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Transference. the Metaphoric
Relationship between Patient and
Therapist

In the last chapter we considered various active psychotherapeutic methods. We will
now consider an additional major source of understanding and of change: the rela-
tistahip thial divelops bvtwesn putient aod therapist. ingeiing o know any ather
person we are guided by ont previods experience of people and, as each of us has
hud & différeni expemenes, each devielips o piersonal set of ssumpions and *'-'3“'['-"5":.'&"
toms. We ditfer, for exumpbe, in hosy far we tend to sie athers 2 wenk, fnendly.
erusting, Wumorops, pibent, strong, controlling, theentening, or dewroctive. We
dlsay differ i hiow wie e these and other troibs 1o be connectid 1 Ench other. Fog
ane [erson, strang others may be wen g3 threstening, loe another, they moy be
percenyed of s reliable; bor one persom, fremadly people mey be seen as weak or
stupid] for nnother as fruseworthy, These differences are expressuns of whot one
constd call different pmplicic theories of relationships likig  our perc=ptions of
mndividuals to our repertoire of ribitionship seripts. On mesting 4 fet person, We
perceive their quabisss; more or less gocurately, and anlote other qualitkes (o
themn om the basiy of cor paricular scopes, wiwtd Thew sctogs SeomE dpproprste o
terms of our purtclar gimes dnd svsiloble meass. Much of the suffering of nearots:
reple can b grtriboted o the perticuler mplicin theomes of persomality which
guide thiem in thedr reladomships,

It is ink our esorooolly sgnilicant and less sracioeed relatinnships, such as e
with frends and |overs, rather thae in relationabips with, sy, shop-assisants of
palicemer. that our  fodivideal expectations and eur pecsonal repertoire ol
perceptions and responses play & powerful mle. Moreover, in such relationships we
tend to have chosen people, although nor always consciously, wh seem fimilsar
ard reacly to play through the drama of relathonihip sreording 1o the plot fur which
we e already eehearsed; this process of seliction serves do confirm U
“‘rightness’” of our beliefs
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There are, however, surprises; surprises of two sorts. The [irst arises from the
fact that our consciously recognized version of ourselves and of what we seek in
others is seldom the whole story; much is left out, and there is often 2 counter-plot
implying quite other needs and expectations, The sources of these limitations and
divisions in the self have been discussed earlier, in Chapter 5. The second sort of
surprise is based upon the fact that what we perceive in the other person, and the
pattern of relarionship which we expect. may not correspond with their identity and
their intentions. In this mismatch between the template of our expectations and
assumptions, and their surprisingly different assertions and realities, we are pre-
sented with the opportunity to modify our system of understanding, Beczause such
learning 1s difficult, we will often prefer to lose the relationship or try to bully the
other into fitting the prescription we ofler; but sufficiently strong and sure others
who can srand their ground and reluse to be so reduced olfer us a real possibility of
change. The failure of our mental schemes to assimilate their realily, and the failure
of our habitual relationship scripts to evoke the expected reciprocation, force us to
enlarge our ideas about the limits of our being, and about what we want and can
expect from others, and give us the opportunity to develop more complex and less
inflexible scripts

This understanding is crucial to therapy, for the psychotherapist can be a person
who offers these two sorts of surprise. By giving the patient the opportunity to
manifest and recognize his own contradictions, and by nol accepling his invirations
to confirm his assumptions, he can offer a unique opportunity for change

The process of engendering a reladonship that can expose these contradicrory
wishes, while gratifying none of them, is a central method of psychoanalysis and the
main source of psychoanalytic understanding, In the crthodox analytic setting, the
patient lies on the analyst’s couch, usually for several hours a week. and the analyst
s both literally invisible and personally opaque. This method tends to maximize the
patient’s sense of helplessness and dependency, and serves to make manifest the less
respectable and more inlantile aspects of his nature In psychoanalytic terms, this
situation 15 designed to create a regressive, dependent translerence. The resolution
of this by interpretation and working through is the central therapeutic method of
psychoanalysis, Transference is defined as the patient’s partly or wholly
unconscious tendency to view the psychotherapist in illusory ways determined by
his own expectations and wishes, rather than on the basis of the actual behaviour
#nd characteristics of the analyst. Forms of transference, however, occur in settings
other than that prescribed by orthodox analysis, including many situations where it
15 not recognized. The transference which occurs in less rigidly defined rreatment
sitvations where, for example, patient and therapist sit in view of each other and
where the therapist's interventions may not be exclusively interpretive, may also be
wiilized therapeutically. I have argued earlier (in Chapter 6) that the psychoanalytic
assumption that the orthodox psychoanalytic role is a neutral one seems doubtful;
lor many patients, the inaccessibility and remoteness feels hostile and may mirror
their own inability 1o stay in touch with others, Such patients may struggle through
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1o the recognition that the analyst is offering care but, in my view, the way to this
recognition need not in most cases he made so hard.

The idea of rransference is now fairly generally understood, but often in the
somewhat crude version that “‘patienis look for parent substitutes in their
therapist’’. The description *'metaphoric relationship’’, proposed in the title for
this chaprer, & sipdested o avesd soch smplifsssteo, Che world **metaphor”
from thee Greek, @ equivalent 10 the Latindenved yoed ' oranslerence’, but the
different sense conveyed by the two words in English points to 2 distinction which
would want to make. To say that a patient has '‘transferred’’ an attribute or
expectation from a parent o his therapist seems o describe a relatively crude and
simple act, whereas to say that a patient uses the therapeutic situation, consciously
of unconsciously, to experience and enact metaphorically various ““as il”” versions
of his sense of himsell and of his wishes, needs and expectations, implies. [ think
correctly in most cases, a more creative and delicate use by the patient of the
opportunity provided by the therapist. .

