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_ Biographical information regarding Robert Waelder is readily
available (Guitman, 1986),* and this is not the place for it. The
following is a rare and direct example of his “old-fashioned”

- teaching. “Old-fashioned” and “conservative” are criticisms dften
" leveled at Waelder these days. Yet, “Old-fashioned is not precisely

" the word for Waelder. . . . He was a conservative in the best sense,

i as his later writings continued to prove, one who would not relin-

quish what is good for the sake of the supposed ‘ideal’ situation

tmagined by those restless for change. This was kis ethic, and his
© conservatism was entirely humanitarian. He refused to idealize

‘human nature’ and tried to preserve the realism of his clinical
. semse in matters beyond the clinic” (Lewin, 1968, p. g).

PREFACE

~ These lectures constitute a seminar presented by Robert

. Waelder to candidates at the Washington Psychoanalytic Insti- -

‘tute in 1941-1942. They came into my possession upon his

~death, as part of his literary estate, of which I am executor.

“They were unsorted, undated notes. It took me 2 while to estab-

' lish their origin, and then to fuss with them before deciding
* they should-be published.

- Although his English was far from perfect—he had emi-

grated to the United States only some three years before, in the

L See also Bulletin of the Philadelphia Association for Psychoanalysis, 1568, Vol. 18,

No. 1.

\
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spring of 1938 — Waelder had acquired a well-deserved reputa-
tion as an excellent lecturer: he had an elegant way of dis-
cussing character types and psychopathology in the simplest
jargon-free language, and he was able to master clinical and
theoretical material and make it come alive. In Vienna, he was
reputed to be the brightest student in Freud's circle; Anna
Freud said of him, “He understood my father better than
anyone else.”

Waelder knew where he stood psychoanalytically, and he
made his position very clear and plausible. He disliked and had
little patience for the bewildered, confused psychoanalyst. He
liked the clear, the brief, and the bold. He had a great distaste
for ignorance, and an even greater one for atiempts to com-
pound it. '

1 resolved not to update or elaborate on this material in any
way. The value here is to take these lessons from Waelder as a
starting point for seminars, discussions, clinical and theoretical

sychoanalytic work, and instruction. Of course, Waelder him-
self did elaborate on all these topics. A bibliography of his other
work may be found elsewhere (Waelder, 1976). 1 shall cite but

two examples. I chose them because they contain the final ef-

forts of his years of clinical practice and theoretical excursions

based on work with his patients in the psychoanalytic situation. -

He always concentrated on fundamentals, the essence of the
matter, and basic concepts.

In his Basic Theory of Psychoanalysis, Waelder (1960) set down
the psychoanalytic approach as focusing essentially on the un-
conscious (mental processes), the sexual (and aggressive) drives,
and the lasting importance of seemingly trifling childhood ex-
periences. He stated, “An alertness for the unconscious, the
sexual, and the infantile may be called the psychoanalytic point of
view” (p. 51). Later, in “Psychoanalyss, Scientific Method, and
Philosophy,” Waelder (1g62) stated, “In speaking of psycho-
analysis . . . one can distinguish between different parts which
have different degrees of relevance.” He cited levels of “obser-
vation,” “clinical interpretation,” “clinical generalizations,”

WAELDER ON PSYCHOANALYTIC TECHNIQUE 3

«clinical theory,” "metap_sycholog‘y,” and “Freud’s philosophy”
(pp- 25025 1). These basic tenets are as true today as they were
a generz_tt.ion ago. .

1 take this opportunity to acknowledge my indebtedness to
Robert Waelder folr permitting me to learn so much first-hand.
It took me a lc.)ng. time to become accustomed to the fact that by
making me his literary executor, Waelder turned over every-

' thing, lock, stock, and barrel, for my discretionary use.' I am

very g-ra_teful 1o his widow, Mrs. Elsie Waelder, and especially to
the:r_c'hlldren, C:jltherine Waelder Weiss and David Waelder
for giving me their complete trust, their confidence, and a freé
hand, with never a hard time.

SAMUEL A. GUTTMAN, M.D., PH.D.

I

QE START OF A PSYCHOANALYSIS

There have b.Q?n quite a number of books and papers, of lec-
tures and seminars, attempting to teach psychoanalytic tech-
nique. Yet, if the teacher is honest and knows what he is tryin
to teach, he will adxﬁ‘ir\thiat actually only a very small part ogf
psychoaflalytic techniqueénis teachable. Freud himself declared
.that, as in chess, it is merelj~the opening moves and some typ-
ical concluding situations that lend themselves to teachin Elw)r-
erything else is practically unteachable. s

-1 begin with some preliminary renyarks. As you know, we ma
lo‘pk at every science from a theoretical as well as a ,pract.ica}i
viewpoint. I want to emphasize that you will learn no theory at
all in this course. There are excellent books ‘and papers about
the theoretical aspects. I will name two authbrs who are a

_“must” for every analyst not only to read, but to studpyery thor-

oughly. I want all of you to read very carefully the paperg Freud
(1911-1g15) wrote about psychoanalytc technique, and ¥, also

| want you to study very carefully Otto Fenichel's (1938-1939)
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I
TRANSFERENCE

