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ABSTRACT

The purpose of this study was to describe the essential aspects of

the therapist's experience of striking events in therapy. Thirteen

psychotherapists, who practice psychodynamic or insight-oriented thera-
py, were interviewed about experiences they had that stood out for them.
Nearly sixty instances were gathered in this manner. As a first step,
experiences were categorized into four major types: Losing Control,
Merging, Connecting, and Recognizing. In Losing Control experiences,
there often was a struggle with the patient over who had control of the

therapy. In Merging experiences, the therapist usually experienced a

frightening confusion of boundaries. In Connecting experiences, deep,
empathically attuned communication was established. In Recognizing
experiences, the therapist came to see, recognize, or understand some-
thing about his or her patient.

These categories provided the preliminary basis for finding the
essential themes that described these experiences. By examining the
experiences in each category for what held them together as a group, one
major and three subsidiary themes were discovered. The overarching
theme was Oneness/Separateness. It was most readily seen in Merger
experiences where it was characterized by the dialectical pair, fusing/
separating. Other pairs related to this theme of Oneness/Separateness
were described for other categories. From these descriptions, three
sets of pairs emerged as irreducible: the pair Fusing/ Individuating,

which concerns identity or Being, the pair Intuiting/Thinking, which



concerns awareness or Knowing, and the pair Undergoing/Acting, which

concerns agency or Doing.

These pairs of aspects were discussed in terms of how they clari-
fied some long-standing controversies in the psychoanalytic literature
and suggested directions for teaching psychotherapy, communicating psy-
chotherapy experiences, and understanding psychotherapy processes. An
effort was made to describe how these opposed aspects are held together
in the therapists' experiences. The irreducible tension constituted by
these pairs argued for a greater need by psychotherapists to properly
heed and find room for non-personal, non-conceptual, and non-intentional

aspects in their approach to psychotherapy events.
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CHAPTER I

INTRODUCTION

The aim of this study is to develop an interpretive description of
experiences therapists have of those events engaging them during the
practice of psychotherapy. As this study will reveal, therapists often
have an immediate or intuitive awareness of the therapy situation, which
is not necessarily explicit, but provides the ground out of which more
formal kinds of understanding develop. Even when therapists are con-
fused and baffled by certain events in therapy, what they say and do
seems to reflect an intuitive understanding of what the situation is
about. These insights can have a surprising or uncanny quality to them
since they do not derive from deliberate efforts to formulate a case.
If properly attended to, however, they may provide the material from
which a formulation of the case can emerge.

Unfortunately, our tendency is to overlook or even cover up this
ground of intuitive and immediate awareness with theories and methods,
perhaps reflecting our bias towards the rational. By attending to the
therapist's intuitive touch with the unreflected in psychotherapy, this
study hopes to provide an alternative starting point for thinking about
therapy: a kind of thinking that places more emphasis on the possibili-
ty of fostering immediate awareness, than on theory building. By aiming
at the therapist’'s immediate awareness, this study hopes to describe its
elusive, but crucial role in the psychotherapy process (Scott, 1982).

The present study did not begin with a formulation of its content

and purpose as explicit as that outlined above. The topic only became



apparent as it progressed. This approach may sound undisciplined to our

usual view of science as progressing by way of explicitly formulated
hypotheses that are then rigorously challenged using "trustworthy" meth-

ods. Instead, this study begins by acknowledging that guestions precede

any application of methods and that all questions aim toward a direction
from which an answer is expected (Gadamer, 1975 & 1976). Therefore,
this study can be thought of as a disciplined questioning, a turning
towards some things that seem significant but are as yet unnamable. 1In
other words, although this study begins in acknowledged ignorance, it
seeks to allow an understanding to emerge from this puzzlement by at-
tending to whatever announces itself, however dim and unrecognizable it
may be. Allowing faintly conscious and even strange experiences a place
in which they can develop their fullness (or incompleteness), should
sound familiar to therapists. It is not coincidental that the present
study follows an interpretive course similiar to that which provides
interpretive depth to psychotherapy. 1In both cases, a discipline of
interpretation is used that recognizes--at least in practice, if not in
theory--that understanding happens as something more than our personal
efforts when experiences are allowed a place to present themselves and
we are alert to them.

The previous comments are meant to orient the reader to the way in
which this study approaches its topic. On the one hand, I would expect
the rresent approach to have a familiar ring to it since we all have
experienced intuitions about people and things. On the other handg,
there may be something strange about an approach that does not dismiss

intuitions as merely hunches or does not seek to ground itself in



already established kodies of knowledge and/or methods that have shown
themselves to be true. It i; this effort to decenter understanding from
its dominance by reason that may run counter to our culturally familiar
and engrained expectations. I hope that the reader will tolerate this
strangeness and unfamiliarity because insights that come to us from
outside carefully constituted bodies of knowledge also have these
traits.

I am sure that no study ever really traces a direct path to its
topic, and this study is no exception. It is this very indirection and
meandering that we are interested in, as we seek to investigate how the
intuitive presents itself in psychotherapy. Therefore, taking a moment
to see how this study was shaped by a few key experiences and by the
questions that arose from therm may be useful for outlining the direction
that this study ends up pursuing.

The study arose from the context of my own training as a therapist.
In working with patients, I was constantly faced with an overabundance
of material that the situation presented, such as what the patient said
or didn't say, how he or she acted, and felt, etc. as well as with a
similiar array of behaviors and emotions on my own part. Although faced
with this apparently endless wealth of potential meaning, I also felt a
pressure to respond appropriately; i.e., to do something "therapeutic".
Perhaps this is the case for all beginners, but I found myself casting
about for techniques and methods to help do the "right" thing for my
patients, both in hearing important meanings and in responding to them.

A couple cf things occurred that struck me as odd at this time.

The more clearly and systematically developed the writings of a



particular author were on how one should go about understanding and

responding to the patient, the less I was able to hold these ideas in
mind as I was actually doing therapy, and the less they actually helped
me grasp and respond to what the patient was saying. On the other hand,
those writings that were less systematic and did not necessarily pre-
scribe anything that one should be doing during the therapy were not
only more readily borne in mind during treatment; they also seemed to
provide concepts and images that helped me relate and respond to the
things happening in the treatment.

Paralleling this discovery was feedback I was getting from supervi-
sors and my own sense of how the treatment was going. My efforts to be
methodical and "correct" did not seem to be rewarded by greater progress
in the treatment. While with therapy cases that did seem to be moving
along, I would be hard pressed to say what I was "doing" to induce this.
In retrospect, I can recognize how I was practicing some basic technique
by adhering to the "etiquette" or ground rules of the setting (for
example, by being on time and consistent) and by being attentive and
empathically responsive. These factors are generally recognized as
important to the technique of psychotherapy, although they provide
little in the way of directions for understanding what is occurring or
what one is to do with this knowledge.

Initially I tried to focus on how therapy events seemed to elude
what appeared to be theoretically sound and well developed techniques by
asking therapists to tell me about their experience of sessions where
things seemed to be going well. I sought to contact the therapist's

stream of consciocusness with the hope that it would illuminate how



therapists come to understand their patients. My own experience sug-
gested that the therapist came to his or her insights about a patient by

following a spontaneous and non-methodological process rather than a

rule directed procedure for "decoding”" what the patient said. Simply

asking people to recall sessions that went well and what went on in
their experience of them proved impractical. The therapists rarely
recalled the details of such session. What they seemed to retain was an
overall theme, which organized the session's material, or a feeling for
the quality of the relationship and the poignancy of the affect during
the hour. While specific issues and contents came up and were responded
to during the session, such concrete details were not retained in their
particularity. Instead, larger themes and feelings came to mind and it
was difficult to work back to the concrete. Efforts to elaborate these
reports by therapists tended to move in the direction of more abstrac-
tion and theory. Therefore, I changed my approach to gain a more con-
crete sense for the therapist's experience.

I turned to therapists' experiences of sessions that d4id not go
especially smoothly, where events presented some difficulty and a ready
understanding or interpretation of what was occurring was not at hand.
I had in mind some experiences of my own, which could in some ways be
seen as more dramatic insLances of the kind of bewilderment I described
previously; 1i.e., when I encountered too much happening in the therapy
and lacked guidelines for responding to it. I had in mind times, for
example, when I suddenly would find myself overwhelmed with a feeling of

anxiety. These unexpected experiences seemed to pick me up and sweep me

along, and although I was| sure they were connected to things happening




in the therapy, they were beyond my comprehension at the time. My

belief was that they probably involved some kind of communication be-
tween myself and the patient, but I could not say more about them
without falling back upon theoretical explanations appealing to process-
es of projection and introjection, for example. Therefore, I asked
other therapists about times whén they were caught up in therapy events,
such as powerful emotional occurrences, which they did not understand at
the time. Indeed, I found their reports were more concrete and experi-
entially specific, and it is to these reports and their descriptions
that we will turn in the results section.

In summary, this study highlights our feel for the pre-reflective,
not by conceptualizing it in terms of abstract theories and concepts but
by allowing it to guide our attention. The present study follows a path
of discovery and uncovering, guided by a sense or direction, and allows
things to appear along the way and to present themselves to us, without
any need to account for or explain their presence. This type of inves-
tigation parallels that of therapists, who are often struck by things,
which they cannot yet recognize, and who must'discipline themselves to
allowing these feelings, ideas, or fantasies to show themselves without
prematurely dispensing with them by speaking, acting, or concluding too
guickly. This study makes extensive use of description, and in the
Results chapter we will group the kinds of experiences that therapists
have had to arrive at some revealing dimensions of these experiences.
The descriptive analysis presented in the Results chapter will still
leave us with something more to do in the Discussion chapter where we

will address the apparently more fundamental manner in which these often



contradictory aspects are held together in the concrete experiencing of

such events.



CHAPTER II

LITERATURE REVIEW

How is the Therapist's Experience Integrated into the

Psychoanalytic Psychotherapy Process?

This chapter will review a sample of representative writings on
psychoanalytic psychotherapy with the intention of distilling how the
therapist's experience is understood and made use of. The focus on
psychoanalytic writings may seem rather limited, but there are good
justifications for this delimitation. First, even this restricted do-
main is extensive; second, the extensiveness of this literature empha-
sizes the prominence and historical priority the psychoanalytic point of
view still enjoys. Third, a psychoanalytic orientation was familiar to
all participants, thereby providing a common language. Finally, there
are advantages to investigating differences within a single theoretical
tradition. The controversies within the psychoanalytic literature will
point toward fundamental aspects of the psychotherapy process, which are
not readily grasped by any theory, psychodynamic or otherwise. In other
words, the problems and inconsistancies of a theoretical approach become
more apparent at the subtle levels of a theory, and a broad sweeping
review might pass over these problems.

This review also reflects how the present study began. As men-
tioned, this study was instigated by my own efforts to learn the prac-
tice of psychotherapy and one of the first places I turned to for help

was to the psychoanalytic literature. My basic questions were these:



how can I hear what is important in what my patients are telling me and
what should I do when I heair it? While Robert Langs (1976a, 1978) did,
indeed, tell me what to do, something seemed to be left out of his
account. There was a gap between the methods that Langs prescribed and
my experiences of being with patients. I next turned to Theodor Reik

(1948), because the subtitle to his book-~Listening with the Third Ear,

The Inner Experience of a Psychoanalyst--suggested he might provide an

experiential quality from which Langs seemed too far removed. Reik did
emphasize the experiential flow accompanying the therapy process; unfor-
tunately, he had little to say about how this was to be used therapeuti-
cally. He left the impression that therapy simply cured by making the
unconscious conscious. The question remained: how is the experience of
therapy integrated with the technique of therapy? Among the other
writers I considered, Harold Searles (1979) seemed to come closer to
answering this question. He described his experiences of psychotherapy
events and tried to integrate them into a theoretical organization of
the therapeutic process.

In the following sections, we look at Langs, Reik, and Searles
since they serve to stake out important differences in the psychoanaly-
tic literature. After noting these differences, we will go on to see
how these findings bear on several major schools of psychoanalysis:
classical, Kleinian, self psychology, and British object relations. In
particular, we will pay attention to differences in how therapy is
viewed as curative and the place of the therapist's experience in this

process.



Robert Langs: the Adaptive Context and the Bipersonal Field

Robert Langs (1976a, 1976b, 1978) has made a substantial contribu-
tion to the literature on psychoanalytic psychotherapy and his work
reviews and synthesizes a broad spectrum of psychoanalytic writings. He
draws primarily upon classical and Kleinian theorists but also demon-
strates an awareness of British object-relation theory and Kohut's self
psychology.

Essential to an understanding of how Langs views the therapeutic
process, and the role that the therapist's experience plays in it, are
his conceptions of the adaptive context and the bipersonal field. These
two concepts form the cornerstones for his theorizing about psychoanaly-
tic technique.

In keeping with the basic psychoanalytic notion of the unconscious,
Langs sees emotional disturbances as based on "fantasy-memory constella-
tions"” which have a traumatic emotional gquality to them and which,
therefore, must be kept out of awareness. Symptoms, and other overt
expression of the emotional disturbance, indicate that some internal or
external stimulus has touched the underlying emotional constellation
thereby triggering an indirect expression of the disturbing experience.
Patients communicate about emotional disturbances in an indirect fashion
since such disturbances are associated with a traumatic degree of
anxiety.

These traumatic constellations projectively color one's perception
of reality. In other words, the patient's "raw" perceptions and fanta-

sies of a traumatic situation are too threatening to experience or

10



express directly, so these perceptions and fantasies are unconsciously

and automatically "encoded." These encoded communications are referred
to as "derivatives" of the underlying, traumatic perception or fantasy
which the patient is defending against.

Langs interprets this encoded language of derivates in the same way
Freud interpreted dreams. Freud looked for the day residue which stimu-
lated the unconscious fantasy, and he found it disquised in the dream.
Similarly, Langs looks for the "adaptation evoking stimulus" which
initiated the patient's response. Langs believes that experiences,
which impinge on the patient, are intrapsychically worked over by the
patient in an effort to adapt to them. Consegquently, the patient's
communications reflect this adaptation-seeking organization.

Langs advocates a methodical approach to understanding the meanings
of patient material which is informed by his conception of the adaptive-
context. "This approach is called trigger decoding since a message 1is
deciphered entirely in light of its stimulus--the experience that set it
off" (1983, p. xi). In the treatment setting, the interventions or
noninterventions by the therapist provide the most important adaptation-
evoking contexts for the patient.

Of course the therapist may make psychodynamic formulations of
patient material without taking account of adaptation-evoking stimuli in
the present therapy interaction; however, these formulations will fail
to touch upon the active unconscious fantasies, conflicts, and percep-
tions. They will miss the active basis of the current emotional distur-
bance. Langs labels these inferences, which are not organized around an

adaptive context, "Type One" derivatives. They are most useful as

11



silent initial hypotheses, which become plausable when the adaptive
context emerges. By knowing what the context is that the patient is
responding to, the therapist is able to transform the patient's words
into an unconscious and indirect commentary upon the implications of the
therapist's intervention. Formulations that are organized around the
identified adaptive-context in this manner are labeled "Type Two" deri-
vatives.

Langs's contention that therapist interventions constitute the most
important adaptation-evoking context for the patient leads to his con-
ception of the therapy situation as a "bipersonal field."”

The metaphor suggests that every point in the field--every

communication, interaction, structure, and occurrence within

and between the two members of the dyad--receives vectors from

both participants, albeit in varying proportions. Thus, every

communication from the patient is influenced to a greater or

lesser extent by the analyst, and vice versa. Further, every
point in the field is layered and thus requires equal consid-

eration of its realistic and fantasied components (1978,

p. 558).

The response of one of the individuals in the therapy dyad cannot be
understood apart from the contribution of the other to that dialogue.
This assumption underlies Langs's emphasis on the need to focus on the
therapist's previous intervention as an adaptive-context in interpreting
the patient's manifest material. In addition, the patient's response to
the therapist will always reflect a mixture of both veridical perception
and transference distortion. Langs designates this mixed quality of the
patient's response as "transversal" since such responses transverse
reality and fantasy, or non-transference and transference.

Not only are patient responses constituted by mixtures of fantasy

and perception, therapist interventions also reflect mixtures of valid

12



interpretation and countertransference fantasy. The patient's response

following an intervention by the therapist provides an indirect commen-
tary on how the patient unconsciously apprehends that intervention. 1In
this way, errors can be discovered and corrected. Interventions are
indirectly validated by the patient when new, previously repressed
associations, are reported that lend new meaning to prior material or
when the patient talks about positive introjects of persons who have
functioned constructively in the past. When the therapist is not func-
tioning in a therapeutic fashion, the patient will indirectly allude to
this through encoded perceptions of the therapist's error. The patient
may even offer indirect interpretations of the therapist's emotional
disturbance, which led to the error, or allude to models of more con-
structive functioning for the therapist. Thus, finding the adaptive
context provides the therapist with a key for unlocking meanings within
a field of interpersonal and intrapyschic interactions that mingle
reality and fantasy.

Langs subsumes the therapist's experience of the therapy process
under his "intaking process." Although Langs delineates listening
realms beyond the cognitive--such as the interactional and object rela-
tional--and enumerates fantasies, intuition, and altered states of con-
sciousness among the experiences that the therapist has available for
data, his emphasis is on formulating these experiences into explicit,
univocal, and verbalizable ideas. This is the level the therapist must
achieve when making interpretations to the patient.

This is where the gap forms between the therapist's immediate

experience and Langs's technical advice. Langs seems to endorse a

13



notion of therapy based on the premise of achieving a literal rendition

of reality. Although he acknowledges the nonliteral, such as occur in
fantasy and metaphor, such experiences are of no use to the therapist
until they are processed into a literal meaning. Langs sees the patient
as struggling to adapt to a real situation, though hampered by his or
her regressive distortions of this situation. Langs makes this kernel
of reality the focus of therapist interventions. Thus, Langs is always
attempting to step out of an immediate experience of the treatment
situation to gain an objective grasp of what is occurring. Fantasies
and intuitions have no useful meaning unless they can be tied to some
aspect of the situation and translated into literal statements about

this reality.

Theodor Reik: Listening with the Third Ear

Theodor Reik (1948) presents an interesting counterpoint to Langs's
"intaking process." He states that his purpose is to show "how new
psychological insights are won."” However he adds:

I am less concerned with providing my readers with scientifi-

cally unchallengeable theories than with giving them an in-

sight into the very remarkable psychological process by which

we conjecture and comprehend the unconscious processes in

another mind. (1948, p. xi)

Reik contends that: "The organ of psychological observation, and there-
fore of psychological research and discovery, is to be found within
oneself . . ." but this organ ". . . is unknown; more than that--it is

unconscious”" (1948, p. 10). Therefore, the process by which we observe

the unconscious of others cannot be fully described.

14



In truth, we are incapable of dissecting into all its compo-

nent parts the process by which we recognize psychological

fact. . . . What the analyst is able to perceive and compre-
hend consciously is probably only a selection that he makes
retrospectively, after the event. (1948, p. 132.)

In attempting to observe unconscious processes in others, the
analyst makes use of free-floating, hovering, or "poised" attention.
This form of attention is reactive, rather than active and selective,
and allows impressions to emerge that otherwise might have occurred only
in passing. It allows things that are not at the center of attention to
take on importance. This receptivity is equally open to internal im-
pressions as it is to external events. In trying to comprehend the
experience of others, we need to turn our attention upon ourselves and
listen within. Insight into the mind of others is based upon an uncon-
scious comparison of their experience with our own.

In other words, the psychoanalyst who hopes to recognize
the secret meaning of this almost imperceptible, imponderable
language [of the unconscious] has to sharpen his sensitiveness
to it, to increase his readiness to receive it. When he wants
to decode it, he can do so only by listening sharply inside
himself, by becoming aware of the subtle impressions it makes
upon him and the fleeting thoughts and emotions it arouses in
him. It is most important that he observes with great atten-
tion what this language means to him. What its psychological
effects upon him are. From these he can arrive at its uncon-
scious motives and meanings, and this conclusion again will
not be a conscious thought-process or logical operation, an
unconscious--I might almost say instinctive--reaction that
takes place within him. The meaning is conveyed to him by a
message that might surprise him much like a physical sensation
for which he is unprepared and presents itself suddenly from
within the organism. Again, the only way of penetrating into
the secret of this language is by looking into oneself, under-
standing one's own reactions to it. (1948, p. 147).

Reik characterizes this process of unconscious communication as a
form of "drive-to-drive" dialogue. Therefore, the process of analytic

comprehension is an emotional one; "analysis stirs us up," as repressed
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processes in the therapist may come to the fore. Empathy is not a
shedding of our self and assuming the self of the other. Rather, the
many impressions emanating from the patient

rouse in [the analyst] unconscious impulses and ideas with a
like tendency. The unconscious reception of the signals will
not at first result in their interpretation, but the induction
of the hidden impulses and emotions that underlie them.

(1948, p. 357)

What can an analyst teach his younger colleagues in this
direction? Very little. He can speak of his own experiences.
He can report instances, which have the value of illustrations
only . . . . Receiving, recording, and decoding the "asides, "
which are whispered between sentences and without sentences,
is, in reality, not teachable. It is, however, to a certain
degree demonstrable. It can be demonstrated that the analyst,
like his patient, knows things without knowing that he knows
them. (1948, p. 144-145)

Surprise is the most characteristic affective accompaniment to
recognizing unconscious processes. It expresses the defensive opposi-
tion to something known but outside awareness:

Where the analyst's idea penetrates to the profoundest depths
of the other's inner life, it may be recognized as the off-
spring of what is repressed in the analyst and appears to him
as something alien. In short, to sum up the matter: The most
vital knowledge obtained by the analyst of the unconscious-
repressed is, for him too, a surprise. (1948, p. 246)

Reik notes that it is this use of the unconscious as the organ of
apprehension that is unique to psychoanalytic methodology. The observa-
tion of the other depends upon the analyst's ability to make use of his
own experience. Theory and critical reason come into play secondarily,
after unconscious perception, conjecture, and insight have yielded their
results. Reik contends that a crucial struggle is with inhibitions,

which keep hidden meanings out of awareness. Hasty judgements are not
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the problem because the "third ear" only touches upon issues; it is not

suited to grasping and mastering what it glimpses with sidelong glances.

There is less danger that analysts will be too little logical

than that they will be too little psychological in their

thought. (1948, p. 392)

Here--and only here--you must leap before you look; otherwise

you will be looking at a void where a second before a valuable

impression flew past. (1948, p. 145)

Reik, therefore, remains suspicious of efforts "to mechanize and system-
atize" the process of conducting analysis. What is essential to the
practice of psychoanalysis is not so much skillful technique as the
"inner truthfulness" of the practitioner.

Though Reik does not allow methods and theories to take a primary
position in psychoanalysis, he recognizes the importance of bringing
insights into language for them to enter the realm of conscious think-
ing. He advises, for example, silently formulating into words every
idea that occurs to the therapist with reference to analytic data as if
he wanted to tell it to the patient or to himself. New expressions are
crucial for notions that are outside of our current understanding to be
grasped. Reik argues that the great psychologists--and he includes
Dostoevski as well as Freud--were "great stylists, creators in the realm
of wording" (1948, p. 453).

A pitfall in this use of language is in developing and relying upon
a vocabulary of technical terms which may be too far removed from exper-
ience. A technical language too easily may become an empty "termi-
nological deposit.” "Nothing that does not originate in an experience

can become an experience for others”™ (1948, p. 21). The writings of a

psychologist may not directly refer to his or her own personal
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experiences but these experiences will make themselves felt in the
guality of the work produced.

Reik's concern is not with refining analytic theory or technique;

rather he seeks to share his own encounters with the peripheral zone of

experience, which we call the unconscious. His work exemplifies the
"inner truthfulness” that is crucial to psychoanalytic practice. His
emphasis is not on the analyst's proclivity to error and misunderstand--
which Langs's technical procedures guard against--rather, Reik invites
us to appreciate how much we know about others, even beyond what they
can tell us directly. His constant message is to stay close and attend
to one's own experience if one wishes to comprehend the experience of
others.

Reik succeeds in providing a sense of how a therapist may use his
or her experience to comprehend the patient; he has much less to say
about how one uses this comprehension, therapeutically. Reik seems to
take for granted the formula that psychoanalysis cures by making the
unconscious conscious. His primary concern, therefore, is in discover-
ing what the patient's unconscious issues are. In summary, Reik and
Langs stake out different areas of investigation, which fail to overlap
each other; between them, they seem to omit many important aspects of

the therapy process.

Harold Searles: Symbiosis, Identity, and the Therapeutic Process

Harold Searles (1979) has written extensively about his clinical
experience which includes work with severely disturbed patients. His

ideas have a much broader significance, especially as they bear on the
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nature of the psychotherapy process. This section will focus on

Searles's important contribution to our understanding of pre-individuat-

ed modes of relatedness.

Searles describes two major types of preindividuated relatedness:

autism and symbiosis. He further distinguishes between healthy and
pathological forms of these relationships. Successive stages develop in
the therapy, running from pathological symbiosis, to therapeutic symbio-
sis, and finally to individuation. Before defining these terms, Searles
cautions that it is often difficult, when faced with a striking and
significant event in the therapy interaction, to determine Jjust which
mode of interaction is occurring. The living, flexible, nature of
interactions are too subtle and elusive for simple characterization
through "theoretic crystallizations” (1971/1979, p. 134). With this
caution, Searles describes pathological symbiosis, autism, and therapeu-
tic symbiosis in the following manner:

The individual who, at the beginning of therapy, gives us
to understand that his characteristic mode of relating to
other persons is dominated by the ego defense of pathological-
ly symbiotic relatedness, forms with us a relationship in
which he is a part of a whole person and we (the therapist)
are the other, complementary part. This is in contrast to the
autistic patient, who functions as though he himself, or
contrariwise the therapist, were the whole--the single con-
ceivable and perceivable and palpable--world. Pathologically
symbiotic relatedness also contrasts with therapeutically
symbiotic relatedness in many regards. Whereas in pathologic
symbiosis the patient and therapist form two relatively fixed,
complementary parts of a whole system, in the therapeutic
symbiosis both persons function in thoroughgoing and rapidly
changing flux and interchangeability, with all parts of poten-
tially whole and separate persons, and, far beyond that, whole
and separate worlds, flowing from and into and between, and
encompassing, both of them. Also, the affective tone of
therapeutic symbiosis is one of liveliness or contentment or
fulfillment, while that of pathologic symbiosis is one of
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constriction, incompleteness, unfulfi]lment, or inner distur-
bance to the point of threatened insarity.

Typically, the pathologically g$ymbiotic patient either
coercively puts parts of himself intoTthe therapist, or coer-

cively evokes the therapist's attempt to complete his (the
patient's) self, manifested as poignaptly needful and incom-
plete. (1971/1979, p. 134-135)

Patients, at the symbiotic level df functioning, have little
healthy ego of their own. During childfood they were faced with a

depressed, schizoid, or psychotic mother, |"who disturbingly and unpre-

dictably invaded them with her own inner |Jcontents" (1971/1979, p. 135).

They have become
a constellation of vengeful identiffications with other per-
sons, present and past. These identifications .. . are indi-
gestable by [the patient's] ego; hﬂnce his effort to rid
himself of them, to expel them intofthe therapist. Conse- }
quently, the therapist may find hiq sleep troubled by the |
patient who has invaded, and now disqurbingly pervades, his
whole life. (1971/1979, p. 135-136)
Even in pathological phases of symbiogis, however, one can detect a

form of therapeutic striving. Searles frefuently emphasizes how it is

one sided to view pathological symbiosis]as simply the result of the

mother's need to have the child remain Jncomplete and available to

complement her own incomplete self. There Ls also a nascent loving wish

on the child's part to remain available tp the mother and to help her.

In fact, Searles observes that one can dipcover powerful unconscious

feelings of guilt in schizophrenic patientls connected to their failure

to make their mothers whole and successful |parents. Viewed in terms of

psychotherapeutic strivings, the pathogenic]introjects that comprise the

core of the schizophrenic patient (the "confstellation of vengeful iden-

tifications with other persons") also reprpsent the person's efforts to

heal outer reality, especially the mother gnd her successors, by taking
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those 1ll components into the self in ordefd to free the other from them

(1973/1979, p. 421).

A patient functioning at the symbiot]

c level of relatedness will

express, through the transference, his d

other. "The more ill a patient is, the mg

he need to become . . . to his transfe)

(1973/1981, p. 421). It is in this area of
the patient is most alive and it is from th

ty for mature and healthy relatedness will

r her need to complete the
re deeply indispensable does
ence-mother, the analyst"”
symbiotic relatedness that
s situation that the capaci-

spring. For this to occur,

the therapist needs implicitly to acknowledge the patient's indispensa-

bleness to his own functioning. This is What the therapist offers to

the patient that is new from all prior expe
ness, "not an avoidance of the developmg

dependency upon the patient, but rather af

iences of symbiotic related-
nt of symbiotic reciprocal

acceptance of this--an ac-

ceptance of the fact that the patient had come to mean a great deal,

personally, to him" (1959, p. 17).

This emphasis on reciprocal dependenfcy is even more striking as

Searles highlights its manifestation in tr4ating patients in the autis-

tic phase of relating. During this phase,
the therapist as part of the undifferentiat
the patient, the therapist provides the pat

ton or in Khan's words a "protective shield

when the patient experiences
ed world matrix encompassing

lent with a kind of exoskele-

(Khan, 1963/1974).

The patient needed to come to experie

ce the analyst as being

equivalent to the early mother who comprises the whole world

of which the infant is inextricabl
achieved enough of an own self to b
feeling-experience of sensing her a
body, and the two of them as separat
actual world. (1970/1979, p. 163)
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In terms of an emphasis on therapeut

c strivings in the autistic

patient, Searles contends that more is required of the therapist than

that he or she function as a protective s}jield more reliably than did

the patient's mother. The therapist ned
functioning as his or her maternally prots
pist can immerse comfortably in the pat
patient can then utilize him as a model £f(
the acceptance of such very primitiv
{1973/1981, p. 426). Though one's first
patient is how unrelated he or she seems t
be sensitive to the autistic patient's p
As he or she did for his or her ego-frag
provides a protective shield to the therapi
own ego-functioning. What is new this t1

integrated enough

to dare to know how indispensably if
patient, this autistic patient who i

ds to accept the patient's
ctive shield. If the thera-
lent's autistic world, "the

r identification as regards

e dependency needs

impression of the autistic
© be, the therapist needs to
Eychotherapeutic functioning.
mented mother, the patient
Bt,

anchoring the therapist's

me is that the therapist is

portant to him is this
5 able meaningfully to

relate to him, at first, only as the mpternal shield for those

least well-integrated components of th

patient's transference to him as an eg

based. (1973/1981, p. 427)

By allowing the patient to have this
pist, and by the therapist becoming consc]
this function, the patient faces less hum
identify with, as he or she works toward i
tile mothering by the therapist.

The more readily accessible to himself

symbiotic-dependent feelings, the by

help the patient to become conscious
that the patient need no longer act
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through the schizophrenic postponepent of individuation.

(197571981, p. 120).
Only by the therapist coming to terms with the "nuclei of reality" in

his or her own functioning, upon which thp patient's transference is

based, is there hope for the patient eventyally to integrate these same

components into his or her personality funcfioning.

Searles observes how little we apprechate that symbiotic related-

ness is not confined to infancy and pathplogy and that it forms an

important, though often unconscious, subftrate to healthy adult func-

tioning. Even as adults, we constantly expgrience moments of symbiotic

connectedness and re-individuation. For] Searles, "human existence is

lived largely at a symbiotic level of relatedness" (1966-1976/1979,

p. 49).
It is as if

[a person's] total Jidentity were an ice-

berg . . in which by far the greate
under the surface, subliminal,
tity. It may well be that the predo

r symbiotic portion is

in terns of awareness of iden-

hinance of personality

functioning, even in healthy adult p9g
undifferentiated, at an unconscious 1

rsons, is subjectively
vel at least, from the

great inanimate realm of the environmegt--that only in compar-

atively minor part do we function a
human beings; and we function to a s
perhaps, still less frequently--as §
living human beings. Probably, in waki}
the time on all levels simultaneously,
it is comparatively seldom that the hdg

is unafraid of simply existing in a pfedominantly

relatedness with the totality of the
highly conscious of himself as a
(1966-1967/1979, p. 50).

Returning to his work with autistic
that:

A development which comes eventuall

resolution of this autistic mode of 1

lyst's surprised, recurrent, and dee
acceptance of the fact that these twd
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foutside world," need be
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patients,

v to contribute to the
elatedness is the ana-
bening realization and
seemingly so separate
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worlds, his world and that of the pafient, are but separate
outcroppings of the unconscious groynd joining the two of

them. (1973/1981, p. 427)

Searles suggests that we have a frightdgned attitude towards symbio-

tic levels of relating and tend to see tkem as regressive and ego-

threatening. Searles contends that only by

integrating these symbiotic

levels of functioning into our personaliffies will we have access to

creative capacities and energies crucial to
patients and to our whole world.
Searles's effort to make symbiotic 14

for individuality, rather than conceiving

our ability to relate to our

vels of functioning a basis

of them as antithetical to

identity, leads him to emphasize how idenTity expresses the person's

struggle to achieve a meaningful existenc

b that incorporates knowing

both that one is "at once unigquely individgal and indissolubly part of

the universe" (1965/1979, p. 44). Searles d

bserves that the very word,

identity, seems to express this double ;spect of set-apartness and

sameness, since we use it both when we spe
with someone else and when we express whg
selves. Searles concludes that these tw
really contradictory, "for identity embrace
and the world with which that self are one
An important aspect of Searles's conceg
upon preindividuated modes of relatedness,
one's potentially most sensitive and o
psychologically grasping the outer wor
Man's identity enables him to
merely by mirroring it, but, at a symj

ness, by literally sampling it througH
tion and projection. (1966-1967/1979,
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tion of identity, as founded

Js that it provides

pliable instruments for
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Throughout Searles's descriptions of his clinical experiences, he

describes how fluctuations in his own sense of identity provide impor-
tant data for understanding what is transpiring in the dialogue of

therapy. For example, the sense of being essentially nonhuman would be

consistent with the transference active during the autistic phase of
relatedness in which the patient needs the therapist to be no more
differentiated from him than the inanimate world that surrounds him. 1In
contrast, with another patient, the therapist may have the sense of
being highly gifted and skilled, which would be consistent with a pa-
ftient in the symbiotic phase of relating who needs to invest others with
the patient's own good qualities to have a more whole and integrated
other with whom to relate and identify.

As noted at the beginning, Searles warns us that his concepts do
not necessarily provide easy categories for cataloguing therapy events.
Nevertheless, developing a theory is very important to Searles. He
states, at one point, that a good theory allows him to withstand the
onslaught of psychotic thinking in his work with very ill patients. It
provides a "weapon" for defending his own sanity and helping the patient
regain his. Though Searles is interested in developing theories which
describe therapy interactions, he does not wish to reify these concepts
into "theoretic crystallizations." 1In his critique of Jacobson's The

Self and the Object World, for example, he complains that "Jacobson's

many creative insights are expressed through a Procrustean bed of tech-
nical jargon" (1965/1979, p. 39). As previous excerpts from his own

writings show, Searles relies upon the descriptive power of language; he
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writes in terms of evocative and experience-near metaphors, which avoid

abstract metapsychology.

For this reason, Searles's concepts have a somewhat elusive quali-
ty, perhaps reflecting the phenomena they describe. Clinical phenomena
exist in an interpersonal realm and confound efforts to sort them into
aspects of inner and outer reality. The therapist needs to be comforta-
ble participating in the "twilight" quality of the transference rela-
tionship and to accept at least some degree of relatedness to the trans-
ference object or perception currently active in the relationship. This
includes some implicit acknowledgement that the transference is not
purely transference, since there are "increments of reality" in the
therapist's personality to which the transference is attached.

In conclusion, Searles struggles with the problem of how to write
about psychotherapy in a way that retains an experience-near quality.
He begins descriptively and makes therapy dialogue his point of depar-
ture. He then works towards a theoretical comprehension of what tran-
spires in psychotherapy: a comprehension that remains sensitive to the
experiential flow. In doing so, Searles is comfortable with paradox and
ambiguity as he treads the line between immediate experience and theore-
tical conceptualization. Unlike Langs, for whom words must have crys-
talline clarity, Searles does not turn words into crystallizations. For
Searles, the same word can express contrasting meanings. He seems
content to allow things to exist at a certain level of ambiguity, nei-
ther completely one thing nor another. While Searles manages to convey
an experiential feel for the events of therapy, he still borrows his

concepts from traditional psychoanalytic theory. The problems inherent
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in talking about events in terms of inside versus outside, fused versus

seperate, real versus fantasy, and conscious versus unconscious remain;

though the sharpness between the polarities is softened and blurred.

In short, Langs begins with theory and uses it to grasp experience,
while Reik begins with experience and comes close to eschewing theory.
Searles also starts with clinical experience but goes on to weave a
theoretical framework which attempts to remain in touch with what is

immediately given.

The Therapist's Experience and the

Major Psychoanalytic Schools

The preceding review of Langs, Reik, and Searles introduces three
different attempts to conceptualize the therapist's experience in the
therapy process. These different approaches appear to divide along the
lines of some long-standing controversies within the psychoanalytic
movement, arising from debates over the curative factors in the thera-
peutic process. The major psychoanalytic schools to be discussed do not
have a simple relation to these controversies, such that one school
takes one position on these issues and a different school another posi-
tion, rather these issues are fundamental ones, which must be dealt
with, at least implicitly, by each of these psychoanalytic schools.
Having these issues in mind may help us to understand what psychoanaly-
sis, as a whole, is striving to come to terms with, as it divides itself
into different points of view.

One of the earliest debates centered on the relative role and

signifigance of cognition and affect in therapy. Fenichel described
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this controversy in terms of "the eternal Scylla and Charybdis of analy-

tic technique--too much talking versus too much feeling" (1941, p. 99).
At that time, Fenichel was responding to those who he felt emphasized
the affective processes in psychoanalysis too much, such as Reik, who
distrusted theory and warned of it's potential to constrict the ana-
lyst's understanding of the patient to a "blueprint" (Rangell, 1979/1980
and Valenstein, 1979/1980). This long-standing controversy, between
those who argued for "consistent intellectual guidance in technique"”
(Appelbaum, 1981, p. 32) and those who emphasized the need to "empath-
ically reverberate to the patient's affective experiences" (Rangell,
1979/1980, p. 97), can be traced to the present in the works of Ferenzi,
Rank, Reik, Alexander, and Kohut, on the one hand, and those of
Fenichel, Hartmann, Eissler and Langs, on the other.

Related to the dispute over the relative role of cognition and
affect is the issue of whether the therapist should provide emotional
nurturance to the patient or remain neutral. Freud's metaphors of the
analyst as a blank screen and surgeon have been cited to suggest that
the analyst's proper role is one of neutrality and the only proper
activity is interpretation. Ferenzi argued against this, noting that
the therapist's detachment would only reproduce the traumatic experi-
ence for patients who suffered real and significant deprivations and
prevent them from investing in the treatment. This view of the therapy
process as involving growth and re-development can be found in the works
of Balint, Winnicott, Guntrip, Alexander, and Kohut, although there are
wide differences among the classical analysts in how neutrality is

viewed, as well.
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Kernberg and Langs are representative contemporary analysts who are
-

reluctant to make deviations in standard analytic technique, even with

relatively disturbed patients. They eschew Alexander's notion

(Alexander & French, 1946) that the therapist provides the patient with
a corrective emotional experience by being more benevolently responsive
than the original internalized object. Other classical analysts, such
as Stone {(Langs & Stone, 1980; Stone, 1961) and Marmor (1979/1982), how-
ever, place more emphasis on the role of the therapist's warmth and
emotional responsiveness to the patient. This controversy about neu-
trality, and the previously discussed one concerning the relative roles
of affect and cognition, appear to be related. Those who emphasize the
role of cognition and insight in the treatment process also tend to
advocate therapist neutrality while those who emphasize emotional re-
sponsiveness tend to view therapy as a place where the patient may
finally receive the nurturance necessary for psychological development
to resume.

This relation may become clearer if we consider another controversy
which involves the status of psychoanalysis as a science. Those who
advance the view that psychcanalysis is a science tend to emphasize the
prescribed methods and theoretical structure which guides its practice.
Langs (1976a, 1976b, 1978) stands as a prominant example of this point
of view. Those who implicitly de-emphasize psychoanalysis as a cumula-
tive body of scientific knowledge focus on the artful quality of prac-
ticing psychotherapy (Appelbaum, 1981; Storr, 1979; Winnicott,
1962/1965). The relation between the two previous controversies, now,

becomes clearer: Those who favor cognitive factors over the affective
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and emphasize neutrality as the therapist's proper role tend to view

psychoanalysis as a science; those who emphasize the intuitive function
of emotions and the nurturant role of the therapist tend to see psycho-
analysis as more of an art than a science.

This controversy has been rendered in terms of differences between
historical and narrative truth (Spence, 1982). Fundamentally, this
difference rests on the relative weight given to reality and fantasy in
psychoanalysis. Freud took a critical turn when he postulated that
childhood sexual traumas underlying the adult neurosis need only occur
in fantasy for them to have an impact on psychological development.
Those analysts who emphasize the objectivity of events, against which
patient projections stand out as distortions, tend to find a scientific,
cognitive approach more suitable, while those analysts who emphasize the
significance of the patient's needs, as expressed in fantasy, tend to be
less rigorous about neutrality, comfortable being affectively available
to the patient, and more concerned with the personal quality of the
therapy relationship.

The following sections are devoted to four hajor strands of psycho-
analytic theory: classical Freudian theory, Kleinian theory, self psy-
chology, and object-relations theory. These approaches will be examined
in some detail, especially in regard to how they understand the process
of psychotherapy and the role of empathy and/or countertransference in
this process. These topics will provide the best avenues for revealing
the place of the therapist's experience in each of these psychoanalytic
approaches. This discussion also will provide the theoretical concepts

by which the therapists' experiences in the present study could be
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comprehended psychoanalytically. Although this study does not seek to

use psychoanalytic theory to interpret the experiences given by its

participants, these theories do provide an alternative approach to the
present study's data and are probably the concepts and theories that
most of the participants in this study would use in understanding their
own experiences. Insofar as there is validity to psychoanalytic theory,
there éhould be mutual enhancement between the phenomenological charac-
terization of the participants' experiences presented in the Results
chapter of this study and the efforts of psychoanalysts to organize

their own therapy experiences discussed in the following sections.

Classical Psychoanalytic View

The first problem is to give an adequate definition as to what is
meant by "classical” psychoanalysis. Valenstein (1979/1980) points to
the importance of an historical element in this concept. What is con-
sidered classical can only emerge in retrospect after views that have
been held to be time-tested and authoritative are challenged and modi-
fied by new ideas and departures thereby lessening the authoritativeness
of the previous, "classical" view. Freud is the authority for classical
psychoanalysis; thus, classical and Freudian psychoanalysis are essen-
tially the same thing. Later writers, of course, expanded on Freud's
ideas, especially regarding the ego's processes in its defensive (A.
Freud, 1936/1946) and adaptive functioning (Hartmann, 1939). These
modifications seem to have shifted psychoanalysis from an earlier empha-
sis on id psychology to the current emphasis on ego psychology.

Valenstein suggests the term "neoclassical” psychoanalysis to encompass
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these developments in ego psychology. Therefore, the following discus-

sion of classical theory will incorporate both the earlier id psychology

initiated by Sigmund Freud and the later ego psychology that flourished

under the influence of his daughter, Anna Freud.

The Therapeutic Process

The therapeutic aim of psychoanalysis is to undo the work of re-
pression, make the unconscious conflict between impulse and prohibition
conscious, and allow the patient an opportunity to reach a new resolu-
tion to a previous impasse (Waelder, 1960). In the process of trying to
make patients aware of their conflictual, unconscious desires and the
anxiety associated with the conflict, Freud and other analysts soon
discovered that patients resisted their efforts. The same forces that
originally repressed the prohibited desire now served to keep the pa-
tient from experiencing the desire and its accompanying anxiety during
treatment. At first, this frustrated Freud's hope of psychoanalysis
becoming an expedient cure for neuroses, although analysis of patient
resistance soon became a central aspect of the therapeutic process.
Resistances represent the active, here-and-now functioning of the pa-
tient's unconscious defensive processes. The aim of analysis became one
of modifying these defenses and of bringing them to conscious attention
so the patient could re-experience the traumatic conflict and bring new
resources to bear upon its resolution.