Metaphor |8 mwumiegful  beduise  the  amuntures ol meaning expressl
mietaphorically cocresporid 1o the siructures of meaning being explored, Oue skill of
a therapist, therefore. is to allow his patients to use the relationship as a stage on
which to play out versions of his scripts, especially those felr as unacceptable or not
fully known, Another therapist’s skill is 11 recognize and use fully those small-scale
interactions that take place on the therspoutic stage to illustrate the higher-order
stipts which are responsible Tor the patient s lide defficulties

A this pot it shundld b noted that not all thar nkes ploce betwien the patent
and the therepist is ut the potentially more obscure level of mewphor, The meeting
of patient and therapise {5 o el event, reingnized by both us ServimLg o |'|.'|rri|:'|_||.1|
purpose, and cach inevitably peesenrs the other with a sample of kimasl, Whor
partscylar sample of himself the patient ofers wiil, b peet, e pooted i the oliaons
and peil natare of the therapisiz lor exnmple, 25 older person (o poenges. paent, as
white therapist to black patient, or as male therapist to female patiem, or the
reverses of these: and these realities must be fully acknowledged in understanding
what transpires, and may set a limit on what can happen, Within such limits,
however — and the limits will be wider to the extent that the therapist can convey
hix tiperiess to posmbility — thie mdividual patent’s seli-presimtaton will reveal his
particular formations und his partlonbar Bmatations that stem [rom his hidoey. As
therapy: procesds, such samples may be seléctied,; conscmusly of uﬂr.'n:nl.-u:luuql.'_.' s
b related o the larger themes, and pstient anel eherageat iy develop togerier a
mutually understood symbelic process.

There is one other aspect of the situation that determines which samples of
himself a patient brings; namely, the fact that the patient is in need and the therapist
iz afering help. Thas mequality, and the anxwry, shame, or snger e easily
genefabed in our culiure in sdults by the recopnrion o ther deprendency, means
that ormie of the experience of the patent in therapy s abways ditficibt to
acknowledge. The manifestation of these less acceptible aspects is usually, initially at
least, pattial and indirect, und ix often apparent o the therapist hefore it can be
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consciously named or acknowledged by the patient. The process of unfolding the
more difficult aspects of the truth about himself is helped by the therapist’s basic
acceptance of the patient, and by the sense of sdafety engendered by his feeling
understood, The patient’s statements, silences, dreams, or demeanour, will usually
acceptance of the patient, and by the sense of safety engendered by his feeling
understood. The patient’s statements, silences, dreams, or demeanour, will usually
combine some concealment with some expression; the therapist needs to clarify and
make explicit what is being hinted at, and to imply permission for the expression of
the difficult thoughts and feelings that he suspects to be present.

In many treatments, the translerence serves Lo illuminate particular issues, or
provides further experience of problems which have already been faced in other
relattonships; but in some this metaphor becomes the dominant factor and the
refationship with the therapist carries the weight of the central issues of the
patient’s life, In some way, unconsciously chosen but allowed by the therapist's
conveying his understanding of it, the basic issues of the self are raised: who am [;
am | allowed and, if so, on what terms; can [ give or receive love; Is my anger too
dangerous to admit? Along with this, concealed or forgotten aspects of the self and
the blecks that prevent change become focused upon that encounter, and may be
lived through there to a different conclusion for the first time.

In these more total metaphoric relationships, the therapist needs 10 be deeply
sensitive if the patient is to be spared humiltation, and if he is to learn from the
process. This invelves the total acreptance of the reality of the patient's feelings,
coupled with a clarity and delicacy in exploring their origins and meanings. The
[atient feels ''as if’’ the therapist is somecne other than, in reality, he is, but there
i» nothing “'as if'" about the [eelings. Provided the therapist has established his
punuine human commitment to the patient, the patient can accept the therapist's
non-reciprocation of the extremes of love and hate that may be experienced and can
m time, come to value the real care offered (which is therapy) above the more
dramatic feelings experienced and the more dramatic responses sought. This
[ocess, whereby needs and desires are recognized only to be abandoned. is bath
pwinful and strangely [iberating In the remainder of this chapter, we wil! look at
cxamples of how meetings between patient and therapist can be used in this way
We will start by considering the manifestations of transference in the treatment of
Anne and David.

David

David was seen on seven occasions belore a gap of some months; because of this and
the plan for later group therapy I did not emphasize the transference relationship. It
wus discussed around two themes: firstly, through my early recognition of his
difficulty in accepting the patient role, which was linked with his more general
tendency to adopt the care-giving role in his relationships. The second issue was in
anticipation of the end of treatment The experience of being alone after Patricia
had Teft had been a painfut one, which he had needed w0 go through When, in the
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sixth session, it became apparent that he had forgotten the date of our next meeung,
I felt that this was probably the result of him not wanting to think about yet another
defection, although when T said this he did not accept that 15 was true At the
seventh session he was given a [urther appointment 5 weeks later for which he
arrived a day late, and it may well be that his failure to meet, which could not be
remedied at that time, was an expression of anger or the need (o avoid the feelings
around the termination of treatment,

Anne

In the case of Anne, as we have seen, transference issues came up at the very start
of therapy over the issue of trust. As she developed more trust, the basic patrern of
the relationship was characterized by her feeling safe with, and working hard for,
me as a good parent. While my ‘‘good parent’’ role was helpful in encouraging
Anne towards more self-care, the recognition of mixed feelings was important and,
as therapy proceeded, she became more able to be both present in the session and to
experience her negative leelings more directly; she was able to shed tears for the
first time As the long break in treatment approached and as she recalled many
painful memories, Anne experienced much sadness and some anxiety, but she
developed a confidense that she was managing, and she contrasted this sense ol
“‘work in progress’” with her previous need for everything to be perfect and totally

under control
FOUR EXAMPLES OF TRANSFERENCE UTILIZATION IN TREATMENT

We will now look at some other examples of transference which illustrate the
various ways in which it may play a part in treatment.

