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The most unfortunate invalids on earth came in search of health: a poor woman
who since childhood had been counting her heartbeats and had run out of
numbers; a Portuguese man who couldn’t sleep because the noise of the stars
disturbed him; a sleepwalker who got up at night to undo the things he had done
while awake; and many others with less serious ailments.

Gabriel Garcia Marquez

“A Very Old Man with Enormous Wings:
A Tale for Children” (short story)
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Preface

The intertwined relationship between psychoanalysis as a therapy and the range of
psychoanalytically informed psychotherapies, as they have evolved over half a century, has
represented the promise of the productive application of a scientific psychology and a
scientific psychotherapy to as broad a segment as possible of the mental and emotional ills
of society. It has also stood at the intersect of my own ongoing clinical, theoretical, and
research interests since I started my training in psychiatry in 1949 and in psychoanalysis in

1951.

As has always been customary among psychiatrists coming to psychoanalytic training,
my first clinical experiences were in psychotherapy, the tenets of which I had been taught
in one of the psychoanalytically oriented psychiatric residency training programs
established in the immediate wake of World War II. The central psychology taught was
psychoanalysis, and the central therapeutic was psychoanalytically oriented, or, as it was
also called, psychodynamic psychotherapy. The prevailing American metapsychology
paradigm, as architected principally by Heinz Hartmann and his many colleagues and
systematized by David Rapaport, was ego psychology. My professional reading was built
around the clinical and theoretical psychoanalytic literature but included the beginning
literature on psychoanalytic psychotherapy, the dynamic application of psychoanalytic
understanding to a wider array of patients than those designated as classically amenable to

the standard psychoanalytic procedure. Toward the beginning of my psychoanalytic
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training several panel discussions—actually debates—took place on what constituted
proper psychoanalysis and how it resembled and differed from the psychoanalytic
psychotherapies in their then crystallizing variants. These panels, brought together as a
sequence of twelve papers in a single issue of the Journal of the American Psychoanalytic
Association in 1954, sought to define the emerging consensus (as well as a distinctive
minority dissent) within American psychoanalysis on these issues. For reasons developed
in this book, the year 1954 marked a watershed in the history of psychoanalytic
psychotherapy vis-a-vis psychoanalysis, and I was among those who responded readily to

its conceptual as well as its practical intellectual challenge.

Another major determinant of my professional interests occurred during that same time
period. After completion of my psychiatric residency at the Menninger School of
Psychiatry in 1951 and coincident with the start of my candidacy at the Topeka Institute for
Psychoanalysis, I took a job at the affiliated Winter Veterans Administration (VA) Hospital
in Topeka, where, together with a group of collaborators, I undertook a comparative
research study of four treatment approaches to a chronic alcoholic patient population on an
inpatient unit at the hospital (Wallerstein et al. 1957). This study came to the attention of
Gardner Murphy, the recently arrived Director of Research at the Menninger Foundation,
who thereupon offered me a position in his department as Assistant Director with the
charge of developing a clinical research program that would better link the research
department—then peopled exclusively by psychologists and focused on various
experimental and developmental researches—to the main clinical enterprise of the

Menninger Foundation, the long-term psychoanalytic and psychoanalytically based
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therapy, inpatient and outpatient, of individuals who came or were brought to this protected
sanatorium setting and who presumably were unable, because of the nature of their

character or illness, to tolerate treatment in the usual outpatient consulting-room practice.

Out of that offer evolved a position (starting in January 1954), half-time in the
Department of Research and half-time doing outpatient psychotherapy and psychoanalysis
in the Department of Adult Psychiatry (DAP). First with Lewis L. Robbins, then Director
of DAP, and then also principally with Helen D. Sargent and Lester Luborsky, I fashioned
what came to be known as the Psychotherapy Research Project (PRP) of the Menninger
Foundation, a comprehensive and successful effort to involve both the clinical and the
research community at the Foundation in a prolonged research quest to learn more about
the nature of the enterprise to which we were devoting our professional lives. The two
seemingly simple (though not at all simpleminded) questions to which we addressed
ourselves were (1) what changes actually take place in psychoanalysis and in
psychoanalytic psychotherapies (the outcome question)? and (2) how do those changes
come about or how are they brought about, through the interaction of what factors or
variables (the process question)? The history of that research program has been written up
by some fifteen to twenty research and clinical collaborators in some seventy articles and
half a dozen books, including my own final clinical accounting of the treatment-careers and
subsequent life-careers of the entire research cohort over a thirty-year span, Forty-two

Lives in Treatment: A Study of Psychoanalysis and Psychotherapy (Wallerstein 1986a).

Material from the PRP, both its original conceptualization in the 1950s within the

framework of the emerging consensus about the distinctions and relationships between
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psychoanalysis and the psychoanalytic psychotherapies and the final assessment of its
findings and conclusions in the much altered psychoanalytic climate of the 1980s around
these issues, will be presented at appropriate places in this book. This should serve to
demonstrate the ongoing close articulation between the empirical research activity and the
evolving clinical and theoretical perspectives on psychoanalysis and psychoanalytic
psychotherapy over that time span, consequent to both shifts in the nature of the patient

population and new developments in theory.

Lastly, much of my professional lifetime of teaching, both psychiatric residents and
trainees in the other mental health disciplines, in departments of psychiatry, in
psychoanalytic institutes, in supervision seminars, and in psychotherapy and
psychoanalytic supervisions has been built around the problems and issues of
psychoanalytic psychotherapy vis-a-vis psychoanalysis. This has kept me constantly
renewing and critically reevaluating my thinking as shaped in the interactions with often
critical and challenging students as well as constantly rereading many of the most
significant books and articles in the field. The new perspectives I thus acquired were, of
course, always being refracted through the constantly ongoing evolution of therapeutic and
analytic theory and practice. In recent years | have been teaching a new course at the San
Francisco Psychoanalytic Institute specifically focused on the topic of this book: the

relationship of psychoanalytic psychotherapy to psychoanalysis.

So much for my background and motivation to write this book. I undertook the task
with one somewhat limiting problem in mind, and others emerged as I reread my sources.

The problem clearly in mind at the start was that mine is an essentially parochial—
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American—perspective and experience in relation to these topics. In one sense that is
appropriate and not just a reflection of the happenstance of my own educational and
experiential provenance: for reasons developed in extenso in chapter 3, there were special
circumstances that made America both the logical and the necessary locus for the
development of psychotherapies based on the psychoanalytic understanding of the mind but
adapted to the needs of patient populations with deeper and wider disorders than those for

whom Freud initially developed psychoanalysis as a therapy.

It is clear, however, that by now psychoanalytic psychotherapy has become a
worldwide enterprise carried out in all the centers of psychoanalytic activity (with varying
degrees of clarity in regard to its distinctness from and relationship with psychoanalysis
proper), and in both its conceptual development and its practice it is no longer uniquely or
even predominantly American. | try in part to correct this bias by devoting a chapter (19) to
the distinctive institutional history of psychotherapy in Britain. I simply have had less
access to the specifically psychoanalytic psychotherapy literature in other countries (and
language areas). Recently, articles have appeared in the major English-language
psychoanalytic journals, especially the International Journal and also the International
Review of Psychoanalysis, from psychoanalytic centers around the world (but mostly from
various European countries) mostly as part of a current common worldwide dialogue, not
as simply distinctive national voices. Nonetheless, there are still limitations posed by
language, perhaps especially as regards the French-language literature concerned with the
impact of the Lacanian perspective on the theory and practice of psychotherapy as well as

the literature produced by French psychoanalysts strongly opposed to Lacanian theory and
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practice. On the other hand, my active involvement, both scientifically and
organizationally, in the affairs of the International Psychoanalytical Association, including
all its biannual Congresses over the past two and a half decades, and my growing
acquaintance with the various regional and national streams of the psychoanalytic (if not
always the psychotherapeutic) enterprise have at least partially mitigated whatever

distorted (American) emphases may have colored this account.

Two other, not quite anticipated, problems arose as I undertook to organize this book
conceptually. The first is that the book necessarily grew broader and correspondingly less
precisely focused than I originally envisaged. Certainly in what I have called the “era of the
converging consensus” that emerged with the 1954 publication of the panel discussions
held in the early 1950s, the parameters of a book on this topic were then much clearer.
Over the intervening years, not only has the psychoanalytic psychotherapy enterprise
expectedly evolved and changed with cumulating clinical practice and theoretical
developments, but the anchoring reference point—the specific psychoanalytic enterprise—
has itself increasingly diversified. The now fully accepted pluralism of theoretical
perspectives or metapsychologies (see Wallerstein 1988a), basically both destabilizes the
psychoanalytic psychotherapies and psychoanalysis and makes their similarities and
differences less clear. For when their conceptual distinctness was established, in the 1940s
and 1950s, it was within the context of the unified American psychoanalytic mainstream,
the ego psychology paradigm called classical or traditional psychoanalysis, putatively
derived in an unbroken lineage from Sigmund Freud’s The Ego and the Id (1923) and

Inhibitions, Symptoms and Anxiety (1926), elaborated by Anna Freud in The Ego and the
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Mechanisms of Defence (1936) in relation to the defensive functions of the ego and by
Heinz Hartmann in Ego Psychology and the Problem of Adaptation (1939) in relation to
the adaptive functions of the ego and subsequently further developed and extended by a
host of colleagues and coworkers, Ernst Kris, Rudolph Loewenstein, Edith Jacobson,

Margaret Mahler, and David Rapaport among the most significant.

The unquestioned hegemony of so-called classical ego psychology in America has
long since splintered (see Wallerstein 1988a), and with the increasing acceptance of the
clinical and theoretical contributions of the Kleinian and, even more, the various object-
relational perspectives arising within the British Independent Group, as well as the growth
in America of Kohut’s self psychology and the rising awareness of contributions from the
contemporary exponents of the Sullivanian interpersonal school (cf.,, for example,
Levenson 1972, 1983, 1991), it has become much more difficult to compare the dimensions
and the technical practices of the psychoanalytic psychotherapies and psychoanalysis
proper. It has in effect become a question of which psychoanalysis: is one person’s proper
psychoanalysis someone else’s “mere” psychotherapy? This set of considerations has
necessarily enlarged the scope of the literature and the clinical practice encompassed in this
book and led me to pluralize the word “Psychoanalyses” in its tide. At the same time, it has
opened the door to justifying the inclusion of almost the totality of the psychoanalytic
literature within this book’s purview. I will simply indicate in the concluding section of this
introduction some of the major areas of psychoanalytic inquiry and scholarship, both
clinical and theoretical, that I have (somewhat arbitrarily) elected to exclude from specific

attention except as aspects of them become momentarily germane to the main thread of my
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argument.

The other unanticipated problem I have encountered exists in regard to the presentation
of historical development in any scholarly discipline: a historical effort is presumably
clearest and most logical when it can be presented in a reasonably chronological unfolding.
However, it became evident as I tried to outline the book in my mind that to keep the main
themes as orderly and as comprehensible as possible, I would have to depart from a strictly
temporal sequence in the very first chapter, describing Freud’s beginning creation of
psychoanalysis as a therapy out of its forebears and origins in hypnosis and suggestion,
along with his tenacious efforts thenceforward to purge psychoanalysis of any hint of
continuing suggestive influence, while simultaneously often acknowledging its
concomitant smuggling back in as a component of the interpretive process and its
postulated therapeutic action. This dialectical interplay between stem efforts to expunge or
deny suggestion as an influence within psychoanalysis and, on the other hand, the
willingness to acknowledge its ready presence within the work of interpretation is then
traced in that first chapter through the early contributions of Ferenczi, Jones, and Glover
(all supportive of Freud’s basic position) to the later commentaries of Waelder and Gitelson
in much the same vein and finally to a contemporary (1990) assessment by Hayley laying
out the much more complexly nuanced current majority view configuring the inherent (and

helpful) place of suggestion within the interpretive process.

The organizational schema for this first chapter proved to be a felicitous template, and
from that beginning I have chosen to follow discrete topical areas longitudinally, knowing

that this could mean that specific issues or considerations did not fall properly into place in
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relation to concurrent developments until all of the interrelated areas were in turn
presented. I have made the best compromises and accommodations in these regards that [
could within the overarching schema I have conceived for the book as a whole. And it
should of course be understood in this connection that the sequencing of chapters and
topics does follow in some rough way the temporal origin and rise of those topical areas as
major concerns within the unfolding evolution of the psychoanalytic psychotherapies. In

this sense, the plan of the book is still intrinsically chronological.

It should be clear from the foregoing why this has become a larger and more
comprehensive book than I had originally planned. However, it is not an effort at a full
historical presentation of all the significant contributions to the issues dealt with and to the
Zeitgeist in which | have appreciatively participated. The relevant psychoanalytic literature
1s simply too vast for that. I hope only that I have given due credit to those whose thinking
has most self-consciously helped shape and guide mine. Nor have I tried to be exhaustive
in presenting Freud’s initiating and almost always seminal contributions to each area I
cover, and it is well known of course that salient forerunners can be found in Freud for just
about every subsequently developed line of psychoanalytic inquiry and scholarship, even of
course for developments that are antithetic and seemingly incompatible. I have only tried to
supply illustrative specimens of his originating statements in each relevant area; the
existence of the Freud Concordance (Guttman, Jones, and Parrish 1980) makes it possible
to readily trace out the full panoply of Freud’s evolving views in regard to any topic his
writings have touched on. Actually, even with the topics selected for particular attention

within this book, I do not claim exhaustive coverage, only what I feel is most relevant to
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my central focus in the English-language literature available to me.

I turn now to indicate the areas excluded from specific consideration, except where

germane to the main thread of my argument. In no particular logical order, these areas are:

1.

The very important and currently rapidly growing literature on the
countertransference. The interested reader is referred to the landmark article by
Paula Heimann (1950), the excellent review article by Douglass Orr (1954), the
presentation of the concept of the countertransference neurosis by Heinrich
Racker (1968), the comprehensive overview of the current literature on this topic
in the four main psychoanalytic language areas in Horacio Etchegoyen’s
encyclopedic Fundamentals of Psychoanalytic Technique (1991), and Theodore
Jacobs’s (1991) recent courageous explorations of the pervasiveness and range
of countertransference pressures even in everyday psychoanalytic work.

The whole corpus of the literature on child (and adolescent) analysis and
psychotherapy. This could well be the focus of a very comparable book. I have
learned from my years of participation in the annual scientific Colloquia at the
Anna Freud Centre in London that whatever our problems in conceptualizing the
similarities and differences in psychoanalysis and psychotherapy with adults, the
problems are compounded in work with children, where the usual distinguishing
accoutrements of adult psychoanalytic work are absent and the central
distinguishing operative approach of adult analysis, the method of free
association, is either absent or severely modified. Reference of course can be

made to the whole oeuvre of Anna Freud, Melanie Klein, Donald Winnicott, and
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all those who have come after. A particular locus of Anglo-American
contributions is the annual series The Psychoanalytic Study of the Child, started
in 1945.

3. With a small exception, the whole body of literature beginning with Paul Federn
(1952) on the psychoanalytic therapy of the overtly, and usually institutionalized,
psychotic (cf. Gertrud Schwing [1954], Marguerite Sechehaye [1951], and John
Rosen [1953] as well as, more recently, Harold Searles [1965, 1986] in the
United States, Herbert Rosenfeld [1965] in England, and David Rosenfeld
[1992] in Argentina). Though now diminished in urgency because of the
widespread deployment of the neuroleptic drugs among such patients, this was
once a major arena of efforts to extend (very modified) psychoanalytic
techniques—on the basis of a very diverse array of psychoanalytic rationales as
represented by the just mentioned authors—to this population, much sicker than
the usual psychoanalytic patients. The small exception referred to has to do with
some aspects of the work of Frieda Fromm-Reichmann (1950, and Dexter
Bullard 1959), whose theoretical and clinical endeavors with the institutionalized
overtly and flagrantly psychotic related to the important debates in the early
1950s over the issue of ‘blurring’ or ‘sharpening’ the conceptual boundaries
between psychoanalysis and the psychoanalytic psychotherapies.

4. Specific patient categories treated by varieties of psychoanalytical techniques,
from the essentially unmodified to the most sharply transformed: the so-called

psychosomatic, or the impulse-disordered like the addictions and the
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perversions, or the delinquent and criminal; also, patients in specific age groups
representing such phases in the life cycle as adolescence or old age. For
pioneering and representative—and quite diverse—attention to these groups, one
can turn to Franz Alexander (1950a, with Thomas French, 1948), Felix Deutsch
(1953, 1959), Pierre Marty and Michel de M’Uzan (1963), Joyce McDougall
(1989) (psychosomatic); Charles Socarides (1968, 1975, 1978, 1988), Janine
Chasseguet-Smirgel (1984), Adam Limentani (1989) (perverse); Robert Knight
(Stuart Miller, 1972) (alcoholic); August Aichhorn (1935, Otto Fleischmann et
al., 1964), Kurt Eissler (1949), Fritz Redl and David Wineman (1951, 1952),
Edward Glover (1960a) (delinquent and criminal); Peter Bios (1962, 1979)
(adolescent); and Martin Berezin and Stanley Cath (1965) (the elderly).

. Specialized applications of psychotherapeutic work, such as brief, time-limited
therapy, family therapy, or group therapy. Some of these endeavors are
designedly psychoanalytic in conceptualization and application; most are within
other-than-psychoanalytic psychological explanatory frameworks, like the
Rogerian client-centered, the phenomenological-existential, family or systems
theory, behavior modification, or simply the avowedly ‘eclectic.” Of the
purportedly more specifically psychoanalytic, reference is made to the
pioneering contributions of David Malan (1963), Peter Sifneos (1972), James
Mann (1973), Mardi Horowitz (1976), Habib Davanloo (1978), and Paul Crits-
Christoph and Jacques Barber (1991) for the brief therapies, and to Samuel

Slavson (1943, 1947, 1950), S. H. Foulkes (1948), Henry Ezriel (1950, 1952),
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Saul Scheidlinger (1952, 1982), and Murray Bowen (1978) for group and family
therapies.

. This leads of course to the vast realm, by now probably larger than the
psychoanalytic, of psychotherapy literature conceived within nonpsychoanalytic
psychological paradigms. No reference to that body of literature will be made
here; however, I do want to draw attention to a distinction made by John
Benjamin during a consultation visit to the Psychotherapy Research Project in
the late 1950s, between the effort to help forge a theory of psychoanalytic
therapy (to which the PRP was directed) as against the much more ambitious and
currently far less attainable goal of forging a psychoanalytic theory of all
therapy, whether conceived within the framework of psychoanalytic theoretical
understanding or not. Ultimately, of course, if we assume that psychoanalytic
theory provides a more comprehensive understanding of human mental
functioning than any of the rival theories of mind, we should be in a position to
provide a psychoanalytic understanding of the results achieved and sow they are
achieved within other, even radically different, purported understandings, such
as the results achieved with phobic illnesses or sexual dysfunctions by behavior-
modification methods.

. Quite apart from the nonpsychoanalytic therapies are the various streams of
psychoanalytic theoretical development other than the (American) ego
psychological, which has provided the main conceptual framework for this book:

The Kleinian, the Bionian, the British object-relational (Suttie, Fairbairn,
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Guntrip, Winnicott, Balint, Bowlby, and their successors), the Lacanian, Kohut’s
self psychology, and even Sullivan’s interpersonal analysis and Horney’s
cultural psychoanalysis—each of these has a major body of literature readily
accessible to every psychoanalytic reader, albeit with language barriers in some
instances. A very small segment of the literature in these areas will be referred to
as it bears on the central themes of this book. Reference is made here to three
recent books which attempt to compare some of these theoretical perspectives:
Jay Greenberg and Stephen Mitchell (1983), Judith Hughes (1989), and Howard
Bacal and Kenneth Newman (1990).

8. Another large, somewhat related realm is that of the literature on the nature of
psychoanalysis as science—whether psychoanalysis is akin to natural science, or
all science, is a different kind of science, a social or behavioral science with
presumably different canons of evidence and validation, or a special and unique
science (“our science,” Saul Harrison 1970), or a “hermeneutic science,” if there
is such a thing (Merton Gill 1983a)—or no science at all but an avowedly
hermeneutic endeavor like literary criticism or the exegetical Biblical criticism
from which the term hermeneutics derived in the first place. My own position on
what I have termed “the great metapsychology debate” is elaborated elsewhere
(Wallerstein 1976, 1986b); this body of inquiry is only tangentially related to the
concerns of this book and will not be directly addressed. For a contemporary
overview of both the philosophical-psychological debates around these issues as

well as full consideration of the implications for the therapeutic enterprise
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(whether proper psychoanalysis or psychoanalytic psychotherapy), reference is
made to the counterposed books by Adolf Grunbaum (1984) and Marshall
Edelson (1984).

9. Still another excluded area is the currently burgeoning literature on
psychoanalytic therapy research directed toward the fuller understanding of the
processes and outcomes of psychoanalytic therapies, whether in psychoanalysis
proper or in the varieties of psychoanalytic psychotherapies. Some of this
research will be covered in this book where it bears centrally on the book’s main
concerns; this includes the Psychotherapy Research Project of the Menninger
Foundation, treated in various places throughout this book, and also a chapter
devoted to the assessment of results achieved, judged at treatment termination
and in some instances also at follow-up. For comprehensive statements of the
cutting edge of contemporary psychoanalytic process research, reference is made
to the books of Hartwig Dahl et al. (1988), Lester Luborsky et al. (1984, 1988,
1990), and Mardi Horowitz et al. (1979, 1984, 1991).

10. Last in this listing of topics wholly or mostly excluded from consideration in
this book is the whole arena of the sociopolitical and economic problems in the
professional practice of psychoanalysis and psychotherapy—the seemingly
universally  shrinking patient base, the increasing numbers of
nonpsychoanalytically based alternative therapies (some verging on the cultist)
and of self-help groups, the growing preoccupation everywhere with cost

effectiveness and cost containment within both private and national health
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insurance systems, the growing requirements for peer review and utilization
review, with their inevitable impingements on the privacy and confidentiality of
the two-party therapeutic transaction, etc. I have dealt with these issues, so vital
to our future as a professional activity, in my article entitled “The Future of
Psychotherapy” (1991) and as a significant part of another article, “The Future of

Psychoanalysis” (Wallerstein and Edward Weinshel 1989).

Given all these major arenas of exclusion from central consideration, I trust that I have
brought this book’s dimensions, large as they are, within manageable compass and that I
have managed a reasonable and reasonably comprehensive rendering of the many issues
and problems, both for theory' and for clinical practice, in the ever-changing relationship
between psychoanalysis (or the psychoanalyses) as therapy and all the derived and related

psychoanalytic psychotherapies.
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I. The Emergence of Psychoanalysis
and of Psychoanalytic
Psychotherapy
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1 Sigmund Freud:
The Origins of Psychoanalysis from
Hypnosis and Suggestion

The story of psychoanalysis as a theory and as a therapy starts, of course, with
Sigmund Freud. The first article I wrote on the subject of this book (Wallerstein
1966) began as follows: “Though their roots can be traced far back into history, to
soothsayers and ancient prophets, and to priests and primitive medicine men, modem
dynamic psychology and psychotherapy derive firmly from the scientific psychology
innovated by Freud. The psychoanalysis developed by Freud as a purified product out
of the congeries of therapeutic approaches in vogue in his time or experimentally
introduced by him and his first co-worker, Breuer—electrical stimulations, rest cures,
hypnotic suggestion, forced associations on command, etc.—soon became the

scientific psychology and the scientific therapy” (183-84).

Actually, Freud laid down the fundaments of this scientific therapy as early as

1905, in his lecture “On Psychotherapy” (1905b).! There he made his famous

"It is a semantic issue of this book that throughout it the word “psychotherapy” is used in two senses.
In the broad usage, the word is used to encompass the whole range of psychotherapies as
psychological or “talking” therapies, though in almost all instances this will mean only those based
on psychoanalysis as the underlying theory of mental functioning, excluding the
nonpsychoanalytically based psychotherapies. This usage does, however, include psychoanalysis
proper among these psychoanalytic psychotherapies. In the narrow usage, the word
“psychotherapy” is meant to be distinguished from psychoanalysis proper as therapy, in the sense of
being counterposed to it, but again as psychoanalytic psychotherapy. Which usage is meant, the
broad or the narrow, should be clear from the context. In this particular instance, Freud’s usage is
neither one of these because he means here psychotherapy as equated with psychoanalysis as
therapy. As I develop in this chapter, Freud never distinguished any psychoanalytically derived
psychotherapies: he knew only psychoanalysis as a specific therapy—other than the various forms
of suggestion and/or hypnosis, that is, nonpsychoanalytically based therapies.
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distinction between the “cathartic or analytic method of psychotherapy” and
hypnotic/suggestive techniques: “There is, actually, the greatest possible antithesis
between suggestive and analytic technique—the same antithesis which, in regard to
the fine arts, Leonardo da Vinci summed up in the formulas: per via di porre and per
via di levare” (260). This was the analogy between painting, per via di porre,
applying pigment to cover the canvas, and the hypnotic covering up of psychic
distress by either positive or negative suggestions (to behave, think, or feel in
particular ways counter to the neurotic symptoms or inhibitions or to give up
particular symptoms or dysfunctional behaviors). On the other hand, sculpture, per
via di levare, 1s removing marble to uncover and reveal the statue hidden within it,
analogous to the psychoanalytic uncovering and revealing of repressed and

disavowed traumatic memory, strangled affect, or unconscious inner conflict.

Freud then set down the criteria of analyzability. Those amenable to this
rationally understood and powerful new psychotherapeutic tool must suffer from a
chronic neurotic syndrome (of the kind that later came to be called transference
neuroses), be past adolescence but still in the prime of adulthood, of good
intelligence, with “a reasonable degree of education ... a fairly reliable character
... [and] driven to seek treatment by their own sufferings”; all in all, they must

“possess a normal mental condition” 263-64).> On the other hand, “neuropathic

2 This conception of a “normal mental condition,” meant to exclude the psychotic and the organically
mentally ill, was later picked up by Eissler (1953) in his elaboration of Freud’s conception of “the
hypothetically normal ego" (125), the vital criterion of amenability to the “classical” psychoanalytic
technique.
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degeneracy, ... psychoses, states of confusion and deeply-rooted (I might say toxic)
depression are ... not suitable for psycho-analysis; at least not for the method as it
has been practiced up to the present. I do not regard it as by any means impossible
that by suitable changes in the method we may succeed in overcoming this
contraindication—and so be able to initiate a psychotherapy of the psychoses.”™ He
also ruled out as prospective analysands those near or over the age of fifty, who, he

believed, lacked sufficient “elasticity” to be “educable.”

Freud then addressed the common conception that psychoanalysis was only the
application of a commonsense psychology and required no special training or skill:
“It seems to me that there is a widespread and erroneous impression among my
colleagues that this technique of searching for the origins of an illness and removing
its manifestations by that means is an easy one which can be practiced off-hand, as it
were ... They think that there is nothing to enquire about, that the thing is perfectly
self-evident. ... Reports reach my ears that this or that colleague has arranged
appointments with a patient in order to undertake a mental treatment of the case,
though I am certain he knows nothing of the technique of any such therapy” (261).

Clearly, Freud heartily disapproved of such presumptuous practices.

But psychoanalysis is neither an ideal nor a speedy treatment and, no doubt with

3 Here is a very early reference to Freud’s hope that someday (“by suitable changes in the method”)
even the overtly psychotic could be drawn within the orbit of the psychoanalytically treatable. This
later developed into a very specific literature that, as has been indicated, will be touched on only
tangentially here, and that in reference to Frieda Fromm-Reichmann’s contribution (1954) to the
landmark debates of the early fifties.
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suggestive and hypnotic techniques in mind, Freud went on to say, “I consider it quite
justifiable to resort to more convenient methods of treatment as long as there is any
prospect of achieving anything by their means. That, after all, is the only point at
issue. If the more difficult and lengthy method accomplishes considerably more than
the short and easy one, then, in spite of everything, the use of the former is justified”
(262). And finally, where it is appropriately used, by a proper practitioner,
psychoanalysis will not cause harm: “You will no doubt wish to enquire about the
possibility of doing harm by undertaking a psycho-analysis. In reply to this I may say
that if you are willing to judge impartially, if you will consider this procedure in the
same spirit of critical fairness that you show to our other therapeutic methods, you
will have to agree with me that no injury to the patient is to be feared when the
treatment is conducted with comprehension. Anyone who is accustomed, like the lay
public, to blame the treatment for whatever happens during an illness will doubtless

judge differently” (265).

In another paper of the same year (1905¢), Freud reviewed the psychotherapeutic
uses of hypnosis and suggestion, spoke to the severe limitations of these modalities as
psychic treatments, and described the evolution of his own more scientific (i.e.,
etiologically causal) efforts to manage dysphoric affects, thoughts, and behaviors.
Though there is no specific mention of psychoanalysis at all in this paper, at the end
he stated, “It is not surprising that physicians, to whom hypnotic mental treatment
promised so much more than it could give, are indefatigable in their search for other

procedures, which would make possible a deeper, or at least a less unpredictable,
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influence on a patient’s mind” (302).

With these very early articles, Freud established his central conception of
psychoanalysis as a mental therapy, originally built out of, but to be sharply
distinguished from, suggestion and hypnosis.* Freud’s concern here was to keep the
conceptual distinctions between psychoanalysis and suggestive/hypnotic techniques
clear, though he also (e.g., in his Autobiographical Study, 1925b) acknowledged the
persistence of elements of suggestion in the handling of the transference: “It is
perfectly true that psycho-analysis, like other psychotherapeutic methods, employs
the instrument of suggestion (or transference). But the difference is this, that in
analysis it is not allowed to play the decisive part in determining the therapeutic
results. It is used instead to induce the patient to perform a piece of psychical work—
the overcoming of his transference-resistances—which involves a permanent
alteration in his mental economy” (42-43). (Note how, in this passage, Freud even

conflated transference and suggestion, something he generally did not do.)

Even earlier, in his technical paper “On Beginning the Treatment” (1913), Freud
had remarked on the positive role of suggestion in psychoanalytic technique. In
response to a question as to when to offer interpretations (“the moment for disclosing

to him [the patient] the hidden meaning of the ideas that occur to him,” 139), Freud

4 His later sequence of six papers on technique (1911 to 1915, S.E. 12:83-173) elaborated his technical
prescriptions for carrying out this psychoanalytic treatment. These will be discussed in chapter 7 in
connection with the controversy that arose many years later concerning what constituted Freud’s
“actual technique” and its relation to what came to be described as the “classical technique” (Eissler
1953; Lipton 1977).
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stated, “The answer to this can only be: Not until an effective transference has been
established in the patient, a proper rapport with him. It remains the first aim of the
treatment to attach him to it and to the person of the doctor. To ensure this, nothing
need be done but to give him time. If one exhibits a serious interest in him, carefully
clears away the resistances that crop up at the beginning, and avoids making certain
mistakes, he will of himself form such an attachment and link the doctor up with one
of the imagos of the people by whom he was accustomed to be treated with affection”
(139—40). (Again, note the conflation of transference and rapport/suggestion.) And
in the very next of the series of technical papers, “Remembering, Repeating, and
Working-Through” (1914a), Freud went on to say, “If the patient starts his treatment
under the auspices of a mild and unpronounced positive transference, it makes it
possible at first for him to unearth his memories just as he would under hypnosis”
(151, italics added)—that is, the suggestive influence of the transference enables the

analyst to overcome the patient’s resistances.’

In another famous passage, from his 1918 Budapest address, Freud (1919) spoke
of an admixture of analytic and suggestive techniques. He began, “Our therapeutic
activities are not very far-reaching. There are only a handful of us, and even by

working very hard each one can devote himself in a year to only a small number of

5 This aspect of Freud’s view of the transference was picked up much later by Macalpine (1950) and
made the fulcrum of her reconceptualization of the unfolding of the transference in psychoanalysis
as being profoundly suggestively induced, as against the till then conventional wisdom that it was a
spontaneous evolution, with the analyst’s central role being the avoidance of interference with this
evolution—the view espoused in many passages by Freud and followed by almost all who came
after. This is discussed in extenso in chapter 12.
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patients. Compared to the vast amount of neurotic misery which there is in the world,
and perhaps need not be, the quantity we can do away with is almost negligible.
Besides this, the necessities of our existence limit our work to the well-to-do classes”
(166). “On the other hand,” he added, “it is possible to foresee that at some time or
other the conscience of society will awake and remind it that the poor man should
have as much right to assistance for his mind as he now has for the life-saving help
offered by surgery; and that the neuroses threaten public health no less than
tuberculosis, and can be left as little as the latter to the impotent care of individual
members of the community.... We shall then be faced by the task of adapting our

technique to the new conditions” (167).

These remarks led to the famous statement, “It is very probable, too, that the
large-scale application of our therapy will compel us to alloy the pure gold of analysis
freely with the copper of direct suggestion; and hypnotic influence, too, might find a
place in it again, as it has in the treatment of the war neuroses. But, whatever form
this psychotherapy for the people may take, whatever the elements out of which it is
compounded, its most effective and most important ingredients will assuredly remain

those borrowed from strict and untendentious psycho-analysis” (167-68).

Yet, despite these well-known statements, in many places in his voluminous
writings Freud made clear his intention to sharply differentiate psychoanalysis from
the hypnosis and suggestion out of which it was born, insisting on the need to remove
as far as possible—by thorough analysis—any vestige of suggestive impact upon the

process of change and cure. Sandor Ferenczi, whose technical innovations and
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seeming deviations, under the rubric of “active therapy,” led ultimately to a severe
strain in his relationship with Freud, nonetheless was very much at one with Freud in
regard to this goal. In his most explicit statement, in “Suggestion and Psycho-
Analysis” (1912), Ferenczi began by outlining the drawbacks of suggestive/hypnotic
therapies: not everyone can be influenced by these means, their good effects may be
only temporary, and, above all, they are an education in blindness, in the narrowing of
consciousness, and therefore are at best only palliative, whereas “analysis desires to

% 9

be called a ‘causal process of healing’ ” (61). Though “there have been people who
declared that analysis itself is nothing else than a form of suggestion” (62), Ferenczi
outlined the differences: the suggester fosters belief, whereas the psychoanalyst
fosters skepticism by exposing the resistances; the suggester wishes to impress his
patient favorably, whereas the psychoanalyst interprets the negative transferences; the

suggester wants only to convey pleasant things, whereas the psychoanalyst

unflinchingly faces unpleasant truths.

Yet, like Freud, Ferenczi was aware of the suggestive influence that could lurk
within the transference: “A similar inclination to unquestioning submission on the
part of the patient certainly manifests itself also in analysis, and in so far the presence
of suggestive factors in analysis also must be acknowledged; but this ‘suggestion’ in
analysis is only a transitional stage, and no patient can analytically be held to be cured
who has not sobered down out of this condition” (64—65). And, like Freud, Ferenczi
called for constant vigilance concerning this risk to the possibility of proper

psychoanalytic cure: “The analysing doctor must keep strict watch that he is not
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content with a success due to suggestion” (65). But the analyst is also specifically
armed against this possibility: “Not only is analysis not any kind of suggestion but [it
is] a constant battle against suggestive influences, and ... the technique of analysis
uses more protective measures against blind belief and unquestioning submission than
any methods of teaching and enlightenment that have ever been used in the nursery,

the university, or the consulting room” (66).

Twelve years later, Ferenczi and Otto Rank (1924) indicated their awareness that
the active therapy methods they were advocating could be experienced as a Trojan
horse, readmitting the specter of suggestion into psychoanalytic work. Concerning the
search for a shorter, more effective analytic treatment process, they said, for example,
“This possibility of readmitting hypnosis, or other suggestive methods, into our
analytic therapy would perhaps be the culmination of the simplification of the
analytic technique, towards which, according to our interpretation, we should be and
are actually tending. The final goal of psychoanalysis is to substitute, by means of the
technique, affective factors of experience for intellectual processes. It is well known
that this i1s just what is achieved in an extreme way in hypnosis, in which conscious
material is called forth or eliminated according to need” (62). Lest they be thought
heretical for drawing analytic and suggestive techniques conceptually closer, the
authors by implication called on Freud’s pure gold of analysis and copper of
suggestion metaphor: “We should not wonder if the point were finally reached when
other psycho-therapeutic methods which had proven themselves useful according to

analytic understanding (as we tried to show, for example, in hypnosis) were
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legitimately combined with psycho-analysis” (64).

It was, however, Ernest Jones, followed closely by Edward Glover, who was
most uncompromising in insisting that the therapy world was totally dichotomous,
divided into psychoanalysis on the one side and all the varieties of suggestion on the
other. In a long paper on suggestion in psychotherapy, Jones (1910) argued,

Suggestion plays the chief part in all methods of treatment of the

psychoneuroses except the psycho-analytic one. It acts by releasing the

regressed desires that are finding expression in the form of symptoms, and
allowing them to become attached to the idea of the physician;
psychologically this means the replacement of one symptom by another—
namely, psycho-sexual dependence on the physician. This is often of
temporary, and sometimes of permanent benefit, but in severe cases the
replacement is inconvenient and detrimental. In psycho-analysis, on the
contrary, the repressed tendencies are permanently released by being made

conscious, and hence can be directed, by sublimation, to more useful, non-

sexual, social aims. (359)

This view, that proper psychoanalysis, purged of any suggestive components,
was the only truly curative and scientific psychotherapy and that psychoanalysts had
little or nothing to offer patients who lacked the characteristics that would make them
suited to the classical method (as spelled out by Freud 1905b), pervaded almost all of
Freud’s lifetime. It marked the period that I have called the prehistory of
psychotherapy (Wallerstein  1989a)—mow more narrowly considered as

psychotherapy other than psychoanalysis proper—within psychoanalysis.

The position that all psychotherapy other than psychoanalysis was merely
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suggestion was carried to its extreme by Glover. In his powerfully influential paper
“The Therapeutic Effect of Inexact Interpretation” (1931), he began, “We are
periodically stimulated to reconsider the relation between different forms of
psychotherapy, more particularly when any advance is made in analytic knowledge”
(397). He went on to develop the view that all psychotherapy other than
psychoanalysis, correctly and exactly applied, was indeed nothing but suggestion. I
have described Glover’s view as follows:
His thesis was that all therapies other than thorough psychoanalysis are
merely varieties of suggestion since they rest on elements (which can even
include interpretations of unconscious conflicts) that are not fully analyzed
back to their genetic-dynamic roots and hence must ultimately be based on
the strong transference authority of the therapist. Even inexact
interpretations conveyed in the course of an effort at analysis become, in this
view, only displacement substitutes, not so inappropriate as the neurotic
symptoms and yet sufficiently remote from the real sources of anxiety so

that the patient is all too willing, unconsciously, to live up to them.

(Wallerstein 1966, 184)

Glover (1931) posed the specific underlying problem created here: “What is the
effect of inexact as compared with apparently exact interpretation? If we agree that
accuracy of interpretation amongst other factors contributes towards a cure, and if we
agree that fresh phantasy systems are discovered from time to time, what are we to
make of the cures that were effected before these systems were discovered?” (398).
His not surprising response was, “If in former times analysts did not completely

uncover unconscious content, then surely the analytic successes of earlier days must
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have been due in part to an element of suggestion” (406) because whatever is not
fully analyzed rests ultimately on the “strong transference authority” of the analyst.
This applies even, and perhaps especially, to (hidden) suggestions “of the pseudo-
analytical type—that 1is, suggestions based on some degree of interpretative

appreciation” (403).

Almost a quarter of a century later, during which time psychoanalytic
psychotherapy had developed as a complex, multifaceted therapeutic enterprise,
Glover still held this view: “A further case exists: should the analyst’s interpretations
be consistently inaccurate, then quite clearly he is practising a form of suggestion,
whatever else he himself may call it. It follows then that when analysts differ
radically as to the aetiology or structure of a case—as they nowadays do with
increasing frequency—one side or the other must be practising suggestion” (1955,
394).° Five years later, Glover (1960b) added words of alarm on this subject. He
talked of the “hotch-potch” (74) of psychotherapeutic activities that had burgeoned in
England and then opined sadly, “There seems no reason to suppose that in course of
time, the sharp distinction between psychoanalysis and rapport therapies [the varieties
of suggestion] will not become blurred in this country,” as he felt had already

happened in the United States (81-82).

We can see readily enough the kind of narrowed reasoning—that there must be

only a single “correct” interpretive line in every analytic situation and that any

6 But Glover had earlier softened the blow: “bad analysis may conceivably be good suggestion”
(1931, 407).
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deviation from it, willing or not, based on inexactness, ignorance,
countertransference, or whatever—must therefore be only suggestion (in a pejorative
sense)—that led Glover, building on Freud and Jones, to this sharp dichotomization
of all psychotherapy into either “pure” psychoanalysis or simply a variation of
suggestion. In this way, he, along with Jones and Freud, did an unwitting disservice to
the future development of psychoanalytically informed and guided psychotherapy
with a sound theoretical base in psychoanalytic psychology by obscuring the
theoretical and technical complexities it involved. The encompassing rubric of
suggestion was used to cover (and thereby blur) a diversity of distinct principles and

practices.

Thus, the prehistory of psychoanalytic psychotherapy was marked by the
delineation of psychoanalysis as a clearly articulated therapy with consensually
agreed-upon principles and practices and specific indications and contraindications;
all else—for all categories of patients deemed not amenable to psychoanalysis—was
swept into the ill-defined, encompassing category of suggestion. Since at least the
early 1940s a now-dominant counterstream has existed that views psychotherapy as
distinct from both psychoanalysis and suggestion, yet the position of Freud and
Ferenczi and Jones and Glover on this issue has nonetheless persisted, continuingly
skeptical and critical of psychotherapeutic efforts that are not “strict and

untendentious psychoanalysis.”

For example, Robert Waelder (1960), in his otherwise valuable book on the basic

theory and practice of psychoanalysis, held to this same simplified view of
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psychotherapy. He distinguished between psychoanalysis, an exploratory
psychotherapy that investigates the unconscious and renders it conscious to the
patient, and educational (his word for suggestive) psychotherapy, the generic term for
all forms of influence that try to bring about better adjustment of an individual to the
outside world through advice, suggestion, guidance, retraining, occupational therapy,
community living, or other means. Like Freud (and Ferenczi), Waelder talked of
mixing the two in an effort to effect a mass application of psychoanalytic therapy. But
he said that such a mixture, usually called “psychoanalytically oriented
psychotherapy,” was bound to meet with difficulties because analysis requires an
attitude of neutrality and education an attitude of guidance. Taking educational
measures necessarily interferes with the possibility of doing analysis. Waelder
summed up pessimistically: “The partnership between psychoanalysis and
educational psychotherapy may therefore well end up somewhat like the coalitions
between democratic and totalitarian parties in which the former are likely to be

swallowed up by the latter; in the end, only education remains” (216).

Another voice along these lines was that of Maxwell Gitelson, who helped shape
the development of psychodynamic psychotherapy in America but nonetheless
straddled this issue of the possibility of an analytic psychotherapy that is more than
suggestion. On the one hand, he could say,

Psychotherapy today is rational because it is based on what we know about

psychopathology and psychodynamics as psychoanalysis has elucidated
them. From this standpoint, good psychotherapy looks so much like
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psychoanalysis that on paper we almost cannot tell the difference! And yet, |
believe there are very important differences. Modem psychotherapy deserves
its position in psychiatry because it is in a real sense the psychiatrist’s reason
for being.” Moreover, it has become a truly effective instrument. Nothing I
have to say about it is intended to give the impression that I depreciate its
validity and its usefulness. Nevertheless it is not psychoanalysis even when

it is psychoanalytic. (1956, 247)
And yet, within a page he could collapse the total theoretic undemanding of this
developing psychotherapy onto the familiar base of suggestion. He stated then that in
skilled psychotherapy, the results ultimately “depend for their effectiveness on what
is dynamically a repression of a basic conflict, following on some partial solution of
derivative conflicts, and finally accepted on the fundamentally suggestive basis of an
unresolved transference” (248). The italics here are Gitelson’s and the date (1956) is
after the fullest flowering, in 1954, of what I have called the second era, the era of
converging consensus, in the historical development of our conceptions of a
psychotherapy grounded in psychoanalysis as theory, yet clearly distinct from it in

goals, technical implementation, and range of application (Wallerstein 1989a).®

7 This could hardly be said today. Psychiatry has become much more diversified in structure and
scope, especially with the recent explosive growth of neurobiology (and molecular biology and
molecular genetics) as basic sciences, and the derived psychopharmacology as their clinical
therapeutic expression. Today, there are many intellectually gratifying career paths in psychiatry, a
far cry from the psychoanalytically congenial days of the 1950s, when psychoanalytic theory and
psychodynamic psychotherapy were practically the whole of psychiatry and when most young
physicians who entered psychiatric residency training did so with the explicit intent of seeking
psychoanalytic training and becoming psychoanalysts.

8 Gitelson (1951) had come to this same conclusion five years earlier, although he expressed it in
somewhat different language (more akin to Glover’s 1931 concept of “inexact interpretation” and in
that sense again ultimately reducible to suggestion). There he said, “Yet psychoanalytic scrutiny
will disclose such a [psychotherapeutic] ‘cure’ to have been based on elaborate rationalization,
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But these efforts by Freud and others to expunge all vestiges of suggestive
influences from psychoanalysis and concomitantly to consign all psychotherapy other
than psychoanalysis to the realm of nothing but suggestion have never been—nor
could they be—fully successful. The place of suggestion as an inseparable element
within the operative mechanism of the transference has been acknowledged by many
outstanding psychoanalysts from Freud’s time to the present. For example, James
Strachey (1934) spoke of the transference as abetted by the familiar powers of
suggestion, albeit not in the service of repression but rather of overcoming it. Almost
a half-century later, Leo Stone (1982) stated, “When Freud speaks of the ‘gold’ of
analysis (in contrast with the ‘copper’ of suggestion), he means that this element of
suggestion 1s no longer the authoritarian curative element in itself. But it continues to
function as a component of a facilitating interpersonal vehicle, the transference, to
launch the new adventure of insight, self-understanding, and confrontation with
conflict, ultimately itself to be subject to the analytic scrutiny intended to dissolve it”
(82). And, as already indicated, Ida Macalpine (1950) made the powerful role of
suggestion in the unfolding of the regressive transference neurosis the centerpiece of

her understanding of the evolution of the transference (see chapter 12).’

A final illustration of the persistent vitality of concern with the role of suggestion

which depends for its effectiveness on what is dynamically a repression of the basic conflict after
some partial solution of derivative conflicts has been attained and accepted as a compromise” (286).

9 Other echoes of the acknowledgment of suggestive influence in the ongoing work of psychoanalysts
as well as in psychoanalytic psychotherapy will be discussed under such headings as parameters
(chapter 7), the psychoanalytic relationship and the role of new experience (chapters 16 and 17),
and most directly Bibring’s (1954) delineation of the basic therapeutic principles of all
psychodynamic psychotherapies, including psychoanalysis (chapter 5).
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in the psychoanalytic treatment process is Tom Hayley’s “Charisma, Suggestion,
Psychoanalysts, Medicine-Men, and Metaphor” (1990), a paper whose observational
bases are the twin pillars of anthropological fieldwork (in Uganda and India) and
clinical psychoanalysis. Hayley began with the statement, “We know how
psychoanalysis has been denigrated as being merely an organized way in which to
impart suggestions to patients and that, partly as a result, this is something
psychoanalysts have usually denied” (2). He went on to frame his own inquiry: “The
issues really narrow themselves down to how much is suggestion at work in our
psychoanalytical psychotherapy and what is this ‘decisive factor’ postulated by Freud
[1925b, 43], which is the really effective part of an interpretation?”” (2). His response
was, “We think we know what the decisive factor is. We think it is the nearness we
can reach to psychic truth—how accurately we manage to hit the nail on the head—
which we try to effect by our metaphorical interpretations. Since our interpretations
are metaphorical, it is very difficult to know whether the effect they may have is due
to the psychic truth they reveal or the suggestion conveyed by charismatic authority”
(6). Hayley then amplified what he meant by suggestion in this context:
I wish to make it quite clear that when I talk about “suggestion” involved in
charismatic influence, I do not mean any form of overt suggestion, such as
reassurance, or the blatant suggestion advocated by Coue or contained in
hypnotism. In fact psychoanalytical method rightly avoids all overt forms of
reassurance or suggestion. I am referring in this paper to the hidden forms of
suggestion latent in charismatic influences and the phenomenon of positive

transference, and the hidden forms of reassurances involved in the clinical

setting, the psychoanalyst’s couch, the reliability of his time-keeping, etc.
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Psychoanalysts appear to turn a blind eye to all this covert suggestive
influence in their need to demonstrate their studious avoidance of suggestive

practices. (6)

And in further amplification, “The effect of five sessions a week, or rather a
greater daily continuity of treatment, is to strengthen the transference feelings. This
means, if my thesis is correct, that it strengthens the suggestive quality of the
charismatic authority of the psychoanalyst at the same time as it gives more time for

the mutative process to work” (8).
Hayley concluded,

This paper shows how anthropological observations may throw light on
psychoanalytical theory and practice. The suggestive power of role and
personal charisma in medicine-men and psychoanalysts works in aid of the
decisive factor of revealing psychic truth in psychic change. This is
conveyed through the metaphor of interpretations (in the case of
psychoanalysts) and/or enacted metaphors (the ceremonies, in the case of
medicine-men). The psychoanalyst is exhorted to preserve anonymity,
confine his interventions to interpretation, maintain the daily continuity of
treatment, etc. This has the effect of enhancing the positive transference and
with it the charismatic suggestive influence of the psychoanalyst, stemming
from the earliest charisma of parents which lies behind early learning
processes and the building up of the inner world of psychic truth or

unconscious phantasy. (9)
I would guess that these views (contra Freud and the efforts to deny suggestion in
psychoanalysis) represent a majority opinion in contemporary psychoanalysis, though

there have been strong efforts to maintain and extend Freud’s thinking in this area—
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notably by Kurt Eissler (1953, 1958), Charles Brenner (1979, 1982), and Paul Gray
(1973,1982, 1986, 1987,1988,1990,1991), whose contributions are elaborated in

chapters 7, 11, 13, and 21.
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2 Sandor Ferenczi:
The Psychoanalytic Relationship and
the Active Technique

Though Sandor Ferenczi, Freud’s closest psychoanalytic collaborator and
intellectual companion, played no direct role in the development of psychoanalytic
psychotherapy out of psychoanalysis, his lifelong efforts to enhance the effectiveness
of psychoanalysis as therapy, through the development of the techniques of active
therapy and an intensifying focus on the affective therapeutic relationship as a central
vehicle of the curative process, became the acknowledged forerunners of several of
the most significant trends that later became linked to the developing psychoanalytic

psychotherapy enterprise.

Ferenczi began his experimentation in an effort to deal with regularly recurring
resistances in the analytic situation. For example, he undertook to force obsessionally
indecisive patients to make necessary life decisions: “The analyst can, and must from
time to time, practice ‘active therapy’ in so far as he forces the patient to overcome
the phobia-like incapability of coming to a decision. By the change in the affective
excitations that this overcoming will occasion he hopes to obtain access to as yet
inaccessible unconscious material” (1919a, 184). He analogized this kind of activity
to Freud’s “parameter” of requiring the phobic patient, after sufficient interpretive
analytic work, to finally enter the phobically avoided situation in order to unearth the

still-hidden phobic anxieties for psychoanalytic scrutiny.
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Ferenczi developed this line of thinking more fully in a companion paper of the
same year (1919b). He first described a hysterical patient who was caught up in an
erotic transference and who kept her legs crossed during an entire hour in what
Ferenczi considered to be a larval form of masturbation. After a while, he hit upon the
idea of forbidding the patient to adopt this position. The result was “staggering”: a
major affective mobilization and recovery of forgotten memories. When the
stagnation recurred, Ferenczi extended the interdiction to the patient’s whole day and
to further masturbatory equivalents as he unearthed them, including sudden urgent
needs to urinate. He called this “a new rule in analysis ... as follows: during
treatment one must also think of the possibility of larval onanism and onanistic
equivalents, and where indications of these are observed, abolish them” (193).
Whether the analyst commanded the patient to perform an action or forbade one, the
intent of Ferenczi’s ‘“active technique” was therapeutic: to mobilize otherwise

warded-off anxiety for analytic scrutiny.

Of the case described in the second paper, Ferenczi said, “I was compelled . .. to
give up the passive part that the psycho-analyst is accustomed to play in the
treatment, which is confined to the hearing and interpretation of the patient’s ideas,
and had by active interference in the patient’s psychic activities to help her over dead
points in the work of the analysis.” He claimed in support that Freud himself had
directed patients to just such critical situations that elicited attacks of anxiety.
Ferenczi called this the “method of experiment”: “Since our knowledge of

transference and of ‘active technique’ we are able to say that besides observation and
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logical deduction (interpretation) psychoanalysis has also at command the method of
experiment . .. in suitable cases we can and must shut off psychic excitement from
unconscious paths of discharge, in order by this ‘rise of pressure’ of energy to
overcome the resistance of the censorship and of the ‘resting excitation’ by higher

psychic systems” (196-97).

