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Preface

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

theory that are relevant to treatment.

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

opportunity to take stock of his long professional career.

We have willingly let others closely examine how we work, and

one consequence of this has been a growing exchange with other
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psychoanalysts and with scientists from other disciplines and from
numerous countries. This cooperation has enriched the contents of
this volume. Although not mentioned specifically in the text, both our
collaborators from Ulm and our colleagues from other locations have
provided drafts of passages and left it to our discretion to use them as
we saw fit. Although it would theoretically have been possible to
attribute authorship to those who drafted specific sections, our
coworkers have agreed to references to their names being omitted in
the text as part of our efforts to prepare a uniform and coherent

volume.

Our special thanks for their unusual willingness to place their
specific knowledge at our disposal for inclusion in this book go to the
following psychoanalysts who are not members of our Ulm group:
Stephan Ahrens (Hamburg) enriched our knowledge on the state of
discussion about alexithymia; Walter Goudsmit (Groningen) reported
on his years of experience in treating delinquents; Lotte Koéhler
(Munich) examined our view of countertransference from the
perspective of self psychology; Imre Szecsody (Stockholm) described

and applied his model of supervision. Our conviction that
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interdisciplinary cooperation has a positive effect on clinical work is
demonstrated by several passages of text contributed by scientists
from other disciplines. Martin Low-Beer's (Frankfurt) philosophical
comments have extended our understanding of the "good hour" (see
Sect. 10.2); Joachim Scharfenberg (Kiel) provided annotations from a
theological perspective to a dialogue in which the analyst was
confronted with religious problems (see Sect. 10.3.2); and Angelika
Wenzel's (Karlsruhe) linguistic interpretations demonstrate how our
clinical understanding can profit from the application of other
methods to psychoanalytic texts (see Sect. 7.5.2). We are more than
merely personally grateful for such contributions because they

emphasize how fruitful interdisciplinary cooperation can be.

Of particular value have been the critical comments that
numerous colleagues have provided to the drafts of various chapters
or sections of the manuscript. Although we are very aware of our sole
responsibility for the text we present here, we would like to extend
our gratitude to Jirgen Aschoff, Helmut Baitsch, Hermann Beland,
Claus Bischoff, Werner Bohleber, Helga Breuninger, Marianne

Buchheim, Peter Buchheim, Johannes Cremerius, Joachim Danckwardt,
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Ulrich Ehebald, Franz Rudolf Faber, Heinz Henseler, Reimer Karstens,
Otto F. Kernberg, Joachim P. Kerz, Gisela Klann-Delius, Lisbeth KI6f3-
Rotmann, Rolf Kliiwer, Marianne Leuzinger-Bohleber, Wolfgang Lipp,
Adolf-Ernst Meyer, Emma Moersch, Michael Rotmann, Ulrich Riiger,
Walter Schmitthenner, Erich Schneider, Almuth Sellschopp, and Ilka

von Zeppelin.

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

book proceeded smoothly.

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

resolved in this English edition.

We are, finally, most indebted to our patients. It is in the nature of
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things that advances in psychoanalytic technique are linked to an
interpersonal process. The examples that can be found in this book
document the significance that we attribute to the critical
collaboration of our patients. We hope that this book's descriptions of
our clinical experience in psychoanalysis will benefit future patients

and be a helpful stimulus to their therapists.

Ulm, May 1991

Helmut Thom4, Horst Kachele
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Introduction

Becoming a psychoanalyst is a unique learning process of getting
acquainted with Freud's work and the development of psychoanalytic
theories and techniques. Especially for German psychoanalysts, it is
fraught with unusual difficulties. This issue must be considered in the
context of how each generation attains its own professional identity.
Unfortunately, each subsequent generation of psychoanalysts achieves
independence much too late. The reasons for this delay can be found
both in the overwhelming stature of Freud and in the idiosyncrasies of

psychoanalytic training (Thom4, 1991).

In the first volume of our study we have presented our
theoretical positions, taking our guiding idea from Balint's two- and
three-person psychology, which focuses on what the analyst
contributes to the therapeutic process. For reasons rooted in our
biographies and because of the general and the specifically German
problems we discuss in Vol. 1, our scientific efforts in pursuing our
goals have proceeded slowly and hesitatingly. This is especially true
for the senior author, who had to travel a long path before reaching his

present understanding of psychoanalysis, expressed in these two
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books. It was Merton Gill who gave him the final stimulus to undertake
a critical survey of the theory and practice of psychoanalysis and to

contemplate its future.

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

himself to the criticism of his colleagues in a unique manner.

The physician's obligation to secure confidentiality requires that
we be extraordinarily cautious. In attempting to resolve the problems
related to making dialogues accessible to assessment by others, we
have left no stone unturned in extending the example Freud suggested
for protecting a patient's anonymity, altering everything that might
enable a patient to be identified. Such coding, however, cannot go so
far as to make it impossible for the patient to recognize himself, should
some coincidence lead him to read this book. Yet we also consider it

possible that a former patient described here might have some
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difficulty in recognizing himself. A peculiar type of estrangement
results, first, from the alterations we have made in external features
and, second, from the one-sided description—restricted to specific
problems—of a patient which those around him are very often not
aware of. This estrangement is very welcome to us in connection with

the issue of confidentiality.

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

the perspective of facilitating anonymity.

We have spent much thought on the nature of the codes we
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should employ. No one method is entirely satisfactory. To use a code
name based on some prominent feature would attribute particular
importance to one aspect. On the other hand, we did not want to use
numbers for identifying patients. As pseudonyms we have
consequently decided to use (arbitrarily chosen) Christian names
together with an X for women and a Y for men, borrowed from the
terminology for the chromosomes responsible for determining female
and male gender. The anatomical difference between the sexes
constitutes the inherent and biological foundation of the life histories
of men and of women, regardless of the significance of psychosocial
factors for sex role and sense of identity. This code thus reflects the

tension

between the uniqueness of each individual's life and the
biological basis of the two sexes. Dimorphism is, after all, the basis for
each individual's gender role even if the plasticity of human
psychosexuality goes as far as the desire to change the sexual role in
the case of transsexualism. We hope that our readers will accept our
coding system, the purpose of which is to facilitate the use of the index

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

them.

This willingness to cooperate constitutes a rewarding change in
the social and cultural climate, to which psychoanalysis has also
contributed. Although Freud may have had good reason to assume that
the patients he treated "would not have spoken if it had occurred to
them that their admissions might possibly be put to scientific uses"
(Freud 1905 e, p. 8), over the past decades many patients have shown
us that this is no longer true. It is beyond doubt that psychoanalysis is
going through a phase of demystification. It is no coincidence that at
the same time that patients are reporting about their analyses
autobiographically, the general public is eagerly devouring everything

that earlier analysands have to report about Freud's therapies. The
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literature on the latter is growing and demonstrates that Freud was
not a Freudian. Intellectual and social conditions have changed so
much in the past decades that analysands—whether patients or
prospective analysts—are reporting about their therapies in one form
or another. The "other side" is thus finally getting their hearing. We
psychoanalysts would be taking the easy way out if we were to dismiss
such autobiographic fragments, the quality of writing in which varies
considerably, as being the result of negative transference that was not

worked through or of exhibitionism and narcissism.

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

a secret in professional circles.

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

grounded generalizations:

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

In this context, personal injury refers to damage that could result from

flaws in the coding of confidential material.

Medical confidentiality and coding have often made it impossible
for us to provide precise details about a case history. Readers will
nonetheless be able to recognize that the majority of our patients
suffered from severe chronic symptoms and that we have chosen these
cases from a wide spectrum. Somatic symptoms are frequently a
concomitant manifestation of psychic suffering. Numerous examples

stem from the psychoanalysis of patients with psychosomatic
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illnesses; we believe we have convincingly demonstrated that psychic

factors were a relevant etiological factor.

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

effectiveness of psychoanalyses in long-term follow-up studies.

In one of his aphorisms, Wittgenstein (1984, p. 149) emphasized
the significance of examples. It reads about as follows: Rules are not
adequate to determine practice; examples are also necessary. Our

rules leave backdoors open, and practice has to speak for itself.

Psychoanalytic practice has numerous faces, and we have
attempted to portray them by referring to typical examples. Detailed
studies from close up illustrate the respective focus of the dialogue,
while a bird's eye view is necessary to gain an overview of therapies of
long duration. A theoretical framework is necessary to provide
orientation, enabling one to see phenomena, hear words, read texts,

and comprehend the connections between human experiencing and
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thinking. On a larger scale, we have presented our theoretical models
in the companion volume on Principles.On a smaller scale, we provide
the reader theoretical information in the passages entitled
"Consideration” and "Commentary" that are interspersed in the
dialogues in this book. These passages reflect different degrees of
distance to the verbal exchanges and facilitate the comprehension of
the focus of the respective dialogue. Important in this regard is that
the considerations are from the perspective of the treating analyst,
and are thus set in the same type of print as the dialogues themselves,
while the commentaries are from our own and a more distant point of
view. As many of the cases presented here were treated by the
authors, the considerations and commentaries might in fact have
originated in the same person, although at different times and
distances to the actual moment of the therapeutic situation. This is
especially true for the senior author and his role as commentator of

his own clinical work, which has extended over a long period of time.

Located at another level of abstraction are references to etiologic
psychoanalytic theories in general and in particular. They have been

included in this volume to facilitate the classification of examples.
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These supplementary theoretical comments, together with the wide
diagnostic spectrum from which we have chosen typical cases, are the

reason for the considerable size of this volume.

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

resistance is the topic of Sect. 4.6 in Vol. 1.

The decision to publish a two-volume text and to follow the same
organization in this book on clinical practice is, however, linked with
the disadvantage that the discussion of phenomena that belong

together in the psychoanalytic situation is torn apart. Transference
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and resistance, for example, often alternate rapidly and are
interrelated. Yet it is necessary to identify an object, i.e., call it by its
name, in order to discuss it. We provide a theoretical and conceptual
clarification of issues in the first volume; here we describe examples of
this or that form of transference or of resistance. The detailed
subdivision of each chapter supplies a general frame of reference, and
the index contains a large number of entries, facilitating the location of

connections between different phenomena described in the text.

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

analytic concepts.
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We provide information as to frequency of sessions, the length of
treatment, and the setting if this has special significance or if topics
related to the initiation and termination of therapy are being

discussed.

In the dialogues and comments made from the perspective of the
analyst providing treatment, lis used for the analyst. Of course, in
reality this "I" does not always refer to one and the same analyst.

Otherwise we refer to analysts or therapists in general.

nn

We employ the terms "analysis," "psychoanalysis," and "therapy”
as synonyms. Many of our patients do not distinguish between therapy
and analysis, and some even retain their naivety in this regard. In
Vol. 1 we have entered into the discussion of the differences in the
wide spectrum defined by the assumptions and rules of psychoanalytic
theory. Here the point is to reconstruct the lines actually followed in

psychoanalytic therapies, an allusion to Freud's publication entitled

"Lines of Advance in Psycho-analytic Therapy" (1919 a).

In this book we retain the use of the generic masculine in general

discussions, although we obviously direct our comments to patients
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and psychoanalysts of both sexes. We speak to the former as
individual persons who are suffering, and to the latter as those who,
on the basis of their professional competence, contribute substantially

to the improvement and cure of patients.
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Index of Patient's Code Names

In the Introduction we discuss the general principles of coding
confidential material. The following is a list of the issues discussed for
each patient. The references to sections containing a summary or
information about the genesis of the illness are printed in italics.
Reading the respective sections in succession can provide insights into

the course of treatment.

Amalie X

2.4.2 Identification with the Analyst's Functions

~J

.2 Free Association

7.7 Anonymity and Naturalness

~

.8.1 Examples of Audio Tape Recordings

9.11.2 Changes

Beatrice X
8.3 Interpretations
9.2 Anxiety Hysteria
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Clara X

2.2.5 Negative Transference

S

.6 Resistance and the Security Principle

~

.5.1 Psychoanalytic Aspects of Metaphors

co

.1.2 Remembering and Retaining

co

.5.3 Splitting of transference

8.6 Interruptions

Dorothea X

o

.5.5 Commonplace Mistakes

O

.4 Depression

Erna X

N

.1.1 Promoting the Helping Alliance

N

.2.1 Mild Positive Transference

~

.4 Questions and Answers

~

.5.1 Psychoanalytic Aspects of Metaphors
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7.7 Anonymity and Naturalness

Franziska X

N

.2.2 Strong Positive Transference

~

.2 Free Association

~

.8.1 Examples of Audio Tape Recordings

Gertrud X

2.2.4 Eroticized Transference

Henriette X

9.5 Anorexia Nervosa

Ingrid X

8.4 Acting Out

Kdthe X

2.3.2 Brother Envy

Linda X
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3.4.2 Aggressive Countertransference

Maria X

4.4 Stagnation and the Decision to Change Analysts

Nora X

S

.1 Disavowal of Affects

Rose X

3.4.1 Eroticized Countertransference

Susanne X

6.2.1 Social Class

Ursula X

8.1.3 Anniversary Reactions

Veronica X

3.7 Projective Identification

Arthur'Y
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2.1.3 Common Ground and Independence
2.2.3 Fusion Desires
3.5 Irony

3.6 Narcissistic Mirroring and Selfobject

NN

.5 Closeness and Homosexuality

|O\

.4 Third-Party Payment

)}

.5 Reviewing and Transference

~

1 Dialogue

~

.4 Questions and Answers

~

.5.2 Linguistic Interpretations of Metaphors

~

.8.1 Examples of Audio Tape Recordings

o

.1.1 Scheduling

8.2 Life, Illness, and Time: Reconstructing Three Histories

co

.5.2 Denial of Castration Anxiety

10.1.1 Consultation
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10.2 Theoretical Remarks About a "Good Session"

10.3.1 The Image of God as Projection

Bernhard Y

9.6 Neurodermatitis

Christian Y

S

3 Unpleasure as Id Resistance

~

.2 Free Associations

\O

.3 Anxiety Neurosis

\O

.3.1 Separation Anxiety

.3.2 Termination Phase

\O

\O

.3.3 Confirmation and Self-Esteem

Daniel Y

2.1.2 Support and Interpretation

Erich Y
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[O8]

.2 Complementary Countertransference

3.3 Retrospective Attribution and Fantasizing

Ul

.1.1 Dysmorphophobia and Spasmodic Torticollis

Ul

.2 A Dream Sequence

5.3 Dream About the Symptom

5.4 Thoughts About Psychogenesis

Friedrich Y

N

.3.1 Rediscovery of the Father

9.11.1 Patients' Retrospection

GustavY

NN

.2 Pseudoautonomy

~

.5.1 Psychoanalytic Aspects of Metaphors

Heinrich Y
7.8.1 Examples of Audio Tape Recordings

.5.4 Mother Fixation
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Ignaz'Y

3.1 Concordant Countertransference

7.3 Evenly Suspended Attention

JohannY

3.7 Projective Identification

KurtY
7.8.1 Examples of Audio Tape Recordings

9.11.3 Separation

Ludwig Y

6.1 An Initial Interview

Martin Y

6.3 The Patient's Family

Norbert Y

7.6 Value Freedom and Neutrality
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Otto Y

6.2.3 Adolescence

Peter 'Y

8.5.1 Repetition of Trauma

Rudolf Y

7.8.1 Examples of Audio Tape Recordings

SimonY

6.2.2 Delinquency

Theodor Y

8.4 Acting Out

Victor 'Y

6.2.1 Social Class
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1 Case Histories and Treatment Reports

Introduction

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

depend on the observation of variations and alterations of symptoms.

This chapter's title, "Case Histories and Treatment Reports,"
reflects the discord in Freud's work between the theory of genesis and
that of change. Our reconsideration leads us in the first section of this
chapter to reject the notion that he gave adequate scientific

consideration to both poles of this discord in his case histories. It is
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necessary to reformulate his famous assertion about the existence of
an inseparable bond between curing and research. A promising new
source for regrounding psychoanalytic therapy is for us to take the fact
seriously that the theory of repeated traumatization has significance

for the structuring of the therapeutic situation.

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

examples we give in Sect. 7.8 should help resolve.
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1.1 Back to Freud and the Path to the Future

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

Hysteria

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

This makes it all the more remarkable that it was precisely on
this case that Erikson (1962) demonstrated substantial weaknesses in
Freud's understanding of etiology and therapy (see Vol.1, Sect. 8.6).
The paper he presented to the American Psychoanalytic Association
marked the increasing criticism both of Freud's explanations of

etiology in his case histories and of his technique as described in his
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treatment reports . In view of the growing flood of publications
containing such criticism, Arlow (1982, p. 14) has expressed his
concern about their ties to objects belonging to the past. He

recommended that we should simply say

goodbye to these "childhood friends" who served us so well, put them

to rest, and get back to work.

That and how Anna 0., little Hans, Dora, President Schreber, the
Rat Man, and the Wolf Man became our childhood friends is definitely
very important, as is knowing the conditions under which each
friendship developed. Training institutes mediate these friendships, in
this way familiarizing the candidates with Freud's work as a therapist,

scientist, and author.

While writing this textbook we have returned to our own
childhood friends and have studied several of Freud's large case
histories in detail. Even though new elements can be discovered by
rereading them, we have hermeneutic reservations about supporting
Lacan's (1975, p. 39) call for a "return to Freud." With Laplanche

(1989, p. 16), we "prefer to speak of going back over Freud, as it is
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impossible to return to Freud without working on him, without
making him the object of work." In our reconsideration we do not
meet these old friends in the same form as during our initial encounter
with and enthusiasm for Katharina or little Hans. We have always
viewed Freud's case histories in a somewhat different light and,
unfortunately, have frequently shown too little concern for how Freud
himself understood his texts. We were not, after all, introduced to the
love for psychoanalysis through Freud alone, but also by spiritual
parents who solicited support for their own views. In whom could we
then place our trust and confidence in going back to Freud in order to
ensure that ideas can be revitalized and point to the future that Arlow
and Brenner (1988) and Michels (1988) envisage in their suggestions

for reforming psychoanalytic training.

In view of the immensity of our task in determining which items
belong to the past, it is impossible to rely on a single individual, not
even someone of the stature of Rapaport, who ventured (in 1960) to
estimate the probable longevity of important psychoanalytic concepts.
Which mediator should we turn to in attempting to master this

hermeneutic task? Hermes' name did not provide the etymological
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source for the concept of hermeneutics, but as messenger and
translator between the gods and the mortals he was also a participant
in the doings and dealings of the world who always acted according to
his own interests. The same is true of those interpreters who try to do
justice to Freud's work without losing sight of their own interests.
Practicing psychoanalysts are not the only ones who live from Freud's
legacy; this is also true of the many authors for whom Freud's legacy is

a playground for their criticism.

Can the analyst's acquisition of his own approach be considered a
special form of translation? Uncertainty has spread since Brandt
(1977) applied the play on the Italian words "traduttore-traditore" to
the Standard Edition and thus made Strachey the translator into the
traitor, and since Bettelheim's (1982) provocative book appeared.
Following the criticism of Strachey's translation by Bettelheim (1982),
Brandt (1961, 1972, 1977), Brull (1975), Ornston (1982, 19854, b),
Mahoney (1987), Junker (1987), and Pines (1985), nothing could
illuminate the difficult situation of Anglo-American psychoanalysts
who have relied on the Standard Edition better than the ironic title of

Wilson's (1987) article, "Did Strachey Invent Freud?" The answer is
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obvious (see Thoma and Cheshire 1991).

