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EDITOR’S INTRODUCTION

Theory and Practice: Intimate Partnership or
False Connection?

BY HENRY F. SMITH, M.D.

Eugen Bleuler (1912), the Swiss psychiatrist who gave schizophre-
nia its name, once said of schizophrenic thought that “it thinks”
in the patient (p. 23, quoted in Forrest 1965). So, too, does psycho-
analytic theory “think” in the analyst.

Freud (1915) put it about as well as one can in discussing the
origin of scientific theory. “Even at the stage of description,” he
wrote, “it is not possible to avoid applying certain abstract ideas
to the material in hand, ideas derived from somewhere or other
but certainly not from the new observations alone.” He contin-
ued, “We come to an understanding of [the] meaning [of these
ideas] by making repeated references to the material of observa-
tion from which they appear to have been derived, but upon
which, in fact, they have been imposed” (p. 117, quoted in Smith
1992, 1999).

Nor is the patient immune from his or her own personal in-
dwelling theory. As Cooper (1985) has said, “Without a theory we
are unable to select data from the massive jumble of impressions
that constantly assail us. Neither psychoanalysts nor naive psychol-
ogists—the man in the street—are able to function without a theo-
ry” (p. 5). And Friedman (1988) puts it bluntly: “We cannot think
without theory” (p. 7).

A key player in the discourse on the relationship between
theory and practice, Friedman has devoted much of his work to
the elucidation of how theory “sits (or hides) in the therapist’s
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mind” (p. 9), where it illuminates opportunities, reassures the ther-
apist that there is something to grasp, indicates how to grasp it,
and steadies the therapist with a “cognitive brace” (p. 76), as it privi-
leges and disciplines the therapist’s listening. In Friedman’s view,
theory soothes the therapist’s inevitable and multiple discomforts,
and particular theories or part-theories have evolved to address
those discomforts in particular ways.

Friedman makes the presence of theory so immediate that
we might at times be beguiled into thinking we need not distin-
guish one form of theory from another, as if we do not need to
ask, Theory of what? Mind? Technique? What levels of theory
are we talking about? Do they all have a function in clinical work?

LEVELS OF THEORY

Perhaps the clearest description of the different levels of psycho-
analytic theory was Waelder’s (1962) summary of a symposium on
scientific method. Taking his cue from a presentation at the sym-
posium by Hartmann (1959), who had commented on the levels
of abstraction in psychoanalytic theorizing, Waelder wrote:

In speaking of psychoanalysis or Freudian doctrine, one
can distinguish between different parts which have differ-
ent degrees of relevance. First, there are the data of obser-
vation. The psychoanalyst learns many facts about his pa-
tient which other people, as a rule, will not get to know.
Among them are facts of conscious life which people are
not eager to relate to others, not even to psychological
interviewers, or about which they do not care to tell the
truth, or the whole truth, or of which they do not usual-
ly think but which will occur to them and which they will
relate in the psychoanalytic interview because of its pecu-
liar climate mixed of relaxation and discipline, of intima-
cy and personal aloofness. To this, one must add the things
which are not conscious or preconscious but can send
derivatives into consciousness under the conditions of
the psychoanalytic situation. The psychoanalyst learns not
only about all such data but also about the configurations
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in which they appear. All these form what may be called the
level of observation.

These data are then made the subject of interpretation
regarding their interconnections and their relationships
with other behavior or conscious content. This is the level
of clinical interpretation.

From groups of data and their interpretations, gener-
alizations have been made, leading to statements regarding
a particular type such as, e.g., a sex, an age group, a psy-
chopathological symptom, a mental or emotional disease,
a character type, the impact of a particular family constel-
lation, or of any particular experience, and the like. This
is the level of clinical generalizations.

The clinical interpretations permit the formulation of
certain theoretical concepts which are either implicit in
the interpretations or to which the interpretations may
lead, such as repression, defense, return of the repressed,
regression, etc. This is the level of clinical theory.

Beyond the clinical concepts there is, without sharp
boundaries, a more abstract kind of concept such as ca-
thexis, psychic energy, Eros, death instinct. Here we reach
the level of metapsychology.

Finally, Freud, like other thinkers, had his own phi-
losophy, his way of looking at the world, and he was more
articulate than many in expressing it. His philosophy was,
in the main, the philosophy of positivism, and a faith in
the possibility of human betterment through Reason—a
faith which in his later life, in consequence of his psycho-
analytic experience, became greatly qualified though not
altogether abandoned. This may be called the level of Freud’s
philosophy.

These levels are not of equal importance for psycho-
analysis. The first two, the data of observation and the clini-
cal interpretations, are entirely indispensable, not only for
the practice of psychoanalysis but for any degree of un-
derstanding of it. Clinical generalizations follow at close
range. Clinical theory is necessary too, though perhaps
not in the same degree. A person may understand a situ-
ation, symptom, or dream with little knowledge of clini-
cal theory, and while this would certainly not be enough
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for a practicing analyst, one would yet have to recognize
that such a person has a considerable measure of under-
standing of psychoanalysis.

Metapsychology, however, is far less necessary, and
some of the best analysts I have known knew next to noth-
ing about it. These are the kinds of hypotheses about
which Freud (1914) said that they are “not the bottom but
the top of the whole structure [of science], and they can
be replaced and discarded without damaging it” (p. 77).

Freud’s philosophy is largely a matter of his time and
has little bearing on psychoanalysis. [Waelder 1962, pp.
619-620, italics in original]

Given how much play the role of philosophy has had in recent
debates about both theory and practice, Waelder’s last com-
ment is at odds with much of contemporary rhetoric, as I shall
discuss below.

Clear as Waelder’s levels of theory are, his notion that some
levels are closer to the data than others, or less relevant than oth-
ers, has come under sharp criticism. Brenner (1980), for exam-
ple, has disputed the idea that higher levels of abstraction lie fur-
ther from the data of observation. Echoing Freud’s comment
above, he writes, “In every branch of science even the simplest
observations involve ideas of the highest order of abstraction,”
adding “what makes a theory useful” is not the level of abstraction
but “the degree to which a given theory is supported by the rele-
vant data” (p. 200). Even if Waelder simplifies the mix of theo-
retical levels with which we work clinically, as a descriptive exer-
cise, his hierarchy remains, in my view, a useful tool for analyzing
the way levels of theory become muddled in our discourse (Slap
and Levine 1978; Smith 1997). Further, even though the data
of observation are shaped by theory to an extent Waelder did not
take into account, his levels of abstraction appear to be descrip-
tively accurate across a wide range of psychoanalytic schools of
thought.

Friedman’s inclusion of all levels of theory in his considera-
tions of practice becomes clearer in the light of Brenner’s com-
ment above. As Friedman (1988) himself puts it, “A ‘clinical theo-
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ry’ purified of metapsychology is probably a self-contradiction” (p.
86). I would conclude, therefore, that in one sense, the distinc-
tion between a theory of mind and a theory of technique is an
artificial one. All theory that derives from and participates in the clin-
ical situation is ultimately clinical theory, and all efforts to organize
our observations, experience, and interventions in the analytic situa-
tion can be considered exercises in the use of theory.

WHERE IN THE MIND
DOES THEORY SIT?

If indeed theory “thinks” in the analyst, as Freud, Waelder, Bren-
ner, and Friedman all testify, each in his own way, it would seem
essential for us to know not only what our theory is thinking, but
also how and where it thinks. While all analysts must seek help
from their theories more deliberately and explicitly at some mo-
ments than at others, for some analysts, theory seems to regular-
ly inhabit the front of the mind, whereas for others, it sits some-
where to the rear or to the side, a presence but a less insistent one.

Bearing in mind that when analysts write about their work,
there is a complex relationship between their writing and their
analyzing, when some analysts write about their work, we think we
see clearly and cleanly the operation of their theory. Gray (1986),
for example, gives us detailed clinical observations that demon-
strate his use of structural theory as a kind of optical filter through
which he can observe moments of conflictual interference on the
surface of the patient’s mind. Although they share a common
commitment to the structural model, in Gardner’s (1983) clinical
descriptions, theory itself is more elusive. Gardner (1995) writes,
“I prefer a theory that guides my attention, but does so gently. I
prefer a theory that’s simple enough to remember and complex
enough to ‘forget’” (p. 90). If Gray’s approach appears to be theo-
ry-near, Gardner’s might be said to be theory-distant—or near at
some moments and distant at others. Similarly, whereas Gray
(1982) suggests that technique lags developmentally behind theory,
Gardner, while agreeing, nevertheless counters that “some aspects
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of theory lag behind practice,” adding “art, in the main, goes far
ahead of theory and it’s theory’s job to try persistently to close
the gap” (1995, p. 79).

For purposes of discussion, I want to make it clear that by
theory-near and theory-distant, I am trying to suggest a number of
variables in analyzing. First, how deliberately and consciously
does an analyst use his or her theory, how near to awareness is
it at any given moment? Second, how closely integrated with that
theory are the observations the analyst makes? These two charac-
teristics may coexist but are not synonymous. And finally, how
fluidly does an analyst move between a more conscious and less
conscious grip on his or her theory, or within any one preferred
mode of analyzing? These variations in the use of theory are large-
ly independent of the wide range of phenomena analysts may
preferentially select for observation.

Along with these reflections on the location of theory, consi-
der Sandler’s (1983) observation that while we all have a preferred,
or what he calls a “public” theory, we maintain various precon-
scious, private theories that live in quite harmonious contradic-
tion with our public or primary theory, as long as we do not
bring them into the light of day. I would note that we all make
observations that do not fit easily with our preferred theories.
If we can catch them, such observations represent opportuni-
ties for a creative advancement in understanding, as long as
we resist the temptation to enshrine them prematurely with
new theoretical explanations. Given our natural and essential
inclination to generalize from our observations, this is more
easily said than done.

THE MISUSE OF THEORY

If the relationship between theory and practice is always an inti-
mate one, with theory both derived from and imposed on obser-
vation, as Freud indicated, it would appear that what we observe
in practice are clinical units in which theory and observation,
while occupying distinct conceptual levels in Waelder’s terms, are
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thoroughly interwoven. It also seems clear that every theoretical
commitment tends to push our habits of practice in one direc-
tion or another.

As I have indicated (Smith 1997, 1999, 2001), however, in
the contemporary literature it has become commonplace for writ-
ers, deliberately or inadvertently, to represent theory and prac-
tice as much more tightly linked than is warranted in an ef-
fort to make their practices seem more lawful than they are.
Under such circumstances, rather than theory and practice co-
operating as intertwined but separate entities, the two are in fact
conflated, and the intimate partnership between them becomes
a false and misleading one.

Thus, we find analysts obeying a clinical theory, derived from
the observations of practice, as if the practice were now “owned”
by the theory, which, in turn, tells them what to do. Others
deliberately buttress a new or preferred technique with a new
theory of mind—or even of brain (Smith 1997)—or justify their
interventions according to their own philosophical or episte-
mological assumptions. We hear analysts retrospectively explain-
ing their use of self-disclosure, for example, on the grounds
that it is consistent with their intersubjective principles, rather
than because it is clinically indicated with a particular patient.
Note that in any of these examples, not only do the distinctions
Waelder drew between one level of abstraction and another col-
lapse on themselves, but the sequence that he described from
observation to theory is inverted.

I want to emphasize that in my illustration, I am not taking
a stand for or against either self-disclosure or intersubjectivity.
Rather, I would suggest that the form of argument linking theory
and technique in such a fashion ignores the fact that many aspects
of practice—including what we reveal about ourselves, deliber-
ately or not, along with our tone of voice, gestures, affective
engagement, and authenticity, not to mention the level of un-
certainty we tolerate and our capacity to question our own as-
sumptions—-are not the province of any one theoretical position
or school of analysis. Similarly, many variations in practice can
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flourish under the banner of a single theory. Conceptually, theo-
ry and practice exist in different domains, at different levels of
abstraction, and are far more loosely coupled than these false
connections imply.

In his important contribution to this issue of the Psychoana-
lytic Quarterly, Fonagy (2003) elaborates on several of these points
from a somewhat different perspective. He argues that analytic
practice developed historically by trial and error, and that ana-
lytic theory grew out of analytic practice. In that respect, it was,
at least in part, an inductive process, from observation to gen-
eralization. But subsequently, Fonagy suggests, we have all tried
to use theory deductively, as if it could tell us what we are seeing
and what to do. It is this latter use of theory as a directive for
practice that concerns me here.

I would suggest that the format of much of our literature
confirms and recapitulates the very sequence Fonagy is outlin-
ing. A writer begins with a review of the literature, followed by
a clinical vignette, and then a theoretical comment that seems
to derive from the clinical material. This is then accompanied,
not infrequently, by another vignette, and soon the clinical ma-
terial seems to follow from the theory, rather than the other
way around. In some cases, this appears to be a rhetorical de-
vice to grant authority to the practice in question; in others,
it seems a deliberate attempt to ground both observation and
technique in a general theory. Even with no such conscious mo-
tivation on the part of the writer, but simply as a byproduct of
the narrative sequence, the effect tends to be the same on the
reader: both theory and practice feel more persuasive because of
their mutual reinforcement. Sometimes we observe this sequence
in a single article; at other times we see it unfold over a series
of articles or in the work of multiple authors, as schools of
analysis evolve and become established.

It is not difficult to see how these trends might take root
even without artful intent. When patients oblige us by getting
better under our care, we take this as confirmation not only
of our practices, but also of the theories we have evolved to
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explain them. Moreover, as readers, we seek such reassurances.
That is one of the reasons we read. The point is that sooner or
later, theory begins to function as law, and practice follows be-
hind.

One can see the effect of these false connections not just
in the use of theory as a technical directive, or in the deliberate
building of new theory, but also in the doubts that begin to
gather around the old. As I indicate elsewhere in this issue (Smith
2003, pp. 80-89), a master clinician like Philip Bromberg, for
example, anchors his clinical insight and technical agility to a
theory of mind based on dissociation. It is the dissociative mind
that underwrites, and hence “necessitates,” his attention to the
multiple states of the patient. This is a radically different view of
the mind than the one on which many analysts were raised. It
may in fact be correct, but I have heard clinicians argue that in
order to be flexibly attuned in the clinical hour, as Bromberg is,
or to adopt the practices of any number of other compelling
contemporary writers, they must discard the old concepts they
learned, including the view of a mind in conflict. In other words,
to adopt the practice, they have to adopt the theory with which it
has been packaged, an assumption that I would suggest is no more
warranted than that the two needed to be so tightly linked in the
first place.

We might note in passing that it is not uncommon in psycho-
analytic education to see courses on comparative psychoanalysis
taught along the lines of just such a one-theory/one-practice mod-
el, with no disclaimer offered on the limits of theory and its role
in practice. What results is a kind of idealization of theory that
may be particularly problematic in those programs with a specific
theoretical agenda. In my experience, such idealizations, if un-
checked, may leave students feeling demoralized by their own
uncertainties, grasping at one theory or another to guide them
in the heat of the clinical moment, and foreclosing the develop-
ment of their own clinical voice with premature theoretical com-
mitments.

I am not singling out anyone as responsible for these false
connections between theory and practice. We all inevitably try
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to use theory to simplify our work, rather than to reveal its com-
plexities, and we find solace in the general rule as a protection
from the exigencies of the particular situation. Moreover, we all
try to give our preferred techniques a theoretical legitimacy they
cannot claim, rather than depending on clinical evidence to
prove their efficacy. We do this because we do not know what
else to do. But as a result, over time, our literature comes to re-
semble a kind of patchwork quilt of theory and practice, in
which each appears to support the other with scarcely any evi-
dential connection, and almost every apparently useful inter-
vention can be explained after the fact by a wide variety of con-
temporary theories.

*   *   *   *   *   *   *   *

This special issue of the Quarterly was conceived by Sander
Abend, who, together with Owen Renik, chose the contributions
and did much of the editorial work before I became the Quarter-
ly’s Editor. I am very grateful to them both.

You will note that, while all the papers explore different as-
pects of how theory affects practice, some of them lean more
toward theory and others more toward practice. In the former
group, in addition to Fonagy’s exploration of the scientific status
of psychoanalytic theory, Reed assumes the nearly impossible
task of trying to observe how theory functions in her mind as
she analyzes, Rey de Castro illustrates his experience of “free-
floating theory” in the clinical hour, as he explores our inabili-
ty to pin down clinical theory in the first place, and I different-
iate several contemporary views of conflict and their influences
on clinical technique. The other authors, Aisenstein, Blevis and
Feher-Gurewich, Busch, Ferro, Hirsch, and the Ornsteins, have
all contributed generous samples of their own clinical work to
illustrate the function and effect of their own preferred theories.
The issue concludes with Michels’s typically masterful discus-
sion.

Rather than settling any of the many questions that lie before
us, we hope with this project to unsettle some of your own theo-
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retical predispositions, both as to the content of your theories
and to your use of them in practice. You will note that we have
included a range of psychoanalytic approaches in this volume,
some of which you may find frankly unsettling in themselves. It
is my belief that only as we develop a capacity to study the work
of others more dispassionately can we begin to determine what
separates “us” from “them,” and what might lead toward a de-
gree of reconciliation. It is also my belief that if we were each to
report what we observe ourselves doing in a form as close as pos-
sible to the way we both observe and do it, we might challenge
familiar theoretical affiliations, and in so doing, discover a few
strange new bedfellows. We might even put to rest some of our
seemingly endless, and most assuredly fruitless, political battles.
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SOME COMPLEXITIES IN THE
RELATIONSHIP OF PSYCHOANALYTIC
THEORY TO TECHNIQUE

BY PETER FONAGY, PH.D., F.B.A.

This paper considers the current fragmentation of psycho-
analytic theory as a result of the illusorily close association of
practice and theory. The author argues that the politically
motivated assertion of a direct connection between theory and
practice should be set aside and that practice should be liber-
ated from theory, permitting theory to evolve in the context
of radically modified patterns of practice. If theory were
decoupled from practice, technique might progress on purely
pragmatic grounds, on the basis of what is seen to work. Psy-
choanalytic theory of mental function could then follow
practice, integrating what is newly discovered through inno-
vative methods of clinical work. Such a pragmatic, principal-
ly action-oriented use of theory would bring psychoanalysis
more in line with modern, postempirical views of science.

INTRODUCTION

We have become quite accustomed to worrying about the future
of psychoanalysis. Mostly, when gripped by anxiety about the fu-
ture of our discipline, we tend to focus on the lack of psychoana-
lytic patients, the lack of appropriate candidates, the persistent and
increasingly well-received critiques of psychoanalytic theory and
practice, the strengthening of alternative therapeutic approaches
(particularly biological psychiatry and cognitive behavior therapy),
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and, even more worrying to some, the spawning of loosely psycho-
analytically oriented, psychotherapeutic approaches, often mas-
querading as psychoanalysis, which insidiously invade our prac-
tice. But what I would like to focus on is far worse than any of
these. My concern is the knowledge base of psychoanalysis.

Over recent decades, psychoanalytic theory has become in-
creasingly fragmented. The decline in citations of recent analytic
articles in all journals, including psychoanalytic ones, provides
evidence of this (Fonagy 1996). Preliminary explorations suggest
that not only are contributors to the social science and medical lit-
erature increasingly disinterested in analytic journal publications,
but also analysts themselves are apparently less interested in the
ideas of other, currently active, analytic groups. Arguably, the ma-
jor analytic schools that emerged following Freud’s death, and
that organized the discipline over the latter half of the twentieth
century, are breaking apart in the twenty-first. Ego psychologists
are hard to find, Winnicottians are no longer just Winnicottian,
self psychologists have fragmented, Kleinian-Bionians have less
and less in common with each other beyond these two giants of
the field, Anna Freudians were arguably an improbable grouping
even during her lifetime, and the interpersonalist approach has
become the home of refugees and asylum seekers from all the
above traditions.

This fragmentation, euphemistically characterized in the lit-
erature as pluralism, could potentially be fatal to psychoanalysis.
If present trends toward theoretical schism continue, and analytic
writers come to share only history and terminology, the discipline
ultimately faces theoretical entropy, with all writers jealously pro-
tecting their ever-diminishing psychoanalytic patch. As the possi-
bility of consensus recedes further and further, it will become
increasingly difficult to claim a general application for any par-
ticular theory, and thus even the theoretical potential of analytic
theories interfacing with clinical practice could disappear.

This paper aims to make a contribution to halting or even re-
versing this process by offering an analysis of how the current frag-
mentation of theory might have come about through the appar-
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ently close association of practice and theory. I will argue that the
fragmentation of psychoanalytic theory can, in part, be under-
stood in terms of the problematic relationship that has evolved
between that theory and clinical practice. My case, in brief, is
that analytic theory is intended to help analytic practitioners to
make sense of clinical phenomena and to guide interpretative and
other interventions. However, the theories that practitioners actu-
ally rely on are specified beyond available data, and are weakened
by their extensive reliance on induction: they often amount to
no more than the observation that since a particular phenome-
non has usually followed another thus far, they are likely to con-
tinue to occur together in the future. Clinical observation, irre-
trievably contaminated by theory-driven expectation, carries an
inappropriate burden of validation. There is some truth to the
quip that analytic clinicians understand the word data to be a plu-
ral of the word anecdote.

The clinical usefulness and persuasiveness of such inductive
arguments makes it all too easy to raise the status of “clinical
theories” to laws, and we gain the impression as we do so that we
have a tool for understanding that not only makes sense to us,
but also that works for our patients, and furthermore, one that is
scientific. But uncritical faith in the scientific nature of analytic
theory may lead to the petrification of analytic practice and the
reification of constructs essential to clinical work. Theory has ap-
parently diversified beyond the possibility of integration, and
thus particular features of clinical practice—arguably, arbitrary
ones—have become the sole means of retaining the identity of
the theory and the profession.

Yet in the absence of clear injunctions about the aspects of
practice that are genuinely theory driven, it becomes difficult to
know what features of practice may be altered without threaten-
ing the entire theoretical edifice—just when the devastating con-
demnation, “Yes, but this is not psychoanalysis,” becomes appro-
priate. The politically motivated illusion of a direct connection
of practice to theory, coupled with the weak links that actually
exist between theory and practice, may lead practitioners to be
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overly cautious about experimenting with new techniques guided
by their accumulated implicit understanding of the mind, since
they cannot know what the theory does or does not permit.

If theory were tightly linked to technique, advances in theori-
zation would have inevitably led to practical gains in terms of
treatment effectiveness. I believe that a case for this would be hard
to construct, however. I suggest that in fact, in analytic practice,
theory serves to justify existing patterns of practice through anal-
ogy (e.g., the developmental metaphor that the patient’s therapy
progresses analogously to the developmental process); and a rig-
idly enforced code of practice serves to create an illusion of inte-
grity and unity in a theory inductively elaborated almost beyond
the possibility that useful connections to practice can be made.

This paper argues that practice should be liberated from theo-
ry, permitting theory to evolve in the context of radically modi-
fied patterns of practice. If theory were decoupled from practice,
technique might progress on purely pragmatic grounds, on the
basis of what is seen to work. Psychoanalytic theory of mental func-
tion could then follow practice, integrating what is newly discov-
ered through innovative methods of clinical work. I believe that
the database for this enterprise already exists in an implicit (as
opposed to publicly recognized) analytic knowledge base that
is being mined, but chiefly by clinical theoreticians who end
up contributing to orientations that rival our own. This prag-
matic, principally action-oriented use of theory, I suggest, would
bring psychoanalysis more in line with modern, postempirical
views of science.

THE EPISTEMOLOGICAL STATUS
OF CLINICAL THEORY

Psychoanalytic theory is drawn from clinical practice. Three-quar-
ters of a century ago, Freud (1926) set forth the relationship be-
tween treatment and theoretical development as an inseparable
bond:
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In psycho-analysis there has existed from the very first an
inseparable bond between cure and research. Knowledge
brought therapeutic success. It was impossible to treat a
patient without learning something new; it was impossi-
ble to gain fresh insight without perceiving its beneficial
results. Our analytic procedure is the only one in which
this precious conjunction is assured. It is only by carrying
on our analytic pastoral work that we can deepen our
dawning comprehension of the human mind. This pros-
pect of scientific gain has been the proudest and hap-
piest feature of analytic work. [p. 256]

The wedding of theoretical development to clinical observa-
tions created a major epistemological problem for psychoanalysis
that has been extensively reviewed and discussed (e.g., Edelson
1989; Meissner 1989), and here will be considered only in ab-
stract terms. The relationship of clinical theory and practice is a
philosophical problem, usually considered in the philosophy of
science under the heading of methodology. The subject matter of
methodology is defined in opposition to that of logic (Papineau
1995). While logic is the formal description of deductively valid
reasoning, methodology covers all the reasoning we undertake
that tends to fall short of the deductive. In making clinical judg-
ments and decisions, we use arguments that may give us good
reasons for believing in certain conclusions, but they do not com-
pel acceptance in the manner that deductive arguments might.

All clinicians work with inductive inferences. Generally speak-
ing, induction refers to any form of inference in which a move is
made from a finite set of observations to a conclusion about how
things generally behave. Although there are several forms of in-
ductive inference, here I am concerned with simple, enumerative
inductions which start from the premise that as one phenome-
non has consistently followed another thus far, we may conclude
that those phenomena will always occur together. By contrast, a
deductively valid inference is marked by the fact that if what we
infer from is true, it is quite impossible for what we infer to be
false. For example, if we know that all poor children are unhappy
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and that Joshua is a poor child, we can deduce that Joshua is un-
happy. By contrast, from knowing that Joshua has been sexually
abused by his foster caregiver, we can induce that his precocious
sexuality is due to an experience of maltreatment, but we cannot
make a deduction to this effect.

In therapeutic work, we are confronted with a finite set of ob-
servations based on formal or informal assessments, as well as on
the evolving treatment process. From such a sample, the clinician
then moves to conclusions about how the patient generally be-
haves and formulations about why he or she does so. In practice,
induction is made not simply on the accumulation of past obser-
vations about a particular individual, but on formalizations of
past cases by other clinicians in so-called clinical theories. We
consider theories to lend support to inductive observations be-
cause we assume that theories imply that the number of observa-
tions on which an inductive inference is based is considerable,
and this somehow lends weight to the conclusions. In such con-
siderations, however, we are merely applying inductive arguments
for induction. We are arguing that inductive arguments are ac-
ceptable clinically because they appeal to us.1

Even if our premises do not logically guarantee our conclu-
sions, they normally turn out to be true anyway. Arguing that in-
ductions are generally acceptable because our experience has
shown them to work so far is itself an inductive argument. Even
if observed patterns have tended to hold good so far, what guaran-
tees that they will continue to do so, except for our unconscious
desire that they should? As Bertrand Russell (1967) argued, it can
hardly help to observe that past futures have conformed to past
pasts. What we want to know is whether future futures will con-
form to future pasts. The argument that past co-occurrence has

1 As I shall postulate later, this intuitive appeal may have profound impor-
tance in the context of a more sophisticated epistemology specific to the acquisi-
tion of understandings about the mind. Here I am concerned only with illus-
trating the relatively weak logical foundations of psychoanalytic theory based on
clinical experience.
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probative value is merely rhetorical; it does not prove anything
and can have little credibility.

Sensing the logical weakness of our position, we have tended
to raise the status of “clinical theories” to laws, and have claimed
to explain the patient’s behavior by using something akin to Hem-
pel’s (1965) “Covering-Role Model”: Given that certain initial
conditions are satisfied and covered by a specific law that also
specifies consequent events, a specific event that is accompanied
by the initial conditions is considered to be explained by the law.
Because they involve deduction via a law, such explanations are
termed deductive-nomological explanations. This process has all the
appearances of a piece of deductive reasoning. But such explana-
tions do not rescue psychoanalysis from the problems of induc-
tion (Johnson et al. 1999), since the relevant “laws” were actually
established by induction from past observations of results.

In fact, most clinical laws are only probabilistic (Ruben 1993),
and therefore, they allow only inductive, statistical explanations,
rather than deductive-nomological ones. While we know that child
mistreatment can give rise to behavioral disturbance, for exam-
ple, this is by no means inevitably the case (Sameroff 1998; Samer-
off and Fiese 2000). The “Covering-Role Model” thus has crucial
philosophical limitations, and the impact of these is well illustra-
ted by the history of theory in analytic clinical practice. The central
point here is that the key function of theory for practitioners is
to explain clinical phenomena, but it is not an adequate tool for gen-
uine deduction.

CLINICAL TECHNIQUE IS NOT ENTAILED
IN PSYCHOANALYTIC THEORY

It is my impression that analytic clinical practice is not logically
deducible from currently available theory. There are several rea-
sons for this.

First, analytic technique is known to have originally devel-
oped on a trial-and-error basis. Freud (1912b) willingly acknowl-
edged this when he wrote: “The technical rules which I am put-
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ting forward have been arrived at from my own experience in the
course of many years, after unfortunate results had led me to aban-
don other methods” (p. 111). Free association, for example, is
acknowledged by Laplanche and Pontalis (1973) to have been
“found” (reached empirically), rather than deduced (p. 227). Sim-
ilarly, Klein’s (1927) and Anna Freud’s (1926) discovery of play
therapy could hardly be considered to have been driven by theo-
ry. More recently, Kernberg (1975) made the case for his mod-
ified technique with borderline patients by referring to what
“clinical experience has repeatedly demonstrated” (p. 91) and the
incidental findings of the Menninger Foundation Psychotherapy
Research Project (p. 82). Similar acknowledgments to empirical
derivation were made by Kohut and Wolf (1978, p. 423) and Hart-
mann (1951, p. 33).

But most technical developments are based on ordinary daily
experience. For example, Kleinian analysts have learned to em-
phasize the interpretation of defense and to be a great deal more
cautious in how and when they interpret envy or destructiveness.
Some British Independent psychoanalysts have determined that
fostering regression is not as successful as was once hoped (Ray-
ner 1991). Most British analysts have come to give priority to the
interpretation of affect and mental state in the here-and-now re-
lationship (Sandler and Dreher 1996).2

Second, innovative clinical procedures may, of course, be theo-
retically guided. If this were more frequently the case, we would
expect practices to have been logically derivable from theory, at
least in some instances. Such claims have commonly been made
(e.g., Freud 1904, p. 252; Kohut 1971, p. 264). The following spe-
cific example will suffice here. Gedo (1979) boldly stated that: “Prin-

2 I mention these technical changes with approval of both the specific tech-
nical advances referred to and the process by which they came to benefit prac-
tice. The negative tone of my argument is addressed entirely to the claims, rival
to mine, that changes in technique have been driven by increased psychoana-
lytic understanding of the mind or improved understanding of the process of
therapeutic change (e.g., Terman 1989).
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ciples of psychoanalytic practice . . . [are] based on rational deduc-
tions from our most current conception of psychic functioning”
(p. 16). In fact, his book made the claim that the unfavorable out-
comes of developmental problems can be reversed “only by deal-
ing with those results of all antecedent developmental vicissi-
tudes that later gave rise to maladaptation” (p. 21). What sounds
like, and is claimed to be, “a rational deduction” is in fact a hy-
pothesis, emphatically stated to disguise the absence of a logi-
cal argument to support it. It is one thing to assume that devel-
opment follows an epigenetic scheme, but quite another to claim
that in therapy, all earlier vicissitudes must be dealt with. There
is no evidence for Gedo’s claim, even from within the self psycho-
logical theoretical camp from which the suggestion emanates
(Kohut 1984; Terman 1989). In fact, the differences between Ko-
hut’s and Gedo’s therapeutic approaches illustrate the absence of
a deductive tie between the epigenetic model to which self psy-
chologists subscribe and the technical propositions that are
claimed to relate to these. For example, Kohut (1984) explicitly
recommended that, under certain circumstances, developmen-
tal vicissitudes, such as narcissistic traumata, should be left alone
(pp. 42-46).

This example is representative of many widely respected claims
for the theoretical grounding of recommended therapeutic tech-
niques or principles. For example, Kernberg (1976) insisted that
“an important consequence” of his admittedly inspiring and
highly original theoretical formulation concerning the nature
of borderline personality disorder is that the therapist’s active
focus must be on the mechanism of splitting “before any further
changes can be achieved with such patients” (p. 46). However,
Kernberg failed to demonstrate the claimed deductive relation-
ship. From the same psychoanalytic institute (Columbia), and
previously from the same psychiatric hospital (Menninger), Schafer
(1983) recommended delaying interpretations altogether for long
periods (pp. 165-180). In fact, the most exhaustive exploration of
the long-term findings of the Menninger Psychotherapy Project
could be argued to have overturned many of the findings of the
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original Kernberg et al. report (1972).3 The existence of quite con-
tradictory therapeutic alternatives indicates that the theory of bor-
derline phenomena proposed by Kernberg, however persuasive,
cannot be connected to any singular approach to therapy through
readily discernible deductive steps.

Third, analysts do not understand, nor do they claim to, why
or how their treatment works (see, for example, Fairbairn 1958,
p. 385; Fenichel 1941, p. 111; Kohut 1977, p. 105; Matte Blanco
1975, p. 386; Modell 1976, p. 285).4 Is it conceivable that such
a state of affairs could arise if practice were logically entailed in
theory? Surely, if this were the case, a clear theoretical explana-
tion for curative action would be readily forthcoming. The nature
of the therapeutic action of analysis is a recurring theme of psy-
choanalytic conferences, starting, perhaps, with the Fourteenth
International Psychoanalytic Association Congress in Marienbad
(Glover et al. 1937), where Glover, Fenichel, Strachey, Nunberg,
and Bibring crossed swords. Since that time, there has been a
symposium on this topic at about ten-year intervals, alternating

3 In fact, this study showed the powerful effects of specific therapy allegiances
(Luborsky et al. 1999), with each report finding evidence for the theoretical posi-
tion of the author. Thus, while Kernberg (Kernberg et al. 1972) concluded that
expressive therapy was superior to supportive therapy for patients with borderline
personality organization (BPO), others found expressive therapy to be comparable
to supportive therapy for BPO (Horwitz 1974), and still others reported that nei-
ther of the treatments had integrity (delivered as prescribed)––namely, Wallerstein
(1986) showed that, of the forty-two subjects randomly assigned in the trial, thirty-
eight had treatment of both types. Other reports further complicated the results,
claiming that the different forms of treatment should not be compared because
they were interdependent; for example, transference interpretations appeared to
be more helpful after supportive interventions had occurred (Horowitz, Rosen-
berg, and Bartholomew 1996). It is noteworthy that the ratios of patients in treat-
ment in the Menninger Psychotherapy Project to publications are: 8.4 patients per
book, but only 0.7 patients per scientific paper.

4 One of the most intelligent commentators on psychoanalysis, Cooper (1989),
concluded his overview of the field by pointing to

. . . a change of view from the earliest days of analysis, when a single thera-
peutic element was sought to explain the effects of analysis, to the pres-
ent, when we see the therapeutic effect depending upon multiple inter-
acting processes, none of which can be assigned clear priority in our
present state of ignorance. [p. 24]
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between the International and the American Psychoanalytic As-
sociation meetings. At each of these meetings, speakers have al-
most ritualistically asserted that the way analysis works “is not
adequately understood” (Fairbairn 1958, p. 385), or have indica-
ted “an urgent need for further research by psychoanalysts” (Coop-
er 1989, p. 24). The state of epistemic affairs is well summarized
in Matte Blanco’s (1975) words: “The fact is that nobody has, so
far, succeeded in establishing with great precision what the fac-
tors are and how they combine with our understanding to pro-
duce the cure” (p. 386). If the practice were logically entailed in
theory, we would undoubtedly have a clear—or at least clearer—
theoretical explanation for therapeutic action.

Fourth, as has already been suggested, psychoanalytic practice
in essence has changed little, if at all, since Freud’s (1912a, 1912b,
1913) original descriptions in a few brief papers before the First
World War. This state of affairs has been classically acknowledged
(Glover 1968, p. 115; Greenson 1967, p. 3). For example, Glover
(1968) stated: “For certainly, and despite a multiplicity of articles
on the subject of technique . . . no very radical advances have been
made in the therapeutic field” (p. 115). Because, traditionally, ana-
lysts have not recorded their clinical work, such assertions are hard
to prove. However, extensive supervision based on the reported
psychotherapeutic process, which forms the core part of psycho-
analytic training, serves to ensure that analysts, at least in the
course of training, adhere relatively closely to so-called tradition-
al technique. This is not to say that there have been no stylistic
changes in analytic technique, but these have left the fundamentals
(free association, interpretation, insight, focus on transference and
countertransference) largely unaffected. Over the same century,
enormous theoretical advances have taken place, so that it is hard-
ly practical to attempt to provide integrative summaries of ana-
lytic theories. The discrepancy in the rates of progress between
theory and practice is quite remarkable, and would be hard to under-
stand were it not for the relative independence of these two factors.

Technique, of course, has changed somewhat, and I am not
suggesting that current technique is identical to that which Freud



PETER  FONAGY24

evolved, or to that which was generated by key formalizers of psy-
choanalysis following Freud’s death. There is no doubt that
change has occurred, but current technique is far more recogniza-
bly Freudian than current theory. Suggested technical changes
have been relatively minor (e.g., the value of early transference in-
terpretation, or of self-disclosure) and not radical (such as the use
of psychodrama in place of free association to reveal unconscious
representational systems, the abandonment of the interpretation
of unconscious content in favor of psychoeducational strategies,
or the use of behavioral or cognitive behavioral adjuncts to thera-
py). Radical technical innovations are seen as taking the proposer
beyond the pale, as if such modes of intervention could no longer
be considered to fall within the domain of psychoanalytic theoreti-
cal explanations.

But of course, psychic change needs to be explained, whatever
its cause (Fonagy 1989). If the current argument is sound, change
brought about through the application of classical analytic tech-
nique is no easier to account for than change following behavior
therapy or religious conversion, and the “inseparable bond” be-
tween theory and practice can be maintained only through power-
ful rhetorical claims. The tendency to disguise the loose coupling
of theory to practice behind rhetoric is pernicious because it
serves to close the door on imaginative clinical exploration by
fostering an illusion of a theory-based technical certainty: “We
know what needs to be done because we know how it works and
why.” Furthermore, the converse is also true. New theoretical ideas
can claim acceptance and legitimacy in public theory through a
tracing of their origins to relatively unmodified therapeutic tech-
nique, thereby reinforcing the immutability of the latter. The slow
development of analytic technique is, I believe, in part attributa-
ble to the tendency of inventors of new theories to seek validation
for their hypotheses via the congruence of new ideas with accep-
ted clinical practices. The practices are claimed as uniquely effec-
tive and unchangeable, at least until a new theory evolves.

Fifth, the thorny issue of therapeutic effectiveness might also
imply an independence of the domains of theory and practice.
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There is relatively little evidence to support the clinical claims of
psychoanalysis as a viable treatment for psychological disorder
(Fonagy, Kachele et al. 2001; Fonagy and Target 1996; Gabbard,
Gunderson, and Fonagy, in press; Roth and Fonagy 1996). There
is much stronger support for many of its theoretical claims (e.g.,
Bucci 1997; Fonagy, Steele et al. 1993; Westen 1999), including
those related to the treatment process (e.g., Luborsky and Lubor-
sky 1995). While accepting that a lack of evidence for effective-
ness does not imply a lack of effectiveness, the discrepancy may
also be explained by the assumption that practice is not entailed
within theory. The evidence that exists is for a theory of mind that
contains unconscious dynamic elements. Evidence is, however,
lacking for the translation rules for moving from psychological
theory to clinical practice.

For example, work from other laboratories and mine has pro-
vided good evidence for the psychoanalytic notion that a parent’s
experience of having been parented is transmitted to the next gen-
eration (e.g., Fraiberg, Adelson, and Shapiro 1975), determining
aspects of the nature of the child’s relationship to that caretaker
(Fonagy, Steele et al. 1993). There is far less evidence to suggest
that addressing the parent’s past conflicts in a psychotherapeu-
tic context might help him or her to establish secure attachment
relationships with the child (van IJzendoorn, Juffer, and Duyve-
steyn 1995). Actually, the theory says little about how knowledge
concerning transgenerational relational links may be most effec-
tively used in a clinical context. Does it necessarily follow from
analytic theory that insight by the parents into their own childhood
experience would be the best way of preventing transgeneration-
al transmission of maladaptive patterns of relating? Or is the
closest analogue to insight-oriented psychotherapy chosen by ana-
lytic clinicians almost automatically, since this is what serves to de-
fine their theoretical identity?

Sixth, as has been implied, it has been impossible to achieve
any kind of one-to-one mapping between therapeutic technique
and theoretical frameworks. Interestingly, it is as easy to illustrate
how the same theory can generate different techniques as how the
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same technique is justified by different theories. For example,
Campbell (1982) demonstrated that clinicians with broadly sim-
ilar theoretical orientations differed in the extent to which they
adopted a position of technical neutrality, shared their thoughts
and feelings with patients, or gratified their patients’ primitive
developmental needs. By contrast, it is equally striking to observe
that clinicians using very different theoretical frameworks can
arrive at very similar treatment approaches. For example, Kern-
berg’s (1989) work with borderline patients has much in com-
mon with the work of those who practice according to a Kleinian
frame of reference (Steiner 1993). Both these observations imply
that practice is not logically entailed within theory.

Seventh, one may legitimately ask the question: What is psy-
choanalytic theory about if it is not about psychoanalytic practice?
The answer is that it is predominantly about the elaboration of
a psychological model, and the way in which that model might
be applied to the understanding of mental disorder—and, to a
lesser extent, to other aspects of human behavior (e.g., literature,
the arts, history, and so on). Freud’s corpus may be an eloquent
example: his technical papers take up far less than a single one
of the twenty-three volumes of his collected psychological writings.
The value of theory for the analytic practitioner consists in elabo-
rating the meaning of behavior in mental state terms that can
then be communicated to the patient. How such elaboration is
done—or indeed, whether it is helpful to do it—is not readily de-
ducible from the theory.

PRACTICE AS INSPIRATION FOR THEORY
AND THE OVERSPECIFICATION

OF THEORY

Having claimed that in psychoanalytic work, practice is not logi-
cally entailed in theory as is generally claimed, I would like to
briefly review some ideas concerning the nature of the actual re-
lationship between these two domains. Naturally, I recognize that
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it is inconceivable that no relationship between theory and prac-
tice exists. Theory orients clinicians in their observation, descrip-
tion, and explanation of clinical phenomena. It is inevitable that
these will influence technique, even though no logical connection
exists between the two. This relationship is particularly clear in
psychoanalytic attempts to provide nosologies or classification sys-
tems for psychological disorders (e.g., A. Freud 1965; Kernberg
1989). Such categories are evidently theory driven and are com-
monly used to construct “models” or analogies intended either
to suggest or to rationalize therapeutic principles. Models are
also used to draw likely inferences to therapeutic interventions.
Models of development, models of the mind, and models of dis-
order have all been used in this way. It should be clearly stated that
these are common-sense, inductive arguments, rather than formal
deductions; they may have “face validity,” but are not compelling.

As analysts, we have often made the mistake of assuming that
we are doing more than model construction—that our practice is
theory based. The price to pay for such an assumption may be the
petrification of practice. In the absence of clear injunctions about
the aspects of practice that are genuinely theory driven, it be-
comes difficult to know which aspects of practice are grounded in
valid theories, and which may be dispensed with. For example,
if on the basis of Freud’s (1923) structural model of the mind,
it is suggested that psychic change may be attained only by changes
in the patient’s defenses, or by the strengthening of those defen-
ses (Fenichel 1945), then all interventions that do not entail one
of these two modalities must be ruled out of the analytic clinical
armamentarium. This was the classical Anna Freudian position
taken in relation to Klein’s so-called deep or direct interpretations
of unconscious wishes (King and Steiner 1991).

Yet the rationale for this technical stricture rests in the hy-
draulic metaphor of early Freudian thought (what French psy-
choanalysis has labeled the first topography), and it is not truly ex-
plained by the structural theory (the second topography). This is not
to say that the recommendation itself, that of avoiding “deep” in-
terpretations, was not a sensible one. In fact, it is my impression
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that Kleinian clinicians have tended to move away from the di-
rect interpretations of unconscious desires (see Spillius 1994).
The burden of this argument is that the illusion of direct connec-
tion to theory, coupled with the weakness of the real links between
theory and practice, may lead practitioners to be overly cautious
about experimenting with new techniques, since they cannot know
what the theory does or does not permit.

There are obvious problems in the evidential base of many
analytic theories that might preclude a direct relationship to tech-
nique. Few standards, other than plausibility and coherence, cur-
rently serve as gatekeeper criteria to the body of public theory
in psychoanalysis. Clinical work is infinitely rich, and can thus be
an inexhaustible source of inspiration. A concerted attempt to
design more stringent conditions for permitting speculations
(however inspired) to enter the body of theory may serve to im-
pede creativity in the short term, but may enhance productivity in
the long run. For example, what would have happened in the past
if clinically based theoretical papers had been required to describe
at least twenty treatment cases each, homogenous from a particu-
lar standpoint, rather than one, in order to be considered accep-
table support for a particular theoretical innovation? Would the
introduction of this criterion have precluded important theoreti-
cal advances? I cannot imagine that it would be hard to gather
twenty cases that clearly illustrate projective identification at work.
Certain more specific claims—such as “projective identification
is a behavioral reenactment in which the patient unconsciously
‘identifies with the aggressor,’ a parent, while the analyst experi-
ences the feeling of the child being acted upon” (Porder 1987, p.
450)—might be harder to establish. Surely, one consequence
would be the publication of fewer psychoanalytic papers, fewer
journals, and perhaps more multiauthored articles. Perhaps, even
more important, there might be fewer theories, but a stronger
link between those that exist and the clinical practice that is fol-
lowed.

The argument that theory and practice are not interdepen-
dent appears to fly in the face of the common observation of the
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valuing (perhaps even idealizing) of theory by practitioners. The
relatively healthy state of psychoanalytic book publishing over the
past century speaks directly to this.5 Nothing that has been said
so far negates the existence of a close relationship between tech-
nique and theory. While there is little to suggest that a direct or
explicit relationship (such as “theory dictates technique”) current-
ly pertains or is likely to be attained in the near future, more sub-
tle—but more profound—relationships between theory and prac-
tice are possible, and it is to one of these that I shall now turn.

In brief, I suggest that the real break of relationship is not
between theory and practice, but rather between “scientific” theory
and practice. The break between practice and theory has occurred
precisely because of the overly close link between theory and prac-
tice, because in analysis, theory fulfills an important clinical func-
tion. To elaborate this point, we have to explore an aspect of the
failure of analytic theory as a scientific theory.

So what has gone wrong with scientific psychoanalytic theori-
zation? The answer probably lies in part in the way in which ana-
lysts have used practice inductively to generate theory. The analytic
clinician is an interesting subject of study in this context, partly
because, in the absence of alternative (experimental) strategies for
verifying theories, clinical work becomes the chief source of theo-
ry building, and partly because increasingly forceful critiques of
psychoanalysis over the past half century have highlighted the
dangers of its epistemology (Crews 1995; Grünbaum 1984).

As philosophers have relatively recently concluded, one facet
of Freud’s brilliant insights was the extension of common-sense
or folk psychology to nonconscious mental functioning (Hop-
kins 1992; Wollheim 1995). Cognitive neuroscience has revealed
that most of the work of the brain is nonconscious (Kihlstrom
1987). Freud (1900, 1923), having recognized the importance of
this fact in the development of psychopathology, advanced two

5 The decline in book publishing over the past decade and a half is more like-
ly a consequence of declining interest in psychoanalysis as a mode of clinical inter-
vention, rather than a declining interest in theoretical publications on the part of
those who continue to be interested in analytic or analytically oriented practice.
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radical propositions. First, mental health problems (by which he
was probably referring to behaviors or phenomenological experi-
ences that either the individual or those in his or her immediate
social surroundings complained about) may be understood in
terms of certain nonconsciously experienced mental states—that
is, beliefs and desires (Freud and Breuer 1895). Second, the effec-
tive treatment of mental health problems could be undertaken if
(and only if) the individual suffering from mental disorder was
made aware of these nonconscious, and by definition maladap-
tive, beliefs or desires in an interpersonal context of considerable
emotional intensity (Freud 1909, 1916). The two key principles
of mentalization for Freud, then, were that intentionality is not
restricted to consciousness, and that expansion of the capacity to
think about desires, feelings, and thoughts—those of which the
patient is unaware—is therapeutic when undertaken in the con-
text of an attachment relationship.

Freud’s argument turned out to have an intellectual potency
that is arguably hardly equaled in the history of human ideas.
From it followed the discovery of meaning in madness, the
revolutionization of psychiatry, the emergence of a civilization
where unreason and disorder could no longer automatically be
disclaimed and discarded, the recognition of the importance of
early childhood, and a developmental approach to the study of
mind and the possibility to envision human creation (art, music,
literature, even science) in its greatest complexity. But Freud “over-
specified” his theory. He linked his discovery of pathogenic un-
conscious influence to specific contents that commonly created
nonconscious conflicts of ideas, which in turn created and sus-
tained problems of adaptation (e.g., unconscious conflicts con-
cerning toilet training) (Freud 1905, 1920, 1927). Anna Freud
(1974) went further when she attempted to establish specific links
between types of childhood mental health problems and catego-
ries of troublesome nonconscious mental contents.

Of course, this simplistic implementation of a good theory
had to be counterproductive. The range of psychosocial experi-
ences that reach a common symptomatic endpoint (equifinality)
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is probably limitless. Similarly, the same experience may ante-
date a variety of clinical manifestations (Cicchetti and Cohen
1995). Unfortunately, by overspecifying the theory, Freud laid
psychoanalysis open to endless revisions and updating of aspects
of theory that were never fundamental to his ideas (Fonagy and
Target, in press). For example, Klein, focusing on infancy, was
struck by the apparent destructiveness and cruelty manifested by
normal (her own) children (Klein et al. 1946). Since the scientific
methodology offering relatively firm data on infant mental states
was not yet available (e.g., Stern 1994), she felt free to attribute
extraordinarily complex ideation to the young infant (envy, pro-
jective identification, and the depressive position), without a
genuine risk of contradiction. Other analytic clinicians (for exam-
ple, Mahler; see Mahler, Pine, and Bergman 1975), whose inter-
est was focused on somewhat later developmental periods, spec-
ified quite different central psychological conflicts (in Mahler’s
case, symbiosis, separation-individuation, and so on).

I am not claiming that these or the many hundreds of other
ideas concerning unconscious causes of conflict (Kazdin 2000)
were “wrong.” It is very likely that both conflicts over destruc-
tive jealousy (envy) of a loved object, and the conflict between a
desire for separateness and the wish to retain an illusion of union
with a caregiver, are important assumptions about mental states
in understanding minds in distress. The problem is rather one
of trying to claim exclusivity for any or all of these ideas. As such
specificity in relating theories to clinical work is rarely attained,
new analytic theories are developed without systematic reference
to the old as “supplemental” to the original theory. Thus, new
ideas overlap with, but do not replace, the original formulation.

Psychoanalysts found a way around the empirical problems
created by partially incompatible formulations that nevertheless
needed to be employed concurrently. They loosened the defini-
tion of all the categories under consideration. The potential em-
barrassment of negative instances—where, for example, signs of
unconscious hostility were not observed to lead to mood disorder
—could be avoided if both the putative antecedent (hostility) and
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the consequent condition (mood disorder) were to be only loose-
ly defined (Sandler 1983). Disappointingly, yet inevitably, this has
led analysts to embrace an antagonism toward operationalization
and an explicit preference for ambiguity. Equally predictable has
been the multiplication of theories, the rejection of parsimony
as a criterion for eliminating competing ideas, the geographical
specificity of particular theoretical traditions, the overvaluation of
spoken and written rhetoric as criteria of validity, the polymor-
phous use of concepts, and ultimately a theoretical edifice that is
beyond the power of any individual to summarize and integrate.

Here I am not pleading for an integrationist model (Goldfried
1995, 2001). Rather, I am suggesting that Freud’s original, rich
theorization is to blame for conflation by later analytic clinicians
of the framework of psychological mechanisms implied by the
theory with the specific mental contents that populate this struc-
tural framework. Unconscious conflict is core theory,6 and as such
could probably be logically linked with recommendations about
technique. Envy, oedipal rivalry, separation-individuation con-
flicts, and narcissistic traumata are elaborations at a different lev-
el, one of clinical observation, and are therefore too confounded
with practice to permit deductive inferences to clinical method.

6 Some propositions within any scientific theory are likely to be protected
from refutation––to be treated in this sense as unfalsifiable (Lakatos 1970). Such
propositions are considered to constitute the core of a scientific theory.  The theory
refers to “unobservables” and the principles that govern their causal interaction.
The principle of methodology that justifies protecting core theory from refutation
is the central role that such an aspect of theory plays in making predictions. The
refutation of core theory would paralyze the theory; experiments could not be
constructed because there would be nothing to put to a test. Core aspects of theo-
ry cannot be given up because they are needed to organize action, and therefore,
appropriately, will not yield to anomalies alone, but only to alternative theories
good enough to substitute for them. Arguably, core psychoanalytic theory was not
given up by social scientists throughout the twentieth century, despite numerous
anomalous observations, because nothing existed to replace it. The emergence of
cognitive theory and therapy, together with neuroscience at the end of the twenti-
eth century, began to threaten the core theory because they could provide viable
alternatives that could be seen to occupy similar positions within the understand-
ing of human behavior.
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That one person (the analyst) thinks about what appear to be
gaps in the other person’s (the patient’s) understanding of a life
situation—making the unconscious conscious—is core theory.
What that situation is, whether the therapy itself (the transference)
or life outside (the external world), may be less intrinsically rele-
vant. There are basic structures of personhood that define the clin-
ical enterprise. That this is overspecified in most psychoanalytic
theoretical accounts is clear from the happy coexistence of the
many hundreds of apparently equally efficacious alternatives that
have little in common with each other, beyond the dual principles
of the focused elaboration on nonconscious intentionality and
the intensity of the interpersonal context within which this hap-
pens.