Peter

Peter was referred for treatment by his tutors because of his failure to complele
written assignments. After he had been in treatment for some time he agreed (o
record, anonymously, an account of the understandings he was gaining of his work
difficulty, for my use in a conlerence for teachers on learning difficulties, The
following excerpts are [rom this recording. It illustrates a recapitulation in
treatment of the work difficulty and his growing understanding of the relationship
of this recapitulation to his work difficulty and to crucial events 1n his childhood.

| made sn appointment 1o eeoord this meterinl yesterday bae, dae o res that ane s
af preat significance, like lying in bed in the moming. | faled o torn up ad [ am
peconeding it 2 dioy Inte. This istay rof, st the ogtlset, seert very celevant, ot yo will ses
the significance of it My problem firet ocourred during the Christmm wcatin; |l
boen working fairly well during my firss ferm ol b produced one or eaa e of
work ‘of pood quality. Doarmg thar [wres - vadarion, when we lad 4 poempl amaan ol
randing and wrming oo do, | exporieioad & toml work breakabose. | keew thae sone
seudents who showed o corrain smoant of superficinl o]y gromise ' hies their fos "

wehen: by cunre Do’ roal work pr Uhversdty, anid | geuivusl than mob relafidely sosd
.tr_'-l:ll'.'l hind ealiasivl el irtly ttikellecind @hitiy prssd With thes thivry: 1o
oninud, | went vothe Do, oo o appdy for treniment, boe feld lim that iwld prituhly
5 I_x:trr fowehe Libeeralty and Tor misoll i Bowere 1o leave, The Dess svidinily
realiged dhat, olehewgh | oy Save Bad preddems, e dicet T o the ekl ol
mtetlectnal evhuiitma, and e recommenidod (hi | shedlid dhiscrist vhe prohlent furt hes
with spimehody: cise .

In ity emrfycherupy sessiedts, 1 described wlet happened when T ikl Bome § ronld
spenila grear ditul of Haee steting with my booka and frving 10 resd s an extent
thur where | wes dving 1 avipnire] o repuiabiom fie Fesgig sonesbume af @ swiee bl lar
et | jlaink | ospenl st of my e ibrcunidng aod poimg poarul il ||'||||-|-|-_| in
el wins T wasn ' weekaimg, whill sy godtig o happen il 1 diihF wark, and how, i
wittthl b il T-cid, wned home. preaely [ owonkd schaeve, i1 dack il 1 Bved aliogither m a
st o tanesy worlld inowhich §wis gl cotiuering bero.or wan snkiig skowdy lower
and lerwer i the gieter, 1 ity D owsis Befng indairly drsnliied et the colringes ||n.4|
hardne of the woeld, bar that soonr ar laer it woold all ek upowith me it T woukd
et miy desserts and b seen for what 1 really wis ~ o rather miserabie faiture

Well, whit we disoverael dnthy iivtervicws was thar il st ek diffinaline, whicl
bead Bt et siove |k ¢ selicol, were o et Feciome to significann muale ilpl.uul_
.-"LI_ thiv stape, perbaps, the thirg will &l ieo perpective whetl | &y thar drom
I:I'.|III:|.|‘L‘II}I.” b it hd 1] [urh.—_-r: e et led sncide when | wm .'rEl.'HrI....II'I.I.E e i
trdrient | have dexirnt il | el in s vigme way simipectec that [ hida s Kimen ukall
wehidt ehat bae mensi

Tt wems ihat oo ol rhe mejor ihings | e Been sekmn - has bien sorms-kind of
ristritnurtacn, s if F bl been responaible bor, md wriiely wae. by pondshed dor, my
futher s disrh. A school, §had sitempes] m schieve that A by h{'.i-ng_ VOrF dUgriasve,
B down the retribarory wrarh of e aathorities, but the need wis evidenty not
-Ii'_-llu;-:i.'ﬁ: sl Fhad wwatched b briog compliant o unextiemy degree bae then; sl sl
biripng diviai the direct-winth of the axchorities by cherant setsing, whar T il was o
fail "0 levels, to fail one of my 4" levels, to fail my Oxford and Cambridpe Entrance
and almost to fail to get a Uinmwersity place ,

30w iz yeur afer 1 owon Barn sk my fnher becanie choomically Q0 1 eldeak | i a
tanil prohilem wich himom; o beeoming L be seems o ha retaried v e ety
aituprremy, w bt Bach be amd Doore Lk male nfants divmaclon curmother s e, My
imother™s grenl isoed dor fov o be given m fetiern was torned oncber chilileen, .,-.n.|:|":|:;
i i, her oaly won, and | think | it the pressooe of that over-demand fioe - Tove iram
hor. Loy therapy there wes & provess of hecoming conscionsty aware of whar wa
ity on dand of wla the siation fad been I the past with separd o raty (nthier il
mither. Undernesth that, iy subimscioes seemed m kg el se, althoogh T was
e of what goft ol symdrome. was OpErUnIng, i1 prviticed ono sl oo o s
exrent, 1o operate

Il reoer, bt oot s pogelt new. tocthe dovter ds a0 misther, @ ot af sémblic
frrehier Whom | el dnd leve, Inié who i demomding teoge Toomeme T rescn o0 oim
i msa taeer -figure, and Bwani o enpress agizression oo lhm, and 1 rescs Bl e e
e wny = ] Had wanued el oo oy fithes bt s il citdld, I had Leprni chun mpgr o
Fatheirs ke Ui ilee. While, oo e onehund, | winws) Bies to dropedend, on 1he other
fumal 0 epress uggression w10 hove i decsn, So. this speresion hed 1o be
tapressedd non-vorbully, in loletes for appomments, B sl omimg op for the
ivnireding session yesterciy. it hael b be vspeesed i laegetring 4o i e dresrs 1
Isis] resnernberrd and wriven down b skl shene, s as i el been vxprsed monal
wraimgl s Toe fibors, | ks roncred sy decooy ecan invadler hecie, alihon gh
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distarted, ihe strigiire | bl il G owes, wbibe Irightemog, vt in d serse sabe aiml
seeciin. mnel the doctar wes someone wha s going fo come i ney squadid bt koeen
eremial Hevinrion. snd chakes iS50, while | wantsd i1 choeged, 10 do.wn ment 2 pandal
CEperieice, i mear eRpomng sivysell o -mow feclings wiich | alu saw & ru_|:1:||1. s Jar
whis Feancn, 1, | résanted The doctor and wannel g eRpfeed my eggreRion o I'.u:_l_.