Let us examine closely the peculiar phenomenon which 1s apt to
;help the psychoanalysis or to make it impossible, which may be

.. an extremely useful tool or a stumbling block, and which may
- pe instrumental in bringing an analysis to a successful end or in
-ruining it completely. One must attempt to teach the skillful
“pandling of this highly compound structure. I say “attempt,”

because, again, it is something that lends itself very little to real
eaching. All we can do is to discuss it theoretically, to warn of

* ' the most frequent mistakes, and to give examples which the less

éxperienced analyst may compare with his own cases. Now, as I
:2id before, the theoretical side of this was taken care of in an
excellent way in the writings of Freud (1911-1915) and in Feni-
chel’s (1938-1939) book on technique.

If you study these theoretical considerations carefully you will
ecognize that transference is nothing but a spedal case of the
miuch-discussed compulsion to repear. Such repetitions, such

~transferences, accomparny and complicate the life of every one
]';of us, create and destroy friendships, and often make us do
things we never would have done without those transferences.
“If and when the repetition compulsmn concerns the patient’s
" relation to his analyst, as it is bound to, it becomes the most
. important issue of the whole treatment. It is only with this
* transference proper (which we see germinate and grow during

an analysis) that we shall concern ourselves. The patient re-

.sponds to what his ana.lyst does or says not according to reality,

but according to old infantile automatic patterns, which were
formed—out of necessity—in his relations with the persons of
his environment during his early childhood. One of the most

important aims of analytic treaument is to break those patterns
and to replace them with the ability to respond to stimuli from

the outside with reactions warranted by reality.
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You may say that this is very different from what most people
believe transference to be. It is. There is no part of psychoana-
Iytic technique that lends itself to more misunderstandings.
And, unfortunately, there is no psychoanalyug concept that s
more discussed by uninformed people who may have read a few
books or have seen a so-called “psychoanalytic movie” and are
now convinced that the very core of analytic treatment is that
the patient falls in love with his analyst or hates him so much
that he wants to kill him. True, love and hate are among the
feelings patients rransfer to their analysts. But there are many
more feelings, and among them are sOme that cannot easily be
classified as loving or hating. How will you do that with a pa-
rient whose relation to his analyst consists of the belief that the
analyst need only wave his magic wand and the patient re-
covers? There are others who consider their analysts as sort of
personal servants. They have a maid and 2 cook and a laundress
and a gardener and a chauffeur and an analyst, pay them well,
and expect good service. Now is that love? Or hate? I do not
mean that in such instances love and hate are merely mixed,
that is, that the situation can be covered by the term ambiva-
lence. These transference feelings are something quite different

from love or hate; the only trait they have in common with
transference love and transference hate is that they were trans-
ferred from the patient’s childhood. What 1 mean will become
clear perhaps when you realize that there are patients——rare
specimens, however—who never were able t really develop
any love. From such 2 patient you certainly cannot expect any’
love transference. If you succeed in analyzing him, he certainly
will learn to love. But the love he will develop will not be trans-
ference, and it will very soon no longer be directed toward the
analyst, but toward an outside object. Of course, 1 do not deny
that in a great number of cases there is real love and real hate
cransferred to the analyst. But that is just the point; never
forget that transference means the repetition of the feeling in-
volved, not the first edition. In doing control work, I often hear

of interpretations given to a patient, with the meaning: “You .
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speak of you,l,‘ mother (or father), but what you really mean is
your anal.yst._ Very seldom do I hear the interpretation in re
. yerse, which is needed much more often: “You show me you;

" feelings about me, but .
-~ mother).” ut what you really mean is your father (or

I(; has bgen recommended by people who certainly do not
understand what transference is to “encourage” the patient in

developing his transference—as if the analyst should act,in a

B 'way that will make the patient react emotionally. The idea is, for

“instance, to be unfriendly or ironical i

, ronical in ord “bri 1
anger to the surface.” er to "bring his
. 1.1 cand?ot warn you en.ough against this method. In the first
place, I:he patient’s reaction would certainly not be real transfer
ence (that 1s, a neurotic, automatic repetition of infantile atti-

- -tudes), but justified, plain anger. And if you interpret this as

u—a_.nsferent:fe, the patient will most probably feel that you
.WT.O_ng (which you are) and not come back. I am deycidezll~e
“against everything used as a “trick,” and consider such advic .
sheer ponsense. I have heard patients at the beginning of el?S
@d}fSls tell me that a relative, or sometimes a ph siciir? }: g
5::d1ct}c;d they :otlﬁld have to fall in love with their Znalyst, a;d
y ask me whether this is absolutely necessary. I alw ,
swer tmrhfull_y_that patients react to the anal;s,yt ac:(l)r;iyri 3—;10
théir personalities and their neuroses and that such predictigons

