cold in the consulting room and
asks that the temperature be regulated. Do we simply comply as social
convention demands, do we question and investigate further, or, having
checked that the temperature is normal, do we make an interpretation
about possible emotional reactions and physiological changes? I suspect
there is no cookbook answer to this kind of question, and that the
complexities of mutual regulation in the treatment process can be ad
dressed only through the complexities of mutual discussion in the super
vision process in which the two parties have learned to trust each other and
to speak openly. In this sense, good supervision is similar to good therapy.

But I hope that by now I have made it clear why I feel that analytic trust
is based on and grows with successful mutual regulation. The patient
arrives to find you always there and mostly on time; his own irregularities
of arrival and of thought and emotion are met with temperance and
understanding; the couch is always there, the temperature is usually
comfortable, and nothing physical ever explodes. Slowly, he begins to
develop trust, first in the physical regularities of the analytic holding world,
then in the process by which each mismatch is slowly understood and
repaired, then in the reliability of the analyst as some kind of part object or
self object and, ultimately, in the reliablity of the analyst as a separate whole
Object.

Meanwhile, we are uncovering and analyzing those regulatory diffi
culties that most of these patients have even if they don’t know it. I am
talking about disturbances of breathing, of sleeping, of eating, of bodily
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functioning, and of orientation in the world, but I also include distur_
bances of emotional regulation that are inseparable from the physiological,
for example, dysregulation of affect so that highs and lows are too extreme,
too prolonged, or too rapidly cycled and unpredictable. Above all, I am
referring to a kind of intermittent cathexis of the object (Furman and
Furman 1984) so that object constancy is almost always in question. Many
of these patients have experienced this intermittent cathexis from their
own caregivers, who attended to them only when they were needed as
narcissistic objects. When grown up, they tend not only to repeat this
intermittent cathexis with their own objects but also to experience
themselves as only intermittently alive and coherent; their own self
constancy is always in question. Of course, regulatory problems like
disturbances in orientation, emotional regulation, or intermittent cathexis
will emerge in the transference anyhow, with the patient either doing it to
you or getting you to do it to him. But since these transference reactions
are so often accompanied by intense rage and other blinding emotions, I
think the analyst is at a great advantage if the subject has already been
raised and discussed in a historical context.

We are talking about people who, because of an early failure of the
environment to fit in with their very unusual temperaments or endow
ments, or because of an early or cumulative trauma, have not even
developed a trust in the regularities of their physical environment, let
alone their object environment. These early disturbances of mutual
regulation, which, as Schore (1994) has demonstrated, get built into the
developing nervous system, lead inevitably to dysregulation of the drive
economy and to disturbances of object relations.

Although the earliest nonverbal and verbal interactions can pro
foundly influence brain chemistry and synaptic growth, I believe that later
verbal interactions and mutual regulation can also influence brain chem
istry and alter behavior at least as much as psychotropic medications. Over
the course of the first few years infants learn to respond at the symbolic
level as well as at the sensorimotor levels of the mother-infant interaction.

But even adults, and particularly difficult patients, continue to respond at
the sensorimotor-physiological level, precisely because that is where th€
earliest mutual regulations went awry. These sensorimotor-physiological
responses frequently manifest themselves in inappropriate or negative
transference reactions or enactments, which are often as hard for the
patient to understand as they are for us. I try in the first sessions with
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these patients to get an overview not only of the dynamic picture but also
3 history of the early dysregulation with which it is entwined. This
frequently interests the patient sufficiently so that he may try to fill in the
missing data or to verify it on his own initiative. I find that working with this
from the very beginning is a big help in dealing with transference
disruptions, in understanding and managing them, and in arriving at the
better regulated interaction that is the foundation of basic trust.

Naturally, I go along with those patients who refuse to talk about
anything but the immediate here and now, but I treat it as a kind of
defensive distortion. Normally, past, present and future interconnect and
continually retranscribe each other, so that touching a life at any point
should connect us with the whole. But with difficult patients it is easier to
move the case if one has a handle on both the past and the present.

Since there is little time for theoretical discussion, let me simply state
my belief that controversies such as here and now versus then and there,
deficit versus conflict, hermeneutics versus science, interpretation versus
holding, and other similar shibboleths are often false dichotomies that
promote political correctness and keep us from thinking and speaking
about what we actually do. I recall that in the not too distant past the fear
of employing parameters made a whole generation of analysts talk and act
as if the political police were just around the corner. So in the multiplicity
of positions about the analyst’s stance with the patient, it still seems to me
that the best place to be most of the time is as close to the patient’s
phenomenal world as possible.

just to put a little flesh on these bones, here is a brief example from
a recent consultation.

A competent and experienced analyst presents a young professional
woman, attractive and successful, whom he has seen in therapy for
three months and who is threatening to quit. The patient complains of
her need to attach herself to some man, but when he gets too close she
feels obliged to break it off. She divorced her husband after starting an
affair with an older man who lived in another country. When this older
man phoned her to break off the relationship, she developed fright
ening somatic symptoms, called the Emergency Medical Service, and
threw herself into the arms of the responding ambulance driver who
was obliged to hold her and caress her to calm her down. She then had
a brief affair with this driver that helped carry her through the period
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of breakup with the older man. She is able to say that her mother was
always nervous and agitated, that the beloved older man was, in her
own words, “a fantasy father figure” and that her father used to rub her
legs to put her to sleep, but none of this seems to help her or to
engage her.

When the therapist takes a long weekend vacation, she goes to a
psychic who gives her a piece of rock that makes her feel more calm
and secure. Over the weekend she joins a group of Buddhists who
meditate and chant. When the therapist tries to connect these
enactments with his absence, she appears to find him vaguely amusing
and seems unaffected. Shortly thereafter she complains that therapy is
boring, is not helping, and makes plans to leave. The therapist
repeatedly focuses on her need to attach herself to some man and to
break it off when he gets too close, but when this interpretation does
not seem to help, he comes for a consultation. Talking with the
therapist in the way that I have here helps him find a way into the case.
He now remembers that when the patient first went to kindergarten,
her mother dropped her off in front of the schoolhouse and she
became disoriented and never found her way to the classroom.
He remembers that the patient always envied those little girls whose
mothers shampooed their hair, because her mother never touched her
like that. As the therapist begins to inquire into other areas of self- and
mutual regulation, the patient becomes more responsive. As a young
woman she felt that she lacked “discipline,” and she moved to
Germany in the hope that living in Germany might instill some
discipline in her. Now he helps her understand that her “lack of
discipline” is really an inability to self-regulate, connected to her
mother’s failures to help her regulate when she was a child. The
patient stops talking about leaving and becomes more interested in
her history. The treatment is under way.

I have been emphasizing mutual regulatory processes both because
they are terribly important with the more disturbed patient and also
because we normally don’t hear much about them in Freudian theory,
where the economic point of view has gone out of fashion. Nevertheless,
many of these patients know there is something wrong with their regulatory
processes but are unable to conceptualize it, and have given themselves
explanations such as “I don’t have any discipline,” “My trouble is I love too
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much,” “I’m disorganized and disoriented and it’s genetic,” and so on.
They are often interested to discover that these lifelong issues may stem
from a chronic dysregulation of the dyad or family system, and that
self-regulation can be learned.

Approaching these issues from the economic or regulatory side is
usually much easier for difficult patients, most of whom have problems
with reflective self-awareness and symbolization. The patient who went to
see a psychic while her analyst was away could not see any connection
between these two events, and would probably have been frightened and
fled if she had. But I do believe that talking with her about the stone the
psychic gave her and her psychophysiological reactions to its solidity and
permanence would have elicited her own feelings of tenuousness and
impermanence, which underlie her belief that she lacked discipline. I
would then anticipate associations about childhood attempts at self-healing
by playing with solid objects or putting herself in situations, like the
Buddhist chanting, which gave her a temporary sense of solidity and
stability. If she became interested in this, one might track the changes in
her feelings of insubstantiality and, only after a long time, begin to relate
these to the ana1yst’s physical or emotional absence.

Now even in this oversimplified case vignette, there are so many things
going on simultaneously and so many possible theoretical levels and
viewpoints that the clinician may well wonder how to sort it out or where
to begin. Do we address the patient’s complaint that she needs to attach
herself to some man but then feels compelled to break it off? The therapist
did try to make just such transference interpretations when she threatened
to quit, but to no avail. Should we address her affair with the oedipal older
man, who calmed her and soothed her like her own father when he used
to rub her legs to put her to sleep? She makes these connections herself,
because she knows about the Oedipus complex, but they touch nothing in
her. Should we deal with her anger at her mother, who abandoned her on
her first day at school and presumably never shampooed her lovingly as she
imagined other mothers did? Should we interpret her father’s leg massages
as substitutes for her mother’s shampoos? While all these dynamic connec
tions are valid enough, I am reasonably sure that initially they would get
nowhere.

If we are only able to listen carefully enough, patients will usually
prescribe exactly what is necessary for their healing to begin. In this case,
in response to a long weekend break, the patient reacts by finding a hard,
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permanent, massageable object, and a state of consciousness in which she
can feel alone yet surrounded by others. So we know that she is unusually
sensitive to separations but is able to deal with them only in a concrete way.
She requires a regulatory dyad that will stabilize and solidify both her
self-regulation and her analytic trust, yet at the same time she is likely to
struggle against those very parameters such as increased frequency and use
of the couch that will help the dyad become regulatory. We handle this by
remaining phenomenologically close to her concrete use of objects and
things in the interests of self-regulation, while at the same time trying to
relate them to her earlier history of dysregulation.

Thus, with these patients, we start from the concrete and move to the
abstract, we start from the physical and move to the mental and emotional,
just as we always start from whatever is self-centered and only gradually
move to whatever is object-centered. We do this because their deficiencies
of symbolization and self-awareness lead them to communicate impulsively
by enactments that are sometimes unintelligible and often uninterpret
able. They respond at this behavioral and sensorimotor level because their
basic mistrust and ongoing dysregulation have prevented them from
developing the kind of separateness and transitional space, the impulse
control, the symbolic abilities, and the degree of self-reflection that would
be prerequisite for the use of classical analytic technique.

One might say that classical technique assumes a large degree of
shared reality between analyst and patient, an assumption that usually does
not hold with the difficult patient. One way that children learn about
reality is by reading their mother’s face and learning that she has a mind
and feelings that are sometimes the same as theirs and sometimes
different. Ideally, they learn that their own feelings and their mother’s
feelings both have reality and legitimacy. But when difficult patients say, “I
never knew what my mother was thinking or feeling,” they are telling you
that they still can’t read how other people think or feel and that they still
can’t believe that their own feelings are real or legitimate.

Caregivers convey reality by legitimizing the child’s emotions and
thoughts. If the mother’s face conveys one meaning and her metacommu
nication in a different modality conveys another meaning, then the child
may not become schizophrenic but he is likely to become a difficult
patient. Problems of reality are tremendously amplified in the psychoana
lytic situation, not only because of the potential conflict between th€
psychic realities of patient and analyst but also because of the many
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different levels of reality on which the treatment exists. Do the patient and
analyst really love each other or really want to kill each other, or is it only
metaphorical? At times it certainly feels real enough to both participants.
Ideally, the analyst can move freely between levels of reality and encompass
the metaphor, but the difficult patient, who could never read his mother’s
face and be sure of reality, has big problems achieving this.

In the psychoanalytic situation this often emerges as an underlying
sadomasochistic struggle over whose version of reality should be accepted.
Freud (1915) speaks of “women of elemental passionateness” who treat
transference love as real love and “refuse to accept the psychical in place of
the material” (pp. 166-167). But one cannot interpret the transference,
which is a metaphor, to a patient whose mental organization is unable to
accommodate the symbolism of metaphor. In practice this means that such
patients will confuse or confabulate what should be transferential and
symbolic issues with real issues of love or death, and will struggle with the
analyst as if he were in fact refusing to love them or trying to rape or kill
them. The patient I discussed had a very real fear of her own “elemental
passionateness,” which was one reason she was so hesitant to allow herself
to become deeply involved in treatment.

These patients are unable to understand that the same reality can be
viewed in different ways by different people and that their point of view
and the analyst’s point of view can both have reality and legitimacy. This is
because of their great difficulty shifting between levels of meaning,
symbolism, and reality, but it is precisely at these shifts or transitions
between levels, contexts, and frameworks that most transference disrup
tions occur and also that the greatest potential for change emerges (Bach
1994).

The patient who, in response to a weekend break, goes to a psychic
and gets a rock to calm her, would very likely have become angry and upset
had the analyst continued to insist on the connection between these two
events. I believe that to conceptualize this as denial is misleading. She
would have experienced the analyst’s insistent interpretations just as she
experienced her mother’s dropping her off outside the schoolhouse, as a
dysregulation and a desertion. She would have become confused and
disoriented and would have felt lost. This confusion, which is a mental
disorientation at transitions between levels of symbolism and contextual
frameworks, may often be expressed or paralleled by a physical disorien
tation at transitions between places and events.
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In treatment we hold the patient in the analytic framework, and a
good deal of our effort goes toward maintaining and adjusting that
framework, which the patient is constantly probing in order to test the
levels of reality and learn how much he can trust us. Through enactment;
and counterenactments, through projective identifications that are c0n_
tained and metabolized, through constructions and interpretations and
through the vicissitudes of the transference, a transitional space develops
in which confusion, ambiguity, and separation can be tolerated and
explored. This feels to the patient very much as if, instead of being
dropped off outside the school, the analyst had instead taken her by the
hand and accompanied her into the classroom.

Eventually, a psychoanalytic space develops that is able to contain two
whole, autonomous individuals who are capable of loving and hating each
other and of trying to deal with each other’s psychic realities. By then the
patient’s language and verbal behavior will truly be linked to his sensorimo.
tor and nonverbal behavior and the analyst’s interpretations will be heard
not as boundary violations or contradictory communications, but as
potentially helpful contributions. But by then, of course, the treatment is
almost over.

One may well ask, as indeed this book’s editor, Dr. Carolyn Ellman, did
ask me, “So what’s Freudian about that?" Upon reflection, one of the things
that seems Freudian to me is that I was trained as a Freudian analyst and
still believe that the classical method is the paradigm we strive for with the
ideal analytic patient. The modifications that Freudian analysts have
evolved over the years originated with classical technique and have a
historical continuity with it. They were introduced as it became clear that
classical technique didn’t always work well enough for patients with severe
problems of trust, of self-regulation, of self-reflexivity, and of symbolization.
The classical method, when strictly enforced with these patients, sometimes
resulted in losing the patient completely or producing a stalemate or a
pseudoanalysis, where the patient goes through the motions of an analysis
_out of compliance or desperation, but without belief.

Working from the technical stance I described, these difficult patients
often may and sometimes may not become amenable to strict classical
technique. But at least they always know that the transference feelings they
experienced in the treatment felt real to them and were acknowledged bl’
me, and that the unconscious fantasies that emerged were their fantasies
and not mine. For people who already have difficulty moving betW€€n
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levels of reality, nothing can be more important than learning to trust their
Own feelings in the heat of the analytic situation. If they can also learn to
accept my feelings, then they have come a very long way toward resolving
the sadomasochistic struggle over whose version of reality can be trusted.
And the primacy of this struggle, between awareness and defense, between
self and other, and between love and hate is, after all, an essential part of
what we understand as the Freudian vision of life and of psychoanalysis.
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The “More Difficult” Patient

and Differing Conceptualizations of
Dynamics and Technique in Freudian

and Relational Psychoanalysis

Richard Lasky

Mr. ]., a graduate student, was referred to me by his department
chairperson. This was not a self-motivated consultation: he was told by
the department to either go into analysis or to leave the program.
There is a certain kind of student that every teacher is familiar with
and usually dreads-that is, the “sharpshooter,” the student who
challenges anything and everything, and who seems ready to take
virtually any position as long as it is the opposite of the instructor’s.
There are many reasons why people behave in this way: people have
authority problems; some do it for exhibitionistic reasons; some do it
out of sadism, others in order to provoke an attack that will gratify
masochistic needs; some people don’t know any other way to develop
an intimate relationship with someone else and, for them, a feeling of
connection either does not exist or, if it does, it feels dead or empty
without this intense, malignant quality. Most teachers have a student
like this from time to time and have developed a number of strategies
to try to keep such behavior under control, recognizing, however, that
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at best they will only be partly successful. It is a little bit like slapping
at mosquitoes in the summertime-an irritating nuisance that comes
with the territory but, certainly, nothing that one can’t learn to live
with.1

When Mr. J. began to suggest in classes that the instructor’s
opinions were not intellectual positions but, more likely, were moti
vated by neurotic conflict; when he felt free to speculate in class about
what the nature of his instructor’s conflicts might be; and when he
actually began suggesting, again in class, to some of his instructors that
they would benefit from a good analysis, the department chair became
involved. Mr. J. was told to either work this out, himself, in an analysis
or to do it, instead, somewhere else. Mr.].’s chairperson said, when he
made the referral, that he thought Mr. J. was quite shaken up by this,
and he was guardedly optimistic about Mr. ].’s chances of analytically
examining himself, even though this would be a treatment initiated
under considerable coercion.

Mr. _]. clearly had more than just a tendency toward action and he
very much gave the impression, in our consultation visits, that his
difficulties were more characterological than neurotic. He did seem to
me to be in considerable distress and to be feeling under a great deal
of pressure to gain some relief. Despite all of his acting out in school
he had some resources that made considering an analysis for him a
possibility; for example, he was very bright and very articulate, he had
what looked at the time like a good defensive structure, and he
appeared to have some capacity for self-reflection. On the downside,
however, the extent of his capacity for sustained self-reflectiveness was
not entirely clear, and I was not sure whether he was in conflict about
having been made to see that he had some serious problems that
needed working on or, on the other hand, whether what seemed like
conflict was not merely frustration at having been foiled in getting
what he wanted. One can’t always tell ahead of time how these things
will work out, so we decided to begin an analysis to see how it would go.

The typical neurotic patient comes to treatment with an overriding
wish to resolve conflicts, and this wish is usually able to rise above an

1. My choice of metaphor is clearly in the language of countertransference, and I will
return to this point shortly.
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understandably intense ambivalence about the anxiety it will entail, and
about the hidden gratifications that will have to be renounced. Certain
character-disordered patients enter treatment for the express purpose of
gratifying instinctual longings (sometimes whichever instinctual longings
are paramount at the moment, and sometimes with long-range narcissistic
goals in mind). Usually, they are consciously unaware of this or, at least,
what they are aware of does not feel inappropriate or narcissistic to them.
They no more walk into the analyst’s consulting room knowing that they
are seeking instinctual gratifications at the expense of conflict resolution
than Mr. J. entered the classroom with the conscious thought, “I am not
interested in any educational issues, all I want to do is to demolish the
instructor.” For such people, both their immediate behavior and their
long-range intentions are so ego syntonic (as a result of compromised
psychic structure, which is why we define them as character disordered)
that they are truly unable to be adequately self-reflective about what they
are doing, even when some residually reflective capacities are available to
them in other areas. Beyond this, they are also actively motivated not to be
reflective about much of what they want if the act of reflection itself runs
the risk of bringing about real instinctual frustration and deprivation. And
so, in such patients, both deficit and defense are at work in hindering
reflective capacities and frustration tolerance when they are in conflict.

From the earliest moments of our work together, Mr.]. had very strong
responses to my slightest interventions, particularly if they had any
against-the-grain qualities. His reactions were pitted against my com
ments instead of being responsive to them and, initially, they took an
innocent-seeming form, that is, of musing about why I chose to
comment about one thing rather than another, or why I might have
chosen this time rather than any other time to make my comments.
His interest in these questions was entirely superficial and he was
attempting to turn them against me by making me his patient rather
than he remaining mine. These questions then progressed to teasing
assertions about how unconsciously self-revealing my interventions
were, and he clearly thought that I would find this as humiliating and
narcissistically injurious as he did when I seemed to know something
about him that he didn’t know first. As he escalated this dynamic he
felt compelled to list my flaws and then to question whether my
psychopathology would permit me to be helpful to him. In time, Mr.
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J. was genuinely convinced that I was infinitely more crazy than he was,
or ever could be. This, in turn, progressed until we reached a point
where Mn] was explicitly in the same kind of rage with me that seemed
to be implicitly fueling his behavior with his teachers. He was
sufficiently open about his contempt for me by this time that he would
now respond to any unwelcome intervention of mine by saying, “Fuck
you, fat boy!” or “Eat shit, motherfucker!” or “That was the stupidest
remark I ever heard! Where did you get your license to practice, you
four-eyed retard, Macy’s?” In his more benign moods he might only
ask, “How can you be so off? Are we in the same room together, putz,
or were you on the moon when I was talking?"

One might ask why, under these circumstances, I did not back away
when I saw that he was getting out of hand? First, the definition of what is
or is not getting out of hand is very easy to see with hindsight, but it can
often be exceptionally hard to determine when you are in the middle of it.
Second, one expects an intensification and a concentration of a patient’s
conflicts and defensive operations as the transference regression deepens.
Third, for some patients who demonstrate this kind of exaggerated
response to the analyst’s interventions the very act of being able to put it
into open and excessive action in the treatment brings it to their conscious
attention, thus making it, for the first time, available for analysis. Fourth,
we want to remember that there is a considerable difference between the
analyst’s intent when he makes an intervention and the received experi
ence of it by the patient. And, finally, given what we know about the
demand characteristics of the compulsion to repeat I think that even my
best efforts to be nonconfrontational, to avoid unsettling Mr. j., and even
active attempts to be as conciliatory as possible would likely have still been
unsuccessful.

This discussion points to one of the most basic differences in how
Freudian analysts and relational analysts look at transference. This chapter
highlights a few of these differences. I don’t particularly want to argue the
rightness or wrongness of either position. It is not that I don’t have an
opinion about this-I think it’s obvious t_hat people identified with a
particular school of thought believe its ideas have the most utility for them.
Rather, I will articulate some of the ways they are different enough to have
major consequences on how we then end up conceptualizing about and
working with patients.
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Freudians assume that the repetition compulsion determines the
contents of a patient’s transference. For Freudians the relationship with
the analyst will only determine the particular expressive shape the transfer
ence comes to take in the analysis. The relational view suggests, instead,
that the variables of each individual analyst’s personality contributes not
only to the shape the transference eventually takes but also creates the
contents of the transference itself. This is a critical distinction in the two
points of view and it explains why Freudians emphasize mainly displace
ment (and sometimes projection) in their definition of transference, and
why some relational analysts view transference as a kind of perception. I will
elaborate on this distinction shortly.