A particular aspect of the patient's resistance to verbal insight
deserves special attention; this is the patient's transference to the

therapist. Instead of experiencing desires in awareness and memory, the
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patient re-enacts or acts-out the conflict of desire and prohibiticn

with the therapist. Altiioughk this hinders the therapist's efforts to

make the patient aware of the underlying situation through verbal in-

sight, the previous conflict in now alive in the current interaction.
This manifestation of unconscious processes in the transference even-
tually takes the place of th®t presenting neurosis. As the transference
neurosis develops and becomes more prominent, the psychological invest-
ment in the original symptoms drains off.

In terms of the therapist's activity, interpreting is widely re-
garded by classical analysts as the primary psychoanalytic tool.
Eissler states that " . . . for the ideal case the analyst's activity is
limited to interpretation; no other tool becomes necessary" (1953,
p. 439). Interpretations further the patient's insight into his or her
psychological functioning and behavior and the increased awareness that
comes with insight is considered the primary agent of change in psycho-
therapy.

Interpretation leading to insight is the specific and most

powerful agent of the psychoanalytic curative process . . . .

Correct interpretation and reconstruction depends upon and

conveys insight, so that insight may be stated to be a sine

qua non of psychoanalysis. (Blum 1979/1980, p. 43)

Strachey's article "The Nature of the Therapeutic Action of Psy-
choanalysis" (1934/1981) is a classic reference on how transference and
its interpretation lead to insight and change. Essential to Strachey's
view of the treatment process is the role of the transference.

The original conflicts, which had led to the onset of neuro-

sis, began to be re-enacted in the relation to the analyst

. . .. Instead of having to deal as best we may with con-

flicts of the remote past, which are concerned with dead
circumstances and mummified personalities, and whose outcome
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is already determined, we find ourselves involved in an actual

and immediate situation, in which we and the patient are the

principal characters and the development of which is to some

extent at least under our control. But if we bring it about
that in this revivified transference conflict the patient
chooses a new solution instead of the 0ld one, a solution in
which the primitive and unadaptable method of repression is
replaced by behavior more in contact with reality, then, even
after this detachment from the analysis, he will never be able

to fall back into his former neurosis. The solution of the

transference conflict implies the simultaneous solution of the

infantile conflict of which it is a new edition. (1934/1981,

p. 364).

The transference is but one instance of the patient's tendency to
project onto others his or her internal representations of archaic "bad"
objects formed through experiences with important others during the
individual's early life. Feared objects are attacked to control them;
therefore, the re-internalization of objects is colored with aggression.
A vicious circle results in which projection and internalization of
archiac objects merely maintains them in a dangerous and threatening
state. Strachey suggests that therapy is effective insofar as it turns
this vicious circle into a benign circle in which the patient's internal
objects become less fearsome and, therefore, require less aggression to
control.

Before this benign circle can occur, the patient must become aware
of some of his unconscious impulses. Strachey suggests that the thera-
pist functions as an auxiliary superego for the patient and, thereby,
gives the patient permission to allow small portions of unconscious
impulses to become conscious. These impulses will be experienced by the
patient as directed at the therapist.

This is the critical point. If all goes well, the patient's

ego will become aware of the contrast between the aggressive
character of his feelings and the real nature of the analyst,
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who does not behave like the patient's "good" or "bad" archaic
objects. The patient, that is to say, will become aware of
the distinction between his archaic phantasy object and the
real external object. (1934/1981, p. 369)

It is critical to this process that the patient retain a capacity
for differentiating between the therapist as a real person and the
therapist as a projected imago. Thus, the quantity of id impulses must
be kept small so as not to overwhelm the patient's reality-testing. The
therapist also avoids "real” behaviors for the same reason.

It is a paradoxical fact that the best way of ensuring that

his ego [the patient's] shall be able to distinguish between

phantasy and reality is to withhold reality from him as much

as possible. But it is true. His ego is so weak--so much at

the mercy of his id and superego--that he can only cope with

reality if it is administered in minimal doses. And these

doses are in fact what the analyst gives him, in the form of

interpretations. (1934/1981, p. 371-2)

Thus, there are two phases to effective or "mutative" interpre-
tation. In the first phase the patient becomes aware of an id-impulse
directed toward the therapist; in the second phase, the patient realizes
that the impulse is directed toward a phantasy and not a real object.
Therefore the quantity of aggression that must be mobilized is lessened
and a more benign image of the object is internalized.

A corollary to Strachey's conception of the therapy process is how
trying it can be for the therapist. Mutative interpretations can only
be given for an immediate situation in which an id-impulse is active.
The therapist is

exposing himself to some great danger . . . deliberately evok-

ing a quantity of the patient's id-energy while it is alive

and actual and unambiguous and aimed directly at himself.

Such a moment must above all others put to the test his rela-
tions with his own unconscious impulses. (1934/1981, p. 377)

35



What joins Strachey and other classical analysts is their view that

the patient's ego must achieve enough distance from what is occurring in

the therapy to have insight into how the current situation is different

from the transference phantasy. Gill (1979/1981), who places more

importance on how the patient's transference is connected to aspects of
the current analytic situation, still contends that the patient needs to
see that the actual situation to which he or she is responding is open
to other conclusions. By the therapist giving the patient an interpre-
tation, the patient is being treated differently than he or she had
expected to be treated by the transference figure, and the patient can

have a new experience.

Empathy and Countertransference

The literature addressing the role of empathy in therapy is rather
sparse and not very satisfactory. Greenson (1960/1981) and Beres and
Arlow (1974/1981) agree that there is surprisingly little on this topic.
Greenson observes that there seems to be an antagonism between empathy
and theory, and Beres and Arlow conjecture that empathy is overlooked
because it seems unscientific and requires the author to be too reveal-
ing of his own experiences to a potentially critical audience of col-
leagues. All authors seem to agree on the importance of this ability
for the therapist to put himself in the shoes of the patient; although
they tend to focus their discussions upon differing views about what
psychological processes are involved in this phenomenon. For example,
Reik (1948) discusses empathy in terms of an internalization of the

other; Greenson (1960/1981) differentiates empathy from internalization
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since it is temporary and nondefensive in nature. Fliess (1942/1981)

calls empathy trial identification, and Beres and Arlow (1974/1981)

define empathy as a transient identification in which the empathizer

preserves his separateness from the other. None of these descriptions,
however, seems to bring us any closer to what empathy is, which may
reflect the difficulty of getting a hold on this phenomenon.

No matter what example I may choose, there is some amount of

distortion, because essentially the process of empathy is an

automatic process and one observes it only in retrospect.

Furthermore, in order to clarify the various events one has to

magnify the intervals and separate steps in an occurrence in

which much seems to happen very rapidly and perhaps simulta-
neously. Finally the best examples of empathy and the clear-

est occur where there is some difficulty in the empathy.

(Greenson, 1960/1981, p. 246)

Thus, the path to understanding empathy seems to lead us in an indirect
manner through failures of empathy, which are typically discussed within
the analytic literature on countertransference.

Annie Reich has written a series of papers on countertransference,
which are representative of the classical position on this subject. She
(1951/1981) begins by establishing that the analyst's tool for under-
standing is his or her own unconscious. Freud's dictum that the thera-
pist should listen with free floating attention is meant to assure that
the patient material will be absorbed by the therapist's unconscious.
However, difficulties can arise in this process; the therapist's own
conflicts and unresolved issues may preoccupy him or her and make it
impossible passively to absorb the patient material.

The therapist also needs to function as a screen for the patient's

transference. This requires the therapist to remain neutral to the

atient's emotional expressions; i.e., the therapist cannot respond
p P P p
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emotionally to the patient's emotions. The therapist, therefore, faces
a double difficulty.

It is, indeed, no easy task to be able, on the one side, to
feel oneself so deeply into another person as the analyst has
to do in order to understand, and, at the same time, to remain
uninvolved. (1951/1981, p. 154)

Reich defines countertransference, in the proper sense, as the

patient coming to represent an object of the therapist's past which
finds expression in the therapist's attitudes, feelings, and wishes
regarding ﬁhe patient. In addition, the therapist may use the treatment
for acting-out purposes when the therapy, itself, takes on unconscious
meanings for the therapist. In this case, though the patient may not be
an object of the therapist's transference, the therapist uses the treat-
ment to have unconscious needs gratified.

Reich notes that there is a close connection between the pathologi-
cal uses of the treatment situation for therapist gratification and the
non-pathological use of analysis as a form of sublimated gratification.

We said before that the unconscious of the analyst is his

tool. The readiness and faculty to use his own unconscious in

that way obviously must have some deeper motivation in the

analyst's psychological make-up. (1951/1981, p. 157)

At the root of the therapist's interest and motivation for doing psycho-
therapy is likely to be found some early needs, as well as efforts at
their resolution. For the successful therapist, these issues have been
sublimated to the point that they result in a true psychological inter-
est in the other person.
What I should like to stress is that in this case of
undisturbed functioning the psychological interest obviously
is based on a very complicated 'countertransference', which is

desexualized and sublimated in character, while in the patho-
logical examples the conflict persisted in its original form
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and the analytic situation was used either for living out the

underlying impulses or defending against them or for proving

that no damage has occurred in consequence of them.

Maybe we might come to the following conclusion: Counter-
transference 1is a necessary prerequisite of analysis. If it

does not exist, the necessary talent and interest are lacking.

But it has to remain shadowy and in the background.

(1951/1981, p. 159)

From a classical point of view, countertransference may be inevita-
ble and even necessary--if properly deinstinctualized or sublimated--
however, it basically remains a hindrance to the therapist's proper
understanding of the patient. His emotionality clouds his objectivity
as an observer, and the behavioral conseguents of such affective re-
sponses will, in turn, distort the transference, since non-neutral
attitudes will be manifest to the patient.

Classical analysts view countertransference as parallel to patient
transference since both tend to distort the present situation in terms
of previous experiences; however, Langs makes clear that there are
important differences in the role they play in treatment. While "trans-
ference expressions constitute the primary means through which the
patient communicates and lives out his intrapsychic pathology . . .

without which true analytic work would not be feasible, " countertrans-
ference expressions are "by no means a requisite to analytic cure and in
no way serve a central curative function in the analytic work of the
analyst" (1976b, p. 294). They are inherently disruptive and, at best,
may be put to some use. They may provide some information about the

patient, but this 1is not the preferred avenue and an attempt should be

made to resolve them as quickly as possible.
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Kleinian Psychoanalytic View

Theoretical Shifts

Melanie Klein's writings have led to some major changes in psycho-

analytic theory and, to a lesser extent, in analytic technique. Much of

Klein's own work retained familiar Freudian concepts since she tried to

present her ideas as additions to classical theory not as revisions.
Asserting the radical implications of her work was left to those who
came later and were influenced by her work. This review will draw
heavily upon these more recent followers since they seem to express what
Klein was tentatively formulating.

The most radical shift in Kleinian theory is away from Freud's
theory of infantile sexuality to an emphasis upon the infant's more
general needs for nurturance and the annihilation anxiety mobilized by
its frustration. This shift in emphasis from sexuality to nurturance is
a subtle one to detect when reading Klein because she continues to use
familiar Freudian concepts such as libido and instinct. Within the
context of Klein's writings, however, these terms takes on new meanings
reflecting her new conception of instincts. For Freud, instincts were
essentially biological urges rooted in the mucous membranes of the
sexual zones (i.e., oral, anal, and genital). The instincts require
discharge in a manner that is primarily auto-erotic and only secondarily
relational. In other words, the instincts only gradually become detach-
ed from the self, following the stage of primary narcissism, to find a
secondary attachment to external objects. For Klein, the infant's

instinctual life is object oriented from the beginning. The infant
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needs nurturance from the onset because there is no possibility of self-

satisfaction for these needs. The sexual manifestations of childhood
become secondary phenomena, reflecting the child's efforts to master

early situations of loss and frustration. Grotstein explicitly states

this conclusion.

The Kleinian infant is a whole infant who urgently needs
mother for nutrition, evacuation, and for holding. These are
primarily biological survival needs. In no conceivable way is
sex one of them. "Sexualization" comes about more as a defen-
sively precocious state of excitement in order to alter the
awareness of frustration so as primitively to master it.
(1980~-8la, p. 379-80)

Closely connected to Klein's new conception of the instincts is her
expanded understanding of the role of fantaéy in psychic life.

The Kleinian instinct is itself a fantasy and is, as such, the

autobiographical narrative of the infant's neediness. 1In-
stinctual impulses are a priori obtrusions into the infant's
awareness and are experienced as fantasies . . . . These

fantasies are experienced as narratives which attempt to tell

a story which helps to organize the impinging data of experi-

ence in an attempt to account for it and therefore to master

it. (Grotstein, 1980-8la, p. 382)

This notion of instinct as fantasy has important implications for a
theoretical understanding of the structure of the psyche and the content
of the unconcsious. Instincts, qua fantasies, must always be personified
and they can only be personified in terms of the self and its primitive
relations to primitive objects (i.e., narcissistic objects that are not
differentiated as outside the self's control). In contrast to Freud's
tripartite structure of the psyche, as id, ego, and superego, Grotstein
points out that:

the Kleinian version of instincts as fantasies implies, from

the very beginning, the absence of an id and the presence of
an instinctual ego which has magical--but magically adaptive--
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attitudes towards its objects in order to achieve survival
(1980~-81a, p. 383).

There is no prior state in which the person is conceived of as having

drives but no self or object.

The Kleinian's unconscious is synonymous with their concept of
the internal world. Rather than a conception of "seething
cauldron" of formless instinctual drives, they conceive of
split-off inchoate selves linked with internal objects in a
gradient from dominating or controlling objects to passive,
helpless objects, all of which are associated with egos. The
Kleinian unconscious is always personified and never other-
wise. (Grotstein, 1980-8la, p. 387)
Thus, from the Kleinian view, the id becomes equivalent to the infantile
aspect of self seeking nurturant contact with an object. Excesses of
need, in the face of the infant's limited capacity to avoid frustration,
lead to the appearance of apparently autonomous drives existing outside
of conscious awareness. In contrast to the classical view that essen-
tially sees the helpless ego needing protection from the dangerous
forces of the id, the Kleinian view recognizes the repressive barrier as

also functioning to protect the id (infantile self) from an overly

autonomous ego.

Paradigmatic Data

It may be helpful to place these theoretical changes into the
context in which Klein developed them, that is, within her analysis of
young children. It was through this work that Klein developed her
inferences about the experience of children, especially the phenomenolo-
gy of their anxieties. Much of this material was worked out it in play
and naturally lent itself to the narrative form of fantasy. Another

important area in which new concepts were worked out, especially by
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Klein's followers, was in the treatment of psychotic patients. As with

children, the issues that needed to be addressed did not lend themselves
to the classical approach of analyzing defenses in order to free the
flow of the associations. Rather, the issue was one of grasping the
nature of anxiety which threatened to overwhelm the patient's defensive
structures. Grotstein observes that Klein's notion of depth in psycho-
analysis is no longer a search for the earliest memories of traumatic
experiences, rather depth takes on the meaning of the primitive and the
infantile aspects of the self, as they survive and are active in the

present.

The Therapeutic Process

Though Klein's theoretical changes imply changes in technique,
Kleinian analysts tend to describe themselves as practicing in the
manner prescribed by Freud. Neutrality, interpretation, and insight
remain key ingredients to change in the therapy process (Segal,
1967/1981). They primarily identify differences in the content of their
interpretations. There is more focus upon transference, particularly in
terms of fantasy and anxiety. The classical analyst seeks primarily to
undo the forces of resistance in order to bring about a free flow of
associations. In this way the ego can gain more control over the dispo-
sition of instinctual forces.

The Kleinian analyst . . . always feels impelled to reach out

towards a needy infant . . . . As the Freudian analyst feels

justified in not interfering with the flow of associations,

the Kleinian feels technically justified in continuing to

reach out to contact the infant by designating the maximum

unconscious anxiety at any given moment. He is looking for
need, not libido or aggression. (Grotstein, 1980-8la, p. 380)
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Though Grotstein is highlighting the Kleinian's sensitivity to the

patient's needs for nurturance, this should not be taken to mean that
the Kleinian analyst seeks to meet the patient's needs for nurturance.
In fact, Winnicott has described the Kleinian analysis of psychotic
patients as '"research analysis" that cannot be therapeutic, because the
therapist still maintains the classical analytic stance of neutrality.

Klein's theory implies a greater appreciation for the interactional
components of the therapy process since her emphasis upon projective and
introjective processes naturally leads to a greater focus upon what goes
on between therapist and patient. Madeleine and Willy Baranger's arti-
cle, "Insight in the Analytic Situation" (1966/1981l), 1is representative
of this trend.

The Barangers stress how the field of therapeutic interaction is
constituted by the unconscious fantasy of both participants. For exam-
ple the "urgency point," or the moment in the therapy which calls for an
interpretation, does not depend upon the patient alone.

The urgency point is the same as an unconscious fantasy, but

it is the fantasy of a pair (which is created within a pair as

such). In spite of the "passivity" of the analyst, he is

involved in the patient's fantasy. His unconscious responds

to it and contributes to its emergence and formation. This

fantasy can be defined as the "dynamic structure (of a pair)

which, at every moment, confers meaning to the bipersonal
field." (1966/1981, p. 384)

Thus, the transference neurosis (or psychosis) is not just the patholog-
ical process of the patient; it is a function of the bipersonal field.
"BEach analyst knows how involved he is in these processes" (1966/1981,
p. 384).

The function of the analyst is to let himself become involved

--in part--in a specific pathological process of the field in
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which he is already partly involved through his relationship
with the patient. Consequently, he must try to rescue the
patient, and himself as well, since both are participating in
the same drama. (1966/1981, p. 384-5)

It is a moment of insight brought about through interpretation which
leads to this double rescue of patient and therapist.

The insight that is specifically analytic, is that process of

joint comprehension by analyst and patient of an unconscious

aspect of the field, which consequently leads to a reduction

in the pathology of the field, and the rescue of the respec-

tive parts involved. (1966/1981, p. 385)

Essentially, the Barangers describe an oscillating movement in the
communicational flow of the analytic field. There are regressive move-
ments, which result in stagnation and paralysis, followed by moments of
insight, which lead to freedom and openness in the communications, both
interpersonally and intrapsychically.

The interaction of regressive and repetitive phenomena charac-

terizing the analytic situation, necessarily renders it patho-

logical. This is the basic condition by which the analytic
situation is able to achieve its therapeutic aims and results.

A truly "finished" analysis, if it were conceivable, would

manifest itself in a field functioning freely, where no patho-

logical crystallizations were produced. The analytic process

can be conceived as the consecutive resolution of all the

difficulties which, time after time, prevent communication and

mobility in the field. (1966/1981, p. 386)

These authors describe such paralyzed sectors of the field as "bas-
tions," which are created when the patient's efforts to split off exper-
iential aspects of the communicational field find complicity with the
therapist--a complicity of resistance and counter-resistance. If these
bastions are allowed to continue and are not resolved, a kind of symbi-
otic parasitism develops.

The most extreme processes in the pathology of the field

could be expressed in terms of parasitism of the analyst by
the patient. If a part of the work of the analyst is to be
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penetrated by the projective identifications of the patient,
or to serve as a deposit for the patient's experiences, the
session generally finishes by a restitution of what has been
deposited. But sometimes the restitution cannot be made (per-
haps because the penetration was too violent or invading) and
the analyst remains "inhabited" by a part of the patient after
the session is over. If the process becomes chronic, the
situation resembles a type of parasitism exercised by the
patient.

Subjectively, the analyst feels impotent, flooded by the
patient. The analytic situation loses its temporal frame and
overflows outside the sessions, and the preoccupation about
the patient fills the nonanalytic hours. This type of situa-
tion is not uncommon when there is a threat of self-destruc-
tive acting-out on the part of the patient (possibility of
suicide, self-inflicted accidents, psychotic crisis of unfore-
seeable consequences, etc.). (1966/1981, p. 387)

Insight is the process whereby these alienated aspects of the field
are recognized and reintegrated. The Barangers repeatedly emphasize
this is a two person process. Recognition and reintegration can only
occur "if both feel the urge to do it" (1966,/1981, p. 389).

Insight occurs as a symbiotic situation which is one no lon-

ger. Insight is the moment in which the joint efforts of

analyst and patient are able to make conscious and to formu-

late the symbiotic situation as such. (1966/1981, p. 389)

Thus, insight involves re-individuation by the participants and
leads to a felt change in the quality of communication. Rather than
being unconsciously joined by symbiotic complimentarity, therapist and
patient share a common experience. In the phase of stumbling against a
bastion, the observing egos of therapist and patient cannot coincide,
because each is in a watchful defensive posture against the other. 1In
the moment of insight, the observing egos differentiate intrapsychically
and meet interpersonally. Therapist and patient share the analytic

work. Fantasies about the nature of the illness and its cure coincide.

These moments, when the two share the same comprehension of the state of
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the field and the work to be done, move the treatment forward. The

resultant freer communication between analyst and patient coincides with
a wider internal communication within themselves. These moments of
insight are the authentic gratifications which the therapist can derive
from analytic work. After this moment, the fantasies begin to diverge
again, as new bits of history and conflict become aspects of the field
eventually forming new stumbling blocks to communication and requiring

new instances of insight to resolve them.

Countertransference

The preceding view of the therapeutic interaction, as depending
upon the mutual understanding of fantasies occurring in a two person
field, implies a wider interpretation of what countertransference is and
the role it plays in the therapy process. From the Kleinian perspec-
tive, countertransference is not simply the therapist's resistance to
the patient material or what this material stirs in the therapist. It
is a necessary phase of involvement by the therapist with the patient's
issues and conflicts. In a sense, the therapist participates in the
patient's pathology in order to permit the patient to share in the
therapist's insight. More exactly, we should speak of their pathology
and their insight, since both are products of the bipersonal field.

Paula Heimann's article "On Counter-transference" (1950/1981) is
representative of the Kleinian efforts to recognize constructive aspects
of countertransference and widen the scope of the term. She criticizes
the view that the analyst is to avoid any but the most benevolent

emotional responses to the patient and maintain an unfeeling detachment.
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Instead, she argues that the analyst's countertransference offers an

"instrument of research into the patient's unconscious."

The aim of the analyst's own analysis . .. is not to turn him

into a mechanical brain which can produce interpretations on

the basis of purely intellectual procedure, but to enable him

to sustain the feelings which are stirred in him, as opposed

to discharging them (as does the patient), in order to subor-

dinate them to the analytic task in which he functions as the

patient's mirror reflection. (1950/1981, p. 140)

Thus, the therapist needs a "freely roused emotional sensibility"” for
following the patient's unconscious processes. "Our basic assumption is
that the analyst's unconscious understands that of his patient"
(1950/1981, p. 141). Heimann goes so far as to contend that the ana-
lyst's counter-transference is "the patient's creation" and "part of the
patient's personality." Though she does not dismiss the analyst having
his own shortcomings, she clearly emphasizes that the already analyzed
therapist should be able to distinguish what belongs to himself and not
attribute this to the patient.

The title of Roger Money-Kyrle's article "Normal Counter-transfer-
ence and Some of its Deviations" (1955/1981) implies the wider inter-
pretation of countertransference which the Kleinians tend to endorse.
He believes that a large measure of normal countertransference is based
on responding to the patient as if he or she were the therapist's child.

Now, to a parent, a child stands, at least in part, for an

early aspect of the self. And this seems to me important.

For it is just because the analyst can recognize his early

self, which already has been analyzed, in the patient, that he

can analyze the patient. His empathy and insight, as distinct

from his theoretical knowledge, depend upon this kind of

partial identification. (1955/1981, p. 360)

Money-Kyrle believes that when the therapy process is going well there

is a rapid oscillation of introjective and projective identification
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processes going on within the analyst, which allows him or her to follow

and understand the patient's material.

As the patient speaks, the analyst will, as it were, become
introjectively identified with him, and having understood him
inside, will reproject him and interpret. But what I think

the analyst is most aware of is the projective phase--that is

to say, the phase in which the patient is the representative

of a former immature or ill part of himself, including damaged

objects, which he can now understand and therefore treat by

interpretation, in the external world. (195571981, p. 361)

Under these circumstances, the therapist's normal countertransference
response is confined to a feeling of empathy for the patient.

This normal situation is the ideal one, and there will be many
periods in which the therapist does not understand the patient. These
periods probably result from the patient corresponding too closely to
aspects of the therapist's self that are not well understood. When this
occurs, the therapist is likely to become stuck in one of the two phases
of introjection or projection mentioned previously. What is critical
here is how the therapist copes with feelings of guilt that arise from
not understanding the patient. Those who tend to accept the guilt are
likely to become stuck in an identification with an introjected patient,
while those who project the blame are likely to feel stuck with an
incomprehensible patient in the external world.

The therapist's experience of being stuck in the introjective phase
may be characterized by excessive worry about a session that has not
gone well. The therapist may feel that he has "regained some of his own
0ld troubles and become burdened with his patient's as well" (p. 362).

Money-Kyrle goes on to state that if the therapist cannot tolerate "the

sense of being burdened with the patient as an irreparable or
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persecuting figure inside him" he is likely to defend himself by re-

projecting the patient, effectively shutting the patient out and pre-
venting the possibility of further understanding. 1In the process of re-
projecting the patient, the therapist may also project or lose a sense
of contact with aspects of himself, leading to feelings such as deple-
tion, listlessness, or loss of intellectual potency.

This effort to coordinate the various kinds of countertransference
experiences with the kinds of interactions that go on between therapist
and patient characterizes many of the clinical papers by Kleinians.
Heinrich Racker's article "The Meaning and Uses of Counter-transference"
(1972/1981) offers a good example of this effort to understand the
therapist's experience in terms of the patient's unconscious processes.

Racker notes that the therapist's intention to understand the
patient "creates a certain predisposition, a predisposition to identify
oneself with the analysand, which is the basis of comprehension"
(197271981, p. 181). These identifications can be thought of as re-
sulting in a matching up of each part of the patient's personality with
the corresponding aspect in the therapist. Racker calls these identifi-

cations "concordant (or homologous) identifications," and they are the

basis of what we generally refer to as empathy. In addition to these
concordant identifications, there are also identifications by the thera-
pist's ego with the patient's internal objects. Racker calls these

later identifications, complementary identifications. They result from

the patient treating the therapist as if he or she were one of the
patient's internal objects and the therapist, as a consequence, coming

to identify with this object. Thus, while the concordant
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identifications are essentially processes of empathy and attunement

between patient and therapist, the complementary identifications usually

represent what has been talked about as countertransference in the

narrower definition of the word. 1In the complementary identification,
the therapist "'repeats' previous experiences, the patient representing
internal objects of the analyst" (1972/1981, p. 182). Racker notes that
complementary identifications are often the result of failures or rejec-
tions on the therapist's part of concordant identifications. One source
of these failures in empathy can be conflicts between parts of the
therapist's own personality. In other words, if the therapist rejects
aspects of himself, he will most likely reject this in the patient as
well. As a result, the therapist is more likely to find himself aligned
with the patient's rejecting internal objects instead of with the pa-
tient as a whole.

In contrast to the classical analytic view of countertransference,
which primarily sees countertransference as an impediment to the therapy
process, Racker observes:

Every transference situation provokes a countertransfer-

ence situation, which arises out of the analyst's identifi-

cation of himself with the analysand's (internal) objects

(this is the 'complementary countertransference'). These

countertransference situations may be repressed or emotionally

blocked but probably they cannot be avoided; certainly they
should not be avoided if full understanding is to be achieved.

(197271981, p. 183)

Racker goes on to discuss a variety of reactions and experiences that
the therapist may go through in response to the patient's unconscious

transference. Space does not allow a full review of all these reac-

tions, but they include depressive anxiety (related to fears that the
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patient is being destroyed or made ill), paranoid anxiety (related to

the patient's aggressive attitudes) well as feelings of guilt, aggres-
sion, and boredom.

To summarize the Kleinian view of countertransference, it tends to

encompass both the more "normal" empathic identifications with the
patient as a whole person and the more problematic, "countertransfer-
ence"” identifications with the patient's internal objects. To use
Racker's terms, Kleinian analysts give equal weight to both the concor-
dant identifications and the complementary identifications. As we have
seen, concordant identifications tend to annul the relationship between
the patient and therapist because they are based on a kind of union.
Complementary identifications, on the other hand, are actual, albeit
transferential, object relationships, since they involve some kind of

differentiation between self and other.

Kohut's Self Psychology

Theoretical Shifts

In Kohut's (1971) first book on the treatment of narcissistic per-
sonality and behavior disorders, he separated the vicissitudes of nar-
cissism from the development of libidinal object relations. 1In effect,
he avoided challenging the orthodox Freudian outline of the stages of
sexual development, suggesting an addendum, which could complement the
current model. This was his original "dual track”" theory: the develop-
ment of psychosexual object relations on one track and the simultaneous
development of narcissistic selfobject relations on another track.

Though couched in the Freudian language of drives, a shift towards an

52



experiential view was taking place, since Kohut discussed drives in

reference to experiences of tension states and efforts to relieve these

states.

Kohut (1977 and 1984) later became more openly revolutionary in his
ideas. He saw the development and unfolding of the self as superordi-
nate to the sexual drives and aggression. Affection and assertiveness
became the normal gualities of a healthy child, if he or she was sup-
ported by a milieu of empathically attuned selfobjects. This reversed
the Freudian view of affection and assertiveness as sublimation products
of the more primary sexual and aggressive instincts. For Kohut, drives
are the disintegration products of a traumatized and weakened self,
which appear as the self tries to re-organize and defend itself in the
face of overstimulation and hostile competition from the parents.

Crucial to understanding Kohut's theory is his concept of the
selfobject. In his early writings (1971), the selfobject was discussed
largely in terms of the archaic self investing narcissistic libido in an
archaic and undifferentiated object to merge with it and share in its
strength and power. Later in life, the archaic selfobject is defensive-
ly clung to by the narcissistically injured self in an effort to regain
a sense of wholeness and well-being. The manner in which the self
clings to its selfobjects is clinically manifest in narcissistic trans-
ference. Relations with selfobjects, however, are not solely the re-
gressive products of narcissistic psychopathology since relations with
healthy selfobjects are crucial to early development and continue
throughout adult life. The adult becomes capable of mature selfobject

relations when he or she relinquishes his or her regressive fantasy of

53



obtaining gratification by merger with an archaic selfobject and, in-

stead, seeks out persons or aspects of the cultural milieu which can
provide nurturance in a more realistic manner. Kohut describes this
later experience as being "an experience in depth.”

When the adult experiences the self-sustaining effects of a
maturely chosen selfobject, the selfobject experiences of all
the preceding stages of his life reverberate unconsciously.
When we feel uplifted by our admiration for a great cultural
ideal, for example, the o0ld uplifting experience of being
picked up by our strong and admired mother and having been
allowed to merge with her greatness, calmness, and security
may be said to form the unconscious undertones of the joy we
are experiencing as adults. (1984, p. 49-51)

Paradigmatic Data

Kohut defines the field of psychoanalytic psychological inquiry as
that which is available to vicarious introspection or empathy. Although
the data that he takes as subject matter are not necessarily new, Kohut
believes that his theoretical additions allow the analyst to empathical-
ly understand features of the patient's personality which were previ-
ously misunderstood. In other words, it is not that mirroring, idealiz-
ing, or twinship transference configurations were not present during
previous analyses; they were not noticed as such. Since these configur-
ations were not understood, patients who presented narcissistic disturb-
ances were often considered ill-suited for analysis. Consequently,
Kohut sees a close tie between the clinical range of empathy and theore-

tical understanding. The one advances with the other.

Therapeutic Process

Empathy is more than just an instrument of observation; it is the

factor that moves the psychoanalytic process along. "The gradual
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acquisition of empathic contact with mature selfobjects is the essence

of the psychoanalytic cure" (1984, p. 66). The first step in this
process is the spontaneous mobilization of the self's defects in the
transference.

Given the actuating matrix of the psychoanalytic situation,

the defective self of the patient with a narcissistic person-

ality disturbance will mobilize its striving to complete its

development, that is, that it will try again to establish an
uninterrupted tension arc from basic ambitions, via basic
talents and skills, toward basic ideals. This tension arc is

the dynamic essence of the complete, nondefective self . . ..

(1984, p. 4)

This mobilization of the transference will be met with by patient
resistances and will need to be analyzed, just as in any other analysis.
There is a change of emphasis; the transference is not merely a resis-
tance or an effort to repeat instead of remembering. The transference
represents the patient's effort to resume his or her development and
acquire a fully functioning self. Consequently, the therapist's analy-
sis of the transference does not seek to make the unconscious conscious;
the therapist also offers the patient a more mature selfobject relation
which eventually replaces the archaic one manifest in the transference.

The key to successful analysis (or the successful development of
the self during childhood) is the accruing of psychological structure
through the experience of non-traumatic, or optimally frustrating, dis-
appointments and disillusionments. Under the impact of these frustra-
tions, the patient (or child) changes and creatively acquires the capa-
city to perform for themselves the functions previously met by the

archaic selfobject. They learn to search out and make use of the more

mature sources of narcissistic nurturance in the milieu. The first
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aspect of the curative process is the therapist empathically grasping

the patient's inner state. This aspect can be curative in itself since
the therapist's acgquiring and someway communicating an empathic under-
standing remains optimally frustrating. In the analytic setting, the
therapist does not act in accordance with the need, despite understand-
ing and acknowledging its legitimacy. The therapist's communications
accord with the patient's needs; they do not gratify them. Instead, "an
empathic bond is established (re-established) between analyst and pa-
tient that substitutes for the de facto fulfillment of the patient's
need" (1984, p. 103).

The second aspect of the therapist's therapeutic functioning is the
providing of dynamic-genetic explanations. These essentially help to
consolidate the change-inducing impact of the first phase. These expla-
nations provide the patient with a more reliable sense of how well he or
she has been understood by the therapist. They also provide the patient
with an understanding of themselves, which can have a less ephemeral
quality to them than just the experience of being understood itself.

To repeat and summarize, then, a successful analysis is

one in which the analysand's formerly archaic needs for the

responses of archaic selfobjects are superseded by the experi-

ence of the availability of empathic resonance, the major

constituent of the sense of security in adult life . . . . A

treatment will be successful because, allowing himself to be

carried by the momentum of the analytic process, an analysand

was able to reactivate, in a selfobject transference, the

needs of a self that had been thwarted in childhood. 1In the

analytic situation, these reactivated needs were kept alive

and exposed, time and again, to the vicissitudes of optimal

frustrations until the patient ultimately acquired the relia-

ble ability to sustain his self with the aid of the selfobject
resources available in his adult surroundings. (1984, p. 77)

56



Countertransference

While Kohut acknowledges the potential of emotional biases for
interfering with the therapist capacity for empathically observing the
patient, he regards the effort to maintain complete neutrality on the
therapist's part as misunderstanding the nature of the analytic situa-
tion. This ideal of scientific objectivity, while still laudable, is an
incomplete view of the patient-therapist field.

The cognitive framework sees the analyst only as the
observer and the analysand only as the field that the
observer-analyst surveys . . .. We need an orientation that
acknowledges and then examines the analyst's influence in
principle as an intrinsically significant human presence.
(1984, p. 37)

If we are in a situation in which a human being listens
to us in order to understand us and explain us to ourselves,
and we know that such listening and explaining will go on for
a long time, at first seemingly unlimited time, we are not in
a situation that can properly be defined as neutral. On the
contrary, it is a situation that, in its psychological impact
on us, is the very opposite of neutral--indeed it is a situa-
tion that may be said to provide us with the most crucial
emotional experience for human psychological survival and
growth: the attention of a selfobject milieu, that is, a
human surrounding that, via empathy, attempts to understand
and participate in our psychological life. (1984, p. 37)

This understanding of the analytic situation should have some
consequences on how therapists behave with their patients. Self psy-
chologists should be more relaxed in their work, more easy~-going, and
less reserved in their emotional availability to patients. In a simi-
lar vein, empathic failures are accepted as inevitable and potentially
useful. 1Initially, these breaks in the emotional resonance between
therapist and patient will lead to the patient's retreat to the comfort

of archaic selfobject relations. However, the therapist may construc-

tively respond by: noting the retreat, searching for the empathic
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mistake, non-defensively acknowledging the mistake if there was one,

interpreting the meaning of the patient's retreat, and thereby re-
opening the channel of empathy, and so on. In sum, while countertrans-
ference, in the narrow definition of the word, is to be minimized
through self-scrutiny to increase the therapist's ability to understand
the patient, this does not mean that the therapist's emotional avail-
bility is to be constricted. Kohut's emphasis on empathy, as the thera-
pist's primary means of observing and responding to the patient, de-
creases concern about maintaining a neutral field of observation, as
seen in the classical attitude towards the analytic process. As we will
see, self psychology's emphasis on the importance of the therapist's
emotional availability to the patient finds a contemporary counterpart
in the developments of the British object relations school to which we

turn next.

British Object Relations View

Theoretical Shifts

The British object relations school of psychoanalytic theory is not
a unified theory; rather, it represents a convergence of some important
ideas among a number of psychoanalytic writers, each of whom retains a
particular theoretical view. Fairbairn and Winnicott are often identi-
fied as the earliest proponents of this departure from classical theory,
and Guntrip and Khan have done much to expand upon their work, while
also making their own original contributions.

Fairbairn is perhaps the best theorist to begin with, since he

makes such a sharp break with fundamental aspects of Freud's theory,
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especially in terms of the theory of instincts. Fairbairn sees the
individual as needing and seeking others (or objects) to relate to
rather than simply seeking pleasure through the discharge of instinctual
tensions. The need for a love~-relationship is fundamental and pure
pleasure-seeking is the result of a deterioration in this natural
object-relatedness.

Libido is primarily object seeking (rather than pleasure-

seeking, as in the classic theory), and . . . it is to distur-

bances in the object-relationships of the developing ego that

we must look for the ultimate origin of all psychological

conditions. (Fairbairn, 1952, p. 82)

A corollary to the individual's need for relations with others is
that impulses cannot be considered apart from their relation both to ego
and object. There is no primary state in which the drives exist inde-
pendent of the ego, as is suggested in the classical theory, in which
the ego forms secondarily on the surface of the id. Only ego structures
seek relations with objects, so impulses are forms of ego structure
activity.

Impulses are but the dynamic aspect of endopsychic structures

and cannot be said to exist in the absence of such structures,

however immature these may turn out to be. (Fairbairn, 1952,

p. 88)

Inherent in this shift away from the biologically given instincts
is a greater interest in the role of reality. To some extent, Freud
shifted away from reality when he realized that his patients' childhood
traumas of seduction were primarily fantasies. Fairbairn reconsiders
the role of real objects in a person's life. The internalization of

objects and the development of the internal object world, as found in

Klein's descriptions, is secondary to the experience of unsatisfactory
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relations with real objects. 1In fact, Fairbairn claims only the bad
objects

. . . are internalized in the first instance, since it is

difficult to find any adequate motive for the internalization

of objects which are satisfying and 'good'. (Fairbairn, 1952,

p. 93 fn.)

Internalization of objects is essentially a measure of coer-

cion and it is not the satisfying object, but the unsatisfying

object that the infant seeks to coerce. (Fairbairn, 1952,

p. 111)

Thus, psychopathology is the study of the ego in relation to internal,
fantasy objects, while health focuses on the ego's relation to external,
real objects.

Of course, psychopathology and health are relative ideas, since
frustrations are inevitable, and as a consequence, everyone develops an
internal world where frustrations are worked on. Fairbairn contends
that the primary result of this internalization process is the splitting
of the object into three aspects: a gratifying aspect, which becomes
the ideal object, an enticing aspect, which becomes the exciting object,
aﬁd a depriving aspect, which becomes the rejecting object. The ego
splits along similiar lines, as the personality remains tied to these
aspects of object relationship. A needy, weak infantile aspect of the
self remains tied to the exciting object, which Fairbairn calls the
libidinal ego. A rejecting aspect of the self, disavowing needs, re-
mains identified with the rejecting object, namely, the antilibidinal
ego. Finally, a portion of the self remains in contact with the exter-
nal world, though this world is colored by the projection of the grati-

fying, ideal object into it, which Fairbairn identifies as the central

ego.
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As Guntrip emphasizes, these internal objects are not mere

fantasies.

The child is emotionally identified with his objects, and when

he mentally incorporates them he remains identified with them

and they become part and parcel of of the very psychic struc-

ture of his personality. The fantasies in which internal

objects reveal their existence to consciousness are activities

of the morbid psychic structures which constitute the internal

objects. (Guntrip, 1969, p. 22-23)

Thus, psychopathology begins with the simple urgency of the help-
less child's needs.

If they are not quickly met, panic and rage develop. The

infant's 'need relationship' to the mother then becomes

frightening because it has become dangerously intense and even

destructive. (Guntrip, 1969, p. 31)

In the face of unsatisfactory object relationships, Guntrip sees
the person caught between two threats of losing the self: on the one
hand, external objects may impinge upon and overwhelm the self, or on
the other hand, the self may find itself in an unsupportive vacuum. The
person can experience his or her self as unsupported for several rea-
sons. The object may simply abandon the self for too long; the self's
intense needs may seem to have destroyed the object; or the self may
withdraw too completely from unhappy relationships. The internal world
is a compromise position. It gives the self a place to live in with-
drawal from the frustrations of external reality, while continuing
contact with objects internally, thereby, arresting the threat of com-
plete withdrawal from object contact and the consequent loss of the self
in profound regression.

Guntrip and Winnicott emphasize withdrawal and the related "un-

thinkable anxiety" of loss of self in an unsupportive environment more
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than Fairbairn does. Winnicott, especially, has tried to formulate how

the infant and mother interact in order to help the child avoid experi-
encing a threat of annihilation. The mother's devotion to her child
allows her to feel her way into and meet the infant's needs during the
period of the infant's absolute dependence upon her care. Experiences
of the environment providing the object that the infant has conjured out
of its need make it possible for the mother and infant to share a moment
of illusion. Through these resulting experiences of omnipotence, the
child develops a sense of confidence and security, while, at the same
time, his or her internal world is being enriched by the mother's meas-
ured presentations of reality. With time, rather than simply conjuring
it, the emphasis shifts to the infant finding the object. This process
of "finding" still maintains the continuity between inner and outer
world. These experiences later determine a person's capacity to play,
use symbols, and participate in the shared community of culture. They
provide the backdrop of ego relatedness, which makes possible quiet,
nonthreatening experiences of being alone.

Building upon Winnicott's ideas about the mother-infant relation-
ship, Guntrip has the following to say about the establishment of a
sense of ego-relatedness.

[The well-mothered infant] . . . develops a growing sense of

his own ego-wholeness and ego-identity, as a part of his

overall experience of being in a reliable, secure, supportive

relation to his mother. (Guntrip, 1969, p. 221)

This sense allows the infant to tolerate longer periods of the mother's
absence without anxiety.

He has grown to be an intrinsically ego-related child. His

feeling about his environing world is positive and trustful,

62



and when he is alone he does not feel isolated or mentally out
of touch. (Guntrip, 1969, p. 221)

This establishes a natural symbiotic quality to person's experience of
self and world.

He feels a profound sense of belonging and of being at one
with his world which is not intellectually 'thought out', but
is the persisting atmosphere of security in which he exists
within himself. (Guntrip, 1969, p. 221)

We begin as literally a part of another person, of 'nature',
and only if that basic sense of unity and the security it
gives persists as a permanent unconscious foundation, can we
sustain separateness and individuality without anxiety.
(Guntrip, 1969, p. 267)

Paradigmatic Data

In many respects, the clinical data upon which object relations
theory is founded is not new or different from that which psychoanalysis
had dealt with before. Fairbairn, in fact, makes a point of taking the
familiar data of hysteria and dreams, upon which Freud based many of his
theoretical ideas, and reformulating them from an object~relational
point of view. On the other hand, Winnicott's dual roles of pediatri-
cian and psychoanalyst put him in a special position to take Klein's
concepts about the fantasy world of the infant and integrate them with

an appreciation for the role of the mother. ("There is no such thing as

an infant . . . whenever one finds an infant one finds maternal care,
and without maternal care there would be no infant.")