. show only that those relatives or that doctor did not know what

they were talking about.
. tl:;l“;,f:hlat atpre:r tlI11e signs that show you the patient has formed
rence? They vary. They vary so much, i
Tan : Y : , in form as well
as in intensity, that it is very difficult to mention all possibi]jti:s

- It depends entirely on the personality, or rather on the history

gf’ :hajl cllnit;er;i.iv’[h_ere are some whose transference (both posi-
g o §1 o ;:1)013 exprsssed merely in the fact that they come
e 5o chetr how ;:i and pay punctually. Others act out scenes
h.Iszd . jup on, send pFesents to the analyst, or break

! ows. Still others use their symptoms: in getting worse,

t.h, - -
s ey may express their wish to be pitied or to make the analyst
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well (without the Symptoms having been
ustify an early end of the

e analyst. In short, every-

feel guilty; in geting
really understood), they may try tO ]

treatment or may intend to please th
thing that can happen between two persons may become the
expression of transference. Let us, however, examine the more
typical manifestations that may indicate the beginning of trans-

ference.
At first, the patent will rea
to anybody who has declared

From submissiveness, 10 gratitude, tos
of reaction is possible. But soon you will notice, either in his

words or his behavior, that a change is taking place. While you
realized in the beginning, «this is the way he behaves toward his

dentist, lawyer, teacher ..., you will no longer be able to say
so. You will realize that, in his mental life, you have been. as-
tible with his be-

signed a special role, which would be incompa
havior toward his teacher, lawyer, O dentist. Needless to say,
this is only true for patients who do not react to their teachers,

lawyers, OT dentists in a specific neurotic way-.
The change may be that the patient pauses in his speech

longer than usual, or that, having associated freely up to then, '
he starts talking along preformed lines, OF more systematically.

Or he comes in with downcast eyes, avoids looking at you when |
he greets you, is embarrassed and self-conscious. Or he starts to |

poke fun at you, at analysis, at “the whole procedure.” Or he
announces he has t d now you should tell him

alked enough an
about your own childhood. Ot he describes new feelings, which
he never had experience

4. Or he tells you how he would handle
a patient like himself if he were the analyst. Or he tries O “edu-
cate” you In some subject which is dear to him, be 1t politics or
astronomy, woodwork or religion. All these and many other |
possible reacdons have in co ‘

mmon that they concern you per-
sonally, whether this is expressed in so many wor:

ds or not. The
jong pauses for instance,

which many patients make after the
first few weeks of appare mostly |
cover up thoughts they do not dare utter.

ct to the analyst exactly as he reacts
his willingness to help the patient.
rubbornness, every shade

utly uniphibited speaking,
Patients sometimes
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suddenly notice something in your office, which they never no

- ticed before—the wallpaper or the ticking of a cdlock—some

- thing that belongs to you and t .
mentioning you. Suchyreactionsh:;eﬂslieg);lga;f IcI;;Tc;n' mr_sl:ead o
t!OﬂSh.lp with the analyst, sometimes positive sorie mes rela-
tive. As soon as you notice it, watch out-—but,not totlmes nega-
not forget to listen to everything else because yo o much. Do

. a_ler.t. But do not pass over it, do not be saﬁsﬁzdu“:z on the

| :;:unfut:li;:?ile%ﬁng has changed. If the change is verr;l?c?rlly

- : , if you can be quite s ot i -

. it, you may ask him, not why heCl does :rr :atyl.ﬁlll)ias.t;?ﬁl:sta:j: efgf

example, “Do you often feel [or act] this way?” With questions

‘ ;:Iclil;sahﬂfs YI:_): may acc‘omplish two things: (1) you may mak
' hiS'attitud: tt t something has changed, that is, somet})iin iz
oward you, and (2) you may be able to confrontgthe

~ realistic part of his ego with the unrealistic, the infantile. Maybe

it is 100 early, and he says,
; 3,
g shwin hy What do you mean? What's
 agbe he respondf z;u that he does not understand. But
: “Yes, very often; but I do -
. . not know
g;ly :ﬁﬂ week_l said the same things to so-and-so.” If he e
It, e first little step has been achieved - o
1 recommend this approach if the
only “if the cha 1
soicaonen s _ nge is very con-
-dpeve]o Trl\;[gs;ly it is not. As I said before, let the r_ransgrence
deve 31113 o sference is not at all a simple structure, and it can
real : ferstood only after careful study. In 2 cel,‘tai_n sen
bmehaﬁojn;e is always resistance insofar as an infantile modesei
et 1—eaa\ts overrulecl_ the realistic one. In other words t}cl)e
partent cts 1:0 you as if you were not his doctor, bur his fa,.th
NG ver it is to whom his feelings belong , -
W, you '
prcted “z'henh..av; learned thal': transference has to be inter-
preted. 1t becomes 2 resistance, and you may ask, if i
T ys Isf, why wait with interpreting? yask oo
1rans 1 i '
port If;I;nce}s always a resistance as far as it serves to su
rosis. As long as it does not do more, do not inteI;*

© pretit, As i i
soon as it turns against analysis, it has to be inter-

preted, an i
eted, d as soon as possible. Transference always turns
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against the analysis when the patient does not only talk, but acts
out. By then you probably will have enough material to inter-
pret it, collected during the time the patient limited himself to
talking. Let us look more closely at what happens when you do
that.

