
WHEN THE ANALYST INTERVENES 

P sychoanalysis has been defined variously as a 
metapsychology, a research method, a body of 
empirical knowledge, a theory of treatment 

and a treatment technique. 
As a metapsychology, it has developed such no-

tions as the unconscious, instinct theory, and id-
ego-superego. As a body of knowledge, it has 
outlined patterns of human behavior and interaction 
in the stages of man's development from conception 
to death. As a method of investigation it has utilized 
verbal communication and the analytic session as a 
means through which human interaction may be 
decoded and understood. As a theory of treatment 
and treatment technique, it has developed concepts 
to explain what leads to cure, and techniques, which 
when applied, do allow one person to assist in the 
emotional maturation of another. 

Freud observed clinically that people in treat-
ment have a compulsion to repeat early-learned ways 
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of responding and that as adults they respond to new 
situations in these habitual ways. A patient brings into 
his sessions the characterological patterns with which 
he has learned to relate to others. 

If a sufficient emotional transference is made by 
the patient to the psychoanalyst, the resulting trans-
ference neurosis can be cured by therapeutic work. 
Freud found that this affective relationship must exist 
in order to prevent the patient from taking flight 
when painful matters come to his awareness. The 
emotional reactions to the psychoanalyst can be un-
derstood to relate to preexisting conflicts which are 
renewed as ''an intermediary realm between illness 
and reality,'' . . . peculiar ''in both character and 
degree over what is rational and justifiable'' (Freud, 
1912). The idea of an emotional involvement of 
patient with analyst in which the past is brought into 
the present provided the groundwork for psychoan-
alytic technique. 

When a transference has ''developed into a suf-
ficiently strong attachment,'' according to Freud 
(1912), "treatment is in a position to prevent all the 
more important of the patient's repetitious actions 
and to make use of his intentions alone as material for 
the therapeutic work.'' Freud hastened to add that 
although we "allow the transference the right to 
assert itself within certain limits, the handling of the 
transference is the analyst's main instrument for 
curbing the patient's compulsion to repeat." 

When the analyst attempts to analyze the trans-
ference, he finds that patients seem unwilling to give 
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up the satisfaction gained from illness, so that even 
the transference itself must be regarded as a resistance 
to cure. By merging psychoanalyst, self, and early 
objects, current emotional reactions become a substi-
tute for progressive communication, remembering, 
and working through. 

Wilhelm Reich (1949) emphasized the resolution 
of the resistance and the analysis of the transference 
as the most important analytic work. "Don't nip 
resistances in the bud," he wrote, "but bring them to 
full development in the transference situation so that 
full affects which are transferred can be utilized.'' 

We recognize that in the early phase of treatment 
the patient has come to ease his pain, not to change 
his character. He is not interested in getting in touch 
with longings or destructive thoughts or feelings 
toward the analyst even though he may complain 
about the kind of treatment he receives from others. 
He resists by behaving impulsively (id resistances), 
self-attack (superego resistances), pleasure (or sec-
ondary gain resistances), and asserting himself (ego 
resistances). When these are related to the analysis 
and the analyst, they become transference resis-
tances. Freud's structural insights into transference 
and resistance were based on the neurotic psychic 
structure. 

The understanding of the narcissistic transfer-
ence developed later through work with preoedipal 
phases in the maturation process. 

Spotnitz (1969b), in discussing preoedipal con-
flicts, described what is repressed as the prefeelings 
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of hatred and its discharge. Although early situations 
may be remembered, the aggressive impulses are 
forgotten. The repetition compulsion aroused in nar-
cissism is dominated by the longing to be touched. 
Murderous, unforgiving rage for the denying early 
object alternates with cravings for contact and affec-
tion. We call it id resistance when the patient acts on 
these impulses to annihilate, to be held or to be fed by 
transference figures. Ego resistances are disturbances 
of the cognitive processes. In narcissism, the fol-
lowing inappropriate affects may be used for defen-
sive purposes: feelings of emptiness, danger, 
resentment, eerie feelings, and the absence of feeling, 
as well as blocked thoughts or confused, jumbled 
thinking. The secondary gain resistance in schizo-
phrenia may be gratification of dependency feelings, 
and in depression, gratification of the need for pun-
ishment. The preoedipal patient employs superego 
resistances, immersing himself in feelings of incura-
bility, worthlessness and hopelessness. 

These defenses are used by the narcissistic pa-
tient to oppose growth. When they become a part of 
the reactions to the analyst and are fully charged with 
affect they become narcissistic transference resis-
tances. Resolving resistances awaits an understanding 
of them as they are manifested as transference resis-
tances. 

TREATMENT-DESTRUCTIVE RESISTANCE 

In some cases, the patient resists the transference 
by attempting to break the relationship. The fears 
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behind treatment-destructive behavior relate to the 
fear of forming a new relationship. The transference 
relationship is one in which old fears and wishes will 
be aroused along with the maladaptive ways of 
seeking gratification. We understand the importance 
of treatment-destructive behavior to the psychic 
economy when it is recognized as resistance to expe-
riencing a negative transference. 

In the beginning, the analyst's concern is with 
how the patient resists the negative transference and 
how to prevent the arousal of more negative transfer-
ence than the patient can tolerate. The early goal is 
accomplished primarily through silent investigation 
and communications that modify the intensity of the 
frustration. During this period the patient silently 
considers the value of the treatment. 

Modern analysts encourage a negative transfer-
ence in which ego resistances (destruction of the 
mental functions), and id resistances (threats of 
leaving or other relationship-destructive action), will 
be kept to a minimum by limiting the arousal of 
thoughts and feelings to a quantity that is tolerable. In 
the treatment-destructive phase a patient's very exist-
ence seems threatened by feelings for the analyst or 
those projected to the analyst. One patient reported, 
"I feel like I'm letting more and more of you into me. 
It seems like I'm more afraid of fighting with you 
now. I'm more afraid of losing you." The patient's 
comments were appropriate to the transference situ-
ation since the more the analyst means to the patient, 
the more the fear of loss is aroused. A narcissistic 
patient asked, ''How can you be so important to me? 
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I don't even have you, just one hour a week and then 
only a voice. There is no reality here except inside my 
head. The important realities are time and space." 
This type of object-oriented communication will al-
ternate in sessions with narcissistic transference com-
munications and narcissistic transference resistances. 
Following a discussion of the oedipal realities of time 
and space, this patient described his transference: 
''I'm in danger here. I may destroy you, but I feel it as 
if I'll be destroyed. I don't know which, but you have 
power. I feel I have not been born yet.'' (This showed 
a negative narcissistic transference.) 