Ferenczi developed these “experiments” even more systematically in a 1920
paper on the array of interdictions and commands that could be deployed in active
therapy: “In requiring what is inhibited, and inhibiting what is uninhibited, we hope
for a fresh distribution of the patient’s psychic, primarily of his libidinal, energy that
will further the laying bare of repressed material. ... Active technique desires
nothing more and nothing less than to lay bare latent tendencies to repetition and by
this means to assist the therapy to these triumphs a little oftener than hitherto” (212,
217). Ferenczi again stressed that such activity was not new in analysis. The original
Breuer-Freud cathartic procedure was indeed very active, and an active “education of

the ego” was always part of the work of analysis.

In another example, Ferenczi wrote about a musician suffering from performance
fright. He first commanded this patient to sing and play the piano in the analytic hour
in order to uncover the hidden (and avoided) masturbatory pleasures. He then forbade
these very activities so that the now-frustrated hidden pleasures could be forced
further into psychic consciousness. In all, active therapy became a series of
alternating or simultaneous commands and prohibitions. In this connection, Ferenczi

mentioned urinary urgency, bodily movements, and playfulness in the analytic hours
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[205-06].

At the same time, Ferenczi raised a series of cautions about these techniques.
First of all, they should be used only “in certain exceptional cases” and only to the
extent necessary: “As soon as the stagnation of the analysis, the only justification for
and the only motive of the modification, is overcome, the expert will immediately
resume the passively receptive attitude most favourable for the efficient co-operation
of the doctor’s unconscious” (198). Active techniques should also be avoided at the
beginning of analysis, when they could be a “wild” analytic activity and frighten the

(133

patient away; however, “‘the end-game’ of the analysis is seldom successful without
active interference or tasks respectively that the patient must perform beyond the
exact adherence to the fundamental rule” (209). Here Ferenczi mentioned a range of

interventions: forcing necessary decisions, setting the termination date, even

temporarily forbidding sexual intercourse.

All this, of course, relates to the way in which the analyst can further the
treatment by deliberately and planfully manipulating his own behavior in relation to
the patient: “One has in fact sometimes to cool down a too impetuous transference by
something of reserve, or to make some advances to the shy and by these means to
establish the ‘optimum temperature’ of the relations between doctor and patient.
Within the limits of complete sincerity there is room for tactical measures as regards
the patient” (216). Once this “optimum temperature” is reached, the analyst is
enjoined to return to the main (interpretive) tasks of the analysis. Statements like

these have been regarded, properly, as precursors of the concept of the “corrective
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emotional experience” (see chapter 4) later developed by Franz Alexander and his co-

workers (1946, 1954a, 1954b, 1956).

In The Development of Psycho-Analysis (1924), Ferenczi and Rank elaborated
the theoretical bases for the interventions that characterized active therapy; these
centered on the task of transforming repetition into memory:

The first practical necessity ... is not only not to suppress the tendency to

repetition in the analysis, but even to require it, provided, of course, that one

knows how to master it, for otherwise the most important material cannot be
expressed and dealt with. ... Thus we finally come to the point of
attributing the chief role in analytic technique to repetition instead of to
remembering. This, however. . .consists...in a gradual transformation of the
reproduced material into actual remembering.... We undoubtedly emphasize

greater “activity” by which we mean absolutely requiring the tendency to

reproduce. . ..

It is really the insight gained from understanding the repetition
compulsion which just makes the results of “active therapy” comprehensible

and gives the theoretic reason for its necessity. (4-5)

Toward the end of the book, the same conception is stated even more clearly—
and with a caution: “The moderate, but, when necessary, energetic activity in the
analysis consists in the analyst taking on, and, to a certain extent, really carrying out
those roles which the unconscious of the patient and his tendency to flight prescribe.
By doing this the tendency to the repetition of earlier traumatic experiences is given
an impetus, naturally with the goal of finally overcoming this tendency by revealing

its content. When this repetition takes place spontaneously, it is superfluous to
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provoke it and the analyst can simply call forth the transformation of the resistance
into remembering (or plausible reconstruction)” (43—44). But they conceded that the
technique of active therapy can be overused: “The newness of a technical point of
view introduced by Ferenczi under the name of ‘activity’ resulted in some analysts, in
order to avoid technical difficulties, overwhelming the patient with commands and
prohibitions, which one might characterize as a kind of ‘wild activity.” This, however,
must be looked upon as a reaction to the other extreme, to holding too fast to an over-

rigid ‘passivity’ in the matter of technique” (43).

“The extravagant praise of a few young persons ... [who] were ready to see in
this ‘activity’ the dawn of a new kind of psycho-analytical freedom” (1925, 218)
impelled Ferenczi to call attention to the weaknesses of the technique. The first was
theoretical: “ “Activity’ unquestionably stimulates the resistance of the patient in so
far as it seeks to increase the psychological tension by painful frustrations,
injunctions, and prohibitions, and so gain new material. . . . I have the impression that
the analyst who is sure in his knowledge and is ready to take a chance on this method
may make a part of the ‘future prospects of psychoanalytic therapy’ which Freud
hopes to see realized. In the hands of those who know less of the subject a reversion
to the pre-analytic suggestive and enforcing method may very easily result from

active technique” (218-19).

The second weakness was countertransferential: forcible injunctions and
prohibitions can be a sadistic acting out by the analyst. The third was the risk of

excess, acknowledged in Ferenczi’s feeling that he had gone too far in his book with
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Rank in calling for the accelerated ending of analysis, based on the technical
application of Rank’s birth trauma theory. Ferenczi now stated that this “far exceeds
what I wish to comprehend under the term ‘activity’ ” (223). He added, “The wish of
the patient to receive signs of positive counter-transference must remain unfulfilled; it
is not the task of the analysis to bring happiness to the patient by tender and friendly
treatment (he must be referred to the real world after the analysis to get these claims

satisfied)” (225).

In a later paper (1928), Ferenczi expressed his concern about the potential for
misuse of his innovation even more strongly: “I entirely share my critics’ views that
these technical precepts of mine, like all previous ones, will inevitably be misused
and misunderstood, in spite of the most extreme care taken in drafting them. There is
no doubt that many—and not only beginners, but all who have a tendency to
exaggeration—will seize on what I have said about the importance of empathy to lay
the chief emphasis in their handling of patients on the subjective factor, i.e., on
intuition, and will disregard what I stated to be the all-important factor, the conscious
assessment of the dynamic situation” (99—100). In this paper Ferenczi again stated
his caution, this time with a specific technical retrenchment, in effect rendering it
much less coercive and more tentative: “Experience. . . taught me that one should
never order or forbid any changes of behaviour, but at most advise them, and that one
should always be ready to withdraw one’s advice if it turned out to be obstructive to
the analysis or provocative of resistance. ... In other words, it is the patient himself

who must decide the timing of activity, or at any rate give unmistakable indications
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that the time is ripe for it” (96-97).

But in Ferenczi’s last writing on this subject, the important “Confusion of
Tongues” paper (1933) given shortly before his death, he reverted to even more
extreme claims. A major obstacle to realization of the full benefits of active therapy,
he said, was “professional hypocrisy” (159), by which he meant the analyst’s
reluctance to forthrightly acknowledge technical errors and countertransference
deformations to patients. He said of one patient, “Something had been left unsaid in
the relation between physician and patient, something insincere, and its frank
discussion freed, so to speak, the tongue-tied patient; the admission of the analyst’s
error produced confidence in his patient. . .. It is this confidence that establishes the
contrast between the present and the unbearable traumatogenic past, the contrast
which is absolutely necessary for the patient in order to enable him to re-experience
the past no longer as hallucinatory reproduction but as an objective memory” (159-
60). Along this line and, one would hope, tongue in cheek, Ferenczi even advised the
analyst to deliberately make mistakes so as to give the patient the therapeutic
experience of the analyst’s confessions. But he added that there really was no need

for such a recommendation; we all make mistakes enough as it is, without trying.'

In other papers, however, Ferenczi talked of the technique of “mutual” or

1 This was stated as follows: “It would almost seem to be of advantage occasionally to commit
blunders in order to admit afterwards the fault to the patient. This advice is, however, quite
superfluous; we commit blunders often enough, and one highly intelligent patient became
justifiably indignant, saying: ‘It would have been much better if you could have avoided blunders
altogether. Your vanity, doctor, would like to make profit even out of your errors’ ” (159).
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“reciprocal” analysis, the analyst alternating with the patient on the couch in
transferential confession—though he did point out a major technical obstacle to the
implementation of this extreme therapeutic mode: the analyst’s obligation to the
confidentiality of his other patients would preclude full free association confessionals

to any one patient.

What I trust has emerged in this brief description of Ferenczi’s technical
innovations and experiments is his organizing therapeutic premise, his overriding
emphasis on an affective heightening of the transference experience as the necessary
precondition for effective interpretive work and a successful analytic outcome. This
elevation of the (transferential) analytic relationship as a central vehicle of therapeutic
change within analysis, alongside Freud’s focus on interpretation leading to insight, is
the hallmark of Ferenczi’s contribution to our conceptions of the therapeutic action of

psychoanalysis and the source of his continuing influence within psychoanalysis.

Ferenczi’s technical recommendations and innovations have always been a
passionately controversial matter. Michael Balint undertook the role of carrier and
interpreter of the Ferenczi legacy to the psychoanalytic world, both amplifying and
clarifying the theoretical basis of Ferenczi’s technique. In a 1967 paper, he insisted
that Ferenczi was often “misunderstood, misquoted, and misrepresented. ... The
usual misunderstanding [of active technique] is that, in contrast to the classical
analytical passivity, the analyst should be more active. However, it is not the analyst
but the patient who is induced to be more active, that is, to do something or to avoid

doing something” (154); he adds, “The analyst’s activity should be restricted to
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suggesting to the patient what he should do and then encouraging him to do it” (157).

Whether the analyst’s intervention took the form of proposing that the patient
cease to indulge in a particular habit—that is, give up the concealed satisfaction of his
repressed wishes—or of encouraging the patient to enjoy it openly and freely, “it was
hoped that a successful intervention by the analyst would cause a considerable
increase of tension [i.e., heightened affectivity] in the patient and that this, in turn,
would produce ...a breakthrough into consciousness of a hitherto repressed
instinctual urge or drive, changing an unpleasurable symptom into a pleasurable
satisfaction, thereby strengthening and extending the rule of the patient’s ego; and
further, by removing resistances, it would start the patient’s dried-up or stagnant

associations flowing again” (156).

It was such considerations that led to Ferenczi’s conviction, as paraphrased and
summarized by Balint, that “any event in this [analytic] situation must be understood
as an interplay between the patient’s transference, that is, his compulsion to repeat,
and the analyst’s countertransference, that is, his technique. As the former had to be
accepted as a constant, almost unalterable, factor (at any rate for the time being), if he
[the analyst] wanted to get out of the impasse, he had to accept the task of changing
the other factor, his technique” (160). Hence, the panoply of commands and
prohibitions, advice and suggestions, flexibility and forbearance, and even ultimately
severe indulgence that marked the technical experiments of active therapy. And since
it would only repeat the original childhood traumata for the analyst to be uninvolved

in the repetitions of the originating traumatic events in the transference (as the
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patient’s parents had been uninvolved and detached at the time), principled departures

from Freud’s call for analytic abstinence also became necessary.

Andre Haynal (1988) has wupdated our understanding of Ferenczi’s
psychoanalysis vis-a-vis Freud’s and of Balint’s role as mediator between Ferenczi
and the modem developments in psychoanalysis to which he gave impetus. Haynal
first outlined some of Ferenczi’s major technical and conceptual contributions: his
willingness to experiment with technique; his declared incorporation of subjectivity
into analytic thinking; his exposition of the analyst’s contributions to the creation of
an adequate analytic atmosphere; his delineation of the range of possible analytic
postures, from that of “stem father” in the imposed frustrations of active technique to
that of “indulgent mother” in the gratifications, such as his well-known tolerance of
Clara Thompson’s kisses; his highlighting of the real traumata of the “unbearable
traumatogenic past,” which had to be unearthed and rendered fully conscious; his
correction of the overestimation of instinctual vicissitudes and unconscious fantasy
and the consequent underestimation of the traumatic past reality in pathogenesis; and
his emphasis on the need for the fullest therapeutic regression in analysis with, then,

the possibility for a healthier “new beginning.”

Haynal then indicated Balint’s extensions of the Ferenczi heritage. Balint’s
central thrust was the shift of analytic investigative focus onto the personality of the
analyst. For Balint, psychoanalysis was not only a technique but, much more, a
relation between two people, and the analyst played the central role in the creation

and maintenance of the psychoanalytic situation. Haynal quotes Balint as stating that
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“it 1s as true for the patient as for his analyst that no human being can in the long run
tolerate any relationship which brings only frustration.” And Balint importantly
espoused “the ‘two-body’ view, in which the analyst participates fully in the relation
with his own economy and dynamics, with his own reactions and personality [which]
seems to have been [now] recognized as a basic stance for dealing with analytic
problems” (78). Balint’s conceptions of “primary love” and “new beginning” he
acknowledged as being rooted in Ferenczi’s insistence that “the formal elements of
the transference and the whole analytic situation derive from very early infant-parent
relationships” (79) reactivated in the psychoanalytic transference neurosis. All in all,
a variety of developmental lines in psychoanalysis take their inspiration from

Ferenczi’s original basic contributions.

Aaron Esman (1991), reviewing Haynal’s book, further highlights some

distinctions between the psychoanalyses of Ferenczi and of Freud:

Haynal suggests that Freud favored the concept of Einsicht, the “insight” of
the Age of Enlightenment, while Ferenczi opted for Erlebnisse, or genuine
experiences. ... Ferenczi “always considered that the analyst should be
active.” ... At the same time, he emphasized the need for the analyst always
to be aware of his own contribution to the analytic exchange; it was he who

first underscored the central role of empathy” in psychoanalytic technique,

2 In his 1928 paper “The Elasticity of Psycho-Analytic Technique,” Ferenczi said, “I have come to
the conclusion that it is above all a question of psychological tact whether or when we should tell
the patient some particular thing.. . .But what is ‘tact’? The answer is not very difficult. It is the
capacity for empathy” (89). Of the verbal work required of the analyst, he said, “One might say that
his mind swings continuously between empathy, self-observation, and making judgments” (96).
This is a clear forerunner of a central theme in Kohut’s subsequent theory building (see chapter 20).
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and with it the “incorporation of subjectivity into analytic thinking.”
... Unlike Freud, who was explicit about his distaste for working with
severely disturbed or regressed patients, Ferenczi eagerly undertook to treat
them and to follow them into their regressed states.... By doing so he
believed he was better able to uncover early traumata—events of the
preoedipal period whose importance, he felt, was underestimated in the

Freudian canon. (291)

On Ferenczi’s enduring influence in psychoanalysis, Esman said, “This technical
divergence between the neutral, nongratifying, purely interpretive stance of the
‘classical’ analyst and the active participatory ‘empathic’ stance of the Hungarian
school and its followers persists today and cannot be easily dismissed. Ferenczi’s
influence, mediated by Balint’s concept of the ‘new beginning,” can be seen not only
in the work of the English ‘independents,” but also in that of the self psychologists
and ... those mainstream American analysts who emphasize the primary role of the
‘holding environment,’ at least in the treatment of borderline and narcissistic patients.
It is true that ... with the widening scope of psychoanalysis outlined by Stone
(1954), there is a tendency toward an assimilation of these approaches, a blending of
technical measures, a less categorical concern about ‘parameters’ than was the case a
generation ago. But, at least in principle, the difference remains and must be
acknowledged—and with it, the role played by Ferenczi and his followers in the

shaping of modem psychoanalytic technique” (291-92).

These last considerations are reflected in what Lewis Aron and Therese Ragen

(1990) have called ““a remarkable resurgence of interest in the clinical and theoretical
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contributions of the Hungarian psychoanalyst Sandor Ferenczi. ... Psychoanalysts
from around the world and representing a wide variety of theoretical persuasions
seem to have simultaneously rediscovered the significance of his contributions. . .. It
is clear that Ferenczi had a direct effect on the founders of... major schools of
contemporary psychoanalysis including British object relations theory, the American
interpersonal school, the French school of Lacan, and American self psychology” (3-

4).

A mark of the current renaissance of interest in Ferenczi is the recent publication
of the complete Freud-Ferenczi correspondence (1993) as well as of the Clinical
Diary of Sandor Ferenczi (Dupont 1988), intended, according to the flyleaf, as
“Ferenczi’s last filial appeal—albeit an unsuccessful one—to the father of
psychoanalysis to sanction his work.” The editor’s introduction to the diary suggests
that the motive for Ferenczi’s restless therapeutic searching—which can be
considered to be either an ebullient, unquenchable optimism or, in Freud’s words,
more pejoratively, a furor sanandi—can be understood as follows: “To maintain that
a patient who could not be cured with this theory or with this technique was
unanalyzable appeared to him unsatisfactory and, moreover, in itself traumatizing. He
believed that all patients who asked for help should receive it, and that it was up to
the psychoanalyst to devise the most appropriate response to the problems presented
to him. Thus, Ferenczi became the last resort for cases considered hopeless, cases that

his colleagues referred to him from all comers of the earth” (xix).

Dupont then has this to say on Ferenczi’s reluctant retreat from his most extreme
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technical experiment, “mutual analysis”: “Gradually Ferenczi encountered a whole
series of problems stemming from the techniques of mutual analysis . . . he lists some
of these: the risk of seeing the patient ‘deflect attention from himself and search for
complexes in the analyst in a paranoid way; the impossibility of letting oneself be
analyzed by every patient; the imperative need to respect the patient’s sensibilities;
the problem posed by the discretion owed to other patients whose secrets the analyst

would in principle be obliged to reveal to the patient-analyst” (xxi—xxii).

Ferenczi’s technical innovations had a very mixed and often quite critical
reception—beginning with Freud. In his “Lines of Advance” address in Budapest
(1919), Freud stated as “a fundamental principle” that “analytic treatment should be
carried through, as far as is possible, under privation—in a state of abstinence” (162).
(This entire sentence was italicized by Freud when the speech was published.) Freud

then developed this thought:

The patient looks for his substitutive satisfactions above all in the treatment
itself, in his transference-relationship with the physician; and he may even
strive to compensate himself by this means for all the other privations laid
upon him. Some concessions must of course be made to him, greater or less,
according to the nature of the case and the patient’s individuality. But it is
not good to let them become too great. Any analyst who out of the fullness
of his heart, perhaps, and his readiness to help, extends to the patient all that
one human being may hope to receive from another, commits the same
economic error as that of which our non-analytic institutions for nervous
patients are guilty. Their one aim is to make everything as pleasant as

possible for the patient, so that he may feel well there and be glad to take
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refuge there again from the trials of life. In so doing they make no attempt to
give him more strength for facing life and more capacity for carrying out his
actual tasks in it. In analytic treatment all such spoiling must be avoided. As
far as his relations with the physician are concerned, the patient must be kept
with unfulfilled wishes in abundance. It is expedient to deny him precisely
those satisfactions which he desires most intensely and expresses most

importunately. (164)

Ilse Grubrich-Simitis (1986), in her paper on six newly discovered letters from
the Freud-Ferenczi correspondence, quoted more of Freud’s misgivings: that
Ferenczi’s experiential emphasis on the management of the transference repetitions
came too close to the early, but now sharply diminished, emphasis on the importance
of cathartic discharge and abreaction; that his technique of “mother-tenderness” could
lead to the degeneration of psychoanalysis as an etiologic uncovering therapy, and so
forth. In one of the letters, dated February 24, 1924, Freud wrote to Ferenczi of “my
impression that the path opened up here could lead away from psychoanalysis, that it
promises to become a path for travelling salesmen. But, undoubtedly, this must not be
the case. The warning should suffice” (267). There are other such comments

throughout the correspondence.

Characteristically, it was Glover (1924) who carried these cudgels on Freud’s
behalf even further. In “ ‘Active Therapy’ and Psychoanalysis: A Critical Review,”
after reviewing Ferenczi’s efforts to devise special procedures to meet especially
difficult analytical situations and to render psychoanalysis in general more effective

and speedier, Glover posed a series of questions, some of them in declarative form, to
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Ferenczi and the other advocates of active therapy:

1. Do not active interferences on the part of the analyst disturb the
transference picture as a spontaneous repetition, since the recognition by
the patient of transference materials as such is greatly facilitated by the
passive role of the analyst and his impersonality? (281)

2. How far ... [should] repetitions ... be merely interpreted, or assuming
that they may be actively interfered with, what interval should be allowed
for working through? ... The question of determining the optimum
amount of repetition in analysis is obviously one requiring the nicest
judgment. (285)

3. It was suggested that one of the dangers of applying active technique was
the production of a “second fixation” in that the analyst’s injunctions
would lend colour in reality to the unconscious identifications of the
patient. (287)

4. The use of orders and prohibitions with their avowed intention of causing
“pain” is surely calculated to play into the hands of the masochist. (288)

5. It is at any rate a legitimate suggestion that before applying the direct active

technique of Ferenczi, a persistent analysis should be made. (296)

These considerations led Glover to ask, “How far has the case for universal
application of ‘active methods’ been satisfactorily established?” (299). His answer,
surprisingly moderate in view of his polemical character, was that it was still open for

investigation and discussion: “The active therapist definitely shoulders the
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responsibility of actually playing to some extent the imago-role thrust upon him by
the patient” (305). But has the active therapist “like the hypnotiseur gained immediate
progress at an ultimate sacrifice?” (306). Glover then sounded his final warning: “
‘Do this’, ‘Don’t do that’ ... are, after all, the battle-cries of the nursery and,
however laudable their intent, are calculated to reactivate, this time in reality, the
associated ideas of parental tyranny and judgment. ... Whoever says ‘Don’t’ may
also smack. ... It may well be that in certain cases at certain times the empirical
advantages may outweigh any drawbacks inherent in the application of active
technique. On the other hand, we are entitled to enter a plea for more prolonged
consideration of phenomena and against too rapid a crystallization of set principles”

(307, 309).

These views of Freud and Glover prevailed for a very long period of time within
the mainstream American ego psychological paradigm. However, it is clear that
today, even in America, many of Ferenczi’s viewpoints have been widely revived,
albeit not in their original form. Indeed, as early as 1962, Arthur Valenstein, a steady
representative of this American ego psychological mainstream position, said of the
place of abreaction in the evocation of insight (with specific reference to Freud’s
original cathartic theory of analytic cure), “One aspect of tension management
through abreaction remained, however, valid and pertinent to the goal of insight
through psycho-analytic interpretations.... By providing an opportunity for emotional
release through the verbalization of affect-charged impressions and ideas, the strongly

disturbing ideas are at least temporarily weakened in their disturbing effect. At this
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moment they are more accessible to ego-corrective influence, including evaluation
against reality, and the application of cognitive self-reflective intellectual
considerations” (319—20). Further on, with specific reference to the 1924 book by
Ferenczi and Rank, Valenstein added,
The emphasis was really upon repeating and experiencing rather than
remembering and understanding (insight-gaining) which was seen as
distinctly limited. ... They implied the necessity of a form of acting out
within the transference ... as a means of helping the patient to reproduce
repressed situations which he could not remember as such, because “they
never had been conscious”. By this formulation they gave the term
“experiencing” a literal significance and technical connotation which
amounted to a major revision of psychoanalytic technique. It led finally to a
therapy based almost entirely on interpersonal considerations and

experiential learning through the active manipulation of the transference.

(320)

Obviously Valenstein did not agree with this last, extreme position—which was
actually the impetus for Alexander’s development of the conception of the “corrective
emotional experience,” discussed in chapter 4—but Ferenczi’s influence in shaping
Valenstein’s assessment was nonetheless unmistakable, as witness these remarks by
Valenstein: “Affects have a special place in the insight process, especially in the
treatment of more extreme disturbances brought within the widening scope of
psycho-analysis” (319); “Treatment of such disorders [these sicker patients] is
necessarily much more a literal reliving, is predominantly interpersonal and

reeducationally corrective in nature” (321); and finally (and more broadly applicable
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than just to the “sicker patients”), “In psycho-analysis the element of emotion, as it
bean upon a proportionate and properly time-integrated degree of emotional reliving,
would seem to be of fundamental significance to the final development of insight”

(322).

Just such considerations have led to increasing attention to the technical
problems posed by the new paradigmatic patients of our time, those sicker patients
with wider and deeper ego disorders than patients classically amenable to an
unmodified psychoanalytic technique. John Gedo (1986) has described Ferenczi’s
seminal role in this regard: “Was Ferenczi alone in the psychoanalytic community in
the 1920s to realize that adults whose ego development led to maladaptations require
departures from the standard technique of contemporary psychoanalysis if they are to
profit from treatment? Clearly, we are in no position to answer this question. All that
we can say about it is that other analysts who were dissatisfied with Freud’s methods,
such as Otto Rank and (somewhat later) Wilhelm Reich, left organized
psychoanalysis, while Ferenczi persevered in trying to persuade his colleagues that
technical modifications might enable them to broaden the therapeutic scope of their

discipline” (50).

Anthony Bass (1992), in his review of Margaret Little’s (1990) autobiographical
book, stressed the importance of Ferenczi’s early emphasis on the potential
therapeutic values of deep regression with seriously disturbed patients—an emphasis

that has provided the therapeutic rationale for much of the literature on the
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psychoanalytical treatment of the overtly and flagrantly psychotic.> And Axel Hoffer,
in a review of the Ferenczi diary (1990), emphasized Ferenczi’s brief period of

experimentation with mutual analysis:

The Clinical Diary contains the only published description of “mutual
analysis.” In it we are told how and why Ferenczi—reluctantly and
temporarily—takes his approach to its extreme yet “logical” conclusion in
this radical technique of “mutual analysis.” Pressed by a severely
traumatized patient in a stalemated analysis openly to acknowledge with her
his unresolved countertransference difficulties, Ferenczi consents out of
desperation to reverse roles and position. He allows the analysand to be his
analyst and to sit behind him. Ferenczi experiments for several months with
the “mutual analysis” of two—and possibly three—such patients, carried out
by alternating the role of analyst and analysand in daily or twice-daily
sessions. Although he finds the approach therapeutically useful, he soon
abandons and renounces that technique for practical reasons, citing in
particular the threat to the confidentiality of his other patients in his freely
associating—“like conducting analysis with the door open.” His
renunciation notwithstanding, the egalitarian, ‘“‘anti-hypocritical” role-

reversal clearly appeals to him. . ..

In my opinion, history will best remember Sandor Ferenczi for his
interest in the analytic relationship and his passionate concern about the
impact on the analysand of the analyst’s contribution to what is repeated in

the transference. ... In the Diary Ferenczi highlights the opportunities and

3 “The controversy began to take shape in the 1920s when Ferenczi began to explore, through his
psychoanalytic experiments, the therapeutic value of regression. He found that the more deeply
disturbed patients with whom he worked were unresponsive to the rather contained, mainly
interpretive classical psychoanalytic regimen developed by his own analyst and mentor, Freud.
‘Analysis must make possible for the patient, morally and physically, the utmost regression, without
shame’, wrote Ferenczi in his June 1932 entry in his clinical diary” (Bass 1992, 119-20).
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dangers of enactments and re-enactments which occur on the microscopic

level in the analytic hour with neurotic analysands and in the macroscopic

(13

level in the acting out of patients belonging to the “widening scope of

psychoanalysis.” (725—27)
But Hoffer also acknowledged the controversy still surrounding the work of Ferenczi:
“Some see Ferenczi as the ‘loose cannon’ on the foredeck of psychoanalysis, a man
whose daring, impulsive innovations are not undone by an outpouring of ‘mea
culpas’; others see him as the courageous pioneer who protects his patient rather than

himself, unafraid to say the emperor has no clothes” (725).

In a subsequent article, Hoffer (1991) stressed Ferenczi’s emphasis on
reactivation of the early mother-child relationship in the therapeutic regression and
also on the two-person interactional matrix: “His technique of ‘relaxation’ [meaning
gratification and indulgence] contained an implicit reenactment of Ferenczi’s
conception of the idealized early mother-infant bond, characterized by an ambience of
total acceptance and indulgence of the help-seeking, traumatized child-within-the-
analysand” (467). Quoting Ferenczi on this point (“We see then that, while the
similarity of the analytical to the infantile situation impels patients to repetition, the
contrast between the two encourages recollection” [1930, 124]), Hoffer commented,
“We can hear in this passage the beginning of the concept of ‘corrective emotional
experience’ developed by Alexander and French.” Similarly, of Ferenczi’s emphasis
on a “two-body” interactional psychology, Hoffer said, “Ferenczi simultaneously
created an increasingly explicit two-person psychology with a new emphasis on the

recreation of the mother-infant relationship in the analytic situation™ (468). Hoffer
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then somewhat lyrically contrasted Freud’s psychoanalytic stance and Ferenczi’s:
“The disagreements between Freud and Ferenczi are conflicts inherent not only in
psychoanalysis but in human nature. These polarities include those between the heart
and the mind, passion and reason, indulgence and frustration, mother and father, and,

finally female and male” (469).

Grubrich-Simitis (1986) likewise focused on the meaning of Ferenczi’s
regression-inducing “maternal indulgences.” She put it very graphically: “Ferenczi
soon increased these liberties to indulgences and finally, to spoiling and the exchange
of those physical expressions of tenderness between analyst and patient that
characterize the mother-child relationship. The analyst’s behaviour is thus rather like
that of an affectionate mother, who will not go to bed at night until she has talked
over with the child all his current troubles ... and has set them at rest” (272-73). In
this connection, she quoted from the same 1930 Ferenczi paper about patients with
“unusually profound traumas in infancy”: “For them the usual methods of analytical
therapy are not enough. What such neurotics need is really to be adopted and to
partake for the first time in their lives of the advantages of a normal nursery” (124).
But Grubrich-Simitis concluded quite critically, “Ferenczi, swept away by his furor
sanandi, finally manoeuvered himself and his patients into situations that could no
longer be dealt with analytically, because aspects of the transference were

indissolubly mingled with phenomena belonging to the real relationship™ (273).

Jacob Jacobson (1994), in a very appreciative assessment of Ferenczi’s enduring

psychoanalytic contributions, focused on the early legitimation he gave, in the 1933
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“Confusion of Tongues” paper, to the validation of the patient’s real traumatic
experiences:
He describes the repetition of childhood traumatic states in the analysis;
urges that we examine the plausibility of patients’ rageful criticisms of us in
the transference; raises the possibility that standard analytic technique may
in certain cases not be experienced as neutral at all, but can unwittingly
replicate early traumatic situations; describes vividly the traumatization
which sexual assault visits upon a child, the splitting of consciousness which
frequently attends it, the helpless submission and paradoxical clinging of the
child to the abuser, the “terrorism of suffering” of the sexually abused child,

the introjected guilt, precocious pseudomaturity, and hypertrophied sense of

responsibility with which children emerge from such experiences.* (27)
Though this paper was not well received when Ferenczi delivered it in 1932, at a time
when he was engaged in a variety of extreme and questionable therapeutic behaviors
and involved in an ambivalent conflict with Freud, “sixty years later, the paper, and
the idea it presents of the analyst acknowledging and validating the reality to the
patient in cases of actual sexual abuse, have been the subject of renewed interest, as
issues of sexual abuse and the treatment of adults who suffered sexual abuse as

children have become important areas of concern” (27).

Jacobson then added an explanatory codicil:

4 Hoffer (1990) also emphasized Ferenczi’s central focus on the actual traumata in the life experience
of the more disturbed patients: “In keeping with the consistent portrayal of the patient as childhood
victim of the insensitive parent and analyst, overwhelming trauma to the ego serves as the paradigm
for Ferenczi’s understanding of his disturbed patients.. . .The analyst’s task, repeatedly articulated
by Ferenczi, is to provide a safe, accepting, loving, empathic, relaxed setting where the trauma
necessitating these disruptive defences can be reexperienced, remembered and thereby ultimately
resolved” (725).
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The problem with Ferenczi’s paper was not that he was re-introducing an
unwelcome return of an abandoned [seduction theory] hypothesis [since
Freud never said that seduction does not occur, only that it is not universal
while drive-rooted fantasies are universal], but rather that he was
emphasizing the importance of acknowledging to the patient the fact of
seduction in appropriate cases, rather than maintaining a focus on the fantasy
components alone. I believe it was the fear of diluting the analysis of the
fantasy contributions, seen to be the lever of therapeutic change, that created
the adverse reactions to the paper. Over time, we have come to see that
validating for a patient the actuality of sexual abuse [or other real trauma]
where it clearly has been present, has powerful therapeutic value, and how
not offering such validation may unwittingly repeat the typical situation
around the original trauma, where a conspiracy of silence and ambiguous

lack of validation within the family so often would have prevailed. (28—29)

Juxtaposing Freud and Ferenczi, Carlo Strenger (1989) talks of “the tension
between the classic and the romantic vision of human reality” (593), with Freud and
those who have followed his emphasis representing the classic stance, and Ferenczi,
followed by Balint, Winnicott, Kohut, and others, the romantic. If “psychoanalysis for
Freud is the relentless pursuit of the truth about ourselves, the penetration beyond
appearances to reality which was once too threatening to face” (598), then the
antithesis is between “Freud’s basic polarity [which] is that between the pleasure
principle and the reality principle, [and] Kohut’s [an ideological descendant of
Ferenczi], ... [which is] between joy and vitality on the one hand and depletion and

depression on the other hand” (599-600).

Because “the idea that the material of the patient lends itself to only one
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interpretation, if we look at it in a sufficiently close manner, is illusory,” it follows
that “we can look at every utterance, every action of the patient under the perspective
of how truthful he is. ... It means that we must listen with a certain amount of
suspicion, must always question the face value of what we hear. We can also listen
from the romantic point of view. We will then listen for the thwarted attempts to feel
wholesome and alive, to feel enthusiasm and love behind the self-destructive,
perverse and unintelligible aspects of the patient’s actions and words” (602).
Depending on which orientation toward life the analyst espouses and inevitably
reflects in his/her interpretive strategy, the therapeutic task posed to the patient can
vary in emphasis: “The classic approach tries to make the patient maximally
conscious of his ways of acting in order to allow him to take more responsibility for
himself. The romantic approach focuses on factors in the patient’s environment
during his development which did not allow him to flourish, thus trying to mobilize
frozen intrapsychic constellations which developed as a result of these intrusions”
(605). (And, of course, “what the patient internalizes is not just a set of

interpretations. It is no less an attitude towards life and towards himself” [601]).

In the best of cases, good interpretations should somehow combine the two
attitudes: “Ideally, interpretations both allow the patient to step back and understand
his feelings and behaviour from a more objective point of view and allow him to
come closer to aspects of himself which were experienced as intolerable before”
(605). But the two visions still stand separately as philosophical choices: “I think that

it is important to see that the tension between the classic and the romantic stance is
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not a purely technical problem. It cannot be resolved through amassing more
knowledge about curative factors in psychotherapy” (606). With reference to this
realm of life orientation choices, Valenstein (1989) remarked that the pendulum

seems to be swinging from the Vienna thinkers to the Budapest feelers.

And in the most recent assessment, Gerald Fogel (1993) summarized the Freud-
Ferenczi juxtaposition as follows: “These necessary dialectics [in the Freud-Ferenczi
interplay] include the relative emphasis on remembering versus reliving in the here-
and-now, reconstruction versus construction, observation versus experience,
intellectual versus affective undemanding, interpretive versus relational aspects of
analytic work, conflictual versus developmental aspects, dyadic versus triadic, object-
instinctual versus narcissistic, and old versus new experience. One side of this series
of crucial polarities—roughly the relational and existential, and later the preoedipal
and developmental—can be considered Ferenczi’s theoretical discovery, his great
contribution to psychoanalysis” (598). Fogel added, “Freud’s ‘objectivity’ and
intellectual detachment and Ferenczi’s ‘subjectivity’ and emotional immersion—
observation and experience—both will retain their importance. How to maintain
appropriate involvement and perspective in a self-reflexive relational field, where
empirical validation of important experiences and understandings is difficult or

impossible, will preoccupy theorists into the present” (599).

Finally Fogel indicated that Freud and Ferenczi held opposed concerns about the
risks to proper analysis: “Freud worried that an overemphasis on the factors of

experience and the analyst’s empathy would lead beginners and inferior analysts to
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justify the substitution of arbitrary subjective factors for correct impartiality and
disciplined technique. Ferenczi worried that without experiential and relational
factors made explicit, passivity and intellectualism could hide behind a banner of

orthodox Freudianism and kill the life blood of psychoanalysis” (597).
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3 The Development of the Psychoanalytic
Psychotherapies out of Psychoanalysis

As I have stated, the emergence of specifically (and self-consciously) psychoanalytic
psychotherapies out of the psychoanalysis created by Freud was a distinctively
American phenomenon.' T have recounted some of this history elsewhere (Wallerstein
1974, 1980). Essentially, psychoanalysis was the single-minded creation of the genius
of one man, working in what he called a “decade of splendid isolation” in fin de
siecle Vienna. Starting around 1905, some students and colleagues began to adhere to
him, but the enterprise was totally private, outside the established university, medical,
and psychiatric world. This enforced isolation was caused partly by the reaction
against the scandalous doctrines of infantile sexuality that Freud espoused and partly
by the more or less official anti-Semitism of the Austro-Hungarian Empire, which

denied Freud the academic recognition to which he aspired all his life. (Freud

! Dynamic psychotherapy is indeed the one distinctively American contribution to modern-day clinical
psychiatry and mental healing albeit a glorious one. Psychoanalysis was created by Freud in
Austria; the descriptive nosology of the major mental disorders was the work of Kraepelin and his
school in Germany; electro-convulsive therapy was inaugurated by Cerletti and Bini in Italy, insulin
coma by Sakel in Hungary, and the ill-starred lobotomy operation by Egas Moniz in Portugal; the
concept of the therapeutic community was developed by Maxwell Jones in England; the modem
psychoactive drug era was inaugurated in Switzerland with Largactil, later brought to America by
way, first, of Canada, as Thorazine; and lithium for manic-depressive disorders was first
successfully employed by Cade in Australia.

However, it is certainly not true that dynamic psychotherapy had no roots or independent beginnings in
other countries. Chapter 19 is devoted to the story of its development in Great Britain, from the
founding of the Tavistock Clinic in 1920, situated ideologically between the antipsychoanalytic
psychiatric establishment and the (comparably antipsychiatric) psychoanalytic establishment (the
British Psycho-Analytical Society), essaying to provide a receptive meeting ground for both
psychiatrists and psychoanalysts who were interested in the development of a British dynamic
psychotherapy. Similar indigenous developments of a psychoanalytic psychotherapy, distinct from
psychoanalysis but quite clearly derived from and related to it, no doubt also took place elsewhere, I
would say especially in Holland, Germany, and Scandinavia.
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remained just a Privat-Dozent at the University of Vienna and only once—during the
academic year 1916—17, in the midst of World War I—was he invited to give a year-
long series of weekly lectures, subsequently published as the Introductory Lectures

[1916-17].)

Psychoanalysis thus grew in Vienna—and in the other major cities of the central
European heartland through which it first spread, Zurich, Budapest, and Berlin—as a
private enterprise, and its educational system as a private night school. Its first
medical practitioners were predominantly clinical neurologists, like Freud. A major
clinical issue in their practices was the differential diagnosis of multiple sclerosis (for
which there was no specific therapy) from the various sensory and motor hysterical
disorders that could be mistaken for it, and with whom and for whom Freud, after his
initial experiments with hypnosis and other suggestive techniques, evolved first the
in-between method of forced associations and then psychoanalysis, built on the
method of free association. Psychiatric patients proper, those seen in psychiatric
clinics in medical schools and psychiatric hospitals, were in the hands of the
Kraepelinian nosologically oriented psychiatrists, and their treatment at best

. . . . . 2
comprised humane care, rest cures, at times electrical stimulations, and so on.

2 This situation was a major source of Freud’s delight when Jung joined the beginning psychoanalytic
circle toward the end of the first decade of the twentieth century. Jung was established at Bleuler’s
Burgholzli Sanatorium in Zurich and thus brought a very welcome access to psychiatry and to the
potential psychoanalytic study of the psychotically ill. And Jung, descendent of a line of Swiss
Protestant pastors, was the first non-Jew to espouse psychoanalysis and thus could rescue it from
the fate Freud feared, that of being designated a Jewish science and therefore discounted in the
wider world. On both accounts, Freud selected Jung as the first designated president of the
International Psycho-Analytical Association (established at the first Congress in Salzburg in 1908).
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Despite its spread to Holland, England, and even America in the first decades of
the century, psychoanalysis continued within this private-practice framework,
divorced from the university world and the world of organized medicine and isolated
therefore from psychiatry and the care of the severely mentally ill. Hitler’s accession
to power in Germany in 1933 and his subsequent march across Europe transformed
this situation. The major psychoanalytic strongholds of Berlin, Vienna, and Budapest
were one by one depopulated as the Jewish majority among the psychoanalysts (and
some of their non-Jewish colleagues) fled into exile, the overwhelming majority to
America, a very significant minority (including, of course, Freud and his family) to
England, and a handful to Australia, Palestine, Asia, South America, and other places.
The demography of psychoanalysis changed totally and seemingly overnight.
Whereas the Americans in 1931 had numbered only 22 percent of the world cadre of
recognized psychoanalysts, by 1952, their numbers swelled by the flood tide of Hitler

refugees, that figure had risen to 64 percent (Knight 1953a, 209).

In contrast to the European growth and development of psychoanalysis outside of
psychiatry, medicine, and academia, the American psychoanalysts embarked upon a
self-conscious and largely successful effort to penetrate the peculiarly receptive soil

of American psychiatry,’ to capture academic psychiatry and its formal training

All of this weighed heavily in Freud's heartache when the collaboration ended with Jung’s departure
in 1913 to found his own school of “Analytical Psychology,” which totally abjured Freud’s sexual
doctrines.

3 This receptivity of American psychiatry to the psychoanalytic idea reflected a particular Zeitgeist
that prevailed at the time within American intellectual and professional life: the wide acceptance
within American psychiatry of the psychological doctrines of Adolf Meyer, with their emphasis on
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centers and become its prevailing psychological theory and therapeutics, and thus to
be firmly planted in medicine, the medical schools, and, at least via this route, the
universities as well. This radical transformation of American psychiatry over a short
span of years reached its high-water mark in the 1950s, when in one major
department of psychiatry after another, the retiring chairman, characteristically an
Adolf Meyer-trained psychobiological psychiatrist, was replaced by a
psychoanalytically trained psychiatrist committed to making the department

thoroughly psychoanalytic in its understandings and in its therapies.”

This systematic capture of American psychiatry by psychoanalysis brought both
the opportunity and the obligation to develop technical applications of psychoanalytic
theory to the amelioration of that wide spectrum of patients seen in psychiatric clinics
and hospital psychiatric wards and not amenable to psychoanalysis proper. It was
marked by the emergence of a distinctive literature on what came to be called

psychoanalytic or psychoanalytically oriented psychotherapies.

detailed case and life histories to indicate the causal relationships of experiential events; the growth
of the “mental hygiene movement,” with its melioristic call for professionally guided interventions
via mental hygiene clinics and child guidance clinics; the impact of John Dewey’s “progressive
education” and other pragmatically optimistic ideas, etc. Psychoanalysis, with its promise of
etiological understanding of human emotional distress and misery and of radical and definitive cure
for these disorders, fitted well into this overall optimistic spirit of progressive betterment.

4 Tt would be a digression here to elaborate on the concomitants of that effort, the decision of the
American Psychoanalytic Association, arrived at after bitter and divisive debate, to effect what was
called the 1938 rule, barring thenceforward the training of nonmedical candidates under the
auspices of the American and barring membership to nonmedical analysts unless trained before that
date. As if to strengthen its claim to psychological hegemony within psychiatry, American
psychoanalysis tried to divest itself of its nonmedical cohorts, no matter how illustrious their
contributions had been. Whether this sacrifice was necessary it is hard to know in hindsight. But
certainly it was a heavy sacrifice, and one that many felt was unwise; it was literally a half-century
before this exclusionary policy was reversed.
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Lawrence Kubie (1943) was one of the first psychoanalysts to describe this
development as a—to him—confluence of commonsense psychology and, where that
was insufficient, the uncommonsense psychology of psychoanalysis. He stated, “In
this loose sense, psychotherapy embraces any effort to influence human thought or
feeling or conduct, by precept or by example, by art or humor, by exhortation or
appeals to reason, by distraction or diversion, by rewards or punishments, by charity
or social service, by education, or by the contagion of another’s spirit. ... As a
science psychotherapy begins only where these leave off” (183, italics added). He
described three main groupings of psychotherapeutic activity:

(a) Practical support—consisting primarily of advice, guidance, and

assistance in the management of life situations and environmental

difficulties ... (b) Emotional support—consisting essentially of sympathy,
exhortation, admonition, encouragement, humor, art, recreation,
companionship, etc., (c) Reorienting education—consisting primarily of
efforts to alter the patient’s habitual attitudes of guilt, fear, hate, and
depression, by educating him to tolerate his own conscious and unconscious
needs and cravings, his instinctual hungers, his familial jealousies and hates,

etc. The third of these groups requires extensive knowledge of unconscious

psychological forces, and hides many subtle dangers ... the first two,

however, can hardly be called a discovery of the psychiatrist. They are the

homely, nonspecific, common-sense weapons of every wise parent and

educator. They must always be tried first. (186)
Kubie defined “palliative psychotherapy” as consisting “primarily of an effort to
teach patients how to live with some measure of comfort within the confines of their

uncured neuroses” (187). This could often be accomplished by the environmental and
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emotional manipulations comprised in the first two groups, and much neurotic
suffering could thereby be relieved. When this failed, Kubie would call on a
“scientific psychotherapy,” an exploration by the third group of methods of the
sources of the patient’s rigidly repetitive and compulsively driven behavior patterns
that are refractory to the influence of experience and reality. “During recent years
various methods have been developed by which this goal is pursued. The most
important of these is psychoanalysis” (194). Kubie listed some of these other methods
as hypnotherapy and narcotherapy but did not attempt to establish theoretically
grounded conceptual linkages or distinctions other than by the tripartite grouping

quoted above.

Bernhard Berliner, at about the same time (1941, 1945), tried to distinguish
“short psychoanalytic psychotherapy” from psychoanalysis proper. Short therapy is
more active, though always “analytically minded” (1941, 205). It offers advice,
guidance, and educational influence, but mostly techniques of “ego-analysis” (1941,
210), by which Berliner meant consistent confrontations with reality. “The principle
which I have in mind,” he wrote, “is to understand within a short period of time the
central problem of the patient from the point of view of his libido situation and to
make it understandable to him in a way his ego is able to accept” (211-12). Berliner
adduced several indications for this approach: that the ego resistances be at a
minimum, that a good positive transference pertain during the whole period of the
treatment (“so that no time will have to be spent on transference analysis” [1941,

210]), and that the patient derive significant narcissistic gratifications from the

80



process of treatment itself. The presence of significant secondary gain from the illness
was declared a contraindication. Berliner felt that the possibilities for a satisfying
outcome of treatment in such cases did not correlate with either the acuteness or the

duration of the illness.

In a later paper (1945), Berliner spelled out the distinctions between
psychoanalysis and short psychoanalytic psychotherapy: “If much analysis of
transference is necessary to work out resistance and to mobilize the neurotic conflicts,
we are doing a full classical analysis. If the case is such that little or no analysis of
transference is required on the way to the desired therapeutic result, we are doing a
treatment which may deserve the name of short psychoanalytic psychotherapy. But if
the therapist, in order to do a short treatment, neglects the analysis of a transference
which produces resistances, he does no treatment at all.” Berliner then summarized as
follows: “Cases suitable for short psychoanalytic psychotherapy are those in which
the patient can be helped to see and to discuss his central conflict in its own right and
in terms of its realities without extensively reliving it or acting it out in relation to the

therapist” (156).

These beginning efforts to delineate a scientific psychotherapy apart from but
also derived from and related to psychoanalysis were already so numerous that Otto
Fenichel, in his encyclopedic Psychoanalytic Theory of Neurosis (1945), made the
statement (oft-quoted since), “There are many ways to treat neuroses but there is only
one way to understand them. Many attacks against psychoanalysts have been based

on the notion that they ‘swear exclusively by their own method.” That is in no way
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true. There are many reasons why a nonanalytic treatment might be preferable to an
analytic one. What is true, however, is that psychoanalysts are of the opinion that
only psychoanalytic science understands what is going on in neurosis, and that there
is but one theory to give a scientific explanation of the effectiveness of all

psychotherapies” (554, italics added).

It was Robert Knight, a leader in American psychoanalysis and psychiatry at the
time, who played the truly pioneering role in framing the fundamental conceptions
that have marked psychoanalytic psychotherapy as psychoanalytic therapy that is,
nonetheless, distinct from psychoanalysis proper and that remain at the very center of
the still ongoing controversies around those distinctions. Knight’s principal concern
was the relationship of American psychoanalysis to psychiatry. He stated that until
the advent of psychoanalysis, “psychiatry still lacked a psychology” (1945, 121), and
he devoted himself to articulating what he called “a basic science of dynamic
psychology ... on which all competent psychotherapy must rest. .. [and] the chief
contributions to which have been made by psychoanalysis” (1949, 101). In the 1945
paper, Knight had stated that the “most significant trend in psychoanalysis, as it
relates to the broad field of psychiatry, is that toward modification of the so-called
‘orthodox’ technique, including the general application of psychoanalytic principles

to other types of psychotherapy” (126).> What those modifications would be Knight

5 Knight at this point joined the growing chorus of those who dissented from Freud’s conviction about
the inaccessibility of the grossly psychotic to psychotherapeutic influence. Knight wrote, “Intensive
psychotherapy using psychoanalytic principles or ‘modified psychoanalytic treatment’ of the
psychoses by many psychoanalysts has shown that psychotics are capable of an especially intrusive,
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undertook to formulate authoritatively in the 1949 paper: “Of the various possible
ways of classifying psychotherapeutic attempts, most psychiatrists would agree that
two large groups could be identified—those which aim at support of the patient, with
suppression of his symptoms and his erupting psychological material, and those
which aim primarily at expression” (107, italics added). The scope of supportive
psychotherapy was defined as follows: “Suppressive or supportive psychotherapy,
also called superficial psychotherapy, utilizes such devices as inspiration,
reassurance, suggestion, persuasion, counseling, reeducation, and the like and avoids

investigative and exploratory measures” (107).°

The bias in favor of the more expressive approach, as more definitive already
implied in the designation “superficial” for the supportive approach, was then made
more explicit: “Suppressive or supportive psychotherapy ... may be indicated, even
though the psychotherapist is well-trained and experienced in expressive techniques,

where the clinical evaluation of the patient leads to the conclusion that he is too

unpredictable, and stormy kind of transference requiring far more skillful technique on the part of
the therapist [and far more attention to scrutiny of the countertransference] than in the treatment of
the neuroses” (1945, 127)—meaning that he felt such patients to be psychotherapeutically treatable.
Here he was referring to his own experiences (1939, 1946) and those of colleagues at the
Menninger Clinic as well as of such contemporaries as Harry Stack Sullivan, Frieda Fromm-
Reichmann, and John Rosen.

6 Like so much else in psychoanalysis, the precursor of this conception of a supportive
psychotherapeutic approach can be found in Freud—in this case in his earliest clinical writing,
Studies on Hysteria (1893-95), coauthored with Breuer—albeit as an essential component of the
evolving conceptions of psychoanalysis as a therapeutic modality. Freud put it thus: “One works to
the best of one’s power, as an elucidator (where ignorance has given rise to fear), as a teacher, as a
representative of a freer or superior view of the world, as a father confessor who gives absolution,
as it were, by a continuance of his sympathy and respect after the confession has been made. One
tries to give the patient human assistance, so far as this is allowed by the capacity of one’s own
personality and by the amount of sympathy that one can feel for the particular case” (282—83).
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fragile psychologically to be tampered with, or too inflexible to be capable of real
personality alteration, or too defensive to be able to achieve insight. . .. The decision
to use suppressive measures is made actually because of contraindications to using
exploratory devices” (107-108). Knight added that, of course, transference (and
countertransference) manifestations can and do arise in these supportive therapies and

must, of course, be appropriately handled.

The scope of expressive therapies (called “major psychotherapy”) was also
defined: “Expressive psychotherapies utilize such devices as exploratory probing
through questioning, free-association, abreaction, confession, relating of dreams,
catharsis, interpretation, and the like, all with the purpose of uncovering and
ventilating preconscious and unconscious pathogenic psychological material” (108).
Here, Knight made another distinction (critical to all the future debates in the field):
that expressive psychotherapy, though closely allied to psychoanalysis proper
(psychoanalysis itself can be described as one variant of a reasonably ‘“pure”
expressive psychotherapy), is also distinct from psychoanalysis, in fact, unlike
psychoanalysis:

Competent expressive psychotherapy may have goals which vary

considerably. In cases where there has been an acute onset of neurotic

symptoms in reaction to a discoverable precipitating event and the patient’s
history shows a comparatively healthy course, the therapy may properly
consist of thorough ventilation of the reaction to the upsetting event, with the

therapist pointing out connections, relationships, and hidden motivations in

the limited life area of the setting prior to the event, of the event itself, and of
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the patient’s immediate and later reactions to the event. In skillful hands this
1s a most rewarding type of expressive psychotherapy. Recovery may be
achieved in a very few interviews and the patient is restored to his previous
good functioning with insights he would not otherwise have achieved. In
such instances there is no therapeutic aim of exhaustive investigation,

recovery of infantile memories, or altered ego structure. (109)
Such “major psychotherapy,” Knight declared, should “not be undertaken without
thorough grounding in dynamic psychology, adequate experience in clinical
evaluation, practice under supervision, and personal suitability” (109)—again, tacitly
downgrading supportive psychotherapy, as if it did not require the same thorough
training and experience. Knight then placed psychoanalysis itself within this context:
“In other cases which may at first seem similar, the early clinical evaluation uncovers
more neurotic difficulties than were at first apparent, and it becomes clear that the
patient’s adjustment prior to the precipitating event was a precarious one at best. The
therapeutic aim may now change to one of more thoroughgoing alteration of the
neurotic personality structure, and the expressive techniques lead into

psychoanalysis” (109).”