There are a number of ways one can understand Mr. ].’s behavior.
First, as I have just mentioned, one can view it as a not unexpected analytic
regression; a deepening of the transference that brings the conflict directly
into the analytic setting. Next, one can view this dynamically, for example,
from an oedipal perspective as revealed by his history. Mr. ].’s behavior
replicated both the destructiveness and aggression he felt toward his
father as well as the method he used throughout childhood-emotionally
assaultive temper tantrums-to insert himself between his parents when
he felt too left out. If one wished to view this from the vantage point of
identification processes, one could see it as an identification with his
mother who was prone to be quite accusatory in her dealings with others
and who, when direct accusation was not available to her, would wound
others under the guise of imparting helpful information. Along the lines of
preoedipal pathology, particularly as it intersects with the pathological
quality of his object relations, we would note that Mr.].’s behavior and his
language, both in school and in treatment, reflect the erotic analization of
his inner world while, at the same time, making very clear both the
aggressively tinged nature of his object relations as well as the sadomas
ochistic context in which the maintenance of object constancy felt most
secure to him.

Rather than go into the specific details that I believe would support
these various frames of reference, I will discuss a specific aspect of Mr. ].’s
treatment to illustrate certain technical difficulties. We often find that
Some difficulties may be insurmountable even when we think we under
Stand their dynamic operation in the patient quite well. The problem here
was that, despite the many ways of looking at Mr. ].’s behavior I had at my
disposal, a collaborative method of looking at them together seemed



202 The Modern Freudians

impossible. This was because Mr.].’s intent in communicating with me was
dominated by his need to use it mainly for discharge purposes. Speaking
was, for Mr. J., more often than not, an automatic exercise in tension
reduction (which is not to say that it didn’t also have additional purposes,
but those purposes were either subordinated to his need to reduce tension
or simply unavailable for examination as long as interaction did not serve
communicative purposes for Mr.].). He ignored the content of what I said
in favor of telling me to go fuck myself as a way of attempting to regulate
dysphoric internal experience and he was, for the most part, satisfied if
he achieved this result. He felt no real curiosity about what he said most of
the time and no urge to go beyond it. This was not universally true of every
utterance that ever passed his lips, nor was it true of every stage of his
treatment, but it was most pronounced, early on, when my interventions
served as a direct irritant to him (raising the stakes, one might say, beyond
the level of tension that was tolerable to him).

What is Freudian about the way I have understood Mr. J., and what is
Freudian about how I have understood the therapeutic (or, perhaps, not so
therapeutic) interactions? The first Freudian concept I have used and,
perhaps, the most obvious is my belief that Mr. jfs interactions with me
were designed to serve drive-discharge purposes more than they were
intended for relational ends. This is not to say that they had no relational
significance, but rather I am emphasizing how subordinated Mr. ].’s
object-directed needs were to his need to reduce narcissistic (and other)
tensions. It may be true that certain relational needs were gratified through
drive discharge processes; however, the questions that were eventually
raised in my mind about whether or not Mr. j. was analyzable were not
centered on relational issues but on drive-discharge issues (that is, on the
difficulties in structural, object-relational, and self-regulatory processes
that may have been compromised as a consequence of these habitual
drive-discharge patterns).

The question of how a feeling of trust can be developed with such a
patient, the importance of how “ownership” of the treatment can be felt by
certain kinds of narcissistically disturbed patients (of which Mr. _]. was one
example), the management of aggression with these patients (whether by
acceptance, interpretation, or limit setting), how one might work toward
building a working alliance with a patient like Mr. j., and, certainly, how
one might help a patient like Mr.]. to develop more adequate symbolizing
processes so as to gain some distance from sheer experience (which would



The “More Dwicult ” Patient 203

then, most likely, have a strong influence on his ability to use human
interactions for more sophisticated ends than simply the relief of unbear
able tension states) are all questions that would probably occur to most
analysts. However, I think they would occur with significantly different
emphases in Freudian versus non-Freudian analysts.

There is a basic issue that separates Freudians from analysts of the
various relational schools, a difference in conceptualization rather than
one only of therapeutic tactics, that is of particular significance in both its
theoretical and technical consequences. For F reudians Mr. jfs behavior in
analysis, in fact this kind of behavior as it may exist in any patient
behavior that is repeatedly acted out in many different settings and with
many different people, behavior that repetitively enacts a particular, and
often complex, fantasy constellation-is an important part of the patient’s
psychology that is not thought to be dependent on the actual behavior of
the analyst. We think this is true even when, through accidents of
circumstance, the analyst seems to provide reality confirmation for the
patient’s construction of him in either his behavior or personality style.
Freudians think that others are used in symbolic ways according to the
patient’s inner needs. Freudians don’t believe that they initiate either the
need or the stereotypic manner in which they eventually become used.
The reality attributes of analysts (except, sometimes, in countertransfer
ence dilemmas) either gratuitously coincide with the way the patient needs
them to be, or their attributes are reworked in fantasy so as to seem to
conform to the patient’s inner needs. As I alluded to earlier, this reflects a
concept of transference that is based on the displacement of complex
fantasy constellations in the patient’s mind. And because we think of this as
stemming from the mind of the patient, Freudians find it quite unimag
inable to define transference as a form of perception. Beyond this, we also
think that transference is reflective of important intrapsychic processes
that, however much they were nurtured in a relationship and however
much the patient tries to foist that relationship onto us in the here and
now, have become functionally autonomous parts of a person’s psychology
by the time we see them for treatment. Perhaps it is also useful to make a
further distinction: Freudians do not equate the relationship with trans
ference; relationships are manifest and their transferential significance is
always partly, if not mostly, latent. Another way of putting this is to say that
fOr Freudians, fantasy-dominated transference is not a current relationship
that somehow manages to reflect the same kinds of issues that bothered the



204 The Modern Freudians

patient in the past; it is an illuminating, if sometimes frightening, demon_
stration of the many and highly inventive ways that we all, not just our
patients, continually repeat and rework our understanding of reality so as
to force it to conform to the nature of our inner needs, and, in the service
of this, we use whatever props (including the people in our lives) come to
hand. Freudians disagree with the relational idea that transference, and
even psychic structure itself, cannot exist outside of a relational dyad. We
dispute this assertion despite our full awareness of both the important
influence of the original mother-infant tie on psychic development and
the influence of the analyst’s reality behavior on the treatment. For
Freudians the bottom line is not the dyad without which there are ng
psychic processes; the bottom line is intmpsychic processes that then
determine the subjective realities of the current circumstance or relation
ship.

Because of the distinctions we make between the transference and
the relationship, we do not think that everything that happens between the
analyst and the patient reflects a basic truth about the relationship. To use
Mr. j.’s ideas as a case in point, we do not think, for example, that just
because he says it there must be at least some grain of truth in his repetitive
assertions that (if only I were honest enough to confront it in myself) I am
a fat,-four-eyed, retarded son-of-a-bitch, the kind of a putz who deserves to
be told to eat shit and to go fuck himself, or that I probably bought my
license to practice at the bargain basement of Macy’s.

Despite the facts that I am fat, that I do wear glasses, that I do not
always understand as much as I would wish to, and despite the fact that I
sometimes get into destructive countertransference difficulties, none of
this (individually or even taken together) is sufficient or even adequate to
explain Mr. jfs vehemence or his frankly assaultive exploitation of any of
these facts. Some of the things he said about me can be recognized as
patently absurd, whereas others are recognizably true. The use of things
that were true about me, these “facts,” were merely exploited by Mr.j. when
he was in a state of conflict, and his conflicts existed well before he ever met
me; his conflicts, not my personality or behavior, drove him, first, IO
perceive me in the way that he did and, then, to treat me in the way that
he did.

To return to the countertransference language I commented 011
earlier, surely my fantasy of Mr. being like a mosquito that needed to be
swatted could not have been lost on him, and surely when my countfif'
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transference was active it made the situation worse, not better. My choice of
imagery and the wish expressed in it reflects the existence of a certain kind
of transference-countertransference mutuality in the clearly sadomasoch
istic scenarios that developed between us, over time. However, even when
one can point to the unmistakable presence of countertransference on
my part, it does not necessarily follow that my countertransference was
responsible for the kind of relationship Mr. J. needed to have with me; at
times it may have made a bad situation worse, but it did not, in and of itself,
create the bad situation to begin with.

I have heard it said, although I think it is a misrepresentation, that the
Freudian emphasis on the patient’s intrapsychic processes is a “one-person”
psychology that leads us to disavow any responsibility for what happens in
sessions. We have been criticized for attempting to be as objective, neutral,
and abstinent in our dealings with patients as we can. We think of
objectivity, neutrality, and abstinence as ideal conditions to strive toward
that we well know we can never achieve in actuality and that reality
circumstances would never actually permit. Our commitment to trying,
nevertheless, to get as reasonably close to these conditions as reality will
permit in no way suggests that we are unaware of how either our strengths
or our deficiencies in this regard, or how the use we make of ourselves with
our patients, helps to shape the course of an analysis. What we disagree
about is whether either our lapses or the unique characteristics of our
personalities are the factors that bring into action the specific contents and
conflicts latently represented in our patient’s transferences to us, which
then surface in the analytic relationship that develops.

Another way of articulating this is to ask whether the characteristics
and behavior of the analyst are treated as a foreground issue or as a
background issue. In other words, if the analyst’s characteristics and
behavior are treated as a foreground issue (as in the relational models),
then transference itself is a joint production of the analyst and the patient,
and the problem that Freudians have with conceptualizing the transfer
ence in this way is that the concept of intrapsychic process is essentially
jettisoned. When the characteristics and behavior of the analyst are treated
as a background issue (as one finds in the Freudian model), intrapsychic
PI`Qcesses are seen as superordinate and transference is seen as a compul
sive kind of repetition, where the characteristics and behavior of the analyst
(Whatever they are) are being used-bent by unconscious processes-to
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give what are actually fantasy-dominated events the superficial appearance
of perceived reality.

The purpose of putting reality aspects of the analyst to use in this way
is mainly protective. Using a thin veneer of what looks like reality keeps the
underlying fantasy aspects of the transference obscured, and its value, in
terms of its defensive function, lies in its ability to keep anxiety, guilt, and
other disturbing affects in check. Thus the patient’s claim that he is
responding to something rather than initiating it, and the subsequent
claim that what he is responding to is a perception of us, is designed
specifically to avoid a more accurate, but conflictual and perhaps even
painful, quite different perception. That is, that he is continuously
reworking what starts as a generally realistic view of the analyst, and of the
analytic situation, in order to satisfy inner demands that require a
suspension of how reality can be perceived in favor of how reality must be
perceived. To put this more simply, and to bring us back full circle to Mr.
j., Mr. J. needed to curse me out and treat me the way he did for reasons
of his own, and not because I had somehow prompted it by doing
something to him in the treatment that either caused it or, at least,
deserved it. He not only chose the contents but he also chose the timing in
ways designed to give the impression that his attacks had validity, that they
were based on a perception of reality that he could convince himself he was
entitled to respond to in these ways. Certainly Mr. J., as is true for all
patients, was at times capable of a relatively realistic perception of me and
of our relationship, although I think reality is always relative, for analysts as
well as for patients. But this capacity all too often became partially
compromised under the pressure of conflict and regression. The subse
quent distortions are not just worthy of passing analytic interest, they are,
in fact, the very stuff of analysis. For Freudians, this need to be able to find
a justification to curse me out in a way that is seemingly based on reality,
this compulsion to see me in a particular way and then to find presumably
legitimate reasons to verbally assault me, does not (as it might for a
social-constructivist or an intersubjectivist) raise a question of what I might
have done to bring it about. The patient’s constructions of us, that is, his
very belief that he is justified in his views by a “reality” experience of (and
with) us, is, for Freudians, the very thing that we think requires analysis
rather than partial confirmation, which is what we think would happen
were we to treat it as if it were based, even in part, on a purely veridical
perception of us. Mr. J. did this with me; he did it with his teachers; he did
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it too many times and in too many ways for us to assume that he just had
bad luck in finding teachers and an analyst. This is, of course, the very
nature of a repetition compulsion. We regularly find ourselves in awe of the
Staggering power of intrapsychic processes as they interface with reality and
of our remarkable ability to regularly bend reality in conformity to our
inner needs as a common psychic event.

Despite all I have said about subjective, as contrasted with more
realistic ways, of looking at what happens between patients and analysts, I
am not suggesting that in this dyad the analyst has cornered the market on
reality. I do think, however, that in any twosome where one member is
actively suffering intense conflict, and is also highly regressed as well, the
other partner may be able to be more objective about what is going on.
That is never a guarantee of anything, of course, because we are always
limited by the fact that we, too, process events through the lens of our
own psyches. That is why, in the long run, all we can do is to suggest to
our patients what we think might be going on, and eventually, as both
partners chew on it and refine it together, it will either resonate with
the patient’s experiences and change some of the balances between the
patient’s conflicts and defenses, or it won’t (in which case, we have to be
free to reevaluate what we thought we knew).

It seems to me that looking at some of the problems raised in
attempting to do analytic work with more disturbed patients gives us a
particularly good vantage point for examining some of the basic assump
tions that are unique to the analytic endeavor, Freudian or otherwise. This
is because the exaggerated nature of both their needs and their experience
of us helps us to see these phenomena, in sharp relief, as psychological
rather than reality factors. With less troubled patients, the subtleties of
their presentations often obscures more than it clarifies. Having to figure
out the kinds of analytic conditions that are necessary before more
profoundly disturbed patients can make use of what analysis traditionally
has to offer, that is, structural growth brought about by insight, is a
challenging task that has occupied the minds of Freudian analysts for some
time now. We use a complex mix of interpretation with the supportive
power of the analytic object relationship in the work we do with all of our
patients. And, of course, with more disturbed patients the power of the
relationship is often the deciding factor in what the patient is ultimately
able to take in. There are some patients, however, who are unable to use
any part of the relationship to their benefit and it is precisely in these types
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of cases that we can most effectively observe how intrapsychic processes can
come to dominate and dictate the patient’s experience of reality. These are
also the very circumstances in which we are most vulnerable to extreme
countertransference reactions and enactments, which then also throw our
own relation to reality into greatest question. just as is the case for our
patients, it is not the reality of our patient’s behavior but rather what it
triggers off in us that dictates our compromises with reality at these times.
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Deficit and Conflict:

An Attempt at Integration
1

Andrew B. Druck

The interplay of deficit and conflict in our clinical work can only be
considered in the context of three somewhat controversial assumptions.
The first assumption is that there is such a thing. as structural or
developmental deficit. I define the concept broadly, to refer to compro
mised ego or superego capacities that transcend the more limited effects of
neurotic symptoms. I use the term dqicit in its most global sense. I will not
discuss different concepts of deficit or differences between concepts of
deficit, ego weakness, developmental arrest, and other such terms. I am
here condensing what Pine (1990, 1994) has termed “deficit,” which refers
to “an insufficiency of appropriate input from the surround-ordinarily
from the primary caretakers” (Pine 1994, p. 223) and “defect,” which is one

1. This paper is dedicated to the memory of Dr. Fred Wolkenfeld, who died suddenly
and prematurely in 1995. Dr. Wolkenfeld was an outstanding analyst, superb teacher, and one
of New York University’s most popular supervisors. He brought together a clear and brilliant
mind, dedication to his patients and supervisees, enthusiasm for life, and a warm and
generous heart. He is missed by colleagues, supervisees, and patients.
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of several possible results of a deficit. For Pine, a defect, which may bg
subtle, pertains to some aspect of psychic structure that “is not fully
serviceable for the patient” (1994, p. 231). One advantage of Pine’s
valuable distinction between deficit and defect is his elaboration of other
consequences of insufficient parental input, including difficulties in ad.
equate internalization leading to certain kinds of enacted internalized
object relationships, and the development of what Pine terms “raw
wounds” which are “ongoing painful subjective states of self” (Pine 1994, p_
224). My concern here is with both deficits and defects, with emphasis on
what Pine terms “defects.” I prefer to use the general term dqicit instead of
Pine’s term depot because, in my mind and I believe in the mind of many
readers, defect refers to structural difficulty due to a physiological given,
such as mental retardation, while deficit refers to an aspect of mind that is
more changeable. In other words, I believe that Pine and I address
essentially similar clinical phenomena and understand them along similar
lines, but use different terms. Pine distinguishes between the process of
environmental stimulation and its differing results, while I am mostly
concerned with the result, within which I find different gradations.

In clinical work, considerations of deficit become relevant as we
evaluate a patient’s capacity to contain anxiety or depression, to tolerate
separation from the analyst, to develop an analyzable transference regres
sion, and to feel relatively secure and real within the usual analytic
situation. In broader terms, developmental deficit is often a major factor
when the patient has difficulty experiencing himself as psychologically
separate from the analyst.

Structural impairments can, and must, be demonstrated clinically, as
Pine (l974b) has noted. The diagnostic decision that a clinical phenom
enon is partially or largely the result of a deficit is a difficult one, and may
take a good deal of time. We evaluate a patient’s manifest verbal descrip
tions and his associations to what he has said. We also observe indications

of structural difficulty. A patient who speaks of feeling alone and frag
mented during his therapist’s vacation is different from one who regresses
structurally during these vacation periods and engages in active, frantic,
panicked, and sometimes self-destructive attempts to reestablish structural
equilibrium (Adler 1985).

Evaluation of structural level is essential as we deal with patients who
are not responsive to purely conflict-based interventions. It is also 21
concept that fits our diagnostic system. Once one observes differences
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between levels of ego and superego structure and between levels of object
relations capacity, then one is faced with the question of what makes the
difference. If conflict is ubiquitous, then it alone cannot be a differential
factor in making a diagnosis. While one may argue that differences in types
of conflict or in patterns of conflict may account for differences in
diagnosis, these factors alone seem to explain differences within a given
structural level (for example, between hysterical and obsessional patients
within the neurotic level of structure) better than differences that cross
structural levels (between, for example, a neurotic hysterical patient and a
schizophrenic patient). One could explain differences between levels of
structure by focusing on the degree to which conflict affects usually
autonomous areas of ego and superego functioning, but this explanation
alone seems a bit stretched. At a certain point, magnitude of quantity and
degree leads to changes in quality and kind. Thus if ego and superego are
severely influenced by conflict, at a certain point their capacity to function
optimally will be changed and these changes will then have to be taken into
account in understanding psychopathology. A more comprehensive diag
nostic system, one that helps us understand differences within and also
between structural levels, requires focus on both dynamic and structural
considerations. Kernberg (1976) has proposed such a diagnostic system.

Structural levels are a function of development. Such development is
based on constitutional variables and on a child’s early object relations, as
a host of analysts have described, including Jacobson (1964), Mahler and
colleagues (1975), and Loewald (198Oa,b,c). In the concept of neurosis, we
assume structural achievement within which conflict is embedded; there
are developed structures for structural conflict. Thus we speak of a
neurotic level of functioning, as opposed to a lower structural level of
functioning. I am here considering the developmental strengths and
achievements of childhood that make possible neurosis as opposed to
borderline or psychosis, in addition to the conflicts of childhood that
persist as fixations and form the nucleus of neurotic difficulty in adult
hood. It is this kind of structural development that Freud assumed in his
discussion of fixation and regression. Thus adequate development of psychologi
cal structure becomes the defining trait of neurosis,' it is not conflict, which can be
found at all levels of development.

The second assumption is that deficits are caused in a number of ways.
Whether varying structural levels are caused by severe regression resulting
from oedipal-level conflict (Arlow and Brenner 1974), too early, intense,
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and unassimilable conflict that is inherently ego-weakening (Kernberg
1975), early traumatic situations, inadequate parenting (Stolorow and
Lachmann 1980), or all these (and other) factors in combination (Buie
and Adler 1973), the clinical result is that global structural level or, in other
instances, a particular ego and/ or superego capacity is compromised,
While most analysts who accept the notion of deficit believe that something
has gone wrong developmentally, acknowledgment of deficit does not
mean that we must reject modern conflict theory or that we must subscribe
to theories of pathogenesis that focus almost exclusively on traumatic early
development (Arlow 1986, Gill 1994). Gne may fully believe in conflict
theory and acknowledge the interplay of conflict and early developmental
failure in the etiology of deficit (see, for example, Grossman [1986, 1991]
and Steingart [1995]). The issue remains how one deals with a situation in
treatment where the patient is unable to do the analytic work, whatever the
origin of this difficulty.

For example, imagine a fire in your stove, then a fire in your kitchen,
then a fire on your block, then a fire in your neighborhood. In all these
fires, the principles of combustion remain basically the same, as do
principles of firefighting. However, whatever the cause of the fire, its
growing magnitude and intensity affects both the process of combustion
the fire will spread more rapidly and its heat will burn objects with higher
kindling points-and the firefighter’s entire approach to controlling and
extinguishing that particular fire. At a certain magnitude of conflict, its
effects become virtually indistinguishable from developmental deficit.

The third assumption is that recognition of deficit as one variable in
the mix of pathogenic variables does not mean that we must abandon our
basic psychoanalytic stance. Some analysts mistakenly believe that deficit is
an all-or-none proposition (conflict or deficit) and that diagnosis of deficit
means there is a developmental hole in the patient that must be filled by
the analyst in a futile, doomed, and ultimately misdirected attempt at
substitute parenting rather than analysis (Arlow 1986). These analysts
assume that work with deficit focuses on the patient-analyst experience as
a major mutative factor, and does so at the expense of analyzing uncon
scious conflict.

I believe that these analysts are mistaken. Consideration of deficit
expands our understanding of patients and deepens, rather than limits, an
analysis. As one small example, our understanding of fluctuating part
object transferences and of primitive defenses such as projective identifica
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tion-both predominantly seen in patients with deficits-has greatly
added to our analytic understanding and analytic capacity. Conflict theo
rists fear that analyses may become compromised if we focus too much on
deficit and too little on analysis of intrapsychic conflict. This is an
unnecessary choice; It also disregards a second danger, that analyses may
become too “as if” in nature, superficial, or stalemated if we do not
appropriately address patient difficulties that fall outside a verbal, conflict
oriented paradigm.

With regard to the objection that our traditional psychoanalytic
posture-relying on interpretation of unconscious conflict-is threatened
by consideration of deficit, many analysts have shown that the classical
analytic stance is far more complex, varied, and multidimensional than has
been thought (for example, Druck 1994, Grunes 1984, Lasky 1993, Pine
1985, 1988, 1990, Stone 1961). Several analysts have demonstrated how
consideration of developmental deficits can add to psychoanalytic under
standing and precision of clinical intervention. Pine (1976, 1984) discusses
how the analyst can more sensitively interpret in situations where the
patient’s deficits would otherwise make it difficult for him to hear the
interpretation. Others (Kernberg 1975, for example) have shown how early
attachment needs may defensively be expressed as sexual in nature and
how the analyst must consider the conflating of wishes from different
developmental levels in making his interventions. Blanck and Blanck
(1979) have discussed the manner in which needs for separation and
boundary maintenance may be expressed aggressively. Kernberg (1984)
has demonstrated how primitive defenses may function in psychotic
patients to establish a boundary, while in borderline patients the same
defenses are used to protect the individual from too threatening aggressive
self and object representations. Buie and Adler (1973) have shown how
conflicts around loss of self, envy, and other factors interfere with a
patient’s desire to achieve a close enough relationship to his analyst so that
deficits in internal holding are minimized and ameliorated.