Reich (1949) observed that a spontaneous trans-
ference develops if the analyst avoids giving interpre-
tations too early or too deep. It is possible, in a 
psychoanalytic method that de-emphasizes interpre-
tation, for the patient to move quite naturally to a 
transference neurosis. Each resolution of treatment-
destructive resistances is made through the mainte-
nance of a neutral environment. Other defenses are 
actively maintained while the analyst investigates the 
function they serve. Toward this end, a number of 
techniques have been developed for reflecting and 
joining the resistances. As each resistance is explored 
and joined, more of the original problem is verbalized 
in the transference. Eventually what led to the narcis-
sistic fixation is verbalized. Early in treatment, com-
munication on these matters is mainly symbolic. 

Ferenczi (1950) was one of the first of Freud's 
followers to recommend alternative techniques to 
interpretation. He had observed that there were cer-
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tain types of patients who could not be cured by 
conventional means. He also discovered that there 
were periods of stagnation in analysis, during which 
new techniques were needed to hasten the explora-
tion of unconscious material. In the case of an hys-
terical woman who used onanistic substitutes, he 
forbade masturbation. "I was compelled," he wrote, 
''to give up the passive part that the psychoanalyst is 
accustomed to play in the treatment, which is con-
fined to the hearing and interpretation of the pa-
tient's ideas, and had, by active interference in the 
patient's psychic activities, to help her over dead 
points in the work of the analysis" (p. 201). 

Ferenczi had noted many devices used by pa-
tients to resist cure. He observed how difficult it was 
for the patient to follow the first rule of free flow of 
ideas until close to the end of the analysis, and that 
patients could not understand that free association 
did not demand complete thinking out of ideas, but 
complete utterance of what was actually thought. 

Ferenczi explained how active technique works 
in bringing unconscious material to consciousness. In 
the case of a young woman, a musician with nu-
merous phobias and obsessions including stage fright, 
Ferenczi commanded her to perform for him. When 
the repressed tendencies became pleasurable, the ac-
tivity was forbidden. This active treatment rendered 
fully conscious the long repressed infantile reminis-
cences. "In suitable cases psychic excitement can and 
must be shut off from unconscious paths of discharge 
in order by this 'rise of pressure' of energy to over-
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come the resistance of the censorship and of the 
'resting excitation' by higher psychic systems" (p. 
203). 

Ferenczi compared active interference to the 
stimulating treatments employed in medicine for cer-
tain chronic processes. Acute exacerbation of a mu-
cous catarrh not only leads to latent sources of the 
disease, but arouses resisting powers of the organism. 
Activity in therapy, he wrote, "effects an increase of 
the resistance since it stimulates the ego sensibility" 
(p. 213). 

One of the points at which Ferenczi's active 
techniques coincides with modern psychoanalysis is 
in the use ofthe patient's contact function. According 
to Ferenczi, active therapy is indicated when the 
patient asks questions or, in modern terminology, 
when the patient makes a contact with the analyst. He 
was the ft.rst to note that when ''the analyst counters 
with a question, [he] will direct the patient's interest 
to the source of his curiosity rather than satisfying 
him with an answer to the question" (p. 198). Ques-
tions requesting aid in making a decision may be 
viewed as a means to interrupt progress in the analy-
sis. Modern psychoanalysts view returning a question 
with a question as an aid in developing the narcissistic 
transference as well as a means of investigating the 
question and its underlying resistance. 

While this approach to the patient's contact was 
a forerunner of modern psychoanalytic technique, 
Ferenczi differed from modern psychoanalysis in his 
understanding of illnesses such as schizophrenia. He 
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concluded that schizophrenics, as well as certain 
other types, need the offer of love and encourage-
ment from the analyst. "Too often they interpret 
neutrality on the part of the analyst as indifference 
and are, as a result, unable to work through their 
difficulties.'' 

This and other theories of schizophrenia seem to 
us to place the analyst in an active position in deter-
mining the mode and timing of the interventions. 
Following the notion of contact function to its nat-
ural conclusion, modern analysts follow the patient's 
lead and work with these disorders according to one 
of Reich's (1949) original dictums: If the patient is left 
to his own determination of the amount and timing of 
interventions, the transference will unfold. The 
modern analyst intervenes by being neutral when the 
patient remains distant, and active when the patient 
asks directly for contact. 

During early treatment, the narcissistic patient 
can utilize the only defense available to him: turning 
against the self, attacking the ego, or destroying the 
treatment. When the patient experiences a tense, 
non-feeling state, the analyst functions as an ego-
syntonic object to minimize action until the negative 
narcissistic defense can be resolved. Object-oriented 
questions can create the atmosphere necessary while 
the defense is studied. 

For the patient who has an insufficient barrier 
against external stimulation, the minimum feeding is 
provided by interventions timed to the patient's con-
tact. This replaces the more threatening interventions 
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timed to the therapist's own inner mechanisms. For 
the patient who is withdrawn and does not make 
contact with the analyst, several questions directed to 
neutral topics help the patient to maintain the defen-
sive wall of narcissism so long as he needs it. 

THE TREATMENT CONTRACT 

Treatment begins with the first patient contact. 
Treatment-destructive resistances may be revealed in 
the first telephone call in which the prospective 
patient requests an appointment. The analyst investi-
gates with the caller when he can come in and, if 
there is a time convenient for both, an appointment is 
arranged. 