7 Somewhat further on, Knight again spoke to the treatment of the openly psychotic by
“modifications of technique to meet the therapeutic problems in patients who are too ill to cooperate
in the usual analytic procedure. These modifications ... used chiefly with psychotics ... involve
approaches by the analyst which actively cultivate a treatment relationship, communication with the
sick patient being established on whatever level is possible in the individual case. The success of
such attempts depends on the resourcefulness of the analyst in coping with the patient’s
inaccessibility and his capacity for empathy and intuition in understanding what is communicated
by the patient’s verbalizations, behavior, and attitudes” (111-12). By way of example, Knight spoke
particularly about John Rosen’s (1953) “direct psychoanalysis” and his very idiosyncratic
approach—throwing all usual cautions to the winds and fearlessly and relentlessly making early and
regular deep interpretations of archaic impulses and fantasy systems.
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In a subsequent paper (1952), Knight pushed his dichotomization of the
therapeutic arena further, and also distinguished more precisely the goals and
intentions of supportive and exploratory (expressive) approaches. Within the latter, he
further distinguished the goals and indications of psychoanalysis proper. He began
with a statement of what should be obvious: “The therapy should fit the patient, being
modified to continue to fit him as he improves or worsens; the patient should never be
forced into the single therapeutic method a given therapist knows. ... I would like,
then, for purposes of discussion, to designate two fundamental kinds of
psychotherapeutic measures or approaches—one which is primarily supportive and

one which is primarily exploratory” (118).

Knight then clarified his usage of these key rubrics, though “all kinds of
psychotherapy—in good hands at least—involve support of some kind, even if no
word of encouragement or reassurance is voiced by the therapist. ... By the term
‘primarily supportive’ I mean to imply the intention to support and reconstruct the
defense mechanisms and adaptive methods customarily used by this patient before his
decompensation, and the implementation of this intention by explicit supportive
techniques.” The techniques of external support, he wrote, include hospitalization
where indicated, reduction of environmental demands upon the patient, counseling
with key persons in the patient’s life, and the like. As to the internal supports,
“Reinstituting of defenses may also include the cultivation of related but new defense
mechanisms, the encouragement to invest interest and effort in cultivating new

sublimatory activities, and the instruction of the patient in areas of knowledge and
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social adaptation where he is deficient” (118). Finally, Knight attempted a somewhat
systematic listing of the techniques of supportive psychotherapy: “encouragement,
advice, active help in feasible management of the environment; appropriate coaxing,
exhortation, kidding and praise; suggestion; prescription of daily activities, including
mental hygiene reading; provision of temporary, recurrent, or permanent support
through a nurse or companion; long range support through less frequent but
continuing supportive interviews as the patient improves.” And with all this, Knight
conceptually upgraded the requirements of supportive psychotherapeutic work (as
compared with his earlier article) to a more nearly equal status with the expressive
approaches. He said, “This is a perfectly respectable, valuable, and effective
psychotherapy which may require the utmost in skill and resourcefulness from the

therapist” (119).

Among the expressive modes, psychoanalysis is clearly the most far-reaching,
“the best method available to achieve the more ambitious goal of fundamental
alteration of character structure, with eradication or reduction to a minimum of
neurotic mechanisms. . .. Psychoanalysis attempts the ultimate in exploration, with a
goal of the maximum in self-knowledge and structural alteration of the personality”
(120). Other expressive psychotherapy is accorded a distinctively different place:
“The greatest field, and often the most rewarding one for exploratory psychotherapy
which does not involve the more ambitious goals of psychoanalysis, lies in those
clinical conditions which are appraised as relatively recent decompensations arising

out of upsetting life experiences. ... The psychotherapist’s capacity to detect the

87



nature of the event and the reasons for the patient’s excessive reaction to
it. .. enables him to penetrate the neurotic conflict, actively conduct the exploration,
and finally expose the whole sequence of predisposition, overtaxing event, and
neurotic response” (120). Knight concluded with an epigrammatic statement of the
common factors (albeit in different admixtures) in all effective psychotherapies—
support, rapport (the therapeutic relationship), and import (the meanings expressed)

(124).

Thus, the first clear declaration of the distinctions among psychoanalytic
therapies, from the most supportive to the most expressive.® Knight was also the first
popularizer of the notion of the borderline state. In a 1953 article he wrote, “The term
‘borderline state’ has achieved almost no official status in psychiatric nomenclature,
and conveys no diagnostic illumination of a case other than the implication that the
patient is quite sick but not frankly psychotic. ... Thus the label ‘borderline state,’

when used as a diagnosis, conveys more information about the uncertainty and

¥ These were the distinctions embodied in the psychoanalytic psychotherapies being taught at that time
in the psychiatric training centers rapidly coming under psychoanalytic influence—departments of
psychiatry in medical schools and general hospitals, the Veterans Administration hospitals charged
with treating the continuing psychiatric casualties among those who had been in the military during
World War II, mental hygiene clinics including special clinics for returning veterans, etc. The word
“psychodynamics” was the euphemism under which the psychoanalytic thinking represented by
Knight was so enthusiastically incorporated into American psychiatry in that immediate post—
World War II decade. This was officially recognized in the very influential NIMH-supported
American Psychiatric Association Conference on Psychiatric Education held at Cornell University
in the summer of 1952. In the published proceedings of that conference, the chapter on “the role of
psychoanalysis in residency training” stated, “It is now almost universally agreed that a necessary
part of the preparation of a competent psychiatrist is the development of and understanding of
principles of psychodynamics,” and “It seems obvious that an understanding of psychodynamics
presupposes—indeed necessitates—. . . knowledge of Freudian concepts and of psychoanalytic
theory and practice” (Whitehom et al. 1953, 91).
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indecision of the psychiatrist than it does about the condition of the patient” (1953b,
1).
But Knight was certain that psychoanalysis proper was contraindicated for the

treatment of this borderline state:

The ego of the borderline patient is a feeble and unreliable ally in therapy.
... If [such a patient is] encouraged to free associate in the relative isolation
of recumbency on the analytic couch, the autistic development is
encouraged, and the necessary supportive factor of positive transference to
an active, visible, responding therapist is unavailable. ... Even though a
trial analysis may bring forth misleading “rich” material, and the analyst can
make correspondingly rich formulations and interpretations, the patient’s
ego often cannot make use of them, and they may only serve the purpose of
stimulating further autistic elaborations. Psychoanalysis is, thus,
contraindicated for the great majority of borderline cases, at least until after
some months of successful analytic psychotherapy. Psychotherapists can
take their cue from the much better front these patients are able to present
and maintain in face-to-face psychiatric interviews, where the structured
situation and the visible, personal, active therapist per se provides an
integrating force to stimulate the patient’s surviving adaptive, integrative,
and reality-testing capacities. Our therapeutic objective, then, would be the
strengthening of the patient’s ego controls over instinctual impulses and
educating him in the employment of new controls and new adaptive
methods, through a kind of psychotherapeutic lend-lease.” With our analytic
knowledge we can see how he defends himself, and what he defends himself

against, but we do not attack those defenses except as we may modify them

% A phrase derived from the American shipment of military supplies to the Soviets for use against the
Germans during World War II.
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or educatively introduce better substitutes for them. Our formulations will be
in terms of his ego operations rather than of his id content, and will be

calculated to improve and strengthen the ego operations.'® (10-11)

Leo Stone (who had earlier been with Knight at the Menninger Foundation) and
Merton Gill (who remained at Menninger until 1947 and then left with Knight to go
to the Austen Riggs Center in Stockbridge, Massachusetts) significantly extended and
at the same time, in different ways, modified Knight’s proposals concerning this
emerging delineation of the range of psychoanalytic psychotherapies vis-a-vis
psychoanalysis. Gill (1951) began with Freud’s definition of psychoanalysis in his
History of the Psycho-Analytic Movement:

It may thus be said that the theory of psycho-analysis is an attempt to

account for two striking and unexpected facts of observation which emerge

whenever an attempt is made to trace the symptoms of a neurotic back to
their source in his past life: the facts of transference and of resistance. Any
line of investigation which recognizes these two facts and takes them as the
starting-point of its work has a right to call itself psychoanalysis even though
it arrives at results other than my own. But anyone who takes up other sides
of the problem while avoiding these two hypotheses will hardly escape a

charge of misappropriation of property by attempted impersonation, if he

persists in calling himself a psycho-analyst. (1914b, 16)

Gill’s modification, in the light of Knight’s formulations, was as follows: “In

10 These views were the starting point for Kernberg’s enormously influential reformulations on the
borderline state, although he departed sharply from Knight on the precise nature of the borderline
pathology and its amenability to a (very expressive) “modified” psychoanalytic approach (see
chapter 20). Kernberg began his career in America at the Menninger Foundation, as a participant in
the Psychotherapy Research Project—a context very much influenced by the views of Knight and
his colleagues and students.
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point of fact the designation ‘psychoanalysis’ is reserved for the technique which
analyzes transference and resistance. Psychoanalytic therapy is any procedure which
recognizes transference and resistance and rationally utilizes this recognition in the
therapy, though this may be done in many different ways, and part or all of the

transference and resistance may not be analyzed” (1951, 62).

These “many different ways,” of course, represent the various expressive and
supportive modes of psychoanalytic therapy. Gill stated these differences in terms of

goals and strategies:

In psychoanalysis the goal is relatively clear: a progressive analysis from the
surface to the depth; analysis of the defenses and the motives for defense;
the development and analysis of the transference neurosis; a resolution of
symptoms, and as complete a ‘structural’ alteration of the neurotic aspects of
the personality as possible. In psychotherapy the goal may be anything from
as quick relief of a symptom as possible, with the restoration of the previous
integrative capacity of the ego, through a whole range of more ambitious
goals up to analysis, the most ambitious of all. The choice of therapy may be
divided into that which determines the minimum necessary to restore the ego
to functioning, and that which strives for the maximum change that is

possible. (63, italics added)

In terms of strategy, Gill said, “The gross major decision is whether the defenses
of the ego are to be strengthened or broken through as a preliminary toward a
reintegration of the ego. . .. The decision to strengthen the defenses is made in cases
in which this is all that is necessary, or in those in which this is all that is safely

possible.” At the other end of the spectrum, “Analysis . .. is clearly the procedure for
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a middle range in which the ego is sufficiently damaged that extensive repair is
necessary, but sufficiently strong to withstand pressure” (63—64, italics added)."
And then determinedly at the end, in connection with the question of the therapeutic
inevitability and necessity of the transference neurosis and Freud’s famous statement
that an enemy cannot be slain in effigy, Gill stated, “Psychotherapy must determine
how thoroughgoing an alteration in personality can be achieved by only partial

development of the transference neurosis” (70).

Of course, Gill allowed, “While the two poles of either strengthening the
defenses, or of analyzing them as first steps toward reintegrating the damaged ego,
stand as the gross opposites of two theoretical modes of approach, the psychotherapy
of any specific case will show intricate admixtures of both” (65). Concerning the
borderline, he pretty much went along with Knight, though in somewhat different
words: “In borderline cases with marked regression one cannot strengthen the
defenses of the ego with the aim of restoring a previous satisfactory adjustment
because there was none. In such cases modified analysis is used: it analyzes the
transferences and the resistances, but only with the assistance of strong supportive
techniques to avert the danger of impairing whatever small degree of integration the

ego has retained” (64).

" Erikson (1982) explicitly added a third defining characteristic of this so-called middle range of
patients for whom psychoanalysis is the indicated therapy. He said, “This [psychoanalysis] has
proven to be a meditative procedure which can yield unheard of healing insight for those
individuals who feel disturbed enough to need it, curious enough to want it, and healthy enough to
‘take’ it—a selection that can make the psychoanalyzed in some communities feel, indeed, like a
new kind of elite” (87, italics added).
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Finally, Gill elaborated ways of “strengthening the defenses”:

A first principle, then, for techniques of strengthening defenses is to
encourage, praise, or in general to give narcissistic support for those ego
activities in which defense is combined with adaptive gratifications [for
example, compulsive hard work], and to discourage by subtle or direct
techniques those activities which are maladaptive gratifications, whether or
not they are combined with defense. ... A second principle ... is that one
must take great care not to unwittingly attack an important defense [like the
denial of dependency longings], ... Another way in which the theory of
strengthening of defense may be formulated is the one proposed by Glover.
He suggests that artificial neuroses of various kinds may be set up which
offer a partial discharge for derivatives of instinct. . .. For the theory of the
results achieved by such a technique Fenichel suggests that “by this partial
discharge the instinct becomes relatively weaker and the work of defense
against the remainder becomes easier.” The defense may then be said to

have been relatively strengthened. (66—67)
This specification of the nature and modus operandi of supportive psychotherapeutic
techniques was the first such (psychoanalytic) conceptualization. The simplistic
assumption to that point had been that support meant no more than reassurance,
encouragement, and so on—despite the clear knowledge that simple reassurance

might not be at all reassuring.

Stone, who also published his first paper on this topic in 1951, covered much the
same ground, but in a more complexly modulated and subtly nuanced way as
compared with Gill’s characteristic very precise language. Like Gill, Stone began

with a definitional statement about psychoanalysis as a therapy, an “intricate and
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relatively constant configuration of techniques. ... Regardless of one’s objective
judgment of their value, these precepts, interpreted with varying degrees of flexibility
or rigidity, with occasional modifications or elaborations for special reasons, and the
development of certain interpretative trends from ego and character analysis have
continued to provide the broad outlines of technical procedures for most analysts”
(216—17). He then listed eight such fundamental techniques of psychoanalysis: free
association, frequency, regularity, recumbency, the analyst’s general passivity,
neutrality, abstinence, confinement to interpretation and declared that their overall
coordinated deployment composed the “fairly constant and unique ensemble” (218)

that characterizes psychoanalysis.

By contrast, psychotherapy was much less clear: “Psychoanalysis, as is any
science, is full of unsolved problems. However, it is a relatively well-defined and
systematized procedure, compared to this large and chaotic field, ranging from simple
suggestion to the procedure most usually referred to as ‘psychotherapy’ which bears a
superficial resemblance to psychoanalysis but which, because of the inclusion of
important variables, is very poorly defined, highly unpredictable, and exceedingly
difficult to evaluate” (215). To make the distinction (or, rather, the boundaries)
between psychoanalysis and psychotherapy conceptually even more problematic,
Stone added, “The actual functional distinction between psychoanalysis and brief
psychotherapy [Stone’s phrase at the time for all psychoanalytic psychotherapy other
than psychoanalysis] is, of course, really in doubt only in the area where there are

certain resemblances; but it is precisely in this area that it is most important that the
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distinction be maintained” (216).

Not surprisingly, Stone saw the relationship among these various
(psychoanalytic) therapies along a continuum, whereas Gill thought in terms of more
distinctly modal crystallizations, albeit also arranged along a spectrum. In Stone’s
words, “One may think of a continuum from the free play of human relationships in
which there is no conscious psychotherapeutic intention—but which obviously play
an enormously important psychotherapeutic role in the lives of relatively normal
people—to the objective and precise relation between the surgeon and his patient,
which Freud idealized. The well-defined psychoanalytic technique and brief
psychotherapy are both far from either pole, and yet definitely removed from one

another in these opposite directions” (221-22).

In keeping with such fuzziness of conceptual borders, and his practice of lumping
together all psychoanalytically based therapies under the ill-chosen rubric “brief
psychotherapy,” Stone, in his attempt to list the principles differentially operative in
psychotherapy and psychoanalysis, conflated the supportive and expressive
approaches. Similarly, in his listing (the most elaborated to that point) of the
indications for psychotherapy over psychoanalysis (or of contraindications to
psychoanalysis, if you will), Stone also conflated the supportive and the expressive
psychoanalytic psychotherapies. Here he first mentioned the practical indication for
psychotherapy: “the great numbers of patients who because of limitations of money
or time cannot be analyzed” (224). He then proposed seven conceptual and technical

indications:
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(1) people who are so sick mentally, or whose situation in life is so un-
propitious, that the effort toward extensive revision of the personality is not
justified, or might even lead to greater difficulties; (2) those whose illness is
so slight that radical and lengthy procedures are not justified; (3) acute
reactive disorders in those who have given evidence of healthy adaptation
under reasonable circumstances, exacerbations of mild disorders,
fulminating conditions, incipient conditions in general; (4) transitional states
as, for instance, the readaptation to civilian life of some veterans, or certain
problems of adolescence; (5) preparatory preanalytic therapy for borderline
patients or psychotics, follow-up treatment for certain unresponsive patients
who have had long or multiple analyses; (6) more specific indications,
mentioned by individual writers, as certain masochistic marital problems,
monosymptomatic impotence, “psychosomatic” illnesses, certain mild
chronic neuroses, certain schizoid personalities; (7) a high degree of
secondary gain is mentioned by a few writers as a contraindication whereas a

slight degree is believed a conceivable avenue of approach to a patient. (225)

Although Stone did not try to separate those patients most appropriately treated
by expressive approaches from those most appropriately treated by supportive
methods, he did clarify the basis for Gill’s (1951) statement that psychoanalysis is the
treatment of choice for a “middle range” of patients and that there are both those too
healthy for it (appropriate for expressive psychotherapies) and those too sick for it

(requiring more supportive approaches).

Gitelson also published an article in this area in 1951. He was quoted in chapter 1
as somewhat ambivalently (in a 1956 article) seeming to support Freud’s original
notion that any psychotherapy other than proper psychoanalysis must be only a

variant of suggestion. However, in his 1951 article, he, too, took cognizance of a
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psychoanalytic psychotherapy (or “dynamic psychiatry,” as he called it) as a distinct
offshoot of psychoanalysis, close to psychoanalysis in conception and distinct from,
and far from, suggestion. He defined dynamic psychiatry as an “indigenous American
expression . .. meaning treatment of the mind on the basis of the management of the
forces of the mind” (283) and declared that the psychotherapy so conceived need no
longer be qualified as psychoanalytically oriented any more than modern medical
therapeutics need be qualified as pathophysiologically oriented. “Rational
psychotherapy 1s based on everything we know today about psychopathology and
psychodynamics ...we can look upon psychoanalysis [as a theory] as the
pathophysiology of the psyche” (284, italics added). And, “So complete is the
rapprochement of psychiatry and psychoanalysis today (particularly as regards
psychotherapy) that there has been increasing confusion, not only among lay people
but also among psychiatrists and psychoanalysts, as to where the boundary between
dynamic psychiatry and psychoanalysis proper is to be found. And yet there is a
boundary, and it shall be my attempt now to establish it” (283). Here, Gitelson
introduced the metaphor of the chemical reaction, quite in accord with the developing
views of Knight, Gill, and Stone, to explain the relatedness of the psychotherapies (at
least of the expressive psychotherapies) along a spectrum leading to psychoanalysis
as one end point:
A metaphor may be helpful in this connection. Let us look upon a complex
chemical reaction. Assuming that all things remain equal, once it is

underway, it will continue until it has reached a final state of dynamic

equilibrium. Transitional to this state, many intermediate reactions will have
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occurred, and many intermediate compounds will have been synthesized and
broken down. ... Psychotherapy is not oriented toward an end point in the
interaction between therapist and patient which approaches a final dynamic
equilibrium. Psychoanalysis is oriented toward such an end point and, in

contrast to psychotherapy, is potentially capable of attaining it. . . .

The psychoanalytic reaction is the transference neurosis, the
recapitulation of the pathogenic infantile past in the relationship to the
analyst. The end point is the resolution of that neurosis. The technique is
directed toward the establishment of the reaction and the maintenance of the
optimum conditions ... for its completion. In contrast, psychotherapy,
whether from necessity or from choice, will bring the reaction to an end at
any point of stability. Thus, psychotherapy must of necessity intervene,
contribute, and manipulate. It must be more or less active. ... In contrast,
psychoanalysis ... dealing interpretively with the resistances and the
manifestations of the transference neurosis . . . must be more or less passive.

(287)
This chemical metaphor, Gitelson felt, gave him warrant to state that modem
psychotherapy “is not psychoanalysis even when it is psychoanalytic. ... The
differences between psychoanalysis and the most extensive psychotherapy are to be
found in the difference in technique and in the goal which is striven for and

attainable” (286).

Thus the beginning crystallization of views (in America) about a psychotherapy
(or, rather, psychotherapies) derived from psychoanalysis, with modified techniques,
but firmly grounded in the theory of psychoanalysis as the way to understand human
mental functioning, to be applied to a far broader array of psychopathology than was

amenable to psychoanalysis.
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Before leaving this point, I note a more recent article by Robert Michels (1985)
covering the same terrain from the opposite perspective, with a striking and
provocative figure-ground reversal. His thesis begins familiarly enough: “The
prototype ... [is] psychoanalysis and the psychoanalytic or psychodynamic
psychotherapies that are usually described as derived from it, but that, in fact [and
here Michels begins to shift the usual conceptual ground] share a common origin with
it” (7). He ventures further with “The common view of dynamic psychotherapy is that
it was derived from psychoanalysis, influenced by external factors, the desire to make
the treatment briefer, to broaden its applicability to patients who for one reason or
another were not suitable for traditional psychoanalysis, and to diminish some of the
undesirable side effects of psychoanalysis, particularly those associated with the
regression and prolonged dependency believed to be less intense in psychotherapy.
However, there are problems both with this rationale and with the historical

assumptions underlying it” (8).

Michels then expounds his reverse thesis:

His [Freud’s] early patients suffered from neurotic symptoms, and were
treated by relatively brief (less than 10 months) courses of talking therapy
that focused on identifying the dynamics and genetics of their symptoms and
then persuading the patient of the validity of the interpretations. Resistance,
when recognized, was dealt with by direct persuasion. Transference was
recognized only as a problem in the treatment. The relationship between
symptom and character was not understood. By contemporary
psychoanalytic standards, Freud’s clinical work in those early decades of

discovery was not only psychotherapy rather than psychoanalysis, it was
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quite a modified psychoanalytic psychotherapy, with little attention to the
central dynamic themes of transference and resistance and heavy admixtures
of suggestion and direction. Modem psychoanalysis and modem
psychodynamic psychotherapy were both born out of this early process; but
it is clear that psychoanalysis has been modified far more extensively than
psychotherapy in the ensuing years. The later “discovery” of psychoanalytic
psychotherapy was really a rediscovery, required in part by the growing
“purity” of what had now come to be called psychoanalysis, with the
consequent loss of some of its earlier flexibility as the theoretical advances
of the earlier phase were translated into technical developments that made it

more “analytic” but less “psychotherapeutic.” (9)

Michels then modifies this austere judgment a Little: “He [Freud] came to see the
analysis of transference and resistance as the essence of psychoanalysis rather than a
preliminary or prerequisite, as important sources of data to be studied carefully rather
than merely obstacles or facilitators of the treatment proper” (9). In other words,

Freud became more psychoanalytic (in the modem sense).

This perspective on the relationship between psychoanalysis and psychotherapy
is, of course, a retrospective view, almost a half-century after the fact, and is made
possible by Eissler’s (1953) description of what he proclaimed to be “classical”
psychoanalytic technique and Samuel Lipton’s (1977) later challenge to Eissler’s
version as a major misreading of Freud’s “actual technique,” which Lipton declared
(with supporting evidence) was much more “humane” and relaxed. In chapter 7, I
develop this controversy in detail. It is still not a settled issue, as attested by George

Allison’s recent evenhanded appraisal (1994) of what he calls the current
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“homogenization” of psychoanalysis and psychoanalytic psychotherapy: “There is
also agreement that historically both modalities derive from Freud’s original version
of psychoanalysis, which by today’s standards many consider instead to define

psychoanalytic psychotherapy” (350).
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4 Franz Alexander and the Corrective
Emotional Experience

The “corrective emotional experience” was one of the major innovative
psychoanalytic concepts introduced in the 1940s and 1950s, a time when a distinctive
array of psychoanalytic psychotherapies was emerging from their psychoanalytic
matrix and the relationship between the two developments was itself the focus of
much disputation. The concept and its technical precepts were first spelled out in
Psychoanalytic Therapy (Alexander, French, et al. 1946) and achieved great
popularity in the first post-World War II decade in America. Indeed, the ferment
these new ideas aroused and the prospect that they might actually split the American
psychoanalytic world into two rival camps were a major impetus for a series of panel
discussions and conferences,' later published in a single issue of the Journal of the
American Psychoanalytic Association (1954, 2:4). Alexander spoke at both panels of
the American, and his views were generally supported, albeit with their own nuances,
by fellow panelists Frieda Fromm-Reichmann and Edith Weigert. Edward Bibring,
Merton Gill, Leo Rangell, Leo Stone, and Anna Freud were the principal speakers for
the opposition majority view (at the time called the classical or traditional position).

From these discussions—which were, in their spirit, more like debates—came the

" A panel at the December 1952 meeting of the American Psychoanalytic Association entitled “The
Traditional Psychoanalytic Technique and Its Variations” (Zetzel 1953); another at the May 1953
meeting of the American entitled “Psychoanalysis and Dynamic Psychotherapy: Similarities and
Differences” (Rangell 1954a); and a conference (May 1954) sponsored by the New York
Psychoanalytic Society entitled “The Widening Scope of Indications for Psychoanalysis (Stone
1954; Anna Freud 1954).
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crystallization of the consensus on what at that time constituted psychoanalysis, what
constituted psychoanalytic psychotherapy, and what the relationship of the Alexander
modifications was to each. This consensus on boundaries and definitions held sway
within American psychoanalysis and the wider community of psychodynamic

psychiatry for the next quarter century.

What was the nature of Alexander’s concept, which played such a role in
galvanizing the American psychoanalytic world into a more explicit articulation of
the relationship between psychoanalysis and psychoanalytic psychotherapy in order
to frame a proper response to the challenge that it posed?” Actually, the opening
statement of the 1946 book did not develop the concept fully or unambiguously. The
five-page section (66-70) entitled “The Principle of Corrective Emotional
Experience” described the example of Jean Valjean, the convicted thief in Victor

Hugo’s Les Miserables (1862), who stole from the bishop who had befriended him

2 This concept was not the only major innovation in the Alexander and French book. It also set forth a
number of related (and equally controversial) concepts: the “principle of flexibility,” which
included alteration of (usually diminishing) the frequency of sessions, planned interruptions of the
treatment, termination by “weaning,” etc.; the consciously planned “manipulation of the
transference,” usually via the corrective emotional experience but also in other ways; counteracting
the propensity toward the development of an “insoluble transference neurosis,” especially in those
with passive-dependent and masochistic character structures, by curtailing the frequency of sessions
and thus the intensity of the analytic process, thereby inhibiting the development of the regressive
transference neurosis; and presenting the case for far-reaching personality changes consequent to
“brief therapy,” which they declared to range from a single interview up to sixty-five sessions. All
these proposals, singly or in combination, were ostensibly designed to make the analytic method
more flexibly adapted to the clinical exigencies posed by patient pathologies, to fit the therapy to
the patient, rather than (as the authors claimed) the more traditional analytic stance of fitting the
patient to the therapy. The concept of the corrective emotional experience bore the brunt of the
attacks on the Alexandrian positions, though it was in effect an umbrella covering most of these
proposals. Taken as a whole, the Alexander-French position was attacked as undermining the very
structure of psychoanalysis as a specific and unique therapy with its distinctive and constant
“ensemble” (Stone 1951, 218) of techniques.
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and, in response to being forgiven and then protected by the bishop, had a conversion
experience (an emotional metamorphosis) that fundamentally changed him from
confirmed sinner to saint. Building on this literary example, Alexander defined the

corrective emotional experience as follows:

The analyst assumes an attitude different from that which the parent has
assumed toward the child in the original conflict situation. ... This makes
the patient’s transference behavior a one-sided shadow boxing, and thus the
therapist has an opportunity to help the patient both to see intellectually and
to feel the irrationality of his emotional reactions. ... When one link (the
parental response) in this interpersonal relationship is changed through the
medium of the therapist, the patient’s reaction becomes pointless.
. .. Because the therapist’s attitude is different from that of the authoritative
person of the past, he gives the patient an opportunity to face again and
again, under more favorable circumstances, those emotional situations which
were formerly unbearable and to deal with them in a manner different from

the old. (Alexander and French 1946, 66—67)
Stated in these words, and seen from the perspective of its time, the corrective
emotional experience hardly seems to differ from the then prevailing understanding
of the transference. In 1950, Alexander ventured further in differentiating his
position: “The crucial therapeutic factor,” he wrote,

is that the analyst’s reactions are different from those of the parents. The

simplest example is the repression of self-assertive and aggressive attitudes

due to parental intimidation which encourages dependence and causes all

kinds of inhibitions in human relations. In the transference the therapist’s

attitude must reverse that of the intimidating parent. The fact that the

patient’s aggressions are met objectively without emotional response or
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retaliation on the part of the analyst corrects the original intimidating
influence of the parent. The parental intimidation is undone by the more
tolerant and sympathetic attitude of the therapist who replaces the

authoritarian parent in the patient’s mind. (1950b, 486, italics added)
Even more specifically, in describing an outstanding therapeutic success (in
twenty-six sessions over ten weeks), he wrote,

My attitude was not simply objective and helpful; it was consistently tolerant
and definitely encouraging, exactly the opposite of his father’s attitude.
While the father was overbearing and omniscient, the analyst emphasized
repeatedly the limitations of psychiatry and of his own knowledge,
encouraging the patient to express his disagreement with interpretations. The
father had been extremely critical of the patient; the analyst openly displayed
admiration for certain of the patient’s qualities. This was of course all within
the limits of the usual attitude of the analyst, but I gave a definite emotional
coloring to the transference, which might be criticized as not psychoanalytic

but psychotherapeutic because of its openly encouraging connotation. (488-

89, italics added)
In these quotations, Alexander went further in asserting that the analyst should
reverse the patient’s transference expectation, but he did not quite separate this as
distinct from (more than) the usual expectation of evenhanded analytic neutrality and

objectivity in the transference relationship.

In 1953 Alexander felt called upon to defend his recommendations against the
charge that they constituted a deliberate assumption of roles, or role-playing. He said,
“Some analysts have contested these recommendations with the argument that if these

assumed attitudes are artificial, they will fail to achieve their purpose; the patient will
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sense their insincerity.” Alexander’s answer was that “the detached objective attitude
of the analyst required by classical theory is also highly studied. Certainly, it is not a
spontaneous attitude in human intercourse. Moreover, since the therapist’s whole
orientation is to help a suffering human being, trying to act in a manner which is in
the interest of his patient is by no means artificial. Every educator should do this; we
as psychiatrists require such changes in attitude in a psychiatric nurse, for instance”

(1953, 120—21).

Alexander further specified these “changes in attitude” in terms of the “principle
of the contrast”: “The analyst’s basic attitude should remain always objective, non-
evaluative, and helpful. In the framework of this basic attitude, however, the more
subtle interpersonal climate should, in each phase of the treatment, be preferably the
opposite to that which prevailed in the original situation being repeated in the

transference at that particular time” (1954a, 692, italics added).

Finally, in another full-length book, Alexander (1956) carried his conceptual
development to its logical extreme and offered a full-fledged rebuttal of his
opponents’ counterarguments. He began by insisting that “the corrective emotional
experience is ... the central therapeutic agent in the original and now standardized
psychoanalytic procedure” (42). He went on to say, “The standard procedure can be
improved by rendering the corrective influence of the transference situation more

effective by giving increased attention to the interpersonal climate of the treatment
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situation” (76, italics added).’ He explicated this further on:

Knowledge of the early interpersonal attitudes which contributed to a
patient’s neurosis can help the analyst to assume intentionally a kind of
attitude which is conducive to provoking the kind of emotional experience in
the patient which is suited to undo the pathogenic effect of the original
parental attitude. ... The proposition made here is that the analyst should
attempt to replace his spontaneous countertransference with attitudes which
are consciously planned and adopted according to the dynamic exigencies of
the therapeutic situation. This requires the analyst’s awareness of his
spontaneous countertransference reactions, his ability to control them and
substitute for them responses which are conducive to correcting the
pathogenic emotional influences in the patient’s life. ... In this connection
it should be considered that the objective detachment of the psychoanalyst
[in traditional analysis] is itself an adopted, studied attitude and not a

spontaneous reaction to the patient. (92-94, italics added).

Finally, Alexander defended the corrective emotional experience as a vital and
logical addition to and improvement upon the traditional psychoanalytic handling of
the transference. First, “If we declare that [the deliberate and controlled substitution
of attitudes] cannot be achieved, or that it is some kind of artificial manipulation of
the therapeutic situation, it follows that the range of a psychoanalyst’s effectiveness

must be restricted to those patients whose problems fit his own personality and

3 In this phrase, “increased attention to the interpersonal climate of the treatment situation,” we can
discern Alexander’s indebtedness to Ferenczi’s emphasis on affectivity in the reexperiencing within
the transference.

4 Many would assert here that everything we know about how the countertransference operates would
argue against this recommendation as a simplistic misunderstanding of the complex nature of the
countertransference and of our inevitable human limitations in the ability to fathom it, let alone
deliberately titrate it so precisely.
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particularly his own residual neurosis.” And second, “It could be argued that the
personality of the analyst is something given, it is perceived by the patient, and no
‘play-acting’ will cover it up convincingly. This is partially correct but it does not
exclude the possibility of assuming attitudes prescribed by the nature of the patient’s
conflict situation. Conscious modification of the interpersonal climate is a much less

radical proposition than any role playing” (101).

This in full development is the exposition of the corrective emotional experience,
the hallmark of Alexander’s various modifications of theretofore traditional
psychoanalysis to meet the new clinical exigencies of his time and the need in all
science for incremental growth, and in all disciplines for flexible renewal.
Alexander’s critics were not slow to remark that these conceptions were prefigured in
Ferenczi’s espousal of a more active therapy and greater emotional expressiveness on
the part of the analyst in the transference-countertransference interplay, to make up
for the emotional deprivations of the patient’s past. In chapter 2, I indicated several
passages in Ferenczi that could be seen as intellectual forerunners of the trends that
Alexander later developed. Indeed, in several places Alexander (e.g., 1954a, 688)
acknowledged his specific indebtednesses to Ferenczi, as well as expressing a more

general feeling of gratitude for the ‘“healthy experimental spirit” (689) he felt

> Alexander himself thought of this as an (inevitable?) human limitation to the applicability of (good)
analytic technique: “I fully recognize the fact that the analyst cannot change himself and not every
analyst is a good enough actor to create, convincingly, an atmosphere he wants. Here seem to he the
limitations of our technique, and we may have to accept the fact that every therapist is better suited
to one type of patient than to others” (Alexander 1961, 331).
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psychoanalysis owed to Ferenczi.’

The intensity of the debate stirred up by Alexander’s concept of the corrective
emotional experience and the related technical precepts he introduced attest to the
widespread impact these ideas had on the American psychoanalytic world at the time
and to the depth of the fear that they threatened the very heart of the psychoanalytic
enterprise. The onslaught was initiated by Ernest Jones’s (1946) review of the
Alexander and French book. Jones said that the authors were “describing something
other than the technique of psycho-analysis. Instead they describe various other useful
methods of treatment, and their justification for the tide of the book [Psychoanalytic
Therapy] is that in their opinion any method of treatment informed by psycho-
dynamic principles deserves to be called psychoanalytic” (163). Jones then listed
some of the specific techniques the authors advocated and declared, to Jones’s
dismay, to be psychoanalytic. Jones concluded, “To practitioners having little or no
knowledge of psychoanalysis, and perhaps holding a position at a clinic attended by a
large variety of patients, it [the book] should prove not only valuable but illuminating.

Such penetration, skill and tactfulness in the handling of patients as are here

6 Of all Alexander’s severe critics, Gill alone took exception to this claim that Alexander’s central
theses derived from ideas originating in Ferenczi, with the implied psychoanalytic legitimation that
Alexander could thus claim. Gill (1954) put it thus: “Ferenczi, whom Alexander declares to be the
forerunner of his innovations, is really unjustly accused of such parenthood. It is true that Ferenczi
felt that emotional factors were being neglected in favor of intellectual and that repetition in the
transference was being neglected in favor of remembering, but in his joint book with Rank he
stressed vigorously the need for the development of a full and regressive transference and just as
vigorously the absolute necessity for the resolution of the transference by interpretation. Ferenczi
anxiously asked himself whether his activity was introducing a suggestive factor into the treatment
which could not subsequently be resolved, and he candidly admitted failures in which just this
happened” (790-91). Footnote 26 in this chapter outlines Alexander’s opposite position from that of
Gill on this matter.

109



demonstrated will show other workers the advantages of an inspired and highly
trained team. Our only criticism is that such a reader would be left in ignorance of the
important fact that besides the various methods here described there is such a thing as
real psycho-analysis” (163). In the light of the presentation in chapter 3 of the
development of psychoanalytic psychotherapy vis-a-vis psychoanalysis, it can be
inferred from this review that Jones might have been quite content if Alexander had
only claimed that his modifications constituted a variant of psychoanalytic

psychotherapy rather than psychoanalysis proper.

The attack was pursued with equal vigor on the American side of the Atlantic.
Eissler (1950) devoted an entire fifty-five-page article to a review of the Alexander
and French book. He charged that the approach advocated was behaviorist and
therefore merely palliative rather than etiologically curative, that it constituted
essentially a “magical” (suggestive?) rather than a rational therapy, and that it was not
directed toward structural change based on insight. (For example, the authors “do not
take the attitude that more knowledge is necessary for their patients, they do not
request that better understanding of dependency reactions is required in order to
combat them successfully, but they proclaim that here the analytic situation per se has
found a limit, or causes, so to speak, a sickness and has to be discarded” [128]). In
overall judgment, Eissler stated, “Alexander and French’s book will be a challenge to
those who still believe that Freud in his theories of the human mind and his technique
of investigation and therapy laid the foundation not only for a scientific psychology

but also created an instrument with which to liberate the individual from the shackles
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of his ancestors and of his society” (104). Toward the end of the essay he stated,
“Alexander reverts to magical treatment in psychoanalytic phraseology. It is exactly
that which Freud had warned against and which he made a supreme effort to keep out
of psychoanalysis. ... This does not mean that magical therapy is ill-advised; it only
means that a physician using magical therapy should know that he is outside the
bounds of psychoanalysis” (150). It would seem that Eissler too would be agreeable if
only Alexander and French had talked of psychoanalytic (or “magical” or suggestive)

psychotherapy rather than of psychoanalysis itself.

Many other leading psychoanalysts soon joined the critics of the Alexandrian
proposals. For example, Robert Knight (1949, 114) felt that the authors had
abandoned fundamental analytic principles and had substituted mere symptom relief
and conventional social adaptation for its goals and methods; Max Gitelson (1952, 9)
felt that the assumption of roles and the choice of therapeutic attitudes (described as
techniques) were far too close to rationalized expressions of countertransferential
enactments; Heinz Hartmann (in Zetzel 1953) felt that these proposals would not
work because “the patient could easily see through repeated changes of attitude on the
part of the analyst” (534); Phyllis Greenacre (1954, 675-76) saw them as “little more
than old-fashioned habit training with especially strong suggestive influencing”; and
both Rudolph Loewenstein (1951, 3) and Elizabeth Zetzel (1956, 374) lamented that
the Alexandrian techniques devalued the importance of dynamic changes produced by
insights gained from interpretations and that they suggested instead that the corrective

emotional experience alone could bring about qualitative dynamic alterations in
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mental structure leading to a satisfactory therapeutic goal.

The critiques offered by Gill, Rangell, and Stone were the most systematic, the
least polemical, and the most definitive, and therefore warrant more extended
consideration. Gill (1954) tackled the conceptual issues most comprehensively. First,

he stated that Alexander’s vaunted principle of flexibility confused

what is transference and what is reaction to the therapist’s behavior.
Neutrality does not mean mechanical rigidity of behavior with the effort to
suppress any spontaneous responses, as for example, to use an often-cited
example of Alexander’s, a spontaneous show of anger by the analyst. But he
seems to have overlooked that this kind of response from a therapist may
have been occasioned by his failure to make appropriate interpretations early
enough, that it is not justifiable to generalize and say that in all cases such
techniques are best, that the possible good effect of such a spontaneous event
does not absolve the analyst from looking into himself to observe how it was
precipitated, that he is not justified in generalizing such an outburst into a
consistent role, and that it may also be true that such techniques have

disadvantages as great as their apparent advantages. (776)
Gill went on to challenge the corrective emotional experience as simply not

psychoanalytic:

I think there is little doubt that Alexander is correct in stating that by overt
behavior toward the patient one can more quickly get him to change some
aspects of his behavior. But what is the meaning of such a change? It is an
adaptation to this particular interpersonal relationship—as it exists between
patient and analyst. But this is not the goal of analysis. The goal of analysis
is an intrapsychic modification in the patient, so that for example his

dependent behavior is given up not because he has learned that if he acts too
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dependent he will be punished by a loss of therapy hours, but because
despite the invitation to regress and the maintenance of the frequency of his
hours he has come to feel and understand his dependency in such a way that
he no longer needs it or wants it—and that this is a conclusion valid not
simply for this particular interpersonal relationship but has more general

applicability, in short has the status of an intrapsychic change. (781)

Although Gill did not state it explicitly, his conclusion is clear: Alexander’s
innovations have taken his endeavors outside the realm of analysis proper. Despite
Alexander’s claim that they were merely more effective analysis better geared to the
needs of his patients, to Gill they were a form of psychoanalytically oriented
psychotherapy, which may or may not be appropriate depending on the particular

clinical circumstance.

Rangell (1954b) considered the same example—Alexander’s handling of his
patient’s unduly dependent behaviors—from a complementary perspective, reaching

the same conclusion as Gill:

The various maneuvers engaged in by the therapist in Alexander’s system,
and in general with “the corrective emotional experience,” are at times, to be
sure, dynamically indicated, but when they are, they distinctly constitute
dynamic psychotherapy in contrast to psychoanalysis. When they are
indicated, the dynamic condition is such as to make necessary or desirable
an intermediate point of stability rather than the psychoanalytic end point
[Gitelson’s chemical reaction analogy]. ...As an example of the contrasting
formulae in the two therapies, one can consider the patient who is
“becoming too dependent” upon the therapist. Alexander “does something,”
e.g., cuts the frequency in order to show the patient that he is wrong, that he

need not be dependent, in order to educate him to something different. To
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the analyst, on the other hand, the patient is right, he is too dependent, this
being a facet of the transference neurosis which exists. The direction,
however, now continues inward, toward the infantile neurosis, to answer the
question, “Why this phenomenon?” The analyst continues inward toward the
infantile hub, while the psychotherapist, for good or bad reasons, stops at an
intermediate concentric layer or turns back toward the current periphery.

(743—44)

Stone (1951), in his characteristically multifaceted and nuanced way, undertook
to challenge even more comprehensively the whole interrelated fabric of underlying
assumptions and technical modifications comprised in Alexander’s system. He began
with the statement that Alexander and French had conveyed the misleading
impression that one can control powerful dynamic forces, “best exemplified in the
impression given that the transference can not only be distributed almost at will, but
can be controlled in intensity by the frequency of visits” (223). In a review (1957) of
Alexander’s definitive 1956 book, he first outlined Alexander’s system:

Alexander’s principal explicit technical recommendations in the text are:

variations in frequency of hours, planned interruptions of treatment, and

“control of the interpersonal climate of treatment.” The latter ... is not the

“playing of a role.” Nevertheless, it is rooted in the idea of being “different”

in attitude from the decisive historical personage who dominates the

transference, to the extent that the “corrective emotional experience” is

sharpened. ... Alexander, in a tour de force of logic, recommends that the
variety of human attitudes present in analysts be bent to specific attitudes

toward their patients, while at the same time believing that the classical

analytic attitude is impossible of attainment. (400-01)

Here Stone explicitly registered his deep disagreement with the basic principles
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involved:

If Alexander does not believe that most individuals can successfully adopt
the standard “analytic technique,” toward which their entire training is
rationally directed, how will they fare with personal attitudes specifically
prescribed for specific individuals? How does the patient’s reality sense deal
with the change from the pretransference neurosis neutrality (which is
admittedly necessary) to the tendentious attitude adopted after its
establishment? In his combined “role” as analyst, as physician, as friendly
human being, there is a considerable reservoir of attitudes with which the
analyst may appropriately and unaffectedly respond, to the degree proved
necessary by the diseased ego with which he deals, without illusory or
artificial historically specified “oppositeness.” Otherwise, and indeed in
most instances, he does better to adhere, to the best of his ability, to that
tested clinical attitude which alone permits a relatively uncontaminated

transference neurosis to arise, and to be resolved. (402-03)

Stone pressed this argument even more incisively in his 1961 monograph, in
which he differentiated between his own modifications of Eissler’s austere image of
“classical” psychoanalysis then being propagated (see chapter 7) and Alexander’s
proposals: “Ferenczi’s principle that the analyst should, in effect, provide the love
(tenderness) of which neurotic patients, in his view, had been deprived in their
developmental years, and Alexander’s proposal that the analyst facilitate a ‘corrective
emotional experience’ by ‘control of the interpersonal climate of treatment’ (i.e., by
being different from the parent whose attitudes are retrospectively judged as
importantly pathogenic), are ... relevant to this discussion. In both, there would be,

in effect, the neutralization of a basic element in the transference neurosis, via an
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attitude which would presumably undo the effects of an injurious parental attitude in
early years” (56-57). Stone then summed up his objections to this as a line of

psychoanalytic thought:

(1) While either one might, in a given case, have a psychotherapeutic effect,
both (if effective!) substitute direct interpersonal response for the analysis of
emergent elements judged to be crucial in the transference neurosis. (2) Both
call for a current attitude to undo the effect of a genetically earlier attitude as
if they were interchangeable; whereas the situations of origin of the
respective attitudes are, in fact, remote from one another in time, place, real
functional significance, state of development of the patient, actual personal
meaning of the object (i.e., the analyst), and in many other lesser details. (3)
Both, to varying degrees ... call on the analyst to “adopt” attitudes which
are not necessarily immanent in the analyst’s identity—i.e., in his specific
(analytic) functions, in his role as physician, in his specifically personal

reactions to the analysand. (57-58)

What Stone called for was a reaffirmation of the traditionally neutral (in the
sense of being “objective” but still concerned, compassionate, and “physicianly”)’
posture of the analyst in the transference-countertransference interaction: “In

following correct precepts, in doing what is technically appropriate at a given time, in

7 This is, of course, specifically different from the conception of the proper stance in the transference
field that Freud seemingly propounded with his famous surgical and mirror models. In his
“Recommendations to Physicians” (1912b) Freud said, “I cannot advise my colleagues too urgently
to model themselves during psycho-analytic treatment on the surgeon who puts aside all his
feelings, even his human sympathy, and concentrates his mental forces on the single aim of
performing the operation as skillfully as possible” (115); and further on, “The doctor should be
opaque to his patients and, like a mirror, should show them nothing but what is shown to him”
(118). Eissler’s (1953) declaration of a very austere model as reflecting classical psychoanalysis
(i.e., imputed to be based on Freud’s technique) and Lipton’s (1977) counterargument that this
represented a misreading of Freud’s actual technique are discussed at length in chapter 7.
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assuming an attitude required by the particular medical specialty which he practices,
the analyst does assume a role, in the realistic sense that all adults assume specific
adult occupational responsibilities” (1957, 401-02). Seemingly paradoxically, Stone
declared this adherence to traditionally correct precepts to be more in the service of a
true corrective emotional experience than Alexander’s advice that the analyst assume
a role deliberately opposite to the dominant transference imagos from the past: “Any
attitude not directly derived from or germane to the therapist’s role is perforce ‘less
unlike’ the patient’s past experience than the classical analytic attitude, which, as
Alexander explicitly recognizes, is different from all other human attitudes, past and

present” (402).

That properly neutral (and ultimately properly “corrective”) analytic stance,
Stone avers, is properly expectable: “It is not an excessive expectation that an analyst,
in his capacity as physician, feel a kindly and helpful, broadly tolerant and friendly
interest in his patients, expressed largely in the channels provided by his special
work. ... This is, to be sure, a ‘role,” in a sense; however, a role which represents a
lifelong vocation, a profound sense of identity and commitment, and a real functional
relationship to another individual, is easily distinguished from the others which we
are considering” (1961, 59). (I would here interpolate an additional consideration.
Suppose Alexander’s way were the better way, in the sense of being analytically more
efficacious. How sure could Alexander, or anyone else, always be that he or she had
correctly judged the dominant or salient transference expectation from the past that

required specific counteracting at each changing moment of the analytic
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progression?)

Gill (1954) used Stone’s argument as his own summary statement in redefining a
true corrective emotional experience: “Certainly to meet the patient’s transference
behavior with neutrality is to give him a corrective emotional experience without the
risks attendant on taking a role opposite to that which he expects, as Alexander
suggests” (782). Many years later (1982), Stone restated this point: “A physician can
only give that form and degree of love which is integrated in and compatible with his
enduring and dependable professional role, a measure of love which can always be
available to the patient should he need it. ... There is thus always a ‘corrective
emotional experience,” the correction of infantile distortions of the object by the
increasingly correct perceptions of the present object, aided by interpretive work”
(97). In these assertions, Gill and Stone reverse the entire argument by insisting that
the proper corrective emotional experience, which every effective psychoanalysis
(and every effective psychotherapy, as well) imparts, rests upon the properly neutral
posture of the analyst (therapist) in the analytic (therapeutic) situation, and that
contrived departures from this stance specifically intended to correct the inferred
transference expectations of the patient are not appropriate, effective, or even very
possible. Therefore, often these experiences are far less than the kind of corrective

emotional experiences they are intended to be.

At the time of these debates, Alexander’s following was impressively large, and
the outcome in terms of widespread acceptance or rejection by the psychoanalytic

community seemed uncertain. Over time, however, it became abundantly clear that

118



the majority of psychoanalysts agreed essentially with the counterarguments of Jones,
Eissler, Gill, Rangell, Stone, and the others quoted that the so-called corrective
emotional experience rested on a dubious rationale; that even if indicated in specific
clinical situations, it would require an accurate inferential knowledge of the most
salient transference expectations of the patient, which would not necessarily be
available even to the most insightful or intuitive analyst; that, further, even if
successfully carried out in a specific instance, it would be, par excellence, a
psychotherapeutic rather than a properly psychoanalytic maneuver in the sense
indicated by Gill (1954, 781) and Rangell (1954b, 743-44); and that greater
psychoanalytic rewards would be secured by adherence to time-tested precepts of
technical neutrality in the frame of “physicianly concern”—and that this is a true
corrective emotional experience (cf. Gill’s redefinition, 1954, 782, and Stone’s 1982,

97).

Gradually, preoccupation with this issue of the corrective emotional experience
(and the related Alexandrian concepts) dwindled away. Edward Bibring’s 1954 paper
(discussed in chapter 5) came to be taken as the definitive delineation of the major
technical principles that distinguished the psychoanalytic psychotherapies from
proper psychoanalysis; and Eissler’s famous 1953 paper on parameters (discussed in
chapter 7) was widely taken to set the standard for proper psychoanalysis—i.e., a
treatment resting solely on resolution of intrapsychic conflict through interpretation
and working through, leading to insight and change. All deviations from this

exclusively interpretive mode Eissler designated “parameters,” perhaps temporarily

119



necessary on occasion, but in any case to be fully analytically resolved, again by

interpretation alone, before the appropriate termination of the analytic work.

In this context the Alexander concept of the corrective emotional experience
could perhaps find a (circumscribed) place as but one of a variety of possible
psychotherapeutic maneuvers, to be conceptualized in Bibring’s terms as some
combination of abreaction and manipulation (nonpejoratively intended), and invoked
in a psychotherapeutic effort when a properly psychoanalytic intervention would be
less useful to the overall treatment endeavor or even contraindicated. And just as the
proposals of Alexander (and before him, Ferenczi) were a reaction to the sterile
intellectualizing of the time, so the Eissler article was taken as the specific
“establishment” response to the deviations from the traditional technique that

Alexander proposed.

Over the years, however, the concerns Alexander raised about the need for
proper attention to the affective and interpersonal climate of the psychoanalytic (and
psychotherapeutic) interaction have far from disappeared. Stone acknowledged this in
his 1961 monograph as an important broadening of the total psychoanalytic discourse
that had been permanently implanted by Alexander, building on Ferenczi, whose
work had, at the time, fallen into an era of relative neglect. Stone said, “To my
knowledge ... only Ferenczi and Alexander have tried to establish broad and
systematic generalizations regarding the purposive utilization of the analyst’s
affective responses in the analysis of neurotic patients, within the original framework

of psychoanalytic theory” (132). These concerns with the affective and relationship
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components of the psychoanalytic treatment process have continued ever since, but
under a variety of rubrics and in ways that do not necessarily relate clearly to

Alexander’s original propositions.