In Peter Schaffer’s play about Mozart, Amadeus, King Joseph
II explains his dislike of Mozart’s production by saying: “There
were too many notes!” Many philosophers have felt similarly about
psychoanalytic ideas. Wittgenstein (1922) wrote in his preface to
the Tractatus: “What can be said at all can be said clearly, and what
we cannot talk about we must pass over in silence” (p. 7). No won-
der, then, that subjective experience has largely eluded psycho-
logical disciplines other than psychoanalysis. No wonder that ana-
lysts fear that the introduction of research methods from this
barren world risks the destruction of the phenomena they cher-
ish. Nietzsche talked of unpretentious truths discovered by means
of rigorous method, opposing this method to metaphysics, which
blind us and make us happy. Nietzsche here distinguished boring
empirical fact from evocative narrative. Holding on to unpreten-
tious truths demonstrates courage of a different sort to that shown
by analytic investigations of the unconscious; it is a turning away
from what is appealing. Whittle (1999) called it “cognitive asceti-
cism” (p. 241).

The overspecification of analytic theory might be considered
the primary cause of its current problem of fragmentation, which
—at least according to the citation studies—appears to be beyond
the limits of plausible intellectual integration. Core theory is again
and again respecified by each generation of theoreticians, leading
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to a kind of uncontainable exuberance of ideas that we learn,
teach, and use as formal psychoanalytic theory. Luxuriating in an
absence of parsimony is not an end in itself for the psychoanalytic
scholar. Her or his determination to create new distinctions and
elaborations is driven by the wishes of the consumers of theo-
retical ideas: practicing clinicians.7 The clinician’s daily task is to
address the individual’s self-narrative and to create (co-construct)
a fuller, richer, more satisfying account than the patient has been
capable of creating in isolation (e.g., Holmes 1998). Cognitive as-
ceticism is of little relevance to the clinician whose principal task
is to create a narrative that can fill the gaps in a person’s experi-
ence of life.

Thus, theory has profound heuristic value for the clinician.
Theories support understanding. Analytic theory is inherently and
irretrievably inductive. It is derived precisely to elaborate a speci-
fic human conundrum. Analytic theories cannot be bound by the
minimalist principles that are the residues of positivism because
they would be of little value if they were. They are adventurous;
they dig deep. They are acts of imagination about how our
minds function that are judged principally according to how well
they fit our own and our patients’ subjective experiences (see
Whittle 1999). Theory has to be overspecified in order to work,
in order to capture one or another subtle aspect of an infi-
nitely complex system: human subjectivity.8 This is not to say
that overspecified theories are not true, but the indication of
their value rests in the subjective reaction of the clinician in the
process of attempting to fathom the subjectivity of the patient.

7 As the theoretician is most often also a clinician within the context of psy-
choanalytic theorization, the former has firsthand knowledge of the latter’s unquench-
able desire for new formulations, closer-fitting models, and increasingly convincing
explanations.

8 There is, of course, a built-in process of new theory creation in this dynam-
ic. Theories will capture an aspect of subjectivity only while that subjectivity is un-
changed.  The very act of capturing it, however, inevitably changes subjectivity, cre-
ating a need to then recapture it in a new way. The process is complicated by its
simultaneous occurrence at an intersubjective (patient–analyst) and cultural level.
Thus, renewal, or at least change, might be required by a change of subjectivity
at an individual or social level, with complex patterns of interaction between them.
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THE ROLE OF THE IMPLICIT
KNOWLEDGE BASE AND IMPLICATIONS

FOR THE DEVELOPMENT OF
INNOVATIVE TECHNIQUES

To sum up what has been postulated so far, I have argued that,
because of the limitations under which analysts work and the mas-
sive burden of their historical tradition, direct links between theo-
ry and practice have been hard to establish. Specific claims have
been made about the existence of these links—claims that are
poorly grounded in fact and have led, in part, to the loose use
of theoretical constructs, and have resulted in ossification of
those aspects of practice that inappropriately carry the burden
of defining the clinical discipline of psychoanalysis. While theory
does not define practice, the fact that practitioners find theory
useful has been used as validation of the extremely diverse set of
ideas that currently constitute public psychoanalytic theory. The
value of overspecifying the ideas at the core of psychoanalysis
probably rests in their intuitive appeal to both analyst and analy-
sand while the two are jointly engaged in the task of elaborating
the life narrative of the patient, so as to make it more coherent and
comprehensible.

So why do theories “feel right”—why are they believed to be
“of value” or “useful,” at least for a limited historical period? I
suggest that this is the case because they are metaphoric approxi-
mations, at a subjective level for both analyst and patient, of cer-
tain types of deeply unconscious internal experience that per-
tains not to an idea, but rather to a mode of mental function, a
mental process (Fonagy 1982; Fonagy, Moran et al. 1993).

There are examples of such theories in other sciences at ear-
ly stages of their development. For example, the understanding
of phonology through metaphor, which European grammarians
of the sixteenth century developed (distinguishing light and dark
vowels, soft and hard consonants, moist and unmoist ones), has
been shown to be far from arbitrary. This classification system has
been demonstrated by modern phonetics (I. Fonagy 1980, 1983,
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2000) to be based on the actual functioning of the articulatory
organs (mouth, tongue, vocal cords) as these sounds are pro-
nounced, of which the early grammarians could have had only
preconscious knowledge. Thus, “dark” vowels are those created
at the back of the oral cavity, while “light” vowels are generated
closer to the front (the source of light). The firing of muscle
potentials (muscle tension) associated with the creation of “hard”
consonants has been shown by electromyographic recordings
to be more rapid when contrasted with “soft” consonants. “Moist”
consonants are generated through contact between the wet sur-
faces of the tongue and the roof of the mouth. Thus, scientific
metaphors in phonetics encoded (and expressed) preconscious
understanding of sound generation. It satisfied grammarians as
an account because of the fit created with nonconsciously avail-
able knowledge about the generation of phonemes.

By analogy, aspects of analytic theory may be thought of as
theorists’ attempts to use metaphors to grasp the nature of the
mental processes and mechanisms of which they have no con-
scious knowledge, and which are not available to direct introspec-
tion. We should not accept simplistic critiques of metaphoric
thought in psychoanalysis. Science regularly employs metaphor
in the absence of detailed knowledge of the underlying process.
Provided that metaphor is not confused with a full understanding
—or, to use Freud’s expression, the scaffolding is not mistaken
for the building—heuristic considerations might outweigh any
disadvantages of such employment. Thus, while there are wisdom
and truth in our theories, these attributes will not behave like
theories in modern sciences.

Analytic theories also impact us at an unconscious level. Each
particular configuration of ideas fits with an inner experience.
We are rich in theory because theory sustains clinical activity, and
it is hard to imagine how this richness can ever be reduced, either
by research or by other methods, without also compromising the
quality of the fit between a psychoanalytic model of mind and
subjective experience. This formulation of the role of theory fits
surprisingly well with currently popular, postempiricist views of
science and knowledge.
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In postempiricist epistemology, it is accepted that empirical
beliefs constitute a theory within which no exact mapping is pos-
sible between specific beliefs and particular experiences (Bolton
1999). There can be no sharp distinction between theory and em-
pirical data. In the empiricism of Locke and Hume, knowledge
was assumed to be derived from sense experience, where the lat-
ter is an unconditional given (Quine 1953). Sense experience was
assumed to entail no activity on the part of the self. In modern
postempiricism, by contrast, the self is seen as an active agent
processing sense data into information that is relevant to action.
Sense experience involves cognitive activity. Perception is as-
sumed to be organized in the service of action, in order to yield
hypotheses that might aid the planning of action.

An example of this would be the generation of expectations
about the outcome of action. Such hypotheses ultimately aggre-
gate to generate theory. But theory always betrays its origins as
subserving action, never being “immaculate” in its conception.
Theory is systemic in relation to experience, and sense experi-
ence always occurs in the service of action. Psychoanalytic theory,
like any theory, unconsciously serves to organize action. The truth
of a theory is thus no longer seen as something absolutely con-
tained within the relation of the theory to an external reality;
rather, the validity of a theory rests in its capacity to enable action.
Knowledge is not an awareness of absolute facts, but the capaci-
ty to attain a goal within a specific context or setting. The North
American tradition of pragmatism lies at the root of this post-
modern, action-based epistemology.

Our view of scientific theories has changed from one of gen-
eralized, absolute, grand, omnibus accounts to more local, dif-
ferentiated, specific rules used to guide action. Theory becomes
a working, living, tightly organized but flexible set of assump-
tions, one that is not sharply separated from other bodies of
knowledge. Basically, whatever works, whatever is needed to ex-
plain, can be integrated into the theory. I suggest that this post-
empiricist reconstruction of theory has not yet taken place within
the public theory of psychoanalysis. It is held in a somewhat
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mysterious, unexplored container of knowledge that one might
call the implicit psychoanalytic knowledge base. Sandler (1983) and
Sandler and Dreher (1996) drew attention to this almost twenty
years ago. Anticipating many of these epistemological develop-
ments, Sandler (1983) explicitly suggested that public theory
grew out of this implicit, nonconscious understanding of inter-
personal and intrapsychic processes that clinicians normally
achieve through engaging in intensive psychotherapeutic work,
with the background of core psychoanalytic theory behind them.

A number of assumptions are implied by the current formu-
lation of theory–practice links. First, that a nonconscious psycho-
analytic knowledge base exists, probably built or superimposed
upon the cognitive structures provided by a common-sense or lay
psychology (Churchland, Ramachandran, and Sejnowski 1994).
This all-important system for understanding the mind guides all
of us (analysts, patients, children, and adults) through the great
complexities of interpersonal interaction, and provides a knowl-
edge of minds that is essential for self-awareness.

Second, for psychoanalysts, this knowledge base is massively
deepened by clinical experience. The proximity to another mind
afforded by analytic treatment will inevitably deepen an implicit,
nonconscious, procedural, action-focused understanding of men-
tal function.

Third, formal theory is essential in a number of ways, but the
least important of these may be its traditionally desired function,
that of organizing clinical observations. Core theory may be cru-
cial in creating a foundation for interpersonal and intersubjective
experience. Thus, Freud’s assumption concerning nonconscious
intentionality is undoubtedly essential if feelings and ideas out-
side of conscious awareness are to be brought into the realm of
that which the analyst can explore. Perhaps an even more impor-
tant facet of core theory may be to enable the analytic observer
to remain “within range” of another subjectivity. We have come to
understand much about intersubjective interactions and the inter-
dependence of subjectivities—enough to appreciate that the close
proximity of another subjectivity can potentially undermine the
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robustness of the observer’s self-understanding and self-awareness
(Fonagy, in press). Core theory provides the scaffolding to with-
stand these pressures.

The psychoanalytic knowledge base has been and remains a
vastly valuable reservoir for producing an understanding of peo-
ple, and is thus a knowledge base with the power to guide action
in the clinical context (technique). However, the epistemologi-
cal tradition of psychoanalysis and its grand failure to eliminate
aspects of theory that have not been helpful—its absolutist ten-
dencies—have led to a situation in which this rich, implicit knowl-
edge base cannot be regularly and systematically mined to guide
therapy—that is, unless the action generated is consistent with
some grand and slowly changing public theory. The separation of
the public from the implicit theory has created somewhat arbi-
trary restrictions on theoretical development, together with a pet-
rification of clinical practice.

This is not to say that the implicit, action-oriented knowl-
edge base has remained unexploited within psychoanalysis. Else-
where (Canestri, Bohleber, Fonagy, and Diatkin 2002), I have ex-
plored the ways in which implicit theory is used by clinicians to
guide their daily work with patients. The most extensive use of
this body of knowledge has not been by psychoanalysts. In fact,
arguably, the knowledge base actually generated many, if not all,
of the major advances of psychological therapeutic technique of
the twentieth century. It is not an exaggeration to claim that
approaches such as Gestalt, client-centered, some kinds of fam-
ily therapy, most brief psychotherapies, and some forms of cog-
nitive therapy (especially more recent ones) all originated from
within the psychoanalytic knowledge base. Schema theory (Young
1999) is object relations theory by another name, and it is nothing
short of a travesty that an effective therapy closely based on these
ideas is not termed “psychoanalytic.”

The way in which past relationship patterns impact on cur-
rent relationships is an integral part of our knowledge base. Yet
our epistemology limits the exploitation of this understanding to
very specific therapeutic contexts. The knowledge base is mined,
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often by analysts, but even as this takes place, the name psycho-
analysis is withdrawn, as if this label has to be reserved exclusively
for something in principle circumscribed, but in practice not de-
fined at all. We need to be cautious over the matter of criteria
of identity. What truly matter are general and specific features of
content, not names. Theory and technique must be made open to
elaboration. The priority is the derivation of effective and effi-
cient procedures for implementing change, rooted in our under-
standing of mental function. We use an implicit source of knowl-
edge, but our politically driven epistemology forces us to deny
its relevance, and sometimes even its existence.

CONCLUSIONS

Let us return to Freud’s basic discoveries. Fundamental to a psy-
choanalytic orientation is the notion that conscious awareness
brought to bear upon patterns of thinking or behaving that are
currently outside of consciousness has therapeutic value. The task
of therapy is (a) to enhance the patient’s capacity for thinking
about the mental processes that underlie his or her feelings,
thoughts, and behavior, and (b) to use such enhanced capacities
to reflect upon patterns of interactions that are maladaptive and
cause distress. The assumption of psychoanalytic technique is that
making latent meaning manifest can initiate a process of change
in understanding. Freud’s theories and technique as to what this
meant and how to do it have been modified over time.

There is much that can be said about the specific contexts in
which an individual’s problems emerge, but these have no neces-
sarily causal relationship to the patient’s current functioning. It
is the capacity to reflect, and to arrive at meaning about conscious
experience, that is inherently therapeutic, according to core
Freudian theory. The specific understandings appear to be far
more open to variation. There is a skeleton of a theory about the
way new meanings are created by two human minds trying to fit
together ideas and meanings about subjectivity, but it is the how
rather than the what of this interpersonal process toward which
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our growing understanding of therapy leads us. This theory is a
combination of public and private (implicit) constructions.

It is the contention of the present paper that both these per-
spectives are valuable, but not necessarily for their “truth.” The
former (public) theory may be an overspecification of core ideas
that may be at variance with other formulations, with equal claim
to prompting therapeutically effective action. All such formula-
tions are likely to contain within them metaphoric approxima-
tions of how the mind functions that have intuitive appeal to both
clinician and patient. The latter, the implicit or private theory of
the clinician, which we can only discern by observing the clinician
at work, constitutes a particularly powerful reservoir of insights
about the mind, but one that, at least thus far, has been inade-
quately exploited by formal psychoanalytic theorization.

I believe that much progress in psychotherapy outside of psy-
choanalysis has built on the intuitive understanding of the mind
in therapeutic interpersonal relationships to develop effective
intervention strategies that now compete directly with our own.
Perhaps we have been overly generous with our insights. Perhaps
it is high time that we analysts delve into our reservoir of psycho-
logical understanding ourselves, and take up the challenge of
generating creative and efficacious new forms of intervention
that are not modeled on classical analysis, that do not represent
dilutions of a clinical model that might be outmoded—a model
that was, perhaps, never particularly effective, and one that, in
any case, has uncertain links with our understanding of mental
function. Instead, we should focus on providing innovative, effec-
tive (and cost-effective) treatment models for treatment-resistant
conditions.

If psychoanalytic theory is to have an influence on the psychi-
atric treatment approaches of the twenty-first century, it will do
so only as the constraining influence of the attempt to tie clini-
cal intervention to public theory is fully recognized. The follow-
ing truths must be widely appreciated: (1) that accumulated psy-
choanalytic knowledge is far broader than we are commonly aware
of, (2) that we know both much more and much less about the
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mind than is codified in psychoanalytic texts, and (3) that we
should approach creative modifications of technique not from
the point of view of a Freudian superegoish father, tut-tutting at
the breaking of imagined barriers and taboos, but from the per-
spective of a benevolent figure who encourages playful engage-
ment with ideas, both in the sphere of individual therapy and in
that of protocol development.
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CONCEPTIONS OF CONFLICT
IN PSYCHOANALYTIC THEORY
AND PRACTICE

BY HENRY F. SMITH, M.D.

There are many different views of conflict in contemporary
psychoanalysis, each with its own technical implications. Af-
ter reviewing the psychoanalytic origins of the concept of con-
flict, the author discusses the diverse positions of four North
American conflict theorists, each of whom offers a different
view of the location of conflict both in the mind of the pa-
tient and in the material of the clinical hour. The role of con-
flict in the work of several relational psychoanalysts is then
examined. A tentative approach toward integration is pro-
posed.

INTRODUCTION

Time was when conflict was universally acknowledged as the de-
fining focus of psychoanalysis, perhaps best captured in E. Kris’s
(1947) succinct definition of the subject matter of analysis as “hu-
man behavior viewed as conflict” (p. 6). This is no longer the case.

Nearly all contemporary psychoanalytic schools refer to con-
flict, but never in quite the same way. Some analysts, including
some self psychologists, focus primarily on defects, deficits, and
dissociations—or “vertical splits” (Kohut 1971, p. 176)—consider-
ing conflict to be a later developmental achievement, and in cer-
tain cases, a later focus for analysis. Some analysts, including some
European ones, work with a topographic conception of conflict
between a repressing agency and the ideas or affects that agency
relegates to a sequestered unconscious. Some analysts, including
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some relational ones, focus on conflicting self-organizations. Oth-
ers, including Kleinian analysts, focus on conflict with internal ob-
jects. In each of these examples, the location of the conflict un-
der examination and the components of the conflict are different.
There is no consistent agreement about what is in conflict with
what.

This is no less true within a single school than it is between
one school and another. Contrast the way in which an analyst
such as Arlow (1969) listens for underlying themes of unconscious
fantasy, while another, Gray (1986), for example, using a similar
model of the mind, focuses on the surface of the work for mo-
ments of conflictual interference. Between the two approaches are
significant differences in the focus of attention, the clinical unit
of attention, and the nature of the inferential and evidentiary
process; in both, conflict is being observed at different levels of
abstraction and clinical generalization.

And there are other complications. Increasingly today, we see
conflict discussed in such a way that it appears that the analyst’s
focus is conscious conflict, conflict as experienced by the patient,
in which case the term conflict is merely a synonym for conscious
ambivalence. Like the different kinds of conflict, examined by
different schools of analysis, conscious and unconscious conflict
reflect different aspects of psychic life and are described at dif-
ferent levels of abstraction in the theories we develop to explain
them.

To stay with this for a moment, note that conscious and un-
conscious conflict can be detected only by using different in-
ferential processes. A patient may express conscious conflict, or
experience inner conflict that is still clearly conscious, but uncon-
scious or intrapsychic conflict is a theoretical inference on the
part of the analyst, based on different methodology. That is, when
an analyst speaks of intrapsychic conflict, as in the inferred un-
conscious conflict between a patient’s wishes, defenses, and self-
punitive trends, the process of gathering data, drawing inferences,
forming hypotheses, and testing those hypotheses are different
from those involved when an analyst maintains that “conflict is
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always and only a subjective state of the individual person” (Stolo-
row, Brandchaft, and Atwood 1987, p. 88). Both the meaning of
the word conflict and the methodology for understanding it are dif-
ferent in each of these instances. It is not that any of the various
meanings of the word conflict are illegitimate, but in the current
climate, they tend to be mixed into a common discourse, as if
we were all speaking the same language, when in fact the com-
ponents of the conflict are often unclear and inconsistent. Such
conflicting uses create a confusion of tongues, especially when
we are trying to sort out convergences and divergences in the cur-
rent marketplace of clinical approaches. The result is a kind of
false discussion in which similarities and differences between ap-
proaches may be more apparent than real.

We come by this confusion honestly, given the various meth-
odologies we are taught in our institutes. And we can hear it
played out in our literature. Is unconscious conflict only an in-
vention in the mind of the analyst, an observation shaped by the
analyst’s theory? If not, are we are all observing intrapsychic con-
flict, but calling it by different names? Or are we all observing
different kinds of conflict? Can the different views of conflict
be integrated into a common model?

Contemporary discourse is made even more chaotic by the
fact that the word conflict not only has different meanings, but is
also used for different purposes. As I have suggested before (Smith
2001b), we have many such words in our vocabulary—-intrapsychic
and interpersonal come to mind—that, like patriotic flags or secret
handshakes, are designed by their mere mention to establish line-
age, demonstrate loyalty, and map out territory. Sometimes the
word conflict is used for purposes of affiliation, to declare the au-
thor’s allegiance to “conflict theory,” whether or not the clinical
material supports such a view; and sometimes it is used for the
opposite purpose, to set up a kind of foil, deliberately or not,
against which the author can define an alternative to conflict
theory.

With these observations in mind, I would like to begin by
briefly sketching the origins of conflict theory in the early writings
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of Freud, and then to examine how the concept of conflict is
used in the work of several contemporary theorists. It will be my
contention that the ways in which analysts view conflict and where
they locate it have a profound influence on analytic technique. I
will look at a few examples from within the group that we think
of as conflict theorists, and for contrast, a few from the relation-
al group. Finally, I will ask if differences can be reconciled with-
in a single model of the work.

FREUD

On May 21, 1894, Freud (1887-1904) wrote to Fleiss proposing
four etiological categories of neurosis. These were: (1) degenera-
tion, (2) senility, (3) conflagration,1 and (4) conflict. Of the four,
only the last has survived in a form recognizable today. “Conflict,”
wrote Freud, “coincides with my viewpoint of defense; it com-
prises the cases of acquired neuroses in persons who are not he-
reditarily abnormal.” And then he added, “What is warded off is
sexuality” (p. 75).

By December of 1895, Freud was already distinguishing two
types of neurosis: obsessional ideas, based on “reproaches,” and hys-
teria, at the “root” of which “there is always conflict” (p. 154). Here
we glimpse the foreshadowing of what would become the struc-
tural model, with obsessional conditions providing a window into
the self-critical components of conflict, and hysteria illustrating
conflict between defenses and sexual wishes. Anticipating later
complexities, he also referred to “some beautiful mixed cases” (p.
154).

By May of 1896, Freud had added another concept with impli-
cations for subsequent theoretical elaboration, when he described
consciousness as “determined by a compromise between the differ-
ent psychic powers which come into conflict with one another
when repressions occur” (p. 189, italics in original).

1 By “conflagration,” Freud (1887-1904) meant cases of “acute degeneration”
that occurred in “catastrophes” such as “severe intoxication . . . fevers [and] the pre-
stages of paralysis,” and that resulted in “disturbances of the sexual affects,” lead-
ing thereby to neurosis (p. 75).
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Although he did not use the term conflict in his seminal paper
“The Neuropsychoses of Defense” (1894), Freud outlined several
aspects of the conflict between repressing forces and the content
repressed. Here we find conflict between an incompatible idea
and an ego imbued with both moral judgments and defensive ac-
tivity, the latter serving either to separate an incompatible idea
from its associated affect, or to reject both the idea and the af-
fect as one. Several years later, Freud (1900) would describe con-
flicts over wishful impulses. Note that these and other variations
on them (see Rangell 1963) are all conceptions of intrapsychic
conflict developed long before the advent of structural theory.
From a topographic point of view, such conflict might be located
at the points of censorship between the unconscious and the pre-
conscious and between the preconscious and the conscious.

By 1900, Freud’s use of the term defense had disappeared, to
be replaced for a time by exclusive use of the term repression. As
Brenner (1982) notes, during this period, Freud believed anxiety
to be “a consequence of a failure of repression, not the motive of
repression” (Brenner 1982, p. 6), as in his later concept of signal
anxiety. It was not until 1926 that Freud gave to both anxiety
and conflict the function in neurosogenesis that was conceptual-
ized in the structural model, where conflict was located in the in-
teraction among the three agencies of the mind: the id, the ego,
and a superego now precipitated out of the functions formerly
ascribed to the ego. At this time, the term defense resurfaced to
cover a much broader range of ego functions than the topograph-
ic notion of repression. The clinical theory of defense was further
elaborated in Anna Freud’s 1936 monograph, and later in Bren-
ner’s (1982) model of the mind, in which any aspect of mental func-
tioning could be used in the service of defense.

TOPOGRAPHY AND STRUCTURE

French psychoanalysts (e.g., Green 1999a) designate the shift from
the earlier topographic to the later structural view of conflict as
one from the first topographical to the second topographical
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model, thereby emphasizing the continuity from the earlier to the
later conceptualizations, which in their view form an integrated
whole, much as in Freud’s (1933) schematic diagram of the brain
in which the three agencies are superimposed on the three topo-
graphic systems, Ucs., Pcs., and Cs. (p. 78). The contrast in terminol-
ogies used in France and in the United States highlights certain
theoretical differences that have shaped the analysis of conflict
across several continents.

In North America, under the influence of ego psychology,
there has been a sharp break with the old model and the tech-
niques associated with it. The replacement of the topographic with
the structural point of view was advocated most clearly by Arlow
and Brenner (1964), who felt that the former model led analysts
astray, and that the two were “incompatible, that is, contradictory
in important respects. It is our contention that the topographic
and the structural theories can neither be used interchangeably
nor side by side” (p. 55). In their description of the analyst’s task,
we can hear how the structural hypothesis has shaped their listen-
ing:

The analyst is in a position to study a dynamic record of
the patient’s mental functioning. In this record, the ana-
lyst determines the specific contribution made by each
of the components of the patient’s conflicts. Wish, un-
pleasure, defense, moral imperatives, and realistic consi-
derations are all represented in varying degrees. The ana-
lysts’ interventions serve to clarify for the patient the
interplay of these various components, to indicate the
purpose each serves, and to trace their origins to their
sources. [Arlow and Brenner 1990, pp. 679-680]

Compare this with the way Green (1999b) describes his listen-
ing to the analysand’s communications:

On the one hand, I try to perceive the internal conflicts
that inhabit it and, on the other, I consider it from the
point of view of something addressed, implicitly or ex-
plicitly, to me. The conflicts to which I refer do not con-
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cern the particular dynamic conflicts that would emerge
in interpretation, but rather the way in which the discourse
in turn approaches and moves away from a kernel of
meaning, or a group of such kernels of meaning, which
are trying to break through to the conscious. [p. 278]

When Green speaks of “kernels of meaning, which are trying
to break through to the conscious,” he is utilizing a topographic
metaphor to describe the analyst’s listening. The conflict of which
he speaks lies just below the surface of the material, in the realm
of what Freud called the preconscious. As Green notes, only later
does Freud turn to “dynamic conflicts” of the sort Arlow and Bren-
ner describe. In practice, many analysts, I believe, listen to both
sorts of conflict simultaneously: for what lies just beyond con-
sciousness, including the interferences that impede its emergence
into consciousness, and for the dynamic or structural conflicts
that may determine those interferences. These two forms of lis-
tening seem to coexist quite compatibly at different levels of ab-
straction, as long as the two theories from which they are derived
are not brought into direct competition with each other.

Between the North American position and the continental one
lies an intermediate position, voiced by Anna Freud, who, while
instrumental in elaborating the ego psychological analysis of the
defenses, felt throughout her life that one could use either the
topographic or the structural model at different times, as the situ-
ation indicated: “I must say that in my writing I never made the
sharp distinction between the two that later writers made, but ac-
cording to my own convenience I used the one or the other frame
of reference” (Sandler with A. Freud 1985, p. 31).

My point is that each of these conceptualizations, the purely
structural view of conflict, the incorporation of the topographic
and the structural within a single model, and the shift from one
complete model to the other depending on the circumstance, will
alter the technical demands made on the analyst and shape the
technique that unfolds.

I would like to turn now to four contemporary North Ameri-
can conflict theorists, all of whom have made significant contribu-
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tions to the analysis of conflict: Charles Brenner, Dale Boesky,
Paul Gray, and Anton Kris. I will argue that each of them has
stretched the structural model in different ways, and that, even
though they share a fundamental theoretical commitment, each
offers a different view of the location of conflict, both in the mind
of the patient and in the material of the clinical hour, with con-
sequently different technical implications. Following this, I will
examine the view of conflict in the work of several relational ana-
lysts.

CHARLES BRENNER

In the most radical alteration of the structural hypothesis in con-
temporary conflict theory, Brenner (1994a, 2002) has eliminated
the agencies of the mind altogether. In place of the id, ego, and
superego, Brenner sees the components of conflict as (a) wishes
or drive derivatives, (b) the unpleasure they evoke in the form of
both anxiety and depressive affect, (c) defenses, and (d) fear of
punishment or self-punitive trends—the fourfold components of
compromise formation. This represents a shift both in the defini-
tion and location of conflict, from the “deeper,” more abstract, in-
ferred structures of the mind, to more immediate observations
and less abstract inferences about the patient’s efforts to minimize
anxiety and depressive affect. For Brenner, every mental event is
a compromise formation, with contributions from each of the
four components.

This view of the ubiquity of compromise formation is derived
in part from Waelder’s (1936) paper, “The Principle of Multiple
Function,” wherein he notes that all “individual actions and fanta-
sies” have an ego, id, and superego side or “phase” (p. 61). But
Waelder’s concept of the mind and of conflict itself was very dif-
ferent from Brenner’s, even before Brenner eliminated the con-
cept of the ego. Writing in response to Freud’s (1926) “Inhibitions,
Symptoms, and Anxiety,” Waelder saw the ego as the “central steer-
ing” (p. 46) unit of the psyche, fielding demands presented to it
from four sources: the id, the superego, external reality, and the
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compulsion to repeat. In what would appear to be an extension
of the concept of signal anxiety, Waelder suggested that the ego
does not simply submit passively to the demands of each of these
four “agencies” (p. 46), but that it uses each problem presented
to it as a challenge to itself to overcome or assimilate both the
demand and the agency from which that demand derives. Thus,
“the principle of multiple function” referred to Waelder’s view that
every psychic act represented the ego’s attempt to negotiate si-
multaneously among eight separate tasks, the four assigned to
it by the other agencies and the four that it assigns to itself, and
in that sense every psychic act had a “multiple function.” Because
it was impossible for the ego to satisfy all eight demands equal-
ly, Waelder suggested, “the character of each psychic act is thus
proven to be a compromise” (p. 49); and he added, in a more
philosophical vein, “Perhaps this affords us a possible clue to the
understanding of that sense of perpetual contradiction and feel-
ing of dissatisfaction which, apart from neurosis, is common to
all human beings” (p. 49).

As Brenner (1982) points out, in contrast to his own view of
compromise formation, Waelder did not see multiple function as
the consequence of psychic conflict. The notion of the ego as the
central steering unit, negotiating demands from eight separate
sources, is a different conception from viewing the id, ego, and
superego in perpetual conflictual interaction, as Brenner did in
1982—and even more at variance with Brenner’s (1994a, 2002)
more recent model, in which the ego is replaced by the person, and
compromise formations are seen as the outcome of conflict among
that person’s wishes, defenses, and self-punitive trends in response
to unpleasurable affect.

It is important to emphasize that in Brenner’s conceptualiza-
tion, unpleasurable affect in the form of anxiety or depressive af-
fect triggers conflict; conflict does not cause unpleasurable affect.
The conflict of which Brenner speaks is the conflict among the
components of any given compromise formation. This distinction
is frequently overlooked.

Normally, in everyday usage, instead of anxiety causing con-
flict, we think of anxiety as the result of conflict—the result, that
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is, either of conscious conflict or of the failure of a defense against
unconscious conflict. This is the intuitive position that Freud first
elaborated when he thought of anxiety as due to the failure of
repression. Notice that the anxiety in this case is conscious anxie-
ty, whereas in Freud’s later conceptualization, the signal anxiety
that triggers unconscious conflict is itself unconscious. I note this
distinction in order to indicate how far from a focus on the pa-
tient’s conscious conflict Freud’s later model and Brenner’s elab-
oration of it prove to be, even though Freud, too, began his in-
vestigations with the consciously experienced manifestations of
conflict and their conceptualization.

To some degree, the confusion over whether anxiety is the
result or the cause of conflict is inherent in the structural model
itself, as is evident when we ask: What is the hypothetical origin
of signal anxiety? Brenner (1982) notes that both signal anxiety
and depressive affect are stirred either by drive derivatives pressing
for gratification or by the fear of punishment. In other words, un-
pleasure originates in (and in that sense results from) the conflict
between drive derivatives or self-punitive trends and what was
traditionally called the ego. For many years, this was what was
meant by intrapsychic conflict, as the concept evolved from Freud’s
(1894) original notion of conflict between an incompatible idea
and the ego. But in Brenner’s modification, it is the next step—
namely, the response to unpleasurable affect in the form of a
conflictual structure called a compromise formation, with its var-
ious components vying for attention—that represents the conflict
that is analyzed.

While steering us even further away from a more limited at-
tention to conscious conflict, Brenner’s modification of the struc-
tural model has the effect of conceptualizing unconscious con-
flict in terms of the more observable data of the clinical hour.
Furthermore, in speaking of wishes or drive derivatives rather
than drives, Brenner is making clear that we are dealing with the
specific wishes of each individual person, not some generalized
abstraction called a drive. One of the difficulties with the older
approach was that it tended to imply that wishes were in one loca-
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tion (the id), defenses in another (the ego), and self-punishments
in a third (the superego), which parsed the analyst’s attention in
misleading ways. And it confused patients as well. I remember a
man I once saw in consultation who had spent many not so
fruitful years with a well-known analyst, who allegedly had told
him that—and here the patient swelled with pride—he had an
“id-superego conflict.”

Brenner (1986) describes the effort he originally made to
discipline his own listening, even before the more recent shift in
his model:

I know that I myself had to make a very conscious deci-
sion years ago to listen to whatever a patient said as a
compromise formation. It required continuing effort to
adhere to that decision until it eventually became the
natural and easy, rather than the difficult and unnatural,
thing to do. [p. 40]

The principle that every mental event is a compromise forma-
tion made up of wishes, defenses, and self-punishments, when car-
ried to its logical extent, means that all wishes, defensive maneu-
vers, and self-punishments are themselves compromise formations,
each in turn made up of the individual components of conflict.
Such a formulation suggests a fundamentally altered view of the
architecture of the mind, one that we might compare to the end-
lessly repeating patterns, known as fractals, that we find in the
natural world (Smith 1998, 1999). While this apparently endlessly
recursive theoretical structure is troubling to some of Brenner’s
critics (Boesky 1994), from a technical point of view, the analyst is
now immersed in a kind of cascade of conflictually organized
compromises. To be sure, the analyst can step back and focus on
one compromise formation at a time, but he or she cannot escape
the endless conflictual activity of the mind and its components.
Brenner’s modifications, then, while eliminating the more abstract
terminology, and in that sense, simplifying the theory of mind,
make the analyst’s task considerably more complex, as he or she
is no longer able to rest on the identification of id, ego, or super-
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ego functioning in their separate domains—or, for that matter,
on the identification and analysis of a defense or a wish without
considering their subsidiary components.

Brenner’s model has been criticized from a number of points
of view. In addition to the argument that he opens the way to an
infinite regress of the sort I have described, Boesky has suggested
that if we do away with the abstract agencies, we are left with no
way to speak of certain aspects of development:

One of the advantages of the terms id, ego, and superego
has been that it has allowed us to artificially but conven-
iently separate these functional organizations for purpo-
ses of discussion and investigation of the developmental
fate of each of the three major functional components.
[Boesky 1994, p. 512]

Brenner’s answer is that what we sacrifice in convenience, we gain
in accuracy, if we think of development simply in terms of the
“pleasure-unpleasure principle, the components of conflict, and
the resulting compromise formations” (Brenner 1994b, p. 526).

Goldberg (1999) has suggested that if everything is a com-
promise formation, the term loses all meaning: “Once you say that
‘everything is,’ you have also said that ‘nothing is.’ We can only
study differences” (p. 400). It has also been argued that if we
regard conflict as ubiquitous, a component of every mental event,
the concept of conflict itself loses all specificity (e.g., Schmidt-Hel-
lerau 2001). Similarly, Jacobs (2001, 2002) has recently suggested
that my own position that countertransference, as a compromise
formation, at all times simultaneously facilitates and interferes
with analytic work (Smith 2000) is also misleading in its lack of
specificity.

In my view, to say that conflict is ubiquitous, or that every
mental event is a compromise, or that all countertransference si-
multaneously facilitates and interferes, need be no more mislead-
ing than to say that all matter is made up of molecules, atoms,
and/or subatomic particles of different size, shape, charge, and
function in interaction with each other. My analogy is not meant
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to imbue Brenner’s model with a sense of particulate structure
that it does not claim, but rather to suggest that we are describ-
ing here the general architecture of mind, not the specific char-
acteristics of each instance of conflict, compromise, or counter-
transference. As with any such general concept, the details of each
specific example are essential—how one element in the periodic
table is unlike any other, how one conflictual moment or experi-
ence of countertransference functions differently from any other.
Without an underlying sense of how the mind in motion ope-
rates, however, we tend more readily to rest on reified abstrac-
tions and to miss the complexity of the very details that should be
the focus of the work.

There is an epistemological problem that arises when we con-
sider all mental events to be compromise formations. If the ana-
lyst’s conflicts are embedded in every mental activity, including
not only the analyst’s observations of the patient, which form the
basis for his or her hypotheses, but also how the analyst tests
those hypotheses, the entire process of forming hypotheses and
testing them would seem to be an endless recursion. In short,
how does one know anything at all, or gain any “objective” pur-
chase on anything, if every observation is thoroughly suffused by
the analyst’s wishes, defenses, and self-punishments—that is, by
the analyst’s subjectivity? This problem is, of course, not limited
to Brenner’s conceptualizations.

I have suggested previously (Smith 1999) that there is no ab-
solute way out of this subjective loop, a profoundly humbling fact
that has, I believe, played a role in modifying the analyst’s sense
of privilege, the idea that he or she is sitting in the catbird seat:

From one intersubjective point of view, we try to unlock
our solipsism by fully crediting the patient’s view of our
own activity and then reaching toward some shared agree-
ment. From a more objectivist point of view we take in
data from the external, from our observations of the pa-
tient, and we repeatedly test those perceptions against
further perceptions to make increasingly reliable obser-
vations, even if that testing remains colored by our sub-
jectivity. [p. 473]
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Many have argued, however, that not only is there no abso-
lute “God’s-eye” objectivity, there are not even relative degrees of
objectivity (Smith 1999). What such critics fail to take into ac-
count, in my view, is that, using Brenner’s theory as an example,
to say that every mental event is a compromise formation—or is
“irreducibly subjective,” as Renik (1993) has proposed—is not
to say, as I note above, that every compromise formation is the
same, or takes into account considerations of external reality in
the same way, or has the same appreciation of the world at large.
As Friedman (2002a) puts it:

Believing that two plus two equals four makes me feel
like a fair, rational person rather than the greedy sibling
I know myself to be, but it is a different way of making
me feel fair and rational than throwing bombs at pluto-
crats. It follows that we can be more or less rational and
respect reality to a greater or lesser degree.

This combination of ubiquity and uniqueness bedevils some
critics on another issue, namely, that Brenner’s theory is not a
theory of psychopathology. To quote Brenner (1982): “There is
no sharp line that separates what is normal from what is patho-
logical in psychic life” (p. 150). The distinction between normal
and pathological compromise formations, Brenner argues, is based
on the degree of pain and inhibition the individual suffers—the
quantitative factor upon which Freud so often relied. The divid-
ing line between the two is subjective and “arbitrary” (Brenner 1982,
p. 150).

I have elsewhere suggested (Smith 1995) that there is a sub-
tle contradiction in Brenner’s argument when he suggests that
the goal of analysis is to achieve “an alteration that results in a nor-
mal compromise formation in place of the pathological one that
was formerly present” (Brenner 1994a, p. 479). The notion of
replacing one thing with another has a developmental history in
the theory of therapeutic action that begins with the concept of
making the unconscious conscious and continues with the idea
of “where id was, there ego shall be” (Freud 1933, p. 80), another
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“replacement” concept that Brenner has argued is misleading. In
this case, because he has already convinced us that there is noth-
ing to distinguish normal compromise formations from patho-
logical ones, except how well they are working, it is similarly
misleading, I believe, to think of compromise formations as en-
tities that can be replaced, as opposed to modified. The latter is
clearly the intent of Brenner’s principal argument. If compromise
formations exist on a continuum with no dynamic difference be-
tween what is normal and what is pathological, it would seem
that we might be better off without the terms normal compromise
formation and pathological compromise formation, because they do
not fit the clinical data well enough to qualify as separate entities
and do not fit with the reality that the analysis of one’s own con-
flicts and compromise formations is never complete, either for
the patient or for the analyst. Contemporary conflict theory, as
Brenner elaborates it, is indeed a theory of mind and of technique,
not a theory of psychopathology.

Notice, however, that this is no less true of every other con-
temporary clinical approach. In contrast to the prominence of
the earlier view that a particular memory or a specific uncon-
scious fantasy might be considered pathological or pathogenic
in itself (until it was, like a foreign body, rooted out and re-
solved through analysis), whenever we examine clinical evidence
in contemporary analysis, we have very few theories of psycho-
pathology, or for that matter of pathogenesis, that distinguish
normal from pathological on a qualitative basis. If empathic
ruptures and misattunements are the data on which we focus, we
find them in all analyses and in all developmental histories; or
if projective identifications or shifts from the paranoid schizoid
to the depressive position are the developmental markers we
examine in our patients’ histories and the clinical lenses through
which we view their associations, once again, they are ubiqui-
tous. As with compromise formations, the line between normal
and pathological in each of these approaches is an arbitrary and
subjective judgment. At every turn, our current clinical approach-
es and the data they track silence our theories of psychopathol-
ogy, or reduce them to quantitative considerations.
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Returning to Brenner, there is, of course, no reason why one
cannot step back and take a larger view of the patient’s history and
development, based on the way in which compromise formations
have developed and shifted over time, but analyzing the compo-
nents of any given compromise formation or any specific conflic-
tual moment is, from a technical point of view, relatively ahistor-
ical and adevelopmental. This is the technical consequence of
Brenner’s position. With no objective way to determine what is
pathological and what is not, the analyst is encouraged to keep
analyzing the individual components of each compromise forma-
tion and to let the analysis take its course.

DALE BOESKY

Boesky has in the main followed Brenner’s views on matters of
conflict, while introducing several clarifications and modifications
of his own. In a recent presentation, for example, Boesky (2000)
argues, successfully in my view, that it is specious to equate the
term intrapsychic with a one-person point of view and the term
interpersonal with a two-person point of view: “Both one-person
and two-person events are possible to describe in either an intra-
psychic or an interpersonal frame of reference.”

Boesky defines the intrapsychic domain operationally. Advo-
cating a particularly close reading of the patient’s associations,
he says, “It is this use of the patient’s associations that I have prin-
cipally in mind when I refer to the intrapsychic domain” (2000).
Here the intrapsychic domain is defined neither as a place for,
nor a condition of, internal experience, but rather as an aspect of
the analyst’s methodology, his or her “use of the patient’s associa-
tions.” The use to which Boesky refers was perhaps best elucida-
ted by Arlow (1979), when he advocated attending in the patient’s
associations to context, contiguity, form, sequence, and the repe-
tition and convergence of themes, including the repetition of sim-
ilarities and opposites.
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Boesky (2000) describes the observation of unconscious con-
flict on two different levels of abstraction.2 While retaining a place
in his theory for the interaction of id, ego, and superego as the
components of compromise formation, Boesky suggests that what
we “encounter clinically are conflicts between wishes . . . e.g., the
wish to be assertive and the wish to be modest.” This observation
reconciles a conceptual problem. As Boesky reminds us, in years
past, conflict was said to originate in the opposition between the
ego and the id and “to speak of the id wishing anything was a
logical impossibility since the id had no mental contents.” (See also
Schur 1966.) Even to speak of a conflict between the ego and a
wish or drive derivative, as Brenner did in 1982, still presented a
conceptual problem, because the ego is located on one level of
abstraction, and wishes or drive derivatives are on another. When
Brenner eliminated the reified notion of an ego, along with the
other abstract agencies of the mind, the problem of mixing lev-
els of abstraction was resolved. Boesky, on the other hand, solves
the difficulty by shifting the locus of conflict to competing wishes
in his clinical listening, while still retaining the concepts of ego,
id, and superego in his theorizing.

In making this shift to conflicting wishes, Boesky advances
yet another trend in contemporary psychoanalysis, as Brenner
did before him, toward the more experience-near and toward
the patient’s more active agency. The language of conflicting
wishes feels closer to the patient’s subjective experience than do
the components of compromise formation. Boesky is not alone
in advocating this shift. We hear it as well in Renik’s (2000) work,
which, for all the postmodern attention it has garnered, remains

2 It is important to note that when we speak of abstractions or levels of ab-
straction, we are not referring to disembodied theoretical entities; rather, ab-
stractions are attempts to represent some aspect of the patient’s experience. It
might be said that any time anything is named either by the analyst or by the pa-
tient, it becomes an abstraction; before that, it is simply unnamed experience.
As Friedman (2002b) puts it, “Abstraction means drawing out an aspect from
a concrete something,” which implies that all of analytic work can be seen as
the attempt to wrestle one abstraction or another from the patient.
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firmly grounded in contemporary conflict theory. I would like to
suggest that, however powerful this clinical tool is, in locating
our listening in the realm of conflicting wishes, Boesky tends to
shift our understanding not simply of the analyst’s technique but
of the very nature of the conflict he is analyzing. Let me try to
explain.

Brenner noted in The Mind in Conflict (1982) that “however
disparate their aims, wishes that originate in the drives can be
gratified in succession or even simultaneously without conflict”
(p. 33). The one exception occurs when one drive derivative (or
wish3) is defending against another. In focusing on conflicting
wishes, then, it would seem that Boesky (2000) is moving the fo-
cus of inquiry to the defensive activity of the mind. We can see
this in the example he gives, “the wish to be assertive and the
wish to be modest,” which translates the defensive component of
modesty into wishful form. If doing so translates an unconscious
defensive maneuver into a conscious or preconscious wish, it
may engage the patient’s sense of agency and shift the inquiry
to a point closer to the patient’s conscious experience than the
cascade of compromise formations that hover behind the pa-
tient’s wishful experience.

To be consistent with this approach, the analyst would have
to translate all the components of conflict into wishful ones—not
so difficult a task—framing as wishes not only the defensive, but
also the self-punitive, components of compromise formation as
well. While “the wish to be modest” is an example of the former,
the wish to relieve guilt, or more directly, to suffer various forms
of pain and inhibition, would be an example of the latter. More-
over, as I have already noted, if we were to deconstruct any indi-
vidual wish, we would see that each is itself a compromise forma-
tion—the wish to be modest, for example, stemming not just
from the defensive satisfactions of avoiding punishment for as-
sertiveness, but also from the wish for pleasure from more passive

3 Brenner (1982) uses the terms drive derivative and wish interchangeably:
“A drive derivative is a wish for gratification” (p. 26).
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and masochistic (self-punitive) gratifications. Notice that in so do-
ing, we would inevitably be comparing wishes of different or-
ders: unconscious wishes, for example, coming into conflict with
more conscious ones.

Focusing on the level of competing wishes, then, encourages
the analyst to work in what was formerly designated topograph-
ically as the preconscious zone, or as Gardner (1983) puts it, “at
edge-of-awareness” (p. 14), and tends to direct the analyst away
from the cascade of conflictual components encountered in
Brenner’s model. But if there is a technical gain in immediacy, is
there also a loss? In focusing more deliberately on competing
wishes, is the analyst less likely to mine all the data for the un-
conscious material that lies behind each compromise, thus min-
imizing what Poland (1992) has described as essential—“aiming
for the deep” (p. 391)?

I say this knowing that I am, to some extent, splitting hairs.
I doubt that Boesky is thinking only of conflicting wishes as he
analyzes. The analyst’s mind is far too restless and active an agent
for that, constantly listening at different levels of abstraction,
now focused on the patient, now on the analyst, now on com-
peting wishes, now on the individual elements in each compro-
mise. (For this reason, the mixing of levels of abstraction may not
be as confusing in the clinical moment as it is upon subsequent
theoretical reflection.) We might think of the conception of the
cascade of compromise formations and their individual com-
ponents as more suited to the data-gathering stage of the work,
that phase of immersion in the patient’s manifest material that
yields information from a wide variety of sources. Framing the
conflict in terms of conflicting wishes, on the other hand, may
be more suited to the interpretive stage, where it might help
to enlist the willing patient’s cooperation in the analytic endeav-
or, at the same time that it risks stimulating renewed resistance
by imputing responsibility to a patient that he or she may not
accept.

There is always a problem in reconciling how we think theo-
retically with what we encounter clinically. In this regard, I would
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emphasize again that the notion of a single compromise forma-
tion is a theoretical entity only, a kind of primary particle that
cannot be encountered clinically, except as a hypothesis in the
mind of the analyst. But there may be therapeutic value in at-
tempting momentarily to isolate a single compromise formation
in Brenner’s terms, or a single wish or pair of wishes in Boesky’s,
as there is in identifying the repeated expression of a single un-
conscious fantasy, as Arlow might—as long as we remain aware
that these are all artificial constructions that appear as isolated
entities only in the mind of the analyst, not in the life of the pa-
tient. I would add that one of the values of maintaining a fo-
cus on conflict and compromise is that it allows considerable flex-
ibility for the analyst to shift focal lenses, as I am doing here,
gathering data at many different levels of detail, thereby ranging
within many “hierarchies of attention” (as Boesky [2000] puts it),
to include as much observational data as possible within the pre-
dominant focus.

PAUL GRAY

As I indicate in the introduction to this issue (Smith 2003), if
we ask where theory “sits (or hides) in the mind” (Friedman 1988,
p. 9), for many analysts, it seems to sit near the back or perhaps
somewhere to the side, a guide but not an insistent one. Gray,
on the other hand, has moved the theory of conflict and compro-
mise to the forefront of the analyst’s mind at work, where the notion
of conflictual interference with the expression of drive deriva-
tives becomes a kind of filter through which he views the patient’s
associations.

Gray (1973, 1982, 1986) teaches an approach to analytic lis-
tening that pays “close process attention”4 (1996, p. 88) to the
surface of the patient’s associations, and thereby to psychic ac-
tivity within the hour itself. He supports Anna Freud’s (1936) rec-

4 For a number of years, Gray (1991) referred to his method as close process
monitoring, but ultimately preferred the term close process attention.
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ommendation that under certain circumstances, the analyst should
“change the focus of attention . . . from the id to the ego” (pp. 19-
20). Following the observations of E. Kris (1938) and Sterba
(1953), Gray (1982) elaborates this recommendation into a differ-
ent mode of listening, suggesting that evenly hovering attention
was always best suited to hearing the seductive call of the id, and
is “no longer sufficient to satisfy the technical requirements of
observing the silent activities of the ego” (Sterba 1953, p. 18),
whose defensive activity we can only “reconstruct . . . in retrospect”
(A. Freud 1936, p. 8), thus requiring a more deliberate focus.

Despite endorsements by E. Kris, Sterba, and Gray, it is not
evident from a close reading of her text that Anna Freud meant
to suggest an entirely different form of analytic listening, nor,
certainly, to initiate as complete a revolution as Gray implies. Her
aim was more modest, namely, that in analyzing what she called
the “transference of defense,” as opposed to the “transference of
id impulses,” the analyst should “change the focus of attention
in the analysis, shifting it in the first place from the instinct to
the specific mechanism of defense, i.e., from the id to the ego” (A.
Freud 1936, pp. 18-20). This is in keeping with her well-known
recommendation  that  the  analyst  direct

. . . his attention equally and objectively to the uncon-
scious elements in all three institutions. To put it anoth-
er way, when he sets about the work of enlightenment,
he takes his stand at a point equidistant from the id, the
ego, and the superego.5 [A. Freud 1936, p. 28]

5 Before long, this precept had become the benchmark definition of analytic
neutrality for ego psychologists (see, for example, Gray 1973, p. 478). Curiously,
however, Anna Freud was not discussing neutrality at the time, nor does the term
even appear in her monograph. As I have noted previously (Smith 1999):

It would seem that ego psychology, seeking a more precise definition for
a term loosely introduced in the topographic era, adopted Anna Freud’s
view of the analyst’s attention to clarify a concept for which it was never
intended. In other words, a precept without a name was grafted onto
a term without a definition, and it then became the gold standard. [p.
470]
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As one might study the changes on the surface of a body of
water as signs of activity below (Levy and Inderbitzin 1990, p.
374), Gray casts “close process attention” as a way to examine the
psychical surface for evidence of underlying ego activity. He com-
pares his methodology to “apple sorting” (Gray 1991). Along the
conveyor belt of the patient’s associations comes one drive deriv-
ative after another, until there is a moment of conflictual inter-
ference to which the analyst can call the patient’s attention.

While Gray (1986) makes clear that he is interested in an “op-
timum surface for interpretive interventions” (p. 253), note that in
focusing on surface, he borrows a topographic metaphor of the
mind. From a conceptual point of view, the surface becomes a
transparent one, through which he can observe or infer the deep-
er structure and activity of the psyche, not unlike certain Klein-
ian descriptions of analytic process, wherein deep metapsycho-
logical structures seem to appear through the transparent surface
of the clinical material. I hasten to emphasize that Gray’s techni-
cal precept is precisely the opposite of what this analogy might
imply, as he aims to stay with what is most immediately demonstra-
ble to the patient.