I told you about the patent who, after a few weeks of contn-
wous talking, suddenly grew silent and stayed silent for over
three months, and I told you also how this very strange and
peculiar behavior revealed itself, after these three months, as a
magnificent example of acting out. I could not interpret it, as
you will remember, because it was shortly after the beginning of
the treatment and neither he nor I knew then what he was re-
peating. To recapitulate, during the first few weeks, the patient
talked uninterruptedly, very fast, and in a low voice. I pointed
out that he talked differently from the way he talked in the first
interviews (when I had him sitting up), but he did answer, and
he continued the way he had begun. Suddenly he stopped and
just did not speak again, despite my attempts to induce him to
do so. What had happened? He had, for the first time, men-
tioned that he liked his brother, with whom he used to sleep
when he was a little boy. Afterward, the analysis revealed a very
strong homosexual attachment between the two. You will re-

member that his mother prevented, by 2 strict prohibition, any -

further talk between them when they were in bed. The prohibi-
tion was: never to speak once they were lying down. When
mention of his brother revived his feelings in that situation, he
re-experienced the anxiety he had felt initially in relation to his
mother. This time he felt anxiety in relation to me (whom he
experienced as being his mother). He could not talk anymore
because there was not only anxiety, there was also resentment
and the wish for revenge. This was the moment when the trans-
ference resistance set in. Instead of remembering, he acted out,
blocking the analysis completely.

Of course, the next question was why he had not told me
before that he could not talk when he was lying down. First he
said he did not know. Then he chuckled 2 litde and said: “1
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* know that this doesn’t belong to it [by the way, always watch out

when 2 pa’tient‘ says that], but suddenly it occurred to me that
sometimes I. wished that something might happen, a burglar
might come in, or the house might be on fire—and I would not
call mother. Had she not said we should not open our mouths
when we were lying down? It would serve her right, I thought,

 tobe punished for this silly prohibition.”
. Now I could interpret the whole thing. Now it was clear that

in not‘te]ling me earlier about his inhibition, he acted out not
only h_15 feelings in the childhood situation, but also his resent-
ment 11 tl:le analytic situation. What he wanted to express was:
_“What a silly procedure to have me lying down. What good ca.r;

- it do me? I'll show her [mother] how ridiculous it is. She soon

will become bored. Let’s see which one of us can stand it

_ ~ longer.”
C .-The patient was much relieved when I told him all this. He
- himself found the most condse and exact formulation of his

'14__es'i§tance when %}e Feplied: “Oh, that’s how it works! But then I
must have done it in order to disrupt the treatment. How silly

- of mel”

This example also provides a lesson in interpretation. There

are many ways of interpreting. The best is to take the interpre-

tation just short of the last step and let the patient complete it.

The patient experiences a narcissistic satisfaction which is a

_\l;z.ﬂuabl-e counterweight to the equally narcissistic satisfaction of
s resistance. The interpretation is much more convincing

-when _the patient himself takes the last step. In the above ex-

_ ample, I told the patient he wanted to annoy me, to see which of

. }l_s‘co_uld st'fmd the silence longer. It was he who completed the

.+ Interpretation by stating he must have wanted to disrupt the

‘-_treatq'lent, followed by some insight: “How silly of me!” From
then on the analysis could move forward. ‘

Finally, why could he tell me, at the very end of the three-

o ;‘lznﬂl term, thz_lt he could not speak when lying down? The
“ 1 4y Wer is very simple. He was convinced that this was his last
e ymth me. He expected me to say: “Well, if you cannot speak
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lying down, then you cannot be analyzed, good-bye.” And he
wanted me to know how silly I had acted; he wanted to put the

se T had asked the impossible. On the other

blame on me, becad
hand, he was relieved that he could stop the analysis because he

felt the tremendous aggression against his analyst (in this
mother transference). He was afraid of his own aggression,

which had risen to considerable intensity during those three si-
lent months.

1 consider this example very instructive. It would have been

easy to tell this padent that he was silent becausé he wanted to

keep back something, that there Were facts he did not want 1o
reveal, and sO 0D All this would not have accomplished any-
thing. The thing to interpret was his attitude, his behavior, that
which was done by his conscious €20- And the most conspicuous
feature of this attitude was his transference, which had become
a Tesistance. This transference had to be interpreted, not the
contents. In general, whenever you are in doubt what to inter-
pret first, contents or transference resistance, the latter should

1ake precedence. You will see that frequently the interpretation
of the resistance enables the patient to interpret the contents
himself. Let me give you another brief example.