To indicate just some of the lines of theoretical development that subsequently
unfolded: In America, there was concern with the various proposed “alliances”
(therapeutic, working) as equal partners in the analytic process, alongside the
vicissitudes of the transference; or with disentangling the various transference
elements and components (“primal” or “core” transferences and the diatrophic
relationship within which they operate) from the maturationally unfolding object-
related transferences; or, in other words, with the earliest mother-child matrix and its
growth-facilitating interactions as the proper prototype for the renewed
developmental processes that proper analysis tries to promote; or with the so-called
interpersonal (Sullivanian) theory of psychoanalysis arising mostly outside the
organizational frame of the American Psychoanalytic Association. In Britain, concern
with the analytic relationship was a major component of the Kleinian development
(albeit embodied in an instinct-based language that could obscure the essential
relational nature of the theory—cf. Greenberg and Mitchell 1983) and also of the
developing object relational perspective (Suttie, Fairbairn, Guntrip, Balint, Winnicott,
Bowlby, and a host who came after). In both countries and elsewhere around the
world (see Racker 1968 in Latin America) a growing interest in the (inevitable)
countertransference coloring of the analytic work has contributed importantly to this

focus on the affectively charged nature of the analytic relationship. Most recently,
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Gill and Irwin Hoffman, together and separately, have pushed furthest in this
direction with their focus on the “patient’s experience of the psychoanalytic
relationship” embedded in an uncompromisingly “two-body” psychology, leading to
what Hoffman has dubbed the “social-constructivist” paradigm of psychoanalysis. All

these development are discussed in later chapters.

I do not imply identity or even much similarity among the various perspectives
on the affective nature of the analytic relationship. The writings alluded to in the
preceding paragraph simply share (with Ferenczi and Alexander) a focus on the
affective patient-analyst relationship as a salient dynamic in the treatment process.
None of them restates the particular Alexander concept of the corrective emotional
experience, though some of these writers have felt it necessary to specifically
distinguish their views from the Alexander position. And yet it is precisely these
developments, maturing gradually over the past four decades, that have raised anew
the question of whether the current widespread acceptance of the centrality of
affective relationship factors in the psychoanalytic process represents, if not a return
of the concept of the corrective emotional experience in a new guise, at least a

warrant for its critical reconsideration.

Such considerations led the editors of Psychoanalytic Inquiry to devote an issue
in 1990 to a reconsideration of Alexander’s concept. The papers in that issue took a
number of surprising turns, including both new critiques and new affirmations, with a
plea to continue to find a place for the corrective emotional experience, in more

modem garb perhaps, in psychoanalytic ranks. I will select comments from two of the
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most critical and two of the most positive papers.

First from the critical side: Hanna Segal (1990) gave a Kleinian critique (this,
interestingly, from a camp that had at first almost completely ignored Alexander’s
work, presumably as irrelevant to proper psychoanalysis). Segal actually agreed with
Alexander’s intent: “Indeed it is a general psychoanalytical tenet, that psychoanalysis
is a corrective emotional experience and that purely intellectual insight produces no
changes. ...I doubt if anyone today holds totally to the view criticized by
Alexander” (409). But, from a Kleinian perspective, she found Alexander’s approach

highly flawed:

It seems to me that this approach completely ignores the existence of
splitting. Where in the patient’s internal world was the good aspect of father
in the first case, or the bad aspect of father in the second and third cases?
The analyst doing the opposite of the patient’s expectations in these cases
acted out the split-off other aspect of the original object, which I think is as
damaging as acting out the expected role. In both situations splits are
ignored and conflict avoided. It is my contention that, far from giving a
corrective emotional experience, such acting out in fact shortcuts the
experience. Presenting the patient with some firm demonstration—*“I am a
good object, not a bad one as you expected”—cuts short any exploration of
the splitting process. ... It also takes for granted that the fathers in these
cases were in reality exactly as the patient conceived them. It ignores the fact
that transference is not a linear repetition of the real past with the real
external object, but is a projection onto the analyst of an internal figure

which has a long history. (411)

This reasoning led Segal to charge, in fact, that acting oppositely to what the
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patient expects can mean that the analyst is being “unconsciously manipulated by the
patient. Presenting oneself as a victim of the father’s tyranny may be devised
precisely to call forth a sympathetic response. It could, for example, be inviting the

mother aspect of the analyst to collude against the father” (415).

Patrick Casement’s critical remarks came from within the British Independent
(object-relational) perspective and centered even more squarely on the object-tie or
object-relationship between patient and analyst. He questioned sharply Alexander’s
“deliberate provocations—selected on the basis of a ‘principle of contrast’—[with]
the analyst consciously choosing to respond in ways that are opposite to the manner
in which the parents had behaved” (1990b, 327, italics added). After presenting a case
from his own therapeutic work, Casement developed his differing perspective: “I had
not provided this patient with an experience that was designed to contrast with what
she had experienced in her childhood. Instead, Mrs. K. had found her own way to use
me as if [ were the same as her mother. Only then could she find a therapeutic
difference in her experience with me that could help to bring about real and lasting
change. The difference was that I could tolerate being treated as if I were the rejecting
mother of her early life, and I could survive being subjected to those feelings that had

first been associated with that early experience of rejection” (342).

And it is this experience of living through sameness rather than repetition that
Casement feels patients require: “Analysts often find in their clinical work that to
attempt (actively) to provide good experience for a patient almost invariably deflects

the analytic process because it interferes with the patient’s use of the analyst in the
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transference. A prime reason for this is that patients often need to use the analyst in
order to work through feelings about early experiences as they had been: it is not
enough simply to have experience in the analytic relationship that might seem to be
‘corrective’ ” (343). Casement put it thus: “How then does this fit in with the notion
of ‘corrective emotional experience’? The main difference, in my opinion, is that
therapeutic experience in analysis is found by the patient—it is not provided. Earlier
bad experience may be repeated in the search for understanding or for ‘mastery’ of
the anxieties related to it. But when better experience is also found in an analysis it is
always important that it should have arisen spontaneously. It cannot be a matter of
deliberate technique, for if it is any way set up by the analyst, it will be artificial and
will eventually be experienced as false” (343-44). In an earlier book, Casement had
gone over much the same ground, emphasizing additionally the notion of the patient’s
autonomy. The deliberate adoption of a role in relation to a patient “becomes a way of
influencing what he or she experiences in the analysis. In that sense it infringes on the
patient’s autonomy and is antithetic to the analytic process” (1985, 169) and thereby
“fails to allow an analytic freedom to use the therapist in those ways that relate to the

earlier experience and inner world of the patient” (172).

Two American analysts, as it happened, were arrayed on the other side of this
renewed debate of 1990. Jule Miller’s conclusion was that “Alexander’s concept of
the corrective emotional experience, and the term itself, are felicitous and should be
retained. I believe the concept should be used in the core sense, without the addition

of contrived attitudes” (1990, 386). Miller had earlier indicated what he meant by

125



“core sense” and “contrived attitudes” when he talked about Alexander’s
“experiments” in deliberately choosing an emotional posture opposite to that of the
major operative transference disposition: “While I believe it was a reasonable
experimental suggestion, in retrospect I think it unfortunate that it was advanced, and
an unnecessary addition. It afforded a vulnerable spot which facilitated the rejection
of the entire concept. Throughout his writings, Alexander made it clear that the
standard neutral analytic atmosphere itself would provide a corrective emotional
experience in the substantial majority of clinical instances. It would have been better

if he had left it there” (376).

Miller saw two advantages in retaining Alexander’s concept. First, it
complemented the therapeutic effects of insight gained through interpretation and
working through and in that sense served as a conceptual underpinning for the more
current analytic acceptance—as compared with Alexander’s day—of the coequal
status, if not the real primacy, of new experience alongside interpretation and insight
as vehicles of analytic change. Second, the corrective emotional experience as an
explanatory concept “allows us to understand how the use of very different analytic
theories can produce lasting and far-reaching beneficial changes in patients” (385)—
though, of course, other explanations of these same facts have been adduced without
the need for Alexander’s formulations (see Wallerstein 1988a). The problem with
Miller’s defense of Alexander’s conceptions, of course, is that in dumping the excess
(or misleading) baggage of role-playing (or providing the appropriate contrast in the

transference-countertransference interplay), Miller may have come quite close to
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accepting the redefinitions of Gill and Stone of the #rue corrective emotional
experience, thus preserving only the name rather than the substance of what made

Alexander’s views distinctive.

Theodore Jacobs, in contrast, made a more spirited and at the same time more
persuasive defense of Alexander’s conceptions in a way quite consonant with modem
analytic sensibilities and stripped of what Lawrence Friedman (1988) called
Alexander’s “naiveté.”® Jacobs’s reformulation, in the paraphrased words of one of
his seminar leaders—back in /963—was, “Every good analysis contains elements of
a corrective emotional experience. We do not always like to acknowledge that fact
because it is not part of accepted theory and because that dimension of our work does
not separate us sufficiently from therapists of other persuasions. But it is true
nonetheless, and it is important that we recognize that fact and without apology

accord to it its rightful place in our theory of cure” (438).

Such corrective action operates, Jacobs indicated, quite spontaneously, by using
intuitive understanding to make ‘“unconscious adjustments in ... technique” (445).
Therefore, “as he works, the analyst often finds himself intuitively responding to
patients in ways that are clearly different from those of parents and other caretakers.
... Inevitably we act in ‘corrective’ ways, and in my view every good analysis

includes a measure of this ingredient in its therapeutic mix” (446). Jacobs then

8 “He [Alexander] thought that a pathogenic issue might be simple enough and wrong enough to be
symbolized by the analyst in a single contrary attitude”™—and therefore, “If Alexander is a bad
example of something, that something is not manipulativeness, but naivete” [p. 522]).
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explained in greater detail:

The corrective actions of the analyst . . . are an inevitable and necessary part
of treatment. With most patients they are employed in minimal, quite subtle,
and unobtrusive ways. With some individuals, however, it may be necessary
to utilize them in a more planned and deliberate manner. Along with certain
aspects of the analyst’s behavior, including his attentive listening, his
benevolent neutrality, his honesty, reliability, and analytic tact, the intuitive
“corrective” moves that he makes as he attunes himself to certain needs of
the patient have the effect of offering the patient a unique object
relationship, one that is different from others he has known. To the extent
that the patient can experience the relationship as it is offered, internalization
of “corrective” attitudes, values, behaviors, and self-representations take
place. Over time these affect both ego and superego and play a not

unimportant role in producing changes in these structures. (453)

Put this way, Jacobs’s rendering of Alexander’s ideas will resonate very
acceptably with many present-day analysts and certainly comes close, if not to Gill’s
(1954) quite precise redefinition of the true corrective emotional experience, at least
to Stone’s (1961) overall perspectives on the nature of the psychoanalytic situation
and of the psychoanalytic process that occurs within it. The question persists,
however, whether this intervening history of consideration and reconsideration
warrants a specific revival of Alexander’s language, with all the meanings he gave to
it. In my own historical overview, included in that same 1990 issue of Psychoanalytic
Inquiry, my conclusion was in the negative. Despite the various expressions of
concern with affective relationship factors as major components of analytic

understanding in the almost fifty years since Alexander’s first writings in this area, it
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would be neither necessary nor particularly useful to reconsider the corrective
emotional experience in Alexander’s language and with his meanings and restore it to

the psychoanalytic scheme of things.

Arnold Modell (1988b) set his ideas about the therapeutic action of
psychoanalysis squarely in relation to his reading of Alexander’s conception of the
corrective emotional experience: “The theory of therapeutic action of psychoanalysis
that I am proposing can be placed under the heading of a ‘corrective emotional
experience.” There is hope that this much maligned term may be undergoing a
rehabilitation, but it should be clear that this term does not mean that the analyst
subverts the analytic process by assuming a role different from that of the patient’s
archaic objects. This emotional reliving is not to be taken as a naive correction that
psychoanalysis works simply by providing a corrective gratification that repairs a
developmental deficit” (237-38). Both implied and explicit in this article is a view of
the refurbished conception of the corrective emotional experience quite clearly in fine
with the redefinitions of Stone and Gill. This redefinition, of course, again runs the

risk that different meanings may adhere to the same phrase.

For my part, I still feel it best to accord the concept the meaning Alexander gave
it and to see it in the same light that Gill (1954), Rangell (1954b), Stone (1961), and a
host of others did: as a specifically psychotherapeutic rather than psychoanalytic
concept, a technical maneuver possibly justifiable and even indicated in specific
clinical circumstances, albeit always difficult to pinpoint and chancy in its effect. I

would, however, add two caveats. The boundaries between what is psychoanalytic
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and what is psychotherapeutic are far from clear and fixed for all time; both
enterprises have changed significantly over time as our understandings of both have
grown. And, of course, psychoanalytic psychotherapy is neither more nor less
honorable or effective than psychoanalysis proper. The basis for both these caveats
has been developed elsewhere (Wallerstein 1986a, 1988b, 1989a) and will, of course,

be in evidence throughout this book.

Clearly, however, Alexander and his co-workers had a major impact on the
psychoanalytic world, and related ideas can be traced in many important
developments since. To illustrate that one can hardly take a position on the theory of
psychoanalytic technique nowadays without some reference to Alexander, I will
mention only Veikko Tahka’s Mind and Its Treatment: A Psychoanalytic Approach
(1993), essentially a developmental and hierarchical organization of the principles of
therapeutic intervention in relation to the psychopathological spectrum of illness,

somewhat related to the more familiar writings of John Gedo and of Hans Loewald.

Tahka’s contribution to the issues of this book will be discussed in detail in
chapter 18. Here I want to call attention to his perceived need to compare his ideas

with Alexander’s. Tahka put it this way:

Provided that the analyst has received the position of a past parental object
for the patient, an obvious requirement for his becoming a new
developmental object is that he behaves in an unexpected way from the
patient’s point of view. Objects, behaving in an expected way are familiar
objects, with whom the patients, without being aware of it, expect to repeat

or continue relationships that are determined by their repressed or
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continually actualized past. The new and unexpected ways of the analyst to
approach his patients in his role or function as a new developmental object,
could be regarded as providing the patient with a corrective experience,
although not in the original Alexandrian (Alexander and French, 1946) sense
of the term. Unlike the latter, the analyst’s becoming a new developmental
object for the patient has nothing to do with purposeful role-playing,
regarded as opposite to the patient’s prevailing transference expectations.
Instead, the analyst’s approach as a new object is, or ought to be, based on
his empathic and/or complementary recognition of the patient’s frustrated
and arrested developmental needs and potentials, that are present alongside
of the repetition and continuation of his failed developmental interactions in

the analytic relationship. (231)
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II The Eras of Consensus and of
Fragmentation
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5 The Crystallization of the Majority
Consensus: 1954

The emerging consensus within the American psychoanalytic world on what
constituted psychoanalysis proper, what constituted the array of varyingly supportive
and varyingly expressive psychoanalytic psychotherapies, and how they were related
was crystallized, as noted, in the publication in 1954 of an issue of the Journal of the
American Psychoanalytic Association. The issue comprised a dozen papers from
three major panels, two held at meetings of the American, The Traditional
Psychoanalytic Technique and Its Variations (panel report, Zetzel 1953) and
Psychoanalysis and Dynamic Psychotherapy: Similarities and Differences (panel
report, Rangell 1954a), and one held by the New York Psychoanalytic Society, The
Widening Scope of Indications for Psychoanalysis." An important impetus for the
outpouring of contributions on this theme was the intense ferment stirred up by the
bold technical proposals of Alexander and his co-workers. These proposals were
received with reactions ranging from great enthusiasm to dismay; some believed that
they pointed the way to a more effective and also speedier psychoanalytic treatment,
others that the feared dilution of proper psychoanalysis into an amorphous

psychotherapy, all the more dangerous because it masqueraded as psychoanalysis and

! Other panels on aspects of this topic took place at other meetings of the American during this same
period but were not separately published as a group: The Essentials of Psychotherapy as Viewed by
the Psychoanalyst (panel report, English 1953), Psychoanalysis and Psychotherapy: Dynamic
Criteria for Treatment Choice (panel report, Ludwig 1954), and Psychoanalysis and Psychotherapy
(panel report, Chassell 1955).
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so could hoodwink the uninformed, was under way—a feared logical but extremely
unhappy outcome of the growing closeness in America between psychoanalysis and
psychiatry. An even stronger impetus to the publications of 1954 was the growing
controversy over the similarities and differences between psychoanalysis and
psychotherapy. Out of that controversy emerged what I have called the second era in
the relationship of psychotherapy to psychoanalysis, that of established diversity of
goals and techniques within a unity of theory, an era of converging consensus that
lasted for approximately twenty years albeit with increasing strain after its full

delineation in these manifestos of 1954.

The central controversy had to do with the most appropriate way to conceptualize
the relationship between dynamic psychotherapy and psychoanalysis. Alexander
(1956, Alexander and French 1946), Fromm-Reichmann (1950), Stanislaus Szurek
(1958), Dexter Bullard (1959), and their adherents, but altogether a distinct minority,
saw the historical trend as blurring, if not obliterating, the technical distinctions
between dynamic psychotherapy and psychoanalysis. The majority of analysts, for
whom Bibring (1954), Gill (1951, 1954), Rangell (1954b), and Stone (1951, 1954)
served as major spokesmen, advocated the full preservation of the conceptual and
operational distinctions between the two via a process of ever more adequate
clarification. The former group took two somewhat discrepant positions. The more
popular, and seen by its opponents as the more dangerous in its push toward the
dissolution of the distinctness of psychoanalysis, was that associated with Alexander

and his followers. One of Alexander’s two contributions to the panels published in
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1954 expressed the position well, calling for the total integration of psychoanalysis
into academic psychiatry and medicine: “That psychoanalytic concepts, the
theoretical knowledge of psychodynamics and neurosis formation, are necessary for
every psychiatrist is by now rather generally accepted, both by analysts and
nonanalytic psychiatrists ... psychoanalytic theory [has become] the common
property of whole psychiatry and through psychosomatic channels of the whole of
medicine” (1954b, 724). With the “absorption” of psychoanalytic theory and practice
into psychiatry, a “unification” would be accomplished, “dictated by the immanent

logic of the field” (725).

Alexander declared that this was already happening and that what kept the
situation from being more generally recognized was simply the guild interests of
organized psychoanalysis. “A sharp distinction between psychoanalytic treatment and
other methods of psychotherapy which are based on psychoanalytic observations and
theory is becoming more and more difficult, . . .” he wrote. “In their actual practice
... all psychiatrists become more and more similar, even though one may practice
pure psychoanalysis and the other psychoanalytically oriented psychotherapy” (725).
Indeed, any distinction between psychoanalysis proper and other uncovering or
expressive procedures was, he declared, only “quantitative,” and all distinctions based
on the frequency of interviews, the duration of the treatment, or the use or not of the
couch were nonvital and even “spurious” (729). For after all, “as long as the
psychological processes in the patient are the same and the personality changes

achieved by these processes are of similar nature, it is not possible to draw a sharp
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dividing line where psychoanalysis proper ends and psychoanalytically oriented
psychotherapy begins.” The only solution, therefore, “is to identify as

‘psychoanalytic’ all these related procedures which are essentially based on the same

scientific concepts, observations and technical principles” (730-31, italics added).

In this connection Alexander added the battle cry of flexibility as opposed to the
rigidity of his opponents: “It should be emphasized that to use psychoanalytic
principles in a more flexible way does not require less but more knowledge” (731).
Weigert (1954), in her contribution to these panels, made flexibility her central
theme: “Any rigidity, any automatization of attitude or procedure can become a
defense against intuitive insight and block the passage from the unconscious to the
conscious processes of the analyst” (702-03). After quoting Fenichel that “everything
is permissible, if only one knows why,” she added, “Fixation of rules is a danger for a

science that has set liberation from compulsion as an essential goal” (710).

(195

“The only realistic distinction,” Alexander insisted, “is ...that between
primarily supportive and primarily expressive methods” (730, italics added), thus
collapsing all of expressive psychotherapy and psychoanalysis into a single category
of psychoanalytic (i.e., expressive) therapy. Alexander then adumbrated the
specifically supportive therapeutic techniques: gratification of dependent needs,
abreaction with reduction of emotional stresses, intellectual guidance through
objective review of stressful pressures, aiding of the ego’s neurotic defenses when the
patient is unable to deal with the unconscious material, and manipulating of the life

situation when the patient is unable to cope with life circumstance (728). This list was
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actually quite similar to Knight’s (1952) (presented in chapter 3), though it was
conceptually more distinct. On the other side of the dichotomy Alexander placed all
expressive approaches, psychoanalysis included, which he declared varied only in
quantitative and not in critical parameters. In his definitive presentation of his views
on all the issues of psychoanalysis and psychotherapy, Alexander (1956, 152-61)
restated every one of the propositions from his panel presentation in practically the

identical language.

Fromm-Reichmann (1950, 1954; Bullard 1959) on the other hand, took the
somewhat different position that the psychoanalytic treatment of the borderline and
even the blatantly psychotic required not just major modifications of technique (with
which all would agree) but also systematic revision, or rather conversion, of the
theory of classical psychoanalysis into the more modem “interpersonal theory,” or
“dynamically oriented psychiatric theory” (173) based on the interpersonal
conceptions of Harry Stack Sullivan. Fromm-Reichmann’s conceptual development
was stepwise a seemingly logical one. She started with the patients she treated at the
Chestnut Lodge Sanatorium, primarily the hospitalized overtly schizophrenic. She
stoutly (and rightly) took issue with two major articles of faith that had stood in the
way of a therapeutic approach to schizophrenics: the preanalytic notion that their
mental manifestations were meaningless and could not be understood and the analytic
notion, stemming from Freud’s paper “On Narcissism” (1914c¢), with its statement of
the narcissistic origin of the schizophrenic disorder, that a workable therapeutic

relationship could not be effected with the schizophrenic.

137



In the most convincing—and inspiring—passages in her book, Fromm-
Reichmann demonstrated both her understanding of her psychotic patients and her
capacity to work effectively with them by means of a technique drastically modified
from that which originated in a quiet Vienna consulting room with inhibited neurotic
patients. Most of the external accoutrements of the analytic method, like the couch
and the call for free associations, simply had to be dispensed with, and in this most of
the psychoanalytic world would certainly concur. But here Fromm-Reichmann called
on new theory, as if necessary to bolster new, or modified, technique. She first
defended the thesis that even treatment so modified is still psychoanalysis, calling on
Freud’s well-known dictum that “every science and therapy that accepts his teachings
about the unconscious, about transference and resistance, and about infantile sexuality
may be called psychoanalysis. According to this definition, we believe that we are
practicing psychoanalysis with our schizophrenic patients” (1959, 126). But then
Fromm-Reichmann not only declared that traditional psychoanalysis and her brand of
psychoanalytic psychotherapy were almost indistinguishable on a merely quantitative
continuum but also undertook to systematically redefine psychoanalysis as theory,
now in Sullivanian terms. Dynamic psychiatry, she claimed, is nothing but the art and
science of interpersonal relationships. And within this framework, classical libido
theory, anchored in the biological rooting of the drives, was replaced by interpersonal
developmental theory; the concepts of the dynamic unconscious and the ego as the
executor of compromise formations that mediated the conflicting pressures of id,

superego, and outer reality were replaced by an ego concerned with security
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operations that warded off the anxieties consequent to threatening and dysphoric

interpersonal relations.

In effect, Fromm-Reichmann had, in a sequence of steps, starkly modified
standard psychoanalytic technique to make it applicable to the requirements of the
most grossly disturbed patients, the flagrantly schizophrenic; called the new technical
procedures (in which only the rationale of understanding was recognizably
psychoanalytic in its original sense) still the same psychoanalysis; altered the theory
from the classical (American) ego-psychological paradigm to the Sullivanian
interpersonal system, which she believed was conceptually more directly congenial to
the psychological phenomena encountered with her schizophrenic patients; and even
declared this severely modified analytic therapy based now on Sullivanian principles
the treatment of choice not only with hospitalized schizophrenics but also with
neurotics in the outpatient, private practice consulting room. Like Alexander, she
argued that psychoanalysis and psychoanalytically based psychotherapy had become
indistinguishably close on a merely quantitative continuum, but in Fromm-
Reichmann’s case with a transformed theory, and with psychoanalysis assimilated to
the new interpersonal theory of dynamic psychiatry rather than, as with Alexander,
with psychoanalytic psychotherapy assimilated to psychoanalysis. For both of these
contributors, coming from opposite directions, the distinctions between
psychoanalysis and psychoanalytic psychotherapy had indeed been blurred, if not yet

entirely obliterated.

Like Alexander’s, Fromm-Reichmann’s views were specifically countered in the
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1954 panel debates. Gill, for example, in a critique directed primarily at the technical
issues, called Fromm-Reichmann’s movement a “regrettable development ... from
the direction of intensive psychotherapy with deformed ego structures, with the
modifications in technique necessary in that field unjustifiably generalized back into
the psychoanalytic treatment of the neurosis. ... Reasoning correctly that regression
should be avoided if possible in these severely distorted egos, she cautions against
free association, recumbency, and similar measures. But then she proceeds to argue
that such measures are likewise not necessary in psychoanalysis but only waste time.
I think this can only mean that she does not see the need for regression in the analytic

situation when dealing with the relatively strong ego” (1954, 794-95, italics added).

In a critique directed primarily at the theoretical issues, Rangell pointed to
Fromm-Reichmann’s shift to the interpersonal theory of dynamic psychiatry as a
basically different conception of the genesis of mental illness. His own view, he said,
“differs from this position, holding instead that both technical approaches [classical
psychoanalysis and dynamic psychiatry] must rest on a single, we hope correct,
estimation of psychodynamics and pathogenesis. A piece of hysteria does not have a
different origin depending on which form of treatment is selected to combat it”
(1954b, 738). This is in direct line, of course, with the earlier quotation from
Fenichel, “There are many ways to treat neuroses but there is only one way to
understand them” (1945, 554). Stone, in his impromptu comments on this same panel
(Rangell 1954a), similarly said that Fromm-Reichmann “had applied the question of

similarities and differences to a comparison between classical psychoanalysis and
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what is apparently regarded as an equivalent or alternative system of dynamic
psychotherapy, rather than to the distinction between psychoanalysis proper and the

methods based on it or derived from it” (155).

It is clear from these comments that both Rangell and Stone saw Fromm-
Reichmann as operating with two theoretical systems, the interpersonal for the
psychotic and the classically psychoanalytic for the neurotic. My reading of her work,
however, is that she had shifted her entire understanding from the theoretical system
of classical ego psychology to the interpersonal Sullivanian system. The confusion I
think may stem from the fact that there are passages in Fromm-Reichmann’s book
(1950) and selected papers (Bullard 1959) that can be read in either way. All could
readily agree, however, with Bernard Bandler’s impromptu remarks at the same panel
(Rangell 1954a) that Fromm-Reichmann ‘“generalized her work with psychotics to

extend it to the entire psychoanalytic framework” (159).

Both Alexander’s and Fromm-Reichmann’s views had considerable popular
appeal at the time, though they were also the distinct minority and deviant
perspectives within the dominant ego psychological paradigm. Since then, the
Alexander conceptions have essentially dropped out of psychoanalytic discourse as
such, though his focused attention on the affective factors in the psychoanalytic
relationship has indeed influenced many subsequent developments. The notion itself
is one that all subsequent contributors in this area have had to come to terms with, if
only to deny or affirm similarities and/or differences. Fromm-Reichmann’s views

(rather, her techniques) have survived more directly but essentially within a group of
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colleagues and their students working in the arena in which these ideas originally
grew, the (modified) psychoanalytic psychotherapy of the severely psychotic, usually
in institutional settings. Because her major influence seemed confined to that special
arena, it was perceived as a lesser threat to the overall structure of psychoanalysis and

was less intensely attacked.

By contrast to Alexander and Fromm-Reichmann, those, actually the dominant
psychoanalytic majority, who strove to maintain and sharpen the distinctions among
the range of psychoanalytically based psychotherapies, including psychoanalysis,
aimed in their differential treatment planning to select the therapeutic modality that
best fit the psychological structure of the individual patient, in terms of the more or
less “classical” or current indications, recognizing that even classical indications shift
slowly with accumulating clinical experience and changing theory and technique.
This, of course, was the opposite of the position taken by those who would blur these
distinctions, in effect collapsing all psychoanalytic treatment modalities into the
position that good psychotherapy is all analytic or is all analysis, and then pushing the
logical limits of this “analysis” to its utmost extension—to cases of marginal or
experimental indication. On one level, this can be conceptualized as a concern with
the limits of applicability of a particular treatment method as against the choice of the

most appropriate treatment method for each patient.

The initial problem for those who sought to sharpen the distinctions among the
various psychoanalytically grounded therapies was, of course, definitional. Rangell

(1954b) put this as follows: “That this investigation is not focusing on an already
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settled problem is attested to by the experiences of the Committee on Evaluation of
Psychoanalytic Therapy, set up with the American Psychoanalytic Association in
1947. In the years of its work since then, this Committee was never able to pass the
initial and vexatious point of trying to arrive at some modicum of agreement as to
exactly what constitutes psychoanalysis, psychoanalytic psychotherapy, and possibly
transitional forms” (734). Actually, Gill, Rangel], and Stone all sought to begin with a
definitional statement for psychoanalysis, the parent therapy. Gill’s statement was
most succinct and came to enjoy the widest currency: “Psychoanalysis is that
technique which, employed by a neutral analyst, results in the development of a
regressive transference neurosis and the ultimate resolution of this neurosis by

techniques of interpretation alone” (1954, 775).2

This definition (and the others cited from the same group of panels)
circumscribes psychoanalysis far more precisely than Freud’s (1914b) definition,
which stated that any therapy that recognizes the two facts of transference and
resistance and takes them as the starting point of its work can call itself

psychoanalysis, and is totally consistent with Gill’s earlier (1951) modification of

2 Rangell’s definition, though wordier, was in substance almost identical: “Psychoanalysis is a
method of therapy whereby conditions are brought about favorable for the development of a
transference neurosis, in which the past is restored in the present, in order that, through a systematic
interpretative attack on the resistances which oppose it, there occurs a resolution of that neurosis
(transference and infantile) fo the end of bringing about structural changes in the mental apparatus
of the patient to make the latter capable of optimum adaptation of life” (1954b, 739-40).

Stone’s definitional statement was characteristically less formally precise than either Gill’s or
Rangell’s but covered the same ground: “I would think that the mobilization of as full and
undistorted a transference neurosis as may be possible, and its ultimate dissolution (or
minimization) by interpretative means, would be regarded as essential to a genuinely analytic
outcome” (1954, 574).
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Freud’s 1914 definition, cited in chapter 3, which had distinguished between
psychoanalysis which analyzes transference and resistance, and psychoanalytic
psychotherapy which recognizes transference and resistance and utilizes this
recognition in the therapy. In that paper, Gill, following Knight, made the point that
the “gross major decision is whether the defenses of the ego are to be strengthened or
broken through as a preliminary toward a reintegration of the ego” (63). In 1954, he
reiterated that “methods of psychotherapy ... are primarily supportive or primarily
exploratory, with all grades in between. ... Exploratory psychotherapy may be brief
or it may be long, even longer than the usual psychoanalysis” (772). Here Gill put
aside Stone’s (1951) misleading designation of all psychotherapy other than
psychoanalysis as “brief therapy” and also indicated his interest in “grades in
between,” especially in exploratory (or expressive) psychotherapy as an entity “in
between” supportive psychotherapy and psychoanalysis on the spectrum of therapies.
A primarily supportive psychotherapy is the preferred mode for those patients too ill
for analysis (or expressive therapies), patients whose egos are not sufficiently strong
to withstand pressure—i.e., those whose failed psychic equilibrium is to be restored
by “strengthening the defenses” through the variety of supportive techniques spelled
out now by Knight, Gill, Alexander, even Stone. Gill discussed this category of
patients this way: “A major contraindication [to psychoanalysis] is the presence of
severe regressive factors or the dangers that such may develop. The instances of
rather sudden onset of psychosis shortly after beginning psychoanalysis are to be

attributed to the regressive pressure of the technique per se in a precariously balanced
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personality” (1954, 780).> These are the patients “too sick” to be amenable to
psychoanalysis. (To go forward several decades for a moment, a major current
controversy, initiated primarily by Kernberg (1975), is the degree to which borderline
patients can be treated by a “modified psychoanalysis,” a variant expressive
psychotherapy or should rather continue to be treated by a more supportive therapy as

explicitly recommended in this earlier era by Knight and Gill and others.)

A primarily expressive psychotherapy is the preferred mode for patients whose
illnesses are slight, those with acute reactive disorders, or those in transitional states,
whose egos are not so deformed (Gill) that they cannot tolerate the effort to analyze
the defenses to the extent necessary via the established methods of interpretation and
working through, leading to the requisite insights and resolutions. These patients can
be considered “too well” for psychoanalysis in the sense that they do not require or
warrant so ambitious and far-reaching, intensive and extensive, a treatment. This way
of conceptualizing the different therapeutic modes and their differential indications
puts expressive psychotherapy exactly into an intermediate position—certainly in
techniques—between supportive therapy and psychoanalysis itself. Two quotations

from Gill’s 1954 paper indicate the delicate balancing he had in mind. First, “In

3 With an eye probably to the work of Fromm-Reichmann, Gill said a little later of patients with such
weakened egos: “Freud’s early statement [on the inaccessibility of such patients] ... has been
revised. It is not that these patients do not develop a transference. Rather, that transference is florid,
wild, and fluctuating. What they are able to develop only with great difficulty is a stable object
relationship within which the transference can become a usable therapeutic instrument” (784). Here
Gill balanced his severe criticism of Fromm-Reichmann’s theoretical ventures with his
acknowledgment of the high value (and difficulty) of the clinical venture in which she, and others
like her, was engaged.

145



contrast to our analyst ..., the psychotherapist is willing to permit many
transference manifestations to remain unresolved on the one hand and on the other to
behave in ways which would make it more difficult to resolve [them] if he were to
attempt it” (784). However, “I believe we have failed to carry over into our
psychotherapy enough of the nondirective spirit of our analyses. . .. My stress on this
point arises from my feeling that discussion of therapeutic results in psychoanalysis
and psychotherapy too often views them as polar opposites, with psychoanalysis
regarded as producing structural changes, and psychotherapy as unable to produce
any significant intrapsychic change, but only altering techniques of adjustment
through transference effects and shifts in defensive techniques” (786-87). And
further: “I would raise the question ... as to whether there is not more to be said on
results and mechanisms in prolonged psychotherapy with more ambitious goals by a
relatively inactive therapist and in intensive [he means expressive] psychotherapy”

(789).

In this connection, Gill made the statement, surprising for that time, that after all,
psychoanalysis was not such a totally definitive therapeutic reconstruction as its
theory perhaps promised: “It is generally the more experienced analysts who are not
so optimistic about the sweeping character changes often hoped for from
psychoanalysis. And there is no doubt that we can still recognize our friends and
colleagues, even after they have been analyzed. In ‘Analysis Terminable and
Interminable’ [1937a], Freud wryly observes, ‘Every advance is only half as great as

it looks at first” (786-87). Given this, Gill could more readily see the similarities in
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goals, methods, and results—albeit with real differences—between psychoanalysis
and the expressive psychotherapies that he now called “intermediate types of
psychotherapy”: “This is the psychotherapy done by people analytically oriented or
trained whose goals are intermediate between rapid symptom resolution [i.e.,
supportive psychotherapy] and character change [i.e., psychoanalysis], where
techniques are in a sense intermediate—for example, relative neutrality and
inactivity; transference dealt with, though not a full regressive transference neurosis;
interpretation the principal vehicle of therapist behavior—and, I suggest, where
results are likewise intermediate” (789) “I am not suggesting that psychotherapy can
do what psychoanalysis can do; but [ am suggesting that a description of the results of
intensive [again, he means expressive] psychotherapy may be not merely in terms of
shifts of defense but also in terms of other intra-ego alterations” (793). And in his
final statement: “I have tried to say that techniques and results in psychoanalysis and
intensive, relatively non-directive psychotherapy are not the polar opposites which
they are often declared to be, and that a more positive and detailed description of
changes both in psychoanalysis and in psychotherapy which will take account of our
newer formulations in ego psychology and include descriptions in terms of
intrapsychic alterations and techniques of adaptation, will help to make this clear”
(795-96). But, of course, “the psychotherapist is willing to permit many transference
manifestations to remain unresolved ... and ... to behave in ways which would

make it more difficult to resolve if he were to attempt it” (784).

All this brings up the question of the degree of real conflict resolution that is
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possible outside of psychoanalysis proper, which at least aims at unraveling the
genetic-dynamic roots of conflict to their infantile prototypes. On this issue, Gill
(1954) said, “1 would still like to hold open the question that even though the basic
[i.e., infantile] conflict is unsolved and under sufficient stress can once again
reactivate the derivative conflicts, the derivative conflicts develop a relative degree of
autonomy, and exist in a form which allows a relatively firm resolution even under
psychotherapeutic techniques, of the more intensive and less directive form I have
described” (793). In a related way, Stone (1954) said, “In certain well-managed
psychotherapeutic situations, where many ordinary emotional needs of the patients
are met, within the limits of the physician-patient relationship, significant
pathological fragments of the transference relationship ... may separate from
integrated expression in this real professional situation, and be utilized to great and
genuine interpretive advantage by a skillful therapist” (578). Of course, the whole
possibility of a truly interpretive expressive psychotherapy that can resolve
circumscribed neurotic conflicts in individuals who do not need full psychoanalysis—
that is, a resolution of chronic and ingrained neurotic conflicts to their infantile
genetic-dynamic origins—rests on this conception of derivative conflicts that have
achieved at least a relative autonomy from their infantile sources. Needless to say,
this has always been a central issue in the debate over the possibility of a truly

definitive psychotherapy outside of psychoanalysis for any category of patient.

All this adds up to the statement that, in contrast to psychoanalysis, with its

maximalist goals in terms of fundamental conflict resolution and character
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reorganization, all other psychotherapies range in goals from the most minimal to the
increasingly more ambitious, with no agreement as to how asymptotically closely
they can approach those of psychoanalysis with different kinds of patients. Gill put it
similarly in 1954 as in 1951: “The goals of psychotherapy extend over a very wide
range. To take first the goals in psychotherapy with a relatively strong ego. The goal
may be the resolution of a crisis, assistance through a troubled period, or symptom
amelioration. ... But goals may range up to more ambitious aims in cases where
there is no pressing problem, but where psychoanalysis is impossible or not used for
external reasons ... goals are much more ambitious than in palliative psychotherapy,

and ... more important results are achieved than I believe is often admitted” (785).

A related issue was also not resolved in these debates of the early 1950s except
by argument and fiat: the degree of real distinctiveness among the various
psychoanalytic therapeutic approaches. Are supportive psychotherapy, the
“intermediate form,” expressive psychotherapy, and psychoanalysis really
qualitatively distinct, or are they crystallized nodal points along a continuum, or are
they just a (quantitatively varying) continuum, as Alexander and Fromm-Reichmann
contended?—another way of stating the blurring vs. sharpening argument at the heart

of these debates.

Gill, as 1s clear, made the sharpest conceptual distinctions. Stone,
characteristically, tempered his commitment to this distinction, already quoted, from
the free play of human relationships to the precise professional relationship between

the surgeon and his patient, with all the psychotherapies far from either pole but with
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supportive psychotherapy and psychoanalysis clearly remote from each other. Rangell
(1954) perhaps best expressed the degree of consensus achieved within the group of
those who sought to clarify and sharpen these distinctions: “The two disciplines
[psychoanalysis proper and psychoanalytic psychotherapy], at far ends of a spectrum,
are qualitatively different from each other, though there is a borderland of cases
between them. An analogous comparison can be made to the fact that conscious is
different from unconscious, even though there exists a preconscious and different
degrees of consciousness. Day is different from night, though there is dusk; and black

from white, though there is gray” (737).

Rangell’s principal contribution to the debates published in 1954 was his effort to
articulate the major similarities and differences between what he called
psychoanalysis and dynamic psychotherapy. In regard to the similarities, he stated the
obvious: both are psychological treatments influencing other human beings through
verbal discourse, and both are rational therapies built on an “identical body of
metapsychology” (737). Here he presented his sharp disagreement with Fromm-
Reichmann, who he felt modified the metapsychology into something other than what
he understood it to be. The differences, Rangell wrote, lay in technique and in goals.
As regards technique, “The crucial differentiating point relates to the role and
position of the therapist,” or the centrality of what he called “the analytic attitude™:

Let us consider that the mental apparatus exerts around it a field of magnetic

energy. In psychoanalysis, the therapist takes up his position at the periphery

of this magnetic field of his patient, not too far away so that he is useless and
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might just as well not be there, nor too close, so that he is in the field
interacting with it with his own magnetic field (he can err equally in both
directions). Immune from repulsion or attraction (at least optimally, within
the limits set by his own unconscious), he sits at the margin, like a referee in
a tennis match so that he can say to the patient, “This is what you are doing.”
... In psychotherapy, in contrast, the therapist does not sit consistently in
the seat, though he may sit there momentarily. He is, rather, generally on the
court with his patient, interacting with him, the two magnetic fields
interlocked, with the therapist’s own values, opinions, desires, and needs
more or less actively operative. Where is the line which distinguishes

activity of one type from that of the other?” (741-42)

In regard to differences in goals, Rangell again used an analogy, this one
Gitelson’s (1951) description (quoted in chapter 3) of the complicated chemical
reaction that once under way could continue to a state of final dynamic equilibrium,
but that could also be altered or interrupted by external interfering agents that would
halt the reaction at some intermediate point of relative stability: “The therapeutic
process can be looked at from this same point of view. Psychoanalysis aims at the
establishment of the reaction (transference neurosis) and the maintenance of optimum
conditions for its final complete resolution. It is not only oriented toward such a final
end point, but in contrast to psychotherapy, is potentially capable of attaining it.
Psychotherapy, on the other hand, either from necessity or from choice, introduces
the external agent and brings the reaction to an end at any intermediate point of

stability” (743).

Lest value judgments be inadvertently introduced, Rangell continued, as between
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psychoanalysis and dynamic psychotherapy, “one method is neither better nor worse
nor more or less praiseworthy than the other. There are indications and
contraindications for each” (744). Joseph Chassell put this same thought even more
strongly and in fact tipped it in the opposite-than-expected direction in another panel
(English 1953): “We keep assuming that psychotherapy is a watered-down procedure
or is bound to be pure psychoanalysis alloyed with the baser metals of suggestion,
and so on. My present thesis is that really psychodynamic psychotherapy is an
approach as strong or stronger than classical psychoanalysis, has increasingly greater
range of applicability than classical psychoanalysis, is more inclusive theoretically,
and that classical psychoanalysis may turn out to be a special procedure of limited but

significant usefulness in certain cases” (550-51).

The debates published in 1954 also included Bibring’s delineation of basic
therapeutic principles, which are intended, through differential selection and
combination, to be capable of explaining all psychoanalytic therapies, from
psychoanalysis to supportive psychotherapy, and the Leo Stone—Anna Freud

[3

discussion of the problem of the “widening scope” of psychoanalysis. Bibring’s
(1954) widely influential article delineated and defined five distinct “basic therapeutic

principles,” each with a particular goal:

1. Suggestion, the induction of mental processes in the patient, independent
(or to the exclusion) of the patient’s rational or critical thinking
2. Abreaction, emotional discharge, which, with the abandonment of Freud’s

original traumatic theory of the neuroses, had become progressively less
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salient

3. Manipulation,* a mobilization (or neutralization or redirection) of emotional
systems existing in the patient in the service of the therapy or the exposure
of the patient to novel experiences, a form of “experiential manipulation”
(close indeed to Alexander’s corrective emotional experience)

4. Insight through clarification, i.e., enhanced self-awareness, clarity, and
differentiation of self-observation in the absence of resistance (in the
technical sense), but rather received with “surprise and intellectual
satisfaction”—e.g., the presentation to the patient of mental processes
which are not conscious, but which he/she readily recognizes when
attention is called to them

5. Insight through interpretation, which is dynamically different—i.e., the
processing of conflicted unconscious material with resistance, intense ego-

involvement, and working through (747-59).

According to Bibring, all psychotherapies, even those conceptualized within
other psychological reference frames (client-centered, existential, behavioral, etc.),
could be classified by some combinations of these five central therapeutic principles,
differing in their spread, frequency, and saliency. For example, “In psychoanalysis

proper, all therapeutic principles are employed to a varying degree . .. but they form

4 Bibring explicitly disavowed the pejorative connotation of the word “manipulation” as customarily
used. He also did not include under manipulation such crude forms of intervention as advice,
guidance, and similar ways of trying to run a patient’s life.
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a hierarchical structure in that insight through interpretation is the principal agent and
all others are—theoretically and practically—subordinate to it” (762). Therefore,
“interpretation 1s the supreme agent in the hierarchy of therapeutic principles
characteristic of analysis ... all other principles ... are employed with the constant

aim of making interpretation possible and effective” (763).

By contrast, in psychotherapy, the therapist deploys “different selections and
combinations ... which imply a corresponding difference in goal ... a general trend
to shift the emphasis from insight through interpretation toward ‘experiential’
manipulation; that is, learning from experience seems to become the supreme agent
rather than insight through interpretation” (765-66). Bibring even tried to assess the
nature of Rogerian client-centered therapy in this (psychoanalytic) frame, declaring
manipulation and clarification to be the most salient of the five therapeutic principles
in that therapy, with the goal of establishing “a realistic, objective perspective to
oneself and to the environment, in an ego which is at the same time strongly
manipulated toward independence and self-reliance” (767). Bibring’s classification

continues in active use today.’

5 Valenstein (1979) in an assessment of Bibring’s contribution a quarter-century later stated that
Bibring “was establishing that there might be a legitimate adaptation of psychoanalysis for the
elaboration of a whole range of dynamic psychotherapies extending from those close to
psychoanalysis, which aim at insight predominantly through interpretive methods, to those which
perhaps necessarily depend upon interpersonal experiential methods for those conditions, including
borderlines . .. for whom interpretation and insight is only limitedly effective” (118). On this point,
Bibring (1954) had called attention to “the shift in emphasis from insight through interpretation to
experiential manipulation. It seems to have become a common trend in various methods of dynamic
psychotherapies. Alexander and French’s statements may serve as illustrations of this shift. ‘Insight
is frequently the result of emotional adjustment and not the cause of it.” And, ‘the role of insight is
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In his almost equally influential contribution on “the widening scope of
indications for psychoanalysis,” Stone (1954) wrote, “One might say that in the last
decade or two, at least in the United States, any illness or problem which has a
significant emotional component in its etiology has become at least a possible
indication for psychoanalysis ... scarcely any human problem admits of solution
other than psychoanalysis. ... Hopeless or grave reality situations, lack of talent or
ability (usually regarded as ‘inhibition’), lack of an adequate philosophy of life, or
almost any chronic physical illness may be brought to psychoanalysis for cure” (568).
So may the most trivial disorders: “If the personality illness were judged really
slight... I would regard the indications for psychoanalysis as very seriously in doubt.
For psychoanalysis represents a tremendous investment of many complicated
elements by two people; it should not be invoked for trivial reasons” (570). Stone was
thus warily skeptical of this widening trend, albeit also cautiously receptive. It is,
again, the argument over extending the applicability of the true (or best) therapy to its
possible limits against fitting differentiated treatment approaches to the nature and

needs of the patient.

Stone’s final assessment on this issue was as follows: “If one reads the
indications [for psychoanalysis] as given by a reasonably conservative authority like
Fenichel, it soon appears that practically every psychogenic nosological category can

be treated psychoanalytically, under good conditions, although—obviously—they

overrated’ ” (768).
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vary extremely in availability and prognosis” (591). And finally, “the scope of
psychoanalytic therapy has widened from the transference psychoneurosis, to include
practically all psychogenic nosologic categories. The transference neuroses and
character disorders of equivalent degree of psychopathology remain the optimum
general indications for the classical method. While the difficulties increase and the
expectations of success diminish in a general way as the nosological periphery is

approached, there is no absolute barrier” (593).

Anna Freud (1954), in her discussion, though expressing herself as being in
profound agreement with Stone’s paper almost in its entirety, nonetheless singled out
his guarded and even skeptical reception of the trend toward a widening scope,
indicating that her own predilections ran counter to such receptive sentiments. She

said,

For years now, our most experienced and finest analysts have concentrated
their efforts on opening up new fields for the application of analysis by
making the psychotic disorders, the severe depressions, the borderline cases,
addictions, perversions, delinquency, etc., amenable to treatment. I have no
wish to underestimate the resulting benefits to patients, nor the resulting
considerable gains to analysis as a therapy and science. But I regret
sometimes that so much interest and effort has been withdrawn from the
hysteric, phobic and compulsive disorders, leaving their treatment to the
beginners or the less knowledgeable and adventurous analytic practitioners.
If all the skill, knowledge and pioneering effort which was spent on
widening the scope of application of psychoanalysis had been employed
instead on intensifying and improving our technique in the original field, I

cannot help but feel that, by now, we would find the treatment of the
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common neuroses child’s play, instead of struggling with this technical

problem as we have continued to do. (610)
This was truly a call for narrowing the scope of indications for psychoanalysis, a
position to which Anna Freud steadfastly adhered all her life, against all the popular

and current trends.

It is in the context of this debate in the early 1950s that a group at the Menninger
Foundation undertook a major empirical study (the Psychotherapy Research Project
[PRP]) of what changes occur with psychoanalytic and psychotherapeutic treatments
(the outcome question) and how those changes come about or are brought about (the
process question). The differential treatment indications for the range of
psychoanalytic therapies being studied was originally set forth, in the context of the

definitions and conceptualizations elaborated in the papers here reviewed, as follows:

1. Psychotherapeutic counseling [a treatment intervention that in fact was
never recommended or implemented with any of the forty-two patients
who took part in the research study] is indicated when an individual with a
basically healthy personality reacts in an unhealthy way to a life problem
largely because of not perceiving or knowing the facts needed for the
solution of a particular dilemma. . .. Counseling is appropriate in cases of
situational maladjustments; occupational misplacement ... some marital
problems. It usually requires a shorter period of treatment. . . .

2. Supportive psychotherapy is indicated for: (a) Basically healthy individuals

overwhelmed by a severe problem or anxiety so that their optimal effective
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functioning is temporarily paralyzed. ... Acute combat fatigue. ... Acute
reactive states ... states of object loss (some depressive reactions)
...some traumatic neuroses, (panic states) ... Like psychotherapeutic
counseling, this form of supportive psychotherapy is brief, (b) Chronic,
severe personality disorders with major ego-defects of several varieties
. .. principally “character disorders” with disruptive, alloplastic symptoms.
... Treatment is aimed to help them discharge their impulses in a more
socially acceptable way which will reduce their overt symptoms and
ameliorate the disruptive consequences of the symptoms. The borderline
states—those with “fragile egos” (as against “ego strength”) are another
group in this category. ... Treatment is often sought at a point of
accelerating collapse and represents an effort to stop the regression and
stabilize the individual on whatever possible level of functioning.
... Appropriate to this treatment modality are the borderline psychotic,
some overtly psychotic, plus a large group of patients who suffer from
“impulse neuroses.” Many cases of addiction and perversion likewise fall
here. . ..

3. Expressive psychotherapy is the treatment of choice for persons with the
requisite ego strength, intelligence, and tolerance for anxiety who have a
serious, but relatively circumscribed neurotic conflict. . . significant help
and change can be effected without having to uncover the infantile genetic

roots. ... Appropriate here ... are patients who fall into the categories
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“symptom neuroses,” and “character neuroses.” . . .

4. Psychoanalysis is the therapy of choice where ego strength, anxiety
tolerance, intelligence and capacity for developing insight are of requisite
degree and where the neurotic conflict is sufficiently intense and pervasive
that satisfactory resolution can only come, it is felt, through the
development of the transference neurosis and the re-creating, in
consciousness, of its prototype—the repressed infantile neurosis. As
distinct from patients treated by expressive psychotherapy, the neurotic
conflict is more pervasive and less circumscribed; and the
psychotherapeutic effort, likewise, less specifically goal-directed.

(Wallerstein et al. 1956, 252-56, italics added)

Here is the full application of the conception of dynamic psychotherapy and its
relationship to psychoanalysis that came to dominate the American psychoanalytic
scene from the 1940s into the 1960s, as elaborated in the design of a program of
empirical research devised in the early 1950s. PRP followed the treatment careers and
subsequent life careers of the forty two research patients over a thirty-year span
(1952—82). Its final clinical accounting was written up in my book Forty-Two Lives

in Treatment: A Study of Psychoanalysis and Psychotherapy (1986).
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6 The Persisting Influence of the
Formulations of 1954

Following the crystallizing consensus achieved in the publications of 1954, there
was substantial agreement—at first very solidly but later on with increasing
uncertainty and erosion—on the differential indications (and contraindications) for
each of the therapeutic approaches, the goals to be striven for, the techniques most
appropriate to the different nosologic categories of patient, and the expectable results
in terms of the maximal reach of each of the differentiated therapeutic approaches.
Despite the conception of the widening scope of psychoanalysis, the prevailing mood
was that the treatment should be fitted to the clinical exigencies and needs of the
patients, contrary to the stance in Freud’s day, when proper psychoanalysis had been
conceived as the only scientific and truly etiologic treatment approach, to which the
patients should be fitted if at all possible. The focus on adapting the treatment to the
patient brought with it an emphasis on careful clinical assessment and treatment
planning, at least in some clinical centers (notably the Menninger Clinic and the
Austen Riggs Center), and the development, by David Rapaport (1945, 1946) and
others, of the psychological projective test battery as an aid to those tasks. This,
again, was in contrast with practice in Freud’s day, when characteristically there was
a two-to three-week “trial analysis” to determine the patient’s amenability to the only

therapy the analyst at that time felt equipped to carry out.