In each of these situations-and I could cite dozens-analysts from
different Freudian frameworks have demonstrated how they integrate
understanding of different kinds of deficits into their work in a manner
that enhances their understanding of the patient. Whether they discuss the
impact of different deficits on how the patient hears and uses analytic
interventions or how early needs and early wishes become combined,
expressed, and defended against in different mixtures and combinations,
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these analysts are all considering the interplay of preoedipal and oedipal
wishes, fears, trauma, reality of life experience, fantasy transformations of
that same life experience, defenses against all of these factors, ego and
superego difficulties, and attempts at adaptation to these difficulties, with
all of these shaped by each other. These analysts differ in the degree to
which they enlarge their conception of the psychoanalytic situation, but all
emphasize, to one extent or another, the differing degrees of holding,
support, abstinence, and confrontation that are inherent in the traditional
analytic stance. It has been demonstrated time and again that analytic
experience and insight work in tandem rather than in opposition.

Even interpretation itself, long considered the paradigmatic mutative
element in classical psychoanalysis, is not a simple act. It is sometimes
asserted that interpretation of transference is the defining therapeutic
agent in psychoanalysis while the positive and uninterpreted patient
analyst experience is the main factor in psychotherapy of patients with
deficits. Tarachow (1962) used just this criterion to differentiate between
psychoanalysis and psychotherapy, but as I have discussed elsewhere
(Druck 1989), even Tarachow vacillates on this point. However, we now
realize how closely interpretation and object relationship are intertwined.
Interpretations are extremely complex units of behavior. Tarachow (1963)
discussed how interpretations are simultaneously gratifying (in terms of
knowledge to the patient about his internal life and evidence that the
analyst understands him) and depriving (of the patient’s unconscious
transference wish towards the analyst).

There are additional aspects to interpretations, all of which may work
simultaneously: Interpretation of transference fears may make it possible
for patients to benefit from certain potentially developmentally facilitating
experiences inherent in the psychoanalytic situation, experiences which,
for dynamic reasons, the patient may reject (Adler 1985, Buie and Adler
1973). Interpretation may also function as a “marker” of experience
between patient and analyst (Grunes 1984) or help the patient move from
an action-oriented, presymbolic level to a more symbolic mode of commu
nication (Freedman 1985). Here insight helps the patient synthesize and
then reflect upon an interaction between himself and the analyst, be it a
form of expression through action or a developmentally necessary expe
rience that had its own useful effect. An interpretation may help a patient
maintain structural equilibrium in the face of threats to it (Stolorow and
Lachmann 1980). Finally, timing and level of interpretation have long been
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ways through which the analyst influences pace and depth of analytic
regression.

It is simply impossible to consider the impact of an interpretation on
3 patient’s intrapsychic balance apart from simultaneous consideration of
the interpretation’s context in the analyst-patient relationship. I am not
referring here to the patient’s transference distortion of an interpretation
(Kernberg 1975, 1976); I am, however, emphasizing the role of interpre
tation as an aspect of the underlying therapeutic relationship. Interpreta
tion rests on the underlying therapeutic object relationship the way a boat
floats in the ocean. An interpretation can only go with the underlying tide
of the object relationship, in its complexly intertwined transference and
working alliance combination. In fact, in periods of projective identifica
tion, the analyst may not even be able to internally conceive of certain
interpretations-never mind verbalize them to the patient. It is only after
the transference has shifted that certain interpretations become conceiv
able and interpretable to both patient and analyst.

While we think we are successfully responding to a presumed deficit
through interpretation of conflict (and therefore confirming a belief that
it can and should be treated as a symptom due primarily to intrapsychic
conflict), we may also be helping a patient stabilize at a higher level of ego
development through an object relationship established via the medium of
interpretation? In other words, the interpretation, which clarifies to the
patient an aspect of unconscious conflict and defense, may simultaneously
function as a vehicle of object connection; the music may matter as much
as the specific words. Interpretation may help a patient establish an ego
boundary, feel affirmed, or feel safe from superego pressure. What we
think works may not be the most important factor in the mix of what
actually does work or produces the most of many mutative effects.
Wallerstein (1986) obtained just this finding in his analysis of the Men
ninger research project.

Instead of contrasting interventions in terms of their degree of
support or insight, in a manner that reinforces the alleged dichotomy
between conflict or deficit, we could more profitably think of interventions
as stabilizing or destabilizing, both within the patient’s intrapsychic structure

2. Parenthetically, the interpretation may miss deeper issues, implicitly collude in
sealing off more anxiety-producing fears, and encourage a “f`alse” analysis; Balint (1968) is
ORC of many analysts who have made this point.
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and within the patient-analyst object relationship. We may have a rough
idea of whether an intervention will be more or less one or the other but
we could be wrong, since it will depend on so many variables. I/Vhether the
same intervention is stabilizing or destabilizing will depend not only on the
patient’s structural level but also on the therapeutic object relationship at
that particular moment. It will also depend on the kind of environment
within which the patient feels most safe. A confrontation will be stabilizing
to one patient and destabilizing to another not necessarily because of
differences in their structural level but because of the kind of environment
within which they feel most safe. I will discuss this issue later.

With these three assumptions in mind, we can consider certain
characteristics of deficit and its interaction with conflict. This topic has
been approached in different ways. Some analysts have shown how
preoedipal difficulties and their consequent structural deficits affect later
oedipal conflict (Kernberg 1975). Others have described how some deficits
bring on their own particular conflicts (Eagle 1984, Pine 1990, 1994). Yet
others have discussed how specific deficits affect a patient’s capacity to
work in psychoanalysis (Bach 1983, 1994, Freedman 1985, Pine 1985,
1990). I will focus on the interplay of conflict and overall structural level.
Because of space limitations, I will be schematic in my presentation.

TO WHAT EXTENT IS A DEFICIT CONSTANT?

just as defenses fluctuate with the ebb and flow of anxiety, so too can we
expect level of structural organization to vary (Loewald 198Od). There are
alternations-sometimes major-between levels of functioning in patients
with deficits. These alternations consist of shifts in particular forms of
structural capacity and function, along with concomitant shifts in self and
object representations. We can observe such variations most vividly in a
patient’s part-object transference, both upward (to a more whole object
transference) and downward (to more paranoid or merged states). Deficit
is a process variable rather than a static concept. A dehcit may be understood
as reflecting greater potential for ego or superego regression in response
to internal or external stress. Further, just as we expect earlier wishes,
fantasies, and conflicts to emerge with transference regression, we might
also expect to see some evidence of earlier developmental stages of
structural development as an analysis deepens.
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A deficit may be potentiated or lessened in different conditions. There

are times and environments within which a deficit presents more strongly,
along with other times and environments within which the deficit is muted
and the patient functions at a higher structural level. We might observe
varying manifestations of deficit at certain times of conflict and in certain
areas of conflict. (This is also true for defects, where there is something
more demonstrably wrong or “broken” in someone. A person’s actual,
measurable, “real” learning disability, in itself and in the conflicts aroused
by the person’s experience of and meaning attributed to it, will be
potentiated more on a school examination than on the baseball field.) As
such, deficits (and even, in some cases, defects, depending on the degree
to which they affect the patient’s capacity to self-reflect) become amenable
to psychoanalytic inquiry. One can begin to ask how certain internal
conflicts and environmental disruptions, in combination with each other,
affect the deficit process (the intensity of its disruptive effects, for
example).

Some analysts believe that a working alliance reflects achievement of a
particular kind of ego-supporting part-object transference (Adler 1980).
The borderline or narcissistic patient will do his best analytic (i.e.,
self-reflective, insight-oriented) work when the structurally holding aspect
of transference is present. Structural support, which may be in the
forefront or background of the transference, can be disrupted by the
analyst’s premature interpretation or confrontation, or by a ~patient’s
conflicts that lead him to believe that his own aggression or envy has killed
the analyst or will cause the analyst to retaliate against him at any moment.
When the holding is disrupted, for whatever reason, one often sees
structural regression, expressed in many forms, including overwhelming
anxiety or depression, failure of major ego functions, dangerous acting
out, or a psychotic paranoid transference. The regression is usually
reversible once the structurally holding aspect of the transference is
reestablished. This illustrates how a deficit’s effect is variable, depending
on the analytic environment. The patient’s dynamic conflicts, his structural
capability, and the analytic relationship are linked in an ongoing proces.

We see here clinical illustration of a basic proposition: that the object
relationship in psychoanalysis, analogous to the parental relationship, is
crucial in its structure-promoting properties. The analyst, implicitly or
explicitly, to a greater or a lesser extent, as part of his usual and customary
role, supports specific ego and superego functions as well as the patient’s
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capacity for overall ego and superego development. This is not a Freudian
theory of object relations. It is, rather, a theory of how object relations are
crucial in the development of psychic structure (]acobson 1964, Loewald
1980a,b,c, Mahler et al. 1975). Experiences of loving nurturance, as well as
of limit setting, are necessary to provide an environment within which ego
and superego functions can develop optimally. These object relationships
become internalized and depersonified as structural functions (Jacobson
1964, Kernberg 1975, Loewald 198Oa,b,c). To the extent that these
relationships have been successful in this regard, the patient functions at a
higher structural level (neurotic). To the extent that they have not, then
the patient (conflictually) seeks, in his daily life and with the analyst,
relationships to meet the structural deficit. Patients with deficits seek
relationships for both drive and fantasy-based motives (the repetition
compulsion) as well as for adaptive and structurally based motives. These
are inevitably intertwined and can only be artificially separated for the
purpose of making a particular point in discussion. However, to the extent
that patients seek structural aid from their environment, their level of
function is necessarily more fluid and variable.

I stated above that interventions may be more or less stabilizing
depending on the analytic environment. Shifts in structural level are quite
dependent on the particular analyst-patient pair. Certain analysts work
better with certain kinds of regressions or enactments than others, and
a particular transference-countertransference constellation can lead to
analytic impasses that would not necessarily exist with other pairings
(Kantrowitz l993a,b). Thus the analyst’s own character is of fundamental
importance. Yet I believe that the matter may be more complex, and
include broader expressions of the analyst’s character, including his ideas
about an optimal treatment approach as it intersects with the patient’s
particular conflict-deficit configuration.

Blatt and Blass (1992) have written that relatedness and self-definition
are two intertwined aspects of personality functioning. They believe that
individuals who emphasize one aspect have different personality styles than
individuals who emphasize the other. They use the terms anaclitic to
describe people who emphasize relatedness and introjective for those who
emphasize self-definition. Blatt (1974) discusses how introjective depres
sives differ from anaclitic depressives. Blatt (1992) further presents re
analysis of the Menninger research study and concludes that these tw0
personality types respond differently to psychoanalysis and psychotherapy



Dqicit and Conflict 219
because of the interaction between degree of patient-analyst contact in
the differing therapeutic modalities and the particular conflict-defense
configurations of these two patient types:

The data of the present study indicate a significant patient-by
treatment interaction in which the congruence between the patient’s
character style and important aspects of the therapeutic situation
determine the efficacy of treatment outcome .... These results
suggest that we must be aware that the therapeutic context presents at
least two major dimensions to patients-a therapeutic relationship
and the possibility of insight and understanding .... Though these
two dimensions are intertwined in the therapeutic process, some
patients seem to value and be more responsive to the quality of the
therapeutic relationship, while other patients seem to value and be
more responsive to the interpretive activity of the therapist and the
process of therapeutic insight. While most patients undoubtedly gain
from both of these therapeutic dimensions, the results of the present
study suggest that different types of patients may be more responsive
to one or the other of these dimensions of the therapeutic process.
[Blatt 1992, pp. 715-716]

Blatt and Blass (1992) discuss how other psychoanalysts have made
similar distinctions in patients. They include Balint’s (1968) distinction
between ocnophiles, who seek object connection in order to feel safe, and
philobats, who feel safer when there is more space between themselves and
their analyst. I would suggest that these kinds of patients may differ in
structural level as well as in major dynamic conflict, predominant style of
defense, and the like. For patients with some kinds of conflict-deficit
configurations (Balint’s ocnophiles, for example), who seek object con
nection in order to feel safe, certain treatment approaches are more
structurally holding, while for patients with other kinds of conflict-deficit
configurations (Balint’s philobats, who feel safer when there is more space
between themselves and their analyst), those same analysts doing the same
kind of treatment may sometimes contribute to further structural disorga
nization.

So, paradoxically, a Kernbergian environment, with its emphasis on
Confrontation, is in some way supportive and safe for a philobat, while the
Same environment is highly dangerous for an ocnophile. In a similar way,
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an ocnophile will easily feel understood and held by a Kohutian, while 3
philobat may experience the very same Kohutian as a wimp, who doesn’t
understand the depth of his aggression and paranoia and who pushes too
quickly for what is felt to be dangerous object connection.

This hypothesis helps us understand why analysts with diametrically
opposite treatment approaches-Kernberg (1975) and Kohut (1971), for
example-all report success. These findings pose a real question about
what makes a difference in treatment, and I believe that its answer will be
found only if we add structural considerations to dynamic ones. The
different analytic environments established by Kernberg and Kohut may
have a different effect depending on what kind of patient they are seeing,
In other words, I think Kernberg and Kohut are both successful because
they treat different kinds of patients; ocnophiles thrive in a Kohutian
environment and may leave a Kernbergian setting, while philobats may feel
more held and understood by a Kernbergian-oriented therapist and more
vulnerable with a Kohutian. Thus I am suggesting that the entire analytic
“atmosphere” or ambiance established by a particular analyst-patient
pair-an ambiance that includes the analyst’s character and his ideas
about how to conduct treatment-affects the ways in which a deficit
becomes manifest and whether analysis of that aspect of the patient is
possible (Druck 1995).

These remarks apply mostly to the opening phase of treatment, and
refer to the ease with which different patients will become enaged in
treatment in different kinds of analytic settings. ()cnophiles and philobats
express different aspects of the same kind of conflict and, in a good
analysis, all aspects should emerge and be analyzed.

TI-IE KINDS OF DEFICIT S LEAD TO DIFFERENT ISSUES
IN PSYCHOANALYSIS

Different deficits lead to different kinds of difficulties in a given treatment.
For example, certain ego deficits, such as annihilation anxiety under stress,
difficulty with libidinal object constancy, or difficulties in stable self-esteem
regulation, often lead to movement toward the analyst, because the analyst
is used for structural support. Patients with these kinds of difficulties may
be expected, all other factors being equal, to begin treatment, and present
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in a more pronounced way in an analytic regression, with conflicted wishes
for closeness and affirmation from the analyst.

Wishes toward the analyst will almost always be an amalgam of what
the analyst regards as legitimate needs for structural support and transfer
ence wishes that need analysis. Because these variables are so entangled, it
is difficult for the analyst to find an appropriate balance of gratification
and abstinence so that the proper analytic climate may be established and
maintained. Further, it will be difficult for the patient to find a way to feel
comfortable with what he wants from the analyst and yet self-reflective
about those same needs. Both analyst and patient will struggle to find a way
to meet and still analyze conscious and unconscious wishes that are
experienced as both legitimate and illegitimate by both parties. This is why
it often takes a great deal of time for the patient and analyst to find a
comfortable way of working together, and why much of the treatment,
especially at the beginning, will be marked by differing periods of trust and
then misunderstanding leading to emotional storms (Bach 1994, Ellman
1991).

Superego deficits present different kinds of problems. One may
enumerate at least three related types of superego deficits. Modell (1965)
has written of one form, where the patient cannot experience signal guilt.
In the same way that primary, or panic, anxiety can be catastrophic and
secondary, or signal, anxiety is adaptive, primary guilt differs from second
ary guilt. Modell states, “Primary guilt is diffuse, pervasive, and, at its worst,
can interfere with all personality functioning. Secondary guilt tends to be
circumscribed and limited” (p. 329).

A second form of superego deficit has been described extensively by
Kohut (1971), Bach (1983, 1994), and many others. Here patients have
great difficulty in self-esteem regulation and become quite sensitive to
narcissistic slights. They seek from the therapist a certain form of transfer
ence that will allow them to achieve and maintain adequate self-esteem
regulation, and to integrate what Bach (1994) calls “objective awareness”
and “subjective self-awareness.” From a broader perspective, they seek an
analytic environment within which they can find and consolidate what feels
to them to be a real and authentic sense of self and object.

Finally, in contrast to the vulnerable clinging narcissistic patient, and
often in defense against that very vulnerability, is the superego problem
presented by the grandiose narcissist, described by Kernberg (1992) as the
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malignant narcissist, and by many modern Kleinians, including Betty
joseph (1982):

I get the impression from the difficulty these patients experience in
waiting and being aware of gaps and being aware of even the simplest
type of guilt that such potentially depressive experiences have been
felt by them in infancy as terrible pain that goes over into torment,
and that they have tried to obviate this by taking over the torment, the
inflicting of mental pain, onto themselves and building it into a world
of perverse excitements, and this necessarily militates against any real
progress towards the depressive position. [p. 138]

In the first two forms of superego deficit, the technical difficulties are
similar to the difficulties encountered when working with patients with
most ego deficits. However, in this last form of superego difficulty, one
universally seen as the most intractable, we see an amalgam of conflict and
deficit in the most problematic combination. Lear (1996) evocatively
captures the fluid and dynamic situation involved here.

The effect [of parental aggression] has been so fundamentally devas
tating that the child’s psyche is not merely disorganized but disorga
nizing. It cannot grow in response to normal nurturing, for in its
disorganized state, it tends to disorganize its own experience. This
psychological state is destructive: it tears asunder what would normally
be organizing worldly experiences, while remaining actively disorga
nized itself.” [p. 696, his italics]

Une finds narcissistic pleasure in not needing others and in defeating
them, which defends against and adapts to a superego deficit, the deficit
being the lack of integration of experienced, and what has defensively
become idealized, self and object representations (Schafer 1967) or, as
Kernberg (1975) thinks of it, a defensive fusion of ideal self, ideal object,
and actual self images. Difficulties of the grandiose self rather than the
fragile vulnerable self lead to basic mistrust of the analyst, intense
conscious and unconscious wishes to “win” by defeating the therapist, a
“perverse” and “mechanistic” (Bach 1994) relationship with the analyst,
and the most difficult stalemates in treatment.

Thus, the interaction of different kinds of deficits and conflicts, as they
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combine in different character constellations, lead to different technical
problems and differing prognoses. This, then, is another way in which
conflict and deficit interact: in the kinds of characters that are developed,
character organizations that express and/ or defend against deficits that are
feared to be overwhelming as well as unconscious fantasies organized
around sexual and aggressive wishes.

TYPOLOGY OF CONFLICT/ DEFICIT INTERACTION

These considerations lead to a rough typology that can be constructed
about the role of deficit in treatment. While it should be clear that I am
making gross and artificial distinctions, and that deficits and conflicts are
many-faceted, layered, and interconnected, it is hoped that these distinc
tions will clarify certain issues.

In the first case, the deficit itself is the presenting problem for the
treatment. This may occur, for example, when the patient presents with
problems in self-esteem regulation (Kohut 1971), problems integrating
objective awareness and subjective self-awareness (Bach 1994), problems
with libidinal object constancy (Pine 1974a), problems with annihilation
anxiety (Hurvich 1989, 1991), and other such difficulties. The deficits may
be the main reason for presenting problems such as eating disorders,
phobias, and obsessional difficulties, to name just a few. Here treatment
revolves around ways in which the deficit is pervasive and is expressed in
various areas of function. Major conflicts are tied to this overarching
deficit. Buie and Adler (1973), for example, have explored the way in
which, for patients with deficits in adequate holding introjects, uncon
scious conflicts centered around the process and meaning of internaliza
tion interfere with their attempt to establish and maintain a needed
holding introject and to internalize the analyst. While these patients
present conflict from all psychosexual levels, their major conflicts tend to
center on threatened loss of self-object boundaries and on opposing
positive and negative self and object representations. Such conflicts may be
expressed as oedipal conflicts related to anxiety over sexual and aggressive
wishes, but these are often vehicles through which more primitive anxieties
appear. Furthermore, certain aggressive wishes or actions may enter the
analysis so that the patient can create a boundary between himself and his
analyst when he feels that his autonomy is threatened. With these patients,
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the analyst is concerned with containing projected aspects of the patient as
well as analyzing conflict pertaining to these deficits, while simultaneously
meeting the patient’s structural needs in a way that does not compromise
the analytic situation.

In the second case, the deficit is not necessarily the presenting
problem, but it interferes with analyzing the presenting problem. Here the
deficits might be problems with symbolization leading to gross reliance on
enactments (Freedman 1985), emotional flooding (Volkan 1976), or
problems with impulse control, along with, perhaps, the above deficits. The
conflicts emerge from all levels of psychic development and may not be as
directly tied to the deficits as they are in the first case. In this second type,
I am speaking more of generalized difficulties in ego and superego
functioning rather than central deficits that become major organizers of
the analytic work. Work on deficits in this situation raises issues similar to
those discussed by Pine, in his paper on the interpretive moment (1984)
and in his papers on deficit and defect (1990, 1994).

The third case includes certain superego difficulties discussed by
joseph (1982), Kernberg (1992), Modell (1965), and others, where it is
hard to differentiate deficit from severe early conflict around aggression
and envy. Here is a situation where combinations of severe early conflict
and developmental failure, in early interaction, combine to corrupt the
foundation of a psychic structure. One can readily hypothesize a complex
amalgam of conflict that is tied to a deficit while simultaneously defending
against it. For example, Bach (1994) writes:

It is these experiences of omnipotence in the phase of absolute dependence
that constitute part of the foundation on which trust in oneself and in
the world is built. Indeed, it is when these experiences of omnipotence are
lacking and the ob_ject’s failures impinge on the child that a reactive
dwnsive omnipotenee arises to deny and overcompensate for feelings of
annihilation and death of the self. [p. 172, his italics]

The complexity of this situation leads some analysts to focus on the
role of early conflict (joseph 1982, Kernberg 1992) while others focus on
early deficit (Bach 1994, Kohut 1971). The therapeutic difficulty here is
that the patient fears and mistrusts the analyst in a way that makes taking
in his interpretations equivalent to submission, castration, and loss of
boundaries (Kernberg 1992). It becomes difficult for the analyst to become
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part of the patient’s internal world in a way where he can be trusted as an
object of internalization and structural growth rather than a foreign object
seen as intruding on the patient’s autonomy.

CASE ILLUSTRATION OF WORK WITH DEFICIT
AND CONFLICT

Mr. B., a man with a history of severe anxiety and depression, associated
with suicidal ideation and two sudden suicide attempts, was in his third year
of a four-times weekly analysis with a woman analyst. His life was chaotic; he
would engage in many short-term relationships, move from job to job, and
endure severe levels of anxiety and depression, often dealing with them
through action. He had been in many therapies, none successful. After an
extended consultation, and consideration of the risks, it was decided that
he try psychoanalysis.

In Mr. B.’s first year, he would often rise from the couch during
sessions or come late and leave early. His analyst understood these actions
as measures through which Mr. B. concretely regulated his anxiety in the
session. By actively creating actual space, he protected himself from what
he experienced to be passive acceptance of intrusion, by his inner feelings
as he regressed, and by the analyst. In the latter case, he projected his
wishes for merger onto her and then had to defend himself from these
wishes, which he now experienced as coming from her. The analyst
accepted these enactments and, over time, helped Mr. B. become inter
ested in them, so that, by year’s end, he was able to understand them and
settle in. He stayed through sessions, his mood became more stable in and
out of the analysis, and his behavior on the job and in his relationship
became more steady.