While initially in agreement with Brenner on the fundamen-
tal nature of conflict as understood through what was then the
standard view of the structural model, Gray’s and Brenner’s paths
have diverged over the years. As we saw with Boesky and will see
with A. Kris, Gray’s focus on a methodological use of the patient’s
associations and on a redefined theory of technique leads him
to a rather different view of the manifest architecture of conflict,
including what we observe and where we observe it.

While Brenner would view every moment as a compromise
formation with input from all the components of conflict, includ-
ing at all times a mixture of erotic and aggressive wishes, Gray
(2000), again with Kleinian analysts, places somewhat greater
emphasis on the aggressive drive derivatives, especially with re-
spect to superego analysis. Moreover, because he is looking for
those moments of conflictual interference with the expression of
drive derivatives, he emphasizes, by definition, the defensive com-



CONCEPTIONS  OF  CONFLICT  IN  THEORY  AND  PRACTICE 71

ponents of compromise formation, thus arriving at a position
similar to Boesky’s through a different technical and conceptual
route. In sharp contrast with Boesky, however, Gray argues that
his approach makes it unnecessary for the analyst to track his or
her own associations or to follow the countertransference in the
moment-to-moment  work.

Compared to either Boesky or Brenner, there is a spatial dif-
ference in Gray’s view of conflict. Conflict unfolds on the con-
veyor belt in front of him, as it were, not in the depths of the pa-
tient’s mind. It is not that deeper determinants of conflict do
not exist for Gray, but, like the particulars of countertransfer-
ence, they do not need to be highlighted in the clinical moment.
For Gray, this diminishes the size of the analyst’s leaps of infer-
ence, as well as the tendency to reach past the patient’s defenses.
Interpretations are more likely to remain near the accessible sur-
face for the patient, “in the neighborhood,” as Busch (1992) has
put it.

In summary, we might say that Gray, Boesky, and Brenner all
agree on the effort to approach the patient in terms of what is
immediately observable. Where they differ is in their methodol-
ogy, including the nature and location of the conflict they ob-
serve (hence what they consider observable data to be) and the
nature of the inferential and evidentiary process each employs.

The contrast between Gray and Brenner can be further high-
lighted by examining their separate objections to the concept of
evenly hovering attention. Citing the innovations in Anna Freud’s
1936 monograph, Gray sees close process attention as being in
direct opposition to evenly hovering attention, and it is a skill
that he explicitly teaches—not only to analysts, but also to pa-
tients. Brenner (2000) also cites Anna Freud’s monograph in his
own criticism of evenly hovering attention, but he argues that
the position she espoused, rather than being an innovation, was
most likely her father’s position at the time as well. More specifi-
cally, Brenner does not emphasize Anna Freud’s call for focused
attention, but rather her description of the analyst’s “equidistant”
posture that I have cited above.
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Brenner suggests that in Freud’s 1925 statement of the ana-
lyst’s listening, he, too, was beginning to discard evenly hovering
attention in favor of listening to the “interplay between wish and
defense” (Brenner 2000, p. 547). Thus, Freud (1925) wrote:

If the resistance is slight he [the analyst] will be able from
the patient’s allusions to infer the unconscious material
itself; or if the resistance is stronger he will be able to rec-
ognize its character from the associations, as they seem
to become more remote from the topic in hand and will
explain it to the patient. [p. 41]

While both Gray and Brenner would, I suspect, agree with this
comment as it stands, they might implement the resulting in-
ferential and explanatory processes rather differently. Note that
Freud is speaking of two different inferential processes in the
separate parts of this statement. While inferring the unconscious
determinants of a resistance from the patient’s “allusions” seems
well suited to Brenner’s approach, calling the patient’s attention
to a shift away from the “topic at hand” would seem to be an
apt  characterization of  Gray’s  principal  mode.

In passing, we might also contrast both Gray’s and Brenner’s
views of evenly hovering attention with those of other conflict
theorists, who still find the device to be a useful one. I am think-
ing here of Arlow’s (1979) view of the limitless possibilities of
the analyst’s associations in the genesis of an interpretation, or
Gardner’s (1983) description of his own mind at work. While re-
spectful of Gray’s view of the focused observation of conflictual
interference on the associative surface, Gardner (1991) demon-
strates that “free attention,” as he puts it (p. 865), including the
drift of his own visual images, frequently leads him to useful
representations of the defensive activities of the patient.

Behind the difference in Gray’s and Brenner’s methodologi-
cal approaches to conflict lies a fundamental disagreement about
the theory of mind. For a number of years, Brenner has held the
concept of the conflict-free sphere of the ego (Hartmann 1964,
p. x) to be a specious one, arguing that, as far as we can tell from
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analytic data, there is no mental activity of any sort that is with-
out conflict, nor any special region of the mind that is conflict-
free. It is partly for this reason that Brenner shifted away from
the three agencies of the mind, because they implied that the ego,
or a part of the ego, was a conflict-free observer of mental activ-
ity.

But this view is at the very heart of Gray’s analytic stance, as
we can see from the title of his 1973 paper, “Psychoanalytic Tech-
nique and the Ego’s Capacity for Observing Intrapsychic Activi-
ty.” In an extension of Sterba’s (1934) description of dissociation
in the ego, Gray’s argument rests on the ego’s capacity to stand
outside the conflictual sphere, enabling the analyst to form an al-
liance with the nonconflictual aspect of the patient’s ego, to “draw
that part of the ego over to his side” (Sterba [1934, p. 121]), and
thus to teach the patient self-analytic skills. Brenner (1979), on
the other hand, finds both the therapeutic alliance and self-analy-
sis itself to be misleading concepts.

Gray is not alone in relying on aspects of psychic experience
that are conflict free. We can find similar ideas in attachment
theory, for example, in the concept of “secure attachments” and
in the veridicality of the infant’s perceptions on which that con-
cept was founded. Even there, however, the notion of the veridi-
cal observer seems to be eroding, as attachment theorists begin
to consider the individual variations in the way infants process
external data, thus suggesting that reality may be registered dif-
ferently—and hence in some sense altered—by each individual,
starting with the earliest moments of ego development (Erreich
2000; Smith 2001a).

From a technical point of view, the differences between Gray’s
and Brenner’s conceptualizations of conflict would seem to imply
fundamental differences in both the content and process of
what is analyzed. If Brenner’s view of compromise formation en-
courages analysts to direct their attention to the various compo-
nents of conflict and to choose the point of entry they imagine
will be most fruitful and accessible, Gray’s focus on the ego as
the “center of clinical technique,” in Busch’s (1995) phrase, would
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seem to encourage a more limited range of interventions, with
the analyst’s eye firmly fixed on the ego’s capacity for observation
and the defensive functions it initiates. We must, however, qualify
any such inference. While it is true that the two theoretical ap-
proaches inevitably shift the analyst’s attention in different ways,
it would be as difficult to argue that Gray ignores the other com-
ponents of conflict as it would be to insist that Brenner fails to
account for defensive activity, or for what might be most acces-
sible to the patient, when he frames an intervention.6 Ultimately,
how an analyst uses his or her theory is so critical and so idiosyn-
cratic that it provides yet another argument for a more loosely
coupled view of theory and practice, as I shall discuss below.

ANTON KRIS

In a series of papers outlining a methodology focused on encour-
aging the patient’s freedom of associations throughout an analy-
sis, A. Kris7 (1982, 1984, 1985, 1988) distinguishes “two distinct
patterns of conflict” (1985, p. 537), which he calls “convergent”
and “divergent,” according to their manifestation in the patient’s
material. Notice that as Boesky defines the intrapsychic domain
operationally as a particular approach to the patient’s free asso-
ciations, and Gray outlines conflict in terms of the manifest sur-
face of the patient’s associations, Kris defines conflict in both
manifest and operational terms: how the two forms of conflict
appear in the patient’s associations, given the analyst’s particu-
lar use of the free associative method. Thus, we see once again
that theoretical concepts such as conflict and intrapsychic, former-

6 Note that many European analysts would see the entire North American
love affair with the ego as an example of our having been led astray by ego psy-
chology, and they would probably find evidence for it in the work of both Brenner
and Gray. Their argument might be that appealing to what is consciously observ-
able by the patient encourages a kind of intellectualization, and that the analyst’s
true focus needs to be on the deeper, unconscious processes, which the patient
cannot know and hence needs the analyst to elucidate.

7 For simplicity, Anton Kris will be referred to as Kris in the remainder of this
paper. Note that Ernst Kris has been previously referred to as E. Kris.
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ly defined rather narrowly with reference to the “interior” of the
mind and its inferred contents, in contemporary work are fre-
quently defined operationally in terms of the analyst’s methodo-
logical approach to what is observable on the surface of the ma-
terial. From this, it would seem not only that theory influences
observation, but also that variations in technique alter the land-
marks and definitions of theory.

Kris (1985) views convergent conflict as the traditional form
of what he calls “conflicts of defense” (p. 537), in which the ex-
pression of an impulse is directly opposed by the ego. Here he
retains the older conceptualization of conflict between an im-
pulse and the ego with its mixed levels of abstraction. This view
tends to reduce the nature of convergent conflict to a purely
dyadic opposition, which Kris likens to a “play in football” (p.
538), in contrast to the more complex matrix of wishes, de-
fenses, prohibitions, and painful affect in Brenner’s view of com-
promise formation.

The divergent pattern, on the other hand, refers to “conflicts
of ambivalence” (p. 537), wherein the components are paired op-
posites, such as love and hate, recognized in (but not limited
to) the associations of the adolescent that typically alternate
between “activity and passivity, homosexual and heterosexual,
pregenital and genital sexuality, old objects and new ones, in-
dependence and dependence, autonomy and loss of self, self-
control and dissipation, altruism and egotism, spontaneity and
regulation, mind and body, fantasy and reality” (pp. 539-540). In
divergent or ambivalent conflicts, each of these paired opposites
“may at times be the subject of a sense of either-or, conscious
or unconscious” (p. 540), as each pole pulls away from the other
as in a “tug of war” (p. 538). Notice here that Kris’s list of di-
vergent conflicts includes paired items from almost every con-
ceivable level of theoretical generalization, from the more speci-
fic (e.g., homosexual and heterosexual) to such broad categories
as fantasy and reality or mind and body.

Recognizing divergent conflict, Kris suggests, encourages
the analyst to allow the patient to resolve such conflict more



HENRY  F.  SMITH76

gradually through a particular type of mourning process—
namely, the discovery that, as in mourning the loss of a person,
one can still retain one pole of the conflict in fantasy if not in
reality. In considering narcissistic and borderline patients, Kris
argues that Kohut would not have needed to abandon the no-
tion of conflict to the extent that he did, if he had recognized
the importance of divergent conflict. Kris also suggests that if
divergent conflict is not recognized in contemporary conflict
theory, analysts will translate all conflict into convergent conflict,
and, in a kind of methodological reductionism, will force pre-
mature closure by assuming that one of the poles is simply a
defense against the other. Thus, Kris not only begins from a
technical position—a particular use of the patient’s associations
—but also uses his view of conflict to underscore an important
technical recommendation.

In comparison with Boesky’s implicit disagreements with
Brenner over the nature of conflicting wishes, Kris’s disagree-
ments are more explicit. As I note above, in Brenner’s (1982)
view, drive derivatives are never in conflict but can always be
gratified sequentially or simultaneously with one exception,
namely, when one wish is used to defend against another—as
in the example of reaction formation, wherein loving wishes
may defend against murderous ones. The essence of “ambiva-
lence conflict,” as Brenner calls it, is that “loving wishes are not
merely gratifying as such. They also serve to defend against
cruel, vengeful drive derivatives and vice versa” (p. 34).

While not arguing with Brenner directly, Kris (1984) takes
exception to this position:

I shall try to demonstrate . . . that it is not necessary—and
is, in fact, incorrect—to assume that the tension between
these pairs of opposites derives only from the repression
of one of them in the service of the other. That is, not
conflicts of defense alone but conflicts of ambivalence in
conjunction with conflicts of defense account for the ten-
sion. [p. 219]
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In so saying, Kris puts conflicts of ambivalence on the same play-
ing field as conflicts of defense, as if the conflicts in convergent
and divergent conflicts were in fact on the same level of abstrac-
tion. But is this so?

Notice here that Kris seems to be using the words divergent
and ambivalent interchangeably, in which case divergent conflict be-
comes simply another term for ambivalence itself, broadly con-
ceived, wherein the individual is drawn by two opposing aims,
as in the adolescent’s move toward independence at the same
time that he or she is fearful about cutting parental ties. Kris
(1984) disputes this: “I shall say at once that my term conflicts
of ambivalence covers a much wider territory than . . . the term am-
bivalence,” and he does so by defining ambivalence narrowly as
“affection and hostility directed toward the same object” (p. 215,
italics in original; identical sentence in 1985, p. 539). Regard-
less of whether we think of them as evidence of ambivalence or
of divergent conflict, however, large, conflicting aims, such as
independence and dependence or spontaneity and regulation,
are not on the same level of generalization as the conflicts be-
tween wishes, defenses, and self-punishments to which Kris com-
pares them in his theoretical scheme. Unlike Boesky’s effort to
keep levels of abstraction distinct, Kris seems to be assuming that
these different orders of conflict can be viewed from the same
vantage point.

From a technical point of view, Kris’s recommendation rep-
resents a clear break from Brenner’s advice to listen to everything
as compromise formation, for convergent conflict is merely a
simplified version of compromise formation; whereas, as Kris
sees it, divergent conflict is not. Note that each of Kris’s diver-
gent poles could be viewed as separate compromise formations
in conflict with each other, pulling in opposite directions, if you
like, with each made up of its separate component pieces, the
wishes, defenses, self-punishments, and unpleasurable affects that
shape them. In fact, unless one abandons the notion of compro-
mise formation altogether, it is difficult to see how each pole
would not ultimately revert to what Kris calls convergent conflict,



HENRY  F.  SMITH78

although this is precisely the outcome Kris is trying to forestall,
and one to which, as he discovers, his colleagues inevitably seem
to gravitate, including Anna Freud (Kris 1985, pp. 544-545).

Anna Freud speaks to this very point in response to a re-
mark by Joseph Sandler (Sandler with A. Freud 1985). Sandler
suggests:

Perhaps one should comment that the ego has the capac-
ity to reconcile opposing tendencies of the sort we have
been talking about [e.g., homosexuality and heterosex-
uality, passivity and activity] quite readily were it not for
such things as guilt. [p. 301]

Anna Freud replies:

You know, it is easiest to show what happens with love
and hate during the course of child development. You
know how both tendencies can coexist in the beginning,
before the synthetic function of the ego is there. Then
you get a next stage when love and hate are still there,
side by side, but the hate is objected to by the ego be-
cause to kill the loved object means that the loved ob-
ject isn’t there when you want it again. This is a low lev-
el conflict, but it comes to a higher level where the ego
says that to hate any loved person is forbidden, that the
love and hate are absolutely incompatible, not because
of their outcome but because of their opposing nature.
[Sandler with A. Freud 1985, p. 302]

In other words, in divergent conflicts, the conflict is not mere-
ly between general tendencies that pull in opposite directions,
but more specifically, it includes the guilt that one tendency or
the other may evoke, at which point we inevitably find ourselves
once again in the realm of convergent conflict or compromise
formation.

Although Kris (1984) disavows any interest in formulating
his ideas in terms of a theory of mind (p. 222), in pitting one form
of conflict against another at different levels of abstraction, he
is in fact buttressing an important technical recommendation (in-
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volving tact, timing, and the recognition of divergent pulls with-
in the individual) with a modification of the conflictual model
of the mind. In so doing, he may unnecessarily set himself in
opposition to others, as he suggests Kohut did before him. We
hear this when he speaks in terms familiar to us from the writ-
ings of some of our relational colleagues (see below): “So long
as all conflict is viewed according to the paradigm of repression,
with convergent opposition, the psychoanalytic situation is re-
stricted, and the roles of its participants are sharply limited”
(Kris 1984, p. 229). While not to leap prematurely at the inter-
pretation of ambivalence seems more a matter of good judgment
than theoretical correctness, one could argue that in order for
the patient to begin to settle any divergent conflicts and to
undergo the mourning process that Kris outlines so evocatively,
convergent aspects of each pole of that conflict would eventually
have to be analyzed.

The terms convergent and divergent, then, seem to be useful
descriptives to denote different phenomena at different levels
of organization. Just as it is necessary in Boesky’s model to allow
the analyst to view compromise formation through lenses of dif-
ferent focal lengths, not solely as competing wishes, so it may
also be necessary to allow the analyst to consider both conver-
gent and divergent aspects of all compromise formations. For
if ambivalence itself is ubiquitous, it might be said that every
compromise formation is made up of a mixture of divergent
conflicts or ambivalent wishes—erotic and aggressive, loving and
hating—the particular details of which would help define each
specific compromise. If this is so, then Kris’s technical advice
would apply ubiquitously as well, even in Brenner’s model.

THE RELATIONAL SCHOOL

I want to turn now to the role of conflict in the work of two
psychoanalysts from different branches of the relational school,
Philip Bromberg and Stuart Pizer, both of whom have made ma-
jor contributions to the theory and technique of contemporary
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psychoanalysis. I do not mean to suggest that Bromberg and Pizer
speak for all relational analysts, who may constitute an even more
diverse group than the conflict theorists we have been examining
—with even less agreement on the role of conflict in analytic
work. The relational school, both in its North American interper-
sonal roots and its more recent object relational affiliations, de-
veloped to a large extent in opposition to what was regarded as
mainstream psychoanalysis in the United States (Mitchell 1997;
Smith 2001b). On the one hand, we can hear the echo of these
origins in the inevitable polarizations that result when relational
analysts debate the role of conflict and propose alternative con-
ceptualizations. On the other hand, relational analysts share so
many continuities with the clinicians I have already discussed as
to contradict the popular notion that the relational and conflic-
tual groups are sharply distinct from one another. Rather, as we
will see, they appear to form a continuum.

PHILIP BROMBERG

While there are similarities in the technical aims that both Kris
and Bromberg espouse, Bromberg ties his view of technique, with
its primary focus on dissociation, to a more radically redefined
view of the mind, one that grants secondary status to the role of
conflict altogether. In trying to elucidate Bromberg’s view of con-
flict, I will draw on both his recent book (1998b) and two of his
panel presentations (1998a, 2000).

We can trace Bromberg’s interest in dissociation not only
to Freud’s early writings with Breuer, but also to Freud’s later fas-
cination with splits in the ego and the “side-by-side” (1927, p.
156) experiences that ensue, the same writings that initiated
Kris’s journeys as well. Even at the end of his life, Freud (1940)
continued to wonder whether such configurations were “long
familiar and obvious” or “new and puzzling” (p. 275). Through
all of this, however, Freud did not pose them as alternative struc-
tures of the mind, as Bromberg does, nor propose that they lay
outside of an underlying unconscious conflictual organization.
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Bromberg bases his view of dissociation in part on Freud’s
(1923) description of “conflicts between the various identifica-
tions in which the ego comes apart” (pp. 30-31; Bromberg 1998b,
pp. 132-133). If we put this quote in context, however, we find
that Freud is describing here the structural development of the
superego. Freud suggests that these splits in the ego are in fact
an effort to deal with the intensity of the “drives.” In other words,
such dissociations are part of an unconscious—convergent, if you
will—conflictual organization. Bromberg, on the other hand,
writes of “areas of personality that are organized by conflict . . .
interwoven with areas organized by trauma” (1998b, p. 258), and
speaks of “certain phases of all treatment” when “we are in fact
dealing not with conflict, but rather with a broad range of disso-
ciated states” (p. 216, italics in original).

Over the past several decades, Bromberg has carefully inte-
grated many aspects of more traditional theory and technique in-
to the interpersonal model in which he was trained. When he
poses a dichotomy between dissociation and conflict, however, or
more particularly, between dissociation and repression, he seems
to be arguing with Freud’s earliest model, one in which repres-
sion was the only recognized defense.

Bromberg (1998b) attributes Freud’s purported neglect of dis-
sociation to the observation that Freud “abandoned his recogni-
tion that trauma exists as a reality in shaping personality . . . and
turned exclusively to the concepts of psychic reality, fantasy, and
internal conflict” (p. 215), thereby “[dismissing] the phenomenon
of dissociation” (p. 226). As I read him, however, Freud (1939)
never in fact abandoned trauma as a reality, but to the end of his
life maintained that trauma might in theory result either from
terrible external events or from a highly fragile temperament, and
that in real life, what we invariably see are combinations of the
two factors, the internal and the external, forming what he called
a “complemental series” (p. 73), the psychic registration of trauma
being the final common pathway. We can see here the distinction
between Freud’s model, in which trauma, dissociation, and con-
flict are woven into a single view of the mind, and Bromberg’s, in
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which dissociation and conflict each maintain a place as separate
organizing principles and appear sequentially both in develop-
ment and over the course of an analysis. Thus, Bromberg (1998b)
posits a “structural shift from dissociation to conflict” (p. 283) and
advocates that “part of the work in any analysis . . . is to facilitate
a transition from dissociation to conflict” (p. 275).

More recently, Bromberg (2000) suggests that in a typical anal-
ysis, there is a shift from “a mental structure in which self-nar-
ratives . . . are organized primarily dissociatively” to one in which
they “will be able to engage one another conflictually.” Here we
might ask what exactly the conflict of self-narratives looks like.
What is the conflict about, where is it, and what motivates it?
Once again, we encounter a conception of conflict at a very dif-
ferent level of generalization, but one not necessarily incompati-
ble with the other  views we have been examining.

Bromberg says that thinking of the dissociative organization
of the mind helps him to stay with the patient’s current state—
not to overlook one self-state or another, nor to value one at the
expense of another—and here, too, we note the similarity with
Kris’s technical position. But once again, it is not clear why Brom-
berg’s technical recommendations need to be buttressed by a new
theory of mind.

As I have suggested in the introduction to this issue (Smith
2003) and elsewhere (Smith 1997, 1999, in press), such arguments
seem to reflect a subtle conflation of theory and practice. Because
every theory of mind and every view of the role of conflict tend
to push our habits of practice subtly in certain directions, while
steering us judiciously away from others, such conflations are not
unusual. They are reinforced when patients comply with our ap-
proach, and so we come to believe that they are confirming our
theory of mind as well as our habits of practice. But, as the pleth-
ora of current approaches testifies, it is possible to think of other
ways of staying with the patient’s current state without positing
a supraordinate position for dissociation, and it may be mislead-
ing, therefore, for Bromberg to link his theory of mind so close-
ly with his discipline of practice.
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I am arguing here, as earlier, for a looser coupling of theory
and practice than we are generally taught in our institutes. This
habit of mind is promoted in our literature by those who would
support their technical recommendations with theories of mind
to make it look as though the practice followed necessarily from
the theory, rather than, more loosely, the other way around.8

The question in Bromberg’s case is whether we are talking
about different organizations of mind or different ways to ad-
dress the patient. Bromberg (2000) says, “Because the patient is
spared being in the constant position of feeling he is being
asked to trade off certain of his realities, the experience of
‘wholeness,’ rather than some external definition of ‘cure,’ is
achieved.” Here I would ask, while we can see the various po-
sitions against which Bromberg is arguing, how many analysts
of any persuasion still speak of “curing” a patient? Bromberg
adds, “Since there isn’t just one narrative to start with, there isn’t
a different ‘one’ to end with”—but again, is there ever just one
for any of us? On this latter point, Bromberg’s approach may in-
deed help us to find all the different places the patient inhabits,
but we could say the same for conflict theory. Neither theory en-
sures such an outcome. It all depends on how it is practiced.

From the point of view of conflict theory, in fact, one might
argue that the very activity of dissociation, at the moment it ap-
pears in the clinical hour, is itself a compromise formation and
could be analyzed as such; or that each self-state held dissocia-
tively apart, like Kris’s divergent conflicts, is made up of various
compromise formations, the component parts of which might
need to be analyzed in order to bring such self-states into “con-
flict” with each other, as Bromberg suggests, toward establishing
an experience of  “wholeness.”

I believe that Bromberg is correct that we have underestima-
ted the role of dissociation in the organization of the mind, and
I would agree that it may be a neglected and ubiquitous feature

8 Fonagy (2003) reaches a similar conclusion through a somewhat different
route in his contribution to this issue.
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of our patients’ mental lives, but I have some difficulty with his
way of explaining it. When he says, for example, “Freud’s concep-
tion of a dynamic motivational system is in an ongoing dialectic
with a complex latticework of psychic structure, one central or-
ganizing principle of which is dissociation” (Bromberg 2000), I
do not understand how a motivational system and a structure can
be in a dialectic with each other, except perhaps in the analyst’s
theoretical model.

I would like to suggest that one can observe in the patient’s
mind evidence of conflict and evidence of dissociation, but that
the two are part of a single developmental process, separable on-
ly in the mind of the analyst, not in the life of the patient. To pit
one against the other, I believe, not only removes aspects of
the patient’s experience from the realm of analyzable conflict, but
in various ways limits the reach of the work. Such a division of
labor stands in sharp contrast to a view expressed by Anna Freud
(1974). In speaking of two types of infantile psychopathology,
one “based on conflict” and the other “based on developmental
defects,” she wrote, “However different in origin the two types
of psychopathology are, in the clinical picture they are totally in-
tertwined, a fact which accounts for their usually being treated as
one” (pp. 70-71; quoted in Boesky 1988, p. 132).

We hear Bromberg’s polarizations when he speaks of orga-
nizing his thoughts about the patient around the idea of self-
states rather than defenses, or intervening from a stance that is
inherently experience near rather than interpretive, or attend-
ing to the structural implications of the material rather than its
intrapsychic meaning, or focusing on perception rather than
ideas. These polarities are reminiscent of Kris’s (1984) suggestion
that divergent conflict stands in opposition to the “paradigm of
repression” (p. 229). Each polarity oversimplifies the complexity
of the situation, a complexity Bromberg is trying to capture in
his metaphor of the dialectic, now hammered into a more linear
movement from dissociation to conflict, rather than one in which
the elements are commingled.

Based on his descriptions of his own clinical work, I am con-
vinced that Bromberg is working with unconscious conflict in the
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lives of his patients. They seem to be filled with the same anxie-
ties, depressive affects, wishes, defenses, and self-punitive trends
as are Brenner’s, Boesky’s, Kris’s, or Gray’s, but it is not entirely
clear what Bromberg’s idea of unconscious conflict is.

One of the underlying problems is that Bromberg tends to
conflate conscious conflict and unconscious conflict. Because this
reflects a common confusion in contemporary theory and prac-
tice, I will try to spell it out. When Bromberg (1998b) speaks, for
example, of the patient whose “dissociative mental organization
was beginning to shift and she was starting to experience conflict
around issues that had been simply enacted . . .” (p. 220), or says
that for certain patients, “the experience of internal conflict is
only remotely and briefly possible” (p. 183), he is suggesting—
correctly, I think—that dissociation minimizes, or is incompati-
ble with, the painful psychic experience of conflict. Here he is
speaking of conscious conflict in the way we do when we say that
a patient is incapable of tolerating the experience of ambiva-
lence.

But when Bromberg (1998b) tells of the patient who is “in-
capable . . . of the experience of intrapsychic conflict” (p. 204), or
speaks of “the period of therapeutic transition from dissocia-
tion to the subjective experience of intrapsychic conflict and am-
bivalence” (p. 326), his terminology is confusing. Intrapsychic con-
flict, to my understanding, denotes unconscious conflict—conflict
traditionally between the three agencies of the mind, for exam-
ple. It is an inference about what organizes the mind and under-
lies a patient’s experience, including, some would say, the ex-
perience of dissociation. To speak of a “subjective experience
of intrapsychic conflict” is, to me, a contradiction in terms.
Ambivalence can be a conscious, subjective experience; intra-
psychic conflict is always an inference about the unconscious
determinants of such experience. Once again, they represent
different levels of abstraction. Here Bromberg seems to be talk-
ing about the patient’s ability to sustain a state of conflict, like
a state of ambivalence, thereby holding two or more conflicting
motives or feelings in mind at the same time. This is a conflic-
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tual process, but a largely conscious one that we expect to see
emerge as patients become stronger, more able to manage their
own affective states.

In my experience, while dissociation may help prevent the
patient from experiencing conscious conflict, it appears to me to
be not separate from, but an integral part of, a largely unconscious
conflictual organization—a defense against intolerable affect, for
example, including traumatic affect and the ideas associated with
it. In this regard, it may be fruitful, as with Kris’s view of am-
bivalence and divergence, to think of dissociation and disavowal
as a part of every conflictual structure, including every defensive
or adaptive maneuver.

STUART PIZER

For a second look at a relational view of conflict, we might brief-
ly examine Pizer’s (1998) work, in which he argues for the con-
sideration of paradox as a mental phenomenon separate from
conflict. Pizer views conflict as an either-or way of seeing things,
while paradox poses a both-and situation (p. 151). Thus, “conflict
can be resolved,” whereas “negotiation of paradox yields not res-
olution but a straddling, or bridging, of contradictory perspec-
tives” (p. 65).

I am fully in support of Pizer’s view of the paradoxical ele-
ments in human experience, both generally and in mental phe-
nomena in particular. These ubiquitous paradoxes bear con-
siderable resemblance to the divergences, ambivalences, and
dissociations that Kris and Bromberg highlight as well; but in
describing paradox as irresolvable, Pizer adopts a term that is
frequently used to characterize a contemporary view of conflict.
To suggest that paradox must be tolerated, whereas conflict can
be resolved, is to polarize the two in such a way that Pizer ends
up, in effect, shadowboxing with an anachronism. This anachro-
nism, in fact, is one of Brenner’s (1994a) fundamental disagree-
ments with traditional structural theory:
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According to structural theory . . . the goal of treatment
is the resolution of conflict . . . . conflict is supposed to
disappear . . . . Since the fact is, however, that conflict over
what were originally pathogenic drive derivatives is still
obvious and still active in the mind of every patient who
by all other criteria has made substantial analytic pro-
gress, the structural theory is clearly not adequate . . . [pp.
478-479]

I. Hoffman (1998) restores the historical context to Pizer’s
argument when he writes, “There is a bridge from Freud to post-
modern moral uncertainty, since the structure of Freud’s thought
encourages consideration of multiple sources of conflict with no
clear basis for their resolution” (p. 7), a statement that would
support the paradoxical nature of conflict itself. Hoffman goes
on to suggest that Freud’s view of the irreducible nature of con-
flict is a precursor of the current interest in the “decentered self”
(p. 7), as represented, in Hoffman’s view, by Mitchell, Bromberg,
and Pizer, among others.

That the distinction Pizer (1998) is drawing between para-
dox and conflict may be more artificial than real is further im-
plied when he writes, “Parties negotiate not because they are in
conflict, but because they are in a condition of both conflict and
interdependence. I think of this as the paradox of conflict” (p. 178,
italics in original). If we were to translate this example from the
social domain to the intrapsychic one, it would describe precisely
the interdependence of the components of intrapsychic conflict
and their paradoxical state in every analysis, where the voices of
wish, defense, self-punishment, and unpleasurable affect are each
allowed to speak and are never fully reconciled.

Pizer’s effort to elevate paradox to a central position in the
theory of mind functions in the service of an important techni-
cal position, similar to that espoused by Kris and Bromberg:
namely, that the analyst must allow for simultaneous or sequen-
tial expression of different facets of a patient’s experience at all
levels, conscious and unconscious, and for the simultaneous ap-
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preciation of both the analyst’s and the patient’s experience. In
the course of doing so, the analyst will inevitably encounter in-
compatibilities and paradoxes, the components of which exist
side by side (as Freud once put it), are “divergent” (in Kris’s term),
and hence for the moment are irresolvable. It would seem, then,
that Pizer, too, is highlighting a fundamental aspect of mind and
of the nature of conflict as it is lived.

CONCLUSION

The effort to marginalize the role of conflict in mental life is
more prevalent today than it once was. Although conceived some-
what differently, conflict, according to Greenberg and Mitchell
(1983), was very much at the heart of the work of earlier relation-
al theorists:

Sullivan, Fromm, and Horney all portray the human ex-
perience as fraught with deep, intense passions. The con-
tent of these passions and conflicts, however, is not un-
derstood to derive from drive pressure and regulation,
but from shifting and competing configurations com-
posed of relations between the self and others, real and
imagined. [p. 80, italics in original]

Similarly, they write:

In Fairbairn’s model, all the major protagonists in inter-
nal struggles are essentially relational units, composed of
a portion of the ego and a portion of the child’s relations
to the parents, experienced as an internal object. Con-
flict takes place among these three ego-object compo-
nents (libidinal ego/exciting object; antilibidinal ego/
rejecting object; central ego ideal object). [p. 167]

In addition to the specifically tripartite nature of Fairbairn’s
view of conflict, I would note that what Greenberg and Mitchell
are here making explicit had been an implicit part of Freud’s
theory at least as early as the 1895 Project—namely, that all the
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inner agencies develop in relation to the objects in a child’s
world. This position is still seen in Brenner’s view of the compo-
nents of compromise, all of which have objects as their aim and
at their origin. (See also L. Hoffman 1999.) As Cooper (2000)
puts it, every conflict is “inextricably bound to internalized rela-
tional patterning.”

We can hear Mitchell’s (1997) own view of conflict, based on
“conflictual relational configurations” (p. 221), in his reflections
on his analysis of a patient named Andrew.

Eventually, it helped me to learn about the early history
of his sense that to choose his father was to lose his moth-
er forever, and that to choose his mother was to lose his
father forever, and that to choose to love them meant to
lose any satisfactions in living, and that to choose to en-
joy life meant losing them and his childhood forever.
[1997, pp. 162-163]

I would suggest that not only could this eloquent passage be
used to illustrate Kris’s view of divergent conflict, but also, de-
spite Mitchell’s (1997) stated opposition to Brenner’s position,
he seems to be working quite compatibly with what Brenner calls
the miseries of childhood that result from conflictual wishes and
fears, the defenses we develop against them, and the punishments
we inflict on ourselves as a result.

Why this tendency, then, to disavow or redefine the impor-
tance of conflict among contemporary relational analysts and
others? Does it represent a marginalization of the past (Smith
2001b)? Or a reaction to what Pizer (1998) has called the “hege-
monic language of conflict” (p. 167), with its implicit reminder
of many decades of traumatic exclusion? It is rare these days to
hear analysts speak about analyzing the sexual and aggressive
conflicts of childhood, but not so rare to see evidence of it in
their work. As Pizer’s term hegemonic suggests, might the phrase
sexual and aggressive conflicts of childhood be so politically tinged
that it can no longer be spoken? Or interpreted in so limited
a fashion—artificially linked, perhaps, to an archaic view of drive
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theory—that we cannot acknowledge the childhood wishes it de-
notes? Despite much of our contemporary rhetoric, do we secret-
ly believe it impossible to attend to both intrapsychic and rela-
tional data simultaneously?

Because psychic conflict can be inferred and described at
every level of abstraction and generalization, I suggest that we
could take any piece of clinical material and examine the con-
flict inherent in it in each of the ways outlined in this paper, with
no fundamental contradiction or incompatibility. In this regard,
another look at Waelder’s (1962) description of the levels of psy-
choanalytic thinking may help illustrate what I have in mind. In
Waelder’s schema,9 starting with the level of clinical observation,
there follows the clinical interpretation of those observations, and
then the level of clinical generalization, where we gather together
data into larger concepts, leading next to clinical theory. These
are the levels within which most of us work clinically. Beyond
them, Waelder envisioned the more abstract domains of metapsy-
chology and philosophy.

Notice that within the first three levels, there are no real in-
compatibilities in the approaches we have been studying. At any
given moment when, at the level of observation, there is a shift in
the patient’s associations, for example, Brenner might notice a
change in the prevailing compromise formation, Boesky might
infer the interaction of conflicting wishes, and Gray might per-
ceive an instance of conflictual interference. At the same mo-
ment, Kris might infer the operation of a divergent conflict,
Bromberg the transition from one self-state to another, and Pizer
the ongoing negotiation of a paradox. These all represent dif-
ferent interpretations of a single clinical observation. They are
shaped by higher levels of theory. They may call for different
choices as to how to intervene. But they are not in themselves in-
compatible. They are complementary interpretations of the data, re-
flecting the fact that many things are going on at the same time

9 I have discussed these schema more fully in the introduction to this issue
(Smith 2003) and elsewhere (Smith 2001b, in press).
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and can be pictured simultaneously at different degrees of gen-
eralization.

I suggest that, if we do not leap too quickly to the level of
clinical theory and beyond, we might discover many compati-
bilities in both the observations we make and our interpretations
of them, despite the unfamiliar terminologies that we would be
forced to entertain. If we bear in mind that, when examined in
enough detail, Kris’s divergent conflicts can be seen to break
down into convergent ones, and that the components of diver-
gent conflict exist in somewhat separate states, not unlike the
dissociated states that Bromberg describes, might it be that ev-
ery patient experiences many more or less separate “self-states”—
each existing side by side, each with its own “internalized rela-
tional patterning” and its own set of compromise formations that
sustain it and keep it, to some degree, dissociated from the oth-
ers?

You can hear my bias that the theory of conflict and compro-
mise is flexible enough to include relational, interpersonal, and
dissociative points of view within its purview, if we do not falsely
polarize them. In this regard, it might be useful to consider the
following points: (1) conflict is ubiquitous and can be described at
every level of a person’s experience, from the most specific intrapsychic
focus to the broadest, most general, and most abstract of inferences;
(2) there are different methods of observing, describing, and analyzing
conflict, some of which have been falsely tied to specific theoretical
positions; (3) just as we can describe conflict at different levels of ab-
straction, we also inevitably listen to it at different levels of abstrac-
tion in the consulting room, each level corresponding to a different
aspect of the patient’s conflictual experience; and (4) many theor-
ists who would emphasize alternatives to conflict theor y may be
speaking of aspects of experience that are not mutually exclusive from,
but may quite compatibly exist within, a conflictual view of the mind
at different levels of generalization.

I hope that this effort to outline some of our many concep-
tions of conflict and the bearing they have on psychoanalytic tech-
nique, both inside and outside of the group we identify as con-



HENRY  F.  SMITH92

flict theorists, will help to illuminate some of the confusions we
share in contemporary psychoanalytic discourse and some of the
similarities and differences in our contemporary views of analytic
work.
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SPATIAL METAPHORS OF THE MIND

BY GAIL S. REED, PH.D.

A case in which the author began to understand her patient
as “collapsing the space between them,” rather than as con-
tinuing only to free associate, is the occasion for a contem-
plation of the way psychoanalytic theory effects a transition
between what is inner, or lived, and outer, or experienced.
Metaphor is seen as the agent of this transition. The au-
thor discusses metaphor in relation to the case described,
while also examining spatial metaphors of mind in classi-
cal analysis and in Kleinian theory. It is suggested that
both may be integrated in a third metaphorical-spatial con-
struct, Green’s analytic space.

CLINICAL MATERIAL – I

As Professor H lay down on the couch for his first analytic ses-
sion, he gestured toward my desk, with its somewhat disorderly
evidence of work in progress, and in an imperious and dismis-
sive tone, said: “You really ought to put up a screen there.” Not too
much later in the analysis, Professor H mentioned that he had
slept in an alcove next to his parents’ bedroom. As evidence accu-
mulated, it was not surprising to find that looking away had been
a prominent defense, and not difficult to suppose that Profes-
sor H had prescribed a reproduction of the very doors that had
closed out everything and yet nothing.

This patient’s transference was characterized by acute but un-
acknowledged depressive reactions to cancellations, weekend
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separations, and vacations. He gradually became aware of resent-
ment and vindictiveness toward me, but never of any underlying
positive attachment that might have provided an underpinning
for his feeling of betrayal. He described childhood rescue fanta-
sies in which a woman, ill treated by men, picked him out of a
crowd and recognized his devotion. He resented that I did not
respond adequately to his attempts to get me to admire him.
Nevertheless, he felt intense jealousy when he read that I was giv-
ing a course with a male colleague. He rationalized and isolated
this reaction, and was embarrassed to feel its accuracy when I
made the connection. He feared his father and covered over the
fear with contempt and loathing. Eventually, his associations
opened upon very direct primal scene material related both to
the transference and to his childhood.

Professor H’s associations, together with occasional enact-
ments, led to our understanding of his wish to be his analyst/moth-
er’s one and only, a sense of her betrayal by being with his father
(my work, family, or a colleague), the narcissistic injury of being
excluded from the parental couple, murderous wishes for venge-
ance toward both parents, envy of his father for being stronger
and better equipped, longing for his father to lend him strength,
and hatred of his analyst/mother and of all women because they
always disappointed him by proving to be impure. His associa-
tions, my interventions, and his related responses enlarged the
scope of this understanding, leading to explicit, heretofore re-
pressed childhood memories. His shock, castration anxiety, rage,
felt betrayal by his mother/analyst, wish for vengeance, sense of
his inadequacy as a male, and envy of and longing to acquire pow-
er from his father/analyst all emerged feelingly.

Something fundamental remained immovable, however. Pro-
fessor H continued to react with painful symptoms to changes in
the schedule that he took as slights, to be unaware of any posi-
tive attachment to me, and to enjoy subtly this failure as a venge-
ance. Insights into the past and his relationships with primary ob-
jects were used more as a means of diminishing my importance
than as a pathway to insight and change. Although his work, which
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he had at best performed pro forma, became a significant source
of accomplishment, pleasure, and satisfaction for him, his object
relationships remained unrewarding. He played a significant, car-
ing, and considerate paternal role with three young nieces, the
daughters of his widowed younger sister. Otherwise, he stayed
in a bleak, unsatisfying, mutually vengeful relationship, continued
to behave in unacknowledged, often quite subtly vindictive ways
toward me, and was generally isolated. If his associations to my
interventions seemed to carry the work farther in individual ses-
sions, he remained passive in his attitude toward the material he
provided, and more often than not completely forgot the insights
arrived at.

Realizing the need to reexamine my understanding of Profes-
sor H and of the work we were doing together, I began to scruti-
nize my subjective states when with him. Although routine, a re-
assessment of this nature is, in fact, complex. The literature has
emphasized the sequence through which self-analysis leads to
new insight and results in changes in one’s understanding of a
patient. Such a sequence appropriately privileges the analyst’s
conflicted contribution to stalemate. Indeed, it would be quite
possible to identify equivalent countertransferential forces in
me. However, there is a less recognized aspect of the process of
reassessment, one certainly also connected to countertransfer-
ence, but in a far less direct fashion, and it is this aspect that I
wish to discuss in this paper.

What I have in mind is the analyst’s change, during the pro-
cess of reassessment, in what I shall call metaphors of transition. In
paying attention to what I was feeling, I was imaginatively reorient-
ing my position in space, as the analyst vis-à-vis the patient, from a
position where I was an outside interpreter of a transference involving
me to one where I was the recipient of a communication inside me. That
is, I was changing the metaphor that provided the imagery not only for
our places in relation to each other in space, but in the form and man-
ner of Professor H’s communication with me. Through it, I sought
to gain better imaginative access to that aspect of Professor H’s
inner life unknown to him, as well as to the unknown aspect of
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my own inner life that was responding to what I could not see
in his.

Spatial metaphors of the mind of this nature are often distil-
lations of theories of mental functioning that directly affect tech-
nique. It makes a difference both in how one listens and how
one talks to a patient whether one imagines oneself as the out-
side observer of a transference fantasy involving oneself, or as a
participant in it, for instance. Although we often think about
the kind of shift I have described as a change in theoretical ori-
entation, sometimes a shift in the use of metaphor may represent
an expansion of one’s use of the original theory beyond its
metaphorical constraints. Thus, while the type of opening up I
refer to may well represent a working through of a countertrans-
ference that had allowed the analyst to become imaginatively
imprisoned by the dominant metaphors of a particular theory,
it may just as well represent a working through of a transference
to a particular teacher who stands for a way of thinking clinical-
ly, and whose theoretical position has consequently become in-
vested with the mantle of authority.

In either case, metaphors are crucial to the way theories func-
tion in the clinical setting. They play a central role because of the
nature of psychoanalytic theories of the functioning of the mind.
Despite our tendency to think of these theories as relatively ob-
jective constructs, psychoanalytic theories are best conceived of
as transitions between inner, or what is lived, and outer, or what
can be observed and expressed. These two categories, as Green
(1975) has pointed out, represent the poles between which the
work of psychoanalysis must occur. I shall rely on them in what
follows.

THEORY, TRANSITION, AND METAPHOR

The idea of a psychoanalytic theory of the mind having a transi-
tional function will seem alien to most of us, despite the knowl-
edge that the subjectivity that theories of the mind’s functioning
attempt to account for cannot be arrived at by exclusive reliance
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on externally observable phenomena, and that there exists a di-
vide between what is observable and therefore capable of being
described, and what is lived and thus only very partially and ap-
proximately observable and communicable. That divide must be
crossed by the conjectures that make up a particular theory. Anal-
ogously, psychoanalysis, as a treatment method, requires its prac-
titioners to cross the divide within themselves between inner and
outer, known and unknown, with regularity, and to encourage
patients to become adept in the same way. We imagine not only
that part of ourselves that is only vaguely apprehended, but also
that aspect of the patient’s mind that we need help grasping. We
use imagination, together with a method of listening, to put our-
selves in the place of our patients in order to understand what
they experience, and sometimes also to articulate that experi-
ence.

If the result of imagination in clinical analysis is the analyst’s
and patient’s halting and piecemeal articulation of a difficult-
to-apprehend part of the latter’s experience, and the complex
reasons that comprise it, the distillation of analogous imagination
in articulated theory is the metaphor. Although related to anal-
ogy, metaphor does not explicitly recognize its analogical origin.
Instead, it crosses over disparate categories and combines them
in ways that surprise. Love is not like a red rose, it is one, and the
mind is deep, a space to be plumbed. Metaphor creates in lan-
guage an illusory space between two categories in which the
categories are neither one nor the other, but both and neither.
That illusory space suggests an analogy to Winnicott’s (1951,
1971) idea of transitional space.

Metaphor becomes the vehicle that links what we intuit but
can barely verbalize with what we can perceive and know. It is
essential for the work of the mind that studies itself—given the
limitations and paradox that the fact of the mind’s studying it-
self entails—to posit and to have this illusory transitional space for
imagination that metaphor provides.

Frequently, the poetic affinities of metaphor have made it an
unpopular vehicle for the expression of theory. Far from disap-
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pearing, however, metaphor has generally become implicit. Here
is a passage from a paper by Winnicott (1945) on primitive emo-
tional  development:

There are long stretches of time in a normal infant’s life
in which a baby does not mind whether he is in many
bits or one whole being, or whether he lives in his moth-
er’s face or in his whole body, provided that from time to
time he comes together and feels something. [p. 150]

Despite Winnicott’s writing as though he had access to the in-
ner experience of an infant, most people who read this passage
in context do not seem to care that the author cannot possibly
ascertain what the infant external to himself experiences (Ogden
2001). Winnicott has just been discussing the patient who fills his
first session of the week with the details of every hour of the time
spent without the analyst on the weekend, and concludes that
the patient may need “to be known in all his bits and pieces by
one person, the analyst” (1945, p. 150). At this moment of his
text, Winnicott invokes “the ordinary stuff of infant life” (p. 150),
and describes the unintegrated state in the way it appears above.
As Ogden (2001) has argued in discussing this passage at length,
the analyst of the patient who exhaustively recites his or her
weekend activities may be tempted, out of impotence and anger,
to make a resistance interpretation, even if the analyst’s clinical
sense is that the patient is doing something adaptive. Winnicott’s
accomplishment is to link the patient’s behavior with the object’s
role in providing an integrating experience, so that the analyst
has a theoretical reason to continue to listen rather than to act
out of frustration.

But it is how Winnicott makes this link that is of particular
interest. In his general explication of his conception of an in-
fantile unintegrated state that is a basis for later regressive dis-
integration, he moves back and forth between his imaginative re-
creation of infantile development and his clinical experience, so
that the two become fused in our consciousness, and it is diffi-
cult to say which informs which. At the moment in his text of
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imaginative encounter with the frustrating patient, it appears
natural that Winnicott reaches out for a baby. The authoritative
statements about the infant’s subjective state that follow do not
strike us as impossible to know, because we read them as metaphors
for the patient who spends an entire session describing the time spent
without the analyst.

To be sure, there is a double direction in Winnicott’s paper:
on one side, it points to the metaphorical, experiential view that
I am emphasizing; on the other, to the more concrete develop-
mental perspective (albeit with a minimalist timetable and a focus
on inner process, not external events) that is manifestly asserted.
But this very double direction exemplifies and illuminates the
transitional function of psychoanalytic theory in the subtle en-
compassing, without denomination, of metaphorical/subjective
and developmental/objective positions.

Thinking of theory, through the work of metaphor, as creat-
ing a transition between outer and inner invokes once again the
analogy of transitional objects and phenomena (Winnicott 1951,
1971). As Roussillon (1999) has observed, Winnicott’s contribution
is a theory about the psychological coming into being of the
mind. To focus on how the mind uses theory in clinical work is
to focus on an analogous process: how our understanding of what
has heretofore been inner and unknown, in ourselves and/or
in another, comes into being as something conscious. Of course,
there is an inherent circularity in a theory about the mind’s func-
tioning being used to characterize the way our minds use a
theory about the way our minds function, but this circularity
is inevitable, a variation on the paradox of which Freud made us
aware by articulating the existence of the unconscious: since the
mental functioning we attempt to explain occurs partly beyond
our conscious awareness, we study the unknown dimensions of
the mind with the very instrument composed of unknown dimen-
sions beyond our knowledge.

Although we are more familiar with psychoanalytic theories
that are presented as though “obliged to maintain a ‘scientific’ dis-
tance from their object of analysis” (Roussillon 1999, p. 11, my
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translation), it is more accurate to think of them as transitions
between outer and inner, and more useful to assess their value
partly by whether they help us cross a similar divide in ourselves
in the process of doing clinical work. Constructing theory as
though it were objective truth limits it, as well as obscuring its
transitional function. For example, in a seminal paper by Isaacs
(1943) that set out the Kleinian position on fantasy during the
controversial discussions at the British Society (Reed and Baudry
1997, p. 472), the role of transition is shifted away from theory
through equivocation. Fantasy, Isaacs said, was both “the psychic
representative of instinct” (Isaacs 1943, p. 277) and “the subjective
interpretation of experience” (p. 282). Fantasy as the mental em-
bodiment of instinct is fantasy conceived as a wholly inner event,
which is then objectified as structure. Fantasy as the interpreta-
tion of experience is fantasy as subjective transformation of ex-
ternal reality. Although the definitions are different, Isaacs treats
them as equivalent, and in that way, the concept of fantasy, with
its two different definitions that are treated as equivalents, becomes
the vehicle of transition. Theory then mistakenly appears not to
be transition, but as definitively describing  an inner transition.

Brenner (2000), to choose a psychoanalytic theoretician whose
careful argumentation more closely reflects contemporary con-
cerns with the methodology of evidence, names the sources of
his data, labels the conclusions resulting in his clearly articula-
ted version of conflict theory as conjectures, proceeds to reason
according to the laws of logic, and insists that his inferences not
contradict established facts in neighboring fields. However, he
presents data from religious myths to support conclusions (ori-
ginally based on adult psychoanalyses) concerning early child-
hood sexual and aggressive impulses. Although these data may
have undergone significant transformations from childhood
origins, he does not take into account the possibility or nature
of these transformations, nor does he acknowledge that those
transformations might undermine the data he uses to establish
the nature of early childhood conflict. The transitionality of the
theory is buried in the neglected transformations that the data
have undergone.
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There is a direct correspondence between the objective vision
of theory shared by Brenner and Isaacs and the content of the
theories they formulate. Following Freud and Klein, both hypoth-
esize theory that minimizes the variable contribution of specific,
material reality to individual psychic reality, instead emphasizing
universal psychodynamic, intrapsychic processes (Green 2000).1

This emphasis leads to formulations of self-sustaining systems.
For instance, in Freud, the drive is toward the object represen-
tation of the drive cathexis, that is, toward something already
represented within and then refound. In Klein, the object rep-
resentation is governed by prewired fantasy that includes in-
ternal objects, so that the relation to the primary object is already
a transference. Both theories thus assume that what is uncon-
scious can be retrieved because it is already represented, whether
buried within the mind or projected into another.

A theory that more explicitly takes into account the intersub-
jective, circumstantial quality of the object relation, as well as its
intrapsychic consequences, may also take into account the possi-
bility that qualities of the object—a psychotic mother, to take an
extreme instance—could lead to a failure of representation, to an
intrapsychic state in which an object is either eternally and intru-
sively present or decathected and missing (Green 1975). That is,
such a theory reorients the analyst toward thinking about the
potential relation of subject to object as that relation is shaped,
but not dominated, by the drive derivatives. A reorientation of
this nature encourages us to focus substantively on the process of
symbolization, the many gradations between the presence of the
object and its ultimate representation, and the pathology associ-
ated with different outcomes of the process. That is, it leads us
to focus on the processes of transition from presence to symbolized ab-

1 I am here emphasizing the focus of the theories. Practice is another mat-
ter. Because patients teach us to look beyond the blinders that theories might im-
pose, we learn to take into account what is crucial, and in so doing collectively cor-
rect theoretical emphases. Practitioners of either theory would surely argue that
specific circumstances of material reality are not overlooked in practice, and in-
deed, that theoretical provision for them exists.
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sence. It is these very processes that are required of a body of
theory that must bridge what is lived and what can be expressed.
I will return to this issue when I discuss the concept of analytic
space. The point here is that the insistence on theory as objective
entity rather than as transitional function may restrict the poten-
tial scope and complexity of theoretical formulations that ought
to account for fragmentation, faulty symbolization, and experi-
ences of nothingness, as well as of hidden presence (Green 1998).