The 1950s and 1960s also represented the high-water mark of enthusiasm for the
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far-reaching goals that all therapies, but centrally psychoanalysis, were confidently
expected to reach.' Despite the relative neglect of Ferenczi’s writings during this
period and the quite overwhelming rejection of the technical innovations he had
pioneered, the era was nonetheless caught up in his ebullient therapeutic optimism (as
against Freud’s more sober realism) and in his conviction that every patient was
reachable and treatable if only one could devise the proper therapeutic approach.
Freud, on the other hand, was from the start as mindful of the limitations of
psychoanalysis as of its possibilities. This is usually thought of in connection with his
last great clinical paper, “Analysis Terminable and Interminable” (1937a), in which
he spelled out the three major factors that he felt importantly affected the outcomes
potentially achievable in any analytic treatment: the severity of the traumata
experienced by the patient, the constitutional strength of the instinctual pressures, and
the enduring deformations of the ego resulting from the particular interactions of
experiential and maturational vicissitudes. He then ended the paper with a
consideration of what he felt to be the biological bedrock that ultimately limited the
individual’s ability to surmount the constraints our biology imposed on our

psychology: penis-envy in the woman, the repudiation of femininity in the man. It is

1 T wrote two survey papers on this issue: “The Goals of Psychoanalysis: A Survey of Analytic
Viewpoints” (1965), in the heyday of the hegemony in America of the ego-psychology meta-
psychological paradigm and, within that, of the 1954 consensus on the clearly differentiated nature
of the psychoanalytic therapeutic approaches; and, a quarter-century later, an update and revision of
these views, “The Goals of Psychoanalysis Reconsidered” (1992b), in light of the theoretical
advances and clinical and empirical research experience during the intervening period and the
vastly altered current climate on these issues. See also in this connection, Weinshel, “How Wide Is
the Widening Scope of Psychoanalysis and How Solid Is Its Structural Model? Some Concerns and
Observations” (1990a).
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less often remarked that Freud had this same modest approach to the therapeutic
possibilities of psychoanalysis at the very start of his therapeutic career, as expressed
in Studies on Hysteria (Freud and Breuer 1893-95), in which he addressed the
patient: “But you will be able to convince yourself that much will be gained if we
succeed in transforming your hysterical misery into common unhappiness” (305).
Actually, what was new in “Analysis Terminable and Interminable” was not the
impression of realistic pessimism of Freud’s final (1937a) assessment of the
therapeutic potential of psychoanalysis or his emphasis on the difficulties of the
procedure and the obstacles in its way but, rather, his new skepticism about the power
of even the most successful of analytic outcomes to truly safeguard the individual, in
the face of sufficiently adverse Life circumstance, against a future outbreak of

neurosis, either a differently constituted neurosis or the return of the old one.

It was Glover who most closely followed Freud, even during this optimistic era
after World War II, in calling attention to the limitations of psychoanalytic cure. In
“The Indications for Psycho-Analysis” (1954), he listed three main categories of
patients with whom one could apply the analytic method: (1) those he declared flatly
to be “accessible”—the anxiety hysterics (phobic illness), conversion hysterics,
reactive depressions, and “equivalent” sexual disorders and character neuroses. With

these, there was a “reasonable expectation of cure.”

The “moderately accessible,” including the obsessionals and some perversions,
alcoholics, and drug-addicted. With these, one could look forward to “substantial

improvement but with no certainty of cure.” And (3) the “intractable or only slightly
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accessible,” those with “wider or deeper ego disorders,” such as the endogenous
depressions, severe alcoholics, paranoids, hysterics with a psychotic substructure,
psychotic characters, and psychopaths. With these the best prospects were for only
“mild betterment.” For Glover this outcome might be worthwhile since he was
convinced (along with Freud and Jones) that psychoanalysis was the only properly
scientific psychotherapy available and that it therefore should be tried even in such
refractory instances; nothing else could offer even that much hope (399—400).
Glover concluded about this, “Therapeutic failure is an honourable failure which may

in course of time lead to an improvement of the therapeutic instrument” (401).”

But aside from such voices as Glover’s, the prevailing mood in the
psychoanalytic world was optimistic indeed, and the 1954 consensus was relatively
unchallenged for about two decades, at least within America. Since then, with major
efforts to extend the applicability of psychoanalysis to the narcissistic personality
disorders (Kohut 1971, 1977, 1984) and of “modified” psychoanalysis to the
borderline personality organizations (Kernberg 1975, 1976, 1980, 1984, 1992;
Kernberg et al. 1989), the consensus on indications has fallen away (see chapter 20).

Significant disagreements have emerged, depending upon the theoretical perspective

2 It was, incidentally, this conception of “heroic indications” for psychoanalysis that led the clinical
staff at the Menninger Foundation at that time, impressed with the theoretical possibilities for the
intensive psychoanalytic treatment of such sicker patients within the protective context of the
psychoanalytic sanatorium, to undertake prolonged efforts at psychoanalysis with such borderline,
addicted, and paranoid patients who, in terms of the consensus of the 1954 publications, should
more appropriately have been taken into varyingly supportive and/ or expressive face-to-face
psychotherapies. (And, parenthetically, it was from this group of so-called “heroic” indications for
psychoanalysis that most of the failed cases in that cohort of forty-two patients came.)
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within psychoanalysis to which one adheres and on one’s conception of the nature of
psychoanalytic psychotherapy and its relationship to psychoanalysis. All that will be
the subject of later chapters. Here I want only to emphasize that there is still a very
substantial body of psychoanalytic opinion that continues to support the formulations

on indications and contraindications reached during the 1950s.

David Werman (1988), for example, staunchly adhered to the clear conceptual
distinctions of psychoanalysis, expressive psychotherapy, and supportive
psychotherapy worked out in the 1950s. Writing about the indications for supportive
psychoanalytic psychotherapy in which he had a special interest, he said, “Although
many patients in the borderline group are appropriate candidates for supportive
treatment, such psychotherapy may properly be recommended for some patients in
virtually every diagnostic category, whether it be psychoneurosis, psychosis, or
organic brain syndrome. Thus, individuals who, for example, have little or no insight
into their psychological disorder, who seem unable to identify their feelings, who are
overwhelmingly dependent, who cannot regulate affect, whose motivation for change
1s minimal or nonexistent, or who routinely somaticize their conflicts may benefit
from supportive psychotherapy” (159). In 1984, even more tersely, Werman gave two
opposite indications for supportive psychotherapy: for relatively healthy individuals
overwhelmed by acute stress, and for the sicker ones who suffer chronic and profound
deficits in psychic functioning. It is unlikely that such a statement would have met

much dissension in 1954.

Jerome Oremland, with a special interest in the more expressive approaches, has
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recently (1991) proposed a new tripartite division into psychoanalysis,
psychoanalytically oriented psychotherapy, and interactive psychotherapy (roughly
approximating the traditional designations of psychoanalysis, expressive
psychotherapy, and supportive psychotherapy, but differing in ways to be discussed
in chapter 9). He sees psychoanalytically oriented psychotherapy as having a broader
range of applicability than psychoanalysis—in fact, as applicable to all patients
deemed suitable for psychoanalysis proper. He stated that he begins his therapeutic
work with all patients “in ad hoc psychoanalytically oriented psychotherapy sessions”
(125) and then decides: “For the patient who is equally suitable for either modality, I
equally favor continuing the psychoanalytically oriented psychotherapy [usually
twice weekly] or increasing frequency and beginning psychoanalysis” (127-28).
Oremland elaborated: “When the psychotherapist proceeds incrementally, patients
outside the mental health field tend to continue in psychoanalytically oriented
psychotherapy, seeing it as the more conservative choice [more economical of time,
energy, money]. Mental health professionals, on the other hand, tend to select
psychoanalysis because of the greater prestige that psychoanalysis carries within the
field itself. These tendencies, which largely are disguised transference-
countertransference imperatives, transcend the thoroughness of the interpretive
investigation of the various factors involved” (128-29). And all this is possible
because of the perceived overlap between psychoanalysis and psychoanalytically
oriented psychotherapy; the main difference is that the former puts greater emphasis

on the historical aspects of life experience and the latter on the transferential
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actualities of the dynamic interaction in the present. Except for his declared equal
willingness to employ either of these modalities with patients who are suitable
(appropriate?) for psychoanalysis, Oremland’s account is also fully in line with the

distinctions arrived at in the 1950s.

And last, Edward Weinshel (1992), who, like many others today, is much less
sure of where the dividing lines among these various therapeutic approaches should
be placed, or whether they make the same kind of sense at all in today’s
psychoanalytic world, nonetheless also undertook to spell out indications for
psychoanalytic psychotherapy vis-a-vis psychoanalysis, very much along the lines
that Stone did in 1951, not distinguishing particularly between supportive and
expressive psychotherapy. Weinshel’s list of indications for psychotherapy comprises
patients sicker than those amenable to analysis; healthier patients, including those
returning for therapeutic work after a “reasonable analysis”; older patients (over
sixty?); those precluded from analysis by reality considerations, such as money,
geography, or physical health; those who are unmotivated or who resist analysis; and
the psychosomatic (341)—a list practically indistinguishable from Stone’s of 1951.
This persistence of shared thinking about differential indications and
contraindications for varied therapeutic approaches among individuals with otherwise
differing views is but one manifestation of the impact on subsequent psychoanalytic
development of the writings of the early 1950s and especially of the 1954 publication

of the papers from the three major panels.

At this point, I want to move from the consideration of the issue of differential
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diagnosis and differential indications to a broader set of issues—via the discussion of
a sequence of books dealing specifically with psychotherapy from a psychoanalytic
viewpoint. These books clearly show how the thinking embodied in those panels and
publications of the 1950s has continued to shape a major sector of psychoanalytic
theory and practice—in the face of the conceptual and technical flux that has
otherwise come to characterize present-day psychoanalysis in its relationship to what

we understand by psychoanalytic psychotherapy.

The first in this group of books, a self-styled primer for neophyte
psychotherapists by Kenneth Mark Colby (1951), actually preceded most of the panel
debates and publications I have been discussing; it was simply a product of the same
Zeitgeist. I mention it here because of its pride of place as the first book—and for
some time the only book—from within the psychoanalytic tradition to address the
issues and the specific techniques of general psychotherapy completely apart from
psychoanalysis.” Colby distinguished psychoanalysis proper from a basically
expressive psychoanalytic psychotherapy, resting on the interpretation of transference
and resistance, and in a form to be learned by young therapists in training in
psychiatric residency and clinical psychology training programs. He also discussed

mechanisms of strengthening (as against analyzing) defenses by means of direct

3 Almost a decade earlier, Maurice Levine (1942), a psychoanalyst interested in the application of
psychoanalytic understanding to the medically ill, had published Psychotherapy in Medical
Practice. Although Levine declared that it was written for “general practitioners and medical
specialists, and for medical students, ... not... for psychiatrists or psychoanalysts, or for students
of psychiatry” (vii), it is a book on psychotherapy (within the presumed scope of the interested
medical practitioner) and not on psychiatry in general (e.g., the somatic treatment methods available
at that time).
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support, guidance, and reassurance, though he did not always make clear distinctions
among what we would see as supportive and expressive therapeutic components.
Colby’s main reiterated distinction was between psychoanalysis and other
psychotherapy: “Thus psychotherapy and psychoanalysis have a similar theory of
neurosis and treatment, but they differ quantitatively and to some extent qualitatively

in their theory, and hence practice, of technique” (9).

The fact that Colby’s book was for a number of years the only book on the theory
and practice of psychoanalytically oriented psychotherapy written specifically for
psychotherapists in training seemed to reflect a mythos that experienced analysts
know all about psychotherapy which was—for so many analysts—after all, at best but
a diluted application of analysis (echoing the position of Freud, Jones and Glover); if
it needed to be written about, it would only be for the newcomer to the field of mental
treatment. This situation was substantially remedied by the publication of Paul
Dewald’s Psychotherapy: A Dynamic Approach (1964), a book squarely about the
theory and practice of psychoanalytic psychotherapy, dichotomized into expressive
and supportive approaches in terms of the consensus of 1954 and addressed to
psychoanalysts and (other) psychotherapists alike.* (Dewald throughout employs the

term “insight-directed” in preference to “expressive,” a usage that indeed has some

4 There had been an intervening book, The Teaching and Learning of Psychotherapy (Ekstein and
Wallerstein 1954), but that book was focused specifically on the supervision process and the
(psychoanalytically understood and conceptualized) skills and attitudes that characterize it and that
could be applied (generically) to the supervision of any interpersonal helping process—in this
instance, psychoanalytic psychotherapy as taught in a psychoanalytically oriented psychiatric
hospital training program. An understanding of the nature of the psychoanalytically informed
psychotherapy process was presupposed in the writing and reading of that book.
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advantages, as indicated in chapters 10 and 11.)

The Dewald (1964) book was set explicitly within the mainstream of American
ego psychology. The first two-thirds of the book consisted of an exposition of
psychoanalysis as a theory of mental functioning and, within that, a theory of
psychopathology. It spelled out the fullest implications of the distinctions between the
expressive and supportive approaches for every aspect of psychotherapeutic work. As
Dewald put it, “the material is deliberately presented in the form of a somewhat
artificial dichotomy of supportive vs. insight-directed psychotherapy. This is being
done for pedagogic reasons, with full recognition that in the usual clinical situation

such sharp dichotomies do not always exist or persist” (xvii).

The last section of the book, “Psychotherapy,” opens with a chapter on
therapeutic strategy and goals. In relation to the now-familiar issue of strengthening
versus interpretively undoing defenses, Dewald wrote, “One of the therapist’s tasks in
supportive treatment is to survey the various defenses available to the patient and
determine which of these can most effectively be introduced, strengthened,
encouraged or reinforced” (101). By contrast, “in insight therapy, where the goal is to
make unconscious and preconscious conflicts and mental processes conscious, the
therapist gradually helps the patient reduce or give up his resistances and defenses in
order that conflicts can emerge more clearly into consciousness. This means
interpreting resistances and defenses at appropriate times.” He then summarizes as
follows: “Whereas in supportive therapy the attempt is to allay and reduce anxiety by

strengthening defenses, in insight-directed therapy it is necessary, through lowering
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of defenses, temporarily to mobilize and increase anxiety in amounts that can be
tolerated by the patient as part of the process of making unconscious material

conscious” (102).

Similarly in regard to mechanisms of conflict reduction or resolution: In
supportive therapy, “at times it may become necessary for the therapist actively to
assume certain ego functions that ordinarily the patient would carry out himself. In
this sense, the therapist temporarily takes over a surrogate-ego role, in that he may
actively make decisions for the patient, intervene in the patient’s life, arrange for
various things to be done to and for the patient, etc.”—and thereby dampen the
behavioral expressions of inner conflict. By contrast, “in insight-directed therapy, the
relationship and the therapeutic interventions are used to bring previously
unconscious conflicts to the patient’s conscious awareness in an emotionally
meaningful way. In other words, the strategy is to reestablish and recreate the earlier
conflicts which have resulted in the formation of neurotic symptoms or character

traits” (103).

And again, with regard to the issue of identifications and their therapeutic role:
“In supportive therapy, strategy involves encouraging and promoting identification
with the therapist” (104), whereas “in insight therapy, the goal is the greatest possible
degree of independent development and self-fulfillment.” In other words, “the
concept of ‘reinforcement by rewards’ involves reliance on an external authority for
motivation, control, and judgment, and as such is opposed to one of the basic goals of

insight-directed therapy, namely the development of independent judgment and
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motivation” (105). And still again, on the nature of therapeutic rapport in relation to
the transference: “In supportive therapy, the strategy is to maintain a positive
relationship based on conscious rapport, in which the conscious elements of the
relationship are emphasized, and distortions are diminished. ... Strategy in insight-
directed therapy calls for relative frustration of drive-derivatives in the treatment
situation. This will tend to enhance the development of a transference relationship in
which the conflicts may become increasingly conscious as the first step towards

definitive resolution” (106-07).

Dewald ended this chapter with a statement that encapsulates both the spirit and

the style of the entire book:

In summary, the strategy of supportive psychotherapy involves limited
goals, and the direct relief of symptoms, by focusing chiefly on current
conscious conflicts, and supporting and strengthening defensive and
adaptive ego functions in an attempt to re-establish a dynamic steady state.
Underlying unconscious conflicts and personality distortions are not
significantly altered. Insight therapy involves the attempt, in whatever
degree is possible, to resolve unconscious conflicts and to promote more
effective personality organization and development towards maturity.
Immediate symptom relief becomes secondary, in the sense that, after the
resolution of underlying conflict, there will be a shift in intrapsychic forces
which then makes the symptoms superfluous and permits the patient to give

them up. (108)

The same kind of drawing of contrasts pervades the succeeding chapters: on
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differential treatment indications;’ on the differing kinds of therapeutic contract; on
the patient’s role in the therapeutic process (“in supportive therapy, the therapist
focuses the patient’s attention primarily on conscious ego mechanisms and attitudes,
and emphasizes the role that they play in the patient’s overall adaptation. In insight-
directed treatment, on the other hand, the therapist also emphasizes and helps the
patient to become aware of the unconscious conflicts, mechanisms and methods of
adaptation, and as the patient becomes increasingly aware of these unconscious
forces, he must then attempt to put this now conscious awareness to active use” [171-
72]); on the therapist’s contrapuntal differential role and the techniques employed to
implement it; on the handling of the transference (“In supportive treatment, strategy
calls for the use of the transference as a tool for the immediate reduction of conflict
and strengthening of defenses, thereby as quickly as possible re-establishing a stable
dynamic equilibrium. In insight-directed treatment, strategy calls for the use of the
transference as a tool for the mobilization of previously unconscious conflicts, and
their ultimate conscious resolution to whatever degree possible” [219]); on the
comparably different handling of resistance, regression, and conflict; on the place of
insight and working through (“In the type of face-to-face psychotherapy discussed
here, insight generally is not achieved [except for intellectual reconstructions] to ages
more remote than the latency period” [242]—in contrast, of course, to the major

insights sought in insight-directed psychotherapy); and on the problems and manners

> And almost totally in accord with the conceptualizations of the Psychotherapy Research Project of the
Menninger Foundation. See for comparison Dewald (1964, 109-36) and Wallerstein et al. (1956,
239-62).
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of terminating (with the far-reaching and ambitious termination goals of insight-
directed psychotherapy compared with the modest goals of supportive
psychotherapy—the remission of symptoms and the reversal of decompensating or

regressive processes to a preexisting stable dynamic state).

At each point in the book, the statement is in the familiar and usually (for
heuristic purposes) overschematized form of specifying the distinct characteristics of
the supportive versus insight-directed therapeutic modes. Often the simple format and
the clear-cut distinctions seem to imply comparable clarity and separateness in the
actual hurly-burly of psychotherapeutic interactions, which is, of course, not intended.
And at times a difference in approach is categorically stated (in sharply distinct
terms) without a concomitant statement about the difficulties of translating it into
practice or, for that matter, about Zow, indeed, to translate it at all. But however much
one agrees or disagrees with the particulars of the distinctions and the
categorizations—and there is room for a wide range of individual opinions—it was
clear when it was published that this book was a major step toward fulfilling the
promise for the practice of the psychoanalytic psychotherapies created by the

publications of 1954.

Dewald also offered the first systematic effort to improve on Bibring’s (1954)
outline of the various techniques that define the place of a therapy in the spectrum of
psychoanalytically based psychotherapeutic modes. Dewald set forth a similar but
larger grouping, arranged along a logical spectrum from those implying the least

intrusive activity by the therapist to those calling for the most—recognizing, of
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course, that even the least active of the techniques listed, quiet listening, is an
intensely active process. His ordering of therapeutic techniques along this activity
spectrum was as follows: listening (including processes of empathy, transient
identification, and regression in the service of the ego), clarification, confrontation,

suggestion and/or prohibition, and active control (manipulation) (173-90).°

Toward the end of the book, there is a chapter on the conceptual relatedness of
insight-directed therapy and psychoanalysis. Here, Dewald also took his stand with
the consensus of 1954 that psychotherapy, even the most insight-directed, deals with
derivative conflicts only, does not lift infantile amnesia (the recall of genetic
conflictual material being chiefly from latency forward to adult life), does not involve
a regressive transference neurosis (called not only unnecessary but, in these
circumstances, unwise and potentially disruptive), and does not rest on adherence to
the basic rule and the free association method. At its most extensive and intensive, it
is a “segmental” approach that “helps the patient to gain insight and understanding in
the resolution of certain conflicts while leaving others deliberately untouched or
unexplored” (293). For “the strategy of psychotherapy ... involves the establishment
of a transference relationship (as opposed to a regressive transference neurosis) in
which there is an emotionally meaningful experience of the derivatives of the

infantile and early childhood conflicts, with an attempt to resolve or modify patterns

6 It can, of course, be said that Bibring’s list—suggestion, abreaction, manipulation, clarification,
interpretation—is also a logical ordering, along the dimension from the most suppressive to the
most uncovering of unconscious conflict. In any case, the dimensions laid out by the two authors
seem orthogonal to each other and clearly have different usefulness.
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of integration, structural organization, and behavior at the level of these derivative
conflicts. ... The lifting of infantile amnesia is not a goal of insight-directed therapy,
and the recall of genetic conflictual material is focused chiefly from latency and

adolescence forward towards adult life” (289).

Set in this frame, insight-directed psychotherapy “stands roughly midway on a
spectrum between supportive psychotherapy and psychoanalysis. And furthermore,
the distinctions in the strategy and tactics of insight-directed therapy as compared
with analysis are of a similar magnitude to those that distinguish insight-directed
treatment from supportive psychotherapy” (293). This i1s a major message of
Dewald’s book and further embedded it in the mainstream of the 1954 consensus

effort.’

A year before Dewald’s book, Sidney Tarachow (1963) published a work that
also sought to elucidate the nature of analytic psychotherapy by setting out its
conceptual distinctions from psychoanalysis proper. An Introduction to
Psychotherapy was aimed at psychiatric residents, therefore neophytes in
psychotherapy, but it developed a theoretically highly sophisticated albeit

idiosyncratic viewpoint toward both psychoanalysis and psychotherapy. Tarachow

7 1In a contemporaneous article, Louis Paul (1963) designated the major variants of psychoanalytic
psychotherapy as “non uncovering psychotherapy” and “insight psychotherapy.” His list of the
mechanisms of non uncovering (supportive) psychotherapy is quite comparable to the earlier
listings of Knight, Alexander, Gill, and Stone: strengthening repression (including via symptom-
muting medications), manipulating the environment, supplying general information, supplying
advice on the conduct of life, and (“hypnotic”) suggestion (akin to Glover’s [1931] “pseudo-
analytic suggestions”). He described the mechanism of insight psychotherapy (also Dewald’s phrase
for expressive psychotherapy) as twofold, first instructing and educating the patient to look within,
at his psychic interior, and then interpreting what comes into view—Ieading thus to insight.
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believed that there is “a clear theoretical and clinical difference between
psychotherapy and psychoanalysis and that this difference can be conceptualized even
for a beginner in psychotherapy” (6). Further, “the technique of psychotherapy is not
the technique of psychoanalysis, but the theory of both involves an understanding of
the same factors in therapists and patients, and in terms of the same concepts.
... Classical psychoanalytical technique is a theoretical baseline of thinking and a

springboard to the understanding of psychotherapy as a theory and technique” (4).

So far, this statement could have been made by Dewald or any of the other
writers discussed in this chapter. But Tarachow’s rendering of the conceptual and
technical distinctness of psychoanalytic psychotherapy, while broadly compatible
with Dewald’s mainstream view, was nonetheless distinctively his own and provides
a worthwhile vantage point on the conceptual struggles with these issues at the time.
Tarachow outlined his conception of the therapeutic relationship and task in both his
book (1963) and a preparatory article a year earlier (1962). In every therapy, of
whatever kind, he averred, the therapist and patient face a common basic problem,
that of object need. Each is tempted to regard and use the other as a real object,

tempted thereby toward a mutual acting out.

How then is a therapeutic—a psychoanalytic—situation created out of this real
relationship? By an act of the analyst, imposing a “therapeutic barrier” against reality.
This barrier creates a “therapeutic task” for both analyst and patient: to transform a
real situation into an “as if” situation demanding attention and comprehension. The

act that brings about this transformation is interpretation, which treats the real event,
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not as reality, but as the expression of the patient’s fantasies and as determined by his
unconscious conflicts. At this point, the therapist has made the salient choice which
(if consistently adhered to) distinguishes psychoanalysis from psychoanalytic
psychotherapy. The therapist may either join the patient in a mutual acting out of the
patient’s unconscious fantasies or he may act in such a way as to create the
therapeutic barrier by interpretation so that the patient develops (ultimately) a full-
fledged transference neurosis. Interpretation creates the condition under which each
party to the analytic situation must deprive himself of the other as a real object and
must tolerate the ensuing deprivation and its awesome loneliness. For every
interpretation of a transference wish is a deprivation (of a fantasy, a defense, a
gratification). “The principal consequence [of an interpretation],” writes Tarachow,

“is object loss. A correct interpretation is followed by a mild depression” (1962, 383).

Deprivation cannot be total, and the object hunger of the patient is satisfied (to
some necessary minimal degree) in the therapeutic alliance: “It would probably be
impossible to find any analyst who could rigorously maintain the detachment
necessary not to use the patient as an object at all. ... There is also the real
relationship. ... In fact, the reality of the analyst is a factor which keeps the
treatment going. ... The oscillation between the real and the ‘as if relationship can
actually facilitate analyses ... considered in terms of oscillation between
gratification and deprivation. ... The real relationship supplies the motivation [aside
from the stimulus of the patient’s neurotic suffering] to face the pain of the

transference deprivations. In effect, there are two concurrent relationships, the real
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and the ‘as if 7 (1962, 383). And, naturally, every analysis oscillates between the
amount of real and as if relationships it imposes, between gratification (as little as

possible) and deprivation (as much as possible).

To this model of the psychoanalytic situation Tarachow counterposed
psychotherapy, which, in the logic of his scheme, is for those sicker patients who
cannot tolerate the task of setting the other aside as a real object to the maximal
interpretive extent, who need more of the real relationship than analysis allows.
Psychotherapy, in this conceptualization, consists technically of the variety of ways
(rationally understood and undertaken according to psychoanalytic understanding) in
which the other, the therapist, can be allowed to be taken as a real object: “If it [the
relationship] is taken as real, then the symptoms and life events are also taken as real,
and both therapist and patient turn their backs on the unconscious fantasies and
anxieties.” If, contrariwise, “the real relationship is set aside, then both therapist and
patient turn toward an understanding and working through of the unconscious

fantasies” (1962, 378).

Tarachow then enunciated the three major principles, each a way of taking the
relationship with the object as real, that together characterize all psychotherapies. The
first consists of supplying the infantile object in reality, by way of the uninterpreted,
unanalyzed transference. In psychotherapy, “the patient is permitted to act out his
basic object needs as well as his infantile projections with the collusion of the
therapist, to whatever degree the latter deems necessary for purposes of treatment”

(1962, 380). The second principle is that of supplying displacement—that is, new
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symptoms and/or resistances. As Gill (1951) had done before in outlining the
techniques of supportive psychotherapy, Tarachow here built on Glover’s (1931)
paper on inexact interpretations, since he saw displacement (like inexact
interpretation) as offering a pseudoexplanation that the patient would seize on in
order to suppress the truth. Displacements could be into the uninterpreted or
incompletely interpreted transference, into new symptoms in Glover’s sense of a
benign phobia, into projection or joining the patient in a benign psychotherapeutic
paranoia that ascribes the source of difficulty to the environment or to specific people
in it, or by introjection, blaming something in the body that can then be treated

medically.

The third principle of psychotherapy is supplying stability—ego-support through
education and information, and superego-support by commands, prohibitions, and
expressions of moral values. If all this is properly done, a psychotherapeutic result is
achieved, “a rearrangement rather than a resolution of elements. . . . The transference,
repression, and resistances are dealt with in such a way that their stability is
preserved, while trying at the same time to effect whatever of the therapeutic goals
are desirable or possible” (1963, 41). To do this well, Tarachow asserted, “requires

even greater sensitivity and empathy than psychoanalysis does” (54).

Tarachow also pursued many related and subsidiary themes—for example: (1)
the application of the same (supportive) basic model to still sicker patients, those who
need to be hospitalized. Here, the whole hospitalization is conceived (in its

therapeutic, not its protective function) as a means of offering the patient an
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opportunity to act out neurotic behavioral patterns under controlled and observed
conditions that can then be used in a manner exactly analogous to the verbal exchange
in individual psychotherapy; (2) the plea to make use of the flexibility allowed by
psychotherapy in both goals and duration—from a few interviews to a lifetime of
support; (3) the clarification of the concept of support as being not simply overt
verbal reassurance, encouragement, etc., but rather the dynamically more significant
acceptance of the role of a real object and interaction with the patient and his feelings
as real; and (4) the point that in psychotherapy real and enduring change can come

about without significant interpretation, working through, and insight.

On the other hand, Tarachow was clearly at odds with a major theme of the 1954
publications and with Dewald on the implementation of the conceptualizations of
1954. Tarachow clearly distinguished between psychoanalysis, as carried out through
consistent interpretation (an austere view, moderated, however, by Tarachow’s
attention to the need for the oscillating gratification-deprivation aspects of the
therapeutic relationship), and psychotherapy, viewed as an elaborate and
sophisticated delineation of the premises and techniques of supportive
(psychoanalytic) psychotherapy. What is missing is what Gill (1954) called the
“intermediate type of psychotherapy” or what Dewald (1964) called “insight-directed
psychotherapy,” in which there is a consistent, albeit circumscribed and goal-directed,
use of interpretation (i.e., setting the other aside as object), in addition to important
components of unanalyzed transference (i.e., accepting the other as object). After all,

this form of psychotherapy is what most analytically oriented psychotherapists
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practice as much of the time as they can with as many of their patients as they
adjudge suitable, and what they feel most distinguishes them from their
nonanalytically oriented confreres. Unless this modality is sharply distinguished as an
in-between “third force,” we are in danger of reverting to the oversimplified
dichotomization of all therapies into psychoanalysis on the one hand and (nothing

but) suggestion (Freud, Jones, Glover) or education (Waelder) on the other hand.

As a side-motif to these major developments in the psychoanalytic
psychotherapy literature, I want to mention the contemporaneous efforts of Roy
Grinker, a somewhat maverick psychoanalyst, to create a variant that he called
“transactional” psychotherapy, a general psychological theory that he claimed
encompassed and transcended psychoanalysis as a theory of mental functioning.
Actually, Grinker’s approach deviated more in name than in substance from the

established principles and methods of expressive psychoanalytic psychotherapy.®

Grinker’s main theses about psychotherapy are expressed primarily in two
articles (1959,1961), both entitled “A Transactional Model for Psychotherapy.” His is
avowedly an operational approach to dynamic psychotherapy that makes the

therapeutic activity appropriate to the structural requirements and possibilities within

8 I have elsewhere (Wallerstein 1972) described in detail my understanding of Grinker’s theory of
transactionalism and its derived therapeutic application. Another variant psychoanalytic formulation
of that time, the “adaptational” perspective and technique, promulgated by Sandor Rado (1956) and
his collaborators, divided psychoanalytically based therapeutic approaches into reconstructive
methods, akin to psychoanalysis proper, except ostensibly more focused on realistic adaptation, on
the here and now in the transference, and on future orientation, and reparative methods, akin to
psychoanalytic psychotherapy, “less ambitious treatment methods that would attain limited goals in
much shorter time” (92). As with transactional therapy, this is a dated nomenclature that has not
survived into current use.
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the clinical setting, the needs of the patients being served, and the realities of trainee
and staff life within psychiatric hospitals and clinics, including factors of deployment,
turnover, and the like. The major focus of the therapeutic endeavor (as distinct from
that of psychoanalysis proper) is on current rather than remote (infantile) conflict,
what Grinker (and others) came to call primary involvement with the “here and now.”
Describing transactional psychotherapy, Grinker said, “We do not emphasize the so-
called genetic processes or the past experiences of childhood ... past experiences of
dissatisfaction. These form the neurotic core of the personality and will persist.”
Rather, “we are content to work with what the psychoanalysts call derivative conflicts
and we are not especially interested in his uncovering the so-called primary conflicts”
(1961, 207-08). This statement could be taken directly from Gill’s 1954 paper or
Dewald’s 1964 book and the rationales stated there for the reasonable resolution of
derivative conflicts, at least those that have achieved a reasonable autonomy from

their instigating sources, in exploratory or expressive psychotherapies.

In his articles, Grinker implicitly employed the same psychoanalytic theory that
he was ostensibly setting aside. Yet, he acknowledged that, “of all the theoretical
systems in psychiatry, psychoanalytic psychodynamics yields most satisfaction
because of its completeness, its sense of closure, and its analogical fit” (1961, 192)
and that therefore “the basic core of our pedagogical processes in psychiatric training
is the psychodynamics of Freudian psychoanalysis” (1959, 133). Grinker’s apparent
need to put explicit psychoanalytically based theorizing aside in describing his

transactional psychotherapy stemmed from his conviction that psychoanalysis placed
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a “heavy load of interference” on the psychotherapist by requiring him or her to
organize the data of observation into psychologically meaningful configurations. This
constraining bias operates presumably because of the central significance of
interpretation as a therapeutic change agent in psychoanalytically conceived
psychotherapies (as if any ascription of meanings could ever be totally free of theory
and a conceptual framework within which the meaning makes sense). Grinker’s
subsequent explanation in terms of the language of role theory, field theory, and
communication theory (all intermingled in the language of the general theory of
transactionalism) did not demonstrate that this was any less interfering or prejudicial.
In fact, he went on to talk of the interpretation of repetitive behavior patterns in the
here and now, of dealing with transference phenomena, the varying possible goals of
the therapy, the activity of the therapist, and the use of dreams in psychotherapy
(Wallerstein 1972, 128-30) in ways that can be read quite simply as good expressive
(psychoanalytically based) psychotherapy resting on principles derived from thinly
disguised psychoanalytic theory and appropriately extrapolating different kinds of
technical interventions for differing kinds of patients not amenable to classical
psychoanalysis. Grinker chose to call this the application of a commonsense
psychology (transactionalism) instead of the uncommon sense that is psychoanalytic

psychology, devoted to rationally comprehending the irrational.

All told, Grinker’s work can be conceived as a major effort to put the main tenets
of psychoanalytic thinking about the psychotherapeutic enterprise into a more

palatable, seemingly commonsense language for (presumably resistant or skeptical)
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psychiatric circles. Certainly Grinker was in the vanguard of the successful effort in
the 1950s and 1960s to capture the strongholds of American psychiatry for the
psychoanalytic idea. He was for many years the editor of one of the two most
influential and widely read general psychiatric journals, the Archives of General
Psychiatry, and he brought many psychoanalysts to its editorial board and many

psychoanalytically informed articles to its very large readership.

I turn now to two quite recent books specifically on psychoanalytically based
supportive psychotherapy. Werman’s The Practice of Supportive Psychotherapy
(1984) 1is clinically focused, essentially a handbook on technique; Lawrence
Rockland’s Supportive Therapy (1989) is more theoretically focused. Both books are
contemporary statements of the tripartite nature of the psychoanalytic psychotherapy
enterprise arrived at in the publications of 1954.° Both seem to have been written to
prevent the clear formulations of that era from being obscured by the evolving trends
in psychoanalytic thinking about psychoanalysis and psychoanalytic psychotherapy
over the intervening decades. Both books also accord major status and conceptual

dignity to the work of supportive psychotherapy, which is always at risk of being

9 A paper by William Offenkrantz and Arnold Tobin (1974) entitled “Psychoanalytic Psychotherapy”
was also written from this spirit of 1954 for the American Handbook of Psychiatry. It listed the
techniques of psychoanalytic psychotherapy, drawing on George Goldman (1956):

“Management of dependency needs, evaluation of emotional reactions with positive focus, objective
review of stress situations, emotional decompression [abreaction], reinforcement of ego defenses,
educative guidance, effecting changes in the life situation, modification of patient’s goals, use of
magical omnipotence, and limited use of transference interpretation.” All these worked, according
to these authors, to facilitate “covert dependency gratification and the identification [with the
therapist] that results from it” (596), leading to “symptom relief through identification” (598)—as
against psychoanalysis, which operates through the evocation and interpretive resolution of the
transference neurosis.
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denigrated as trivial or inconsequential by therapeutic tyro and seasoned expert alike,

something that “does itself,” without particular conceptualization or specification.

Werman, in the 1984 book and in papers of 1988 and 1990, first explicated the
goals of supportive psychotherapy: to “provide patients with the psychological
functions they lack” (1988, 158) by being a “benevolent, level-headed parent. .
Jlending ego” to the patient whose ego functions are inadequate to the situation. This
was, then, a “substitutive form of treatment, one that supplies the patient with those
psychological elements that he either lacks entirely or possesses insufficiently” (1984,
7-8). Supportive psychotherapy viewed in this way could fulfill three main functions
for the patients: “[It] provides them with the opportunity to air their feelings; it may
offer them a symbolic form of love through the contact with an empathic, helping
therapist; and it can help soothe angry, frightened, guilty, despairing or humiliated
feelings, when the patient is unable to do so himself’ (9). This is accomplished in a
variety of ways: “He [the therapist] will provide the opportunity for the patient to
ventilate his problems and painful feelings; he may recommend changes in the
patient’s external life . . .; he may assist the patient to clarify maladaptive patterns in
his behavior; he may use suggestions, prescribe medications, and work with family

members” (1984, 43).

The balance of the book is a rather unsystematic chronicling of various
interventions designed to accomplish these ends, with clinical illustrations covering a
wide range indeed: helping the patient limit destructive impulses, make life decisions,

and find sublimatory channels; validating his perceptions when appropriate; making
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suggestions regarding the handling of difficult relationships, manipulating the outer
reality, setting realistic limits (nonpunitively), tactfully and repeatedly confronting the
patient with the consequences of untoward behaviors, encouraging positive behaviors,
maintaining positive rapport, bypassing significant resistances, providing plausible
and reasonable explanations of behaviors, undermining grossly maladaptive defenses,
mitigating the most blatant distortions of reality, fostering healthier identifications,
including that with the therapist, softening a harsh and punitive conscience, helping
the patient avoid anxiety-triggering situations, supporting the intellectualizing and
rationalizing defenses—and many more. It is clear from this long list that a variety of
mechanisms is permissible so long as they are in the service of rational goals, clearly
(psychoanalytically) conceptualized. Further, the entire enterprise is accorded
respectful attention as a serious and worthwhile therapeutic endeavor, requiring and

warranting all our skill and experience.

Rockland (1989) conceives the goal of “psychodynamically oriented supportive
therapy” (POST) to be “improving ego functions, either directly—for example, by
strengthening reality testing or the ability to delay gratification—or indirectly, by
decreasing the strain on the ego from the id, superego, and external reality. All this is
in the service of promoting better adaptation to both inner and outer worlds” (6-7).
POST is distinguished from the general support inherent in all effective
psychotherapy by the specific formulation and then implementation through selected
techniques of the infent to support, via the specific enhancement of ego functioning.

This is accomplished by a variety of strategies: being a “real” figure, keeping the
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therapeutic focus on the conscious and preconscious productions of the patient,
maintaining a benignly positive transference through interpretive undermining of
negative or erotized transference elements, and encouraging adaptive defenses while
counteracting maladaptive ones (81-83). These strategies are then said to be
implemented by the same bewildering variety of interventions that Werman had

catalogued (84-97).

The last part of Rockland’s book is devoted to his conception of how supportive
treatment works, discussing the nonspecific effects of all psychotherapies (with
references to Jerome Frank’s seminal book of 1961 on this subject):'® dependence on
unanalyzed positive transferences, selective reliance on unanalyzed negative
transferences, the provision of “corrective emotional experiences” (more in Gill’s
1954, sense), the fostering of identifications with the therapist, the establishment of
positive feedback loops and the disruption of negative ones, and the consequent
overall strengthening of ego functions. Neither of these books broke new conceptual
ground but both represent important reminders that the spirit of ‘54 is alive and well

in American psychoanalysis today."’

10 For an extended review and critique of Frank’s book—a major nonpsychoanalytic effort to
explicate the common characteristics of all successful psychotherapies as well as their relationship
to cognate efforts at interpersonal influence, from shamanistic rites to political brainwashing—see
Wallerstein 1966.

" This is not, of course, without controversy. Friedman (1988), in his vast and ambitious book The
Anatomy of Psychotherapy seems to go out of his way to denigrate and trivialize supportive
psychotherapy. He said, for example, “Anyone can just accept a fixed role. That is probably the best
definition of ‘supportive therapy.” At that point the therapist might more accurately consider
himself a counselor, an advisor, or friend. He is no longer pursuing the goal of psychotherapy,
although the patient may experience a therapy fortuitously related to the therapist’s efforts” (534).
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I end this chapter with a tabular summary of the results of ongoing efforts by a
San Francisco research group to formulate a logical and comprehensive ordering of
supportive psychotherapeutic interventions, extending some aspects of the
Psychotherapy Research Project of the Menninger Foundation (Wallerstein, unpubl.

ms.d):

L. “Utilizing” rather than “analyzing” defenses
A. Actions
1. gratification of needs
2. encouragement of adaptive defensive configurations (and
discouragement of maladaptive ones) (Gill 1951)
3. avoidance of undermining vital defenses (Gill 1951)
4. incomplete interpretation in the service of more effective
repression (Gill 1951)
B. Mechanisms
1. transference cure
2. “anti-transference cure” (Wallerstein 1986a, 439-51)
3. collusive bargain (Wallerstein 1986a, 476-89)
4. displacement of neurosis into the treatment situation
(Wallerstein 1986a, 432-39)
II. Manipulation of intratreatment situation with “learning from
experience” (Bibring 1954) and bolstering self-esteem
A. “Corrective emotional experience” (in Gill’s, 1954, sense; also
Wallerstein 1986a, 451-58)
B. Use of indicated parameters (Eissler 1953)—but not necessarily to
be eliminated
C. Fostering identifications with the therapist

1. advice and guidance
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2. educational measures (Wallerstein 1986a, 458-66)
3. buttressing reality testing (Wallerstein 1986a, pp. 458-66)

4. “corrective emotional experience” (in Alexander’s sense)

III.  Manipulation of external life situation

A.
B.
C.

E.
F.

Provision of protected and nurturant life setting

Planned and prescribed daily regimen

Disengagement from noxious life situation (Wallerstein 1986a,
466-76)

Maintaining engagement in needed life situation (Wallerstein
1986a, 466-76)

Limit setting

Altering interactions with, or attitudes of, significant others

IV.  Concomitant prescription of psychoactive drugs

The administration of drugs always carries a variety of psychological meanings

specific to the particular patients and their characteristic transference expectations,

fears, and wishes. These various meanings—for example, gratification, avoidance,

encouragement, a corrective emotional experience—can place drug administration

under a variety of relevant headings in the above listing.
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7 Kurt Eissler and Parameters:
“Classical” Technique and Freud’s
Actual Technique

A year before the 1954 publications that sought to clarify the dimensions of
psychoanalysis as therapy vis-a-vis the psychoanalytically based psychotherapies
derived from it, Kurt Eissler published a paper attempting to define psychoanalysis as
distinct from all its cousins and imitators. Eissler’s paper could be, and was, widely
read as the establishment response to the major deviations proposed by Alexander in
understanding the nature of the psychoanalytic enterprise and how it brought about
desired changes. Eissler had already (1950) published a detailed critique of the work
of Alexander and his colleagues, which he dubbed a “magical therapy” in contrast to

proper psychoanalysis, a “rational therapy.”

In his 1953 article, Eissler focused explicitly on psychoanalysis as a therapy
without direct reference to Alexander’s work. His argument was straightforward. He
began by restating the basic model of psychoanalysis as he felt it had originated with
Freud: the central tool is interpretation and working through, and the central goal is
insight and consequent change based on insight. “In the ideal case,” he wrote, “the
analyst’s activity is limited to interpretation; no other tool becomes necessary” (108),
though he did allow room for an ancillary tool, usually taken for granted: the
judicious asking of appropriate questions to facilitate the flow of associations and
thereby to help furnish the data for interpretations. Eissler felt that this basic model

could be achieved with relative ease in classic cases of hysteria with Freud’s
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“hypothetically normal ego.”

However, in the treatment of the phobic, analytic progress would sometimes
come to a halt. Then, “a new technical tool becomes necessary. As is well known, this

new tool is advice or command” (110), and it is this deviation from the basic model
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technique that Eissler designated a “parameter.”” Eissler’s reference—"as is well

known”—was to Freud, for it was he who had first identified and proposed such

deviations. For example, in “Lines of Advance” (1919), Freud stated,

Our technique grew up in the treatment of hysteria and is still directed
principally to the cure of that affection. But the phobias have already made it
necessary to go beyond our former limits. One can hardly master a phobia if
one waits till the patient lets the analysis influence him to give it up. He will
never in that case bring into the analysis the material indispensable for a
convincing resolution of the phobia. One must proceed differently. Take the
example of agoraphobia. ... One succeeds only when one can induce them
by the influence of the analysis ... to go into the street and to struggle with
their anxiety while they make the attempt. One starts, therefore, by
moderating the phobia so far; and it is only when that has been achieved at
the physician’s demand that the associations and memories come into the

patient’s mind which enable the phobia to be resolved. (165-66).
In the same paper, Freud alluded to his other well-known parameter, often
required, he felt, in dealing with obsessive-compulsives: “Their analysis is always in

danger of bringing to light a great deal and changing nothing. I think there is little

' This is, of course, a misuse of the word “parameter,” which means limits or dimensions, but so
influential and persuasive was Eissler’s article that this particular usage of the word has persisted
unaltered in the psychoanalytic literature ever since.
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doubt that here the correct technique can only be to wait until the treatment itself has
become a compulsion, and then with this counter-compulsion forcibly to suppress the
compulsion of the disease” (166). The “counter-compulsion” Freud alluded to he
made explicit in his report on the Wolf-Man case (1918). When the Wolf Man’s
analysis seemed to be bogged down, he finally set a fixed termination date. Freud felt
that this forced the Wolf Man to bring up the relevant and necessary associations that,
in turn, exposed the conflicted unconscious material and made it possible to resolve

the neurotogenic intrapsychic conflicts.

In his preface to August Aichhorn’s Wayward Youth, Freud (1925a) presented
what could be construed as another, an educational, parameter, useful in the
psychoanalytic therapy of the juvenile delinquents Aichhorn was reporting on. Freud
said, “The possibility of analytic influence rests on quite definite preconditions which
can be summed up under the term ‘analytic situation’; it requires the development of
certain psychical structures and a particular attitude to the analyst. Where these are
lacking—as in the case of children, of juvenile delinquents, and as a rule, of
impulsive criminals—something other than analysis must be employed, though
something which will be at one with analysis in its purpose’ (274). Freud did not
specify further, and this passage has usually not been remarked when Freud’s

proposals about needed parameters have been discussed.

Ferenczi, whose technique seemed to deviate so much from Freud’s, was
nonetheless at one with Freud in the requirements for such parameters. For example,

in their 1924 book, Ferenczi and Rank stated, “He [the analyst] sets a definite period
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of time for completing the last part of the treatment in which the libido of the patient,
following an automatic course, now shows the tendency to fix itself in the analysis as
a substitute for the neurosis” (13). This was even seen as part of the active therapy
that Ferenczi always claimed was only the logical extension of Freud’s

psychoanalysis to the more difficult cases.’

Eissler, after defining what he meant by a parameter, laid down the three
conditions a parameter had to meet to qualify as such: “(1) A parameter must be
introduced only when it is proved that the basic model technique does not suffice; (2)
the parameter must never transgress the unavoidable minimum; (3) a parameter is to
be used only when it finally leads to its self-elimination, that is to say, the final phase
of the treatment must always proceed with a parameter of zero” (111). These very
rigorous conditions could presumably be met by directing the phobic patient to finally
enter the phobic situation so as to unmask still-hidden intrapsychic conflict. In theory,
one would have the opportunity after these events to analytically uncover and undo
the meanings to the patient of having submitted to the analyst’s coercive pressure. But
with the obsessional patient, the third of Eissler’s criteria could not be met even in
theory, because once a termination date is set and adhered to there is no longer open
time—as long as it takes—to analyze completely the meanings of this intervention.

Speaking of Freud’s Wolf-Man case, Eissler pointed to what he believed were two

2 Rank, when he later departed from psychoanalysis and developed his Will Therapy, took this
concept of a predetermined termination date as almost the defining element of a process that in nine
months should be able to bring about the proper psychological (re)birth of a now autonomously
functioning individual, developed on the template of the biological gestational period of nine
months to the time of physical birth.
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distinct parameters: the fixing of the termination date and the promise of complete
recovery (the transference authority and the meaning of the unanalyzed fantasy of the
analyst’s omnipotence). Eissler asserted that both of these manifestly fulfilled the first
criterion, questionably met the second criterion, but failed completely in regard to the
third. Later Eissler commented, perhaps ruefully, with Freud in mind, that “the effect
of the parameter on the transference relationship must never be such that it cannot be

abolished by interpretation” (113).

In the more theoretical section of the article, Eissler developed the idea that the
basic model technique can be applied only if the patient has “an ego not modified to
any noteworthy degree” (116). This is Freud’s “hypothetically normal ego” (121),
which would guarantee unswerving loyalty to the analytic compact: “A normal ego is
one which, notwithstanding its symptoms, reacts to rational therapy with a dissolution
of its symptoms” (122). It may suffer disease, but with nonetheless unharmed
possibilities and resources. Of course, only the classical instance of pure hysteria can
even claim the possibility of such a hypothetically normal ego. It follows that
parameters are inevitably introduced in all other cases beyond that theoretic

possibility.” For the rest, the nature of the ego is progressively modified up to the

3 Freud (1937a) had expressed himself very explicitly on the hypothetically normal ego in his last great
clinical paper, “Analysis Terminable and Interminable” (1937): “But a normal ego of this sort is,
like normality in general, an ideal fiction. The abnormal ego, which is unserviceable for our
purposes, is unfortunately no fiction. Every normal person, in fact, is only normal on the average.
His ego approximates to that of the psychotic in some part or other and to a greater or less extent;
and the degree of its remoteness from one end of the series and its proximity to the other will
furnish us with a provisional measure of what we have so indefinitely termed an ‘alteration of the
ego’ ” (235). A half-century later, Helmut Thoma and Horst Kachele (1987) spoke of this same
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psychotic end of the scale, where the analytic compact becomes completely

impossible.*

When Eissler’s strictures are scrupulously adhered to, proper psychoanalysis can
be done, and required deviations from classical technique are justified in terms of the
clinical needs of patients with less than perfectly suitable (“normal”) egos. As Eissler
put it, “Freud’s concepts—(1) the hypothetically normal ego as defined by the
response in the situation of the basic model technique; (2) a scale leading by degrees
to a state of absolute unresponsiveness to the analytic concept; and (3) the intervening
variety of ego modifications to which a variety of techniques must be correlated—
provide, in my estimation, a system which is ideally flexible and superbly adaptable
to actual clinical work™ (125). And it has built-in safeguards: “I think that the concept
of a parameter and adherence to the ... rules I mentioned may prevent us from

falling into wild analysis” (141).

In a follow-up article in 1958, Eissler reasserted his position of 1953: “The

stark ideal in much the same vein: “It has never been possible to treat patients with the basic model
technique [which] is a fiction created for a patient who does not exist. The specific [technical]
means, led by interpretation of transference and resistance [Eissler’s declared technique], are
embedded in a network of supportive and expressive (i.e., conflict-revealing) techniques, even
though particular means are emphasized” (p. 41).

* Like others in his day, Eissler was quite skeptical of the claims by Fromm-Reichmann and others
who thought like her about the accessibility, however difficult, of the openly psychotic to
(modified) psychoanalytic therapy. He said, “This incapacity to lift himself out of the context of
phenomena at one point at least must make the technique of treating schizophrenics essentially
different from that of neurotics if one extends the treatment to the treatment of the ego modification.
It is strange to notice that this technical problem which is most typical of the treatment of
schizophrenics is barely mentioned in the contemporary literature on the psychotherapy of
schizophrenia” (135-36). What Eissler was of course referring to here was the focus in that
literature on the analysis of the drives as expressed in the transference with a bypassing of the
impaired capacities of the crippled ego of the psychotic to deal responsibly with those drive
expressions.
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science of interpretation is the bulk and main chapter of the classical psychoanalytic
technique. Where we interpret from the surface down or in the opposite direction, it is
either correct or incorrect classical technique but not a variation of that technique.
That term [variation] should be reserved exclusively for the introduction of tools that
he outside interpretation. ... Classical technique is ... one in which interpretation

remains the exclusive or leading or prevailing tool” (222-23).

But in this same paper, he allowed for the possibility that this dictum could not
always be adhered to: “In the classical technique the analyst lends the patient at most
one function, merely the ability to draw from scattered bits of evidence general and
specific conclusions about the patient’s unconscious” (227). He also acknowledged
how difficult (if not impossible) this could be: “It may even be worthwhile to
experiment and investigate, in properly selected instances, what the effect upon the
patient is when strictly and consistently all other technical tools are excluded and only
interpretations are given. No doubt this would put a strain on the patient as well as on
the analyst.” And then Eissler departed from his own strict tenets: “With the help of
pseudo-parameters one may be able to smuggle interpretations into the
pathognomonic area with a temporary circumvention of resistances. A frequent
device of this kind is the right joke told at the right moment” (224, italics added); or
“I presume every analyst has had the experience of a patient grasping the full
meaning of a remark he has made casually, when the analyst [simply] repeats it”

(225).