As year three began, Mr. B. became more aware of liking the analyst in
a way that he could not quite verbalize. However, he felt that he needed her
more than he wanted to. He felt he depended on her too much. When the
analyst tried to address these transference fears, Mr. B.’s fears became
heightened. He grew visibly uncomfortable and eventually accused his
analyst of wanting to seduce him into depending on her and perhaps even
more; he wasn’t sure whether or not she had more nefarious motives. Mr.
B. abruptly quit treatment, but continued to phone the analyst daily. After
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two weeks of this, he agreed with his analyst’s suggestion that he come in
to discuss the situation.

Mr. B. said that, when he quit, he felt liberated from what he saw as her
ego and superego control. He now (retrospectively) felt her attempts at
understanding his wishes to be attempts at controlling his behavior, and
expressed great anger at her constraining him. He responded to his new
freedom by acting, in many areas of his life, as he felt he had been
prohibited from action. He also felt angry that he had been seduced into
what he now felt was an overly dependent transference relationship. He
blamed his therapist for this relationship and was determined not to “be a
sucker” again. He would not associate to this image. He agreed to return
but only on a once-weekly basis.

Mr. B. began to test what he saw as his independent wings. As he began
to act (for example, suddenly proposing to his girlfriend and telling off his
boss), he announced his actions rather defiantly to his therapist, simulta
neously (and unconsciously) asking her to intervene while overtly defying
her and praising his newfound assertive capacity. As he acted-at first, in
many ways, appropriately-there developed more and more an edge of
desperation and possible poor judgment. Mr. B. began to describe feeling
more driven than assertive; he seemed to feel rushed, taking action to
counteract an internal fear of being taken over by others and becoming
dominated or totally lost and abandoned.

The therapist initially did not address any of this. She felt that to
address the actions would be premature and would seem to the patient to
be again dominating him and questioning his capacity to act. She did not
comment on the Mr. B.’s assertions that she had inappropriately created a
dependent transference. She believed that while Mr. B.’s manifest com
plaints reflected his desire for independence and autonomy, his daily
phone calls after he “quit” expressed the more unconscious side of his
ambivalence: his feeling fragile, lost, unanchored, and extremely vulner
able without her, along with his projecting his wishes for connection and
merger onto his therapist so that, for example, it was the therapist who was
responsible for the content and intensity of his transference. He needed
the presence of a therapist to feel anchored, but to admit such a need was
unacceptable. Still, she felt that, at this point, Mr. B. needed to control the
analytic space. In his current state, analogous to a panicked psychotic
transference, Mr. B. had nothing that he, himself, wanted to understand
about himself that would require interpretation from her. Thus there was
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no working alliance. She could only address actions that were ego syntonic,
To attempt this would actually enact Mr. B.’s fear, which was of being
impinged upon and thus transferentially controlled.

As Mr. B. began to complain more of feeling controlled by internal
forces than controlling them, as he began to call his therapist anxiously
between sessions, as he began to concoct wilder solutions to deal with what
he saw as threats from others, as he provoked fight after fight with his
fiancée and endangered their relationship, as his work situation became
more tenuous, and as he began to complain of feeling less and less safe in
his own home, the analyst felt that now Mr. B. himself was troubled by what
was happening to him. At this point, there was more potential for a
working alliance; Mr. B. more consciously wanted assistance from an
analyst whom he saw as potentially helpful rather than as impinging or
controlling.

The analyst understood the analytic problem as regression in response
to unconsciously sexualized dependence needs in the transference. These
needs were defended against by projection and action. Unfortunately, the
patient’s deficits made this difficult to analyze directly. The deficits
included a propensity for annihilation anxiety leading to concrete action
rather than a more developed capacity for signal anxiety and symboliza
tion. This ego weakness made for defenses that were not only ineffective at
modulating anxiety but led to self-object confusion, so that it became
unclear to Mr. B. just who wanted what from whom in the analytic situation.
Once boundaries became blurred, Mr. B. became even more anxious and
redoubled his efforts at reassuring himself of his separate identity, prima
rily through leaving. However, Mr. B. also needed to feel connected with his
analyst in order to feel internally stable. It was only after he had established
a feeling of psychic connection with his analyst that he had become able to
tolerate anxiety and depression and then work better, within the analysis
and outside. Now that Mr. B. had “terminated” treatment, he was faced
with regaining that connection in the face of his transference fears. Now
that he had established that he was separate from his analyst, he had to
re-find her, but on his own terms. He could only do this through phone
calls, from his own created and separate space.

Commenting on his transference anxiety directly only made the
problem worse, because it implicitly pulled the patient into an object
relationship that he feared too much to analyze. The analyst chose to speak
to Mr. B. of his difficulty staying in a balanced position with her that let him
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feel not too close but not too far. She then spoke of his fears that made
achievement of that position difficult: that he would lose his autonomy if
he got too close and of his panic if he felt too alone. For this patient, this
was the most important work; it was insight into what he was most con
flicted about: the interplay of his wishes and his ego capacities to modulate
the wishes so they felt less imperative, concrete, and consequential.

Conflict over unconscious sexual wishes toward his analyst remained
crucial for Mr. B., but for him the stakes were higher because conflict
brought about not only a fantasied danger situation but also ego weakness,
ineffective solutions to the conflict that exacerbated the weakness, and
threat of loss of structural integrity. One way to begin to address the mix of
these kinds of issues was to stress the adaptive side-what the patient was
trying to accomplish (to find a safe place) rather than solely what he
wanted to avoid. It was only after this conflict had been addressed that the
analyst began to address the patient’s unconscious sexualized dependent
wishes. Here, too, she focused not on the wishes themselves but on how
these wishes made the patient feel invaded, not the master of his own
mind, and confused. She spoke too of how his solutions to these feelings
created greater problems. Thus Mr. B.’s defenses were addressed not only
as a means of showing him how his mind worked (although it certainly did
this) and not only to make clearer Mr. B.’s unconscious transference wishes
(which it also did), but in order to help him gain control over his panic in
the transference. The analyst’s goal was using insight to help him gain
increased ego functioning first, with fuller elaboration of the unconscious
drive derivatives second.

Is this just analytic tact? Of course it is, but it stems from appreciation
of the holding and sustaining function in the therapeutic object relation
ship. The thrust of the analyst’s interventions was first to stabilize the
patient’s ego functions through helping him maintain optimal connection
in the treatment, and then, within that context, to explore intrapsychic
conflict. The working alliance was monitored constantly through observa
tion of the patient’s level of ego and superego functioning, particularly as
it affected the patient’s capacity to do analytic work. The therapist did not
lead with interpretation of defense against drive derivatives. Instead, she
led with patient difficulties in feeling safe within the analytic relationship.
Both conflict and deficit were the subject of analytic attention without any
major modification of the traditional psychoanalytic posture.
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IS THIS TRADITIONAL SUPPORTIVE PSYCHOTHERAPY?

Initial formulations of supportive therapy were limited in ambition and
scope (Wallerstein 1989). The therapist sought to strengthen certain
defenses in a fragilestructure and perhaps allow for certain limited forms
of insight, with mzgor focus on the therapist’s influence as an auxiliary ego
or superego as an agent of change. Over the years, the entire context of our
assumptions about supportive therapy changed. The goals became much
more ambitious as we began to understand more clearly the analyst’s role
in helping structure develop and as we began to enlarge our conception of
what was wrong with the patient. It was demonstrated that the combination
of interpreting conflict with attention to a patient’s structural difficulties
could lead to major structural change, a traditional goal of psychoanalysis.

Differences between traditional supportive psychotherapy, which is
indicated for certain patients, and psychoanalysis or intensive psychoana
lytic therapy with patients who have major ego_or superego deficits may be
summarized as follows: Traditional supportive psychotherapy supports
defenses in order to strengthen overall repression. Support in working
analytically with a patient who has a developmental deficit facilitates the
patientfs ego and superego capacity to analyze and regress further, in the
service of exploration and reflection. Supportive psychotherapy has lim
ited goals and its employment precludes full transference regression and
analysis. The more intensive treatment has ambitious goals and relies on
full transference regression and analysis. The former aids repression while
the latter attempts to analyze conflict and unconscious fantasy as fully as
possible, with due concern and regard for developmental difficulties that
make such analysis more complex. Thus despite superficial resemblances
between these two modalities, there is a world of difference.

ARE CONFLICT AND DEFICIT IN OPPOSITION?

Advocates of conflict-based pathology and advocates of developmental
deficit-based pathology often write as if these two are in opposition and
lead to drastically different psychoanalytic stances. However, there is no
conceptual reason why these aspects of mental life should not be seen as
interwoven, with different elements contributing different degrees of
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influence to given aspects of mental life, in different people, and in
different transferential situations within the evolution of an analysis.

Brenner (1994) and other analysts write that elements of the mind are
linked together in a constantly changing interconnected interplay of wish,
unpleasurable affect, defense, and self-punishment. I agree with these
analysts, but believe we must add to these elements at least one additional
factor: the mind’s capacity to tolerate and contain this mix of conflict and
defense. One’s level of ego and superego structure will greatly influence
the intensity, the form, and even the very nature of all of Brenner’s com
ponents-wish, anxiety or depressive affect, defense, and self-punishment.
Each of these will be experienced in more primitive, intense ways in
patients with lower structural levels. The patient’s capacity to analyze
conflict will also be greatly affected. He will express himself in more
concrete, action-oriented ways, and will have difficulty feeling safe and
owning his analysis. In this kind of situation, transference-oriented inter
pretations will be “above” his structural level and lead to reactions that
complicate the treatment. Thus structural level is a central factor in
diagnosing, understanding, and working with patients, and its varying
effects must be theoretically considered. I have tried, in a highly schematic
way, to outline directions in which such considerations can lead.
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The Unique Contribution of the
Contemporary Freudian Position

Steven j. Ellman

One may conceive of the present state of psychoanalysis as involving several
sets of dialectics crashing against each other and battling over the fate of
psychoanalytic treatment and theory. However, as opposed to Hegel and
Marx’s view of the dialectic where thesis and antithesis are sibylline faces
etched on the granite of historical determinism, my views are engraved by
the events of` the past seventy years. During this time countries that
represented either communism or capitalism have fought for control of
the planet, usually without serious consideration of the worker or the
society that either system was intended to benefit. The dialectic masked a
battle that turned out to be about power rather than about historical or
economic ideas for the good of the worker. In psychoanalysis we are in a
much less extreme way heading toward a similar fate. For instance, in
debating whether analysis is a one- or two-person field we are forgetting
about the patient and the patient’s experience of the analytic situation. In
addition, in this warring dialectical struggle we are losing Freud’s vision of
the analytic process. The hope is that we can aspire to a different idea of
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the dialectic, that is, the way one often views Mozart’s dialectical ability
to attain and retain while at the same time going beyond established
standards. Mozart’s genius was to simultaneously remind us and surprise
us, and I hope we can partake in a minuscule portion of this unrivaled
creator’s ability to concurrently retain and create. In this chapter I restate
Freud’s vision in contemporary terms and try to show how postmodern
Freudianism is not an oxymoron.

Although there are many divergent themes among analysts who
describe themselves as contemporary Freudians,1 there are certain essen
tial concepts that I believe are common to the p-resent group of New York
University Freudian analysts. There is a common ground that these analysts
inhabit that guides their clinical interventions and is directly related
to their shared theoretical assumptions. As I attempt to delineate this
common ground I will try to look at some of the similarities and differences
between this Freudian group and other theoretical positions. I will also
look at some differences among the NYU Freudians. Perhaps surprisingly
I will try to look at the differences between the NYU Freudian group and
what in the United States has been called classical analysis. In Chapter 13
Martin Bergmann states that classical analysis ended in this country after
World War II. This is one view, but Lipton (1977, 1979) has shown that the
term classical came into being after the war and was certainly used at New
York Psychoanalytic Institute in the 1970s and 1980s. I would say that what
Richards and Lynch (Chapter 1) call structural analysts would have
previously been labeled classical analysts. Late in the chapter I use the term
structural analysis.

Some of the analysts in the NYU group identify themselves as Freudian
analysts but not as classical analysts. I will try to show how this group’s
position diverges from a number of propositions put forth by classical
analysts in the United States. I will also attempt to show that while the
classical analysts at NYU have been influenced by many analysts associated
with the classical position, the way they have internalized this position is
unique to the NYU Freudians. Moreover, at the end of the chapter I will
look at the common ground occupied by all or at least most of us. In\

1. I am going to take as my sample of Freudian analysts those analysts who have written
chapters in the present volume. This of course is a biased sample that has not been randomly
selected. At the end of the chapter I will say a few words about the bias inherent in this group
of analysts.
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attempting to delineate this common ground I will specify the group’5
boundaries by referring to other positions and depicting points of con
vergence and divergence with these theoretical orientations. The groups
that I will refer to in this depiction are the Kleinians (from London), some
relational analysts, and self psychologists. After an introductory defini
tion I will give a brief historical overview of the Freudian position and then
begin the discussion of comparative positions. I will also follow Martin
Bergmann’s advice (Chapter 13) and try to understand some of the
reasons for the theoretical plurality that is being experienced in contem
porary psychoanalysis.

PRECURSOR TO A DEFINITION

We begin this comparison by looking at some of the assumptions that
O’Shaughnessy (1997) (a London Kleinian) maintains are common to all
analysts: “The recognition of an unconscious, of the ego’s need for
defenses against intense anxieties, the assumption of the past in the
transference situation with the analyst, symbolism, and so on are common
assumptions of analysts across theoretical perspectives” (p. 34). Here the
criteria that O’Shaughnessy has assembled are ones that self psychologists
and relational analysts have essential disagreements with, while Freudian
analysts agree with the list but disagree in important ways about how this
list is realized and treated in the clinical situation. Thus while I believe
there are important conceptual agreements between Freudians and the
Kleinians, there are important clinical differences between these two
groups. In this chapter I attempt to portray the disparities between the
groups. I think Schafer’s (1997) term Freudian Kleinians aptly captures the
common theoretical ground these two groups occupy.

THE INEVITABLE FREUD

Freud in beginning his development of psychotherapeutic procedures was
immediately drawn to the symbolizing functions of the mind. In one of his
early publications with Breuer (Breuer and Freud 1895) he calls our
attention to the parallel of the symbolic aspect of symptom formation and
the symbolism that “normal people” form during dreaming. In describing
the formation of symptoms, he states,
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The connection is often so clear that it is quite evident how it was that
the precipitating event produced this particular phenomenon rather
than any other .... In other cases the connection is not so simple. It
consists only in what might be called a “symbolic” relation between the
precipitating cause and the pathological phenomenon-a relation
such as healthy people form in dreams. [pp. 3-4]

In this same publication Freud tries to understand the experience
of shame and the relationship of shame to an individual’s defensive
struggle with experiences that affect one’s evaluations of the ego or self.
These tendencies of Freud’s that are present in every period of his career
were overshadowed in the United States2 by his proclivities toward mecha
nistic and authoritarian pronouncements. Thus in the same volume that
demonstrates Freud’s sensitivity to meaning and the experience of shame
in normal and pathological outcomes, he and Breuer put forth several
mechanistic concepts. The mechanistic protrayal of abreactions in the
cathartic method are subtly included in F reud’s statements in his elucida
tion of the pathogenic memory model. At one and the same time, in
Chapter 4 of “Studies on Hysteria” (Breuer and Freud 1895) Freud goes
beyond Breuer’s methods of treatment while accepting some of Breuer’s
neurophysiological assumptions and mechanistic concepts. Breuer’s neuro
physiological assumptions are quite interesting and represent some of the
better conceptual thinking of his time. It is the way that Freud applies these
concepts in a mechanistic way that is the tension between his psychological
or experiential side and his mechanistic side. Thus we can see several types
of tensions in F reud’s early writings and in his actual practice as a clinician
(Ellman 1991).

If we are to briefly leave aside the contradictions in Freud’s pro
nouncements, we can sum up his ideas about analytic technique by saying
that first the patient must become attached to the analyst (Ellman 1991)
and then the analyst is in a position to analyze the patient’s transference
reactions. If this is done appropriately, then the analyst is in a condition to
understand the psychic reality of the patient in genetic (developmental),
dynamic, and topographic (later structural) and economic (his energicl

2. If is my view that each country and indeed groups within countries have character
istic readings of Freud. These “readings” sharply influence the debates in psychoanalysis
within a given country.
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assumptions) terms. Freud advises us that the transference is the main
vehicle of the treatment and that we must set up appropriate conditions for
the transference to unfold in the analytic situation. This simplification of
Freud’s views is contradicted by the fact that in his actual practice
transference was never the central focus of his technique. Even in his
writings he oscillated between advocating allowing the transference to
unfold and his later statements in “Beyond the Pleasure Principle” (1920),
“Remarks on Theory and Practice of Dream Interpretation” (1923a), and
“Analysis Terminable and Interminable” (1937b) where the transference
plays a less important role (Ellman 1991).

Interestingly, the body of work that numerous contemporary Freud
ians refer to as signaling a change in technique (Freud 1920, 1923a, 1926)
involves essays that Freud never integrated into his clinical approach to
psychoanalysis. It is the structural theory in many Freudians’ view that
changes psychoanalytic technique from a “depth psychology” to a method
that values the “restoration of the ego to its integrity” (A. Freud 1936, p. 4).
It is only in contemporary times, however, that writers like Busch (1995)
and Gray (1973, 1982, 1992) have systematically spelled out the implica
tions of a psychoanalytic technique that is solidly wedded to the structural
theory. While Arlow and Brenner (1964) attempted this task much earlier,
the implications of their interpretation of the structural theory still
resonated strongly with some of Freud’s earlier concepts. Subsequently,
Arlow (1969, 1979, 1985, 1990) and Stone (1967) took yet another
approach to spelling out the implications of the structural model. Recently
Brenner (1996) has cast out many of the concepts of the structural model
in a radical streamlining of his theory of psychoanalytic technique.

This brief review is intended to show that not only can we see several
types of tension in Freud’s writings and in his actual practice as a clinician,
but these tensions persist even among Freudians who adhere to the
structural model. In addition there are other tensions between contempo
rary Freudians who downplay parts of the structural model and attempt to
integrate aspects of other psychoanalytic theories into their approach. This
latter group is significantly represented in the NYU Freudians as se# and
object Freudians, a term used to show the relationship to ]acobson’s Se# and
the Object World (1964), which I think begins a Freudian object relations
position in the United States. It was continued in the United States by
Loewald (1980) and in Britain by Winnicott and many others who I think
are close in spirit to the American object relations theorists.
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That these tensions exist is not surprising since we can note briefly that
Freud on the one hand is the writer who states that psychoanalysis is after
all a treatment of love while on the other hand and during the same era
Freud characterizes the analyst as similar to the surgeon in his detached
attitude (Ellman 1991). He is a writer who inveighs against early interpre
tation, since this type of intervention would be crude at best and often seen
as cruel by many analysands. In discussing early interpretations he says,
“Such conduct brings both the man and the treatment into discredit and
arouses the most violent opposition, whether the interpretations be correct
or not” (Ellman 1991, p. 187). Despite these wise words Freud in most of
his recorded treatments interprets early and with considerable depth and
force. These seemingly discrepant attitudes may be brought under a
coherent conceptual rubric but have not been in the main reconciled in
the classical tradition, and certainly not in Freud’s writings. The discordant
notes that I have highlighted are intensified if one believes as I do (Berg
mann and Ellman 1985, Carsky and Ellman 1985, Ellman 1992, l997a) that
Freud developed four fairly distinct theoretical perspectives that he never
integrated or systematized. Thus Freud not only had several areas of
tension in his ideas about psychoanalytic technique, but his general theory
of psychological development shifted considerably over the decades. In a
future publication I hope to show that most of the major contemporary
theoretical positions derive from different aspects of Freud’s writings.

SOME UNIFYING TI-IEl\/IES

I have briefly outlined the inherent tension in Freud’s writings. Now I will
attempt to show how the NYU Freudians have built on the scaffolding that
Freud originally erected. One crucial aspect of convergence is the group’s
interest in the surface of the mind. In Freud’s papers that outlined the
structural theory (1920, 1923b, 1926) he began to look at the mind as
having properties that regulate both endogenous and exogenous stimula
tion. Through the concept of the stimulus barrier he maintained that the
infant is able to protect itself from intense external stimulation, that if
perceived in unmodulated form would be traumatic. In a similar fashion
he began to recognize that defenses that he had previously conceptualized
as being “acts of will” at times operated in a more automatic manner
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and are outside the patient’s awareness, or are unconscious.3 Exhorting
patients to put aside their inhibitions or to try harder to remember is a
futile task at best if one seriously takes the assumptions of the structural
model into account. ()ne may conceive of defense as an act of will, but
patients are consciously unaware of their defensive efforts. It is also true
that the structural model for the first time allowed Freud to conceive of
unconscious processes as having an adaptive function, adaptive in the sense
that unconscious defensive operations allow the individual to ward off
anxiety that might otherwise be traumatic or might interfere with ongoing
relations with reality. It was Hartmann (1939) who further delineated the
implications of the adaptive position in psychoanalysis.

In a similar fashion the structural model allowed Freud to ease a
dichotomy that was established in the topographic model, in which tension
was postulated to exist between the unconscious and conscious systems and
in a parallel fashion between primary and secondary process. The uncon
scious was thought to operate solely in terms of primary process (irratio
nal) thought, while the conscious system if operating optimally was a
rational system operating according to the principles of the secondary
process. This dichotomy led early analysts to search for and interpret the
primary process to allow the conscious system to become aware of and gain
control of the unconscious system. Although Freud never realized the
clinical benefits of his new conceptualizations, some contemporary analysts
have begun to recognize the possibilities that the structural hypotheses
begins to unlock.4 Thought now could be viewed not as either primary or
secondary process but as complicated amalgams of both processes. The
ego (or the person) might also be seen as having capabilities that are not

3. To maintain that Freud thought defenses were acts of will is at best an oversimplified
position and at worst totally inaccurate. Freud early in his career thought that defenses were
conscious and he could combat defensive maneuvers of the patient by exhorting the patient
toward greater efforts. Hence the pressure technique was invented to literally and concretely
exhort the patient to try harder to remember. By the time Freud wrote the technique papers,
he had already conceived of defense as involving unconscious processes (Freud l9l5a,b), but
this conceptualization was logically incompatible with what is today called the topographic
model. Thus it was not until Freud wrote the structural theory papers that he reconciled his
growing appreciation of defense as an unconscious process with the theoretical structure that
he was putting forth.