Perhaps the most striking feature of the object relational writers,
of Guntrip and Winnicott in particular, is the personal, self-explora-
tory quality. Guntrip's (1975) article on his analyses with Fairbairn

and Winnicott is a primary example of this, but this quality is
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implicitly present in all their writings. As Khan said, in remembering
Winnicott:

The practice of Winnicott was anchored in a growing and intri-

cate theory costing him, as he used to say quoting Eliot's

verse, "not less than everything,” to evolve and elaborate, in
personal and clinical experience. (Winnicott, 1958, p. xii)

Therapeutic Process

This emphasis upon the personal comes through in the object-rela-
tional view of the therapeutic process. Guntrip has perhaps been most
articulate of this in his descriptions of what makes treatment effec-

tive.

If the development and maintenance of the ego has become
more and more to be seen as the fundamental psychodynamic
process, and an ego can only develop in the medium of personal
object-relationships, it follows that psychotherapy at any
level, but particularly at the deepest level, can only occur
as a result of a personal therapeutic relationship. (Guntrip,
1969, p. 310)

The patient has personal needs towards the therapist
which are not exhausted by the transfer of infantile eroti-
cism, since he needs his therapist to help him as a real
person. When transference analysis succeeds, the patient's
realistic emotional needs towards the analyst emerge, and they
are none the less realistic for emerging at first in immature
forms, belonging to that level of his unconscious childhood
life which the analysis has reached and opéned up. Psychother-
apy depends ultimately on their satisfaction. The patient's
infantile ego can only grow in a genuine object-relationship.
If the therapist persists in being, in reality, a merely
objective scientific intelligence with no personal feeling for
the patient, he will repeat on the patient the original emo-
tional trauma suffered at the hands of the parents, which laid
the foundations of the illness. (Guntrip, 1969, p. 335)

Guntrip essentially views the therapy process as one of discovering
what the patient's needs are, helping the patient to understand these

needs, and meeting these needs, so the patient can continue to move
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forward. There are roughly three stages to this process of providing
for the patient's needs.

First, he needs a parent-figure as a protector against gross

anxiety. . . . The second stage involves the analysis of all

the ways in which this is interfered with by the legacy of old

inadequate relationships with the actual parents and in the

family group. This is the transference proper . . . .

[Third,] . . . the patient begins, at first dimly, to feel

that what he really needs is the basically non-erotic love of

a stable parent [which allows a sense of relatedness and

separateness to develop] ... . The three aspects or stages

may be summarized as rapport, transference, and regrowing or

maturing. (Guntrip, 1969, p. 336)

Opposing this therapeutic effort to bring forward and meet the
patient's needs is the clinical phenomena of resistance. The same
forces, which prevented the person from emotionally growing and maturing
outside of treatment, are now at work resisting the psychotherapy. As
we have noted, when faced with unsatisfactory object relationships, the
self becomes divided against itself, and one part of the self, the anti-
libidinal ego, functions to suppress the expression of unmet needs. It
is as if the child, in the face of the frustration of his needs, decided
that the environment could not be changed or depended upon, so he went
about trying to alter himself, instead, by doing away with needs, weak-
nesses, and fears.

There are couple of reasons why the patient resists giving up this
antilibidinal stance and accepting outside help into his internal world.
For one, the antilibidinal ego is the patient's possession of his par-
ents within, so giving up the antilibidinal ego would feel to the pa-
tient like he or she was losing his or her parents. Second, the antili-

bidinal ego is an identification by the person with the bad object, and

as such, the self has that much less self of its own. Therefore, if the

65



patient was to give up the antilibidinal ego, not only would he feel a

loss of his parents, but he would also feel a loss of his current
personality, leaving only the infantile self in its place.

This understanding of the patient's pathology in terms of real
traumas and needs places special demands upon the therapist.

The psychotherapist must be primarily a human being who

has faced and sufficiently understood himself to be worthy to

be admitted into the patient's private pain and sorrow. He

will understand the patient's inner life, not because he has a

theory (though if it is a good one, it helps) but because he

can feel with and for the patient; and he knows not just

theoretically but in his own experience, what the patient is

passing through. Sharing in the same humanity with the pa-
tient, he is able to identify with him in order to know him.

Only that enables the patient no longer to feel alone.

Transference analysis is the slow and painful experience

of clearing the ground of left-overs from past experience,

both in transference and countertransferences, so therapist

and patient can at last meet 'mentally face to face' and know

that they know each other as two human beings.

Only when the therapist finds the person behind the patient's

defences, and perhaps the patient finds the person behind the

therapist's defences, does true psychotherapy happen.

(Guntrip, 1969, p. 352-353)

Winnicott described psychotherapy as two people playing. To under-
stand this, we need to return to his discussion of how the infant
develops a relation to the external world while maintaining a vital
sense of connectedness with the inner world. Perhaps reflecting his
influence by Klein (and in contrast to Fairbairn), Winnicott sees the
infant as starting out with an essentially self-created environment. In
other words, the experience of need is associated with a sense or fanta-
sy of what is needed. The devoted mother's job to intuit this need and

present just that bit of reality that is being hallucinated by the

infant. The result is the shared experience of illusion discussed
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earlier. The mother goes on providing this simplified experience of
reality, and the infant uses this experience to enrich the internal
fantasy. As the internal world is enriched and differentiated, the
infant becomes increasingly capable of tolerating and dealing with a
less than perfect fit between need and reality. As long as adaptation
is close enough, even frustrations can be brought into the realm of the
infant's omnipotence. In other words, even a traumatic situation, if it
is not too overwhelming, if it does not go on for too long, and if it
does not lead to annihilation anxiety, can be experienced as a projec-
tion from the internal world.

An important aspect of this balancing of inner and outer reality is
the development of

. . . an intermediate area of experiencing, to which

inner reality and external life both contribute. It is an

area which is not challenged, because no claim is made on its

behalf except that it shall exist as a resting-place for the

individual engaged in the perpetual human task of keeping
inner and outer reality separate, yet inter-related.

This intermediate area is in direct continuity with the play
area of the small child who is 'lost' in play. (Winnicott,
1951/1958, p. 230 & 240-241)
Thus, psychotherapy, is "the overlap of two areas of playing, that of
the patient and that of the therapist" which occurs in this intermediate
region delicately balancing the internal world of omnipotent fantasies
with "the experience of control of actual objects."
Interpretations will be useful only if they are made within the
area of play or, in other words, if the interpretation can be taken into

the patient's area of omnipotence and experienced as a projection. In

play, this question of inside versus outside is not challenged. The
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patient simply finds what he has, in a sense, already given to the

therapist. Interpretations from outside the area of play are either
experienced as direct impingements or seductions, both of which threaten
to alter the core of the self. Therefore, the patient will reject any
interpretation that he or she has not already created -- except perhaps
when the patient is in a state of deep regression and is depending upon
the therapist to intuit his or her needs. The danger in making inter-
pretations that go beyond what the patient has placed into the therapy
is that the patient's self will be found by the other before it has
experienced itself as being there to be found. It is within this con-
text of the patient's need to maintain the core of the self in silent
personal communication with itself, but never in communication with the
outside world, that Winnicott frequently states that one of the reasons
why he interprets is to establish for the patient the limits of his

(Winnicott's) understanding.

Countertransference

Countertransference, like transference, is that which hinders the
therapist and patient from meeting fully as two human beings. General-
ly, the greater danger seems to be that the therapist will be too afraid
of his or her emotional responsiveness and, defensively, become too
neutral. The therapist needs to be open to a wide range of experiences
in interacting with the patient. "The psychotherapist (analyst or
analytical psychologist) must remain vulnerable, and yet retain his
professional role in his actual working hours" (Winnicott, 1960/1965,

p.- 160). In other words, the therapist needs to have enough ego
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strength to remain professionally involved with the patient without too
much strain. Countertransferences are "neurotic features which spoil
the professional attitude and disturb the course of the analytic process
as determined by the patient" (Winnicott, 1960/1965, p. 162). Thus, the
role of the analyst's training analysis is not so much to learn a
technique, but to "increase the stability of character and the maturity
of the personality of the worker, this being the basis of his or her
professional work and our ability to maintain a professional relation-
ship" (Winnicott, 1960/1965, p. 160).

This chapter reviewed major aspects of psychoanalytic literature to
glean a sense of how the therapist's experience is integrated into
psychotherapy. Langs, Reik, and Searles set the tone for this review by
exemplifying some fundamental divergences about how therapy cures.
Classical, Kleinian, self psychological, and object relational views
were examined, and particular attention was payed to empathy, counter-
transference, and the process of cure because these topics seemed most
pertinent to understanding the therapist's personal experience. Beyond
the specific content of what each of these theorists had to say, an
impression emerged of how difficult it is to describe and understand the
therapy experience. Coming to terms with the therapy dialogue held
these divergent thinkers together; the experience of helping others
through words was the experiential ground which they shared.

The present study now turns to this same experiential ground, as it
faces the task of articulating therapists' experiences of striking
events in psychotherapy. The next chapter, on methods, presents how the

present study approached this topic. The procedures used were informed
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by what therapists do as they apply themselves to understanding pa-

tients, on a day to day basis, through dialogue. 1In this study, the
often intuitive and automatic processes of understanding, which thera-
pists rely upon, are made more self-aware by placing them within the

context of existential psychology and phenomenological methods.
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CHAPTER III

METHODS

We say that we 'conduct' a conversation, but the more
fundamental a conversation is, the less its conduct lies
within the will of either partner. Thus a fundamental
conversation is never one that we want to conduct. Rather, it
is generally more correct to say that we fall into
conversation, or even that we become involved in it. The way
in which one word follows another, with the conversation
taking its own turnings and reaching its own conclusion, may
well be conducted in some way, but the people conversing are
far less the leaders of it than the led. No one knows what
will 'come out' in a conversation. Understanding or its
failure is like a process which happens to us. Thus we can
say that something was a good conversation or that it was a
poor one. All this shows that a conversation has a spirit of
its own, and that the language used in it bears its own truth
within it, i.e. that it reveals something which henceforth
exists. (Gadamer, 1960/1975, p. 345)

Introduction: Subject Matter Determines What Methods are Used

The methodology used in this study is committed to allowing the
subject matter to determine the researcher's approach. Like the etholo-
gist or the cultural anthropologist, the psychological researcher needs
to meet the subject under study on it's own grounds. Therefore, the
researcher in human psychology cannot allow pre-existing methods to
foreclose the range of phenomena available for study. In particular,
the methods borrowed from the natural sciences may not be able to do
justice to the phenomena that attract our psychological interest. BAs
Giorgi points out, there is an essential obscurity or opacity to that
which attracts our psychological interest (Giorgi, 1984). A straight-
forward application of natural science methodology tends to pass over

this essential indeterminateness.
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In regard to the topic of this study, the experiences of psycho-
therapists practicing psychotherapy, what preliminary features must be
described, which need to be recognized in choosing an appropriate method
of investigation? First, these experiences occur in the interpersonal
context of a special kind of dialogue between two persons. This dia-
logue is framed by the intention of helping one of the participants, the
patient, to understand him or herself better, in the sense of improving
communications both within the self and with others. We primarily are
interested in the therapist's experience of these events, and while we
all know something about experience--insofar as we are always experienc-
ing something--there is also something ever-elusive about our experi-
ences. In their pre-reflective immediacy, they seem to overflow our
efforts to pin them down conceptually. There is something ultimately
personal and even private about our experiences, although this does not
mean that they cannot be communicated. Most of the experiences that the
therapists described in this study occurred spontaneously; they just
happened and challenged the therapist to find something to do with them.

Given the nature of the events to be studied, which appear to be
spontaneous experiences, occurring within the context of a therapeutic
dialogue, an interview (or another dialogue) seemed to be the most
appropriate means for approaching them. An interview approach has the
major advantage of paralleling the original context in which the pheno-
mena to be studied occur. An interview always allows things to take
shape spontaneously and of their own accord with a minimum of constraint
by pre-existing ideas. The unexpected is welcome, here, as it is in

therapy. As noted, patients come to therapists seeking to make their
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experience of life understood by someone else. Through their dialogue

with the therapist, they seek to improve their ability to understand
themselves and to communicate with others and the world at large.

The experiences which the therapists in this study describe occur
within a context of achieving a shared understanding of the patient's
experience. In an analogous manner, I am asking these therapists to
help me reach a shared understanding of their experiences. I have
asked these therapists to participate in a mutual project, which seeks
to understand experiences that they had while practicing therapy. In
parallel to the therapy situation, participants and researcher work
together to bring what otherwise might have remained a private experi-

ence into a communicative field of mutual understanding.

A Brief Review of the Role of Interviewing and Phenomenology

in the History of Psychology

The interview has played a significant role in the history of
psychology. For example, psychology, as an experimental science, usual-
ly traces its beginnings the work of Wilhelm Wundt, whose psychological
method included the introspective subject's report of experience
(Hearst, 1979). While the structuralists were interested in analyzing
this experience into its component sensations, which runs counter to
phenomenology's purposes, the effort to study experience by way of
asking someone about it sets an important precedent for this study's
methodology.

Freud's psychoanalytic method also needs to be recognized for its

original status as a research method. 1In fact, M. Khan (1970/1974)

73



asserts that the popularization of psychoanalysis as therapy, among
laymen and clinicians alike, is a more recent view. Originally, psycho-
analysis provided Freud with a method for observing psychic phenomena
and testing out hypotheses about the functioning of psychic forces.
Memories of past experiences, wishes, and current attitudes could be
elicited and understood in terms of their place in the person's present
difficulties. The emphasis upon insight as the curative factor in psy-
choanalysis probably needs to be placed back into this context of re-
search to be properly appreciated. As a psychological researcher in-
sight and conscious understanding were Freud's original purposes and the
patient was given the opportunity to share in these endeavors with him.

Piaget's well known "clinical interview" allowed him to study
cognitive development. Although Piaget was not interested in experi-
ences, per se, his method involved, for example, asking children about
their experience of a demonstration and inferring from their experience
the underlying intellectual structure. Although Piaget's assumption
about cognitive structures underlying experience differs from phenome-
nology's starting point, an important insight of his was how fruitful it
was to give an individual the freedom to respond spontaneously to a
situation and, then, follow that lead.

Even this cursory review makes clear that interviewing has played a
crucial role in the history of psychology. Yet, many modern psycholo-
gists maintain a distrustful stance towards this potential source of
information. It may be allowable for preliminary results but is not
adequate for the Dbuilding of a "scientific psychology". Science

requires "trustworthy methods" (O.E.D.), and the experimental methods of
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the natural sciences are looked to for models. Unfortunately, psycholo-
gy risks losing sight of what is unique to its field if it leans too
much toward becoming a non-human science of behavior.

Histories of science written by the practicioners of that science
are often biased by the prevailing ideology (Khun, 1970). Thus text-
books on the history of systems and theories in psychology tend to
reveal their grounding in the current climate of ideas by the manner in
which, retrospectively, it seems inevitable that psychologists should
think and work as they do, today. An image often used to present the
history of ideas is that of a tree, growing up from it's roots to the
main trunk and then spreading into various branches. Many psychologists
would like to view their field as branching off from the main trunk of
the natural sciences, along with the other branches of the natural
sciences, such as chemistry, biology, and physics, and, thereby, as
being firmly rooted in scientific methods. Most textbooks on the his-
tory of psychology give one the impression that such is more or less the
case. They tend to overlook the complexity of competing ideas about
science, experience, and behavior that went on in the late 1800's,
especially in Germany, when psychology is reputed to have been born
(Hearst, 1979).

Many histories of psychology move quickly to draw some sort of
demarcation between psychology and the philosophical roots ocut of which
it evolved, obscuring the complex interconnections between these two
domains of knowledge and the mutual impact they had on each other.
Wundt's laboratory provides the usual point of departure, because from

here psychology is distinguished by it's adoption of scientific methods,
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regardless of the experimenter's philosophical biases. This is some-

thing of an oversimplification of the matter, perhaps motivated by a
need to provide psychology with an identity as an independent scientific
discipline.

This study cannot provide the historical review necessary to inves-
tigate the preceding claims, but it may be helpful to at least mention a
few of Wundt's contemporaries. The influence of these individuals is
especially important to this study. Foremost among them are Brentano,
Stumpf, and Husserl, whose names are associated with the beginnings of
the philosophical movement of phenomenology. In fact, phenomenology has
had its influence upon the development of psychology, though it rarely
has been recognized. Stumpf, in particular, had a great impact upon the
thinking of the gestalt psychologists and he carried on a long-standing
correspondence with James, who in turn expressed admiration for Stumpf's
work. These influences were mutual between phenomenologists and early

psychologists, as Husserl read James's Principle of Psychology and was

quite taken by it. In many ways Stumpf's works would be the best place
to introduce the subject of phenomenology in a'psychological context,
because he had a more direct influence on important contemporary figures
in psychology. His phenomenology is considered less radical than
Husserl's and closer to the phenomenological methods that have found a
place in the human sciences. Unfortunately, very little of his work is
available to the English-reader, while many of Husserl's works have been
translated into English (Spiegelberg, 1971). Therefore, a review of the
phenomenological "method" and its place in psychology begins with

Husserl, although his works are much more philosophical in aim and his
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influence is more indirect on psychology, occurring largely through the
impact of more modern students of his phenomenology, such as Heidegger,

Merleau-Ponty, and Sartre.

The Phenomenological Attitude of Husserl

Although Husserl was a philosopher, psychologists may feel on more
familiar ground knowing that Husserl's original training was as a mathe-
matician. In fact, it was his concern for the foundations of mathemat-
ics that led him to pursue these sources in philosophy. He became a
student of Brentano's and at first sought to use the latter's psychology
to establish these foundations. From the beginning, Husserl's work
involved a dialogue between science, which he sought to ground upon
well-founded principles, and psychology, which he viewed as a field
concerned with experience and consciousness. Although Husserl eventual-
ly abandoned Brentano's psychology for not being rigorous enough, the
two central themes of a well-founded science and its relation to con-
scious experience, remain throughout his work and establish his rele-
vance for psychology.

Husserl's original project, as presented in his Logical Investiga-

tions (1900-1901), was to develop a philosophy free from unexamined
presuppositions. He sought to found his philosophy on the solid ground
of intuitively given certainties, which may be thought of as equivalent
to the a priori axioms that mathematics, for example, founds itself
upon. As he was later to state in his "principle of all principles":
"Intuition is a source of authority for knowledge, that whatever pre-

sents itself in 'intuition' in primordial form (as it were in its bodily
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reality), is simply to be accepted as it gives itself out to be, though
only within the limits in which it then gives itself" (Husserl,
1913/1962, p. 83, emphasis added). Husserl goes on to illustrate this
principle by noting how the natural scientist might appeal to the prin-
ciple of empiricism, stating that all knowledge of facts is grounded
upon an experience or observation of these facts; yet this principle
itself is not open to empiricél insight. "For that is a principle, an
assertion drawn immediately from sources of general insight . . ."
(Husserl, 1913/1962, p. 84). Here, we see Husserl attempting to estab-
lish a foundation for rigorous, scientific thought in the intuitive
experience of "essential insight". This aspect of Husserl's work pro-
vides a parallel to the present study's concern about how the models of
psychotherapy are to be grounded in the immediacy of the therapist's
experience.

Husserl's phenomenology has been described as a system in reverse:
"rather than building upwards, Husserl digs deeper and deeper, trying to
lay ever firmer foundations for established insights" (Spiegelberg,
1971, p. 75). Though the phenomenological motto is often quoted as "to
the things themselves", this needs to be understood in the context of
Husserl's fundamental project, to return to the beginnings.

Philosophy can take root only in radical reflexion upon the

meaning and possibility of its own scheme. Through such

reflexion it must in the very first place and through its own
activity take possession of the absolute ground of pure pre-
conceptual experience, which is its own proper preserve; then,
self-active again, it must create original concepts, adequate-
ly adjusted to this ground, and so generally utilize for its

advance an absolutely transparent method. (Husserl,
1913/1962, p. 20)
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Husserl's return to "things", is to that which is given pre-concep-
tually. It is an effort to establish a starting point or a foundation
for further thought. Insofar as phenomenology is successful, it will be
of essential use to both philosophy and the sciences. This notion of
Husserl as a beginner seems to represent that aspect of his work which
remains most essential to the phenomenological movement initiated by
Husserl's ideas. Even though many of Husserl's own aims were abandoned
or substantially modified by later thinkers, it is this radical attitude

that places him at the beginning of the phenomenological movement.

Phenomenological Methods

A psychology informed by the phenomenological attitude is concerned
by the tendency of traditional psychology to expect psychological phe-
nomena to fit pre-existing methods. Although traditional, experimental
psychology may assume psychological phenomena can be removed from their
contexts, studied in isolation, and rendered in terms of causal explana-
tions, phenomenological psychology assumes that person and world are co-
aspects of a bi-polar unity. Person and world co-constitute each other,
and one cannot be reduced to or made the causal basis of the other.
They are essential aspects of the larger whole of human existence.
Therefore, no single method can be presented here as the phenomenologi-
cal method. "Instead, the phenomenclogist employs descriptive methods,

with emphasis on the plural. Each particular psychological phenomenon,

in conjunction with the particular aims and objectives of a particular

researcher, evokes a particular descriptive method" (Colaizzi, 1978,

p. 53).
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Husserl and The Phenomenoclogical Reduction

Spiegelberg (1971) begins his outline of the phenomenological
method with the following statement.

Phenomenology begins in silence. Only he who has experi-
enced genuine perplexity and frustration in the face of the
phenomena when trying to find the proper description for them
knows what phenomenological seeing really means. Rushing into
descriptions before having made sure of the thing to be de-
scribed may even be called one of the main pitfalls of phenom-
enology. Description is primarily predication. But predica-
tion, as phenomenology has brought out increasingly, presup-
poses pre-predicative experience. And this pre-predicative
experience deserves first attention, even if, for the purposes
of communication, we cannot very well dispense with descrip-
tions. (p. 672)

It is this ground of pre-predicative, immediate experience that
this study is attempting to describe, as it is present in the thera-
pists' experiences. But, how do we go about achieving contact with
these "pre-predicative experiences"? Husserl's phenomenological reduc-
tion represents one effort to recover the pre-reflective. "The primary
function of all reduction is to prepare us for a critical stock-taking
of what is indubitably given, before our interpreting beliefs rush in"
(Spiegelberg, 1971, p. 134).

This phenomenological attitude towards the world stands in contrast
to the natural attitude and its general thesis that the real world
exists out there and about me. This fact-world is the realm that the
"sciences of the natural standpoint" seek to describe and understand
more comprehensively than "the naive lore of experience is able to do".
Yet, this natural attitude is not sufficient for grounding all knowl-

edge. For example, there are other "worlds" that become available with

different attitudes, such as the "arithmetical world", which is there
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for me when I occupy the "arithmetical standpoint". The natural world
does not contain the arithmetical world; they exist separately, as
"disconnected", except for their relation to the subject or ego. There-
fore, one cannot reduce one to other, and one cannot make one the basis
for what we know about the other. The point is not to raise one atti-
tude to pre-eminence above the others, but to emphasize the need to take
what is presented through a particular attitude upon its own ground.

In his presentation of the phenomenological reduction in his Ideas
(1913/1962), Husserl turns to Descartes's attempt to doubt everything
and notes that Descartes's doubting must involve a certain suspension of
the general thesis concerning the existence of the fact-world about us.
Yet this suspension of the thesis does not mean that we turn the thesis
into something else, such as its opposite.

We do not abandon the thesis we have adopted, we make no

change in our conviction . ... And yet the thesis undergoes

a modification--whilst remaining in itself what it is, we set

it as it were "out_g£ action," we "disconnect it", "bracket

EE}T_i . . The thesis is experienced as lived (Erlebnis), but
we make "no use of it". . . . (Husserl, 1913/1962, p. 98)

Fusserl, thus, extracts from Descartes's more specific method of doubt-
ing everything, the general notion of suspending one's beliefs, putting
them out of action, or a certain refraining from judgement (epokhe--
suspension). The result is the living conviction that goes on living
without one making any further use of it.

Husserl takes this universal epokhe (suspension) and applies it to
the general thesis of the natural world. The aim being to create a new
scientific domain for study.

We put out of action the general thesis which belongs to
the essence_9£ the natural standpoint, we place in brackets
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whatever it includes respecting the nature of Being: this
entire natural world therefore which is continually "there for
us,"” "present to our hand,"” and will ever remain there, is a
"fact-world" of which we continue to be conscious, even though
it pleases us to put it in brackets.

If I do this, as I am fully free to do, I do not then
deny this "world,"” as though I were a sophist, I do not doubt
that it is there as though I were a sceptic; but I use the
"phenomenological epokhe, which completely bars me from using
any judgment that concerns spatio-temporal existence (Dasein).
(p. 99-100)

Thus the phenomenological suspension puts into brackets "all the sci-
ences that pertain to this natural world".

I disconnect them all, I make absolutely no use of their
standards, I do not appropriate a single one of the proposi-
tions that enter into their systems, even though their eviden-
tial value 1is perfect, I take none of them, no one of them
serves me for a foundation . . . as a truth concerning the

realities of this world. (Husserl, 1913/1962, p. 100)

What results from this endeavor to begin again? What is it that
Husserl believes he has discovered through the phenomenological reduc-

tion? "For what can remain over when the whole world is bracketed,

including ourselves and all our thinking (cogitare)?" (Husserl,

1913/1962, p. 101) Husserl concludes that it is consciousness itself
that remains as a "phenomenological residuum" after the reduction has
taken place. Pure consciousness or pure experience is taken for the
starting point along with the "correlates of consciousness" on one side
and the Ego on the other (Husserl, 1913/1962, p. 101). Thus, con-
sciousness, itself, remains unaffected by the epokhe, revealing its
essential intentional or correlational structure, i.e., that conscious-
ness is always consciousness of something. We arrive at a new region of
being to be studied by the new science phenomenology. By bracketing

phenomena, detaching them from their everyday lived acceptance, and
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suspending our judgment as to their "reality" or existence, we concen-
trate on what is present and obtain the advantage of attending to that

which might otherwise be dismissed as not "real" enough to be important.

Heidegger and Gadamer: The Hermeneutic Circle

The philosophical hermeneutics of Heidegger and Gadamer can viewed
as both an alternative and an extension of phenomenology's effort to
uncover the larger context of experience that is easily passed over by
the natural attitude's beliefs and assumptions about the world. Through
its exercise of the reduction, phenomenology attempts to describe the
appearance of phenomena apart from our beliefs and judgements about
them. As we have seen, it seeks to describe the experience that is
prior to our judgements and upon which they are based. Yet, phenomenol-
ogy recognizes that there is no such thing as a complete reduction; new
beliefs and assumptions are always becoming apparent and need to be
bracketed in turn (Merleau-Ponty, 1962, p. xiv). With this conclusion
phenomenology has arrived at the point of departure for the hermeneutics
of Heidegger and Gadamer, who emphasize the historicity of our being in
the world. While their discussion of philosophical hermeneutics covers
a broad range of phenomena, perhaps the easiest way to introduce it is
in terms of Gadamer's discussion of experience.

Gadamer argues that we cannot escape from our prejudices; they
constitute an important element of our historical being. 1In cther
words, we cannot set them aside as would theoretically be possible if we
could perform a complete reduction. Instead, Gadamer contends that what

is required is an openness to the new, so cur preconceptions may come
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intce question. Science tends to ignore the historical charecter of
experience and emphasize its repetition, as when it abstracts a univer-
sal element through experimental procedures. Gadamer, however, is more
interested in experience that dces not meet our expectaticns. When we
speak of someone who is experienced, we mean that he is able to deal
with a wide range of happenings which may confront him. It is against
the kackground of this being experienced that someone has a new experi-
ence. These new experiences, i.e., when experiences do not fit our
expectations, are curiously productive. Insight emerges as the outcome
of this negativity. Reality is recognized through disillusionment, and
the limits of human planning and reasoning become apparent through an
experience of human finitude.
That experience refers chiefly to painful and disagree-

able experiences does not mean that we are being especially

pessimistic, but can be seen directly from nature. Only

through negative instances do we acqguire new experiences

. « . . EBvery experience worthy of the name runs counter to

our expectations. Thus the historical nature of man contains

as an essential element a fundamental negativity that emerges

in the relation between experience and insight . . . .

[Insight] always involves an escape from something that has

deceived us and held us captive . . . . Thus experience is

experience of human finitude. (Gadamer, 1960/1975, p. 319-

320) '

Incorporating this hermeneutic insight, Ihde (1977) notes that our
investigations begin somewhat paradoxically. One needs some idea of
what one is setting out to investigate, but one also needs to approach
the phenomena without prejudice. This is essentially what is referred
to as the hermeneutic circle. Preconceptions always guide our questions

in the direction of the anticipated answer, but it 1is the thing itself

that, in turn, brings our preconceptions into question. Our prejudices
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are inescapable kut they are constantly krought into question as we risk

them through dialogue with the world.

Some General Features of Phenomenological Methods
and the Crucial Role of Examples

In Spiegelberg's (1971) outline of the phenomenological method, he
starts with "phenomenological description"”. This step involves being
open to the phenomena while, at the same time, not losing the capacity
to observe critically. Making these preliminary descriptions provides
guideposts and helps one enter into the phenomena. Even at this early
stage, the inexhaustibility of the phenomena forces one to be selective
and focus on the central characteristics of the phenomena. Therefore,
description inevitably shades into the next step of the method: "inves-
tigating general essences".

The process of intuiting essences begins with "intuiting of exem-
plifying particulars". These examples provide us with "instances that
stand for the general essence".

Now it is certainly possible to see these particulars without

seeing the general essence. But it is not possible to see

them as particulars without seeing the general essence which

they particularize. Thus what happens is that on the basis of

seeing particulars in their structural affinities we also

become aware of the ground of their affinities, the pattern or

essence. (Spiegelberg, 1971, p. 678)

Casey (1976), in his phenomenological study of imagining, also
emphasizes the crucial role of examples in the phenomenological method.
Phenomenological method as conceived by Husserl takes its
beginning not from uninterpreted givens but from carefully

selected examples. (p. 23)

Phenomenology treats examples neither as brute facts nor as

factual illustrations of conceptual truths. (p. 23)
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As an integral part of a phenomenological ingquiry, an example
thus possesses an indeterminate status; it is reither sheer
fact nor pure essence, but scmething distinct from and located
betweer. these two polar terms. (p. 23-24)

In the practice cf phenomenology, it is the example itself
that is the basic mediating factor; and an example per se is
neither perceptual or symbolic, but raradigmatic in character.
As truly exemplary, it serves as an indispensable via media
between the initial decision to search for the essence of a
given phenomenon and the final attainment of insight into this
essence. In Husserl's formula it is "on the basis" (auf
Grund) of examples, and of examples alone, that the phenome-
nologist is able to attain eidetic insight. (p. 24-25)

Spiegelberg goes on to describe a method of "lining up particular phe-
nomena in a continuous series based on the order of their similarities".
He provides, as an analogy, how the chromatic colors may be arranged in
a circle, revealing the pure colors and their shades. Thus, clusters of
phenomena can be arrived at based on their "natural affinities”.

The final step involves "apprehending the essential relationships
or connections”" between essences. Through the process of "free imagina-
tive variation", we ask whether all components are or are not essential
to the essence we have arrived at previously. We also investigate the
connections between various essences in the same way: can we omit or
substitute associated essences? If not, we have an essential necessity.
Are relations between essences compatible? If they are, we have an
essential possibility. Or, do the essences repel each other? If this
is so, then the connection is an essential impossibility.

There are a few general comments about examples used in this study
that can be made at this point. In the first place, the participants
selected examples, which were paradigmatic of their own experiences.

These were selected in order to allow the researcher to understand their
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experiences of therapy. (As will be discussed in the rext section, the
researcher, then, has the further task of selecting, trom among all
these examples, those that best convey the essential aspects of these
experiences.) Most of the examples given by therapists were in the form
of narratives or stories, which suggests that a particular phenomenolo-
gical strategy, described by Ihde (1977), was being employed by partici-
pants to make their experiences knowable to the researcher.

Ihde describe two types of strategies for helping someone else see
a particular phenomenon. These are based on the intentional structure
of consciousness, i.e., "every experiencing has its refererce or direc-
tion towards what is experienced, and, contrarily, every experienced
phenomenon refers to or reflects a mode of experiencing to which it is
present" (p. 42-43). 1In one strategy, the emphasis is on the noetic
pole of experience (the mode of experiencing something), and one at-
tempts to make the experience available through describing the activity
necessary to allow the phenomena to appear. This he calls the tran-
scendental strategy and points to Husserl's project to ground phenomena
in the constituting power of the transcendental ego. The other strategy
is to use stories and metaphorical devices to immediately set the stage
for the appearance of the phenomena. Here the emphasis ic on the noe-
matic pole of experience (the appearance of the phenomena). Ihde con-
cludes that it is much easier to use this second, so-called, "hermeneu-
tic strategy" to bring phenomena into appearance than the former "tran-
scendental strategy". Speaking about the perception of reversible and
multi-stable figures, TIhde states: "If a background story can be found

to allow the third variation to appear, its stability will coalesce
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almost instantaneously" (p. 96). In this study, the therapists' exper-
iences seem to have lent themselves fo being communicated in the form of
narratives about events, though occasionally the noetic or "transcenden-
tal strategy"”" was also used (cf., Example #4: "Parallel regression”,

p. 130).
Procedures

Researcher's Assumptions

The phenomenological psychologist's first task is to consider his
own involvement with the subject to be studied. Since he has chosen
this one particular phenomena to study, it must already be meaningful
and of some interest to him. Phenomena are not allowed to fall into the
natural attitude status of just existing in the world "for themselves".
They are considered in their meaningful relation to a subject, the
researcher. Reflecting upon one's reasons for being involved with a
particular phencmena will begin to highlight pre-conceptions and under-
lying assumptions about this phenomena. Such pre-existing interests and
attitudes toward the subject are not merely idegtified so that they can
be negated, in the ropes of achieving some sort of objective neutrality;
rather, they are accepted as an inevitable aspect of human experience
and are taken up in a positive manner by interrogating them for what
they can tell us about the phenomena. These "prejudices" provide the
background against which an investigator's findings will be understood.
In fact, the very process of coming to understand the results of a study
will involve dialogue between the investigator's prior assumptions and

what the study reveals. By making this process as self-aware as
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rossible, the phenomerological investigator

to a level of rigor.

raises this ordinary process

Although some of the reasons the present topic was of interest to

this researcher were mentioned as part of the Introduction, it seems

appropriate to return to them in more fletail at this point. BAs a
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use of it, there is a stage of fitting together between the artisan and

his tools as these tools gradually become
tioner. This process of integrating theon
peutic action has been very prominent for
wishing for definitive guidelines describi
which the therapist becomes aware of the
communications.
tant, because all further actions by the
crucial understanding.
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This dilemma seemed to koil down to a problem of hesring patients tell
me what was important to them instead of hesring what was important to
me.

As described before, it was from this context that I was attracted
to the writings of Robert Langs (1976a, 1978). 1In his work, he de-
scribes what he calls the "listening-validating process", which seems to
speak directly to the problem of how to discern what within the pa-
tient's communications is therapeutically important to them. When read-
ing Langs, I was impressed by the rigor with which he derived methods
from a sound theoretical formulation of the therapeutic process. It
seemed to be an eminently reasonable approach to a confusing situation.
In my efforts to make use of Langs's precepts, however, I encountered
significant difficulties. In particular, there seemed to be an incon-
gruity between my on-going experience of the relationship with the
patient and the analyzing or listening process delineated by Langs. I
sensed that Langs's methods retained a quality external to my actual
experience of therapy. They seemed to fit in at another level than that
in which I actually experienced the presence of my patients. Perhaps,
these methods were too tied to the level of metapsychological theory and
failed to cross smoothly into the actual domain of practicing psycho-

therapy.

The Initial Question

These were the guesses, which I entertained, toward which my exper-
ience pointed. It occurred to me that it might be possible to approach

the problem of doing psychotherapy from another angle. Rather than
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deducing what was suppose to happen from theory, as Langs does, couldn't

one go to the experience of the therapist and find out what he or she
actually did? My question was whether the -rrescriptions for what thera-
pists should do were what they actually did. It seemed reasonable to
ask therapists about their experience of doing therapy and describe this
as fully as possible. I hoped that this would become the basis for
making connections between theoretical models of the therapy process and
the day to day experience of therapy. My own experience suggested that
the theoretical guidelines and prescriptions of technique would be more

helpful if they spoke directly out of what the therapist experiences.

The Pilot Study

The first approach to these guestions involved a pilot study in
which I asked other advanced graduate students about their experience of
sessions that they thought had gone particularly well. My hope was that
these "good" sessions would provide an opportunity to study what went
into successful psychotherapy. I hoped to recover what therapists were
aware of as they arrived at insights about what was happening in the
therapy. After only a few of interviews, I soon discovered that the
sessions that went well were those which were most difficult for the
therapists to recall in detail. It seemed that therapists came away
from productive sessions with an abstract understanding, or an overall
impression, of the session, but it was difficult for them to remember
details of what had been said and what they had experienced. One thera-
pist remarked that everything was taken care of so there was no need to

remember it or carry it with her.
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In response to this, the focus ¢f the interview was shifted to
those therapy sessions where things did not go o smoothly. I had in
mind experiences of my own where something had been going on during the
session that had been very intense and powerful. These experiences
stood out so much that I found myself thinking about them long after the
hour was over. Not infrequently, I would not understand what had hap-
pened at the time of the session but insights would occur as I continued
to think about it. By making such experiences the object of interviews,
I hoped the details to the sessions could be recalled more vividly. I
also hoped that the slower, more deliberate path to understanding and
insight would be easier to retrace.

In fact, this change of focus did allow for some very interesting
experiences to be recalled by the graduate student therapists inter-
viewed in the pilot study. Especially striking was the quality of
immediacy in these retellings. The therapists did not hold themselves
back in some neutral or uncommitted stance from which they could first
observe and then act. They were immediately a part of what was being
discussed and this immediacy seemed to be essential to their participa-
tion. There did not seem to be some prior moment for the therapist to
determine whether they would allow the event to happen this way or that
way; the events occurred and the therapists were part of them.

The most encouraging thing that emerged from the pilot study was a
sense for how rich the material was. Many critical areas were touched
upon by this investigation, including the interrelationships between
language, experience, and understanding within the context of the thera-

py relationship. These issues re-emerge in the present study, so let us
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proceed to an examinetior of the procedures actually employed in this

study.

The Major Study

Co-researchers. The sort of phenomenological research described

here makes use of other individuals as "cc-researchers" who are asked
about their experience c¢f the phenomena being investigated. It is
assumed that their descriptions of their experiences are meaningful and
capable of revealing essential aspects of the structure of the phenome-
na. A number of people are asked about their experience to help distin-
guish what is essential to these experiences from what is more particu-
lar to a given case. It is this process of going from the particular
experience to what is essential about it, or from the example to what it
exemplifies, which is critical to & descriptive method deepening an
understanding of a phenomena.

Twenty-two pyschotherapists who practice psychodynamic or insight-
oriented therapy were initially contacted by letter to request their
participation in this study (see Appendix A). Thirteen of those contac-
ted actually participated as co-researchers. An effort was made to
recruit the participation of therapists who were considered experienced
and well established. Clinical psychologists, psychiatrists, and social
workers, working in private practices, mental health centers, and psy-
chiatric hospitals were contacted. Although age and sex were not impor-
tant criteria, this sample includes both men and women and covers a

range of seniority in the field.
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The letter therapists received explained that the researcher was in
the process of gathering material for his dissertation, and that he was
requesting their participation. This would involve an interview focus-
ing on therapy experiences tiat stocd out for them. A brief description
of the kinds of encounters that stocd cut for the reseercher was pro-
vided to introduce the kird of events of interest. As descriked in the
letter, these experiences often were often intense and emotional--as if
something important and powerful was occurring in the therapy interac-
tion. One can be overtaken by these events and in the midst of them
without necessarily being clear about what is taking place. These
experiences make a remarxable impression, both as they occur and after-
wards.

Participation in the study was explained as involving an audio-
taped, hour-long interview, following a semi-structured format. To main-
tain confidentiality, the researcher would be the only person with
access to audiotapes; all transcripts and other material gathered from
interviews were to be coded. 1Initial letters were followed up by a
phone call to determine whether therapists wished to participate. If
they did, arrangements were made for the time and place of the inter-
view, usually at the therapist's office. A few therapists expressed
further concerns about confidentiality and the safeguarding of patients'
identities. 1In these instances, further arrangements were made, such as
allowing the therapist to review transcripts and edit identifying infor-

mation.
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The interview. The interview was opened by reading the Information

and Consent Form (Appendix B} and then obtaining the therapist's signa-
ture on it. The researcher reintroduced the topic of the study, elabor-
ating on the letter the therapist had received. At this point, the
researcher emphasized that he could only speak to his own experience of
striking therapy events and the therapist's experiences might or might
not be similiar. 1In taking his own experience as a place to start, the
researcher hoped to establish a sense of sharing some common ground upon
which to conduct the interview. He hoped to convey both an interest and
sensitivity to these events. It was, in part, an effort to convey a
sense that the investigator and the participant were working together,
as co-researchers, studying an area of mutual interest and perhaps even
puzzlement. Once the therapist began to remember events, which he or
she felt were similiar to what the researcher had described, the re-
searcher simply asked questions to help the therapist talk further about
the events. He maintained a focus on experiential aspects and asked for
specific instances when a type of experience was being talked about in
more general terms, though his questioning for specifics had to be
tempered by respecting the therapist's need to maintain patient anonymi-
ty. Beyond setting the area to be discussed and maintaining a focus on
the experiential aspects of these events, each interview was allowed to
follow its own course and to be its own creation. The researchers role,
as interviewer, was primarily to follow the therapist's lead, to make
sure that the interviewer correctly followed what was said, and to

encourage the therapist to describe events as fully as possible.
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Describing the data. The audiorecorded interviews comprise the

data gathered in this study. The next task was to determine and des-
cribe what was essential to them.

There are two dialectical movements to the study of these data,
comprised by the process of working back and forth between parts of the
data and the whole in which they find their place. Within this larger,
overall process, there are three general steps. The first step involved
categorizing the various stories into a schema of types of experiences
obtained. Second, each category was studied in terms of the essential
theme or themes that characterized it. Finally, these categories and
the themes which characterized them were examined in their relation to
each other to see if a set of essential themes could be arrived at,
which described the domain of experiences tapped.

In practice, the first step begins with repeatedly listening to all
of the tapes and taking notes on each one. In this way, the researcher
begins the process of immersing himself in the data. This step also
provides a natural point of beginning to interpret the data, since it
explicitly draws out the researcher's own pre-understandings. It expli-
citly exposes what in the interviews is important to him and what he is
making of it. His notes condense and organize the material into prelim-
inary themes and make him aware of how he is approaching the data based
on his prior understanding and preconceptions about such events. The
goal is not to try and eliminate these prior understandings of the data.
After all, the data are the result of interviews or dialogues in which
the researcher's pre-conceptions played their part in bringing something

into expression. The concern at this point is to try and bring these
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pre-understandings into greater self-awareness. These initial under-
standings of the interview later were tested out against what the thera-
pist actually said, when the transcript was made.

These notes also provide a convenient basis for short summaries to
be written of each of the narratives. These brief summaries were used
as an aid in the next step--arranging therapy experiences into a typo-
logy of the kinds of events reported by therapists. This taxonomy was
the first step in organizing the diversity and wide range of the data
into something systematic, encompassing the whole domain of the data.