One resistant caller said that he would like a 
Tuesday evening appointment as that was his only 
free time. Though he expressed chagrin that nothing 
was available on that evening, he responded to the 
suggestion that he call again. The calls persisted for a 
number of months until a mutually convenient hour 
was found for the initial meeting. During the inter-
view he revealed further resistances to paying and to 
time arrangements. In order to work with these 
resistances, it was agreed that meetings would be 
scheduled once monthly. He complained that it 
would take a long time to get anywhere, but since he 
insisted that he did not want to try anybody else, 
treatment began with the number of sessions he could 
afford, emotionally as well as financially. On occa-
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sion this patient pressed for additional hours, but on 
investigation it was revealed that he did not have a 
particular hour available. He did not make these 
requests for more time during sessions but preferred 
to telephone. Usually it was suggested that he call the 
following day or week to see what would be avail-
able, but he failed to call at the suggested time. This 
man seemed to have anger so close to the surface that 
he was fearful of the treatment. The dialogue that 
ensued helped him to feel comfortable in expressing 
dissatisfaction and thus overcame his initial resistance 
to being there at all. 

Contractual arrangements are made by mutual 
agreement. The habit of seeing patients three or four 
times a week grew up out of the early Freudian notion 
that we must convey our understanding of the pa-
tient's unconscious to him; therefore, the faster we 
get to understand him, the faster we can explain his 
problems and cure him. In practice, experience has 
demonstrated that patients do not get better faster 
because they come more frequently. Conversely, we 
have learned that greater frequency of sessions may 
lead to an intensification of the defense or a prema-
ture breakdown of necessary defenses, accompanied 
by further regression. Determining the correct 
number of sessions can best be done if the beginning 
patient is seen once weekly during a trial period 
during which time the optimal number of sessions 
may be established. When asked how often he would 
like to come, the patient may express a desire for 
frequent sessions, along with some external reason 
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why it would be difficult for him to arrange that 
number. Joining this resistance, the analyst usually 
starts him at fewer sessions than he requests. After a 
few weeks or months, both patient and analyst may 
agree that greater frequency is desirable. The strength 
and flexibility of the patient's ego should determine 
this to the extent that the analyst's time permits. 
Arriving at the frequency of sessions is combined 
with an exploration of fees. 

The patient's mode of interaction is investigated 
through the discussion of the terms of the patient 
contract. Compliance, defiance, and readiness for 
cooperation are investigated while fees and hours are 
discussed. The modern psychoanalyst will frequently 
ask a patient what he would like to pay. If a patient 
replies, "You're the doctor, you'll get what you want 
and I have to either take it or leave it,'' he has told the 
analyst something about his views on authority and 
his way of resisting submission. He can take it or leave 
it. The patient who replies to the question that he 
really would prefer to pay nothing, but is willing to 
pay whatever the analyst asks, has told the analyst 
that his dependency needs drive him to compliance. 

When analyst and patient have agreed on treat-
ment, on frequency of visits, a mutually convenient 
time, and a fee, the patient is invited to use the couch. 

Students ask, ''If the couch promotes regression, 
why put psychotics on the couch?'' On the couch, 
regression is controlled by the amount of stimulation 
the patient is given. Basing the analyst's verbal com-
munication on the patient's contacts tends to cut 
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down the frustration. Conversely, sitting facing the 
analyst adds the unnecessary stimulation of visual 
contact. 

In establishing a tentative diagnosis, we note that 
the patient was able to call for the appointment, learn 
the address, find the office, and arrive reasonably on 
time. If he can speak coherently, without fragmenta-
tion or confused states of mind, if he can state his 
reason for wanting treatment and can engage in 
cooperative interchanges on setting appointments 
and fees, little more need be discussed during the first 
hour. 

In the first session, a patient may want the analyst 
to sum up, tell him what's wrong with him, how he is 
talking, or if he can be helped. On the other hand, he 
may want to know something about the analyst. He 
might ask, have you experience with this kind of prob-
lem? or what are your credentials? and/or can you help 

. a person like me? It is undesirable in this early phase 
to give answers to these questions. First, it is not clear 
why the patient wants this information or how he 
intends to use it. Usually a question exploring his rea-
son for seeking this information will reveal that he just 
wants to know how he is doing, feels that he should 
say something to the analyst, wants to learn if it's 
going to be a waste of time, or he cannot trust the 
analyst unless he finds out where he was trained. 

If the patient is asked why he wants to know 
these things, he may reveal that he wants the analyst 
to give him information when he wants it. He may 
need to feel that he has come to an inferior person, 
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and it might mean that the analyst is weak if the 
patient can get him to speak when he wants. If he 
fears that he may fall into the wrong hands, informa-
tion about the analyst's credentials will not usually 
quell that fear. Questions about what the treatment 
can do or how long it will take cannot be answered, 
first, because we do not know, and second, because 
we want to explore the meaning of the question. 

The patient's questions help the analyst to estab-
lish that the patient wants him to talk. The analyst's 
return of a question for a question explores what the 
patient would like the analyst to talk about. An 
ego-syntonic environment is achieved when the ana-
lyst is able to provide the proper amount and quality 
of communication, an amount experienced by the 
patient as neutral or accepting. 

When the patient has agreed to come regularly 
and to talk, lateness may appear as a resistance. A new 
patient who wanted to come frequently described her 
financial difficulties as posing a problem and was 
invited to consider every other week. When offered 
this possibility, she decided she could come once 
weekly. At the second appointment she arrived 
twenty minutes late. The patient continued to come 
late and attacked herself for her inability to do better. 
An exploration of what the analyst could do to help 
resulted in further self-attack. "I can't change," the 
patient told her therapist. After consulting a supervi-
sor, the therapist told her patient that it was all right, 
she didn't have to change. The therapist tried a new 
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approach to the lateness. She thanked her patient for 
giving the analyst the time. Following this interven-
tion the patient began to come five or fewer minutes 
late. This continued until the therapist announced 
her vacation, at which time the patient began to come 
twenty or thirty minutes late once again. This repeti-
tion was studied silently and this time no reference 
was made to the lateness and the patient returned to 
coming on time. 