No matter how careful our conjectural process or how certain
our theory, theory ultimately traverses a chasm from that which
is observed to that which is inferred about the inner life of a
subject who is other than we, or other than the part of us that is
conscious. Evaluations of the basis on which the leap from obser-
vation to inference occurs aside, the vehicle of choice to carry us
over a chasm not unlike Pascal’s void is metaphor. Moreover, one
might say that for a practicing clinician who must hourly bridge
the gap between abstract theory and the challenges and myster-
ies of work with a (not the) patient, the imaginative transition af-
forded by metaphor is a necessity.

Although theories restrict the metaphors available to us, they
also provide us with the means to make transitions through the rich-
ness of the metaphors they do furnish. The metaphor links dis-
parate worlds: conscious expression and unconscious fantasy (Ar-
low 1979), lived and verbalized experience, the states of different
subjects. Through it, the patient may become an infant for us in
the very way love becomes a rose. That is, our experience, real or
imagined, of holding a squalling baby and trying to calm it has to
do with our hope that the baby will recognize a state of protec-
tion and calm connected to us, and it is this experience that we
summon both to the metaphor and to the clinical situation it at-
tempts to clarify. Metaphor, visible or invisible, is the transitional
mechanism par excellence.

SPATIAL METAPHORS OF THE MIND

Metaphors inherent in specific theories exert a powerful influence
on the way we use theories, as well as on the way we think about
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how we use them. For the sake of this paper, I shall restrict my-
self to metaphors of space that evoke both a concept of the psy-
che and of the relationship that is possible between analyst and
analysand, and I will limit myself to a consideration of spatial
metaphor associated with (a) the classical or conflict model, (b)
the Kleinian model of the paranoid/schizoid position, and (c) that
elaborated by Green (1975). Depending partly on the theory, men-
tal space can be imagined to be:

(a) largely contained within the borders of the mind of
the individual, and including a buried portion that the
analysis uncovers through the transference. The bound-
ary between analyst and patient is established and large-
ly intact, and there is an equivalent boundary between
the analyst as transference fantasy inside the mind of
the patient, and the analyst as materially real without;

(b) dispersed among self and object and within parts of
self and parts of objects, so that parts of self and object
are rearranged and reassigned in terms of what is un-
wanted and what is desired. A boundary-providing
function is required of the analyst because the mental
space of the patient and the space in which the relation
between analyst and patient takes place may become
congruent and fused, and may need to be separated;

(c) dispersed in relation to a maternal/analyst surround
that is seen as belonging neither to one nor the other,
but as a mutual space of facilitation, potential, and
creativity. This transitional space comes into being as
an analytic space in which communication occurs, and
representation, if it has been heretofore compromised,
is now possible.

The analyst imaginatively saturated with spatial metaphors,
both implied and explicit, will conceive of him/herself, the pa-
tient, and their respective roles in arriving at a cure congruently
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with what the metaphors evoke. My work with Professor H is tell-
ing in this regard.

CLINICAL MATERIAL – II

Once I began to focus on my reactions to incidents like Professor
H’s opening instructions on redecorating my office, I realized
that I always felt taken aback, invaded, dispossessed, inadequate,
and sometimes righteously angry. Contemplating retrospective-
ly the incident I have described, for instance, it struck me that I
was experiencing Professor H as asserting a dictatorship of de-
sign, wiping me out as a separate person with a taste of my own.
This realization freed me from being so like Professor H that I
was sharing his tendency to look away and refuse to see things
that led to painful feelings. I was able to see clearly for the first
time that there had been no room for difference between him
and me. I began to imagine that he had collapsed the space between us.

To speak of the space collapsed between us is actually to in-
voke the absence of two kinds of space. One is that needed to
maintain the “as ifness” of the transference, where the image of
the analyst saturated with, say, negative feeling may be held at
the same time as the different image of the analyst as analyst.
The other is the space that allowed a difference between us as
individual subjects. In recognizing the absence of a space for
difference between us, I was reestablishing it in my own mind.
The transference, I began to see, was not one Professor H could
join me in observing from without. Moreover, it was much less
triadic than dyadic. That is, if one were to think from my new
perspective about the primal scene that had been such a focus
of our work, it would be in terms of the existence of only an
omnipotent subject and a degraded object, the two being un-
differentiated. Each figure was, through his narcissistic identi-
fications, an unintegrated aspect of Professor H.

What I had seen as a well-delineated, structured, oedipal tri-
angle, in which my work represented an object of more value
to me than he, was reorganizing itself in my understanding to
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become a condensed scene of projected and introjected “bits
and pieces” of the patient himself. In it, once he found himself
thwarted in his wish for a narcissistic union with me, his moth-
er/analyst, he took on a sadistic and omniscient omnipotence,
a parody of the paternal authority he did not genuinely have,
and evoked in me (or projected into me) that part of himself
identified with the helplessness and inadequacy of the child-
onlooker as it was condensed with the victimhood, powerlessness,
and degradation of the mother/whore. I had unwittingly been
joining him in the actualization of this scene.

As a result of my imagining a different spatial relationship
between us, I also saw that Professor H’s words at these charged
moments could not be treated entirely as associations. They were
also acts asserting his omnipotent control of me. My feeling of
being invaded became a significant piece of data, an immediate
affective communication from him to me that signaled his at-
tempt to control me. It existed on a plane different from that
of word patterns we could contemplate together. In avoiding
cognizance of this invasion, I had been identified with Profes-
sor H’s omnipotent canceling out of the difference between us.
In assuming his capacity to join me in deducing the unconscious
content concealed and presented by his associations, I was over-
estimating his capacity for differentiated functioning in a way
that complemented his inflation of himself. Now, instead of as-
suming that he possessed this capacity reliably, I began to rec-
ognize the subtle way in which his use of free association was a
successful attempt at getting me to admire him by creating in
me a good feeling about my ability to interpret his unconscious
fantasies.

Emphasis on the data of what I was feeling with Professor
H led me further to recognize that he could not always be spo-
ken to as if he had an integrated ego. His collapsing the dif-
ference between us so that I felt taken over, invaded, and pos-
sessed meant that he was destroying the contact between us as
separate individuals and evoking in me feelings that correspond-
ed to aspects of himself that he wished either to incorporate or
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to get rid of. I was not the neutral observer of his transference
to me. I was a receptacle for denied or wished-for aspects of him-
self, and unconscious aspects of my self were facilitating these
introjective and projective processes.

I began to see also that the patient’s tender feelings for his
nieces were a central expression of a disavowed part of himself.
These feelings could only be expressed toward them because he
could expel his frightening dependence on me by locating it
outside of him in these children, in a relationship where his lit-
tle nieces were dependent on him. At the same time, he could
be helpful and understanding to them in a way he experienced
that I was to him, without acknowledging in any way that he
experienced me as helpful or understanding, let alone that he
needed me to be that way. Caretaking and being taken care of
were other ways, besides being admired by an admired object, by
which he could secretly re-create a state between us that was with-
out boundary.

These new perceptions enabled me to change my interpreta-
tive tack and to focus on Professor H’s lack of differentiation from
me, first as it appeared in the mental state wherein he achieved
admiration. His feeling of being admired by me and his lack of
differentiation were both aspects of himself that, in the normal
course of our analytic work together, were silent and successfully
masked, but that emerged in moments such as during his first
hour on the couch, with a suddenness that I always experienced
as shocking. I gradually learned that the moments in which he
reacted like this were moments in which he himself experienced
a shock, one that undermined a persistent defensive fantasy. In
it, he and I were an amalgamated and omnipotent unit. Either
he was my admired part or I was his. No wonder, then, that un-
anticipated cancellations on my part led to massive hostile re-
actions. These reactions occurred when he experienced me as
acting independently, eliciting in response the devastated other
side of his grandiosity. He then attempted to get even by some
often-subtle maneuver—a request for a change of appointment,
for instance, which, if agreed to by me, reassured him about his
special status and ability to control me.
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After much focus on the patient’s wish to be one powerful en-
tity with me, he began to recognize and talk about his shame and
sense of inadequacy. He discovered how he used women whom
he perceived as powerful. By making them into extensions of
himself, he protected himself from paralyzing anxiety. He began
to see that he felt this anxiety when he had to do something on
his own. He forgot the work we did less often.

Work on a dream during this period illustrates some of this
new psychic movement. The context was his receipt of my bill
reflecting a larger, previously agreed-upon fee. He began by
mentioning that he had become exhausted and unable to face
paying his bills the night before, and awoke with a painful
physical symptom. Although he gave no indication of realizing
it, this symptom usually accompanied unrecognized depressive
states connected to the transference. The dream he had had, he
remarked, had “nothing to do with” his eagerness to pay me the
new fee and his inability to stay awake long enough to write out
the check. I intervened to suggest that he might be asserting this
irrelevance to protect himself from painful feelings connected
to my having asked for an increase in the fee. He continued by
describing his dream. In it, he had to fix the muffler on his car.
The muffler was unusually constructed. “There was a small screw,
shaped like a V, like a set screw. It screwed into the larger screw
in a very beautiful way. When screwed in, it was completely flush
—a very nice piece of engineering, but the small screw had been
lost.”

In his associations, Professor H noted the sexual references,
waiting for me to pick up on them, and then, when I did not,
he began to speak about the “pleasure and excitement” of ob-
serving how “this tiny screw goes into the larger screw, perfectly
flush.” The muffler and a big engine had fallen down under the
car. “They were all held in place by this little screw.” As he spoke,
his exaggerated wonder, pleasure in the beauty and engineering
of this device, and admiration for it were palpable. I could feel
his intense, almost manic excitement. I became aware of momen-
tarily sharing it, not as admiration for the engineering, but as
admiration for a dream image exactly representing his wished-for
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union with me. I suggested that the little screw perfectly flush
inside the bigger screw, controlling everything, holding everything
together, depicted the relationship he sought with me—indeed,
the one he was seeking with me now, in which I would be so
carried away by admiration for him that we would both feel en-
hanced and together.

He returned to his having “shut down” the night before. He
had not then connected his mood to his feelings about my bill,
but he did so now. He then remembered a dream in which he
could not be forceful in a group of adolescent girls because his
voice was weak. Some of these girls were very excitable and ex-
cited. Something about women who were very emotional fright-
ened him. I connected his feeling of helplessness and inhibition
to his disappointment in me. He believed my raising the fee
showed that I was indifferent to him. I might get excited, but
then I dropped him, and he felt frightened by his disappoint-
ment in and consequent rage toward me. Being dropped was
the opposite of the feeling he had when imagining the two flush
screws together. If he were together with me in the way he wanted,
he would not feel anxious at being with excitable and exciting
women.

He had just been thinking about his difficulty being alone,
Professor H continued. The previous night, he had been alone
while paying his bills. It was like something he had recently talked
about with me: his not wanting to go alone after the session to a
new place to meet someone he did not know. “I wanted to be
with someone to take away my anxiety, to take care of me . . . . It
sounds strange, being angry because someone doesn’t do these
things for me.” He talked about the fact that, as a child, he had
felt as though the women in the house were his servants, and how
he still wanted to be treated that way.

I suggested that Professor H wanted me to be an extension
of him so that he could be sure that I did whatever he needed me
to do, so that he would not feel anxious and on his own. “There’s a
lot of evidence for that in how I have run my life,” he responded.
He continued that he felt the pain from his symptom, but not
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the resentment he must be harboring for not getting his way. He
would feel protected if he could control me in the way he wanted
to. I said it would spare him the anxiety he felt when he was on
his own, but that he had always needed to wear a mask with
people because he was ashamed that he felt so anxious. After a
brief pause, he reported that the pain had disappeared. He said
the fact that the muffler fell in the dream meant that it was
defective. There was some confusion about the car, and there was
something wrong with him; he could not hold it up. He realized
that the previous day, he had avoided taking the initiative with a
woman in whom he was interested. He hoped he would have
another opportunity.

To return to the metaphors that initially influenced my un-
derstanding of and technical approach to Professor H, without
my being aware of it, I at first imagined the patient and me as
inhabiting separate spheres that intersected at the point of com-
munication. To facilitate that communication, I might cross
briefly into Professor H’s sphere, but only enough to make a
trial identification, that is, to sample his subjective state (Beres and
Arlow 1974). I imagined Professor H’s mind as a self-contained,
more or less accessible whole, in which the least accessible un-
conscious parts could be understood by virtue of his associations
and affective reactions, particularly as they involved fantasies
about me.

In the second version, however, I imagined the space between
us as collapsed so that we were each inside the other’s mind.
Minds in this image were not self-contained but dispersed, un-
integrated, and intermingled, so that parts of each could be
interchanged. That is, in a more abstract formulation, contact
between us as differentiated individuals had been replaced by
narcissistic exchanges of unintegrated internalizations and ex-
ternalizations. This second version, clearly closer to the explicit
spatial metaphors that make up a Kleinian description of the
paranoid schizoid position (Caper 1999; Klein 1946), was more
conscious than the first.
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Classical theory is expressed more extensively by abstract con-
cepts. Thus, although metaphors function as transitions to the pa-
tient’s inner state, channeling aspects of the analyst’s imagination,
they tend to go unnoticed. In these metaphors, the mind is evoked
imaginatively in the way I first imagined Professor H’s, as self-
contained and as concealing significant elements buried in its
depths (Freud 1937, p. 259). The neurotic model at the base of
this theorizing emphasizes intactness. One “speaks to the ego” in
interpreting anxiety before impulse. If there is a flaw in the func-
tioning of the superego, it is not that the superego is in pieces,
but that there are lacunae in an agency otherwise assumed to be
whole. Intactness brings with it the idea of delineated boundaries
among spaces, and thus between the minds of selves and objects.2

There is a clear distinction between the transferential analyst with-
in the transference neurosis (that is, within the patient’s mind),
whose presence is to be interpreted, and the materially real ana-
lyst without  who does the interpreting (Reed 1994, 2001).

This spatial conception gives rise to ideas of a therapeutic
split and therapeutic alliance, and influenced my initial assump-
tions about Professor H’s capacity reliably and consistently to ob-
serve himself. Both the therapeutic split and the alliance are based
on the capacity to be connected to and differentiated from the
object, and are very different from a defensive split in a narcis-
sistic organization, which I came to understand was the state of
affairs with Professor H.

The primacy afforded the drives draws attention to their exi-
gencies in the space between their matrix in the subject and their

2 The transference neurosis, Freud (1914) wrote, was “an intermediate re-
gion between fantasy and real life,” something enclosed, a “playground,” accessible
to interpretation from outside itself by the materially real analyst (p. 154). The
analyst within its boundaries was a version of the patient’s fantasy, to be dissolved,
along with the transference neurosis itself, by interpretation of the contained fan-
tasies (Reed 1994). Despite a similarity of lexicon, this intermediate region, with
its definite boundaries between fantasy and reality, self and other, is very differ-
ent from Winnicott’s transitional space of indistinct ownership, its me/not me flu-
idity, its material and purposefully metaphoric fuzziness.
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revelation by objects.3 This emphasis minimizes the subject/ob-
ject poles where the interface with material reality occurs, and
thus channels attention away from the quality of a particular
object’s interactions with a particular subject. In addition, any
potential fragmentation or lack of integration in the related
agencies or objects tends to be relegated to a place of secondary
importance. As Arlow (1980) points out, the concept of part ob-
ject makes no sense because the object is whatever the drive seeks
out for its satisfaction, whether a whole person or a part of a
person, since the object is always the object representation of
the drive cathexis, whatever its quality. In the analysis of Pro-
fessor H, I tended to concentrate on conflict beginning with the
drive derivative, and my attention was in this way diverted from
the divided state of the patient’s ego.

Given the power of unrecognized metaphor to influence
our thinking, the psyche that emerges as our imaginative default
is thus a space extending in depth and containing significant
content to be uncovered, only unrecognized traces of which are
initially available. In the version more connected to the structur-
al theory than the topographic, integrated, discernibly whole
agencies—id, ego, and superego—interact and conflict with each
other by means of drives arising from the depth of the id,
and executed and/or defended against by aspects of the ego. This
rather closed intrapsychic space also contains a deep unconscious
to be uncovered, though it is parceled out between the id (the
drives) and the ego (the seat of memory and fantasy). In both
versions, the conflicts that occur within are capable of being
observed from without. Indeed, the analyst as archeologist is
first and foremost an observer/detective, expected to remain
separate from that version of him- or herself that is located within
the patient’s transference as fantasy.

3 I use the term subject, following Green (2000), to denote that which is the
opposite of object, a composite referring to the series of terms such as self and ego, in
both their conscious and unconscious dimensions. Just as there is no one object,
but rather a multiplicity of objects, there is no one subject.
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Because there is an assumption that the patient has an intact
ego, the data used for interpretation are the verbal derivatives of
the drives (or their equivalents in action), as these have combined
with ego activities, memory, wish, defense, and childhood under-
standing or distortion into a network of unconscious fantasy/mem-
ory constellations. With this image of a closed, integrated, and
delineated mental space in our minds, we listen to the derivatives
as products of that mind and seek to make its workings intelligible
to that aspect of the patient’s ego that is allied with the working
analyst and able to grasp its own incongruities.4 With Professor
H, I assumed a degree of differentiation in line with these expec-
tations. The power of these metaphors works against distinguish-
ing between an effective mask (Kernberg 1984) and a healthy ad-
aptation.

To be sure, this image of the mind is not required by the theo-
ry, and neither, therefore, were my assumptions dictated by
it. Freud’s (1927, 1938) formulation of perverse conflict solution,
or of intrasystemic conflict, for example (Rangell 1963), Jacob-
son’s (e.g., 1954) formulations on the self and the object world,
and Kernberg’s (1975, 1984) synthesis and expansion of conflict
theory to encompass object relations theory all expand our imag-
inative horizons. These formulations include the potential for
conflict solutions that differ in their power to create structural
discontinuity from compromise formations of a neurotic nature.
Laplanche and Pontalis (1967) emphasize the phenomenon of
discontinuity by describing the splitting of the ego as comprised
of two separate defensive solutions, one based on neurotic mech-
anisms utilizing repression, the other on psychotic mechanisms
utilizing denial. Such a formulation brings us to a universe in
which the patient is indeed divided, and individual agencies are
not intact.

4 Given a patient more obviously compromised in his or her integration, I
suspect that these metaphors of space lead to a clinical tendency that Nasir Ilahi
(2001) has noticed: to wait silently, or to make only supportive interventions, in
the expectation that the patient will be “reborn” as an integrated individual in
the oedipal phase.
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However, such formulations tend to run counter to the domi-
nant metaphors that we, as members of an analytic group, ascribe
to an authoritative theory and that then influence the technique
we employ (Grossman 1995, Reed 1994). At the imaginative visu-
al level, the metaphoric undertow pulls our imagination toward
the conceptualization of integrated entities that interact by virtue
of the predominant drive energies. Operating within the imagi-
native universe provided by this theory and reinforced by the
authority we unconsciously ascribe to it, we tend to speak to a
patient in conflict in a way that assumes that he or she is capable
of experiencing both sides of the conflict at the same time, and
of containing it. This idea is not the totality of the theory so much
as it is the intuitive and unrecognized byproduct of the way we imag-
ine the theory working through specific metaphor to create the necessary
transition between inner and outer. Together with transference, such
a metaphorical level may function to narrow existing options
when creative divergence is most necessary. In the case of Profes-
sor H, my overestimation of his capacity to be both separate and
connected was an aspect of the admiration he sought, so that
there was a fit between his defensive needs and the way my coun-
tertransference availed itself of theory.

Far different from the space of classical analysis is that meta-
phorical space in which the multiple processes of projective iden-
tification occur—that is, Klein’s paranoid-schizoid universe. There
space tends to extend horizontally, as parts of the self cross into
the other and parts of the idealized other are assimilated into the
self. The unit of delineation here is also the individual psyche,
but a psyche in “bits and pieces,” to use Winnicott’s phrase. The
theory posits a potential whole self and a whole other, but treats
them as readily dispersible, its parts interchangeable. It assumes
a partial self that utilizes an other that it distorts. Space must
therefore include this distorted and cannibalized self or parts of
selves and complementary other, or parts of other.

Moreover, given this imaginative rendering, the analyst oc-
cupies the space with the patient, and is the recipient of projec-
ted and introjected aspects of the patient’s self. This movement of
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parts of the self into the other and vice versa becomes a major,
nonverbal means of communication that either supplements or
replaces the verbal derivatives of drives that are free associations.
This communication can take place because of the greater fluid-
ity and lack of separation between working and transferential
analyst, analyst and patient. The therapeutic analyst contains the
projections of the analysand, and in so doing, helps the patient
to integrate split-off parts of him- or herself.

Three major differences from classical evocation result from
the differences in images, implied or described. First, there is
an emphasis on the state of the executor and recipient of the
drives. Subject and object are seen as interacting through the
agency of the drives, with the latter in the background and the
former in the foreground. Thus, whether the ego and its ob-
ject(s) are in an integrated or unintegrated state at any given mo-
ment becomes an important and immediate clinical concern.
The object, however, remains a product of preexisting fantasy, so
that every relation to a materially real object is a transference.

Second, there is a change in how the spatial relationship be-
tween analyst and patient is conceived. Just as the ego and object
can be integrated or unintegrated, so the object and subject of
analysis—and therefore also the transference and countertrans-
ference—are potentially less separate and separable. That is, the
emphasis is less on the boundaries between the analyst and the pa-
tient than on the frequency with which those boundaries may be
crossed and on the therapeutic need to sort out parts of self
and object in order to reestablish boundaries through the con-
taining function of the analyst. One might say, in spatial terms,
that the analyst and patient are situated differently vis-à-vis each
other than is the case in a classical or conflict model. Rather than
the materially real analyst’s observation of the fate of a fantasy
about him- or herself within the patient’s transference, we must
account for a materially real analyst’s discovery of elements of
the patient within him- or herself, with a possible loss of elements
of that self within the patient.

Third, there is a concomitant change in the conception of
what constitutes analytic data, because the image of parts of the
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self crossing over into the other and influencing that other leads
directly to the valorizing of nonverbal subjective states in the
analyst. Verbal derivatives are no longer a sufficient, or even the
primary, source of information about the patient. When they are
used, they are taken to refer to mental states of the subject in re-
lation to the transference object.

THE ANALYTIC SPACE

The shift of working metaphor I have described accompanies psy-
chic reorganization in the analyst, helping to foster it by enlarg-
ing the metaphoric universe through which transitions from the
analyst’s understanding of the more remote reaches of him- or
herself to those of the patient are effected. We may conceptualize
this enlargement as part of the process of communication when
patient and analyst are working (that is, struggling) well together.
Such communication has the potential to transcend the meta-
phoric constrictions inherent in the analyst’s theory. The sub-
jective transformation in the analyst seems best expressed not by
speaking of a change of theory, but by a third set of spatial met-
aphors that unifies the two previous approaches. These can be
found in Green’s (1975) concept of analytic space that draws on
Freud, Winnicott, and Bion. Winnicott’s (1945) phrase about
the baby not minding for long stretches of time “whether he is
in many bits or whether he lives in his mother’s face or in his
own body” (p. 150) evokes the ambiguity of the interplay between
an unintegrated self and the maternal surround. The conjunc-
tion, assuming adequate mothering, creates a space of potential
and facilitation.

Similarly, the effort of the analyst to understand the analyst’s
self with the patient, and through the understanding of what is
alien in that self, to come to an understanding of what is other in
the patient, and the effort by the patient to put as much of what
he or she experiences into words that convey both the known and
unknown portions of the patient’s self—these factors together cre-
ate a complex intertwining of doubles consisting of what each
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party “lives and what they communicate” that is a “potential space,”
the analytic session, where shared metaphor becomes possible
(Green 1975, p. 12). Although this entwining set of doubles has
been made popular through Ogden’s (1994) term, the analytic
third, I believe that Ogden overemphasizes the subjective factor
at the expense of the intrapsychic. My reading of Green, particu-
larly in a recent clarification of the topic (Green 2000), is that he
emphasizes a continuing dialectic between the intersubjective and
the intrapsychic.

This metaphorical analytic space belongs neither to analyst
nor patient, but is the creation of their profound communication
and thus of each of them together. It may be seen as analogous
to the transitional object of the infant that “is not an internal ob-
ject (which is a mental concept)–-it is a possession. Yet it is not
(for the infant) an external object either” (Winnicott 1971, p.
237, italics in original). There is already in Winnicott a complex
interaction between inner and outer. For the transitional object
to exist for the infant, adequate provision of care from the ex-
ternal object is required. Otherwise, the internal object becomes
too persecutory, “fails to have meaning for the infant . . . and the
transitional object becomes meaningless too” (p. 237). That is,
the structure and integration of the inner world depend on the
interrelation between external care and internal dynamics.

The analytic space is also a place of intersection, but in Green’s
conceptualization, what comprises that intersection is a complex
interaction between intersubjective and intrapsychic for both
patient and analyst. The particularities of the patient’s objects and
his or her ensuing degree of representation of them intersect
with and influence the dynamic internal interplay among drives
and subject, in a way that affects the analyst not only intersub-
jectively but also intrapsychically. It is here that the patient’s
ability or inability to symbolize the object as absent could become
a crucial issue of treatment, because the degree of representa-
tion of which the patient is capable affects both the patient’s
thinking and the degree of integration of the ego and the object
representations. If an object has been too intrusive, it is impossi-
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ble to represent it and thus to conceive of its absence. If the ob-
ject, as a result of its unavailability, has been too idealized, it
may remain impossible to connect with (Green 1975). In either
case, a persecutory object may be held onto to ward off the threat
of nothingness and emptiness (Green 1993), and the analyst is
kept excluded in a position of impotence and empty-headedness.
Under these destructive circumstances, the analytic space will not
evolve.

The analytic space has a frame analogous to the mother’s arms
(Green 1997). Mutable and living, it is created by the gradual ar-
ticulation of the affects and conflicts that arise within the setting
for analyst and patient, which they together pursue, though in
different ways and toward different ends. The relationship be-
tween them provides the context out of which meaning emerges.
The general movement in the creation of the analytic space is
toward a discrimination of what is inner and alien in oneself and
what belongs to the other.

The metaphorical space between analyst and patient here is
one in which a gap between them (between what is lived in the
patient and communicated, and what is lived with the patient in
the analyst and communicated as understanding) is transformed
into a space of communication that is neither that of one mind
nor the other. Rather, it is a space that provides the context in
which meaning between analyst and patient can exist. The analyst
must be able to use his or her capacity both for self-understand-
ing and for understanding the patient to reach the communi-
cation in the material given him by the patient, “as well as gaug-
ing the possible effect, across this gap, of what he, in return,
can communicate to the patient” (Green 1975, p. 5). To create this
space and transform the gap, the analyst has to offer him- or her-
self first as a narcissistic object, what Green (2000) has called a
“similar other”:

I subordinate all access to the otherness of the other, as
other, to the existence of . . . another person who is sim-
ilar enough to be able to identify with him or her and
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thus be of assistance to that person in his or her . . . help-
lessness. [p. 19]

That is, one does not assume a degree of separation (differ-
ence) of self from object, either in the sense of the self as alien-
ated from its unconscious, or as it is capable of enough integra-
tion to symbolize the absence of the object.

Difference of the other as different (either intrapsychic-
ally the other insofar as he or she is unconscious; or
intersubjectively, the other insofar as he or she is an ego
outside of oneself) is both a development of the similar
other or an opening toward a new destination: that which
is similar is no longer so. It is other. I can imagine it, for
I no longer need the support provided by my similitude.
Consciousness of being separated from the other no
longer threatens my position as an ego. [Green 2000, p.
19]

With a growing sense of communication and understanding
about what is alien in the self and in the other comes a growing
delineation of boundaries between self and other. The intrapsy-
chic here duplicates the intersubjective. One gets to know the al-
ienated parts of the self through the similar other.

Where psychic structure is not severely impaired, the con-
struction of an analytic space may be barely discernible, and at-
tention may be quickly focused instead on the conflicts that
deploy themselves within it. Yet even there, as was the case with
Professor H, the concept clarifies the phenomenon of the ana-
lyst’s change of thinking about his or her patient that might
otherwise be ascribed to a change of theory. Where psychic struc-
ture is impaired, the construction of the analytic space takes
primacy of place because that very construction facilitates new
structure. Given Green’s conception of non-neurotic patients as
suffering the dual and competing anxieties of separation from
and intrusion of the primary object, making it impossible to
symbolize the object in its absence, this idea of a mutual space
also allows for an intermediate relation that is neither intrusive
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nor separate. Data derive from both internal subjective states in
the analyst and from the patient’s associations. The analysis of
non-neurotic patients will depend more on the former, because
it relies on the hazardous enterprise of induction, as Green re-
marks (1975, p. 5). And that implies the scrutiny by the analyst
of his/her own subjective state and contributions to the patient’s
reaction. The analysis of neurosis, on the other hand, requires
primarily that one listen to the patient’s associations and deduce
from them the unconscious fantasies.

DISCUSSION

It is possible in these terms to understand the shift in metaphors
that allowed me to make the transition between Professor H’s sub-
jectivity and my own—not as a shift from one theory to anoth-
er arising from a recognition of error, as I have provisionally de-
scribed it, but as part of a larger inductive analytic process. In this
process, the transition from outer to inner and from conscious to uncon-
scious, as well as the establishment of the space in which these transi-
tions occur, takes place very gradually. For Professor H and me, this
process included as a first stage the enactment between us, given
who we each were and what we were trying to do together.

At the beginning of this process, Professor H did not admit
the need for treatment, but characteristically availed himself of
outside circumstances. Nevertheless, he also let me know indi-
rectly quite soon about his problems in relationships, his anx-
ieties, his difficulty taking initiative, his proclivity for being hurt.
He was both unconsciously communicating his inner pain to me
and working very hard to pretend that it did not exist. Moreover,
this need to conceal who he thought he was and what he felt
went to the most profound roots of his character. Charming and
personable, he used these gifts to stay distant without at all
seeming to. His was not a performance in the usual sense of the
term. His life was a performance: to seem normal when he did
not feel himself to be so.

I was both taken in by his performance and, by the very na-
ture of the analytic compact, not taken in, since I was attempting
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to hear what he indirectly told me about his inner pain. From
the start, then, there was a division in me that reflected the divi-
sion in him, and prevented me from seeing that the apparently
collaborating, reasonable person on the couch was not someone
reasonably willing to work on identified “problems.” His division
was such that one side disavowed his awareness of difficulties
while the other side was painfully aware of them. Although I
early began to interpret his tendency to look away, and gradually
became aware of his forgetting previous work (particularly that
in which we together established conflicts that caused him pain),
I tended to think about him as someone who used disavowal as
a defense against certain conflicts, but who was otherwise fairly
consistently aware of his difficulties. I tended to treat the side that
was aware as all of him.

If my doing so led me unwittingly to participate in a mutu-
ally admiring narcissistic enactment, that participation can also
be seen as necessary to the analytic work. It respected Professor
H’s fragile adaptation, sparing him premature mortification and
alleviating his anxiety over being different from me by the tempo-
rary reinforcement of his illusory omnipotence. At the same time,
it established the preconditions for the creation of an analytic
space. That is, despite my theory-syntonic efforts to do otherwise,
I began by participating in an enactment in which I was similar
to Professor H. The goal of my inner work would be gradually
to become similarly other, to differentiate myself enough to com-
municate my understanding of what was happening and had hap-
pened between us and why.

From this point of view, and from a point of view that ex-
cludes my unconscious intuition, quite ironically, the implied
metaphors dominant in the conflict model influenced my tech-
nique in a way that facilitated Professor H’s staging of a perform-
ance and my participation in it. The performance both preven-
ted either of us from discovering too quickly what lay beneath,
and provided us with a baseline of experiences that could ulti-
mately be transformed from the manifest performance into what
it concealed. For example, when breaches in the hidden strength
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he derived from me occasionally became apparent—with the ap-
pearance of his unacknowledged depressions and painful symp-
toms around separations, for instance—the contempt with which
he met my interpretations about his loss of me allowed the subject
to be broached, while he both “saved face” and revealed impor-
tant genetic data by reversing roles. It gradually emerged that
he was showing me the contempt he felt for himself for having
feelings–-only girls had feelings—and that he had originally ex-
perienced from his parents and siblings toward himself.

I do not mean to imply that the metaphors inherent in the
conflict model directly influenced my technique so as to create
the performance. Rather, they influenced my technique in an un-
intended manner that served both Professor H’s intrapsychic
needs and our intersubjective ones. Without them, and given a
different analyst, some other way would have been needed and
found to do the same thing.

In retrospect, from the perspective of the creation of an ana-
lytic space, my reassessment of my approach to Professor H was a
step in an already ongoing process. I had become conscious of a
slight frustration that gradually metamorphosed into the sense
of a block inside myself, the affective representation of the split-
off part of Professor H to which I was not listening, and that
undermined the work leading to his owning his inner difficul-
ties. The attempt to reassess, the shift of working metaphors, and
the ensuing reorientation and change of interpretative tack seem
to me best seen as my ways of integrating this new awareness in
myself. They were all part of my growing comprehension of Pro-
fessor H, which emerged as the analytic space became gradually
more established and elaborated, which in turn facilitated its
further establishment and elaboration.

CONCLUSION

The view of theory as transitional is directly related to the idea
of a transitional analytic space, where what the patient lives but
cannot directly articulate can gradually be put into words through
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the analyst’s communication of his/her understanding, and where
the analyst’s simultaneous inner transitional work allows this un-
derstanding to occur. Theory that helps the analyst make the transi-
tion between what he/she experiences and what he/she begins to
grasp consciously, first in him/herself and then in the patient,
interacts with the analyst as though it were the analyst’s benign
surround. Just as the analyst’s articulated understanding functions
to contain or hold the more disturbed, fragmented patient, so
well-functioning metaphors of transition work to hold the analyst
at difficult or obscure junctures of the analytic work, uniting dis-
parate clinical experiences with the patient and unarticulated in-
tuitions arising from these and other life experiences (real and
imagined) with an apparently more abstract explanation. The new
understanding then enables the clinician to feel support for a
strong intuition, instead of being caught in a conflict where what
feels right clinically seems to involve going against the tenets of
the theory.

Metaphor embedded in theory thus facilitates the creation of
the analytic space. I do not mean, of course, that any idea makes
a valid theory, only that how we use theory in the clinical situa-
tion and what the theory provides for us as clinicians go beyond
the manifest content of a given theory to its form (and what that
form evokes in us). Evaluation of a theory needs to include an
assessment of the way and degree to which it facilitates our abili-
ty to make the transition between inner and outer.

Psychoanalytic theory has not generally been considered from
the perspective of its transitionality. Rather, it has been taken as
a “consensually validated view of reality, shared by a number of
people, having an independent status so far as the individual is con-
cerned” (Grossman 1995, p. 890, italics in original). This only part-
ly conscious way of viewing theory allows free rein for develop-
ment of the more insidious, unconscious meaning of theory as
authority, and for the act of applying it as a submission to au-
thority—a meaning that influences the form of many current
controversies, often overshadowing the specific clinical context.
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In contrast, the concept of a transitional analytic space created
through the subjective interactions and understanding of patient
and analyst provides a larger and more inclusive context for what
happens between them. Because it is mutable and evolving, it
emphasizes process and is far less likely to encourage the turning
of technical guideline into behavioral rule.

By virtue of this greater integration, the type of “error” in which
I engaged, a transient misapplication of theory that was an adap-
tive enactment, may be seen as the very stuff of the analysis of
transference. Thus, “error” becomes data. Indeed, there is a re-
focusing from “error” to the particular clinical context in which
it occurs, so that what is important is the meaning of the action
in the context of a particular analyst–patient interrelationship.
Although the mode through which analyst and patient at first
communicate (or better still, miscommunicate) undoubtedly serves
the latter’s adaptation as well as the former’s conflicts, that mode
is also the material out of which the analytic space is forged.

Especially with more disturbed patients, the concept of the
analytic space has technical consequences. Interventions may be
chosen to foster the transitional process and thus the construction
of the analytic space. For example, where there is a lack of dif-
ferentiation, interpretative interventions may introduce difference
between self and object, but only gradually, through the media-
tion of the inevitably already established narcissistic transference
object, whether one calls this transference object a part object, a
selfobject, or a similar other. On the one hand, such a technique
avoids the intrusion that occurs with many interpretations that as-
sume the patient is differentiated when he/she is not, or that pro-
ceed to interpret the lack of differentiation from the point of view
of the differentiated analyst rather than the undifferentiated pa-
tient. On the other hand, the treatment does not stop with the
establishment of a narcissistic transference, but proceeds to the
analysis of this transference. Differentiation and the exploration
of the intrapsychic that differentiation makes possible remain the
treatment goals.
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IN SEARCH OF
THE ELUSIVE NATURE OF
CLINICAL PSYCHOANALYTIC THEORY

BY ALVARO REY DE CASTRO

Two case vignettes illustrating different ways of listening
to clinical material are presented. The author discusses some
limitations of clinical psychoanalytic theory that stem from
the fact that primary unconscious processes are, by their very
nature, impossible to describe in a language regulated by
secondary processes. Hegelian dialectics, first addressed in
psychoanalysis by Lacan and later elaborated in the work of
Green, as well as the use of paradox by Winnicott and the
formalistic approaches of Matte Blanco and Bion, are briefly
reviewed as alternative formulas. As psychoanalysts, we are
condemned to live with doubt, and neither clinical theories nor
metapsychology offer escape from this reality.

For things are often spoke and seldom meant
But that my heart accordeth with my tongue.

—-Shakespeare, Henry VI, Part II, III, 1, 268-269

INTRODUCTION

Clinical theory occupies a problematic place in psychoanalysis.
The roots of the word clinical (from the Greek kliniké, meaning
medical practice at the sickbed, from kliné, the bed) lie in the
doctor’s care of the patient and in the priest’s administration of
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last rites.1 Observation in medicine, in that sense, is remote and
different from that used in our field. Psychoanalytic clinicians are
not attentive observers at the foot of the bed. Our conception
of clinical fact differs considerably from the medical one, and
indeed, even from the psychiatric one. Listening to the patient’s
free associations2 with an evenly hovering attention, submitted
to the transference and countertransference as presented in the
intersubjective and intrapsychic spheres, is an entirely different
proposition. What we purport to understand and interpret is
inevitably tied to subjectivity, and furthermore, to the complex
and contradictory characteristics of unconscious processes.

To elucidate all the problems posed by clinical theory in psy-
choanalysis exceeds the scope of this paper. This would require a
background of epistemological discussion into which I do not
wish to enter. I will, therefore, limit myself to a presentation of
the difficulties posed by the use of theory in everyday clinical
practice, and will attempt to illustrate these by presenting two
short case histories. These do not pretend to be exceptional, and
aspire only to portray some of the difficulties that I perceive. As
to my personal perspective, it is far from original, even if it may
seem alien to mainstream American psychoanalysis. It is, of
course, subject to a controversy which is inherent, unavoidable,
and—in my opinion—healthy for our task.

THE CASE OF MR. A

Mr. A, then twenty-six years old, consulted me while in a state of
deep depression and anxiety. He was subsequently seen on the
couch in a traditional, four-times-per-week analysis. Of swarthy
complexion and average height, he was a highly intelligent an-
thropologist who maintained a consistent commitment to the
process of his analysis.

1 The most complete review of the development of the clinical point of view
is found in Foucault (1963).

2 This is not, by the way, the most accurate translation of freie Einfälle, because
of the latter’s associative connotations, historically linked to psychology.
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The patient related that, while working in a remote city in
the south of Perú, he suffered from an uncontrollable urge to
seek out prostitutes and transvestites. After these episodes, he felt
extremely guilty. He had a long-standing relationship with a
woman of his age, highly intelligent and attractive, and they had
lived together for some years. Lately, sex had become unsatisfac-
tory, and he accused her of avoiding him. He stated that this
was in marked contrast to the initial stages of the relationship,
when sex had been very gratifying. What emerged was that when
Mr. A felt anxious or depressed, he would demand that his girl-
friend perform fellatio on him, after which he frequently left her.
Though the relationship was now a disaster, he decided early in
the analysis to marry her. I felt this to be a clear case of acting
out, in that he needed to create a bond with his girlfriend in
order to protect himself from the homosexual elements of the
transference. But despite my repeated interpretations, he re-
mained adamant about his decision. They were married and
then separated after six months.

Mr. A’s father was a prominent abdominal surgeon who had
operated on all three of his children at one time or another. In
Mr. A’s case, surgery had been followed by serious complications,
entailing the insertion of a painful drainage tube due to an infec-
tion. The father seemed to have been devoted to his work, and
had a rather distant relationship with his son; he was not demon-
strative, although he cared and worried about the patient. His
mother, also a medical doctor, was an extremely reserved per-
son, unable to show affection, and came from a very troubled
background. She had been raised in a village in another Latin
American country, and met the patient’s father while they were
medical students there. Information about the patient’s parents
was extremely limited, yet it seemed rich in significant elements.

Mr. A had two older sisters. The first was married and had had
a number of affairs without any attempt at discretion. The second
had recently started a lesbian relationship. Needless to say, all
this pointed toward complex sexual identifications within the
family.
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Certain important themes emerged in the course of the
analysis. Mr. A was particularly attracted to male prostitutes who
were transvestites; it was as though they were women endowed
with penises. He became highly excited when they responded to
his caresses with an erection. Occasionally, he performed fella-
tio on them.

With female prostitutes, another pattern emerged. Mr. A
would go to massage parlors or brothels, or pick up women from
the street, after which he would be masturbated by them or have
them perform oral sex on him. He did not find this particularly
gratifying; it only soothed him. What interested him was the
possibility of taking such women away from their usual milieu
and trying to redeem them. Occasionally, he would fall in love
with one of them, and the relationship would end in disaster.
His disregard for reality considerations was impressive in these
situations. Paradoxically, these meetings rarely, if ever, ended in
sexual intercourse.

Gradually, some fantasies began to emerge quite clearly. Mr.
A could not consider a woman with a sexual urge to be “good,”
and believed that if she had such an urge, it was because she was
“bad.” This was expressed by the patient in religious terms. Edu-
cated in a Catholic school, he had been especially devoted to
stories and images of the Virgin Mary, and could not reconcile
sex and love in the same person (Freud 1912). Thus, he thought
that the only possible solution was to “convert” a prostitute. This
implied the presence of a Pygmalion-like fantasy, in which he
would play the role of a redemptive father figure.

Another theme that emerged was a childhood recollection of
seeing his elder sister in panties, with her legs spread, and dis-
covering that where he had expected to see a penis, he could
discern only a bushy void. This revelation had come as a shock
to him. Castration anxiety themes came forward with clarity. He
recalled that, after his surgery, he had dreamed of being in a
room where the walls were covered with blood, and were “com-
pletely flat” (i.e., with nothing protruding).

Other significant information gradually emerged. Mr. A
claimed to have been completely ignorant of the fact that his
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mother had been married before, and that family rumor attribu-
ted her divorce to the fact that her former husband had been a
pimp. All this material was reported in an extremely vague fash-
ion, and he could not even recall how he had heard about it.
He added that he had recently attended a party at his father’s
club, at which a known homosexual, who was drunk, told him
that his father had been “one of them.”

The analytic process proceeded without major disturbances.
In the initial phase, Mr. A would tend to avoid a session after he
had gone out to seek prostitutes or transvestites. He said he was
ashamed and had difficulty in confiding this to me. I was thus
perceived as a priest confessor or a representative of the estab-
lishment, someone unable to understand his particular preferen-
ces due to my “bourgeois” background. He frequently couched
his complaints in Marxist terminology. This behavior subsided
in the middle phase of his analysis.

The patient then decided to change his profession and to
study archeology, while concurrently taking modern dance
classes. I chose not to comment on these choices. I felt that both
areas opened avenues that could allow him to undergo the fright-
ening process of exploring his origins, as well as of examining
his cross-identifications, in a setting that was not as menacing as
that of the transference. To my mind, this did not represent act-
ing out, but was rather a nonverbal expression of his conflicts
and complementary to the work in analysis.

My reactions to the patient were of sympathy, interest, and
liking. I felt him to be a very agreeable person. I enjoyed his in-
telligence and capacity for insight, but at times I was anxious
about the possibility that he could develop AIDS, since he occa-
sionally had unprotected sex. I caught myself occasionally
feeling excited by some of his sexual adventures, as if fascinated
by his lack of limits and the amazing facility with which he could
seduce. His interest in transvestites and prostitutes subsided
when he discovered a disinhibited and sexually active woman,
who-–if not at his intellectual level—could at least share his in-
terests and understand him.
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Mr. A’s mixture of a rigid, Catholic upbringing and an ideal-
ization of Mary’s virginity, the family myth of a prostitute mother,
the surgical intervention by a castrating father, and the excitement
of the forbidden had created a complicated amalgam that con-
stituted his sexual identity, and these different elements could
not be integrated. It was most difficult to subject this situation
to any verbal intervention. Besides containing his turmoil of
ideas and feelings, and allowing him to explore the contradic-
tions and coincidences of these fragments of memories, my in-
terpretations were aimed at finding (or perhaps constructing?)
some sort of order amid this confusion.

What I would like to emphasize here is the particular man-
ner in which I was able to listen to this patient. I had no diffi-
culty in reaching out for clinical theory; on the contrary, I felt
constantly flooded with it. Stoller (1968, 1975), Chasseguet-Smir-
gel (1984), Welldon (1993), and others came to mind. I was able,
normally, to listen to Mr. A in a very relaxed fashion. The prob-
lem was in choosing between often contradictory theories. Themes
such as castration anxiety, repressed homosexual desires, the pa-
tient’s use of a particular infantile theory of sexuality—the phallic
woman—to negate castration, his incapacity to integrate sexuality
and tenderness or love, his fears about his bodily integrity, and
the question of his origins were constantly present. With this
patient, I felt close to the traditional Freudian concept of main-
taining free-floating attention, and theory emerged in a similar
free-floating fashion (see the discussion of Aulagnier in footnote
5, p. 148). My sensation was that I was constantly challenged in
terms of priorities: what to interpret first, and how I could order
all these contradictory views in a manner that would be of use to
the patient.

THE CASE OF MR. B

In contrast to the previous case, I would like to present a briefer
clinical vignette to illustrate a different way of listening. Mr. B
was a 20-year-old university student who had been born with a
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cleft palate. He was a very nice, shy person, with a young appear-
ance that belied his age, undergoing three-times-a-week, psy-
choanalytically oriented psychotherapy. It could be argued that
some of the difficulties I shall describe stemmed from the treat-
ment setting and the frequency of sessions; I am, however, un-
convinced that this is so. I believe that a more intensive fre-
quency and use of the couch would not have substantially altered
my way of listening. Furthermore, in terms of transference-coun-
tertransference developments, the sessions were rich in content,
and taking into account reality considerations that did not per-
mit his having more frequent sessions, he made considerable prog-
ress.

Despite having undergone surgery and various speech thera-
pies, Mr. B had evident impediments, which led him to serious
problems with his university classes. He was very bright and es-
pecially talented in poetry and in cinema, which provided ade-
quate sublimations. Before I grew accustomed to his diction,
I had difficulty in understanding him; this made me uncomfort-
able at first, since I often had to ask him to repeat a phrase.

The patient complained that he was unable to face situations
in which he had to speak in public. This led to a phobic avoid-
ance of his classes, and he would become very anxious about
being asked to address the class, although he recognized that
both professors and fellow students were extremely sympathetic
to his difficulties. His appearance shamed him. He looked like
a 15-year-old-boy, and people could hardly believe that he was
twenty.

I felt very sympathetic toward Mr. B. His frail appearance,
his shyness, and his obvious courage in facing his physical prob-
lem evoked in me both protective feelings and a sense of obli-
gation to help him. I felt an urgency to understand and interpret
him, being thus placed in the role of a benevolent father figure.

He came from a middle-class family. His father was an engi-
neer, apparently an easygoing and caring person, while his moth-
er, a housewife and somewhat stricter, came from a wealthier
class. The family depended on the maternal business. The par-
ents, whose relationship had been somewhat strained during
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Mr. B’s childhood (for reasons he was not able to specify), had
recently joined a Catholic prayer group to which they dedica-
ted a great deal of their time. They were extremely devoted to
this activity, and continually insisted that the patient share their
belief and commitment. He was not particularly interested and
kept his distance from these practices.

The parents had apparently managed Mr. B’s speech diffi-
culties in an adequate fashion. They were not overprotective,
and he was encouraged to lead as normal a life as possible. He
had a one-year-older brother and a much younger sister. His
relationship with them appeared to be very close, especially with
his brother, who he felt cared for him. He remembered that as
a child, he had often sought his protection, climbing into his
bed at night.

Besides his difficulties at the university, which had reached
their peak in the semester before he began treatment, Mr. B
also complained about feeling depressed, and having indulged
in alcoholic excesses in the previous year. He led a seemingly
normal student life, had many friends, and experienced no
difficulty dating. At the time he started therapy, he was going
out with an attractive girl, and found the relationship sexually
satisfactory. However, he felt that she did not share his intellec-
tual interests; she seemed “hollow” to him, and he wondered
if it would not be preferable to break up with her.

Mr. B was an avid soccer participant who played a couple of
times a week, feeling very proud of his expertise. At the time of
starting therapy, his references to the World Soccer Cup were
very frequent. In a session toward the middle of treatment, he
stated that this last tournament had been full of surprises, and
that nothing was predictable about it. I pointed out that he was
probably feeling that way about his analysis and about my inter-
pretations. Suddenly, he asked me, point blank: “How do you
explain the fact that I have always had the urge to make pointed
objects?”

The question surprised me very much, as there had been no
prior mention of this practice. Mr. B then explained that, ever
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since he could remember, he had used his bed sheets, and later
paper, to make pointed cones, which he would then put into his
mouth. At the time, I was teaching a seminar on the Controversial
Discussions (King and Steiner 1991), and my immediate and un-
expected internal reaction was that this must be what Kleinians
have in mind when they speak of unconscious fantasies. I won-
dered about the meaning of this compulsive symptom. Was it
an attempt to build a prosthesis that would reconstruct his oral
cavity? Was it the revival of a fantasy of the destructive “bad breast”
that he unconsciously held responsible for his personal tragedy?
(I knew he had not been breast-fed due to his cleft palate.) Was
it both of these? Or was I merely postulating a reconstructive ex-
planation of his symptom in the Freudian sense of Nachträglich-
keit?

I realized that in listening to Mr. B, my attention was con-
stantly fixed on his orality, without my having the liberty to fluc-
tuate among alternative explanations of his symptomatology. It
was as though this one factor captured me, in contrast to the
freedom I felt in listening to most other patients; thus, theory
did not come to my mind in the same free-floating fashion de-
scribed in relation to Mr. A’s analysis. Enmeshed in Mr. B’s nar-
ration, I underwent a desperate internal search for a theory that
could help me comprehend his unconscious understanding of
his speech defect. Indeed, the remarkable thing about the ses-
sions described is that, in fact, it was I who was unwilling to
be surprised by new material. Instead of the material’s evok-
ing explanatory theories in a more spontaneous fashion, I ex-
perienced an active seeking of them. I would apply theory to
the patient so as to understand him, and was impelled by an
urgency to comprehend that blocked my spontaneity.  My atten-
tion to other areas of his life, the possibility of more freedom in
relation to my subjective reactions, and exploration of my own
intrapsychic world at a more tranquil pace were thus impeded.

It is also of interest to note that my reaction to Mr. B’s ma-
terial was couched in a theoretical terminology alien to my fa-
vored inclinations. To me, this highlights the fact that no one
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school of thought is able to explain all the phenomena we have
to deal with—a point to which I shall return in my discussion of
clinical theory. Thus, we are forced to both combine and to try
to reconcile often contradictory concepts from different schools
of thought, at times at the risk of indulging in eclecticism.

THE PROBLEMATIC NATURE OF
CLINICAL PSYCHOANALYTIC THEORY

Many analysts agree on the existence of two levels of theory. One,
the more abstract and distant, is the controversial one of a gen-
eral theory of psychoanalysis, or what Freud called metapsychol-
ogy. A considerable number of theoreticians would like to do
away with what they believe to be an obsolete remnant of the
nineteenth-century mechanistic philosophy of science (see Gill 1976;
Habermas 1968; Klein 1976; and Ricoeur 1970, among others).
On the other hand, many analysts consider metapsychology indis-
pensable, even if it is conceived as a sort of shorthand on the basis
of which analysts can formulate certain concepts without being
sure of  its scientific status. Freud (1914) considered it the most ab-
stract level of theory, at the top of the pyramid, and that its con-
clusions could be interchanged without damaging the pyramid’s
base.

One dislikes the thought of abandoning observation for
barren theoretical controversy, but nevertheless one must
not shirk an attempt at clarification . . . . Speculative theory
of the relations in question would begin by seeking to
obtain a sharply defined concept as its basis. But I am of
the opinion that that is just a difference between a specu-
lative theory and a science erected on empirical interpre-
tation. The latter will not envy speculation its privilege of
having a smooth, logically unassailable foundation, but
will gladly content itself with nebulous, scarcely imagina-
ble basic concepts, which it hopes to apprehend more
clearly in the course of its development, or which it is
even prepared to replace by others. [p. 77]
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Thus, in Freud’s view, the results of abstract speculation are
inseparable from empirical material. Such speculation is neces-
sary to guide us in the comprehension of clinical material. He
also held that this necessity is not a problem specific to psycho-
analysis, but is rather a general characteristic of the foundation of
the sciences.