The unjustified and very exaggerated criticism of Strachey's
admirable achievement has in the last few years led the discussion
onto a side track and distracted attention from the real reasons for the
crisis of psychoanalysis. It is consequently more than naive to want to
resolve this crisis allegedly caused by the Standard Edition with the aid
of a new translation. Beyond demonstrating that Strachey made
mistakes and distorted passages, which have been correctly pointed
out by many authors, the criticism of the Standard Edition concerns
the hermeneutic question of whether Strachey's translation distorted
the work itself. To demonstrate mistakes in translation that distort
meaning is a relatively simple matter. Yet we confront difficulties of a
more principle nature—and not limited to Freud's works—because
hermeneutics, i.e., the theory of the interpretation of texts, does not
provide us with rules we can use as a mountain climber would a safety
line while climbing a difficult mountain trail. We follow
Schleiermacher (1977, p. 94) in assuming that it is possible after all for
a reader to equate himself with an author both objectively and

subjectively. Equating oneself with the author is one of the
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preconditions for being able to interpret a text and ultimately to
understand the object better than the author himself (see Hirsch 1976,
pp.37 ff.). According to Schleiermacher this task can be expressed as
follows: "To understand the statement at first as well and later better
than the author.” Every reading enriches our basic store of knowledge
and puts us in a better position to have a better understanding; thus
Schleiermacher continues, "It is only with insignificant things that we

are satisfied with what we immediately understand” (p.95).

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

the subject that have brought about changes in therapy and theory.
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With a view to the many psychoanalysts and other Freud
interpreters to whom we ourselves owe a debt of gratitude from our
studies of Freud, we request that the reader identify with our
interpretation on a trial basis. In this two-volume textbook we believe
we have brought our long grappling for the foundations of
psychoanalytic theory and its effectiveness as therapy to a preliminary
conclusion in that we are able to ground a firm point of view. There is
a lot at stake in our attempt to grasp the current crisis of
psychoanalysis on the basis of Freud's works and their reception in
the psychoanalytic movement and in intellectual history as a whole.
We hesitated for a long time to compress our ideas into a limited
number of sentences because we are aware that this is a problem with
far-reaching implications. It was Freud's grand idea to link, in an
inseparable bond , the interpretative method he discovered for treating
patients with causal explanations, i.e., with the study of the genesis of
psychic and psychosomatic illnesses. Yet if proof of the causal
relationship requires that the data be independent of suggestion by
the therapist, then therapy destroys the science. If the analyst, on the
other hand, believes that it is possible to refrain from making any

suggestion whatsoever, in order to obtain uncontaminated data by
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means of pure interpretations, then he ruins the therapy without
coming closer to a theoretical explanation if independence from the
researcher is required. It is obvious that the analyst offering
interpretations influences the patient even if he apparently only
directs his interpretations to the unconscious and without any further-
reaching aims, which is a self-deception as it is impossible. Instead of

eliminating manipulations it opens the door to hidden manipulations.

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

and necessary indirect influence exerted by the analyst on the patient.
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By contrasting the case history and the treatment report it is
possible to demonstrate that the scientific reconstruction of the
genesis of psychic and psychosomatic illnesses in the case history
follows criteria that differ from those for treatment; the function of
these criteria is to ground the theory of therapy and specify the
conditions for cure. In Sect. 10.5 of Vol.1, we have described the
individual consequences of loosening the inseparable bond and freeing
the analyst from the excessive demands it places on him. To quote the
concluding sentence from the first volume, "Freud's theory of
technique requires that the analyst distinguish between the following
components: curing , gaining new hypotheses,testing hypotheses, the

truth of explanations, and the utility of knowledge" (p. 371).

With regard to therapeutic theory and its testing, we completely

agree with Lorenzer's opinion that

The goal of psychoanalytic understanding is toachieve
alterations in terms of the patient's suffering ;
psychoanalytic theory conceptualizes this suffering and the
reactions to it. Psychoanalysis is thus a theory of the
therapeutic attitude toward suffering. (1986, p. 17,
emphasis added)
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One aspect of Lorenzer's definition is that it is very important to
possess suitable methods for assessing change. Such investigations are
part of therapeutic theory, but this theory raises questions that differ
from those raised by the theory describing the etiology of psychic and

psychosomatic illnesses.

Our study of the sources has convinced us that Freud grappled
with this still unresolved dilemma for his entire life. Much can still be
discovered in his works, and each renewed study of them enriched us.
Yet the guides that Freud himself provided for satisfying the
inseparable bond condition appear to us to be completely inadequate
to meet the criteria for research designed to test hypotheses. For
decades psychoanalysis was practiced under the cover of Freud's
authority, in a manner that led to the stagnation of the therapeutic and
scientific potential offered by the psychoanalytic method. It was more
than unfortunate that explanatory theories were tied to
metapsychology. Many pseudoscientific constructions have resulted
from this union and have impeded the study of causal relationships
and the attempt to solve the problems associated with the explanatory

theory of psychoanalysis. Causal research cannot consist in employing
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metapsychological terminology to describe clinical phenomena.
Griinbaum's interpretation that the study of the causal relationships
surrounding the genesis of psychic and psychosomatic illnesses is not
tied to metapsychological concepts is convincing. Fara and Cundo
(1983, pp.54-55) have shown in an ingenious study that different
approaches are combined in all of Freud's works although the mixture
of metapsychological models and art of interpretation is always

different.

In the first volume we demonstrated that Freud's materialistic
monism, which determined his metapsychology, was probably the
cause of the subsequent mistakes and confusion. Habermas' claim,
however, that Freud fell victim to a "scientistic selfmisunderstanding”
not only inaccurately judges the significance of causal research in
psychoanalysis, as a result of an unfortunate linkage of such research
with metapsychology, but also burdens therapy with a handicap that,
as we have demonstrated in detail elsewhere (Thoma et al. 1976), was
made even more severe by Lorenzer. Both of these influential authors
have filled old wine into new bottles that have impressive labels

simply because they were renamed. As metahermeneutics or depth
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hermeneutics it has been possible not only for the old
metapsychological points of view to survive but also to influence
practice indiscriminately for the first time in the history of
psychoanalysis, because they were put in direct relationship with the
interpretive process. Neither Habermas nor Lorenzer seems to have
recognized that large portions of metapsychology derive from the fact
that Freud "psychologized" the "neurophysiological hypotheses" of his

time, to use Bartel's (1976) words.

Yet of course not all "self-misunderstandings” are the same. It is
possible to distinguish between different kinds of ignorance on the
part of authors. Freud was not in a position to have a clear
understanding of many of the implications of the therapeutic and
scientific applications of his method. In this sense his work has
suffered the same fate as that of all discoverers and authors of
importance in intellectual history, namely that later researchers have
understood some things better than the founder, discoverer, or author
himself. As far as we have been able to refer to the relevant literature,
we have not found any convincing arguments to justify the thesis of a

scientistic self-misunderstanding. Habermas himself has to concede
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that an analyst bases his interpretations on explanatory theories .
Freud's error was not his credo in causality but that he based it on the

psychophysiology of "psychic energy."

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

emphasize that Hirsch's view of hermeneutics places high demands on
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the grounding of interpretations.

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

verification of hypotheses .

A cooperative effort is necessary to move Freud's paradigm into a
phase of normal science. Although we definitely cannot expect

philosophers to solve our empirical problems, we no longer have any
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doubt that even the study of extended psychoanalytic dialogues by
philosophers would prove more productive than their epistemological
criticism of Freud's works. Regardless of the significance of self-
reflection in therapy, it would hardly have been possible after the
study of several transcripts of tape recorded sessions for Habermas to
make psychoanalysis into a purely reflective science. Ricoeur, for his
part, could have discovered that psychoanalysts also observe. Finally,
Grinbaum would feel confirmed that psychoanalysts search for
relationships that may be of causal relevance and might have even
discovered that psychoanalysts are today more cautious in claiming to
have found the past and unconsciously still active causes of symptoms
than Freud was. On the other hand, it is impossible to uphold
Griinbaum's view that the influence exerted by the analyst
contaminates the data in a way that cannot be disentangled. The
dialogues presented in this volume, for example, make it possible to
recognize different degrees of suggestion. It is true, however, that the
demands raised by Meehl (1983)—that the large spectrum of means
ranging from persuasion to manipulation be registered—have not yet
been met. The suggestive elements of the psychoanalytic technique of

interpretation are themselves becoming the object of joint reflection,
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whose goal is to eliminate dependencies. It is surprising that
Griinbaum (1985) himself did not point to such useful applications of
his epistemological study of the placebo concept. He demonstrated
that the discrimination of the characteristic and spurious factors with
regard to the medication for a syndrome under investigation depends
on the particular theory of therapy. Without wanting to reopen the
discussion of nonspecific and specific or general and specific factors
that is included in the first volume (Chap. 8), we do want to mention
that Strupp (1973, p. 35) and Thoma (1981, p. 35) have shown that the
valence of the therapeutic influence exercised in a particular situation
depends on that situation itself. A reliable and wvalid clinical
classification of characteristic and spurious factors is thus difficult but
not impossible. Finally, we believe that the study of the dialogues
presented in this volume can also lead the epistemological discussion

out of its ivory tower.

Freud (193343, p. 151) referred to the treatment of patients as the
home-ground of psychoanalysis. This is the source of the interpretative
method of therapy that, in contrast to hermeneutics in theology and

the humanities (Szondi 1975), systematically examines the
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unconscious psychic life of patients who come to analysts hoping for
an end to their suffering. This therapeutic goal distinguishes
psychoanalytic hermeneutics significantly from other hermeneutic
disciplines. Works of art cannot in general be damaged by an
interpretation, and a dead artist can only metaphorically turn around
in his grave if he does not agree with an interpretation. Psychoanalytic
interpretations interfere in human destinies. Patients seek help for
their symptoms, and whether an improvement or cure is achieved is
fundamental to them. Texts are not affected by differing exegeses and

interpretations, and cannot make critical comments of their own.

The analyst thus must not only justify his therapeutic actions in
the individual case, but also has the responsibility of continuously
examining the accuracy of his theoretical ideas about the unconscious
and about human experience and behavior. In contrast to
hermeneutics in theology and the humanities the founder of
psychoanalysis linked the art of making therapeutic interpretations to
explanatory theories. Freud assumed that his theory of psychogenesis
had causal relevance and raised the demand that the analyst

differentiate between the necessary and the sufficient conditions
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regarding the genesis and course of psychic and psychosomatic
illnesses. Later reconstructions have shown them to be postdictions.
For this reason Freud's concept of restrospective attribution
(Nachtrdglichkeit ) assumes a significance that has been largely

underestimated, as we show in Sects. 3.3 and 6.3.

The analytic dialogue is doubtlessly concerned with words. These
words mean something, and this something is nothing exclusively
sensory or linguisticc. The words "connection,” "relation,"

"relationship,” "synthesis" etc. appear in Freud's works for the term
"explain," in accordance with the scientific usage of the time. Freud
(1901a, p. 643) spoke, for example, with regard to the conditions
under which the manifest dream is constituted, of its "regular
relations" with the latent dream thoughts. In principle he was
concerned with clarifying causal relationships; in individual cases he
was mistaken regarding the question of empirical proof and on the

whole underestimated the problems posed by research concerned

with verifying hypotheses.

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

essential for therapeutic theory to be revised.

In revising the technique we can proceed from several of Freud's
assumptions that have been ignored. It is especially with this thought
in mind that we have given this section the heading "Back to Freud and
the Path to the Future." According to Freud (1937c, p.250), "the
business of analysis is to secure the best possible psychological
conditions for the functions of the ego; with that it has discharged its
task." If we relate this statement to the treatment situation and not
only to the patient's ultimate ability to master the difficulties of
everyday life without developing symptoms, then it is possible to
formulate the following general thesis: Favorable conditions for the

resolution of conflicts in the treatment situation are those that make it
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possible for the patient to transform the passive suffering from the
original pathogenic traumas into independent action. This is a
generalization of Freud's trauma theory; at its center is helplessness , at
least since Freud's article "Inhibitions, Symptoms, and Anxiety"
(1926d; see Vol.1, Sect. 8.7). We agree with Freud (19264, p. 167) that
"the ego, which experienced the trauma passively, now repeats it
actively in a weakened version, in the hope of being able itself to direct
its course. It is certain that children behave in this fashion towards
every distressing impression they receive, by reproducing it in their
play. In thus changing from passivity to activity they attempt to master
their experiences psychically." This thesis can be generalized even
further: "Through this means of going from passivity to activity [man]
seeks to master psychically his life's impressions” (G. Klein 1976,
pp.259 ff.). Klein has shown convincingly that the neurotic and
psychotic repetition compulsion described by Freud takes place for
psychological reasons, both affective and cognitive. This exacerbates
the patient's feeling of passive helplessness, which continuously
makes it more difficult for him to overcome past conditions of anxiety.
Such unconscious expectations have the function of filtering

perception in the sense of a negative self-fulfilling prophecy, so that
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that patient either does not have positive experiences or brackets out
pleasant experiences and empties them of meaning. Sacrifices,
punishments, and hurt feelings in the distant past—in short, all
traumatic experiences—are not only conserved in this way, but
enlarge cumulatively in everyday life and even in therapy if the course
is unfavorable. We believe that we do justice to viewing psychogenesis
as an ongoing process by expanding the theory of cumulative
traumatization inaugurated by Khan (1963) to apply to the entire life

cycle.

The life histories of many people are structured, for unconscious
reasons, in ways that lead predispositions to be confirmed and new
traumatic experiences to occur continuously. For example, "jealous
and persecutory paranoics . . .project outwards on to others what they
do not wish to recognize in themselves . . . .but they do not project it
into the blue, so to speak, where there is nothing of the sort already ...
.they, too, take up minute indications with which these other,
unknown, people present them and use them in their delusions of
reference" (Freud 1922b, p.226). In one of his late works Freud

emphasized the fundamental significance of such processes:

65



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

In such a process symptoms can be given new contents. This age-old
discovery of Freuds (1895d, p. 133) is theoretically grounded in
particular in Hartmann's concept of change in function, but its
relevance to technique has not been systematically worked out. For
this reason we put special emphasis, in Sect. 4.4 of Vol.1, on how
symptoms can maintain themselves in a vicious circle that becomes
increasingly strong on its own. Every day it is possible for situations of
helplessness and hopelessness to develop whose contents are very
different from the original traumas. A sure sign of this process is an
increasing sensitivity to feeling offended, which enhances the patient's
receptiveness to all kinds of stimuli. Finally, events that seem banal

when viewed superficially can have drastic consequences for
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oversensitive people—and the feeling of being offended is a heavy

burden on all interpersonal relations.

As a result of such repetitions, which we understand on the basis
of the extension of the theory of trauma, it is also possible for a patient
to feel offended in therapy. Such events, which must be taken very
seriously, occur despite the analyst's efforts to create a friendly
atmosphere. An unfavorable effect can even result if the analyst
believes that it is possible to produce a kind of psychoanalytic
incubator, i.e., constant conditions enabling undisturbed psychic
growth to take place. The patient can also feel offended as a result of
the setting and of the misunderstandings that inevitably occur, and the
traumatic effects are stronger the less it is called by name, and

recognized and interpreted as such (see Vol.1, Chap.7 and Sect. 8.4).

For a long time analysts did not recognize the severity of the
trauma that can occur as a consequence of transferences that are
associated with a repetition of old oedipal or preoedipal frustrations
and that, moreover, can also affect the adult patient in new way. The

traumatic consequences of transference were probably not discovered
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until late because the frustration theory of therapy seemed to justify it.
In an unpublished speech held at the Budapest congress in 1987,
Thomé emphasized the fact that traumatic events can be an
unintended side effect of transference. At that time the profound
discoveries that Ferenczi (1988) had recorded in his diary in 1932
were largely unknown. He described how professional attitudes and
psychoanalytic rules can have new traumatic consequences of their
own and revive traumas that analysis is supposed to help the patient

overcome.

The consequences we draw from the rediscovery that
traumatization is a constituent element of the analytic situation differ
from Ferenczi's. We believe that our readiness to let the patient take
part in the process of interpretation and, if necessary, in
countertransference helps to overcome new and old traumas. Balint's
two and more person psychology extended Freud's definition of
helplessness to characterize the traumatic situation and drew
attention to the unintentional and antitherapeutic microtraumas in the
psychoanalytic situation. It could be of fundamental importance that

this basic problem of technique led to the polarization into schools—
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on the one hand, the mirroring analyst who apparently cannot be
injured or offended and, on the other hand, the loving analyst who, as

a person, attempts to compensate for deficiencies.

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

analyses Freud conducted.

Some aspects of Kohut's self-psychological technique indicate
how strongly the frustration theory has established itself, to the
detriment of the therapeutic effectiveness of psychoanalysis and in

promoting a pseudoscientific idolatry. Kohut believed it is only
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possible for the analyst, as part of his adherence to analytic abstinence
or neutrality, to provide narcissistic gratification and not true
confirmation. This retention of a misunderstood concept of neutrality
by Kohut removes the emotional basis from the confirmation and
encouragement that are therapeutically so important, thus not
strengthening the patient's realistic self-esteem but creating an as-if
situation. According to Kohut's selfobject theory, confirmation does
not even come from a significant other, but represents a kind of

narcissistic self-confirmation—a reflection of the patient's own self.

The fear that acknowledgment might lead to oedipal seduction
and incestuous wish fulfillment will continue to diminish in the new
era of psychoanalytic therapy. Genuine acceptance substantially limits
the occurrence of traumas from transference and considerably
improves the therapeutic effectiveness of psychoanalysis. A constant
theme running through all the chapters of this book is the question of
how the analyst creates the conditions in his office that are most
conducive to therapeutic change. The issue is to further the growth of
the patient in ways so that he can cope and master old and new

situations of helplessness and anxiety. The concept of working through
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conflicts must be subordinated to the comprehensive theory of
mastering. Previously neglected therapeutic potential can be derived
from the psychoanalytic theory of anxiety, which we recapitulate in
Sect. 9.1, if the mechanisms of defense are understood from the

perspective of coping in the here and now.

1.2 Case Histories

In the case histories that he published, Freud pursued the goal of
demonstrating the connection between illness and life history. The
conclusion he reached was that the genesis of psychic and
psychosomatic illnesses should be understood as a complemental
series . There must be a convergence of many factors for neurotic
disturbances to develop and become chronic. An individual's capacity
to cope with stress in a critical phase of life depends on his disposition,
which he acquires as a result of formative influences and conflicts in
childhood and in adolescence, which he in turn acquires on the basis of
an innate reaction readiness. Oedipal conflicts have far-reaching
implications for everyone's life history because, first, it is in them that

the basic structuring of psychosexual differentiation takes place and,
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second, the acceptance of the specific psychosocially defined sex role
—which is subjectively experienced as a feeling of identity that refers
and is tied to one's sex—is elementary. Whether and how these
conflicts subside or whether they form an unconscious structure that
can be diagnosed on the basis of typical forms of behavior and
experiencing depends in turn on many sociocultural and familial

constellations.

The phenomenon referred to as the overdetermination of
symptoms and the fact that pathological processes are maintained by
subsequent unfavorable events have remarkable consequences for
therapy. Overdetermination makes it possible for the therapeutic
effects of the analyst's interventions to spread via the network of these
very conditions. These therapeutic consequences extending beyond
the immediate focus are the result of the role of overdetermination in
the etiology of neuroses, or in Freud's words, "their genesis is as a rule
overdetermined, [and] several factors must come together to produce
this result” (1895d, p.263). Overdetermination does not refer to a
multiple determination in the sense that each condition or each

individual cause in itself would cause an event, a parapraxis, a slip of
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the tongue, or a symptom. On the contrary, it is the convergence of
several motives in speech disturbances that Wilhelm Wundt described
and that Freud incorporated in the concept of overdetermination
(1901b, p. 60). The assumption of overdetermination makes it
necessary, with regard to the genesis of psychic and psychosomatic
illnesses, to establish a hierarchy of factors and to distinguish the
conditions into those which are necessary and those which are
sufficient . Accordingly, we have to start from the possibility that the
causal factors can be combined in various ways, e.g., necessary,
sufficient, sometimes necessary, sometimes sufficient, together
necessary, together sufficient, etc. The discussion that Eagle (1973a,b)
and Rubinstein (1973) initiated following the publication of
Sherwood's book The Logic of Explanation in Psychoanalysis (1969)
shows that Freud, who translated several works by ].S. Mill into
German, advocated a philosophically well-grounded theory of
causality (Thoma and Cheshire 1991; Cheshire and Thoma 1991). The
following passage from one of Freud's early publications refers to

several important concepts within a causal theory:

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

73



(d) Precipitating or Releasing Cause .