Although all the examples were looked at and situated within cate-
gories, there were a smaller number of stories that stood out as being
especially representative of each category. These narratives could be
seen as exemplars of something more general, i.e., a type of therapy
experience; therefore, these narratives were studied in more detail. At
this point, the focus shifted back to the details of what the therapist
had to say; consequently, transcripts were made of these interviews.
These transcripts were gradually shortened by eliminating phrases that
were less essential to the experience or repetitive of things already
said. In the process of arriving at the core what was most important to
these representative or exemplary narratives, it became clearer what was
essential to the category or type of experience, of which this narrative
was an example. As themes emerged from exemplary narratives, they were
compared to other examples in the same category to determine if they
were descriptive of it. 1In this process, what was most important to
each category became sharper and the distinctions between categories

became clearer.
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Relations between categories also became more apparent. For exam-
ple, it previously had made sense to arrange categories along a rough
continuum, but not until themes describing each category were drawn out
could this sense of continuum be articulated. 1In this process, some
categories were incorporated into others, while distinctions between
types became more fully demarcated. As we will see in the next chapter,
where the results are presented, the narratives often presented aspects
of more than one category, although cateqories could still be described
in such a way as to distinguish one from the other. This was to be an
important clue to the final stage of description, which involved dis-
cerning essential aspects that cut across all experiences described. 1In
other words, as one began to consider how the concrete examples stood in
relation to the types of experiences and how the types of experiences
stood in relation to each other, it became clear that another kind of
description was necessary; one which focused on how this diversity and
difference found its place as part of a single domain.

The above description of the phenomenological method used in this
study is itself a schematization, and it would be incorrect to take
these steps as a program which directs the investigator in a rigidly
prescriptive manner. Rather, these steps delineate a dialectical move-
ment, which traces something more like a spiral than a straight line.
There is a continuous movement back and forth between the particular and
the universal; each side interrogating and refining the other. The
researcher's own assumptions become more explicit, though not with the
idea of negating them. These preconceptions carry the researcher's own

history of experience with the phenomenon and must come into play when
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his dialogues are carried on with the co-researchers about their experi-
ence. Psychological phenomena do not exist in themselves, independent
of either the researcher or the co-researcher. Both are immediately
engaged by these phenomena and, as they enter into a dialogue which
seeks to articulate and give expression to these phenomena, both parti-
cipants find their assﬁmptions "at risk" and their previous understand-
ings questioned by these happenings. An atmosphere of trust is required
for such a dialogue of discovery to succeed. The limits to this re-
search are uniquely human in guality. Phenomenological research is
limited by the impossibility of uncovering all presuppositions. There-
fore, phenomenological studies, while essentially always incomplete, are
typically concluded when the people involved are satisfied that they
have achieved a significantly deeper understanding of the phenomenon,
reflecting aspects of their relatedness to others, to themselves, and to

their world.

Meaningfulness versus Accuracy in Psychological Research

Phenomenological psychology represents a challenge to the well
established branches of psychology, such as experimental and behavioral
psychology, not because phenomenology will ever supplant these endeav-
ors, but because its assumptions and attitude toward psychological
phenomena are so different. From within the perspective of traditional
psychology, the phenomenological approach to research seems suspiciously
subjective, and its results, therefore, seem untrustworthy. It was by
adopting the methods and attitudes of natural science that psychology

emancipated itself from its former ancillary role to philosophy.
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Therefore, it is understandable that approaches to psychological phenom-
ena that do not ground themselves in traditional scientific methodology
are viewed as regressive approaches that were superseded by Wundt when
he established his laboratory and psychology came of age as a science.

A major criticism of the phenomenological approach is that its
results do not lend themselves to replication, so they can never be more
than preliminary in nature. In the natural sciences, it is the quanti-
tative demonstration of a phenomenon under carefully specified condi-
tions, which raises an observation from subjective impression to objec-
tive fact. Because the demonstration of a phenomenon can be repeated by
others, whose own beliefs about the phenomena may differ, a realm of
intersubjective agreement is established, independent of the subjective
starting points of the researchers. It is this agreement about what the
facts are that provides the common ground for scientific debate about
how best to explain these facts. From the natural science point of
view, only by adopting objective methods of observation can psychology
become an empirical science. 1In an empirical science, conceived within
the natural science view, matters of theory are always tested by demon-
stration or observation, which must be independent of any particular
researcher's point of view. 1In this way, its results are raised to the
level of facts.

It is on the basis of assumptions and reasoning such as the above
that many traditional psychologists find results of phenomenological
research interesting, but unacceptable as "real" data. While the phe-
nomenclogical psychologist is aware of and concerned by this attitude of

her colleagues, from the phenomenological perspective, other issues come
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into focus, most importantly the phenomenological status of these facts
upon which the traditional scientific approach is grounded. Therefore,
before we address traditional psychology's questions about the merits of
phenomenological approaches, let us turn to phenomenology's critique of
psychology based on a natural science model. The natural science model
is itself based on certain assumptions, and these should at least be
made more explicit, before they are taken for granted and used as the
basis for dismissing the results of phenomenoclogical studies beforehand.

One of phenomenological psychology's important roles has been to
provide a counter-point to a natural science definition of psychology
(Romanyshyn, 1978). The natural science approach reflects a fundamental
bifurcation of the world. With the establishment of the natural sci-
ences, one divides the world into a realm of how it appears to the naive
observer and another realm, behind these appearances, of mathematical
laws and ideal entities (Gurwitsch, 1967/1978). The common sense atti-

tude becomes "naive", "ignorant", and "in error" relative to natural
science view. By providing the real facts and the casual reasons behind
the appearance of things, the scientific attitude "corrects" naive
errors of common sense. For example, to the common sense view that the
sun "rises" in the east and the earth is flat, the scientific attitude
provides the facts about the earth's location in the solar system and
how the laws of gravity govern its motion.

As Romanyshyn (1978) observes, these scientific facts are, in a
sense, "constructions", and fundamental problems arise, if these con-

cepts are treated as though they were discovered in nature. Treating

these facts as discovered obscures that they reflect our attempts to
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organize our knowledge of the world. This effort, in turn, rests upon
our attitudes, our values, and our presuppositions about the world. We
should not lose sight of an inherently ambigquous quality to our "facts"
of science.

We tend to regard the atom as a discovered reality, and
in this sense as a real thing which already exists in nature.
The atom, however, does not exist in nature, but rather it
exists in relation to an attitude toward nature. Atoms are
not real but are ways of real-izing nature. They are not
simply a something to be seen but are also ways of seeing.
The observed is what it is in relation to the attitude of the
observer. In this sense the atom can be called a construc-
tion. However, by the term construction I do not mean an
idea, and the relation of the observed to the observer is not
the creation of the observed. Atoms are neither facts of
nature nor ideas of consciousness. Rather, as a construction
atoms are meanings which reflect both what can be seen in
nature and a way of seeing it. Hence the term construction
used with respect to atoms and/or sensations indicates that
these realities reflect and require a specific attitude toward
the world, a specific way of standing in the world, seeing it,
and speaking about it ... (Romanyshyn, 1978, p. 22-23)

The heart of the natural science criticism of phenomenology is that
its methods are not independent enough of the researcher to allow her to
be objective; in response to this, the phenomenologist asks what sort of
relation of person and world is reguired for the natural scientist to
achieve objectivity. What the phenomenologist notes is that there is an
essential transcendence by the natural scientist of the world as it is
immediately present to her and to us. The immediate significance and
meaningfulness of the world is negated within the natural science view.
The natural scientist can justify this, since he or she is not interest-
ed in the meaning of an event; the guestion is not "what does this

mean?" but "why does this happen?".
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The realm of significance is transcended through scientific methods
by isolating subject-matter from its immediately given context. The
experiment stands as the pre-eminent instance of this dislocation of a
phenomenon from an original setting. This new context is designed to
support the predication of causal statements. Under specified condi-
tions events become repeatable. This allows them to more perfectly
approximate the laws that account for them. Theoretical concepts become
tied to bits of our experiential world, as the dependent and the inde-
pendent variables are isolated and operationally defined. The validity
of a model's explanations are usually tested by how well they allow us
to predict the outcome within this delimited context; for this reason,
the phenomena of scientific study must be observable, measurable, and
replicable.

These efforts to insure that results of an experiment are represen-
tative of the laws and models that account for them are obtained at the
cost of a "practiced ignorance" on the part of the scientist. The very
act of assuming the scientific stance of detachment and neutrality
toward the subject to be studied reveals a meaningful choice on the part
of the scientist; furthermore, the choice of a particular subject matter
tfor study reverberates with the echoes of prior assumptions and beliefs
about the meaningfulness and importance of the topic. The natural
scientist believes that he or she can ignore this more immediate angd
meaningful experience of the phenomenon, because the scientist has
turned the situation around and given priority to the model, the laws,

and the reality behind the appearance of things. What is immediately

experienced is only the manifestation of this more "correct" view of




reality, which comes into view with a scientific attitude. What phenom-
enology attempts to call our attention tc is how the scientific world
view implies the assumption of a particular attitude and relation be-
tween person and world.

When the domain being studied is psychological, the isolation of a
phenomenon from the meaningful context in which it was originally lo-
cated has even more important consequences. The preferred object of
psychological study becomes behavior, because it meets the criteria of
being observable and measurable. The meaningfulness of experience, as
it is pre-reflectively given, is ignored and the whole realm of "inter-
iority" is mistrusted as a source of data. If meanings are considered
at all, natural science psychologists go through a process of deducing
and inferring meanings from the behavior of the person, rather than
studying the meanings that are experientially present to them and to us.
Meanings are typically thought of as located inside the person, inac-
cessible to a scientific observer.

Romanyshyn (1978) contends that this state of affairs reflects a
confusion of the concepts of inside and outside with another pair of
concepts, visible and invisible. Natural science's preference for the
attitude of the detached observer obscures the presence of other atti-
tudes, such as that of the actor. From the perspective of the observer
behavior stands out, but from the perspective of the actor experience is
most apparent. One is not inside, the other outside. They are both
aspects of human action, which is fundamentally a matter of man's rela-
tion to the world. Thus, behavior and experience have a figure-ground

relation to each other depending on one's attitude at the moment.
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By returning the co-aspects of human action (behavior and experi-
ence) to their context of man in relation to his world, phenomenology
makes experience, as well as behavior, accessible to psychology. The
phenomenologist recognizes that man is in constant dialogue with the
world andéd that they co-constitute each other. One can focus upon the
one only against the background of the other. An essential aspect of
man's relation to the world involves activity and doing, but this re-
veals that the world is meaningful to man. The meanings apparent in our
lived relation to the world are not something that is introduced after
the fact and from the outside, as an insistance on the observer's posi-
tion would require. Meanings are present in the structure of the world
as we live in it.

Meaning and experience are not locked away "inside" a person. They
reside in the relation of man-in-world. The back and forth of dialec-
tical relationships or dialogues, in the phenomenological perspective,
contrasts with the linear thinking of causality. Experience is an
aspect of being-in-the-world, and our sharing of the world with others
makes our experiences accessible to each other. Phenomenological psy-
chology understands experience as a structure in and of the world, and
we share experiences in sharing the same world. I have, for example,
access to the other's exnerience of anxiety, because I also have lived
the world anxiously. The anxiously structured world is one that I too
can, and have, lived. I do nbt create this world and its experience; I
find myself alive in it. Therefore, the other's description of experi-

ence speaks to me from out of the world we live in. I do not "get




inside the other person's head"; I experience an overlap between the
horizon of his world and my world through dialogue.

Thus, there seem to be two fundamentally different ways of looking
at psychological phenomena, which are based on different assumptions and
result in differing attitudes toward phenomena. In overly simplified
terms, the natural science approach assumes that the observer's immedi-
ate experience of the world needs to be negated so that only "objective
facts" are observed; the phenomenological approach starts from this
immediate significance and expands upon it. The natural science atti-
tude begins from a position of mistrusting the world as it appears and
searches for the clues that will correct our tendencies to be misled and
misunderstand the nature of things. The phenomenological attitude mar-
vels that the world is already present in such a meaningful way and that
we understand each other with as much depth and clarity as we do.

We can begin to see that this contrast between a natural science
attitude and the phenomenological attitude delineates a contrast similar
to that, which we discussed within the psychoanalytic literature, be-
tween those who emphasize the importance of technigue and insight and
those who emphasize the role of emotions and empathy. This study em-
ploys a phenomenological approach, since it is more conducive to ad-
dressing the problem motivating it: the difficulty re-connecting tech-
nigques with experience, 1in the therapy setting, when the theory and

technique do not speak directly from the therapist's experience.

Natural science methodology offers a powerful technique for dis-
cerning causal relations between phenomena, and is useful to us for

gaining mastery and control over these phenomena. We should not be
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surprised, however, when it turns out that the findings of science only
re-connect with our immediately significant world in a limited fashion,
because natural science begins by delimiting those aspects of the world
that it will deal with (i.e., they must be objective or independent of
personal significance). The findings and results of the natural sci-
ences only take on an immediate significance to us insofar as we adopt
an instrumental attitude towards the world, and this state of affairs
becomes obvious in the practice of psychotherapy, where it is impossible
for the therapist to assume a completely instrumental attitude towards
his or her patients.

How does one judge the worthiness of a phenomenological study? In
the natural sciences, this issue is discussed in terms of the reliabili-
ty and validity. The first term, reliability, concerns the potential
replication of a study's results, and hinges on how accurately the units
being studied are measured. The second term, validity, concerns how
closely the units and the content being studied can be said to approxi-
mate the model that explains the results. These notions rest on assump-
tions, which are different from the assumptiéns that phenomenology
begins with; therefore, they cannot be applied to a phenomenological
study with any real meaning or internal consistency.

A phenomenological study neither seeks to define units of observa-
tion that are independent of their significance to the observer, nor to
link these units to a particular model. A phenomenological study begins
with the significance of immediate experience, and significance (or
meaningfulness) is the criteria by which a phenomenological study is

judged. Whereas a natural science study speaks to us from the
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transcendent realm of an abstract model--which is then tested against
its capacity to allow us to control and predict our more immediate
experience of phenomena--a phenomenological study speaks of an immediate
experience in the world. Its efforts to make more generalized descrip-
tions should be judged by whether they are true to one's own immediate
experience of the world.

In this study, the first point at which we ask ourselves, quite
naturally and perhaps without reflective awareness, whether the data are
meaningful to us is when we encounter the therapists' presentations of
their experiences. 1Is is at this level, which is essentially esta-
blished by language, that phenomenology is concerned with intersubjec-
tive agreement. We judge the therapist's account on the basis of whe-
ther it allows us to fuse his or her experience of the world with our
own. Are we carried into a world that also seems like a possibility for
us? Does the therapist's description speak to us from the horizon of
our own world? Does the therapist's world and our own world become one
and the same world, as it is present through the medium of language?

The researcher's contribution to the work already done by the co-
participants 1is to provide an interpretation or description that is true
to his experience of immersing himself in all of the narratives. Again,
the question is whether the researcher's description, which seeks to
address both the individual narratives and the whole domain of which
they represent parts, speaks from and expands the reader's own experi-
ence of the world. The purpose of phenomenclogical descriptions and the
themes derived from them is not to create a technical language; rather

it seeks to provide an avenue of approach to an important and meaningful
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set of events. A phenomenological study succeeds or fails depending
upon how well it provides a place for the reader's, the researcher's and
the co-participants' worlds to come together as comprehensively related
worlds, described and understood through language.

Therefore the natural science and the phenomenological positions
provide contrasting (not competing) perspectives from which to under-
stand phenomena. Since one is not to be reduced to the other, they set
up a dialectical tension between them. This study does not seek to

resolve this tension, rather its goal is to highlight it and consider

its implications for the practice and understanding of psychotherapy.




CHAPTER IV

RESULTS

By interviewing thirteen therapists, fifty-eight different accounts
were obtained encompassing a wide variety of experiences. As described
in the Methods chapter, all narratives were used in coming to an under-
standing of the data, although some accounts were more specifically
drawn upon to exemplify various aspects of these experiences.

Some of the narratives seemed to call attention to themselves. In
these narratives, the therapist's recounting of his or her experience
drew the listener into the event with an immediacy and intensity that
mirrored the therapist's own immersion in the experience. These dramat-
ic stories appeared to be situated in the midst of the domain being
studied, but were difficult to understand by themselves. Too much was
going on within them for essential aspects to be easily discerned.
Other narratives provided keys for unraveling and describing these more
elaborate narratives. They played an important role in highlighting and
making figural particular aspects of these more dramatic stories, which
seemed to involve a confluence of the various aspects defining this
domain.

This chapter follows the path taken in coming to understand the
interviews. The sheer quantity of information obtained in the thirteen
interviews requires that some reduction of the data be done to describe
it. This study relies on particular examples to present that which was
gained from looking at the data as a whole. The reader is referred to

Appendix D for a complete summary of results, where they are categorized
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along the lines of the four types of experiences to be described. 1In a
sense, the reader retraces, in the reverse direction, the path followed
by the researcher in coming to understand the data. The researcher had
to develop an organization, along the way, which would guide him through
the data, describing its essential features. The reader begins with
this organization already in hand and, therefore, can more quickly
arrive at the essential features of the domain.

Present results are introduced by looking at a detailed narrative,
which from the beginning attracted the researcher's attention. This
narrative appeared to be located in the midst of the study's domain, as
it presented a rich source of information about therapists' experiences.
Following this concrete introduction, the process of organizing results
into kinds of experiences are presented by looking at representative
examples of each category. Based on these categories, three pairs of
aspects will be derived which highlight and describe the most essential
features of these experiences. The first example will be kept in mind,
as a reference point, throughout this process. In other words, what we
have to say about other examples, and the organization of essential
features deriving from them, should amplify our understanding of what is

concretely present in all its complexity in this first example.

Example #1l: "He was inside my house!"

This is an experience that I had that was provoked by a young man.
He sat in my consultation room for four times with a ponderous appear-
ance. It felt like something heavy was in the room, and I knew easily
that I was frightened to be there. Before the fourth interview, I
realized that I feared what I was going to hear. Then, in the fourth
interview, he confessed that he had been awake at all hours of the night
in recent months. He said it was no mystery to him who Dracula and the
Wolfman were, because he recognized them clearly in his own behaviors.
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"They are not mythical monsters. They are human beings experiencing
what I'm experiencing." And he described that he was up at all hours,
and he was spying--entering the homes of females, sitting at their
bedside, thinking of their vulnerability and how easily he might kill
them. He was seducing women into going with him to the woods, and he
would proceed with a ritual subduing them, physically tying them up,
and-~in his account--coming with each episode closer and closer to
murdering the women.

I now felt clearer on why I was frightened--and more disorganized,
kecause I was not sure what to do. And my specific question about that
was whether I should call the cops or whether I should treat him. I
call this a confession, because I felt then, and in someway still feel,
that I was immediately worried, not that someone else would die at his
hand, but that I would die at his hand. So in a way, my most private
communication--which I have never communicated to anyone, except the
supervisor whom I called and now to you--my private thought was: "How
should I proceed to minimize the chance of there developing a body count
around this man, starting with me?" I would rather not die at his hand,
and I would rather nobody else did--after I saved my own skin. I had
been in practice two years, and been in training for five years. I had
for the previous two years years not had a supervisor, and I had the
conscious notion that, however wonderful and valuable supervisors were,
I needed to be responsible alone, in isolation. I think that was a
defensive, kind of crazy, sort of notion, but that was the banner that I
was flying inside myself--that I was treating patients without benefit
of supervision. This case broke the back of that defense very neatly.
I knew that I wanted help, and I called my mentor, and he helped me a
very great deal.

(Researcher: I'm interested in your description of feeling from
the first interview that there was a ponderous gquality, a sense of
having something heavy in the room.)

As far as I can tell it was emanating from him, and I felt envel-
oped by it. [The therapist enacts the patient's position as he de-
scribes it.] He sat forward in his chair, resting the weight of his
torso on his spread and then crossed legs; his eyes fixed on a point in
the floor just to one side. His hands clenched tightly in front of him,
and he spoke in a very low voice. I had the differential between
ponderous and psychomotor retardation, and I decided, correctly as it
turned out, that it was not psychomotor retardation. It was his own
heavy feeling, his terrible, I would say, anxious grief over the sort of
person he had become and how much he both hated, in a moral sense, what
he was doing and feared lethal reprisal. So, he was at once both
depressed and paranoid, straddling the depressive and paranoid posi-
tions.

Well, my supervisor helped me. He was a very sanguine person. I
had the gift of being able to receive a sense of being genuinely sup-
ported from him, which left me feeling that I really was going to be
able to bring the best out of myself to offer to the present situation.
I decided that the case could be formulated, that the man was suffering

112



from a desperate isolation, which we could abridge. I really wanted
very badly to help this guy. I decided not to call the cops, and to
treat him, and did so. And as it turned out, the treatment by ordinary
measures was immensely successful.

There was a curious correspondence in his life and my own--and I'll
get more intc my experience now--I had a new baby living in the home at
that time. My daughter was in the home as a newborn or almost newborn.
His wife was pregnant, and in fact his paranoid psychosis and the
acting-out had proceeded out of a reaction to his wife being pregnant.
He had regressed in his marriage into the gquality of a relationship that
existed between he and his mother, which was positively awesome. His
mother had attempted to drown him as a child--or he told the story that
she had. He feared a fatal rejection from his wife in the context of
the pregnancy. Well, of course, I was coping with the problem of being
a new father myself.

There was a tiny honeymoon period in the treatment in which he
seemed to hear that I was going to listen to him and he was going to be
able to work this out, and he was very excited and his mood picked up.
We were both under the influence of feeling, "Gosh, this is just going
to go swimmingly." And then, he came and confessed that that he had
spent the night on my front lawn, cradling a deer rifle and fantasizing
murdering me and my family. So, I was up against it again. Once again
my supervisor helped me see that what I wanted to do was to treat him.

I was not to see my supervisor for a week, and I stuck to that very
fastidiously, actually did not break and run. I think I had a kind of
combat mentality about this. I felt that I had to go through this, and
I had to be faithful to what my resources were and not break and run
like a frightened child and cry for help all hours of the day and night
and so on. So, I decided to go through with what I was experiencing.
His fantasy in that next interview was that he was cutting my head off
and throwing it out the window. I was far too anxious to understand why
he was so angry with me--why he was so paranoid about me.

It didn't matter. I went home, found my way through the day,
preoccupied with this threat, and I realized: "By golly, I am honest to
God paranoid myself.” I felt that he was out to get me, and I recog-
nized that just because he was out to get me, did not mean that I was
not paranoid. I knew that I was in an altered state where I felt the
need to have a combat readiness. I could not sleep at night and did not
for three nights running. I was down at Sears in a very pseudo-
practical way figuring out ways to secure the windows and make it
difficult to access the house without making noise at least. I waited
until the break of dawn, when the vampires and werewolves go in, to get
an hour or two of sleep and would sleep in the afternoon before supper.
So, I had to confront the fact that I was clinically paranoid myself and
still intellectually dedicated to continuing the treatment for good or
ill.

Oh, ok--I should tell you the dream. I went to sleep briefly at
dawn on the third day, and in the dream I had a knowledge. I wakened
from this same bed--it was in the middle of the night in the dream--1I
wakened from this bed with a certain knowledge that the patient was in
my house. He was inside my house. I knew somehow that I would find him
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in the bathroom, and I presume, as author of the dream, that I also knew
what I was going to find, so my affect quite matched that. I had a
sense that he had murdered my baby and that it would have been done with
a knife. And so, as I apprbached the bathroom with that absolutely
selfsame affect that would belong to the idea that one's infant had been
murdered--or one's self had been murdered--I saw that he was in the
bathroom. He had a sharp edged weapon in his hand, the nature of which
I have forgotten, I think an axe. The water in the toilet was brilliant
red, and I--thank God for some defenses--I did suppress the image of the
body of the child, but that was what I feared: I would see the horror
of my infant child murdered. The patient looked at me, and I at him,
and we embraced. My conscious sense was that I am going to restrain him
with an embrace, but I realized in the dream that there was both res-
traint and there was an uneasy sense of loving, sheltering, protecting
both of us from the horror. When I looked--stepping back in the dream
to look at his face--I saw that his face had characteristics that be-
longed to him. His glasses, as I recalled it, belonged to me. His nose
was changed; it was distinctly like my supervisor's. He was a curious
amalgam of himself, my supervisor, and me. I picked this one because of
your definition: tell me a story where you feel you have been caught up.
I think that in the most objective ways, my dream reveals that I was
caught; I was absorbed in this. You could scarcely ascribe technical
neutrality to what I was doing.

I had that experience, and I went back to see my supervisor and
told him how crazy I was. We swapped easily the analogies between my
situation with my infant, my rage, the patient's implicit rage. So why
does the patient become parancid with me? My supervisor suggested that
I had lied to him, because he had said to me, before he confessed to me
what he was doing, "Can I tell you this in confidence?" My supervisor
suggested that I had lied to him when I said, "Yes you can.”" He
suggested that the fact was that I was going to do what I thought was
best with whatever he told me. Probably that would be to keep it in
confidence, but he said this guy is crazy, but he's not stupid. And, he
knows that you will do what is best, not let him tie your hands and do
what he has made you bargain to do, in return for which you get to hear
his story. He's angry at you for lying to him, and he reckons that it's
not really clear if you can be trusted. Being angry at you and needing
at once to depend on you so much, he has had to escalate his fear into
the rage and he wants to kill you. He is simply so dependent on you,
and you need to go after that in an analytic way. And I did. I don't
think we ever actually reached agreement that really was what had hap-
pened, but his reaction to me subsided with my candor with him. We were
able to proceed with the issue that he might have been angry with his
wife and that was analogous to being angry with me. It was something he
could not support. He could not support being angry, for to him anger
meant proceeding to destruction of your opposite number. It brought us
to the history of his fear~-terror at the hands of his mother and a lot
of child abuse. The solution to that was, of course, fierce independ-
ence on the one hand, and on the other hand a person who required
ungquestioned possession of his love object--and he had a frail, child
woman for a wife. It went very well from there on, and I fairly
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promptly recovered from the paranoid state and slept well again. I had
a sense of, "By golly, this is a hard way to make a living." Really,
when it gets down to hardball, and it's not kind of a neat thing of
helping people, stuff like that--that sounds so benign and good. This
could be bloody terrifying to assume the responsibility. I felt much
better. I have always felt more like a man since tackling that case and
going through the valley of being really as frightened as I have ever
been.

(You had a sense of the heaviness in his presence and a sense of
dreading what he was going to tell you. And I get the sense that
somehow that was realized, too, when he did tell you about his nighttime
activities and gave you the confession.)

I am interested that you're focusing on that, because I think maybe
I'm trying to lead us down the road away from that point. I was in a
state of dread, and my first thought was that the dread was very like
the affect in the dream--that I would have after all was revealed,
everything had been made plain. My fears, my unnamed fears, had been
made absolutely specific, painted and described in minute detail. And
then I had the affect, the affect was the same. It was an affect as
though you were going to learn of bloody murder.

[Pause]

Associations to Macbeth.

[Pause]

And to the potential--that I've recognized in myself and others--of
having murderous rage towards someone upon whom I depend.

[Pause]

Well, I suppose I might clean this up a little bit, but it seems to
me that I knew what was going on before it was going on. I knew what
was going on before it happened, and I had the affect to match. I
didn't know exactly what I knew, but my dream later suggests that per-
haps I did know precisely that the image of an absolutely vulnerable and
perhaps even female person at the mercy of an absolutely murderous male
person was a part of me as well as a part of him. And I think the
femaleness was in a way a nice--the femaleness and the infancy--was a
nice way to externalize and represent my own vulnerability. To displace
my own vulnerability onto the female is so common in males, it seems to
me.

(I'm not sure I'm following.)

I'm hypothesizing that what he was about resonated with that same
complex in me, and I did not need to know the facts to encounter the
affect.

Incidently, I still think it was kind of curious to decide to treat
him rather than call the cops. I had that rationalized with my super-
visor, and what wouldn't rationalize I displaced onto idealizing my
supervisor's wisdom. I didn't worry all that much about the decision, I
consciously felt that it was the best decision, but I would be at loss
to defend the decision. But it's very curious that in the dream there

115



is a very powerful sense of taking him on as a project that was as
imperative to me as a taking oneself on, taking one's self seriously,
getting treatment for oneself, takin¢ your own life seriously, taking
your own growth and development seriously. I'm compelled to think that
I found a substantial piece of myself in him, and I found it quickly and
with precious little data.

(You had a sense of being threatened, being immediately in danger
for your life, and apparently you were intuitively correct. The fellow,
as it turned out, did spend an evening out in your front yard with a
deer rifle.)

Well, remember, he said that he did. No one of, he said, half a
dozen or more women that he took to the woods ever blew the whistle,
which strained my credulity at the time. He said that he was on my
front lawn--this might be worth telling, but I don't know what in the
world we'll do with it. He told me late in the treatment without quite
acknowledging the infantilism in it that his weapon was not a deer
rifle, but a BB gun, and that his wife had taken the BB gun and hidden
it from him. Over the years I have thought that somehow I avoided
asking him about the lie. He confessed a lie to me that he had repre-
sented himself as hauling lethal force around, when actually he had a
play gun. I thought, "Boy, I was a whole lot more scared than I had
maybe any real need or reason to be." I thought about it as perhaps,
when I decided to take him on, I knew that it wasn't as dangerous as it
was cracked up to be. What was dangerous, perhaps, was—--or in humane
terms--was that the poor fellow would be punished rather than treated.

So, that too brings me back to myself and feeling that I'm not
really a dangerous person in the land. I really am a person who is
perfectly capable of paranoid and depressive reactions, and I certainly
had those experiences, but there is nobody really in danger in my life
but me.

(There's a curious quality of a kind of objective reality versus
psychic reality. What was important was the kind of sharing of the
world as this person saw it and experienced it, and in that world
everything is of the quality of deadly force. Up until the dream, the
dream was some kind of turning point, but prior to that, as you say, you
were clinically paranoid yourself, or sharing his experience of the
world.)

Yes. Absolutely. And I felt like my own unconscious had been just
turned inside out, and my defenses raked off, and I was left really
naked, and I had resource only to very primitive defences. Like I found
the Shakespearean heart of my fear and greed and murderous rage.

This has just occurred to me, for years, now, I've been wondering
what's a boy like me doing in a place like this, in this profession. 1In
the dream, the horror was that I would not reach the person, reach
myself, my supervisor, the treatment, the consultation room, I would
not--the bathroom, the murderer--I would not get there in time to
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prevent this horrible thing from occurring. That was the awful dread as
I realize it now. I suppose it to be a tidal wave of understanding that
I really had no choice. I really had no choice but to treat him. I
think in a way I envy people who would have easily said, "You know,
life's too short to devote your energy to this,” but I don't think I had
a choice. In the same sense that I do not think I had a choice in
becoming a physicist or a chemist or a psychotherapist. I had important
business there in the bathroom.

First Impressions

The first thing that strikes the reader, as well as the therapist,
in this narrative, is an anxious mood that carries foreboding overtones
and vague anticipations of things to come. This mood or atmosphere
emanates from the patient and is linked to his heavy and ponderous
presence in the room. The therapist is frightened and knocked off
balance by this experience, as well as by the confession that follows,
so much so that he realizes that he wants help with this case and
returns to his former supervisor. Together, they are able to formulate
the case and recognize that the patient is suffering from "a desperate
isolation, which we could abridge," and the therapist commits himself to
treating the patient rather than calling the police.

This is not the end of the therapist being dislocated from the
familiar. While previously the therapist was primarily dislodged from
his usual mode of practicing therapy, the patient's threats and fanta-
sies frighten the therapist into a paranoid state encompassing his whole
experience of the world. It is important to note that the therapist
decides to stay with the experience and live it through; he does not
quickly jump to resolve the experience or get rid of it by returning to
his supervisor or terminating the case. There are several facets to

this "altered state." First, the therapist is essentially sharing the
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patient's paranoid world view, in which lethal reprisals are always a
threat and a combat mentality required. This experience also implies a
curious blurring of reality and fantasy such that BB guns are high-
powered rifles and werewolves and vampires only come out at night. Not
only is there a sharing of world views, there is also a blending of
identities. This is first recognized in the correspondence between the
patient's and the therapist's lives, since both are dealing with the
issue of newborns entering their families. It is in the dream (where
the boundaries between ordinary reality and psychic reality are most
fluid) that the dramatic blending of identities between patient, thera-
pist, and supervisor is explicitly experienced. Again, the therapist is
able to return to his supervisor, formulate what is going on, and re-
engage the patient in a therapeutic manner.

The narrative ends with the therapist's reflections upon his sense
of being compelled to take the case on. This reflection returns us to
the anxious foreboding mood that announced the events that followed.
The therapist suggests that he did not need to know the facts to encoun-
ter the affect. He emotionally resonated with the patient from the
beginning. The frightening quality of this experience, perhaps, points
to how unfamiliar this aspect of himself was to the therapist. The
therapist's statement about having no choice but to treat this case
suggests that not only did the patient's issues have great personal
significance for him but that he was already immersed in the events from
the moment the patient sat down in his consultation room. In other
words, there was no point at which the therapist's understanding of the

case could have arrived in time for him to hold himself back from his
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immediate engagement by the case. The only way for the therapist to
understand the patient, as well as that "substantial piece" of himself
that was addressed by the patient, was to allow the events to unfold
without dissipating them through actions that would have brought prema-
ture closure. The moments of objectivity in which the issues of the
case were formulated always followed the therapist already finding

himself thrown into the midst of these events.

Categorizing the Narratives for

Preliminary Themes

There clearly are many important aspects in the above example, and
it is tempting to move in and try to interpret the events in terms of,
for example, pyschoanalytic ideas on countertransference or projective
identification, etc. Rather than using pre-developed theories to guide
understanding at this stage, let us return to other narratives and
situate this first example back into that context. In other words, now
that we have looked at one very striking narrative in detail and allowed
it to engage us, let us move back to a level of ¢onsidering the field as
a whole and see what sort of organization can be developed.

The first example, and other experiences like it, seem to provide a
reference point in the midst of this domain around which other narra-
tives can be located. Among these other narratives, certain stories
begin to stand out as presenting a type of experience in a modal way.
They seem to define some category or type of therapy experience, and
related experiences may be located in relation to them. These other

narratives, placed within a category, serve to amplify and £ill out
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which aspects of these experiences hold them together as a type. They
also make clearer relations that exist between categories.

In the following section, examples will be presented, which serve
as illustrations of the major types of psychotherapy experiences de-
scribed by co-participants. These examples provide concrete instances
of various therapist experiences and highlight particular aspects of
this domain. Although other examples could have been chosen, the fol-
lowing make especially figural the particular aspects of the therapist's
experience that characterize a specific category of experience. This
chapter, therefore, will focus only on selected examples; the reader is
referred to Appendix D for a complete presentation of narratives, where
they are grouped under the four categories to be discussed.

The co-participants described these four categories of psychothera-
pists' experiences: 1) Losing (and Regaining) Control, 2) Merging,
3) Connecting, and 4) Recognizing. Although these categories will be
clearer after presenting examples, it may be helpful to introduce these
categories in a preliminary fashion. By having in mind what the catego-
ries are about, the reader can more easily see which aspects of the
narratives are being focused upon.

1) Losing (and Regaining) Control. The stories in this category

primarily have to do with how much control the therapist has over the
events occurring in the therapy. Frequently, there is a kind of strug-
gle going on between the patient and therapist about who makes what
decisions in the therapy.

2) Merging. The stories in this category are held together by the

therapist's experience of a typically frightening loss of boundaries,
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including the boundaries between self and other, reality and fantasy,
and familiar and strange. The previous example, #1 "He's inside my
house," is illustrative of this type of experience.

3) Connecting. These experiences have to do with a sense of
establishing a deeper, more empathically attuned level of communication
between patient and therapist. There are some similarities to the
Merging experiences described above, but they involve less confusion of
self and other. Instead, there is a more balanced sense of reciprocity
to the dialogue.

4) Recognizing: In these experiences, the therapists describe

coming to see, recognize, or understand something about their patients.
This recognition can range from an intellectual formulation, couched in
terms of theoretical concepts, to a more profound, almost existential
insight, in which the patient is recognized as a Thou. In these latter
forms of recognition, there are similarities to the deep communication
described under the Connecting category.

These categories tend to shade into each other and any narrative
may show aspects of more than one category. (This is particularly the
case with the more central examples, such as Example #1: "He's inside my
house.") These four categories provide a way to focus upon and consid-
er, in detail, some salient features of these narratives. In this
manner, the categories provide preliminary themes and a place to begin

to describe what is essential to all of these experiences.
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1) Losing (and Regaining) Control

The narrative which follows primarily illustrates a crisis in the
therapist's control over the &herapy situation. Other themes can also
be discerned; our mein concern, at this point, is to exemplify the type
of experiences in which this issue of control is the primary issue.
Although condensed to varying degrees, all examples retain the thera-

pist's own words.

Example #2: "You ride the whirlwind"

Things that stand out in my mind over time are enormous difficul-
ties that I had during the course of an interview, and very frequently
these were confrontations of one sort or another. I am reminded parti-
cularly of a patient who was becoming more and more demanding of time
and energy. I had been setting the limits with this patient, but some-
how they had to push it to the ultimate limit. They threw a fit, and
they were crying and carrying on, rolling around on the floor. The end
of the session came, and they wouldn't leave. That's a particular kind
of encounter that has a real impact. I think the real problem in
something like that is you don't have control over what is going on.
The patient is insisting that you're suppose to do it one way, and
you're saying, no, we're not going to do it that way.

(Do you remember what that was like for you?)

I was sort of looking at the same situation from two points of
view, simultaneously. One was that I felt that I didn't have control
over the situation, which made me angry at the patient. The other one
was that I understood exactly what was going on. It was a deal where
you ride the whirlwind and you hope that when it puts you down you land
on both feet. When I get angry like that I have to measure exactly how
much I'm going to use that to do whatever I feel has to be done--in this
case, to get control of the session. With this particular patient I
knew I could get control by threatening abandonment. I didn't want to
do that. At the same time I was so angry and pissed about being pushed
to do that. The patient wanted and didn't want that. Those kind of
situations don't happen very often, but they are always the ones that
get me most involved. They summon simultaneously both how I feel and
what I know, and I have to modulate between the two.

(You described it as riding the whirlwind?)
I'm never guite sure what's going to happen or what the outcome is

going to be.
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(You described it as riding the whirlwind, like you aren't really
in control, but there's a part of you that is able to look at the
situation and have some understanding of it, which guides you?)

It's very intuitive. You can ask me afterwards and I can give you
all kind of explanations. The thing that I'm aware of at the time is
that it's very important for me to exercise my self-discipline. I just
can't go popping off. 1I'll screw up everything I've been working to-
wards with a patient over a long period of time. That's the whole
purpose in having these happenings that are precipitated by the patient.
They're a test to see, if I'm sufficiently provoked, might I be retalia-
tory. Yet, you can't let people just piss on you with abandon; there's
nothing therapeutic about that at all. You have to have enough self-
discipline to know what's going on and to modulate what you feel.

(How did you respond in the case that you mentioned?)

The patient pushed it to the end of the hour, and I got up and told
the patient that the hour was over and I was leaving, and I walked out.
I had another patient, who I saw in a different office. I let the staff
know that they should note what happens. The patient left after about
fifteen minutes.

(It ended when you left the office and went on to your next
patient?)

No, that ended the happening; it didn't end what was going on.
There is no closure until the next time I see the patient. So I just
ride the whirlwind. I have no idea what the resolution is going to be
until I see the patient next time.

(I'm also interested in what you made of the experience.)

The one thing I have always learned from these things is to trust
my capacity to ride the whirlwind and to trust my judgement for what I'm
doing at the time I'm making decisions, most of them intuitive. You
don't have enough time to think, at times like that. Things are happen-
ing so fast; you just play it. The thing that I get, even when I've
made really bad mistakes, is trust your capacity to ride. Most of my
mistakes, in hindsight, are because the book said I should play it one
way, and my intuition said no don't play it that way, and I played it by
the book. Those are the mistakes I had most regret about.

(It sounds like an instinctual, intuitive approach, once you get
into these events.)

But always with one eye, hopefully, being the observing ego. See,
if I get upset, whether its anger or anxiety, to such an extent that my
observing ego capacities are impaired, then, following your intuition is
not necessarily helpful. One aspect of my intuition with my patient
that I mentioned was just to become flat out retaliatory. You lose
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sight of what dynamically is being played out, and you lose sight of
what, supposedly, you bring to the encounter; some knowledge and
discipline.

(Was this particular episode insightful in any ways?)

I think it was for both of us. For one thing it was probably a
turning point. After that, the trust issue, which was very big with
this patient, was more contained. It was possible for both of us to
refer back to that issue, and we spent a lot of time, subsequently,
reviewing what that was all about and what had had happened. Control,
trust, fear of men, provocation, all those things were played out in
that episode. Affectively, they were played out; cognitively, they were
reviewed subsequently.

What appears prominently in the above example, as well as in others
like it, is the patient's effort to act on and take something from the
therapist. There is a coercive effort coming from the patient that is
parried by the therapist, resulting in a "confrontation" or test of
power over who has control of the therapy exchange. This struggle is
not just a nuisance or inconvenience for the therapist; it threatens to
undermine his or her very potential for being therapeutic and to fore-
close the therapy process. The therapist is called upon to act and to
respond to the patient's behavior effectively. His or her competence
and skill as a therapist are being put to the test. Behind this test of
power and skill, the therapist is also being tested by the patient's
problematic behavior in terms of dependability and trustworthiness as a
therapist. If the therapist responds effectively, not only is the
patient's behavior brought under control and contained, but further
working together, on a level of greater trust and mutuality, becomes
possible.

Although not the primary focus of this story in terms of illus-

trating the category of Losing (and Regaining) Control, it is worth
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noting how the therapist describes responding tc the situation intui-
tively. While trying to maintain a kind of self-discipline, informed by
a more formal knowledge of the situation, the therapist allows the
situation to play itself out. This self-control, however, recognizes
that the situation is not something necessarily to be controlled. One
has to ride it out; one cannot know before hand how it will turn out.
{(This same decision to go ahead and allow events to develop in their own
way can also be seen in Example #1l: "He's inside my house" (p. 111),
where the therapist decides to go through with the experience of para-
noia.) In summary, examples of Losing (and Regaining) Control, are
characterized by a effort on the therapist's part to strike a balance
between allowing events to unfold of their own accord and of maintaining
some degree of control. How the events actually play themselves out may
occur anywhere along the continuum between the extremes of being swept

along by what is happening to trying to dictate what will happen.

2} Merging

We are already familiar with this categery because Example #1:
"He's inside my house" (p. 111) is a powerful instance. A primary
feature of this narrative was how the therapist's experience blended
with the patient's. The therapist found himself drawn into a paranoid
experience of the world, which paralleled the patient's, as both faced
overlapping issues of rage and dependence. Behind the confusion, there
also was a sense that the therapist knew precisely what was going on.
This knowledge, at first, was only carried by a feeling or a mood, but

it became identifiable as things developed. Other examples of this
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category are equally dramatic, and since this kind of experience appears

central to the therapist experiences another example may be useful.

Example #3: "Scared to death" experience

I'll tell you about one of the most striking ones that I ever had.
This was a really significant thing in terms of working with this pa-
tient and in terms of my own development as a therapist. This patient's
presenting problem began with that of a symptomatic child who was de-
pressed. I started seeing the parent, but after seeing the parent a
couple of times began to get quite concerned about the level of depres-
sion that not just the child, but the parent had, also. Eventually, the
treatment changed to where I ended up doing primary work with the parent
rather than the child. I have never quite had a case that I was as
certain was going to explode in disastrous outcomes. Then, of course,
the fantasy was that it would be splattered all across the front page.
This was going to be kill a loved one and kill yourself kind of thing,
and then it's splattered on the front page and so on.

After a while I got obsessecd. I became aware of the level of
disturbance, and I was concerned about it. I was concerned about it,
because no matter what I did, I couldn't seem to find an entry to be
able to get a hold of this particular kind of problem diagnostically for
myself. One of the problems was that this particular patient was unable
to take a whole lot from the therapy. How is it, then, that you help
somepbody who is going under when they are unable to take or introject
any kind of coverage from the therapist? No matter what I did, I
couldn’'t find an entry, which got me even more scared. I kept looking
and couldn't find it, and the situation is getting worse. Everything
that I would try was flatly rejected. The situation continued to mount.
I even go to other colleagues to get some sort of advice. Other highly
talented colleagues and all of them are essentially preparing me for
this disastrous outcome. I'm listening to how they are responding to
me, and they are preparing me for this negative outcome. They are not
giving any answers to solving this problem. When I heard that they are
doing that, I'm thinking, "Oh shit." So my anxiety is mounting up. I'm
looking in the obituaries, shit like that. I can't get rid of thinking
about the case for extended periods of time.