We have often heard it maintained that sciences should
be built up on clear and sharply defined basic concepts.
In actual fact no science, not even the most exact, begins
with such definitions. The true beginning of scientific ac-
tivity consists rather in describing phenomena and then
in proceeding to group, classify and correlate them. Even
at the stage of description it is not possible to avoid
applying certain abstract ideas to the material in hand,
ideas derived from somewhere or other but certainly not
from the new observations alone . . . . They must at first
necessarily possess some degree of indefiniteness; there
can be no question of any clear delimitation of their
content. So long as they remain in this condition, we
come to an understanding about their meaning by mak-
ing repeated references to the material of observation
from which they appear to have been derived, but upon
which, in fact, they have been imposed. Thus, strictly
speaking, they are in the nature of conventions—although
everything depends on their not being arbitrarily chosen
but determined by their having significant relations to
the empirical material, relations that we seem to sense
before we can clearly recognize and demonstrate them.
[Freud 1915, p. 117]

It is often assumed that a more experience-near clinical theo-
ry is less debatable and could lead eventually to empirical verifi-
cation. I would like to address the problems involved in this
conception of clinical theory, and to comment on some of the
theoretical alternatives that, although they have not solved the
problem, could be useful in guiding clinical practice.
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Theory in psychoanalytic clinical practice does not occupy
the same status as in other branches of science. It could be ar-
gued, nonetheless, that similar problems occur in other scien-
ces. (I will spare the reader the much abused comparison with
Heisenberg’s principle of uncertainty.3) The fact remains that the
main problem with clinical theory in psychoanalysis is that it at-
tempts to explain unconscious processes—that is to say, processes
that, by their very characteristics, are alien to the logic of verbal
ones. Furthermore, any interpretation affects the very clinical ma-
terial it purports to elucidate. The consequences are twofold: (a)
that any interpretation, however complete or comprehensive it
may seem, is necessarily incomplete, and (b) the chain of associa-
tions that follows an interpretation is ipso facto affected by it.

Of course, these two conditions, which have been the con-
stant target of scientific and academic attack, have nothing to
do, necessarily, with shortcomings on the part of the analyst. They
are consequences of the elusive nature of unconscious processes.
In other words, they are due to the fact that by necessity, one has
to interpret a primary process activity with verbal tools pertain-
ing to a secondary one. Verbal interventions seek to enclose an
aspect of unconscious functioning within a logical structure that
is alien to its inherent contradictions and mobility.

True, it could well be argued that what the analyst interprets
are fundamentally derivatives of the unconscious, and that pre-
cisely because of this, they are amenable to interpretations by
verbal means. However, even if this is so, my contention is that
any interpretation will necessarily be partial and will affect the
content to which it is addressed. The purpose of interpreting
derivatives is ultimately that of trying to understand the uncon-
scious processes themselves. I insist that it is necessary to take this
very important fact radically into account in our formulation of
theory.

3 Heisenberg introduced his principle of uncertainty in 1927 in a highly
technical article, “Über den anschaulichen Inhalt der quanten theoretischen
Kinematic und Mechanik.” For a more accessible version of his ideas, consult his
book, Physics and Philosophy (1958).
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To look at a very common example, we might consider am-
bivalence. The analyst may certainly point out its presence to
the patient, thus conveying an intuition that is useful to the pa-
tient. It is, however, impossible to literally transmit the simul-
taneous coexistence of love and hatred in a verbal formulation.
We usually resort to symbolism and metaphor, either knowing-
ly or unknowingly, to convey such abstractions in an effective
fashion. Viderman (1970, pp. 194-195) offered an interesting
case example: A patient dreamed that he laid six roses on the
grave of his father. In French, the expressions for cirrhosis and
six roses are completely identical phonetically. The patient was
thus simultaneously rendering homage to his father and to the
disease that killed him.

In waking life, it is impossible to process or to verbalize two
such contrasting affects at the same time. As analysts, we can do
so only by successive interpretations. As we well know, these are
integrated into sequences, and constitute the only manner of
transmitting that a particular patient both loves and hates his
father, as in the example above. It is to be hoped that the patient
will be able to intuit the intended meaning, since an attempt
to explain that meaning verbally would clearly exceed the capa-
bilities of a language subordinate to the logic of secondary pro-
cess.

To give a short clinical example of my own, a patient
dreamed that she had a vaginal hemorrhage, and that her hands
were covered in blood. At that time in the analysis, she was
complaining of feeling empty, and as though she were “being
bled.” In her associations to the dream, however, it appeared
that the patient felt that her female organs were still present—
notwithstanding the fact that she had undergone a hysterec-
tomy. She feared, however, that they would become malignant.
Dual ideas were being conveyed: both that of being barren, in-
fertile, and emptied out, but also the fear that the return of
fertility and menstruation (which the patient desired) would be
dangerous. Thus, contradictory ideas were embedded in the
dream. In analysis, we have to explain these contradictions in
sequences, although they may appear simultaneously in fantasy.
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These difficulties are compounded by the fact that we lack
a unified theory of clinical interpretation. We use different dia-
lects: Freudian, Kleinian, Kohutian, object relations, ego psy-
chology, and Lacanian, among others—each, perhaps, with its
own implicit metapsychology. Those of us who have had the
good fortune to be trained in institutes that were not dogmatic
in their teaching may have a degree of difficulty in claiming an
affiliation with one school of thought. We thus find ourselves
shifting constantly, when we hear a patient’s material, from the
perspective of one school of thought to that of another. This
preferred way of functioning, in my opinion, is often perceived
as an undesirable eclecticism. Of course, care should be exerted
to avoid applying incompatible theories, but I submit that, to
one degree or another, we have no choice but to listen from dif-
ferent theoretical perspectives. This solves the problem of be-
ing pluralistic without engaging in eclecticism.

Is it really possible to separate a clinical theory from meta-
psychology? Eagle (1984) presented a balanced view of the situa-
tion. Critics of metapsychology have pointed out its failings, its
abstruse language, and the inapplicability of outdated concepts.
However, the alternatives offered are far from satisfactory. In fact,
what critics target is a specific metapsychology, but as Eagle point-
ed out, these critics are unable to separate abstract tenets from
their conception of them. How can one speak of the uncon-
scious without recourse to abstract theory, or primary and sec-
ondary process, or, indeed, narcissism? Both the hermeneutical
and the Kohutian solutions are far from satisfactory. Schafer’s
(1976) approach is also open to criticism. Eagle (1984) noted that:

[There are conflicts] . . . between clinical observations and
the current metapsychology . . . . It is this search for the
deeper level of explanation, rather than the specific con-
tent, that I take to be the significance of Freud’s metapsy-
chology . . . . The very idea of a purely clinical theory un-
tainted by any trace of metapsychology is illusory. For
example, the very notion of unconscious wishes and
aims, so central to the clinical theory of psychoanalysis,
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inevitably entails metapsychological assumptions. [p. 149,
italics in original]

There have also been important changes in our view of the
analyst’s relationship with the patient. We have evolved a long
way from the paradigm of the analyst as a mirror, as described
in Freud’s technical papers, to the increasingly influential role
of the analyst now being recognized as part of the intersubjec-
tive and intrapsychic nature of the analytic relationship. It is im-
possible to relate to a patient (here we can feel the inadequacy of
the medical word treat) without being subjectively involved in
an intensive manner. Indeed, the very existence of subjectivity is
linked to the intersubjective relationship, as Husserl asserted
(see Roudinesco 1993, pp. 129-130). Renik (1993a, 1993b, 1995,
1996, 1998) has written extensively on this subject, as has, from
a different viewpoint, Green (1995, pp. 311-320, and 2002, pp.
37-76). Countertransference, broadly defined (Heimann 1950;
Racker 1953), is no longer thought of as a manifestation of our
failings, as it was previously viewed according to classical theory;
it is now considered a useful tool for our work. What the ana-
lyst feels with the patient can constitute the basis of many of the
interpretations offered. This recognition has led to a different
conception of both transference and countertransference, i.e.,
as factors revealing themselves in the intersubjective and intra-
psychic fields of the analysis, among which both analyst and pa-
tient are constantly shifting.

The complexities of the application of theory in clinical prac-
tice have been addressed in different ways. I shall discuss some
that I have found useful.

ALTERNATIVE APPROACHES TO
PSYCHOANALYTIC CLINICAL THEORY

One interesting approach stems from some of the French views
of psychoanalysis. Without necessarily subscribing to Lacan’s
(1966) perspective, I nevertheless believe that his interest in
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Hegel (1999) and dialectic logic has significant implications for
psychoanalysis. At the time of Lacan’s writing, Kojève (1969) and
Koyré (1970) were also reevaluating Hegel’s dialectic as expressed
in his Science of Logic (1999) and Phenomenology of Spirit (1977).
As is well known, French psychoanalysts of the time were close-
ly in touch with the debates taking place in academia, as is attes-
ted to by the participation of Hyppolite (1974), one of the fore-
most specialists in Hegel, in Lacan’s seminars (Lacan 1966, pp.
369-399, 879). There was a search for a theoretical model that
could render the nature of unconscious functioning more close-
ly than Freud’s, and Hegel’s dialectic appeared to be an attractive
alternative.

We find in Green (1993) an extremely subtle and intelligent
approximation to this problem in his conception of le travail du
négatif. Hegelian logic appears to be a more accurate model of
the mobility of unconscious processes than other static paradigms.
In the work of Green, Hegel’s influence is evident. Green has
continually dealt with the contradictions involved in the possi-
bilities of representation, and the hidden side of what is not
represented, or that may be represented by its absence.4 Another
proposal that Green (1995) has put forward is that of tertiary pro-
cesses linking primary and secondary processes (p. 151). What is
thereby introduced is the complex theme of the relationship be-
tween primary and secondary processes and the possibility of
mediating between them. This seminal idea deserves further ex-
ploration.

From another perspective, Winnicott’s (1971, p. xii) discus-
sion of the need to sustain a paradox, rather than trying to re-
solve it by reducing it to its components, seems to me a useful
clinical model. This subject has been widely discussed. I have
found particularly stimulating the special issue of L’Arc (1977),
dedicated to Winnicott (1958), Clancier and Kalmanovitch (1984),

4 This is not the forum in which to exhaustively discuss Green’s contribu-
tions, but perhaps it is appropriate here to deplore the fact that so much of his im-
portant work has not as yet been translated into English.
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Hernández and Giannakoulas (2001), Ribas (2000), Rousillon
(1991) and—from a different perspective—Derrida (1998). When
Winnicott submitted that an area of illusion is necessary for
the discovery of reality—namely, that a baby needs to hallucinate
the object before having it really presented—he actually formula-
ted a most complex conception of the construction of reality
(see Freud 1911). In deceptively simple language, Winnicott dis-
cussed several paradoxes. For example, in 1958, in his text en-
titled “On the Capacity to be Alone” (1965, pp. 29-38), he ad-
dressed the acquisition of the capacity to hallucinate the object
and then realize its presence in relation to the actual presence
of the mother. This paradox is considered in the light of the au-
thor’s distinction between the subjective experience of internal
reality, on the one hand, and external reality on the other.

In “Transitional Objects and Transitional Phenomena,” writ-
ten in 1951, Winnicott (1958, pp. 229-242) referred to his belief
that the transitional object must be found to be created and cre-
ated to be found. The environment must facilitate the finding
of the object, and the baby then creates this first “not-me” posses-
sion. It is in this context that Winnicott reminded us that:

I am drawing attention to the paradox involved in the use
by the infant of what I have called the transitional object.
My contribution is to ask for a paradox to be accepted
and tolerated and respected, and not for it to be resolved.
By flight to split-off intellectual functioning it is possible
to resolve the paradox, but the price for this is the loss
of the paradox itself. [1971, p. xii]

In exploring the antisocial personality in a paper written in
1956, Winnicott (1958, pp. 306-315) arrived at another paradox-
ical conclusion, this time in reference to defenses. Taking his
lead from Freud’s (1916, pp. 332-333) conception that guilt is
not the result of crime, but rather that crime is the consequence
of guilt, he concluded that antisocial tendencies reveal a hope
of contact with the other. “In Fear of Breakdown” (1974), he ad-
dressed the fear of a breakdown that has already taken place.
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Despite the controversy that Winnicott’s conceptions may
provoke, it can be extremely stimulating and productive to think
of clinical material in terms of paradoxes. This approach is akin
to that of the travail du negativ (Green 1993) in its tolerance of
contradiction.

Another relevant point is the narrative form in which clinical
psychoanalytic theory is described. Bersani (1986) has written
provocatively about this theme:

The normalizing intention within the Freudian text cor-
responds to an extratextual ambition crucial to both
Freud’s own career and to the entire history of psycho-
analysis: the ambition of elaborating a clinically viable
theory. The particular type of textual density which will
interest us can therefore be defined as a tension between
certain radical speculative moments and the wish to prac-
tice and even to institutionalize the speculative process
itself. [p. 3]

Bion’s (1994) injunction that the analyst should enter a ses-
sion “without memory or desire” (pp. 380-385) exceeded the level
of a mere methodological observation. It was, in fact, more than
a radicalization of Freud’s conception of free-floating atten-
tion; it was an idealization of it, as though the analyst could re-
nounce his or her observing ego (Sterba 1934). Many of us
question whether this is either possible or desirable. However,
this statement underscores the fact that when one listens with
“evenly hovering attention,” clinical theory tends to appear in
the form of “free-floating theory,” to borrow Aulagnier’s term.5

5 Although I have been unable to find this specific quotation in Aulagn-
ier’s work, de Mijolla-Mellors (2002), who knew Aulagnier well and has authored
a biography of her, commented that:

This notion signifies the necessity to keep theory latent while one listens
to the patient, and at the same time, the fact that this listening is im-
pregnated by theory, which becomes thus “floating,” that is to say, is mobi-
lized, without becoming deforming . . . . I know of no text of the author
[Aulagnier] in which she develops theoretically this notion that re-
sponds simultaneously to the criticisms of both atheoric empathy and
the mechanical application of psychoanalytic knowledge.
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The more the patient is fixed in a one-narrative form, the more
difficult it is to grasp theory in this fashion. This phenomenon
has been the subject of extensive examination in Spence’s (1982,
1987) work, in which he put forward an extremely sophisticated
hermeneutic approximation, and his descriptions of how we lis-
ten to patients merit serious consideration. Spence also made the
point that narrative tends to both gloss over and to give undue
coherence to the patient’s associations, and he offered an inter-
esting viewpoint of the way in which analysts really listen to pa-
tients.

There is one more approach to theory that I wish to briefly
mention. It consists of the recourse to formalism to transmit the
characteristics of mental processes, constituting an entirely dif-
ferent alternative to those discussed above. A clear example of
this is Matte Blanco’s (1975, 1988) bilogic, which postulated the
coexistent operation of symmetric and asymmetric logic in the
mind. This view was criticized by Skelton (1984, 1985), who con-
tended that the principle of symmetry is incompatible with asym-
metry within the same logical system. Matte Blanco (1984) re-
sponded to this criticism in a letter, in which he stated that,
in his view, the two logical systems coexist without being part
of the same system. Skelton (1990) later defended the use of log-
ic in psychoanalysis, and expressed enthusiasm for Matte Blan-
co’s use of set theory in formalizing the hierarchies of predicate
thinking through his concept of generalization.6 Personally, I
find Matte Blanco’s resort to logic of little practical relevance in
clinical practice, although it is a valuable instrument to employ
in thinking about mental processes, and in trying to grasp the
admixture of the characteristics of primary and secondary pro-
cesses.

Perhaps the most popular formal psychoanalytic theoretical
model in contemporary psychoanalysis is Bion’s (1962, 1963, 1965,

6 Matte Blanco’s work is extremely important to psychoanalysis, but too in-
tricate to discuss adequately here. For an overview of his thinking, see the Interna-
tional Review of Psycho-Analysis 1990, 17(4).
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1967) grid. Bion introduced his first preliminary reflections on
this theme in Learning from Experience (1962), and proposed the
grid itself and a rationale for it in Elements of Psycho-Analysis
(1963):

Because psychoanalytic theories are a compound of ob-
served material and abstraction from it, they have been
criticized as unscientific. They are at once too theoreti-
cal, that is to say, too much a representation of an obser-
vation, to be acceptable as an observation and too con-
crete to have the flexibility which allows an abstraction
to be matched with a realization . . . . I propose to seek a
mode of abstraction that ensures that the theoretical
statement retains the minimum of particularization. [pp.
1-2]

Bion’s use of a formal table that is at once sufficiently un-
saturated to be capable of portraying psychoanalytic concepts,
and sufficiently saturated to be meaningful, is original. His pro-
posed system of annotation is a valuable aid to the analyst in re-
flecting back on a session. As previously mentioned, Bion (1994)
was unambiguous about the necessity of the analyst’s entering
the analysis in a manner as free of memory and desire as possi-
ble.

A final Bionian attribute that I wish to mention here is his
Kantian approach, evident from his first proposal (Bion 1962, p.
67; Bion 1963, pp. 6-9), in which he accepted the notion that it
is impossible to know things-in-themselves. This belief took a
more mystical turn in Transformations (1965), with his introduc-
tion of O: “I propose to extend the significance [of] O to cover
the domain of reality and becoming . . . . Religious formulations
come nearer to meeting the requirements of transformations in
O than mathematical formulations” (p. 156, emphasis added; see
also pp. 157-171). In summarizing, Bion stated:

I shall consider O with the help of . . . Platonic Forms
and their “reminders” (phenomena); “godhead,” “god,”
and “his” incarnations; Ultimate Reality or Truth and the
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phenomena which are all that human beings can know
of the thing-in-itself: all three possess a similar configu-
ration. [p. 162]

Bion grappled with the issues of contradiction and the unity
of opposites, resorting—in his later writings—to the idiom of
mysticism and metaphysics. Such an option is fraught with risks
that presumably he did not wish to court.

Psychoanalysis has shown an unfortunate propensity to frag-
ment into quasi-religious sects. This is dangerous for our disci-
pline, and, needless to say, was not what Bion intended. The
questions psychoanalytic clinical theory raises are not satisfac-
torily resolved by the creation of systems that offer a relatively
closed horizon of certitudes—notwithstanding their invoked
containment of uncertainty.

CONCLUSION

The point of this paper has been to demonstrate some of the
problems involved in the application of psychoanalytic clinical
theory. The premise that it can be completely autonomous from
metapsychological postulates appears to be untenable; meta-
psychological perspectives can evolve, but never disappear.
What I have endeavored to show is that as clinicians, we are
constantly faced with a flood of contradictory information, which
we try to organize and arrange through the utilization of clin-
ical theory. Of course, we have no alternative: it is indeed im-
possible to listen to a patient except from within a background
of theory, even if it is implicit.

What I have tried to portray in this paper is the insufficiency
of our clinical accounts. As soon as we try to mold our theories
into narrative form, inevitably, something is left out. Clinical
theory is thus of necessity incomplete; it cannot render justice
to the contradictions present in unconscious processes, which
are smoothed over in our accounts. We must remind ourselves
of this fact, and remember that the nature of unconscious pro-
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cesses is such that we must learn to live with contradictions and
dilemmas. The essence of psychoanalysis is lost the moment that
we renounce the uncertainty we are destined to tolerate. Our
knowledge is always tentative and hesitant.

My case vignettes reveal nothing particularly complicated,
and I am sure that many colleagues have experienced similar
problems with their patients. And I am also sure that all of us,
at times, feel the inadequacy of our communications about our
patients; something is always missing in the narrative transmis-
sion of clinical material. My contention is that this stems from
the impossibility of adequately transmitting primary processes
in language inevitably bound by the logic of secondary ones.

I have discussed models that can help us think about our pa-
tients from different perspectives. Though not totally satisfactory,
they have been useful to me in my clinical work. I have indicated
that we are forced to live with different theoretical models, and
must try to make them as compatible as we can. No one clinical
model or theory can be sufficient to explain all of our cases, and
recognition should be given to this fact. We are far from devis-
ing a unified psychoanalytic clinical theory, and it is debatable
whether such unity is even possible.

Finally, we have to take up the formidable challenge of accept-
ing that metapsychology cannot provide us with the unification
of our theory. By their very natures, contradiction, free-floating
energy (or any of its less mechanical substitutes), the lack of a
reality principle, timelessness, and other characteristics of mental
processes oblige us to renounce the possibility of a Grund or ba-
sis of certitudes. We are condemned to live in an irreducible
subjectivity (Renik 1993a, 1993b, 1995, 1996, 1998), from within
which our only fleeting glimpses of truth emerge from mutual
recognitions during intersubjective and intrapsychic encounters
with our patients.
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THE FUNCTION OF THEORY
IN PSYCHOANALYSIS:
A SELF PSYCHOLOGICAL PERSPECTIVE

BY PAUL H. ORNSTEIN, M.D., AND ANNA ORNSTEIN, M.D.

  Although aware of a lack of consensus in the literature
about the exact nature of the relationship between psycho-
analytic theory and the clinical process, the authors contend
that the analyst’s theory(ies) are inextricably intertwined with
the treatment process. Two clinical case examples are presented
to illustrate this and to highlight the authors’ discussion of
the empathic mode of listening and its role in self psychology,
as well as the selfobject transferences and the interpretive
process in self psychology.

INTRODUCTION

There is a high degree of ambiguity in the psychoanalytic litera-
ture about the precise role and function of theory in the psycho-
analytic treatment process. On the one side, there is a widespread,
tacit (and often not so tacit) assumption that psychoanalytic theo-
ry (be it ego psychology, object relations theory, or self psychol-
ogy) determines the nature of the analyst’s interventions—in fact,
that theory determines the analyst’s entire conduct of the analysis:
framing the setting and creating the clinical atmosphere, as well as
choosing specific interpretive interventions. On the other side,
there is a widespread, tacit (and often not so tacit) assumption
that psychoanalytic theory is only loosely connected to the ana-
lyst’s activities (including interpretations), which are more com-
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pellingly guided by the affects the analyst may identify in the pa-
tient’s verbalizations and behavior. It appears as though this lat-
ter group of analysts, focusing on the patient’s leading affects,
considers “atheoretical” listening and interventions not only pos-
sible, but desirable. As an outgrowth of this attitude, some ana-
lysts treat theory quite cavalierly, as if some parts of it, or all
of it, could arbitrarily be discarded in favor of a more felicitous
clinical approach—whatever that might turn out to be.

Alongside the ambiguity created by this polarization of views
regarding the function of theory in clinical work, there is an
added uncertainty related to the question of which theory is ac-
tually considered relevant or not so relevant to the treatment pro-
cess: is it classic psychoanalytic metapsychology (which many have
discarded); is it psychoanalytic clinical theory (of which there are
many, and often contradictory, versions); or is it a not yet ade-
quately systematized and agreed-upon theory of treatment and of
“cure” that either determines, or is only loosely connected to,
what we do as analysts?

These questions have become more important—one might
even say more urgent—as the need for a comparative psychoanaly-
sis has emerged in the wake of advances in the ego psychologies,
the object relations theories, and the self psychologies during
the past two decades.1 Thus, a reexamination of the nature of
the relation between theory and clinical process, and making this
relation as explicit as possible, has become necessary, in order
to determine what makes all these current trends in theory build-
ing and practice psychoanalytic—even while each is fundamental-
ly different in its developmental theory, metapsychology, and clin-
ical theory, as well as in its theory of treatment and “cure” or
change. Such a reexamination might lead us to achieve needed
refinements in theory, and thus also to refine the interpretive pro-
cess in the clinical situation.

1 We are using the plural here for all three of the main current trends in
psychoanalysis, because there is no longer a clear unity or uniformity even with-
in each of the major theoretical systems referred to, which creates additional diffi-
culties for any “intersystemic” discourse.
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THE GENERAL FUNCTION OF
PSYCHOANALYTIC THEORY

The thesis of this paper is that the analyst’s preferred (public)
psychoanalytic theory (co-mingled with his or her private theory)
is inextricably intertwined with every element of the treatment
process, including its outcome.

Thus, we begin with the simple but compelling statement
that there is no way in which any of us can avoid the use of theo-
ry in the analytic treatment process. That is, we cannot listen to
our patients and interpret the meaning of their communications
without having some theory. The naive assumption that empathic
listening can be theory free, that such empathic listening can lead
directly to the raw data presented by the patient, is a myth. As
soon as the analyst responds to what the patient says, he or she
begins to shape and thereby to alter the patient’s associations.
The analyst’s mode of listening and his or her interventions trans-
form that raw data into psychoanalytic data, and these are then
the data usually presented and discussed.

Perhaps the best way to dispel such a myth is to examine how
it might have arisen. Each clinical presentation we listen to
quickly reveals the existence of two artificially separable, but in
reality thoroughly intertwined, layers of experience in the ana-
lytic situation. The first layer of experience consists of the clin-
ical atmosphere created by the analytic dyad: for example, how
patient and analyst greet each other; how the issues regarding
the fee are negotiated; how silences are tolerated by each; and
so on. The experiences in the first layer are affected by the ex-
periences in the second layer. The impact of the analyst’s par-
ticular public theory can be more readily discerned in the sec-
ond layer, based on what the analyst selects to comment on—
what areas he or she chooses to investigate and to interpret.

The naive viewpoint mentioned above considers the first layer
to be theory free, the assumption being that no specific theory
is required to create the proper analytic atmosphere—we do this
naturally in everyday conversations as well, that is, we create the
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proper climate for meaningful interchange. The same applies
to analytic listening and to the way we ordinarily communicate
with each other in everyday life. This view seems to disregard the
fact that the private, unarticulated, informal, common-sense no-
tions we harbor operate as theories in our everyday lives, and that
they therefore inevitably form a part of every aspect of our pro-
fessional endeavors. In other words, every deliberate human ac-
tivity is saturated with theory—we always act on the basis of our
unarticulated private theories, including our unconscious fanta-
sies. Nothing we do or say can thus be theory free. But we are not
accustomed to regarding our informal conceptions, those under-
lying all our activities, as theories, and that seems to be why the
myth of theory-free listening and responding has arisen. Further-
more, this myth has been buttressed by the fact that, once we have
been analyzed, we consider ourselves to be reasonably reliable
instruments for analyzing others. And since under favorable con-
ditions, we are not consciously aware of the theory we are using
at any particular moment in the treatment process—it is now “in
our blood and bones”—our self-concept, too, adds to the illusion
of theory-free listening.

A MODE OF OBSERVATION
AND LISTENING:

THE EMPATHIC VANTAGE POINT

The idea that the analyst should listen to the patient’s free associa-
tions with evenly hovering attention does not adequately describe
the particular mode of observation and cognition most appropri-
ate to making contact with the patient’s inner world. Evenly hov-
ering attention per se does not direct us toward either extro-
spection or introspection (or “vicarious introspection”—that is,
empathy). An attitude of “hovering” is characterized merely by a
maintenance of openness toward the patient’s communications
through the avoidance of premature closure as to their mean-
ings, and by the assignment of equal weight to all elements in
the stream of free associations. However, since in this mode of
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listening, analysts are asked to focus on the sequence and juxta-
position of associations, especially those with affect-laden and
symbolic imagery (related to transference and resistance), such
associations inform the analyst of the patient’s subjective experi-
ences only indirectly—once removed, as it were. This overall ob-
servational and listening stance is fundamentally one of extro-
spection, even if introspection (empathy) is incorporated in
order to make contact with the patient’s feeling states. With extro-
spection, the observer/listener will have stopped short of reach-
ing the central goal of analytic explorations, namely, to get hold
of the patient’s subjective experience more directly—and the
analyst will then tend to make up for this omission by turning
to a predominantly theory-based inference to understand the pa-
tient’s subjective experience.

We maintain that evenly hovering attention could also be
employed to lead the analyst in the opposite direction, namely,
to a more predominantly introspective (empathic) mode of ob-
servation and listening. Here, extrospection—while inevitably
also operative (we always register what is immediately observable)
—is deliberately more peripheral and subordinated to the pro-
cess of a prolonged empathic immersion in the inner life of the
patient, and especially in the patient’s transference and resistance.
This empathy-based listening/observing gives us the most direct
access to the patient’s subjective experiences and to his or her
complex, multilayered motives for constructing them. The ques-
tions the analyst may internally formulate are these: “How does
the patient experience him/herself? How does he/she experi-
ence me, and how does he/she experience him/herself experi-
encing me?”

These questions necessitate the use of vicarious introspection
(or trial identification or transient merger, in other theoretical con-
texts) to permit more direct contact with the patient’s inner life.
Here, too, the sequence and juxtaposition of associations, as
well as of particularly affect-laden and symbolic imagery, are, of
course, noted; but attention does not remain riveted on them
as isolated or discrete phenomena. Instead, such factors serve as
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points of entry into the patient’s inner life, in order for the analyst
to grasp the patient’s total experience of the moment. In the
course of analysis, with ever deepening levels of understanding,
it is this same listening perspective that illuminates those aspects
of the patient’s inner life that are unavailable to his or her aware-
ness due to disavowal or repression. In the introspective-empath-
ic observational mode, the analyst is continuously focused on the
experiencing self.

In principle, then, two approaches—the extrospective and the
introspective (empathic)—always naturally co-mingle, but one or
the other is predominantly employed in a given analytic process.
Our main point here is that the nature of our interventions and
the data we obtain as a result of them will be significantly deter-
mined by the choice we make between these two approaches.

The Centrality of Empathy in Self Psychology

There are two reasons why empathy, or the empathic vantage
point of observation, has attained a central position in the psy-
choanalytic process as guided by self psychology (Kohut 1959;
Ornstein 1979):

(1) For Kohut, empathy as a mode of observation defined
the field of psychoanalysis, in that whatever could be
grasped or potentially grasped via empathy defined
the boundaries of psychoanalysis as a pure psychol-
ogy.

(2) Empathy is the only method that gives us direct ac-
cess to the patient’s subjective inner experience—
an important starting point for the exploration of
the patient’s inner life, not to be bypassed in favor
of attempts to get hold of the patient’s unconscious
motives without first grasping his or her immediate
experience. There was a time when empathy was
viewed as a way of making contact with the patient’s
feeling states, identifying the leading affects—but
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this fell short of the idea of feeling oneself and thinking
oneself into the inner life of another, which is the current
definition of empathy.2

Without recognition of the centrality of empathy-based data,
both in theory formation and in clinical usage, self psychology
cannot be fully understood and appreciated. This observational
mode leads us to the recognition of how the patient experiences
us, how and for what purpose he or she needs and uses us—
which then leads to the recognition of various selfobject transfer-
ences, to which we shall now turn.

SELFOBJECT TRANSFERENCES

The recognition of selfobject transferences (Kohut 1971, 1977)
provided the empirical data from which the bridging concept
of selfobject—an awkward neologism—arose. We call the self-
object a foundational construct of self psychology because all
else of significance in the theory can be derived from it. The self-
object (or more accurately, the selfobject experience) brings the
outer world into the inner world in that it focuses our attention
on how the patient experiences that external world—and thus,
external reality becomes a part of inner experience. For exam-
ple, in manifestations of selfobject transferences, analysts may
discern how they are experienced in the analytic process, and
what the patient is searching for and needs from the analyst.
It is that particular need, based on the specific deficit that be-
comes activated in the analytic situation, that characterizes the
various selfobject transferences.3

2 We are aware of the manifold criticisms of empathy in the contemporary
literature, but this essay is not the appropriate context to discuss these or to re-
spond to critics.

3 Because these transferences are based on developmental deficits, rather than
on drive-related conflicts, Kohut (1971) first described them as transference-like,
noting the patient’s experience of the analyst as the continuation of early reality.
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Clinical Example: Mr. M

To illustrate this point, we have selected a dream from the sec-
ond year of an analysis conducted by one of us (A. O.). We are
not claiming here that the diagnosis of a mirror transference can
be made on the basis of one dream alone. However, dreams
do crystallize and vividly represent an infantile wish that may be
otherwise hidden or defensively distorted; a dream can therefore
be used to demonstrate the presence of a particular transference
that would otherwise require a lengthy clinical presentation.

Mr. M, a 32-year-old, divorced man, entered analysis because
of a severe writing block: he had difficulty completing written
reports, which seriously interfered with his advancement in his
chosen field. The dream occurred during a period in the analy-
sis in which the patient was particularly pleased with the progress
he was making; he had begun to speak up in groups, was less
concerned about sounding stupid, and had been able to hand in
written reports to his superiors. He was pleased with the dream,
too, because it was in multicolor, which he interpreted as rep-
resenting an increase in his ability to experience strong affects.

The dream depicted a busy street in a famous city, where
I was to play a musical instrument. As I was about to
play, I looked up and saw you [the analyst] in the window
of one of the buildings. I knew it was you, though I could
not make out your features from that distance. This
made me anxious, and when I tried to play, the music
did not sound right. When I woke up, I felt uncomfort-
able.

Mr. M first associated to the vagueness of the analyst’s face.
He said that he wanted me (A. O.) there so that I would listen to
him play, but that he was probably worried about what my face
would look like, and this was why he could not see my face clear-
ly. I agreed, and said that he must have been concerned about
whether my face would display pleasure in seeing him and in
hearing him play, or whether my face would be dull and indiffer-
ent.
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His next association was to a memory—“or was that a dream
also?” he wondered.

I was in a large auditorium and was to receive a Boy Scout
medal. I thought I saw my mother in the back of the
auditorium, but again, I could not make out her face. I
have thought about this memory often, and wondered
whether or not my mother was really there; she rarely
came to events like this, as she suffered from a chronic
illness that kept her in bed much of the time.

The patient, an introspective and sensitive man, interpreted
the memory/dream in all its details: the longing for his moth-
er’s approving smile; his wish that he could have had the power
to make her physically and emotionally well; and his fear that
again this time, he would not have the capacity to bring a smile
to either his mother’s or his analyst’s face.

In the first dream, the reactivated childhood wish to be seen,
validated, and admired was expressed in action taking place on
the street, where Mr. M was to perform and be watched. In the
transference, the wish was stimulated by progress in the analy-
sis—that is, the wish for the analyst to take note of that progress
and to be pleased by it. However, the transference need had
deep genetic roots; it reached to a time in childhood when the
acquisition of new skills went unnoticed by both parents, pri-
marily because of their preoccupation with the mother’s illness.
It was then that his schoolwork had begun to decline, and he
became increasingly more withdrawn. The mirror transference
in this case arose in relation to a deficit relatively late in the pa-
tient’s psychological development. This may explain the essen-
tially neurotic organization of his personality. The working
through of the mirror transference constituted a direct link to
the progressive amelioration of Mr. M’s writing block and the
difficulty he had in displaying his written work.

It could be argued that the patient’s anxiety might have ex-
pressed sexual concerns—that the instrument he was to play
represented his penis, and that his inability to play represented
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castration anxiety. Such a formulation of the dream, however,
does not invalidate our understanding that this was a mirror
transference. A little boy who displays his penis to his mother
anxiously awaits her response: will she delight in him, or will she
meet his proud display with indifference—or worse, with disap-
proval? During the oedipal phase, too, we are concerned with
the nature of the selfobject responses: the parent who is in tune
with the need at this developmental phase to be seen and admired
will neither respond with a (potentially traumatizing) rebuff, nor
with an attempt at gratification that would turn the child’s healthy
sensuality into sexual arousal.

In relation to the establishment and working through of a
mirror transference, we need to emphasize that the analyst does
not “mirror” by simply reflecting the patient’s affect or state of
mind, such as “I know how you feel” or “I understand your ag-
ony”—empty, general statements, which do not impart meaning-
ful, usable understanding. This type of transference must be in-
terpreted and its genetic roots reconstructed in keeping with
well-established psychoanalytic principles.

The Idealizing Transference

We shall now turn to a discussion of the idealizing transfer-
ence in its most frequent manifestations. Idealization of the
analyst may be a part of every analysis. The expectable idealiza-
tion of one’s analyst does not mean that the analysand has devel-
oped a cohesive idealizing transference in which the analysis
has reactivated structural deficits related to the “values-and-ideals”
pole of the bipolar self. An idealizing transference is one that
becomes established either (a) in relation to archaic idealizing
needs, in which the analyst is experienced as a source of power
and strength, who in his or her infinite wisdom, will always be
there to ensure the analysand’s sense of safety and/or perfection;
or (b) as one originating in a later developmental phase, in which
the analysand sees him- or herself as merged with the analyst’s
wisdom and omniscience, and thus experiences the self as unique
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and special by virtue of association with this unique and special
analyst.

Mainly because they are silent, idealizing needs in the early
phases of an analysis may be dismissed as peripheral to the
evolving transference. However, a silent idealizing transference
must be recognized as the background presence against which
the verbal content of the analysis is expressed. Under these cir-
cumstances, the idealizing transference can be seen to provide a
sense of safety that permits exploration of painful infantile af-
fects and the conflicts related to them. That it is the background
presence of the analyst’s empathic understanding (representing
the analyst’s “perfection”) that constitutes the essential aspect
of the transference can only be appreciated when the patient
experiences an unexpected and massive disillusionment in
the analyst’s idealized perfection. It is the disruption of the silent
idealizing merger transference that brings not only its dynamic
but also its genetic significance to the fore. Such a disruption
may come as a surprise to both parties, and may be related to
something that, to an external observer, would appear to be an
innocuous event—which, however, on closer examination, turns
out to have deep, genetically determined significance.

The disruption of an idealizing transference may take many
forms. When the disruption provokes a narcissistic rage reaction,
whether expressed directly or defended against by haughty with-
drawal, it may usher in the revival of a childhood experience in
which traumatic disappointments in the parents’ perfection were
experienced as deliberate efforts to hurt the child. Blaming the
analyst for the disruption often represents an attempt to over-
come a sense of vulnerability, which the disruption has exposed.
In carefully reconstructing the disruption, it is important to
remember that the rage reaction can only be understood when
placed into the context of the selfobject transference experience.
It is then that an event that otherwise appears insignificant can
be understood—first in the here and now (in relation to the ana-
lyst), and later in its full genetic significance.

It was on the basis of the working through of the selfobject
transferences that Kohut formulated his developmental theory,
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the theory of psychopathology, and the theory of treatment; and
it was also the selfobject concept—namely, our lifelong need for
selfobject responsiveness—that helped him to set up criteria for
termination.

The Concept of the Selfobject

The recognition of selfobject transferences helps us to appre-
ciate the far-reaching significance of the concept of the selfobject
as a developmental and clinical factor. In its relatively short
life span, the concept has been in constant evolution, and has
increasingly been applied to the understanding of cultural and
religious phenomena.

Because of its significance in self psychology, we shall brief-
ly delineate the meaning of the selfobject from other, better-
known psychoanalytic concepts such as pre-oedipal object, part
object, and need-satisfying object. It is often assumed that the self-
object concept is synonymous with, or at least closely related to,
all these concepts—so closely, some believe, that the selfobject is
merely a new term for well-known and well-established develop-
mental processes and events. Such misconceptions easily occur
if the selfobject is not examined with clear and unambiguous
reference to the introspective/empathic mode of observation,
within the clinical and theoretical framework in which it de-
veloped.

To indicate the distinctiveness of the selfobject concept, we
shall take a closer look at the need-satisfying object, an object that
is party to an anaclitic relationship. According to Anna Freud
(1952), the need-fulfilling anaclitic relationship is based on the
urgency of the child’s needs and drive derivatives, which fluctu-
ate, since object cathexis is put forth under the impact of imper-
ative desires and withdrawn again when satisfaction is reached.
In the case of the need-satisfying object, the external observer
takes note of the changing relationship between caretaker and in-
fant, while in the case of the selfobject, the reference is to the
infant’s experience in relation to the caretaker, its changed mental
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state. The infant’s experience will depend on the manner in
which the interaction takes place: the way the infant is held,
gazed at, and spoken to—these are the caretaker’s selfobject func-
tions, and it is they, rather than the fluctuating drive needs,
that affect the infant’s self-state.

The concept of the need-satisfying object is in keeping with
Freud’s theory of libido distribution and the process of separa-
tion between self and object. It is derived from Freud’s (1914)
formulation of primary and secondary narcissism. After Freud
abandoned the idea of two different sources of psychic energy
—ego libido and sexual libido—he postulated a primary form
of libido, which contained all libido. It was from this common
pool, expressed in the well-known metaphor of the amoeba,
that under the impact of fluctuating drive needs, libido would be
sent out to cathect the object. This mode of investment of the
object with libido was described by Anna Freud as the infant’s
developing anaclitic relationship with the mother. Subsequent
developments in Freud’s theory, as well as the contributions of
others who addressed the issue of narcissism and its relation to
objects, retained Freud’s single-axis theory of narcissism. How-
ever, results of infant research over the last few decades has sup-
ported the self psychological view that, rather than having to
separate from an undifferentiated autistic state, the human infant
is born with the capacity (and the imperative developmental need)
to connect with the primary caretaker. The caretaker’s selfobject
functions play a pivotal role in the establishment of this connec-
tion.

Both the observations made about infants and those made in
the clinical situation make it clear that the selfobject concept
cannot be separated from the concept of the self. In the clinical
situation, for example, the analyst is used by the patient for a
particular, internally unavailable function. Selfobjects are objects
that we experience as parts of our self:

The expected control over such selfobject others is, then,
closer to the concept of the control which a grown-up ex-
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pects to have over his own body and mind than to the con-
cept of the control which he expects to have over others.
[Kohut 1971, pp. 26-27]

But how do we know how one person experiences another?
How does a person’s behavior, tone of voice, and choice of words
affect the state of mind of another? Since our attention is consis-
tently focused on the meaning that our manner, actions, and ver-
bal communications have on the patient (rather than on their
actuality or reality), the analyst’s task is to grasp these meanings.

It is here that empathy as a mode of observation becomes
linked to the recognition of selfobject transferences. In other
words, we are emphasizing the intrinsic, inseparable relationship
between a method of observation and the resultant findings. It
was Kohut’s most striking early observation that when transfer-
ences were permitted to develop in which the analyst was experi-
enced as if he or she were part of the patient’s self, the working
through of these transferences led to the transformation of archa-
ic narcissism into more mature forms, rather than directly into
object love. He expressed this empirical observation in postu-
lating the existence of separate lines of development (though not
independent ones) for narcissism and object love.

THE INTERPRETIVE PROCESS
IN SELF PSYCHOLOGY

When Kohut introduced a decisive shift of emphasis in the defi-
nition of psychoanalysis as the psychology of complex mental
states, and explicitly recognized interpretation as a two-step pro-
cess of understanding and explaining, he significantly narrowed the
then-existing gap between theory and practice. By emphasizing
the importance of understanding—which did not have a sepa-
rate theoretical and clinical significance prior to that time—he
changed the prevailing, one-sided definition of psychoanalysis
as merely an “explaining psychology” (Eissler 1968; Hartmann
1927) to one of an “understanding and explaining psychology” (Ko-
hut 1973, 1977; Ornstein and Ornstein 1985).
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The empathic mode of observation and listening leads us to
an understanding of the patient’s communication that requires
at first only our common-sense, essentially immanent personal
knowledge, which is based on our own life experiences, includ-
ing our analytic self-knowledge. Explanations (interpretations in
the narrow sense) arise out of deepened understanding, informed
by the specific psychoanalytic theories that serve as our tools
(Hartmann, Kris, and Loewenstein 1953)—or, more specifically,
as our tools of observation (Kohut 1973). If theories were more
consistently used as tools of observation and were not built into
the method itself by definition, the second layer of our approach
could remain potentially open, or could at least be more easily
reopened, for the addition of new observations from time to time.

With this emphasis on understanding, Kohut transformed a
relatively closed system into a more open one. In other words,
to the extent that we have incorporated certain specific explana-
tory theories (such as, for instance, the Oedipus complex) into
the very definition of the analytic process, we have locked theory
and practice into an almost unalterable vicious circle; we have
created a closed system. It is at the level of understanding that
the circle from observation to theory, and then the feedback
from theory to observation, may be most effectively opened.
Periodic oscillations between openings and closures—in the re-
lation between theory and practice, on a more limited scale, and
a few notable openings and closures that amount to paradigm
changes in our field, on a larger scale—are a part of the history
of the development of psychoanalysis.

Understanding has become a significant part of the interpre-
tive process also on the basis of Kohut’s clinical observation that
some patients need a prolonged period of understanding before
explanation can be useful to them. Tentative understanding can
be deepened within the analytic dialogue. In this dialogue, the
analyst’s verbal and nonverbal interventions affect the patient’s
responses—thus, self psychology has also made psychoanalysis
more of a dialogic treatment process than it was before.
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The concept of the analytic process, an identifiable “red
thread” within the analytic experience as a whole (Ornstein 2002),
is illustrated by the fact that the interpretive activity of the
analyst must always be guided, throughout the entire analysis,
in relation to the specific selfobject transference mobilized. This
was the case in the analysis of Mr. M (discussed above), whose
two dreams portrayed his yearnings to be seen, smiled at, and
admired—which remained at the center of the patient’s analysis
throughout, demonstrating an identifiable analytic process and
the close connection between theory and practice.

The mirror transference (and any of the other selfobject con-
figurations) serves as a frame within which the specific needs,
wishes, demands, and fantasies of the patient have to be discov-
ered in the here and now, as well as genetically. Recognizing the
specific configuration of the selfobject transference does not
yet connect the analyst to the patient’s specific expectations;
rather, this recognition tells the analyst in a global way where
the patient is, and offers a tentative identification of uncharted
terrain, in which the various unique landmarks have yet to be
painstakingly,  jointly,  discovered.

Clinical Example: Mrs. A4

Mrs. A was a widowed, professional woman in her late thir-
ties, who came into analysis with one of us (P. H. O.) some years
ago because of chronic depression, apathy, and a profound in-
ability to experience any sustained or sustaining joy or pleasure
in either her personal or professional life. She made excellent
progress over a number of years, especially in the core areas of
her initial difficulties: she had wanted to feel more comfortable
with her body as a woman, and now she did; she had wanted to
shed her “masculine, tomboyish” self-image and to feel comfort-
able in feminine clothes; and, later on, she wished to be less

4 This example has also been used in another context, for a different pur-
pose and with a different emphasis (Ornstein 1993, p. 149).
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frightened of intense bodily sensations and of sexual feelings
on the couch. These latter goals she had also attained to a degree.

In the particular session on which I wish to focus first, Mrs.
A complained (again) about what she did not like about her-
self, especially her body. But there was a new item: “I don’t like
my voice,” she said. I asked her why not—what didn’t she like
about it? She proceeded to respond to the question, but I no-
ticed that she did so somewhat halfheartedly, as if she had
suddenly lost interest in talking about it. She spoke without the
intensity with which she had uttered her complaints prior to
my having interrupted her with my question. At some point a bit
later—I can no longer recall the moment, or my intervention,
precisely—I said something to the effect that here was suddenly
something else about herself that she disliked, and how hard it
must be for her to live in her body while feeling that nothing
about her was properly feminine. The session ended on that note.

Mrs. A started the next session by returning to this episode
with muted fury. She recalled that first my question, and later
my statement, made her feel “shut out”; they gave her “a punch
in the belly.” She heard in my voice some kind of disbelief or
consternation regarding the fact that she did not like her voice.
She felt challenged by my question, as though it implied that
there was nothing in her voice for her to dislike.

At this point, I realized that I had indeed been startled by
her new complaint, and suddenly recalled the tone of my voice,
which had, in fact, expressed my unspoken feeling of “My God,
what is she complaining about, she has a very pleasant voice!”
And it dawned on me that it may well have been this same feeling
that was responsible for my asking the question that made her
feel challenged. As I was musing about all of this, the patient
continued to describe how anxious she had been during the
previous session while talking about her dislike of her voice. She
wanted me to know how she felt, she said, but mainly, she wanted
me to approve of her courage in having brought up the subject
for discussion.
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“So the challenge you heard in my voice,” I said, “was cer-
tainly not the approval you hoped for. Then you seemed to lose
interest in telling me more.”

“Yes—it stopped me cold! And when you said I should
learn to live with it—that’s how I heard it, anyway—I felt you
had dismissed me. And then I felt the same emptiness I always
felt with my mother.” Mrs. A went on to recall a childhood epi-
sode in the kitchen, one of many similar episodes, in which her
mother was preoccupied with some cooking activity. The patient
very much wanted to be with her mother; wanted her attention,
and wanted to join in her activities. Finally, exasperated, she
asked her mother for something to eat. Mother turned away (as
the patient remembered it) and continued to wash dishes with-
out having responded to her request.

“A scary feeling, that emptiness,” Mrs. A now commented. “I
feel helpless when it comes on. My anxiety attacks begin with
that feeling.” She compared her feelings in the previous session
with the experience of having her mother literally turn away
from her when she was hungry and had asked for something to
eat.

“So yesterday, you were hungry for my approval,” I observed,
“but I turned away from you.”

“I was hungry for contact and approval,” Mrs. A replied, “and
you turned away. It made me feel shut out.”

This brief clinical vignette highlights several clinical-theo-
retical principles of a self psychological perspective. It demon-
strates the importance of the analysis of disruption in a mirror
transference, which in this case was related to my departing from
the empathic listening position. I could not conceal my irritation
with Mrs. A (nor my preoccupation with my own agenda) over
the fact that she had brought in still another feature of herself
that she disliked—although, as is true of all countertransference
reactions, I was not conscious of this at the time. The patient
experienced my consciously exploratory intent regarding her
dislike of her voice as a challenge, and she correctly perceived
this as an expression of my unrecognized assertion that she had
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no grounds for disliking her voice. While I noted the patient’s
untoward reaction in the form of her loss of interest in pursuing
the topic she herself had introduced, I did not discover the rea-
sons for her reaction until the next session. I had assumed that
her lack of interest, bordering on a mild depression, was simply
the result of the fact that her dislike of her voice—another of
her many subjectively unfeminine, and therefore hated, features
—had surfaced with some intensity. Thinking that the sudden
change in her mood was related to the revelation of a new symp-
tom, I commented that it must be hard to live with such feelings.
Little did I realize at the end of the session that my attempt at
empathic contact with Mrs. A’s depressive reaction was off the
mark.

The patient’s response the next day helped me to discover
that what she heard in the tone of my voice (consternation and
disbelief) was in fact what I felt. I also realized that this same
feeling of mine might well have motivated my challenging ques-
tion. While I sensed that the patient wanted me to know how
she felt—and I tried to respond to this by acknowledging the pain
she must be living with—she also helped me to recognize the
unconscious aspects of my communication, contained more in
the tone of my voice than in what I considered to be “a simple
question.” I could now understand why Mrs. A had experienced
my query as a punch in the belly and why it had made her feel
shut out. I had missed completely the stronger and more pro-
found wish that I recognize and applaud her courage to talk
about her dislike of her voice.

This kind of interchange is an everyday experience in the life
of an analyst. The differences in our individual responses will
depend on how we understand the nature of the transference
and whether or not we look at this from an empathic vantage
point. If Mrs. A’s transference were understood as a distortion
or displacement (i.e., that she experienced the analyst as though
he were her mother), then the interpretation offered would have
to be formulated according to that understanding; specifically,
it would have to call attention to the patient’s having distorted
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and displaced experiences from her past, making her here-and-
now reaction an “inappropriate” one. This is essentially an extro-
spective view of the transference, and it would not lead the analyst
to consider the manner in which he or she might have triggered
the patient’s reaction of feeling challenged, invalidated, and ulti-
mately empty.

A self psychological view of transference takes the analyst
in a different direction. Rather than viewing the transference as
a distortion and/or displacement, the analyst must make an effort
to enter the patient’s inner world in order to recognize how he
or she is being experienced. This emphasis on the patient’s ex-
periences in relation to the analyst, and the patient’s use of the
analyst as one who can potentially facilitate the resumption of
a thwarted need to grow, prompted Kohut to describe such
transferences as selfobject transferences. In the case of Mrs. A, view-
ing the transference in this manner helped me to avoid becom-
ing entangled in the question of whose reality was more accurate
or valid. I did not focus on the conscious intentions behind my
questions; neither did I bypass the patient’s immediate experi-
ence to home in on what childhood traumata might have predis-
posed her to react to this intervention in the way she did. In
the next session, I implicitly accepted her claim of having felt
traumatized by my question, and recognized the aspects of my
intervention that had provoked this reaction in her. If I had
dismissed Mrs. A in the previous session, I now accepted her by
freely, nondefensively, and nonaccusingly reconstructing with
her the experience of the previous session. Thus, the transient
rupture in the analytic relationship was healed—a disruption
in the mirror transference was interpretively repaired. I did not
have to admire Mrs. A belatedly for her courage; I had only
to acknowledge that not having recognized her wish for this
during the earlier session explained her subsequent reaction.
As so frequently happens at such moments, the patient herself
supplied the genetically significant childhood memory, which
had left behind the vulnerability that my questions now trau-
matically reactivated.
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The effort to reconstruct the disruption with a primary focus
upon Mrs. A’s experiences from her own vantage point deep-
ened the analytic process. Deepening was reflected here both
in the early memory the patient recalled, and in the joint recog-
nition of how an empathic failure regarding her specific vul-
nerabilities repeated a childhood trauma.

In our view, such reconstructions move the analytic process
forward for several reasons: first, patients feel validated in their
experiences, a structure-building experience for someone whose
needs and wishes were dismissed in the past; and second, pa-
tients become more keenly aware of their own vulnerabilities
and their genetic antecedents: the immediacy of a validating
experience is thereby coupled with insight. In addition, the re-
construction of the disruption permits a dialogue on the level
of the most immediately felt, deepest longings of the patient
as these relate to—and are in fact actually mobilized within
—the analytic experience itself. My empathic immersion in
Mrs. A’s transference experience allowed for a focus on the dy-
namics and genetics of her analytic experience itself, in contrast
to the dynamics and genetics of her psychopathology. When
transference longings are interpretively thwarted (by not being
recognized or considered legitimate in the light of infantile or
childhood experiences, or as a result of miscarried neutrality or
abstinence), they tend to become stubborn resistances. Just as
infantile and childhood traumata transform needs and longings
into noisy and persistent demands in the face of excessive frustra-
tions, so do unempathic or non-empathic interventions during
psychoanalysis or psychotherapy.