A young woman, very eager to be rid of her multiple phobias

and trying hard to do exactly what she was supposed t0, gradu-

ally developed 2 peculiar way of associating. She would empha-

size that sh
for this purpose she made numerous preliminary remarks

about what she was going to say- 1t went something like this:
“Something occurred to me just now, but I don’t know how t0
say it so that you will und
But after all, you will, undoubtedly, I know
1 think of what I am going to tell you, 2 peculiar
up as if. I just had to say it, and L know of course
strange how such things work? I feel now I just
and I feel the power, the wremendous POWeT of this urge to say
it, as if someone much stronger than

have to say it

e had to make everything she said quite clear, and |

erstand. It1s sO difficult to understand. ]
that you will. When !
feeling comes |

1 will, Isn'tit

1 am were threatening 0 |

kill me if 1 didn’t. But of course I will because you want me 10 |

W.
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say ever)-rthing, and after all I al

and shis whor will help e o get rid Z?in”;}}i;i i
:,E,ﬂlis Ite v:::tn()f ie hour, without really saying.v.\rhat :;nsz

1 . N ot always fear (as it was, obviously, in thi N
ample) that prevented her from saymmg what w o her mind,
beFagse semenmes_ it went like this: “I had a ?;5 OE e
_::]115 ;szrﬁgfya;i r}llgl'tt away I knew this was wlff)athWT; :(l)(i}:: gltlt
becau. ch time I feel that way I am full of admiraé .
io:eiﬁ; becar ien you Ij\lways make me say such things finall aog
L ey ::; oz you do it. It reminds me of 2 fxiei;drr)f

) 0 2hay ys that she knows in the morning what she 1
going to do during the day. Burt this is different, because 1 il:nl’i

 know what I am going to do, I only know what I am going to tell
I e

you. . - 2
If 1 now tell you that the contents, around which all these

- conflicts rev
evolved, repeatedly concerned minor matters such
as

she had told me about without any conflict before, you will
) un-

.~ derstand a
t once that not these contents, but the talking around

them must be i
eomed (o be lllilsgr[aareted. But the contents, irrelevant as they
- ’ commeon denomi
cerned i : nator. They alw
something she did not want her mother to )llnoways co;i
—sm

_ things, like a recipe that enabled her to bake a better cake th
an

her m
e Et;k;e;; Zr that she had e:-cchanged a dress her mother had
given her 2 2 preiznt for a nicer one. As this became evideZt
e eliminateccflmih_ have l?een interpreted. But that would not
e s 1sI special type of resistance, consisting in
g pio d.o c}>1 asked her simply: “Have you ever notigced
fat chilcren tﬁ en they want to avoid admitting they have
A gb ey were not supposed to?” “Of coourse ” sh
e myyfrien ; clnult-1 son_lethmg else. I observed it the other dae
loquacious. She sto;:::l Ztcg)iri:a;nedhol‘ine. e b oo Sz‘
> _ - , and she made fu i
a Aidm:ﬁztc;};ce little jokes, until her mother, I:;;fm}?:;;n:;?;
oty the smmo:;ti Il;.Lhe Ireport card?” And I remember I d,id ex;
o gy g. reall.y prepared myself and had a lot of
jokes ready for just such an occasion.” Now I cou?d
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show ber what she did—that she did not resort to stories any
more, but that all those introductory and preliminary remarks
served the same purpose. I give this example to emphasize that

on such occasions it would be not only useless, but wrong to

stress the content the patient wishes to hide. You have to inter-
Only in this way

pret solely the means used for this purpose.
can you eliminate the resistance which is 2 result of the devel-

oped transference. Then, and no earlier, can you interpret the |

transference to the patient. In the case of my patient, I was able
to show her that she reacted to her analyst in exactly the same
way she once reacted to her mother. She herself had said: “1 did
exactly the same thing. I really prepared myself and had a lot of
stories . . . ready.” The ransference character of her relation to
me was so close to the surface that she could and did under-
stand.

It is not always so €asy. Sometimes patients do not reveal any-
thing of their transference in their behavior or their associa-
tions, but their dreams show it vé?y clearly, much to the embar-
rassment of the patient. A girl once brought me a dream, very
early in her analysis, in which she was in bed with me and en-
joyed it to such 2 degree that she was glad she awoke. She said:
«It would have been terrible to go on dreaming. I don’t under-

stand how I can have such a dream. I never dreamed that way, - |

not even something like that about my own mother.”

If you do not want t0 jeopardize the entire treatment, Never
interpret such dreams at the beginning of an analysis. Merely
say it is much too early to understand that dream; it will become
understandable later on. With some patients, you may perhaps
add that the dream must mean something the patient refuses-to
think about in the daytime. There are other patients who, after

quite a stretch of analysis, still show no sign of transference, but |

ch
dreams make it possible 10 interpret them, the patient most
likely will admit having had thoughts or feelings or impulses |
like those expressed in the dreams, but they had not occurred to
him in that hour. If you cannot interpret the dream, ask the }

keep dreaming about the analyst. If the associations to su
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. e

oatient why he thinks he repeatedl
nks I y dreams about i
_that has no place in his daytme thinking. Whih:1 yi?:m:ailzl::)gt