Then, these experiences that you were referring to in your letter
began to happen and would happen almost consistently. The person would
come in, depending on the level of it, if this person was going under, I
would end up really being flooded and filled with that affective experi-
ence. At times, I was convinced that this person was going to walk in
the door, rip out a gun, and blow me away. I was certain at times that
this person had a gun on them. Then, other times I was just filled with
that level of rage that this person felt, and it would make me cogni-
tively cloudy and light-headed, a sense of being almost faint. Also
there was a sense of the room sort of spinning and a sense of being out
of control. Out of control rage, as if the whole room were going to
start to spin and just spin off from the building that it was attached
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to. It was a real weird sort of sensation. Other times it would flip,
with all the depressive things mobilized, and the sense was of being
smothered with the weight of the depressive elements and the inability
to get out from it, just enveloped and swallowed. Then the funny merger
with it; I could feel myself resisting it and fighting it and not liking
it. Then having it all within me, which would be very uncomfortable,
and it would lead me to be filled with so much hopelessness and futili-
ty. It was like being underwater and frantically trying to get to the
surface. It was all the time that I'm sitting there listening to this
person that this kind of thing would go on.

I was getting increasingly more and more scared, feeling more and
more vulnerable. I remember talking to somebody about it who I use for
a consultant. Eventually, I got to the point of deciding that I was
going to go ahead and take a chance with this person. Either, I was
going to see this person, hop in there with two feet, and have no
guarantee--in fact have the probability that this is a dead person and
that I might be dead--to just go ahead, take a chance, and hope that the
situation would work, or I would have to get rid of the case. At which
time, I was concerned about the effects of getting rid of the case on
the individual. I decided that I would go ahead and take a chance, and
I was scared for an extended period of time. I had these kind of
experiences with this individual over and over again. What eventually
happened is that things got settled down with this individual. I saw
this individual over a period of five years and the outcome was good.
The individual is doing well now, functioning much better than before,
has been symptom free for an extended period of time, and there was some
structural change that went with this individual as well. So the out-
come was positive. This time it worked; sometimes it won't go that way.
But I would have those kind of experiences over and over with this
individual.

This person had such an internalized sense of badness and so much
primitive rage that I was scared of it. What would happen is that this
person would make contact with me, and I would feel it. Part of the
problem I was having was that there was no reciprocity between us; I
didn't feel like I could make a connection. I thought, "Well, ok.
What I'm feeling here is this contact. I'm making contact with this
person. It's scaring the fuck out of me, but at least there is some
sense of connection. If I could tolerate it and go with it, this is
where the connection would begin." Once that happened, I got comfort-
able with it. I would say those experiences happened more regularly
than with any other patient I have seen because of the primitive attach-
ment that was there between this patient and myself. It was real pri-
mary process, in terms of sharing of boundaries, fusion of boundaries.
I would lose track of other objects in the room or the fact that this
individual was sitting in this chair and that I was sitting over there.
I almost always know about when fifty minutes is up, but I would lose
track with this particular individual. A lot of my usual sort of secon-
dary process kinds of measures, or whatever, would not be as operative
with this particular individual. There was a primitive crossing over of
boundaries, which this individual needed. With some of the others that
this has happened, it's happened more transiently. I'll have an
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experience of it, kind of come out of it, and it's not as regular. With
this individual it was just a constant sort of thing that would go on.

What's really pronounced is the affzct, the shared affect, and the
blurring of boundaries: the fusion of boundaries, the loss of bounda-
ries, and the merger. The loss of self-differentiation. Loss of all
these usual central ego functions, like time and spatial realities.
It's like when you watch a movie and you forget that you are in the
audience.

As with Example #1: "He's inside my house" (p. 111), the most
salient feature of this experience is the frightening and disorganizing
effect it has on the therapist. The content of this fear is likewise
focused on the intensity of destructive, homicidal-suicidal impulses.
As with the first therapist, this therapist seeks advice from his col-
leagues, but, in this case, their approach is to prepare the therapist
for the high probability of some very negative outcomes. Meanwhile, the
therapist's anxiety is mounting and shifts to include more than just his
concern about the outcome of the case; he begins to undergo frightening
altered states of consciousness. In this unusual state of mind, in a
manner similiar to the first case, the boundary between what is real and
what is fantasy is confused, and the therapist wonders, for example,
whether the patient really has a gun or not. There is also a merger of
experience and a sharing of boundaries, such that it becomes unclear
who's experience belongs to whom. Depending on the state the patient is
in when he arrives, the therapist frequently finds himself filled with
the patient's affective experience. He experiences, for example, out of
control rage and suffocating despair. He doesn't like having these
unfamiliar experiences and struggles against them.

Despite warnings from his colleagues, and an increasing frequency

of unsettling and confusing experiences, the therapist decides to go
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ahead and commit himself to treating this case. He arrives at a formu-

lation of these disturbing expreriences as moments of contact with this
person: the very connection that he previously felt was lacking and
therefore made it impossible for him to help this patient. The experi-
ences continue, but the therapist gradually feels more comfortable with
them, and things eventually settle down.

Although less explicit in this example, one again detects a sense
in which the therapist must take the case on and go through these
experiences. This therapist describes the case as being a challenge or
a test of his faith in the effectiveness of psychotherapy. He tries to
keep a part of himself from becoming involved in this case, to protect
himself from it's uncertain outcome, but he finds that this does not
work. He has to fully commit himself to the treatment to be effective.
Although he does not talk about his need to commit himself to the case
in terms of the dim recognition of aspects of himself in the material,
as does the therapist in the first example, in both instances it is by
immersing themselves in the feelings that are stirred by the case and
allowing them to develop that an understanding of the experience
emerges. Though the merging (or "fusing") of the therapist's and the
patient's experiences seems to be the most central feature of this
story, again, other features can also be seen. The therapist commits
himself to the unfolding of an event that he realizes he cannot control
or manage, as do the therapists in Examples #1 and #2. The periods when
the therapist is able to formulate the case come after he has made this
commitment. The therapist recognizes that these merger experiences are

also the beginnings of a connection with this patient.
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3) Connecting

The focus in the following example is on the particular emotional
"atmosphere" between the patient and the therapist which facilitates the
communication of experiences in a more significant manner. It is a
subtle emotional attunement, which may go unnoticed, although it makes

possible a greater depth to the psychotherapeutic dialogue.

Example #4: "Parallel regression"

Another kind of encounter that I find fascinating but don't really
understand I call parallel regression. If a patient is moving into a
more primitive mode, I also move into a more primitive mode. It's like
someone were dreaming, and you were a part of their dream. But you
aren't fused, your part of the dream is different from theirs, but they
are collaterally related.

(Can you recall an example?)

It's hard to do. Like a dream, they have an elusive quality. I
notice it after the fact. The first time I began to notice this happen-
ing was, at the end of the session, the patient would say, "I was really
regressed." I realized I had been regressed, too. I may not notice it
at all unless something focuses my attention on it.

(An example would be helpful.)

It's really hard to do.

I remember one. The patient was using the couch and started talk-
ing about early memories. It was old material, but with a different
guality. They were more caught up in it. It had to do with isolation.
I remember feeling almost tearful. The patient was conveying an affec-
tive state. We had been through the material before. The patient got
more into it and began to cry. I was reminded of similiar experiences
in my own life, though they were different.

It's a resonance; like a sympathetic vibration in music. I don't
think this would have happened--the patient wouldn't have gone there
unless I was regressed, too. Content-wise, I hadn't experienced what
the patient had experienced, but affectively I was familiar with the pa-
tient's experience.

(Regressive?)

Content isn't that important. The content has a quality of dif-
fuseness. It's a state of being more than anything else. The important
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thing is that affectively we were in the same place. I was a partici-
pant observer in the classical sense.

It wouldn't have happened that way if they were alone. The mental
contents would be different. If they were alone, it would be more like
dreaming.

By dream-like, I mean things flip around, content-wise. What seems
to be important is affect. What I'm aware of is that if I don't respond
to the patient, I limit the patient's capacity to regress.

This is not the same as fusion, because I am always aware of myself
as separate. The patient may fuse with me, but that's something else.

Sometimes patients sort of unplug, come back a week later, and plug
back in.

(There's a shared atmosphere.)

Atmospherics. Content is almost irrelevant; it's just a vehicle.

I find these fascinating; I don't know if much is written about
them. Probably because the experience is destroyed when you put the
word to them. 1It's like trying to elucidate fog and going out to put
some in a mason jar.

The prominent aspect to this experience is the ongoing, empathic,
emotional attunement. In the previous three examples, especially the
"scared to death" experiences, there is also emotional connectedness,
although the quality is different. The connection is lacking in reci-
procity between therapist and patient, lacking in boundaries, and over-
whelmingly confusing. In someways, the previous examples seem to lay
the ground for the kind of empathic attunement ‘described in this exam-
ple, #4. The sort of emotional connectedness described is subtle and
unobtrusive. It can be present without being noticed at all. It exists
more as the background against which certain kinds of therapy experi-
ences become possible for the patient. 1In contrast to merger kinds of
experiences, separateness exists between what the patient and the thera-
pist are experiencing. ("You aren't fused.") The experiences are

similiar, the affect is congruent, but the therapist identifies the

experience as comprised of his own material. When one tries to make
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this attunement aspect of the therapy events figural, it seems to slip

away. Like the dream-state to which this therapist likens these experi-
ences, one is in these experiences without being aware of being in them,
and one only becomes aware of them as one leaves or "wakens" from them.

There are many other examples that could be given from this catego-
ry. As the examples in Appendix D show, they frequently involve a
breakthrough in the patient's defensiveness and the establishment of a
new level of relatedness where more affectively charged and meaningful
material is communicated. This level of communication is often de-
scribed as more playful, though it can still border on the uncanny, as
when fantasies or affects that the therapist experiences seem to match

very closely the patient's own feelings and fantasies.

4) Recognizing

Under the heading of Control, the emphasis was on the patient's
impact upon the therapist, under the heading of Connecting, the emphasis
was on the patient and therapist being together, while under this head-
ing, Recognizing, the emphasis is on the therapist reflecting upon the
patient as other. These experiences seem to span the range from more
immediate or contemplative experiences, in which the patient is recog-
nized as a "Thou," to more cognitiveley oriented reflections in which
the dynamics of a case are clinically formulated. There is considerable
range among the kinds of experiences that are grouped under this head-
ing; yet, they all have a quality of coming to see something, as in an
"aha!" kind of experience. I have provided two examples of this cate-

gory to help convey a better sense for the range that is spanned.

132



The first experience (Example #5: "Moments of recognition") focuses
on the more existential insight of recognizing something fundamental
about the human condition, which seems to emerge from a moment of deep,
but wordless, communication in which both patient and therapist are
touched and affected. It shows similiar aspects to the category of
Connecting. The second example (Example #6: "Glimpses of the patholo-
gy") is also a moment in which the therapist has an insight into the
patient's experience, and this knowledge affects and changes the thera-
pist. This experience does not have the same reciprocity between pa-
tient and therapist, and it leaves the therapist in a more objective and

clinical stance.

Example #5: "Moments of recognition"

I'm recalling, now, the sense of taking another person seriously.
Moments of contact, when you permit yourself--I'm not saying it's volun-
tary, however you do that--when you permit yourself a recognition of
that person's pain and the seriousness of their life, are extremely
moving moments. To me, it's centered around looking in the person's
eyes and not being afraid to see into them and not being afraid to let
them see into you. Having a sense of how serious it all is. It often
comes out around suicide. I've many times been involved with people who
I thought were likely to kill themselves and recognizing that with
someone and recognizing that it's not a mental illness to want to kill
yourself or seriously consider that alternative. It's a very serious
way of thinking about your life and the conditions under which it's
worth living, taking responsibility for it. The decision to live or die
is a very human act, a very central human activity.

One of the issues in treating people who are seriously disturbed,
or seriously concerned with themselves, however you want to think about
it, depends on whether you are willing to to be the most important
person in their lives. Whether you can stand that without being so
guilty and or conflicted about it that you push it away or so over
gratified by it that you take advantage of it in an exploitive sense or
whatever. But the other side to that, which I haven't thought so much
about, is that it means letting patients be important to you. I do
think there's an asymmetry, because I don't think it's the case that
any one patient is the most important person in my life or that my
patients collectively are. But as individuals, I do think they really
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do have to be important to you, in the sense of your really encountering
the events.

I think the whole issue of the kind of impact that patients have on
therapists is not very well understood or thought about. We know about
countertransference, but I'm not talking about that. I'm talking about
the ways in which knowing that person and being involved with them in a
serious relationship changes you. It must. At the very least you gain
experience. That's almost trivial. In anthropology, if you think of
the relationships between informants and anthropologists, close rela-
tionships develop. If you look at the history of the psychoanalytic
movement, the number of patients that have become colleagues of analysts
is pretty significant, especially in Europe. And if you talk about
really serious physicians, and I mean life saving physicians, if you get
to know them--like this one, who was an oncologist, was telling me, "I
never treat my friends, but all my patients become my friends. It eats
me up; I don't know what to do about it."

In this first example the emphasis is on how the patient, when
allowed to address the therapist as "Thou," has an effect and changes
the therapist. This sort of impact upon the therapist is different from
the impact of the patient described in Example #2: "You ride the whirl-
wind" (p 122). The effect that the patient has in this experience
results from the mutual openness and reciprocity in the dialogue rather
than from any efforts by either participant to coerce or change the
other. One can see aspects of connecting in this example; the therapist
even refers to these as moments of contact and makes mention of how
friendships can develop out of the patient-therapist relationship. What
seems peculiar to this example is how the therapist is confronted by or
addressed by this patient as a uniquely significant individual. The
therapist comes to see or hear this patient in all his or her individu-
ality. Beyond the affective resonance that was highlighted under our
discussion of Connecting, there is an understanding that occurs as the

therapist recognizes and allows the patient to address him uniquely and

humanly as a Thou.
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The following example provides some contrast to the preceding
example by highlighting understanding in a more cognitive manner which

also downplays the aspect of Connecting.

Example #6: "Glimpses of the pathology"

I was working with a not psychologically sophisticated individual,
who has zero interest in learning about himself. It irritates me that a
third party is paying for his treatment, which he needs, but he has no
interest in it. Sometimes the facade drops and I get a glimpse of what
is behind it. Then, I feel less irritated and can be more objective and
therapeutic. It's not that the relationship improves or I feel closer
in an interactive way, but it changes how I feel. I am more empathic,
more patient, and more therapeutic. I have more understanding, and it
allows me to pace with him.

Another patient is this obsessive, controlling, but bright young
man. He grates on your nerves because of his obsessional need to con-
trol. He's rather schizoid with few friends, but I find myself in this
battle with him about who's in control. At times, though, things
change. I see the person behind the defenses, when he allows them to be
dropped. He's scared and lonely. This changes the way I feel about
him. I'm no longer doing battle with the defenses, and I have a window
to the core of the pathology. I get a chance to look on through the
defenses to the lonely, scared part.

Another example is this needy, octopus-like patient. He needs

everything; he's like an empty pit. "Do you have coffee? Can I use the
phone?" He would eat my bookshelf if it were digestible. The tendency
is to say to him, "You want more than I can give." It came up that, as

a child, he had found his parents, after the father had killed the
mother and, then, himself. This information softened me. I can allow
myself to give more. It triggers something maternal-paternal in me. I
find that I need to watch my therapeutic distance with him. When he
revealed this information, there was an immediate change in me. At
first it was kind of a shock; then, "Oh, I understand why you do this."
It allowed me to be more in tune with him and his needs. 1It's clearer
what to do with him, because I know why he acts the way he does. I Kknow
he doesn't need coffee, and although I can't be his mother or father, I
can help him deal with it.

The focus in Example #6 is upon how the therapist's insight into
the patient's condition allows him to regain his therapeutic stance.
For example, he sees the patient's behavior in a new light and is able

to be objective about his feelings toward the case. He can now be more
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responsive and in tune with the patient's real needs rather than just
being reactive to the patient's prickly exterior. The therapist recog-
nizes something more about his interaction with the patient than he was
emotionally aware of previously. 1In a way somewhat similiar to the
therapist in Example #2: "You ride the whirlwind" (p. 122), the thera-
pist's objective insight helps him temper his emotional response to the

patient.

Summary of Types of Experiences

I. Losing Control

Characteristics. These experiences are often precipitated by the

patient's effort to coerce something from the therapist. If the thera-
pist over-reacts, the situation may get out of hand and end the therapy.
As he tries to maintain a degree of control, the therapist may experi-
ence himself as swept along by the events, but if the therapist can
tolerate these experiences, they often lead to a better therapy

relationship.

Example. #2: "You ride the whirlwind" (p. 122). The patient
becomes increasingly demanding of the therapist, eventually refusing to
leave the office at the end of the hour. The therapist feels he is
being pushed to his limits, and is tempted to retaliate. Instead, he
maintains a degree of self-control and objectivity, which allows him to

"ride" the situation out, responding primarily on an intuitive level.
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II. Merging

Characteristics. These experiences are characterized by a fright-

ening loss of boundaries between self and other and between reality and
fantasy. There is a confusion of the patient's and the therapist's
experiential states, which often have to do with primitive aggression.
There may be a movement from these fusion states, for example, with a
supervisor, during which the experiences are temporarily separated out
and formulated. These moments are typically followed by a return to the
more confused condition. This oscillating movement in and out of the

confused states seems to gradually lead to greater differentiation.

Examples. #1: "He's inside my house" (p. 111). The therapist
takes on a paranoid patient who is struggling with homicidal impulses.
The therapist's fear of the patient's threats leads him into paranoia,
too. Underlying this confusion, there is a striking correspondence
between their lives, which facilitates an overlapping of unconscious
issues.

#3: "Scared to death" experience (p. 156). The therapist is
working with a patient who is struggling with homicidal-suicidal impuls-
es. The therapist experiences states of confusion and affective merger
with the patient's emotional states. The therapist allows himself to go
with these experiences and eventually recognizes them as moments of

primitive contact with the patient, which the patient needs.
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III. Connecting

Characteristics. A deeper, empathically attuned communication

emerges between patient and therapist. It is often characterized by a
special, emotional atmosphere they share. In contrast to Merging exper-
iences, the therapist retains a sense of individual identity; therefore,

these experiences are less obtrusive and unpleasant.

Example. #4: "Parallel regression”" (p. 130). A shared affective
state, which is recognized after the fact, makes possible a more mean-
ingful communication. The therapist affectively resonates with the
patient's regressed, emotional state, while retaining a sense for how

his own experience is different from the patient's.

IV. Recognizing

Characteristics. The therapist comes to see, understand, or recog-

nize something important about the patient. These experiences range
from a wholistic appreciation of the other, as when the patient address-
es the therapist as a Thou, to a more objective, clinical grasping of
the patient, as when the patient is seen (understood) in terms of some

theoretical formulation.

Examples. #5: "Moments of recognition" (p. 133). A moment of
contact in which the therapist realizes the seriousness of the patient's
pain. This may occur, for example, when the patient seriously considers
the question of whether to go on living. The therapist realizes how

central a human act this decision is.
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#6: "Glimpses of the Pathology" (p. 135). The therapist describes
times with some difficult patients when he could see past their facades
to the issues hidden behind them. These moments do not necessarily
bring the therapist and the patient closer together, but they allow the
therapist to be more objective and maintain a more therapeutic, non-

reactive stance.

Essential Aspects

The previous section attempted to highlight the differences among
four categories of experiences that therapists had; although considera-
ble overlap and similarity also could be seen. Trying to account for
shared characteristics brings us to the next level of description; a
level which recognizes that there are aspects essential to all of these
experiences and that such aspects exist in a particular relationship to

one another.

An Overarching Theme: Oneness and Separateness

Let us reconsider Example #l: "He's inside my house" (p 111).
Though the most striking aspect of this narrative was the merger of the
therapist's and the patient's experience, there were other features of
the story that could have been coded under other categories of therapist
experiences. For example, after the first interview, the therapist
returned to his former supervisor and together they formulated the case
(Recognizing). Following this, the therapist found himself increasingly
swept along by the therapy events. His daily routines were dramatically

altered to accommodate an increasingly paranoid response to the patient
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(Losing Control). He came to a decision to let these events run their
course and to go through with what he was experiencing without trying to
manage them externally (Losing Control: "you ride the whirlwind"). As a
result, he has the dream involving himself, the patient, and the super-
visor (Merger), which he and his supervisor interpret in terms of uncon-
scious issues over which he and the patient are identified (Recog-
nizing). This time formulating the case allows patient and therapist to
differentiate from each other. Consequently, the fusion is replaced by
a more mature level of relating, which is based on empathy and separate-
ness (Connecting). Finally, the therapist ends his account with a
comment on how he had to heed the way in which this case made a claim on
him. He felt compelled to take the case seriously, in the same fashion
in which he needed to take his own life seriously (Recognizing: "moments
of recognition").

Throughout this story, there seems to be a dialectical movement,
hinging on the theme of personal boundaries. In the experiences of
Merger, for example, ordinary boundaries become confused and the usually
clear distinctions between self and other and between reality and fanta-
sy are obscured. The sense of Losing Control, which the therapist also
goes through, carries a feeling of being taken up or absorbed by events,
such that one's usual sense of freedom is minimized.

In contrast to these experiences of boundaries being obscured,
changed, or crossed, there are other moments when such familiar bounda-
ries are re-established. This is most apparent when the therapist
formulates the case (Recognizing). These moments allow the therapist to

take a more objective stance, which is sharply different from the
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experiences of Merger against which he struggles. The therapist seems
to regain some of his more usual sense of orientation and identity. As
a result, the formerly dramatic shift between familiar and unfamiliar
states gradually become modulated and exist in a kind of balance. This
is apparent in the therapist's emerging sense of bheing connected to the
patient. Such connection is based on the therapist's empathic under-
standing of the patient's issues, which involves an identification with
the patient, but the therapist, now, retains a sense of being separate
from the patient.

The therapist also regains a paradoxical sense of control when he
decides to go through with (undergo) such experiences rather than trying
to avoid them. In this case, the therapist chooses to allow events take
their own course, free of his efforts to control them. Again, things
settle into a kind of balance, and both freedom and constraint come to
find their place.

It may be useful to look more closely at the four categories of
therapist experiences in terms of this theme of Boundaries or, more
generally, the experience of Oneness/Separateness. Clarifying this
underlying theme should make more understandable how therapist experi-
ences reveal characteristics of more than one type of experience; on
this basis it should become possible to describe how such experiences
stand in relation to each other. Table 1 summarizes the manner in which
the theme of Oneness/Separateness appears in each of the four categories
of experiences.

In the first column of Table 1, "Categories"”, the four types of

therapist experiences are presented: Merging, Connecting, Recognizing,
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VARIOUS APPEARANCES OF "ONENESS" AND
IN THE DIFFERENT CATEGORIES

TABLE 1

"SEPARATENESS"

Category Oneness (Relationship) Separateness
Merging Merging (Exclusive and Individuating
Fusing non-reversible) Separating
[Figurall [Absent])
Connecting Empathizing (Conjunctive; Separating
Resonating figure/ground) [Background]
Attuned
[Figurall
Recognizing Communing (Exclusive but Objectifying
Intuiting reversible; Formulating
{Figural or either/or) [Figural or
Absent] Absent]
Losing Coerced (Exclusive but Free
Control Undergoing reversible; Controlling
Embedded either/or) Acting
Determined Choosing
Submerged Transcending
[Figural or [Figural or
Absent] Absent]
OR
[Figural] (Conjunctive; [Background]
figure/ground)
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and Losing Control. In the second column, "Oneness", the characteristic
descriptions which could be seen as instances of the major theme of
Oneness (e.g., "Merging", "Empathizing", etc.) are listed for each of
these four categories. 1In brackets, the manner in which these charac-
teristics appear has been described (e.g., as "Figural” ). The fourth
column, "Separateness", presents the characteristic descriptions which
could be viewed as instances of Separateness. In brackets, the manner
in which such characteristics are apparent is described. The third
column, "Relationship", is meant to capture how the Oneness and Sepa-
rateness characteristics for each category occur together as a pair
(e.g., in Connecting experiences, Empathizing and Separating are both
present, though emphathizing is Figural and Separating is Background).
Relationships between Oneness and Separateness characteristics will
become clearer as each category of experience is considered in turn.

Looking at the Merging experiences in Table 1, we see that the
Oneness aspects of merging and fusing are figural and stand out against
the absence of the Separateness aspects of individuating or separating.
The relation between these two sets of terms séems to be an exclusive,
non-reversible, condition. In other words, if individuating were pre-
sent, the merging aspect would disappear and one no longer would be
involved in an experience of Merging.

The Connecting experiences demonstrate a different relationship
between Oneness and Separateness. The figural Oneness aspects of empa-
thizing and emotional attunement take place against the implicitly
present background of simultaneous separateness. They both need to be

present. Without the presence of separateness, one would be describing

143



Merger experiences; without the presence of empathy, one probably cannot
speak of Connectedness.

In the Recognizing experiences, we again find an exclusive rela-
tionship between the Oneness aspects of communing and intuiting, on the
one hand, and the Separateness aspects of objectifying and formulating,
on the other. 1In other words, one is either experiencing a sense of
communion with the other as a Thou, or one is objectifying the other as
an It; one cannot experience both aspects simultaneously. In contrast
to the Merging experiences, one can have either the Separateness aspects
figural or the Oneness aspects figural, moving from one form of Recog-
nizing into the other and thereby making a reversible situation possible.

A similar, either/or, reversible relationship appears with experi-
ences of Losing Control. One can move from undergoing to controlling or
vice versa, although the one negates the other. Though this is the more
typical experience, many of the stories also present a figure/ground
relationship more like that described for the Connecting experiences.
In this experience, the Oneness aspect of undergoing is figural while it
takes place against the background of Separateness. The therapist has
chosen to undergo what he or she is experiencing; thus, Separateness is
implicitly present as a background.

Using Table 1 as a guide, it becomes simpler to describe the move-
ment already noted in Example #1: "He's inside my house" (p. 111). The
first phase of merging is followed by times of objectifying the case.
Eventually, the separateness necessary for formulations co-exists with
the oneness present in merging, and an empathic understanding of the

case becomes possible. At the same time, the sense of being swept along




by events is modified by the therapist's decision to undergo these
experiences. This simultaneous experience of choosing and undergoing
leads to the dream, which expresses an intuitive understanding of the
patient. It also emphasizes the fundamental way in which the patient is
addressing the therapist, which cannot be ignored.

Table 1 was constructed along the theme of Oneness/Separateness
underlying all four categories, which suggests that the categories
provide only a preliminary outline of what is essential to therapist
experiences in treatment. Looking at the various aspects of Oneness/
Separateness in Table 1, it is possible to simplify things. This is
most easily done on the Separateness side, where the notion of separate
occurs twice: once under Merging and again under Connecting. Thus, we
can reduce things to three general aspects of Separateness: Individuat-
ing, Thinking, and Acting. On the Oneness side, it is less clear whe-
ther things can be simplified in the same way although the Oneness
aspect of empathizing is experientially close to the Oneness aspect of
intuiting, insofar as both are immediate ways of knowing the other.

Such similarity suggests that the Oneness side of Table 1 can also
be simplified to three more general notions: Fusing, Intuiting, and
Undergoing. Again, we can match up Oneness and Separateness terms in
pairs. The first pair remains Fusing/Individuating and describes a
theme concerned with the therapist's sense of identity. The second pair
is the previous Undergoing/ Acting theme, and describes the therapist's
sense of agency. The final pair is Intuiting/Thinking which describes

the therapist's mode of awareness or of knowing the patient.




These pairs are presented in Table 2, where gerunds have been used

to label the themes. In contrast to nouns, which tend to imply that we
are dealing with static entities existing independently of ourselves,
gerunds seem to emphasize that themes are manifestations of a living,

changing, human phenomena.

TABLE 2

OVERARCHING THEME AND ESSENTIAL ASPECTS OF THIS THEME
IN THERAPISTS' EXPERIENCES

Boundaries: Oneness Separateness
Being (Identity): Fusing Individuating
Doing (Agency) : Undergoing Acting
Knowing (Awareness) : Intuiting Thinking

At this point, we have moved to a level of abstraction which is as
far from the concrete level of the actual narratives as can be justified
by present procedures. At the same time, these three pairs of terms
(Fusing/Individuating, Undergoing/Acting, and Intuiting/Thinking) seemnm
sufficient to describe the essential features of the experiences related
by therapists in this study. These three pairs seem to articulate the
dimensions upon which therapy dialogue moves. In a similar fashion to
the overarching theme, of which these are more specific instances, they

describe dialectical tensions that therapy aims to bring into harmony.
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Neither aspect of these paired processes can be reduced to or take
the place of the other without disturbing the psychotherapeutic dia-
logue. It is the co-presence of both that makes the dialogue work. Not
surprisingly, for a study that focuses on striking psychotherapy inter-
actions, the events that therapists describe tend to emphasize the
preponderance of one of the Oneness/Separateness aspects at the expense
of the other. 1In many examples, one sees a movement towards integrating
the initially most salient aspect (e.g., merging) with the other (e.q.,
separating). Experiences that are typified by the co-presence of One-
ness and Separateness aspects in some sort of balance, such as experi-
ences of empathic connection with the patient, seem to be closer to the
end points of psychotherapy. Those experiences emphasizing the prepon-
derance of Oneness or Separateness alone--for example, the experiences
of merger or of being controlled by the patient--seem to be closer to
the beginning point of therapy.

In the next chapter, the nature of the relation between these
paired terms will be considered in more detail. By expanding upon how
the members of these pairs are irreducible and need to be treated toge-
ther, the following discussion hopes to clarify and better articulate
the difficulties that psychotherapists encounter in trying to develop
theories and techniques, which remain grounded in an immediate eXxperi-

ence of therapy.
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CHAPTER V

DISCUSSION

Results of the present study suggest that therapist experiences of
psychotherapy may be characterized by a dialectical tension created
across the boundary of Oneness and Separateness. While such dialectical
tension is probably discernible in any dialogic event, therapist experi-
ences exhibit this tension in unigue ways. For example, one of the most
striking instances of boundary tension occurred as Example #1: "He's
inside my house" (p. 111), where the therapist found himself living
through events beyond the boundaries of familiarity. The therapist felt
as if he had lost the protective boundary delimiting his usual self and
was flooded by unpleasant, alien experiences. ("I felt as if my own
unconscious had been just turned inside out, and my defenses raked off,
and I was left really naked . . . ."}) This disruptive confusion of
identity was accompanied by a sense of no longer being in control and of
simply being swept along by events; at the same time, this confusion
seemed to take place against the background of some sort of intuitive
understanding of what was happening.

The tension in Example #1 seemed to be created by the therapist's
efforts to come to terms with these dislocating and unfamiliar experi-
ences. Oneness experiences had to be allowed alongside with experiences
of Separateness, and a back and forth movement occurred, as the thera-
pist alternated between confused merger and lucid separateness. Eventu-
ally, both sides of the Oneness/Separateness boundary seemed to settle

into co-existence and the therapist had a sense of achieving a new level
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of well-being both for himself and the patient. ("I felt much better.
I have always felt more like a man since tackling that case and going
through the valley of being really as frightened as I have ever been.")

Experiences such as these suggest that therapeutic dialogue seeks
to bring together contrasting aspects of Oneness and Separateness with-
out reducing one to the other. The outcome of this effort is seen, for
example, in experiences of Connecting. In Example #4: "Parallel regres-
sion" (p. 130), the therapist describes experiences of empathic attune-
ment with patients; such attunement involves aspects of both identifica-
tion (i.e., fusion) and separateness vis a vis the patient. The tension
across the Oneness/Separateness boundary, however, does not achieve a
final resolution with moments of attunement; rather dialogue appears to
follow a dialectical path. Phases of bhalance and harmony are followed
by one or another aspect re-asserting itself as the dialogue continues
to search for new forms of wholeness to balance the tension between
contrasting aspects.

Oneness aspects are emphasized in many of the examples since they
tend to be so striking and, therefore, so memoréble. They stand out, in
stark contrast, against the background of more familiar experiences of
Separateness (i.e., of being a separate individual who is capable of
acting freely and with deliberate awareness). Experiences of Oneness
have a sort of indigestable quality to them since they neither can be
ignored nor rendered in terms of the familiar. The aim of this chapter
is to describe how aspects of Oneness and Separateness stand in relation
to each other and how they underlie the dynamic movement of the psycho-

therapy dialogue.
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Before proceeding to discuss the pairs Fusing/Separating, Acting/
Undergoing, and Thinking/Intuiting, a few words of caution concerning
the phenomenoclogical status of these terms are in order. One pitfall to
be avoided is in reifying them by treating them independently of the
examples in which they were given. These aspects are not elements out
of which phenomena are to be re-constructed: they are not the "real
nature" of things nor are they the "causes" behind them. The aim is one
of description, not explanation. The themes arrived at present what
emerged as most essential to these therapy events; yet the wholeness of
these occurrences overflows conceptual labels and we can never exhaus-
tively describe these phenomena. This is not to say that we cannot
become aware of and communicate about these events in their wholeness;
simply to indicate that this cannot be done on the basis of constructing
a technical or artificial language.

There is an inherent dialectic between concrete examples and the
essential aspects used to describe them; a dialectic of part to whole.
In proper balance, examples and essential aspects present the results of
this study in a meaningful way. If there is too much sheer particu-
larity and concreteness, the events remain opaque and ineffable and do
not exemplify anything. If there is too much emphasis upon the "essen-
tial aspects", the results become too abstract and irrelevant to experi-
ence.

This part/whole dialectic seems to be a more general manifestation
of the dialectical tension between Oneness and Separateness with which
the therapists struggled in their experience of therapy events. Since

this study's approach to its topic has tried to reflect efforts at
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understanding engaged in by therapists, it is not too surprising that

there are parallels. The purpose of this chapter is not to build a
model or elaborate a theory explaining experiences gathered in this
study. Its purpose is to highlight and emphasize relationships among

descriptive aspects already delineated.

Boundary Dialectics in the Psychoanalytic Literature

The existing therapy literature, surveyed in Chapter II, has al-
ready introduced a discussion of dialectical tension across boundaries.
In comparing Langs's deliberate efforts to formulate the meaning of a
case with Reik's more intuitive approach, the Knowing dialectic of
Intuiting/Thinking was foreshadowed. Searles also was considered, since
he attempted to bring the intuitive and the conceptual together in his
practice and writing.

Long~standing controversies within the psychoanalytic movement have
been thematized in terms of contrasting pairs, such as between feeling
and thinking, nurturance and insight, art and science, narrative coher-
ence and objectivity. The fact these controversies have not subsided
suggests it is impossible to reduce one pole of the controversy to the
other. Both aspects need be heeded and given a place in understanding
the practice of psychotherapy.

With these dialectical controversies in mind, the major schools of
classical, Kleinian, self, and object relational psychoanalysis may be
discussed in terms of how they attend to therapist experiences of psy-
chotherapy. We now can see that the classical approach emphasizes the

Separateness pole, especially in terms of Thinking (i.e., cognitive




insight). The classical analyst attempts to move psychotherapy dialogue

in the direction of an overt expression of unequivocal meanings (Langs
1976a, 1976b, 1978). An implication to this emphasis is that the pa-
tient's ordinary interactions are viewed as too skewed in the direction
of Oneness. Therefore, it becomes necessary to shift the emphasis in
the other direction towards Separateness, Acting, and Thinking. As a
conseguence, classical analytic writers (e.g., Kernberg, 1975; Blum
1979/1980; Langs & Searles, 1980) tend to reduce or minimize the tension
between Oneness and Separateness by giving preference to Separateness
aspects and trying to subsume Oneness under them.

The Kleinian approach maintains some of the classical emphasis upon
separateness, since it, too, delimits the analyst's role to neutrality;
i.e., the therapists only appropriate activity is to give interpreta-
tions to the patient (Klein, 1951/1981; Segal, 1967/1981). At the same
time, we begin to see a greater emphasis on aspects of Oneness. For
example, the therapist's identifications with the patient are highlight-
ed, and intuitions that result become meaningful communications. Fur-
thermore, the therapist's own communications (or interpretations) to the
patient are framed in terms of fantasies, shifting the focus to the
imaginative instead of the literal. The gratification of needs is still
abstained from, although the therapist directs interpretations at the
patient's current, deepest level of anxiety, thereby requiring the
therapist to maintain a responsive attunement with the patient. There
is, thus, a greater tension in the Kleinian approach between aspects of
Oneness and Separateness than is true of the classic analytic approach

(Grotstein 1981, 1984). The Kleinian therapist affirms Separateness as
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a necessary aspect of treatment by maintaining a neutral, analytic
stance; despite this stance, aspects of Oneness also are given weight by
stressing the roles of fantasy and attunement.

The tension between Oneness and Separateness becomes even more
central in Self psychology. Here tension occurs between the therapist's
empathic attunement with the patient and a failure to gratify patient
needs (Kohut, 1984). There is a constant interplay between the thera-
pist's functioning as an empathic selfobject, partially merged with the
patient, and the therapist's separateness from the patient. The self
psychologist's aim is to move the therapy dialogue along towards the
Separateness pole while maintaining aspects of Oneness. This is done by
replacing archaic forms of Oneness with more mature forms as empathy
substitutes for fusion.

Object relational writers emphasize the reality of the patient's
need for relationships and the therapist's role in meeting these needs
(e.g., Winnicott, 1971; Guntrip, 1969; Khan, 1974; Balint, 1968). As
with self psychology, the most figural tension is that between the
patient's wish to withdraw and relate exclusively with fantasized ob-
jects and the therapist's effort to move the patient into a dialogue
with the external world. This work is impeded primarily by the the
patient's anxiety about loss of objects by separation. The therapy
dialogue must meet a portion of the patient's needs in order for the
patient to relinguish a dependence on fantasized relationships (Guntrip,
1969). The proper proportion of Oneness to Separateness depends upon
the patient's needs at the moment. Winnicott's (1951/1958) discussion

of the experience of illusion illustrates this effort to harmonize
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aspects of Oneness and Separateness (or in his terms, fantasy and reali-
ty) in interpersonal relationships. Winnicott stresses that it is
crucial for people to develop capacities (such as play) to bring the
dialectical aspects of Oneness and Separateness into communication with
each other. 1In Winnicott's theory, this tension between fantasy and
reality is the fundamental issue we all must deal with throughout our

lives (Winnicott, 1971).

Boundaries

To understand the results of this study, it is necessary to discuss
dialectical tensions created by boundaries. Gestalt psychologists
(Kohler, 1947) introduced this term in their work on figure-ground
relationships. As they noted, every figure implies a background that
must be taken into account when describing a perceptual event. In more
general terms, it can be stated that every boundary, which demarcates
some thing, also implies a beyond the thing--an other side to the bound-
ary. It is not possible to have one without the other. A boundary
demarcates a difference, and the two contrasting aspects are not inde-
pendent of each other. They need to be taken together to describe any
event in its wholeness.

Psychoanalysis also has roots in the dialectic described by bounda-
ries. The most essential boundary that Freud described was that between
conscious and unconscious. Though this topographic model was later
superseded by the structural model (where the crucial boundary was drawn
between the ego and the id), a very important point remained: we are

more than we typically recognize ourselves to be. We usually identify
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ourselves with consciousness, but who we are extends beyond this famili-
arity. From the beginning, psychoanalysis was founded upon the idea
that we simultaneously are delimited by certain borders and intimately
connected with what is on the other side.

Another important boundary in psychoanalysis is that between reali-
ty and fantasy. This distinction is not unrelated to the boundary
between ego and id, since the former's province is reality and the
latter's wish-fulfillment. Managing the boundary between reality and
fantasy, as noted by Winnicott (1957/1958), is a fundamental problem
which people must come to terms with throughout their lives. Classical
psychoanalysts rightly emphasized the importance of being able to sepa-
rate and distinguish fantasy from reality. Object relational analysts
balanced this view with their own emphasis on how our lives can only be
creative and enriched if we find a way to allow reality and fantasy to
have contact with one another. By considering both of these points of
view, a recognition emerges of our vital need for certain boundaries
along with our need to maintain some kind of communication across bound-
aries. Borders (and the contrasting aspects they delineate) must be
taken into consideration to come to terms with the totality of our

being.

Charles Scott: Boundaries in Mind

Boundaries and Awareness

The title of Charles Scott's book Boundaries in Mind: A Study of

Immediate Awareness Based on Psychotherapy (1982) suggests that it

should have something to say about tensions created across boundaries.




In this work, Scott describes boundaries as essential constituents of
awareness. Since awareness is constituted by difference, awareness can
only occur insofar as there are boundaries. This view is reminiscent of
gestalt psychology's observations about figure-ground relations. Scott
goes on to assert that awareness is not a "subjective" activity. He
supports this by focusing his study on experiences of immediate aware-
nesses in which boundaries, themselves, become apparent. He refers to
these states of awareness as boundary or border awareness and they are
often distinguished from experiences of ordinary awareness (i.e., aware-
ness associated with personal identity or a familiar sense of self) by
their strangeness. The borders constituting awareness become apparent
when we find ourselves on the other, unfamiliar side of them. It is
difficult to attribute personal agency to an experience in which one
finds one is no longer one's "familiar" self. Scott claims that attend-
ing to border awareness provides the key to understanding ourselves "in
the full sweep of the awareness of which our intellects and personal
identities form a part" (Scott, 1982, p. ix).

Instead of giving preference to more familiar and comfortable
aspects of awareness encompassed by the boundaries of identity, rational
thought, and intentional activity, Scott emphasizes the importance of
non-personal, non-cognitive, and unintentional aspects of awareness.
The present study has also come to recognize such aspects as relevant,
grouping them under the major theme of Oneness. Since the two projects
overlap in this area, Scott's discussion and results of the present
study should be mutually informative. What Scott has to say about

boundary awareness should provide an interpretive context for
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experiences described in this study; examples provided by the present
work should concretely fill out themes elaborated by Scott's more philo-
sophical approach. Both studies share the question of how both to
describe and to come to terms with experiences that bring us to the
limits of our personal selves and beyond. In other words: how can we

describe the inherent tension of awarenesses at the border?

Being: Identity and Boundary Awareness

Awareness is constituted by differences and this includes awareness
of personal identity. Our identity is formed, for example, as we dis-
cover how we are different from the world, from our parents, and from
others. Desires, interests, and concerns provide important sources for
differentiating things; consequently most experiences of awareness are
associated with an accompanying sense of identity, a subjective "self".

In addition to awarenesses having this sense of personal identity,
we sometimes experience an awareness that takes us to (or even across)
the boundary of what we familiarly describe as "being ourselves". Some
of the examples in this study, are powerful instances of such dislocat-
ing occurrences: experiences that threaten us with the possibility of
"possession, loss of a sense of identity, [and] a failed capacity to be
one's own answer" (Scott, 1982, p. 96).

The positive aspect of these non-personal and dislocating events is
that they call attention to how our being encompasses more than the
domains that we typically inhabit.

As beings we are the differences that are set against our

identities. In those differences our awareness happens as

dream, fantasy, intuition, and break of common sense. Those
awarenesses often seem foreign to us. Our awareness at first
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seems vast to us in comparison to the consciousness that we
own as ours in particular. We tend to disown our extended
awareness, to refuse the otherness of our own being by trivi-
alizing it or by attributing the awareness in difference to
other beings, to dark outer regions, or whatever. But we are
the dreams and fantasies and breakages that happen in mind.
Their excess of our identity and character does not deny the
living nature of their event. Only the absoluteness of the
limits of identity, individual and cultural, for our own being
is denied. (Scott, 1982, p. 96)

Dislocating experiences confront us with a problem:

We, as individuals who must cope and be some "who" or
other, cannot reside at once in all the dimensions of our
being. Nor can we perpetually cross borders without losing
our particularity. We are dwellers. We are each aligned with
some aspects of our being while we are distanced and even
alien to others. To try and be in all of them is like trying
to be a god, and destruction of person appears to be inevita-
ble if one persistantly, with some success, denies the limits
of his/her rootage and dwelling place. (Scott, 1982, p. 89)

How are we to maintain a personal sense of identity, while also ac-
knowledging that "in being who I am in particular, I am in my awareness
beyond my particularity in common with all" (Scott, 1982, p. 59)?