4. While I believe the structural model has pointed out several of the deficiences of
Freud’s earlier ideas, from my standpoint it is not an adequate theory or even a particularly
good theoretical metaphor.
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captured by either concept (primary or secondary process). For clinical
purposes the important aspect of this new conceptualization is that the
analyst’s focus is now on the patient’s experience. The topology of the
surface of the mind is now the appropriate place to begin the psychoana
lytic exploration. This topology is often complicated with splits and fissures
that Freud hinted at but certainly did not fully envision.We might reiterate
as an historical note that the clinical implications of the structural model
were never realized by Freud in either his writings about psychoanalytic
technique or in his actual practice of psychoanalysis. Some analysts need
to see Freud as moving toward contemporary technique in terms of his
concepts of treatment as well as his actual practice. In fact, just the opposite
was the case; although Freud’s theoretical writings open up a new avenue
of thought in terms of psychoanalytic treatment, both his actual practice as
well as his limited writings on technique tended to return to his earlier
conceptualizations (Ellman 1991).

BEGINNING THE TREATMENT

Although Freud has suggested that early interpretation is rude at best, his
ideas about trial analyses are essentially designed to see how a patient
responds to interpretation. Thus for Freud and for many analysts after him
the question of analyzability centered on the patient’s receptivity to
interpretive efforts. Aspects of both the classical and Kleinian tradition see
the patient’s receptivity as an important prognostic factor for, as well as
eventually a result of, analytic treatment. Winnicott (1965), Balint (1968),
and, later in the United States, Kohut (1968, 1971) raised the question of
the analysis of analysands who cannot tolerate interpretive efforts. This in
many ways is a central question that members of the NYU group have
confronted and in part distinguishes some of their positions from Kleinian
and classical positions.

Perhaps there is no place where some members of the group have
utilized divergent concepts as we have in terms of conceptualizing the
beginning of the treatment. Here clearly Winnicott’s ideas have had a
profound effect on focusing the analyst on the patient’s subjective states
and vulnerabilities. This may seem like a strange statement, for it should be
a given in psychoanalysis that the analyst’s focus is on the patient’s pain,
suffering, and vulnerabilities. This may seem even more obvious when one
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realizes that these states that reflect psychic conflict are particulary the
states that make it difficult for patients to participate in the analytic
process. Certainly at the time he was writing, Winnicott was not stating the
obvious and he and authors such as Balint were helping open the portals
of analysis to a wider group of patients then Freud envisioned.5

Winnicott and Balint were clearly stating a different way of entering
the patient’s world than had been put forth by classical analysts in the
United States. They did not, however, offer systematic ideas about psycho
analytic technique nor did they talk the diagnostic language of Freudian
psychoanalysis. In the United States it was Stone (1961), Zetzel (1966), and
most powerfully Kohut (1971) who began in Stone’s language to widen the
scope of psychoanalytic treatment. In this context I will focus on Kohut’s
contributions and from a certain point of view will look at what may be
regarded as limitations or at least differences from the Freudian perspec
tive.

It was Kohut who first pointed out the logical difficulties with some of
Freud’s views on narcissism. Freud (l9l6/ 1917) in effect posited that
individuals with narcissistic disorders do not have enough object libido to
form a transference relationship. Kohut in a succinct manner both
implicitly and explicitly maintained that narcissism is not the opposite of
object relations (as Freud had implied), but rather narcissism interfered
with the capacity for object love. In Kohut’s view it was not that narcissistic
patients could not form transference relationships, but rather that the
transferences would be (not surprisingly) narcissistic in character (idealiz
ing or mirroring [Kohut 1971, 1977]). He also presented clinical illustrations
about the difficulties in establishing consistent interpretable transference

5. In some ways this is an anachronistic and misleading statement. Freud early in his
career in his paper “On Psychotherapy” (1905b) attempted to set a fairly narrow window for
the type of patients that could be treated by his new method. By the end of his career he
acknowledged his difficulties in treating certain types of patients and suggested in the
constructions paper (1937a) that a good deal could be learned from the treatment of
psychotic patients. In between these distant dates Freud states in the introductory lectures
(1916/1917) that insofar as narcissistic factors enter the treatment, the possibilities for success
are dimmed. Here he is reaffirming his earlier narrow range of analyzability. However, in his
actual practice Freud saw a wide range of patients and rarely seemed to understand or be
concerned with the patient’s diagnostic status. Thus we see a typically contradictory picture in
Freud’s statements and practice. VVhat I have previously concluded is that Freud was willing
to undertake a patient if there was a positive transference and the patient was bright and
verbal (Ellman 1991).
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states in narcissistic patients. It is his work in establishing the conditions for
a transference relationship to flourish that has established Kohut’s influ
ence on some members of this Freudian group. The conceptualization of
analytic trust could not have been arrived at in the same way without
Kohut’s ideas concerning the importance of mirroring in the early
treatment situation. Kohut’s sensitivity to narcissistic patients’ aversion to
early interpretation suggested that interpretive efforts were not the best
way to initially begin a therapeutic relationship.

Bach’s (1985,1994) emphasis on the unification of states and Grunes’s
(1984) concept of the therapeutic object relationship are two of the
concepts that are directly related to the establishment of interpretable
transference states. All of the NYU Freudians conceive of transference as a

ubiquitous occurrence but the question of when the patient is able to
tolerate transference interpretations is yet another one that Winnicott,
Kohut, Bach, Steingart, and Grunes have all addressed. In this conceptu
alization some patients need what Winnicott (1962) has called “holding.”
I have defined holding (in the analytic situation) as a type of reflecting or
mirroring that involves the interpenetration of states, and the communi
cation of this interpenetration. This interpenetration may be accomplished
in a number of nonverbal ways or verbally by mirroring or through
synthetic comments that show the patient similarities across states. Some
analysts are able to listen in a manner that demonstrates that they are with
the patient and experiencing their states. They do this by a nod or a
movement or a subvocalized affirmation or reflection. Holding develop
mentally has a physical meaning that I am assuming is symbolically
awakened in this therapeutic version of holding.

In the beginning phase of treatment or of a new transference cycle,
the analyst is usually called upon to contain aspects of the patient’s
destructive tendencies (Bion 1962, 1967). Unless this can be done effec
tively, it is difficult to have interpretable transference states. Thus in this
formulation holding and containment are frequently necessary precondi
tions that allow the patient to develop the analytic trust necessary to
tolerate and utilize transference interpretations later in the treatment.

This formulation is in part a response to modern structural theory
(previously referred to as classical theory) and an attempt to clarify the
controversies surrounding the issue of therapeutic alliance that Richards
and Lynch highlight in Chapter 1. They state,
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Elizabeth Zetzel and Ralph Greenson saw it as redressing the inad
equate attention to the real relationship that typified the reigning
ego-psychological approach. Their position was opposed by Brenner,
who considered the concept superfluous and even countertherapeu
tic, and by Martin Stein, whose paper “The Unobjectionable Part of
the Transference” offers the clearest statement of the way in which
positive transference can be enlisted by patient and analyst together in
the service of resistance. [this volume, p. 16]

Brenner (1976, 1979, 1982) in criticizing this concept considered the
therapeutic alliance as a form of positive transference. If this is the case,
then clearly, as Stein (and Brenner) maintained, the transference should
be analyzed. Although Brenner’s logic was impeccable, his criticism did not
address issues that the concept attempted to remedy. Thus, although
Brenner won the debate that he engaged in with Stone, Greenson, and
Zetzel, it simply meant to some of the NYU F reudians that other concepts
were needed to describe the therapeutic object relationship. Interestingly,
Loewald is not featured in the review of what Richards and Lynch call
contemporary structural theory. However, for many of the NYU Freudians,
he is the conceptual lynchpin that allows them to utilize some of Kohut’s
ideas on technique while staying within the Freudian conceptual frame
work that Loewald established. In this volume Grunes (Chapter 6) has
emphasized the importance of Loewald’s contributions. Using his and
Winnicott’s concepts, one can begin the treatment in the manner that
Bach (1985) and I have described and still attempt to allow the transfer
ence to unfold. I have tried to demonstrate that the concept of analytic
trust does not depend on transference phenomena and therefore is not
subject to the criticisms that Brenner and Stein (1981) have leveled at the
therapeutic alliance. Rather analytic trust is built on the extent to which
the analyst can interpenetrate the patient’s world. To the extent that the
analyst can accomplish this task the analysand can experience being
understood in a manner that is influenced by, but not dependent on, their
transference reactions. At times this trust allows previously uninterpretable
transference to enter the analytic field.

We can delineate three types of contemporary Freudians; the contem
porary structuralists (derived from the classical position), Freudians who
are influenced by and incorporate self psychological and object relations
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perspectives (self and object Freudians),6 and ego psychological analysts
such as Paul Gray (1994) and Fred Busch (1995). Gray and Busch
emphasize the role of defense interpretation in order to free up ego
capacities and allow the patient greater possibilities for self-discovery. Gray
and Busch rarely interpret unconscious or transference manifestations
at any stage in the treatment. Rather, it is their position that throughout
the analysis the appropriate role for the analyst is to interpret defensive
maneuvers as they appear in the patient’s consciousness. This allows the
patients to experience the analysis as a “conscious and voluntary co
partnership with the analyst” (Busch 1995, p. 15). The co-partnership that
the ego psychologists strive for is not considered to be a result of a positive
or unobjectionable transference. It is a consequence of the work of the
analysis and in this formulation occurs as a result of the uncovering of
defensive processes, which leads to increased self-knowledge and gradually
enhanced ego capacities. I would interpret the results of their work as
the development of analytic trust; it progressively becomes apparent to the
analysand that the analyst is facilitating a process that results in a new type
of understanding.7 Two of the three perspectives emphasize either a
partnership with the analyst or some type of therapeutic relationship as
important to the analytic process. The contemporary structural position
does not admit any concept of therapeutic object relationship into their
theoretical stance. I have stressed the importance of analytic trust in the
beginning phase of the treatment, but it is my view that the same type of
questions arise in different phases of the treatment. Thus it is not simply
the beginning phase of treatment where one finds disagreements in the
Freudian position. ()ne can see the divergent positions in terms of the
importance of the therapeutic relationship throughout the analytic pro
cess.

Where are the agreements in the Freudian positions that I have
outlined? All of the Freudians start from the surface of the mind. Thus
whatever the Freudian position, interventions are based on at least

6. I choose this term in remembrance of Edith ]acobson’s volume The Se# and the Olject
World. In my view she is the primary object relations theorist in the United States. She is one
of the first to meaningfully relate Freudian thought to object relations theory.

7. From my perspective it would be difficult to adhere to the ego psychological position
with more difficult patients, but this is something that we should consider an empirical
question.
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derivatives or elements of fantasy that reach consciousness. F reud’s initial
onion skin metaphor (1895) has retained some currency in that not only
do all F reudians start from the surface of the mind, but all share in what
Bergmann (Chapter 13) calls “the gratitude for Freud’s opening the way to
us for the understanding of the unconscious” (this volume, p. 294). Thus
the concept of the unconscious is crucial to all Freudians. The prescribed
pathways to the unconscious vary a good deal, however, and we can now see
a different coalescence between the three Freudian groups. Although the
self and object Freudians start with the meeting of an interpenetration of
subjectivities, this is done so that one can be in a position to interpret the
transference. The contemporary structuralists are virtually always in a
position to interpret transference, while the ego-psychological analysts do
not see transference analysis as a prime function of the analytic task. Here
we can see that the self and object Freudians join the structuralists in the
placing of transference as a central task in psychoanalysis. Brenner’s pivotal
concept (compromise formation) is one that is derived from and an
important extension of Freudian thought. Thus most Freudians accept the
concept of compromise formation and agree that it is hard to imagine a
mental event that is not a product of compromise formation. How this
concept guides clinical interventions is a topic to be dealt with in the trans
ference section. If we summarize the positions we can say that the
ego-psychological analysts and the self and object Freudians have some
points of agreement in beginning the treatment and in the importance of
the therapeutic relationship. The self and object Freudians and the
structuralists share the view that the understanding of the transference is
the pivotal goal of an analysis, and the prime way to make the products of
unconscious fantasy real in the analytic situation.

If we were to transpose these rough distinctions to the British shore,
we might say that the self and obect Freudians are Freudians who in terms
of technique have utilized and extended a good deal of Winnicott’s and
Balint’s ideas. On the other side there is stronger similarity between the
structuralists and the Kleinian positions in terms of the importance of
transference analysis and the central, ubiquitous role of interpretation.
This leaves out the content of the interpretations and how transference is
conceptualized (see Transference and Enactments, below). In returning
to the United States we can see that in the beginning of the treatment self
and object Freudians may seem similar to various self psychologists, and
intersubjectivity and relational analysts. The difference is that self and
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object Freudians see entering the patient’s world as the beginning of the
analysis, not the sole transmutative element of the analysis. To make one
last comparison, we can say that the role of observing ego (see Richards
and Lynch, Chapter 1, and Grand, Chapter 5) that Sterba (1934) high
lighted is an important aspect of treatment in both the ego-psychological
and the self and object Freudians position. It is relatively unimportant to
the structuralists and the Kleinians.

SOME TECHNIQUE QUESTIONS 'I`I-IAT RELATE
TO PHILOSOPHIC ORIENTATION

In the critique of Freudian psychoanalysis put forth by intersubjectivity
and relational analysts (Hoffman 1983, 1992), the analyst is portrayed as
believing that he is an objective decoder of the patient’s experience. The
decoding occurs when the analyst interprets. In addition, the analyst
believes that his view of reality is superior to the patient’s. Transference in
this portrayal is created by the analysand with the neutral analyst seen as a
recipient of the transference. This critique is quite relevant to the classical
tradition of the United States and to Brenner’s contemporary structuralist
position. The analyst in this tradition is pictured as a neutral observer
who does not appreciably affect the analytic field. On the other hand,
an intersubjectivity-relational position in its strong form maintains that
the analytic field is a joint construction between analyst and analysand.
This position also maintains that transfiguration occurs in psychoanalysis
through the analytic relationship. Here we have two ends of the con
tinuum, one that maintains a constructionist, subjectivist position where
the analytic relationship is the transmutative factor, and the other a
positivist, objective reality where the curative factor in analysis is insight.

Most analysts reading this summary of their position would, I believe,
consider this characterization as extreme. However, the implications of
both the relational and the structuralist position lead to these extreme
conceptual positions. The relational position does, however, raise many
vexing questions for all Freudian positions. The authority of the analyst is
a question that courses through almost every issue in psychoanalytic
technique. Why assume that the analyst knows more than the patient about
any given issue in the patient’s life? If transference is seen as a joint
construction of the patient and analyst, how is an analyst in a position tO
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make transference interpretations and assume they have relevance to the
patient’s life outside of analysis? If the analyst is not in a position to make
transference interpretations, then clearly the mutative factor in psycho
analysis may be solely or at least primarily the relationship between patient
and analyst. Rather than continue these considerations and questions,
which Steingart (1995) has taken up in great detail, I will instead try to
enumerate some of the contemporary Freudian answers to the questions
posed by the relational and intersubjectivity position(s).

Brenner’s (1995) position on the analyst’s authority is that when the
analyst thinks he’s right he should “stick to his guns” and continue his
interpretations. When I was supervised by a structural analyst, he suggested
a certain interpretation and I followed his suggestion in the following
session. The interpretation led nowheres and he suggested that I should
have made the same interpretation again during that session. When I asked
how often one would make the same interpretation, he answered as often
as it takes to get through to the patient. From my perspective (today) this
is not a Freudian viewpoint. If the patient’s thoughts and associations are
not facilitated by the analyst’s intervention, Freud (1937a) (in principle)
saw this as disconfirming the analyst’s interpretive efforts. In this respect he
had the beginnings of an operational approach to evaluate the analyst’s
efforts. Here Winnicott’s statements about interpretive efforts are an
appropriate extension of a Freudian perspective. Winnicott (1962) main
tains that the analyst interprets to demonstrate not what he knows but
rather the limitations of his knowledge. If something new does not appear
as a result of the analyst’s interpretations, then at best the interpretations
are merely descriptive (or reflective) of what has already been understood
in the analysis. Winnicott’s view is that the interpretive effort should
'facilitate the analysand’s efforts and lead to new places in exploring the
depths of the patient’s psychic realities. Bach (1985) and Steingart (1995)
have stated similar views about the role of interpretation.

How does one regard the analyst’s authority with respect to this view
of interpretation? To consider the analyst right or wrong is perhaps asking
a question from an inappropriate logical category. The question in this
context is the role of interpretive efforts in facilitating the analysis, that

8. Of course this could have been true for many reasons and we all know that in
supervision frequently the supervisee is making interpretations one week late. That is, he is
applying the supervisor’s suggestions from last week to this week’s material.



252 The Modern Freudians

is whether or not the interpretive effort facilitates the analytic process. At
this point one could reasonably ask what does it mean to facilitate an
analysis; for what purpose, or put more directly, what does the analyst
consider to be the transfigurative elements in an analysis? This larger
question will be asked later in this chapter but for our purposes here the
analyst has the authority (as does the patient) to interpret her shared
experiences with the patient and to put new meaning to these experiences.
The patient and analyst have a series of shared experiences that the analyst
is attempting to elucidate.9 The final authority (in these terms) always
rests with the way in which the patient is able to utilize the analyst’s
interventions.

So far I have deliberately not stated issues in philosophic terms, but in
order to _join the questions that have been asked I will venture into an area
where psychoanalysts typically are one to two decades behind the philo
sophic and literary sources they cite. In the way that Mitchell (1988) and
Hoffman (1992) have joined the issue the debate is between construction
ist and realist perspectives. Is what the analyst sees real and a continuing
aspect of the patient, or when the patient and analyst meet do we see a
construction of two people who produce a unique series of events that have
no necessary relationship to either of the two participants? The latter is the
strong form of the constructionist position. For once a constructionist
admits to the idea of enduring traits present in the patient (or analyst),
then the pure logical form of the argument is no longer available to the
constructionist. Rather at that point in time one can ask the extent to
which a trait is enduring and how many traits are enduring in a given
situation? If these questions are asked, then the question is a statistical
question-How many and how often? The realist would argue that these
questions by their very nature are the essence of realist questions.

There is another point of view that has been introduced by Ellman and
Moskowitz (1980), which they called the instrumentalist point of view.
Here one would say that either the realist or constructivist viewpoint should
each be considered as one alternative meta-theory to be judged by the
usual criteria that come into account in evaluating the efficacy of a theory.
From an instrumentalist perspective one might say there is no adequate

9. I am writing “elucidate” here, but as I have stated it is my view that the interpretive
effort is present as a means of facilitating the analytic process.
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theory to account for all the phenomena. If we did research, the results
would appear in the way that I just described.

The instrumentalist point of view is in accord with both the ego
psychological and the self and object Freudian position in understanding
the authority of the analyst and the role of interpretation in the analytic
situation. For the realist there can be only one interpretation of a given
situation, since of necessity there is only reality at any given point in time.
The constructionist sees even the idea of reality as a social construction and
having nothing necessarily to do with an existential reality. The instrumen
talist recognizes that there can be a number of views of reality but accords
the theory that accounts for given phenomena the highest status. Thus
an interpretive effort that facilitates the analytic process is accorded the
highest status even if this interpretation seems mundane in terms of its
narrative utility. The difficulty in psychoanalysis is that we have come to an
empirical approach so late in the history of our discipline. It is my hope
that many of us who have done research in other areas will turn our
attention to the psychoanalytic situation. Although there is not space in
this chapter to explore the similarities, Schafer’s (1976, 1992) narrative
action language propositions have the same logical status as the construc
tionist position.

FURTHER COMMON GROUND AND
DIVERGENT THEORETICAL VIEWS

It would seem that there is reasonable common ground between some
NYU self and object Freudians and Kohutians. Although there are points
of convergence, simply including the concept of containment indicates
differences between the self and object Freudians and Kohutians and
intersubjectivity positions. The Freudians include the concept of aggres
sion or destructive elements as being part of all conflicts and all transfer
ence states (and important affects to be contained). More importantly,
reflecting the patient’s states or adequately holding the patient is not an
end of the treatment but rather, as stated, a beginning that facilitates the
patient’s tolerance of and ability to utilize other perspectives. Here in this
conceptualization the question of a one- or two-person field is predicated
on the patient’s response rather than the ana1yst’s philosophic views. Thus
there are periods of time where the patient can only tolerate one person in
the room and the analyst is for the patient a selfobject. If the analyst insists
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on a two-person field, then it will be difficult to establish analytic trust.
Kleinian and structural analysts have typically insisted on being included in
the analytic room as a separate source of information via interpretive
efforts.

This position can tolerate the idea of two-person fields as long as the
position can also realize that at times the field narrows to a one-person
field. At the beginning of a treatment, as I have pointed out, there is often
a tolerance by the patient for only a one-person field. If the analyst is
unable to do this, then in my mind there can never be a true two-person
field. By the end of treatment one hopes there is a two-person field and a
useful interaction that characterizes the end of a successful analysis. The
analyst’s authority is subject to review at all times by the usefulness of his
interventions. The development of analytic trust means that the patient
may be able to reject an intervention and still accept the analyst and the
analytic process. In Bach’s terms the analyst has to accept the patient’s
subjectivity, and gradually the patient is able to integrate subjective and
objective positions. If one has difficulty with the term objective, although
there is little meaning to the term subjective without understanding the
concept of objective, then one can say that as the treatment progresses
the patient becomes more and more able to take and at times accept
multiple perspectives. Thus if one considers psychoanalysis as a meeting of
subjectivities, then as the treatment progresses the other’s subjectivity
becomes more important and is gradually accepted as an independent
subjectivity.

If we take a comparative approach, we can say that most relational
intersubjectivity authors have written as if the analytic situation must be
conceived of as a field constructed by the two participants. Most Kleinian
and classical writers (see Richards and Lynch, Chapter 1, for a recent
change in this position) have focused on the analysand as the person who
constructs the analytic field and whose conflicts are unearthed during the
course of an analysis. The self and object Fre 'dian position is one that
maintains that the analytic field changes dep nding on the nature of the
subjectivities that are meeting and the extent to which each person can
tolerate and facilitate the other. In a contemporary Freudian position the
initial subjectivity that is dominant is usually the patient’s, and the patient’s
signals should _ideally determine whether a two-person field can be
tolerated and utilized. Freedman’s (Chapter 4) distinction concerning the
ability to symbolize is a crucial one in the determination of the patient’S
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ability to utilize a two-person field. In this vein the question is the extent to
which two persons can inhabit one analytic process. I realize that I have
changed the ground in terms of the traditional argument of two- versus
one-person field. I have done this intentionally to provide a different focus,
that is, one that attempts to rely on the patient’s perceptions to determine
the nature of the field.