G, thils by dome the process (ol POCRVET W ARSI 10 e operalnil Alitheagh the me=ag fine
oif the praphi ol progress W comstantby apwards, (e uiiesl fine v one of advarce and
ruggresaion, alfhough th Leneral e enlsins s s s far-tack oo the preNime
-:|r.u.‘;|: s lviwecreh 1 ssemied tocussern mysstl, whaniol oo rgres fiy paervenality anid my
imdividuality, aml my dperesson gl the docwr Ty refusing oM to the
appainimpnl yeserilay, nivertheies 1 havwe recorelel this’ today

Charlolte

Chaclote. alresdy described 0 Chopter 8, wis 3 youfg Wwoman neompletely
pecoviefed from gnorecin fervoss, stllaudering irom marked focd poeocclpatkomn,
with phases of hinge-suting und vomiting, sno subfering from depression and
difliculpes, in close relabonskipn. The freatoiznd inciuded the e ol schve
techmigues, motably selhmomiormg. bul translerente inerpetations ployed oo
imiportunt pirt on some pocosons. The first occasion ws ol thir end of the. forat
epesrien) o, when T suggested that she was scared of her wish for poes] car,
and was hence having gren difieulty in sccepting uny cure atall, This same et
wigs importand in indersaandme ber relationship dilemmas !11 the n.n'-rh lDlHIE!ﬂ..l
sigpesed that her indirectly expressed dnger with me wis lnked with' the way
which she seemed o perieive me s demanding thnt she should behave well s
puitient; in which she gaw me s bartripe Bl b ot Do the twebich e,
frllnwing i bireak 6 takioment, she arcived mnacancing that she wag afeineng 1o
consult o mutrithenal expers oo move which | saw a8 repressniing 4 -J,rn!ul of the
anderitanding she katl achieved of the meaning of her symproms and, hence, 55
representing an indireet, unacknowledged act of hostilizy towards mie; it wis alsn wi
attempt to escape from the dependency which she taid allowed hersetl From the
fitipenih session (0 termisitor o the twentydrst | repestpdly returned 0 the
theme of the approaching tesmmmng and ol hier spparent meomplote ahility Lo
schricwledee the Bict of it'or the foelings about it These dithculues were seen as
Hiiked with her frequently repeated pacters of relabonship, @ cycle ol demied oeed,
feiir ol closenew, curting-off, symbolized anid nugically cotitrolled by her anosemia,
gorging, and self-induced vomiting.

I the ceies of Peter and Charlone, there were many similarines between the
patienits” beliaviour in the tramdersice ired their hehaviour i some relunonshigs in
i wearid edtside. T the mext cuse we will consider, the expression of i lsaies was
I diroct. ropresentiig & metiphosic recspitulation  (unfortonately. it
rasslutamm 4 the difficulties pxpesionced an libe) rther than 3 repetion

Nora
Nora was a young woman who consulted fus the second time at the age of 25. Four
years’ previously she had consulted with diepre=wion and a sense ol not being in
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control of her life, related to the recent experience of a frighteningly intense
emoticnal involvement with a girlfriend Two assessment interviews at that time
suggested that these problems reflected a hursh, denigrating attitude towards
hersell, and an inability to allow herself full expression or achievement, due o guilt
at having rejected her {amily’s strong religious beliefs. She had accepted referral for
group therapy at that time, but had only atiended two group meetings When she
returned, at 25, she reported feeling better aboul herself in general. seeing herself as
more in control of her life, and her main complaint was one of persistent sexual
difficulty She had never had an orgasm despite the recent experience of a profound
and prolonged relationship with a man who was currently abroad. This relationship
had not been ended but she was now involved in a second relationship which was
also intense. but was similarly incomplete scxually. She had consuited at a lime
when she was only available for treatment for 3 months, and | had been uncertain
about whether to offer treatment. or not. When [ said, at the third session, that we
would see what we could do in the time available, she countered by suying that she
now felt she would not proceed interpreted this response as representing her need
to control by withdrawal, and linked this with her previous leaving of therapy, with
the fearful experience of over-involvement with the girlfriend. with her current
ambiguous commitment to two men. and with her sexual problem which
represented, 1 felt, a defensive absenting of herself at the point of sexual
commitment, This defensive control seemed characteristic of many of her
relationships, although it alternated in some instances with placatory behaviour
iollowed by resentment, These themes were explored over five further sessions, two
segstons having been posiponed by her. She dealt with her two-man problem by
arranging to go abroad away [rom both for 2 further year, and postponed her last
session; she failed to contact me for an alternative time

\WWin

Win had 30 therapy sessions over the last 18 months of her University career. the
1eason for seeking help being a morbid obsession with death, panic attacks, many
psychosomatic symptoms, and depression. [n the course of her treatment, her sell-
.ltacks, her symptoms, her fears, and her self-diminution reduced in intensity, and
her tendency to see destructive attacks from others, which were based on
projection, was much lessened. Termination was accompanied by sadness and by
ihe feeling that she was not ready to leave Follow-up contact was arranged but. for
ivographical reasons, this was infrequent. Over the ensumg 15 months, however,
\he wrote a number of letters in which she expressed very fluently her sense of
*‘unfinished business'', and described eloguently the painful experience of living
ihtough the resolution of a powerfal transference which had clearly not been
ulequately dealt with at the time of termination. In Win’s early letters she was
preaccupied with her sense of loss and with her awkwardly conveyed shame at
luiving sexunal feelings for me.
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Seamorames atell Do il oo Teel e g des hure [oke wae, bl | expern it's some
okl wishifl thinking. |arm net glear why 1waot 1o prodoce pain s wilee ol ik
s mach of W avey ram mie. Sooeiw 1] comecon wcthe stber reason for my lveltng rhas
i woield b asbiamal of, ATty writ i e What i [y thiat | oot EHINE al Ty RILITE]
way. Lo it cown thr ey 1 e abmord, especinlly snce |_|'-. atiply tlesn | wenmi
you phvsically 38 well s the-other wiys Pt | can ehink of comaales me, 1§
sk e very anpry with o For roking e Teel 1L anclweith e fee foefingg @
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answer  Since it is a question about vou, [ am turmmg it into a letter Something
happened which In itself 1sn’t verv important, but which made me very depressed. After
a week of being down, 1 found myself crying and not able ro stop. This went on for
about 3 hours, ducing which time all the {eeling I had had for you and all the sadness
that went with if teturned, | thought it had disappeared but 1t was only buried. And yet,
tt wasn't the same depression or the same pain. and this rime I could see through that
state into the time beyond 1t The next day I felt rather becter and in a week quite strong
and recovered T began o dismantle the particular problem and to reason it out in the

light of what I had learnt from you. Reasoning 15 always a good sign for me because [
vant only do it when U'm not afraid. The reasoning itsell wasn’t very wonderful or
profound but the mearng it holds for me is 1 tried to think of the pattern of the things
vou've sald, and put them 1o order, not 1o regiment them but to make them stand still
and be looked ar. L made sense, I found mysell tying 10 see you away lrom what I
wanted, in the past. to [orce you to be, so I will try to cell you what you mean 1o me