© expect 2 rational answer, the question may serve as a stimulus

- for further associations closer to the subject he is avoiding
The most important thing in handling the transference 15 not

i toplay along with the patient, not to ici i
S ) , partcipate in the game h
- js trying to play. He gives you a part in this play. Do nci aczep(:

it. But do not refuse it either. Analyze it, exactly as if he had

| & ?SSIgEe-d tt]l11e r'ole to some other person. By the way, I prefer to
= - gpea 11: e .mterpretauon of transference in terms of “your
- -analyst,” not in terms of “me”; I reserve this “me” or “I" for

'gtuat;;)ns ltflat are highl_y fen'fotionally charged for the patient or
for when he tries to minimize his positive or negative feelings

.. toward me personally.
.- Some young analysts find the transference the patdent has

f(;-rf;fd u:;z:cceptable because it results in being cast in the role
ain.
of 1 s a consequence, they do not recognize expressions

‘f W b ab (o] 3

. _f;”f’hh: i;:101.1nt¢:r.pztrt of this attitude is the narcissistic satisfaction

?erence 1i:.;.?iﬁegenced analyst when the patient develops a trans
i e meaning, “You are the i

. , most wonderful

I love you and admire ho un-

[ 1 you, and you are the onl

L | you are nly one who un-

ﬁz ;tz?crii mceh ?1an can help me.” This is in most cases a repeti-
¢ child’s atdrude toward one of his parents. Do not

forget that a positive transference also has to be dissolved, just

en,zea- neg?twe one. 'The ultimate aim of handling the transfer-
ence 1:tt00;t the patient change it into an identification with the
yst. course, the patient can do this only after a long

s.tretch of analysis, but the process can be prepared much ear-

lier.

0 .
'idéhrtli ftihﬁe 'or.her hand, -r.he analyst has to watch out for an early
cation as a resistance. The real, healthy idenufication

can on i

) substitl); b; th-e end resrflt of the patient’s transference, not a
e ;.11 € ﬁfqr 1IE. If, t_'or instance, a woman patient makes an
A y identification with her male analyst, it mostly means just
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another expression of her penis envy, which will soon develop
into a stubborn Tesistance, meaning: “1 know just as much as
you do; you cannot help me; I alone can help myself.” You can

frequently notice an early identification in the attempts of the
patient to analyze the persons of his environment. 1 said that
the ultimate aim of handling the transference is to let the pa-
ient change it into an ;dentification with his analyst. The pa-
dent does this by introjecting the analyst and letting the analyst

become part of his superego- Perhaps it is unnecessary 1o say so,

but I want at least to mention that this new part of the patient’s
superego finally has to be dissolved, to0-

1 mentioned only a few typical forms of transference. Innu-
merable other forms are possible. Among them is one 1 want to
warn you about especially, because it may lead to critical and
even dangerous situations (dangerous for the patient) if you do
not handle it correcdy- Some patients try to get their satisfaction
in provok'mg the analyst; they, so 10 say, test_whether he will

react objectively. Whenever you

pret it. It usually represents SO
nice and helpful to me. I always did wha

my analyst 1
do, so he likes me. Le

wanted me to
loves me, whether he remains nice and helpful also when I be-

have nastily.” You see how double-edged this type of resistance
is: if you do not interpret this but remain nic
the patient is convinced you love him and pro
rransference demands which may prove to be very difficult to
handle; if you react emotionally and

argue, he will enjoy
make his analysis still more difficult for you.

to handle such transference resistance is to interpret 1

have enough materi
If not, mnake a statement that he certainly m

provoke his parents by s
that such patients had displayed the s2
parents and that these parents failed, that is, they T¢

too quick punishment, with

mething like this: “No wonder
t he

The only right way

acted with

notice this, say o, that is, Inter- |
¢'s see whether he really |

e and helpful, then §
bably will turn to |

reprimand him or start to |
his triumph over your analytic attitude and |

t. If you |

al to trace it back to earlier attitudes, doit. §
ay have tried to !

imilar behavior. You will always find
me behavior toward their |

unjust scolding, perhaps with
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tem_Per tantrurs. Under the influence of the transf

- patient now wants o test whether you, 0o, can bee;enfeci e

 whether you maintain the same analytic attitude you ]fo  untll

 then. -Be careful not to let yourself be provoked ti) do P oy
anything unanalytic, to get angry, to respond with ezoﬁorg

: - Hold the analytic mirror before the patient’s eyes showing him

what he does, and why.
Maintaining the necessary objectivity i i
jectivity in such situat
appear 2 hard task to the beginning analyst. Wlielilil: Tlseq:v?l};