When does a patient come late? Usually when he 
has negative thoughts or feelings about the treatment 
that he does not wish to put into words. There is no 
point to resolving the resistance to coming late before 
its defensive function is fully understood. In the case 
just cited, the patient appeared anxious in the ses-
sions and constantly in motion. Rather than bringing 
the lateness to the patient's attention, the analyst 
found that neutralizing the analytic sessions was 
called for first. The patient frequently turned around 
to look at the therapist. When asked about it, she said 
she wanted a response. She also revealed that she 
wanted to be met in the waiting room, rather than to 
walk in alone when the door was opened by the 
therapist. Questions about her preferences led to the 
expression of some of the thoughts that were causing 
her discomfort. 

When the patient has feelings about the analyst 
that he is trying to hide or deny, he may describe 
these feelings in a relationship with someone else. In 
this case, the dissatisfactions can be studied silently, 
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particularly as these complaints may relate to the 
analysis. There is no need to intervene except in 
response to a contact from the patient. 

During the early interviews, while the analyst is 
investigating the dynamics of the case, it is usual to 
refrain from any confrontation. The analyst works to 
preserve a defense until he can establish that the 
patient can get along without it. The way that the 
patient perceives the situation-even if it be paranoid 
delusional-may represent the whole of that patient's 
perceptual field at the time. In order to increase a 
patient's orientation to reality, it may first be neces-
sary to bring the existing field into the transference 
with sufficient intensity, long enough for new per-
ceptions to be entertained side by side with the old. 
Then possibly the patient will be in a position to 
choose between the two fields (Spotnitz 1969b ). 

A distortion of the perceptual field may be seen 
in the following example: A woman came for consul-
tation and referral because the pressure of working 
for a family member had resulted in the growing 
conviction that she was the devil, or that the devil 
was getting into her. She was preoccupied with 
thoughts of this family member's potential death as 
well as a number of other fears. Her hateful impulses 
were experienced as alien; she experienced them as 
"not me." Thoughts that she was invaded by the 
devil whom she could not keep out fixed the respon-
sibility for murderous impulses outside the ''self.'' 

In the early phase of treatment, regressive ten-
dencies such as the above, are treated as a resistance 
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to transference feelings. Until negative feelings can be 
expressed in the analytic relationship, the patient is 
trained to stay in the present. When the analyst is 
perceived as an ego-syntonic object, the patient is 
able to allow the unfolding of the narcissistic trans-
ference. Negative narcissistic transference resistance 
is aroused by pressure from the analyst for progress. 

Even the analytic directive to talk must be 
viewed as resistance-provoking. Asking the patient to 
free associate is undesirable during the early phase of 
modern psychoanalysis. Hearing the content of what 
the patient says about himself is incidental to the 
treatment. Therefore, in response to the patient's 
questions, the analyst informs the patient that he may 
talk about anything he wishes. To the patient with an 
undifferentiated mental structure, the directive to 
talk about anything he wishes creates less resistance 
than the instruction to say everything. 

Modern analysis does not focus on historical 
data. History is usually collected as it is volunteered 
by the patient. When the analyst follows the patient's 
lead, he does not intrude on the patient's ego (Spot-
nitz 1969b). If a patient is asked why he is coming for 
treatment and he falls silent, the analyst may ask him 
to tell him a little about himself. If he begins to 
complain about his wife, then he has begun to tell his 
history as it is being relived. Asking a few questions 
related to the situation that the patient is presenting, 
rather than asking what he thinks and feels, precludes 
overstimulating the patient before having had time to 
evaluate his strengths and weaknesses. At the same 
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time the analyst is conveying his interest and atten-
tion. One patient expressed his characterological 
fears when he said, "I know this is boring you. You 
must have heard these things a thousand times,'' or, 
"You must wish you didn't have to listen to me after 
hearing this kind of stuff all day.'' If, on the other 
hand, the patient talks uninterruptedly without refer-
ence to people for most of the session, the analyst 
may take an opportunity, when it presents itself, to 
ask a neutral question. The analyst need not disturb 
the patient about history unless it will serve some 
useful purpose in the treatment. 

NEGATIVE NARCISSISTIC TRANSFERENCE 

In modem psychoanalysis, resistances to the 
communication of the negative narcissistic transfer-
ence are the fll'st concern of the analyst. When the 
analyst has the impression that the patient is talking 
to himself or to the therapist as part of his mind, we 
speak of narcissistic transference. In a narcissistic 
state, instead of hating a frustrating object, the patient 
tries to blot it out. As we have shown, the defense 
used as a resistance is self-attack. The patient does not 
feel like talking, wants to run away, or feels that he is 
falling apart. The body feelings may be numbness, 
tenseness, or painful eyes. He sees no purpose in 
talking. He talks of suicide or self-mutilation. If these 
ideas are too frightening, he may say that he has 
nothing new to report or he may talk affectionately 
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with reference to sexual fantasies, hinting a strong 
need for sexual satisfaction. In the negative narcis-
sistic transference, the patient may say, "I loathe 
myself when I am frustrated.'' In the narcissistic 
transference resistance state, self-hatred may be con-
cealed, and the patient may ignore the fact that the 
analyst is responsible for the frustration. In an object 
transference, a patient may say, "I'm holding back 
information because I don't trust you." 

Early in the treatment the patient may tend to 
present more external resistances: a move to a new 
city, a job change with hours that interfere with his 
appointments, an illness that confines the patient to 
bed. The patient may take flight through missed 
appointments or coming late; he may sleep in sessions 
or remain out of contact. Certain patients will talk 
freely, chattering without saying anything. The 
modem analyst works to resolve those resistances 
that will destroy the treatment. The frustration of the 
treatment situation arouses aggression. Rather than 
verbalizing destructive thoughts, we have seen that 
the patient may resort to self-attack, or suicidal 
threats, or he may somatize. If no other defense 
works, he will leave treatment. Gradually through 
treatment the channels for action are cut off and the 
patient limits himself to words. 

The withdrawal of object cathexis is used by the 
patient to defend against thoughts, feelings, and per-
ceptions connected with the analyst. This defense is 
used to block awareness of early preoedipal states of 
the first few years of life when there was less differ-
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entiation of self and introject and when negative 
thoughts included sexual incorporation or annihila-
tion of the object. 

Two years may be required to study and work 
through a patient's variations of treatment-destruc-
tive behavior. Recurrences are expected, but if the 
analyst concentrates early on the verbalization of 
these tendencies, the pathways are established for 
communication. 