Later (4 months after ending) she went through’a period of great desolation,
described as follows

T thl"._ S [ siddenly, for no reisin [ cowplil meg, |||,l_|;;||1 ko vl l\.‘-l:'b.'.'II'.lhdll e
before. | ein’r eeplan execily what b-was bl he e resalt was' quite different o
sinyiliivng gapeniennisd 38 othir gees {1 nocdonger sean 1o haee the cheath liars ! ]
Fenme quite convinoed thie 1 snis v anly ving thing ket an warih 1 et !T-'-_IIH"J"'I' now. First, I can’l, and probably never will, understand why [ had o go away that first
cullinig thyt vt v e olsle b headid o Lo 8 beeathing, biving erentire. | conikde e fiod L, amd time hefore I was teady I felt like a ghost poing from yowr room, as though I had ceased
i o Wl hing the curs ea by W0 rexsmiTe rn‘_."n.-ll St them, b oounie 100 Mg to exist. [ hope Lhere is no worse feeling (o be experienced Sometimes 1 think you might
have been surprised ar how really bad T felt, but of course 1 couldn't ask you if you
il ke whese m all @me om knew. I hope vou didn’t becanse 1t would have made you very crucl. I couldn’t believe
everything Hitml Tke.a fog Mo chidiim iy rigrkhubian sesoesnd v, it i adoe, ol thar. Well, I came back and | wrote. and if | was persiscent, unreasonable, and a
r,.;,_,;l'H;,|:,;,:. peoie, My Iiviriend says thal b won o leee e mmed e want to sty nuisance, it was at least partly your fault, Nevertheless, you were good 10 me. You were
always there and comforted me. and Jater vou let me be anpry with you which 1 badly
needed 1o be. 1 could teally have smashed you sometimes, You were still there, and
answered my letters despire my idiocies and spire and the difficulties When I reflect on
my foolishness now, 1t doesn’t please me, but 1t doesn’t upset me as belore. It's just a
part of what T was, and am now, in different forms. It doesn’t govern me Then I went
thiough a phase of wanling 1o be without you, being abrard to ey it This took the form
of me managing and being independent and you being hurt and upset withont me, As I
wrome, | realized that it was this question I was posing, and this fear was still hanging
abont, So this letter 15 st a way of discovermg il my independence, which seems to me
te: have become a bic Iond and aggressive in my last letrer or two, was hurting you or
not I have been so happy lawly. and stil am, and it took some misery to bring the
guestion W my attenton. 1 don’t thopk there are any more questions. Puzzles perhaps.
Wuh love lrom Win™’

wetrwtne for foe wantivg me: Ty the time 1 wrone ne poa T e worked gy T han I
Then, fur soime Compleiely gnkaoeT s

phink | s rifieved moskof all fo ke Bow mmch 1 s hime o, sather thin
whether he wanted me

Two months later she was able to write as follows

T i B for wive o wpitk, for afhoughi £ kaow where 1o end | handly know where 6o
tamgir, aid 17 mtart by vaping sl T intendecd 1o bean tocthes el which i nosery pimpls
arid, 4m w4t best, olvious sweemet tal | ke T mmst becor aleighe withot o
I ain ulrwil ‘af bevieming: wholy since, parchaslly, tnity ahn feas Spirmes

In her next letter she explained how difficult it was to name her feelings for me
without risk of distortion or of my being reductive

| comsider that | e lovid s fw pesnale beldre, althiaieh oy boviciend s the andy
persan af wiom T have siel it feons of these feelmes encinfiss. the kind of thirey I el
pewnrelh vomt, por even in their mvnway were they zoserongs | swen thar i hese f"_"-’_l'-""L
Wit B i il okl guieee, bigg thut 3 wonlkd see on ol toric. Fechaps Tam el
el o rarher pwisted injusiice, but what ren & shat | ool s e sni b gieving
pirm, amd U e dkes nan sbem jostibed by the cavm

A DISCUSSION OF THE FOUR EXAMPLES

We will now consider the last four examples in terms of the PSM. In the case of
Icler, the transference relationship was a repetition of a pattern recognizable in his

Two maonths later she described how the pain of ending had initially felt like the relationship to tutors and eachers for many years, and bearing traces [rom his
appropriate punishment by her **gaoler’” (her name for her self-destructive and sell varlier relationship with both parents. He conscicusly sought high achievement and
restrictive partsj: worked appropriately until nearing success or completion, at which point he
dupped. These self-engendered failures were both acts of defiance (historically
ltving the meaning of nol doing what mummy wanted) and invitations to
jmnishment (historically a kind of baring of the throat to the fathers who, in the
itntasy generated by his own father’s death, would not survive or permut his direct
anger and maybe not even his snccess) He was trapped into the dilemma ''either
campliant or defiant™™ and success was prohibited by a snag: in psycheanalytic
ey, dhese woere manifestations of anal and oedipal issues. In treatment, he

Now, when I should feel peace, when I can grow away instead of being pushed away as [
felt it was, I wait to be punished

These issues were relerred to over the ensuing months, with increasing self-
assertion, and finally, 15 months after the formal termination, she was able to write
her last letter

st 1 anpendmp mewrire fooyeo but o 1 pir demmem sy diaey o e ol sl b
e ihirikg arul ||_'|_'!!ﬁj_l_ [ found 1w paii] -'||H“-|i-1-'| v owlsel 1 olichn's e eh
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alternated between compliance and defiance and he finally chose to end therapy
himself. a decision which probably included both elements of defiance and some
proper assertion of autonomy. Symbolically. being able to go off on his own terms,
feeling that he had made progress and yet had left me neither punishing nor
punished, was a challenge to the snag. His problems were not completely resolved,
however; throughout his undergraduate and postgraduate career, which was ultima-
tely a successful one, he repeatedly failed to obey the letter of the law, and in
particular was olten late in submitting work.