- master it or not is dependent entirely on the degree to which he

phimself was analyzed. One can depend on the sensitivity of

- highly neurotic patients to spot every diversion from the true

© analytic attitude, much as th
"Play emotional reactions. Oner}.fllz.};:l?eieg;rfg tgg inillYSt e
to :w_atch yourself and to avoid natural attitu,des Ac:lhtry e
the rgles soon becomes automatic. The need to .wat herence by
suggests that there are vestiges of emotional mblc YOUTS-elf
should haVu? been resolved by your own ana.lyls)is Ife o WliHCh
?eggwszﬁﬁtiently ar,l,a‘llyzed, you will not always .thinylrc?]{‘Dzvi
_ od e rules?” “Was it really the surface I inte Iret d?”
:?Vh th> o;ﬁ Eemembe‘r how I felt when I learned howrfo d:ivé‘
i ,reaI Viisﬁ ga:dgets——accelerator, clutch, brake, steering-
And_a,t rear e r.mrror—I should think of them all the time?
fncarbes: lﬁf umedwatch for other cars and pedestrians, am;l
o wive sign :1; :PN jc;re ;11116 speedon_ﬂ.eter, and for street signs
oy more, 4 T of you know).f good driver ever thinks of all that
. Be-on the alert for small lies. I do not mean those contradic

~ tions that turn up i 1
] up in every analysis as a result of repression. In

oy . : .
Ee;riyn agn;la?ltzs yolu will find discrepancies or incongruities con-
s e las, 1::i aces, and so on. The patient may tell you of
g POSSiblp 1zre at the age (?f three, games you know he could
not pos hezrda;re played 1..1nt11 very much later; or he may claim
Tppive hearc o t1" Iseen things which you recognize as fantasies
o mean. And I do not mean 2 real pseudalogic;
ither. But many patients are fully aware of a ten-
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dency to distort the cruth in small measure. They say “a dozen”
when they mean seven, they say they were furious when they
were slightly annoyed, they falsify unimportant things, not be-
cause they are unmimportant, but because they want to deviate
from the truth just in small, unimportant matters. The analysis
of these small lies inevitably leads to earlier big lies, which are
represented and thus externalized by those petty Ones.

If you suspect a patient is lying, do not hesitate to tell him so.
Of course, you will be tactful in this, but never leave anything
unsaid because of the risk that the patient might feel hurt or

because you want to spare him unnecessary suffering. You g

cannot tell that it is really unnecessary. Furthermore, the ability
to stand suffering is a part of analytic success. True, that there
are exceptions. You certainly will not give a moral masochist the

great satisfaction of making him suffer before his masochism

has given way at least partially. But then you do not spare him
the suffering—which you cannot entirely spare any analytic pa-
ient— but you withhold the pathological satisfaction from him.
I mentioned the tendency of some patients to lie because it is
one of the most frequent manifestations of a certain type of
transference. There is scarcely anything else that children are

punished for more frequently. Therefore it comes in handy |
when a patient in iransference wants to provoke the analyst. |
Needless to say, you must not reproach him for lying. Merely @ .

point it out and watch for associations. _
Another advice, particularly important for the beginner:

when you are quite sure of an interpretation (of transference or §
anything else), never omit it because it might drive the patient °
away. A correct interpretation, given at the right time, will 1
never do that. A correct interpretation must “click”; and usually |
the patient reacts with relief and a feeling of gratitude. If this
does not happen, you may be sure the interpretation was either ;
wrong or given at the wrong time. If you realize that an inter-
pretation was Wrong, try to learn from it for the next time, and °
do not be discouraged. With many patients, however, an inter-
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retation has to be repeated, sometimes again and again.* With

others, y01_.1 get no reaction at all, but the next day the patient
. comes, quite excited, and reports that after the hour or during

_ the night he suddenly realized what you had said, and now he

reacts to the interpretation the way he should have the day be-

- fore. This latter behavior is a transference resistance, too, and
y

mostly means that 1.1e begrudges you the satisfaction of having
been successful. This “delayed reaction” must be interpreted at

T once.
- % Now, you may a§k: “How can we be ‘quite sure’ of the cor-
. rect transference interpretation, so that we feel justified in

giving it?”

" "I -guess you all are familiar with the technique of crossword

puzzles. You know that when you have found some of the

- . words in one direction, there are other words (in the other di-

rection) that require no effort on
‘ your part. Perhaps there i
one letter you have to add, perhaps two. But on the P:vholeri}::

. 1. EELT EE .
. word is “given” by those previous ones which came to you in

quite a different way: you had to guess those, trying out

o w_h_cﬂler they fit or not. The feeling that accompanies the recog-
: __muon of th<.=, correct word is the same “clicking” I mentioned as
-‘accompanying the correct interpretation—for the analyst as

well as for the patient.
If the material given by the patient suggests a certain inter-