In order to meet every possibility, let us assume that
the aetiological factors we are concerned with are capable

of a quantitative change—that is of increase or decrease.

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

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

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

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

The distinctive character of the concurrent, or
auxiliary, causes seems clear; but how do we distinguish
between a precondition and a specific cause, since both are
indispensable and yet neither suffices alone to act as a

cause?

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

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

transformations of tissue that are also referred to as specific.

In psychic and psychosomatic illnesses the disposition that
develops in the course of an individual's life history takes on a special
significance as the necessary condition, in contrast to the external
"stimulus" which is the precipitating factor. These two factors, i.e., the
necessary conditions, therefore play a correspondingly large role in
Freud's model of scientific explanation. We will return to these
problems when we discuss the specificity hypothesis in psychosomatic
medicine (Sect. 9.7), yet in the context of Freud's case histories it
should be noted that his explanatory model has proven itself to be
exceptionally productive, even though the validity of many individual

causal assumptions must be doubted today. The logic of the causal
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schema has not been refuted, rather the relationships discovered in
individual cases have turned out to be wrong or have had to be
relativized. We must keep this distinction in mind. Freud linked his
model of complemental series to the causal theories of Hume and Mill
(Eimer 1987). The interrelatedness of the factors makes it possible for
the effects of therapeutic interventions to be reproduced via the

above-mentioned network, the "nodal points" (Freud 1895d).

Freud's causal model of the etiology of psychic illnesses is
complemented by a corresponding understanding of therapy. In order
for an individual to find solutions to the problems later posed by life
and to be able to discover connections between very different human
activities, it may be necessary to descend "into the deepest and most
primitive strata of mental development" (Freud 1918b, p. 10; see Vol.

1, Sect. 10.2).

Freud's case histories are reconstructions that proceed from an
individual's present situation and attempt to find the roots and typical
conditions of symptoms in the individual's past. With regard to the

symptoms of psychic and psychosomatic illnesses, time does appear to
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stand still—the past is present. The phobic is just as afraid of a
completely harmless object today as he was 10 or 20 years ago, and
compulsive thoughts and actions are repeated ritually in the same way

for years.

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

Of special significance is the case history of the Wolf Man, which
Freud published under the title From the History of an Infantile
Neurosis (1918b). A very substantial secondary literature has
appeared on this patient alone, which in 1984 had amounted to about
150 articles (Mahony 1984). Despite many reservations about the
demonstration or validation of psychoanalytic explanations, Perrez

(1972) concludes that the description of the Wolf Man is beyond doubt
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a grand attempt to explain the puzzles that this case presented in the
form of a narrative. The designation "narrative," introduced by Farrell
(1961), acknowledges an aspect of the case histories that filled Freud
with a certain sense of uneasiness—namely, "that the case histories I
write should read like short stories" (Freud 1895d, p. 160). He sought
recognition as a scientist and was concerned that his description of the
fates of human beings might "lack the serious stamp of science" (Freud
1895d, p. 160). The Goethe Prize honored Freud the author, whose
style has attracted students of literature from Muschg (1930) to

Mahony (1987; see Schonau 1968).

The special tension contained in Freud's case histories results, in
our opinion, from the fact that all the descriptions in them have the
goal of making the background of the patients' thoughts and actions
plausible in order to be able to present explanatory outlines of their

history.

Of special importance is the fact that the analysis of one of
Freud's case presentations clearly shows that Freud was
not only concerned with describing the history of a
neurosis. He was concerned most of all with explaining it,

and apparently in the form of a genetic historical
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explanation . The genetic historical form of explanation not
only attempts to describe a chain of events, but also to
showwhy one state leads to the next. For this reason it
makes use of certain laws of probability, and in the case of
Freud's narratives this is not always made explicit. (Perrez
1972, p.98)

However unclear the etiology may be in an individual case and
however insufficiently statistical probabilities and laws may be
validated, the general result still holds that schemata of experiencing
and behavior anchored in the unconscious develop over a very long
period of time. Thus there is not only the danger that repeated adverse
experiences can lead to the formation and maintenance of stereotypes,
but also always a good chance that positive experiences can alter
motivational schemata. Freud's conversation with Katharina may have
opened new perspectives for this young girl, who consulted him in
passing in an alpine lodging. Noteworthy is that this conversation
provides an especially precise view into how Freud conducted

diagnostic-therapeutic interviews (Argelander 1978).

The uniqueness of each life history links the psychoanalytic
method to the rationale of the "single case study" (Edelson 1985).

Scientific aims, of course, go beyond single case studies and are
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directed at postulating generalizations; Freud therefore emphasized in
his report on the Wolf Man that generalizations can only be gained
with regard to certain assumptions about pathogenesis by presenting
numerous cases that have been thoroughly and deeply analyzed

(Freud 1918b).

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

in a particular session.

Freud distinguished between case histories , which he
occasionally referred to as the histories of illnesses, and treatment
histories . We have adopted this distinction, except that we prefer the
designation treatment reports because of the significance of the
different forms of documentation. Freud pointed out the difficulties

confronting suitable reporting in an early publication:

81



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

He was referring in this instance to Dora, whose case history and
treatment he described in the Fragment of an Analysis of a Case of
Hysteria . His task of reporting this case was eased by two
circumstances, namely the brevity of the treatment and the fact that
"the material which elucidated the case was grouped around two
dreams (one related in the middle of the treatment and one at the
end). The wording of these dreams was recorded immediately after
the session, and they thus afforded a secure point of attachment for
the chain of interpretations and recollections which proceeded from

them" (Freud 1905e, p. 10).

Freud did not write the case history itself, the core of the

publication, until after the cure; he did it from memory but claimed it
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had a high degree of precision. According to his own words, he
accepted incompleteness with regard to the treatment history as a

given:

I have as a rule not reproduced the process of
interpretation to which the patient's associations and
communications had to be subjected, but only the results of
that process. Apart from the dreams, therefore, the
technique of the analytic work has been revealed in only a
very few places. My object in this case history was to
demonstrate the intimate structure of a neurotic disorder
and the determination of its symptoms; and it would have
led to nothing but hopeless confusion if I had tried to
complete the other task at the same time. Before the
technical rules, most of which have been arrived at
empirically, could be properly laid down, it would be
necessary to collect material from the histories of a large
number of treatments . (Freud 1905e, pp.12-13, emphasis
added)

Freud did not assign any special weight to the abbreviated form of this
description because transference "did not come up for discussion
during the short treatment,"” which only lasted three months (1905e, p.
13). A similar predominance of the case history at the expense of the

treatment history can be found in all of the case reports Freud
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published.

Freud's reason for putting the genesis of neurotic symptoms at
the center of his published case histories was his view that clarifying
the genesis and achieving more insight are the factors that create the
best preconditions for therapeutic interventions. A representative
quotation reads: "We want something that is sought for in all scientific
work—to understand the phenomena, to establish a correlation
between them and, in the latter end, if it is possible, to enlarge our

power over them" (Freud 1916/17, p. 100).

Not Freud's case histories, but his five technical works are,
according to Greenson (1967, p. 17), the source from which an analyst
can learn to create the best conditions for therapeutic change.
Considering Freud's unique position in psychoanalysis, the fact that he
did not provide a synoptic description of his technique comprising
both theory and practice has had lasting consequences. His case
histories acquired exemplary character for the psychoanalytic theories
describing the conditions of genesis, and were referred to in this way

by, for example, Sherwood (1969), Gardiner (1971), Niederland
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(1959), Perrez (1972), Schalmey (1977), and Mahony (1984, 1986).
Freud was more concerned with specifying rules of research to clarify
the genesis rather than with making these rules the object of study to
determine whether they provide the patient the necessary and

sufficient conditions for change (see Vol.1, Sects. 7.1 and 10.5).

At the beginning of therapy the neurosis becomes the transference
neurosis regardless of how deep its roots reach back into and are
anchored in the patient's life history (see Vol.1, Sect. 2.4). Even if the
domain referred to by this concept has not been sufficiently defined, as
is assumed by prominent analysts in the controversial discussion
edited by London and Rosenblatt (1987), we cannot overlook the fact
that the analyst makes a substantial contribution to determining the
nature of the transference. In this sense, school-specific transference
neuroses even develop, contradicting to Freud's idea that simple
observance of the rules of treatment lead transference neuroses to
develop uniformly. This extension of the theory of transference and
countertransference follows from the recognition of the analyst's
influence. These developments were eased by the fact that it has

become possible in recent years to acquire some insight into Freud's
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own practice, deepening our understanding of the case histories he
reconstructed and also extending our knowledge of how he applied

technical rules.

In Vol.1 we referred to the fact that the increasing amount of
literature about Freud's practice has facilitated the critical reappraisal
of the history of the psychoanalytic technique (Cremerius 1981b;
Beigler 1975; Kanzer and Glenn 1980). When necessary, Freud gave
patients board, lent them money, or even gave it to them. Yet it would,
of course, be naive to want to find solutions to today's problems by
identifying with Freud's natural and humane attitude in the consulting

room as he apparently disregarded the consequences of transference.

It is characteristic of Freud's case histories that they, on the one
hand, report the concrete analysis of an individual case while, on the
other hand, containing far-reaching hypotheses that attempt to
present the entire wealth of clinical observations in condensed form

and to put them in a causal connection.

According to Jones (1954), Charcot's nosographic method

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

to Freud's fundamental thesis:

What characterizes psycho-analysis as a science is not the
material which it handles but the technique with which it
works. It can be applied to the history of civilization, to the
science of religion and to mythology, no less than to the

theory of the neuroses, without doing violence to its
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essential nature. What it aims at and achieves is nothing
other than the uncovering of what is unconscious in mental
life. (Freud 1916/17, p. 389)

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

actions.

1.3 Treatment Reports

Attention was so focused on the dialogue between patient and
analyst in the metamorphosis from the case history to the treatment
report that the preparation of protocols according to selective criteria
has become the object of intense interest. Freud's literarily stimulating
description of the Rat Man, of which Mahoney (1986) recently
presented a linguistic interpretation, owes its wealth of details to the

daily notes that Freud was accustomed to making from memory. The
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protocols about the Rat Man were first published in 1955, in Vol.10 of

the Standard Edition .

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

named above.

Like all psychoanalysts, Freud prepared his protocols according

to some criteria, i.e., selectively; they guided what he selected from his
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notes. Freud used the individual cases to describe examples of typical

connections and processes in psychic life.

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

treatment.

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

point of view in presenting case material.

The criteria that must be applied in order to write a convincing
case history, i.e., a reconstruction of the conditions of genesis, are

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

tested.

Insights can be gained into Freud's technique by reading any of
his case histories. The emphasis in each of them is on reconstructing
the genesis of the particular neurosis. Freud also gave some examples
of therapeutic interventions, sometimes even word for word. We

recommend that anyone reading one of Freud's case histories consult
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a representative book from the secondary literature for critical

guidance.

The post-Freudian development of the preparation of case
histories and treatment reports has in fact been characterized by an
increase in the number of large-scale case reports (Kachele 1981). In
the last few years there has been an unmistakable and growing
tendency for more and more analysts to make their clinical work
accessible to readers. Given adequate preparation, this can put the
critical discussion within the profession on a sound footing. However,
in the psychoanalytic literature the "vignette" is still the primary form
of presentation. A vignette is characterized by unity, subtlety, and
refinement (see discussion in Thoméa and Hohage 1981) and serves to
illustrate typical psychodynamic connections. In it the implications for
the analyst's therapeutic actions are secondary in comparison with
this focus of interest. Greenson (1973, p. 15) has also criticized older
textbooks, including those by Sharpe (1930), Fenichel (1941), Glover
(1955), and Menninger and Holzman (1977), for hardly describing

how the analyst actually works and what he feels, thinks, and does.
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Thus we are justified in joining Spillius (1983) in complaining-as
she did in her critical survey of new developments in the Kleinian
therapeutic technique—about the lack of availability of representative
treatment reports prepared by leading analysts. Everywhere case
reports are primarily supplied by candidates in training, who submit
them for admission into the psychoanalytic societies; because of their
compromising character, these reports are of dubious value, as Spillius
rightly emphasized. This state of affairs is confirmed by the exceptions,
and we do not want to miss the opportunity of favorably mentioning a

few examples of them.

Shortly before her death M. Klein completed a comprehensive
treatment report of the 4-month analysis of a 10-year-old boy (from

1941), whom she named Richard; it was published in 1961.

In presenting the following case-history, I have several aims
in view. I wish first of all to illustrate my technique in
greater detail than I have done formerly. The extensive
notes I made enable the reader to observe how
interpretations find confirmation in the material following
them. The day-to-day movement in the analysis, and the
continuity running through it, thus become perceptible.
(Klein 1961, p. x)
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There is hardly another treatment report in which the analyst's
theoretical assumptions as clearly determine his actions as in this
report, which reproduces all 93 sessions in detail. In addition to the
reviews by Geleerd (1963) and Segal and Meltzer (1963), there is also
a thorough study by Meltzer (1978) that contains a detailed

reappraisal of the course of the case.

Another treatment report, a large one by Winnicott (1972)
entitled "Fragment of an Analysis," was also published posthumously,
in a volume edited by Giovacchini (1972). The interactive nature of the
exchange of thoughts between this patient and Winnicott irritated the
French analyst A. Anzieu (1977, p. 28) because, according to her
argument, the large number of Winnicott's interpretations made it
impossible to perceive what the patient had said. Analysts in Lacan's
sphere of influence are often extremely reticent, one of the items that
Lang (1986) criticized. Lacan himself has not provided detailed clinical
descriptions, and there are no empirical studies either, especially
linguistic ones, although it would seem natural for such studies to be
conducted considering his particular theses. Only a few indications of

Lacan's treatment can be drawn from the published version (1982) of
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Lacan's diagnostic interview of a psychotic patient that was recorded.
He merely explored the patient's symptoms by using the traditional

psychiatric technique of clarifying the psychopathology by questions.

In strong contrast to this is Dewald's (1972) description of a
psychoanalytic process. He bases his account, just as Wurmser (1987)
later did, on protocols of sessions recorded in shorthand, which
provided Lipton (1982) an excellent basis for his criticism of Dewald's

technique (see Vol.1, Chap.9).

An ideal example is also provided by a discussion that Pulver
(1987) edited under the title "How Theory Shapes Technique:
Perspectives on a Clinical Study." The basis of the discussion is a
collection of an analyst's (Silverman) notes. The analyst prepared a
protocol containing his thoughts and feelings in addition to the
interpretations he made and the patient's reactions in three sessions.
This clinical material was examined by ten analysts who are
prominent representatives of the various psychoanalytic schools.
Shane (1987) and Pulver (1987) summarized the results of the

discussion, in which each of the analysts naturally started from his
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own personal point of view. Silverman, the treating analyst, is known

as an adherent of structural theory.

After an evaluation of the material by Brenner (structural
theory), Burland (Mahler's school), Goldberg (self psychology), and

Mason (Kleinian perspective), Shane concluded in resignation:

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

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

that theoretical models should be used in a more appropriate manner.

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

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

prepared.

Pulver enthusiastically welcomed the frankness of the reporting
analyst. It is remarkable, in fact, that analysts still deserve our special
praise when they attempt to precisely record in a protocol—prepared
during or after the session—what the patient said and what they
themselves felt, thought, or said, fully aware that this protocol will
form the basis for a discussion with colleagues from other

psychoanalytic schools and approaches. There are several reasons for
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the increasing willingness of analysts to let colleagues look over their
shoulder. Without a doubt, psychoanalysis itself is going through a
phase of demystification and shattering of illusions; although
psychoanalysis has played a major role in the enlightenment, for a long
time it did not subject itself to the same critical self-criticism.
Institutionalized psychoanalysis is in danger of transforming itself into
an ideology. Freud became a mythical figure. It is consequently no
coincidence that a large public eagerly absorbs everything that Freud's
analysands report about his work. Thus the rhetorical question
expressed in the title of an article by Momogliano—"Was Freud a
Freudian?"—can be answered clearly: "He was not" (Momogliano

1987).

The fear of publicity has declined sufficiently in recent decades to
encourage many analysands, whether patients or prospective analysts,
to report in one form or another about their treatments (Anzieu 1986;
Guntrip 1975). In addition to the well-known stories and diaries by
Anais Nin, Marie Cardinale, Hannah Green, Erica Jong, Dorte von
Drigalski, and Tilmann Moser, there are also joint publications

containing the individual reports of both participants, for example that
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by Yalom and Elkin (1974). They take the old motto—audiatur et
altera pars —seriously that it is important to hear both sides. The
psychoanalytic community makes it too easy for itself if it reduces
such autobiographic fragments of varying quality prose to someone's
hurt feelings, to negative transference that has not been analyzed, or

to excessive exhibitionism and narcissism.

Systematically planned empirical research on therapy is one of
the factors contributing, to an increasing degree, to these changes in
climate in psychoanalysis that, in turn, have initiated this
demystification in psychoanalysis (see for example Masling 1983,
1986; Dahl et al. 1988). This then leads to further changes, which are
very valuable precisely because the arguments employed in the
clinical literature have been relatively naive. For example, Pulver
stated, in the article referred to above, that each of the very
experienced and distinguished analysts are equally successful despite
holding divergent views about a case. In fact, however, the sessions
presented by Silverman took a rather unfavorable course, so the fact
that the protocols were not examined for curative factors might be

traced back to a case of special consideration among colleagues. Of
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course, it is still unclear how many of the general and specific factors
that are taken to be curative on the basis of the results of research on
therapy must converge qualitatively and quantitatively in an
individual case in order to achieve a significant improvement or cure
(Kachele 1988). Thus it is entirely possible that the effectiveness of
psychodynamic therapies is more the result of similarities with regard
to a few fundamental principles than of the differences separating
them with regard to the meaning of interpretations. Joseph (1979)
listed some of these basic assumptions, including unconscious
processes, resistance, transference, free associations, the genetic
derivation of problems, the therapeutic efforts to understand and to
interpret, and the assumption that there are conflicts. Pulver went
even further when he said that the differences of opinion between the

participants in the discussion are more apparent than real.

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

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

symptoms are really there.
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The phenomena that occur in analytic treatment can, as Eagle has

convincingly demonstrated, make a special contribution

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

From today's perspective, the summary of a course of treatment is, if
for no other reason than because of its incompleteness, of problematic
value for the task of scientific validation. Yet the nature of the subject
itself dictates that completeness cannot be achieved. It is possible,
however, to fulfill one important demand today, namely that detailed
documentation be provided at the level of observation, from which
generalizations are made. The model that Mitscherlich introduced for
systematic case histories was an early attempt in this direction, even if
very few case histories of this kind were actually written (Thoma
1954, 1957, 1961, 1978; de Boor 1965). Important was the demand

that the abstraction and conceptualization that were the basis for
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classification be grounded. The Hampstead Index attempted to achieve
something similar, namely to make it possible to clarify the major
psychoanalytic concepts by means of a systematic documentation
(Sandler 1962; Bolland and Sandler 1965). The Mitscherlich model
was of great didactic value because it facilitated reflection during the
phase in which specific hypotheses are made in psychosomatic
medicine; its systematization also eased comparison. Its design
pointed the direction for subsequent developments. Mitscherlich
emphasized the significance of the doctor-patient relationship for
diagnosis and therapy by also adopting the interview scheme of the
Tavistock Clinic for purposes of documentation. The changes in
symptoms that result from the analyst's interventions became the
center of interest in descriptions of the course of a psychoanalytic

treatment.