Scott turns to mythology for help describing these extra-personal
experiences. Since myths provide a self-aware media for conveying
experiences, they help to make events understandable. Similar to exam-
ples used in this study, myths are illustrative and illuminating. Scott
introduces the myth of Hermes to characterize occurrences of boundary
awareness. Hermes' name 1is derived from the Greek word herm: a four-
cornered stone used to mark pathways and delineate borders. Hermes marks
out differences and sameness but is not concerned with the order within

any region--he does not take sides. "He seems to give, without judge-

ment, place and word to whatever is" (Scott, 1982, p. 21).
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In his role as guide, Hermes is not to be confused with being guide
of the way. "He is a guide in the sense that he marks and makes appar-
ent the other, the strange, the dark, the unfamiliar, the mystery-in-
this-context" (Scott, 1982, p. 18). His name is associated with unex-
pected experiences in which we are quided across borders, in and out of
aspects of ourselves and our world that are excluded by our everyday
routines.

Being with Hermes on ways and borders is an experience of
being alert in a setting that far exceeds the consciousness
characteristic of our personal character and identity. His
myth imagines us accompanying a kind of shooting star to a
region of awareness where ordered security is not a primary
principle of life, where accuracy is not a measure of truth,

. . . and where the presentation of whatever announces itself

is a source of attention, no matter the practical consequenc-

es. Being with Hermes is being open to the borderline of

words, ideas, situations, and circumstances. Being with him

involves that remarkable capacity of being in something and

also being aware of a beyond-this-something with which we have

a kinship that seems strange right now. (Scott, 1982, p. 19)

These awarenesses at the boundaries of our identity bring to our
attention the inherent tension in our being between who we habitually
are, when we are feeling ourselves, and the commonality that we have
with the other side of the boundary. The Merger kind of experiences
described in this study, in which the Fusing aspect was most figural,
place identity into a larger context of Being from which it standS out
as a figure against a background. To the perspective of personal con-
sciousness, the immediate experiences of these therapists felt foreign
{e.g., "I was in an altered state . . . . I was clinically paranoid."),
and overwhelming (e.g., "It was like being underwater and frantically

trying to get to the surface."). These experiences also served to put

therapists in touch with unfamiliar aspects of self ("I found a
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substantial piece of myself in him."). The implication is that a con-
text of awareness larger than personal consciousness is necessary to

interpret events that dislocate a familiar sense of self.

Knowing: Immediate Awareness, Intuiting, and Interpreting

During moments of immediate awareness, one is in touch with aspects
of being that transcend personal identity; these experiences are not an
intellectual or reflective knowledge of things.

Immediate states of mind are always intuitive, as distinct

from conceptually objective, and they are often affective.

One usually can approach such states by following feelings,

staying uncritically alert with affect, or giving focus to

emotions. (Scott, 1982, p. x)

We do not make these states of mind; we live them. They reflect "our
alertness as we live" and "how we are immediately in the immediacy of
what is" (Scott, 1982, p. 1 & 3). Descriptions offered by therapists of
intuitively understanding a case provide good instances of immediate
awareness. For example, the therapist in Example #1: "He's inside my
house" (p. 111) was alerted that there was something more going on with
the patient by the mood invoked in him. ("It felt like something heavy
was in the room, and I knew easily that I was frightened to be there.")
By following this feeling, as it developed into the therapist's own
paranoia and his dream about the case, a more reflective awareness
emerged.

The present study described Intuiting as one of the essential
aspects of therapists' experiences. For Scott, intuition brings a

person into communication with the larger context of awareness and

being, of which our personal consciousness and identity are a part.
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Intuition does not happen as a procedural process, as a
methodologically developed structure of concepts, or as a step
by step understanding or as a personally arbitrary activity.

It is seeing into or in something as it happens. . . . Intui-

tion . . . usually involves drawing near to things. It is not

an abstracting gaze, but is touching awareness, alert in

proximity, intimacy of a sort . . ..

As one intuits one is deeply in touch with the whole
situation of awareness. (Scott, 1982, p. 8-9)

Given this quality of "touching awareness," it is not surprising
that therapist intuitions, even if incorrect, should lay the ground for
improving connectedness between therapist and patient. The therapist in
Example #3: "Scared to death experience" (p. 126), thought at times the
patient had a gun and was going to shoot him and, although these intui-
tions proved incorrect, they provided the beginning of a personal con-
nection that had been missing previously.

Scott calls the larger context of awareness, with which intuition
puts us in touch, mind.

Mind is the occurrence of awareness that has within it
multiple directions. At the same time, it is our immediate
awareness, an immediate sense of its own occurrence. I know
of nothing else in the universe like mind, this self-aware
event that encompasses conscious and non-conscious relations
and that is lived by a particular person as a surpassing
enormity of directions, depths, mysteries, meanings, and other
powers and experiences with which he/she can be only vaguely
in touch. (Scott, 1982, p. 25)

Mind "transcends our particular points of view, dislocates those
regions of familiarity that dominate or define us" (Scott, 1982, p. 27).
The non-personal experiences of merging and fusing, mentioned in the
previous section, place us in immediate touch with the transcendent
realm of mind.

From the perspective of persocnal consciousness, mind is beyond what

we feel knowledgeable about or familiar with. It seems elusive and




illusionary so we sometimes tend to dismiss mind as fantasy. In examin-
ing the roots to the word fantasy, however, Scott shows that it carries
meanings that convey essential facets of mind. Fantasy has the same
Greek root as phenomenon, namely phainein, which means to show or to
appear. "The word rightfully means 'coming to visibility' or 'appear-
ing' and carries with it an overtone of the in-breaking of the unexpect-
ed or of the unknown into a region of knowing" (Scott, 1982, p. 28).
The words fantasy and phenomenon connote how things happen in mind by
presenting themselves; they express the quality of things coming forth
as events.

Mind is not just a subjective realm, some kind of interior region
set against the exterior world. Mind is the occurrence of all kinds of
events--world events. Everything presents itself in mincd as world event
to our worldly presence. Mind is not a subjective project. Everything
that occurs in mind--whether visual, cognitive, or imaginative events,
etc.--happen with meaning and awareness; but not by our making. The
sheer presence of things, as we mind them, is interpretive.

The world happens as relations among things that are them-

selves structures of awareness as one lives through

them. . . . Like fantasy, world is lived out and lived
through, often when we do not know what we are doing or why.

(Scott, 1982, ». 46)

The meaning of the word interpretation needs to be reconsidered in

light of the eventful occurrence of the world and immediate awareness.
It is not necessarily a controlled, subjective activity. Although the
English definition of the word carries the Roman connotations of appre-

hending something in such a manner that there is a simultaneous presence

of awareness and order (e.g., to explain, to construe), the Greek word,




hermeneuein, does not carry this connotation of order. The Greek empha-

sis is on the sheer presence of things. For Scott, interpretation is
the coming into presence of things with our own presence. Meanings that
show forth in this manner may not fit our expectations or desires to
master things; they put us in touch with the larger event of how we co-
happen-in-the-world with things--how we participate in world events.
Interpretations are not self-contained; they expression our life in

world and mind.

Implicit in this discussion of interpretation is a notion of truth

different from the usual one. Our tendency is to understand things in
terms of substantives and, therefore, to associate truth with certainty
and exactness.

We tend to want the real to be something that is exactly
as it is--literal, not fictional or imaginal or fantastic. We
tend to want to be free of our gazes and regards, to be in
touch with how things really are. Really then means out
there, by itself, just as it is without regard for my regard
of it. So we seek to be exact. If we can get a predictive
bead on where something is headed or developing we suspect
that we are knowing it in its situation. And we measure. Our
goal is an honest eigztneggr_unshaded by deception, specula-
tion, imagination, or even history. (Scott, 1982, p. 29)

When we center our interpreting upon the eventfulness and showing forth
of things, truth becomes self-disclosure (Heidegger, 1927/1962, p. 56).
Our concern is how faithfully to present something.
Something is its own truth as it comes to be present or
is available as something. . . . Our word truth has the Anglo-
Saxon history of meaning faithful and constant. It may be
taken to approximate the Greek sense of unhiddenness [ale-
thial]. How something is apparent and abiding is its truth.

(Scott, 1982, p. 52)

Certainty is not necessarily the proper standard for evaluating

interpretations.




Interpreting as it is lived out is itself the reality to be

focused on. . . . A final issue for all interpreting is life

in mind, not accuracy within a field of reference, and no

interpretation is true that weakens passion for being,

regardless of its accuracy, tightness of method, and capacity

to hold things in what appears to be deathless certainty.

(Scott, 1982, p. 54-55)

These thoughts emphasize the need to appreciate immediate states of
knowing, such as intuiting, in a2 manner different from how we judge
efforts to be scientific and/or objectively conceptual. We live inter-
pretations, and how they effect our being as they are lived is the
critical issue.

Many experiences reported in this study can best be understood from
the perspective of therapists living through interpretations in which
the sheer occurrence cf events is meaningful. Returning to Examgple #1:
"He's inside my house" (p. 111), the therapist spent several days living
through a state of paranoia for which he had no clear understanding at
the time; yet this experience eventually increased his understanding of
himself and the patient. The dream that he had, at that point, was an
event that had to be lived through before its significance could be
appreciated. In instances less dramatic than Example #1, stories relate
how a previous interpretation came to grief (cf, Example #8: "If you've
gone to college you can never be psychotic", p. 202) or how a previously
theoretical interpretation came alive (cf, Example #44: "It's different
when you see it with your patients", p. 234); in all of the examples,

however, understanding was something lived. We experience immediate

understanding quite apart from cur efforts to think about and cbjectify

things; their co-occurrence with us is meaningful.




Doing: Freedom and Eventfulness

To review what already has been said, we began with experiences of
boundary awareness, states of mind that take us to the edge of--and
sometimes beyond--the range cf our familiar identities. Boundary aware-
ness brings tc our attention how we have a kinship with what is strange
and excluded Ly habits of staying within familiar borders. Immediate
awareness is not personal consciousness. It tells how we are co-present
with other presences and live events interpretatively. The issue is not
whether we interpret but how we interpret; this implies that there is a
way to ccmport ourselves appropriate to how events are born in mind.

We have already reflected on the world as a non-substan-
tial event. We are noting now that how things are apparent
involves a purposeless cccurrence of being, . . . which is
something like a call to that dimension of us which is not the
same as who we are in particular. Freedom, in the sense of
being open in this openness of the world, a non-prescriptive
place, totally the opposite of a compulsive mentality and
guite different from a subject who intends something, names a
way of occurring that is different frcm a state of volition.
It names the occurrence of human being, our being able to be
other than who we are, our being able to transcend our past,
to change fundamentally, our being able to ke, and so

forth . . . . This freedom is part of the truth of human
being, part of its occurrence and its presence, and it is in
common with the eventfulness of the world. (Scott, 1982,
p- 52)

It is through experiences of indifference that we find ourselves in

accord with how the world happens. Hcw events occur indifferently to
cur desires, wishes, and intentions puts us in touch with a fundamental
aspect of our being and that of the worla.

It is a non-caring, non-desiring, non-differentiating dimen-

sion that we are sensitive to when we know, for example, that

we die without regard for our interests, that we change re-

gardless of how we change, that meaning occurs in spite of
what meanings there are, that being is regardless of our
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desires, that personality and character occur no matter what
their content. (Scott, 1982, p. 96)

We tend to think of ourselves as intentional beings, projecting
ourselves into a future and controlling our destinies; we also already
are taken up into events, before we exert a mcment of choice. "We are
drawn into an event of truth and arrive, as it were, too late, if we
want to know what we ought to kelieve" (Gadamer, 1975/1960, p. 446).
The intuitive experiences of the therapists in Examples #1l: "He's inside
my house”™ (p. 111) and #3: A "scared to death experience" (p. 126) are
good examples of this. The freedom Scott is talking about is not the
freedom to withhold curselves from events; it is the free occurrence of
events and the corresponding orderless dimension of our being.

The occurrence of non-intended events can be threatening to us as
particular individuals. Such events threaten to absorb us in their
sheer indifference and contingency. Ccnsequently, we try to protect
ourselves by redoubling our efforts to control what is happening. We
". . . feel the threat of merger and loss of identity in all dimensions
of relating with others that do not involve clgrity of intention and a
sense of ccntrol” (Scott, 1982, p. 68).

Paradoxically, Scott suggests that we can best answer and ke open

to the indifference of the world and our being by intending not to

intend. This movement was apparent in how the therapists in Examples #1
and #2 dealt with their experiences of Merger. They decided not to try
and modify their experiences; not to try and hold themselves back from
the events they were undergoing.

By allowing the phenomena to be as they come forth. By deeply

letting go of our interests regarding things we may find
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ourselves both aware and in the immediacy of what comes forth.
(Scott, 1982, p. 84)

Scott contends that in this manner human being becomes a place for
disclosure of whatever is there to present itself. 1In states of immedi-
ate awareness (which would included dreams, fantasies, intense emotional
experiences, etc.) we discover that we occur as events of openness to
world-events.

When I see that my being occurs as situated openness for how

things are, when I find that disclosure is the interpretive

key for human being, I see that appropriate awareness on ny

part dces not necessarily involve activity. I find that

disclosure does not occur like the activity of a subject
occurs. Rather my activity is aimed at release from activity.

I seek to allow world-openness without interference. (Scott,

1982, p. 84)

Description rather than "methodologically structured and justified
intelligence" is the most appropriate way to talk about these events of
awareness.

Describing is a way of giving place and apparentness to some-

thing (i.e., it is a way of ex-posing) . . . . At best the

mcvement and meaning of the words will articulate the mcvement

and meaning of the event so that an imrediacy of insight can
take place. (Scott, 1982, p. 10)

Disciplined, non-interfering attention to things is not easy and
our tendency is to try and find a method to help us. Scott notes that
even the descriptive field of phenomenclogy has fallen into this trap of

trying to establish a rigorous mwethod instead of a rigorcus discipline

"for letting things ke as they are in their occurrence."

Proper Fit and Wholeness

Scott has called attertion to how experiences of unfamiliarity and

dislocation bring us into communication with important, impersonal
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aspects of ourselves. Although it is easy to remain closed to such
unfamiliar aspects, we dc sc at an expense to our well-keing.

The proklem of how to integrate unfamiliar aspects of being with
familiar aspects touches on an issue that frequently brings people into
treatment. In general terms, people come into treatment when they are
feeling either closed off to important aspects of their being (e.q.,
neurotic patients who rely heavily on the defense cf repression) or not
sufficiently kounded and individuated from aspects their existence
(e.g., borderline psychotic patients who ccnfuse their interpersonal
relations with projective and introjective defenses). Such personal
issues ccme intc play, set the therapy dialogue cff in a particular
direction, and create dialectical tensions we have descriked. Tre
tensions in the person's cdaily life, as well as in the therapy dialogue,
cannot be resolved either by sinmply doing away with boundaries or by
fortifying them. Both extremes are detrimental to well-being.

The results of this study highlight the manner in which the con-
trasting Oneness and Separateness aspects of therapeutic dialogue can
strain and skew therapy relationships in one direction or another.
While this focus on extreme experiences helps to distinguish contrasting
aspects and to highlight the tension between them, it has less to say
about how such aspects fit together and what their relation is to each
other. In this section, Scott's understanding of how involuntary,
impersonal, and non-conceptual experiences of awareness are capable of
having a place in our lives will be examined to see if it can shed some
light on ways in which the Oneness/Separateness aspects of therapy can

be brought together.
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Identity and communing. Though it is somewhat artificial to deal

with each pair of aspects separately, since they co-occur, we will
follow this straightforward procedure and turn first to the aspects of
Fusing/Separating. As noted, experiences of immediate awareness have a
non-personal quality to them. They tranrsport us beyond our usual sense
of who we are. Immediate awareness is not the same as personal con-
sciousness. These intuitive awarenesses overtake us in such a manner
that we cannot appropriate them as our own. Therapist descriptions of
experiences of Merging convey the foreignness and the disturbance to
one's identity that Fusing aspects can have. In the psychoanalytic
literature, Searles (1979) has written extensively about these changes
in the therapist's identity that occur as the larger background of
symbiotic relatedness comes to the fore. As Scott describes it, one
finds oneself grown and expanded into these immediate events and conse-
quently knows the threat of being absorbed or possessed by these aware-
nesses.

Our identities take shape against the background of discovering
that we are differént from things and other people, yet "as beings, we
are the differences that are set against our identities"™ (Scott, 1982,
p. 96). How can we accommodate the non-I? Previously, we noted that
our interests, desires, and intentions are powerful motives in differen-
tiating those things on which our sense of identity is based. Yet,
there are moments when our interests and desires recede and we discover
ourselves indifferent to events. This indifference accords with the
non-prescriptive freedom of the world and we find ourselves open to our

own being as a world-event. When we allow awareness of this to grow, in
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Scott's words, we commune with what is present. By appreciating our
being as an event of disclosure, both the personal and the non-rersonal
aspects of our occurrence find their place.
Communion happens as the disclosure of beings without
prescription in the clear openness of human beings . ... It

is release to the realm of appearances, a release in which

one's own particular identity fades back and awareress occurs

without desire or interest . . . . That disclosiveness is not
one's own. It is the world-openness that pervades all occur-
rences which one discovers him/herself to be in and with and

of. Communion is accord in disclosiveness. (Scott, 1982,

p- 86)

In interpersonal relations, experiences of communion are spoken of
in terms of I-Thou occurrences (Buber, 1923/1970; Friedman, 1985). Such
experiences happen in therapy; often they may be mistaken for personal
intimacy, feeling close, or being accepted. The fundamental dialogic
contact that occurs in I-Thou experiences is not a personal experience.
It is more like the discovery of "an unexpected and non-personal common-
ality."

One way to deny these kinds of events is to turn them into

special communications from each other or from someone or

sorething else. They come from no one in particular. They

are little disclosures beyond the boundaries of interest and

concept that are ky nc means extraordinary, unless the ordi-

nary be defined in such a way as to exclude them. (Scott,

1982, p. 77)

This kind of experience was noted in one variety of Recognizing experi-
ences, exemplified by Example #5: "Moments of recognition" (p. 133).
In this example, the therapist was deeply aware of how human a choice it
is to face the question of under what conditions life is worth living.
Not infrequently, these experiences happen in silence, as the therapist

relaxes his or her intentions and allows the disclosiveness of events to

occur. The dialectical tension, Fusing/Separating, finds integration in
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experiences of communing where we are open to impersonal dimensions of

being without losing personal bkoundaries.

Doing and heeding. Can we we bring the dialectic of Undergoing/

Controlling into accord, while not overemphasizing one at the expense of
the cther?

One way in which we can find ourselves different from our ordinary
selves is when we are indifferent, desireless, or absent in attitude.
This radical kind of freedom-to-be accords with the free cccurrence and
sheer eventfulness of being. By fostering an absence of attitude (i.e.,
intending not to intend) we are open to hearing events in their whole-
ness. It is in such moments of indifferent contemplation that aspects
of both Undergoing and Controlling find their place.

Awareness in this case happens as a non-interfering region of

acceptance which is not under what we ordinarily call inten-

tional control. This very openness accords with the event of
things, their coming forth or opening cut, so that their
heppening, not so much what they are for or their contextual
significance, but their happening is their kinship in aware-
ness. Haprening resonates happening, and this resonance with-

out subject or object is the serenity of contemplation.

(Scott, 1982, p. 76)

Scott conveys this attitude of non-interfering contemplation by
drawing upon the meanings of the word, to heed. Heed is related to the
German word, Hut, meaning cabin or small dwelling, while the English
word, heed, includes meanings of special care and attention. Therefore,
we can speak of heeding as providing a housing in which fantasies,
words, appearances, etc. are given special care and attention. For
example:

In therapy, a dwelling of care takes place in which fantasies,

words, and presence are heeded. They may conseguently bear
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out what ever they present and mean. They may take their own

measure in this dwelling. One heeds them as one steps back

from them to give them their room, their place, their recall-

ing mindedness. (p. 142)

The therapist can be said to dwell, linger, and tarry with fanta-
sies, feelings, and thoughts that occur; living another dimension of
awareness which may well seem irrelevant to our usual consciousness.
This non-prescriptive openness was apparent in therapist efforts not to
interfere with what unfolded in treatment. For example, the therapists
in Examples #29: "I participate in their needs" (p. 222) and #22 "Oh,
I'm in the closet with her know" (p. 216) both silently allowed fanta-
sies to guide their understanding of the situation. In the psychoanaly-

tic literature, Bion's (1967/1981) advice to begin each session free of

memory and desire seems particularly apt.

Knowing and meditative thinking. This leaves the final dialectic,

Intuiting/Thinking, to be examined. Scott described intuitions as imme-
diate awarenesses that are more affective than conceptual. These imme-
diate, intuitive experiences put us in touch with awareness as a non-
subjective event. We have already described how we may allow events to
occur free of our intentions. We step back and "undergo a subtle exper-
ience of not being in control" (Scctt, 1982, p. 138).
Awareness (or mind) happens. And we can be alert with
that awareness when we learn how to step back of intentional
consciousness and to allow the awareness of events to take
place in cur presence. We then see that we can be involved in
the awareness that transcends our own particular

consciousness. (Scott, 1982, p. 139)

Scott suggests that there is a form of meditative thinking that

derives from non-intentional awareness which is different from our




conceptual knowledge about things with its connotations of intentionali-
ty and use. Following Heidegger, Scott notes that the word, think, is
related to the word, thank. One form of thinking (or "thanking") can
bear something in mind in a welcome, grateful, and favorable way. He
further comments on the roots to the word, thing, which has the o0ld
meaning of assembly, as for negotiating and adjudicating matters.
"Things are gathering and excluding occurrences," which "bring many
elements together" and have their own histories, destinies, and affini-
ties (Scott, 1982, p. 147).

From these ideas, Scott arrives at a notion of meditative thinking
open to the non-conceptual immediacy of intuitive awareness. Again, the
focus is on the disclosive quality of awareness.

Thinking as an alert state of being conscious and as
centered with something or other allows the thing its
immediacy, its posture, its way of including and excluding,
its direction and bearing . . . .

Thinking can happen as alert release to the immediacy of
things, a non-interfering predisposition that allows enter-
tainment without a person's being host/hostess . . . . 1In
meditative thinking we discover that alertness can grow as
things are borne in mind without interference in their assem-
bling, legislating, adjudicating presences . . . .

This kind of thinking, which is immediate alertness with
immediate things, impresses me as an important basis for
interpreting . . . . As a basis for interpreting, however,
meditative thinging [sic] engenders awareness not formed by
concepts, but by non-conceptual events. When I am free for
the non-subjective immediacies of mind, I am free for inter-
pretations which aim toward exposure with things, rather than
conceptual justification. (Scott, 1982, p. 148)

Non-conceptual thinking was uncovered in the intuitive experiences
that therapists in the present study described. Scott interprets such

intuitive events as partaking in the wholeness of mind, i.e., one is

immediately in touch with transcendent facets of mind that provide the




background to more ordinary awareness. While it is rot possible to
grasp events in their wholeness, cne can foster and disciplire ar atti-
tude from within events that is characterized by an openness to whatever
may be disclosed. Interpreting is hcw we live through the disclosure of
world-events, and by openly heeding events, relations to ourselves, to

others, and to the world can be described (or minded).

Well-being. Mind is an event of awareness in both its particular
and its common aspects, which "develops as a whole of its parts, while
the parts themselves develop their own particularities and differences"
(Scott, 1982, p. 149). We are in touch Wwith our wholeness when we are
our own event, yet we always experience this event of awareness (whole)
in our own particular way. These differences in mind are non-reducible;
they are the borders in mind that constitute awareness.

Scott suggests that it is possible to "allow differences without
antagonism, opposition without rending hostility, refusal without ha-
tred" (Scott, 1982, p. 149). He takes as his example Greek drama to
illustrate how disorder, insanity, and madness can find their place in
the play which is not conquered by their presence. The drama, as a
whole, presents madness and provides a place in which it can occur. It
allows us to dwell with madness. Similarly, Scott suggests there is a
notion of soundness of mind, right measure, appropriate fit, or sound-
ness of heart (the Greek word, sophrosune), which does not necessarily
order events, but which gives them a proper place to present themselves.

From this follows Scott's notion of well-being.

Well-being is a whole event that pervades the parts, is not
dominated or overcome by the parts, and provides an awareness




that transcends any particular perspective. It is not an

order. It is a pervasive, non-determinate awareress that has

reacted immecdiate awareness of itself. That is the meaning of

"measure"” when proper balance and soundness are at issue. The

measure is found as the parts resound and reflect their whole,

very much like genius in playwrighting and in acting.

(Scott, 1982, p. 152)

We are the differences, as well as the identities; we maintain our
touch with the wholeness of mind by fostering an alertness to borders,
contradictions, and shadows, which ground all identities. We cannot
interpret human events only in terms of dominant aspects without risk of
reducing events to a constellation of characteristics that lack feeling
for (or sense of} the whole. The present study confronted this problem
after the categories and aspects of therapists' experiences were de-
scribed. The tension that held these aspects together, but did not
allow them to be reduced to one another, still needed to be addressed.
The relations among aspects gave these experierces their dynamic, living
quality. Unless the quality of these relations also was included in the
description, one had an analysis of events into parts, but one lacked an
interpretation that could be fully understood--that is, an interpreta-
tion that could be lived. This study would have failed to expose how

many of therapist experiences concerned efforts to bring cpposing parts

together and create a whole which could prorerly hold and disclose them.

Implications for Psychotherapy

The current study grew from one person's attempt to learn the
practice of psychotherapy. Experiences of talking with patients led to

questions about the status of theoretical explanations and techniques.

This study did not aim at developing an instrumental knowledge of




psychotherapy; rather it scught to recover the essential aspects of
therapist exreriences in which theory arnd technique are grourded.

The relation of theory to experience is crucial to the problem of
how psychotherapy experiences should be ccmmunicated. Traditionally,
psychotherapists have followed the example of other sciences and devel-
oped theoretical models to organize and explain their experiences.
While efforts to describe and understand by way of theoretical explana-
tion are certainly worthwhile, they involve a circularity that leads to
problems. The models usually define what phenomena are worthy of inves-
tigation and tend to limit the methods by which data can be gathered and
presented. New findings that result from looking outside the domain of
the prevailing model or that result from using new methoés of inquiry
usually end up being labeled "unscientific." This forces proponents of
a new point of view to set up a competing paradigm (Kuhn, 1970). Many
of the ccmpeting psychoanalytic schools mentioned in this study may be
attributed to such a process. Debates between schools are often unpro-
ductive, since they focus on the level of competing theories and, there-
by, lose sight of the experiences out of which these theories should
speak.

If we turn to how psychotherapy is taught, theory seems to play a
more ancillary role. Learning psychotherapy stems primarily from a
student's work with a supervisor and often is augmented by the student's
personal psychotherapy. This implicit recognition of the priority of
experience over theory is occasioned by the impractibility of relying

upon theoretical models to communicate psychotherapy experiences and

their meaning.




The role cf the supervisor and the training therapist reflects a
tradition for transmitting kncwledge that antedates the scientific one.
The student essentially undergoes an apprenticeship and within this
relationship information primarily is passed on in oral form. This
tradition of orally transmitting an understanding of the world is embod-
ied in epic poems, myths, religious stories, and folk tales which con-
tinue to find their place in contemporary culture. This narrative
tradition stands in marked contrast to the modern, scientific accumula-
tion of knowledge; yet it seems to carry its own timeless validity. 1In
the present interviews, therapists often attempted to convey something
that was embodied in descriptions of their experiences. Their stories
conveyed lessons, often hard won, about what being a therapist and doing
psychotherapy is about. Asking therapists about these experiences tapped
into this tradition.

These reflections suggest a need to reconsider the role and impor-
tance of the case history, as a teaching device for communicating knowl-
edge about psychotherapy. Although case histories and clinical vi-
gnettes have played a crucial role in the development of models for
explaining psychological structure and the process of psychotherapy,
this primarily has been shaped by the natural science tradition. 1In
other words, the case histories are presented as "facts" or data upon
which the theoretical model is based. Spence (1982) has criticized this
approach and suggests that this use of case histories and clinical
examples is not scientifically rigorous enough. Based on the natural

science assumptions with which he begins, his case is well-made, al-

though he overlcoks the possibility of such stories being meaningful in




another way, which is not dealt with by debates over the objectivity (or
subjectivity) of the "data".

This study has repeatedly demonstrated that there are rore imme-
diate modes of knowing that do not require objectificaticn of data, or
deliberative activity by a knowing subject. Such modes of knowing have
théir own form of presentation: a kind of disciplined cdescription. From
this perspective, the measure of truth is not accuracy ¢f statement; it
is faithfulness of presentation, i.e., disclosiveness. The telling of
the clinical story becomes the re-occurrence of the experience, not as a
historical fact, but as the event itself. The words of the story imme-
diately present something to us and we are taken up in its event. We
dwell with what is presented, and heed what it tells.

Although such (self-aware) descriptions cannot replace a scientific
approach to knowledge, scientific methods should not supplant this more
immediate touch with events. The practice and understanding of psycho-
therapy regquires both forms of knowing their proper place. They are
different, and we will end up the poorer if we reduce this difference.
Unfortunately, this seems to have happened as narratives have been
adapted to fit a scientific context. To try to make something "hard"
out of these stories would be a mistake.

This need for more than theoretical concepts to communicate therapy
experiences brings us back to the nature of these experiences. Often
they involve a significant impact on the therapist's identity. This has
been discussed in terms of therapists finding themselves grown into,
expanded by, and taken up by therapy events. This quality is paralleled

in the telling of therapy events when a listener also finds his or




herself taken up by and expanded by these narratives. The present study
has described such experiences in terms of Oneness aspects, namely
Fusing, Intuiting, and Undergoing. Though perhaps in not so dramatic a
fashion as presented in some examples, therapists frequently face the
task of allowing Oneness modes of experience to occur; the difficulty is
not to deny or negate these (chaotic) experiences. Experiences with
aspects of Oneness should be appreciated in a positive and less fearful
way. Although such experiences may threaten one's usual sense of iden-
tity, they also provide a direct awareness of how mind--lived by each of
us in our own particular way--occurs as more than personal conscious-
ness.

What place Go experiences with aspects of Fusing, Intuiting, and
Undergoing have in the therapy process? What do they tell us about how
a therapist is therapeutic? Such events emphasize how the therapist's
role is not always one of Acting; these events demonstrate how the
therapist finds him or herself caught up in events that are not of his
or her making and aware of things of which he or she has not conceived.
Though sometimes swept along by events that are not directly under his
or her control, a dimension of awareness also unfolds in the therapy
dialogue. If the therapist allows an event to occur, something will be
disclosed. There are both intentional and non-intentional aspects to
therapy, and both need to come into play. At times, the emphasis will
be on technique, managing the situation, or providing coverage for the
patient; at other times, the therapist's role will be to do nothing than
to provide a setting in which events and things are allowed to develop

and to attend to them as they dc. As the therapist tolerates the kinds




of dialectical tension this study has described, the patient also can
allow the tension of contradiction a .nore fitting place in his or her
life.

The non-subjective, unintentional, and immediate aspects of exper-
ience must find their place in the practice of psychotherapy just as
they must find their place in each of our lives. As we describe, teach,
and practice psychotherapy, we are continually trying to find a balance
among these elements. The aspects described in the current study
(Fusing/Individuating, Intuiting/Thinking, and Undergoing/Acting) remain
in opposition to each other; yet they are held together within the
larger context of awareness or experience. Perhaps therapy would be
simpler if we opted to treat events in terms of one pole of the dialec-
tic or other, and it is always tempting to subordinate experience under
the more familiar aspects of personal consciousness and intentionality.
By doing so, however, we lose touch with the larger whole--which we have
been trying to depict by such words as event, disclosure, mind, experi-
ence, and awareness--that provides a place for the occurrence of indivi-

duality, consciousness, and intention.
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APPENDIX A

LETTER OF INTRODUCTION TO POTENTIAL PARTICIPANTS

Dear Participant,

I am beginning the process of gathering material for my disserta-
tion. I am writing to you and other senior level clinicians to request
your help and participation. As will become clear when I describe my
study further, this sort of research is based on the unique and indis-
pensable contribution by each participant, of his or her personal exper-
iences as a therapist.

This particular study aims at learning more about the process of
psychotherapy. Its approach stems, in part, from the work of phenome-
nological psychologists, who previously have used it to investigate
occurrences from daily life, such as the experience of anxiety, the
perception of time, and the feeling of being understood. This kind of
research emphasizes the meaningfulness of what people are aware of as
they participate in particular events, and it depends upon people, such
as yourself, describing what their experience of these events is like.
In this study, my objective is to talk to you and other therapists,
about your experience of doing therapy as you come to understand your
patients. I am specifically interested in encounters that stand out for
you. Because this study will explore and map out a domain that has not
previously been described, I cannot fully characterize the phenomena of
interest. I can, however, describe some general features of my own
experience, which provided a starting point for this study. I hope to
give you in this fashion an idea of the kind of experiences in which I
am interested, though the experiences that come to your mind may be
different from my own.

As mentioned above, I am concerned with encounters that stand out
for the therapist during the course of psychotherapy. For me, these
experiences often involve an intense and frequently emotional reaction
to something in the current interaction with the patient. It is as if
something important and powerful is occurring, which overtakes me, and I
find myself in the midst of it. I may or may not be very clear about
what is taking place at the time, but these experiences make a great
impression on me.

I realize that this description continues to leave the area of
study somewhat vague; however, I do not want to restrict the study
prematurely by over describing or delimiting the phenomena. My own
previous experience, as well as that of others, has indicated how it is
counterproductive to lead the person being interviewed too much by way
of numerous and detailed questions. In other words, the exact nature
and description of this study's subject matter will only become apparent
as the study progresses.
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Your participation in this study will involve an audiotaped inter-
view of one hour in length. I will be asking you to tell me about
encounters that you have had with your patients, which stand out for
you. The interview will follow a semi~-structured format in which my
role involves setting the topic of the interview and following that up
with questions to help clarify and expand on the experiences that you
describe. Nothing other than the interview will be required of you;
there are no forms, questionnaires, or rating scales to £ill out. The
information obtained in these interviews will be held in strictest
confidence. All audiotapes, transcripts, and any other data will be
coded by number and identifiable only through a master list. I will
have sole access to this list, which will be destroyed at the comple-
tion of the research project, along with the audiotapes and other
identifying information.

I hope that you will find the topic an interesting one to think
about and discuss. This type of research values and depends on people
taking the time and effort to describe their experiences. My plan is to
get in touch with you by phone to ask if you would be interested in
participating in this research. I will be happy to answer any questions
or further describe aspects of what is involved at that time. If you
are willing to participate, I will also use this opportunity to arrange
a convenient time and place for the interview. I am well aware of the
constraints on the time available to you, and I am willing to come to
your office in order to conduct the interview.

Thank you for considering this invitation. I look forward to
talking to you about this in the near future.

Sincerely,

John B. Sproule
Primary Investigator

Jack Barlow, Ph.D.
Dissertation Committee Member
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APPENDIX B

INFORMATION AND CONSENT FORM

I am presently engaged in collecting data for my doctoral research
in Clinical Psychology and I would like to ask you to participate by
sharing with me some of your experiences as a therapist.

I want to talk to you and other therapists about your experience of
doing therapy and coming to understand your patients. I decided to use
interviews or conversations as my method of investigating aspects of the
therapy process, because psychotherapy, itself, is a special sort of
dialogue. This research partly stems from the work of phenomenoclogical
psychologists who previously have used it to investigate experiences
from daily life such as anxiety, decision-making, and the feeling of
being understood. This kind of research emphasizes the meaningfulness
of what people are aware of as they participate in particular events,
and it depends upon people, such as yourself, sharing their experiences.
I specifically want to ask you about encounters with your patients that
stand out for you. It is expected that this research will contribute to
the body of knowledge concerning how therapy occurs and what takes place
during this process.

Your participation in this study, if you volunteer, will involve an
audio-taped interview of one to two hours in length. The information
obtained will be held in the strictest confidence. All audiotapes,
transcripts, and any other data will be coded by number, and will be
identifiable only through a master list. Only the researcher will have
access to this master list, which will be kept by the researcher in a
secure place. After completion of the research project, the master
list, the audio-tapes, and any identifying information will be
destroyed.

If you agree to participate in this research, please understand
that you are free to withdraw at any time, without questions.
Hopefully, you will find the topic an interesting one to think about
and discuss, as I do.

If you have any gquestions at this point, or any point later on in
the study, please do not hesitate to ask. You will be given a copy of
this information and consent form to keep, should you wish to contact me
at any time about this research project.
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John Sproule
U.T. Psychology Clinic
Austin Peay Building
Circle Drive
University of Tennessee
Knoxville, TN 37916

Telephone: 974-2161
I have read the above information and consent form, and I agree to

participate in this project.

Signature: Date:
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APPENDIX C

LIST OF EXAMPLES

EXAMPLES

1. "He's inside my house" . . . . . . . . « ¢ « .+ . .« .

2. "You ride the whirlwind" . . . .

3. "Scared to death" experience . . . . .

4, "Parallel regression”" . . .

5. '"Moments of recognition" . . . . . . . . . o . . .

6. "Glimpses of the pathology" . . . . .

7. "I think I'm finally getting some therapy"

8. "If you've gone to college, you can never be psychotic"
9. "Well, what are you going to do now?"

10. "I would drown, too" . . . . . .

11. "If you don't tell me what you're using the tape for,

I will be angry" . . . . . . .

12. "I sure felt angry" . . ¢ ¢ ¢ + ¢ o« v o e e e e e . .
13. "I was in awe of her anger . . . . . . . . . . .

14. "I knew at that moment that she had lost it" . . . .

15. "She was not there in the room with me" . . . . . . . .
16. "What it's like to be a beginning therapist" . . . . . .
17. "I felt kind of lost" . . . . . . « < « « + & + < .o .
18. "I could actually see the boundary around hner" . . . . .
19. "We were bound together forever"

20. "We were both swirling in psychosis" . . .

21. "Time-release capsule" of affect . . . . . . . . . . . .
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"That's my father's thumb!"™ . . . . . . . . . . .
"There's no one event, but a series of events" . .
"Good technique, but wrong dynamics"”

"It was an intuitive decision, but it brought the therapy
back to life"

"I knew who she was, but she couldn't tell”

With a relationship, schizophrenic patients become
understandable . . . . . . . . . . . 0 ...

"There's a personal risk in working with these patients"
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LPPENDIX D

FURTHER EXAMPLES OF RESULTS' CATEGORIES

1. Losing and Regaining Control

The first two examples that follow emphasize Losing Control in a
very concrete manner. In these two examples, the issue seems to be the
physical control of the patient's behavior and the therapist's own self-
control. In the first, Example #7: "I think finally I'm getting some
therapy," the therapist responds to the patient's passive-aggressive-
ness by angerly preventing him from leaving the room, and in the second,
Example #8: "If you've gone to college, you can never be psychotic,”
the therapist is faced with a patient who has flown into a murderous

rage.

Example #7: "I think finally I'm getting some therapy"

The first one that stands out, almost in a chronological sense, was
the very first hospitalized patient that I ever had, who kept telling me
that he was there for rest and psychotherapy and was only getting the
rest. Then, one day he got up to leave the room, and I barred the door.
I ended up throwing him back into his chair. It was from that point on
that the therapy relationship changed radically. On the one hand, I had
felt very guilty about what I thought was having lost control of myself.
I also knew I wasn't going to let him out of the room, because, then,
how would I explain it to my supervisor that my patient had walked out
on me,

We ended up wrestling, but the next session we had, he said, "I
think finally I'm getting some psychotherapy. Which has always per-
plexed me, because I was wondering if he would ever come back again. He
was waiting when I came to pick him up on the ward.

This patient had asked me a question that I couldn't answer: why
had I picked him to work with? I hadn't; he was assigned to me. In my
fury, I had said, "I didn't pick you. No one could possibly pick you if
they were given a free choice I had said things like, "You're a poor
excuse for a human being. Where did you get a notion that you are
entitled to psychotherapy?" He said, "I'm going to write to my con-
gressman and tell him that you're not doing anything for me." While I




think I could laugh part of that off, I think I was also scared by it.
The vision of some letter going out saying, "I have this therapist by
the name of so and so. He doesn't know what he's doing." So in that
sense, I guess I felt very anxious about what was going to happen.
Especially if this got back to the supervisor at the university. At the
same time, it wasn't a question of getting back to my supervisor, because
I went to talk to him about it. He found it very humorous.

I think what probably was most upsetting to me, because it was a
real paradox, was how could this inept man, who had to come into a
hospital because he couldn't make it on the outside, be the one who
ultimately controlled by future? For all the people to decide what my
future would be.

Example #8: "If you've gone to college, you can never be psychotic"

The next big thing that stands out was this session I had with this
guy who's a CPA. I remember thinking, "Gee, I don't understand why he's

in here [the hospital]." I kept thinking, "He's an accountant with
obsessive-compulsive features; he should be seeing somebody on the
outside." But as it turned out, he was a little more fragile than I had

thought. One day, we were having a session, and it involved something
about going home for Thanksgiving. He didn't want to talk about it. I
kept saying, "We're going to talk about this." Finally, he got so
furious that he got up, grabbed the table, and broke off a leg from it,
and he started going after me. I was racing down the hall thinking, "If
that son of a bitch ever gets close to me, he's going to crack my skull
wide-open." I was really terrified. Given my background, I'm not one
who's likely to yell out for help. I did that time. It took eight
aides to subdue him. He was fighting like crazy. The turning point
came, as he was thrashing around and calling me every name in the book;
he said, "If you didn't have all these people to help you, I'd kill
you." I don't know how it was that I had the presence of mind to say,
"Did you ever think that I have people to help me, and you never have
any one to help you?" All of a sudden, he just stopped.

I went to talk to my supervisor that afternoon, and he said, "Hmm,
sounds like you had a really powerful session. What do you plan to do
for an encore, tomorrow?" I said, "I'm not going to see him anymore."
He said, "Well, you're the only one who could see him." At that time, I
was very big on Sullivan, and I said something about him needing
Sullivan. I remember my supervisor saying, "Sullivan's dead. You're
all we got." Then he very concretely said, "What would be the condi-
tions necessary for you to be willing to work with him?" I said, "I
want him drugged enough to knock out a horse. I want him chained to a
bed. I want an aide nearby.' For each thing that I said (thinking the
response will be, "I'm sorry; we can't do that") he would just say,
"Done. That's done. That's done. Anything else?" I couldn't think of
anything else.

So I went back. They didn't tell me the aide was going to stay
outside and lock the door, while I was inside with the patient, who was
in fact drugged very heavily and was chained to the bed. He looked up




at me and very drowsily said, "Is that you, you mother fucker?" I said,
"You better believe it He started dragging the bed across the room,
and he said, "I'm going to get you." I kept circling around the bed to
make sure that it stayed between me and him. Then, at one point, he
said, "Why can't we discuss this like two reasonable people?" I said,
"Because you're a fucking animal, that's why, you're not a reasonable
person."” He said, "Come on. We're both college graduates." He's
saying this in a slurred, dragged out voice, and I'm still remembering
him chasing after me with that table leg yesterday. Even now, drugged
up, he's still mustering enough energy to come after me. I said some-
thing about, "We're still going to talk some more about you going home
for Thanksgiving." With that he lifted up the bed, and it came crashing
down again. It didn't go anywhere, but a big noise. The aide looked in
saying, "Is everything OK?" I said, "Well, I'd feel better if you
didn't have the door locked, just in case."