Another brief vignette from the analysis with Mrs. A, re-
counted below, highlights an often noxious focus on the dynam-
ics of the psychopathology, instead of the dynamics of the ana-
lytic experience itself, namely, the transference.

At a later point in the analysis, Mrs. A went to a convention
for several days with her colleagues, both male and female, to a
city she knew well, having lived there previously. She was at the
center of the group’s attention, since she knew what sites to see,
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what restaurants to go to, and so on. A certain closeness and in-
timacy with one of the men, Mr. T—in the sense of sharing these
experiences and being able to talk about them meaningfully,
rather than merely superficially—lent her trip a particular poign-
ancy. Her usual dissatisfactions with herself, which tended to
inhibit her socially because she felt that others might share her
dislike of herself, were absent. She was outgoing and enjoyed it
all. Toward the end of the trip, she began to regret the approach-
ing termination of her intimacy with Mr. T, and described how
she withdrew and turned inward again. She hated the thought
of saying goodbye at the airport. She lost her ease of relating.
She felt impatient to leave her companions—she wanted to get
it over with quickly—especially the man with whom her Platonic
friendship had blossomed and achieved more depth than before.
She knew that it was all going to end, and she wanted it over with
quickly.

“Do you know what I’m talking about?” she asked me abrupt-
ly. I responded by commenting, “You wanted to leave him before
he left you.” “Sure,” she said—and fell silent.

I thought I had captured the main theme of her associations
and reflected it in my all-too-brief statement to her. I was not
quite aware of having made it somewhat laconically—but as soon
as she said “Sure,” with an edge to her voice, I realized the casual-
ness with which I had offered her a formulaic response.

Mrs. A soon broke her silence with anger, saying, “I wasn’t
going to get into a fight with you, but you picked that answer
out of a book—you didn’t listen to me! Now Dr. O, that’s not
your usual response when you listen—you don’t usually sound so
wooden when you listen to me.” There was a short pause, followed
by: “What have I done to deserve this? This was very important
to me—you know—and very difficult to talk about!”

I was not aware of the woodenness in my voice until the
patient mentioned it. Her comment helped me to reconstruct
quickly what had happened to me. First, in listening to her de-
scription of her successful trip, I was seduced by the content,
recognizing an old pattern of hers and expressing it concisely
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in that well-known and well-worn, dynamic formula: “You wanted
to leave him before he left you.” But why? Only after I replayed
the sequence quickly in my mind did I realize that the latent
content of her message had eluded me. It had to do with her
effort to reestablish intimacy with me by presenting me with her
successful experience on the trip and its painful loss upon her
return.

I could therefore add the following comment to the patient
at this point: “I now hear you describing your anguish at losing
your newly established intimacy with Mr. T, and your effort to
regain it here with me after a few days of absence.”

“I don’t even want to be here right now!” she interrupted.
“Of course not,” I agreed, “if you won’t be heard, and feel

that I treat you with a formula, not even listening or apprecia-
ting how difficult it is to talk about these feelings.”

“You know”—she now sounded much calmer—“feelings, es-
pecially painful feelings, could never be discussed at home when
I was young. I’ve told you that many times. I am so sensitive
when you don’t hear them, or dismiss them casually as you just
did. My father used to do that . . . ,” and she gave several actual
instances of when and how this had happened.

Only after the session was over did I realize that the more
fundamental reason for my at first missing her effort to regain
intimacy with me was my then still preconscious fear of the in-
tensity and noisiness of her demands in relation to me. To the
patient, I repeated her father’s inability to respond to her de-
mands for attention and affection in letting her work beside him
in his tool shop, to enjoy the intimacy of a tête-à-tête while learn-
ing his skills.

Although such countertransference intrusions are often re-
sponsible for the analyst’s turn to a dynamic formula, they are
not the only reason for this. More often than not, such a shift
occurs when the analyst aims to elucidate a maladaptive mecha-
nism in the patient’s behavior; or when such dynamic formulas
are used mainly in the service of laying bare the mechanism
of psychopathology, of which the analyst may miss the more
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crucial transference message of the moment. In the case of
Mrs. A, this had to do with her wish to reestablish her sense of
intimacy with me, since after all, the sharing of her experience
with Mr. T occurred in the service of reestablishing intimacy
in the analysis. The patient alluded to the genetic significance
of this longing: she wanted to re-create the tool shop milieu
of her childhood with her father—the location of experiences
that I knew had been traumatic to her, because he had never
permitted her to participate in his work. She hoped that this
time around, here with me, such an experience would be pos-
sible.

CONCLUDING REMARKS

Our objective in this essay has been twofold: (1) to demonstrate
the manner in which we use the clinical theory of self psychol-
ogy, that is, selfobject transferences and the two steps of the
interpretive process—understanding and explaining—as a guide
in conducting analysis; and (2) to describe and illustrate the
close relation between the clinical theory of self psychology and
the treatment approach correlated with it.

We are aware that only a limited aspect of the treatment
process can be illustrated by such samples. However, we hope
that we have been able to convey the essence of our approach,
the central features of our way of conducting an analysis, as
guided by self psychology. In these concluding remarks, we will
expand somewhat on what we were able to illustrate directly with
our clinical vignettes.

Patients with mild or severe self-pathology ubiquitously
search for certain experiences in their everyday lives, and in
so doing, use other people—in either barely noticeable or in
blatantly obvious ways—to obtain what they were never able to
elicit spontaneously from their early selfobject milieu. On en-
tering analysis, such a patient struggles against a mounting
reluctance to establish his or her deficit-specific selfobject trans-
ference. This reluctance is fueled by the patient’s fear of retrau-
matization in the analytic situation, and/or shame over infantile
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needs—creating the well-known resistance (Kohut 1984). It may
also happen that this phase of reluctance and shame is short-
lived, and that the patient is then able to mobilize his or her trans-
ference expectations and direct them explicitly toward the analyst.
In the case of the former, the interpretive process is centered
on acknowledging the difficulty in trusting the analyst in the light
of earlier traumata, and on making sense of the patient’s caution
and fear of retraumatization. This will ultimately engender in-
creasing trust, followed by a progressive expression of hitherto
unmet needs. In the case of the latter, the interpretive process
is centered on the recognition that the intensity of the patient’s
needs are understandable in light of his or her traumatic experi-
ences of never having felt seen, admired, or valued and affirmed.
As part of this process, in either case, the patient’s exacting
needs to acquire or extract belatedly what he or she missed in
infancy or childhood will dominate the analytic experience.

The two dreams of Mr. G in our first clinical example depict
this state of affairs clearly. So do the memories of Mrs. A, evoked
by her experience of the disruption of the transference. In both
these analyses, the mirror transference continued to function
as the frame within which the patient’s experience in the analysis
and in his or her life outside, as well as historically in infancy and
childhood, could best be illuminated and the deficits substan-
tially ameliorated.

The vignettes from the analysis of Mrs. A also demonstrate
how certain disruptions and their repair deepened the analy-
sis by allowing us to recognize specific deficits and their conse-
quences in the patient’s personality structure and behavior.
Here it was especially poignant that an unempathic response (the
analyst’s failure to listen to her carefully enough, instead giving
her a “bookish” response) brought back memories of her ear-
ly experiences with her mother (having been disregarded, shut
out by her), which had left the patient with the specific vulner-
ability laid bare by this and other disruptions. Some such dis-
ruptions are inevitable and will occur even under the most feli-
citous circumstances. But there are others that can be avoided by
changes in the analyst’s approach. This may be aided by a theory
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that invites the analyst’s imaginative entry into the inner life of
the patient via empathy, thus leading to an understanding of
the patient’s subjective experience.
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MARCELLA: THE TRANSITION
FROM EXPLOSIVE SENSORIALITY
TO THE ABILITY TO THINK

BY ANTONINO FERRO, M.D.

The author discusses an analytic case in which it was nec-
essary to first address the patient’s need for containment of
her protoemotions—her sensoriality—before the analysis could
proceed along more standard lines, with interpretation of the
transference, work on displacement and aspects of her child-
hood history, and so forth. Prior to treatment, the patient had
resorted to a sort of affective autism in order not to experience
dangerously overwhelming emotions, and her emotional leth-
argy in sessions at first engendered similar feelings in the ana-
lyst, making progress impossible until a container was estab-
lished for her projective identifications.

INTRODUCTION

With some patients, a lengthy portion of the analysis must consist
of the patient’s consent to, and cooperation in, the development
of the capacity to think by building a “place” in which to “hold” not
only his or her emotions, but also the analyst’s interpretations.
This task must be accomplished before one can work with dis-
placement and on the reconstruction of childhood history, using
classical interpretations.

In the case I shall present here, that of Marcella, the pivotal
part of the analysis consisted of this work that I would define gen-
erally as the establishment of containments. This aspect of the
analysis took priority over its actual content, since it provided the
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opportunity for a transformation to take place—a transformation
of Marcella’s turbulent protoemotions and whirling sensoriality
into emotions and thoughts that she could begin to manage as
they took shape in her psyche. As long as she was not able to do
this (a situation Bion [1962] might have defined as a lack of the
alpha function and of the container), her psychic activity consisted
either of continuous evacuation, or of a deep drowsiness—a sort
of hibernation of her protoemotional states and an emotional
and existential deadening. These ways of functioning served as a
sort of emotional leveling that impeded the formation of proto-
emotional states, which the patient would have experienced as a
source of danger because she could not contain them; she did
not know how to transform them into experienceable emotions
or thinkable thoughts.

It has taken me a long time to organize my thoughts on the
work I have done and which remains to be done with Marcella.
In such cases, when clinical work becomes bleak and obscure,
when the patient’s maladaptive patterns of psychic functioning ap-
pear unmodifiable, and when there is no visible means of exit, I
have found it necessary to rely on all the patience I can muster.
Many of the major steps I describe in my work with Marcella took
on special significance only after the fact. Furthermore, a pri-
mary feature of the analysis was my own mental functioning in
sessions; for a long time, it was necessary for me to compensate
for the patient’s inability to live her own emotions and thoughts,
until I gradually managed to pass on this skill so that Marcella
could do it for herself.

BIONIAN FOUNDATIONS

Much of my formulation and discussion of the case of Marcella
derives from the conceptualizations of Bion (1962, 1963, 1965).
For Bion, the work done by the mind of the mother (or the ana-
lyst) on the feelings of anguish, or beta elements, that come to be
projected onto the child (or onto the patient) is central. If such
feelings find a mental receptor—of which the capacity for reverie
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is one factor—they can be transformed into alpha elements, at-
testing to the success of the process of thought formation (or in
another language, one might call this the process of symboliza-
tion). The repetition of the projection of beta elements, their re-
ception, and their restitution after having been transformed into
images (to use an alternative vocabulary, through a process of
imagination and representation) together lay the foundation of
the development of what Bion called the container. It might be
thought of as a sort of “basket” that serves to give a place for emo-
tions and thoughts, so that they can develop and become inter-
woven into the individual’s psyche.

Bion’s conception of the mind might be likened to that of
a digestive apparatus that must be developed in order for it to be
able to digest sensorial input, since that which comes to be diges-
ted will form the elements of the basis of thought. Furthermore,
Bion considered the process of projective identification to be an
action having the purpose of communication, and that it also has
the function of projecting sensoriality that comes to be trans-
formed into useful elements for thought (Ferro 2002a).

Marcella’s analysis could be seen as a lengthy labor in the serv-
ice of constructing such a digestive apparatus, before work could
proceed on the contents of the apparatus. I will try now to de-
scribe the significant phases of that work, some of which I was
able to make sense of only after the fact, and only after undergo-
ing laborious countertransferential examination.

EMOTIONAL TURBULENCE:
FROM PROJECTIVE IDENTIFICATION

TO NARRATION

Marcella’s “Apartment Below”

For a long time, the main feature of my sessions with Marcella,
a young woman who worked as an office clerk, was boredom—-
an atmosphere of boredom that seemed gradually to fill the room
and to take over my mind. Physically, Marcella was neither pretty
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nor ugly, and intellectually, she had no interests whatsoever: noth-
ing attracted her or got her involved. She had come to analysis
because of an undefined and indefinable state of malaise.

Very soon, I started to perceive the work with her as heavy go-
ing and boring, and I found myself unable to make interpreta-
tions in the transference, almost as though I did not want to
“touch” her. I noticed that once I had been listening to her for
a while, my thoughts seemed to become disconnected; I tended
to lose contact and would stop following even the manifest level
of what she was saying.

This all changed when Marcella told me about a dream. In
it, she was opening the drawers of a chest near her bed, and they
were full of spools of thread, all different colors mixed together.
She shut the drawers quickly, frightened by the idea of how hard
it would be and how much patience she would need to sort out
all those tangles. In associating to the dream, Marcella remem-
bered that as a child, she used to play at the home of her grand-
mother, who was a seamstress. But my mind suddenly lit up with
the idea of another meaning of the Italian word for a spool of
thread, spoletta: it also signifies a fuse, of the type used to ignite
explosives. This thought immediately reminded me of a child
I had had in analysis who used to cover pictures of fierce animals
that frightened him with a thick layer of Plasticine, and I sud-
denly understood why for so long I had not been able to reach
Marcella on an emotive level with my interpretations: it was be-
cause I was afraid she would “explode.” At that point, I was able
to transfer with the patient to her grandmother’s workroom, and
to uncover her terror of the tangled, explosive emotions she had
kept shut away in drawers by means of her boredom.

The “spools” started to unwind as Marcella’s “stories.” Howev-
er, I felt that these stories could not be interpreted in any way,
either in their real sense or in the transference, and that there
was not even any point in trying to do so because we were im-
mersed in a concrete setting. I therefore focused on the manifest
level of the narration, sharing what Marcella had to say and try-
ing to make my interpretations highly “unsaturated” (Ferro 1996a,
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2002b)—that is, tentative rather than conviction driven. Above
all, I had to recover my ability to think—which, when I was with
Marcella, tended to dissolve, leaving me confused, disoriented,
and unable to make meaningful connections.

I recall a period during which renovations in the apartment
below my office, which had been ongoing for a long time, started
to assume significance in our work together, and Marcella began
to nose around that floor of the building. This was the point at
which I realized that two levels of communication were taking
place between us: one superficial—totally shallow—and another
carried out via projective identifications, which had the effect of
numbing my ability to listen even to the manifest text of her
speech during sessions. As mentioned, these projective identifi-
cations seemed to disconnect my own thought processes, and
made me aware of an undercurrent of protoemotions so abso-
lutely primitive that they were either evacuated or became tangled
up in boredom.

And so stories surged up from the apartment below. Marcel-
la talked about the pastina on the walls, referring to the rough
plaster mix used by the workmen. In response to a comment of
mine, she added that “pastina on the walls” reminded her of a
very angry child. It came out that she had had childhood tan-
trums when her soup, which contained tiny pieces of pasta (pas-
tina), was not the right temperature for her, and she had chucked
the whole plate at the nearest wall, splattering the contents. Here
I recall my difficulty in agreeing to backdate the problem to her
childhood, instead of finding an easy, straightforward relation-
al explanation—for example, one relating to the way in which
the patient reacted every time an interpretation seemed too hot
or too cold, and how she liked to “splatter” the contents of inter-
pretations.

The same was true of the Turkish divan that Marcella de-
scribed having in her bedroom, which was something like a “bed
with a backrest,” bringing us back to the analyst’s couch. This was
not associated by the patient to certain aspects of herself that
were foreign to her and whose language she did not understand,
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but these meanings were not lost when perceiving her remarks
from a field viewpoint (Baranger 1992; Ferro 1992). Such mean-
ings are always present in the analyst’s office if they are present
in the analyst’s mind, waiting either to turn into plots that can
be shared, or to open up fresh space in which to permit new
thoughts to become thinkable.

An Emotion Takes Shape

After a further period of analysis with Marcella, I started to
feel that I was dealing with a sort of squid, the kind that shoots
out ink when threatened. Every attempt to get closer to the pa-
tient or to make even the most cautious interpretation was met
with a shower of “ink.” The only resource I could use was my
patience. This stance was eventually rewarded, as affective rela-
tionships gradually started to come to light in our workplace,
alongside what Marcella called her “office connections”—stories
about her work as an office clerk.

In one session, when I had managed to help establish a se-
rene atmosphere with only minimal persecutory feeling, infan-
tile memories began to surface. These included one memory—
Marcella did not know whether she actually remembered it,
or whether her mother had told her about it—in which she was
in a sort of baby walker, in a long corridor with three doors
opening off it. (It seems hardly necessary to point out that
Marcella was coming to three sessions a week at that point.) In
the memory, she was running faster and faster until she violently
struck the wash basin in the bathroom at the end of the corridor.
This tale brought our session to an end, and I felt pleased that
this deeper, more personal level had finally started to emerge.

One day, in the ten-minute break I allow myself between one
patient and the next, I was struck by a violent headache. I won-
dered why, since I do not usually suffer from headaches. I
started to worry about how I would deal with my “new” patient in
the next hour. I felt it had something to do with Marcella, and
suddenly, I grasped the way in which my headache, the next hour,
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and the “new” patient were all linked. A change had taken place
in my work with Marcella—not in the sense of a massive identi-
fication with the patient, but rather a change that had been
brought about by the arrival of a strong emotion, a mental pain,
in the field. This psychic suffering would eventually allow a leap
to occur in Marcella’s mental growth. I could see only its pre-
cursor at that point, but once such a presence takes hold in the
field, it is never long before the patient accepts it. It later be-
came clear that the pain appeared in response to an upcoming
weekend break, as well as to the break revealed when I told Mar-
cella of my vacation dates. I feel it is significant that I was the one
to live Marcella’s first strong emotion, so to speak, and to receive
it and organize it as a thought.

Some time afterward, Marcella arrived for her session a quar-
ter of an hour late. She was normally punctual, even though she
came from out of town, but on this occasion, she told me that
her train had been delayed when the controllore (ticket collector)
had seen a young drug addict lock himself in the toilet, and had
tried to get him to come out and get off the train. The ticket
collector finally managed to get the boy to disembark, but the
boy then got back onto the train—whereupon all the train doors
were locked, and only then had the boy been successfully sent
away. The whole procedure had taken fifteen minutes.

A scholastic interpretation would have been easy to make
(“it is a part of you that made sure you were late for the session
—indicative of the extreme need you feel of analysis”), but I felt
that such an interpretation would have come too much from me
alone. It would have been in -K, as Bion (1965) might have put
it, and it would not have fit the patient. Furthermore, this type
of interpretation would not have produced insight, and might
even have caused a sense of persecution in the patient and a re-
sultant loss of contact.

Earlier, I mentioned my contribution to a serene atmosphere
—but what exactly does that mean? Does the analyst pretend to
agree with everything, or does he or she pretend that nothing
has happened? I would say absolutely not to either question,
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nor can the analyst be seen as simply testing the temperature and
distance of interpretations (Meltzer 1976). I do believe, however,
that it is essential to respect the patient’s threshold for tolerating
interpretations, and to recognize that a feeling of persecution in
the session is a glaring sign of excessive insistence.

I asked Marcella to comment on the episode, telling me how
she lived it. This prompted her to relate some childhood memories
centering around her father’s job. He had been a railway worker—
in Italian, a ferroviere. (Notice that my name, Ferro, means iron in
Italian, and that a railway is a ferrovia—literally, an iron way.) Rail-
way workers, Marcella said, have to pay for delays that they cause.
And serious problems occur when people attempt suicide by
throwing themselves onto the tracks. She then started to talk
about occupational hazards for workers in other fields, mention-
ing a psychotherapist friend who had been knifed by a patient.
She carried on talking, until I asked her, “Is there some link be-
tween the dramatic events you are describing—suicides, knifings,
and drug addiction—and the fact that I told you in the last ses-
sion when I will be going on vacation?”

Marcella laughed, clearly relieved, and surprised me by re-
plying, “If we no longer have only ‘official’ relations here, but also
affective ones, then violent emotions, which are not always con-
trollable, can come up.” In that case, I pointed out, the ticket in-
spector (controllore) might just as well not have delayed the train
with his attempt to block the desperation and anger hidden under
the guise of the drug addict.

Dreaming of Red Peppers and Potatoes: Names for Emotions?

Marcella now talked less about what happened at her office,
and when she did speak of it, she increasingly referred to the af-
fects there. One day, she told me that a colleague at work had said
she had been cured of her “affability complex,” and Marcella her-
self proceeded to complain, getting angry about things she did not
like. She wanted simpler, more immediate relations, she said, and
then related a dream: she was meeting some friends and wanted
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to bring them something to show how happy she was to see them
and to have them as her guests. So she took a red pepper and a
potato and ran to meet them. But two animals she did not know
leapt out at her and shredded the vegetables, turning the pepper
into a Chinese lantern.

I asked her what those animals might be, seeming as they did
to foil her intentions and to prevent her joyful, immediate meet-
ing with her friends. (Naturally, I resisted any transference inter-
pretation, so as not to create a persecution factor that might im-
pede our communication.) She replied, “They are what is left of
the difficulties and fears I have had in relating with others”—and
which, I added to Marcella, transform simple feelings, emotions
that need a name, into strange, enigmatic things.

The “Folli-Cular” Tumor: A Fear of Strong Feelings

At this stage, I unexpectedly found myself going through an-
other long period of hibernation, when a fresh bout of boredom
seemed to freeze everything. I could work out what it was that
was sending me to sleep: Marcella was using an absolutely mo-
notonous voice to narrate things, just stringing her sentences to-
gether with “and . . . and . . . and,” with no main or subordinate
clauses to help distinguish the important communications from
the less important ones. Any potential difference was masked by
coordinates and more coordinates, all apparently grammatically
equal. I was lost in this sea, lulled almost to sleep by the repeti-
tive rhythm of the waves. Any attempt at interpreting—or even at
describing—what was going on, after we had talked about emo-
tions, was made in vain, until finally, something shocking hap-
pened. Marcella said: “My family doctor noticed a swelling on
my neck and sent me for tests. A few days later, I was told I have
a tumor with malignant cells.”

This was the storm that whipped up the still sea. After a long
string of medical investigations, it was determined that Marcella
needed immediate surgery. I had to follow these communica-
tions, which were dramatic and urgent, by observing their outside
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reality, but at the same time, I felt an increasing need to find the
meaning of what was going on in the analytic relationship.

Marcella told me that she might have to have a thyroid lobe
removed, and added that she could not tell her mother about
it because she would have trouble coping. Marcella added that
the doctors did not yet know whether it was a papilliferous tu-
mor or one of a “folli-cular” form. I felt at this point that an ur-
gent operation was needed in the analysis, too, and I told Mar-
cella that for some time, I had in fact been wondering whether
she might have something in her throat—something that she
could not get out, a highly malignant thing, maybe a folly, and
that there was something she felt she could not mention to me
for fear I would not know how to deal with it.

Marcella seemed at first to hold her breath, but then, in a
frightened voice, admitted that there was indeed something she
had never dared to tell me in all these years—which was in fact
the real reason why she had decided to start analysis, even though
she believed she would never be able to talk about it. She was
terrified of being thought mad, she explained, but there was no
longer any question about it: her house was haunted. Each time
she left the house, there was a little ghost of a child at the win-
dow, who waited for her when she returned, and it wandered
around the house and watched her. Sometimes it played tricks
on her, but it was actually harmless, and in fact kept her com-
pany. There were other ghosts, too, not clearly identifiable, who
were playful; sometimes Marcella would find that they had pre-
pared food, or tidied up the house, or had hidden something in
order to make her play at finding it. Sometimes they played tricks
on her, too.

I must confess that this account left me speechless, and I
could only conclude that Marcella’s deep loneliness was relieved
by these “presences,” which would surely come to have some
meaning in her analysis. She then went on to tell me that she
was afraid she was a witch because she had supernatural powers,
in that she could foretell the future, and could call down good
things and curses. All of a sudden, she asked me whether these
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were hallucinations. I told her that I thought they were more
like daydreams—ones that had every right to exist.

This exchange initiated a series of sessions during which I
discovered Marcella’s world of ghosts, and my reaction was to
tread fearfully among them. Sometimes, I had the sensation that
the patient was frankly delirious, but there were also moments
when I felt that she and I were playing games. In any event, we
could at least begin to find a shared meaning: was I, too, from
a certain viewpoint, just another little ghost in the patient’s life,
with my own significance—a presence who tidied things up, pre-
pared meals, and waited for her? I reached the point of asking
myself this only after numerous sessions in which we simply
“toyed” with these little ghosts—while I inwardly trembled with
fear.

I should add that I have had considerable experience with
patients who suffered from hallucinations (Ferro 1993) or who
had visual “flashes” (Ferro 1996b). But these patients all showed
fear, disorientation, anxiety, stupor, and a lack of explanation—
or at least of curiosity—about the things they “saw.” I had never
had a patient who talked quite normally about her ghosts and
her relations with them, while at the same time expressing doubts
about her sanity.

Help came to me in the form of a play I remembered, one by
the Neapolitan author Eduardo de Filippo. In Questi Fantasmi
(“These Ghosts”), the main character interacts with the “presences”
living in his house, which he believes, quite naturally, are ghosts
with whom he can establish significant relations.

At this stage of the analysis, Marcella was operated on. The
histological examination showed that she did not have a follicu-
lar tumor, but a papilliferous one. She was obviously relieved,
explaining her understanding that the former was very serious
—a “cold” nodule—whereas the latter was a “hot” nodule. This
brought us to the subject of passion, and Marcella explained that
she considered the bureaucracy of her rather mundane office job
to be one way of walking on the hot coals of passion. The ghosts
also represented something hot and exciting, even though they
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sometimes seemed encysted; they were not cold or paranoid
things. And here, I must admit, I worried that Marcella’s fiery
temperament might flare up before the discussion of the ghosts
was fully unraveled.

The Ghosts

I had trouble working with these ghosts, since I felt that I
was balancing on a tightrope, poised between an inability to con-
vincingly reassure the patient that they did exist, and the impossi-
bility of interpreting them exclusively as detached objects or func-
tions. For a long time, drawing on my experience in analyzing
children, I resorted to playing with these presences without defin-
ing them (Ferro 1996c). I gave them a place to live, hoping that,
as we gathered together the emotions from which they were wo-
ven, they would eventually be free to present themselves without
having to be clothed in this sort of fantastic exterior substance.

Marcella and I had been in this transitional area for a while,
in which the characters moved around and interacted, and I be-
gan to realize that it was possible to reach the emotions they ex-
ternalized, regardless of whether they were dream flashes or hal-
lucinatory transformations. Then, at the beginning of a session,
Marcella told me by roundabout routes that she had one of her
grandfather’s pictures in her home; it was a painting she particu-
larly liked, of a landscape containing a tree, a child, and some
elves (folletti in Italian). When she had finished telling me about
the picture, I found the strength to ask her: “And what has be-
come of the ghosts?” As if it were the most natural thing in the
world, she answered, “Oh, they’ve gone back into the painting.”

Once the ghosts had been metabolized and returned back
into the painting, a miracle took place: no more boredom, no
more drowsiness. Lively emotions came to light—bordering on
violent ones, and on the theme of “there’s no room for me.”
This took us back to the patient’s childhood and the fact that, al-
though the family home had enough rooms, she was not given
one of her own, but had to sleep on a foldaway couch in the liv-
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ing room—a situation similar to the precariousness of my office
couch, which also is not really hers. She mentioned her mother,
who had room for her own hypochondriacal anxiety, but not for
her daughter’s worries and projects.

The Padded Cell

As had been her pattern since the beginning of the analy-
sis, Marcella reacted violently every time that a session had to
be skipped: this was tangible proof that there was no room for
her, and she laid on a temper tantrum and a display of despera-
tion. This return to life also passed through a reverie of mine,
when she said that she felt she was throwing herself against a
“wall of rubber,” but no one was answering; this reminded me
of padded cells in old mental hospitals. When I told her this,
she was struck by the imagery, and she was moved: her emotions
could only be put to sleep, or contained, in a padded room for
violent patients. For a long time, her bureaucratic office job
had served as this padded room—deadening everything, ab-
sorbing anything that might become too violent. Subsequently,
she dreamed of Zulu warriors, which frightened her, but which
also confirmed that her primitive emotions were no longer bot-
tled up. She was not beating against a rubber wall any longer,
so her emotions could be let free, even if she was afraid of them.

After the next skipped session, Marcella told me of a dream
that her house keys had been broken, and she had felt an anxi-
ety stronger than any she had ever known—a kind of “black an-
guish.” “As black as the Zulus,” I suggested.

Corn or Chocolate

For several months, Marcella and I worked to contain and
transform the Zulus, and Marcella’s autistic defenses—which had
the function of deadening everything—gradually became less evi-
dent (Klein 1980). During this period, the patient told me about
another dream: she went into a room where someone was try-
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ing to spray a deodorant, in order to get rid of the smell of
something related to the handle of a toilet in the next room.
Then she touched a navy blue coat and “flakes” formed on it;
when she tried to brush them away, they initially flew off, but
then drifted back onto the coat. They were like cornflakes or
chocolate flakes.

I was at a loss here, so I asked the patient what she thought
of the dream. Marcella replied that the flakes made her think of
something that wanted to get free but that kept coming back to
its place, something to do with relations with other people. This
comment lent credence to my experience with the patient, and I
told her that when we met, something at first seemed to close
up, after which we could remove the flakes and enjoy a good lev-
el of communication—but then we had to start all over again
from the beginning.

“As if the gap were not forever,” Marcella mused. “That’s right,”
I replied, “but the flakes are made of corn or chocolate.” “They’re
biodegradable, digestible,” Marcella responded. These flakes,
remnants of an old armor plating, could now be digested and
brushed away, even if not yet forever.

I proposed that, in the first part of the dream, the deodorant
was meant as a way to avoid tackling unpleasantness. Marcella
agreed, and started off on a topic she had always tended to drop:
her feeling that she was not wanted, that people just put up with
her—-and also that her femininity had never been fully acknowl-
edged. I took this as a signal that an inner space (container) had
opened up inside her, and that I could now begin to reach her
with interpretations of transference, with no longer any need to
fear emotional explosions or the development of persecutory
ideas. Now, in fact, the interpretations seemed to be expected,
desired, and to serve as the source of further transformational
potential.

A Sexual Relation between Minds

My methods of interpretation with Marcella have changed,
and I now interpret what happens in our relationship and her
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inner world and story in a much more intimate fashion, no longer
worrying about intrusion or a sense of persecution in transfer-
ence interpretations. In this new environment, Marcella related
another dream: She was on a couch with a young man who
kissed her neck and started to unbutton her blouse. She wanted
him, and told him to stroke her breast; his touch became more
intimate. This dream, beneath its eroticism, seemed to indicate
her desire to gradually make even closer contact with me, and
the pleasure of the meeting seemed to confirm the patient’s new
way of functioning in analysis, as well as the greater accessibility
of her own emotions and thoughts (Ferro 2000).

In another dream, Marcella was making love with David, a
dear friend, and in another, with a homeless woman who had at
last found somewhere to stay. Finally, there was a dream that
seemed to indicate what she wanted from analysis, in which she
went to a jeweler and asked for a ring and a cameo with an
angel’s head. She commented on this herself in describing the
dream, saying that what she really wanted was a husband and a
child. But I suspect that she also wants a more stable relation
with her analyst, a more fertile meeting of our minds, since all
her previous relations—starting from the one with her hypochon-
driacal, depressed mother—had been sources of nothing but dis-
appointment and distress.

CONCLUDING REFLECTIONS

The journey with Marcella has not yet ended as I write these
pages; there is still a road to be traveled. The analysis up until
this point, however, illustrates my belief that, concealed in the
interpretive activity, there may always be torment in the mind of
the analyst (Ogden 1997), which becomes a receptor, an assump-
tion of anguished feelings, of the protoemotional states of the
patient (beta elements) that it must absorb, metabolizing toward
the real capacity—often not conscious—of transformative elabora-
tion. Interpretations thus become a way of giving testimony and
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a sense of emergence to this silent and complex work, which has
much to do with the mental characteristics of the analyst and with
his or her subjectivity (Renik 1993), which I believe comes more
into play when the patient’s situation is more serious (Brenman-
Pick 1985).

It may be useful, perhaps, to continue here the alimentary
metaphor mentioned earlier. The patient might be seen as bring-
ing certain “raw” emotions to the analysis—emotions that are of-
ten violent and not manageable with his or her own cooking
equipment, with the aim of “cooking” these into more cohesive
thoughts and emotions. The analyst is called upon to put at the
patient’s disposal the appropriate mental kitchen apparatus: pots,
pans, and oven, which will not only be utilized by the patient, but
which will also, through repetition of their use, permit—when
things function fairly well—a progressive introjection of such
cooking apparatus into his or her usual equipment at hand. Thus,
the cooking implements, and consequently the ability to cook,
which were originally supplied by the analyst, eventually become
the mental inheritance of the patient.

This metaphor also permits us to distinguish the work done
by the analyst in the “kitchen department” (how much the ana-
lyst elaborates in his or her mind) from how much the analyst
brings to the table in the “restaurant department”—that which the
analyst communicates to the patient with actual interpretations.
Because of this, I believe that the analyst’s interpretative style
must be flexible—adjustable to the digestive capacity of the pa-
tient, in a manner that interpretations may function as factors of
growth and not of persecution (Ferro 1996a, 2002b; Guignard
1996).

With Marcella, long and silent labor has been necessary, con-
ducted in my “kitchen department,” before the psychic areas that
were devoid of the capacity to live emotions could be elaborated
and transformed. For a long time, she had used a sort of autistic
nuclei as defensive armor that protected her from every excess
of feeling that she did not know how to metabolize in thought
(Tustin 1990). Marcella had to develop her own alpha functions
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in order to manage her protoemotions, rather than merely re-
sorting to evacuation—that is, to turning her protoemotions into
hallucinations, her ghosts. She accomplished this through re-
peated microexperiences of being in unison, of engaging in
emotional sharing (Bion 1962, 1963, 1965). Now that she has
reached that stage, analysis can proceed along the rails of a mind
that is adequately mapped. Thus, analytic work on the displace-
ment and reconstruction of the infantile experience can take
center stage. I would like to again emphasize—this time with a
Freudian metaphor—that it is necessary with some patients to
reconstruct the magic “notes” before being able to see in them
what must be displaced.

In this essay, I have chosen to present a narration focused on
the development of the transference-countertransference axis in
the analytic work, in order to give coherence to my presentation
and to limit its overall length. Inevitably, other stories and other
characters, viewed from alternative vantage points, could also
have been described, and would permit a more complete view of
the work done with this patient.
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BACK TO THE FUTURE

BY FRED BUSCH, PH.D.

Significant components of psychoanalytic technique, and
the theory that underlies it, seem to remain buried in our
past, but are central to the growth of psychoanalysis as a
treatment method based on understanding a patient’s mind.
By updating technique based on a theory of mind with struc-
ture, the author views the increasing freedom of the patient’s
mind as central to the curative process, and takes the position
that in interpretive work, the analyst needs to pay more at-
tention to the patient’s capacity to meaningfully receive and
integrate the analyst’s interventions.

INTRODUCTION

Every psychoanalyst has a theory, articulated or not, that governs
everything he or she does in psychoanalysis with every patient.
This theory encompasses the smallest detail, such as how we think
about silence, as well as larger issues, such as what is curative in
the analytic process. Based on a bedrock principle of psychoanaly-
sis that it is what we do not know about ourselves that gets us
into difficulty, I believe it is incumbent upon us to be as articu-
late as possible about our theory of technique. Yet it is my im-
pression that it is very difficult to get analysts to talk about tech-
nique. In sharing case material, we quickly move to talking about
the meaning of content, while it is a struggle to get a discussion
going about technique that is not a disguised form of supervi-
sion.

Psychoanalytic Quarterly, LXXII, 2003
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In writing this, I have struggled between the wish to summa-
rize previously elaborated theoretical positions that inform my
clinical work, and the desire to present newer views that I am cur-
rently developing. I have ended up trying to do a little of both,
looking back (in the theoretical section) and looking forward (in
the clinical case presentation).

APPLICATION OF THEORY
TO CLINICAL WORK

It has been my premise that certain areas that have been central
to the theory of clinical technique are increasingly absent from
clinical work, much to the detriment of our capacity to help indi-
viduals via understanding. If we are to consider analysis a meth-
od that, in the main, is different than other forms of treatment
—in that we help patients via an understanding of their minds and
of the role the mind plays in psychological functioning—then
certain methods based on a theory of how the mind works seem
central.

My clinical work is based in part on three basic premises
from the Structural Model. The first is that the mind is built up
by structures. The second is that there is a specific structure in
the mind that mediates between the internal pressures from pre-
conscious and unconscious thoughts, fantasies, affects, and so on
(with their own conflicting forces), and the demands and pleas-
ures of the external world. This mediator has been labeled the
ego, and for heuristic purposes, it seems useful to keep this term.
The third premise is that the basis of neurotic and character
symptoms is unconscious fear. This view is inherent in every ma-
jor theoretical persuasion, although the causative factors are un-
derstood differently.

In a condensed form, I will describe how this sketch of theo-
ry translates into clinical practice.1 A key aspect of analytic treat-

1 For further elaboration, see Busch 1992, 1993, 1994, 1995a, 1995b, 1996, 1997,
1999, 2000, 2001.
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ment is to make unconscious fears not so fearful, and to allow
the possibility of reflection to replace the inevitability of enact-
ments. This results in a decrease in symptoms. Every analyst since
Freud has found that this is not so easy, as these fears are uncon-
scious and based on old adaptations that have led to a complex
worldview to protect and gratify. Central resistances to change
are found in the work of the unconscious ego. Therefore, suc-
cessfully working through resistances depends upon bringing
the machinations of the unconscious ego into awareness.

As part of the working through of unconscious resistances,
we discover old microstructures (of fantasies and feelings) that
are symptom related. With understanding, new microstructures
are formed, while macrostructure building also takes place (that
is, a widening of the ego’s capacity to think and feel).

FREE ASSOCIATION

The method of free association serves as an important technique
for working within my basic model. First of all, it is the ideal
way for both the patient and the analyst to observe unconscious
fears expressed in the immediacy of the analytic situation (see
Gray’s 1982, 1986, 1994 work on close process monitoring). This
belief is based on our conception that one major role of the un-
conscious ego consists in recognizing and responding to uncon-
scious fears, which it does by withdrawing from frightening con-
tent in order to protect itself from overwhelming anxiety. Thus,
the ego functions as an intrapsychic mediator, as well as meeting
the demands of the internal and external world. Since the ego
responds to an unconscious fear with an emergency measure,
we rely on another part of the ego2 to take in our invitation
to observe with us what has just happened. It is the piece-by-
piece enlargement of the capacity for observation that is our
main ally in the midst of the transference neurosis, and a sig-
nificant part of the curative process (Busch 1999, 2000).

2 Topographically, the preconscious or conscious ego, and structurally, the
higher-level ego functions.
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THE EGO’S CAPACITY FOR
OBSERVATION

In order to facilitate this curative process, therefore, I strive to
make interpretations that are based on the ego’s capacity for observa-
tion. This is a continually changing process, one that leads us to
interpret in a variety of ways. Interpretive use of other sources
of analytic information (e.g., the analyst’s countertransference) are
most effectively synthesized by the patient if an attempt is made
to integrate them with what is most observable by the patient
using the method of free association (Busch 1998). This brings
me to my concept of interpreting “in the neighborhood” (Busch
1993).3 It is based on the premise that interpretations are most
effective if the patient is able to make a connection between what
he/she is saying or thinking preconsciously and the analyst’s in-
terventions. In listening to discussions of clinical process, one
is impressed with how many interpretations seem to be based less
on what the patient is capable of hearing, and more on what the
analyst is capable of understanding. This leads me to another
significant element in considering our methods of interpretation:
the preoperational nature of patients’ thinking in the midst of
conflict (Busch 1995b). We have significantly underestimated the
concreticity of patients’ thoughts in the midst of conflict, often
leading us to make interpretations at a more abstract level than
is consistent with patients’ capacities for conceptualization.

Closely following the patient’s associations is an effective
method for exploring with the patient what is on his/her mind,
with the patient as his/her own baseline. This is most vividly dem-
onstrated in intrasystemic and transference resistances. For ex-
ample, if a patient comes in talking in a free manner, and sud-
denly becomes more inhibited in his/her way of speaking, we can
observe that something has happened. In this context, the base-
line has been the patient’s previous way of associating. This base-
line has many implications for the clinical moment, and can also

3 See also Levy and Inderbitzin (1990) and Paniagua (1991).
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be an indicator of analytic progress. The freedom to use the
method of free association becomes one indication of analytic
improvement (Kris 1982). Furthermore, closely following the
content of the patient’s associations allows us to work within an ex-
perience-near model of conflict resolution, as mediated through
the ego. This represents a view of the patient’s free associations
as an unfolding of the unconscious sides of inner life, which,
without undue influence by the analyst, will express the various
components of the conflicts that have led the patient into treat-
ment (Busch 1997). From our understanding of the content and
rhythm of the patient’s associations, and our own reactions to
these, we are also more able to sense when the patient’s thoughts
are enactments, and when our countertransference becomes an
invaluable guide in our understanding.

All of psychoanalytic technique is guided by the premise that
the curative process lies in increasing patients’ freedom to think,
feel, and express themselves via the methods outlined above. The
corollary to this is that we increase patients’ degrees of freedom
by increasing reflection where there has been a tendency to enact
(Busch 1999, 2000, 2001). Action without reflection is hardly in-
evitable.

CLINICAL MATERIAL

Case Background

Aaron was a lawyer in his forties who came for treatment af-
ter experiencing professional setbacks, increasing anxiety at
work, and feelings of distance from his wife. Aaron had done ex-
tremely well in law school and had clerked at a prestigious law
firm. He was offered a position at this firm upon graduation, but
chose instead to work at legal aid. Consciously, Aaron saw this
decision as based on philosophical principles revolving around
his social conscience and ambivalence over the money-driven cul-
ture of large law firms.

After a number of years and a growing family, Aaron felt he
needed more financial security, and reentered the world of pres-
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tigious law firms. He was able to do this on the strength of the
many articles he had contributed to the literature during the time
he was in legal aid. Over the years, he had become part of the
intellectual brain trust of the firm he joined. However, as he rose
toward a leadership role, he became increasingly ineffective.
His colleagues helped him to see how he kept shooting himself
in the foot. Meanwhile, he started to have severe anxiety attacks
when presenting at national meetings.

Aaron was a handsome man who nevertheless managed to
draw critical attention to himself. I found myself thinking things
like, “He’s wearing the wrong tie with that suit,” or “The style of
his shoes doesn’t match the rest of his outfit.” (Fashion reviews
are not typically a part of my clinical thinking.) Aaron’s manner
when he began the sessions was obsessional, deferential, and self-
critical. This eventually changed, although I sometimes still felt
that his ties were all wrong. The session to be reported is from the
twentieth month of a four-times-per-week analysis.

Session Synopsis

Aaron began the session in an enthusiastic manner. The overt
feeling in the air was that something important had happened
and that he was able to recognize it as a notable psychological
event—one of the first times this had occurred in the analysis. At
times during the session, I found myself feeling like the proud
mentor of a gifted student. He began:

Something happened today that was really interesting.
One of the law clerks I’ve mentored for two summers,
Ann, is very attractive. She has a clear, concise mind. Ann
and her husband come from the South, and want to
return when she finishes law school. My mentor from
Shreve and Crump4 [where the patient did his clerkship],
Ted, is now in Dallas. I’ve been speaking to him about
Ann for a while, and he agreed to oversee her interviews

4 A fictitious law firm.
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with his Dallas firm this week. Ted is my age, but he went
straight to Shreve and Crump from law school. He didn’t
have ambivalence about going into practice like I did.
He’s had a stellar career, most recently with this presti-
gious group in Dallas. When I was at Shreve and Crump,
he was very supportive of my ideas, and I found that
tremendously energizing and reassuring. He’s very good
at what he does.

Anyway, I had a three-way phone call today with Ann
and Ted. Ann ran into a problem while interviewing with
the Dallas firm. She’s been working with me here in the
area of intellectual property, and she hoped to continue
her work with some of the partners in Dallas who seemed
to have similar interests. However, as she’s been talking
to people, it’s become clear that their interests are in
somewhat different areas, and they told her that she
shouldn’t come to Dallas thinking she could continue
with her interests.

I had realized that this might be a problem and coun-
seled Ann about it. Yet I guess I wasn’t able to be clear
with her; I think I made it more muddled than it needed
to be. I know many of the guys down there, and I
thought, “They’re my friends, of course they’ll sponsor
Ann’s work.” On the other hand, I thought she might
just continue her work with me for a while, and then
drift into something that’s going on there. That’s how I
did it. However, Ted didn’t think his firm could support
this for Ann at this time.

Ted had so many good ideas about Ann’s career. He’s
so good at what he does. I felt really exposed in front
of Ann. It really threw me for a while. I came away think-
ing this was an event.

Until this moment, Aaron had seemed spontaneous and live-
ly. He appeared to be full of the thoughts on his mind. How-
ever, at this moment, his thinking slowed down considerably, and
for the next few minutes, he laboriously returned to aspects of
what he had already talked about. We then went on to have the
following exchange.
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F. B.: I wonder if you noticed that your thoughts slowed
down after you mentioned that “this was an event.”
It was as if something had stopped you at that
moment from continuing with the same degree of
spontaneity.

Aaron: Now that you mention it, I can see that. I don’t
know why I didn’t say anything at the time, but I
was thinking that this stuff with Ted might be the
competitive thing you and I were talking about.
Actually, Ted has become more of a managing-part-
ner type, and isn’t doing so much legal work any
more. Most of his best creative work was done ten
years ago. But he’s really good at what he does.
Whenever I speak to him, I feel like he’s the mentee
and I’m the mentor. He’s accomplished so much
more than I have. [He continued to talk about
Ted’s accomplishments.]

F. B.: When you said “he’s the mentee and I’m the men-
tor,” I couldn’t tell if that’s what you intended to
say.

Aaron: Actually, I meant to say it the other way around,
and I thought I had, but when I heard you say it
back, I could hear my words. I guess that brings
me back to my competitive side. Ted is really good
at listening to briefs. People always come to him
because he can see the essence of the argument.
When Ted, Ann, and I were talking, she could see
who was the boss.

F. B.: After you notice your competitive side with Ted,
you immediately sing Ted’s praises while putting
yourself down, as if being aware of your compe-
titive side makes you uncomfortable.

Aaron: Hmm . . . that’s interesting. I find myself thinking
about what kind of relationship I’ll have with Ann
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after she leaves. After I finished my clerkship at
Shreve and Crump, I would return for their Wed-
nesday meetings, where people brought up par-
ticularly interesting or difficult cases. After a
while, Ted said that I couldn’t attend, as the meet-
ing was intended just for current employees and
clerks. He did it in a really nice way. He’s so good
at that. [pause] I’m thinking about what an at-
tractive person Ann is. It’s not like I’m thinking
about it all the time. [He went on at length about
Ann’s competence.]

F. B.: You seem to be trying to convince me that you real-
ly don’t think too much about how attractive
Ann is. From what you say, it seems you have a
concern in the background that if these thoughts
come to light, you’ll be kicked out.

Aaron: I’m thinking about the other partner at my firm
who works in my area, Bob. I showed him this
brief I was preparing. I felt it was very strong. His
response was that it was “pretty good.” He wanted
me to leave out the section that I thought gave it
real sex appeal . . . . Something else comes to mind.
How much time do we have left?

F. B.: As you’re thinking about this sexy stuff, you sud-
denly wonder how much time we have left.

Aaron: I was thinking that we’re probably out of time, but
I hoped we had more time as I wanted to say
something else.

F. B.: It seems as though you’re wondering if I can ac-
cept your sexual thoughts, or whether I’ll tell you
that you have to leave the meeting.

Aaron: For some reason, I feel compelled to tell you this.
For a long time, I’ve had the feeling that I’m not
good at sex. The first time I had sex was with a
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woman named Sarah. She didn’t have an orgasm.
I felt my penis wasn’t big enough.

F. B.: As I brought in your conflict over telling me about
your sexual thoughts, you noticed that you felt
compelled to tell me of feeling sexually inadequate.
It’s as if you needed to assure me that when it
comes to sex, you aren’t anything much.

Aaron: In fact, it was very different with Virginia [his next
girlfriend]. Her vagina was really tight. It was like
Sarah was a superwoman; her vagina was huge.
She could take in anything. I just felt so small
and little next to her. Is that the same thing? [He
laughs.] Or is my asking you that question the
same thing?

Case Discussion

As a way of highlighting how my theoretical beliefs inform
my clinical work, I will go through the session just described in
some detail. The first issue to notice is that Aaron took a signifi-
cant step in the treatment when he could see what was occur-
ring in his life as a psychological event. This is the beginning of
a necessary move in analysis from seeing oneself as only a victim
of circumstances to the view of oneself as an active participant in
one’s own experience, in a nondepressive manner. As analysts,
we need to be empathic with what has happened to our patients
in the past, but it is even more crucial that we work through the
internal meanings these events have for them. In the context
of what followed in Aaron’s session, it is not surprising that I
ended up experiencing the patient’s accomplishment as that of
a gifted student.

Aaron then introduced his attractive law clerk, Ann, whom he
had not mentioned before. We saw his struggle to freely experi-
ence and express to me his sexual desire toward her, and how
he pulled back from this. The word attractive captures well what
Aaron was capable of at that moment. He hinted at being sexually
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attracted to her, but presented this via a generic term, attractive,
that can mean almost anything. He then shifted farther away from
any sexual connotation by telling me that he was really impressed
with her mind.

Although we can see a defense in action here, Aaron was in
the midst of telling me something he had noticed. To bring to his
attention what I had noticed would be to enact my taking the more
senior, dominant role. His retreat from competition to taking a
secondary role was part of what he had come into treatment
about. It was one of the moments when close process monitor-
ing needs to be used judiciously in the context of multiple fac-
tors occurring at any clinical moment. Furthermore, it was a
time when the significance of the method of free association must
take precedence over the method of resistance analysis, as Aaron
had just begun to tell his story via his associations.

In this context, I think we often fail to pay enough attention
to the patient’s capacity to talk through resistances. Resistances
are not present or absent, but rather have different levels of
crust, leading to variations in the degree to which it is important
to speak to them. From another perspective, we can see that
Aaron was defensive. Whether this would lead to a resistance was
difficult to know at the time. In general, our analytic work is
more effective when we interpret resistances rather than defen-
ses.

The second character to be introduced in this session was
Aaron’s previous mentor, Ted, with whom Aaron unfavorably
compared himself. The sexual nature of the comparison was ex-
pressed in Aaron’s feeling that he was being exposed as inade-
quate in front of Ann, a compromise formation. In the midst of
the session, we saw a sudden change of voice, in which Aaron’s
associations were no longer spontaneous, and the content became
a dried-up version of what had already been discussed. At this
point, the resistance was palpable and needed to be spoken to.
The question was one of how to do this.

I believe, when possible, it is most useful for the analytic pro-
cess to start by bringing the patient back to the moment when the
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resistance occurred, to see what the patient can tell us about it.
In this way, we are relying on the patient’s thoughts as much as
possible, and not speculating about what is on the patient’s mind.
The patient will tell us which aspect of the resistance he/she will
be able to approach, if any. Furthermore, we want to stay as
close as possible to an association-based method of intervention,
in that it is the use of this method, I believe, that is the sine qua
non of ongoing self-analysis. Thus, I brought Aaron back to the
moment when the change occurred in his voice, i.e., with his
statement that “I came away thinking this was an event.” I pointed
out that something significant happened at that moment, which
changed the whole course of the content and manner of how
Aaron talked with me. However, I started out with a question, “I
wonder if you noticed . . . ?” I do this as a matter of course because,
if the patient has not noticed or cannot recapture the change in
voice, the analysis of the resistance becomes distant from the pa-
tient’s experience, making the process too intellectualized, or
implying that I am asking the patient to accept my observation on
the basis of my authority.

Aaron then brought up that he was having thoughts of com-
petitiveness with Ted, and expressed these in a variety of ways.
He then made the unconscious slip of saying he was Ted’s men-
tor, and when this was pointed out, he immediately returned to
singing Ted’s praises. This is an example of an unconscious con-
flict in action. Aaron was not aware that after his wish to be Ted’s
mentor came out in the slip, he had to negate this feeling. I
then identified how the unconscious conflict had just been ex-
pressed. The process of identifying unconscious conflict as expressed in
the associative process is as important as identifying the unconscious
fears and fantasies behind it. Until an unconscious conflict is brought
to consciousness, the underlying meanings cannot be anchored in a new
structure.

At this point in my discussion, another important technical is-
sue arises—around the interpretation of an intrapsychic conflict
versus a transference conflict. That is, rather than interpreting
the conflict, should I have interpreted it within the transference,
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as the patient was negating his competitive side while talking to
me? Many would say that this distinction is irrelevant, since the
patient is always expressing intrapsychic conflict in the transfer-
ence. While at one level, this may be true, the interpretation’s
meaningfulness to the patient depends on it being “in the neigh-
borhood.” I generally like to have available some associations to
the transference that I can use as a link for the patient to be able
to see it in operation, before interpreting the transference. This
is why, even though my countertransference reaction to Aaron
as my bright student would indicate that the whole session could
be read as transference, interpreting this to Aaron in a way that
would be meaningfully understandable to him would have been,
in my judgment, impossible.

After I identified the conflict, Aaron’s associations went to
being kicked out of meetings if he acknowledged his sexual at-
traction to Ann. Again, I interpreted this unconscious fantasy
underlying his fears in displacement. His associations then went
to a male colleague who wanted him to leave out any sexy stuff
from his work.