Going beyond the technical aspects of interpretation and the
question of what should be interpreted in what way at what time,
Bernfeld (1941) was innovative in concerning himself with the topic of
the scientific validity and the truth of interpretations. This problem

was further discussed in the 1950s by Glover (1952), Kubie (1952),
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and Schmidl (1955).

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

interpretation as to the patient's reaction.

In order to do justice to the numerous thoughts that are part of
the analyst's evenly suspended attention, Balint recommended that
items which were merely thought should also be included in the notes
about the session. The inclusion in the analyst's protocol of what the
analyst considered—in addition to his actual interventions—and of
information about the emotional and rational context in which

interpretations originated was an important intermediate step. It
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became evident from this form of keeping records that it is of great
importance to let the patient take part in the thoughts that are the
basis of the analyst's interventions or interpretations. This is in fact a
result of experience that was first discovered long ago and that Freud
(1940a, p. 178) had already referred to. He emphasized that the
patient must be made an accomplice, i.e.,, must have some knowledge
of the analyst's constructions, specifically about how the analyst
arrives at his interpretations and what the reasons for them are.
According to the reports available to us today, Freud did in fact
acquaint his patients with his thoughts in detail, i.e., with the context
of his interpretations. According to him, it is not unusual for the case

to be divided into two distinctly separate phases:

In the first, the physician procures from the patient the
necessary information, makes him familiar with the
premises and postulates of psycho-analysis, and unfolds to
him the reconstruction of the genesis of his disorder as
deduced from the material brought up in the analysis. In
the second phase the patient himself gets hold of the
material put before him; he works on it, recollects what he
can of the apparently repressed memories, and tries to
repeat the rest as if he were in some way living it over

again. In this way he can confirm, supplement, and correct
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the inferences made by the physician. It is only during this
work that he experiences, through overcoming resistances,
the inner change aimed at, and acquires for himself the
convictions that make him independent of the physician's
authority. (Freud 19204, p. 152)

The danger of intellectualization that is associated with this can be
avoided. Explaining the rational context of interpretations generally
elicits a strong affective echo from the patient and provides additional
information, giving the patient the opportunity to critically consider
the analyst's perspective. The patient achieves a greater freedom to
understand the analyst's views and what appeared to be his
mysterious role. An exact examination of what is termed the patient's
identification with the analyst's functions also depends on whether the

exchange processes are documented in a detailed manner (see Sect.

2.4).

Thomd and Houben (1967) attempted—by examining
interpretations--to identify the important aspects of an analyst's
technique and its theoretical foundation, and—by studying patient's
reactions—to estimate its therapeutic effectiveness. While conducting

these studies we slowly became aware of the problems concerning the
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effectiveness of interpretations and the truth of theories.

In order to systematically study interpretations, we followed a
recommendation made by Isaacs (1939) and designed a report
scheme. It required the psychoanalyst preparing the protocol to locate
interpretations between observation and theory and to describe the
patient's reactions. Periods of treatment were distinguished according

to the following points:

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

)

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

3. The goal of the interpretation
4. The formulation of the interpretation
5. The patient's immediate reaction

6. All the rest of the analyst's interpretations and the patient's
reactions (associations, forms of behavior, dreams,
changes in mood and affective state, etc.) that appear
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to be relevant for the topic to be worked through
7. Was the goal achieved?

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

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

practice.

Our special interest in the effects that interpretations have led us,

in preparing those protocols, to pay insufficient attention to the role of
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the emotional aspects of the relationship. The loss of the emotional
context forming the background of analysis makes interpretations and
reactions appear far more intellectual than they in reality are. Insight
and experience, interpretation and relationship, and the verbal and
nonverbal aspects of the dialogue interact (Thoma 1983; see also
Vol.1, Sect. 8.6). While making or reconstructing interpretations,
analysts also move into the depths of countertransference, which is

easier to talk about than to write about.

These two examples of attempts to write treatment reports were
concerned with obtaining data regarding what the analyst felt,
thought, and did in the presence of his patient that is as accurate as
possible. Glover (1955) also assigned special value to the analyst
preparing a protocol of what he told the patient. This is important
because many of the so-called narratives are, as Spence (1986)
criticized, typical narratives constructed by psychoanalysts according
to hidden psychodynamic perspectives and without it being possible

to recognize the analysts' own contributions.

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

hypotheses (Weiss and Sampson 1986; Neudert et al. 1987).

1.4 Approximating the Dialogue: Tape Recordings and
Transcriptions

The idea of employing technical aids should be given very careful
consideration. Although tape recordings document the verbal
dialogue, this technological "third ear" does not register the thoughts
and feelings that go unspoken or that fill unspoken space with
meaning and affects. It would be superfluous to make special reference
to this fact if this deficiency were not given such weight in the
literature. It is possible, after all, to "hear" more of the tone that makes

the music when reading transcripts or, particularly, listening to the
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original recordings than by reading publications based on protocols.
An analyst's attention can be distracted if he takes a protocol during a
session, and the analyst is more selective if he reports key words after
the session, as Freud recommended. In selecting the phenomena to be
described, the analyst follows his own subjective theoretical
perspective, and who appreciates discovering that his own
expectations and assumptions have been refuted! It is not only the
patients who draw pleasure and hope from confirmation. Research
testing hypotheses is a burden on all psychotherapists because it of
necessity questions preferred convictions (Bowlby 1982). For this
reason we like to share this task with cooperating scientists not

participating directly in the therapy.

After becoming chairman of the department of psychotherapy
and director of the psychoanalytic institute in Ulm in 1967, the senior
author initiated the tape recording of psychoanalytic therapies. In the
following years these recordings, together with those of therapies
conducted by some of his associates, became the core of the
transcripts of psychoanalytic therapies stored in the "Ulm Textbank,"

that in the meantime has been made available to a large number of
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scientists from around the world (Mergenthaler 1985).

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

held in Helsinki in 1982.

In contrast to the followers of C. Rogers, psychoanalysis did not
take advantage of these numerous possibilities for a long time. At the
core of many misgivings was the concern that the presence of a tape
recorder could have consequences similar to those of a third party,
namely that the patient "would become silent as soon as he observed a
single witness to whom he felt indifferent” (Freud 1916/17, p. 18). Yet

it has long been known that patients, with few exceptions, readily give

112



their approval to having the interview recorded, discussed in
professional circles, and evaluated scientifically. It is not unusual for
patients to—correctly—expect to profit therapeutically from having
their analyst concern himself especially intensively with their case. Of
course, the patient's initial approval and his motivations are just one
aspect; another and decisive question concerns the effects of the tape
recording on the psychoanalytic process. In order to make a
comparative study of one and the same patient it would have to be
possible to treat him twice, once with and once without a recording.
Yet it is possible to refer to the large number of psychoanalytic
treatments that have been recorded and in which no systematic
negative effect has become known. We do not employ the so-called
playback technique, but according to Robbins (1988) severely
disturbed patients achieve a therapeutically effective "self
objectification” (Stern 1970) by listening to their recorded interviews

and being able to work through the experiences they thus acquire.

Once recording has been agreed upon, we consider it to be part of
the permanent framework on the basis of which everything that

happens is interpreted. Of course, the patient can also retract his
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approval. In Sect. 7.5 we give examples of such cases; they show that it
is not only possible but also very productive for these events to be
made the object of precise analytic study. At any rate, according to our
own experience and the relevant literature the course of the
psychoanalytic process is in general such that the recording ultimately
becomes a matter of routine that only occasionally has an unconscious
significance, just as lying on the couch does. Superego functions can,
for example, only be attributed to the tape recording and projected
onto the secretary (as a transference figure) as long as such
expectations of punishment are virulent. Similarly, in the course of
analysis the omnipotent fantasies a patient is ashamed of and whose
publication he fears—neurotic fears that they might be identified

despite being used anonymously—lose their disturbing force.

After working through, many things become simple and human
that initially appeared to be characterized by a unique personal
dynamism. Nonetheless, no text of a psychoanalytic dialogue is
superficial even though many readers express surprise at how little
the text alone says. Occasionally doubts are therefore raised whether

the availability of verbatim protocols offers anything new. Yet at least
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the analyst in question is frequently surprised when he realizes, from
hearing his own voice or reading the transcript, how far his
interpretations are from what they should be according to the

textbooks, i.e., clear and distinct.

It is remarkable how many problems an analyst has to cope with
when he gives a colleague the data from his clinical work, in this case a
transcribed dialogue, for evaluation. Colleagues confirm more or less
bluntly what one's self evaluation actually cannot overlook, namely
that there can be a significant discrepancy between one's professional
ideal and reality. The tape recorder is without a doubt a neutral
receiver that cannot miss something or be selective! Kubie, to whose
supervision using tape recordings the senior author owes a debt of
gratitude, described in the following quotation painful experiences
that every psychoanalyst has to get over when he is directly

confronted with his statements in an analytic situation:

When for the first time a student psychiatrist or an
experienced analyst hears himself participate in an
interview or a psychotherapeutic session, it is always a
surprising and illuminating experience. He hears himself

outshouting or outwhispering the patient, always louder or
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always softer. Or he hears himself playing seesaw with his
patient—loud when the patient is soft, and soft when the
patient is loud. Or with surprise and dismay he hears in his
own voice the edge of unintended scorn or sarcasm, or
impatience or hostility, or else overtender solicitude and
seductive warmth. Or he hears for the first time his own
unnoted ticlike noises punctuating and interrupting the
patient's stream. From such data as this he and the group as
a whole learn a great deal about themselves and about the
process of interchange with patients and what this process
evokes in them in the form of automatic and therefore

indescribable patterns of vocal interplay.

They learn also to watch for and to respect the subtle
tricks of forgetting and false recall to which the human
mind is prone. At one seminar a young psychiatrist
reported that in a previous interview at one point his
patient had asked that the recording machine be turned off
while he divulged some material which was particularly
painful to him. The group discussed the possible reasons
for this, basing our discussion on our knowledge of the
patient from previous seminars. Then to check the accuracy
of our speculative reconstruction, the psychiatrist was
asked to play to the group about five minutes of the
recorded interview which had preceded the interruption,
and then about five or ten minutes which followed when
the recording had been resumed. To the amazement of the
young psychiatrist and of the group as a whole, as we

listened to the recording we discovered that it had been the
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psychiatrist and not the patient who had suggested that the
recording should be interrupted. Of his role in this, the
young psychiatrist had not the slightest memory.
Furthermore, as we heard the patient's halting speech, his
change of pace and volume, the altered pitch and placing of
his voice, it became clear to the whole group that the young
psychiatrist's intuitive move had been sound: that he had
correctly evaluated the patient's mounting tension and had
perceived the need for this gesture of special consideration
and privacy. The result was that the patient's rapport was
more firmly established than before, to such an extent that
the psychiatrist could now recall that it had been the
patient who had suggested that the recording be resumed
after a relatively brief interruption, and who then, with the
machine turned on, had continued to discuss frankly and
without embarrassment the material about which he had
been so touchy before. The illuminating implications of this
episode for the data itself and for the transference and
countertransference furnished the group with material for
reflection and discussion throughout the remaining course
of the seminars. These could not have been studied without
the recording machine. (Kubie 1958, pp.233-234)

It is difficult to ignore the meaning of this story. It opens a context of
discovery that illuminates the always latent danger of reductionism

inherent in a condensed and selected report.

Transcripts often seem paltry in comparison to the recollections
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that the analyst has of the session and that are immediately revitalized
when he reads the text. It is the rich emotional and cognitive context
that adds vitality to the sentences expressed by the patient and the
analyst. This context and the multifaceted background, which are
revitalized when the treating analyst reads a transcript, can only be
assumed by the reader who did not participate in the interview; it may
be possible for the latter to fill in the gaps with the aid of his
imagination and his own experience. In the traditional presentation of
case material, which in general contains much less original data, this
enrichment is provided by the author's narrative comments. Even the
use of generalizations, i.e., of the abstract concepts that are regularly
employed in clinical narratives, probably contributes to making the
reader feel at home. The concepts that are used are filled—
automatically, as it were—with the views that the reader associates
with them. If a report refers to trauma or orality, we all attribute it a
meaning on the basis of our own understanding of these and other
concepts that is in itself suited to lead us into an approving or skeptical

dialogue with the author.

Uncommented transcripts, in particular, are sometimes rather
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strange material. It took us some time to get accustomed to them. Yet
if you become absorbed in these dialogues and practice on your own
texts and those of other analysts, you become able to recognize a
wealth of detail. For example, the context clarifies how a patient
understood a question and whether he took it as encouragement or
criticism. Thus the verbatim transcript at least makes it possible to
understand how the tone makes the music. An even more precise
method for studying the emotional background is for the analyst to
summarize his countertransference during specific sequences or

immediately after the session or for him to be questioned afterwards.

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

contact with the original situation.
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Missing in manuscripts of analyses recorded in their entirety are
both the silence pauses, which can be very eloquent "comments" for
each participant, and descriptions of the mood, which can be
remembered during an oral presentation at a seminar on treatment.
We would like to raise the question of why it seems to be easier for
musicians to hear the music while reading a score than for analysts to

make the transcript of a session come alive.

Sandler and Sandler (1984, p. 396) refer to the "major task for
future researchers to discover why it is that the transcribed material
of other analysts' sessions so often makes one feel that they are very
bad analysts indeed.” They qualify this by adding that "this reaction is
far too frequent to reflect reality” and ask, "can so many analysts really
be so bad?" This conclusion is a challenge for us to enlarge the size of
the sample available for examination. Apparently only the bad analysts
have so far been ready to put the naked facts—the unerring
transcripts—on the table. With the examples contained in this volume
we considerably enlarge the previous sample size and naturally hope
that we do not fall victim to the same verdict. Yet even more bad

examples can serve a useful function and encourage renown analysts
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to finally demonstrate how it should be done by making ideal models
of transcripts of dialogues available for discussion. Everyone in the
process of learning looks for role models. The great masters of our
time should not miss the chance to set a good example. Of course, the
naked facts of the verbal exchange are not the last word. By coding
intonations and other nonverbal communications it is possible to
represent affects better in transcripts than in traditional publications.
It requires some practice, however, to be able to follow texts of

psychoanalytic dialogues containing such coded information.

Video recordings are essential to examine some issues, for
example, to study how affects are expressed in mimicry and intonation
(Fonagy 1983), gestures, and the overall expressiveness of posture
and movement, i.e., body language (Krause and Liitolf 1988). Of
course, they do not lead anywhere if the issues have not been clearly
conceptualized or if there is no clearly defined method for evaluating
the data. This is the reason that the films of a complete psychoanalytic
treatment that have been made (Bergmann 1966) have disappeared
into the vaults of the National Institute of Mental Health and have

probably been destroyed in the meantime. There are less complicated
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and costly means to register the nonverbal communication expressed
by posture and movement for clinical purposes than to make video
recordings of the patient while he is lying on the couch and restricted
in movement. In several articles Deutsch (1949, 1952) has pointed to
the significance of posture and movement, and McLaughlin (1987) has
described how he uses simple marks in the protocol to record the

patient's movements on the couch.

On the basis of our experience, we realize that transcribed
psychoanalytic dialogues become more meaningful the more the
reader can put himself into the situation and add vitality to it by
identifying with the participants and reenacting, as it were, the
dialogue. There is still a difference, however, between in vivo and in
vitro. When the treating analyst reads his own interpretations, his
memories add important dimensions. It simply makes a difference
whether you read a drama by Shakespeare, sit in the audience and
view a stage performance, or help to enact it as an actor or director.
Since we will frequently confront the reader with excerpts from
transcripts, we request him to make the mental attempt to dramatize

the text. We believe that most dialogues can stimulate the reader to
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make multifaceted and imaginative identifications and, consequently,
numerous interpretations. Yet this does not eliminate the difference

between the producer and the recipient of a text.

So-called naked facts or raw data have always been couched in
personal theories, on the basis of which the observer illuminates the
individual fact and assigns it a meaning. This on-going process of
attribution makes the talk about registering simple facts appear just as
dubious as the related teaching of mere sensations, which William
James termed the classic example of the psychologist's fallacy. Yet
there are hard facts, as we inevitably discover when we believe we are
able to disregard laws of nature. The pain we sense after a fall, which
is in accordance with the law of falling bodies (i.e., gravity) but not
with the magical belief in being invulnerable, may serve as an example
that can be recognized as easily being in agreement with Freud's
reality principle. In this example it is very obvious that belief was
attributed a power that foundered on the reality principle. The
analyst's recognition of both the metaphoric and the literal meaning
and of the tension between them makes it possible for him to grasp the

deeper levels of the transcribed texts. Of course, the wise Biblical
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saying "Seek, and ye shall find" also applies here. As an aid we
supplement the dialogue with commentaries and further

considerations.

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

entire section to this topic (Sect. 10.1).

The issue is not to make the tape recording of treatments a
routine measure. We are of the opinion that tape recording is linked to
certain learning experiences that are difficult to acquire in other ways.
The most important one, for us, is that the treating analyst can acquire
a realistic picture of his concrete therapeutic procedure; this is only
possible to a limited degree in retrospective protocols, for
psychological reasons associated with our memory. This limitation has
a systematic character since regular omissions creep into such

protocols, as we know since the instructive studies by Covner (1942)
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and Rogers (1942). In the form of supervision common today, the
supervisor attempts to discover the candidate's blind spots although
these are customarily well hidden as a result of unconscious motives.
The frequently observed procedure of participants at seminars of
reading the prepared report against the grain, i.e., of searching for
alternative interpretations, speaks for the widespread nature of this

attitude.

Once the analyst has exposed himself to the confrontation with
the tape recorder and has overcome his many inevitable hurt feelings,
which regularly occur when he compares his ideals with the reality of
his actions, then he can dedicate his entire and undivided attention to
the patient in the session. He is not distracted by thoughts of whether
and what he should note after the session or of which key words he
should note during the session. The analyst's subjective experience is
relieved of the responsibility of having to fulfill a scientific function in
addition to the therapeutic one. One independent task is, however,
reserved for the analyst's free retrospective consideration of the
psychoanalytic session, called the inner monologue by Heimann

(1969); it obviously cannot be recorded at all. The manner in which
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analysts look back at their own experiences and ideas constitutes a
field of its own in which free reports have an indispensable function;
we have studied this question for many years together with A.E. Meyer

(Meyer 1981, 1988; Kachele 1985).

In retrospect we can say that the introduction of tape recordings
into psychoanalytic treatment was linked with the beginning of a
critical reappraisal of therapeutic processes from a perspective
directly adjacent to the phenomena themselves. This simple technical
tool was and is still today an object of controversy among
psychoanalysts; those analysts, however, who are active in research
agree that such recordings have become an important instrument in
research (e.g., Gill et al. 1968; Gill and Hoffman 1982; Luborsky and
Spence 1978). Criticism of research methodology from within the
ranks of psychoanalysis began in the 1950s and was initially not taken
very seriously (Kubie 1952). Glover (1952) complained, for example,
about the lack of sufficient control on the collection of data. Shakow
(1960) referred to the view, derived from Freud's assertion of an
inseparable bond, that every analyst is per se a researcher as a "naive

misunderstanding of the research process." This inseparable bond has
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in fact only been made possible by the introduction of tape recordings
and to the extent that the treating analyst, i.e., his personal theories
and their application in therapy, can now be made an object of
scientific study. The substantial participation of independent third
parties is an essential aspect of such studies to test analysts'
hypotheses. Thus Stoller questioned the claim that the psychoanalytic
method is scientific as long as one essential element is missing that can

be found in other disciplines acknowledged to be sciences:

To the extent that our data are accessible to no one else, our
conclusions are not subject to confirmation. This does not
mean that analysts cannot make discoveries, for scientific
method is only one way to do that. But it does mean that the
process of confirmation in analysis is ramshackle . . .I
worry that we cannot be taken seriously if we do not reveal
ourselves more clearly. (Stoller 1979, p. xvi)

We think that Stoller's skepticism is unfounded today because the tape
recording of sessions provides reliable data about verbal exchange.
Insofar we agree with Colby and Stoller (1988, p. 42) that the
transcript "is not a record of what happened" but "only of what was
recorded.” The verbal data can easily be supplemented by additional

studies about, for instance, the analyst's countertransference (see our
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studies referred to above).