The treatment may be preserved by controlling 
the degree of regression. To accomplish this the 
analyst may limit the number of sessions per week or 
limit the amount of silence to which the patient is 
exposed. To control the amount of stimulation, the 
modern analyst uses the patient's contact function as 
a guide. A student reported the case of a fifteen-
year-old girl who was talking quite well but then said, 
"I have nothing to say." When she was told that she 
didn't have to say anything, she remained silent. The 
analyst asked her if she would like a topic suggested. 
The patient said yes. When asked what topic she 
would like, the patient expressed the feeling that 
the therapist seemed mixed up too. Then after a 
silence she asked if it was absolutely necessary to talk. 
When the therapist asked her if she would prefer to 
be quiet, she began to talk about the room. ''It's too 
small," she complained. She didn't care for the pic-
tures; they weren't very cheerful. She asked if it was 
necessary to stay in the room. The therapist asked if 
she'd like to stay. She said that her friend could leave 
whenever she wanted to. She reported then that she 
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had to go to the bathroom. The therapist asked her if 
she'd like to go now. She said she'd wait. She could 
make it through the session. The patient was not 
given permission to act, but no commands were 
given. Following this patient's contact function 
proved to be effective in helping her control her 
behavior. 

As the relationship is being established the pa-
tient is helped to gain control over his motility. 
Learning to discharge feelings in words can then 
replace self-directed aggression and acting on 
thoughts and feelings can be prevented. It is reas-
suring to a patient to be told, "It's all right to think 
and feel that way.'' When a patient jumps off the 
couch, the modern analyst may tell him that it is 
desirable that he remain on the couch. At other times, 
the analyst may join the patient by telling him that he 
doesn't have to use the couch now. If the analyst feels 
in tune with what the patient is saying and the patient 
says, "I don't want to talk to you," the correct 
response might be, "Why talk?" 

Mter four months of severe treatment-resistance 
behavior on the part of one patient, the analyst 
expressed doubts similar to the patient's about con-
tinuing the treatment. At the following session the 
patient reported proudly that it was the ftrst time he 
had made two sessions in a row. He said that he had 
had a dream about his mother, the first in which a 
woman in his dreams had a face. He figured it was the 
analyst in the dream since "You didn't throw me out 
for being a bad boy.'' He said that he had learned at an 
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early age that he could not trust anyone with his 
feelings. "That's what I'm going through now," he 
reported. He said that last session he had wanted the 
analyst to know what was on his mind but had had a 
rush of thoughts and a fear that he would be inco-
herent (narcissistic transference resistance). "I felt 
accepted by you," he continued, "I always thought I 
didn't have any thoughts that were worthwhile." 
(This illustrates the preverbal ego at work.) ''When I 
realize I don't have to do anything I don't want to, it 
releases me. I realized after last session that I wasn't 
talking about what was making me angry-your de-
mands that I come to the sessions." (The analyst had 
become the demanding object.) ''But to have 
someone care enough to get angry in a way that is 
accepting, that's a relief." (The analyst had now 
become the loving object.) In the first few years, the 
negative preverbal ego has few defenses at its dis-
posal, so it must attack itself or destroy the treatment. 
A patient may experience closeness or oneness when 
the environment of the analytic session is viewed as 
ego-syntonic. It is desirable that the patient experi-
ence oneness if the lack of this experience was re-
sponsible for the fixation and if it will resolve the 
negative narcissistic transference resistance. 

A patient who has been deprived of emotional 
closeness may act with the analyst as though he were 
alone in the room. He may even report that he feels 
he is talking to himself. It is possible to understand 
the isolation intellectually, but in order to respond, 
the analyst may have to join the patient's isolation, 
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knowing it "as the patient knows it," so that the 
patient may learn to pull himself out of it. Insight 
cannot handle the memory images that are blocking 
growth if interchanges between the self and the 
object are at the stage of prefeeling, preverbal or 
preobject relations. 

Answering the patient in kind is a modern psy-
choanalytic approach to the early resistances of the 
patient who is withdrawn in the session and for those 
who wish to engage us in philosophy. When the 
contact function of the patient is observed and re-
sponses are timed to the patient's communications, 
two things may happen: 1. The patient is more likely 
to receive the correct dosage of stimulation-being 
given neither too much nor too little-which bal-
ances the amount of frustration and gratification 
according to the dictates of the patient's request. 2. 
The patient is being trained to ask for what he wants. 
Since the narcissistic defense insulates the patient 
against unwanted feelings, interpretations of the de-
fense, or of the patient's resentment of parents or of 
the analyst, his feeling of being forced to be in 
sessions, would only attack a necessary defense. In 
this phase of treatment the analyst wants to help the 
patient maintain his defenses while studying their 
role in his economy. Questions such as, "How can 
talking help?" may be answered with a similar com-
munication, "It may not help." 

If the early resistances are directed against the 
communication of transference feelings, the patient 
will want to talk but not be in emotional contact with 
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the analyst. When the patient does make contact, the 
analyst may expect him to ask questions or make 
declarations which will reflect his current way of 
interacting. These contacts are studied, as well as the 
analyst's own emotional responses to them. With one 
situation, the analyst may feel flooded with ideas and 
theories rather than feelings. In other sessions, he 
may feel a great deal of sympathy, or a desire to talk 
and give factual information. He may wish to advise a 
patient or to prevent him from taking certain actions. 
All of these impulses to action are investigated si-
lently by the analyst, as he would the patient's verbal 
and nonverbal communications. 

Part of making a treatment plan is to decide the 
interventions which will resolve resistances and lead 
to growth. Questions put to a patient by the analyst 
may, though designed to be object-oriented, be 
framed in a negative and hurtful way when the 
patient is inducing unpleasant feelings in the analyst. 
It is important for the analyst to be aware of these 
reactions, particularly when treatment-destructive 
countertransference stimulates the analyst's desire to 
act. 