But these were minimal concessions in an otherwise uncompromising
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restatement of so-called classical psychoanalytic technique, widely accepted as both
the full establishment response to the threatening Alexander heresy and, pari passu,
the definitive version of the classical psychoanalytic technique inherited from Freud.
However, Eissler did not long have this definitional field entirely to himself. Leo
Stone’s 1961 monograph The Psychoanalytic Situation was one of the most
influential in mitigating Eissler’s austere image of proper psychoanalysis. Actually,
Stone’s treatise was far more than a softening of Eissler’s conceptions; it was an
expression of a trend in psychoanalysis, initiated with Ferenczi, to focus on the
multifaceted nature of the psychoanalytic situation and the psychoanalytic
relationship as major determinants of therapeutic progress, and it was also an
authoritative mark of the perceived legitimation of this countertrend within organized
psychoanalysis. This will be discussed in detail in chapter 16; here I want only to

draw upon some of Stone’s earlier (1954) responses to Eissler’s 1953 paper.

In his more immediate riposte, Stone said that though he agreed in general with
the spirit and intent of Eissler’s formulations, “this rule seems altogether too severe.
There are very sick personalities who, to the very end of analytic experience, may
require occasional and subtle or minimal emotional or technical concessions from the
analyst, in the same sense that they will carry with them into their outside lives,
vestiges of ego deficits or modifications, which, while not completely undone, are—
let us say—vastly improved” (1954, 576). And further: “Probably all analyses include
certain formal and subtle emotional deviations somewhere along the line, aside from

the fact that no two analysts would ever give precisely the same interpretations
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throughout an analysis” (574). Stone then posed the critical question: “How far can
the classical analytic method be modified, and still be regarded as psychoanalysis,
‘modified psychoanalysis,” if you wish, rather than another form of interpretative

psychotherapy?” (575).

An even more fundamental challenge to Eissler’s articulation of classical
technique was posed in a sequence of papers by Lipton (1967, 1977, 1979, 1988)
challenging head-on Eissler’s assumption that he was only conveying and clarifying
the technique inherited from Freud. In the first of these, Lipton (1967) presented an
exhaustive exegetical survey of all of Freud’s later writings to glean whatever
technical precepts and recommendations he could, especially any that would indicate
modification of the precepts laid down in his six papers on technique (Freud [1911—
15], SE 12:pp. 83—173). He conducted a comparable survey, with the same ends in
view, of the practices revealed in the many accounts by Freud’s analysands. Lipton
concluded that Freud’s fundamental technique seemed to have crystallized no later

than 1920 and was not significantly altered thereafter.

In this paper, Lipton stated his understanding of Freud’s work under two
headings, technical and personal. Under the technical rubric, he listed Freud’s
principles of technique as follows: “the central importance of the psychoanalytic
situation; the juxtaposition of free association by the patient and evenly hovering
attention and interpretation and construction by the analyst; the interpretation of
resistances; the development and resolution of the transference; the aim of genetic

reconstruction of pathogenic experiences; the impossibility of directly attacking
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symptoms; the necessity of consistently starting from the current surface of the
material; and the proper place of dream interpretation” (90). Lipton then listed
Freud’s personal qualities as expressed in the treatment situation: “The first is
intellectual brilliance. ... The second is the warmth, empathy, candor, and benign
humor that shine through the clinical descriptions. The stubborn misunderstanding
that in using the screen analogy Freud was recommending that the analyst actually be
detached or impassive is regularly refuted in his case reports. In fact, he meant only
that the analyst should confine his personal attributes to establishing and maintaining
a working alliance, or positive transference in a realistic sense, and devote all his
efforts to expanding the patient’s understanding rather than attempting to influence

him directly” (99-91).

In his next (1977) paper, Lipton undertook to compare what he called Freud’s
actual technique with the version of standard or classical technique expressed and
codified by Eissler. Lipton based this paper on a detailed study of Freud’s Rat-Man’
case (1909b) as well as on the subsequently published, much more detailed notes
Freud kept on this patient. Lipton warned that even this detailed record is incomplete,
which should make one cautious indeed in drawing conclusions about issues that

Freud failed to write about.

Lipton set out to demonstrate that what is called modem technique is not a

5 Lipton referred to the patient by his pseudonym, Paul Lorenz, rather than by the unattractive, though
commonly employed designation, Rat-Man, taken from the patient’s frightening obsession with
rats.
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continuation of Freud’s original technique but rather a gross redefinition that
broadened the concept of technique far beyond what Freud intended or practiced.
This redefinition began, he said, when several highly respected analytic authorities,
some forty years after Freud’s original statements about (his) technique, began to
express criticisms of Freud’s actual practices: that he talked too much and tended to
indoctrinate his patients intellectually, that he paid inadequate attention to the analysis
of the transference or of acting out, and so on.® In relation to one of these critics
Lipton explained, “The problem which Zetzel found in these interchanges lies [to my
mind] in the expansion of the concept of technique to incorporate matters which
Freud did not consider technical but instead considered only as part of his own non-
technical personal relationship with Lorenz. ... Exigencies which impel the analyst
to offer the patient some courtesy or some assistance on a personal basis occur
occasionally, and every experienced analyst I have spoken to about this subject has
had his own unique confirmatory experiences to report. In designating such
interchanges as these as outside of technique I must emphasize that I by no means

imply that their repercussions are excluded from the analysis” (259). This occasional

6 For example, Lipton quoted the following from an article by E. Kris (1951): “If we reread Freud’s
older case histories, we find . . . that the conspicuous intellectual indoctrination of the Rat Man was
soon replaced by a greater emphasis on reliving in the transference, a shift which has no apparent
direct relation to definite theoretical views” (17). Lipton (1977) commented, “This astonishing
claim was not supported by specific citations but was advanced simply as if it were a known or
easily recognizable fact, although, as far as I know, it had not been made before” (257). He
similarly challenged other unfavorable comments on Freud’s actual technique—made by Jones,
Kanzer, Grunberger, Weiner, Zetzel, Morgenthaler, Beigler, Rangell, Gedo—with the assertion that
in no case was adequate evidence adduced in support of the criticisms or, for that matter, in support
of the view that Freud’s technique subsequently changed in a more properly psychoanalytic
direction.
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“assistance on a personal basis” extended even to such extreme-sounding things (to
our modem ears) as feeding Lorenz a meal when he arrived hungry one day or giving
a gift of a book to Smiley Blanton. It was just these sorts of things, which Freud
considered not matters of technique at all but rather part of his nontechnical
(personal) relationship with his analysands, that have now been redefined as

technique and then widely labeled as bad technique.

Yet Lipton declared that despite the common exculpatory assumption that after
the analysis of Lorenz Freud had changed his technique in a more rigorously classical
direction, there is no evidence of this in Freud’s writings or the writings of his
analysands, and indeed, no one raised this issue for many years after Freud’s death.
Freud always established a cordial personal relationship with his patients (as attested
to by many accounts) and felt that this was nontechnical. Overall, “the areas in which
Freud is thought to have changed his technique, Freud did not think of as technical at

all” (261).

However, by 1977, analysis had been stripped of these personal elements, and
technique had been broadened to encompass what Freud put out of bounds. And this
modem technique had been defined as classical and declared to be the direct heir to
Freud’s percepts and practices. As part of this movement, analytic silence has been
elevated to correct technique, and the most trivial matters are given weighty
significance (granted that a trivial matter may indeed be important in a patient’s
eyes). All this, of course, has simplified the everyday work of analysis because we

could now be less alert to the effect of our responses, technical or nontechnical, on the
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patient; we could now feel that we are doing the right thing if we adhere to “correct”
technique. Technique is now judged not by intent or outcome so much as by technical

behavior.

Lipton saw this whole development as a redefinition of technique, beginning in
the 1940s (after Freud’s death), mainly as a reaction against the possibility that
Alexander’s concept of the corrective emotional experience would win popular
acceptance. Alexander could be regarded as trying to systematize technically many of
the things Freud did that Freud would say were natural and spontaneous, not part of
technique at all. The answer of modem technique and its central exponent, Eissler
(1950, 1953), was to avoid these issues altogether: “It was in the period after this
paper [Eissler 1953] was published that the exclusion of the personality of the analyst
and the expansion of technique to cover all utterances of the analyst gained
acceptability. ... It seems to be in accord with the view that every word which the
analyst utters should be an interpretation, or more realistically, should be governed by
technical rules, that silence itself has become idealized to some extent” (Lipton 1977,
265). Modem technique, according to Lipton, seems to have three simple rules: (1)
say nothing but interpretations; (2) otherwise be silent; and (3) remember that every

word is governed by technical rules.

Lipton felt that the concepts of the therapeutic and the working alliances (see
chapter 15) were being proposed during this period to rescue the human being in the
analyst from the dilemma created by Eissler’s austere image of proper analysis. These

concepts could provide the analyst with a new (technical) rationale for saying a good
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many things that should get said in any going analysis—and do get said. To Lipton,
these concepts were no more than the personal relationship Freud established with his
patients and simply excluded from considerations of technique: “Technique of
analysis is best restricted to what might be called analysis proper, that is, the
interpretation of the patient’s associations, and the corollary view that the personal
relationship between the analyst and patient be excluded from technique” (267).
Lipton took pains to point out that excluding the personal relationship from
consideration of technique did not mean anything goes. The analyst’s conduct should
at all times be civil, courteous, sensible, and ethical, and the analyst should at all
times be alert to repercussions within the analysis of personal exchanges between

analyst and patient.

Yet Lipton felt that the weight of opinion had swung behind Eissler’s
presentation. To Lipton, modem technique had dehumanized psychoanalysis; Freud’s
technique was simply better: “Without the actuality of the nontechnical personal
relationship, irrational elements of the transference remain imaginary or intellectual.
With this actuality and its kernel of truth, the patient can gain conviction about the
importance of his covert feelings, about their undue intensity and importance, about
their timing and about the importance of tracing them to their historical roots” (271).
Lipton granted that what is personal and what is technical cannot always be precisely

demarcated, but nevertheless it was important to try to retain the distinction.

He ended the paper with a restatement of his purpose and his thesis: “to prove

that the technique which Freud used with Lorenz was his definitive technique, fully
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developed before that analysis, never changed for the rest of Freud’s life and accepted
as classical analysis for some 40 years. Only after that time was Freud’s technique in
that case repudiated. Only after that time did the tenacious myth arise that [it] . .. was
only a precursor of his imaginary later technique” (271). To Lipton, Freud’s mirror
and blank screen metaphors, used by Eissler as justification for equating Freud’s
technical stance with modem technique, were intended to apply only to matters of

technique, never to the personal relationship.

Lipton wrote two more papers on this topic (1979, 1988). The first is a very short
addendum to Freud’s newly published notes on the first eight analytic sessions with
Lorenz, which Lipton compared with the version of those sessions in the Standard
Edition. Nothing in the new material caused him to want to alter a word of his earlier
paper. His last paper (1988) related this issue to the larger consideration of what
constitutes psychotherapy vis-a-vis psychoanalysis. For example: “Freud’s technique
incorporated various procedures which were later excluded from psychoanalysis
proper and relegated to psychotherapy.” And, discussing Freud’s close co-worker
Abraham: “He found that some of these [older] patients found it difficult to begin an
hour, and that therefore he had to begin with ‘a little stimulus,” perhaps an allusion to
a previous session. What is pertinent here is that he simply incorporates this measure
into analysis with, of course, no concern about what we might now think of as
psychotherapy” (21). Most pointedly: modem technique “seems to overemphasize the
behavior of the analyst, instead of his purpose, and attempts to prescribe and codify

his conduct excessively. It seems to me that modem technique has the purpose not
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only of conducting analysis but also guarding against its contamination by
psychotherapy” (22). In this statement, Lipton seems to have caught the main
concern, to preserve psychoanalysis from any hint of dilution, whether by suggestion
and hypnosis (as was feared by Freud, Jones, and Glover), by the corrective
emotional experience, or by any variant of psychotherapy (as was feared by Eissler

and all the other proponents of modem/classical technique).

Lipton devoted the bulk of the paper to the potentially untoward effects of the
modem enshrinement of silence as a technique: the analyst’s silence can lead to an
idealization of his presumed superior understanding; the patient is not supposed to
mention anything the analyst remains silent about, such as not acknowledging his
tardiness in starting a session; the patient will get unnecessarily discouraged and
frustrated by the impassivity reflected in the silence; the analyst might refrain from
confronting the patient with a clear danger when doing so might be a higher priority
than the search for latent meanings. The sanctification of silence, of course, is based
on the concept of not interfering with the patient’s flow of associations. Of this
Lipton said, “This principle ... is the most astonishing single element of modem
technique. ... One of the most obvious indications of resistance is the patient’s
silence about something which the analyst knows perfectly well that he is aware of. It
seems to me that the failure of the analyst to bring such an exclusion to the attention

of the patient will tend to slow down the analysis, and, if he never brings it up, lose
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material altogether” (27) ’

Lipton also commented on the imputed risks of “wild analysis™: “Possibly the
concern about formal correctness in analysis has kept alive the anachronistic concept
of wild analysis. We might recall that even in 1910 Freud noted that wild analysts he
cited did less harm than some respected authority could have done (Freud, 1910b, p.
227). If there is any danger now, I think that it is more from tame analysis than from

wild analysis” (31).

Almost a quarter of a century had elapsed between Eissler’s 1953 paper on
parameters and Lipton’s 1977 main paper on Freud’s actual technique. By that time,
the tone of American psychoanalysis established by Eissler and accepted almost
unquestioningly by so many, had undergone a sea change, and Lipton’s challenge to
Eissler’s version of psychoanalytic history found widespread acceptance. In an article

entitled “Changes in Psychoanalytic Ideas” (focused on models of transference

7 Substantial support for Lipton’s concern about the proper place of silence, talk, and asking questions
in the analytic discourse was offered by Boesky’s “The Questions and Curiosity of the
Psychoanalyst (1989). Boesky is usually seen, properly, as one of the present-day proponents of the
so-called modem or classical position on matters of technique, albeit modified—as with most
present-day analysts—from the purified position exemplified by Eissler.

Boesky developed a multifaceted argument: “We do not ask questions merely to obtain answers, but,
more important, to evoke associations in the aftermath of a newly altered psychic equilibrium which
has been destabilized by the question of the analyst” (581). And further, “It is precisely what the
patient learns about what the analyst wants to know that constitutes one of the important antecedent
events that paves the way to insight. It is what the analyst learns about what the patient does not
want to know that paves the way toward interpretation” (581). And questions, as a form of
discourse, carry the weight of being the most insistently forceful. The consequences can be various:
“There can be no systematic classification of questions in the clinical psychoanalytic situation just
as there can be no taxonomy of psychoanalytic discourse. A question like any other intervention of
the analyst can facilitate or hinder the analytic process” (592, italics added). Surely a supportive
warrant for Lipton’s more relaxed stance on the place of questions as an acceptable aspect of
analytic dialogue (contra Eissler).
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interpretation), Arnold Cooper (1987a) summarized the story of this chapter:

Corresponding to the swings of analytic culture between classical and
romantic, there were swings in analytic technique from Freud’s actual
technique, as reconstructed from his notes and the reports of his patients, to
the so-called “classical” technique that held sway after Freud’s
death. .. .Lipton (1977) has insisted that in the 1940s and 1950s the so-
called “classical” technique replaced Freud’s own more personal and relaxed
technique, probably in reaction to Alexander’s suggestion of the corrective
emotional experience. It was Lipton’s view that the misnamed “classical”
technique, in contrast to Freud’s, emphasized rules for the analyst’s behavior
and sacrificed the purpose of the analysis. Eissler’s 1953 description of
analysis as an activity that ideally uses only interpretation became the
paradigm for “classical” analysis. It was, Lipton says, a serious and severe
distortion of the mature analytic technique developed by Freud. Freud
regarded the analyst’s personal behaviors, the personality of the analyst, and
the living conditions of the patient as nontechnical parts of every analysis, as
exemplified for Lipton in the case of the Rat Man. The so-called “classical”
(and in his view non-Freudian) technique attempted to include every aspect
of the analytic situation as a part of technique, and led to the model of the

silent, restrained psychoanalyst. (86—87)

Support for Lipton’s perspective on Freud’s technique as against Eissler’s came
from other influential quarters, notably Stone (1981a) and Haynal (1988). After a
detailed recapitulation of Lipton’s argument, Stone noted tartly, “If one had to
choose, one would do better to choose Freud’s early latitudes and naturalness over the
robotlike ‘anonymity’ of our own neoclassical period, when it reached absurd

heights” (106). And Haynal (1988), in his book on the relationships of Freud,
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Ferenczi, and Balint, listed an impressive array of Freud’s analysands—Smiley
Blanton, Medard Boss, Hilda Doolittle, Abram Kardiner, Jeanne Lampl-de Groot,
Roger Money-Kyrle, and Alix Strachey—who attested to their generally positive

reaction to Freud’s actual technique.

Peter Buckley (1989), like Lipton, has related these concerns specifically to the
issue of psychotherapy vis-a-vis psychoanalysis: “The impact of personal interactions
between the therapist and the patient has been a neglected subject in the literature,
perhaps because of the uneasy feelings that are stirred up in clinicians who fear that
the ‘purity’ of the therapeutic field is compromised by such occurrences” (1402). But
“Freud was not unaware of the therapeutic relationship as a mutative factor in
treatment. In one of his last papers [he is referring to “Analysis Terminable and
Interminable,” 1937a] he stated that the positive transference ‘is the strongest motive
for the patient’s taking a share in the joint work’; however, he does not develop the
theoretical implications of the therapeutic relationship and, specifically, of supportive
measures in therapy, although as is clear from the Rat-Man and the Wolf-Man cases,
he empirically used them” (1401, italics added). Here Buckley is explicitly referring
to such instances as Freud’s feeding the Rat-Man, his giving the Wolf Man free
treatment and even financial support when he was impoverished, his influencing Ruth
Mack Brunswick to continue the Wolf-Man’s treatment without charge, and so forth.
These are exactly the kinds of events Lipton called personal interactions outside of

technique rather than supportive therapeutic measures within technique.

Buckley went on to cite a paragraph from Anna Freud’s widening scope
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discussion of 1954, in which she had expressed these same ideas but, writing at a time
when Eissler’s views held unquestioned sway, had expressed them very cautiously:
“Concerning the ‘real personal relationship’ between analyst and patient versus the

‘true transference reactions’ ” she had said:

To make such a distinction coincides with ideas which I have always held on
this subject. ... So far as the patient has a healthy part of his personality, his
real relationship to the analyst is never wholly submerged [by the
progressive evolution of the transference neurosis]. With due respect for the
necessary strictest handling and interpretation of the transference, I feel still
that we should leave room somewhere for the realization that analyst and
patient are also two real people of equal adult status, in a real personal
relationship to each other. I wonder whether our—at times complete—
neglect of this side of the matter is not responsible for some of the hostile
reactions which we get from our patients and which we are apt to ascribe to
‘true transference’ only. But these are technically subversive thoughts and

ought to be ‘handled with care.” ” (618-19)

Another perspective on the analytic posture epitomized by Eissler has come from
the current broad retreat from what Richard Simons (1990) called the idealizations of
analysis—the perfectionistic implication that proper and correct technique would lead
ineluctably to complete analysis and expectable cure. Simons wrote,

I believe that ... during our so-called halcyon days ... along with the

idealization of the structural model came the emphasis on interpretation and

insight as the exclusive hallmarks toward which all other techniques and
processes of change were contributory but not central. In this value system

all deviations from the “basic model technique” were to be viewed as

“parameters” (Eissler, 1953). Such certainty offers a powerful security and
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therefore exerts a powerful appeal, and we saw emerge during this same
period the grand illusion that there was a psychodynamic explanation or
etiology for all mental disorders, and by implication a psychodynamic
therapeutic approach or cure for all these disorders. The inevitable end result
was the “myth of perfectibility” (Gaskill, 1980; Blum, 1989) of the fully
terminated analysis, whose goal was the attainment of some idealized state
of transference and conflict resolution, without a more balanced view of the

relative immutability of both transference . . . and psychic conflict. (18)

This same perception of the current retreat from the counsels of complete conflict
resolution and cure has been articulated by Weinshel (1990a), a prominent spokesman
for the post-ego-psychological era in mainstream American psychoanalysis, which is
nonetheless still identified with Freud’s structural theory and its implications for
technique. In “How Wide is the Widening Scope of Psychoanalysis, and How Solid is
its Structural Model?” Weinshel drew inspiration from Gitelson’s much earlier
suggestion (1963) that “the time may be appropriate to propose a counsel of modesty
for psycho-analysts” (522)—a remark directed in its day at all the talk of complete
cures and an ever-widening scope. In this connection, Weinshel remarked, “I have
always been grateful to Gill (1954) for his pithy, pungent reminder that ‘there is no
doubt that we can still recognize our friends and colleagues, even after they have been
analyzed” ” (278). Within this context, Weinshel set forth his own “central thesis
. .. that in the past thirty-five years American psychoanalysis, at least that portion of
it closely associated with the ego-psychological structural model, has been engaged in
a relatively unobtrusive campaign to bring psychoanalysis within a more realistic—

more modest—frame of reference” (277).
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Weinshel outlined the evidence of this more modest posture:

1. We now speak of psychoanalytic changes, not cures

2. We no longer talk of eliminating conflict, just modifying it so that it is more
manageable and less constraining

3. Analyses are not completed or finished, just brought to a reasonable state
that allows stopping

4. Transferences are never completely resolved
5. We no longer “overcome” or “demolish” resistances, just analyze them

6. We no longer focus on evidence of parameters as deviations from “correct”
technique

7. There is no longer a single-minded focus on the retrieval of buried
memories and consequent great insights

8. Dream analysis is no longer the royal road to the unconscious

9. We no longer focus on the transformative effects of “good hours” (E. Kris
1956) but are content with plenty of “not-so-good hours”

10. We acknowledge the increased importance of the affective participation of
the analyst in the effectiveness of the analytic work

All in all, an ensemble of interrelated perspectives reflecting the extent of the change
in analytic thinking in America since the hegemony of Eissler’s paradigm. Yet
Weinshel has in no way defected from his staunch adherence to the theoretical and
clinical usefulness of modern-day structural theory in its current more complex and
sophisticated guise. He said, in fact, “The structural theory’s stress on conflict and
compromise formation virtually guarantees an emphasis on multidetermination and a
premium on searching for the unexpected”—that is, it supports the new emphasis on
a “counsel of modesty.” Yet Weinshel also acknowledged that “one of the greatest
pressures on the structural theory has been to provide more effective techniques in
treating the sicker patients in our clientele, the so-called borderline and narcissistic

personality disorders” (290-91).
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Two other recent papers round out the contemporary assessment of Eissler’s
effort to define the classical technique of psychoanalysis and of Lipton’s claim that it
is a misreading of Freud and the Freudian legacy. Hoffman (1992a) undertook to
clarify Lipton’s position on Freud’s technique in relation to both Eissler’s and

Alexander’s views:

Lipton (1977) argues that it is an error to subsume the personally expressive
aspects of the analyst’s behavior under the rubric of technique. Using the
example of Freud’s offering the Rat Man a meal, Lipton differs both with
those who would object to such behavior on the grounds that it is technically
incorrect (because it may have unanalyzable transference repercussions)
[clearly Eissler’s position] and with those like Alexander and, perhaps,
certain deficit theorists [a reference to Kohut?] who, depending on the
diagnosis of the patient, might regard it as technically correct, and who
might even consider incorporating it into a systematic program to provide
the patient with a corrective emotional experience. Instead, in keeping with
an attitude he attributes to Freud, Lipton favors regarding such behavior as
merely personal and spontaneous, with no major technical implications
unless transference repercussions surface subsequently in the patient’s

associations (4).

Here Hoffman put Lipton squarely—and I think correctly—at odds with both
Alexander’s proposals and Eissler’s response to them; both of them, in Lipton’s view,
missed the main point that this was not a matter of good or bad technique, but in fact

didn’t concern technique at all.

Statements made by Freud (to Ferenczi) about his own technique in practice and

how it related to the technical precepts he had put into the literature were cited by
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Jacobson (1994) in relation to the correspondence between Freud and Ferenczi

published in Grubrich-Simitis’s paper (1986). Jacobson said,

A letter from Freud to Ferenczi on the occasion of the latter’s 1928 paper on
“The Elasticity of Technique” bears on this point. Remarking on Ferenczi’s
introducing there the notion of tact in interpretation, Freud told him: “The
tide is excellent and would deserve to be made more of—as my
recommendations on technique [of 1912—-15] were essentially negative. |
thought it most important to stress what one should not do, to point out the
temptations that run counter to analysis. Almost everything one should do in
a positive sense, [ left to the “tact” that you have introduced. What I
achieved thereby was that the Obedient submitted to these admonitions as if
they were taboos and did not notice their elasticity. This would have had to
be revised someday....” Then, ever concerned with possible wild or self-
indulgent misuse of the analytic situation, Freud’s caution returns as he now
worries about Ferenczi’s use of the word “tact,” stating: “All those without
tact will see therein a justification ... for the influence of personal
complexes that have not been overcome” (Grubrich-Simitis, 1986, p. 271).
The technical rules and admonitions, in other words, were intended to keep
the inexperienced, the unruly, and the neurotically unresolved analyst in line,
but intended to be used in a flexible manner by the reliable and “normal”
analyst. Who gets to decide which analysts are normal, which unreliable, and
which overly Obedient and rigid, and just how that determination is to be

made, are rather touchy questions. (17-18)
We of course can see at once the very different ways in which Eissler and Lipton

have dealt with these “rather touchy questions.”

Ferenczi, from his side, spoke in an exactly counterpart manner in his

interchanges with Freud over the proper understanding of Freud’s technique and the
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ways in which it could be understood (or misunderstood) in the context of a literal
reading of Freud’s technical papers. Quoting an unnamed colleague’s “criticism,” but
no doubt referring to that same letter from Freud unearthed and published by
Grubrich-Simitis so many years later, he said, “ ‘The title [“Elasticity”] is excellent,’
he replied, ‘and should be applied more widely, for Freud’s technical
recommendations were essentially negative. He regarded it as his most important task
to emphasize what one should not do, to draw attention to all the pitfalls that stand in
the way of analysis, and he left all the positive things that one should do to what you
called “tact.” The result was that the excessively docile did not notice the elasticity
that is required and subjected themselves to Freud’s “don’ts” as if they were taboos.
This is a situation that requires revision, without, of course, altering Freud’s rules’ ”

(1928, 99).

Two years later, in “Relaxation and Neocatharsis” (1930), Ferenczi spoke in his
own voice, even more categorically. After describing his own technical innovations
and experiments, Ferenczi commented, “I had the greatest conscientious scruples
about all these infringements of a fundamental rule ... until my mind was set at rest
by the authoritative information [presumably from Freud] that Freud’s
‘Recommendations’ were really intended only as warnings for beginners and were
designed to protect them from the most glaring blunders and failures; his precepts
contained, however, hardly any positive instructions, and considerable scope was left
for the exercise of the analyst’s own judgment, provided that he was clear about the

metapsychological consequences of his procedure” (114-15, italics added). As
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between the interpretations of Eissler and of Lipton, Freud and Ferenczi would
obviously have positioned themselves more with Lipton, albeit in Freud’s case with

more cautions.

A final note on what classical technique means, based on two papers by
Valenstein (1962, 1979), seventeen years apart. In the earlier paper, during the period
when Eissler’s views were so widely accepted, Valenstein offered a very positive
appreciation of the connotation of “classical”: “The effectiveness of the classical or
standard psycho-analytic method, as it has developed and endured for sixty years, is
due to its being in itself (to paraphrase Hartmann) much more preadapted to the
average expectable clinical situation than may usually be realized. That is to say, it is
applicable to a considerable range of clinical situations, unless it is prejudiced by
irreversible or unanalyzable deviations in technique or innovations which make it no

longer psycho-analytical in a classical sense” (319).

In his later paper (1979), written after Lipton had entered the fray and the
concept of classical had lost some of its shine, Valenstein began with a set of
questions: “Just what is meant by ‘classical analysis?’ Is it simply a euphemism to
indicate a technical continuity with analysis as it was elaborated and practiced by
Freud and his immediate followers—i.e., ‘Freudian’ psychoanalysis? Or does it imply
more than historical kinship?” (114). He quoted three definitions of “classical” from
Webster’s Third New International Dictionary (1965). Two seem expected and
standard: “regarded as of first historical significance” and “of any form or system felt

to be the authentic, authoritative, or time-tested one.” But the third meaning—*“used
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of a coherent and authoritative theory, method, or body of ideas commonly after new
developments or general change of view have made it generally less authoritative”—
may convey Valenstein’s implicit message. In his effort to take account of the
changes in theory and practice since his earlier paper, Valenstein ruefully admitted
that “commonly, classicism is understood to signify rigidity” (115), though he
hastened to add that this need not necessarily be the case. The implicit plea might,
however, be that perhaps the word had outlived some of its usefulness, that it had
gotten caught in polemics and become too much either a beleaguered defensiveness
or a pejorative dismissal, that perhaps it should even possibly be retired—though this

is my reading, not Valenstein’s explicit statement.
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8 The Fragmenting of the Consensus:
1954-1979

As I have emphasized, for a significant period after the forging of the consensus in
1954 on what constituted psychoanalysis and what constituted the supportive and
expressive psychoanalytic psychotherapies, the debates over these issues seem to
have been stilled. The technical proposals of Alexander and his colleagues gradually
receded in popularity; the techniques of Fromm-Reichmann and her like-minded
confreres were pursued primarily within specialized psychoanalytic sanatoria; and to
only a very limited degree with very sick individuals in outpatient settings. Grinker’s
propositions about “transactional psychotherapy” were hardly noticed by the
psychoanalytic world; nor did Rado’s altered nomenclature take root. Eissler’s
defining propositions about the nature of psychoanalysis as therapy were widely
accepted almost as self-evident. And most of the psychoanalytically influenced
psychiatric institutions and training centers were practicing and teaching
psychoanalytically oriented psychotherapy in both the expressive and supportive
variants. Many of the graduates of these programs naturally went on to seek full
psychoanalytic training in the proliferating psychoanalytic institutes around the
country to which the psychoanalyst faculty members in their psychiatric training

programs belonged.

Few relevant papers appeared during that period, but one noteworthy exception

was Herbert Schlesinger’s (1969) attempt to clarify the semantics of the “expressive-
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supportive” issue. He pointed out that when we evaluate patients and prescribe a
course of treatment, “we tend to resort to a nomenclature of treatment modalities that
provide only a few widely spaced categories of psychological treatment”; the time-
honored terms “expressive” and “supportive” “have come to be misapplied and, as
used, no longer capture with any precision the distinctions they were coined to
preserve” (270). Schlesinger’s basic premise was that all therapies worthy of the
name, including psychoanalysis, were always supportive and at the same time always
expressive. For example, psychoanalysis, the quintessentially expressive approach, is,
nonetheless, at the same time exquisitely supportive. (Where else does one have the
opportunity—day after day, and for as many years as both parties deem it
worthwhile—to unburden oneself fully to another human being devoted totally,
during that time together, to listening, understanding, and conveying that
understanding, without moral judgment, bias, or ulterior motive?) On the other hand,
these are talking therapies, and, even in the most supportive mode, the patient is
clearly expressing something of his concerns and anguishes. Schlesinger said, “By
arrogating the name ‘supportive’ for a polar example of psychotherapy in which the
purpose of supporting a patient is pursued in a particular way with particular
techniques and with limited aspirations, we . . . tend to obscure the fact that support is
one of the essential purposes of all psychotherapy, and we use it to imply a specific
kind of psychotherapy—which it is not.” He then offered a modifying suggestion: “It
would not be amiss on logical grounds to term the treatment ‘supportive’ in which the

psychotherapist must be ever mindful of the patient’s need for support. But when

218



used to denote a brand or type of psychotherapy this term has psychological pitfalls
and may have unsought and even pernicious consequences. When ‘supportive’ is used
as a type-modifier of psychotherapy, some therapists understand that the term
requires the exclusive use of certain explicit supportive techniques and prohibits the
use of certain other techniques (notably content and even defense interpretations)”
(271). He recommended that the term be used to denote one of several interlocking
purposes of all psychotherapy: “Thus, one must not only ask ‘support what?’ but also
‘support how?’”—and then also “support when?” And, of course, “the therapist
should also ask himself, when is support unnecessary? After support, then what?
... The fallacy which this question contains is the implication that the terms
supportive and expressive as applied to psychotherapy are antithetical” (273).
Reciprocally, every one of these considerations concerning the potential for mischief
in using the term “supportive” to denote a distinct kind of therapy could be applied in

reverse to the use of the term “expressive.”

Schlesinger then described how these terms interlock in potentially confusing
ways: “When we consider that a psychotherapist may help a patient suppress
something by encouraging the expression of something else, the clarity of the logical
distinction is lost. . .. Similarly ‘expressive,” while not really of the same order, also
characterizes all psychotherapy. A psychotherapy in which the patient is not helped to
express something of the depth of himself would be quite unthinkable” (274). In a
comparable paper written in the same year, Ira Miller (1969) proposed dealing with

this dilemma by speaking of supportive and expressive measures, not therapies; he
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illustrated the interpenetration of these concepts by pointing to the potentially very

supportive, anxiety-reducing aspects of an appropriate, well-timed interpretation.

This issue had, of course, not been unremarked before. Nearly all those involved
in creating the distinctions articulated in the early 1950s pointed at one time or
another to the difficulty of drawing clear-cut conceptual boundaries among the
varying admixtures of intents and techniques that characterized actual therapies.
Alexander (1954b), for example, noted that “supportive measures knowingly or
inadvertently are used in all forms of psychotherapy, and conversely some degree of
insight is rarely absent from any sound psychotherapeutic approach” (726). And the
Menninger Psychotherapy Research Project had explicitly made room for
“expressive-supportive psychotherapy as an admixture varyingly balanced, as one of
the possible treatment recommendations, and as one of the possible judgments on the

nature of a completed treatment” (Wallerstein et al. 1956)

Louis Paul (1963) had actually presaged much of Schlesinger’s specific

argument:

One reason for distinguishing the two types of psychotherapy as uncovering
and non-uncovering is that the customary term for the latter type, supportive
psychotherapy, is inadequate because all psychotherapy is supportive in the
sense that it augments temporarily reduced resources. To call one great class
of psychotherapy supportive implies that the other is not, which is
misleading. Predominantly uncovering psychotherapy has strong supportive
elements; in fact without the supportive elements the patient would be
unable and perhaps unwilling to undergo the discomfort of looking into

himself. The distinguishing element between these two kinds of treatment is
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whether the goal is predominantly insight or uncovering, or whether it is a
goal of not uncovering, or repressing or in some sense assisting the person

without attempting to encourage him toward insight (287, italics added).
Of course, Schlesinger could argue that in an important sense Paul missed the point
by maintaining a conceptual dichotomization under another rubric—non-uncovering
instead of supportive—and with a different distinguishing criterion—goal instead of
method. But whatever the arguments, as is so often the case, established semantic
usage is difficult to alter and the terms “expressive” and “supportive” psychotherapy
continued to be used as before, with, however, perhaps somewhat more explicit

concern for the cautionary note sounded by Schlesinger.

The next significant marker in the psychoanalytic world’s concern with the issues
of psychoanalysis and psychotherapy was the decision by the Program Committee of
the International Psychoanalytical Association to have a plenary session panel
discussion entitled “The Relationship of Psychoanalysis to Psychotherapy—Current
Issues” at the Rome Congress in 1969, the first such panel in its sixty-year history. I
was invited to chair that panel and began my opening presentation (Wallerstein 1969)
by noting, “This marks in effect the growing concern within the world-wide family of
psychoanalytic endeavor with what has seemed for so long primarily a peculiarly
American creation,” (117) and, further, that the issues and controversies regarding the
relationship between psychoanalysis and the dynamic psychotherapies that had been
discussed so comprehensively in the United States fifteen years earlier still seemed

very much with us, not appreciably altered, let alone resolved. This international
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congress would afford an opportunity to consider these issues from the wider vantage

point of

the experiences of psychoanalysts in diverse national and regional centers of

psychoanalytic activity with differing historical developments and ecological settings.

I then reviewed and summarized the discussions of the early 1950s within the

framework of a sequence of questions addressed to the international panel, each

followed by a brief statement of the major positions expressed in the original panels.

These questions were stated in summary as follows:

9

. Is there a scientific psychotherapy apart from psychoanalysis?

. What are the similarities and the differences between psychoanalysis and
dynamic psychotherapy?

. How important are the differences (or the similarities)? Should the
differences be blurred or should they be sharpened?

. What are the proper boundaries of each therapeutic modality? or When
does “modified” psychoanalysis or psychoanalysis with parameters become
psychotherapy?

. How are differential treatment indications determined? Is the patient fitted
to the treatment, or the treatment fitted to the patient?

. What are the proper dividing lines across the range of psychotherapies
conceptualized within the framework of psychoanalytic theory? Is the
major dividing line between the expressive-uncovering therapeutic
modalities (of which psychoanalysis is one) and the suppressive-supportive
therapeutic modalities? Which divisions are meaningful, in theory and in
practice?

. What is the relation to non-psychoanalytic therapy? Can a theory of
psychoanalytic therapy extend to a psychoanalytic theory of all therapy?

. Can derivative conflicts, can any conflicts, be substantially resolved by
means short of psychoanalysis?

. What are our problems as psychoanalysts in doing psychotherapy? (125-26)

Although the issues that had concerned the panels a decade and a half earlier

could be

framed in 1969 in very much the same terms, despite whatever advances and
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changes had taken place in the meantime, both in widening clinical experience with
extended categories of patients, and significant theoretical changes, it is nonetheless
clear that much was happening in psychoanalysis that did bear clearly on the issue of
psychotherapy vis-a-vis psychoanalysis—and that would need to find expression at
some point in the modification of the dialogue around these specific issues. I am
referring here to such trends as the delineation of the therapeutic alliance (or working
alliance) as distinct from the transference evolution, with the postulated interactive
relationship between the two; the growing focus on the affectively charged
therapeutic relationship as a coequal determinant, with veridical interpretations
leading to working through and mutative insights, in bringing about meaningful
therapeutic change; the burgeoning of a dynamic psychotherapy derived from
psychoanalysis in other centers around the world, most particularly Great Britain; the
increasing acceptance of theoretical diversity within psychoanalysis around the world,
with all the inevitable issues that that would inevitably raise of where then the
boundaries between psychoanalysis and the derivative psychotherapies could be
properly drawn and where one person’s psychoanalysis would readily become
another’s psychotherapy; and, finally, the new diagnostic and therapeutic
conceptualizations being advanced in regard to the widening arc of patients appearing
in psychoanalytic consulting rooms, particularly the borderline personality
organizations and the narcissistic personality disorders, and the extent to which these
new conceptualizations should be marked as still psychoanalytic or as clearly

psychotherapeutic. These trends will be considered in detail in parts IV and V. All
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together, they clearly added both urgency and cogency to efforts within
psychoanalytic ranks to maintain the distinctiveness of psychoanalysis and of
psychoanalytically based psychotherapy with their clearly (or not so clearly)
differentiated spheres of application to the array of psychopathological formations
subjected to psychotherapeutic intervention. This was all the more striking as the
more classical symptom pictures, around which our theory and practice were

originally conceptualized, were seeming to dwindle in our consulting rooms.

Clearly, the landscape of psychotherapies required reassessment in the light of
these developments in theory and these shifts in patient population. Toward this end,
the Southern Regional Psychoanalytic Societies (in the United States) sponsored a
symposium in 1979 to which three of the central protagonists in the discussions
published in 1954, Gill, Rangell, and Stone, were invited to present their updated
views on the similarities and differences between psychoanalysis and psychotherapy,
a 25-year perspective. Gill, Rangell, and Stone had been essentially in agreement
during the debates of the early 1950s, representatives of the majority classical
position that there was a spectrum of psychotherapies, with clearly differentiated
modalities along that spectrum from psychoanalysis to expressive psychotherapy, the
“intermediate therapy,” to supportive psychotherapy—each with specific applicability

to a particular nosologically reasonably coherent segment of patients."

The forceful and united voice with which the three contributors to the Atlanta

1 For an illustration of the firm concordance of their views during the discussions of the early1950s,
see their definitional subscriptions of psychoanalysis and footnote 2, in chapter 5).
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panel had spoken a quarter-century earlier made their divergence of views in 1979—
on precisely the same questions and issues—all the more impressive—reflecting at
that point substantial shifts in the climate of thinking about psychotherapy and
psychoanalysis and their relationship that I had indicated seemed in 1969 (just a
decade earlier) to have persisted essentially unchanged. It is this shift that I have
called the era of fragmented consensus, the third era in the development of
psychoanalytic psychotherapy (after the first era of the prehistory and the second era
of the emerging consensus). This third era is one in which the broad consensus that
had characterized mainstream psychoanalytic thinking in this area and that reflected
the rise of psychodynamic psychotherapy as a distinctive, differentiated, and prized
off-shoot of psychoanalysis had clearly given way by the end of the 1970s

(Wallerstein 1989a). It is this 1979 panel that [ now review.

It was Leo Stone’s views that were the most subtly nuanced in 1954 and also
survived most nearly intact in the 1979 retrospective. Basically, Stone (1982) adhered
to his earlier distinctions between the psychoanalytic psychotherapist and the
psychoanalyst practicing psychoanalysis in the (quantitatively) greater reality
orientation and more manifest “physicianly attitudes” of the former. For example:
“The therapist’s activity, instead of taking a reductive direction slanted toward the
genetic-infantile environment or its currently unconscious representations, tends to
preserve the patient’s cathexis of his real and immediate environment—his cathexis

of persons, or problems as such, and conflicts as such—and (very importantly) his
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cathexis of the essential realities of the patient-doctor relationship” (86-87).> And
again: “The psychotherapist remains avowedly a physician, employing a specialized
psychological technique; whereas the analyst, in his technique, sets aside the manifest
physicianly attitudes except as they remain implicit in the long-term goals and

purposes of the treatment” (86).

Stone then added a characteristically subtle new distinction between the special

character of the interpretation in psychotherapy as compared with psychoanalysis:

[Interpretation in psychotherapy,] instead of orienting itself to facilitating the
spontaneously evolving transference neurosis of the basic psychoanalytic
situation, ...is usually based on the therapist’s conception of what
constitutes the major and currently active conflict or conflicts in the patient’s
presenting illness or disturbed adaptation, and the relationship of such
conflict or conflicts to his actual objects. ... Interpretations, moreover, tend
to be holistic, integrative (Stone, 1951), minimizing the distinctions between
defense and impulse, infantile and current, emphasizing large, accessible,
and readily intelligible personality dynamisms, except as more detailed

elements present themselves unequivocally for such understanding.

Now, what is the basic differentiating element that emerges from this
non-authoritarian but firm maintenance of the central position of current
reality in all references, and from the marked diminution of the specifically

and uniquely analytic abstinences (e.g., from the maintenance of the critical

2 Stone’s presentation at the 1979 Atlanta Symposium was never published as such. The ideas in it
were incorporated into a paper he was preparing at the same time for the Eighth Conference on
Training held in July 1979 as part of the 31st Congress of the International Psycho-Analytical
Association (personal communication). The topic of the IPA Conference on Training was
“Psychotherapy: Impact on Psychoanalytic Training.” Stone’s address to that conference was
entitled “The Influence of the Practice and Theory of Psychotherapy on Education in
Psychoanalysis” (Stone 1982). My quotations are from that 1982 paper.
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sensory input of visualization of the doctor, the communicative give and take
of discussion, and the evident physicianly role of the therapist)? The adult
representations of the basic positive child-parent longings of early life
...are gratified in integrated form; the tendency toward regression and
manifest fantasy formation is diminished; and the ungratified transference

assumes a less diffuse, more selective form. (87-88)

Summarizing his views, Stone wrote, “Interpretations remain largely ‘in situ,” so
to speak, in relation to individuals involved in the patient’s actual daily life
. .. because the principal libidinal and aggressive investments reside, in fact, in these
relationships” (89). Neither in the 1950s nor in 1979 did Stone explicitly try, within
the range of psychoanalytic psychotherapies, to demarcate the more interpretive
(expressive) from the less interpretive or noninterpretive (supportive) modes—as
Knight and Gill and the PRP had done. Stone’s long-time consistency in this regard
was expressed in a skeptical discussion in this 1979 presentation of Knight’s original
proposal of the expressive-supportive distinction:

The essential idea [of supportive psychotherapy] is that the therapist aligns

himself with the patient’s defenses, fostering them rather than seeking to

weaken them. While this is conceptually and schematically reasonable, it
does not lend itself readily to technical specification; and I would feel some
doubt that it can often be achieved in a direct and purposive sense. That the
negative side of the same coin—the avoidance of the literally analytic type

of interpretation, especially defense interpretations—may be feasible and

useful remains true, as it remains true that the therapist’s informed interest in

and support for the patient’s current and potential adaptive struggle in his

real environment may itself be beneficial. (1982, 92)

But Stone did allow for some crystallization of nodal points along the expressive-
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supportive psychotherapeutic continuum when he said of the more supportive
approach, “The effort is to provide a sense of friendly and reliable alliance in the
therapeutic situation, involving the ordinary modalities of sympathetic listening,
rational encouragement, sometimes simple advice and guidance. To varying degree,
there may be added whatever modicum of broad understanding of himself and his
environment that may seem to contribute directly to the patient’s greater comfort and
effectiveness, or to be required by the emergence of confronting conflict. This type of
supportive effort should be taken very seriously” (93). And this, in Stone’s view, can
be compatible with distinctive interpretive work: “Interpretation always remains
distinctively and often critically useful even in essentially noninterpretive contexts.
Thus the relationship between interpretation and other psychotherapeutic modes
(even those apparently opposite) is often truly dialectical. ... I do not believe that
support and interpretation are intrinsically and inevitably opposed, except perhaps in

the choice of intervention with respect to a given specific issue” (94—95).

Finally, Stone essentially restated the indications for psychotherapy versus
psychoanalysis he had laid down in 1951 (224-25)—despite his articulation in his
“widening scope” paper of 1954 of the multitudinous efforts to expand the scope of
psychoanalysis to ever-widening circles of less specifically amenable patients. In
1979, he again identified the chronic transference neuroses (in Freud’s original sense)
and the reasonably severe character neuroses as the proper candidates for “strict and
untendentious psychoanalysis™: “Yet it is quite likely that many such cases, of milder

grade, especially when incipient, would do well with a proximal form of interpretive
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psychotherapy” (100)—again in keeping with the conviction voiced in 1951 and 1954
that many typical neurotics, though clearly amenable to psychoanalysis, are not
sufficiently ill or emotionally incapacitated to warrant such an effort at thoroughgoing
character reorganization. And as for the indications for psychotherapy, “For acute
fresh neurotic conditions, for panics of uncertain nature, for situational
entanglements, problems of transition, and personal crises of varied nature, it seems
to me that psychotherapy represents the treatment of choice, sometimes to be

followed by analysis in the future” (102).

Stone’s remarkable steadiness of perspective contrasts sharply with the
significantly altered views of the other principal protagonists in the 1979 panel
discussion. The individual whose views I think shifted most radically over the
intervening years (though he would not necessarily agree) is Merton Gill. In the early
1950s, following upon Knight, Gill was clearest in his distinctions among
psychoanalysis, expressive psychotherapy, and supportive psychotherapy. The very
radical shift I see in his views is to me, a direct consequence of his evolving
preoccupation over this period with the interpretation of the transference as the
overriding criterion of psychoanalysis and what is psychoanalytic. His newer views
on the nature and place of transference interpretation—the distinction between
resistance to the awareness of transference and resistance to the resolution of
transference; the emphasis on the earliest possible interpretation of the transference
(including making the implicit transferences explicit from the very start of the

treatment); the focus on the here and now as against the genetic thrust (“there and
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then) in the transference interpretation; and the elaboration of the implications of
what Gill calls the two-person as against the one-person view of the two participants’
contributions to the transference—are discussed in detail in chapters 12 and 21. Here
I will pursue only their implications for Gill’s (now very significantly altered) views
on the nature of psychoanalysis and psychotherapy and their relationship as specified

in his contribution to the 1979 Atlanta Symposium.

Gill developed these new views with his customary logical precision. “The thrust
of my 1954 paper,” he said, “was to insist on the difference [between psychoanalysis
and psychotherapy] and at the same time to recognize that the two are on a
continuum” (1984, 162, italics added). He then reviewed the “intrinsic criteria” by
which analysis is usually defined (“the centrality of the analysis of transference, a
neutral analyst, the induction of a regressive transference neurosis and the resolution
of that neurosis by techniques of interpretation alone, or at least mainly by
interpretation”—all strikingly the same as his 1954 definition) as well as the often
commonly indicated “extrinsic criteria” or markers (“frequent sessions, the couch, a
relatively well integrated patient, that is, one who is considered analysable, and a
frilly trained psychoanalyst” [161]). Then: “The question of the relationship between
psychoanalysis and psychotherapy is even more important in practice today than it
was in 1954 because of the practical difficulties in maintaining the ordinarily
accepted extrinsic criteria of analysis. . . .The question becomes: How widely can the
range of extrinsic criteria be expanded before the analyst must decide for

psychotherapy rather than psychoanalysis?” (162).
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After reviewing the sociocultural and economic difficulties analysts have today
in maintaining the usual external criteria of psychoanalysis, Gill went on to say, “The
changes 1 will propose are more radical than a simple extension of the
recommendation I made in 1954 that we carry more of the non-directive spirit of
psychoanalysis into our psychotherapies.” Rather,

I will argue that with the definition of analytic technique at which I will

finally arrive, it should be taught to all psychotherapists and that how well it

will be employed will depend on their training and natural talent for the
work. ...I mean that analytic technique as I will define it should be
employed as much as possible even if the patient comes less frequently than

i1s usual in psychoanalysis, uses the chair rather than the couch, is not

necessarily committed to a treatment of relatively long duration, is sicker

than the usually considered analyzable patient and even if the therapist is
relatively inexperienced. In other words, I will recommend that we sharply

narrow the indications for psychoanalytic psychotherapy and primarily

practice psychoanalysis as I shall define it instead (163, italics added).

What we see here, of course, is a proposal to assimilate to psychoanalysis what
Gill in 1954 had taken such pains to demarcate as expressive psychotherapy—in other
words, to blur, perhaps to obliterate, the differences between psychoanalysis and this
“intermediate” psychoanalytic psychotherapy that he once felt it so vital to maintain.
In effect, this is a revival of the position of Alexander and his followers on this issue

that Gill had once led the (largely successful) effort to reject.

Gill acknowledged the basis for these radically altered views: “The

recommendation I am proposing is an outgrowth of my changed views on
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transference and its analysis” (164). And further: “My reconceptualization of these
intrinsic criteria of analysis, namely transference and its analysis, the neutral analyst,
the regressive transference neurosis, free association, and the role of experience in
addition to interpretation, leads me to the conclusion that the centrality of the analysis
of transference, as 1 have defined transference, ...1is alone the distinguishing
characteristic of. . . psychoanalysis. It is what distinguishes it from psychotherapy. It
remains for me to try to show that it can be maintained even in an expanded range of

external criteria" (172, italics added).

Gill then developed his ideas that even a certain frequency and the use of the
couch may be dispensable in proper psychoanalytic work—depending on the patient

and, implicitly, on the patient-analyst duo:

While the couch is ordinarily considered to be conducive to regression, it
may enable an isolation from the relationship which has a contrary effect.
No universal meaning of any aspect of the analytic setting may be taken for
granted. It follows that no universal prescription can be given for this or that
type of case. One may generalize that analytic work goes better with
healthier patients lying down and sicker patients sitting up and with frequent
sessions for both kinds of patients, but a particular patient may not conform
to the rule. The meaning of the setting must be analyzed in each instance.
Nor is degree of pathology the only variable which determines a patient’s
response to the analysis of transference. Apart from pathology, some take to
it like a duck to water and can work despite infrequent sessions, while others

never seem to find it congenial. (174)
Gill then dealt once again with the impact of each of the usual external

parameters of the psychoanalytic situation. On frequency: “It would seem obvious
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that one can accomplish more with greater frequency simply because there is more
time to work. But if greater frequency is frightening to a particular patient, frequent
sessions may impede the work despite interpretation. One cannot simply assume that
more is better. The optimal frequency may differ from patient to patient. We must not
confuse optimal frequency with obligatory ritualized frequency” (174). About the
couch, similarly: “The argument that psychoanalytic technique cannot be used in the
face-to-face position because of the reality cues afforded the patient is a variant of the
mistaken idea that it is the external stimulus rather than the patient’s interpretation of
that stimulus that matters. Discussions of the issue seem to gravitate to quantitative
terms as though there are fewer stimuli if the patient cannot see the analyst. It may be
that the patient facing the analyst is exposed to a wider range of stimuli but the
patient’s response is to the quality, not the quantity, of stimuli.” And about the
experience of the therapist: “Therapists use the technique to whatever degree their
skill and comfort in exposing the transferential experience of the relationship
permits.” Finally, on the relatively long duration and open-endedness of analytic
work: “I do not know the lower limit in duration for the use of the technique I
advocate, but I have used it successfully in once-a-week therapy preset to last no

longer than nine months™ (175). And so on.