At this point, the transference was brought directly into the treat-
ment as an enactment when Aaron asked, “How much time do we have
left?” I took the unconscious meaning of this to be “Will you al-
low me to bring in this sexy stuff?” It was at this point that the
transference became most approachable. Since Aaron had ex-
pressed an unconscious fantasy within the transference, I could
now bring something concrete to his attention that might be
more easily observable by him. It is instructive to compare this
type of transference interpretation to a hypothesized one, like the
one I declined making earlier. This one had a much greater po-
tential to be experience-near for Aaron, thus allowing him to con-
sciously grasp an unconscious process that is necessary for struc-
ture building.

When I interpreted his concerns over getting kicked out of
the session for his sexual interest, Aaron’s thoughts went to his
sexual inadequacy. Different sides of Aaron’s conflict were then
expressed in the here and now of the session (e.g., “I am sexual-
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ly inadequate,” “What I have is so small compared to a woman,”
“Well, maybe it isn’t, but maybe it is”).

As the session ended, Aaron was able to identify his retreat
from competitive feelings with me, and at the same time, he felt
freer to express and experience his competitive feelings toward
me. This freedom to know, to experience, and to reflect upon
what was previously unknowable and unavailable to experience is
what I see as the unique offering of psychoanalysis. It is this
freedom that is curative.
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ANALYSTS’
OBSERVING-PARTICIPATION
WITH THEORY

BY IRWIN HIRSCH, PH.D.

The author summarizes some of the literature’s critiques
of psychoanalytic theory, which have noted its constrictive
quality and failure to take into account the vicissitudes of
treatment within each analytic dyad. Such postmodern reac-
tions have given rise to a countertheoretical trend toward
psychoanalytic pluralism, leading the author to suggest that
a single, standard psychoanalytic technique no longer exists.
The interpersonal tradition, which tends to prioritize praxis
over theory, is discussed in the light of its emphasis on an
intersubjective model of participant-observation, and two
clinical vignettes are presented to illustrate the author’s way
of utilizing this model.

INTRODUCTION

Early in the development of the psychoanalytic profession, Fe-
renczi and Rank (1924) sharply criticized clinical psychoanalysis
for becoming excessively dominated by general theory, severely
compromising the understanding of the unique individuality of
each patient and each dyad. Especially in psychoanalytic writing,
it was hard to distinguish one patient from another. Virtually
every patient seemed to have the same underlying dynamics or
internal structures, discussion confirmed the universal theoreti-
cal constructs of the day, and analysts’ interpretations and verbal
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interventions often sounded stereotyped. In our literature, there
is continuing criticism of the ways in which excessive attention to
theoretical constructs may blind analytic vision (Coen 2000; Ei-
sold 2000; Josephs 2001; Levenson 1972; Richards and Richards
1995; Smith 2001; Spence 1982).

Some analytic perspectives appear to be more concerned than
others by ways in which theory can narrow the range of clinical
perception. Indeed, there is currently a strong countertheoreti-
cal trend toward pluralism and multiplicity, essentially an effort
to deconstruct all theory, and to neutralize any theoretical he-
gemony.1 This postmodern direction in psychoanalysis was ini-
tiated by the introduction of Sullivan’s (1953, 1954) key concept of
participant-observation, refined to what I call observing-participa-
tion2 by analysts identified with the interpersonal school, particu-
larly Thompson (1950), Wolstein (1954), and Levenson (1972). This
approach to psychoanalysis was further elaborated into relational
perspectives (e.g., Aron 1996; Gill 1982; Hoffman 1998; Mitchell
1988; Stern 1997) through epistemological concepts like construc-
tivism and perspectivism, and integrated into the broader contem-
porary cultural ethos by psychologists and psychoanalysts inter-
ested in critical theory (Fairfield 2001; Gergen 2001).

The broad spectrum of interpersonal, relational, and post-
modern thinking3 reflects the development of theories that their
proponents wish were not theories. They are theories in part

1 See Fairfield (2001) for an excellent and balanced summary of this contro-
versial issue.

2 Participant-observation refers to the inherent subjectivity involved in any
observation. As well, the act of observing, in and of itself, influences the data un-
der observation. The concept of observing-participation places yet greater empha-
sis on the extent of analysts’ unwitting participation with patients. Implicit in this
perspective is the belief that analysts normally engage with patients in affectively
tinged ways that are beyond their awareness, and, at best, analysts are able to ob-
serve this affective engagement only post factum.

3 When referring to this now very broad grouping, I will usually use the term
interpersonal, for this tradition most closely reflects my own theoretical back-
ground. The newer term, relational, serves as an umbrella for perspectives (includ-
ing interpersonal) that in fact might differ from one another considerably around
the question of the value and place of theory in clinical psychoanalysis.
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born out of the desire to be atheoretical, and they live in con-
tradiction—or, at best, in a dialectical tension—between theory
and naive perception. Psychoanalytic theories basically tell us
two things: what to look for with patients and what to do with
them. General theory and clinical theory ought to be in syn-
chrony, though often they are not. The nature of direct clinical
work can be so deeply personal that the analyst’s personality and
idiosyncratic emotional reactions to each patient can readily
dwarf theoretical predispositions, as well as premeditated guide-
lines for analytic interaction (Hirsch 1987, 1990, 1996, 1998).

Theories help keep analysts grounded in some bedrock or
ritual (Hoffman 1998), while one hopes that the uniqueness of
each analytic dyad is also engaged. Theoretical constructs draw
a necessary ring of professional structure and boundary around
what is otherwise usually a highly personal and affective relation-
ship (Racker 1968). Nonetheless, “something more” than what
our theories suggest (see Stern et al. 1998) tends to happen be-
tween the analytic participants. These relational factors, or unwit-
ting (unconscious) participations, reflect the essence of what Sul-
livan (1953, 1954) originally meant by participant-observation, and
what others (e.g., Hirsch 1987, 1996, 1998) have expanded to ob-
serving-participation. Theories always serve as guides to inquiry
and to understanding, and as boundaries to potentially emo-
tionally intense and confusing engagement between patient and
analyst (Friedman 1988). However, in the trenches of analytic
interaction, both general and clinical theory can also serve to re-
strict valuable spontaneity and idiosyncrasy (Hirsch 1987; Hoff-
man 1998), and to narrow analytic inquiry.

Those contemporary analysts who tend to view psychoanaly-
sis as a science are normally more troubled by the perception of
theory as essentially an expression of analysts’ subjectivity, while
those of us who view analysis as part of the social sciences or
humanities are likely to embrace such contradiction as reflective
of useful theoretical deconstruction. Analysts of all stripes pre-
fer ideally to observe with a naive freshness and curiosity—the
abandonment of memory or desire (Bion 1967), yet our theories
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predispose us to prioritize what is seen.4 In addition, some ana-
lysts whose work has defined this era (e.g., Greenberg and Mitchell
1983; Levenson 1972; Schafer 1983) have convincingly argued
the case for multiplicity.5 They maintain that there is no single
correct, general theory, but rather that people can be well un-
derstood through the application of many different narratives or
metaphors, and that a range of styles of therapeutic interaction
can be mutative.

I suggest that the conception of a singular standard psycho-
analytic technique no longer exists (see also Greenberg 1991; Hoff-
man 1998; Wolstein 1954, 1975), and that theory cannot tell us
exactly what to do in the context of each unique patient--analyst
dyad. Furthermore, and perhaps most significant, I see the mu-
tative action of psychoanalysis more as a function of subtle, affec-
tive, interactional factors between analyst and patient, and of the
analysis of that interaction (Abend 1999; Gabbard 1995; Gill 1982;
Hirsch 1987; Levenson 1972; Renik 1993; Sandler 1976; Searles
1979), rather than as a function of any other clearly prescribed
methodology.

Analysts representing disparate general and clinical theories
help patients change. Theory is a context or grounding for how
analysts understand patients and what is done with that under-
standing; it serves as an anchor for analyst and patient alike (Fried-
man 1988). Using theory as scaffolding and as a guiding light, ana-
lysts from varying perspectives and within traditional analytic
boundaries stand to both expand patients’ psyches, and to pro-
vide the opportunity to examine new, internalized experience. In
the context of a theory of therapeutic action, successful analysts

4 Some (e.g., Arlow 1987; Boesky 1988) argue that analysts can observe with
a reasonable objectivity, and that both psychoanalytic theory and cultural myths
may be used to provide scientific evidence for the accuracy of analytic observation.

5 Multiplicity should not be confused with eclecticism. The latter refers to
the idea that in working with patients, one may choose from a menu of viable con-
ceptions and successfully apply this mixture to the work. Multiplicity implies that,
although each analyst is guided by his or her own theory and tends to apply it with
some consistency, no one theory can be scientifically demonstrated to be more ef-
fective than all the others.
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are likely to relate to patients with a passionate commitment to
understanding them (Billow 2000).

Though this understanding is likely structured by one or an-
other theory, in the final analysis, the quality of the relationship
and the examination of that relationship have much to do with
whether or not other elements of personal awareness make much
of a difference for patients. The conception of the analyst as an
observing-participant (Hirsch 1987, 1996, 1998) effectively captures
this dialectic between the bedrock of theory and the affective cha-
os of human engagement. The notion of observing-participation
reflects an acknowledgment of the irreducible subjectivity (Renik
1993) of all analytic interaction, including both the conscious
and unconscious imposition of preferred theories. Analysts’ theo-
ries influence perceptions and interventions in ways that are com-
monly not recognized, or at best recognized only after the fact.
The more analysts are aware of “theoretical countertransference,”
the less likely it is that theories will unduly influence patients—
and, as well, constrict curiosity and flexibility.

The model of the analyst as participant-observer, evolving to
observing-participant, has led to the relational turn, and heralded
a shift from modernism to postmodernism in psychoanalysis.
The notion of the analyst as inherently subjective—and, by defi-
nition, always “countertransferring”—has shifted focus from the
study of the specimen patient in vacuo to the examination of
the interactional field, including analysts’ theories.

OBSERVING-PARTICIPATION AND
ITS ROOTS IN THE

INTERPERSONAL TRADITION

Born in the 1940s out of opposition to a psychoanalysis that con-
ceived of itself as a natural science, and one that was perceived
as too dominated by metapsychology,6 interpersonal psychoanaly-

6 Years later, in the middle 1970s, George Klein (1975) and others identified
with the Freudian perspective made efforts to distinguish clinical theory (herme-
neutics, or the investigation of meaning) from what they believed was excessive
metapsychological (general theory) emphasis in clinical work.
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sis has tended to prioritize praxis over complex theories of the
mind. For analysts of this tradition, a focus on praxis has served
as an antidote to the tendency to build overarching theoretical
constructs. Nowhere is this ethos more evident than in Leven-
son’s (1983) effort to capture the essence of interpersonal devel-
opmental theory through his minimalization summary: “People
cause problems for people.” His seemingly simple therapeutic
aim is to wait for patients’ internalized past experiences with
others to emerge in the transference-countertransference play-
ground, and to examine these recursive patterns in the analytic
here and now. His striving for a theory of therapeutic action
absent a strong general theory reflects the legacy of Sullivan
(1953, 1954), as do his efforts to move analysis away from spec-
ulation about internal structures of the mind and toward dimen-
sions of experience closer to the observational realm.

In fact, each interpersonal innovation to analytic practice
may be seen as an effort to eliminate the power of theory, while
simultaneously recognizing the impossibility of functioning as
a theoretical blank screen. An almost phobic caution about pre-
sumptive general theory must be tempered by the recognition
that each analyst has at least what Sandler (1983) called private
theories, and that these inevitably exert both conscious and un-
conscious influence on praxis. Denial of one’s own theory has
the same disadvantages as denial of any other countertransfer-
ence. For me, the axiom that “people cause problems for people,”
for better or for worse, translates into theoretical assumptions
that focus my analytic inquiry and my interpretive predisposi-
tions.

Most essentially, I believe that personality or character is
formed significantly by three primary relational phenomena:
identifications with caretakers (Sullivan 1953), internalizations
of familial self-other configurations (Bromberg 1999; Hirsch
1994), and conflicts surrounding efforts to separate from these
key figures (Fromm 1941, 1964; Hirsch 1987; Searles 1979; Sing-
er 1965). The essence of unconscious content, therefore, reflects
these internalized relational configurations (Mitchell 1988) or
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representations (Greenberg 1991), as well as the conflicts that
surround them. Unconscious consists of conflicted internalized
and elaborated real experience, and this template forms the ba-
sis of unconscious fantasy (Hirsch 1994). What constitutes uncon-
scious process is normally less a function of repression than of
experience that has never been formulated or put into language
(Stern 1997). Much of what occurs developmentally (e.g., iden-
tifications) takes place without one’s ever consciously knowing
or articulating what is in process. Continuing to not know serves
to maintain often comfortable attachments to familiar and famil-
ial experience. The ability to put into words the adhesive nature
of one’s early and unformulated experience—and its current
manifestations, and conflicts that surround it—is key to the de-
velopment of separation, individuation, and actualization of
the potential for love and work.

Perhaps the most refined theoretical developmental con-
ception shared by many interpersonalists, including myself, is
the assumption of a universal conflict revolving around the wish
to remain enmeshed within internalized familial configurations,
on one hand, and the striving for the freedom and the loneli-
ness of separation and individuation on the other (Fromm 1941,
1964). I view psychopathology as formed out of adaptations to
and embeddedness in troubled familial integrations, as well as
anxieties related to emergence from these (Fromm 1964; Hirsch
1987; Searles 1979; Singer 1965). These anxieties reflect efforts
to save one’s loved familial others from loss, and, as well, intense
fears of losing their love (Hirsch 1994; Searles 1979; Singer 1965).
Such compromised adaptations are carried forward into adult
life (and into the transference), which unconsciously becomes
structured to replicate the internalized past. Indeed, personal
problems lie not in the troubles of the past per se, but in the
repetition of that past in contemporary life.

My rather brief review of theories of development, uncon-
scious process and conflict, and psychopathology is reflective
of my attachment to the interpersonal psychoanalytic tradition of
minimizing general theory in favor of an emphasis on praxis.
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It is worth noting that contemporary attachment theorists and
researchers (e.g., Beebe and Lachmann 1988; Fonagy 1999; Selig-
man 2001; Stern et al. 1998), more at ease with the adoption of
universal theoretical conceptions, have established a develop-
mental schema very much in harmony with the far more loosely
and generally outlined interpersonal conceptions. Large gaps in
the details of understanding human development—those left
by theory- and techno-phobic interpersonalists like me—are be-
coming increasingly elaborated by parent--child observation re-
searchers. Though this research convincingly supports views of
the inherently relational nature of internal experience, one hopes
that this does not turn the clock back to a time in psychoanaly-
sis when every patient appeared to develop according to the
same fixed schemata.

As already noted, the overriding contribution of the interper-
sonal tradition lies in the expansion of the blank-screen, one-per-
son psychology model of the analytic relationship to a two-per-
son, intersubjective model of participant-observation, extended
to observing-participation.7 Theorizing about the insides of pa-
tients’ minds thus became secondary to learning about patients
primarily in the context of an inquiry into both extratransfer-
ence data and the mutually constructed analytic interaction. Ob-
servation of patients’ reports about their interactions with oth-
ers, in tandem with observation of transference behavior, has
made analytic inquiry less speculative, and therefore somewhat
less prone to theoretically biased understanding. Sullivan at-
tempted to move psychoanalysis away from experience-distant
speculation about structures of the mind that were not visible to
the observer, and toward dimensions of experience closer to the
observational realm.

7 It should not be overlooked that the relational turn in psychoanalysis be-
gan with Sullivan’s (1953) shift in emphasis from a biologically or instinctually dom-
inated theory of the mind to one emphasizing exclusively the study of interper-
sonal relationships as building blocks of the mind (Greenberg and Mitchell 1983). I
have not emphasized the importance of this redirection because it has already
been the subject of much discussion in the analytic literature of recent years.



ANALYSTS’ OBSERVING  PARTICIPATION WITH THEORY 225

Though Sullivan’s emphasis in his detailed inquiries into
patients’ lives was largely on historical and other extratransfer-
ence events, contemporary analysts have extended these inquir-
ies to focus on the analysis of transference (Gabbard 1995; Gill
1983; Hirsch 1987, 1996, 1998; Levenson 1972, 1983). The fol-
lowing four dimensions of witting clinical interaction, all of
which bear relation to my own general theory, dominate my
work: detailed inquiry, subjective observations, examination of
the analytic relationship, and interpretation. Except for interpre-
tation, each of these modes of interaction is designed to mini-
mize the intrusion of presumptive theory.

Because the building blocks of the mind and of unconscious
fantasy are viewed as based on internalized and conflicted real
experience with others, one analytic aim is to carefully examine
the patient’s life history and current life with others. The detailed
examination of early relational experience helps make sense of
what might otherwise remain mystifying developmental phenom-
ena. Sullivan believed that asking good questions was a distinct
analytic skill, and what qualified as “good” often meant the ability
to see the gaps and inconsistencies in patients’ descriptions of
their life histories. Precise memory is unrecoverable or unknow-
able, but the ability to put words to pivotal relational experience
that has never been formulated as such stands to provide patients
with a stronger sense of grounding and personal agency.

Inquiry has the advantage of helping patients to fill in their
own gaps in awareness. It also reflects the analyst’s interest—a
wish to know the patient, which, if authentic, is inherently em-
pathic. For me, the analyst’s questions take priority over the ana-
lyst’s answers, the latter often expressed in the form of theo-
retically biased interpretations. The description of experience
carries greater weight than the explanation of experience, and
addressing the question of “what” takes priority over “why.” The
activity of inquiry in and of itself may involve a more vocal
analyst than is seen in traditional models, though the degree of
activity is usually more a function of the analyst’s individuality
than of his or her theory of therapy (Gill 1983). However, de-
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tailed inquiry should not be confused with fact finding. Though
Sullivan believed that he uncovered “real” experience, contem-
porary analysts like myself view all data as perspectival and as
influenced by the analyst’s participation. The “what” that we find
in our inquiry is never more than an approximation or a co-
construction of what really happened, and this acknowledgment
reflects the essential attitude of an observing-participant model.

The potential for an analyst to be somewhat more verbally
active than tradition originally dictated is also evident in my
proclivity for sharing my observations about my patients with
them. These subjective observations are not to be confused with
deliberate self-disclosure, though some analysts may equate these
two types of interventions. While the observations I tend to make
are by definition informed by countertransference, I do not
speak of my feelings as such; I normally attempt to translate my
feelings into observations about something transpiring in the
immediate interaction between my patient and me. This often
refers to attitudinal, tonal, or nonverbal aspects of our inter-
action (see Jacobs 1991). These frequently subtle and common-
ly unattended features may have considerable impact on the way
a patient structures his or her world with others. This alternative
type of insight stands to help patients view themselves as active
(albeit unconscious) agents, repeating early conflicts in the con-
text of the transference-countertransference matrix.

One way to think about this form of analytic interaction is
that it provides a nongenetic form of insight from the perspec-
tive of the other. This differs from the more empathically ori-
ented, detailed inquiry, the effort to understand the patient
through his or her own expressed experience. The interperson-
al tradition is somewhat distinct from other points of view in
its emphasis on the role of the analyst as a subjective other—-
an unwitting participant who may also wittingly provide subjec-
tive observations (see Ehrenberg 1992; Fromm 1964; Wolstein
1975). Some other psychoanalytic models have situated the ana-
lyst exclusively as either an objective observer or an empathic
one. The analyst as allegedly objective observer is inevitably one
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laced with a strong theory. The analyst as empathic observer
may all too readily assume that his or her feelings and the pa-
tient’s are one and the same—the phenomenon that has sarcas-
tically been referred to as immaculate perception. By contrast, the
analyst as subjective observer of immediate experience reflects
an affinity for existential influences in psychoanalysis (e.g., Farber
1966), and can be seen as making yet another attempt to illumi-
nate the experiential moment (Ehrenberg 1992) and to control
the imposition of theory into analytic interaction.

The analysis of the analytic relationship is probably as close
as it is possible to get to what I would describe as standard tech-
nique, though this predilection has gone well beyond the inter-
personal tradition (e.g., Gabbard 1995; Gill 1983; Renik 1998;
Sandler 1976). As long as the analyst is reasonably restrained and
recessive, the analytic relationship inevitably begins to resemble
the structure of the patient’s key internalized relational configu-
rations. Individual lives are remarkably recursive (Levenson 1983),
and it does not take long for the analytic dyad to take the form
of the patient’s fundamental relational patterns. This interac-
tion is never intended, but I find that the nature of the material
discussed by the patient comes to be mirrored in the interaction
between the patient and me (Levenson 1972).8 The analytic play-
ground thus becomes the setting for the living out of old, inter-
nalized configurations, and the analysis of this experience in and
of itself is reflective of an evolution to something new and po-
tentially broadening.

The analytic relationship serves as the ideal vehicle to study
the way in which patients shape their current world to conform
to the past. The observing-participant analyst enters this world
unwittingly, and at some point sees firsthand the mutual repeti-

8 Greenberg’s (1991) discussion of participant-observation is relevant here.
He argued that analysts cannot not participate (at least unwittingly), and that
participant-observation is not a technique or a prescription, but rather a descrip-
tion of what inevitably occurs in any dyadic engagement. According to Greenberg,
the object of psychoanalysis––the study of the patient’s mind––can never exist in-
dependently of the observer who is interacting in the study.
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tion of the past in vivo. The conception of transference as enact-
ment is further specified as enactment in the transference-coun-
tertransference matrix—the interpersonalization of the concept
of transference (Aron 1996; Gill 1982, 1983; Hirsch 1996, 1998;
Hoffman 1998; Jacobs 1991; Renik 1993; Sandler 1976; Stern
1997). Here, too, one can see the effort to minimize presump-
tive theory by prioritizing the examination of immediate experi-
ence—the emerging unconscious interaction between patient
and analyst. The elucidation and verbal examination of a mutu-
al enactment that reflects a key internal conflict may serve to
break the interlock of old, repetitive patterns. Putting previous-
ly unformulated experience into words (Stern 1997), in and of
itself, may constitute a new and salubrious experience.9

Interpretation is always part of psychoanalysis, and by defi-
nition cannot be free of theoretical influence. My fundamental
theoretical assumption is that the mind develops out of dyadic
interaction, and that this internalized template operates uncon-
sciously to structure contemporary life to conform to the past.
What is usually most deeply unconscious, short of discrete trau-
ma, is the conflict between maintaining the love of significant
others by endlessly repeating the past, and actualizing oneself
at the mutual cost of separation and aloneness (Fromm 1964).
I look for this conflict in my detailed inquiry into the patient’s
past experience, and I point out its manifestations in the way
the patient interacts with me.

9 From my perspective, new experience does not emerge by premeditated
design, but as a byproduct of the analysis of the analytic interaction. Other psy-
choanalytic traditions attempt to build new experience into a consciously designed
technical procedure.  For example, “holding,” “containing,” and “empathic immer-
sion” are premeditated modes of engagement that are geared toward providing
patients with experiences that are essentially better than those that have been
internalized.  These latter experiences are often “provided” by analysts without
their analyzing the interaction itself or its consequences. The new experience of
which I speak is often lumped together with these other approaches by some
Freudian analysts who may valorize an interpretation-only approach to praxis. In
fact, the way of functioning that I outline here emphasizes continual examination
of the analytic interaction, and the new experience that evolves in this context
is, therefore, understood quite differently than that described by many object
relational and self psychological theorists.
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Since I believe that unconscious process is most clearly seen
in dyadic interaction, I expect unwittingly to enact with my pa-
tient some approximate repetitions of key internalized configu-
rations. These mutually unwitting interactions are our clearest
approximations of our patients’ internal lives, and this is usually
seen most dramatically after it has been enacted in the analytic
playground. Mutual enactments occur spontaneously, and emerge
out of the normal and mundane modes of analytic action: lis-
tening, inquiry, observation, and interpretation. If the analyst
becomes too vigilant in trying to recognize transference-coun-
tertransference enactments, it is likely that their development
will be thwarted or resisted. Once enactments emerge into aware-
ness, the significance of these recursive patterns in the pa-
tient’s life history usually becomes clearer. Attention to the ana-
lytic here and now leads to clarification of the past.

Though interpretive explanations can be the easiest and most
academic part of psychoanalytic praxis, intellectualization may
become problematic if interpretive insight is not held to that
which emerges from the immediacy of the transference-counter-
transference matrix. Even under the best of conditions, insight
via interpretation is inevitably enmeshed with theoretical con-
structs; the analyst as observing-participant can never observe sepa-
rately from his or her participation as a person and as a theorist.

CLINICAL ILLUSTRATIONS

The two clinical summaries I present are unremarkable in and
of themselves, but to a reasonable degree, they reflect both the
general and clinical theories I have tried to outline. It is quite
possible that my thinking and my approach, as illustrated by these
examples, are not especially distinct from those of analysts repre-
senting other theoretical traditions. Emphasized in these vi-
gnettes are the role of the analyst as subjective observer and as
an unwitting participant in actualizing patients’ transferences.
The use of detailed inquiry, a staple for many interpersonalists,
is not so central an aspect of my own analytic participation, and
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is not prominently illustrated here. I provide only a few exam-
ples of interpretations in these vignettes, though the data is
pregnant with interpretive possibilities. The reader can readily
see the genetic links in the interactional data. It is but a small
step for either my patient or me to draw parallels between the
recursive patterns in the transference-countertransference ma-
trix and those that lie in the patient’s internalized life history.

Scott

Scott, in his middle twenties, presents a symptomatic his-
tory of poorly controlled anger, initially taking the form of ado-
lescent brawling and more recently expressed in extreme im-
patience, intolerance, and argumentativeness. His physically
violent and bullying behavior culminated in his suspension from
high school for part of his senior year, despite his being near
the top of his class in grade point average. Postcollege (where he
had excelled in varsity wrestling, and largely reformed his phys-
ically bullying ways), Scott accepted training positions at first
one, and then a second, top-tier Wall Street investment banking
firm. In both instances, his technical performance was exem-
plary, yet he was fired for his surly and belligerent manner. He
began analysis while unemployed, wishing to prevent further
self-destructive aggression.

An only child, Scott is Central American by birth, abandoned
in the streets by his mother, and adopted from an orphanage at
about one year of age by upper-class, white, Protestant, native-
Californian parents. He is short, squat, and brown-skinned, with
distinct Native Indian features. He was raised with privilege by
parents whom he described as devoted and loving, though noted
that his father could be explosive, argumentative, and held fierce
grudges. On the surface, Scott identifies with the noblesse-ob-
lige aspects of his family and cultural background. He has ex-
cellent and expensive tastes and interests. He shows virtually no
interest in his personal or cultural heritage, and has never trav-
eled to Central America nor researched his biological begin-
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nings. He is rarely conscious of his racial properties, except
when rebuffed by the tall, fair, and blonde women he uniformly
desires. On the other hand, Scott’s dreams are replete with im-
agery suggesting both a strong sense of difference and an incli-
nation toward hypervigilance based on danger. In his initial
reported dream, he spoke of being in a room where it was his
task to kill scorpions that continually emerged from cracks in
the walls of his costly Manhattan apartment.

My earliest contacts with Scott left me feeling chilled (as
in ignored), intimidated, and angry. It took numerous phone
messages to finally speak and to make an initial appointment.
When we eventually met, I found Scott cold, clipped, terse, and
impatient with my initial questioning. He was businesslike, nei-
ther reflective nor curious, rarely elaborating on answers to
my queries, reporting dreams, or initiating dialogue. He usually
looked like he could not wait to leave, and appeared bored
and restless. After asking him what it was like to be with me
and getting a noncommittal answer, I observed that it seemed
to me that he was generally angered and/or bored by my pres-
ence, barely tolerant of my existence. Scott replied that he was
neither, but that this experience was simply uncomfortable and
unfamiliar. When I pressed, referring to my evidence (e.g., terse-
ness, restlessness, disengagement, and annoyed and bored fa-
cial expressions), he became overtly angry, declaring that he
had already answered what I was asking, and demanding to
know why I was trying to provoke him. I backed off, realizing
only much later that this reflected the first of my many abandon-
ments of him.

After only two months of analysis, Scott found a good new
job, and appeared to be controlling his anger and his brusque-
ness with colleagues. His sense of urgency about his analysis
diminished. The time in our sessions moved very slowly, and
there was abundant silence. I felt generally inhibited, though too
tense to be bored. After a couple of months of this trying ex-
perience, Scott failed to appear for a session, without calling. I
was convinced (and somewhat relieved) that he had quit. But



IRWIN  HIRSCH232

when he arrived for his next session, he said that he had had
an emergency business meeting. When I asked why he had not
phoned, he stated that he knew he was to see me again in two
days anyhow. The next time he canceled, he called in advance
and asked for an alternative time. I returned his message, ask-
ing him to confirm the time I offered, and his one-day-late re-
turn message was barely decipherable: “Hi, that’s okay.” He did
not leave his name with the message or engage in any other
social amenity. When I questioned Scott about having taken
so long to call back, and about not having left his name, he
was dismissive and exclaimed that I was wasting his time with
such petty interests; he had most likely simply been busy at work.

At about this time, Scott began to yawn increasingly fre-
quently during sessions, and these yawns were becoming noisi-
er, with his hand failing to cover his mouth. By this time, my
own feelings ranged from invisibility, to identification with the
high school kids whom this thick wrestler had beaten to a pulp,
to the angry and retaliatory feeling that I was with someone
who was uncivilized—someone whom I wished would disappear
from my life. I asked him if he was aware of his increasingly loud
and uncovered yawns, and he responded that he must be suffer-
ing from the effects of long work hours and early-morning ses-
sions. At this juncture, I told Scott—probably with some edge
to my voice—that his manner on the telephone, his yawning,
and his general absence of social decorum were striking. I sug-
gested that, given his social background, this must have con-
siderable psychic significance. I added that I thought he was
trying to get me to boot him out of treatment.

To my surprise at the time, these observations were not
met with a slammed door. I became more free in pointing out
both subtle and gross interactional nuances, especially his in-
teractions with me that tested my tolerance. Though there was
still considerable combativeness on his part, very gradually my
observations led to linkages with and articulation of such is-
sues as: the patient’s uninhibited violence and argumentative-
ness as related to feelings of difference, inadequacy, vulnerabil-
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ity, and tenuousness; feelings that his mother did not find him
physically attractive; fierce verbal fights with his father, during
which both cursed unabashedly, ignoring the cultural standard
of relative parent--child restraint; and Scott’s early identifications
with what he began to construct as the crude peasant status of
his biological parents in his impoverished and decimated coun-
try of origin.

I am aware that my perception of Scott as primitive and
unsocialized reflects a mutual enactment of his and his parents’
struggle around the complicated ambivalences of adoption in
general and this mixed-race adoption in particular. My strong
wish to be rid of the patient and my early retreat from uncom-
fortable confrontations reflect a repetition of his original aban-
donment, his adoptive parents’ conflicts about loving him, and,
as well, the ultimately self-destructive situations he initiated with
women, employers, and others. These themes are still observed
and addressed as they continue to be played out in the transfer-
ence-countertransference matrix.

Katharine

Katharine, who prefers to be called Kate after her primary
icon, Katharine Hepburn, is unmarried, in her early forties, and
strikingly attractive. She is on medical leave from work because
of a variety of orthopedic problems and related chronic pain.
To this point, she has had a successful career as a top-level ad-
ministrator in a prestigious investment bank, after having done
similar work for some time in a prominent law firm. She ini-
tiated analysis because she felt depressed by how limited and
how inhibited her physical problems have rendered her. She
is, like her namesake, a woman of fierce independence and vi-
tality. She meets me with a warm and infectiously engaging smile,
and with mannerisms that always convey a strong interest in
and concern for the well-being of the other. She tells me about
her social and cultural activities, and in so doing, somehow
seems to intuit my own interests. Indeed, I am often tempted
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to engage with her in dialogue about these shared interests. I
believe that she would gladly spend her sessions pleasantly lis-
tening to me. Indeed, my patient appears to visit me more to
enhance my life than to take away anything for herself.

Kate’s manner of maintaining control and disconnecting from
her anger and dependence has served her well in her career as
a super administrator, as she has ultimately helped her lawyers
and young bankers to make far greater fortunes than she strives
for in her own right. She speaks compassionately about the
serious troubles both of her dysfunctional family and of her de-
pressed, single women friends. As the oldest and brightest of a
middle-class, Catholic family of five children, Kate has always
subordinated her life to those of family members. She turned
down scholarships to outstanding universities in order to stay
at home and repair her parents’ marriage. The marriage began
to unravel anyway, precipitated by her father’s sexual infidelity,
at the time she was finally deciding to leave for school. This
breach broke both her mother’s and her own heart, and her
idealization of her father crashed.

Kate later worked part-time while attending a mediocre col-
lege. In her spare time, she tried to heal her mother, to patch
up her parents’ marriage, and to tend to the variety of moder-
ate to severe drug and alcohol problems of her younger sib-
lings. Two of her siblings remain very seriously dysfunctional
addicts, and more of her time and energy is devoted to help-
ing and rescuing them than in rehabilitating her own orthope-
dic pain, in resuming her career, or in pursuing available men.
She rarely allows herself to experience her anger about the
demands of her family and the resultant cost to her. To the
contrary, she tries to enlist me in finding appropriate mental
health facilities for her recalcitrant family members.

For a woman as bright, good-looking, interesting, and charm-
ing as Kate, her love life has been relatively spare. She has had
only a handful of lovers, two reasonably long-term. She has
enjoyed sex only moderately and has rarely experienced orgasm.
Kate has enormous trouble surrendering to dependence, and
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has a history of essentially giving away men with whom she
could lose herself in love and in desire. She becomes frightened
of men toward whom she becomes “too attracted.” I am rela-
tively close to her father’s age, and she guiltily reports neither
sexual desire nor sexual dreams related to me. Her conscious
involvement with me (avuncular is the word she uses to charac-
terize me) is considerable, but as with most others in her life,
it seems based on her concern for my mental and physical health
and my general well-being.

I have much concern that my patient’s orthopedic pain is
largely psychosomatic—the only way to curb her Calvinistic work
ethic and caretaking energies and to receive hands-on help her-
self. I raise this question repeatedly as she walks into my office,
orthopedically twisted or bent, takes a pillow to place behind her
lower back, and smiles glowingly while asking about me. I have
told her many times that I believe there must be a psychoso-
matic component to her pain, interpreting this as her only le-
gitimate way to regress and to be cared for by me and others.
She appeases me in a condescending way by telling me that I
must be correct, though none of her physicians have concurred
with this hypothesis. She does report that they seem frustrated in
their inability to help her, though she acknowledges no more
anger or discontent with their failed efforts than with my own.

When Kate enters my office, smiling, with her body some-
what contorted, I am likely to ask her why she seems so happy,
and so concerned about me, when there is so much pain and
misery in her own life, so much to be angry and bitter about.
She will usually tell me that she is glad to see me, independent
of her pain and other problems; she says she is fond of me,
and is grateful that I try so hard to be helpful. I suggest to her
that she appears less interested in my taking care of her than
in making this a pleasant engagement for me—that I am no
more potent in my impact on her than are other men in her
life. She argues that I am wrong, that it is very hard for her to
do this kind of therapy—to talk openly about humiliating mat-
ters like family pathology, sexuality, and her body. I acknowledge
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that this is a departure for her, though her pleasant demeanor
belies both tears and rage, and in fact constitutes an effort to
keep me at bay, to control my impact on her life. She sometimes
assents verbally, but I am unclear as to whether she is really with
me here.

When Kate used to enter my office and bend to fetch a pil-
low to place behind her, I would ask why—since I was closer and
had no back problems—she did not ask me to hand the pillow
to her. She would belittle this question as too silly to address;
it was barely an exertion on her part. I might tell her that I
thought she hated being taken care of by me, preferring in-
stead to be in control of me. Kate’s likely response was an ef-
fort at encouraging me, telling me that she had opened up
to me as with no one ever before, and that I was indeed tak-
ing excellent care of her. She can be quite disarming.

Recently, after gathering up the pillow that she uses at each
session, I told Kate that I had been wondering how she would
respond if I simply handed her the pillow as she walked in.
She was excessively exuberant in her gratitude at such a gen-
erous thought, exclaiming how unnecessary it was for me to
think of such things, given all the patients I must have on my
mind. I pressed, and she appeared uneasy at the idea of re-
ceiving something. I told her that I thought she was afraid of
being “too attracted” to me, asking her if she recognized how
hard she was struggling to neutralize my significance in her life.
In a still more recent hour, when Kate’s perky demeanor once
again seemed especially forced, I suggested that her upbeat
pleasantness might represent an effort to keep me superficially
interested, yet at considerable arm’s length.

This theme continues as a major agenda in Kate’s analysis,
inevitably surfacing through my process observations about (of-
ten nonverbal) interactional phenomena. Kate has yet to initi-
ate verbally that she fears regressing with me, mistrusts my fi-
delity to her, is angry or disappointed that I do not help her
sufficiently, or is more comfortable being in control of me than
the obverse. Remarkably, despite my relative impotence, dur-
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ing any given moment in a session, I still find myself feeling
more enhanced by her presence than she seems to be aided by
mine.

CONCLUDING SUMMARY

Despite every effort to minimize the influence of theory on the
uniqueness of each analytic dyad, my basic theories of devel-
opment, unconscious motivation, and psychopathology are im-
printed on my clinical work. Observing-participation stresses
praxis, particularly those witting participations that are designed
to observe the patient with a mind as free from theory as pos-
sible (detailed inquiry, subjective observations based on imme-
diate interactional experience, explicit attention to the analytic
interaction, and the examination of mutual enactments post
factum). Though my clinical interaction is highlighted by these
features, my general theoretical predisposition is nonetheless
evident.

In a nutshell, I see both of the patients presented above as
repeating key aspects of internalized experience in their extra-
transference lives, and with me in the analytic interaction. Each
struggles with a core conflict between adhesive embeddedness in
early attachments and a striving for separation and new experi-
ence. Among Scott’s attachments to his key internalized rela-
tions, for example, are his primitive and provocative ways. A
significant unconscious fantasy relates to the real experience
of having been orphaned. Scott both anticipates this and re-
peatedly provokes these reabandonments, while simultaneous-
ly hoping that something better will happen. This core conflict
is enacted in the analytic dyad, in which I abandon Scott in
many subtle ways as I try to resist the wish to get rid of him en-
tirely.

Kate’s mission in life, long internalized, is to sacrifice her
own potential in order to preserve her parents’ marriage, and
the special place for her with her father. She brings this sacrifi-
cial, missionary zeal into her life with others, and into the trans-



IRWIN  HIRSCH238

ference, her physical symptoms serving as a point of entry to al-
low dependence. Kate’s wish to surrender to a narcissistic depen-
dence is palpable yet largely unconscious, and she is extraordi-
narily controlling. She repeats her characteristic way of being,
as all patients do, in the transference. So, despite my feeling
quite impotent in terms of making an impact on her, she can
be so beautiful, vivacious, charming, and intelligent that I never-
theless often feel that she gives me more than I give her.

Analysts representing the interpersonal tradition within the
broader relational perspective are highly suspicious of fixed
theoretical conceptualizations and all types of positivistic asser-
tion of knowledge and authority (Mitchell 1997; Renik 1998).
Though many contemporary analysts wish that they could be free
of theory, most have come to a position of compromise, view-
ing theory as an essential part of inherent subjectivity.
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THE JOUISSANCE OF THE OTHER
AND THE PROHIBITION OF INCEST:
A LACANIAN PERSPECTIVE

BY MARCIANNE BLEVIS, M.D., AND

JUDITH FEHER-GUREWICH, PH.D.

The authors describe how Lacan diverged from classical
Freudian concepts to arrive at an alternative model of psy-
choanalysis. In a discussion that also addresses the concept
of the mirror stage and Lacan’s use of language, the authors
show how the Lacanian concepts of jouissance and the pro-
hibition of incest contribute to this model, which can be suc-
cessfully applied to the psychoanalytic treatment of more seri-
ously disturbed patients. A clinical vignette is presented to
illustrate the latter point.

INTRODUCTION

Jacques Lacan’s contribution to psychoanalysis is usually perceived
in the United States as having associated Freud’s discovery of the
unconscious with the field of structural linguistics. The distinc-
tion between the signifier and the signified, along with aphorisms
such as “the unconscious is the discourse of the Other” (Lacan 1977,
pp. 55-56 ), often gives the impression that Lacan has reduced the
workings of psychic life to linguistic laws that bear little connection
to the actual experience of the individual.

This paper was presented at the San Francisco Psychoanalytic Society and In-
stitute on February 12, 2001.

Psychoanalytic Quarterly, LXXII, 2003
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Lacan’s return to Freud, however, did not merely formalize
Freud’s work; it actually attempted, like many other psychoana-
lytic schools, to move beyond Freud. But Lacan’s strategy dif-
fered from other approaches. Instead of criticizing Freud’s con-
cepts, Lacan preferred to find in Freud’s own writings the
necessary elements that could, as it were, set Freud against him-
self.

Lacan’s main concern was to give coherence to the most radi-
cal and controversial of Freud’s ideas, such as the concept of
castration, the death drive, and the riddle of femininity. He was
also very interested in discovering why Freud was unable to bring
the psychoanalytic treatment to a close. Lacan (1977) approached
these difficult questions through two concepts that were not
specifically elaborated by Freud himself: the desire of the Other
and the jouissance of the Other.1

THEORETICAL DISCUSSION

Let us note at the outset that the term jouissance cannot be easily
translated to the English word enjoyment. Jouissance is a legal term
—in Latin, usufructus—referring to the right to enjoy the use of a
thing, as opposed to owning it. The jouissance of the Other,
therefore, refers to the subject’s experience of being for the Other
an object of enjoyment, of use or abuse, in contrast to being the
object of the Other’s desire. The experience of being perceived
as an object of desire implies that the individual can figure out
what it is about him- or herself that attracts the Other. The desire
of the Other in that sense offers the subject clues to what it would
take to behave or to be what the Other wants. In contrast, the
experience of being the object of the Other’s jouissance conveys
a sense of frightening mystery: What is going to become of me?

1 The Other with a capital O refers primarily to the image the child has of
its caretakers before the child realizes that such an Other is barred, i.e., that the
Other does not have the power to determine the fate of the subject. The Other of
the child, like all human subjects, is above all a speaking being; that is, he or she
is subject to the rules and regulations that make society possible.
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What does the Other want from me?—and so on. This is a situa-
tion in which the subject is unaware of certain aspects of the Oth-
er, who appears as enigmatic, as able to threaten the very core
of the subject’s being. The goal of psychoanalysis, therefore, con-
sists of demystifying the Other in its all-powerful and threaten-
ing incarnation.

Through his concepts of jouissance and desire, Lacan re-
worked Freud’s (1905) stages of development and his drive theo-
ry into a system dominated by the idea that the Other is instru-
mental in the production of subjectivity. In other words, the
realm of fantasy is not the effect of the maxim “anatomy is des-
tiny”; rather, the realm of fantasy is determined by the way the
child situates him- or herself in relation to the jouissance and the
desire of the Other.

The Mirror Stage

How do the desire of the Other and the jouissance of the Other
come into being? How are they the effects of psychic develop-
ment? The birth of the subject’s desire can be traced back to
what Lacan (1977) called the experience of the mirror stage.
The mirror stage can be viewed as a structural moment in the
psychic development of the child when he or she encounters in
the mother’s gaze the image that will shape the child’s ego ideal.
In other words, the mirror stage inaugurates for the child the
moment of experiencing that he or she is the object of the moth-
er’s desire and love. Yet the experience of the child as the apple
of the mother’s eye, as the exclusive object of the mother’s de-
sire, of course presupposes that the mother is a desiring being—
in other words, that she wants something that she does not have.
The experience of being the object of the Other’s desire, then,
implies that the subject registers that the Other could also fail
to occupy that position. In Lacanian terms, this translates as the
child’s need to come to grips with the fact that the mother is
lacking, and that something or someone is able to fill that lack.
This is why Lacan noted that castration is the ability to recognize
the basic lack in the (m)Other.
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The mirror stage, in that sense, differs from Winnicott’s (1956)
idea of mirroring. The mirror stage includes three agents, not
two. The child views him- or herself as the object of the mother’s
desire, and through her loving gaze is able to identify with the
perception of him- or herself imputed to the mother. Yet this
recognition depends on a mother who conveys to the child the
sense that her desire exceeds the pleasure that she derives from
the sight of the child. In other words, the child must work to
capture the mother’s attention. Such a seductive strategy requires
the child to figure out, to a certain extent, what it is that the moth-
er lacks. What is the nature of her desire? Where does she go
to get what she wants?

This does not mean, of course, that the mother lacks a penis,
but rather, as Freud noted in his last essay on femininity, that
she lacks the phallus, and that she lacks that which could bring
her fulfillment. Lacan read Freud differently than did those of
other schools, some of which continue to insist that Freud equa-
ted penis and phallus. For Lacan, the phallus, at least at the lev-
el of the mirror stage, represents for the child the signifier of
the mother’s desire, meaning the object of her desire. It is im-
portant to reiterate that castration for Lacan referred to the
child’s ability to recognize that there is a space between him or
her and the mother. In order to try to occupy that space—to
become the phallus of the mother—the child must recognize
that the mother has a desire, and therefore, that she is not self-
sufficient. However, if the mother’s desire cannot frame her child
as a separate being whom she can admire, love, and desire, the
child will instead encounter the mother’s jouissance—that is, a
realm of enjoyment that is not symbolized, something akin to
Klein’s (1992) definition of the maternal superego or Kohut’s
(1971) selfobject. The child’s exposure to the mother’s jouissance
is a necessary part of oedipal dynamics.

It is extremely important to realize that jouissance belongs to
a different register than that of desire. As long as the child views
him- or herself in the mother’s gaze as the exclusive object of
her desire, the child is spared the experience of her jouissance.
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It is only when the child comes to realize that the mother wants
something that the child does not have that the threat of her
jouissance will become real, and the child will be forced to
change position. It is at that juncture that the child’s status as
an object of desire will be jeopardized, and the sense of unity
that he or she has derived from the mother’s gaze will give way
to a fear of being devoured by the Other’s incomprehensible de-
mand.

Such fundamental anguish forces the child to find a solu-
tion to this frightening situation. If the child is not the exclusive
object of the mother’s desire, the child may risk becoming the
object of the m(Other)’s jouissance. The child will be led to
wonder, What does she want from me? What can I do or be
to satisfy her desire? Is there something or someone else that
can answer her enigmatic demand? In other words, the anxiety
created in the child by the jouissance of the mother triggers the
necessity to find a remedy for what feels like a threat to the
child’s existence. The solution to this frightening riddle is precise-
ly where Lacan situated castration, that is, at the moment when
the child is able to give a translation of the mother’s incomprehen-
sible demand: There is something or someone other than me that she
wants, and so I must relinquish the position of being the exclusive ob-
ject of her desire.

The Prohibition of Incest

It is at this crossroads between the jouissance of the Other and
the desire of the Other that Lacan located the introduction of
the prohibition of incest. This prohibition was perceived by La-
can as the child’s ability to identify with the clues, the signposts
—signifiers—of the mother’s desire for somebody or something
else. This can lead the child to a safer harbor, usually provided
by the desire and interests of the father. We can see here how La-
can rejoined Freud’s oedipal dynamics via another route: the
child is not forced to leave the mother and her jouissance; rath-
er, he or she is led toward the paternal realm, thanks to the
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mother’s directives. Lacan added to the Freudian apparatus a
dimension that creates a bridge between Freud and Klein. The
signifiers of the mother’s desire save the child from her jouissance.
In that sense, the real person of the father can function as a lim-
it to the mother’s jouissance only under the condition that he
is desired by his wife/lover. Again, the signifiers of the mother’s
desire therefore provide a limit to the mother’s jouissance in the
sense that they propel the child toward new poles of identifica-
tion, usually provided by the father, through which the ego ideal
will be constituted.

If, however, the mother’s desire encounters certain vicissi-
tudes resulting in the mirror stage’s obscurity by her jouissance,
the child will need to find alternative mechanisms to fend off
a maternal demand that resists any form of symbolization. There-
fore, if the child encounters in the mother’s gaze an excess of
jouissance, she or he will be reluctant to leave the maternal realm.
The image that is being sent back will not sufficiently reflect the
sense that the child stands as a love object, that is, as an entity
separate from the mother. The mother’s desire for the father,
for example, may not be sufficient to separate the mother–child
symbiosis, so that an excess of maternal jouissance will return as
the jouissance of the Other through the injunction of the super-
ego—that is, as a punitive and arbitrary force of which the child
cannot make sense. (This is why Lacan emphasized the distinc-
tion between the punitive dimension of the superego and the pro-
tective aspects of the ego ideal.) For example, the child may ex-
perience an excess of anxiety for failing to be what will adequately
please the mother. The child is not good enough not because
he or she is not as good as the father—the realm of the mother’s
desire—but because nothing seems to please her, or because she
is too depressed to enjoy any form of pleasure.

We are speaking here, of course, of neurosis only. In psy-
chosis, the jouissance of the Other completely prevents the law of
the prohibition of incest from becoming operative. Lacan under-
stood psychosis as a result of the child’s inability to escape or to
set a limit to the mother’s jouissance.
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The Lacanian Use of Language

It is at this point that Lacan’s usage of structural linguistics
becomes meaningful. At the risk of being reductive, let us sim-
ply say that Lacan reversed our intuitive assumption about the
relation between the word and the thing. It is not the thing that
waits for a word to represent it; rather, it is the word that creates
the thing. Language in some fashion precedes the world it rep-
resents. When Lacan (1998) wrote that “the unconscious is struc-
tured like a language” (p. 48), he meant, among other things, that
the unconscious is not the repository of the drives, nor the stor-
age room for “thing-representations”; it does not have a fixed con-
tent.

In that sense, Lacan transformed the Freudian understand-
ing of primary repression. What is repressed is not the forbidden
oedipal yearning, but rather the signifiers that mark the psychic
separation from the maternal realm. These signifiers in turn do
not have a fixed meaning; they slide according to the rules of
metonymy and metaphor that Lacan compares to the processes
at work in dreams, namely, condensation and displacement. The
unconscious, therefore, evokes through a process of chain reac-
tion the very experiences that allow the subject to be cut off from
the jouissance of the Other. For Lacan, this cut is castration. The
subject, then, is born into the world of signifiers at the moment
when the jouissance of the Other becomes translated into the de-
sire of the Other. As Lacan (1977) wrote, “Castration means that
jouissance must be refused, so that it can be reached on the in-
verted ladder . . . of the Law of desire” (p. 324). Here we begin to
see Lacan’s castration and Freud’s superego parting company.
This transformation from jouissance to desire does not involve
for Lacan, as it did for Freud, a paternal injunction that forces
the incestuous or oedipal fantasy underground; it is rather that
the oedipal fantasy is created as an aftereffect of symbolic cas-
tration.

To put it another way, the unconscious signifiers that unwit-
tingly inform our existence constitute the proof that we are de-
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siring subjects, that we have been saved from the grip of ma-
ternal jouissance. Yet, because these signifiers evoke separation
rather than fusion, our psychic economy—which remains de-
pendent on the rewards of the mirror stage (that is, of being the
exclusive object of the Other’s desire)—clings to a fantasy that
necessarily ignores the enabling function of castration.

This is where Lacan brought an interesting twist to Freud-
ian theory. The fantasy of incest is not the cause of primary
repression. It is rather that the fantasy of incest is produced after
the formation of the unconscious. The signifiers of the desire of
the Other that constitute the chain reaction at work in the un-
conscious represent the desire of the mother for something or
someone other than the child, and ultimately, it is with the help
of these signifiers that the child will fabricate a fantasy of what
could bring fulfillment to the mother. Such a fantasy thus ema-
nates from the standpoint of the desire of the Other. In turn,
we expect that if we bring fulfillment to the Other, we can (re)cap-
ture the sense that we are the exclusive and unconditional object
of the Other’s desire.

It is in this sense that the incestuous fantasy becomes a sec-
ondary formation, and in order for us to have this fantasy, cas-
tration must necessarily have already occurred. The oedipal fan-
tasy requires that we have access to the signifiers of the desire of
the Other, in order to foment a fantasmatic strategy that makes
us the ideal ego for the Other. Because the jouissance of the Oth-
er is necessarily out of reach, the distance that separates us
from it enables us to invent a fantasy that permanently fuels our
desire. Yet if we could access this jouissance, our very existence
as subject would be jeopardized. It is as if we are thinking, at the
level of the unconscious, not with our own words but with the
words of the Other. This is why Lacan (1977) noted that the un-
conscious is “the discourse of the Other” (p. 55), and that hu-
man desire is the desire of the Other (pp. 311-313).

The way in which Lacan conceptualized the subject’s wish
to recapture the incestuous fantasy, whose loss has enabled de-
sire to be born, thus gave Freud’s notions of castration anxiety
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and penis envy a whole new meaning. Castration, for Lacan, is
not a fear that is carried over by the superego after the dissolution
of the oedipal complex; instead, castration assures the birth of
the subject, whose desire is constituted by the signifiers of the
desire of the Other. Thus, castration is not a threat that awaits
the subject. It has, in fact, already occurred, and castration anxi-
ety and penis envy need no longer be perceived as the psycho-
logical strata that led Freud to reach “bedrock.”