In the case of Charloue, the basic dilemma she showed in her relationships, and
repeated in the transference, was one of being either controllingly withholding, or
involved and out of control. This was parallelied in her attivude to food, in which
she was either meticulously self-depriving and self-controlling, or greedy, binging,
and out of control. Clearly this dilemma. in psychoanalytic terms, relates to the
early oral issues of trust and dependency The transference interpretations I gave
her were fully accepted inrellectually, and she became much less food-obsessed and
much more able (o express her feelings, but she remained a waxing and waning
presence and, as with Peter, treatment had mitigated rather than fully resolved the
hasic dilemma

When Nora missed her last appointment, [ felt that she had been untouched by
treatment, having simply re-enacted her controlling, withholding script with me.
Her sexual problem was an expression of an existential one in which basic trust in
others was lacking and the integrity of the self was {elt as in jeopardy. While these
issues point to a developmentally early origin for her difficulties, it could be that the
very competent strategies she had evolved lor remaining safe constituted the main
reason for the persistence of this pattern Some weeks later she wrote that the
sessions had been “‘an introduction to z series of valuable explorations which I hope
somehow to continue they have without doubt unravelled a little of the internal
confusion and I can sense an allayment of some of those suicidal fears.’” So, while
the therapy remained as incompletely consummated as her sexual relationships,
some shilt may have been imitiated.

For Win, the living through of the transference relationship was the whole point
of therapy, 2nd most of the crucial work was done after the end of regular sessions,
by letter, The continuing source of Win's troubles was her harshly self-critical and
self-punishing ““gacler’’, which was slowly mitigated by my becoming both the
object of her love and desire, and an zlternative and kinder judge. (In psychoanalytic
terms, as described by Strachey (1934) and discussed below, 1 was the object of her
id drive and a quasi replacement for her superego.) The sexualization of the
transference can reflect an inability 1o hold onto the metaphoric quality of the
relationship (a sign of severe pathology) or it may represent a resistance to the work
of therapy. In Win’s case, however, it seemed to be no more than the intense
manifestation of what was primarily a powerful maternal transference, in which the
basic issues of trust, and separation without damage to either, were eventually lived
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through. [t was a painful experience, but by the end she had clearly achieved a
much less conflicted and kinder attitude rowards herself.

DISCUSSION

In terms of the PSM, the metaphoric relationship of patient and therapist offers an
opportunity for the patient to engage in a relationship in a situation with special
possibilities which can allow the expression of aspects of the sell normally concealed
or unrecognized. Patients can be expected to relate to the therapist in terms:

(a) of their general relationship scripts;

{(b) in terms of scripts selected on the basis of their initial construction of the

therapist, for example as authoritarian or maternal, and;

(¢} m terms determined by the actual evolution of the therapeutic relationship.

Whatever is manifest in these ways may be usefully commented upon by the
therapist. As regards (a) and (b), the patient's perceptions and actions may reflect
narrow, inflexible scripts which have served satisfactorily in the past, with or
without the addilion of the defensive strategies such as repression and denial, or the
distortion of projection. The patients’ usual procedurts may be manifest in a range
of tactical level acts and experienges, both in everviay life and in the transference,
which can be seen by the therapist to reflect the terms of higher-order scripts of
which the patient is not aware. These higher-order scripts can be described by the
therapist, and such descriptions are accepted and found useful by patients. As
regards (c), the evolution of the transference will be shaped in part by the realities of
differences in status (self-exposing, help-secking patient, more or less un-seli-
revealing, help-giving therapist), in part by the particular style of the patient and
therapist, and in part by whatever it is that the patient’s needs determine, The
therapist’s offer to the patient, of non-critical listening and the absence of
conventions of logic or politeness, communicate the particular privileges of
treatment, which allow the patient to experience and enact aspects of himself that
are normally concealed. In particular. childhood-based feelings. and meanings
normally hidden or guarded against, may find expression even if regression is not
actively fostered, because of the safety that can be established in the therapy
situation, and as this safety and the therapist's acceprance are understood, riskier
and more anxiety- or guilt-arousing issues can be presented. Not everything that
develops in the transference relationship is regressive or shameful, however; often
the patient’s real wish is for the therapist’s recognition of his capacity 10 be effective
and to love

Transference. a psychoanalytic concept ignored by other schools, is the subject of
an enormons and often confusing literature within psychoanalysis. Sandler e af.
(1973), in discussing the evolution of the concept, propose that it should be
ftirigitished both from the tresmment alllance ind from those il thit ure equally

it by other relibitnahips, In the view, transderence sa LIRHYIRE provess sookod
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by the rreatment situation and characterized by the development of specific llusions
about the analyst and by attempts (o provoke particular responses from the analyst,
in ways representing the repetition of aspects ol past relationships. However,
Sandler et #/, also concede that such distortions and manipulations may occur,
though without being recognized, Ln non-treatment situations, so that this proposed,
exclusive classification is not entirely satisfactory

