
CHAPTER TEN

The evolution of the analytic 
process (1): the beginning 
and the middle

Drawing on a stream

Any attempt to describe the evolution of a fluid process in-
vokes the temptation, which stems from the way our minds
work, of dividing it into stages. This is bound to prove to be

as hopeless as drawing pictures on a stream, and yet the structure of
Indo-European languages demands that we artificially divide any
continuous evolution in order to be able to speak about it (Whorf,
1956). This might be a useful fiction, as long as we keep in mind that
these bits and pieces of an organic whole do not really exist, but are
only stylistic props to aid us in the description. So, I shall try to depict
the evolution of an analytic process in terms that are ample enough to
accommodate the inexhaustible variety of the analytic relationship
and to avoid any attempt to use them as a blueprint for the conduc-
tion of treatments.

It would seem, of course, a truism to say that the analytic process
has a beginning, a development, an end, and an aftermath. If analysis
were a disease, we could speak of a preclinical stage, almost unknown
to us, since it happens before we first meet the patient, in which the
latter is incubating the very idea of entering analysis. Then would
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come a clinical stage, going from the ill-defined prodromes, through 
a well-established status phase, to its denouement. This would be
followed by period of convalescence. But the main liability of this
analogy is that it seems to uphold the conception of a “natural
history” of the analytic process, as suggested by Meltzer (1967), 
which leaves out the unpredictable and creative nature of human 
relations.

A much better analogy for the analytic treatment was introduced
by Freud (1913c) in “On beginning the treatment”, in which he
compared it to “the noble game of chess”, whose mid-game is so
complex that it cannot be formalised:

Anyone who hopes to learn the noble game of chess from books will
soon discover that only the openings and end-games admit of an
exhaustive systematic presentation and that the infinite variety of
moves which develop after the opening defy any such description.
This gap in instruction can only be filled by a diligent study of games
fought out by masters. The rules which can be laid down for the prac-
tice of psycho-analytic treatment are subject to similar limitations. 
(p. 123)

The use of chess as a metaphor suits our purpose well, because this
game implies an interaction between two thinking human beings,
each trying to fathom (interpret) the other’s intentions. This is
precisely what makes their mutual behaviour unpredictable and
prevents us from drawing any standard description of its course. So,
I shall not attempt to map the evolution of the analytic process, but,
rather, pose a few themes for reflection about our experience of it; this
being in consonance with the spirit of this book, which aims at
conveying a way of perceiving, thinking, feeling, and acting in our
clinics, instead of describing specific operations or events. The minu-
tiae of everyday practice can only be learnt, as Freud suggested,
through the study and the discussion of well-conducted cases (the
“games fought out by masters”).

I shall follow, in my description, the scheme presented by Freud’s
metaphor, and divide the process into: (a) a preamble, (b) an opening,
(c) a mid-game, (d) a closure, and (e) an aftermath. This is a useful
fiction, which does not in any way deny the inevitable continuity of
the phases.
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The preamble

Although common sense tells us that a treatment must necessarily
start with the first meeting between the analyst and the prospective
patient, this is only true for our conscious secondary process menta-
tion. At the unconscious level, the roots of the analytic relation come
from long way back. By the time the patient decides to make a move
in order to contact an analyst, she has been carrying out an inner
debate, both conscious and unconscious, about the necessity, the
dangers, and the advisability of seeking help. There is both a con-
scious expectation and an unconscious fantasy of what such help
might imply, and a disposition to recreate previous experiences—both
“good” (tender, pleasurable, intimate, soothing, healing) and “bad”
(hurtful, violent, disappointing, sickening)—in this prospective new
relationship. Every patient comes with a sometimes hidden hope of
finding a truly responsive other, open to seeing, listening, feeling, and
understanding her, and capable of reflecting some self-image that
might heal deep emotional wounds and repair a damaged self-esteem.
However, the fear of disappointment and the humiliation of being in
need frequently lead the patient to declare explicitly an utter hope-
lessness and disbelief.

The analyst is also loaded with conscious and unconscious expec-
tations and dispositions to transfer his own inner world on to the
would-be patient. The deep motives that underlie his vocation, which
have, one hopes, been identified, understood, and worked through
partially during the training analysis, are as active as ever, and look-
ing for a suitable object that may act as a stimulus for their recreation.
This is compounded by the influence of the particular stage in the
analyst’s personal and professional life, his current interests, values,
fears, and longings, as well as economic and career needs, and the
general social climate. There is also the phenomenon of what Racker
(1953, 1957) calls the “indirect countertransference”; that is, a coun-
tertransference derived from the relation to a third party (analyst,
supervisor, colleague, the person who referred the patient, etc.) whose
opinion about the patient’s treatment is emotionally important for the
analyst.

So, by the time the analyst picks up the phone or receives any other
communication from a prospective patient, the scene is already set for
the transference–countertransference to develop.
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The opening

Everything starts with an interview. The analyst interviews the
patient and the patient interviews the analyst. Both are trying to size
up the other, discover what can be expected from each other. The
analyst calls it “diagnosis” and it means trying to work out what sort
of unsavoury situation has brought the patient to her office, what can
be done about it, whether it belongs to her particular area of expertise
or not, and what are the chances that their working together might be
beneficial for the patient. This is arrived at by means of attentive
empathic listening, a few questions, and perhaps some tentative inter-
pretation, to see what sort of response it gets.