Gill declared that central to all the aspects of the psychoanalytic situation he was
challenging was the “implicit assumption” that “analysis is a kind of all-or-none
proposition, yielding its positive results only if carried through to the end. It is this

belief which may sustain patient and analyst through long periods of apparent
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stagnation and stalemate, but this belief is often a vain illusion. Freud compared
interrupting an analysis to the interruption of a surgical operation. I suggest, on the
contrary, that in the changed way of conducting it which I am proposing, analysis
may be a process with progressively cumulative benefits, interruptible at various
points without necessary loss of what has been gained” (176). Surely, thus defining
the prevailing view of psychoanalysis is setting up something of a straw man since
analysis can assuredly stop in all stages of incompleteness, quite aside from the
understanding that in theory, analysis is never complete in any but an asymptotic
sense. None of this, however, is the same as amalgamating every expressive-
interpretive psychotherapy to psychoanalysis, as Gill wants to do, with the sole
stipulation that the therapeutic thrust be unswervingly focused on interpretation of the

(implicit as well as explicit) transferences in the here and now.

In this whole uncompromising statement of such a radically altered perspective
Gill made only one small concession to the generally prevailing views he was
challenging. At the beginning of his article he said, “Although I will propose that
psychoanalysis ...as 1 define it is applicable across the whole range of
psychopathology, my convictions are the strongest for its application to patients
ordinarily considered analysable for whom issues of time and money preclude the

usual setting of an analysis” (161).

Where, then, would this leave the field of psychotherapy vis-a-vis
psychoanalysis? Gill asked the question this way: “Should the use of the technique I

describe in less than the optimal setting for an analysis still be called
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psychoanalysis?” Gill obviously felt that the answer was yes, though he did say that
“other things being equal, obviously an analysis conducted at lesser frequency cannot
accomplish what otherwise could be” and “There ought to be different names for an
analysis carried through as frilly as it could be and one which is partial and
incomplete.” The only variant name he proposed at this point was “psychoanalytic
psychotherapy,” which he now said “should be reserved for a technique which does
not deal with the transference in the way I have suggested is the essential criterion of
analytic technique” (176, italics added).’ In other words, “psychoanalytic
psychotherapy” should be the designation for that therapeutic approach which is not
psychoanalysis (i.e., does not systematically interpret transference)—what Knight
originally, and Gill after him, called in the 1940s and 1950s psychoanalytically
oriented supportive psychotherapy. In a further retrograde perspective, there is even
more than passing allusion to the feeling that this psychotherapy-which-is-not-
psychoanalysis rests fundamentally on “witting and unwitting suggestion” (177)—a
return to what I have called the first era in the developmental history of dynamic
psychotherapy, the era of the views of Freud and Ferenczi and Jones and Glover on
suggestion as the “all-else” in therapy other than “strict and untendentious psycho-

analysis.”

3 At this point Gill both proposed and withdrew what would have been a truly confusing change of
nomenclature: “If a therapy which uses analytic technique with less than optimal extrinsic criteria
and without the intention of going as far as one could be called neither psychoanalysis nor
psychoanalytic psychotherapy, what should it be called? Psychoanalytic therapy might be a solution
though that name was used by Alexander for what I would call psychoanalytic psychotherapy”
(176). Gill clearly decided to let the matter rest at calling it al/l psychoanalysis or psychoanalytic—
except for what he was segregating off as psychoanalytic psycho therapy.
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Gill’s radically altered views on these issues stemmed, as he acknowledged, from
the evolution of his own particular conceptions of the nature of the transference and
the role of transference interpretation in the therapeutic process. There is yet a third
position to be distilled out of the 1979 Symposium, one much more influenced by and
in tune with the changing Zeitgeist in psychoanalysis between 1954 and 1979. That is
the position enunciated by Leo Rangell (1981b) at the 1979 Symposium and one,
incidentally, for which the data of the Menninger Psychotherapy Research Project
provide compelling support. It can be situated between the relatively unchanged
position propounded by Stone and Gill’s radical return to the once-rejected views of
Alexander and his coworkers, albeit far closer to Stone’s position. Rangell stated that
the views he was now expressing came from the experiential vantage point of forty
years of clinical practice, and he invited his readers to compare them with their own

cumulated clinical experience.

Since the Atlanta Symposium was set up in a debate format, it was perhaps
inevitable that a significant segment of Rangell’s presentation was devoted to a
rebuttal of Gill’s revisionist views. Rangell’s repeated call for balance in perspective
was clearly at variance with Gill’s central thesis. The concept of balance was stated
thus: “The analyst roams with free-floating attention over these three pillars of every
analytic hour [present, past, and then transference], without allowing himself to
become excessively attached to one. It is like a needle on an instrument panel
designed to record a certain area. If the needle gets stuck, it may need a little tap to

continue to survey the entire area” (1981b, 677, italics added). And “There is no
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analysis from dreams alone. The analyst hovers, equidistant not only from the three
psychic structures but between intrapsychic and interpersonal, the internal and
external world, past and present, transference and original objects. There is also no
analysis from resistances alone, from defenses, without coming to what is defended
against. If a patient relates only to the analyst, or to external objects and not the
transference figure, or if he speaks of the past and not the present, or only about sex,
or only the deep unconscious without the daily and trivial, the needle has become

stuck and needs a tap” (678).*

But Rangell’s main concern in the 1979 Symposium was to stake out his own
(modified) position in regard to the relationship between psychotherapy and
psychoanalysis, a position I have called (Wallerstein 1986a, 1988b) the “infiltration”
of psychoanalysis by psychotherapeutic techniques, while nonetheless maintaining

conceptual clarity around their differences. Rangell stated this conception as follows:

But just as analysts apply analytic principles freely and copiously to their
practice of dynamic psychotherapy, reciprocally and empirically, with ever-
increasing complexity and length of psychoanalysis, the opposite also holds.
There is no analysis without its share of each of the technical maneuvers
noted by Bibring (1954) [i.e., suggestion, abreaction, manipulation, and
clarification, along with interpretation], which he also described as occurring
in both techniques but which typically are considered to characterize mainly
psychotherapy. ... There is no analysis without some of these mechanisms,

which are not inadvertent but built-in and by design. Nor are they of

4 The balance of Rangell’s many-sided response to Gill’s views will be presented in chapter 10.
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themselves necessarily parameters [a response also to Eissler] but accessory
and preparatory modes intrinsic to the treatment. There is no analytic case
treated by interpretation alone, in spite of Gill’s definition of 1954. If this
were a prerequisite, no treatment would qualify as analytic. This is an
empirical conclusion based not on theoretical preconception but on my

composite experience. (670-71).

This is the crux of Rangell’s argument; the rest was amplification. For example,
returning to the theme of the similarities and differences between psychoanalysis and
dynamic psychotherapy, he stated, “Since the comparisons of 1954, increasing
experience and precision of technique have led to a lessening of the differences
between the two. Structural change of time-enduring quality, although thought
previously to characterize mainly psychoanalysis, can be achieved in analytic therapy
carefully chosen and performed. Leo Stone noted this in his 1954 paper and has since
confirmed and strengthened this view. I have been able to reach convincing elements
of patients’ infantile neuroses in consistent analytic psychotherapy, with results
comparable to what I have come to expect in psychoanalysis” (679—80, italics added).
And “Empirically, it is not uncommon in practice for there to be a gap between the
trains of free associations and the infantile experiences to which we believe they lead.
While it might be assumed to be a distinguishing mark between psychotherapy and
psychoanalysis that such a gap between data and interpretation exists only in
psychotherapy, I would like to point out that this also occurs regularly in
psychoanalysis and that this point is not sufficiently appreciated. ... The link from

current associations or behavior to castration anxiety is not typically made without
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what one of my patients described as ‘the creative leap’ which he felt was necessary

from the analyst to him” (680).

The essence of this position, this intermingling of analytic and therapeutic
techniques in all therapies, is nonetheless that psychoanalysis and psychotherapy are
still distinct, with separately categorizable techniques. Rangell put this in relatively
simple quantitative terms:

While I have been largely discussing overlapping areas, there are also lines

of demarcation between the two fields today as there were in 1954. I said

then that there is day and night, although there is dusk (Rangell, 1954b).

There are still differences in quality and quantity, in consistency and goals,

in the uniformity and relentlessness of approach. The distances between the

observational data and the genetic mysteries to which they open doors are

generally less in psychoanalysis than in dynamic psychotherapy. Again a

disclaimer: it is possible in an individual case to bridge this synapse

effectively in psychotherapy while the distance may remain wide and the

links over it sterile and theoretical even in a well-conducted analysis. (682)

And in conclusion, “As a long-range observation over the years, empirically
there is ... a large borderland in which therapeutic procedures are practiced in a gray
area between ‘psychoanalysis with parameters’ and steady intensive psychotherapy
which is not quite psychoanalysis. My belief today is that it is still possible to draw a
line between the two, although it is also true that in many cases this line is difficult to
define” (682—83). This, overall, was the panorama of the new third-era debate, with
its crystallized and quite discrepant positions on the nature of the relationship

between psychoanalysis and the derivative psychoanalytically based psychotherapies,
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as epitomized by the three protagonists in the 1979 Symposium, Gill, Rangell, and
Stone, who were so together in their viewpoints during the critical panels of the early
1950s that had staked out the then-emergent second-era consensus on these issues. It

is clear from these views that that consensus had fragmented by 1979.

In this context, it is worthwhile to consider the findings of the Psychotherapy
Research Project (Wallerstein 1986a, 1988b), which resonate impressively with
Rangell’s position in the 1979 Atlanta debate. PRP had been conceived and designed
in the early 1950s within the crucible of the crystallizing second-era consensus on the
spectrum of psychoanalytic therapies.” The PRP results were written up shortly after
the 1979 Atlanta Symposium and in the context of the new ferment that characterized
what [ have called the third era in the history of dynamic psychotherapy. Our
systematic empirical findings bore directly on these very issues, and in a manner most
congruent with the conclusions of Rangell, which were based, in his instance, on his
clinical observations in a solo practice. To summarize drastically from the published

article (Wallerstein 1988b), itself a summary of a very long book:

The project cohort consisted of forty-two patients, half in psychoanalysis and

half in varying admixtures of expressive and supportive psychoanalytic

5 The definitions we used, the indications (and contraindications) we prescribed, and the procedures
and techniques that we said differentially characterized the different therapeutic modes have already
been at least partially stated in chapter 5. They are described at length in the initial publication from
PRP (Wallerstein et al. 1956). The final clinical accounting of the treatment courses and outcomes
of the forty-two patients and their subsequent life courses over a thirty-year time span has been
published in book form (Wallerstein 1986a); a summary of the main conclusions from that work has
been published in article form (Wallerstein 1988b).
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psychotherapy. During the course of treatment some patients were deliberately and
some were de facto shifted from psychoanalysis to psychotherapy; within the group in
psychotherapy there were also some planned as well as some unplanned shifts along
the expressive-supportive dimension, and these were uniformly in the supportive
direction. In studying the individual case write-ups of these patients, from their
pretreatment Initial Studies to their post-treatment Termination Studies and then the
planned Follow-up Studies (with data on 100 percent of the cohort), I elaborated our
data-based reorganization and amplification of the various supportive mechanisms
and interventions (some twelve in all, see Wallerstein 1988b, 135-40), presented
earlier by Knight, Alexander, Gill, Stone, and others. Using our project data as the
base, I spelled out the operation of each of these twelve mechanisms in the patient
case histories (and subsequent life histories) (Wallerstein 1988b, 135-40; 1986a, 373-
510). In my paper (1988b), I brought our overall Project conclusions together as a
series of sequential propositions regarding the appropriateness, efficacy, reach, and
limitations of psychoanalysis (varyingly classical and modified) and of
psychoanalytic psychotherapies (varyingly expressive and supportive) (see 1988b,

144-49):

1. In regard to the distinctions between so-called structural change,
presumably based on the interpretive resolution of unconscious
intrapsychic conflicts, and behavioral changes (or changes in “manifest
behavior patterns”), which presumably are ah that can come out of

nonexpressive, noninterpretive, non-insight-aiming change mechanisms, I
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strongly question the continued usefulness of the effort to link the kind of
change achieved so tightly to the intervention mode by which it is brought
about. The changes reached in our more supportive therapies and via
intrinsically supportive modes often seemed just as “structural” as the
changes reached in our most expressive-analytic cases.

2. Therapeutically induced change will be at least proportional to the degree
of achieved conflict resolution (the so-called proportionality argument)—
though it is clear that significant change can additionally be brought about
on bases other than interpretation, working through, and achievement of
insight.

3. Effective conflict resolution turned out not to be necessary to therapeutic
change (the so-called necessity argument). An almost overriding finding
was that a substantial range of changes was brought about via the more
supportive psychotherapeutic modes and techniques, cutting across the
gamut of declared supportive and expressive (even analytic) therapies, and
these changes were (in many instances) quite indistinguishable from the
changes brought about by typically expressive-analytic (interpretive,
insight-producing) means.

4. Counterpart to the proposition based on the tendency to overestimate the
necessity of the expressive (analytic) treatment mode to effect
therapeutically desired change has been the happy finding that the

supportive psychotherapeutic approaches and techniques often achieved far
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more than was initially expected of them and did so in ways that often
represented indistinguishably structural changes in terms of the usual
indicators of that state. Most of the treatments (psychotherapeutic and
psychoanalytic alike) had been substantially altered during their course in
varyingly supportive directions, and more of the patients had changed on
the basis of designedly supportive interventions and mechanisms than had
been initially predicted.

5. Just as more was accomplished than expected with psychotherapy,
especially in its more supportive modes, so psychoanalysis, as the
quintessentially expressive therapeutic mode, was more limited—at least
with these patients—than had been anticipated. This, of course,
significantly reflected the nature of the patient population at the Menninger
Foundation, considerably “sicker” than those in the usual outpatient private
practice setting. Certainly, these disappointing outcomes of analytic
treatments with these sicker patients invite a repositioning of the pendulum
in the direction of narrowing the indications for (proper) psychoanalysis,
along the lines marked out by Anna Freud (1954).

6. Taken together, the psychoanalyses as a whole, as well as the expressive
psychotherapies as a whole, were systematically modified in the direction
of introducing more supportive components in widely varying ways, they
had more limited outcomes than promised (hoped), and an often substantial

amount of that was accomplished by noninterpretive—i.e., supportive—
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means. The psychotherapies, on the other hand, often accomplished a good

deal more than was initially expected.

Given these observations and conclusions from the PRP, what can be said
overall about the evolving relationship of psychoanalysis and its derivative dynamic

psychotherapies? This is summarized in the final pages of my 1988 article:

1. The treatment results, with patients selected either as suitable for trials at
psychoanalysis, or as appropriate for varying mixes of expressive-
supportive psychotherapeutic approaches, tended—with this population
sample—to converge, rather than diverge, in outcome.

2. Across the whole spectrum of treatment in the 42 patients, ranging from the
most analytic-expressive, through the inextricably blended, on to the most
single-mindedly supportive, in almost every instance—the psychoanalyses
included—the treatment carried more supportive elements than originally
intended, and these supportive elements accounted for substantially more
of the changes achieved than had been originally anticipated.

3. The nature of supportive therapy, or better the supportive aspects of all
psychotherapy as conceptualized within a psychoanalytic theoretical
framework and as deployed by psychoanalytically knowledgeable
therapists, bean far more respectful specification in all its form variants

than has usually been accorded it in the psychodynamic literature.’

6 For a detailed exposition of the dozen differing supportive mechanisms and modes delineated by
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4. When studying the kinds of changes reached by this cohort of patients,
partly on an uncovering, insight-aiming basis and partly on the basis of the
opposed covering-up varieties of supportive techniques, the changes
themselves—divorced from how they were brought about—often seemed
quite indistinguishable from each other, in terms of being so-called real or
structural changes in personality functioning.

In the light of the conceptual and predictive framework within which
the Psychotherapy Research Project of the Menninger Foundation was
planned and implemented three decades earlier, there is, of course,
considerable real surprise to the overall project findings: that these
distinctive  therapeutic modalities of psychoanalysis, expressive
psychotherapy, supportive psychotherapy, etc., hardly exist in anywhere
near ideal or pure form in the real world of actual practice; that real
treatments in actual practice are inextricably intermingled blends of more
or less expressive-interpretive and more or less supportive-stabilizing
elements; that almost all treatments (including even presumably pure
psychoanalyses) carry many more supportive components than are usually
credited to them; that the overall outcomes achieved by those treatments
that are more “analytic” as against those that are more “supportive” are less

apart than our usual expectations for those differing modalities would

PRP, see Wallerstein 1986a, 373-510; for a summary of these, see Wallerstein 1988b, 135-40.
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portend; and that the kinds of changes achieved in treatments from the two
ends of this spectrum are less different in nature and in permanence, than
again is usually expected, and indeed can often not be easily distinguished.

(Wallerstein 1988b, 149-50)

Overall, these conclusions from an intensive empirical study of the processes and
outcomes of psychoanalysis and psychoanalytically based psychotherapies, as
conceptualized within the formulations of the mainstream consensus of the early
1950s—conclusions that emerged in the midst of “the era of fragmented consensus”
among once like-minded colleagues—fell, like Rangell’s between the later views of
Gill and Stone. They did not support Gill’s effort in effect to collapse all expressive
and exploratory approaches into “more or less” psychoanalysis while pushing all
supportive approaches back toward an undifferentiated suggestion. The one part
seems a revival in new form of the movement spark-plugged by Alexander with its
effort toward merger of dynamic psychiatry with psychoanalysis; the other part seems
a revival in new form of the original positions of Freud, Ferenczi, Jones, and Glover
from the era that predated the theoretical articulation of psychotherapies that were
derived from psychoanalysis but were distinct from it. Nor did the PRP findings
support reiterations of the 1950s consensus on the clear-cut distinctions among
psychotherapeutic modalities. Though the differences between psychoanalysis and
expressive and supportive psychotherapy are real, the boundaries and the seemingly
specific deployments are also much less clear-cut, with—and this is the major

understanding of the results of the Menninger Project—inevitable infiltrations,
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advertent or inadvertent, of more supportive techniques and modes into even the

purest of expressive-analytic approaches.

I will close this chapter with a few additional references that each bring a special
perspective to these issues. Otto Kernberg (1983) (who had been an active member of
PRP and took on the principal directing role when I left the Menninger Foundation in
1966) laid out his way of demarcating expressive from supportive psychotherapy
within the constraints of PRP. Expressive psychotherapy, he stated, rested centrally
on clarification, confrontation, and interpretation, and he emphasized the importance
of the unremitting effort to do this within the framework of precise “technical
neutrality.” Transference interpretations, the central technical tool, should also be
codetermined by the patient’s predominant transference position, the immediate
external reality, and the specific treatment goals. By contrast, supportive
psychotherapy rested on clarification and confrontation, in order to highlight
“inappropriate” or “unrealistic” aspects of the transference (but not interpretation in a
technical sense) plus varieties of adjunct cognitive and emotional supports. Here “the
use of suggestion, advice, and environmental intervention eliminates technical
neutrality by design” (257). This specific emphasis on the maintenance or, oppositely,
the abrogation of technical neutrality as the hallmark of expressive as against
supportive psychotherapies seems implicit in all the other authors cited in this

chapter.

Paul Myerson (1981) cautioned against the allure of ad hominem argumentation

in the to-and-fro of debates (whether in 1954 or 1979) in this arena: “Where the
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analyst has decided not to use a classical approach and has decided to apply a more
confronting, manipulative, or supportive technique, the critical observer can always
suggest that the analyst’s departure from the classical, more normative approach was
unnecessary and was brought about by countertransference or by an idiosyncratic
theoretical orientation. On the other hand, the analyst and his defenders can respond
to his critics by claiming that the analysand’s personality structure made it essential to
modify the classical approach” (173). This is a caution to be borne in mind in all

scientific discourse, especially, of course, in our field.

And finally Fred Pine (1984), in an article entitled “The Interpretive Moment,”
began with recommendations based on conceptions similar to those advanced by
Schlesinger (1969) and discussed at the beginning of this chapter: that the distinction
“expressive-supportive” is often specious or mischievous or both. He ended with his
own effort to redefine this distinction. At the “interpretive moment” with the normal-
neurotic (analyzable) patient, the therapist would bend his efforts to heighten the
affective impact of interpretation; with the more “fragile” patients, who are most
vulnerable when they are most influenceable, the therapist might choose to “strike
[interpretively] while the iron is cold” (60)—that is, when the intensity of affective
involvement has diminished. This is done via a variety of “supportive” maneuvers,
for example, preparing the patient for the fact that the interpretation may not be
pleasant to hear, rendering it tentatively, according the patient the explicit right to
accept, modify, or reject it, and so on. These measures to facilitate interpretive work

with sicker patients (described more explicitly in chapter 11) have necessary
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implications for the expressive-supportive dichotomy. Pine put it as follows: “The
clinical procedures I have described blur the distinction between insight and
supportive therapies in at least two ways. The first way is that support (a style of
intervention that attempts to keep the patient’s defenses functioning at their best and
that provides a ‘holding’ object-related context in the patient-therapist relationship)
helps to advance interpretations, i.e., to work toward insight. The second stems from
the underlying belief that insight is one of the best forms of support” (66). This
thinking led Pine quite logically to the statement that “too great a separation between
insight and supportive therapies has been detrimental to theory-building regarding
supportive work” (67)—and to his own efforts to conceptually integrate expressive
and supportive approaches. In this sense, “this supportive approach in the here and
now of the therapy relationship makes it possible to introduce interpretive work and
its potential benefits into treatments that might otherwise not be amenable to
interpretation” (69). Pine’s proposed redefinition would be not between expressive
and supportive approaches but between interpretations given in the context of
abstinence (expressive approaches, including, of course, psychoanalysis proper) and
interpretations given in the context of support (the work Pine described with the more

fragile patients).
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9 A World without Consensus:
1979-1994

The conceptual untidiness produced by the fragmenting of the 1954 consensus, which
became so evident in the 1979 reconceptualizations of three of the major protagonists
of this earlier theory building, Gill, Rangell, and Stone, who had been so together in
1954 and were so apart in 1979, has persisted ever since. We have essentially been
living in a vastly enlarged psychoanalytic world, with many diverse lines of
theoretical and clinical development (to be described in detail in later chapters); it is

now a world without consensus.

In one sense, there have been no significant conceptual changes in this arena
since the events detailed in the preceding chapter. At the December 1989 meeting of
the American Psychoanalytic Association, three major panels were held on the overall
theme “Psychoanalysis and Psychoanalytic Psychotherapy—Similarities and
Differences.” Separate panels focused on theory, on technique, and on indications and
contraindications; they brought together most of the individuals who had made
significant contributions to these issues over the years. To indicate the scope and
range of present-day thinking on these issues, I will briefly survey the three panel
reports (Hoch 1992; McNutt 1992; and Morris 1992), several of the individual papers
on those panels, and a few related papers published or presented between 1989 and
1992. In addition, I will take up some incidental remarks in a book by Friedman

(1988) concerning the relationship of psychotherapy to psychoanalysis, as set within
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his kaleidoscopic effort to elucidate the “anatomy” of the psychotherapy enterprise’
by exploring the meanings and uses of theory in its forever dialectical interplay with
the meanings and processes of therapy; chapters by Gray and Jacobs” from Arnold
Rothstein’s (1988) book, How Does Treatment Help? On the Modes of Therapeutic
Action of Psychoanalytic Therapy; and, most specifically pertinent to the issues of
this chapter, Oremland’s (1991) ambitious reassessment of the terms of the debates of
1954 and 1979. These articles and books will be assessed in this chapter in order to
bring up to date all the lines of thinking about the distinctions between
psychoanalytically oriented and derived psychotherapies from psychoanalysis proper
that were given their initial organization and thrust in the seminal and enduring

contributions of Knight and his colleagues a half-century ago (see chapter 3).

Most of the contributors to the December 1989 panels of the American
Psychoanalytic Association reaffirmed their familiar positions as presented in earlier
chapters. Dewald (unpubl. ms) restated his conception of the distinction between
psychoanalysis and (expressive) psychoanalytic psychotherapy in terms of the
therapeutic focus on “core” as against “derivative” conflicts, fantasies, elements of
psychic structure and function, and so on. He then went systematically down the line

again, noting such quantitative distinctions as the fact that in psychoanalysis the

1 Meaning any “talking therapy” grounded in a scientific (or, at least, a theoretical) psychology—i.e.,
psychoanalysis. His book is entitled The Anatomy of Psychotherapy.

2 These are the only chapters in that book that address the similarities and differences between
psychoanalysis and psychoanalytic psychotherapy; the other chapters refer to their subject under the
conflated rubric of “psychoanalytic therapy” as an overall umbrella term, or simply as analysis, in
its widest possible scope and meaning.
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derivatives are traced to a deeper level, there is more intense regression, more
primary process fantasies, and more primitive affects are reached—all in terms of the
distinction between working at the “level” of derivative conflicts as opposed to trying
to reach the core (meaning ultimately the infantile core) via the evolving regressive
transference neurosis. The whole issue (and the whole distinction) he stated as “how

far proximal or distal to the core of psychic function the process is focused” (13).

Rangell (unpubl. ms) also started with his familiar views on the increasing
difficulty since 1954 of establishing the similarities and differences between
psychoanalysis and the psychoanalytic psychotherapies, but this time he attributed it
to the proliferation and increasing worldwide acceptance of a diversity of
psychoanalytic theories and technical precepts—with the ensuing problem that what
the adherents of one theoretical position call psychoanalysis, adherents of another
would designate as “only” psychotherapy. “My own preference,” Rangell stated, “is
for what I call ‘total composite psychoanalytic theory,” which contains all that is
considered to have endured and all advances which are additive and contributory. Self
and object each have as comfortable a theoretical niche within this umbrella theory as
drives, ego, or superego. Self and object, oedipal and preoedipal, ego, id and
superego, internal and external, all find their places within one total unitary

psychoanalytic theory—from which derivative therapeutic procedures derive” (13).

To Rangell, this is the inclusive psychoanalytic “mainstream,” firmly embedded
in the ego psychology structural paradigm, yet he ruefully acknowledged that this

may now no longer be main—may, in fact, well be a minority position worldwide. In
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1989, Rangell amended and broadened his 1954 definition of psychoanalysis (chapter
5) to encompass ‘“‘analysis of the transference neurosis and/or any other areas
displaced from the past” (17); “to analyze the transference neurosis and the infantile
and childhood neurosis from which it came”; to “give more substantial recognition”
to the therapeutic alliance alongside the transference relationship. Finally he stated
that “all of these changes apply both to psychoanalysis and psychoanalytic

psychotherapy” (18).

Schlesinger (unpubl. ms) in his restatement drew a distinction between the
“psychoanalytic situation” and the “psychotherapeutic situation” in terms of whether
one tries to foster or to preclude the development of a regressive transference
neurosis. He stated it thus: “My argument rests on the assertion that the major
difference between the two ‘situations,” and hence between the two forms of
treatment, lies in the technical purpose of the psychoanalytic situation to facilitate the
development of a transference neurosis. ... To make the distinction as sharp as
possible, I assert that it should be a major interim purpose of the analyst who aims to
establish a therapeutic situation with his patient to preclude, in so far as it is possible,

the development of a transference neurosis” (13—14).

In his panel report, Samuel Hoch (1992) highlighted the implementation of
Schlesinger’s distinction: “The definition of psychoanalysis is couched in terms
internal to the process, and strives for internal goals, i.e., structural changes within the
personality; it is an expectant treatment and its process is shaped primarily by what

the patient does. Psychoanalytic psychotherapy is concerned more with external
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goals; it is an active treatment defined more by what the therapist does” (234-35).
Schlesinger’s pithy way of expressing this difference was that the (external) question
that challenges psychoanalytic psychotherapy is, “Are we getting anywhere?” rather
than the (internal) question posed to psychoanalysis, “Are we doing it right?” (13).
(Clearly, neither of these questions should be taken quite literally as posed, yet
clearly, also, the two lean toward the opposite ends of the spectrum of

psychoanalytically based therapeutic modalities.)

Of all the participants in these 1989 panel discussions, Weinshel perhaps best
epitomizes the current dilemmas in properly distinguishing psychoanalysis from the
related psychoanalytic psychotherapies. Weinshel’s conceptualizations are an
inevitable by-product of his efforts (Weinshel 1990b, 1992; Weinshel and Renik
1991) to refine the nature of the psychoanalytic process—which he feels consists of
the diligent and unremitting analysis of the resistances, a process of clarification that
he initiated, actually, with a paper in 1984. In the 1990b paper, he expressed his own
dilemma concerning this distinction between psychoanalysis and psychoanalytic
psychotherapy in the following counterposed quotations: “When a resistance
originating from either the analyst or the analysand arises, it poses an obstacle to the
progress of the analytic work, and dealing with that obstacle becomes the central and
necessary focus of the analysis. I suggest that it is our special attitude and approach
to the resistances that serves to organize the analytic work and comprises the most
significant and reliable distinction between psychoanalysis and so-called

psychoanalytic psychotherapy or the even more vague ‘psychoanalytically informed’
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psychotherapies” (635). However, in the same paper he also stated the practical
clinical difficulty of making this distinction: “In an era of increasingly pluralistic
conceptualizations of what defines psychoanalysis and what constitutes a clinical
psychoanalysis, it is no longer feasible to insist that there is one ‘standard
psychoanalytic technique,’ let alone a ‘true analysis.” Nor can we differentiate, with
any degree of assurance, true psychoanalysis from other psychotherapies, even when
the latter are designated as ‘psychoanalytic psychotherapy’ ” (631-32). (I would have

said “especially when,” not “even when”).

In the 1991 paper with Renik, Weinshel stated this operational difficulty and the

ensuing confusions even more starkly:

In recent years it has become even more difficult to establish categorical
differences between psychoanalytic psychotherapy and psychoanalysis
proper. As psychoanalysis in the United States has become less
homogeneous in its adherence to the ego-psychological structural-model
approach, we have been presented with alternative conceptualizations of
psychic structure, psychopathology, and the nature of psychoanalytic
therapy; and these new concepts brought with them a considerably
broadened base of indications for psychoanalytic treatment. As a result,
many patients who traditionally were not considered appropriate for
psychoanalysis were being found more and more frequently on
psychoanalysts’ couches. Additional confusion arose with the interest in the
narcissistic and borderline patients, with some analysts insisting that many
of these patients were analyzable and could be treated by traditional
psychoanalysis and others arguing that these more disturbed patients could

be treated only by psychotherapy or markedly modified psychoanalytic
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techniques. (19-20).
Such ambiguity about the nature of the treatment process inevitably leads to the same
confusions about treatment results: “One aspect of that recognition is that patients
who have been in several-times-a-week psychoanalytically informed psychotherapy
sometimes achieve results that at least appear to approximate the goals we anticipate
for carefully selected cases in psychoanalysis, while some of those carefully selected
analytic cases do not seem to do as well after a long and apparently well-conducted
psychoanalysis” (20)—an overall conclusion also arrived at, via a somewhat different

route, by Rangell (1981b) and Wallerstein (1986a, 1988b) (see chapter 8).

In his 1992 paper (from the 1989 panels), Weinshel put the profound shifts on
this issue into personal historic context and then tried to state how he would phrase

these distinctions currently—as of 1989:

Many years ago, when I was an advanced candidate [in the 1950s], I would
have been quite comfortable and even certain about the similarities and
differences in technique between psychoanalytic psychotherapy and
psychoanalysis. Those were the golden days of psychoanalysis in the United
States, and 1 was convinced that once I achieved enough knowledge and
experience to do “the right thing,” I would have no trouble in distinguishing
the two modalities, applying them appropriately, or in being clear about the
impact my therapeutic interventions might have on my patients, analytic or
psychotherapeutic ... although I recognized that there was some sort of
spectrum between pure psychoanalysis and a somewhat less admirable
psychoanalytic psychotherapy, I was reasonably confident that in good time
any problems related to those distinctions would yield to the burgeoning

development of my psychoanalytic skills. (327-28)
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In 1989—for the reasons adumbrated in the quotation above—the situation was
altogether different: “Today my certainty is limited to the recognition that those
distinctions are not as clear or unequivocal as many of us once believed. ...It was
surprising that in conducting a psychoanalysis or in doing psychotherapy, we would
utilize ostensibly similar technical tools and speak of ostensibly comparable concepts
in ostensibly identical terms. It has become increasingly evident, however, that those
tools and concepts and terms do not have the same meaning and significance for all of

the people who have been using them” (328).

I have quoted extensively from Weinshel’s recent papers because they portray so
graphically the sea change that has occurred in American psychoanalysis since the
1954 crystallization of the consensus, through the symposium of 1979, which marked
the fragmenting of the consensus, to the present situation described in this chapter, a
world without consensus. Weinshel did try in this article to lay out how he would
attempt nonetheless to distinguish today between psychoanalysis and psychoanalytic
psychotherapies, and he (inevitably?) did so in terms of more and less (just as Dewald
did in the same panel series). Weinshel listed these considerations under eleven
headings (343-45), summarized in Morris’s (1992) report of the panel as follows:

In psychotherapy, ... there is less focus on developing an internalized

psychoanalytic process and more focus on symptoms, specific goals, and

time limits. In psychotherapy there is likely to be more activity on the part of

the therapist, with less neutrality and systematic exploration of transference

and resistance with the therapist taking the lead and using more suggestion

to focus on topics. In psychotherapy there tends to be less exploration before
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interpretation, more focus on dream content than associations and resistances
and, as a result, more construction rather than reconstruction via transference
understanding. Also, in psychotherapy the analyst tends to be less abstinent
and more tolerant of transference gratifications. With regard to the central
role of transference interpretation in psychoanalysis, he finds that in
psychotherapy there is a tendency to make earlier transference
interpretations and to make more use of extra-analytic transference
interpretations rather than to explore systematically the developing
transference configurations. Termination in psychotherapy is more arbitrary
and more linked to subjective improvement than to attainment of an

internalized process no longer requiring input from the analyst. (217)

Given the more/less nature of these distinctions, it follows that the determination
can rarely be based on a single session or even a small sample of sessions, as
Weinshel acknowledged; one needs to follow the treatment process over some sweep
of time. In conclusion Weinshel quoted the distinction once made by Helen Ross:
“Psychoanalysis lasted longer, went deeper, and came up dirtier’—calling it,

admiringly, an “exemplar of directness and brevity” (345).

From the cluster of other recent papers dealing with these issues I will highlight
only the following additional considerations: David Sachs (unpubl. ms) said that the
essence of the differentiation should be the degree of suggestion (in the sense of
unresolved transference) that characterizes the therapy (“in my view, the central
importance of the relationship of therapy to the use of suggestion will remain a fixed

star by which psychoanalytic therapists orient themselves” [11-12])—a restatement of
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the original position of Freud, Ferenczi, Jones, and Glover).> Owen Renik (1993a), in
a paper on the inherent and inevitable countertransference enactments that
characterize psychoanalytic work and that occur prior to and as prerequisite to an
achieved countertransference awareness, saw the distinction in the degree to which
these enactments are rendered explicitly conscious—that is, converted into insights as
against serving merely as corrective emotional experiences.” To Jacobs (in Rothstein
1988) the differentiation was in the way psychotherapy, via its method, limits the
interpretive uncovering of the therapist’s role as an essential stabilizing object (“In
analysis with the neurotic patient, the object, though vitally important, remains in the
background and the patient can explore freely the psychological terrain of his own
mind. ... In the case of the more disturbed patient in whom the unfolding may be
limited or blocked by ancient and tenacious defenses, by rigidities of character, or by
defects in the laying down of structure, the role of the object as stabilizer, introject,
superego modifier, or model for identification assumes greater importance. This often
happens in psychotherapy, too, although for other reasons” [67]—i.e., the

psychotherapeutic method itself precluding or blocking the interpretive rendering into

3 In a much earlier paper, Sachs (1979) had stated that the essence of the distinction between the
treatment modalities lay in the difference of method, the method of free association in analysis as
against “investigative procedures [which] ... refers to all the methods of obtaining associations
that Freud used prior to psychoanalysis” (120) that characterize the psychotherapies. These two
presentations are of course compatible with each other.

4 Renik put this as follows: “Since transference-countertransference awareness follows enactment, we
can conceptualize a successful psychoanalytic process as one in which a series of unpremeditated
corrective emotional experiences come to be examined and understood retrospectively ... and a
successful psychotherapeutic process, on the other hand, as one in which corrective emotional
experiences take place, but remain largely outside the patient’s and perhaps the therapist’s
conscious awareness” (155).
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consciousness). Finally, Gray (in Rothstein 1988) stated the distinction to be the
degree of unanalyzed reexternalization and modification of the authority images of
early childhood with the subjection to a more benign superego—but without insight
into this “transference cure” based on the “power of suggestion.” Nonetheless, in such
instances, “the therapeutic gains may be profound and extremely, even vitally,
valuable . .. depending] particularly on the influence of the way in which the patient
perceives or experiences the therapist. ... The most effective element empowering
therapeutic action is the reexternalization and transference of those images of
authority acquired in early childhood. Here I would expect the therapeutic actions to
accompany the patient’s use of strengthening identification, and/or relief through
certain gratifications which, by relieving frustrations, lower the potential for anxiety

otherwise provoked by conflicted yearnings™ (43).

Helen Gediman (1990), Sander Abend (1990), and Kenneth Frank (1992) each
brought a distinctive emphasis to these discussions not yet specifically focused by the
others. Gediman made a plea to remove the pejorative cast from these distinctions,
widely experienced—in fact, since Freud’s day—but not often explicitly
acknowledged (except in some of the 1954 publications and in PRP [Wallerstein
1986a, 1988b]). Gediman said, “Teaching psychotherapy and requiring supervision of
a psychotherapy case deserve an emphasis on their inherent values, and not, as
formerly, on their values as fallbacks from psychoanalysis. We would think in terms
of mining the pure gold of psychoanalysis and of mining the pure gold of

psychotherapy, eliminating the pejorative cast of the ‘copper of direct suggestion,” yet
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retaining Freud’s non-pejorative view that the most effective ingredients of
psychotherapy are those borrowed from psychoanalysis.” She quoted Sachs’s view
that “one way to remove the pejorative connotation of psychoanalytic psychotherapy
is to expand its definition while narrowing the scope and defining characteristics of
psychoanalysis” (9). And “It is ... the widespread misnaming of psychoanalytic
therapy as ‘psychoanalysis’ that artificially widens the scope and ‘has had destructive
consequences both for the appropriate selection of therapy and for the science of

psychoanalysis. . . .

To restore a proper balance among different forms of psychotherapies, the stigma
under which psychoanalytic therapies have suffered must be removed.” ... We
should think, rather, of a broadening range of patients treated by a broadened
armamentarium of techniques, equally valued in their own right, derived from a

unified psychoanalytic theory” (10).

Abend cast the issues, not in value terms, but in political terms (or are they the
same?). As he put it, “Controversy about the theoretical shifts that were introduced as
alternative or evolutionary forms of psychoanalysis promoted the tendency of analytic
traditionalists to relegate these trends to the class of psychotherapies, while reserving
the term psychoanalysis exclusively for their own version of Freud’s methodology.
Many proponents of emerging theories cling just as vehemently and tenaciously to the
term psychoanalysis for their methods, even including some who wanted to set Freud

aside as hopelessly outmoded” (542).

And Frank talked most broadly of integrating psychoanalytic and cognitive-
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behavioral techniques into a distinctive psychotherapeutic approach. The modus

operandi and intent were expressed as follows:

Although the introduction of action techniques may be inappropriate in the
analytic treatment of many patients, with certain others, especially those
with whom a full analysis is not undertaken, integrative action techniques
can often be useful. When they are introduced, they need not necessarily
play an extensive role; yet even a sparing role can be highly significant.
They may be used to promote adaptive action at two possible levels that
interact productively with the analytic process: (1) They may serve to
enhance psychological and social skills and personal competence, and (2)
they may contribute directly to the modification of extra-analytic
enactments, sometimes reducing symptoms. Integrated through the analytic
process in a way that may modify psychic structure, and operating together
with insight and the crucial, new and positive experience with the analyst,
action techniques are thus seen as operating compatibly and effectively

within a psychoanalytic approach. (70)

Frank protected his psychoanalytic bona fides by cautioning that, of course, the
transferential meanings of such “action interventions” must be explored
psychoanalytically (71) and that one must also consider possible countertransferential
meanings whenever the introduction of “action techniques” is under consideration
(72). For justification in terms of psychoanalytic proprieties, he called on recent
writings, particularly those of Gill:

Compared to a strict blank-screen view, an interactional model

conceptualizes the psychoanalytic situation in a way more compatible with

psychotherapy integration. From the blank-screen perspective, the therapist’s

increased activity associated with action techniques inevitably is thought to
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constrain the analysis of transference by contaminating and narrowing the
range of spontaneous fantasies the patient may have about the therapist. But
from an interactional view, the analyst’s influence is always present in the
transference: “whatever the analyst does plays a role in determining the
transference” (Gill, 1982, p. 89). In the latter view, a therapist’s level of
activity and its contents, like his/her qualities and other behaviors, are
incorporated into transferential elaborations based on determinants from the
past. Accordingly, within limits that must be established empirically on the
basis of further clinical experience, the interactional view can be extended to
create a potential for the kind of deliberate therapist activity involved in the
introduction of structured action-oriented techniques—provided that
transferential elements of the patient’s experience of the introduction of

those techniques are taken into consideration and are analyzed. (61)

In an article addressed to psychiatric residents, Peter Novalis (1989) declared,
almost as a codicil to Frank’s argument, that supportive psychotherapy is after all
“primarily a behavioral therapy. To draw an analogy, if you want to call
psychodynamic [expressive] therapy a ‘watered down’ version of psychoanalysis,
then you might as well call supportive therapy a watered down version of purely
behavioral therapy, such as aversive or desensitization therapy. ... In Winston’s
classification, for example, supportive therapy includes much of cognitive and
behavioral therapy and certainly such specific techniques as assertiveness training and

social skills training” (26).

Friedman’s kaleidoscopic and truly monumental Anatomy of Psychotherapy
(1988) touched only tangentially on the differentiation of psychoanalytic

psychotherapy from psychoanalysis. The central thesis—expressed in more than six
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hundred crisscrossing pages—is, rather, that theory is neat whereas therapy, being of
the real world, is messy. Theory calms the therapist’s anxieties while it expresses his
desires—his worldview, value systems, and theoretic allegiances. It normalizes our
really quite unnatural work. By contrast, therapy (and this is why it needs anchoring
and shaping) is—more than we willingly admit—an ambiguous and seat-of-the-pants
process that is entirely different from the expectable social situation when two human
beings interact, while at every point it can be construed and reacted to as if it were an
ordinary social relationship. The problem in all this is the eternal dialectic and
disjunction between theory and therapy. The unremitting problem shared by therapist
and patient is that each has to interact both with a theory (that gives meaning to their
shared work) and with a person (the other), and the two tasks are not necessarily

congruent.’

Germane to our interest here is that Friedman’s book is almost entirely about a
unitary psychoanalytic therapy; that is, essentially it conflates psychoanalysis and
psychoanalytic psychotherapy—surprising indeed in so vast a book on this specific
subject. Only in the last two pages of this sprawling opus does Friedman offer his
views on psychoanalysis vis-a-vis the psychotherapy derived from it:

Obviously the fate of the psychotherapy profession is more uncertain than it

seemed 30 years ago. Yet in some ways it is better off. Thirty years ago no

profession was as ragged or questionable as general psychotherapy.

> I have expressed my appreciation of Friedman’s work in a book review (Wallerstein 1990c) and my
detailed disagreement with much of his central argument in a longer critique (Psychoanal. Inq.,
forthcoming).
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Psychoanalysis was more fortunate. It had a theory and a procedure. It had a
curriculum, standards of performance, and a lingua franca. It was adorned
with learned journals and subtle spokesmen. Psychotherapy had none of
these. A handful of illustrious figures spoke seriously for psychotherapy. But
its periodicals were filled with recipes, practical hints, and shared
experience. Detailed and subtle reflection about what, after all, is a matter of
detail and subtlety, was confined to the analytic literature. Psychotherapy
was taught in a make-do fashion with whatever scraps of theory and
procedure it could snatch from psychoanalysis, therapists being too grateful
for the scraps to worry about their place in a non-analytic setting, or to fuss
about the mutual compatibility of random items carried over from a
systematic psychoanalysis. The general rule was that a therapist should try to
think and act like a psychoanalyst whenever possible, never mind the

specific momentary rationale. (562)

Skipping ahead thirty years to the mid-1980s, Friedman said,

Almost nothing has changed. But the “almost” is important. Today fewer
people want a full psychoanalysis, whether because their troubles are
different, or their means fewer, or their interest less. And there has been a
shift in psychoanalytic theorizing, partly the result of its wider application,
but probably also to the intratheory tensions I have discussed. This has
changed the relationship between psychotherapy and psychoanalysis.
... The analytic literature is now concerned with treatment processes and
meaning change in general. Thirty years ago theorists did not feel the need to
enlarge their vocabulary, as is necessary to deal seriously with “parametric”
problems. Nowadays psychoanalysts concern themselves with issues that are
properly psychotherapeutic because they are fundamental to all talking
therapies. The tradition and habits of reflection cultivated by psychoanalysis

are now available to psychotherapy. (562-63)
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The quotation can of course be looked at as a capsule summary of this whole
book to this point. (Friedman’s denigration and even trivializing of specifically
supportive psychoanalytic psychotherapy have already been cited in chapter 6, note

11.)

In quite the opposite direction from Friedman’s book, Oremland’s Interpretation
and Interaction: Psychoanalysis or Psychotherapy? (1991) represents a major effort
to reframe the dialogue on the similarities and differences between psychoanalysis
and the psychoanalytic psychotherapies, in a manner strongly influenced by the newer
views of Gill (who contributed a chapter of commentary) on the nature of the
therapeutic interaction, but also with very significant differences. Oremland’s guiding
assumption—and here he is indebted to Gill—is that all therapy is interactive. The
central distinction is whether it is interaction with or without interpretation of the
interaction; interpretation is what makes the therapy distinctly psychoanalytic. Hence
the book’s title, and hence also the new nomenclature Oremland introduced. He
maintained the tripartite division of 1954 (the spectrum from supportive
psychotherapy to expressive psychotherapy to psychoanalysis) but renamed the
components interactive psychotherapy (i.e., without interpretation, therefore
supportive), psychoanalytically oriented psychotherapy (expressive, interpretive, but
not psychoanalysis proper), and psychoanalysis (here, of course, without a suggested

name change).’

6 Oremland also rejected the term “transference neurosis,” which he said stems from the superseded
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Most of Oremland’s book 1is devoted to the relationship between
psychoanalytically oriented psychotherapy and psychoanalysis proper, leaving aside
interactive psychotherapy for the most part as warranting less focused attention, either
because it is of lesser import or because its precepts and techniques might be more
self-evident and less in need of specification. Of his two central foci of interest, he
said, “The essential commonality between psychoanalytically oriented psychotherapy
and psychoanalysis resides in the intervention employed, that is, interpretation. The
essential difference lies in the primary area of psychotherapeutic interplay. In broad
sweep, the operational difference between psychoanalytically oriented psychotherapy
and psychoanalysis is the training of the practitioner, the range of patients treated, the
frequency of sessions, and the use of the couch. Simply put, the mode (interpretation)
is the same; the modalities and what eventuates as the process unfolds is different”

(112).

Oremland then laid out the distinctions in terms of what Gill called the (nonvital)
external criteria. Psychoanalytically oriented psychotherapy should be at least twice a
week but not less, because once-a-week sessions are just “a weekly request to bear
witness to, or to correct, the events of his or her life,” whereas twice-weekly sessions

become “a beginning effort at introspection.” (“Once-a-week psychotherapy

topographic model of the mind, and suggested replacing it with “regressive transference
enactment,” which he declared was more consonant with the structural model of the mind-but
seemingly without significant imputed technical implications (see 35-36). He also felt that the use
of the concept of the therapeutic alliance was fraught with risk, the risk of heightening the
uninterpreted, unanalyzed components of the therapeutic process, hence making the therapy more
interactive than it need be.
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frequently becomes interactive regardless of the psychotherapist’s orientation or the
nature of the psychotherapist’s interventions.”) But psychoanalytically oriented
psychotherapy can also be “as frequent as seven times or more a week when the
patient’s object constancy is so impaired that transference continuities cannot be
maintained” (115). Psychoanalysis is kept to the standard four or five times a week
(seldom three times a week). Similarly, the couch is reserved for patients in
psychoanalysis. Oremland said of this, “The role of the couch in psychoanalytically
oriented psychotherapy requires special discussion. Unfortunately, often the unstated
reason for using the couch in psychotherapies is the status afforded the practitioner
and the patient by the patient’s being ‘on the couch.” Stated reasons include relaxing
the patient, making the patient less aware of the psychotherapist’s responses, and
encouraging free association. Using the couch for these reasons is interactive and not

psychoanalytic” (117).

In addition to these distinctions in external criteria, Oremland also held to

internal differences in what he called the “Area of Interplay” (118):

Although there is marked overlap between them, the two modalities move
the patient’s interests in different directions. ... In psychoanalytically
oriented psychotherapy the actualities of the interaction dominate, and there
1s exquisite dissection of the transference in the interaction. In
psychoanalysis, the actualities of the interaction are less immediate. . .. The
interpretations in psychoanalytically oriented psychotherapy progressively
reveal . . .the transferences within the actualities of the interplay. In
psychoanalysis, as the internal soliloquy intensifies through interpretation of

the resistances, the historical aspects of the life experience predominate.
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Essentially each modality explores different areas of the interplay. Yet in

both a past is located that enriches the present. (118—19, italics added)

Each modality is therefore less complete in the central area of the other. But
depending on the fit with the needs of the patient, neither is inherently superior or
more complete. They are “complementary ... modalities with different quantitative

emphases” (120).

And there is no empirical evidence that one is a more effective therapy than the
other: “Generally, existing studies and most clinical experience do not give
psychoanalysis, even for equally suitable cases, a clear-cut therapeutic supremacy
over the psychotherapies. Most investigations, echoing the experiences of clinicians,
attest to broader sustained personality change from psychotherapy than traditionally
espoused (Wallerstein, 1986a)” (122). This last statement led Oremland to his
position on differential indications, already detailed in chapter 6—that he begins with
all patients in psychoanalytically oriented psychotherapy and then sees which way it
goes: “For the patient who is equally suitable for either modality, I equally favor
continuing the psychoanalytically oriented psychotherapy or increasing frequency and
beginning psychoanalysis” (127-28)—with most mental health professionals who are
patients opting for psychoanalysis proper, and most other patients opting for therapy.
This also makes conversion back and forth quite simple, assuring the essential
“compatibility of psychotherapy with subsequent psychoanalysis by the same
practitioner when the psychotherapy was not overly interactive or manipulative”

(129-30).
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In light of this exposition of differences and similarities, what stand does
Oremland take on the interrelationships of the three main treatment modalities? He

writes,

Currently, most theoreticians and clinicians use a continuum model within
the tripartite division, a position championed by no less a theoretician and
researcher than Robert Wallerstein (1986a). ... [But] building on Gill’s
later (1982) paradigm, I propose a bimodal model regarding predominant
intervention (mode), interactive versus interpretive modes, while
maintaining a tripartite division of procedure (modality). ... In my tripartite
division, the modalities become interactive psychotherapy, and the two
interpretive psychotherapies, psychoanalytically oriented psychotherapy and
psychoanalysis. In this model, the three modalities are not on a continuum
nor are they equidistant from each other. ... Although all three share
commonalities, the distance between interactive psychotherapy [i.e.,
supportive psychotherapy] and the two interpretive psychotherapies,
psychoanalytically oriented psychotherapy and psychoanalysis, is greater for
critical variables than is the distance between psychoanalytically oriented
psychotherapy and psychoanalysis. When viewed as processes, interactive
psychotherapy also stands relatively alone, whereas psychoanalytically
oriented psychotherapy and psychoanalysis are intrinsically and complexly
interrelated. Visually, psychoanalytically oriented psychotherapy and
psychoanalysis become a double helix, entwined yet distinct. (130-31)

Then in summary,
Interactive psychotherapy is psychotherapy whose mode uses transference in
directive, suggestive, and manipulative interventions, with modeling and

selective transference interpretations, to produce changes largely according

to the psychotherapist’s evaluation. If the psychotherapist is
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psychoanalytically oriented, the interventions will be psychoanalytically
guided. The prototype of the interactive psychotherapist is the
seer/hypnotist. Although broadly effective therapeutically, interactive
psychotherapy essentially directs, and therefore limits, understanding.
...[By contrast] psychoanalytically oriented psychotherapy and
psychoanalysis are interpretive in mode. Although interpretation is an
interaction, as an intervention it is qualitatively different from any other
intervention in that interpretation attempts to add explicit knowledge and

when transferential makes the interaction itself the object of analysis. . . .