In the evolution of psychoanalytic practice, the mterpretations of the transterence
has become the central, for some virtually the exclusive, intervention, For a specific
and highly influential paper on this subject, we can turn to Strachey (1934} who
approaéhes his issue with considerable detail and clarity, Strachey retraces the
evolution of Freud's thinking from an early concern with the recogmition of
unconscions desires and drives to his recognition that *‘as analysts, our main task is
not so much to investigate the objectionable unconscious trends, as to get rid of the
patient’s resistance to it."’ The energy for this task of overcoming resistance was

seen to come from the translerence:

i|._.|:-_||| o Taying o -_||lu| e el e iy I\.l.'|I|| ||1'|I'ii|'ir I|| P TETET T p.r.l_ "'-':'«'l are
srreermesd itk dend dircomstanig= uod moamimalied personalites, aodwme Gubeeme 1
ilrsify determaned, we Pl orpen] v fpvedysl oo actosl sisd imErsdiote SiEostan
which s anel the ptient ane the prisctsl hacs s, el the devekaprend of which s
fo woumae mxeeit ol beasd ider onr comprol; bt i wee bragg @ ghoor thar, in the revivibad
pinserenr canffice, the prbmin ‘ol 0 v salatlon mstsd of thie Gl ane, o
anlighiort 16 whilich o peimiive sl amubapialse mechod of represson s rephicad by
Feebuvicnar moare i coiiaer with reulity, then eyene afied his demachmed brom thi

analysis, he will never be able to [all back into his former neurosis

Transference analysis has as its main aim the modification of the superego.
Strachey. influenced by Klein, sees the superego m the infant as built up out of a
vicious circle of re-introjecting projected oral aggression. This circular process
(anything but a merry-go-round) begins with the child’s destructive feelings for the
frustrating mother; these are projected into, and then experienced as coming from,
the mother, and by this means a mutually sustaining savage id and savage superego
are built up. In the normal child, the balance of positive leeling emerging around
the genital stage is supposed to relieve this vicious circle, but in the neurotic it
persists and will be manifest, evidently or latently, in the transference relationship
with the analyst The *‘murative interpretation’” which, in Strachey's view, is the
essential instrument of change in psychoanalysis, recognizes and names both the
violent. forbidden impulse, and the violent defence against ir, and relates this
polarization to the confusion seen to exist between the analyst as he really is and the
“‘archaic phantasy object’” projected onto him in the negative transference, Such
interpretations are effective because the analyst has become the object of the
patient’s id drives and the quasi replacement of his superego; the repetition of
interpretations of this process leads to the permanent modification of the patient’s
superego.

On the basis of this account, Strachey, and psychoanalysts in general, insist upon
the need for ““neutrality”’ on the parl of the analyst because “‘it is a paradoxical fact
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that the best way ol ensuring that his ego shall be able to distinguish between
phantasy and reality is to withhold reality from him as much as possible.”” [t s
argued that any act of the therapist will be experienced by the patient,
unconsciously, as representing either an invitation and hence heightening id
pressure and provoking increased superego repression, or as a runishment and
hence heightening superego pressure. It will thus inevitably feed into the savape
id-superega vicious circle. If this point is taken as true, the proposal to combine
transference analysis with active methods, which is a central proposition of this
book, is clearly absurd

I think one has to accept that any act of the therapist may have 2 powerful
meaning to the patient, and if a strong transference relationship has developed this
will include meanings articulated at a primitive level, What I am not so clear about,
however, is whether there is any way of being with an analyst for 3 hours weekly, at
considerable expense, that does #oz accord to him a powerful reality. The analytical
argument is really for the provision of a particular kind of presence; that ol a
literally and personally invisible, largely silent and withholding, deliberately opaque,
occasionally speaking, and implicitly helpful presence Such a presence may be
appropriate for some patients, but I cannot see that it is necessarily so [o1 all; 1t will
have very different meanings according to the patient’s history. For some, and
especially for those previously exposed to, or themselves operating in, similar
controlling and withholding ways, il can represent sterile mirroring, or can be
sensed as persecutory, (Perhaps the preoccupation of Kleinian theory with
schizoid —paranoid phenomena and the predilection of Kleinians lor violent language
stems from their patients’ reactions to this opaque stances). Moreover, the
personally inaccessible analyst, when he does speak, offers a form of inrerpretarion
which throws into question at a very fundamental level the patient’s self-
understandings. I cannot believe that these somewhat Olympian pronouncements,
even il accurate, are not at times experienced as powerful challenges to the patient’s
reality sense, even though Strachey says that *'the patient’s ego is o weak, so much
at the mercy of his hidden superego that it can only cope with reality if 1t is
administered in mrmimal doses and these doses are in fact what the analyst pives him
i the form of interpretations.”” I find myself doubting both the description of the
interpretation and of the patient implied in this passage Those neurotics with clearly
weak egos (the borderline cases and narcissistic personality disorders) seem to do
rather poorly in ciassical analysis. Those who do well are the healthier ones, most of
whom have shown an ability to cope with some areas of their lives. and many of
whom have demenstrated considerable strength and courage in surviving past bad
experiences, and in managing the conllicts and pressures they impose apon
themselves. Some of the ego weakness apparent on the couch may be a weakness
induced by the couch

Further questions about this model of change are raised by a more recent brief
paper addressed to the same general issue. Khan (1970} argued that the major
problemn that faces the analyst, especially with the more sick patient, is not his
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“authentic illness’” (by which he means, T think, the condition capable of
description in classical psychoanalytic terms) but rather the patient’s *‘practice of
self-cure””, This practice of self-cure, Khan argues “‘is rigidly established by the
time he reaches us. To treat this practice of self-cure merely as resistance is to fail 1o
acknowledge its true value for the person of the patient” I would personally extend
this somewhat backhanded recognition of the patient’s capacities by suggesting that,
if we look at how most neurotic paticarts live their lives, we will often find their
problems are not primarily those of a beleaguered ego crushed in the vicious circle
of savage id—superego conflict, but are rather those of people operating with a set of
strategies somwhat less adaptive than those of their neighbours. Most of these
strategies will, however, have served well enough in the past; the inadequacy of
thern at this point 1o time has been exposed by their failure to cope with new
sttuations or by the recognition that they are restricting growth, Although to some
extent the neurotic person’s strategies will differ from those of his netghbour in that
they are more concerned with ego-defence {that is to say, they will involve more
restrictions on awareness or action), many of his difficulties are the result of ways of
thinking and acting which were once, but have now ceased to be, effective, These
ineffective ways are often easily visible to the therapist, and, once named, are
recognized without resistance by the patient. If the therapist names these strategies
clearly, and perhaps uses some of the active methods discussed in Chapter 8, he will
often [ind that the patient’s weak and beleaguered ego turus out t be remarkably
resourceful. Given a conceptual tool, ““it’” will get on with the job. Moreover, as
““it”* becomes more effective, *‘it”” becomes stronger and less in need of defence or,
as I prefer to say, as the patient gains a sense of greater conirol, capacity, and value,
his need for straregies which distort reality and limil action is reduced. The classical
analytic technique has left analysts and their patients ignorant of the effectiveness of
all the mare direct means of help because analytical theory rules them our, and
imposes on the patient a passive and regressed role