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

observation.

Freud's (1912e, p. 113) own impressive ability to record
examples "from memory in the evening after work is over" did not
protect him from being selective and forgetful and does not supply
sufficient justification for any psychoanalyst to make notes for
scientific purposes from memory only. We need to employ some form
of externally recording data as a means to support our memories,
regardless of how good our unconscious memory is. Gill et al. (1968)
have pointed out that the ability to remember is developed to very

different degrees. It is probably impossible to "calibrate" our ability to

128



remember in a way which would comply with the standardization of a
mechanical recording method. Psychoanalytic training, and especially
the training analysis, promotes the apperception and selection
characteristic of a specific school more than it does a balanced and

critical attitude.

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

formation, storage, and retrieval (Jacob 1981).

The method of listening that Freud recommended can facilitate
the perception of unconscious processes. There have also been
experimental studies that emphasize the heuristic value of
nondirected listening (Spence and Lugo 1972). The point of this

discussion cannot be to restructure the exclusively subjective protocol,
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but to acknowledge that it has a limited scope in matters related to
research. A clinician working on a specific problem will have to find
additional opportunities for observation in order to be able to make
any systematic statements. This is exactly the purpose of introducing
tape recording into treatment. This technical aid influences—as do
many other factors—both the patient and the analyst; the same is true
of the presentation of cases by candidates in training and of the

consequences that the analyst's life history has on the patient.

We believe that the introduction of research into the
psychoanalytic situation is of immediate benefit to the patient because
it enables the analyst to draw many stimuli from the scientific issues
that are raised. Thus we can return to items we mentioned above to
better prepare the reader to study transcripts. We are all used to facts
being presented in the light of theories. A transcript creates, in
contrast, the impression of being one-dimensional: the analyst's
interpretations and the patient's answers do not automatically reflect
the latent structures of perception and thinking. Although typical
interpretations disclose which school the analyst belongs to, we

cannot simply throw his statements into one pot with his theoretical
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position. In traditional case reports phenomena are united in a
psychodynamic structure that satisfies several needs at once. One does
not ask, with regard to a good report, whether the items the patient
contributed were left in their original form or whether they only fit
into the whole after interpretive work was done. To demand that the
cognitive process and the consistency of a structure be scrutinized and
that the structure be divided into its parts leads us back into the
analyst's office, which obviously can only be poorly reflected in a
transcript. Yet this is a means to obtain a reasonable approximation of
what analysts do in order to satisfy the demands of the day, namely
that the clinical practice of psychoanalysis be studied. Insofar the tape
recording provides an "independent observer" (Meissner 1989, p.
207). Such an observer is a prerequisite for examining Sandler's thesis

that psychoanalysis is what psychoanalysts do.

Before we conclude this chapter we still have to mention several
simple facts. It is rather arduous to read a transcript of a session of
treatment that has not been edited. We believe that the resulting loss
of linguistic accuracy is made up for by the didactic benefit. Texts have

to be in a certain linguistic form in order to entice clinically oriented
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readers to participate in the processes that are described.

In written form it is only possible to approximate complex
relational processes. Our previous line of argument indicates which
form of protocols we will primarily rely on. We will also refer to notes
and protocols made by analysts. In accordance with our basic idea we
will, as a rule, dispense with extensive biographical introductions to
the episodes of treatment. We want to demonstrate that it is possible
to comment on the fundamental principles of therapeutic activity
without providing a detailed introduction describing the patient's
biography. Both theoretical considerations and therapeutic experience
document that, at least in the sphere of symptoms, structures of
meaning that play a causal role remain constant through time. Clichés
are sustained that are the basis for repetition compulsion. It is not
always necessary to resort to detailed descriptions of preceding
biographical events in order to be able to understand processes in the

here and now.
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2 Transference and Relationship

Introduction

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

resistance (see Chap.4).

In this introduction we will restrict ourselves to a few words
about major issues. The initial task in analysis is to create a "helping
alliance" (Luborsky 1984); once this has been achieved, the
psychoanalytic process is characterized by the interplay between
transference and the working alliance (Sect. 2.1). The analyst's
contribution toward creating favorable conditions for change is a

special object of our interest. It seems obvious that we should choose
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examples from the initial phase of therapy as it is in this phase that the
patient attempts to come to terms with the strange and unsettling
situation. The patient's hopes that analysis will help him become
better able to cope with the problems in his life are nourished by the

experiences he has in the analytic situation.

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

Sect. 2.4.

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

that have become a "cliché" in the sense that Freud used the term.

It would be possible to achieve a slightly different focus by
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correlating the particular contents of the transference to typical forms
of anxiety; the context of the momentary genesis of the latter would of
course have to be taken into consideration. In order to be able to
comprehend a patient's anxieties both in and outside of transference it
is necessary to be familiar with the psychoanalytic theory of anxiety,

which we outline in Sect. 9.1.

Examples of the connection between present and past in
therapeutic technique are distributed throughout the entire book
since movement back and forth along the temporal axis forms the
basis of all transference interpretations. For a theoretical introduction
we recommend reading Sect. 8.4 in Vol.l, and believe that our
examples can help steer the ongoing controversy about transference
interpretations that refer to the present and those that refer to the
past into more productive directions. The question of how
retrospective ("then and there") transference interpretations and
transference interpretations referring to its actual genesis ("here and
now") can be combined or supplement one another in order to be
therapeutically effective in an individual case is obviously an empirical

matter. We introduce this distinction in order to have descriptive
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adjectives at our disposal, yet it also emphasizes the link between
present and past, which led via the observation of repetition to the
psychoanalytic theory of transference. The two adjectives
"retrospective” and "actual" are not usually employed in the
psychoanalytic literature, and it is therefore appropriate that we
justify introducing them. Transference interpretations directed to the
here and now have required that the analyst provide a circumstantial
description indicating that he is hinting at a connection to himself or to
the psychoanalytic situation or that he is starting from the manifest
level. Actual genesis does not specify the depth to which present
experiences are anchored in the past. One consequence of this is that
interpretations of the actual development cannot simply be patterned
after the stereotype that probably goes back to Groddeck (1977) and is
associated with the sentence, "You now mean me" (see Ferenczi 1926,

p. 109). We discuss this topic in detail in the introduction to Chap. 4.

What we refer to as retrospective transference interpretations
are familiar to the reader under the designation "genetic
interpretations.” What justification is there for the new term if we

adhere to Occam's old dictum, Entia non sunt multiplicanda praeter
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necessitate? Although we hesitate to further increase the number of
psychoanalytic concepts, it is nonetheless useful to introduce the term
"retrospective transference interpretation”; it is only slightly burdened
theoretically, whereas genetic transference interpretations imply the
reconstruction of the psychogenesis and claim to be able to explain
present behavior and experience with reference to their causes. To
look back to predecessors is far less ambitious than to trace certain
transferences back to causes in childhood. Retrospective transference
interpretations take the principle of retrodictive attribution

(Nachtrdglichkeit ) seriously (see Sect. 3.3; Thoma and Cheshire 1991).

Hardly any topic stirs feelings to the degree that the debate over
the different transference interpretations does. Although this
controversy also has to do with therapeutic effectiveness, the bitter
polemics seem, as far as they are not motivated by professional
politics, to result from differences regarding the psychoanalytic
method (Fisher 1987). Gill's (1984) social conception of transference
has, if we disregard a few exaggerations that he himself has conceded,
the following implications. We must proceed from the fact that

influencing is an element of every human interaction. Transference
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interpretations are, accordingly, two-sided; they act within the sphere

of (mutual) influence and take it to a new level.

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

of Vol.1.

The reader has the opportunity to retrace, and in a certain sense
even to reexamine, our protocols and transcripts of treatment from
the perspective of transference interpretation. He will surely find
numerous weaknesses that the analyst is responsible for or that we
have overlooked. In today's psycho boom there are more than enough
repulsive examples of such transgressions that make therapeutically
effective interpretations of transference impossible and that should be

considered as malpractice. We do not want to contribute anything to
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them.

Yet where are the differences—which usually escape notice—in
the controversy over actual genetic and retrospective transference
interpretations, and which Sandler and Sandler (1984), as helpers in a
time of emergency, believed they could resolve by introducing the new
concept "present unconscious"? According to this concept,
transference interpretations emphasizing actual genesis would be
directed toward the present unconscious, and the familiar, traditional
division into different layers of the unconscious would be extended by
a conceptual innovation. Disregarding a few rather terminological
finesses, the actual differences between the preconscious and the
present unconscious are minor. Gill's passionate argument in favor of
transference interpretations of actual genesis is in fact primarily
directed at the patient's preconscious perceptions, and he

recommends proceeding from their plausibility:

It is not merely that both patient and analyst contribute to
the relationship but that both contribute to the transference
. Furthermore, the social conception of transference is
based on a relativistic view of interpersonal reality in

contrast to the usual absolutistic one. Transference is not
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only always contributed to by both participants, but each
participant also has a valid, albeit different, perspective on
it. Hoffman and I have argued for the rejection of the usual
psychoanalytic view that one <can dichotomize
interpersonal experience in general, and experience in the
analytic situation in particular, into veridical and distorted.
We see interpersonal experience, instead, as always having
a degree of plausibility. (Gill 1984, p. 499)

This rigorous social conception of transference, also pleaded by
Stolorow and Lachmann (1984/85), demands that the analyst reflect
on his theories of reality and relativize them with regard to the
patient. The emphasis put on plausibility is directed against the
dichotomy of real or realistic experience on the one hand and distorted
experience (as the traditional definition of transference) on the other.
As a consequence the alleged distortion, i.e., the deviation from a
realistic perception of reality, cannot be precisely defined either. Such
distortions of perception therefore cover a wide spectrum. The
consequences of this point of view for our understanding of
transference interpretations are very far-reaching. It is up to the two
participants to deal with the "cues: the perceptual edge of the
transference” (Smith 1990). The task is easy if a patient himself

classifies a perception, experience, or manner of behavior as fairly
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abnormal and the analyst agrees, so that each can start the study with
his own tasks, in order to achieve the goal of change desired by the
patient. Therapeutically the point is obviously not to conduct an
abstract discussion about where the borders of normality are, and also
not to continuously discuss differences of opinion in order to
overcome them. We simply want to emphasize that it is up to the two
participants, the patient and the analyst, to clarify where reality might
be distorted in the psychoanalytic situation. Furthermore, the patient
and the analyst do not live alone in a world of their own but in a
multilayered sociocultural reality in which some average values apply
although they lack normative force for the individual's private life. The
patient's and analyst's intersubjective determination of a continuum is
thus interconnected with the opinions they share with their respective

environments.

Associated with the social point of view is the recognition that the
analyst exerts a very strong personal influence on the patient, a fact
which was also emphasized by Freud when he, while discussing the
technique of suggestion, referred to the word's literal meaning. Yet

Freud also undertook the vain attempt to use the set of psychoanalytic
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rules to obtain uncontaminated data. His understanding of the
resolution of transference was to attempt to undermine the suggestive
force of powerful figures in childhood and their revival in analysis.
This orientation toward the past has contributed to our neglecting the
large influence the analyst has on the present and the actual genesis of
all psychic manifestations, including symptoms. The solution of the
clinical and scientific problems of psychoanalysis requires first of all
that we proceed from the fact that the analyst's influence poses an
inevitable contamination of the observed phenomena. This means that
it is necessary for all psychoanalytic data to be examined with regard

to the analyst's contribution (Meissner 1989; Colby and Stoller 1989).

2.1 Therapeutic Alliance and Transference Neurosis
2.1.1 Promoting the Helping Alliance

In the introductory phase the analyst can make a substantial
contribution toward helping the patient quickly come to terms with
the unfamiliar situation. Creating hopes at the very beginning and

being helpful in developing unused abilities are not the same as
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promoting dependence and illusions by means of crude suggestion.
The growth of the therapeutic alliance and the development of
transference can strengthen each other. If the "helping alliance"
(Luborsky 1984) is fostered, both the "working alliance" (Greenson
1967) and transference thrive. It is then possible at an early stage to
show the patient the neurotic conditions of his behavior and
experiencing and, above all, the capacity for change that remains

despite all limitations.

In the initial interviews Erna X told me that she suffered from
numerous neurotic symptoms and, since childhood, from neurodermatitis. |
was recommended to her by friends of hers. She had informed herself
about her illness by reading books. Judging from the external and internal
conditions it was possible to proceed directly from the interviews to
therapy. | formulated the basic rule in accordance with the
recommendation made in Vol.1: "Please try to say everything that is on

your mind or that you think and feel; it makes the therapy easier."

Erna X began by describing a conflict that had existed for a long time
and that she had already mentioned in the initial interviews, namely her

indecisive attitude toward a fourth pregnancy. On the one hand, she very
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much wanted another child, on the other there were numerous objections.
In the period since the initial interview she had had a routine examination,
and she had seen the wrinkles on her gynecologist's forehead as she had
mentioned her desire to have a fourth child. She mentioned her mixed
feelings. In response to his question of how she would decide emotionally,

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

A: | have the impression that you're torn back and forth. You want to leave

it up to chance in order to avoid having to make a decision.

Commentary. This statement implies the tendency of not leaving the

decision to chance.

P: At the present I'm entirely prepared for a fourth child. When | go window
shopping, it makes me happy to think about being able to buy things
for a new baby. But with four children | would have to stop working.

Physically | wouldn't be able to take it any more.

Erna X described something similar regarding an allergy test. It had
taken her entire courage to interrupt the examination after she had had to
wait for hours and hours. She complained about the doctors' lack of
willingness to provide information. The examination was supposed to have

been repeated three more times, but she couldn't sacrifice a whole
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afternoon each time. The patient was pleased by her courage: "Courage

turned into anger. Being angry, | was able to be courageous."

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

her blood pressure.

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

test.

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

with sexuality: "l turn red as soon as | think of my anxiety."

The patient's anxiety about her insecurity triggered her symptoms
and led in a typical way to its secondary reinforcement. | made the

interpretation that all the feelings were lacking that had originally motivated
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her blushing and anxiety, and said that it was therefore important to

determine which themes underlay her shame anxiety.

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

fourth child and that there would be less of a burden on her.

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

going to a analyst.

146



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

fall to pieces and my skin problem will come back right away."

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

her husband, and his criticism made her feel very insecure.

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

arguments.

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

had already gone further.

| now made it clear that | would say something on my own if | thought
| could contribute something in a given moment. | encouraged the patient
to freely say everything that came to her. | then raised the question of
whether she had the impression in other aspects of life that she talked too
much and did not let the others get a word in. In private conversations, she
said, she was rather restrained, an allusion to the distinction between "in

here" and "out there," i.e., between the analytic situation and life in general.

Whenever she was waiting for her husband she would think about
everything that had happened during the day. Yet if he called to say that he
would be late, then everything was over, and when he came on time, he

usually did not want to talk. Sometimes she said something anyway, but
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did not get through to him. It was very unusual for a conversation to be
satisfactory if one did develop. She would sometimes call a girl friend to
pour out her heart. She was surprised that she so successfully managed to

speak freely in the analysis.

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

remained silent instead.

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

clearer to Erna X that she could continue if a pause occurred.

She got caught up on the word "insecurity" and remarked that she
continued our talks by herself after the hour was over. For example, after
the last session she continued thinking about the subject of adjustment.
Because of her insecurity and although she knew better, she would call her

husband when she had difficulty making a decision.
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P: | shy away from making decisions on my own about very banal matters.

It's another aspect of my exaggerated adjustment to my mother.

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

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

right.

Her husband criticized her because she always turned to her mother.
Yet he was frequently not available, and this was her criticism of him . Erna

X emphasized her tendency to follow her mother, with very few exceptions.

Her son Jacob learned bad expressions at kindergarten, and her
mother was horrified when she heard them. Erna X said that she would
have been spanked if she had done something similar. She defended her
children against her mother's moralistic manner. The patient was able, via

her identification with her children, to express her right to independence.

Commentary. This early session was chosen for prescriptive reasons,
because we believe that it displays an exemplary mixture of the

different elements constituting the structure of a helping alliance.
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2.1.2 Support and Interpretation

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

right.

Daniel Y had suffered for years from numerous neurotic anxieties and
hypochondriac fears. He was particularly tormented by his fear of
becoming insane. For several reasons it was very difficult for him to decide
to undergo therapy. He had also obtained information about behavior

therapy. Yet since he not only suffered from his symptoms, but also felt cut
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off from his life history and was unable to remember hardly anything prior
to puberty, he believed that he required psychoanalytic help. Daniel Y's
suffering from his anxiety attacks and from the feeling of being separated
from his personal roots was so severe that he put aside all his reservations

against psychoanalysis.

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

helped him keep his feeling of shame about his childhood experiences,
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which were in such complete contrast to his successful career, in limits.

Overall a good balance between regressive immersion into affective

experience and reflective dialogue had developed in therapy.

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

be attributed to the analysis of conflicts.

There had been no reason for me to make the patient aware of my
assumptions about these two aspects of therapy. Then Daniel Y had to go

on a week-long overseas trip that made him feel apprehensive since he
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had not flown in the last few years without experiencing a panic attack. In
view of the planned flight | decided to make an explanatory comment,
which | expected to have a settling effect. | reminded the patient that he
had already successfully gone on numerous trips by car and train because
he no longer felt at the mercy of things beyond his control and had
obviously regained his capacity to assert himself. My intention was to make
the patient aware of this enlarged sphere of action and to reinforce his own
self-confidence. The patient was moved by my statement. We were hardly
able to talk any more because of his sudden and intense outburst of crying.
In view of the experience that it is rather unfavorable to conclude a session
leaving a strong affect undiscussed, | was not entirely happy when he left.
Yet | also had the impression that Daniel Y had gained self-assurance and

could therefore handle his emotions.

Daniel Y came back in the best of moods. He had not, against all his
expectations, experienced any anxiety during either of the flights. Since he
was familiar with psychoanalytic rules from hearsay, he had in the
meantime wondered whether my support was permissible. At the same
time the patient was amazed that | had undertaken such a venture and
taken the risk of making a kind of prediction. He wondered, furthermore,
whether his confidence in my ability would not have suffered seriously if he

had had a relapse. | now tried to explain to the patient that | had taken a
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calculated risk and thus had not acted arbitrarily or made a chance
suggestion. Daniel Y had in fact forgotten that | had grounded my
assumption that he might be able to travel free of anxiety in a reference to

his increased self-assurance.

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

outburst, which | will now describe.

Daniel Y was disturbed that he was not able, despite his intelligence,
to grasp the reasons for the extent he had become free of anxiety. It was
an obvious wish of his to learn something about the conditions of his
improvement. It was his approach, as he practiced in his profession, to
gain assurance—or correct mistakes—by learning the causes of
something. The patient seemed relieved that | considered his curiosity
about which factors are of consequence therapeutically as something
natural and that | said it was his good right to know. He had expected me
to skip over the implicit question or simply reject it. He suddenly became
very aroused and anxious. | was now able to explain to him the momentary
manifestation of anxiety. He had wanted to know more from me but had

been afraid to come any closer. He was very ambivalent, hoping that | was
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not groping in the dark, but also envying me because of my knowledge and
the calm manner in which | took his comment about being afraid that | was

perhaps really just stumbling around in the dark.