Both psychoanalytically oriented psychotherapy and psychoanalysis have
extensive aims. Yet each modality explores different areas of the interplay.
Both provide Freud’s “after-education”—new perspectives gained through
emotional reevaluation, reliving, and vitalized insight—with different
potentials and limitations. In broad sweeps, the aftereducation of
psychoanalytically oriented psychotherapy is cross-sectional; that is, the
interplay emphasizes the psychodynamics of interpersonal functioning with
correspondingly less detailed, genetic detailing. The after-education of
psychoanalysis carries a longitudinal emphasis; that is, the interplay is
heavily laced with genetically detailed reconstruction and less detailing of
the psychodynamics of the ongoing interpersonal functioning. The prototype
of the psychoanalytically oriented psychotherapist and the psychoanalyst is
the teacher in its broadest meaning. (133-34)

And finally, Oremland stated, “Experience suggests that, from the clinically

therapeutic perspective, the procedures roughly are equally effective” (135).

My own positions on these issues have already been stated in detail (PRP,
Wallerstein 1986a, 1988b) but perhaps should be briefly summarized here in relation

to Oremland’s theses. Basically, I feel that Oremland’s altered nomenclature is
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unnecessary because it inevitably introduces an element of confusion; I think there is
more heuristic value in keeping the rubric “supportive” than in substituting
“Interactive,” with its narrowed focus on a single determining element of the
modality. I do believe in a spectrum of the psychotherapies with nodal crystallizations
along that continuum of the three distinctive modalities; this allows for gradation and
infiltration of techniques across unclear boundaries in contrast to the much sharper
dichotomization that Oremland (along with Gill) conceptualizes, which creates more
sharply distinguishable entities than clinical experience supports. I agree with
Oremland, however, that the threefold distinction should be maintained, as against
Gill’s collapse of what Oremland calls psychoanalytically oriented psychotherapy

into psychoanalysis, as simply more or less analysis.

In his invited chapter of commentary in Oremland’s book, Gill agreed with
Oremland that “the distinction is between interaction with analysis of the interaction
and interaction without analysis of the interaction” (138). And “Oremland and I
likewise agree that this latter distinction is a key factor in differentiating
psychotherapy [Gill 1is clearly referring here to Oremland’s “interactive
psychotherapy,” not to “psychoanalytically oriented psychotherapy,” though Gill did
not make this explicit] from psychoanalysis as an ideal, psychoanalysis being
characterized aphoristically as interaction with analysis of interaction and
psychotherapy as interaction without analysis of interaction.” He adds, “The
interactive effect of the analysis of an interaction can be more important than the

effect of the original interaction,” and, in further clarification, “the distinction we are
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making is more usually cast as the manipulation of the transference versus the
analysis of the transference. Manipulation of the transference is often called

suggestion” (139).

There is a further concordance: “Another important aspect of the aforementioned
distinction is whether the interaction in question is witting or not. Since every
intervention, indeed the therapy situation itself, is an interaction, it is always witting
in that sense. But an important distinction must be drawn between an interaction that
is designed to have an interpersonal effect and an interaction that has such an effect

but was not intended to do so” (139).

Regarding Gill’s areas of disagreement with Oremland, the first had to do with
an epistemological distinction between psychotherapy and psychoanalysis. Gill
agreed with Oremland’s statement that interpretation as an intervention is
qualitatively different from other interactions in that its aim is solely to add explicit
knowledge whereas interactive interventions remain largely experiential. But he
added that a central aim of all psychological therapy, including psychoanalysis, is to
bring about an interpersonal effect. He declared that the dichotomy of change by way
of insight and change by way of the relationship was a false separation of what can
only be conceptually separated: He stated his belief that “Oremland’s view is a
remnant of the classical idea that lasting change comes about only through
understanding; [ believe, furthermore, that this view is part of a ‘one-person’
conception of psychoanalysis, which is mistaken, because ... the psychoanalytic

situation is inherently interpersonal” (140). Here he was saying that despite
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Oremland’s basic assumption (shared with Gill) that all interventions, including the
purest interpretations, also exert an interpersonal effect and that all therapy is
therefore interactive—differing only in the extent to which the interaction is
interpreted—Oremland was still captive to some extent of a “one-body” conception
of psychoanalysis. Oremland might well disagree on this point. I regard it as a less

substantial distinction than Gill does.

Gill then went on to indicate what to me is a more substantial difference with
Oremland: “Oremland is convinced that the couch and the greater frequency of visits
in analysis necessarily result in a major emphasis on reconstruction whereas the face-
to-face posture and lesser frequency of visits in therapy necessarily result in a major
emphasis on the patient-therapist interaction, although he grants that there is a major
overlap in the two therapy situations” (140). This to me is the heart of their
disagreement, and the issue on which my agreement is with Oremland. Gill also
objects to the term “psychoanalytically oriented psychotherapy” “because it implies
too great a gap between psychoanalysis and the modality he describes” (143) and
suggests a change in nomenclature more in accord with /is conceptions:

With some hesitancy I would like to suggest a name for both what Oremland

calls “psychoanalytically oriented psychotherapy” and what I clumsily called

“psychoanalytic technique.” It is a revival of a term that Alexander and

French (1946) used for their manipulative psychotherapy, which employed

psychoanalytic understanding of psychodynamics. The term has so fallen

into disuse that I believe it is available for a new purpose. I refer to the term

“psychoanalytic therapy.” I suggest that the term be used for a therapy in
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which the analysis of interaction is a primary goal, regardless of how
ambitious or lengthy the therapy is, and in which the couch is not used and
sessions are less frequent than in psychoanalysis proper. I am not sanguine

about the prospects for my suggestion. (158-59)

Gill also tried to draw Oremland’s “psychoanalytically oriented psychotherapy”
closer to proper psychoanalysis: “That both his ‘psychoanalytically oriented
psychotherapy’ and my ‘psychoanalytic technique’ analyze interaction is far more
important than that they differ in ambitiousness of goal and duration. And that they
share the analysis of interaction in common with psychoanalysis proper is far more
important than that they differ from the latter in the extrinsic factors of couch and
frequency of sessions. Furthermore, as | said, the use of the term psychoanalytically
oriented psychotherapy is so entrenched as a term for the continuum from exploratory
psychotherapy to psychoanalysis that I do not see how it can be changed” (158). Here
the conceptual tug is quite clear between Gill’s wish to diminish the distinction (to the
point of actual amalgamation?) and Oremland’s to maintain it, with its more than
quantitative differences; these, in Oremland’s terms, are in the selected and preferred

“area of interplay.”

One last quotation from Gill has to do with the sharp difference both he and
Oremland expressed with the views of Eissler on what constitutes the analytic
process: “For Eissler, a parameter was usually a simple, gross suggestion, like
advising the analysand against getting married; whereas for Oremland and me the
entire analytic situation is shot through with suggestion, whether witting or unwitting,

that should be made as explicit as possible. We speak of the ‘ubiquity of interaction’ ”
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(145). This states as well as anyone has the great arc from FEissler’s austere
conception of a proper psychoanalysis with the “ideal patient,” consisting only of
interpretation leading to insight and devoid of any hint of suggestion, to this more
modem conception of the “ubiquity of interaction” in all interpersonal encounters, the

most classical of psychoanalyses included.

This brings us to the present-day position on the line of development of the
psychoanalytic psychotherapies. But from early on there were alternative visions of
how to conceptualize the relationship of psychoanalytic psychotherapy to

psychoanalysis. Subsequent chapters will deal with these in turn.
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III The Transference,
Transference Interpretation,
and the Transference Neurosis
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10 Interpretation, Insight, Working
Through, and Action: I

In this section I trace out the meanings and usages, as they have evolved and
diversified over time, of certain pivotal psychoanalytic concepts—most importantly,
transference, transference interpretation, and the transference neurosis. In doing this, I
will focus less on the more familiar historical conceptions than on the modern-day
divergences. But first, in this chapter and the next I consider the concepts of
interpretation, insight, working through, and action, which together define the essence
of the expressive, exploratory, uncovering therapeutic approaches and the
distinguishing line of demarcation between these modalities and the supportive,

suppressive psychotherapies.

In an elegant review of the literature on interpretation, Jim Dimon (1992) began
with the statement that “the varied psychoanalytic understandings of interpretation are
foreshadowed by the diverse preanalytic meanings of the term. An interpreter, for
example, is a translator from one language to another, an artist who gives creative
meaning to a work of art, a scientist who accounts for a body of data, or a religious
figure who reveals the will of God. Each of these usages is analogous to a
psychoanalytic theory of interpretation.” He went on to develop Freud’s initial

conception: “Freud ... first used the word we translate as ‘interpretation’ in a title,
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The Interpretation of Dreams (1900)." He chose the German word Deutung, which in
common usage referred to seers who read the future from signs—including dreams.
He conspicuously did not choose the word FErklaeren, used by scientific
contemporaries to describe their explanations of things. ... In The Interpretation of
Dreams, Freud describes the first psychoanalytic model of interpretation:
interpretation as translation” (182-83). Using the Irma dream as his specimen, Freud
“translated” the conscious manifest dream into its complex of unconscious latent
dream thoughts; that is, the conception of interpretation as translation was fully in

accord with the working of Freud’s original topographic model of the mind.?

However, as Freud developed the concepts of transference and resistance, both
emanating from the unconscious, he encountered the failures of the interpreter as
simple translator. The task now became to elucidate the meanings and functions of
resistance and transference, and the concept of interpretation was launched on its
journey of broadening and deepening. It was Strachey (1934) who, after Freud, made
the most enduring contribution to the theory of interpretation. Strachey took as his
starting point Alexander’s earlier conception that the proper aim of psychoanalysis

“must be the complete demolition of the superego” (134), modified that to the more

1 Though conceptually true and historically valid, this is not literally accurate. At least in the Guttman,
Jones, and Parrish, Freud Concordance (1980) of Strachey’s English language Standard Edition,
the English word “interpretation” is given 1,012 listings and more than a dozen of these are in
papers prior to 1900, at times in a quite colloquial usage, but at other times in the psychoanalytic
technical sense of conveying the inferred meaning of a constellation of symptoms and behavior.

2 In his 1983 report of a panel on the topic of interpretation, Rothstein quoted Arlow that in its
beginnings, “interpretation [was] in its most limited, restricted sense, a translation from one
language to another, from the language of the primary process to the language of the secondary
process” (238).
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realistic and appropriate goal of mitigating the improperly harsh and often sadistic
superego of the suffering neurotic,” and then presented his ideas on how to achieve
that desired end through the “mutative interpretation” (one that brings about psychic

change).

Basically, Strachey described what he called “the neurotic vicious circle” (137),
in which the patient, terrified of the sadistically aggressive superego, adopts an even
more aggressive and destructive attitude toward the object in self-defense. If the
patient could only be made less frightened of his superego or introjected object, he
would in turn project less terrifying images upon the outer object and feel less need to
be hostile to it—in effect, setting up a benign circle to replace the vicious one. In
psychoanalysis, the patient projects onto the new object (the analyst) the introjected
archaic objects (theory of transference). The analyst then becomes the “bad” (harsh)
introjected object—the “auxiliary superego”—-which gives the analyst the
opportunity to make a mutative interpretation via a two-step process: “First . . . there
is the phase in which the patient becomes conscious of a particular quality of id-
energy as being directed towards the analyst; and secondly there is the phase in which
the patient becomes aware that the id-energy is directed towards an archaic phantasy
object and not towards a real one” (143). What makes the critical second phase

possible is that the neurotic patient’s sense of reality is sufficiently intact, and what

3 Of this Strachey said, “This [Alexander’s] wholesale attack upon the superego seems to be of
questionable validity. It seems probable that its abolition, even if that were practical politics, would
involve the abolition of a large number of highly desirable mental activities” (135).
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makes the interpretation mutative is its immediacy, in that the urgent impulse or
affect and its displacement from elsewhere (prior life experience and expectation) are
immediately evident and felt in the here and now of the analytic setting. All this, of
course, takes place in a multitude of small steps, with “working through” all along the

way.

From this 1934 paper of Strachey’s emerged the dictum that has prevailed in
psychoanalysis ever since: only interpretation in the transference is saliently mutative,
and no other kind of interpretation (e.g., extratransference interpretations,
explanations) could play such a role. Strachey put it thus: “Is it to be understood that
no extra-transference interpretation can set in motion the chain of events which I have
suggested as being the essence of psycho-analytical therapy? That is indeed my
opinion” (154). This is because extratransference interpretations are far less likely to
be given at the point of urgency (i.e., would be less affectively charged);* but also, at
least equally important, if the object of the impulse is not present in the consulting
room, it is much harder for the patient to become directly aware of the distinction

between the real object and the fantasy object.

But Strachey’s rejection of the place of extratransference interpretation was not
as complete or as categorical as subsequent analytic generations took it to be. This

was underscored by Harold Blum (1983), one of the few who has stressed the need to

* Strachey put this as follows: “Extra-transference interpretations tend to be concerned with impulses
which are distant both in time and space and are thus likely to be devoid of immediate energy. In
extreme instances, indeed, they may approach very closely to what I have already described as the
handing-over to the patient of a German-English dictionary” (154).
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rehabilitate the extratransference interpretation as having a worthwhile place in
therapy in its own right. He quoted Strachey’s (1934) surprisingly little known

concluding comments concerning extratransference interpretation:

“It must not be supposed that because I am attributing these special qualities
to transference interpretations, I am therefore maintaining that no others
should be made. On the contrary, it is possible that a large majority of our
interpretations are outside the transference—though it should be added that it
often happens that when one is ostensibly giving an extratransference
interpretation one is implicitly giving a transference one. A cake cannot be
made of nothing but currants; and though it is true that extra-transference
interpretations are not for the most part mutative, and do not themselves
bring about the crucial results that involve a permanent change in the
patient’s mind, they are none the less essential. If I may take an analogy
from trench warfare, the acceptance of a transference interpretation
corresponds to the capture of a key position, while extratransference
interpretations correspond to the general advance. .. .An oscillation of this
kind between transference and extra-transference interpretations will

represent the normal course of events in an analysis (p. 158).”

Three years after Strachey’s paper, Bibring (1937) published “The Theory of the
Therapeutic Results of Psycho-Analysis,” in which he broadened the goals of
psychoanalysis—and hence of interpretation—beyond those set by Strachey, to
encompass changes not only in the superego but also in the ego and even the id and,

consequently, in the relations of these psychic agencies to one another. This
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broadened focus has been a given of interpretive work ever since.” And in 1951, the
major architects of American ego psychology, Rudolph Loewenstein, Ernst Kris, and
Heinz Hartmann, each published a paper on interpretation in the same issue of The
Psychoanalytic Quarterly. Loewenstein talked chiefly to the technique of
interpretation in light of the new ego psychology. Though he acknowledged that there
were a great many other methods of intervention by the analyst (e.g., the rule of
abstinence, creating an “analytic atmosphere,” offering explanations as to procedures
or realities, even silences), Loewenstein focused on the cardinal role of interpretation
in leading to insight: “In psychoanalysis this term is applied to those explanations,
given to patients by the analyst, which add to their knowledge of themselves” (4).
Like most others writing at the time, he felt he had to take Alexander to task for the
devaluation of interpretation and insight that Loewenstein felt was inherent in the
technical principle of the corrective emotional experience: “Some limited dynamic
changes may occur independently of insight, and some limited insight may be gained
without interpretations or even without analysis. In analysis, some insight may be
gained from the very fact of talking frankly. The gain of insight, however, is limited if
the patient is merely left to associate and is not given any interpretations” (3)—

anchoring the essential connection between interpretation and insight and (in

5 For comprehensive discussions of the goals of psychoanalysis as they have been conceptualized over
time, see Wallerstein (1965), “The Goals of Psychoanalysis: A Survey of Analytic Viewpoints,”
and an update a quarter-century later (Wallerstein 1992b), “The Goals of Psychoanalysis
Reconsidered.”
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Loewenstein’s view) also change.® For the rest, Loewenstein talked technically of
“preparations for interpretation,” of interpretation as a process that proceeds in
“installments™ (4) until it is ultimately complete, of interpreting from the surface
down, from the known to the unknown, of optimal emotional distance for
interpretation, of the concept of a “hierarchy of interpretations” (6), of issues of
timing, repetition, working through, tact, and dosage, of matters of wording (in the
patient’s idiom and avoiding technical jargon), of Freud’s concept of reconstruction
(a certain type of interpretation), and of his own concept of reconstruction or

interpretation “upwards” (10).

Finally, Loewenstein spoke to the dynamic impact of interpretations and their
ultimate efficacy: “Interpretations bring forth new material, either in the form of
resistance or in the form of additional details, memories, the flow of associations,
information, and various changes in the intensity and in the form of symptoms, etc.,
revealing the dynamic effect of the interpretations. .. .The therapeutic effect of the
analysis is due to a psychic process in which each part—the overcoming of
resistances, the working through, as well as the remembering and reliving of

repressed material and the effect of analytic reconstructions—has its respective place”
(12).

In their articles, Kris (1951) and Hartmann (1951) added to these technical

6 Bibring (1954) in his contribution to the series of panels published in 1954 on the similarities and
differences between the dynamic psychotherapies and psychoanalysis proper also spoke to this
specific issue of Alexander’s devaluation of the roles of interpretation and insight in therapeutic
processes. See footnote 5 in chapter 5 for Bibring’s specific statement to that effect.
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descriptions and prescriptions a focus on the array of meanings that could attend, and
be invoked by, the interpretive act and interpretive process, each referring to
Hartmann’s “principle of multiple appeal.” Hartmann first explicitly broadened
Freud’s original conception of interpretation as translation: “Soon Freud found that
just to give the patient a translation of the derivatives of his unconscious was not
enough. The next step was characterized by a more exact insight into the dynamic and
economic problems of resistance” (37). This led Hartmann to state, “The necessity for
scrutinizing our patients’ material as to its derivations from all the psychic systems,
without bias in favor of one or the other, is nowadays generally accepted as a
technical principle” (39). And this led in turn to: “I return to the problem of the
incidental effects of interpretation, which frequently transcend our immediate concern
with the drive-defense setup under consideration, and which are not always
predictable. ... What I have in mind could be designated briefly as the ‘principle of

multiple appeal’ ” (41-42).

The next group of papers I turn to centers around the nature of insight and its
relation to change, and then on the place of action as a necessary component between
insight and change. Gregory Zilboorg, in a 1952 paper, declared that the term
“insight” was the cause of the “utmost confusion.” He said, “It came from nowhere,
so to speak. No one knows who employed it first, and in what sense. ... Moreover,
in the course of the last thirty or forty years it has undergone so many changes and
shifts that the concept has become even less clear” (2). And R. Horacio Etchegoyen

(1991) reminds us,
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“Insight” is not, in fact, a Freudian term. It comes from the English
language,’” not only as a word but also as a concept, since English-speaking
analysts in Europe and America coined it. However, | think that those who
employed this word did not do so with the idea of introducing a new
concept; they thought, rather, that they had found an elegant and precise
word to express something that belongs entirely to Freud. Analysis aims to
offer the analysand a better knowledge of himself; what is meant by insight
is that privileged moment of awareness. However, ... the word FEinsicht,
corresponding to the English word insight, rarely appears in Freud’s work,
and certainly not with the theoretical significance currently accorded to it.

(654)

Jerome Richfield (1954), a psychoanalytically informed philosopher, made a
major effort—in a curiously unremarked paper—to clarify the psychoanalytic
meanings and usages of “insight” and its various aspects—intellectual insight and
emotional insight, pseudo-insight, empathic insight, dynamic insight, and so on.
Through a process of logical analysis, he clarified the conceptual unclarities in the
designations “intellectual” and “emotional” insight. For example, he elucidated two
widely different possible usages of “emotional insight”: (1) that a relevant emotion is
a part of the content or connection grasped by the patient, and (2) that the insight
evokes an emotional response, though an emotion may not be part of the content or
connection. Richfield then approached the whole problem freshly by referring to two

fundamentally different ways of knowing formulated by Bertrand Russell, knowledge

7 There is, in fact, no word for insight in the Romance languages, and French-, Spanish-(and I would
expect, also, Portuguese-and Italian-) speaking analysts use the English word, “insight,” in their
discourse, because nowadays one can hardly think analytically without using the word.
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by acquaintance and knowledge by description. For example, he said,

I have knowledge of both morphine and alcohol. I know that one is a bitter,
white crystalline, narcotic base, and is the principal alkaloid of opium; the
other, I know to be a colorless, volatile, inflammable liquid which is the
intoxicating principle in fermented and distilled liquor. I know, further, that
the use of the one tends to inhibit aggressive impulses, while the other
releases repressed impulses. At this point my knowledge of the two
substances is no longer comparable. Of alcohol I have actually experienced
the effects; I have knowledge of alcohol by direct acquaintance with the
euphoric affective tone produced by its function of release. This is specific
knowledge which no amount of discourse on the subject of the effects of
alcohol could produce. I have no such direct cognitive experience of the
effects of morphine. This quietude or freedom from pathological tensions
induced by this opiate is known to me indirectly, if at all, by analogy and by
inference. (400, italics added)

This is as graphic a description as I have encountered of what we grope to convey
when we talk about emotional and intellectual insights, though, as I have indicated, it

has never caught on in the psychoanalytic literature.

Richfield went on to say, “The essential point for our purpose is that any
cognition of a subject which is derived by description is knowledge about that subject
and may be independent of any acquaintance with the same subject. ... Only when
knowledge takes this form [acquaintance] is it possible for the cognitive object to
receive the necessary integration into the ego ... the awareness must have the need
itself as its object, and not merely facts about it, before changes in the distribution of

cathexes are to be brought about” (401-02). Richfield then proposed the new
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nomenclature of ostensive and descriptive insights based on ostensive and nominal

definitions:
Something is said to be defined “ostensively” when the thing defined is
actually exhibited. ... This is in contrast to a “nominal” definition. For
example, a systolic cardiac murmur may be defined nominally in terms
which describe its area, pitch, volume, duration, and timing in the cardiac
cycle, or it may be dealt with ostensively with a stethoscope. ... Insights
which incorporate the actual conscious experience of their referents can be
termed “ostensive” insights. These are obtained through the direct cognitive
relations involved in the acquisition of knowledge by acquaintance. The

names “descriptive insight” and “ostensive insight” are stipulated as

terminological conveniences. (404—05)
Richfield ended with a statement about why he considered both kinds of insight
necessary to a proper therapeutic process, to support and consolidate each other. This
same necessary conjunction of the two kinds of insight was put very persuasively (but
in the familiar language of “emotional” and “intellectual”) by Valenstein (1962):
“Interpretations, as meaningful explanatory interventions, appeal to an ego which is
actively experiential in the sense of emotional participation in, and acquaintanceship
with, current and past events; as well as to an ego which is introspective, self-
observant, and responsive in terms of intellectual recognition and explanation.
... With proper timing and appropriate blending of the intellectual and emotional,
the material which is brought to consciousness is dynamically accessible to
interpretations, and the insights which follow feel authentic and immediately

applicable to inner and outer life” (322).
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A much more clinically focused article on insight was published by E. Kris
(1956) two years after Richfield’s and quickly achieved the status of a classic. Kris
focused on the differences in the roles that insight, its achievement and its persistence
or gradual erosion can play in the analytic process and in the relationship (or lack of
relationship) of these differing fates of insight to analytic outcomes and their stability
over time. “The closer study of the function of insight in analytic therapy,” he wrote,
“leads to an additional impression: We are faced with an extraordinarily wide range
of individual differences. It is as if in every case the function of insight was
differently determined, and its impact differently embedded in the balance of the
personality. ... I should like to refer to three functions of the ego which are
intimately involved in the gaining of analytic insight by integrative comprehension. I
refer to the control of temporary and partial regression, to the ability of the ego to
view the self and to observe its own functions with some measure of objectivity, and
to the ego’s control over the discharge of affects” (450)—and individual egos vary

widely, of course, in these capacities.

Kris then noted the startling differences among analysands in the role of insight
in their treatment processes, in the ultimate achievement of insight as a treatment
outcome, and in the postanalytic persistence of insight. About its variable and

inconstant role in the treatment process he said,

It concerns the degree to which insight reaches awareness. Interpretation
naturally need not lead to insight; much or most of analytic therapy is carried

out in darkness, with here and there a flash of insight to tighten the path. A
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connexion has been established, but before insight has reached awareness
(or, if it does, only for flickering moments), new areas of anxiety and
conflict emerge, new material comes, and the process drives on: thus far-
reaching changes may and must be achieved, without the pathway by which
they have come about becoming part of the patient’s awareness. ... As
analytic work proceeds, the short-circuit type of reaction to interpretation
decreases, that more and more the flickering tight stays on for a while; some
continuity from one insightful experience to the other is maintained, though
naturally what was comprehension and insight at one point may be
obliterated at another. But by and large, even these phases seem to become

shorter, and the areas of insight may expand. (452)

Kris believed, of course, that insight was essential to the treatment process: “It
has been said that insight is not a curative factor, but evidence of cure. The statement
is, I believe, fallacious, since it overlooks the circularity of the process. Without other
dynamic changes insight would not come about, but without insight and the ego’s
achievement which lead to insight, therapy itself remains limited and does not retain
the character of psycho-analysis.” But again, there are very wide variations in the
impact of insight in individual cases:

With some individuals the result of analysis seems to be connected with a

lasting awareness of their own problems, a higher degree of ability to view

themselves; with others this is not so—and yet the two groups of patients
cannot be distinguished according to the range of therapeutic effects. This
possibility finds a parallel in the study of what patients retain in memory of

the course of analysis, a problem frequently accessible in repeated analyses.

It is well known that the variations are extraordinarily wide. It seems that

insight with some individuals remains only a transient experience, one to be
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obliterated again in the course of life by one of the defences they are wont to
use. And it is not my impression that these individuals are more predisposed
to future illness than others. This might well remind us how much remains

unknown about the conditions under which the ego does its silent work.

(453)
(This paper is even better known for its graphic descriptions of the “good analytic

hour” and its imitator, the “deceptively good hour.”)

Just as, in Kris’s words, “interpretation naturally need not lead to insight,” so
insight need not necessarily lead to change, and this too is a continuing puzzle to the
psychoanalytic theory of change and cure. One additional ingredient to which
attention was turning during this period was the role of will and action as essentials to
be interposed between insight and change. This was first remarked in two papers by
Allen Wheelis. In 1950 he said, “Therapy can bring about personality change only in
so far as it leads a patient to adopt a new mode of behavior. A real change occurring
in the absence of action is a practical and theoretical impossibility” (145), and he
asserted that true personality change eventuates only out of repeated (new) behaviors.
In 1956, Wheelis added a volitional connotation: “For just as surely as will alone is
ineffective, so insight alone is ineffective. No one link can constitute itself into a
chain, and no uncoupled link can mediate energy transformations” (298). By a linked
chain, Wheelis indicated he meant the sequence from conflict to insight to will to

action and finally to character change.

This theme was further developed in the next decade by Valenstein (1962):

“However vital and veritable it may become, there is nothing magical about insight;
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in and of itself, it is not equivalent to a change in behavior, nor does it directly
produce the relatively conflict-free readaptation which is the hoped-for outcome of a
successful psycho-analysis. For there to be final adaptive change, alterations in
behaviour, whether subtle or obvious must somehow come about as a result of
modifications of action patterns” (323). Two decades later (1983), Valenstein put the
word “action” into the title and developed this theme even further. He stated that the
traditional premise of classical analysis encompassed the concept of action: “The
implication was that once infantile memories, fantasies, and conflicts had become
conscious, there would be an opportunity to compare reliving the past in the present,
with living the present in the present, and for action consonant with the reality
principle” (361). Therefore, “the ultimate working through of insight is pivotally

related to the function of action and to definitive changes in action patterns” (354).

This very capacity to act (differently) or, put better, the presence or absence of an
effective “will to act” is a distinct dividing line between the psychoanalytically
amenable neurotic patient and the “sicker” narcissistic, borderline patient. As
Valenstein put it, “For the so-called ‘good neurotic,” with a strong ego who is
motivated by suffering and disposed to change, the ‘will to act’ for the most part can
be expected to exert an effect in a relatively silent, ego-syntonic way. For other
patients, with so-called narcissistic neuroses, including borderline disturbances, the
not-so-strong, ego-deficit patients anchored in a regressed position with a firmly
entrenched passive orientation, it is quite different. It is not so silent a matter, this

issue of the ‘lack of will’ to change, to exert oneself toward action in keeping with
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insight and reality” (366).

Rangell moved the theme of action as a vital component of the change process
conceptually the furthest. A whole section of the two-volume collection of his papers
(Rangell 1990) is entitled “Choice and Responsibility.” One paper in this group,
published originally in 1981 (1981a), “From Insight to Change,” is emblematic of
Rangell’s thinking in this arena. In it, he introduced the concept of “the responsibility
of insight” (129). The sequential thread can be telescoped as follows: “After exposure
and amelioration of the etiologic anxiety, the patient has an expanded choice. What
follows, however, does not take place automatically, contrary to perhaps one of the
most prevalent fallacies in psychoanalytic practice” (127-28). Choice leads to the
possibility of action: “What happens next depends mostly on the executive functions
of the ego, the patient himself directing his next moves in life” (128); and “With the
knowledge it has acquired, the ego is now confronted with the possibility of action
which presents an opportunity but also a responsibility” (120). This brings up the
responsibility of insight, for the analyst has contributed insights, but “these lead in
turn to the role of the patient which follows each increment of insight but which
becomes cumulative as the analysis proceeds” (129). Rangell declared, “The patient
i1s ambivalent toward being assigned—and accepting—responsibility. Resistances to
progress at this stage are as tenacious as to the original uncovering of the repressed

drives—and are to be as vigorously analyzed to the end” (132).

In another paper on this subject, “The Psychoanalytic Theory of Change” (1992),

Rangel] surveyed his conception of the place of action in the sequence of events
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leading to change: “Psychoanalytic technique sets up the psychoanalytic situation, in
which the psychoanalytic process can take place, by which psychoanalytic goals may
be achieved ... the present paper examines a central aspect of the fourth link, that of
psychic change as the major psychoanalytic goal. The psychoanalytic process does
not overlap with the process of change. The former may be present without the latter.
The analytic process can indeed be operative and even fruitful in some respects, while
inner or adventitious factors conspire to delay or thwart basic or significant psychic
change” (416). To the patient who, after achieving insights, asks, “ ‘What then?’ Or,
as some patients ask explicitly, and all think subliminally, ‘So what? What happens
now? How does anything change?’ ” (417), Rangell answers, “Nothing ‘happens’ by
itself” (421). What makes something happen, bringing about change, is the patient’s
burgeoning capacity to take responsibility for action: “the active necessity, and
gradually the responsibility of the patient whose life it is to live” (419-20). He
summarized the process by which this comes about: “Insights deriving from specific
interpretations, besides having to be imbued and reacted to with the appropriate
accompanying affect, need to take their place as examples within a wider ongoing
process in which the patient’s ego is being trained to oversee and direct the
intrapsychic forces which impinge upon it with greater mastery and adaptedness than
it did before analysis began” (419). This he called “the intrapsychic agent of action or
behaviour,” and to make it crystal clear, Rangell invoked the nonpsychoanalytic word
“will”: “I have added as indispensable to this functioning the factor of ego will. More

specifically psychoanalytic, I have pointed to unconscious ego will, the force in the
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ego which actively chooses and then executes the behaviour chosen” (421). In short,
what must be confronted interpretatively is that “with the amelioration of neurotic
anxiety, ‘I can’t’ comes to mean ‘I won’t’ ” (422). Rangell felt that misunderstanding
at this point was responsible for many failed analyses and disillusioned analysts: “The
automatic connexion between interpretation and change, which has become a formula
for many analysts, led to failure and disappointment on a widespread basis, which led

in its turn to a disillusionment with the effectiveness of psychoanalysis itself’ (418).

Arnold Cooper (1989), in a historical review of the concepts of therapeutic
effectiveness in analysis, commented on the role of action and introduced an
interactional emphasis: “The experience of behavioral therapies has shown that the
capacity to engage in new actions is not only a result of changing psychic structure
but may, under certain conditions, contribute to changes of self-image and self-
esteem, with secondary effects in psychic structure” (21). The role of action, which
Cooper feels is an essential ingredient of the therapeutic change process, he finds is
often an “unmentioned factor”: “for example, an ‘insight’ not leading to new
experiences, i.e., new actions, is worth little therapeutically and probably represents
an intellectualizing defense. Analysts today tend to appreciate the need for actions,
often initially tentative, and for ‘practicing’ new roles both within the transference
and outside the analytic setting” (21). In a subsequent paper (1992), Cooper to all
intents and purposes equated insight with its consequent action: “We could describe
insight as the emotional and useful, i.e. leading to action, change of one’s conscious

and preconscious sense of oneself and the world that occurs in the course of actual
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experience” (248).

Articles by Jacob Arlow,8 Harold Blum, Peter Neubauer, and Wallerstein, all but
the last published in 1979, represent both a stocktaking as of that time and the
platform for the next phase of conceptualizing in this realm. Arlow’s (1979) paper,
“The Genesis of Interpretation,” added some distinctive emphases: (1) the function of
interpretation in “disturbing the dynamic equilibrium between impulse and defense”
(194), with interpretation of defense serving (in terms of Lewin’s [1955] analogy to
the wake-sleep cycle) to ask the patient to be less wakeful and vigilant, to let himself
fall into reverie and produce derivatives of unconscious impulse, and interpretation of
impulse serving to rouse the patient to observe the implications of what he has been
verbalizing (194-95); (2) the ever-shifting role of the patient in the interpretive
process from passive reporter of his thought processes to active reflector on the
analyst’s interventions (195); (3) an elaboration in quite different terms of Strachey’s
concept of a two-step interpretive process:

The insight that comes from introspection, intuition, and empathy constitutes

only the first part of the interpretive work. This is the subjective or aesthetic

phase of the analyst’s response. As intriguing and dramatic as it may be it

¥ In between the three papers of 1951 on interpretation by Loewenstein, Kris, and Hartmann, already
discussed, and that by Arlow in 1979, Louis Paul (1965) published a paper on interpretation
“modified” to constitute a parameter in Eissler’s sense. This was a recommendation with severely
compulsive character neurosis and schizoid personalities with strong defenses of avoidance and
denial, to counter these character defenses with forceful reiterated intrusions via affectively charged
interpretations that had to be attended to and could not be ignored. He recommended these more
intense interpretive efforts only when the customary more dispassionate tone proved repeatedly
fruitless and then only until the desired impact in eliciting attention and response was achieved. In
this sense, Paul defined such effort as a true, self-limited parameter.
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has to give way to a second phase of the interpretive process, one that is
based on cognition and the exercise of reason. In order to validate his
intuitive understanding of what the patient has been saying, the analyst must
now turn to the data of the analytic situation. He must put his insight to the
test of objective criteria in conformity with the data at hand. Most of the
time the intuitive work has been so efficient that the sense of conviction is
immediate, gratifying, and accompanied instantly by recollection of the

supporting evidence from the patient’s productions. (202-203)

The three articles on insight from the same period all grappled with the
(problematic) relationship of insight to change and the twin observable clinical
phenomena, change without insight and insight without change. Blum (1979) stated
his central thesis at the start: “In analysis, insight is the one element that is never in
excess and yet is never complete. I shall maintain that insight propels the
psychoanalytic process forward and is a condition, catalyst, and consequence of the
psychoanalytic process. There is a circular interaction between the development of
insight and productive analytic work leading to structural change” (41, italics added).
In psychoanalytic psychotherapies, Blum said, “Insight may also be achieved . .. but
i1s more limited, circumscribed, and superficial, often confined to current derivatives
of unconscious conflict in one sector of the personality. In supportive or suppressive
psychotherapy as opposed to expressive or uncovering psychotherapy, the therapist
may deliberately eschew insight as a goal” (42). In fact, Blum declared that this was a
prime dividing marker between these modalities: “Correct interpretation and
reconstruction depends upon and conveys insight, so that insight may be stated to be a

sine qua non of psychoanalysis. Indeed, the psychoanalytic process can be
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differentiated from psychotherapies because it is a definable process requiring free
association and interpretation and leads to insight” (43—44). Blum also raised some of
the puzzling questions around these issues: “How much analytic ego growth might
occur preceding, permitting, and perhaps by-passing the effects of insight? Can the
analytic method really stimulate ego growth without benefit of insight and conflict

resolution?” (47)—but he did not address them systematically.

Neubauer, in his companion paper (1979), also dealt with the relationship of

insight to change, whether cause or effect:

It is not certain whether and under what circumstances insight produces a
therapeutic effect. Some think it an instrument by which an analytic result is
achieved, while others maintain that insight is the result of—a by-product
of—an analytic process that is therapeutic in itself. Actually, the attainment
of insight does not guarantee therapeutic improvement. There are many
patients whose knowledge of themselves has markedly increased without
consequent conflict resolution. Indeed, at times we observe therapeutic
results without a significant increase in self-understanding. . .. The relative
paucity of papers on the subject of insight indicates that we take its role for
granted and have not bothered to explore fully the relation of insight and

clinical improvement. (29-30)

Neubauer amplified Kris’s earlier observation on the inconstant maintenance of
insight: “It is striking that after analysis insight may not be maintained, particularly if
we mean by it the memories of conscious retention of events, ideas, and affects which
entered awareness during the course of the analysis. It is not what has been recovered

that is retained, but rather new structure and function. A new Gestalt is established, a
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reorganized ego structure. Normal repression may occur concomitant with processes
of integration and lead to forgetting of the conscious insights even though there is a
new personality organization” (34). And like Blum, he raised some of the still
puzzling questions, albeit somewhat different ones: “Is the insight gained during
analysis by reconstruction, by re-experiencing in the transference, and by
interpretation, by the slow building of connections between psychic elements, the past
and the present, different from the intuitive insights of artists and poets or the insights
of the normal man in everyday life?” (35). Neubauer then listed eight additional (and

comparably refractory) questions.

It was this unsettled state of affairs in our understandings of insight that I tried to
review in 1983. I spoke in that article of two “contrapuntal perspectives”: “the near
analytic unanimity of the to-be-taken-for-granted centrality of insight as both the
essential vehicle and the curative mechanism of the psychoanalytic treatment
process—indeed the purpose to which all else in the analytic process is bent” (34),
and “the persistence over the same time span, of certain naggingly stubborn
unresolved questions about the phenomenon of insight, its mechanism, its role, its
relationship to change” (34-35). What I said about the mechanism of insight was
paraphrased from the statement made in setting up the Psychotherapy Research
Project in 1956 (Wallerstein and Robbins, 258-61). In response to the question of

whether insight is “a precondition of change or a result of change, or an

accompaniment of change, with either crucial or only incidental value” I wrote,

In psychoanalytic psychotherapy, an “appropriate” degree of insight is a
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requisite ingredient; rather than being either a precondition of change or a
direct consequence of change, it can better be viewed as the ideational
representation of the change in ego functioning; this will be articulated more
clearly by some patients and only with difficulty by others; the insights
achieved need not bear an obvious or manifest relationship to the behavioral
or structural change ... in this sense, the insights might be . . . the means to
explain and justify the change; and lastly . . . while the newly acquired more
adaptive pattern of behaving and relating might become quite automatic and
quite routine, the acquired insights might themselves sink back into the

(descriptive) unconscious. (Wallerstein 1983b, 35-36)

The question of “the role or the contribution or the relative weighting of insight
in the determination of change” is, of course, part of the larger question of
interpretation leading to insight as the essential vehicle carrying the psychoanalytic
change process (the basic premise of most of the literature considered in this book to
this point, Alexander and, to some extent, Ferenczi excepted) or as one major vehicle,
alongside “the analytic relationship,” as being “of coordinate importance in inducing
or promoting change either alongside of insight, or in intimate interaction with it, or
as the necessary base or framework that renders useful insight possible and

achievable” (36). (That literature is covered in detail in chapters 16 and 17.)

The third question I discussed was “the question of insight without change and
also of change without insight” (41). Here, too, I reviewed the continuing
inconclusive literature around this issue, concluding, “Perhaps this clinical-theoretical
pathway cannot, in theory, ever lead us to definitive resolutions of such recurring

questions—no matter what increasing theoretical sophistication is brought to bear
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upon them over time—or ever definitively help us towards the more precise parceling
out of the relative contributions of complementary influences” (42)—and here 1
offered another, less congenial or less familiar pathway to the ultimate resolution of
such questions, by more formal and systematic research into the clinical
psychoanalytic situation. I say “such questions” because these are to me eminently
researchable questions. Gill ended one of his clinical-theoretical articles (1979) with a
plea for empirical research into the matters addressed (albeit in relation to issues other

than insight):

The points I have made are not new. They are present in varying degrees of
clarity and emphasis throughout our literature. But like so many other
aspects of psychoanalytic theory and practice, they fade in and out of
prominence and are rediscovered again and again, possibly occasionally with
some modest conceptual advance, but often with a newness attributable only
to ignorance of past contributions. There are doubtless many reasons for this
phenomenon. But not the least, in my opinion, is the almost total absence of
systematic and controlled research in the psychoanalytic situation. I mean
such research in contrast to the customary clinical research. I believe that
only with such systematic and controlled research will analytic findings
become solid and secure knowledge instead of being subject to erosion again
and again by waves of fashion and what Ernst Lewy (1941) long ago called
the “return of the repression” to designate the retreat by psychoanalysts from

insights they had once reached. (286)
At about the same time as this cluster of articles on insight (1979-83), another
group of four articles was published resurrecting the extratransference interpretation

from the limbo into which Strachey (1934) had seemed to cast it—this despite
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Strachey’s qualifying disclaimer at the end of his article. Two of these articles were
rejoinders to Gill’s contention in the 1979 Atlanta Symposium that the essence of
what qualified to be called psychoanalytic was unremitting attention to the
interpretation of the transference (and allusions to the transference) in the here and

now.

Rangell (1981b) put this most vigorously (directly vis-a-vis Gill): “I offer the
opinion that transference is ... being thought of and pursued and interpreted too
exclusively. An indispensable element can become hypertrophied in psychological as
in somatic processes. Waelder (1967) pointed out that history is an alternation of
excesses. This occurs in the history of science, psychoanalysis included, as it does in
social processes” (671). He went on to assert that overvaluation of the transference
interpretation as the be-all of psychoanalysis was a common fading of Kleinian and
object-relations theorists but was gaining ground within American ego psychology as

well. Gill, he said, was primarily responsible for promoting this trend.

Rangell then said, “While I do not minimize the universality of transference,
transference is a necessary but not sufficient condition to see an analysis through to
its goal. ... To the generally accepted formulation that transference recapitulates the
developmental history and brings the neurosis into the eye of analysis, I offer the
proposition that the transference itself is not sufficient to contain and yield up the
crucial events in the complex development of an individual neurosis. I ... think of
any number of instances . .. where I would understand the patients only incompletely

and have a very inadequate concept of their neurosis from listening for and
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confronting the transference alone” (675—77). And even more sharply: “If all I knew
about this patient’s aggression was what comes out towards me, I do not feel I could
know about his aggression. ... The reason for this, in my opinion, is that the analyst
is too kind, dependable, and rational within his neutrality to deserve the patient’s load
of aggression, and the patient is not without judgment or control at all, even at the
unconscious level. Lest I be misunderstood, aggression, of course, invades the
transference, subtle and overt, and is never absent. But the degree of aggressive
conflict in life, I believe, cannot come out sufficiently to the analyst to routinely
convey all that is there” (676-77). Summarizing his viewpoint, Rangell said, “The
analyst hovers, equidistant not only from the three psychic structures but between
intrapsychic and interpersonal, the internal and external world, past and present,

transference and original objects (678, italics added).

Stone (1981b) characteristically put his response to Gill’s position in a more
nuanced though equally compelling way. He first gently mused about Gill’s here and
now: “It is as if all significant emotional experiences, including extra-analytic
experiences, could be viewed as displacements or mechanisms of concealed
expression of the transference. ... That the preponderant emphasis on concealed
transference may ultimately, in itself, constitute a ‘de facto’ change in technique and
process, with its own intrinsic momentum, is, I believe, true” (715). Acknowledging
that resort to the past or to the outside world could be evasive retreats from the
discomfort of the transference affectivity in the present, Stone nonetheless said, “At

the risk of slight—very slight!—exaggeration, I must say that, excepting instances of
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pathological neurotic submissiveness, I have not yet seen a patient who
wholeheartedly accepted the significance of his neurotic or transference-motivated

attitudes or behavior if he felt that ‘his reality’ was not given just due” (720).

Stone then began to develop his own complexly tempered perspective: “Granted
the power and challenge of cumulative developmental and experiential personality
changes, and the undeniable impact of current factors, it remains true that the
uniquely personal, decisive elements in neurosis, apart from constitution, originate in
early individual experience” (721). And more comprehensively, “The emphasis on
the ‘here and now’ remains not only consistent with, but ultimately indispensable for
genuine access to the critical dynamisms deriving from the individual’s early
development. Nor is this, reflexively—assuming adequate technical sophistication—
inconsistent with the understanding and analysis of continuing developmental
problems, character crystallizations, and the influence of current stresses as such.
Adequate attention to the latter as a complex interrelated group permits the clear and
useful emergence into the analytic field of significant early material, as defined by the

transference neurosis” (722).

And just as there is past along with present, so there is extratransference along

with transference:

Even if one agrees that transference interpretations have a uniquely mutative
impact, how exclusively must we concentrate on them? And further: to what
degree, and when, are extra-analytic occurrences and relationships of
everyday life to be brought into the scope of transference interpretation?

With regard to the concentration of transference interpretation alone: it is
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obvious that a large, complex, and richly informative world of psychological
experience is lost, if the patient’s extratherapeutic life is ignored. Further, if
the transference situation is unique in an affirmative sense, it is also unique
by deficit. To rail at the analyst, for example, is a different experience from
railing at an employer who might “fire” the patient, or from being snide with
a co-worker who might punch him. ... Certain complex reaction patterns

cannot become accessible in the transference context alone. . . .

Finally, there are incidents, attitudes, and relationships to persons in the
patient’s life experience who are not demonstrably involved in the
transference neurosis, yet evoke important and characteristic responses,
whose clarification and interpretation may contribute importantly to the
patient’s self-knowledge as to defenses, character structure, and allied
matters. Furthermore, such data may occasionally show a vitalizing direct

relationship to historical material. (727-28).

Stone, in overall perspective, reaffirmed the centrality of the “beyond here and

2

now .

First, does the legitimate technical emphasis on the “here and now”
devaluate the importance of the past in pathogenesis or in analytic process?
With due regard for difficulties which may occur in the adequate
recollection or reconstruction of the past and for the fact that changes in
methods of approach have occurred, the opinion is offered that, despite
special attention to the “here and now,” the essential importance of the past
remains unquestionable, not only in psychogenesis, but in the need for its
technical reinstatement, to the degree reasonably and effectively possible.
Second, is analytic work conceivable without resort to the influences and
impacts of infancy and early childhood? It is thought that while such efforts
might provide productive experiment and be capable of certain useful

therapeutic effects, it would be severely (and unnecessarily) limited by its
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omission of ultimately decisive factors in the understanding of current

distortions.” (730)

The papers by Nathan Leites (1977) and Blum (1983) differ from those by
Rangell and Stone in that they were not such direct responses to Gill’s advocacy of
exclusive focus on the here and now. Leites focused on the intensification of the
affective and immediate transference experience as a conceptual trend that had in his
view gotten out of hand and had even grown to reverse the original understanding of
the transference: “In the classical conception of transference the patient was really
concerned with the major persons in his childhood when addressing the analyst. More
recently, the patient has come to be viewed as apt to be unconsciously engaged with
the analyst while ostensibly absorbed with someone else” (275). Or, “In classical
transference—displacement from childhood persons to the analyst—the idea of
sexual relations with mother evoked more anxiety than that of intercourse with the
analyst. In more recent times, the opposite seems implied” (276). This is what Leites

calls the transference having “to a certain extent, reversed its direction” (275-76).

9 Like Rangell and Stone, Joseph and Anne-Marie Sandler (1983) responded to Gill’s (over)emphases
on the transference interpretation in the here and now, but less from the point of view of the also
valuable focus on the extratransference current life and more from the point of view of the
continued value of the temporal genetic dimension in the interpretive process. They put it as
follows: “The analyst must listen for the dominant current conflict or preoccupation that is being
censored (i.e., being resisted) and interpret it in a way that the patient experiences relief, and for this
purpose he should make use of appropriate interpretations, preferably in the context of the
transference, of the pain and discomfort the patient is suffering. ... However, once that patient has
been able to accept the reality of the here-and-now thoughts and feelings ... particularly the
thoughts and fantasies that arise in the transference, and his (second censorship) resistance has
fallen away in that particular context, it is appropriate to reconstruct what has happened in the past,
to take a genetic perspective in the knowledge that such reconstructions have as their main function
the provision of a temporal dimension to the patient’s image of himself in relation to his world, and
help him to become more tolerant of the previously unacceptable aspects of the ‘child within
himself *’ (423—24).
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And this reversal is carried through consistently: “In the earlier belief, the patient
repeated so as not to remember in the hour; now he remembers so as not to repeat
there” (278). All this appeared to Leites as an unfortunate distortion of our
understanding of the analytic process, initiated by Strachey’s seminal paper of 1934
and brought to its logical extreme in Gill’s current position (along with others’)—
though he does not refer specifically to Gill’s work (Gill’s signal paper marking his
new directions was not published till 1979, two years after Leites’s paper). Thus,
Leites said ruefully, “The earlier belief in the power of the analytic situation to
conjure up the past in strength has by now, to a substantial extent, been tacitly

abandoned” (284).

Blum (1983) addressed the whole scope of the extratransference in a paper
forthrightly entitled “The Position and Value of Extratransference Interpretation”:
“Nontransference interpretation might seem to be a poor relation and preparatory,
subordinate, and supplementary to transference interpretation. ... However, the
analytic process deals with the patient’s unconscious intrapsychic conflicts and
neurotic problems as they manifest themselves anew in the transference neuroses, but
also in extratransference phenomena. Derivatives of unconscious conflict (and their
interpretation) are not limited to transference. Transference analysis can become
exclusive, all-inclusive and overidealized” (588). And though, of course, there is a
transference dimension to everything psychic, and though everything psychic is
subject to the principle of multiple function, nonetheless there is a principled place for

the extratransference interpretation: “Extratransference interpretation may include
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transference to objects other than the analyst, the real relationship to the analyst or
other objects, or may refer to the sphere of external reality rather than the psychic
reality of transference fantasy” (591-92). Further, the two interpenetrate and are
mutually enriching: “The extratransference interpretation not only drives home
transference interpretation, but often the two are organically connected and deal with
different manifestations and localizations of the same unconscious conflict
constellations. ... The adult neurosis is never entirely within the transference;
conflict derivatives and important compromise formations also appear outside the

transference” (593).

For these reasons Blum could say, “It is, in essence, impossible to do analysis
purely on the basis of transference without attention to current conflicts and realities
and without reconstruction of the past in which the transference is rooted.
Transference analysis only is an ideal fiction like the normal ego and would leave the

analysis quite isolated from reality” (594).

In fact, avoidance of the nontransference realm could be (would be) analytically
counterproductive: “Not all conflicts are represented solely, wholly, or primarily at
any one point in the transference; and the transference representation may be
diminished in intensity and fragmented when one of the important parts of the
configuration is lived out” (599). And, in the same vein, “It is true that attention away
from the transference may serve resistance, but exclusive transference interpretation
will also serve resistance” (601). Extratransference interpretation may also help to

better illuminate past traumata: “Extratransference interpretation also concerns the
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repression of real traumatic experiences often seen in anniversary reactions.
Traumatic experience tends to be repeated not only in transference, but in dreams,
screen memories, symptoms, and neurotic behavior. ...If a crucial part of a
pathological constellation is acted out, the complete pattern may not be available for

analysis” (601-02).

Finally, Blum raised an interesting and logical question: “It would be interesting
to know if child analysts are more comfortable, more at ease with extratransference
interpretations and if this technical position complements or competes with essential
analysis of the transference” (608). In light of all the foregoing, Blum’s conclusion
comes as no surprise: “I conclude there is no royal road to analytic interpretation. The
transference is the main road but not the only road to mutative interpretation, and we
do not analyze just transference or dreams, we analyze the patient” (614). It is this
perspective on “the position and value of extratransference interpretation” that should
be kept clearly in mind as a periodically needed counterweight to the far more
weighty focus through the years on the unfolding of the transference (s) and of the

transference neurosis as the central dynamic of the psychoanalytic treatment process.

As a final note in this chapter, a panel on interpretation (“toward a contemporary
understanding of the term”) was reported by Rothstein (1983). He gave most weight
to the special emphases of Arlow, John Gedo, and Roy Schafer. Arlow’s views were
quoted as follows: The analyst “interprets a narrative fabrication created by each
patient along the lines of what Kris called the personal myth, or what I would

consider as more accurate, the derivatives of the persistent unconscious fantasies that
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developed out of the interaction between events and development” (238, italics
added). And Gedo’s views were quoted as “correcting [the] exclusive emphasis on its
cognitive component and insight by stressing the ‘paraverbal’ and identificatory
aspects of the analytic process, seeming to give them at least equal emphasis in the
mode of therapeutic action of psychoanalysis ... [and] stressing the matrix of the
object relationship in influencing the therapeutic efficacy of an interpretation™ (239,
italics added). Last, “Schafer conceives of the analysand engaged in narrative and the
analyst formulating interpretations . .. to be engaged in acts of retelling or narrative
revision. Schafer’s presentation emphasized the creative, subjective, inexact and
inevitably incomplete and imperfect nature of the interpretive process” (239-40,

italics added).
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11 Interpretation, Insight, Working
Through, and Action: II
The Past Decade

In the past decade the literature on interpretation, insight, working through, and
action has burgeo