In my experience, the early sharing of accurate descriptions of faulty procedures
and of active methods does not prevent the development of transference or the
possibility of working with it, although the translerence itsell will have fewer
regressed and paranoid features,

This is not to say that active methods should always be applied; there are
patients for whom the right to shape and explore what can be done with the
therapist, is very important, and to whom active methods can seem intrusive or
irrelevant A less active approach is often appropriate for the patient who has been
unable fully to mourn a past loss; the therapist, by becoming the metaphor for the
lost person, allows the process of loss, repeated with the termination of therapy, to
be gone through to completion In this way, those scripts designed to deny the
reality of the loss, or diminishing the value of the lost person, and hence of the sell
in relation to the lost person, can be revised

Gallwey {1978) has contributed a useful consideration of the transference with
special relerence to the problems of aim-restricted psychotherapy, by which he
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means therapy conducted once weekly or for a limited period. In his discussion he
notes that quile primitive pathology may be present in the transference without any
general regression taking place. He relates this possibility to the mechanism of
splitting, contrasting this with the previous analytic ideas in which such primitive
pathology would always seem to be the result of regression to earlier modes In
terms of the procedural sequence model, these primitive transference involvements
represent unintegrated relationship scripts, the avoidance of which may have
dominated the actual form of relationship experienced by the individual. In
Gallwey's view the issues of deprivation, limitation, and loss are particularly central
in the management of aim-restricted therapies of this sor(, and not all patients are
able 1o cope with those problems on once-a-week treatment He stresses the
importance of early recognition of the problems and early involvement between
patient and therapist, saying:

Patients in weekly psychotherapy with whom one does manage to make good early
fomteT can ger inbs che stride af the woik o soch o way as the dimes mther woekty
wessis ke vmoa repalarny charactenstic for themselves =y Lhal thelr inermead
;’c!lgck" seems to regulate the experience appropriate 10 its meaning with extraordinary
acility

The difficulties of timerestricted therapy may be more those alfecting the
confidence of the therapist than those of the patient because:

it mmch eamor o bose mrack of the reality of the mponanoe of onesdi and the
woek dor -t patien s undormsoons, and bevome slipstiog], pareicilarly Al the paiiene

IO ar 18 eflectively concealing his fuellngs. 11 s w wery proomoced thing
alwnet translerened werk that Bowmevet much eddenos ore mets thit, when correcely
carried - our, it milsues speing regeesion snn makes patents lise dependent upon
oeftesild i0 & clingy, mbmmoe wiy. the impmgement of disterbed deperdency within Lhe
trafsslerice Inewivlily Jeads aned b the feeling char one kol o atbemp o oonke
it dow Tear thir i will be pxocerbaced. The very reverse v in e the cae

This paper, which inciudes sensitive clinical examples, also includes an appropriate
warning against bad transference work

There is one common shortcoming, however, and that is for therapists not only to shy
away [rom examining and endeavouring to interpret the transference, but to believe
they are making transference interpretations. when they are forcing the material into a
mother/father/sibling constellation, and relating it ad hoc to themselves Such facile
constructions are sometimes combined wiih implications that the therapist represents an
wledl swihoriry, The eombriikin of [sinality 2nd peidosnperiosity & & i e
inetfectial anid exospersiimg

The closing words from this paper will serve o close this discussion also, as they
summarize the situation very clearly:

I think we intuitively know that the responsibility of mvolvement in the
transference jis unique, and once one has made contact at an inumate level of
amerstemting then b thempeutic ebeivemss il i ahanoms cmnee be ity e
asade. However, ol thero & fuir contser with ome's: cown oweealinesses, wipnon froe
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colleagues, and involvement with other people’s work, then there is immense interest
and satisfaction to be had from the utilisation of the most sensitive and informative of all

psychalegical instruments

10

Instructions, Constructions,
Interpretations, and Strategies

In the last three chapters, the selection of patients, the setting up of therapy, the
establishment of its goals, the place of acuve methods, and the use of the
transference have been considered. It has been argued that therapists must know
how to creare a situation in which patients can reveal their troubles and know how
lo make sense of, and reframe, these troubles. Beyond this, they need to have
certain practical skills ar their disposal which they can teach patients to use in the
pursuit of seliknowledge and self-control, and they should be familiar with and, in
some contexis, able to use, the transference. In the present chapter, further
attention will be paid to what therapists say and do, and to the question of planning
the strategy of the treatment.

It should be emphasized at this point that, in my view, psychotherapy tnvolves
more than techniques: 1t is the skilful use of the human encounter, The
develepment of closely specified treatment methods and the production of stancard
treaunent manuals have served to introduce some rigour into the field of training
andl outcome research, but such treatment packages, fortunately, are stll delivered
by human therapists of all shapes and sizes, in very different contexts. [n my own
practice, while drawing upon some of the specific techniques of cognitive and
hehavioural workers, I never coenduct therapy on lines restricted to any one such
approach, and the foundation of treatment is zlways a sharing with the patient of
my overall understanding.

The aim of a therapentic programme is to obtain maximum impact with
minimum means. One of the main contentions of this book is that this is best
achieved by the early elaboration of treatment poals in the form of high-level
explanations or hypotheses about the patient’s self-perpetuating faulty procedures
Io this, the approach differs from both psychoanalysis and behavioural therapies,
where the emphasis is more upon detail: in psychoanalysis, through attention to the
minutiae of recollection, fantasy and the translerence; in behaviourism by the
careful microanalysis of small units of behaviour. In hoth these approaches,

1o