The inequality between us and the fact that | knew so much about
him reminded him of his childhood feelings of powerlessness and being
excluded. Daniel Y was encouraged by the fact that | made a few
comments about the genesis of his anxiety and did not belittle the intensity
of his feelings. Suddenly the patient was overcome by an outburst of hate
against an "uncle,"” who had taken his father's place and whom, at his
mother's behest, he had had to obey. He was severely shaken by the
intensity of his hate and the anxiety associated with it, and convinced by
my references to the connections to his experiencing during the session.
From his restrained criticism of me and my reaction to it, the patient thus

gained sufficient self-assurance to be able to deal with his strong affects.

The oedipal source of tension had now become so immediate that the
conditions were favorable for attempting to revise it. It is noteworthy that
although at that time he had won against his "uncle"—his other's lover after
her divorce—he nonetheless had retained a deep feeling of inability, even
of having a physical defect and hypochondriac anxieties that centered on

his heart. Somewhat later he was able to overcome his shame and say
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that until the late assertion of his sexuality he had felt very depressed
about never having ejaculated during masturbation. His anxiety about his
pleasurable oedipal aggressions had resulted in inhibition and a functional
disturbance that accompanied it. This, in turn, had strengthened his feeling

of inferiority despite all his successes in professional matters.

2.1.3 Common Ground and Independence

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

following example illustrates the corresponding steps in technique.

We refer to an exchange of thoughts in the 61st and 62nd
sessions in the analysis of Arthur Y and occasionally quote from it, in

order to show what it means to acknowledge actual truths in the here
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and now. The metaphors used by the patient are especially well suited

to characterize his mood.

The two sessions preceded a longer vacation break. The topic was
the patient's curiosity; in my interpretations | had indirectly encouraged him
to be more curious. My encouragement led the patient to remember having
suppressed his curiosity toward me on an earlier occasion. "At the time |
didn't dare ask, and even today it's not easy for me," and the patient
immediately said what the reason was, "I wouldn't have received an
answer from my previous therapist, just the counterquestion, “Yes, why
does it interest you?' And after you have been asked such

counterquestions often enough, you don't feel like asking any more."

Arthur 'Y was interested in knowing where | was spending my

vacation. On an earlier occasion | had given him my address.

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

part of the Alps, those mountains in Allgau.”
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It was not until the next session that the consequences of my refusal
became clear and, what is more important, could be corrected. At first
Arthur Y had seemed to be entirely satisfied with my answer, but his
momentary subliminal frustration was reflected in the examples he
mentioned from his previous therapies. He recalled an important metaphor:
the image of a snail that puts out its feelers; you only have to touch the
feelers and it withdraws into her shell. "I acted in just the same way with
them [the other therapists]." And then he recalled, at the opposite extreme
to the snail, a large dog showing its teeth. "You don't go around touching

him, otherwise he might bite your finger off."

It seemed obvious that the patient was describing himself as the snail
and the analyst as the vicious dog that should not be provoked by asking
questions. The patient corrected this assumption in the next session. In the
first third of it a good atmosphere was created because | was able to calm
him; he had anxieties because of the issue of discretion—information
passed on to the insurance company etc. The patient now had sufficient
assurance to again return to specific points. In connection with the dog, he
complained, "If | had only once been the dog and barked . . . ." | mentioned
the consideration that, according to this comment, he was not bitten, but
bites. He admitted that my opinion was not entirely wrong. After disarming

the criticism in this way and putting me in a friendly mood, so to speak, he
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remembered the rejection he experienced from my evasive generalization
regarding the ski run. He experienced my evasiveness, as he said, as a
red light—"Better not ask any further"—whereupon | made an allusion to
finger, bite, the object's rage, and retreat (the snail). The patient made it
clear that for him such an inner retreat was a defeat that provoked

revengeful feelings.

| confirmed that | had been evasive and that this had altered the
relationship between the snail and dog at the expense of intense curiosity.
My interpretation was, "It's true that | was evasive. | did not say that | know
the ski run, but generalized. Perhaps you experienced this as a strong
rejection because you were not only curious, but because intrusiveness is
linked to curiosity—the vicious dog." Thus, | did not say, "You were afraid

of hurting me then," as if he had only imagined this anxiety

and | had not been irritated. | instead acknowledged the plausibility of
his perceptions. Such acknowledgment probably leads to a corrective
emotional experience by letting patients test in the next few steps they take
whether they remain welcome with their recently acquired new patterns of

thought and action.

| later—after explicitly answering his direct question about the ski run

—commented that it can sometimes make sense not to answer a question
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immediately. Responding to my explanation, the patient summarized, "Yes,
if you answer questions immediately, the thought process may stop
prematurely." The patient thus confirmed that it sometimes makes sense to

leave questions open in order not to terminate the thought process.

Upon closer examination of his choice of words, it turned out that he
attributed the analyst a cunning form of behavior that he knew from himself
and that he sometimes employed to reach goals or just to make ends

meet, according to the saying that the end justifies the means.

The patient's curiosity had now become more intense, after we had
previously used associations to establish multifaceted connections to
words such as "drill" and "penetrate." The patient remembered, "People

say, "He's drilling me with questions." We talked about the upcoming
vacation break. Arthur Y knew that it would not be easy to reach me, which
provoked him into being penetratingly curious. We reached a compromise
that did justice to the different aspects of the technical problem. On the one
hand | did not say where | would be staying, and on the other | assured

him that in an emergency he could reach me through my office.

In view of the vacation break, it was important to me at the end of the
session to emphasize the things we had in common. Since we were

familiar with the same region, | used metaphors such as that we are
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already on good footing.

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

possible.”

The course of the sessions discussed here makes it clear that the
therapeutic process can facilitate the correction of the side effects of
analytic interventions, since, obviously, in addition to favorable effects,
interventions can have unintended negative side effects that may not

be immediately visible.

2.2 Positive and Negative Transference

The spectrum of positive transference is very wide, ranging from mild
forms of sympathy and esteem to ardent love. One speaks of eroticized

transference if it reaches such a degree that it constitutes a lasting
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obstacle to the working alliance. Transference love often turns into
hate. Negative aggressive transference can therefore often be
understood as the consequence of an experience of being rejected. The

following examples illustrate this spectrum.

2.2.1 Mild Positive Transference

The patient Erna X came to talk about Tilmann Moser's
autobiographical account Lehrjahre auf der Couch (My Apprenticeship on
the Couch), in which he described his strong and aggressive attacks on his
analyst (see also Chap.7). She had previously thought it inconceivable that
she could become so infuriated. In the meantime she had become
skeptical about the absence of negative affects in view of an approaching

interruption in treatment, which she was disappointed at.

P: Well, | was unhappy that you didn't tell me where you're going on
vacation. But | said to myself that | didn't have a right to know and

that you certainly knew what you should tell me or not.

| assumed that the patient suspected that an answer was being
withheld from her in order to make her mad. It would then have been

consistent for her not to let herself be provoked or manipulated any more. |
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pointed out that this might be the first sign of a struggle for power or that
one might be implied by this topic. | denied having any manipulative intent

in not telling her something.

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

which | confirmed.

The patient added more to this theme and in the dialogue extended
and deepened it. At first Erna X was concerned with my 3-week absence.
Her ambivalence was connected with two opposing chains of motivation.
On the one hand she expected a rigorous professional sense of duty and
selfless effort. On the other hand she was looking for a role model in order
to transform her life with her husband. In her opinion it was probably fairly
hopeless to expect her husband to delegate some of his business
obligations and to show more interest in family life and vacation. If | were
really to go on vacation for 3 weeks, | would correspond to her ideal. As
much as she herself wanted this lifestyle, she was just as afraid that further
complications might result from the discrepancy between this ideal and her
reality. This was probably the reason that she held tight to the idea that |

was not going on vacation.

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

woman. Then we went through town together.

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

everything was different.

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

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

dream. Otherwise | like to talk with you about dreams.
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A: You were worried because of the intimacy in the dream.

P: Yes, | was embarrassed.

I then referred to natural human desires and emphasized

that hers were stimulated by our talks.

A: It's natural for you to include me in your world of dreams and wishes,

just as you do other people with whom you discuss personal things.

The patient had had similar thoughts before the session
began. I now drew attention to the other woman's
intervention.

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

[ reminded the patient of an earlier dream.

P: Yes, in the dream you cancelled a session. Your car turns up over and
over again. Yes, even in the dream you came in the car to visit me.
An important factor in my choice of a friend was the fact that he had a
big car. That must be the reason that the car plays a special role. We
went down the street downtown almost dancing. Why shouldn't |

admit to having this desire? But | can't tell my husband this dream.

A: The question is whether you can awaken your husband's understanding
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for the subject of the dream, namely your desire for more gentleness.

I intentionally used the word "desire,"” which implies all
kinds of erotic feelings, pointing out that therapy wakens
more desires and that it would not be simple for her to
transform her life and to get her husband's support for
doing so. Her husband was involved in his family in a way

that was comparable to how she was linked to her parents.

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

husband.

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

husband.

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

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

doesn't help me.
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The patient mentioned an example from her everyday activities with
her children to show her husband's lack of willingness to help take care of

the children.

P: And that's the way it is at home. If | defend myself against my mother
and refuse to take on another task, then she gets indignant and

complains about my useless and time-consuming therapy.

A few days later the patient's desire for a baby became more intense.
Although all reasonable considerations still spoke against it, and although
she just recently, at a gynecological consultation, was relieved to hear that
she had had only imagined she was pregnant, she still wanted a fourth
child. Concerned about the ambivalent nature of her attitude, she tried to

clarify her thoughts in the sessions.

In order to make the following interpretation of her desire for a baby
more comprehensible to the reader, | must summarize a vivid description
the patient gave of children playing, both her own and other boys and girls
from the neighborhood. With disbelieving surprise she had noticed the
carefree and natural way the 3- to 5-year-olds acted, who made no secret
of their pleasure in showing themselves and in touching and looking. In
these children's sexual games one of the boys showed his penis, which

triggered reactions of penis envy in one girl. This girl held a large crocodile
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where her penis would be and said it would gobble up the boy, who had
already developed a phobia. This girl triumphantly used the crocodile—as
a much larger penis—to frighten the boy. It was only with great effort that
the patient was able to let the children go on until they, on their own, had
satisfied their curiosity and their interests had turned to something else. It
would have been more natural for her, like her mother, to intervene and
forbid such games, or, like her grandmother, to distract them by telling
them about something more beautiful or decent. The patient had drawn
conclusions about how her mother probably had acted toward her during
her own childhood from the educational measures her mother used toward
her children during visits. She was infuriated to observe how her mother

made up stories to avoid answering important questions.

Although she knew that having a fourth child would substantially
increase the burdens on her and that she would not be able to count on
any support from her husband, she was nonetheless filled by a deep
feeling of happiness when she thought of the moments of closeness and
intimate contact during nursing. Her wish receded completely when she felt
understood and when she continued our dialogue by herself after a good
hour. Her very busy husband had hardly any time for her, and their sexual
relations were unsatisfactory and so infrequent that it was improbable that

conception would take place.
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Erna X was strongly moved and reflected briefly before responding to
my interpretation that she wanted another child in order to repeat her own
development under more favorable conditions. | interpreted her further
associations that she never had the wish for another pregnancy during the
sessions as an expression of her satisfaction at feeling understood, and

not as a defense against oedipal wishes.

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

number of photographs of me in various shots on the beach of a lake.

Her sexual curiosity had been stimulated in transference. She herself
had been in embarrassing situations at a beach. As a girl she had been
laughed out because she wore a padded bra in a bathing suit that was

much too large. Although she had caught her uncle's eye, he acted as if he
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was not at all interested in her.

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

anything to do with them otherwise.

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

as a child. Today you have something to offer."

P: What do | have to offer? | am not ugly, and | am not dumb. | sometimes
think 1 am too demanding. I'm never satisfied. But then | also asked
myself why you told me this toward the end of the last session? Was |
lost? Did you want to give me moral support? Tell me what | have to

offer.

A: | didn't say it to give you moral support, although that is one aspect. |
wanted to refer to the fact that you are no longer as helpless and

ashamed as you were as a child. That you don't have any more
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associations and ask me seems to me less a consequence of your
increased demands than a phenomenon accompanying the fact that

you are disturbed here by your spontaneity and associations.

P: That is just how | feel, ashamed and helpless and padded. Today | am

almost the same as then. But after the last session | was satisfied.

The course of this exchange differed from that on the beach. The
patient told me that she was thinking about the meaning of the words

"helpless," "ashamed," and "padded." After a long silence, | encouraged

her to tell me her thoughts.

P: It's difficult. | sometimes feel terribly helpless. Then my condition is just
the opposite. It's the extremes, the middle is missing. Just like after
the last session. | left and was exceptionally pleased, but as | got to
my car | had the thought, "Just don't imagine anything; it was

probably just a move to give you some self-confidence."

A: And therefore not sincere.

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

A: What is wrong with this helpful ulterior motive that makes you aware of

something? There is an ulterior motive involved, namely that you can
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use your body. From time immemorial you have thought that you
don't have anything. Today you have something that you can show.

[The patient suffers from a fear of blushing.]

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

have something to offer.

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

then would make or have made even more advances.

P: But who tells me how | could be?

| implied that the patient was so much under outside control as a
result of her upbringing that she was not able to test her own sphere of
action. Everything was clear when her mother decided what was to be
done. At the same time she saw in her own children how pleasing it was
for them to try to do something when she left them scope for acting on their

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

is more openness, then there are also more ulterior motives.

Thus the fact that I had ulterior motives disturbed the

patient.

P: | often believe you have ulterior motives because you're thinking about

something and have a goal.

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

yourself be guided, but on the other hand it was disagreeable.

A: But if you can't know about all of this and can't ask, then you can be
manipulated. You have been pushed around and influenced a lot.

You would like to have something that suits your needs, and it can't
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be achieved without more reflection or questioning.

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

being padded, but the opposite.

| confirmed that the sequence appeared to be the one the patient
described. Material things were agreeable, and money and a nice car were
important to the patient. | reminded her that she had had too little to show
at that traumatic experience. She had been padded with something

artificial.

P: | can see the image of a balloon, and when you poke it, everything is
gone. Yes, that's the exact sequence: padded, ashamed, and
helpless. That's exactly the situation in which | turn red. Yet behind

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

other women.

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

a lot"—that the middle part of my own doing is missing.

| referred once again to the ulterior motives. Which hidden thoughts

were guiding her?

A: You suspected that something was being planned again. Something

was being manipulated, and it was very serious because you weren't
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informed. This is the reason that you were shy to ask what | meant.
You followed the reasoning, "They are only thinking of my own good.

Then | don't have to ask."

P: 1 was used. | wasn't told, "Please do it. | don't have any time." No, it was
arranged; you do it, there's no alternative, and then | felt the ulterior
motives without daring to ask anything. It was dishonest. | knew

about the dishonesty but wasn't able to talk about it.

Commentary. The encouraging interpretation of the patient's
reluctance in transference had a positive influence on the cooperation.
Such observations are exceptionally important for evaluating the

therapeutic process.

2.2.2 Strong Positive Transference

Strong positive transference remains within the framework of the
working alliance, in contrast to eroticized transference, which
temporarily makes it difficult to uphold the psychoanalytic situation
(see Sect. 2.2.4). Because of the complications that occur in eroticized
transference, it would be important to have criteria that would permit

predictions to be made while the indications are still being determined
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in the early phases of treatment and of course to find interpretive
means to avoid it. Can we currently specify a group of patients who
will fall so in love with their analysts that therapy comes to a stop?
Does this group still consist of women who refuse to cooperate in the
work of interpretation, and who only desire material satisfaction and
are "accessible only to ‘the logic of soup, with dumplings for
arguments'" (Freud 1915a, p. 167)? Too much has changed since the
discovery of transference love for us to attribute this quality to the
class of "women of elemental passionateness who tolerate no
surrogates . . .who refuse to accept the psychical in place of the

material" (Freud 19154, pp.166-167).

First it must be pointed out that this complication has
traditionally manifested itself in the analysis of woman who are being
treated by a male analyst, for a whole range of psychological,
historical, sociological, and nosological reasons. After all, the largest
group of women who initially went to psychoanalysts for treatment
suffered from hysteria. Since then the sexual revolution has made
women's emancipation possible, and this can be seen not least of all in

liberal sexual behavior. This late achievement has not changed
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anything in the fact that sexual attacks and transgressions are much
more frequent between men and girls than between women and boys.
The same is true for the ratio of father-daughter incest to mother-son
incest. The predominant form of sexual behavior between the sexes
continues to be heterosexuality in which the males dominate. The
expectation of everything that could happen at the analyst's is
motivated by the experiences that female patients have previously had
with men, whether fathers, brothers, and other relatives or teachers,
supervisors, and doctors, to name a few. Seduction and the willingness
to be seduced are two phenomena linked by a complicated
relationship of attraction and repulsion. The disquieting feeling that is
emitted by the phrase "If that were possible back then, now anything

is possible . . ." is very strongly dependent on how real the sexual

transgressions in tabooed spheres of life were.

Sexual self-determination is one thing. It is quite another that
social taboos are being broken increasingly frequently, causing the
binding nature of traditional rules of social behavior to disappear. The
number of children and juveniles who are abused seems to be

increasing, and the number of unreported cases of father-daughter
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incest is considerable. Transference after abuse, used in a wider sense
of the term, is complicated, for traumatized patients put themselves

and analysts to demanding tests (see Sect. 8.5.1).

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

still be found in the offices of psychoanalysts today.

With regard to the prediction, i.e., the probability, that an
unresolvable eroticized transference will develop or not, what is
diagnostically relevant is the kind of complaints that a patient makes
about her love life. The danger that irresolvable transference love will
develop is minor if the factors making it difficult or impossible for a
patient to have satisfactory sexual relationships within existing
friendships or in long-term ties are primarily the result of neuroses.

The prognosis of illusionary transference love is least favorable if a
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serious neurotic development has led to the patient's isolation and the
patient has reached an age at which her chances of finding a suitable
partner are small. Despite all the achievements in women's
emancipation, social circumstances have an unfavorable effect on such
women, in contrast to the comparable group of men, because, as is
well known, neurotic and lonely bachelors have less difficulty making
contacts with unmarried women. The different natures of male and
female psychosexuality play a part in this system, in which for example
men looking for partners by means of announcements are less subject
to traumatizing experiences than women who are "tested" in a short

affair and afterwards found to be not attractive enough.

The reader may ask what these general comments have to do
with the spectrum of positive transference. One consequence is that it
becomes clear why it is less usual for male patients being treated by
female analysts to develop eroticized transference than vise versa
under otherwise similar conditions. We do not shy from referring to
another general factor, which can be derived from our previous
remarks and which according to our experience should be taken very

seriously when considering indications. If the combination of
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biographical, occupational, and social factors described above and that
predispose to the development of regressive eroticized transference is
present, then a male analyst should critically reconsider his previous
experience with eroticized transference before deciding to accept a
case. If in doubt, it is in the female patient's interest for the male
analyst to recommend that she see a female colleague. In spite of our
emphasis on the dyadic character of transference neurosis, of which
transference love is a part, the neurosis also contains an independent
dynamic rooted in the patient's unconscious schema. If the analyst's
age and personal situation coincides with the expectations in the
patient's unconscious disposition like the key to a lock, it contributes
more to creating emotional confusion. Eroticized transference is the

term used to describe such a situation.