In resolving resistance to the communication of 
transference feelings, the analyst first identifies the 
resistance used and studies how it is brought into 
the treatment. He is interested in what defenses the 
patient relies on and against what kinds of communi-
cation he uses them. Next, the analyst investigates 
silently the relation between the repetition in the 
present and the patient's past experiences. And fi-
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nally, he determines the interventions required to 
resolve the block to transference communications. 
Object transference resistance does not become a 
problem until the patient brings to the present situa-
tion a full repetition of past relations. When 
the patient is ready to repeat the past in thoughts, 
words, and feelings without acting destructively, and 
the analyst is not acting on countertransference that 
would be detrimental to the patient, the patient is 
able to put the negative and positive transference 
feelings into words. In phase two of the modern 
psychoanalysis, these communications will be con-
nected with memories as well as insight into the 
purpose that the resistance has served. Gradually, the 
channels for action are cut off and the patient limits 
himself to words. 

If the patient is preoedipal and wants the breast, 
he may disguise his earlier needs behind sexual com-
munications. One patient's descriptions of his sexual 
feelings were glowing reports, approaching rapture 
as it may be known at the breast. In his associations, 
he revealed a fear of being hated and his hatred of 
depriving females, revealing that he had suffered 
from a lack of emotional closeness when it was 
needed. 

A student asked how growth is facilitated by the 
analyst when, in the narcissistic transference, the 
patient re-experiences the earliest prefeeling states in 
which the object was indistinguishable from the self. 
It would be difficult to find a patient who did not 
present residues from each psychosexual level, and 
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we have found that, through echoing the patient's 
ego, the analyst presents the patient with an object 
with which he can achieve the emotional closeness 
needed for resolving resistance. 

In a lecture given in 1920, Ferenczi (1950) ob-
served a further resistance to analysis: countertrans-
ference as a result of the patient's influence on the 
doctor's unconscious feelings. Both Freud and Fe-
renczi noted that often the analyst appears abrupt and 
repellent toward the patient as a result of counter-
transference feelings. In these cases, both men were 
speaking of their fear of acting on positive counter-
transference feelings. A negative countertransference 
reaction occurs when the patient is in a treatment-
destructive frame of mind. One of the first resistances 
seen in analysis-the resistance to the communica-
tion of transference feelings-is paralleled by the 
analyst's desire to get rid of the patient, or a tendency 
to forget the patient by either wandering off mentally 
during the session or having trouble remembering the 
patient's appointments. 

Learning to provide the proper dosage of com-
munication of the correct kind is the art of psycho-
analysis. The following session demonstrates why it 
is important that negative transference be fully ver-
balized before the analyst conveys information or 
interpretations to a patient: 

A patient complained that the analyst did not tell 
him the meaning of his dreams. He began his report of 
a dream, and every few sentences asked, ''What does 
that mean?'' If the analyst asked a question to which 
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the patient responded with information, the analyst 
would then respond with information: 

The patient began his dream: I go to camp and 
I'm sitting at a table at the hotel. What does that 
mean? [Analyst: What kind of a table?] A dining 
room table. [Analyst: Seated at the breast.] Four 
girls who are not at my table are high up in the 
hierarchy of the place. What does that 
mean? ... [Ideal mothers.] One says, "You're 
going to go out with one of us.'' I have to go over 
to the two vulgar ones who compliment me on 
my looks. It reminded me of the way my mother 
used to show me off, commenting on how cute 
and well dressed I was. It is night time and I have 
to go to sleep. One of them tells me I have to 
make a choice. The only attractive one has 
already picked a guy I can't stand .... I chose 
the dark-haired one and in the next scene I'm 
sitting on a pedestal. They all come in. The 
brunette smiles at me submissively. I'm sitting up 
there like a king who's done his job. What does 
that mean? ... [A child on his potty.] 

Following the dream and the analyst's interpre-
tations, the patient reported erotic thoughts about 
the analyst. These were presented not as thoughts 
and feelings, but as seductive communications. The 
patient experienced burning sensations in his eyes. 
He appeared unable to tolerate the gratification of his 
request being met, and in fact, demonstrated that the 
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information had been over-stimulating. An interven-
tion prohibiting seduction led to the admission that 
he wanted to avoid the pain and terror of aloneness, 
but he assumes the woman wants him sexually. 

Helping the patient communicate preoedipal 
feelings is the job of the analyst. When the patient is 
attempting to cooperate, he will present these feel-
ings in disguised form for the analyst's examination. 
Patients feel they should be "oedipal" and don't like 
the idea that they have preoedipal needs. (Neither do 
analysts!} To go back with the patient involves the 
re-arousal of the analyst's own preoedipal feelings as 
well as those of the patient. 

In the following resistance to communication of 
negative transference feelings, the patient's longings 
are put forth first: 

I've been analyzing myself to try to determine 
why I sometimes feel out of it. It appears that I 
am in love with you and have sexual feelings for 
you which I shut out by self-absorption and 
fascination, to the general exclusion of others. I 
think that sometimes you try to encourage this 
love by smiling seductively at me. But, I'd rather 
have that than have you express hate to me. 
Anyway, I've done nothing hateful to you to 
deserve hate in return, but, unconsciously, I feel 
my sexual feelings for you are hostile and I more 
or less expect to be punished for simply feeling 
or thinking them. 
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A patient who is not able to express negative 
feelings directly is attempting to cooperate when he 
brings these feelings to the analyst disguised in 
dreams. An impulsive patient disguised his destruc-
tive impulse behind the wish to protect the analyst in 
the following dream: 

A seminar has been planned in which S. and K. 
are on one side of the debate against Dr. M. I 
arrive and find I'm the only one there on Dr. 
M. 's side. Suddenly, the debate turns into a 
baseball game and the opposition's centerfield is 
so far back he can't see to play. Dr. M. asks me to 
lend him my glasses but I refuse to do it. I think 
she's wrong. Why should I help the enemy to 
see? That would harm Dr. M. 

This patient wants to keep his destructive self 
uninformed. Only in that way can he be protected 
from his impulses. He sought treatment .from several 
analysts whom he attempted to set against each other. 
At a later period in treatment when trying to resolve 
who should be his analyst he provided the following 
dream: 

Dr. M. suggested that I go fishing. I am on a small 
island fiShing (his analytic group). It is a beautiful 
place, but the weather is inclement-stormy and 
rain. I like it there. There is a woman there. She 
[or Dr. M.] suggested I seduce the woman. [He is 



182 TREATMENT OF THE NARCISSISTIC NEUROSES 

in the group with his wife to resolve sexual and 
other marital difficulties.] I did not want to do 
this. 