He eventually got out. I really did help him; got him back to work
as an accountant. I felt very good about that one ultimately. It
always stands out for me because of the violation of my assumptions
about how college graduates can be crazy, too. I had this very rigid
notion that, if you've gone to college, you can never be psychotic. You
might be, like I felt I was, fucked up, but never do anything like that.

The next example, Example #9: "Well, what are you going to do
now?" has less to do with overt aggression, but it again demonstrates a

struggle over issues of power and control.

Example #9: "Well, what are you going to do now?"

It wasn't so much the verbalization. This woman opened up her
blouse. It was the first time that I had ever been in a situation where
sex was being flaunted. I remember thinking, "It's a good thing she's
flat chested, otherwise God knows what I would would do." It enabled me
to feel that I could maintain my integrity and my ethics.

(As long as you can maintain a certain aesthetic distance.)

Right. I remember thinking to myself, "Gee, you can come out
doing the right thing for the wrong reason.”" Just a couple of inches of
flesh are all that stood between me and being very unethical. I remem-
ber just sitting there, and she's saying, "Well, what are you going to
do now?" I said, "I'm not going to do anything different than when you
had it on. If you want to have a session with it off, that's up to
you.! She got furious, put it back on, said that I was nothing but an
uptight son of a bitch. She wanted me to prove to her that I wasn't
uptight.

(It sounds like she was trying to make you feel pretty defensive.)




Yeah, this was a straight power ploy, now, when I look back at it.
Subsequently, I learned that with a previous therapist she had had
sexual relations. This was sort of a pattern for her. Be seductive
with men, then be very degrading of anyone that would take her up on it.

(It is almost as if she said, "This is my problem. This is what
I'm coming in for. I don't have good control over my impulses. Let me
show you what I mean." Then, when the therapist responds in kind,
"Well, you're no better than I am.")

Right, a good way of looking at it.

(It sounds like none of that was going on in your mind at the time.
It was simply, "Well, at least she's flat-chested.")

Yeah, it served to avoid any kind of real arousal. I think in
part the very way she did it was so out of context. It was just she
opened up her blouse. The way she looked to me was like someone just
getting undaressed.

The following example, Example #10: "I would drown too," carries
overtones of the therapist being tested by the patient. Issues of
control are in the fore, but they seem express a more fundamental issue
dealing with trust. This seems similiar to the example cited in the
Results chapter to illustrate this category, Example #2: "You ride the

whirlwind."

Example #10: "I would drown too"

One of the patients that I worked with was chronically suicidal and
had made numerous very serious suicide attempts. She had been in the
hospital for two or three months and had not been out on pass, because
of her chronic suicidel attempts. I felt real bad about the fact that
she had been in the hospital for such a long time without getting out,
literally. So, I volunteered to take her out on a weekend pass, which
she wanted very badly. A critical incident in my work with her occurred
while out on the pass and walking along the river. She looked at me and
she asked me what would I do if she jumped in the river and tried to
drown herself. Without hesitating, I said, "I would drown, too, because
I would jump in with you and try to pull you out.” That was a critical
moment in our work relationship, because she knew I meant it, and I knew
I meant it. She realized how committed I was to pulling he out of that
river--and pulling her out of the river of psychcsis. That was a big
turning point in he work on the unit, in her work with me in




psychotherapy, because she started trusting me. After that time, she
started bonding and trusting me as she never had been able to with
anyone before. So, it was a dramatic change and something I've never
forgotten.

(Can you say something more about what that was like for you,
deciding to take her out on the pass?)

Well, it was a new one for me. I had never taken a patient out on
a pass before. Having come up in a psychoanalytic tradition, I felt a
little apprehensive and uneasy about it. Yet, I knew, this was good for
her and not really beyond the bounds of a reasonable therapeutic inter-
action, because she needed more reality contact and not less. I was
apprehensive about how she would act. Would she deteriorate while we
were out? Would I be able to handle it? She was much stronger than I
was. What would I do if I couldn't handle it? I had taken responsibil-
ity for a patient and certainly would be legally, as well as ethically,
liable for anything that went wrong. I felt like I was really taking
a lot of chances, by taking her out, and yet, felt that it was the decent
human and humane thing to do. I felt that there was a good chance that
it would have a facilitating and therapeutic effect, and I knew how
badly she needed to be out in the world for a little while with someone.
It felt good, and it felt scary.

(What was it like for you when she said, "What would you do if I
jumped in the river?")

When she said that, a cold chill went through me, because I knew
she was thinking about doing it. She was psychotic and capable of
making those attempts. Part of her would have loved the drama of her
therapist watching her die. On the other hand, she was also asking a
more profound question: Did I care about her and how much did I care?
She got her answer.

The next example, Example #11: "If you don't tell me what you're
using the tape for, I will be angry," demonstrates the tension between
the patient, as she tries to get the therapist to conform to her needs,
and the therapist, as he strives to maintain an interpretive, clinical
stance in the face of her mounting anger at him. Ironically, the thera-

pist finds himself appeasing the patient at a later date, but the pa-

tient, by then, is in a position to let him know that she does not need

his appeasement.
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Example #11: "If you don't tell me what you're using the tape for,
I will be angry"

I asked this patient if I could tape a session with her and ex-
plained the reasons I wanted to do this and who would be seeing it. She
agrees to my taping the next session.

The next session, she comes in and starts by mentioning that she is
anxious about being taped, but she goes on to talk about an argument
that she had with her supervisor. Then, she starts talking about the
tape again, and then back to being angry with her supervisor. 1 asked
her if she was angry about being taped. She said, "No." and I said,
"That's what I mean; isn't that curious?" She replies that I have every
right to tape her, since this is a teaching clinic. Then, she asks me
what I intend to do with the tape. I replied, "You're looking to me to
collaborate with your not getting angry by inventing a rationalization."
"If you don't tell me what you're using the tape for, I will be angry,"
and she ends by storming out of the room. I remember feeling anxious,
because she was really pissed off. I easily could have and wanted to
give the session a mutual ending. The important thing about this is not
that I felt anxious; it illustrates the analysis of the defense of the
warded off impulse in the transference.

Her father had sexually molested her as a teenager. She handled
this by being bitchy with him. Later in life, there was this incident
of her being bitchy with him, and it is followed by him having a fatal
heart attack that day. She realized that his complaining of how he felt
that day was due to his being sick. After a period of psychotic-like
depression, she ended up idealizing him with the result that she
couldn't be angry with him.

I had to terminate with her somewhat prior to the time she was
ready herself. She was angry with me about this. About ten months
after we terminated, she is in distress again. I told her, if she can
come to where I am now, we can have a couple of sessions and try to
understand what is going on. It turns out that it is the anniversary of
her father's death. She was having a reaction to the termination and
the anniversary of his death. I offered to make a referral for her in
the city where she now lived. This was delayed by the other therapist's
vacation. I wrote to apologize and explain the delay, and she responds
by telling me not to worry; she can find a therapist herself. I real-
ized that I was trying to be a nice guy, so she wouldn't be so angry.

What was important in all this was the struggle not to appease her
anger. The paradox is that I ended up doing just that, but she had
gotten enough out of the therapy not to take me up on it.

Example #12: "I sure felt angry," again, demonstrates the confus-

ing and overwhelming guality that a patient's rage can have on the

therapist, leaving him unsure of how best to respond in a therapeutic

manner. Example #13: "I was in awe of her anger” also depicts the
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therapist's amazement at the patient's rage. Though in this case, it
seems less disturbing to the therapist, perhaps because it is not being

expressed directly at the therapist.

Example #12: "I sure felt angry"

I was terminating with an on-going therapy group. This was the
last day that I was there. Issues included people's feelings about my
going. I had my own mixed feelings. This borderline woman in the group
was very angry. She kept goading me and trying to stir something up.
I dealt with it by overlooking it. At the endéd of the group, she said
something derogatory, and I ignored it. She confronted me and went into
an angry tirade. I felt instantly angry, but she ended the encounter by
walking out. I don't know if I did the right thing in dealing with her,
but I sure felt angry. I thought that to deal with her remarks would be
to short change the others in the group. I let her be angry, and she
walked out. It ended things on a sour note.

Example #13: "I was in awe of her anger"

The divorced parents of a child had told her, "You work hard, and
we'll take you out of the hospital." But, the mother had second
thoughts and secured an injunction barring the father from taking her
out of treatment. The patient was suppose to be discharged on that day
at noon. I had to tell her that she wasn't leaving; she has a temper.
She just sat there staring she was so rigid. I had a little fear for my
safety, but I mostly in awe of her anger. It just filled the room. It
wasn't an impulsive anger; it was like a volcano building up steam. I
thought, "Boy, this is going to be a hell of an explosion when it
comes." .

Another thing was I knew how hard it was going to be for her to
leave the office and tell everyone on the unit that she wasn't going to
go. The humiliation of others saying, "I told you so." I had a kind of
empathy for her, but I knew it was the best thing for her. I was split.
I was awed, scared, glad she was staying, but I also felt bad for her.

While the previous three examples pointed to how the therapist can
be thrown off balance or unsettled by the patient's anger, the next two
examples demonstrate how unnerving it can be to have a patient suddenly

become psychotic during a session.
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Example #14: "I knew at that moment she had lost it"

An adolescent girl had always maintained how much she loved her 18
month o0ld brother. Her parents had mentioned how, one time, she had
been dancing around with the infant and tripped and fallen. She had
protected the baby when she fell and it wasn't injured. I brought this
up with her one session, and she got this very strange look; she was
just stopped cold--frozen, like a freeze-frame. I had this feeling like
cold fear. I knew at that moment she had lost it. I felt like, "Oh,
shit. This girl is gone." I had a lot of mixed feelings. Part of me
was worried about what would happen, but the observing part of me knew
we were ¢getting into something we needed to get to.

Example #15: "She was not there in the room with me"

Any time someone starts to go psychotic, it's scary. I had a woman
who started to describe a rape she endured. It was one of those things
where she stopped being in the room with me. Her voice changed, and she
went on describing the event. The, she stopped talking. She was not
there in the room with me. That was frightening, I could get nothing
out of her. It took several minutes for her to come back.

With this person, I didn't have the feeling that we had hit on
something. I was scared and I didn't feel this was therapeutic. With
some patients you can feel that the bond is strong enough for you to be
their ego and bring them back. But, I had only known this patient for a
few weeks.

In the following example, Example #16: "What it's like to be a
beginning therapist,"” the emphasis is, again, on the therapist being
thrown off stride by what occurs in the session, but in this case it is

new and unexpected material that catches the therapist by surprise.

Example #16: "What it's like to be a beginning therapist"

When I started internship, I was scared and green. I was seeing a
man who would ride a bus in 60 miles for treatment. What stood out was
a sense of guilt that I wasn't giving him enough. He would come in and
just talk, almost dominate the sessions. Perhaps he was afraid of what
would come out. Then one day he just stopped. I noticed the shift and
felt a little anxious. He said, with eight minutes left in the session,
"There's one thing more . . ." and he went on to tell me about his
wearing woman's underwear. I remember a sense of panic, "What do I do
now?" A sense of inadequacy as a therapist. What I was hearing was
unexpected and not decipherable to me. Like if I was playing football,
and the other team lined up in a totally new formation.
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I was able to go back to my supervisor, who said, "Good, some new
material” and predicted that the patient would back off from what he'd
brought up. We eventually worked through his fecelings of losing his
wife and his feelings of inadequacy. This incident has always been an
anchor point for what it's like to be a beginning therapist.

The following example, Example #17: "I felt . . . kind of lost,"
also presents an event in which the therapist begins to feel overwhelmed

as he struggles to figure out how to respond to a difficult situation.

Example #17: "I felt . . . kind of lost"”

I got a call from a man, who was desperate about what to do with
his wife. She was a young, attractive woman, but she was also a border-
line and beginning to come unglued. I agreed to see them that night,
which was unusual, because I don't get that many emergencies. She had a
quality about her that you didn't know what she was going to do next.
She had a history of taking off impulsively. After talking to her it
was clear that she needed to be in a hospital. I wanted to talk to her
husband, but she wouldn't sit there with us. She agreed to sit in the
lobby, but I was concerned enough to ask the secretary to watch her.
While I was talking to the husband, she left. I was concerned, but I
didn't know what to do. I didn't know how dangerous she was or likely
she was to do something foolish. Yet, I didn't want to over-react and
make her feel that the net was coming down on her either. I told her
husband that she had left and that he should check on her, but he acted
funny about it. He just wanted to continue talking. Finally, I had to
insist that he do something. I felt both scared for the patient's
safety and kind of lost. I didn't know if I needed to get more active
and do something or not. The husband seemed to be psychologically
paralyzed. This was late at night, and I was feeling somewhat out of my
element. I was telling my secretary and the husband what to do, and I
was feeling stretched by all this.

It turned out she had just gone out to get something to eat. I
recommended hospitalization, but they waffled. It was three or four days
before she went into the hospital.

The next two examples have been saved for the end of this category,
because they provide a kind of transition to the next category, Merging
and Separating. While the issues of control stand out most figurally in
both Example #18: "I could actually see the boundary around her" and

Example #19: "We were bound together forever," the events take place
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acainst a backgrounc c¢f the patient and therapist being joined cr Merged
in some ways. In both cases, the issues being dealt with in the therapy
have to do with primitively organized aggression.

In the first of these two examples, Example #18: "I could actually
see the boundary around her," there are aspects of all four categories
that can be discerned. In addition to the patient's poorly controlled
behavior (Losing Control) and the disturbing impact that this has on the
therapist (Merging), the therapist also remarks upon how establishing
some limits with this patient provided the beginning of a relationship
(Connecting) and how this case made understandable for the therapist the

notion of "ego coverage" (Recognizing).

Example #18: "I could actually see the boundary around her"

This one really stands out in my mind. A lot of information came
together in an experiential way. Things that I had read and talked to
others about, theoretical things.

This patient was just absolutely out of control, drinking, sub-
stance abusing, beating people up, and the therapy started with this
person being out of control. The patient came in drunk and high, cuss-
ing and threatening to beat me up. I hadn't worked with a lot of out of
control people before that, so there were a lot of things that I might
have understood intellectually, but didn't have a lot of experience with.
There was a lot of focus on the the content, and it was really clear what
was ¢oing on, but there was something missing. The focus didn't ever
serve to settle this person down. The third or fourth session, in the
middle of the session, I remember thinking that something had to be done
to get it under control. I put some limits into the therapy, saying
that the patient could not come in high anymore, that the patient wasn't
going to beat me up, those kind of things. That wasn't the thing that
was striking, what was striking was that I had a hallucination at the
time that I did it. What I saw was a box around this person. It was
clear that the control of the therapy had shifted. As I was saying
these things, I knew that the therapy could work. I could actually see
the boundary around the patient. I had finally gotten the therapy
contained in a way that we could start working on things. It was
contained within that room, whereas before it had really been out of
control. Actually some very good things happened after that in the
therapy.
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(While this was coming together, you literally saw the patient
contained in a box?)

Yes. Sort of a clear, kind of cloudy, had a little bit of color to
it. It definitely was a box around the person. The person was soO
loose, and so chaotic that the patient aroused those kind of feelings
inside of me all of the time. It was just a very primitive situation.
I think that is probably why it happened that way, too, such a concrete
form. The whole situation was so primitive.

(This case stirred up a lot of chaotic feelings in you the whole
time you were working with it.)

Oh, yeah. Up until that point. After that point, I still felt the
same things, but not in the same way. It seemed to more manageable. I
remember with that same person, I had an image one time--this was sever-
al months after--that this person was a little child and that there was
a rope--I didn't see this one literally; this was more a metaphorical
kind of thing--but there was like a rope around the person, and we were
sitting outdoors and there was this cliff there, and there was just
enough rope so the patient could always go up to it, but not enough so
that the patient could go over it. That was always the sense that I had
in the therapy after that.

I think that's when I understood the notion of ego-coverage. You
get inside the person, almost literally, and take over some of their
functions. You can see it work. It's one thing when therapy is more
content oriented, when somebody has enough of an ego that you talk about
things and insight makes a difference. With somebody like this, all it
does is stimulate more impulses and gets them more upset. I knew that
there was a difference before that, but I didn't know what the differ-
ence was and I didn't know how to do it.

(What became of that sense of something missing and what was that
sense like?)

I didn't feel like it was missing after that. I remember thinking
about the issue of control, that I clearly didn't have control of the
treatment. I think what I felt was missing--and what was missing~-was a
therapeutic container, a hold. I didn't have a hold on the person.
There wasn't any connection between us, and I think that's what the
container is. There's a connection, and it's built on certain ground
rules, but it's also built on the belief that there's something con-
structive that's going to happen between people. Once I understood that
I didn't feel so much like something was missing.

I didn't use the content for insight after that. I used the con-
tent for coverage, to keep things contained, to build things, as opposed
to uncovering things. It was to build certain kinds of abilities.

(You described it as almost being inside; can you say something
more about that?)
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There is a feeling that you are workinc from the inside. How to
describe that. 1Its like when you work with small children. You watch
them, and then you see what they are capable of doing and what they are
not capable of doing. When you get a sense of what they are not capable
of doing, then you assume that for them and do that for them. 1If you
are working with an adult, you verbalize that's what is occurring, so it
can become a higher level function for them and go through verbal means.
With little kids you just do it.

It's probably that there isn't any distinction between inside and
outside with someone like this, and there's not much sense of bounda-
ries. What you are doing is building boundaries. You make an alliance
with, however small, that constructive part of their personality. In
that sense, you feel like you are inside. From there on, you start
building boundaries around these other things, which are just out there.

Like the preceding example, the next one, Example #19: "We were
bound together forever," also contains a number of different aspect that
could be focused upon. The aspect to be emphasized, which places it
between the Losing Control and the Merging categories, has to do with
the patient's angry and desperate effort to maintain the therapist in a
position of meeting her "symbiotic" needs. 1In addition, there is a
sense that in going through the depression accompanying the loss of the
symbiotic merger, a different higher level of relating has become

possible (Connecting).

Example #19: "We were bound together forever"

This case was an extremely bright woman, who was talented and very
creative, but profoundly disabled and limited. Things would fail,
because she would become psychotic and have a manic episode or she would
have what she called depressions, but they were more disheartened,
schizoid withdrawals.

She came to the first hour and heard that someone would be listen-
ing to her and she could have therapy. She could think about outgrowing
her madness, and she was thrilled. She went home and promptly became
psychotic. She called me in a dissociated state and spoke in a terri-
fied little girl voice. "She's here, in the house. She's going to kill
me. She said she's going to kill you." Then, she disappeared from the
phone. I could here breathing, but gone somewhere, inaccessible to
anything I had to say to her. Then, there was no longer any breathing
and there was an open circuit. I was worried and frightened and
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wondering what the hell wes going on. Then, she came back to the phone,
and it was an absolute female mcnster. 1In a guttural, growling voice
that reminds you of the Exorcist she told me in no uncertain terms that
I was damned to hell for trying to take her away from me. "She's mine,
and you'll not get her. If you mess with her, I am going to kill her
and you."

We worked on all of the above, and she advanced, at an admittedly
snail's pace, to increasingly, as I would put it, genuine abandonment
depression experiences. She was increasingly, intellectually and affec-
tively, in touch with the knowledge that she simply had to experience
letting me go if she was to be really well and to really belong to
herself and be done with this.

The abandonment depression had proceeded to a level where I won-
dered, will she submit to that much pain. I got my answer, in a sense.
She was in that pain, and then, she dissociated, which she had not done
in two or three years. She dissociated at the end of the hour, went
silent, and into a deep schizoid withdrawal. When she came back out of
that, she reappeared as a somewhat modulated female monster. She looked
me dead in the eye, and with all the scathing powers of a paranoid
female, she told me what a horrible, useless, son of a bitch I was:
"What a trick, what a deceitful trick. My only defense, my only means
of surviving in this world is to appreciate what a worm you are. Play-
ing with me and how I feel. Doing it for years on end. Stealing my
money and me not able to do a god damn thing." She slammed out in that
state of mind.

We were far enough along, much different from earlier times when I
would have been more frightened of the lethal potential, that I felt
tired of it. I was in a state of mind, where she was going to have to
decide. If she was going to cast that devil out, fine; if she was going
to turn it loose and have it kill people, that was fine. I believe I
was prepared for her death. I knew that it wasn't going to be any fun;
it's going to be painful. I understand you got one or two coming in a
lifetime, and I haven't had mine. If this is it, so be it. I didn't do
anything to manipulate her environment or rescue her from her state.
Nothing.

Next session, she came in, and I had an experience of dread and
knowledge. I had the knowledge that she was packing a weapon in her
purse. That really got my attention, though I don't know that I was
that effective with it. If I had really been my ideal self, I think I
would have done something different. I might have said, "I have some-
thing that supersedes anything you have to say. I'll tell you that I'm
scared to death, and I'm scared to death, because I believe that there
is a weapon in your purse." Where might we have gone from there, if I
had the courage of my own convictions?

Well, I was soon to pay the price for my lack of courage, because
she slumped through the interview and scathed me again, but her energy
was down. She was more depressed and hopeless about things. I felt
that the danger of suicide was much more real, and I was thinking of
possible suicide-homicide. I was certainly a perfect target for that;
it was a marvelous solution for abandonment depression. We got to the
point that it was the end of the session, and I said, "Stop. 1I've heard




the state c¢f mind that you're in, and my best clinical judcement is that
you must ke in a hospital." My feelirng was that's the only way she can
have that abandonment depressior without running an insupportable risk
of suicide. She got up as if to leave, and I caid, "You didn't under-
stand me. You must be in a hospital.”

She kolted out the docr and got past me, and as I walked with her,
she skillfully dropped her hand to her side, which put her hand dead in
the middle of her purse. She dropped the purse; the purse fell away
from a gun, and she stuffed it into her belly. My whole life passed
before my eyes; I was right beside her. I just dived to knock the gun
away from her belly. The best chance we've all got here is to push that
gun to the side. I used all the force I had and knocked her down. It's
a wonder it didn't break bones. I wound up holding her until the
struggle guieted down.

That marked the turning point; she turned and worked just in a
straight line from there on.

(What strikes me in this experience is a kind of intuition of what

is going on. It's like you have already had a chance to read the
script.)
Oh, yes.

(And now you are in it.)

It has the force of reality for me, now. I feel it was real. What
was real for re was that phone call. That's when she became my patient.
It was not in the first interview, but in the phone call. We were bound
together forever, and I waited years for the denouement, that combat
with her internal object world when the demon would either die or be
cast out. It seems to me that I knew the demon pretty well; it was an
eerie feeling.

(When she left the session, the time before she came back with the
gun, your sense of that was: This is it. 1I'm not going to do something
different. A fish or cut bait kind of decision?)

It was a becoming a man kind of experience. I knew I had met the
devil. I was prepared for an all out try to beat the devil. Also, I
wasn't going to be seduced by the devil. I had read Harold Searles's
Collected Papers, and he talked about the formation of the pre-ambiva-
lent symbiosis. The hallmark of that was you felt guite in love with
the patient, and the patient felt in love with you. You knew it; they
knew it. You were in it. You might be there for a year, two years,
three years, five years, but sooner or later, he said, somebody is going
to get tired of it. "We're separate; that's it."” At that moment, you
felt you had converted from treating a psychotic person, who lived
through these primitive identities--the devil incarnate and so on-~lived
there, dwelled there, to a more neurotic personality structure. I had
very much the sense that, "I know what is real about you. I know
precisely where you are in treatment. I know exactly where I am and who
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I am. I kncw who you can be and who you are. I'm willing to gc t¢ the
mat with you, but you are going to have to decide." I felt very free
with that. I really had forgotten that she wculd probably like to take
somebody with her. I had sort of resigned myself to she was going to
have to decide. It could go either way.

2. Merging and Separating

This next example provides an instance of the therapist experienc-
ing a confusing merger with the patient, but in this case the content of

the experience has to do with psychosis instead of suicidal impulses.

Example #20: "We're both swirling in psychosis"

I've also had the scared to death, terror ones, not because of
suicide-homicide [referring to Example #3: A "scared to death" experi-
ence], but heading into impending psychosis. There have been times, in
which I sat with patients, and I know they're crazy and they know
they're crazy. We're both sitting there, as they're swirling in psycho-
sis, and I'm sitting there swirling with them. Initially, that one was
scary, toc. The difference between that one versus the suicide-homi-
cide ones was in terms of the kinds of negative outcomes, like death.
With psychotic people, when I've had it with them, it was more just pure
fear in losing control, without concern about outcomes and consequences.
Somehow with these populations, the consequences have not been there
like with the other ones. 1It's the sense of chaos, the room kind of
spinning, and the sense of, "Oh, this person is kind of crazy." I have
more perspective on the affect. The first thought I always have is,
"This person is kind of crazy," or "This person is threatening to go
in." With this kind of population, this will happen relatively fre-
quently, because you lapse in and out of it with them.

This next example picks up on a previous one, Example #3: "A scared
to death experience." 1In this case, the therapist has the experience of
being flooded with the patient's affective experience after the patient
has left the session.

Example #21: "Time-release capsule" of affect
This patient had a very similiar character structure and defensive

constellation [to the patient in Example #3: "A scared to death
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experience"]. This individual, while not killing cthers, was very close

to a lethal suicide attempt. I remember being corncerned about it,

talking about it and so forth. After the session, the individual left,

and I was all ky myself, not with the patient. I had just come out of

the rest room, stopped to have a cigarette, and got the same experience,
except the patient was no longer in my office. I was flooded with the

sense of out of control-ness, decompensating toward a paranoid end cf
things. I just felt like the suicidal impulse was in me. I was not as

scared of it this time. I remember being just kind of woozy. 1In fact,

I sat down. I thought, "Whoa!" and I thought about the patient and about
what we had talked about. The thought I had was, "Well, at least the

patient left it with me." I think the patient was thinking about doing

it that day and had left it with me. That patient is doing fine,

continuing in therapy, and has worked through it, and so forth. But

that was weird, because the patient was gone and it happened. So, there

was a time-release capsule effect to this one.

The next example focuses on how the therapist can use his experi-
ence of merger or attunement with the patient's experience to maintain a

kind of understanding and unconscious communication with the patient.

Example #22: "Oh, I'm in the closet with her now"

I've noticed that often some of my colleagques, if they know about a
particular case, they very often immediately say, "Oh, he's really
crazy" or "This person is schizophrenic." They often have a much more
objective peoint of view. Not objective in the sense of devoid, but
objective in the sense of object, on outsider. Often I find that I
don't have the same kind of perception. Often my perception is much
more of an attunement perception. Like with one particular patient that
I worked with, the original complaint was about an ex-spouse. How that
person wasn't giving their child enough structure and it was going to
ruin the child's life. What I noticed about myself was a kind of a
sensitivity that I had to the patient, but that I would never take to

the point of saying, "Boy, this person is really crazy." 1In fact, the
patient was psychotic at times, but I would never go that far as to say,
"Oh, this person is having a schizophrenic break." I had a certain kind

of attunement to this crazy part of the patient, where I was able to put
up with it. This case put me through the wringer at times. A lot of
phone calls in panic states. I noticed some counter-transference reac-
tions where I would become very anxious like the patient or very worried
that this person would become litigious and sue or something. What I
noticed was that a lot of these states really were almost projective-
introjective processes. These were really the issues that the patient
had. All I did primarily was hold the line with the patient in the
sense that I didn't jump in.
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Sometimes it was a very moving sort of experience, in the sense
that some of the plight, for example, of this person's childhood would
make me very sad as we talked about it. The rpatient really had a bad
childhood in fact. That's what I mean by that kind of attunement, and
it allowed me to make some direct interpretations about what a particu-
lar experience would be. One particular experience the patient had as a
child was to often hide in the closet alone, especially when things got
too loud and angry and crazy in the household. During periods in the
therapy the patient would come in and shut their eyes and talk to me. I
remember very clearly, my first reaction was: "Oh, I'm in the closet
with this person, now." I didn't say anything. The patient went on for
a while that way, about a couple of weeks. Six months later, I brought
it up, again, in a different context, and said, "Yeah, I was in the
closet with you." The patient laughed and said, "Yeah." It made sense
to the patient, too.

(In certain ways, being that attuned to this case, you kind of
lived the world as the patient lived it, and it gets harder to decide
what the boundaries are. You kind of accepted the patient's
boundaries?)

That's true, but on the other hand, it got to a point in the course
of the treatment where I realized that the patient's anxiety was just
getting out of hand. It was just too much for this person. I learned
that because it was too much for me, too. So, the patient was put on
some medication, and it in fact helped a lot. It didn't seem to hamper
that much, in terms of the therapy. Around that time the patient got
quite mad about it. Not about the medication, but because all of a
sudden this person began to feel separate from me. I said, "Maybe the
problem is, before all this you felt that I was the same as you are."
The patient said, "Exactly." I began to see that there was a point to
the fusion. With what this person was trying to work out, the patient
needed someone to be in a sense fused with them, but there was also a
defensive aspect to it. The defensive aspect is that if we're the same
then I'l11 never have to change. Of course that left the patient in a
very bad spot, because if we're the same, then the patient was also
subject to projections of all the things that this person had inside:
fears and stark sadistic feelings.

The next four examples pick up on the notion of the therapist's
experience being correlated with something that the patient is dealing
with, which was illustrated in the prededing example. The first exam-

ple presents an instance of the therapist's fantasy being strikingly

similiar to a dream that the patient ends up talking about.
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Example #23: Urcorscious communication

This wasn'’t necessarily a turning point in the therapy, but it was
an episcce that taught me something about how it is that pecple uncon-
sciously cormunicate in some manner. I w&s working with a ycurg woman
who had suffered a terrible csetback and had a schizorhrenic reaction to
it. Her house had burned dcwn. For the first year of therapy there was
very little spoken, a lot of long silences. On this particular day, I
rerember my mind was kind of wandering, fantasies were coming tc mind.
I had this one fantasy of standing on top of University Hospital and I
was gquietly watching the cars go back and forth, back and forth. I
thought that was kind of an odd day dream, that was sort of the experi-
ence of it. I thought mayke this has something to do with our relation-
ship, so I said, "Do you ever get the feeling that we'er just passing
time?" using the idea of cars just passing back and forth. She said, "I
don't know, but it makes me remember a dream that I had last night." So
she started talking about the dream and lo and behold the dream was of
driving down the highway towards University Hospital in order to be
hospitalized. I thought that was really strange, just the coincidence
of the dream that she had had, the actual geography, and the fantasy
that I had had, which were very much in correspondence to one and other.
I didn't make anything of it; I didn't tell her about the fantasy, but
it did make me think in terms of the level at which people might commu-
nicate. It seemed too coincidental to just be written off as sheer
random coincidence.

It taught me a couple of things. One is that I can have that kind
of attunement with certain kinds of patient, especially schizophrenics.
I often use it diagnostically. The other point was: it really struck me
how sensitive we probably all are and don't realize it to that kind of
attunement. I wonder if it isn't the basis for empathy and for counter-
transference fusion. 1If those phenomena aren't sourced in the same
ability to identify, at some primitive level, with somebody.

In the next example, Example #24: "Well, somethin¢ must be going
on here, " the therapist's anxiety announces that the patient is appre-
hensively getting ready to move to a new level of working on the therapy
issues.

Example #24: "Well, something must be going on here"

It seemed like nothing in particular was happening. We were talk-
ing about many of the same things that we had already talked about. I
remember one session feeling just very anxious, almost to the point of
feeling fear. I could feel myself being very very tense. I remember
thinking, "Well, something must be going on here; I don't know what it

is." I zoomed through all the things in my life that might have result-
ed in that, but it didn't seem like that was the issue. I remember
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thinking about it for awhile after that, and if something like that
occurs, you have to trust that scmething is going cn in the therapy.
The next session, the persor came in and started talking about how all
the symptoms that he had at the beginning of treatment had started up
again. This was maybe a year from the beginning of the treatment. I
remenber feeling very briefly the anxiety that I had felt, and then, it
just went down. I wasn't feeling it. I made some kind ¢f interpreta-
tion that it was very likely that the therapy had shifted another level.
He had been working through, prior to that, but it was like it was going
to shift down tc a deeper level. 1I'm sure that's what the fear and
anxiety was about. The level prior to that, there had been some very
emotional times, ard then, it had been intellectualized in a lot of
ways.

In the next example, the therapist's experience of disorientation
indicates that the patient is talking about something, for the first

time, that is confusing to them.

Example #25: "I'll feel that too."

I've had times where I felt like laughing hysterically, or I felt
like the room was starting to spin, or real intense sadness. These are
related to things that come up later or to things that are going on with
somebody who might be feeling real loose. I have noticed that, at
times, when somebody talks about something for the first time and it's
very confusing and disorienting for them, I'll feel that. I'll feel
that sense of real disorientation. I'll look at them and it's clear to
me that's what's going or.

In the next example, the therapist's desire to laugh hysterically
indicates that the patient is going to talk about something that would

be really "crazy."

Example #26: "I've had times where I felt like laughing hysterically”

The times that I feel like laughing hysterically, I usually think
that it's going to be something really crazy and that it would make the
person feel really crazy. It's not something that's funny. It's that
kind of very intense laughter where somebody is very afraid that, if
they say it, they are going to go crazy.

This one patient had a very, very, very disturbed mother, and
sometimes, when he would talk about her, I would have that sense. The
things that he would describe would be pretty crazy, but for him, there
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was no affect associated to it. All the affect was isclated from any

descriptiors. For most people, if they are talking abcut their own
parent, it wculd be devastating, absolutely devastating. The split was

very great, and at that point, I had the feeling of wanting to laugh.

Laugh at something that was so crazy.

My reaction to that usually has to do with chaos and if their
affect is isolated from it. If somebcdy is feeling it and describing
it, I don't have the urge to laugh. If the affect is really isolated
for them, and it has tc do with something that would just ke absolutely
chaotic, and the person must have felt just absolutely helpless, that in
my mind would be the kind of situation that would threaten to make
somebody go crazy. If you think of a little kid in a situation where
people are acting really crazy and not taking care of that child, and
then the person is able to recall it, but it's all split off, that's
usually what that reaction for me has to do with.

This next example is also suggestive of the therapist having some
sort of unconscious merger with the patient, but it never becomes clear

whrat the merger means.

Example #27: "I wculd have this impulse to jump up and throttle him"

One that came to mind, I call an unusual countertransference reac-
tion on my part. A young man that I was seeing was using the couch, and
I would listen to him go on and on. What I noticed about him was that
he seemed to ke giving me a summary report of what was going on mental-
ly, rather than telling me straightforwardly. I commented to him akout
that several times. In the midst of all that, I would notice, when I
was quiet and he would go on giving these summary rerorts, I would have
this impulse to Jjust jump up and throttle him, literally, to kill him.
It was very clear that was what it was, a feeling to attack him, to
choke him to death. I was somewhat surprised by it; it didn't particu-
larly frighten me or anything, but I remember being surprised by it.

I knew from his history that when he was a young boy, before the
age of five, the father was physically abusive of him. Often the pa-
tient remembered that experience as one of surprise. He would ccme in
after having played, and his father would fly into a rage and spank him.
So, I always suspected it had something to do with that, but it never
clicked. I was concerned enough to bring it up to a consultant of mine,
who was just as puzzled as I was about it. His only suggestion was that
I had him on the couch too soon. He suggested that I invite him to not
lie down. I think he keyed more into the countertransference reaction
that I was having and the fact that the guy was giving these summary
reports of what was going on. So, I invited the patient to sit up, of
if he wanted, to lie down, whatever he wanted, walk around if he wanted
to. He got up fror the couch and in the course of the therapy never
returned to it, but the therapy went along fine. I never had that
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reaction again. It lrappened three or four times. It was startling
enough to surprise me.

(Was there irritation with him?)

Very mildly. He was a procrastinator in every aspect of his life.
He had tremendous resistance to do psychotherapy, as exemplified Ly the
summary reports. I would find his withhcldingness irritating, but
certeinly nothing to warrant that kind of reacticn. This was very
different, qualitatively different. This was wanting him throttled.

3. Connecting

This first example provides a very good instance cf the therapy

relationship moving into a new form of connectedness.

Example #28: "“The quickening cf the case"

What I call the gquickening of the case is becoming aware of some
undercurrent of emotion between the two of us, in which there is a sense
of connecticn. Something dramatic occurs that almost grabs a response
from me. This one patient's style was one of extreme constriction; the
patient was so suffused with shame anxiety that this rerson was unable
to work. The patient was also quite paranoid, vigilant, and pretty
desrerate. The first months that the patient worked with me were ex-
tremely uncomfortable. This person could scarcely speak; the patient
was so uncomfortable and pain filled. The patient was with me about
eight months when this event occurred. This person had spent a signifi-
cant portion of childhood in a prisoner of war camp. We had a change of
office, and the size and configuration of the office was reminiscent of
the cell. This necessitated making a change to another office, and it
got the patient so mobilized that the person was able to express some-
thing of the fear, the rage, and the shame that was felt. 1Ir contrast,
the material up to that time had been very concrete and centered on here
and now problems. This somehow impelled thke patient into an "I" posi-
tion and to be more revelatory. The significant thing, which was a
turning point for both of us, occurred sometime while the patient was
expressing this desperation. It was so palpable to me that I felt
compelled to share scmething. I told the patient that my mother had
been mentally ill. Not the sort of thing that I would typically do at
all. It was an exchange; I was giving sorething that was very private
of mine. The revelation seemed extremely apt, because the patient was
stuck in a prisoner of war camp with a haughty, rejecting, crazy mother.
So, the thing I gave made me most like this person. It changed the
atmosphere; from that point on, the patient began to relate work in
fantasy. In dreams, the patient had an infancy and childhood all over
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again. The kond between us was a very strong emotional one, like ke-
tween a parent and a small child.

(Could you say a little more abcut what the palpable guality of the
patient's desperation was like for you?)

The patient really talked very little. It was the appearance; the
way the person held their body; the flushes the person would get. The
eyes were rage filled. This person looked as if they were so full of
murderous feeling that they were just about to explode out of their
skin. The body was rigid and stiff. The only movement would be a kind
of writhing. There was a sense of great constriction. The patient
would start to say something, then choke it off.

(It was an attempt to bridge, then, and establish some kind of
contact, so the patient could share that with you?)

These are not planned things, but they are evoked. 1It's an intui-
tive reaction in resgonse. It is an attempt to bridge, to comfort, and
to let them know that there is empathy. An image for it is that on this
bridge the two have come together and a new form of life or a new form
of communicating has come into being. You stay with that while the
person works on their individuating and is finally able to separate.

Prior to this dramatic experience, I had a bottled up feeling. I
would absorb the feelings that the patient had. When the hour was over,
I would feel frustrated, anxious, even frightened. I had reason to feel
those things. This patient was a very rageful person, and much later,
the patient was able to tell me that they were afraid that they might
kill me. I was feeling the ebb and flow of this person's rage, while
all the time something else was getting talked about or not talked
about.

With the establishment of the sort of connectedness described in

the previous example a kind of play and playing out if roles becomes

possible between the therapist and the patient. The two following

examples both illustrate aspects of this play.

Example #29: "I participate in their needs"

There evolves a pseudo-relationship or play relationship, which is
a special form of communicating unique to me and my patient. I enter
into the transference and participate in their needs. I participate in
my own feelings, and the images that come to me instruct my response or
interaction with the patient. I remember one very haughty person, who
had a very effective, but somewhat brittle, intellectualizing defense.
A rather dour person, though functioning very well. The person was
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really in therapy for self-exploration. The patient was on the couch,
and the atmosphere between us had been somewhat distant and formal, like
a couple of rabbis sitting around knocking back and forth profound
ideas. We had stripped away enough of the defensiveness, so the patient
was beginning to allow small pains and small feelings to surface. It
seems to me that the first time that this person began to get into this
mode I had a fantasy of being a mother sitting in a rocking chair beside
the crib and watching this person with loving eyes. I didn't ever
express that fantasy verbally, but the kind of material that was pro-
duced corresponded with my fantasy. I felt as though we had communi-
cated without words. I often feel that my patients and I ccmmunicate
some rather complicated ideas or pictures or feeling states in this way.
I don't remember the words that were used, but the patient did become
more relaxed. Mostly, it was a silent hour; the patient just enjoyed
being passive and admired. This characterized the quality of our inter-
action for gquite a long while afterwards. Oftentimes there will be
words that convey it, so it gets into a kind of play. This patient
talked sbcut being in the crib e&rd rattling the slats of the crib.
Then, the persor was &ble to get up, climk cut, and walk over to me.
Then, the patient was able to walk over to the door. The quality c¢{ the
interaction was guite different from the kind of vigilant, uncomfortable
feeling that I had while we were in our intellectual, dialectical stage.

(In this experience, there's a sense that a relationship is formed
at this point?)

Yes, there's an experience of a breakthrough. A breakthrough of
the defense or of the barrier that has existed between me and my pa-
tient. The barrier is bi-lateral. When it gets pricked or exploded or
dissolved, it does have the dramatic quality of feeling like a great
release. Then, after that, the work takes on a quality of play.

(When you describe there being a sense of relief, there's a sense
of change for you, too?)

Yes, my patients change me. It takes a while for the patient to
position me so that I can participate in meeting his or her needs. They
have to train me into it. Sometimes it's easier and sometimes it's
harder. The prior period of intellectual jousting is very important,
much more for some than for others. This patient's defenses had to ke
pricked ard I had to be a good enough fencer to find the place where it
hurt and intellectually and verbally penetrate cr lay open that one
sealed over spot. That's the surgical part, that's the groundwork.
When there isn't this wall between us, I can perceive their needs and
their fantasies of what they need me to be. I am present and involved
in a very different way, in a much less cerebral way, then I have been
before. We have a relationship that is quite different from what we hacd
before. -




A8 a footrote to the end of this next exanmple, the therapist makes
some comments about how it becomes possible to shift perspective with
these experiences. The therapist describes being able to step out of
the immediate experiencing of the event and recognize what is going on

more cognitively (Recognizing) and then step back into the event.

Example #30: "Nurturance and attachment" experiences

The nurturance and attachment experiences are when I end up feeling
filled with this sense of parent-child sorts of things. It will happen
with a patient who is pretty regressed in a healthy, Balint, therapeutic
regression. Often times with patients who are on the couch. These all
occur with patients who are really engaged with me emotionally. They'll
get talking about dynamics about their family or issues relevant to
them, in terms of nurturance and attachment things, and I'll often have
very satisfying kinds of experiences of: They are the child and I am
the parent. For a brief moment of time, I am their parent and they are
my child. 1It's not just that they are responding to me as if I were
their father or mother, or I to them as if they were my child. Those are
very pleasant. I find myself feeling just really nurturant and really
attached and really focused on them, often beaming, often delighted.
The only experience I have similiar to it, outside of it, is when I'm
having a great time with my wife or with some of our children. I'm
having fun with them, and I'm just playing with them. It will be close
to that kind of experience, only with a patient. It's kind of irrele-
vant to content per se, but sometimes it will be because they are
actually talking about something and a similiar dynamic gets played out.

{(Is there a particular time that stands out, now?)

This a female who is high functioning and very successful. 1I've
seen this patient in therapy longer than I've seen anybody. An unavail-
able father who was kind of distant. The father liked her, but he had
more trouble moving with little girls than he did with little boys. She
experienced even more rejection as she moved towards femininity an the
onset of sexuality.

She's highly successful and into mastery and can do all these
things, but she doesn't want to talk about any of that stuff. 1In fact,
we will sometimes go six months, and I don't know anything that's going
on in her life. Instead, she just wants to play. She'll come in and
talk about what age she decides to be today. She'll come in and say she
wants to be four today, and she is four and just wants me to be her
father playing with this four year old. She's funny, playful, joking,
and doesn't want to do anything particularly seriously. She'll kind of
crinkle herself up on the couch talk about wanting me to call in to work
and give an excuse that she's sick today. There are a lot of sexual




seductive things, and she's able to talk very facilely about those sorts
of things. She's delightful, and the sense that I always have is that
she never really had this kind of unconditional attention from her
father, for essentially feeling her narcissistically, and even more so,
when she made the transition from little girl to young woman with the
onset of sexuality and femininity. She's never been able to combine
sexuality and femininity and involvement, and is now doing it. She does
that all with me. It's like she's kind of showing off and exhibiting
herself, and I'm suppose to be pleased, and I am and don't have to fake
that. She's very attractive and makes a very attractive proposition.
Any adult man would be very interested in taking her up on the offer. I
don't do it, because it would be destructive, but I do feel it. She
knows that I feel that way, and we have an agreement that we're not
going to do anything. So, she's very free with that, and it's delight-
ful in terms of spending the time with her.