TRANSFERENCE AND ENACTMENTS

Freud’s (1905a) view that he expressed in the postscript to the Dora case
was more accurate and prescient than he could have imagined. He
maintained that transference was the hardest part of the treatment.
Transference analysis not only was difficult for him, transference analysis
was never a central aspect of his clinical work (Ellman 1991). Thus while
Freud saw transference as the central vehicle of analysis, it was a vehicle
that often got derailed. In my view the current focus on enactments is in
part an implicit acknowledgment of the general difficulty of analyzing
transference manifestations (Ellman 1998). Leaving this hypothesis aside,
we can state that while all contemporary Freudians conceptualize transfer
ence as a ubiquitous occurrence, there are differences of opinion as to
when transference manifestations should become the leading edge of an
analytic treatment. For Brenner (1982), as a contemporary structuralist the
transference is interpreted as soon as possible in the course of an analysis.
Brenner’s view is that the designation of a portion of the analysis as the
transference neurosis is due to analysts’ not interpreting transference early
enough in the treatment situation. The transference should be interpreted
as early and thoroughly as possible. Since Brenner sees all transference as
containing libidinal and aggressive elements, the structuralist is also aware
that a given transference state always contains elements of unconscious
fantasy that is unlike those that are being manifested at a given point in
time.

Self and object Freudians are concerned with both the transference
and the therapeutic object relationship. Thus while in the case of Richard
Lasky’s (Chapter 10) patient all Freudians would agree with Lasky that the
patient’s reactions were a manifestation of transference, the central issue
that divides Freudians is determining when the transference is in inter
pretable form. Self and object Freudians are consistently aware of the
patient’s state and some have maintained that a treatment consists of
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several transference cycles (Ellman 1991, 1997a, Freedman 1994). Often
similar material will have to undergo several cycles before it is fully
interpretable. Even then interpretable transference is a delicate balance
where the patient’s and analyst’s narcissistic equilibrium is easily disrupted.
One might consider this state of equipoise allowing space for the patient to
create an illusory (and simultaneously real) relationship that we call
transference. It is possible to conceive of the interpretable aspects of this
relationship as occurring in what Winnicott called transitional space. In
this space patients are able to experience transference as a created illusion
and thus are more easily able to accept it as a production of their own.

Interpretation outside the ripeness of the material is indoctrination
and produces compliance. A corollary is that resistance arises out of
interpretation given outside the area of the overlap of the patient’s
and the analyst’s playing together. Interpretation when the patient has
no capacity to play is simply not useful, or causes confusion. When
there is mutual playing, then interpretation according to accepted
psychoanalytic principles can carry the therapeutic work forward. This
playing has to be spontaneous and not compliant or acquiescent.
[Winnicott 1971, p. 51]

Winnicott is maintaining that the condition of mutual play is necessary for
the success of an interpretive effort. This “play” occurs in transitional space
and permits the patient to receive from the analyst in a manner that allows
the patient the experience of creating while simultaneously keeping the
experience “intensely real” for both patient and analyst. When the space
can be created the conditions for interpretation have been met. Thus
the self and object Freudians consider the manifestation of a consistent
transference state and insight about this state crucial elements of an
analysis. It is easy, however, to be induced into or induce the patient into
enactments when the treatment becomes intense. By “enactments” I am
not referring to momentary exchanges between patient and analyst. These
momentary exchanges are often ways in which the affect is kept alive in the
mutual play that Winnicott mentions. Rather, I am talking about prolonged
enactments that are only beginning to be fully described in contemporary
literature (Ellman 1998). Why has it taken the analytic community so long
to begin to describe the interactions that occur between analyst and
analysand that at times lead to enactments?
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It is my view that because of the shame the classical (structural)
position put into the concept of countertransference, it was rare to see an
analyst talk about difficulties in the analytic situation. Hence Racker’s
(1968) work on countertransference became a classic in part because there
were few other works that even broached the subject. In modern times
Bird’s (1972) seminal article on transference and Sandler’s (1976) paper
on role responsiveness positioned the analyst’s (counter)transference or
reactions as topics that could be profitably discussed. Since that time
contemporary analysts such as Jacobs (1991), McLaughlin (1981, 1991),
Hoffman (1983, 1992), and Renik (1993) have all put forth views about the
analyst’s role in enactments that at the very least allow the analytic
community to talk about the analyst’s reactions to the patient’s transfer
ence. In my opinion it is unfortunate that a self and object Freudian
perspective has not as yet been put forth.

A COMPARATIVE APPROACH

What has Winnicott added to the contemporary Freudian position? He has
helped clarify the conditions necessary for interpretation and he has
implicitly added to the definition of transference (Steingart 1983). In the
present formulation, analytic trust leads to the creation of transitional
space and the possibility of interpretable transference states. Enactments
occur when interpretations are made outside of transitional space. In other
words, some enactments are a result of interpretations before the patient
is ready for mutual play. In Freedman’s (Chapter 4) terms the requisite
conditions for an interpretable transference state depend on the patient’s
ability for symbolization. In a similar manner Grand (Chapter 5) maintains
that the capacity for self-reflection is a necessary condition to conduct an
analysis. We can put together these positions by realizing that a necessary
condition for self-reflection and symbolization is the occurrence of transi
tional space. The development of analytic trust allows for the capacity of
the real and the not real to exist side by side. It also allows for the person
to begin to accept aspects of the self and other without each threatening
the existence of self. If the experience of self continuity is constantly
threatened, then there can be no space between the self and the other;
either the other will be desperately needed or dangerously close. In
Winnicott’s terms (which Klein adopted) when analytic trust has devel
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oped, the individual is no longer in danger of falling to bits. Gediman
(Chapter 7) I believe makes a similar distinction from a different point of
view when she invokes the concept of zone of proximal development
(ZPD). This concept borrowed from Vygotsky (1978) by Wilson and
Weinstein (1996) is a way of conceptualizing the therapeutic relationship
and transference within a single hierarchical perspective.

Up to this point the position that I have been outlining is at least
somewhat different than my reading of a Kleinian or modern Kleinian
(Schafer 1997) position. That position is similar to the contemporary
structuralists’ position in the manner that the transference is interpreted.
It is my view that the Kleinians typically interpret at deeper levels than the
contemporary structuralists, but this is one analyst’s viewpoint (Ellman
1996). I have based these distinctions partly on my reading of Kleinian
material and partly on a discussion of a Kleinian case presentation (Ell
man 1996). Leaving depth aside, a Kleinian focus is consistently on the
here-and-now transference (Spillius 1988). Their sessions may frequently
contain a number of interpretations that are a result of a feeling or state
that they have experienced (Hill and Grand 1996). This cannot be
considered a shared analytic experience since patients are usually unaware
of their efforts to rid themselves of these thoughts and incipient affects.”
One question to be asked about this type of interpretive effort is the extent
to which the therapeutic object relationship guides the analyst’s interven
tions? Or more pointedly, it is possible to consider these comparative
approaches from a vectorial perspective; one might ask when and how
often does the Kleinian analyst interpret and to what extent does the
therapeutic object relationship guide the analyst’s interventions? The topic
of the therapeutic object relationship is rarely alluded to either overtly or
covertly in the Kleinian literature. On that basis one might assume that the
issue is not in the forefront of their thinking about analytic treatment.
Moreover, from a self and object Freudian position the Kleinian approach
at times disrupts the therapeutic object relationship. The analyst is put in
a position as the objective decoder of subjective states. In this respect there.

10. To fully enter into this discussion would require an extensive treatise on projective
identification and containment. Here I can only say that I believe it is possible to find the
concept of projective identification extremely valuable while having different ideas (from
Kleinian’s ideas on treatment) on how to handle the manifestations of projective identifica
tion in the treatment situation.
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is a one-person field where the analysand is creating and the analyst is
observing the field.

I have previously stated there is a convergence of positions between
self and object Freudians and some self psychological positions; the
convergence, however, dissolves as transference manifestations are consis
tently manifested and in turn analyzed. Since there are a number of self
psychological positions I will restrict myself here to Kohut, as I put forth a
quintessential self analytic position and in addition remark on what I will
term an intersubjectivity-relational problem. To understand these diver
gent positions I will try to briefly outline my understanding of Kohut’s
position about the analysis of consistent transference states. Kohut advo
cates only interpreting the transference when the analysand perceives a
break in the analyst’s empathic stance. This can occur because of some
action on the part of the analyst or because of part of the normal structure
of the analysis (weekend breaks, summer vacations, etc.). In this mode
if the analysand is in the midst of an idealizing transference, then the
analyst only interprets when there is a disruption in the transference. Thus
the idealizing transference itself is considered to be sufficiently trans
mutative to allow for the beneficial results of an analysis. This is different
in three respects from all Freudian analysts: (1) All Freudians strive for the
analysand to be able to receive interpretive comments from the analyst that
are designed to elucidate the meaning of unconscious fantasy. It is a crucial
aspect of the treatment for patients to be able to tolerate and utilize a
perspective that is not part of their conscious experience. Indeed this may
cause momentary disruptions in analytic trust, but if the interpretation is
well timed, these disruptions will be momentary and frequently beneficial.
(2) All Freudian analysts believe at some point in the treatment situation
patients should be helped to understand aggressive (or destructive) aspects
of their unconscious fantasy life. (3) These interpretations should at times
be made when the patient is experiencing either erotic or aggressive
feelings. The interpretations should not be restricted to periods when
patients experience the analyst as no longer being empathically attuned to
their experience.

Thus the content and the timing of the interpretive efforts of
Freudians necessarily differ from Kohutians and any intersubjectivity
analysts that I have encountered including Stolorow and colleagues (1987),
Hoffman (1992), and Spezzano (1993). It is my view that the manner in
which Kohutians interpret does not allow the patient to fully appreciate
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another in the therapeutic situation. The analyst by only interpreting
during perceived breaks in empathy seems to indicate that patient and
analyst must work to repair this situation. This is opposed to my interpre
tation ofa Freudian position where the analyst (at least at some point in the
treatment) trusts that the patient can tolerate differing perspectives
between analyst and analysand. There is a seeming requirement in
Kohutian analyses that the patient should quickly be put back into a
mirroring or idealizing transference state. In my terminology this does not
allow for the full development of analytic trust. Thus while Kohutians begin
the treatment in a manner that is in accord with self and object Freudians,
once patients are in a consistent transference where they can hear and
utilize another, the self and object Freudians diverge from the Kohutian
stance.

Up to this point I have downplayed the convergence between Freud
ian positions. Once the self and object Freudian senses that the patient can
utilize another (or the other becomes another), then the self and object
and the structural positions tend to converge. Even at these points in treat
ment it seems to me that self and object Freudians utilize the therapeutic
object relationship in a way that is not present in structural theory. In
comparison the ego-psychological position does not seem to have a place
for transference interpretations in its therapeutic repertoire. The idea of
cooperative work in the analysis is one that extends throughout an analysis.
In at least my version of the self and object position, analytic trust is solidi
fied when patients can take in and utilize a perspective that is distinctly
different from their own conscious perspective. Thus while the ego
psychological and the self and object positions converge earlier, they also
diverge during periods of time that are deemed to contain interpretable
manifestations of transference.

GOALS OF PSYCHOANALYSIS

I have previously stated that an analysis can be viewed as being composed
of a series of transference cycles (Ellman 1991, 1996, l997a). The cycle
starts with the analysands’ allowing the analyst to enter their world and the
analyst being receptive to a world that penetrates various barriers including
the analyst’s defensive barriers. The analyst has to be willing to contain
both wanted and unwanted material and return this material in a manner
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that is useful to the analysand. During the opening phase the analyst has (0
allow the patient to utilize the analytic situation in a manner that often
severely tests the analyst’s ability to contain and remain empathic. If the
analyst can maintain this stance, it can help facilitate the analysand’s ability
to tolerate a two-person field. When this occurs often the analyst under
stands that the patient is ready and in some ways desirous of hearing
interpretive attempts by the analyst. To be sure, there are some patients
who desperately do not want the analyst to come near and certainly not to
enter their worlds. In fact, all patients in some way or another need to fend
off the analyst’s attempts at interpenetration. Since I am often asked about
this type of patient, I can only reiterate that it generally is precisely this type
of patient where analytic trust is both hardest to develop and most crucial
for the continuation of a treatment. Paradoxically often certain distant
(frequently schizoid) patients can easily tolerate interpretive efforts since
they are receiving these efforts in a superficial, intellectalized manner. It is
exactly with this type of patient that emotional interpenetration is crucial
and where the beginning phase of the treatment is both crucial and at
times the longest part of the treatment. This reminds me of an anecdote
about an expert in multiple personalities who maintained that once the
paient’s personalities had been unified, one could successfully do tradi
tional analytic treatment with such patients. When someone asked how
long this would last, he answered that the traditional treatment was usually
only a matter of one or two years. The unification, however, often lasted ten
to twelve years.

When the patient is ready for interpretive material a new aspect of
trust is formed in the willingness to hear divergent perspectives. There are
at least two different meanings of divergent perspectives: (1) listening to
another’s view of one’s unconscious life; (2) beginning to listen to aspects
of a part of the self that has been sealed off and defended against and in
many ways deemed untrustworthy.

I will not at this point try to focus on the nuances of trusting another
while coming into contact with aspects of the unconscious (and frequently
hated) parts of the rejected self. I will only comment that Freudian ideas
such as free association and evenly hovering attention are seen by self and
object F reudians as analytic ideals that are achieved during the course of an
analysis rather than at the beginning of a treatment. Thus many Freudians
have not given up the idea of free association but see patients’ ability to
freely talk about what is on their mind as an achievement of analysis rather
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than a criteria for analyzability. In a similar manner, evenly hovering
attention is something the analyst can achieve when she is able to sit back
and freely listen to the patient while trusting in the analytic process. In
each analysis I am positing that this is an accomplishment that is achieved
gradually through a number of transference cycles and most fully in the
termination phase of the analysis.

The structural and Kleinian emphasis on the patient’s receptivity to
the analyst is an important emphasis, but an equally important emphasis
is the patients’ authentically becoming active in developing their own
analyzing function (developing a sense of agency through the analytic
process). Here there are a number of differences within positions, so that
Novick (1982), an author I respect a great deal, argues against the patient’s
analyzing function being an important criterion for a successful termina
tion in analysis. From my perspective if I had to do a study on what
differentiates analysis from other treatments, this would be one of the
features I would stress. Thus Grand stresses the self-reflective function,
while Gediman, Steingart, Bach, and Druck all in one manner or another
envision the analytic process as providing an increasing sense of agency
during the analysis. I have tried to stress elsewhere (Ellman 1991) that the
role of the analyzing function should be seen through a wider lens than
simply relegating it to verbal channels.

At a recent presentation, a Kleinian analyst told an audience that he
had been mistaken in a given intervention with a patient. A discussant
asked whether the analyst would discuss this mistake with the patient. The
analyst answered that if one were to do this, it leads an analyst into an abyss
or slippery slope, with the implication being that it is questionable whether
the analyst will be able to climb back from this slippery slope. This seems
to me to be a fundamental-difference in perspective between this position
and my understanding of self and object F reudians. Not admitting an error
is in my mind either an unfortunate avoidance or more negatively it is
an attempt (albeit unwittingly) to foster a certain type of idealization of
the analyst. While it seems to me that certain types of personal disclosure
that are becoming popular in today’s analytic world are for the analyst’s
benefit (or indulgence), the disclosure of a mistake is one that if it is not
made it is saying in effect that only the patient need be honest while the
analyst has the privilege of a certain type of subtle dissembling or
subterfuge. It puts a hole in the shared analytic experience and I would say
it hampers the patients’ ability to explore their inner world. To put this in
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terms that I have been using, it hampers the patients’ ability to develop
analytic trust. Thus while disclosure should not be avoided, it should be
included only if the analyst believes it will further the analytic process.

A reader might now ask whether there aren’t more differences than
similarities between Freudians. I would say that since I believe the
structural position is derived from the classical position in the United
States, I have many criticisms of the classical position. Nevertheless, I
believe that for all contemporary Freudian positions, the patient’s re
sponses to interpretations are at the core of evaluating the success of the
intervention. The patient must have access to at least some of the material
that led to the analyst’s intervention. Both patient and analyst should have
a shared experiential base or else the patient would to some extent be
accepting the intervention on the basis of the analyst’s authority. This from
my viewpoint is anti-analytic or at the very least a factor that would stifle a
shared analytic process. I think that all Freudians share in this concept.
More importantly, all Freudians see conflict stemming from unconscious
fantasy and uncovering these fantasies is a central goal of an analysis.
All Freudians would agree that “the recognition of an unconscious, of
the ego’s need for defenses against intense anxieties, the assumption of the
past in the transference situation with the analyst, symbolism and so on are
common assumptions” (O’Shaughnessy 1997, p. 34) that they and Klein
ians share. It is my view that many intersubjective, relational and interper
sonal analysts do not share these assumptions. Adams-Silvan and Silvan
(Chapter 3) show how important unconscious motivation is to a contem
porary Freudian. Lasky (Chapter 10) demonstrates clearly that transfer
ence highlights how unconscious fantasy gains expression. Transference is
the main vehicle of the analysis, although there are large differences in
how one manages (facilitates) the transference in the analytic situation.
For self and object Freudians, Winnicott, Kohut, and Klein can be seen as
part of contemporary Freudian thought. Structural Freudians are more
strongly tied to the classical literature in the United States. It seems that all
Freudians can join the ego psychological F reudians in utilizing the
concepts of Hartmann (1939) and Anna Freud (1936).

The treatment enters into the termination phase when mutual trust
has developed (Ellman 1997b). The analyst has learned to truly listen to
the patient and at times achieves evenly suspended attention. The analyst
is not disrupted by the patient and the analysand is free to allow ideas to
come to mind, tolerate the anxiety these ideas provoke, observe these
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themes, and share them with the analyst. For both analyst and analysand
the other is not primarily seen as anxiety provoking, but rather can be an
object to identify with, love, and occasionally destroy. Thus the analyst can
comfortably be placed in transitional space and be brought back without
the illusion of the analysis being lost. When both analyst and analysand can
accomplish this, the analytic task is at an end. In a similar manner, if we can
listen to each other’s theories without becoming disrupted and tolerate the
anxiety that a different theory brings with it, perhaps we can find more and
more of the common ground that Wallerstein (1988) believes (or wishes)
we all inhabit.
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Asking for Freud’s Blessing

Martin S. Bergmann

As this is the last chapter, I am reminded of the _story of a speaker who
asked the chairman how long he should speak and was told, “You can speak
as long as you wish, but we are going to lunch at 1:00 P.M.” It is a quarter
to one.

Sixty years ago when I was a graduate student I was impressed by a
statement by Vilfredo Pareto (the Italian sociologist, 1848-1923, who was
Freud’s contemporary). “It is the function of the philosopher to point out
logical inconsistencies in a system, but it is the function of the sociologist
to discover why they persist.” Mutatis mutandis, it is more important for
contemporary psychoanalysts to inquire why different schools exist, rather
than to search for the shortcomings in the competing systems.

Psychoanalysis was born at a crossroads between the rational humanist
tradition of the eighteenth century and the interest in the unconscious, the
irrational, that characterized the Romantic period of the nineteenth
century. Freud investigated the irrational, but his alliance was to the
humanist Western tradition.
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The roots to F reud’s thought go back to Greek philosophy. There is a
direct line of development connecting Plato with Freud. In the “Phaedrus”
Qowett 1937), Socrates is asked whether he believes the mythological
stories. He replies:

This sort of crude philosophy will take up a great deal of time. Now I
have no leisure for such inquiries; shall I tell you why? I must first know
myself as the Delphian inscription says; to be curious about that which
is not my concern, while I am still ignorant of my own self would be
ridiculous. And therefore I bid farewell to all this; the common
opinion is enough for me. For, as I was saying, I want to know not
about this, but about myself: Am I a monster more complicated and
swollen with passion than the serpent Typho, or a creature of a gentler
simpler sort, to whom nature has given a diviner and lowlier destiny?
[pp. 235-236]

It was Socrates who first noticed that artisans have a special kind of
wisdom that pertained to their trade, but they do not thereby possess what
he called wisdom. Socrates did not call himself a sophist, a man who knows,
but a philosopher, a lover of knowledge. Today psychoanalysts are facing a
similar problem: Are we artisans skilled in the removal of irrational fears
and sexual malfunctioning or do we possess, because of the kind of work
that we do, a special kind of wisdom? Freud, in spite of his contempt of
philosophers, was a philosopher himself. He left us with the question of
whether his philosophy is an indispensable part of psychoanalysis, or a
private, personal outlook on the world? Waelder (1962) made a case in
favor of dividing psychoanalysis from Freud’s personal jhilosophy. Eissler
(1975) drew far-reaching philosophical conclusions based on psychoana
lytic premises.

The rational worldview is today under siege. Irrational movements
seem to gain strength as the century comes to an end. Everywhere religious
fanaticism is on the increase. We should therefore not be surprised that
psychoanalysis, whose roots are in the European Enlightenment, has lost
some of its appeal. Even within psychoanalytic practice we encounter
patients who believe in astrology, reincarnation, and alternative medicine.
These beliefs do not necessarily affect the efficacy of psychoanalytic work.
For example, I have found that if such patients are encouraged to describe
their previous incarnations, they turn out to represent unconscious wishes
projected onto the mythical past.
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In the “New Introductory Lectures” (1933) Freud insisted that psy
choanalysis does not have a weltanschauung of its own.

Weltanshauung is, I am afraid, a specifically German concept, the
translation of which into a foreign languages might well raise difficul
ties. If I try to give you a definition of it, it is bound to seem clumsy
to you. In my opinion, then, a Weltanschauung is an intellectual
construction which solves all the problems of our existence uniformly
on the basis of one overriding hypothesis, which, accordingly, leaves
no question unanswered and in which everything that interests us
finds its fixed place. It will easily be understood that the possession of
a Weltanschauung of this kind is among the ideal wishes of human
beings. Believing in it one can feel secure in life, one can know what
to strive for, and how one can deal most expediently with one’s
emotions and interests.

If that is the nature of a Weltanschauung, the answer as regards
psycho-analysis is made easy. As a specialist science, a branch of psy
chology-a depth-psychology or psychology of the unconscious-it is
quite unfit to construct a Weltanschauung of its own: it must accept
the scientific one .... Psycho-analysis has a special right to speak for
the scientific Weltanschauung at this point, since it cannot be re
proached in having neglected what is mental in the picture of the
universe. Its contribution to science lies precisely in having extended
research to the mental field. [p. 158-159]

Freud never specified what he meant by the weltanschauung of
science, but I found a passage in a book by Norbert Elias (1990), a German
sociologist, who described what Freud must have had in mind.

There must exist more human beings like myself, that have no fear of
what they will discover; apparently there are people who fear they will
discover some unhappiness if they think realistically about themselves.
Take Freud as an example. He wished to discover in his own way
the way in which things really are, independently of what other people
thought. This is the task of a scientist in the social as well as in the
natural sciences. This is the ethos of a scientist. [p. 63, my translation]

There is yet another Freud. We meet him at his strongest in 1926(b)
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For we do not considerate it at all desirable for psycho-analysis to be
swallowed up by medicine and to find its last resting place in a text
book of psychiatry under the heading “Methods of Treatment.” . . .
As depth-psychology, theory of mental unconscious, it can become
indispensable to all the sciences which are concerned with the
evolution of human civilization and its major institution such as art,
religion and social order. [p. 248]

If psychoanalysis is indispensable to the humanities and the arts, will it only
affect them or will it become affected by them? Can psychoanalysis be so
significant without having a weltanschauung of its own to contribute? By
subordinating psychoanalysis to science Freud avoided the thorny question
of whether science has a philosophy of its own and avoided dealing with the
ultimate implications of his own creation.