This dream reveals that if the patient continues 
to work on his marriage in the group he is in for 
stormy weather. He is conflicted about facing his 
feelings. 

Another patient described her hostile impulsivity 
toward her children in a way indicating that there is 
no separation between self and introject. Speaking of 
her mother she said, "She is like a foreign body and 
I've always been aware I would not be able to protect 
my children from that 'her in me' any more than she 
was able to protect me from her.'' 

We have talked about the relatively objectless 
state of narcissism in which the analyst may be 
experienced as a part of the self or as nonexistent. A 
patient may express amazement when he discovers 
objects and partial objects. One patient on entering 
the object world reported: "I went to my group and 
another patient addressed the analyst by name. Sud-
denly I had a feeling of the name. It was a real name. 
And there was a real person who went with that 
name. And he was really there-he existed and he 
wasn't me. 

STATUS QUO RESISTANCES 

An agitated patient who kept busy in order to 
defend himself against depression, reported fears of 
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numbness and death during sessions and remembered 
waking up at two or three years old to find that no 
one was there. When the analysis is experienced 
positively by the narcissistic patient or when it offers 
him relief, he wishes to maintain the status quo. (This 
is transference used as a resistance.) If he is neither 
overstimulated nor deprived, he is able to maintain 
himself in treatment. While the analyst concentrates 
his attention on understanding and resolving resis-
tances, meeting the patient's early maturational needs 
(for closeness, understanding, etc.) is an unconscioUs 
process in the analyst who is motivated to help his 
patient grow (Spotnitz 1971-1975). Having the right 
feelings for the patient provides him with the emo-
tional closeness that the preoedipal patient requires 
to move on to autonomy. The ability to feel the 
feelings induced by the patient is a function of the 
analyst's own mental health. 

Working through the status quo resistance and 
observing the contact function of the patient, the 
analyst is able, silently, to increase his understanding 
of why the patient requires this degree of safety and 
comfort. When the patient demonstrates that he is 
not ready for more feelingful exhanges, his resis-
tances are joined so that he does not experience the 
analyst as pressuring him to "grow up." 

Usually the patient in this state is reluctant to 
express negative thoughts and feelings or to describe 
certain of his characteristics because he wants the 
analyst's acceptance and approval. When the patient 
reports that he is satisfied with his present situation 
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and with his analysis, and denies having any negative 
thoughts, he is revealing his fear of the communica-
tion of negative feelings. 

A man in the status quo phase reported •fre-
quently that he would like to see his analyst more 
often. Everything was going well. He described his 
wife as a lovely girl, his two boys as just wonderful. 
He appeared satisfied with things as they were, with 
the one exception that it would have been nice to see 
his analyst every day instead of twice a week. He 
appeared friendly, but vague and distant. His two 
ways of making contact were to ask, ''Well what do 
you think about all this?" or, "When do you think 
you'll have more time for me?" After describing his 
business, he wanted to know if the analyst thought 
things were going well. Occasionally, he asked the 
analyst to sum up, but when asked what he would like 
to know, he continued talking about his work situa-
tion. At times when he was motivated to change, he 
described the omnipotent mother and attacked him-
self. "I can't feel disappointed in you. You do every-
thing right. Disappointed in myself? Yes. You don't 
let me get close enough. I don't know why I hang on 
to these feelings of disappointment. I have always 
been disappointed in myself.'' 

At such points, the analyst can reflect the pa-
tient's communications by devaluating the object, 
inquiring, ''Why have I not been able to help you? 
You've done all the right things. You come, you pay, 
you talk.'' 

As the patient begins to give up status quo resis-
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tances, he can express his transference feelings and 
thoughts more directly than in symptoms and ac-
tions. The analyst does not ask the patient to give up 
his resistances, but works instead to free the person 
from their compulsive use. When a patient's charac-
terological patterns have been brought in and devel-
oped into a narcissistic transference, ''the analyst is in 
a position to loosen their compulsive grip'' (Spotnitz 
1969b). 

A woman with whom the analyst had never 
discussed treatment goals expressed disappointment 
in the analysis after approximately one hundred ses-
sions. Although she was overweight, she never asked 
for help with this problem. She reported physical 
symptoms resulting from her excessive weight as 
impersonally as one would discuss the weather. In 
treatment, she demonstrated her aversion for any 
kind of frustration or discomfort. Later, the desire to 
maintain the status quo gave way to verbalized com-
plaints. "I enjoy my food," she complained. "I can't 
give it up." Communications on this topic were 
repetitive discussions of diets, failures, and desire for 
more self-control, but no request for help. This 
woman was silently angry with the analyst for not 
curing her, but still could not verbalize her thoughts. 
In an exploration of an acting-out incident in which 
she ''punished'' the analyst, she first attacked herself 
and then, in response to joining, complained about 
her disappointment in the analysis. Until she had 
taken an action to "expose" the analyst, she was not 
able to verbalize. She was startled by her own be-
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havior and this led to the direct expression of her 
transference feelings. At these points in the treat-
ment, it is always the analyst's ability to continue the 
verbal exploration without interference from in-
duced feelings that enables the patient to move 
ahead. 

OBJECT TRANSFERENCE 

In the middle phase of treatment, an object 
transference may predominate and serve as a resis-
tance to remembering thoughts and feelings the pa-
tient had experienced for primary objects after he 
could distinguish between self and other. During this 
period, resistances to progressive communication 
and resistances to cooperative teamwork with a sep-
arate person interfere with the patient's ability to tell 
an emotionally significant story of his life. In this 
phase the patient experiences increased motivation to 
improve, but he fears new information. As the pa-
tient's resistances to expressing transference feelings 
are resolved, he verbalizes the repetitive patterns that 
were first brought in non verbally. 