But what do confusion and even chaos mean? Are the feelings,
affects, and perceptions experienced in transference genuine or not?
Even Freud did not dispute their genuineness, although transference
implies that it is not the analyst who is really meant, but that the
wishes and sexual longing are actually directed to the wrong address.

The complete manifestation of a feeling doubtlessly includes reaching
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the intended goal and, in human interaction, getting the other person
to answer and, if possible, to cooperate (Dahl 1978). For this reason
the patient is also always referring to the person of the analyst. The
latter stays in the background, in order to more easily fulfill his
function and also be able to take on the role—whether of mother,
father, brother, or sister—enabling the patient to experience the
manifestations of unconscious clichés, templates, or schemata. (Freud
used these terms to describe a disposition regulating affective and
cognitive processes.) The interpretation of resistance to transference
helps the patient to weaken his repression; in the process the analyst's
catalytic function takes effect and enables a new enactment to take
place according to our enlarged stage model (see Sect. 3.4 in Vol.1).
This is the reason it is so essential to proceed from the plausibility of
the patient's perceptions instead of from their distortion. We therefore
speak of a reenactment with changing roles instead of a new edition.
The analyst, insofar as he temporarily has the role of a director,
ensures that the patient tests the repertoire of roles available to him—
unconsciously, that is—and gains confidence to test the trial actions

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

the everyday disappointments from actually living together.

A few turns in the following case demonstrate something more
general in nature. Much of it culminates in the question of how the
analyst can provide confirmation while refusing immediate sexual
gratification. In the case of a pathogenic condition caused by
repression, the oedipal temptations and frustrations have disappeared
to such an extent that the existence of unconscious desires can only be
ascertained either from the recurrence of repressed material in
symptoms or from the conflicting and unsatisfactory relations to the
partner. Finding an access to the patient's world of unconscious

desires is a precondition for change, in the process of which the
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patient increases his capacity for finding new ways to solve problems.
For example, the acknowledgment of desires that are stimulated and
encouraged in the analytic situation by the setting and interpretations
is not tied to the satisfaction of these desires. Yet it is in the nature of
desires and intentional acts to strive toward a goal, and it is common
knowledge that reaching the goal is accompanied by a feeling of relief
and satisfaction. On the other hand, from the very beginning it is a fact
of life that many attempts to attain a goal fail (as in trial and error). If
intense, vital needs are frustrated, defects occur in an individual's self-
assurance and sexual role that have multifaceted consequences on his
behavior. The technical problems of handling intense emotions
continue to be a major test for therapists, who must navigate between

the Scylla of subliminal seduction and the Charybdis of rejection.

The patient described below sought security and confirmation in

transference love.

A 26-year-old woman, Franziska X, came for treatment because she
suffered from intense attacks of anxiety, which occurred especially in
situations in which she was supposed to demonstrate her professional

ability. She had brilliantly completed her training in a male-dominated
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profession and could count on having a successful career if she could
overcome her anxieties. The latter had developed after she had completed
her training, so to speak when things became serious and the rivalry with
men no longer had the playful character of her student days. Franziska X
had met her husband during her training and they were united by satisfying
intellectual and emotional ties. However, she did not get much satisfaction
from sexual intercourse in her marriage; it took a lot of concentration and
work for her to have an orgasm, which she could have on her own much

faster and simpler.

She quickly reacted to the initiation of treatment by falling in love, the
first signs of which were already apparent in a dream she recalled in the
fourth session. It described, first, a scene between an exhibitionistic girl at
a police station and a man who was reacting sexually. The second part of
the dream depicted a medical examination in which the patient was

observed by someone with X-ray eyes; only a naked skeleton was visible.

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

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

session Franziska X told me about a dream.

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

more this way.

The purpose of this intensive manifestation of eroticism seemed to be
to fight her experience that analysis is a phase of "hard times" (17th
session). At a weekend seminar she was finally able to get the

confirmation, from numerous flirts, that was lacking in the sessions.

P: Yes, what you tell me is really very important to me. | sometimes think
that | should try to limit the expectations | place on you or overcome
them entirely, because | can never have the hope that you will
confirm them. Everything would be so much simpler if | could keep

these emotional aspects out of here and have an intelligent
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conversation with you.

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

friendships.

This topic moved the patient. For the first time she now talked about
her impressions of her mother. In the initial interview she had only stated,
"There's nothing to say about her." The patient said she had no image of
herself as a woman. She came to speak of childhood memories and
described her mother and father as they went to communion at church. As
a 4-year-old child she had stayed behind and begun to cry because she
did not know what her parents were doing. She recalled with photographic

precision the moment when her parents came back from the altar, kneed,
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and held their hands in front of their faces: her mother was an attractive
young woman wearing a scarf over her long brown hair, like a maid on a

farm who is feeding the chickens, uncomplicated and happy.

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

with pregnancy and rivalry.

The patient avoided these impressions and, rapidly changing her
mood, turned to another subject and talked about the lovely weather that

made it possible for her to come to analysis in a light summer dress.

Being in love became the motor of the treatment. The patient could
only bring herself to talk about disturbing and shameful topics when she
was in this mood. She felt that she was in a stalemate because her wishes

could never become reality.
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This greenhouse atmosphere might be described as "transference
yes, working alliance no." This constellation pointed to a lack of underlying
security, for which the patient had to compensate by showing and offering

herself in a seemingly oedipal way.

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

everything is hidden and packed away.

The patient sensed that her erotic attempts to attract me were not
succeeding, and she reacted by developing depressive ill will and feeling

disappointed.

The development of the transference in the first few weeks and

months stabilized itself more and more in one direction. The patient's first
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attempts to attract my interest were replaced by her anxieties that | would
not take a single step toward her. The entire story of her relationship to her
father, who had had to take on numerous responsibilities after her mother's
paralysis, is too long to be told here. Her father's opinion of her at that time
was then, just as it was during analysis, annihilating; "Nobody ever knows
where they are with you." This corresponded to the patient's feeling that
her father was unpredictable; as a child she had always trembled and been

afraid of him.

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

simply resigned and became complaining and reproachful.

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

terribly afraid of him.

A: When you think of something else, then the danger quickly appears that
| am upset, and then in your experiencing | become similar to your

father. You get in a situation in which you have to wait for me to take
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you back into good favor, as if you were a sinful girl, but this act of

mercy will take a long time and really can never be reached.

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

me as if | had been the one.

A: In your experience that won't have made much difference.

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

in a way that | can genuinely believe.

In the following sessions the patient continued to be preoccupied with
her Catholic past. She had seen a movie in which a woman was also
named Franziska and acted the way her father thought she should. She
recalled that her father had brought her a church booklet on sexual
development at the beginning of her puberty and had pressed it into her
hand. Its cover showed just such a young girl: a decent Catholic. It was
completely impossible for the patient to imagine that her father had ever

been interested in women. She was therefore very astonished when |
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pointed out that she had had to go into a children's hospital while her

mother had been pregnant.

The patient continued to be preoccupied with her particular

relationships to older men.

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

have disappeared.

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

regardless what you might say or do.

P: Yes, that's how it was, but | don't have that feeling any more. | simply
think that you can always withdraw, and you're outside the situation; |
can't pin you down. You are really more like a computer that
organizes ideas and makes suggestions, not a human being, you
aren't allowed to be like one. Whenever | think about you | come to a
dead-end. On the one hand it starts with my feeling that | find the

warmth in your eyes, the intimacy, and then nothing goes any further
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and | feel as if | were abruptly awoken, pushed from my dream into
reality, as if you were sitting next to my bed in the morning and would
wake me up when | dreamed about you at night. And actually | don't

want to return to this reality from the dream at alll.

| understood her last sentence as an expression of the difficulty of
facing reality and discriminating between wishful thinking and a realistic

appraisal of my therapeutic role.

2.2.3 Fusion Desires

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

he had still asked himself if he had really done enough.

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

using the disturbing adjective.)

At first the topic of how much affection he could get without taking a
very large risk was dealt with by going through the options he had in a

forthcoming talk with his boss.

P: Well, I'm willing to do considerably more than is usual but | want to be
compensated for it, and the problem is how much | can risk without
being turned down. | feel very clearly that | am afraid of two things:
that he might reject my wish, and that | might miss a chance if |
abstained from asking. That would make me very worried, and
something similar is happening here. On Friday, when | asked the
question that | brought up again today, | said that my previous analyst
would not have answered it but would have slammed it back at me,
just like in table tennis. It wasn't easy for me to ask this question
because | was simply afraid of being rejected and of the disgrace and

humiliation that go with it.

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

their distance.

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

butterinapan. ...

A: Yes.

P: .. .that meltin a pan.

A: Hmm.

P: Then they flow into one another.

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

P: Yes, yes, but . . ..

A: Hmm.

P: Now | very clearly feel you've hit me, which tells me, "What do you think
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you're doing making such a comment?"

A: Yes. Yes, yes, you probably experienced it as a blow, as a rejection,
precisely because there is this longing for this flowing together, like
with the butter. It's a wonderful image of blending that contains

something very profound. Blending, exchange, things in common.

P: And because this cannot be achieved, which is why Dr. A. [one of the
analysts who had treated him previously] might have said somewhat
sarcastically and with razor sharp logic that what cannot be, may not
be. This is a part of it although | wanted to stick to the subject, as |

said, it's so typical, the words "razor sharp” . . ..

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

not be."

A: Razor sharp.

P: Razor sharp, | thought again of a girl | could do something to with a

knife. So | have to repeat the word "razor sharp" as often as possible
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and try to think about something else.

The patient continued in another vein. | thought that | could maintain

the connection by referring to something both topics had in common.

A: The point was the mixing, and when the knife enters something an

intimate connection is created between the knife and . . . .

P: But a destructive one.

A: Destructive, yes.

P: Outrageous.

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

pan.

P: No, no, an outrageous presumption by the one who has the knife, with

regard to the other person, who is threatened or injured.

A: Yes, yes, hum, the knife, yes.

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

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

teeth.

: And when taking my fever, for example.

: When taking your fever with his thermometer, which he pushed in, and

his penis, which you could somehow feel when he put you on his lap.

: Well, that | can't . . . . [the patient suppressed the phrase "remember
any more."] I've asked myself the same thing. But | don't think so. At

least | can't remember.

. It's possible that this has been lost and that he . . .

- he understood . . .

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

: Yes, we can assume that. Well, | mean | can't remember. Thank God
that it didn't get that far, but | still felt threatened and very much in
danger. Yes, similar to here. On the one hand, the feeling of being
helplessly exposed. | was sick after all and didn't have a chance to
say that | would like to have someone else take care of me. No trust.

Well, here it isn't always that way, only if | try very hard to think about
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it. Then somewhere | feel a reservation about going so far because |
wouldn't be able to defend myself. Of course, my personality and
yours are guarantees, but simply by your saying it | make it into a

rejection.

A: Yes, because the flowing together expresses a longing, namely to get
enrichment by taking as much of my fat as possible, thus if at all
possible not only a raise but a million's worth of affection, as an

expression of strength and potency.

P: Yes, all of what you just said gives security. But | have to think of the
following: Okay, what should | do with this longing for affection if it's
impossible for them to merge to the same degree as two pieces of

butter? So, get rid of it.

In a later session the patient described the mixing by referring to two
bars of chocolate, thus revealing the anal origin of the reference and its

different unconscious aspects.

A: Why get rid of it? Who says that it can't become reality and you can't

retain something from here?

P: Yes, yes, either everything or nothing.
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A: And you cut a piece of fat off my ribs with the knife.

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

A: Well, you've also discovered that you can be very curious in order to get

more, everything if possible.

P: What kind of concrete example are you thinking of?

A: Hmm.

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

A: Yes, that is the example | was just thinking of, because that was also a
matter of burning curiosity. And then you would like to have a
steadfast man you can't disparage, who asserts his independence,

because otherwise he would be a weakling.

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

about his boss.

P: You used the words "longing for affection." There was another word.

"Longing for agreement."
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A: Things in common.

P: Yes, yes.

A: Hm.

P: That is something that has worried me my entire life, when | had my first
experiences with girls. It was with my wife that it happened for the
first time, that | didn't lose all interest the moment my affection was

reciprocated. If they became weak, then they lost almost all value.

A: Yes, yes, weak.

P: Or vice versa, if | showed a feeling of affection to someone, whoever it
was, and if it weren't reciprocated immediately, | became aggressive.
I not only withdrew my exposed feelers but became more withdrawn.
It was an incredible humiliation for me. Just like the fact that the two

of us can't simply and completely blend together, like the butter.

A: You mentioned that you used to be more aggressive. At some point
there must have been a reversal, to being self-deprecating and self-
critical about not being able to finish anything, when you started

making yourself the object of accusations.
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P: 1 can now see these two pieces of butter. In religion and in communion

you find just the same thing.

A: In communion.

]

: In communion, in union, in eating the body, I'm not the only one to have

this wish; there are millions. It's simply a part of me because I'm

human.
A: Yes.
P: And not because | once knew this teacher.
A: Yes.
P: So it's nothing that | have to continuously struggle against or disparage,

nothing that robs me of my value as an individual, it's rather

something that belongs to me because I'm just like the rest.

A: Yes.

o

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

the butter come true.
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A: Yes.

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

understand me? This is so hard for me.

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

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

A: Ninety-nine.

P: And for me ninety-nine turns into one. I'm much more interested in this

one part of a hundred than in the other ninety-nine.
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A: And everything is invested in this one part, and then you yourself are

nothing.

P: Yes, if | can't have everything, then | don't want anything at all. But
emotionally I'm still waiting for the bang that happens when | learn
something like | have today. Dr. B. used to say, "Then your anxieties
will explode like a balloon. Boom, boom. And they're gone." I'm still

not finished with it, but it would be lovely if it were possible.

A: | have the feeling that you are happy about the discoveries you've made
today, but that you don't really dare to express your pleasure and
thus to belittle your discoveries right away. Perhaps you're also
disappointed that I'm not dancing with joy at the profound

connections you've discovered.

| later thought about the missing explosion prophesized by his earlier
analyst. That such an exaggeration, which made the analyst into a
magician performing wonders, unconsciously had to lead to the patient's
anal disparagement, which in turn prevented both the explosion and a
stepwise improvement from occurring, was shown by the history of this

patient's illness.

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

her any longer.

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

her.

A positive development had taken place about 6 years before the

beginning of therapy after the patient had established a friendship with a

206



younger (female) colleague, which made it possible for Gertrud X to put
some distance between herself and her mother. Now this colleague was
planning to get married and move to another location. The patient felt
herself exposed to increasing attempts by her mother to cling to her, and
reacted by provoking aggressive clashes. The patient had never entered
into closer heterosexual friendships. Her relationships to men were
characterized by her effort to find confirmation, yet her frequent

provocations put their goodwill to a serious test.

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

from her mother and in her attitude toward men.

Although Gertud X accepted my offer, to my surprise she expressed
doubt from the very beginning about the success of analysis. She
expressed skepticism especially regarding my age. She said that she was
only able to establish a trusting relationship to older men; | was about the
same age as the patient. In view of her aloof reservation | paid especially
careful attention in our interaction for signs of a flickering of friendship, a

desire for confirmation, or erotic interest. The patient rejected
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interpretations in this vein in a standard way, constantly emphasizing that
there was no point in me concerning myself with her in this manner. My
interpretations only caused the patient to become more cautious. My
attempt to break the ice by interpreting deeper unconscious wishes only
had the effect of offending the patient, who reacted by becoming
depressed, thinking of suicide, and retreating. These alarm signals led me

to be very cautious.

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

after her appointment.

These changes were indicative of a new topic in our interaction. With
the increasing length of therapy the patient's mother became increasingly
jealous, in particular because, according to the patient's reports, |
frequently functioned as the star witness in their disputes. Her mother
called me twice, attempting to gain my support by complaining about her
daughter; | rejected this attempt from the very beginning. On the contrary,

the patient's independence became a preferred topic. The patient
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explained in great detail about her mother's countless attempts to interfere
and about her infantile nature and jealousy, and came to me for support in
her struggle for more independence. In this phase of therapy our

interaction was largely free of outright tension.

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

which we went through the contents of the last session once again.

During my vacation Gertrud X turned to her family doctor again and
sought support. An intense dispute developed very quickly, whereupon she
took an overdose of sleeping pills and had to be admitted. | detected a
trace of triumph in her description of these events. Our interaction after the
summer break had resembled that at the beginning: the patient had been

skeptical and pessimistic with regard to the success of the therapy.
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Proceeding from her experience in the summer break, she emphasized
over and over that there was no point to her having any hope. Sooner or
later she would again be alone and without any human support. Envisaging
her next attempt to commit suicide, | tried to show the patient my sympathy
and explain to her that it would extend to her beyond the end of therapy.
Although | recognized the aspect of extortion in her statements, | did not

make it a topic because of my fear of further complications.

My own private situation aggravated these conflicts in this phase of
therapy. The patient did not have any difficulty finding out that | was in the
process of getting a divorce and that my family had moved to another
location. This fact was only very briefly mentioned in the therapy, but |
noticed that the patient tried to find out more about my private life by
following me in her car. | transformed this fact into the interpretation that
the patient had become curious and fantasized about sharing the future
with me. As a result of this interpretation, she again attempted to commit
suicide by taking sleeping pills; hospital treatment was not necessary, but
this event increased my vulnerability to being blackmailed. The patient
began to call more frequently after the sessions. Although | regularly
referred to the necessity of discussing these things in the next session, | no
longer dared to force them to a conclusion and thus over and over again let

myself get involved in long disputes on the telephone. This constellation
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remained stable for a very long period of time. In the sessions the patient
was silent and rejecting and emphasized the hopelessness of the entire
situation. | attempted both to encourage her and to confront her latent
rejection; in general she reacted by becoming offended and frequently
called me after the sessions "in order to get over the weekend." Although |
noted that the patient's social conflicts with the outside world settled a little
and that she had fewer conflicts with her supervisor in particular, this had
little significance for the therapeutic process. In view of this stalemate | did
not dare steer toward ending therapy because there was a very large
danger that each announcement of an end would be answered with an

attempted suicide.

The culmination and end of this tormentous clash was a call in which
the patient said that she had just taken a dose of sleeping pills that was
probably lethal. She called me from a telephone booth not far from my
office. Rapid action was indicated in this emergency situation. |
immediately picked her up with my car and took her to the hospital. This
joint trip in my car and handing her over to the emergency care doctor on
duty etc. naturally provided her with a large amount of transference
satisfaction. For a brief moment it was as if the patient and | were a pair,
even if an estranged one. Yet our relationship reached a point here where |

had to tell her after her release from the hospital that she could force me
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into an active act of providing medical help, but that she had thus also lost
me as analyst because | could no longer help her in that capacity.
Subsequently she tried to make me alter my decision by threatening to
commit suicide. Yet my steadfastness at the end of treatment made it

possible to find a halfway conciliatory conclusion.

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

following undesirable developments:

1. Attempts to master the ongoing crisis situations solely by
working with transference and resistance is
insufficient if it is not linked to an improvement in the
patient's real life situation. The patient had to be
reconciled to the possibility, in fact the probability, that
she would never marry; the fact that the analyst
wakened unrealistic hopes therefore had to have
antitherapeutic consequences. Unreflected rescue
fantasies on the part of the therapist had an
unfavorable influence in this case.

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

3. A topic that went untreated, especially in the first third, was
that the patient employed the therapy as a weapon
against her mother and that the therapist was led into
taking sides. As a consequence, the patient's aggressive
impulses, whose development was inevitable after her
hopes had been disappointed, were directed onto
someone outside therapy, which paved the way for the
later, unfavorable collusion.