- pretation, but you are not quite sure of its correctness—which

sometimes happens—make the interpretation in the form of a

- suggestion, a proposal, an assumption, a question. Never forget

that our knowledge is limited and that not every denial on the

- part of the patient is a resistance. He may be right, after all. I
sa . . . €L ’ ’
~say in such a situation: “I may be wrong, but it seems to me

that.. . .” Or: “Do you think it possible that . .. ?” Or something

- on that order.
A at is true for a transference interpretation is true for any

For more about working through, see Lecture V.
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other interpretation as well. Transference interpretation is only
one specific application of our interpretative technique in gen-
eral. I conclude with an example that, once again, demonstrates
something that cannot really be taught.
Transference interpretation by no means always consists of
telling the patient, “What you mean is. . .."” or “This indicates
that. . . .” Sometimes you can achieve much more by reminding
the padent, with your response to something he says, of some-
thing he said several hours or even weeks ago, and by making
him accept this as an interpretation. Once I said to a patient: “If
I did not know that you were an only child, what you said would
indicate that you once were desperate because your mother had
another baby.” He said: “This time I'm sure you are wrong.
Because the only other child my mother ever had was stillborn.”
He stopped and began to laugh. “] have no idea why I said that.
Because, of course, there never was any other child.” Well, later
we learned that there really had been this stillborn baby, whose
birth he remembered for a moment, only to repress it again
immediately. T am quite sure that the so-called slip (which was
really a momentary lift of his repression) made it easier for him
later to remember this incident which took place when he was
eight. I did not insist when he took back what he said. I kept it
:n mind and counted on the dynamic power of the loosening of
analytic interpretations. Several weeks after he had said that, he
met 2 young woman socially who mentioned that she knew me.
He guessed immediately that she was my patient, and he be-
came jealous, He told me about meeting her and added sneer-
ingly: “So you have a daughter, too, eh?” This was exactly the
moment for an interpretation of his acting out (instead of re-
membering), and I said only one word: “Stillborn?” This was
enough at this moment to revive the old repressed memory. All
his unhappiness about his mother’s pregnancy came back to
him, and with an enormous amount of emotion he could now
recall all the details of this totally forgotten event.
From this example you can learn something which has been
called the principle of minimum dosage. The one word “still-
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———
- porn” brought the undoing of a repression which had held for
many years. Had I made the same interpretation using many

_wor_dS: telling thfe patient that he acted toward the fact of my
‘having other patients as he had acted when he was eight, had I

* added that he was not jealous of me but of his mother, perhaps

his resistance would have prompted a renewal of his repression
‘He felt, at the moment, only jealousy against me, not against his:
mother. W_e also have to interpret the surface ’in transference
-m[erprt?taUOn. But the word “stillborn” implied the prototype
“for his jealousy. This was enough to make him ready to accg;t

- the truth.

~ I shall come back to this example later (Lecture IV). Here I -

. want only to demonstrate that it is not always necessary to say:
3 -"What. you ?'ez-llly mean is not your analyst but your mothery';
: So.meumes it is much better to interpret the transference }:;y

“using ellements from the original situation. The element “stll-
‘born” did not all belong to the present transference situation.

,’USing it in.tv:erpreted the transference, without long explanation
as a repetition of the childhood situation, and left it to the pa-

_ . dentto draw the necessary (and obvious) conclusions.
- I'want to add a few words about what we call countertransfer-

ence, and some misconceptions about it.
- You know that an analyst does not respond emotionally to the

“words and actions of the patient. He does not argue with him, is

not offer_ldt_ed by his insults, and is not flattered by admiration. I
mean this literally; I do not mean that he merely does not show

. his feelings. Now, it frequently happens that the padent, in the

course of his associations, speaks of his achievements and of

| things that happen to him outside his analysis. Does the analyst

{ef»p?nd to them? Of course he does. If, for instance, the pa-
tent’s young and_ much loved wife suddenly is killed in an auto-
mobile accident, it would be impossible and inhuman not to re-

" spond with pity and sympathy. The analyst should express this

to the patient and not ask, “What occurs to you about this?” It
would be wrong and unnecessarily cruel, and probably detri-
mental for his analysis. The right thing to do is to let him cry
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and to listen sympathetically, even if it means that an hour or
wwo are wasted. But this s not countertransference. Counter-
transference is not a first edition, but a repetition, based not on
reality, but on 2 compulsion to repeat. The patient’s tragedy is
reality.

The reverse mistake is to react to tragic or lucky evens in the
patient’s life by behaving as if that tragedy of that lucky event
had happened to you or to 2 person very close to you. If you
react this way, oy to realize what makes you identify with your
patient. Probably, you will find out that you really are repeating
something, which obviously was not sufficiently analyzed. This
;s real countertransference.

Besides such extraordinary events, of course, couniertrans-
ference may 0Ccur in analyses conducted by inexperienced ana-
lysts. Ask yourself whether you treat all your patients with the
same amount of Interest, of attention, and as 2 result, with the
same amount of success. Fxamine your attitude carefully and
do not tolerate “star patients” OT “pets.” It does not contribute
to your quality as an apalyst, and it is decidedly against the in-
terests of your patents. ‘

™ 1
N
DREAMS

Taking up our Imext subject, we come to the handling of dreams.

In general, there ISyEry little to be said about dreams that

would not have to be said about any other material the patient

brings. Specifically; there Is%n“uch to be said about the way 0
e

interpret them and about th aﬁiﬁem uses them as Tesis-
tance.

The resistance is expressed mostly 1 i\ther having no dreams |
at all {or very few) or in baving to0 many; That sounds very
simple, but the analyst has to determine w&tﬁ' the extent to
which the patient dreams is different from whaQ was before
the analysis. As a matter of fact, there are people who almost