The way it first got started, she would talk about the lack of any
kind of mirroring from her father and the sense of distance, and as she
would talk about it, I would be very much in touch with feeling how
lovable and engaging she was. The connection was just really strong and
powerful with her, and anybody would want it with her. It was always
such an incongruous arrangement with her: She'd talk about her experi-
ence with her father, on the one hand, and I would be filled with
experiencing her as just the opposite.

Those are the pleasant ones when they happen, if they have nurtur-
ance and attachment aspects to them. The more emotionally engaged and
involved the patient is, the more the nurturance and attachment aspects
are there with the sexuality. Sometimes I'll have those kind of experi-
ences, either turned on or I am aware of sexual things going on, but
they are with patients who are not as emotionally involved. Sexuality
is just more of a body, rather than running through attachment and
nurturant sorts of things. Those are not as strong, emotionally, in
terms of the power of them. Those with nurturance and attachment com-
ponents are very powerful.

With some of them that are more intense gnd so forth, I can't get
it, at first, all the time. It may occur to me a couple of sessions
later, in terms of what goes on. Other times I'm on to it. There are
times when I get on to it right when it's happening. That is an inter-
esting sort of thing, because then I'll be experiencing it, notice it,
it clicks cognitively, and I can flip out of it real fast. It's almost
like a 1, 2, 3 kind of thing. When those happen, the thing that I am
also aware of is being kind of tickled and feeling good, because I think
to myself, "Oh, there are some good things happening here." 1It's very
quick like, "I am her father, she is my daughter, given where she is at,
given her dynamics, this should happen." 1It's real fast, and then I'm
out of thinking about it technique-wise and I'm back into it. Being
able to step back, get perspective from the experience, and then go
back. It's like a dream that you wake up from and you go back to sleep
and start the dream right from where you left off. That's what I like,
when that happens. I like when that happens. Much like I like, when I
wake up from a dream and think about it and fall back asleep and pick up
on it. I generally like that. That almost always happens with dreams




that I like or are in the final outcome significant in someway. It's
like that.

The next three brief examples seem to echo the themes present in
the three previous examples. The first of these examples, Example #31:
"It's like they are ready to take a journey with you," focuses on the
beginning phase of establishing the new level of connectedness, and the
two Examples following this one, Example #32: "It's that going back and
forth and practicing” and Example #33: "Why don't you leave the monster

here with me?" both focus on the playing out of roles.

Example #31: "It's like they are ready to take a journey with you"

This is not a particular instance, but it's nice when this sort of
thing happens. Adolescents come into treatment and often insist that
there's nothing wrong with them. They resist, and you confront them
with what's been happening with them. Then, they begin to let things
out; they might let you glimpse some of what they might be feeling.
Then, you see a transformation. They begin to let you know that they
feel some pain. There's a change in their affect, a change in their
voice. They might be teary-eyed. I feel like now we can work. We're
getting to the real stuff. You finally have touched on something. It's
like they are ready to take a journey with you. It's like that exciting
relief of knowing that you are finally on the way. Consciously, they
too know what it's all about.

Example #32: "It's that going back and forth and practicing"

I remember working with a little out of control four year old. He
sometimes would get the soldiers, horses, and planes out. He would
build fences and put the wild horses in them. Then, he would have the
plane crash into it, and the animals would get loose. I would rebuild
the fences and round up the horses.

I remember telling him sometimes that he would need to be patient,
like when he would want to paint or something, and he took that. When
we would shift roles, I would say, "Hurry up. Hurry up" and he would
say "Be patient." It's that going back and forth and practicing.
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Example #33: "Why don't you leave the monster here with me?"

The patient was a woman who use to do self-destructive things to
herself. She had a vicious anti-libidinal ego. Any time something went
well, she would always exhibit something self-destructive. We got to
the point where we were calling it names, and I would have to do a lot of
that because, if she did it, she would suffer for it. If I put this in
words, she could sit back and laugh about it. 1It's like that with a
kid. You let them know that you are tougher than the monster. We were
talking about her anti-libidinal ego, and I suggested that she leave it
with me. So, she picked out a place in the room to leave it. She
warned me, when she came back, I would have probably done something
destructive to myself.

Another thing that becomes possible in the therapy with this new
sort of connectedness is the emotional atmosphere that the therapist in
Example #4: "Parallel regression" described. The next example illus-
trates the importance of this special emotional atmosphere for the
patient to be able to experience certain critical events in real emo-

tional depth.

Example #34: "That's my father's finger"

I remember one that didn't involve so much my attunement as my
observation. It was a patient that I had seen in therapy a number of
years. Often when I an talking to patients I can pick up on when they
are getting very regressed, especially when they are using the couch.
I often think that very important things go on, even though they won't
be remembered by the patient. That's typically been my experience with
people, that the patient will often not go back and say, "It was that
time when I was laying on the couch and this experience and that experi-
ence was really curative." 1In fact, what they tend to do is forget
those; they repress those experiences. The curious thing is that I
remember them, very clearly remember them.

One is this man who I'd seen for a number of years. A very
obsessive-compulsive man who had come in with very odd kinds of phobic
complaints. He had been raised in a family by a father who worked for
the railroad, and around the time when he was five years old, the father
had had a horrible accident. He had fallen between two cars in a very
remote part of the country on an icy, cold night. He just rolled out
of the way enough that the train car ran over his arm and pinched the
upper part of his arm in half and rolled down a finger. During the
course of therapy, the patient remembered that very vividly. He remem-
bered, as a child, following this episode, being startling frightened
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and depressed for a number of years, as he would go back and think about
losing his father all together. He would have fantasies of his father
getting up, injured, and running after the train, because this was a
very remote area, and if he had not gotten back on the train, he would
have in fact died. He was able, even though he was injured, to get back
on the train.

I remember this one particular session. He was reclining on the
couch, and he had been talking about his mother and had been talking
about his father, and he kind of drifted off into this sort of a very
floating, dreaming kind of state. He was wandering here and talking
about this and he talked about that. He stopped right in the middle of
the session and he looked at his hand. I said, "What's going on?" He
said, "That's the finger." I said, "What finger?" He said, "That's the
finger that the train ran over.' The words that he used made it clear
that here was a subjective experience of that being the finger. What he
noticed was that he was rubbing the finger this way, and he went on to
remember that his father use to do that, too. I didn't say anything
about it, but I felt that was a very important part of the therapy. It
had something to do with an identification with the father and working
out some very hidden, complicated reaction to all this. I remember the
sense that I had about the interview was that the patient was kind of
floating and going here and going there, in a relatively calm quiet sort
of way, and then he was struck by a behavior that was going on, which
seemed to be relatively unconnected. Yet, he had been talking about his
father and the accident. He had been talking about the accident and his
memory of his fear that his father could have been caught out there and
died. He would play this over and over again in his mind as a child.
Then, he noticed his finger. He himself noted that he thought that was
peculiar that while he had been talking about this he himself was rub-
bing the same finger. It was almost as if he was soothing his father's
injury. It had an eerie quality to it, as I was sitting there listening
to him. I remember that. I didn't feel anxious or upset, it was just
kind of an eerie quality.

This next example, also, focuses on the experience of emotionally
moving moments in the therapy process, but the therapist notes that
these were spread over a series of interchanges and no one event stands
out in particular. The therapist, more reflectively, raises the issue
of what role these moments of contact and recognition play in the thera-

py process and states that they are not curative in themselves, rather

the psychotherapy technique is.
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Example #35: "There was no one event, but a series of events"

This patient was in the horse business. She was afraid of dying.
It was vaguely philosophical, but also a real terror. I find myself
wanting to tell you all about her. This horse is going to have a foal.
It was born with some difficulty, but it survived. She was moved by
being able to save the foal's life. She is more attached to non-human
objects, because she doubted her ability to do for others. The horse
eventually did die, but through her long struggle to help it, she could
see it improving a little. These episodes were very moving for me,
too. She was experiencing herself as something good in the world, and I
heightened her awareness of this. There was no one event, but a series
of events.

What I am recounting isn't psychotherapy. It's a reaction to your
questions about my experiences I've had in psychotherapy relationships.
I don't recall my patients as patients or in terms of therapeutic mo-
ments, but I know I treat my patients. It occurs in the context of a
relationship, but what I don't recall may be what is impacting on them.
The treatment is what is valuable to them, although it is not emotional-
ly most salient in my memory. These moments of recognition [Example #5:
"Moments of recognition"] are important, but they aren't sufficent.
It's the question of how much does the relationship cure versus it's
being a vehicle for therapeutic technique.

This next two examples highlight the role of the therapist's intui-
tive and empathic understanding of the patient in order to maintain the

therapy relationship and the therapy process.

Example #36: "Good technique but wrong dynamics"

I remember a mistake I had made. I was working with a woman with a
dual personality. She had a real problem in her self-structure, early
disappointments with her parents. One week she brought in a large
pillow for me that she had made by hand. In proper analytic technique,
I said we would have to understand this. She promptly said, "You don't
want it" and threw it away. I had not counted on the narcissistic
investment in what she was doing for me. I felt shocked and sad when I
realized how I had injured her. I was angry at myself for using good
technique but with the wrong dynamics. She had problems on many fronts
and I had guessed wrong. It taught me about the prevalence of narcis-
sistic needs. We were able to get back together and learn from it.

She came back many years later and brought in her baby. She had
reintegrated. It's very memorable to have a patient come and tell you
what a difference treatment has made.

In therapy, you are always using your reactions to try and under-
stand what is going on. The patient who brought in the pillow is an
instance of this. Here, my feelings of getting my needs gratified (that
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is, of being pleased and wanting the pillow) obscured my view of the
patients needs. A break in the empathy occurred.

Example #37: "It was an intuitive decision,
but it brought the therapy back to life"

Sometimes, you can see two or three levels going on at the same
time, and you need to decide which one you can connect on. A patient,
one time, was talking about issues of approval and passivity. At the
same time, another theme was going on about belongingness. I remember
thinking that the standard thing to do would be to stay on the level of
approval-seeking issues. Doing that, I remember thinking that there was
too much distance occurring. I commented on the other level and felt
that it helped things along. It was an intuitive decision, but it
brought the therapy back to life.

The next two examples point out how the therapist's involvement
with the patient allows him or her to understand the patient better than

other can who are not so involved with the case.

Example #38: "I knew who she was, but she couldn't tell"

This was with an inpatient that I saw several times a week. I
remember the intense dependence from the patient and how intensely in-
volved I was. It's a back and forth thing; if the patient's involved,
the therapist is involved. I remember being able to anticipate things.
Things she did would look strange to others, but I could understand
them, being so involved. A crisis would come up, and I could see the
dynamics. I didn't feel particularly anxious, because I knew I could
step in. It was a case of somebody really using treatment.

One time she got really dressed up and looked years older. She got
very agitated and couldn't settle down. She was almost psychotically
anxious. When I saw her, she was pacing around in a large room. Then,
she looked in a mirror and thought she was her mother. I knew who she
was, but she couldn't tell. I was able to work with that and settle her
down.

Example #39: With a relationship schizophrenic patients
become understandable

I was working with a therapeutic community for acute schizophre-
nics. In the process, I learned intuitively how to £fill in the gaps in
their associational chain. I was also teaching a seminar on schizophre-
nia and asked one of my patients to come and talk. He gave what I
thought was a good presentation of what being schizophrenic was like,
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but after he left one of my students asked, "What did he say? He was so
crazy." It struck me how much rapport I had with him. It also said
something about schizophrenia. After awhile, you are able to establish
a relationship with them and you can understand them. I had become
unconscious of my ability to £ill in the gaps. Also striking was how
these schizoid and withdrawn patients would continue, over the years, to
call me or look me up to let me know how they were doing.

These next two examples point to the therapist's level of involve-
ment with his or her patients. They are affected by the changes that

the patient demonstrates, for example.

Example #40: "There's a personal risk in working with these patients"

I have gradually become convinced that psychoanalytic technique
works. It happened over time. It's always a delight to see that you
can be potent using these techniques. If you do interpret defense
before impulse, sure enough, here comes some new material. Just doing
psychotherapy is a mystery to me.

I have a patient, now, who was hospitalized in other states for
psychosis. She gets depressed and cuts on herself. She's an ambulatory
psychotic. She hates her mother, and she has a lot of trouble with me.
Last week she told me, "For the first time since high school, I'm happy.
I want to think about killing myself, but I can't do it anymore.” She
said that for awhile she had been angry with me, because she couldn't
kill herself while being attached to me. 1It's very dramatic to have
someone tell you that life is worth living.

You don't know what the outcome is going to be. There's a personal
risk in working with these patients. 1It's more than just risking the
time invested in a case that won't turn out or one's personal prestige,
etc.. I don't talk about it; I don't know if it it's ok, but how fond I
am and attached I get to these patients. In one sense it's very struc-
tured, but I still am personally invested.

Example #41: How difficult it is for adolescents
to acknowledge attachments

One of the most difficult things for an adolescent is making at-
tachments and saying that things matter to them. These are really
powerful moments, when the kid says, "I care about you." "I know you
care about me."” "I'll miss you." Etc.

This girl had been in treatment about 14 to 15 months, before she
went on to other treatment centers. She always had trouble experiencing
positive feelings and there had been a long period of negative transfer-
ence. Only after she left could she say in letters how she felt. She
came back, later, and met with the treatment team. She presented me
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with a picture she had made. After that, I ran into her by accident,
and she said how difficult it had been to come back. She also spoke of
the picture and how hard it had always been to say she cared about me.
It mad me teary-eyed. I knew the courage it had taken to do that. I
also felt good that she had gotten so much out of the treatment.

The next two examples have been saved for the end of this category,
because they provide a point of transition to the next category, Recog-
nizing. The first of these two, Example #42: "I don't feel anything,"
presents an instance where the therapist's experience of the relation-
ship is also diagnostic of the patient's form of psychopathology. The
second example, Example #43: "People laugh . . . before they cry,"
seems to have more to do with the "moments of recognition" that the

therapist in Example #5 described.

Example #42: "I don't feel anything"

The other one's that it's occurred to me with are narcissistic
patients. These are different. These occur when I've been with these
individuals for awhile and I notice that there's no real attachment or
involvement. Sometimes it occurs when they start to talk about their
attachment and involvement with me, but I don't feel it--it's not there.
I do have thoughts, when that occurs, about things like narcissistic
bubbles, relating out of narcissistic orbits, the grandiose self, and I
understand that kind of stuff. I'm sure that's part of what goes on,
but it's a weird feeling to be sitting there with them, and they are
saying this one thing, but you don't feel like anything is there. I can
get the sense that I'm talking to a robot or to an Invasion of the Body
Snatchers or Stepford Wives kind of person. I'm very aware of the sense
that there's something missing with the attachment. I don't feel the
connection, which is an odd thing, because I think these other experi-
ences [that the therapist has talked about] occur because of the con-
nectedness and the affect that is passing back and forth. With this
particular individual, there's still connectedness and affect passing
back and forth, but it's in the form of the absence of affect passing
back and forth and the lack of connection. 1It's like at one level up or
something. When I have that experience with them, it's the first exper-
ience of the connection and the attachment, even though it's based on
recognition of no attachment and no connection. I'm sitting there
thinking, "I don't feel anything,” but the very fact that I don't feel
anything and recognize with this person that I don't feel anything is
the first connection I make with this individual. 1It's the way it
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always is with them. 1It's at the meta-level that it's occurring, as
opposed to something that's more directly flowing.

Example #43: "“People laugh . . . before they cry"

There are so many funny things that happen. People are guite
courageous even to engage any of these internal issues, that's what
strikes me. Even mess with them at all.

This woman was telling me the other day, when she came in she
thought she had one problem, that it would be taken care of fast, what
the hell was going on. This is going to take a long time, won't it?

There are a lot of funny things; people laugh at them. They do a
lot of crying and carrying on, but they also laugh. Things actually are
very funny when you get down to it.

People can joke about their pathology. I remember working with a
family one time, and what needed to be done was for the father to get
more active with the kid and for the mother to be able to sit back. The
session started out and she asks, what can she do? I said, "Sit back.
Sit still. Let him do it. So then every time I'd try to talk to them
she'd come in and say, "What can I do?" 1I'd say, "Sit still. Sit back.
Let him do it." It just kept repeating over and over and over. Then,
at very end, she said it again, and I said, Sit still; let him do it.’
And she started talking about how her mother use to say that she was
born wiggly.

The stubbornness of people is funny to me, the stubbornness of the
pathology. You can keep coming up against it and up against it and up
against it. Even to the point where it's defined, where it's being
talked about; it's labeled, but it just keeps coming back and coming
back. For some reason that seems humorous to me.

It's the way people work; it really isn't enough to know. It's not
enough to have an awareness of it. You can even lay it out, and it can
be the most absurd scenario, and it doesn't make sense in terms of
reality, and you can sit there and you can laugh at it, because people
just keep doing it and doing it. 1It's like a bottom line that we all do
it. I think that must be why it's funny.

Then, there's a thing that sometimes happens after that, if some-
body gives it up, there's a sense of sadness. I remember this one woman
who just kept going on and on for a long time. Then she started talking
more about her parents divorcing and what that was like, a number of
loses that she went through. Then, she just hit the sadness, and you
could see the other things kind of fade into the background. At those
times it's so clear why somebody would hang onto it, to stay away from
that. That's kind of a unique experience. I don't think, it happens a
whole lot, those periods of real sadness. Somebody just feels sad and
there's just nothing else. The rest of the shit has just cleared away
and somebody just experiences sadness. When that happens, that has a
real impact on me, when I see somebody who is in that pain, because
there is nothing that you can really do. It doesn't have to do with
coverage; it has to do with being with somebody when they feel
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something, and there's not a whole lot you can do. 1It's active, but
it's not active like ego coverage. You are two separate people.

I was thinking how it gets to the point where people get the drift
of exactly what it's all about, and they go, "Oh no! This is fucked.
What am I doing here?" That's funny too, because they are right. It's
a real choice point. For some reason that experience is very amusing to
me. Maybe it has to do with that there's not a whole lot else to be
done with it. You can take a look at it and laugh, followed by the
sadness a lot of the time.

(I was thinking of Freud's expression about turning neurotic des-
pair into ordinary sadness. "So, this is what it's all about, just a
new kind of feeling shitty.")

Masterful shitty. Tolerable, contained, masterful--but it's still
there. If I think about it, people who get to that point, they laugh,
too. People laugh when they get to that point, I mean, before they cry,
but they do 1laugh.

4. Recognizing

The next several examples all seem to convey the sense theory
coming to life for the therapists. Theory and experience come together
with an "Aha" quality. These are described as learning experiences and

seem to mark milestones in these therapists' development as therapists.

Example #44: "It's different when you see it with your patients"

I use to be cynical about psychodynamic psychosexual development.
I thought you only saw it in Fenichel, for example. I was more into
object-relations and self-psychology. I was seeing in treatment this
woman with mild depressive problems. One day this sane functional woman
said to me, "I just have this strong impulse to eat you and take your
place.” I said to myself, "This sounds like oral dynamics to me." It
was a critical moment of my development as a psychoanalytic psychothera-
pist. It shocked and flabbergasted me, but I was also very excited. I
thought this is great. I was also excited about the progress the pa-
tient was making. I felt we were really getting somewhere. Previously,
I had based my expectations on what people had told me. It's different
when you see it with your patients.
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Example #45: "You don't see many things in this profession
that are tangible"”

This is an internship case that taught me a lot about family dyna-
mics. The patient was losing her hair. I could see how much tension
there was in the household. When I worked with the parents to improve
their marriage, then, her hair grew back. That was dramatic. I was so
much in awe. The reality of the family dynamics; the power of emotions.
You don't see many things in this profession that are tangible, but I am
satisfied that in this case it was the family dynamics.

Example #46: "It was wonderful to see how all the pieces fit together"

Child work is dramatic, because you can change the environment
through working with the parents and see dramatic changes. For example,
in working with this school avoidant child, I had offered her an indivi-
dual, empathic, abbreactive experience, but in the process, I had unco-
vered that there was a chronically ill sibling. The patient needed to
be i1l in order to not be shoved aside. It was wonderful to see how all
the pieces fit together.

Example #47: "It's not just theory"

I remember reading a lot of therapy books and thinking, "Where do
people get this stuff? They must be making it up, because I never have
these kind of experiences." I remember talking to a consultant about
this, and he said, "Just wait.”

This woman patient started coming on to me. I had felt that some-
thing was amiss, and I would point this out to her. Then, she brought
up a dream about me, and I thought, "Oh .. . !"™ She mentioned a Parade
magazine article stating that eight percent of therapists have sex with
their patients, and she asked me if I was one of those eight percent.

I felt discomfort and I was anxious. But there was an "Aha" as-
pect. We've turned another chapter. I've read about this, and now,
I've experienced it. We also worked through it, so there was a sense of
accomplishment. It's not just theory; it's happening.

Example #48: "I had read about this, but not experienced it"

This was an adolescent girl. We had been real close. Typically
with teenagers in treatment, you have to go after them a bit. With her,
I'd say, "Well?" and she'd go.

Suddenly, she didn't want to see me anymore. Finally, she painful-
ly admitted she was attracted to me. Not sexually, but she wanted me as
her dad. She idealized me and compared me to her real father.

Again, I experienced a sense of, "Gee." I had read about this, but
not experienced it. I also felt sad for her. I sort of felt like, in
someways, "I wish I could be your father."
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An intensification. A sense of closeness between us that becomes
intensified. It reminds me of what a supervisor said, "This will be the
first real relationship that they will have had." With this patient, I
was struck by how intense this was.

Example #49: "Pyschiatric phenomena in vivo"

I was working with a borderline adolescent girl. She was bright,
insightful, and also angry and hysterical. This work provided a chance
to see psychiatric phenomena in vivo.

She had seen the movie E.T., and this became a metaphor for her to
talk about the symbiotic relationship between she and her mom. She
talked about how ET and Elliot were and how they separated. For she and
her mom, something like that would be experienced as death. As soon as
the movie came up in the session, I knew what was going to come up. The
therapist's unconscious mind clicking in with the patient.

With this girl, it was very painful to let go. I'm usually not
tearful at discharge ceremonies. It was a wrenching experience; I had a
sense of what it was like between she and her mom. There was a sense of
sadness. I had seen her change. She wormed her way into your heart.
She had kind of grown up in the course of her treatment.

Example #50: "Now, I dread a little returning from vacation"

I had gone on vacation. Again, this was a learning experience. I
experienced the patient's rage. When I came back, she told me she
wanted a different therapist. She had been seeing a substitute thera-
pist. At first, I felt hurt and confused; finally, I realized she had
missed me. Now, I dread a little returning from vacation, because you
catch the wrath of your patients.

The following example contains a number of illustrations of charac-

teristics that attract the therapist's attention as good prognostic

signs and indications of the patient'’s efforts to use the therapy.

Example #51: Characteristics that grab the therapist's attention,
such as change, spunk, courage, and perseverance

One person who stands out is a borderline schizophrenic. He was
depressed and uneasy with people, and he tended to respond indirectly to
others. Many of his psychotic manifestations were ways of being indi-
rect. When he would break down and cry, showing his real feelings, this
would always grab my attention. He's not so secret and indirect as he
use to be. I use to have to almost read a road map to understand what
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he's saying; he was so disguising. These would be instances in which
he's more direct and the content is affectively laden.

Other instances that stand out are changes. People are afraid to
take initiative or assert themselves. I was working with a young man in
a therapy group. He rarely acts. For him to say something in the group
about not having responded to cues from another member was for him a big
step. People begin to show some sign of spunkiness, a sign of hope. He
was beginning to see opportunities.

So, patients being able to take risks, make some changes, show some
spunk, or begin showing an emerging strength--these are the sorts of
things that attract my attention.

Another thing that I notice is when people start to take or show
some pleasure in what is happening to them, like this one woman. She is
spunky, volatile, adventuresome and in scmeways likable, but she is
afraid to get involved in more intimate ways. She has been involved
lately in a longer relationship, and she's fought hard not to let him
get away with things. Previously, she had been married to a narcissis-
tic person and tolerated his including his ex~-wife in their family. She
use to always be doing someone else's bidding. She is beginning to be
able to recognize and assert her needs in interpersonal situations.
This is in contrast to her previous role of meeting other people's
needs, for example, acting as a go-between for her separated parents.

Another example is this woman who tends to make a good impression
and you would assume that she's successful and stable. We worked on her
excessive need to re-assure others. She tends to please others so that
she can get from them. Her mother had been demanding, critical, and
ungiving, which left her with excessive needs to please others. The
change has been that she can give up relationships that aren't working
for her. She's able to say that she won't stay in a relationship that
isn't meeting her needs. She use to keep trying, like pumping a dry
well, and as a result, she would end up self-doubting and feeling angry
and insecure. Her new tendency is to assess these relationships more,
and she shows the strength to tolerate the not having something now, in
order to get something else later.

The other thing that grabs at me, which is probably true in all
treatment relationships, is the ability to accept responsibility for
what they do. An example is this woman who has been depessed and angry
for years. She would feel the same way towards me, particularly when I
didn't say anything. She would interpret that as my taking advantage of
her. She had developed a pattern of feeling inadequate, which lead to
her not wanting to do anything. She would lock for someone to take care
of her. An angry little girl waiting for and daring some man to meet
her needs. We began to explore how she felt so deserving that she was
entitled to feel wronged. This attitude of entitlement relieved her of
any need to see if she could do anything to change things. It was a
step for her to see that maybe she played a part in sustaining the
depression and the misery. If patients can do that, you have a good
prognosis.

Another thing that I admire is the willingness to stay with it, to
persevere. Like this young man that I talked to you about earlier, the
borderline schizophrenic. His ability to continue trying, even with all
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that misery. I find that hopeful for him, and I think I communicate
that to him, even if not in words. I have seen this guy for close to
ten years.

The next example is in contrast with the previous one, for it
focuses on the characteristics of patients that are negative indicators

for the treatment's prognosis.

Example #52: Characteristics of the patient
that indicate a poor prognosis

Then there are those that grab my attention in a more negative way.
For example, this thirtyish lesbian with symptoms of anxiety and panic.
I began to sense that she was a baby and told her she had a lot of
growing up to do. She didn't like that. The following session she told
me that I couldn't accept her sexual orientation and was condescending.
But, I really didn't like her. Her stance was one of externalizing and
blaming others. I could understand her being frightened and suspicious,
but I sensed her unwillingness to accept responsibility. I don't think
we could have worked together. Maybe she was so afraid; perhaps I said
some things too early. However, they are infant tyrants, and the therapy
doesn't go anywhere when this is the predominant element.

The other side of the coin are the runners; they duck out. They
are immature characters, often with some kind of addiction. They come in
with a crisis; then, they leave. I have begun to see it more quickly.
I challenge them by telling them that I don't think they are going to
stick. They haven't stuck to anything up until now. They are frustrat-
ing and hard to work with, because they don't stay long enough to be
desensitized to the anxiety such that they needn't avoid it.

I am expecting a man to call who I'll tell I won't work with him
for now and that, later, we will need to clarify limits and expecta-
tions. Unfortunately, they put me in a parenting role. It gets tiring.
I give them the benefit of the doubt, but eventually I get angry.

This next example is described by the therapist as a "mental

benchmark." It becomes the experiential anchor for the diagnostic

category, bi-polar disorders.

Example #53: "A mental benchmark for the manic-depressive patient"

I find myself remembering some bad things that have happened to me.
I did an intake on this agitated woman with a bi-polar disorder. She
came over and sat on a glass topped coffee table right in front of me,
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very close. She asked if this bothered me, and I think I said, "No."
But it did for a couple of reasons: she intruded on me, and I was
worried that the glass top could break. She didn't seem to be in very
good control of herself. This experience provided a mental benchmark
for the manic-depressive patient, the direct experience of the hostility
that is just below the surface,

The following example demonstrates a number of aspects of the
therapist experience, especially the aspect of Connecting, but it has
been placed under the Recognizing category to highlight the moment of

shared recognition of this patient's doomed future.

Example #54: "He couldn't get enough of my hope"

This was a boy I had been seeing, first as an inpatient, then as an
outpatient. He had stopped coming, then he returned. He had had a
rotten childhood with lots of physical and sexual abuse. He was bright,
but really screwed up. I had been talking to him about getting into a
long-term treatment hospital. He had done well when an inpatient. He
said to me once, "Here I am walking a line. Over here is the hospital;
I see all the good over there. Then, over here are the hostile destruc-
tive impulses: drugs, screwing around, stealing. I know that's there,
and I know I'll be dead in a few years." He couldn't do 1it. He
couldn't go back to a hospital, even though he wanted it. It was like
he could see the promised land, but he couldn't get to it. There was an

intense longing ana despair. I just wanted to pick him up and say,
"It'll be all right." I was making these arrangements for him; I could
just feel the longing for the brief experience that he'd had. The

destructive impulses were too strong. He was willing to go along with
me, but he couldn't get enough of my hope. Inside he believed that he
was doomed.

This next example deals with experiences of nurturing the patient,
which suggests that it is not unrelated to the Connecting category,
however it is included under the Recognizing category since it illus-

trates the therapist's effort to come to understand the dynamics of this

process and how to most effectively be nurturing to the patient.
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Example #55: Therapist as nurturant object

There is another one, and it's the one that Winnicott probably
spent his career thinking about and writing about: the quality of
nurturance between the therapist and the patient. The mothering rela-
tionship, the holding environment, that whole business. Winnicott ob-
served it in its natural setting, so to speak, as a pediatrician. He
would see mother and infant in this kind of dynamic interaction, parti-
cularly the emotional aspect of it. As a therapist, if the therapy gets
really going, its the crucial ingredient, but it's one that we explicit-
ly understand very little about. 1It's a curious phenomenon. It's what
make the world go round. Everybody seeks it out; everybody wants it;
everybody's had some experience with it. Even those who have been most
damaged have had some kind of experience with it, with someone who's
nurturing and respcnsible. We all wish to recreate it; we all seek
after it; we're never satisfied that we got enough of it. It's the crux
of the therapy encounter, and it fascinates me because we have so little
formal understanding of it.

If a patient doesn't perceive that you as a therapist have it
available for their use, there's no therapy. The purpose of therapy is
to somehow create this nurturant ambiance, so the patient can re-examine
what the hell is the matter with them in a relatively safe context.

It's my contention that male therapists probably have very strong
feminine identifications, the good one's. I don't consider nurturing
the exclusive preserve of women, but there's a willingness to do this in
an explicit fashion. Robert Burns describes this Scottish hero as "a man
among men and a child among children.” It's that quality, the capacity
to give, to emotionally enter into, without expecting something in
return,

(Can you tie these ideas to some kind of experience where these
were figural?)

I'm aware of it all the time as a therapist. I think patients
become aware of it only gradually. They look back on it reflectively,
sort of the historical review of therapy, and say such things as "I
don't understand how you could stand me when I was like so and so" or
"You're the only person I've ever known who doesn't seem to hate me,"
stuff like that. I'm aware of it in the sense that I am called upon to
take care of and take care of them. Often times when they're not even
aware of it.

For example, going back to this patient who threw a fit [Example
#2: "You ride the whirlwind"], I'm aware of it in the sense that, if I
have an observing ego at a time when I'm very stressed by what is going
on in an interview and I do what's in the best interest of the patient,
that is a nurturant, parenting function. I could easily get in a mind
set where, as I said, I just become very retaliatory, and I'm sure it
would gratify my wish for injuring them, getting even, and give them a
taste of their own medicine. Part of the nurturant, caring aspect of a
therapeutic encounter is we have to some control over that. Just like a
parent.




(It's a sense of being asked, in many ways, to do something for
them?)

Not being asked; asked implies a specific request. 1It's an expec-
tation that is there; it's just expected. I mean a child comes in the
world expecting to be taken care of. They don't inquire as to your
credentials. They don't ask you whether you feel like it or not; they
just expect it.

I don't think we understand very well the dynamics of why it is, as
a therapist, one's willing to nurture. For example, there's a lot of
talk about "burn out." I'm convinced that people who have "burned out"
have used up their capacity to nurture, and I don't want to burn out.
If I don't understand the dynamics of it and how it works in my life, in
relationship to my patients, I will burn out. I'l]l get sick and tired
of taking care of them; in which case, I won't be any good to them.

You notice it all the time, because it's this constant drain on
your energy, your emotional energy, your intellectual capacity. I
think a lot of therapists do a lot things, which they think is nurtur-
ing, but it's just spinning their wheels, wasting their energy. They're
putting it in the wrong place. For example, this is a ridiculous
example, but to try and feed a child that is already full of milk just
doesn't make any sense. To feed a child that's very hungry makes a lot
of sense. There's an element of timing in this business of being the
nurturant object. You have to have the capacity to discriminate what's
reguired by the situation. If you constantly are making mistakes and
misapply your energy, you're going to burn out very fast. It has it's
limitations.

There are a lot of times I go home at night, and I don't want to
talk to anybody. I don't know that this issue is systematically ad-
dressed. For example, in child rearing, it's just assumed that your
suppose to take care of and parent endlessly. Well, that's nonsense,
just sheer nonsense. Parents run out of energy and rather fast. From a
therapist's point of view, it's the same problem. It amounts to: how
do you modulate your energy to use it effectively and have some left
over for the next hour. Certain patients will go through certain phases
when they are extremely demanding. Your head tells you that you have to
gratify them; you have to give to them at that time.

The next example follows up on the previous one, since it also

illustrates the therapist's efforts to come to terms with the motiva-

tions for wanting to help others.

Example #56: "A person must have to do it"
Doesn't it make you wonder if the people you are talking to are

also afflicted with the compulsion to help? I may have mentioned I had
a compulsion to talk to you. I mean I have given you a gift. I have
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given you a couple of really wonderful stories, and I'll manage the best
I can to feel fine about that. I ask you only to realize that these
stories must be treated carefully. Isn't it funny that the compulsion
of the caretakers that you are talking to, like my initial confession
that I feared that I might not be of help to you, became: I must help
you. I have to do something. I can't examine a sanguine, at ease,
mature young person, age 22, deciding to go into psychology because he
loves people but hates money. I just don't really believe that; a
person must have to do it.

The next example also presents a therapist's reflection upon his
therapy experiences; in this case, the therapist's thoughts turn to the

meaning of the experiences that he has described for this study.

Example #57: Reflections on the meaning of the therapist's experiences

I think they're a good thing when they happen. I believe that they
are always a good thing, even if they are dealing with negative sorts of
things. I believe that as I believe that it's the object relationship
that cures in therapy. I think that it points to some sort of connected-
ness that is going on. Conceivably, it could be pathological, as well
as constructive. But I think about it and try to see what it means.
What the impact of it is and that kind of stuff. I think that it points
to something happening, some sort of definitive connection with myself
and the patient. In that sense, I think that they are good things when
they occur. It says that there is something really going on. I think
most of the time they say things about more pre-oedipal sorts of affec-
tive states, as opposed to so-called higher order affects, oedipal
layered affects, or more sublimated kinds of things. They're below
that. They're the equivalent of what I remember in my own therapy, when
I would be on to an issue and I would say there's no words to describe
this. There's just the affect. For the longest time I would use words
to describe that thing. These affective states would come on me; I'd be
in one of them; I don't know what the fuck was going on; but here it is.
In someways, I think that these things are that way, too. They kind of
occur, and then after the fact, you might be able to get enough distance
to put secondary process on it.

The last example is also of the therapist reflecting upon an aspect
of the therapy process. Here, the therapist notes how the patient and
the therapist recall different events from the therapy as having been

most critical.
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Example #58: "What I took for granted, she didn't"

What I see as important is not necessarily what the patient sees as
important. This one patient called, during a suicidal period, while I
was in a session with another patient. She takes these pills after she
calls me. She felt, later, that I was angry with her because she had
tried to kill herself. I was angry, but because she had treated me so
shabbily. She knew when the session would be over. I had her come in
and use an empty office during this time. Another time in the therapy,
we had sat on the floor together, and I had her hit a pillow to get out
the anger. It had seemed silly to me, and we ended up stopping that and
just sitting on the floor and talking. This had stood out for her,
while I would have thought that allowing her to use the empty office was
more significant. What I took for granted, she didn't and what she took
for granted, I didn't.
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APPENDIX E

SUMMARY OF RESULTS FOR PARTICIPANTS

The results of this study are based on my interviews of yourself
and twelve other therapists, which provided over sixty descriptions of
experiences that occurred during the course of psychotherapy. My ap-
proach to dealing with these narratives was to treat each experience as
a whole. This was done by, first, looking at the ways in which the
experiences were similiar. This led to a categorization of the narra-
tives into four major kinds of experiences. These are described below
as the Losing Control, Merging, Connecting, and Recognizing types of
experiences.

1) Losing (and Regaining) Control: The stories in this category
primarily have to do with how much control the therapist has over the
events occurring in the therapy. Often these experiences are precipi-
tated by the patient's effort to coerce something from the therapist.
In some instances, the therapist experiences him or her self as swept
along by events, while he or she struggles to maintain a degree of self-
control. If the therapist over reacts, the situation may get out of
hand and end the therapy. If the therapist can tolerate these experi-
ences, they often lead to a better therapy relationship.

An example of this category was an instance of what the therapist
described as "You ride the whirlwind"”. In this case, the patient became
increasingly demanding of the therapist, eventually throwing a fit and
refusing to leave at the end of the hour. The therapist experienced
himself as pushed to his limits and was tempted to retaliate with rejec-
tion. Instead, he maintained some degree of self-control and objectivi-
ty, riding the situation out. He described himself as responding to the
situation on a largely intuitive level.

2) Merging: In the most powerful instances of this kind of exper-
ience, there is frichtening loss of boundaries between self and other
and between reality and fantasy. There is a confusion of the patient's
and the therapist's experiential states, which often have to do with
primitive aggression. There may be an oscillating movement in and out
of these fusion states (for example, with a supervisor or colleague),
when the experiences are temporarily separated out and formulated, but
these are often followed by a return to the more confused condition.
Gradually, this oscillating movement can lead to greater differentia-
tion.

In one example of this kind of experience, the therapist takes on a
paranoid patient who is struggling with homicidal impulses. The thera-
pist's fear of the patient's threats leads him into becoming paranoid,
too. Underlying this confusion, there appear to be striking correspon-
dences in their lives and an overlapping of unconscious issues. In
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another example of this category, the therapist is working with a pa-
tient who is struggling with homicidal-suicidal impulses. The therapist
experiences states of confusion and affective merger with the patient's
emotional states. The therapist allows himself to go through with these
experiences and eventually recognizes them as moments of primitive
contact with this patient, which the patient needs.

3) Connecting: In these narratives, a deep, empathically attuned
communication emerges between patient and therapist. It is often char-
acterized by a special, emotional atmosphere, which is shared by the
two. In contrast to the Merging experiences, the therapist retains a
sense of his or her own identity, consequently these experiences are
much less obtrusive and unpleasant.

An example of this type of experience was described by the thera-
pist as an instance of "parallel regression". It was characterized by a
shared affective state, often recognized after the fact by the thera-
pist, which made possible a more meaningful communication by the patient
of past experiences. The therapist experienced himself emotionally
resonating with the patient's regressed state, while still retaining a
sense for how his own similiar experiences were different from the
patient's.

4) Recognizing: In these experiences, the therapists describe
coming to see, recognize, or understand something about their patients.
The content of this recognition can range from an objective, clinical
formulation of the patient in terms of theoretical concepts to a more
profound, sometimes existential, insight into the patient as another
person, a Thou.

An example of the first kind of Recognizing was described by the
therapist as "glimpses of pathology" behind the facacde of some difficult
patients. These glimpses of the patient's hidden issues did not neces-
sarily bring the patient and therapist closer together, but they did
allow the therapist to be more objective and maintain a therapeutic,
non-reactive stance. An example of the second kind of Recognizing was
described as a "moment of recognition": a moment of contact in which
both patient and therapist recognized the seriousness of the patient's
issues. For example, the patient seriously considers under what condi-
tions life is worth living, and the therapist realizes how central a
human act this decision is.

After categorizing the experiences, it became apparent that the
types of experiences reflected more fundamental, underlying themes.
These were arrived at by considering what about the experiences held
them together as a type. The Merger kind of experiences suggested an
underlying theme of opposing aspects, Oneness and Separateness. In the
Merger experiences, this theme is dialectically represented by the pairs
merging/individuating and fusing/separating. The other categories were
also examined in terms of this overarching theme, Oneness/Separateness.
This is presented in the following table.
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VARIOUS APPEARANCES OF "ONENESS" AND "SEPARATENESS"
AMONG THE DIFFERENT CATEGORIES

Oneness (Relationship) Separateness
Merging Merging (Either/Or; Individuating
Fusing exclusive; Separating
[Figurall non-reversible) [Absent]
Connecting Empathizing (And; Separate
Resonating figure/ground) [Background]
Attuned
[Figural]
Recognizing Communing (Either/Or; Objectifying
Intuiting exclusive; Formulating
[Figural or reversible [Figural or
Background] Background]
Losing Coerced (Either/Or; Free
Control Undergoing exclusive; Controlling
Embedded reversible) Acting
Determined Choosing
Submerged Transcending
[Figural or [Figural or
Background] Background]
OR
[Figural] (And; [Background]
figure/ground)

After looking at the four categories of therapists' experiences in
terms of how the overarching theme of Oneness/Separateness is present,
it became possible to identify those aspects that were most essential
for describing these experiences. On the Oneness side of the preceding
table, this was done by extracting the notions of Individuating, Think-
ing, and Acting. On the Separateness side of the table, this was done
by extracting the notions of Fusing, Intuiting, and Undergoing. These
aspects of experience form opposing pairs. The pair Fusing/Individuat-
ing is concerned with the theme of the therapist's sense of identity.
The pair Undergoing/Controlling describes the therapist's sense of agen-
cy. And the pair Intuiting/ Thinking characterizes the therapist's mode
of awareness. The three pairs of essential aspects are summarized in
the following table.
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OVERARCHING THEME AND ESSENTIAL ASPECTS CF THIS THEME
IN THERAPISTS' EXPERIENCES

Boundaries: Oneness Separateness
Identity: Fusing Individuating
Agency: Undergoing Acting
Awareness: Intuiting Thinking

After having identified the four major kinds of experiences and
having derived from these an overarching theme and its three modes of
appearance, the next task was to describe more completely the relation-
ship between these terms, especially the dialectical tension between the
pairs. This was done by returning to issues raised earlier in the study
and re-examining them in the light of these pairs of themes. In partic-
ular, the gap between theories of psychotherapy and the immediate exper-
ience of doing psychotherapy was taken up, along with long-standing
controversies within the psychoanalytic tradition, such as those between
emotion and insight as curative agents, psychoanalysis as a science
versus an art, and the relative roles of reality and fantasy. An effort
was made to understand how these opposing pairs could not be reduced to
one or the other but nevertheless seemed to held together as a whole,
giving the pairs an experiential guality of dynamic tension.

Charles Scott's description of mind as a non-personal, non-concep-
tual, non-intentional event of awareness, which is lived in a particular
way by each of us, was turned to as a possible context for seeing how
the pairs of aspects could be fit together and understood as parts of a
whole. In particular, it was concluded that irreducible contrasts are a
fundamental feature of experience, and the pairs of aspects described in
this study fit well with the contrasts that Scott described as consti-
tuting awareness in general.

The irreducible guality of the three pairs of aspects has implica-
tions for how we communicate about, teach, and understand psychotherapy.
In brief, an argument was made not to overly objectify the experiential
ground of the therapy dialogue by trying too hard to grasp therapy
events with instrumental concepts. To try too hard to explain experi-
ences in theoretical terms misses their living gquality, which we know
intuitively and can communicate about non-objectively through descrip-
tions and stories, such as those you and the other therapists gave in
the interviews. In more general terms, the point to be is that we live
our interpretations of the world more fundamentally than we make them.
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