The injunction of the superego and the fantasy that it con-
demns are both psychic inventions that attempt to deny the
threat posed to the subject by the jouissance of the Other. Since
the oedipal fantasy is experienced as a transgression, the need to
keep it alive exposes the subject to a threat emanating from
the superego. Castration anxiety and penis envy, therefore, are
neurotic constructions that attempt to keep at arm’s length a de-
mand for a pound of flesh that the subject refuses to deliver. In
order to keep the fantasy alive, the subject evokes the superego,
under the guise of an imaginary, frightening father, so that fear
of transgression can offer the guarantee of a beyond where dreams
can be fulfilled.

The Lacanian Psychoanalytic Model

What Lacan offered psychoanalysis, then, is an understand-
ing of how the subject has been misled in believing that the ob-
ject of his or her desire lies in the hands of an all-powerful Oth-
er whose arbitrary law forbids access to it. This is why the subject
will devise elaborate neurotic scenarios to lure the Other, to
defend against it, or even to claim responsibility and guilt so that
the fantasy can remain intact. The process of psychoanalysis con-
sists in coming to realize that the Other, whose jouissance we both
fear and envy, in fact resides within us—not as all-powerful or
malevolent, but simply as traces, as a legacy of the marks of psy-
chic separation from the primordial Others of our childhood.
This legacy that we encounter through the analytic process is
precisely what Lacan called castration. Therefore, the process of
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revisiting a castration that has been there from the start enables
us to realize that the fantasy leading us to fear the retaliation of
the law was merely an artifact—one ultimately devoid of meaning.

This theoretical model serves as a kind of boilerplate through
which clinical vignettes can be told. The advantage of this mod-
el, from a Lacanian point of view, is that it provides an oppor-
tunity to suspend the always complicated question of diagnosis.
The dialectical relation between the signifiers of the desire of
the Other and the oedipal fantasy that assures its functioning is
always played out in the transference, even in cases of more se-
vere pathology. What may be modified in the latter could be re-
lated to the intractable nature of the fantasy and the poverty of
the signifiers assuring its existence. The intervention of the ana-
lyst in the transference in such cases may be of a different nature
than in classical neurosis. And even though the direction of the
treatment may be radically different, the Lacanian reading of
the prohibition of incest continues to function as the compass in-
forming the analyst’s interventions.

This model can be applied to our work with most analytic
patients, even those presenting borderline or narcissistic disor-
ders, as the following clinical presentation illustrates. The effica-
cy of this model resides precisely in the fact that it resists the
necessity to focus on diagnosis. The transference will serve as a
guide for determining the types of intervention required, and
these can include a range of possibilities. It is important, how-
ever, to emphasize that such interventions must be determined
as well by the analyst’s assessment of the extent to which sym-
bolic castration has been sufficiently established to allow the
formation of unconscious fantasy, which can in turn be decon-
structed through the analytic process. It often happens in more
severe pathologies that the analytic work does not consist so
much of uncovering such a fantasy as of the offer, through the
transference, of new landmarks for the patient—landmarks that
in turn can feed the fantasy and give the patient new trust in his
or her ability to follow the path of desire (a conceptualization
not dissimilar to Kohut’s [1971] selfobject). This requires that the



THE  JOUISSANCE  OF  THE  OTHER 251

analyst offer the patient much more than transference interpre-
tation: the person of the analyst needs to be lent, so to speak,
to the patient as a space through which new unconscious connec-
tions can be created. This may entail very active interventions,
and more specifically, the analyst must authorize her- or himself
the freedom to invent.

The model presented above serves as a guide for determin-
ing the extent to which the patient has been able to translate the
jouissance of the Other into signifiers of the desire of the Other.
When such landmarks have been missing at crucial moments of
childhood, the jouissance of the Other overwhelms the patient’s
ability to access desire.

CLINICAL VIGNETTE

Sally came to analysis with one of us at the age of forty-five. On
first contact, she told the analyst that she had just come out of a
failed analytic experience, during which she had remained silent
for about two and a half years. Her former analyst, exasperated,
had finally decided to end the treatment.

Sally did not appear to be either violent or resistant, but on-
ly very anxious, and I (the analyst) was intrigued by the fact that
she had not been completely discouraged by her previous dra-
matic analytic experience. I sensed that Sally could easily become
mute again, and knew that consequently, treatment would not be
simple. In fact, I feared that Sally might be unanalyzable because
she constantly experienced the feeling that she was going through
something that could not be communicated through common
language. Everyday matters were almost impossible for her to
manage, and moreover, she felt incapable of explaining why these
daily events were so painful and difficult to bear.

During the first part of the analysis, Sally could report only
past events that seemed hardly meaningful to her. She expressed
hatred for both her parents, describing her mother as an intru-
sive and obsessional woman who could not understand her
daughter, and who had at times been violent toward her when
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she was a child. Together with her older sister, the patient had
formed an alliance against the parents, and although her sister
seemed at first to have been helpful, it later appeared that she
resembled the mother and was not a reliable figure.

What appeared to have saved Sally’s psychic life was the fact
that she and her family moved to Africa when she was six years
old, and there she was “adopted” by a tribe of natives. Her par-
ents knew nothing of this connection. The family returned from
Africa when Sally was twelve years old, whereupon she was
seized by such anxiety attacks that she could not sleep at night.
She thought that she might die at any moment, and believed that
she could not communicate to her sister—the person closest to
her—any of what she was feeling. Her college studies finally
saved her, because they enabled her to leave her parents, even
though she was terrified of the required exams and felt isolated
from everyone. Nevertheless, she managed to graduate and be-
came a professor, and was quite successful in her work with
students at the time she initiated this, her second, analysis. How-
ever, she had essentially no relationships with colleagues. She
formed friendships only on the condition that she would listen
to the other person, but would never talk about herself, since
doing so caused so much anxiety that she came close to fainting.

Early in the analysis, Sally asked if the analyst could be the
one to start talking, rather than she, because she was so afraid
of beginning any sort of conversation, and because she wanted
never to speak about the difficulties of her everyday life. I com-
plied, commenting that the patient needed to make sure both
that I remained the same, and that I had adopted her uncondi-
tionally, just as the African tribe had during her childhood.

With the little that the patient told me, I had to reconstruct
her history. Here and there, she brought in new pieces of in-
formation and showed some interest in my efforts. Since I was
unable to access the affects that had informed her past experien-
ces, however, and since nothing of value seemed to be emerging,
I was obliged to find a device to get her engaged. I knew that
her favorite book was a classic of French literature, written by an
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author whom I did not like; nevertheless, I forced myself to
read the book in order to discuss it with her. Sally then experi-
enced some pleasure in speaking about this book with me, yet
at the same time, she feared that this pleasure would turn
against her—because if the analyst disappeared, she would not
know how to deal with the loss.

It happened that, just at the time that we were discussing the
book’s author’s thoughts about her mother’s death, Sally’s own
mother died. Sally did not go to her mother’s funeral. Given the
presence of a severe rift between the families of her parents, her
nonattendance allowed her father’s family to speak to her for
the first time. The patient then learned from them that her fa-
ther had never loved her mother, and that the two had been
forced to marry because her mother was pregnant with Sally’s
older sister. Sally felt relieved to find some explanation for the
fact that her father had never loved his children. He always ig-
nored them, and as a reaction to the hatred he felt toward his
wife, he chose to live in a permanent state of submission toward
her, including her terrible parenting. Sally also understood why
her father had been violent with his older daughter.

In the first part of the analysis, I concentrated on reconstruct-
ing the patient’s history on the basis of the bits and pieces she
gave me. I tried to offer her narratives that she could use to
make sense of the relationship between her mother and her
grandmother, whom she loved very much, and to help her under-
stand how this wonderful grandmother could have produced
such a difficult and crazy daughter. I tried to limit her ongoing
panic attacks, which were destroying her and making her de-
pressed, especially when she observed my efforts to help her.

A most interesting aspect was the analysis of Sally’s transfer-
ence toward her analyst. After one year of analysis, Sally told me
that she had found in me someone who existed and with whom
it felt safe to talk, but paradoxically, she was still frightened at the
idea of coming to her sessions. Yet she never missed a session
and was never late. During that time, I clearly occupied the place
of her sister, which was the best she could do at the time. Despite
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their limited relationship, she had been the only one to whom
the patient had spoken when she was little. This explained why
nothing new appeared in her discourse at this time: her sister
had ultimately proved to be not as safe as she had thought. In
our work together during this period, it made no difference
whether I interpreted the transference or not; in any event, noth-
ing changed. Something else needed to happen.

In the second part of the analysis, we worked on the patient’s
favorite book, and Sally was very interested and surprised to see
that something she had been teaching for years had become a
whole new object of study. What she used to find uninteresting
before—such as the author’s idea of a kind of closeness that ac-
tually draws apart those who experience it, or that there is an
embrace in death—eventually became problematized in her mind.
Through a discussion of the book she loved so much, from which
she eventually became detached, we were able to explore the
strangeness of her social behavior. It is interesting to note that
homosexuality was one of the latent subjects of the book—a
theme that she had denied until then because she was so scared
of it.

I did not interpret the homosexual transference because I
knew it would be too traumatic, and that ultimately it would not
help. Even though nothing was said directly about her rela-
tionship with the analyst, something of it could be articulated
by analyzing the denial of homosexuality in the story. After that,
Sally was finally able to share with her analyst her memories of
some of the physical abuse that her mother had inflicted on her.
She also told me that the only way to bear the abuse had been to
imagine that she was dead inside.

This was the period of Sally’s work during which her mother
died, and as mentioned, she did not go to the funeral, creating
the circumstance in which her father’s family felt at liberty to give
her the pieces of her family romance. We could then analyze how
Sally had felt disappointed by her father’s behavior, but I was
never able to move beyond her resentment and her need to
merge her parents together. She continued to think of her father
as being as terrible as her mother had been.



THE  JOUISSANCE  OF  THE  OTHER 255

My inability to separate the mother–father dyad—in other
words, to introduce what we call the law of the prohibition of in-
cest (Lacan 1977)—made me feel that the patient was trying to
control me. I began to feel that the analysis had reached an im-
passe, and that she was resisting my attempts to break down her
jouissance and to translate this jouissance into a feeling of loss that
would enable her to access something of her desire. She could
neither mourn the fact that her father could not love her, nor
accept the limitations and despair of her own mother. I became
fed up and felt very angry with her, growing sick of my role of
analyst qua literary critic. I told her that I was tired of talking
about the main character in the book, and that it would be better
for her to tell me what was bothering her in her life at the time
—something she had begged me not to insist that she do.

Miraculously, Sally agreed to tell me something I could not
possibly have imagined: that she had become a surrogate mother
to one of her friends, a woman who talked to her without requir-
ing that Sally share anything, and who was, conveniently, a se-
vere alcoholic. The patient reported that this friend had gotten
much worse, and that she felt she could not handle the relation-
ship any more because her friend had become exceedingly de-
pendent on her.

It was obvious that Sally had deliberately hidden this fact
from me. She had been caring for the friend for years, but had
never told me about her. She said she thought that telling me
about this would make no difference, because there was nothing
I could do about it. In fact, her silence was hiding a very aggres-
sive move on her part. She wanted to deprive me of the oppor-
tunity to show her that I could be a better parent than she her-
self was toward her friend, and moreover (something she must
have sensed), she had been depriving me of the opportunity to
demonstrate that this friend was an incarnation of Sally herself,
and that she was trying to take care of herself by becoming to
her friend the parent she had never had. By the same token, in
doing so, the patient was trying to express her opinion that all
our work together was of no other value than to show me—in-
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directly, of course—that I was as lethal and ineffective as the fig-
ure of her parents combined.

This time, I did not hide my own anger as I hit her over the
head with my interpretations. For the first time, Sally was able
to recognize that instead of being a passive victim, she had been
an active agent, and that she had in fact set up the whole sce-
nario. This recognition had the strange effect of empowering
her, as she enjoyed both the insight and the sight of my anger,
which not only proved to her that I cared, but also allowed her
to see what castration was like, something she had never under-
stood before. Castration in this case means that power is not
where one imagines it to be—here I was not powerful enough to
read her mind, but once I found out about her friend, I was
able to refer the friend to a clinic that cured her relatively quick-
ly. So, on some level, I was able to show Sally that I could be a
good parent, since her friend was an incarnation of herself, but
also that one can only function as a good parent if the Other
says something about what is wrong. Castration reveals the trans-
formative value of speech.

Despite this analytic work, we were both surprised to see the
panic attacks Sally had had at the beginning of the analysis start
up again. This gave her the opportunity to say something about
what happened to her in her daily encounters with her co-work-
ers. She told me that nothing scared her more than small talk.
When there was nothing specific to say to her colleagues, and
she could talk only about the weather, for example, she became
terrified. I asked her what other fears she could connect to
these experiences. She thought of her fear of heights, of being
alone in houses that are too big, and her fear of spiders.

I then asked Sally to speak more of her fear of spiders. It
had started in Africa, where she was terrified of the indigenous
big spiders, although they were not dangerous. She also rela-
ted two horrible dreams about spiders. In the first, she saw on
a wall millions of moving spiders’ legs. As she told me this, I
saw her brush something from her jacket with her fingers, yet
there was nothing visible there. I did not say anything, but
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merely listened to the second dream. Here the body of a spider
was made of hard clay, out of which emerged some fragments of
bones. This vision was so awful that she could barely utter it.

I told the patient that this image made me think of death,
which is a terrifying thought, and that the body of the spider
seemed to represent a corpse. I added that if the two dreams
were linked, they seemed to speak of the fears of a little girl—the
first evoking the small fingers of a child (legs of spiders moving
on a wall), perhaps asking for help with the idea of death. I
then reminded her of her gesture of brushing her fingers along
her jacket. I noted that perhaps the little girl felt afraid because
she did not have any answers.

At that moment, Sally remembered that the tribe in Africa
had taken her to the place where their ancestors were buried, the
first place where she had seen bones. She then recalled that
before she had gone to Africa, her aunt’s baby girl had died sud-
denly. The baby had the same name as Sally herself, and she re-
membered everyone’s saying that the baby died for no reason,
which terrified her. I told the patient that she may not have been
able to understand at the time how this baby, who was not bad
or mean, could have died inexplicably. Did she think the
baby’s parents had had something to do with her death? At
least in Africa, the dead people whose graves she saw had died
for a reason. It may have developed that for Sally, small talk
resembled that which makes no sense, just like the baby’s death.

At this time, Sally said to me, “I always thought that spiders
represented my mother, but now I can see that spiders must
represent a kind of death that is frightening because it makes
no sense.” Thus, we see here what is often the case: that the func-
tion of the phobic object is to protect against that which makes
no sense, and at the same time, it carries the trace of what is
most frightening. Sally remembered that her parents had been
quite indifferent when the baby died, to which I remarked that
indifference is not a feeling that a child can decipher, and that
what she was now referring to as “indifference” was actually the
confusion she must have felt at not knowing which position her
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parents occupied. Were they on the side of the baby or against
her?

Sally then told me that never did her parents appear to her
as being on the side of the protectors. She said that she experi-
enced the same fear and confusion when her mother, who had
also been her teacher in primary school, had asked her to read
aloud in class. She had felt mute and incapable of reading. The
patient analyzed this scene and concluded that she had been
mute as a way to show the others how dangerous her mother
was. I told her that under the gaze of the audience, she must
have felt that her mother’s violence could be neutralized. Sally
then recognized for the first time that her silence was also a
way of asking her mother for help, and that this related to my
intervention of the little hands in the dream.

The patient also remembered that the text she was asked to
read in class was about Pinocchio, and that she had somehow
convoluted the story in her mind to be one of a real child who
had been transformed into a wooden puppet, instead of the
other way around. I reminded her that in the story, it is the fa-
ther of Pinocchio who is hoping to bring life to his child, but
in her own story, a father can only transform a living child into
a dead one. At that moment, she said, “I remember that my
father used to work with wood, and I complained that he spent
more time in his workshop than with us.” I commented that she
might have been hoping that her father would be different from
her mother: “Remember how relieved you felt when you found
out that your father had been forced to marry your mother? And
also that the word indifferent referred more to your despair
at the discovery that, faced with the death of a baby, your father
had not been different from your mother—which explains
why you turned Pinocchio’s story around.” The father, like the
mother, would transform a living baby into a wooden one.

CLINICAL DISCUSSION AND CONCLUSION

This case highlights the fact that psychoanalysis must always be
oriented toward the same goal, which is, as Lacan (1977) wrote,
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“that jouissance must be refused so that it can be reached on
the inverted ladder . . . of the law of desire” (p. 324). In Sally’s
case, the analytic work was devoted to finding strategies that
permitted the patient to give up the jouissance of being dead,
which in the patient’s mind served as both a protection against
desire and a replacement for what she imagined desire to be.
The challenge for the analyst in such cases is to break down the
pathological appeal of this jouissance and to show that limiting
its effects has a much more protective value than letting it run
its course.

A new map of clinical diagnostics could be drawn based on
this idea, according to the intensity and the difficulty a patient
has in giving up her or his attachment to the pull of such a jouis-
sance. It is important to note that the patient presented here
does not fit a classical model of neurosis. The goal of this analy-
sis was not to demystify the power of fantasy, but precisely to
reestablish a neurotic structure in which desire was attempting
to fulfill an oedipal wish. Discussion of this patient from a La-
canian perspective is illustrative not only of a more disturbed
patient’s psychic disarray, but also of how one can successfully
use Lacanian conceptions in a way that is compatible with recent
trends in American psychoanalytic theory.

If we study Lacan in the context of other psychoanalytic
ideas, we discover that one of his questions—once he had ex-
hausted the different ways of exploring Freud’s theory of the
Oedipus complex and the various neurotic structures—was how
to deal with borderline disorders. Lacan’s anti-Anglo-Saxon ten-
dency prevented him from incorporating into his work the lat-
est discoveries of object relations theory, intersubjectivity theo-
ry, self psychology, and so on, all of which were devoted to
understanding how psychoanalysis could be used when the clas-
sical model no longer worked.

However, it is important to note that from a Lacanian per-
spective, it is not enough to see transference as a process that
repairs the deficient childhood experiences of the patient. What
matters in the experience of transference is that the analyst is
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able to introduce the law of the prohibition of incest through
whatever means he or she can discover. Lacanian analysis is in
accord with certain trends that are critical of the neutral stance of
the analyst, but not with the idea that the analytic experience
does not have a specific compass, one that consists in constantly
attempting to cut through the jouissance of the other in order
to expose the redemptive nature of the signifier. Yet what La-
canian psychoanalysis does not explicitly say is that without trust,
there is no possibility of making use of those signifiers. When
Sally’s analyst became angry with her, the analyst was feeling
not only the patient’s anger, but also the frustration of a “good
enough” mother (Winnicott 1956)—one who could not stand
to see self-destruction operating in her child (made apparent by
the fact that the patient had unconsciously sabotaged the analytic
work).

Once trust has been established in the analytic relationship,
it is possible for the clinician to function as the neutral analyst
whose job is to interpret and intervene at the place where jouis-
sance obscures the possibility of separation. What has been crucial
for Sally’s analyst (and the treatment is far from over) is the
process of helping the patient to both retrieve and to fabricate
her oedipal fantasy. As is often clinically proven, the moment
the feeling of loss is experienced, it becomes possible to elabo-
rate a fantasy in which the Other can be all-powerful in a posi-
tive way. In Sally’s analysis, the transformation from the spider
to little hands begging for help was the key moment at which,
for the first time, the patient could feel herself to be detached
from her mother, and yet simultaneously in a position of desir-
ing something from her.
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DOES THE CURE COME
AS A BYPRODUCT OF
PSYCHOANALYTIC TREATMENT?

BY MARILIA AISENSTEIN

Successful psychoanalytic treatment accomplishes more than
symptom relief; it involves a psychic restructuring that is fa-
cilitated by the process of working through. The author reviews
Freud’s original description of this process and traces its evo-
lution since then. Application of the psychoanalytic method as
an appropriate therapeutic modality for non-neurotic patients
is illustrated through the presentation of a clinical vignette.

“Does the cure come as a byproduct of psychoanalytic treatment?”
—a well-known query, at least in French psychoanalytic circles—
has often been attributed to Jacques Lacan. However, it was ori-
ginally Freud’s (1923): “The removal of the symptoms of the ill-
ness is not especially aimed at, but is achieved, as it were, as a by-
product if the analysis is properly carried through” (p. 251). This
theme was later only brought to light by Lacan (1966, pp. 324-
325). Lacan practically made an imperative out of it: the psycho-
analyst must not interest him- or herself in therapy, a position that
has long influenced psychoanalysis in France.

In my opinion, it is a mistake to attempt to separate the thera-
peutic and the psychoanalytic processes. Freud (1933) insisted on
the value of truth in psychoanalysis, and for him, this truth repre-
sented the basis of treatment and improvement. He elaborated:

As therapy, psychoanalysis is one among many, though, to
be sure, the first among equals (primus inter pares). If it
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was without therapeutic value, it would not have been dis-
covered as a result of contact with sick people, and would
not have gone on developing for over thirty years. [p. 157]

Today, seventy years after Freud wrote these words, we can
confirm the therapeutic action of psychoanalysis, even when it
does not concern itself with a cure per se. If this were not the
case, this difficult and costly method of treatment, so constraining
for the two protagonists, would have disappeared. Our aim, there-
fore, should not be to define the therapeutic action of psycho-
analysis, but rather to try to explicate the essence of the power of
the psychoanalytic process to produce what might be called “a bet-
ter way of being in the world”—a process not limited to the elimi-
nation of symptoms.

I remain today a passionate reader of Freud, whose ideas ex-
hibit an overwhelming timeliness. For him, as a neurologist, it
was the resolution of the conversion symptoms of hysteria that
gave rise to the model of psychoanalysis as therapy. In his “Intro-
ductory Lectures to Psychoanalysis” (1917), he clearly set forth how
the neurotic person indulges and enjoys his or her desires in un-
conscious fantasy, and how these find expression in the symptom.
Renunciation does not come easily. The study of resistances led
Freud to an economic concept of mental functioning. The de-
velopment of his concept of narcissism (1914a) led him to revise
his theory of drives, at the same time that it extended his field
of clinical observation to the psychoses, the perversions, and hy-
pochondria.

After 1920, it was generally thought that the therapeutic ac-
tion of psychoanalysis does not consist merely of the cure of neu-
rotic symptoms, but rather includes the notion of psychic reorga-
nization and change. Similarly, in the cure, the wider notion of
psychic elaboration, in my opinion, replaces the idea of the work-
ing through of resistances. I believe that the former is a thera-
peutic factor, in a very classical sense, as previously described by
Spinoza (1677), who framed it in terms of human growth.

One of the last works of F. Scott Fitzgerald (1936), “The Crack-
Up,” comes to mind. It begins as follows:



DOES  THE  CURE  COME  AS  A  BYPRODUCT? 265

Of course all life is a process of breaking down, but the
blows that do the dramatic side of the work—the big sud-
den blows that come, or seem to come, from outside,
don’t show their effects all at once. There is another sort
of blow that comes from within . . . . the first sort of break-
age seems to happen quick—the second happens almost
without your knowing it but it is realized suddenly indeed
. . . . the test of a first-rate intelligence is the ability to hold
two opposite ideas in the mind at the same time, and still
retain the ability to function. One should, for example, be
able to see that things are hopeless and yet be determined
to make them otherwise. [p. 39]

It seems to me that these words are very close in spirit to
those considered by Freud, in his later works, to be proof of the
efficacy of psychoanalysis: the quest for truth and the rejection of
illusions.

THE EVOLUTION OF THE CONCEPT
OF WORKING THROUGH

The notion of working through is related to that of psychic work,
and is connected semantically to the word labor and to the expres-
sion tilling the soil (the French word labour). These aspects of work-
ing through form the base, the foundation, and the soil from
which the drives originate (Duparc 1998). This metaphor of labor
on the land suggests the somatic root of the drive. The German
term used by Freud (durcharbeiten) also includes the idea of work,
as well as that of a voyage. The English translation of working
through is perfectly appropriate.

In “Remembering, Repeating, and Working Through” (1914b),
Freud did not, strictly speaking, link working through with re-
membering; rather, he assigned it a separate status and made an
analogy with abreaction in hypnosis therapy. “The principal resis-
tance to psychoanalysis,” he wrote (1914b), “is enacting the repeti-
tion played out in the transference which substitutes for remem-
brance” (p. 151). It is interesting to note that in this article, Freud
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first used the term repetition compulsion, which he would take six
years to better define. The appearance of this term preceded a
passage in which Freud pointed to the difficulty of a worsening
of symptoms at the beginning of treatment. He described the es-
sence of psychoanalysis as the analysis of resistances that are nour-
ished by repressed drives—and here Freud revealed himself to
be poised between two theories.

All this became more complicated after 1920 and the intro-
duction of the structural theory. The notion of the resistance of
the ego no longer sufficed to account for the clinical difficulties
encountered. Counter to all logic, there could be enigmatic resis-
tances from the id—an indisputable clinical fact. These resistan-
ces are precisely the ones that require working through. And if
Freud’s definition of working through continued to evolve after
1920, this evolution became even more pronounced under the
influence of Winnicott (e.g., 1952), Bion (1967, 1991), and Green
(1990, 1993).

Because the transference itself is partially a resistance, and
since “repetition played out in the transference . . . substitutes for
remembrance” (Freud 1914b, pp. 151-152), the transference con-
stitutes a means of access to the repressed. In fact, analytic work
with non-neurotic patients leads us to redefine the concept of
transference, and lends added significance to the notion of work-
ing through the analyst’s countertransference—which no longer
confines itself to the affective and negative effects of the transfer-
ence from the patient to the analyst, but extends to include the
entire spectrum of the patient’s psychic activity.

I offer the following example of this kind of analytic work,
conducted with a very difficult patient in a state of peril.

CLINICAL VIGNETTE

A young man, whom I will call Vanya, arrives one day for his
session. I hear him coming up the front steps, and then nothing.
Surprised at not hearing the doorbell, I hesitate to go to the
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front door. I think I hear footsteps, but only very faintly. Four
minutes later, the phone rings, and I hear Vanya’s voice on my
answering machine: “You have forgotten me, and so I am going
away. Call me to let me know if . . .” By the time I pick up the
receiver to speak to him, he has already hung up.

I rush to the front door and see him through the glass panel
—running like a hare, cell phone in hand. I am troubled, and
my uneasiness increases when my cleaning lady arrives a few
minutes later, exclaiming, “What did you do to the young man
who just left? He was running like a madman, and he seemed
desperate.”

All kinds of crazy ideas go through my head—among others,
that I should catch up with Vanya in the street or call him on his
cell phone and urge him to return. I do not understand what
prevented him from ringing the doorbell (beforehand, I made
sure that it was functioning properly); he has been doing it for
years. I conclude that something must have happened, some-
thing that I must trace back to the preceding session.

Presently, I decide to call Vanya at home, where I reach his
secretary. I leave a message with her, noting that I received
Vanya’s phone call, that it was time for his session, that I was
there, and I would expect him on the coming Monday as usual.
The secretary assures me that she will give him the message, and
on a slightly anxious note, adds that he has not been well since
the previous day.

I then begin to review in my mind the preceding session
with Vanya in as much detail as possible. What I reflect upon is
hardly remarkable, except for a short emotional interval, an un-
usual one for me with him: He had irritated me (although I ob-
viously kept my annoyance to myself) by crying at length as he
described how “very unhappy and very much alone,” how “lost
and abandoned,” he had felt while returning home recently on an
airplane flight. Knowing that this flight was on the Concorde (on
which I have never flown)—which the patient had chosen to take
precisely so that he would not miss a session—I was both curious
about the details of the flight and annoyed by his plaintive tone.
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Moreover, Vanya had undertaken this trip in order to buy a
painting, another factor that aroused my curiosity. It developed
that he bought it simply because someone had recommended
it to him; in fact, he was indifferent to it, since he never paid
attention to his living space. Deciding not to pursue any allusion
to the patient’s having taken a flight that figuratively abolishes
time, I instead questioned him about the painting. He replied
curtly, “None of your business.”

The only condition I was aware of to which Vanya might
have been hypersensitive was one stemming from the perceived
emotions of the interlocutor. For example, he had once abrupt-
ly left a store in a rage, just because he did not feel welcomed
by the salesclerk. Now, after his failure to ring the doorbell at
my office, I reconstruct that Vanya must have unconsciously reg-
istered my momentary ill humor in the previous session without
being able to acknowledge it, because in the past, when he has
thought he noticed my mood, he has always expressed his per-
ception of it to me. I then think of Winnicott (1952), who wrote
of “failures of the frame” (pp. 74-75) as being failures of the ana-
lyst (that is, failures of the internal space of the analyst, which
reactualize and bring about the reliving of an early bad holding
environment). According to Winnicott, these failures can be in-
terpreted if they are reintroduced into the material. I tell my-
self that I must do something about all this with my patient.

At the following session, when Vanya mentions nothing of
what transpired, I ask him what happened. He begins by insisting
that he does not remember not coming to the session. When I
tell him my memory of the event, including a description of his
message on my answering machine, it all comes back to him.
He is astonished, and tries to minimize the incident. When I
persist, he tells me that, once he was back home (and feeling rath-
er out of sorts), he received my message; he was pleased that I
was worried, and proceeded to have a good weekend.

Then Vanya tells me that he does not really know why he did
not ring my doorbell. He was not feeling well, he continued,
and expected that I would open my door to him in person—“yes,
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you would be standing behind the door.” But somehow, he be-
came convinced that I had forgotten him, and so he had lived
through a catastrophic experience.

I ask: “Did you think I had forgotten you while I was in my
office, or did you think that I had gone away?”

“I knew you were here,” Vanya replied.
I think of primal scene fantasies, and suggest to the patient

that he imagined I might have forgotten him because I was think-
ing about someone else. “No,” says Vanya in a calm tone that
does not seem to match his contradiction of my comment. He
adds, “How can I say it—-I was sure you were here, and at the
same time”—he searches for the right words—“you had disap-
peared.”

I point out to him that it was he who disappeared, perhaps
in an attempt to make me experience something that he himself
was living intensely. I then go on to suggest, as I have often done
before, that he must have had similar experiences as a child. As
usual, he replies that he wants to believe me, but since he does
not remember anything like that, my interpretations are of no
use to him. (He can be rather cutting at times.)

I then try to interest Vanya in a discussion of the session pre-
ceding the one in which he “disappeared.” He does not remem-
ber it, and when I remind him about the account of his return
flight, he recalls that at the end of that session, he had felt quite
nauseated: “I thought I would vomit.” As I think back to my feel-
ing of envious irritation at the time, I note to myself that I had
indeed been “nauseating.”

Since Vanya is in the habit of communicating all his bodily
sensations to me during sessions—in order to permit us to trans-
late them into a language that he can remember and reflect upon
—-I ask him how he accounts for his nausea, and why he did not
tell me about it at the time. “I feared that it would irritate you,”
Vanya replies. Then he laughs, and elaborates: “You are very
shrewd, but so am I. I did not speak of it because I would have
had to tell you that I had just had a meal in an excellent restau-
rant—which I thought it improper to mention, since I surmise
that you must not have much time for lunch.”
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Thus, Vanya had sensed my emotional reaction to his ac-
count of the Concorde flight, but had been unable to express it
to himself, instead experiencing physical discomfort, which he
suppressed. He was consciously unaware of the envy, which he
displaced onto another portion of the material; but at the same
time, he had an inkling about it, although he was unable to put
it into words.

DISCUSSION

Can we assume that this interaction with Vanya involved the
projection of an affect lived out in physical sensations? Is this
an example of an emotional projection that moves about freely,
like free energy, exerting an effect on any material that comes
up within the frame of the session? In fact, these projections or
displacements of affect onto the sensory system in a concrete
manner are very much present in psychosomatic clinical work.
To give a second example, they came up with another patient
of mine—a woman who told me that, whenever she felt stomach
pain or discomfort, she would ask herself if she had some rea-
son to be sad or afraid.

To return to the sessions described, Vanya is not a somatiz-
ing patient; on the contrary, he is almost disturbingly robust
physically, and that is why his nausea was significant. Ferro
(2000) described “microtransformations during the here and
now of the session” (p. 72), constantly capable, thanks to a series
of aftereffects, of modifying how the material is understood. I
think that these aftereffects (après coup) are frequently located
in the analyst’s mental functioning, and that they make it pos-
sible to break down an area of unconscious collusion between
the two protagonists.

This entire conception of psychoanalytic work is quite differ-
ent from Freud’s (1914b) definition of psychic working through.
It leads us to reconsider the work of interpretation—which, far
from having a bearing only on resistance, consists in connecting
and disconnecting elements from a field of thought cogenerated
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with the patient. Thus, the evolution of psychoanalytic thought
is not restricted to the broadening of the clinical field to in-
creasingly difficult and more atypical cases; indeed, it also in-
volves a change in the aim of psychoanalysis. The purpose of
clinical analytic study and research is the elucidation of the out-
come of two discourses intertwined in the space of the sessions
that limit the frame.

Is it not the convergence of these ideas and their impact
on our daily practice that give rise to somewhat different notions
of working through and interpretation? The analyst’s decision to
abstain from interpreting is based on the extent of the gap be-
tween that which the analyst is able to communicate and that
which the patient is capable of receiving from the analyst. When
the analyst not only reveals a hidden meaning behind a symptom,
but also cocreates a previously absent meaning with the patient,
we must reconsider our view of the mechanism of therapeutic
action. The potential benefits of psychoanalysis are not easily re-
duced to an explainable symptomatic cure, bearing in mind that
such a cure, according to the classical medical model, is defined
as a return to the previous state. Therapeutic action must instead
be understood as a movement toward growth in the psychic
field.

Freud’s (1938) final concept of Eros and the death drive
should, I believe, be understood as an attempt to give metapsy-
chological status to the process of thinking and thought. His
final theory of drives was conceived in order to make room for
the concepts of narcissism and the destructive drive, whose scope
he had previously failed to appreciate. Clinical failures led him
to relate the problem of the negative therapeutic reaction to
trauma and psychosis. The development of the concept of nar-
cissism and the discovery of the compulsion to repeat propelled
Freud “beyond the pleasure principle” (1920). His view of the
death drive as contrasting with the libido, which combines sex-
uality and self-preservation, is an interesting one; I believe, how-
ever, that the problem does not consist in knowing whether
sexuality is properly placed on the side of life or death, but rath-
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er in the appropriate repositioning of conflict within the very
process of thought.

The success of modern psychoanalytic work is inconceivable
in the absence of a theory of thought. Furthermore, I think it
is crucial to place the issue of death at the heart of thinking it-
self, which Arendt (1978) characterized as “the dematerialized
quintessence of living” (p. 204). Arendt viewed thinking and liv-
ing as two identical phenomena, since mortality “forms the in-
frastructure of mental activity” (pp. 225-226).

Like the worm in the apple—a Freudian metaphor that places
the seed of “actual neurosis” at the heart of all defense psycho-
neuroses—the tendency to destroy the work of thought resides
within the bosom of psychic life. The depressive condition, the
work of bereavement, and the work of mourning are harbin-
gers of psychic working through, but should we not also con-
clude that at the heart of every depressive state, there could exist
the hidden seed of a potential attack against psychic life itself,
and especially against thought? Extreme examples of this de-
structiveness are mechanical thinking, a whole array of anti-
thinking discourses, and other defenses seen in certain patients,
such as borderline types, in whom the failure to identify with the
primary object reveals the aftermath of an anti-thought process.

Since 1950, psychoanalysis in France has evolved under the
sway of various influences, and in particular, that of Lacan,
who by his dissent obliged non-Lacanians to justify classical tech-
nique (exemplified by the importance of the frame), and to re-
define their reliance on Freudian metapsychology. The work of
Winnicott and Bion has helped to promote an in-depth study of
countertransference and of the psychic processes necessary to
accomplish analytic work with atypical patients. With the intro-
duction of new clinical concepts, such as pensée operatoire (“me-
chanical thought”), alexithymia, and essential depression (i.e.,
“without affect”), the Paris Psychosomatic School has brought to
light an economic perspective of mental functioning. In addi-
tion, in his discussions of negative narcissism, destructiveness, and
the notion of deobjectalization, Green (1993) has, in my opinion,



DOES  THE  CURE  COME  AS  A  BYPRODUCT? 273

established a more fruitful and vibrant conception of the death
drive described by Freud.

CONCLUSION

The brief clinical sequence presented here is intended to illus-
trate my belief that the psychoanalytic method is therapeutical-
ly valuable even with non-neurotic patients. The therapeutic ef-
fects for Vanya were not limited to the elimination of symptoms
(e.g., compromise formations); rather, those therapeutic effects
extended to the reanimation of the patient’s frozen, immobilized
psychic functioning, in order for him to again feel alive.

I subscribe closely to Arendt’s (1978) theory that to live and to
think are one and the same thing. This is the basis for my view
that the therapeutic effects inherent in the psychoanalytic cure
are irreducible and irreplaceable, and distinct from those of all
other therapeutic methods. Psychoanalysis can lead patients, free
from all suggestion, to see themselves as the subjects of their
own stories and their own thoughts, and even of their own suf-
fering. This is perhaps the human being’s only inalienable free-
dom.
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DISCUSSION

The Several Relationships of Theory and Practice

BY ROBERT MICHELS, M.D.

I

The question of how theory affects practice is fundamental to
psychoanalysis. Repeatedly addressed in our conferences and our
literature, it has led not to an answer but rather to an evolving
dialogue that reflects the changes in psychoanalytic discourse and
practice over the years. Freud himself was both a theoretician and
a practitioner, and we are still debating whether his theory led to
his practice, was derived from his practice, had more to do with
nineteenth-century scientific ideology than with clinical psycho-
analysis, was strangely disconnected from his practice—or whether,
paradoxically and to varying degrees at different times—all of
these have been true.

The ten contributions from psychoanalysts assembled here
from around the world discuss several different types of theory.
Some speak of the formal, public theories of psychoanalysis—
those that are presented in our textbooks, discussed in our jour-
nals, and often associated with the names of leading thinkers in
our field. Thus, we have Busch on structural theory, Smith on con-
flict theory, Ornstein and Ornstein on self psychology, Hirsch on
Sullivan’s interpersonal theory, Blevis and Feher-Gurewich on
Lacan, and Ferro on Bion. Others emphasize the private theories
that, although sometimes out of the analyst’s conscious awareness,
nevertheless mold his or her stance and approach (Michels 1999).
Fonagy discusses Sandler’s (1983) distinction between public and
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private theory, while Reed illustrates the impact of theories on the
precarious spatial metaphors that inform her thinking and her
work. Rey de Castro discusses the several ways in which thoughts
of theory enter his mind during his work with patients, and Aisen-
stein emphasizes the important distinction between the impact of
theory on what the analyst believes he or she is communicating
and what the patient is actually receiving.

One of the oldest distinctions in discussions of psychoanalytic
theory is between general theory, such as Freud’s metapsychol-
ogy, and clinical theory. Are they closely linked or unrelated? Is
one based upon the other, and if so, which on which? Is general
theory outmoded? Is clinical theory really a theory at all or mere-
ly a set of empirical generalizations and technical guidelines?
Does clinical theory describe what we do, while general theory
explains why we do it?

In recent decades, there has been a shift of interest from gen-
eral to clinical theory, as well as the development of new do-
mains of general theory, with developmental psychology, cogni-
tive neuroscience, and linguistics replacing the drive psychology
and evolutionary biology of Freud’s day. The authors represented
here seem more comfortable with clinical than general theory,
although they do invoke larger systems—ego psychology, self psy-
chology, or the work of theoreticians such as Kohut, Lacan, or
Bion for example, to explain their clinical orientations. However,
they are concerned lest they impose a general theory on their
data, and even more, lest they impose it on their patients. They
recognize that theory can be understood as a contributor to
countertransference (Grossman 1995). They are aware of compet-
ing general theories and are quick to avoid any claim of superi-
ority of one over another. When they do suggest such a judg-
ment, it is based on a greater degree of flexibility, minimalism,
or openness to alternatives, rather than on absolute truth or
correctness. The contemporary theoretical dialogue, at least in
public, is far more ecumenical than dogmatic.

A more modern distinction—related, but not identical—is
that between the clinician’s theory and the researcher’s theory.
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Clinicians want help with their clinical work. They are concerned
with the richness of a theory, the guidelines it might offer for
interventions, the interpretive metaphors it suggests, the comfort
it provides in difficult situations. Researchers want precision,
clear definitions, testable hypotheses, concepts that can be opera-
tionalized, terms that can be translated to those used in other
disciplines. Theories that are valuable for one might be virtual-
ly useless for the other. Fonagy wants to stimulate research in
psychoanalysis and suggests that a more tentative attitude toward
clinical theories might make them more useful for researchers.
Most of the other contributors here write from a clinician’s per-
spective; they either have little interest in systematic research or
believe that if research is to be interesting or important, it must
find a way to cope with those theories that are relevant to clini-
cians. A third role of theories, the ways in which they are em-
ployed by teachers, is not discussed here, although in the past,
Lewin (1965) has suggested that this might be their most fun-
damental function.

Another related, but again not identical, distinction is be-
tween explanatory and hermeneutic theories—those that make
statements about cause and effect, as contrasted with those that
discuss and suggest relationships among meanings. Freud thought
that his theories were explanatory, and most psychoanalytic theo-
ries have been formulated in explanatory language. Explanatory
theories are more familiar rhetorically, more convincing, and
friendlier to the thinking in many adjacent disciplines. However,
philosophers and scientists have argued that regardless of their
language, most psychoanalytic theories fail the critical tests to
qualify as explanatory ones, and that analysts rarely study or eval-
uate them in the way scientists study explanatory theories. Rather,
they use them as guides to interpretive strategies, that is, as her-
meneutic systems.

This basic issue arises in discussions of psychoanalytic research
such as Fonagy’s, and is alluded to by those who are conscious of
their theories and fearful of imposing them on their patients, such
as Hirsch and the Ornsteins, but is rarely raised by those who de-
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scribe their clinical work without directing attention to the theo-
ries they employ. Furthermore, there has been great interest in
psychoanalysis from disciplines in which hermeneutic systems are
commonplace, while postmodern critiques sometimes seem to
collapse the difference between the two.

A final distinction between types of theories separates those
that are about content—the patient’s mental life or subjective
experience—from those that discuss process—the events in the
analyst’s office. The first includes libido theory; infantile sexual-
ity; separation-individuation; the paranoid, schizoid, and depres-
sive positions; developmental models in general; narcissism; ego
psychology; the bipolar self; dream theory; and so on. The second
includes analytic process, resistance, interpretation, empathy, act-
ing out, working through, the therapeutic alliance, and counter-
transference. There are, of course, concepts at the boundary—
transference is a prime example; however, a great many theoreti-
cal formulations can be placed in one or another of these cate-
gories.

Once again, there has been a shift in emphasis in recent years,
with greater attention to process, some of which had been sub-
sumed under the “art” of psychoanalysis—that which “goes with-
out saying,” the “nonspecific” component, but which many now
see as central. Hirsch, Ornstein and Ornstein, and Busch have a
particular interest in process theory, and this is also prominent
in the contributions of Reed, Ferro, and Aisenstein. Much of the
contemporary analyst’s discomfort with theory relates to the sta-
tus of content theories—if the process theories describe a strate-
gy for discovery, or perhaps construction, do the content theo-
ries tell us in advance that which we will find or create? Are they
descriptions of what others have found before? Do they merely
attempt to provide a language for describing our discoveries,
while striving not to bias the search?

The modern analyst is situated in a dilemma, often seeming
to pretend to know less than he or she believes is true, in order
to avoid questions of epistemology or accusations of authori-
tarianism. The analyst would like to think that he or she ap-
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proaches the patient without preconceptions, but knows that
this is not possible. The analyst is troubled by the paradox that
he or she is supposed to learn a great deal in training, but then
forget it upon entering the consultation room—only to discover
it anew with the patient. He or she is particularly troubled to
recognize that each analyst seems repeatedly to discover that
which he or she had learned before, and that it is far easier to
predict what will be discovered if one knows the analyst and his
or her favorite theories than if one knows the patient and his or
her problems (Bion 1967).

II

The theme of this issue is the relationship between theory and
practice, and the contributors give varying emphases to each of
these. At one end of the spectrum, Fonagy’s paper is metatheo-
retical, that is, it is about the function of psychoanalytic theory
in general, rather than about any specific theory. His goal is to
encourage psychoanalytic innovation and inquiry, and in order
to do this, he wants to liberate practitioners so that they can
experiment with new techniques. At present, they are inhibited
from doing so, he argues, because of the false belief that current
“standard” practice is derived from our basic theory. Such a view
may be politically expedient, but Fonagy argues that it is de-
monstrably false. Our clinical theories are no more than gener-
alizations of previous clinical experience. He accepts that theory
influences technique, but suggests that its influence is not based
on any logical relationship between the two.

Freeing the practitioner from the political and psychologi-
cal bonds of adherence to public theory, as well as recognition
of the power and potential of individual private theories, should
lead to creative innovation in technique and valuable inquiry
into the treatments that result. For Fonagy, core psychoanalytic
theory is about process, not content. Furthermore, there is one
type of core theory—clinicians and researchers work with the
same theories. Finally, his primary goal is to advance the field;
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he expresses no concern about maintaining standards or diluting
the discipline by blurring its definitions or making its boundaries
more porous.

Smith offers a study in comparative theory. He selects a spe-
cific core concept, that of conflict, and traces its role in the think-
ing of Freud, his French and North American followers, and six
contemporary analysts. He discovers significant differences, even
among members of the same school, and hopes to offer a strate-
gy for integration—in effect, the resolution of conflict about
conflict. He believes that different views of conflict lead to dif-
ferent technical implications, suggesting, one might think, that the
acceptance of an integrated view should decrease the technical
differences among the various schools. He discusses differences
not only in theory, but also in the role of theory in the analyst’s
clinical work, as when he contrasts evenly hovering attention with the
“more deliberate focus” of Gray’s “close process attention.” Smith
joins with Fonagy in arguing for a “looser coupling of theory and
practice” (p. 83), with practice leading the way and theory follow-
ing behind.

How will these innovations in practice that are not based on
theory occur? We know that they cannot be independent of all
theory; practice without theory is impossible. I suspect that what
both of these authors are advocating is a more powerful role for
private theories and a corresponding weakening of the authori-
ty of formal, public theory—an authority they believe has inhibi-
ted progress in our field.

Rey de Castro argues that by their very nature, psychoanalytic
data cannot be encompassed by clinical theories, that primary
unconscious processes are impossible to describe in secondary-
process language, and, therefore, that psychoanalysis is inevitably
uncertain. The cases he presents emphasize his varying experience
of theory in the clinical situation. In one, he is flooded with
thoughts of theory and must choose between disparate levels and
contradictory theories. In another, he reports being preoccupied
with the patient’s symptom and his experience of a “desperate”
search for theory. He finds it necessary to try to reconcile con-
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cepts from different schools, with a resulting eclecticism that he
views as a necessary evil rather than a desirable integration. Clin-
ical theory, for Rey de Castro, must be linked to a metapsychol-
ogy, must be incomplete, and must lead to knowledge that is ten-
tative and hesitant. He sees multiple clinical theories as inevitable
and the clinical work of psychoanalysis as incompatible with certi-
tude.

Reed, like Rey de Castro, is interested in how the working
analyst experiences theory. However, in her case report, she em-
phasizes how her conscious attention to this process helped her
to recognize the preconscious metaphors that had guided her
relationship with the patient, allowing her to reorient that rela-
tionship in a more useful way. Reed sees such metaphors as im-
mensely powerful, to the extent that a shift in metaphor may
lead to a shift from the primacy of a focus on verbal data to that
of a focus on nonverbal subjective states, which can be taken
to refer to “mental states of the subject in relation to the trans-
ference object” (p. 119). She discusses a theme that recurs in oth-
er articles in this issue: the greater role of such data and strate-
gies in work with non-neurotic (i.e., more disturbed) patients.

Each of the six remaining papers focuses on the theory of
a particular school or thinker, as illuminated by work with spe-
cific patients. Ferro is influenced by the teachings of Bion. He
describes a difficult patient, and conceptualizes his work in terms
reminiscent of Reed’s: “Two levels of communication were taking
place between us: one superficial—totally shallow—and another
carried out via projective identifications” (p. 187). He describes
the extensive preinterpretive emotional work that was required
before a more traditional interpretive analytic process could be
effective.

Aisenstein also selects a “very difficult patient in a state of
peril” (p. 266). She describes her reconceptualization of work-
ing through, as well as the shift of aim in her treatment from
the elimination of symptoms to the “reanimation of the patient’s
frozen, immobilized psychic functioning” (p. 273). Her goal is
that patients “see themselves as the subjects of their own stories
and their own thoughts” (p. 273).
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Blevis and Feher-Gurewich work within the Lacanian tradition.
They summarize Lacan’s view: “The process of psychoanalysis
consists in coming to realize that the Other . . . in fact resides with-
in us—not as all-powerful or malevolent, but simply as traces,
as a legacy of the marks of psychic separation from the primor-
dial Others of our childhood” (p. 249). They add that, in more
severe pathologies, the analyst must “offer the patient much more
than transference interpretation: the person of the analyst needs
to be lent” (p. 251). The patient they present has such pathology
—she had been mute for two and a half years in a previous analy-
sis. As Ferro does, they describe a preinterpretive phase, one con-
ducted in accord with a Lacanian model, which entails strong
emotional interactions between therapist and patient, and which
establishes an underlying trust essential for subsequent inter-
pretive exploration of the transference.

Busch argues that theory governs everything the psychoana-
lyst does, even “the smallest detail.” He sees psychoanalysis as
working by helping patients to understand their minds, and
bases his technique on the structural model of the mind. He
focuses on the patient’s free associations; other sources of data
are secondary. Like Aisenstein, he differentiates what the ana-
lyst believes he or she is saying and what the patient actually hears.
He agrees with the others that the analysis of countertransfer-
ence becomes particularly helpful in managing the patient’s en-
actments, but as a general principle, he prefers to work closely
with the patient’s associations, avoiding the analyst’s speculations
and inferences. As one might expect in view of his preferred tech-
nique, he presents a patient considerably healthier than those
of Rey de Castro, Reed, Ferro, Aisenstein, or Blevis and Feher-
Gurewich; one wonders to what extent this reflects his selection
of cases and to what extent it reflects the influence of theory on
shaping his perception of the patient.

Hirsch is particularly concerned with the dangers of theory,
especially its tendency to homogenize patients and compromise
their unique individuality. He speaks of “theories that their pro-



DISCUSSION 283

ponents wish were not theories” and “dialectical tension—between
theory and naive perception” (pp. 218-219). He views “observing-
participation” and “subtle, affective, interactional factors” (p. 220)
as more important than theory. (I might consider that to be his
theory, but he seems to restrict the term to abstract, complex,
formal theories of mind.) In spite of these views, he goes on to
formulate a rather specific relational theory, hypothesizing uni-
versal themes of unconscious mental content and a related theo-
ry of pathogenesis, a theory that he believes is supported by
research in child development. Like Busch, he wants to empha-
size direct observation rather than inference and speculation,
but for him, unlike Busch, this means observations and accounts
of the patient’s interactions with others, rather than free associa-
tions. He presents two cases, both currently in treatment and en-
gaged, to illustrate his ideas.

Ornstein and Ornstein believe that theory “is inextricably in-
tertwined with every element of the treatment process” (p. 159)
and that, in fact, “every deliberate human activity is saturated
with theory” (p. 160). Their theory, Kohut’s self psychology, dic-
tates that the analyst’s evenly hovering attention should be di-
rected (a seeming paradox) toward vicarious introspection, or
empathy. They postulate that a major element of the patient’s
mental life consists of selfobject transferences, and that the ex-
ploration of these will be a major theme of any analysis. They
are concerned that the inclusion of explanatory theories (e.g.,
the Oedipus complex) in our notion of psychoanalysis leads to
a closed system. However, they see the selfobject transference
concept as fundamentally different from the Oedipus complex
because it is based on empathic understanding, rather than on
an explanatory theory—and therefore view their belief in its
inevitable development as different from a classical analyst’s be-
lief in the inevitability of the Oedipus complex. Their clinical
examples illustrate their theory’s emphasis on the central role
of exploring the patient’s responses to breaches in the analyst’s
empathy.
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III

Where does the dialogue on theory and practice stand in 2003?
First, we know that there is no practice without theory, no pos-
sibility of perceiving, understanding, or knowing without the ac-
tive participation of the analyst’s mind and the influence of his or
her preexisting cognitive structures. Like subjectivity and coun-
tertransference, theory is ubiquitous and inevitable. Second, we
recognize that there are several kinds of theories—all relevant to
analytic work. We have long differentiated general theories from
clinical ones.

There are implicit or private theories that come into and
shape the analyst’s thoughts as he or she works with the patient,
as well as official or public theories that are so important to the
sociology and politics of the profession, informing the analyst’s
conscious strategy, and often his or her attitude and stance as
well. There are theories that deal with the contents of the pa-
tient’s mind and lead to the analyst’s anticipations (and often to
his or her readiness to confirm them), as well as theories of the
process that offer guidelines on how to conduct the analysis—
and even guidelines about when to throw away the guidelines.
There are theories that organize the researcher’s inquiries and
projects, but may be of little interest to the clinician, and theo-
ries that are of little interest to the researcher, but valuable, and
at times comforting, to the clinician. There are scientific, ex-
planatory theories, and there are metaphors clothed in the garb
of theories.

Perhaps we are even beginning to develop theories that will
help us distinguish the various types of theory from each other.
Although this may at first seem confusing, it may actually help to
clarify our previous confusion. Much of what has appeared to
be disagreement about psychoanalytic issues may turn out to be
misguided attempts to talk across the boundaries of various
categories of theory while ignoring their differences. Just as
theory guides clinical process, the study of how it does so may
lead to new insight into our field.
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