While the quote above was written in 1926, the transition from the
specialist in nervous disorders and the critic of culture began early. In
“The Interpretation of Dreams” (1900) and in “The Psychopathology of
Everyday Life” (1901) Freud realized that much of what he found to
be typical of neuroses is of importance beyond the confines of therapy
since everybody dreams and everybody forgets names and makes slips of
the tongue. In 1907 Freud realized that the symptoms of individual
obsessive-compulsives are identical with the commandments of Western
religions, particularly those of the Catholic church and Judaism, the
religions most familiar to Freud. A year later (1908) Freud found that
antagonism exists between the demands of civilization and instinctual life.
With that paper the specialist in nervous illnesses became a critic of
civilization. In 1913 in the essay “Totem and Taboo,” Freud attempted a
bold interpretation as to how civilization originated and this trend of
thought was continued in Freud’s last book, “Moses and Monotheism”
(1939). In contradiction to the claim that psychoanalysis has no philosophy
of life to offer, Freud wrote a number of books, notably “Beyond the
Pleasure Principle” (1920), “The Future of an Illusion” (1927), and
“Civilization and Its Discontents” (1930), that must be classified as philo
sophical books. Psychoanalysts as a group did not necessarily follow Freud’s
lead in “Civilization and Its Discontents” and did not necessarily agree with
Freud’s main finding of 1920 of the eternal struggle between the libido as
a life instinct and the death instinct.

Keeping these efforts in mind we can no longer claim that psycho
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analysis has no weltanschauung of its own and must attempt to make
explicit what it consists of.

Freud was influenced not only by Goethe, Schiller, Lessing, and
Shakespeare, but also by Darwin and the antireligious and materialistic
philosopher Feuerbach. Freud decided to become a physician, rather than
a lawyer, under the influence of an essay on nature that was at that time
attributed to Goethe. A famous slip by Freud himself, “You owe nature a
death,” is a parapraxis from Shakespeare’s Falstaff to whom Prince Hal
says, “You owe God a death.” Falstaff, it will be recalled, refuses to pay
before the note has become due. The slip suggests that, for Freud, nature
replaced God. The reader will also recall Freud’s poignant remark that
happiness was not included in the plan of creation. With regard to happi
ness Freud reached a surprising conclusion: human happiness is attainable
only when wishes of childhood become fulfilled. The fulfillment of an
adult wish does not possess the capacity to make us happy unless it operates
in conjunction with a childish wish. Psychoanalysis after a short period
when it was allied with various progressive movements (Freud 1910b) did
not aim at human happiness. The wisdom of psychoanalysis begins with the
realization that psychoanalysis itself does not aim to make us happy, but
only to remove the extra burden that neurosis has imposed upon man. To
use an analogy, psychoanalysis does not try to eliminate all taxation, but
only to eliminate a particular burdensome tax called neurosis. It aims to
prepare man to be capable of tolerating the miseries of ordinary existence
without adding to them.

Below the surface, but sometimes even explicitly, this book has echoed
a debate with object relations theory, whose representatives are not
included here. But they constitute the “significant others” to whom much
of what has been said here was addressed.

In a historical context it is important to keep in mind that object
relations theory has emerged from the confluence of different lines of
thought. One of its roots goes back to F erenczi and the work of his disciple
Michael Balint (1968). There is a remarkable revival of Ferenczi going
on (Aron and Harris 1993, Rudnytsky et. al. 1996). I participated in this
revival in 1976 when I included a section on Ferenczi in a book on
technique (Bergmann and Hartman 1976b), and more recently (Berg
mann 1996). Ferenczi began by introducing changes in the technique of
treatment and, up to 1919, Freud welcomed these changes. But when
Ferenczi introduced mutual analysis, a new paradigm, less rational than
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that of Freud, was introduced. Freud feared that trauma as the cause of
neurosis would be reintroduced at the expense of insights gained through
the understanding of intrapsychic conflict. Ferenczi’s two mayor papers
(1929, 1933) were written when he was already in disagreement with Freud.
Ferenczi introduced into psychoanalysis the idea that if the baby is not
welcomed by love when he enters the world, he will succumb to the death
instinct and will not wish to live. Ferenczi, therefore, anticipated the
findings of Spitz (1945, 1946) by over a decade. In the next paper Ferenczi
introduced the idea that the baby is dependent on receiving appropriate
love in a dosage that he can assimilate. Otherwise, the infant becomes
over-stimulated and will feel seduced, regardless of whether he was sexually
abused or not, with dangerous results for his future. Ferenczi’s ideas were
based on Freud’s death instinct theory, but, in contrast to Freud, they were
clinical rather than theoretical, and contained a criticism of Freud.

The next impetus for object relations theory came from Melanie Klein
(1948) and is connected with her emphasis on internal objects, both good
and bad. For Melanie Klein the internalized objects have to a significant
degree replaced Freud’s tripartite division into ego, id, and superego. In
practical terms the difference found expression in the greater emphasis on
transference interpretations, which take precedence over other interpre
tations. As a result, the analysis is directed into the here and now of the
therapist-patient relationship, often at the expense of the genetic point of
view and the emphasis on reconstruction. The Kleinian analysand relives
more in the transference, often at the cost of ego autonomy and the
therapeutic alliance.

The third emphasis came from Fairbairn. Within three years after
Freud’s death Fairbairn developed a new paradigm that differed from both
Klein and Freud. F airbairn (1952) differentiated between two kinds of bad
objects. Unconditionally bad objects are those that did not give love to the
child. Conditionally bad objects were loving, but morally bad. To counter
act unconditional badness, the child internalizes good objects. These good
objects assume superego roles and transform unconditionally bad objects
into conditionally bad ones. This is also the function of religion. The
believer becomes burdened by sin and is morally bad, but, at the same
time, he is no longer unloved. Instead of Freud’s tripartite division between
ego, id, and superego Fairbairn suggested the central ego (the “I”), the
libidinal ego, and finally the aggressive and persecutory ego, which
Fairbairn called the internal saboteur. Because Fairbairn’s metapsychology
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is a relatively simple one, it is easy to see that we are dealing with a third
paradigm. Fairbairn is remembered less for his metapsychology than for
the assertion that the libido is not pleasure seeking or discharge seeking,
but object seeking.

A fourth line of development came from Winnicott, who, beginning in
1951 with his paper “Transitional Gbjects and Transitional Phenomenon,”
stressed the significance of the transitional object. In further work (1971)
he created a metaphor based on the transitional object and called it the
transitional space between mother and child.

Psychotherapy takes place in the overlap of two areas of playing, that
of the patient and that of the therapist. Psychotherapy has to do with
two people playing together. The corollary of this is that where playing
is not possible then the work done by the therapist is directed towards
bringing the patient from a state of not being able to play into a state
of being able to play. [p. 38]

Forcefully Winnicott described the interplay between love and hate:

After “subject relates to object” comes “subject destroys object” (as it
becomes external); and then may come “object survives destruction by
the subject.” But there may or may not be survival. A new feature thus
arrives in the theory of object-relating. The subject says to the object:
“I destroyed you,” and the object is there to receive the communica
tion. From now on the subject says: “Hullo object!” “I destroyed you.”
“I love you.” “You have value for me because of your survival of my
destruction of you.” [p. 90]

The ideas expressed in this paragraph are derived from Freud’s dual
instinct theory, but Winnicott found a new way of looking at what goes on
between the therapist and the difficult analysand. Winnicott became the
most admired among object relations theorists.

A fifth line of development leads back to the Hartmann group and
particularly to the work of Spitz (1965) and Mahler’s whole work. “It can
never be sufficiently stressed that object relations take place in a constant
interaction between two very unequal partners, the mother and the child.
Each provokes the response in the other; that this interpersonal relation
ship creates a field of constantly shifting forces” (Spitz 1965, p. 204). Such
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observations mark the transition from ego psychology to object relations
theory. Freud himself was not an object relations theorist because he
envisioned the baby as born in a state of primary narcissism. The Hart
mann school transformed the term primary narcissism to mean the undif
ferentiated matrix out of which different developments will ensue. One of
the most important developments was from the need-satisfying state to the
reaching of object constancy. When the latter stage is reached the child
becomes capable of loving. The Hartmann group was not openly critical of
Freud, but as I have shown elsewhere (Bergmann 1998a) they too modified
Freud’s paradigm in many significant ways.

Object relations theorists, like Freudians, are not a monolithic group,
but they all share one important idea: they believe that Freud, because he
was a self-analyzer, created psychoanalysis on the model of one-person
psychology, with the analyst’s role restricted to observer and interpreter.
Object relations theorists see psychoanalysis as a two-person psychology. We
have all been influenced by the two-person paradigm, but not to the same
degree. To illustrate the difference I select a 1996 paper by Thomas Ogden.
Because of space limitations I will not do justice to that paper and
concentrate only on the interpretation of one dream. Dr. Ogden’s patient
dreamt:

“An old man was sitting in his study reading. It was like your office, but
it wasn’t actually your office. It was dark and had a dank, seedy feeling
to it. People were peering through the window at him. I was one of
them. It was terribly important to be perfectly still so as not to be
caught. I was afraid Iwould pee. He seemed like a depressed, dirty old
man. I thought he was only pretending to read or forcing himself to
read. I also had the feeling that he was trying to turn himself on
sexually by reading, but it wasn’t working.” [p. 1130]

Dr. Ogden’s comments:

It was at this point that the very disturbing thought occurred to me
that Ms. A. must have been watching me watch her .... Everything
seemed to have suddenly and unexpectedly been reversed: what had
been private had become public; what had felt like simple curiosity
had become prurient interest. [p. 1130]
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Ms. A. and I in the (asymmetrically) shared experience of this
transference-countertransference drama, had each in our way insisted
that we are not the outsider to the parental intercourse, but were
“really” adults participating in it .... The old man (simultaneously
representing me, the patient’s internal world, and the analytic rela
tionship) was depressed and lonely, going through the motions of
reading or perhaps attempting to escape his depression by means of
solitary, empty sexual excitement. [p. 1131]

While the Freudian analyst would inevitably ask for free associations for any
dream, Dr. Ogden uses his own countertransference reaction as a substi
tute for the free associations of the patient. As a Freudian psychoanalyst I
am accustomed to forming a hypothesis after I hear a dream. I then listen
to the free associations in order to confirm or disconfirm my hypothesis. In
the absence of free associations I can only offer my hypothesis: the dream
contains a memory of the patient as a child observing her father looking
at pornographic literature and masturbating. Should my hypothesis turn
out to be correct through the free associations of the patient, I would
add that, at that moment, the patient realized that the mother is not a
satisfactory sexual partner to the father and this realization in turn
stimulated her own oedipal excitement (the need to pee), but at the same
time debased the image of the father, hence the deadness.

The work of supervision with candidates and beginning therapists
usually consists of helping the beginner to bridge the gap between case and
paradigm. Today we no longer enjoy the luxury of certainty that our
paradigm is, objectively speaking, the best. We have learned that irrational
subjective factors, including our own personal analyses, often determine
the choice of the paradigm. If the analysis was a successful one we retain
the paradigm of our analyst. If it failed, we will seek another. It is even
possible that if Dr. Ogden had tried the Freudian paradigm, or I his,
neither one of us would profit. For analysts differ in the kind of paradigm
in which they can be most productive.

THE EVOLUTION OF MY THERAPEUTIC POINT OF VIEW

When I became a psychoanalyst in New York after World War II the
Hartmann period was in full swing. In 1958 a symposium, “Psychoanalysis,
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Scientific Method and Philosophy,” was organized under the chairmanship
of Sidney Hook (1959). In that symposium the opening statement was
made by Hartmann himself with his well-known paper “Psychoanalysis as a
Scientific Theory” (1959). To the dismay of a younger generation of
psychoanalysts, Hartmann could not hold his own against the criticism of
the philosopher of science Ernst Nagel. In 1962 Waelder, in a review of the
symposium, repaired some of the damage, but a loss of faith had taken
place.

Waelder’s attempt to rescue the scientific status of psychoanalysis was
to create a hierarchical order of the data. On the first level are the data of
observations that every psychoanalyst collects; they form the level of
observation. The interconnections of these data form the level of clinical
interpretation. When these data are generalized, the level of clinical
generalization is reached. These levels lead to theoretical formulations and
result in a clinical theory. Further abstraction leads to the level of
metapsychology. Finally, since Freud had a tendency toward philosophiz
ing, there are also Freud’s philosophical ideas.

The advantage of Waelder’s hierarchy was that one can stop at any
level without feeling that he is no longer a psychoanalyst. Its disadvantage
became clearer to me much later: the structure does not reflect the history
of psychoanalysis. Freud himself did not gradually go up the ladder; all the
phases were there from the beginning. Neither psychoanalysis nor, for that
matter, any other science proceeded in this orderly fashion. It was Kuhn’s
(1962) Structure of Scientyic Revolutions that showed me Waelder’s error. But
for many years I and my students found his formulation the answer to the
Hook symposium.

A new journal, the journal of Psychoanalysis and Contemporary Thought,
was founded under the leadership of Benjamin Rubinstein with the explicit
aim of making psychoanalysis subject to a more rigorous scientific scrutiny.
In 1976 George Klein published his book Psychoanalytic Theory: An Explora
tion of Essentials, which contained such challenging chapters as “Is Psycho
analysis Re1evant?” and “The Ego in Psychoanalysis: The Concept in Search
of Identity.” That book signaled a revolution among Rapaport’s students
against Freud’s metapsychology. Special publications under the heading of
“psychological issues” became the literary expression of this group. For
David Rapaport psychoanalytic metapsychology was the glory of psycho
analysis and Chapter 7 in The Interpretation of Dreams (Freud 1900) was the
text that all of us felt obliged to master. Many of Rapaport’s students were
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psychologists who were admitted into psychoanalytic training after they
promised to use psychoanalysis as a research tool and refrain from
practicing psychoanalysis. It is conceivable that their rebellion against
psychoanalytic metapsychology was an indirect expression of their revolt
against the restriction to practice.

The second book that had a powerful effect on the psychoanalysts of
my generation was Thomas Kuhn’s The Structure of Scierttyic Revolutions, first
published in 1962 and enlarged in 1970. It was Kuhn who introduced the
concept of paradigm, which I have used so often. To Kuhn a scientific
paradigm is a time-limited concept, but while it dominates the thinking of
a given scientific community it serves as the model for the problems raised
and the solutions found that interest this particular group. Kuhn also
noticed that in rare circumstances two paradigms can coexist peacefully.
Here are some of Kuhn’s ideas that influenced our thinking on psycho
analysis:

° Observation and experience can and must drastically restrict the
range of admissible scientific belief, else there would be no science.
But they cannot alone determine a particular body of such belief.
An apparently arbitrary element, compounded of personal and
historical accident, is always a formative ingredient of the beliefs
espoused by a given scientific community at a given time. [p. 4]

° Normal science, for example, often suppresses fundamental novel
ties because they are necessarily subversive of its basic commit
ments .... The very nature of normal research ensures that
novelty should not be suppressed for very long. [p. 5]

° The extraordinary episodes in which that shift of professional
commitments occurs are the ones known in this essay as scientific
revolutions. They are the tradition-shattering complements to the
tradition-bound of normal science. [p. 6]

° Scientific fact and theory are not categorically separable, except
perhaps within a single tradition of normal-scientific practice. [p. 7]

° Competition between segments of the scientific community is the
only historical process that ever actually results in the rejection of
one previously accepted theory or in the adoption of another. [p. 8]

Kuhn’s examples were taken entirely from the natural sciences, but
they are translatable into the problems we were struggling with. When
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Breuer and Freud in 1895 published their findings in Studies on Hysteria
they did not so much modify an already existing paradigm; they created a
paradigm where none existed before. The sexual and incestuous ideas that
formed the basis of hysteria evoked indignation and revulsion; Breuer and
Freud did not have to dethrone a previously existing paradigm.

Thus the recognition of the illness as hysteria makes little difference to
the patient; but to the doctor quite the reverse. It is noticeable that his
attitude toward hysterical patients is quite other than towards sufferers
from organic diseases. He does not have the same sympathy for the
former as for the latter. [Freud l91Oa, p. ll]

When Freud gave up both the seduction theory as the cause of hysteria
and the hypnotic technique, he exchanged one paradigm for another. The
analysts who broke ranks with Freud can be seen as offering a different
paradigm. When a paradigm appears as too radically different, a break is
usually unavoidable. The different schools of psychoanalysis can be seen
as working under different paradigms. Kuhn’s concept of a paradigm
carries with it tolerant connotations. It introduced into psychoanalysis a
greater degree of relativity than was characteristic of Freud.

Freud, as many of the great scientists of the nineteenth century,
experienced nature as a “lady” with many secrets. The scientist attempts to
wrestle these secrets from a reluctant “nature.” When the scientist suc
ceeds, “history” grants him immortality. This was a romantic view of
science. Using the tools that Freud himself gave us we can see this view as
a magnificent sublimation of the yearnings that belong to the Oedipus
complex, nature being the mother that the oedipal son possesses when he
deciphers her secret, and history is the father who reluctantly blesses this
conquest. It is conceivable that Freud himself contributed to the loss of
power of that metaphor.

Following Kuhn we can see the early disciples who defected from
Freud’s teaching as offering other paradigms than the one he developed.
To see psychoanalytic schools as offering different paradigms comes closer
to Freud’s ideal that psychoanalysis shares with science a weltanschauung;
whereas the belief that Freud actually held, which equated different
paradigms with resistance of those who were insufficiently analyzed and
thereby reserving for himself the one and only truth, is much closer to a
religious point of view, a view that Freud abhorred. Under Kohut’s
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influence I learned to see the history of psychoanalysis not as a war
between the forces of light and the forces of darkness, but as the
construction of different paradigms, each one having its own strong points
as well as its weaknesses. This relativism increased my capacity to under
stand the history of psychoanalysis. Lawrence Friedman (1997), in his
plenary address to the American Psychoanalytic Association, uncovered
some of the personal reasons that led Freud to create his paradigm:

So vivid is the image of Freud as Discoverer that we sometimes forget
that a proud man here is a proud man there. As a self-proclaimed
physician, Freud had pride in his practice and in his person. He hated
to have his bluff called. He disliked having patients show him he was
wrong when he told them they would go into a trance. He did not want
his authority to be dependent on his patient’s response. [p. 23]

Once the cathartic method was exchanged for free associations, Freud
became less dependent on his patients. Whatever the patient brought up in
‘his free associations was useful for making interpretations.

Freud found that he lost leverage when he engaged patients too
wholeheartedly. They would play out their neurosis on the instrument
of his therapeutic desire. He had to retain autonomy not just to make
discoveries but to keep himself free of the patient’s manipulation, and
the patient free of his. [p. 29]

What Freud understood as the resistances of the analysand, Friedman sees
as Freud’s inclination to see through everything and the creation of an
adversarial attitude which became the hallmark of Freud’s technique.

Freud (1917) wished to be remembered as the third in the chain that
included Copernicus and Darwin. Copernicus deprived us of the illusion
that our earth is in the center of the universe, and Darwin forced us to
accept that we were not divinely created, but slowly evolved out of the
animal kingdom. Freud inflicted upon us a third humiliation, that we are
not masters of our own house and are dependent on unconscious forces
over which we have no control. For the scientific status of psychoanalysis,
it was essential that it be classified as a discovery and indeed much, but by
no means all, of what constitutes psychoanalysis can make claim to the
status of discovery.
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Discovery in the natural sciences demands that if one person had not
made this discovery, another person at another time would have reached
the same conclusion. It is historically documented that had Darwin not
discovered his evolutionary theory, Wallace would have done so. Scientists
must race against each other to make their discoveries. In principle the
atomic bomb could have been discovered under Hitler or Stalin with
consequences too terrible to contemplate. It is not so with psychoanalysis.
Although Freud made very basic discoveries, psychoanalysis as an amalgam
of investigation and treatment can be better understood as Freud’s
creation. Had Freud not lived, other techniques of mental therapy would
have been discovered, but psychoanalysis with its complex structure could
never had been “discovered” by anyone else. Being a creation, and not
strictly speaking a discovery, psychoanalysis is vulnerable to other compet
ing attempts to improve upon the original model.

The question of what is and what is not psychoanalysis has been a
subject of a long debate. In the encyclopedia articles of 1923 Freud offered
a complex definition consisting of three parts. He saw psychoanalysis as

1. a procedure for investigating mental processes;
2. a method of treatment;
3. a collection of information leading to a new scientific discipline.

I discussed the implication of this definition elsewhere (Bergmann and
Hartmann 1976a). It was the second point of this definition, psychoanalysis
as a method of treatment for neurosis, that occupied center stage and
became the disputed ground for different schools. To me, it seems that a
shift to the third part of the definition, the collection of information
leading to a new scientific discipline, should receive more attention. If we
follow this line of thought, we can say that any method of treatment that is
based on the data collected by the analytic method deserves to be called
psychoanalysis. The ideal method of treatment chosen should be based on
our psychoanalytic understanding of our patients’ personality structure
and how most profitably to approach them. We must lose the fear that
obsessed Freud that the gold of psychoanalysis will be diluted by some
copper of psychotherapy.

Since psychoanalysis is both a technique of investigation and a theory
of treatment, it consists of two different paradigms. Classical psychoanalysis
assumed that the two coincided, that explanation and cure go hand in
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hand. If this were so, then making the unconscious conscious as rapidly as
possible would be the shortest road to cure. The history of psychoanalytic
technique, as I portrayed it in 1976, demonstrated that the two do not
coincide. Adherents of different paradigms claim that theirs is capable of
producing a better and shorter cure, but what constitutes cure is by itself
so complex that no paradigm has emerged as victorious.

In my plenary address to the American Psychoanalytic Association
(Bergmann 1993) I suggested that the dichotomy between loyalists and
heretics is no longer adequate to describe what happened in the history of
psychoanalysis. We need a tripartite division, which I labeled as extenders,
modifiers, and heretics. The new category I introduced was that of the
modifier. Unlike the dissenters that left or were expelled from psychoanaly
sis, the modifier accepts some or most of F reud’s basic tenets. However, he
wishes to modify an important aspect of theory or technique. Modifiers, I
noted, create schisms and evoke controversies, but they have an enormous
advantage in that they keep psychoanalysis alive. Had psychoanalysis been
divided only between extenders and heretics, stagnation would have set in
long ago. Although I was not aware of it at that time, in retrospect my
classification is only a variation on the theme introduced by Kuhn.

I must admit that my subdivision is far from perfect. It is not always
easy to draw the line between modifier and heretic (Richards 1994).
Wilhelm Reich’s book Character Analysis (1933) is the work of a modifier,
but his Orgone therapy (1942) is the work of a heretic writing outside the
confines of psychoanalysis. Similarly, Kohut’s (1971) book on narcissism
was the work of a modifier, but his Restoration of tlw Se# (1977) is, for many,
more than a modification of psychoanalysis.