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

5. It was almost inevitable that the therapist, under the burden
of the disappointments and complications that he at
least in part caused, would not be able to resist the
pressure of his own feelings of guilt and let himself get
tied up in telephone conversations justifying his
procedure. In trying to justify himself it was almost a
matter of course that the therapist's arguments were
dictated by his own interests and not by the patient's
needs, which in turn promoted the patient's secret
hopes of overcoming the limitations of the therapeutic
setting. Indicative of this was the fact that the
therapeutic frame only regained its importance the
moment the therapist admitted his failure and
announced that it meant the termination of therapy.

2.2.5 Negative Transference

Negative transference is a special form of resistance that can destroy
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the analyst's ability to function. Has therapy reached a standstill? Is
the patient one of those people who somewhere in their mind desire
change—otherwise they would not come—but who at the same time
deny that the analyst has any therapeutic influence? How do the

patient and the analyst each cope with a chronic impasse?

The analyst can maintain his interest by attempting to recognize
the reasons for the negative attitude that eludes his influence. This can
be linked with the analyst's hope of interrupting the repetition and at
least transforming the rigid front into a mobile war and outright
hostilities. It is not difficult to recognize in this martial metaphor that
the analyst suffers from such a paralyzing balance of power. One
means of making it easier to bear this powerlessness is to detect the
secret satisfactions that the patient derives from being able to
maintain and regulate the balance of power. This is linked with the
hope that knowledge of the destructive consequences of this
pleasurable ability to exercise control can also lead the patient to
finding new paths to gain pleasure. Abandoning the usual track and
seeking free space is tied to a renunciation of security that no one

gladly accepts as long as no new and promising sources of pleasure are
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apparent and, what is even more important, as long as these new
sources do not flow precisely in those moments when people thirst for

them.

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

she was not even aware of her awesome strength that made me helpless.

In her first utterance in the following session the patient referred to
the blow | had given her when she, referring to the fly swat that was lying
around, asked, "Do you Kill flies in the winter?" And immediately added,
"Do you use it to hit patients?" To my interpretation, "You are thinking
about the last session," she immediately responded in a reflective manner,

"Yes, it hurt me very much."

216



P: | understood your criticism to mean that although | regret not being able
to do anything, | do it willfully, that | insist on my habits in order to

keep you from interfering, in order to maintain my independence.

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

space left to change something and go your way.

P: My perseverance can be much worse. You should inquire about the

question of my weight.

The patient then spoke about the only item that might motivate her to
sacrifice her perseverance, namely her desire to have another child, but
this desire was immediately blocked by the thought that she would then be

the prisoner of motherhood again. | picked up this line of thought:

A: Not to persevere would lead to an ambiguous goal, to becoming a

mother again, which you experience to be a prison.

P: But then | would have to deny several characteristics even more
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fiercely. Then | would have to be feminine and patient, wait at home
for my husband, be in a good mood and try to please him, try to be as
nice as possible and speak with a gentle, soft voice. But beware! This
doesn't include having pleasure from physical movement, and social
contacts have to be largely abandoned, and | would have to forget
any ambitions to have a career. One ambiguous situation takes the
place of the other. My deepest longing is [pause] to be accepted all

around and to be able to accept myself.

A: In other words, to overcome these contradictions.

P: To overcome them by having a second child is an illusion, | would get
just as much negative feedback about not being a good mother and

doing everything wrong.

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

also prevents you from having more happy moments.

After this interpretation the patient replied that she simply could not

see how anything could be changed by talking.
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Consideration. I had the feeling [ was acting as if | wanted to make
something especially appealing for her, as if an angel strengthened my
powers of persuasion. I surely had this fantasy because the patient
some time ago had copied a painting by the pre-Raphaelite Rosetti,
"The Annunciation,” and brought it along with the comment that the
fragile Maria in the painting, showing signs of cachexia, was probably

an "anorexia."l alluded to this in my next interpretation.

A: | am just like the angel proclaiming the Annunciation, and you are the
anorexia Maria who is an unbeliever. An angel helps me be
persuasive, but | turn into a devil who deceives, and you are
intelligent enough to know, and you do know, that such persuasion

lies because the salvation that it promises doesn't last.

Then the patient—as if in prayer and after a longer period of silence

—made the following statement:

P: Hum, who took You, oh Virgin, to heaven, praised be the Virgin Mary,
blessed art thou, naturally | don't believe, after all | have a heretic as
father who is sitting on a cloud in heaven, but not because St. Peter
let him in, but because hell was overfilled. You also said, however,

that he was too much a heretic and what he said was much too
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unbelievable.

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

chance.

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

torn apart?

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

now, for example, when you eat something at night.

P: [After a pause lasting about 4 minutes] The thought of gaining weight
and eating doesn't have anything to do with pleasure or with the
feeling of being able to accept myself or of having accepted myself or

of being accepted. | can only do it because of the insight that it might
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be necessary for another child, but not otherwise. When I'm well

armed, then | enjoy my inner contradiction as undivided pleasure.

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

pleasure.

P: I'm sorry, that is something that does happen, but just for seconds and
hardly when the object is bread or food or the classical ways of
having a good time. Now | can see a funny image. If the Anorexic lets
herself get involved and starts to extend her finger, this unusual
hermaphroditic figure there, Gabriel or whoever it is supposed to be
on the picture, is left hanging, whether the angel is masculine or
feminine? In one hand it has a bough of lilies, in the other the fly
swat, and if it extends its finger out too far, then the finger gets
swatted one. Think of the fact that being a mother is a large

responsibility.

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

used the ugly word.
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P: I always do that. | use all the words to describe myself that others have
ever used to describe me and that have been offensive. It makes my
condition bearable, the age-old technique of anticipating the attack by

inflicting it on yourself. A very helpful invention.

The reader should not overlook the fact that Clara X just provided an
accurate definition of "identification with the aggressor." Therapeutically it
was a disadvantage for this process to repeat itself after my aggressive

interpretations and thus to become stronger.

The last part of the hour was concerned with immediate statements.

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

opportunity.

After a long period of silence in the next session the patient said in
retrospect, "Yes, after the last session | really had a feeling of unity and

satisfaction. If | say anything, it could get broken again."
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A: Yes, the topic was permission. And | had the same feeling you do, |

even thanked you for it.

P: Although | don't know what you want to thank me for.

A: Yes, it's an expression of my happiness. | had the feeling, yes, . . .
[falteringly] that the wide gap separating us, it seemed to me, got

smaller.

P: Yes, do you think there's a wide gap?

A: Yes, | see a wide gap between action and behavior, action, behavior

and speaking, and talking and thinking.

P: Don't you also have the feeling that when you start talking it starts

getting controversial right away again?

A: Yes, that might be, but there are also points of agreement. There were
also some in the last session. Thinking, acting, and speaking are not
the same, but these spheres don't have to be as far apart as they are
at times in your case. There are optimistic signs that more things are

converging.

P: [After a two minute pause] Oh well, that's why | don't dare say what's on
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my mind. | think it might disappoint you again. And now you can say,

"But I'm used to it."

A: No, | wouldn't say that—although it's true—I would rather say that it is a

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

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

than is normal.

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

closer to somebody.

Clara X again turned to the subject of her role as housewife and
mother and to the question of a second pregnancy and whether she
should, in this regard, force herself to gain weight. She told the story of an
infertile woman, and considered herself a failure if she didn't "make" a
second child. In the process it became clear that her body feeling had
changed in the last few months, probably as a result of the therapy. |
agreed with her that | also supported the goal of reaching a changed body
feeling and, as a consequence, of her reaching a normal weight. The
patient's anorexia had begun soon after her menarche, so that she had

become amenorrheic very early. She had conceived her healthy son
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following a hormone treatment. The patient knew, after | had explained it to
her, that her cycle could not set in before she had at least approximately
reached a certain weight. The hormonal regulation of the menstrual cycle
is so closely correlated to the amount of body fat that the absence or
reoccurrence of menstruation can be predicted from a woman's weight.
Psychogenic factors play only a minor role in the disappearance and

reappearance of the period.

Clara X refused to fulfill the necessary preconditions for having a
period, i.e., to return to a normal weight. She said that this held no promise

for the future, it didn't motivate her.

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

you've come close to some very hot feelings, to the hot oven itself.

Commentary. The struggle over the symptoms and goal of changing

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

disappointments and rejections.

After reading this report, Clara X supplemented it with the following

dialogue with a fictive reader:

Reader: | was very interested to read what your analyst wrote and thought
it was fairly reasonable. What do you have to say about it from your

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

forgotten many things.

Reader. Well, forgotten?

Clara X: The passage from my analysis that it refers to was a long time
ago. Besides, | think this Mrs. X is most unpleasant, even repulsive. |
can see her in front of me on the couch—I am sitting behind her—like
a fat black dung beetle incessantly paddling in the air with her legs

and rasping, "l can't get any where, oh, | can't, | can't!"

Reader: A dung beetle on its back is really helpless.

Clara X: Yes, but I'm afraid that if beetle Mrs. X is offered a straw to climb
in order to turn over, she would only growl, "l don't like straw! Either |

get an orchid or | stay where | am!"

Reader: By using this image—it comes from Kafka, doesn't it—you repeat
what your analyst referred to as "negativism beyond my influence."

You have even taken his seat. Is what he said about you really
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correct?

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

analysis?

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

Clara X: That's nothing new to me! | want to justify myself; | want to pluck
apart what disturbed me, why | acted this way and accepted so little
of the help that was offered to me. But it doesn't lead to anything but

a repetition of the moaning that I've already gone through in therapy.

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

Clara X: I've always felt deeply disappointed. | longed for something closer,
more direct, for aggressive physical contact, as it were. I'm much too
experienced in throwing words around. Despite my own longing, | can
use language to perfection to keep my partner at a distance. | was
raised with words. My parents talked more than touched. My mother
said herself that she wasn't able to really enjoy her children until she

was able to talk to them: "l can't and couldn't do very much with little

228



children who crawl on the floor, babble, slobber, smear their food,
whom you let ride on your knees, and with whom you cuddle and be
silly." The climate in our home was not cold, but cool, like the days in
early spring. You could smell the promise of sunshine and violets in

the air, but you still shivered and needed a sweater . . . .

Reader. And this promise naturally wakens an immense longing.

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

Reader: Can't you also overcome this distance by speaking?

Clara X: Fortunately | know | can. Sometimes. | distinguish between
language and talk. For example, you can say "the language of anger”

or "the language of love," but not "the talk of love." At the most we
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talk about love. But it's worthless straw, while language . . . .

Reader: is the grain that bread is made of.

Clara X: You understand me. When two people speak with one another,
something really happens. During therapy | lost much valuable time
talking about facts, going in circles, about some symptoms. I'm afraid
| sometimes led the analyst around by the nose, unconsciously, and

he trotted around behind me, going in the same circles.

Reader: Do you think so? At least he must have had a lot of patience.

Clara X: Yes. And | could hardly imagine when the talks were so
unproductive that he might also be paralyzed. | admit that | was
happy that | was able to affect him, hurt him. But a child only
perceives its own—presumed—nhelplessness. He once even called
me a tyrant, while trying to clarify a resistance. That hurt, and I'l
never forget it. | was outraged, and while going home | recited to
myself the opening lines of Schiller's Die Biirgschaft , "To Dionysus,

the tyrant, crept the demon, carrying a dagger . . . ."

Reader. Something like that can get things moving again, can't it?

Clara X: Moving—yes! | was hoping just that would happen when | tried to
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arrange situations in which he and | would do something together. I'm
disappointed that | didn't learn to be more spontaneous. For example,

| suggested that we spend one session walking.

Reader: \What came of the walk?

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

spontaneous.

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

Clara X: Yes. After all, | felt | was being given more attention and
understanding than by the people allegedly close to me, the ones |
had ties to in everyday life. My resistance was more; it was a sign of
my constant devotion, if not to say a declaration of love to my analyst.
Unconsciously | was saying, "Look, I'm retaining a couple of defects
so that | need you. Because | know that it's good for you, like for
everyone, to be wanted. | bring my sorrows, my inner images (and
sometimes even real pictures), and my money to you regularly and

punctually. | do my part that you have a task to do and can earn a
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livelihood. And at the same time | watch out that | don't claim too
much of you, don't take too much of your time and strength, because

| only make limited use of your advice on the outside."

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

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

very limited degree of help.

Reader: | just had a thought. If somebody prejudiced against
psychoanalytic treatment is listening to us and collecting
counterarguments, then this is a real treat. The therapeutic
relationship that maintains itself. The client conserves her symptoms

because the couch is so nice and familiar to her!

Clara X: Sure. | know such people. Let them listen until their ears ring.
They only hear what they want to. But | know that | have changed.

There's been a radical change in the circumstances of my life, as a
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result of my own action. With the emotional support | had in therapy, |
was able to untie the knot, something that seemed impossible years
ago and that | tried to escape from by dissolving into nothingness. It's
possible that that untying this knot was the only task | saw throughout
all the years of analysis. The other kinds of problems were also

important, but ultimately maybe secondary.

Reader: That sounds positive. But may | nevertheless make a critical

comment?

Clara X: | know that you're just as crazy as | am.

Reader: Huh?

Clara X: Somebody who tacks a "but" onto every positive statement!

Shoot!

Reader: Among the other, allegedly secondary kinds of problems are your
eating habits, weight, looks, health, body feeling, ability to tolerate the
closeness of others, no, to perceive this closeness as satisfactory
and not to always run away . . . .Aren't you cheating yourself

tremendously when you refer to everything as secondary?

Clara X: Heavens. | don't consider myself cured. But | don't blame it on my
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therapy, and it doesn't make me feel inferior. | know that I'm in
danger, and | like to balance my way along the edge. But maybe | will
be able to handle it better in the future. In the meantime I'm having

enough fun in life not to "beat it" voluntarily.

Consideration. It was impossible, retrospectively, to overcome the
deficiency that Clara X complained about, and the question whether
the therapy would have been more successful if . . . must therefore
remain unanswered. This "if" can be tied to many conditional clauses.
Should I have stood up immediately and gone for a walk with the
patient? And what would have to have happened during the walk to
create the new beginning in the sense of the spontaneity that Clara X
was longing for? Once, without any previous announcement, Clara X
invited me to breakfast, which she had brought along and spread out
on the table in my office. I was naturally surprised but not irritated,
and behaved, at least according to my perception, completely
naturally. I had already had breakfast, and so I drank a cup of coffee.
Clara X had fruit and a whole grain cereal. What she had expected of
this arrangement stayed unclear, and in retrospect it was not a

Success.
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Commentary. Since subsequent reflection about which real or
symbolic wish fulfillment would have facilitated a new beginning for
Clara X is idle speculation, we will mention a few of the general points
that guided the analytic strategies. It is advisable to take complaints
and accusations seriously in a comprehensive sense. This widens the
scope of psychoanalysis without leading to transgressions that are
ethically dubious and technically fatal. In the standard technique the
limits were surely drawn too tightly, a fact which was partly a side-
effect of Ferenczi's alarming experiments. Aside from flexibility,
however, the analyst must be aware that a patient's complaints and
accusations about deprivations and deficits in his relationship to the
analyst fulfill a function that originates in neurotic dissatisfaction. If
the analyst assumes that defects and deficits definitely result from
what happens to someone in childhood and in the course of their life,
then there is little chance for change. Strictly speaking, these events
cannot be put right in retrospect. The professional means of
psychotherapists, whatever their provenance, would in any case be
subject to narrow limits. Anna Freud (1976, p. 263) took this position,
that namely an individual can only change what it itself has done, but

not what was done to it. This argument pays too little consideration to
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the fact that the incapacity to act constitutes neurotic suffering. A
patient's accusations about not being offered enough in therapy are
assertions that also serve to protect himself against not having to take
the risk of fulfilling the potential for his own thoughts and actions. The
analyst was obviously not successful in sufficiently freeing Clara X
from her self-induced limitations to enable her to reduce her
complaints about deficits in present and previous interpersonal
relationships. Although individuals with anorexia nervosa deny that
they suffer from self-induced hunger, the condition continues to
maintain and reinforce a deficit state. Kafka's Hunger Artist
complained that a fundamental deficit in maternal love was the cause
of his fatal illness. After the artist died of starvation, Kafka has a
panther take his place in the cage. The short story concludes with the
panther being shown to the audience in place of the artist. It is not an
easy task to reconcile a patient with the pantherlike components of his

own self.

2.3 Significance of the Life History

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

states of high spirits into black holes.

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

neurotic conflicts.

After one and one-half years of analysis the patient had made great

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

and eventually discontinued.

The following sequence describes a phase from this period of time in
which my worries and anxieties in view of the responsibility | had nolens

volens accepted can also be seen.

Friedrich Y demonstrated again today very clearly that he had made
great progress. Yet | was preoccupied by how little he knew about his
father, a fact we had already spoken about several times. His memories of
his father, who had died when the patient was 13 years old, hardly went
further back than to the age of 7 or 8. This period of his childhood
development appeared blurred. Although he knew a lot about the time he
had spent with his mother, with regard to his father he could only

remember a few Sunday walks and that his father had worked in his
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workshop "as if he were crazy." The shop was in their house, and his
father, a Swabian craftsman, retreated there to avoid his wife, whose

ideals of order and obedience ruled upstairs.

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

university.

With this previous history in mind, | attempted to make him aware of
the distance between us by telling him that he described exciting
developments taking place outside and | could watch with great pleasure
how he was unfolding, but that | noticed, alluding to transference, that he
hardly perceived my workshop. He would barge into the room, lie down on
the couch, take his glasses off, and not see anything else of the

momentary situation.

He confirmed this, laughing. Just today he had noticed this as he took
his glasses off. Moreover, there had been a time when he had trained
himself to look out of focus, in order to be able to concentrate fully on his

inner images and thoughts. When | emphasized his pretending to be blind,
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he interrupted me.

P: This is like being in front of a pane of frosted glass, glass like that in the

door to father's workshop.

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

about what you perceive here.

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

place, how it functions, | don't know, it's pretty nebulous.

A: It probably has to be kept nebulous in order to avoid conflicts with me.

In one of the following sessions he spent more time talking about his
father and the remarkable phenomenon that he had such a limited picture
of him even though his father had worked at home as a craftsman for 10
years. He had grown up with the feeling of always standing outside the
door. He had probably been disappointed that his father could never get
his way against his mother. This time he mentioned not only his mother,

but his father's mother, his grandmother. She was a woman in love with life
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and apparently enjoyed retirement; she came to them every day for her
meals and spoiled the children with chocolate—which his father approved
of but his mother criticized. His father apparently enjoyed the fact that the
children were happy and being spoiled by their grandmother, who had

grown mild in old age.

The patient had had a daydream after his father's death. In it he had
seen an image of his father sitting in heaven and observed him
masturbating. When he mentioned this image for the first time, it seemed
as if his father had had a stern and evil look on his face. In today's session
he attempted to differentiate, saying that it could be that the stern and evil
aspects had been his mother and that his father had looked at him in a
different way—as if he had felt a bond to him that was rooted in what his

mother would never have accepted.

A: So it's conceivable that this image of your father in heaven portrays a
connection, that something has stayed alive between the two of you

and that you have bridged death in this way.

P: Yes, | wasn't able to mourn at all, | wasn't able to cry. Somehow it was
as if | didn't have any use for it. | stood there in front of the door to the

workshop and imagined that he was very far away.
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The patient continued this line of thought, saying that this daydream
might portray the wish to have received more encouragement from his
father. He linked this to the fact that his mother had not permitted him to
get a driver's license and that he had not had his way until he was away at

the university.

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

disturbed.

P: That's something I'd rather not think about yet; there are a few things |

have to find out before | can go.

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

He then started to cry. | was surprised by his strong outburst of
feelings because he had not been able to mourn. He is one of those
people who rarely cry. Such moments of loosening up provide great relief,

particularly in depressive personalities.
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After the patient's crying had subsided somewhat, he said, "Those
are moments when | have the feeling that there is never enough time. | can
sense it: O