A young woman who was neglected by her 
parents entered analysis feeling deprived and inade-
quate. Feelings were first acted out in the analyst's 
office. At the end of each session, she would linger at 
the door until she received a signal from the analyst 
that it was time to leave. As time went on, she 
responded less readily and lingered in a downcast 
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pose. For many months she seemed depressed and 
apathetic, but she could not relate the condition to 
any life situation, including the analysis. When her 
behavior at the door was brought to her attention, 
she admitted· she wanted to get all the time that she 
could. She expressed no further understanding of the 
behavior. 

To reverse the pattern, the analyst began to be 
more casual about the time of beginning the sessions, 
fluctuating two or three minutes. The patient then 
began to glance at the clocks, checking one against 
the other, and checking these against her watch. All 
this was done silently. After a while she asked if the 
analyst had the time. Finally, she insisted that she was 
being cheated and demanded that she be given her 
due. No change occurred until she heard a lecture in 
which the analyst described the situation and the plan 
to resolve the resistance. Interpretations given in the 
office had had no effect. Insight emerged as a by-
product of the connections established between im-
pulses, feelings, and words. She described the 
resentment she had experienced, since the beginning 
of treatment, at the end of each hour when she was 
silently dismissed. The feeling was that she was just a 
patient who could only be seen for a fixed time. She 
felt cheated and deprived by the analyst. She ex-
plained that when she was angry, she felt provoked to 
steal time because it was the only way she would get 
anything. 

This patient was demonstrating resistance to 
progress when, in a depressed state, she felt some-
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thing was wrong and attacked herself rather than 
describe the object transference of, ''You are a de-
priving person just like my mother.'' Acting rather 
than talking was her way of resisting progress. When 
the resistance gave way, she shouted, "You wouldn't 
give me the time of day.'' Transference began to give 
way to memory. However, the behavior continued 
through the exploration of the ego-syntonic char-
acter traits that lay behind her feelings and actions. 

Transference feelings manifest themselves after 
the resolution of each resistance. Repeatedly, treat-
ment-destructive resistances and status-quo resis-
tances interfere with the communication of 
transference feelings. When they dominate, the ana-
lyst does not work for progressive communication. 
As these resistances are resolved the patient is moving 
towards the repetition in the transference of early 
object relations. We have seen that treatment-
destructive behavior, resistance to the expression of 
transference feelings, is always given attention before 
any other resistance. When a positive narcissistic 
attachment has been formed, we have seen that the 
patient seeks the analyst's approval, and only with 
great difficulty relinquishes the enjoyment of a posi-
tive attachment. This period precedes a clear demar-
cation between self and primary object-the good 
feelings come from symbiosis with a powerful figure. 
When the patient is committed to using the analysis 
for emotional growth, he is ready to begin to know 
himself and his objects as he perceived them in 
infancy and early childhood. When the patient's 
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narcissism has been successfully resolved in a narcis-
sistic transference, the patient no longer attacks him-
self compulsively. 

In the middle phase of treatment, the contact 
function of the patient is still the preferred basis for 
the analyst's interventions. When the patient, in a 
state of object transference, is working cooperatively 
with the analyst, he will respond to verbal feedings 
that arouse feelings of affection with direct expres-
sion of these affectionate feelings. When the object-
oriented patient responds to verbal feeding from the 
analyst with feelings of affection which he then 
resists he will state: "I'm too embarrassed to tell you 
my feelings.'' He will respond to deprivation with the 
direct expression of negative feelings, stating: ''I 
don't like this office. I don't like being here. I don't 
think you can help me. You don't even try." We have 
seen that when the narcissistic patient resists negative-
object-transference communications when frus-
trated, he prefers to attack himself. 

RESISTANCE TO TERMINATION 

When the patient is faced with the termination of 
treatment, he begins to experience fears of giving up 
the relationship. He avoids these fears through a 
regression to and a revival of all the old defense 
patterns. The analyst uses the intervention of feeding 
back to the patient feelings that the analyst has 
experienced during the treatment. (The analyst could 
not return these feelings earlier when the narcissistic 
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defense was the patient's sole way of relating.) What 
the analyst does with his induced (objective counter-
transference) feelings is the ultimate test of his ability 
to work for the emotional growth of his patients. 

Both patient and analyst are bound in an emo-
tional repetition of the past. To the extent that the 
repetition is of the patient's history rather than the 
analyst's, the feelings induced in the analyst are "the 
right feelings" for the patient's cure. The repetitive 
bind is resolved when both patient and analyst can 
feel the feelings, and prior to understanding, not act 
on them. When they can function together in the 
analytic situation with the proper feelings, emotional 
closeness is experienced by the patient. This is, of 
course, the sine qua non of cure with preoedipal 
patients. The patient begins to feel secure that the 
analyst will not act on negative or erotic feelings to 
the patient's detriment. Frequently patients report, 
''The important thing is that you will be there to talk 
to me regardless of bow you feel or what I say. ,, 

As the analyst becomes aware of his counter-
transference reactions, he begins to understand the 
interpersonal process between himself and the pa-
tient and, finally, constitutional factors and environ-
mental events that have interfered with mature 
functioning. The patient is freed by the analyst's 
understanding of their relationship to develop his 
own understanding of his experience. The analyst's 
impression need not be conveyed to him in the form 
of interpretations since the patient, through the ex-
perience of emotional closeness and identification 
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with the analyst, develops a desire to understand 
himself. Following this, he works cooperatively with 
the analyst to fit the pieces together. Usually the 
explorations originate with him following each 
working through of a transference resistance (resis-
tance to teamwork). Questions by the analyst about 
the patient's explanations will lead to further clarifi-
cation. When there is a common understanding of a 
particular manifestation of transference resistance, 
the analyst's own emotional experience corroborates 
the patient's conclusions about his emotional life. 

One of the most difficult resistances to cure is the 
patient's acceptance of early feelings from the object 
field as his own. This inability to separate self and 
object impressions leads to confusion about the self. 
In cases with preverbal damage, reconstruction of 
early impressions does not suffice to free the patient 
from maturational blocks. Recent work by the au-
thors has revealed that patients may need to experi-
ence feelings they have never before experienced. 
For example, where anger, superiority, or inade-
quacy feelings have been perceived by the patient as 
unacceptable feeling states, the feelings may need to 
be experienced by the patient in the analytic 
interaction. 