In the history of psychoanalysis Ferenczi was the first modifier
(Bergmann 1996). He disagreed with Freud, but did not wish to start his
own movement. What fate held in store for him, had death not intervened,
will remain unknown. The first organized psychoanalytic modification was
achieved by Melanie Klein when Anna Freud’s effort to expel her and her
followers failed. In her memorandum Anna Freud said:

“Though the idea of an open forum for psychoanalytic teaching may
seem tempting at first glance, I personally doubt that it could be
carried out effectively and whether the results would not fall far short
of the intentions .... If such teaching procedure had been adopted
from the beginning of psychoanalytic development, psychoanalysis of
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the present day would include the theoretical and technical teachings
of, for instance, Stekel, Adler, Jung, Rank, etc .... Psychoanalytic
societies ,... after all were founded for the propagation and devel
opment of the more or less unified and consistent theory and method.
Such disintegration of psychoanalytic societies and psychoanalytic
teaching may on the other hand be inevitable. In this case further
progress and development will again, as in the earliest times of
analysis, have to be expected from the efforts of single individuals and
not from the activities of societies and institutes. [King and Steiner
1991, pp. 633]

Fortunately for the history of psychoanalysis in Great Britain, Anna
Freud’s fears did not materialize. At this point we should look more closely
at what is generally called the classical technique. Opponents of this
technique often speak of it as if it were still in full bloom. In my view no
analyst today, not even Paul Gray or Arlow, can lay claim to the title classical
psychoanalyst. The classical period came to an end after World War II and
Fenichel’s classic of 1945 is the great monument to this era. Since then we
have learned too much from too many sources to call ourselves classical
psychoanalysts. In a forthcoming monograph (Bergmann 1998a), I show
that Hartmann and his followers were no less modifiers of the classical
technique than Melanie Klein or Kohut. The debate among psychoanalysts
as to who is the legitimate heir to Freud is a political or a theological
argument and not a scientific debate. All schools of psychoanalysis have
retained some of Freud’s teaching and criticized and discarded others.

In addition to the well-known modifiers who originated new schools of
psychoanalysis, within every clinical group modifications have taken place.
Bibring’s (1953) paper on depression introduced a major modification
when he saw depression essentially as an illness of helplessness. Berliner
(1958) achieved a similar change when he conceptualized the masochism
of the child as a response to the sadism of the parent. He transformed
masochism into an object relations theory. His was an early attempt to see
masochism as emerging from the pathological relationship between care
giver and child.

In different periods different thinkers hold leading positions. In the
1960s and 1970s Hartmann was the most revered American psychoanalyst.
His name hardly appears in the current literature. At the conference that
generated this book, the analysts most frequently mentioned, besides
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Freud, were Winnicott and Loewald. Otto Fenichel and Ernst Kris, whose
contributions were very significant to me, were hardly mentioned.

Basic issues in psychoanalysis seldom come to a conclusion. Most of
the issues that agitate our discussions are not within our power to reS01ve_
Can the psychoanalytic interview answer the question whether the infant is
born in a narcissistic state devoid of object relations as Freud assumed? Is
the infant born with maximum sadism, as Melanie Klein assumed? Is the
infant born in the undifferentiated state that Hartmann’s ego psychology
postulated? Can the psychoanalytic interview answer the question whether
there is a primary femininity in women? So much of what is basic to the
understanding of human beings takes place so early in life, a period in
which memories and wishes are of necessity confused. Much that is relevant
is not recalled but acted out in transference, and the actions of patients are
subject to different interpretations.

What is surprising as psychoanalysis reaches it hundredth anniversary
is not that changes in technique and theory have taken place, but how
much that Freud discovered is still valid today. Freud’s ideas on the
importance of the unconscious in deciding the basic determinants of our
lives, such as the choice of profession, the choice of our mate, our
philosophy of life, and the structure of our neuroses, have been confirmed
over and over again. Other basic ideas of Freud have also withstood the test
of time-the value of free association as a source of discovery has been
confirmed; that every analysis involves resistance has also remained true;
that transference reactions are inevitable in every analysis and must be
analyzed if an analysis is to deepen remains a basic tenet; human sexuality
does not begin with puberty and is preceded by an active period of a
powerful infant sexuality that succumbs to repression during the latency
period, only to be revived during adolescence. Adolescence is charged with
finding new nonincestuous love relationships for the older incestuous
ones. When adolescence fails to accomplish this task, mental illness in one
form or another takes place.

Freud’s great discovery was the crucial role that the Oedipus complex
plays as the nucleus of the neuroses, How Freud made this discovery we can
read in the letter to Fliess of October 15, 1897 (Masson 1985). In his own
self-analysis Freud discovered only mild derivatives of the Oedipus com
plex, love for the mother and hostility toward the father. What enabled him
to divine the Oedipus complex, with all the horror that this discovery
evoked, was the fact that he was familiar with Oedipus Rex and Hamlet. These
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two works of literature presided over the discovery. Because literature was
present at the discovery of the Oedipus complex, a close relationship
between psychoanalysis and the arts was present from the very beginning.
In its aim to remain rational, psychoanalysis was a child of the Enlighten
ment, but because of its interest in the morbid and the irrational, it was also
the child of Romanticism.

Within the classical model, the Oedipus complex, with its many
variations both positive and negative, was conceptualized as the nucleus of
the neuroses. Only reluctantly did Freud venture into the earlier preoedi
pal phases of development. After Freud we have learned how rich and how
conflictual the preoedipal period can be and we learned to appreciate the
importance of ego deficits in addition to intrapsychic conflict. Although we
appreciate earlier phases that antedate the formation of the Oedipus
complex, the Oedipus is still the shibboleth by which the Freudian analyst
can be recognized. If all goes well, if the mother is good enough and no
illnesses or external catastrophes contaminate the picture, the newborn
infant can successfully navigate Mahler’s symbiosis and separation individu
ation phases and arrive at the oedipal stage without impairment. But no
good parent can save the child from the hazards of the Oedipus complex
and no one surmounts the Oedipus complex without paying a price. While
the Oedipus complex creates neuroses and problems of development, the
fate of those who remain arrested on a preoedipal level is more tragic.

Only the narcissist, like Shakespeare’s Richard III, or the pervert deny
the oedipal taboo, at their own peril. A note of pessimism accompanies the
Freudian analyst as he looks upon the price civilization extracts. It is this
tragic core that limits our popularity. To a Freudian analyst, the Oedipus
complex is the inevitable and universal source of guilt. It is the psychologi
cal basis for the Christian belief in original sin. Even after the incest taboo
has been established, oedipal guilt persists in the unconscious. Overcom
ing our oedipal wishes is the major contributor to making us civilized
human beings. There are other reasons for the Freudian tragic view,
including the extraordinarily strong wish that many people have in
relinquishing the wish to be both sexes. Kubie (1974) gave to this wish the
status of a drive that is opposed to libido and highly self-destructive. Other
analysts see the wish to be both sexes as a pathological response to the
humiliation inflicted upon the child by the exclusion from the primal
scene. To these responses must be added early traumatic experiences in



Asking for Freud is Blessing 287

infancy that often are responsible for the fact that aggression and envy have
become so powerful that we cannot offer such patients meaningful help.

Jung seems to have been the first to grasp this tragic moment. His wish
to gain popularity for psychoanalysis contributed to his break with Freud.
The Freud-Jung correspondence (McGuire 1974) is so very interesting
because the intrapsychic battle within jung himself unravels. We see how
]ung’s need to transform psychoanalysis into a new religion gradually gains
ascendancy. Winnicott (1964) has pointed out that]ung’s basic personality
structure was psychotic. His encounters with Freud, and particularly their
habit of discussing their dreams, threatened`]ung’s stability and forced him
to create his own paradigm. In 1977 Kohut took up the problem once more
when he tried to differentiate “Guilty man” from “Tragic man.” If it is true,
as many psychoanalysts today believe, that the two analyses of Mr. Z. (Kohut
1979) represent his analysis and his self-analysis, then, their great differ
ences notwithstanding, both _Iung and Kohut followed Freud’s example,
analyzing themselves and through their own self-analysis reaching a dif
ferent paradigm.

There is another idea that always had a special appeal to me. Both
Freud (1912) and Reik (1948) emphasized that genuine insight is accom
panied by a sense of surprise for both analyst and analysand. To make new
discoveries, the Freudian analyst must maintain his own self-analysis alive.
Orthodoxy of any kind forces us to live on the capital accumulated by
previous generations, and this is the enemy of creativity. It is what we
discover that makes our work interesting.

Paradoxically, in spite of the emphasis on surprise, if we were to rely
only on our “third ear,” the communication of our analysands would very
soon overwhelm our understanding of them. Psychoanalytic training
enables the candidate, before he even meets his patient, to employ an
internalized paradigm that helps him to put order into the free associa
tions, memories, dreams, and transference reactions that he obtained from
the analysand. As we learn more about our patients, we build up an inner
map. This inner map helps prevent us from going astray. It is based in part
on our own analysis and our own self knowledge. It is also based on our
clinical experience with previous patients. Because this map is derived
from sources other than what the patient has contributed, it is in danger of
distortion; strictly speaking, once we reach a certain depth, every patient is
unique and the encounter is a new one. The map is therefore continually
in need of revision.
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Every psychoanalytic paradigm corresponds in some ways to the actual
psychic reality of the analysand. At the same time, no paradigm can capture
the total psychic reality of the analysand. What paradigm best mirrors
psychic reality is the subject of debate between competing psychoanalytic
schools. However, since psychoanalysis not only seeks to discover the
psychic reality of our patients but also to bring a change into the
preexisting equilibrium, it is at least conceivable that a more limited
paradigm, devoid of complexity, is more effective in bringing about
change.

In spite of his heroic self-analysis, Freud was subject to self-deception,
no less than other mortals. Much of what he regarded as the fruit of his
scientific labors turned out to be the inheritance of the cultural prejudices
of the Victorian era in which he grew up, and these prejudices colored
his views, particularly those on femininity and feminine sexuality. The
errors he made in this area were particularly costly. The profession today is
primarily that of women and every woman psychoanalyst studying this
history has to forgive Freud the errors he made in the way he understood
women.

Two other limitations of Freud must be mentioned. Although he wrote
a brilliant analysis of a case of paranoia in 1911, the study was based on a
published book and not on an encounter with a living psychotic individual.
Freud was not comfortable with psychotic patients and he buttressed the
discomfort by the belief that psychotics are incapable of forming a
transference (1914a). In spite of the effort of Paul Federn (1952), one of
Freud’s earliest adherents, and many others, psychotics remained outside
of the therapeutic, if not the theoretical, orbit of psychoanalysis. Even in
1954 when Leo Stone, under the rubric of the “widening scope” of
psychoanalysis, urged that borderline cases be included in the scope of
psychoanalysis, Anna Freud (1954) opposed this effort. Freudian psycho
analysis paid a heavy price for narrowing its scope to the neuroses (see
Green 1975).

In the classical model, perversion, like psychosis, was an object of
psychoanalytic interest, but was largely considered unsuitable for psycho
analysis. The foundations for the classical paradigm on perversion go back
to Freud (1905). The paradigm was summarized in Fenichel (1945):

Perversions and morbid impulses are pleasurable, or at least are
performed in the hope of achieving pleasure, whereas compulsive acts
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are painful and performed in the hope of getting rid of pain ....
Guilt feelings may oppose his (the pervert’s) impulses; nevertheless at
the moment of his excitement he feels the impulse as ego syntonic, as
something he wants to do in the hope of achieving positive pleasure.
[p. 324]

Persons who react to sexual frustration with a regression to
infantile sexuality are perverts; persons who react with other defenses
or who employ other defenses after the regression are neurotic. [p.
325]

Perversion was seen as a fixation point of the libido on pregenital stages of
the libido. Because the pervert’s wishes are ego syntonic and because they
bring pleasure, Fenichel and the Freudian psychoanalytic tradition main
tained that perversions were largely inaccessible to psychoanalysis.

The classical paradigm prevailed until after World War II. This was
followed by a period that I call paradigm confusion, when many different
ideas competed with each other without any one emerging as victorious
(Socarides 1962).

In the 1960s and 1970s a new paradigm on perversion emerged
through the work of _]oyce McDougall (1964, 1978), Janine Chasseguet
Smirgel (1970, 1985), and Masud Khan (1979). These authors created a
new paradigm for the understanding and treatment of perversions. The
reformulation was based on a number of new ideas, namely, that in
perversion the sexual drive has been captured by the death instinct, and
that the pervert is less interested in pregenital sexuality than in the
destruction of the gender differences, as well as generational differences
and often life itself. The pervert does not idealize the person he loves, but
idealizes some aspect of the sexual act itself.

The pervert circumvents the shock of the primal scene (McDougall
1972) by denying that intercourse demands two people of different
genders. He creates an illusion of another, nongenital sexuality, which he
considers as superior. Perversions are sexual defenses against depression or
psychosis.

When representatives of different schools of psychoanalysis meet to
discuss a case, such as two symposia in Psychoanalytic Inquiry (Miller and
Post 1990, Pulver et al. 1987), or a prolonged discussion in 1994 of
psychoanalytic facts in the International journal of Psycho-Analysis (Ahumada
1994, Caper 1994, F ilho 1994, Gardner 1994, Gribinski 1994, Crnstein and
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Ornstein 1994, O’Shaughnessy 1994, Quinodoz 1994, Riesenberg-Malcolm
1994, Sandler and Sandler 1994, Schafer 1994, Spence 1994), it is evident
that every school organizes the chaotic material that the analysand presents
to the analyst according to its own paradigm. What we offer is not a
permanent truth, _but rather different kinds of organizations, each one
with its own advantages and each one with its own limitations.

One of the statements that I have always quoted with particular
pleasure was Fenichel’s, that the subject matter of psychoanalysis is the
irrational but its method is rational. It is not easy for us to give up this belief
and yet it seems to me that we have to accept that our basic convictions, and
particularly the school to which we belong, contain a large measure of
irrationality, and it is this irrationality that is responsible for the vehemence
in which psychoanalytic controversies often take place.

Over twenty years ago I debated dream theory with Hanna Segal. In
my opening remarks I wondered, that being of approximately the same age
and coming from the same region in Europe, what would have happened
if I had gone to England and she to the United States? Would I be speaking
as a Kleinian and she responding as a psychoanalytic ego psychologist?
Hanna Segal would have none of my politeness. She told the audience that
as she came to England she was given Anna Freud’s (1937) The Ego and the
Mechanisms of Dfjense and Melanie K1ein’s (1932) Psychoanalysis of Children.
There and then she became a Kleinian and would have become one
regardless of circumstance. We have to agree that there was a basic affinity
between Klein and Segal, but to claim that this affinity was based on
rational considerations would, in my opinion, be a mistake. We have to
accept not only the fact that every analyst meets the analysand with his own
countertransference, but that the irrational plays a major role in our
adherence to one school or another. Since analyses take place within the
framework of particular schools, the irrational roots that bind us to a
particular school are not likely to be questioned.

At this point we encounter a contradiction worth noticing. To be able
to put the communications of our analysand into a useful frame of
reference we must internalize the dominant paradigm of the school in
which we receive our training. Similarly, when we teach or write we can do
so more easily from a well-defined point of view. However, when we are
puzzled by something in our patients, we are better therapists if we have
internalized different points of view in the course of our training. Even
when one is not a Kleinian one can find that at certain crossroads, the
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interpretation of projective identification is indicated. Similarly, one need
not be a Kleinian to observe that at a particular point our analysand is
struggling to overcome the influence of a powerful internalized bad object.
By the same token, one need not be a Kohutian to note the absence of the
needed self-object in the life of our analysands. Paradoxically, although
we need an internalized cohesive structure to interpret, our capacity to be
good listeners and good therapists is enriched if we have in our precon
scious ideas that belong to a number of paradigms other than our own.

AMBIVALENCE TOWARD FREUD

One of the difficult truths unearthed by Freud is the significant role that
ambivalence plays in all human relationships. After the first wave of falling
in love the couple has to face their differences and this introduces a note
of ambivalence into their relationship. Parents and children cannot hope
for a conflict-free love relationship across the generations. The same holds
true for our relationship to the founder of psychoanalysis. Toward him our
ambivalence stems from two sources: the inevitable ambivalence that every
son and daughter face toward their parents, and the realistic ambivalence
that much of what Freud discovered was erroneous, or partially mistaken,
and requires revision. Freud thought that he forced reluctant nature to
yield to him one of her cherished secrets and, to the extent that he
discovered the enormous role that the unconscious plays in our lives, he
was right. But today we must accept that Freud’s was only one paradigm,
and does not constitute a sufficiently strong gestalt to resist encroachment
of other paradigms.

There is yet another Freud who, at least twice in his life, had the
courage to change fundamentally the paradigms that governed his think
ing. I am referring to Freud, who at the turn of century abandoned the
seduction theory as the cause of neurosis and, once again, in 1920 and
1923, added the dual-instinct theory and the structural point of view to the
topographic one. The right to reformulate basic concepts when better ones
can be formulated is part of our historical professional identity. In so doing
Freud threw caution to the wind and made controversy within psychoanaly
sis inevitable. Analysts had to be divided as to their attitudes toward the
death instinct. It is not irrelevant to point out that the Kleinians accepted
the death instinct, while the ego psychologists, including Fenichel (1974),
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opposed it. Another division that logically resulted from the structural
theory was whether our main task is the amelioration of the harshness of
the superego as Franz Alexander (1925) and Strachey (1934) maintained
or whether, following the tenets of ego psychology, our main effort should
be to free the ego from the encumbrances of the mechanisms of defense.
These issues were debated in the Marienbad Symposium (1937), which
took place in 1936.

The Freud who continued to reexamine his work and did not fear to
change paradigms has become my professional ego ideal. It is the Freud
who, like Oedipus, wished to know the truth wherever the truth will lead.
It is the Freud who had the courage to analyze himself, and particularly the
courage to discover within himself during World War I that he had
unconscious wishes that his sons should be killed at the front.

Understanding the history of psychoanalysis will compel us to face the
fact that the changes in the basic paradigms are continually taking place,
but the rate of change has accelerated in recent times. Psychoanalysis
seems to reflect our culture as a whole, where changes are taking place
more rapidly than in earlier times.

As I watched the proliferation of different schools within psychoanaly
sis, it became increasingly clear to me that we need a better history of
psychoanalysis if we are to understand our differences. I am working on a
book (1998b) to be entitled Wrestling with Freud. I have taken my title from
a myth reported in Genesis 32:24-26.

And jacob was left alone; and there wrestled a man with him until the
breaking of the day, And when he saw that he prevailed not against
him he touched the hollow of his thigh; and the hollow of ]acob’s
thigh was out of joint, as he wrestled with him. And he said, let me go,
for the day breaketh. And he said I will not let thee go, except thou
bless me.

I recall as a child puzzling over this myth. How can wrestling, with which I
was thoroughly familiar, end on a blessing rather than a victory? And yet
the myth is quintessentially biblical. The struggle between the hero and
God belongs to the realm of myth, but the asking for a blessing from the
adversary is a postmythological idea. No Homeric hero would have
understood it. Nor will the metaphor have meaning to an Orthodoxjew or
an orthodox analyst.
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Freud’s father was namedjacob, but Freud himself made no use of the

biblical myth, despite what he told us in his autobiography (1925): “My
deep engrossment in the Bible story (almost as soon as I had learned the
art of reading) had, as I recognized much later, an enduring effect on the
direction of my interest” (p. 8).

In what sense am I asking for Freud’s blessing? I cannot obtain the
approval of the historical Freud, for I know that he wished his correspon
dence with F liess to be burned. He had considerable contempt for what he
called the “so-called posterity,” and he did not want us to know of his
personal struggle when the main ideas that constitute psychoanalysis first
emerged. Freud wished to bequeath us an idealized version of psychoanaly
sis.

We have no right to blame him. Freud felt that he had already revealed
more than he cared to when he published his own dreams in 1900. The
reason he gave for publishing his own dreams was that dreams of neurotics
were suspect. At this point Freud was not candid, for he had already
reached the conclusion in his own self-analysis that he was not entirely
normal. I assume that a powerful impulse for self-disclosure accompanied
Freud’s self-analysis. Later on, the wish for privacy won ascendancy and
Freud regretted his self-disclosure. As a result of his self-analysis Freud
realized that the line of demarcation between neurosis and health is a
fluctuating one and that the medical effort to dichotomize health and
illness has only a limited applicability to the ubiquitous intrapsychic
conflict that is the price we pay for culture; the price extracted determines
our adjustment or maladjustment to the culture in which we live.

Instead of the myth of the struggle between jacob and God (not just
with an angel as the attenuated version of this myth has it), Freud preferred
the statement by Goethe:

Was du ererbet von deinen Vatern hast,
Erwirb es, um es zu besitzen

What thou hast inherited from thy fathers, acquire it to
make it thine. [Faust, part I, scene I]

The quote appears on the very last page of the posthumously published
(1940) Outline of Psycho-Analysis. These are almost the last lines we have
from Freud’s pen. We generally assume that what we inherit we need not
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acquire. However, Goethe believed, and Freud admired this belief, that the
two are not opposed to each other, but what we inherit we must work to
acquire in order to make it our own. Without such a work of internalization
we are doomed to remain blind followers.

For me personally, and I believe for all of us Freudian analysts today,
]acob’s asking for the blessing after the struggle is relevant. For unlike the
early circle of Freud’s disciples we cannot and should not continue to
defend every view that Freud ever held. We know how frequently he was
mistaken. But, for us, the question is what predominates? The awe before
the magnitude of his discoveries, the gratitude for Freud’s opening the way
to us for the understanding of the unconscious, or our disappointments in
what he failed to understand or misunderstood? If the former prevails
inwardly, we continue his work and thus are entitled to ask for his blessing.

I wish to conclude with the statement of why I am a Freudian. After my
father, Freud was the person who influenced me most deeply. I identified
myself with him and his work. Freud (1933) himself denied that psycho
analysis was a weltanschauung. He believed that psychoanalysis only
participates in the weltanschauung of science. Here, too, he was mistaken.
For many psychoanalysts, including myself, psychoanalysis itself became a
way of looking at the world. Freud was my ego ideal. I have read and reread
him, taught him and argued with him since my adolescence. I have read his
biographies, and remembered many of his sayings and even his jokes. To
be a Freudian means to know Freud, to make him a living reality within us
and to remain convinced that he has bequeathed to us a line of inquiry that
goes on and on, rather than as some who claim that it is a cul de sac. We
all have parricidal wishes; like Shakespeare’s Prince Hal, we, at times, try to
put on our heads the crown Freud left behind him. Alternatively, we find
some other leader to whom we offer this crown. But when we surmount our

aggression, our parricidal wishes, and accept our own limitations, we
return to Freud as having given us the basic ideas that keep our sprit of
inquiry alive. It is my feeling of gratitude toward Freud that made me ask
for his blessing in this chapter.
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