The patient is also trying, at least at a conscious level, to see who the
analyst is and what sort of ware she is peddling. But at the unconscious
level, he is always sizing up whether this is a person who will be able
and willing to see, listen to, value, understand, share, accompany, and
somehow aid him. This is so, even when the patient is actively denying
the existence of any need or hope for help, since people who have
suffered severe disappointments in the past are often wary of running
the risk of trusting again. In the end, the patient’s decision to enter
treatment will depend partly on the analyst’s ability to muster the
patient’s conscious co-operation, by means of conveying a reasonable
understanding of the implications of being in psychoanalysis, but also
mainly on her being able to reach this hidden part of the patient that
stubbornly refuses to forsake all hope.

So, after these first moves of the dialogue and interaction between
them, which might take one or several interviews, analyst and patient
are ready to embark on their first negotiation. The analyst has to
explain her view of what is happening to the patient, why analysis is
an option as a way to deal with the present situation, and what are the
requirements for carrying it out. The patient will probably ask some
questions, which need to be answered, or, at least, an explanation as
to why they cannot be answered is required. The conditions in which
the analysis will take place are usually a matter for discussion, partic-
ularly the questions of frequency, duration, and time of the appoint-
ments, fees, holidays, and cancellation policies. This discussion and
the final agreement reached are usually referred as the “analytic
contract”, as we have seen in Chapter Four.

The way in which the contract is negotiated and established
already sets the tone for what the analytic interaction is going to be.
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The fact that the analyst shows a preference for an authoritarian, dema-
gogic, or democratic contract (Etchegoyen, 1986, pp. 64–68) says a lot
about her personality, ideology, values, and conception of the treat-
ment. The use of a reflective contract, which is not only democratic, but
also includes the proposal of examining together the implications and
consequences of the contract and its dispositions for their nascent rela-
tionship, is also a testimony to the uniqueness of a dialogue and a rela-
tionship that reflect upon themselves, thus becoming themselves an
object of enquiry.

Given the patient’s doubts and forebodings about needing, asking
for, and receiving help, it is no wonder that many psychoanalytic
treatments have to start with less than adequate conditions. Many
patients can only enter treatment with a low frequency of sessions.
This is usually rationalised in terms of the availability of money or
time, but more often than not these realistic considerations are allied
with a deep fear of needing and trusting another human being. How-
ever, if, in this circumstance, the analyst sticks to her guns, and tries
to impose a standard analytic setting, this might deny the patient the
only possible chance of having a treatment. It might be better to agree
on a lower frequency that is acceptable to the patient, while interpret-
ing the possible unconscious meaning of this restriction, and at the
same time stating the analyst’s belief that a higher frequency might be
necessary in the future.

After the pair has reached a working agreement, the stage is set for
the beginning of the analytic sessions. This has been traditionally seen
as a radical change from the more relaxed climate of the interview, 
in which the parties are discussing the possibility and initiation of a
treatment that has not yet actually begun, and the austere deprivation
of psychoanalysis. When the analysis begins under such an assump-
tion, the experience of the first sessions might be shocking, and even
traumatic, for the patient, especially if the analyst remains silent
throughout them and fails to answer the patient’s questions without
any explanation of this unusual behaviour. The same happens if the
only response the patient receives to whatever he feels like saying is 
a transference interpretation, which seems to imply that his anxieties,
fears, doubts, living conditions, or memories are a matter of no concern
for the analyst, who is bent upon making the enquiry of the uncon-
scious aspects of the analytic relation the main, or even the sole, aim 
of the analytic activity. Another such instance of unresponsiveness 
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to the patient’s conscious worries occurs when the analyst only 
seems to take notice of his resistances, thus introducing the assump-
tion that the patient is intrinsically dishonest and that the analyst’s task
is to denounce his mendacity. This is a consequence of what Ricoeur
(1965) called a “hermeneutics of suspicion”—that is, the assumption
that everything a person says is a distortion, aimed at concealing some
unsavoury truth. I believe such an approach to be anti-therapeutic and
that it should be replaced by what Orange (2011) has named a
“hermeneutics of trust”, which means an attitude of confident hospi-
tality towards the patient and his experiences and suffering.

None of this negates the significance of the analyst’s disposition to
listen silently, the interpretation of the transference, and the analysis
of resistances, but only reminds us that the patient has a need to be
seen, heard, understood, and believed in her own terms, for the analy-
sis to take off. This has been emphasised by Kohut (1971, 1977, 1984)
and self psychology, in terms of the human need for a positive mirror-
ing, in order to develop a living and valuable feeling of self. This need
persists during the whole life span, but it is in infancy and childhood,
that is, during the period of the construction of the personality, that it
is truly vital for the establishment of a healthy self (Kohut, 1982).

The same need for mirroring has been described by Winnicott
(1967) as the mirror-role of the mother and the family in the child’s
development. When this experience is lacking in the patient’s life, it
behoves the analyst to fulfil this function, as we shall see in Chapter
Twelve, on “The healing process”. This is a later development of
Ferenczi’s concepts of “The adaptation of the family to the child”
(1928a), “The elasticity of psycho-analytic technique” (1928b), and
allowing the patient “properly speaking for the first time, to enjoy the
irresponsibility of childhood” (1929, p. 129).

This is why I do not make any qualitative distinction between the
diagnostic interviews and the first stages of the analysis, since the
former should also be therapeutic, in as much as they are an initial res-
ponse to the patient’s needs, and the latter are still very much a matter
of getting to know each other and aiding the patient in the most diffi-
cult task of starting to get an inkling of what psychoanalysis is. The
very first interpretations are not only an instrument to reduce and
give a meaning to the patient’s anxieties, but also an induction into the
analysis. The patient is learning what psychoanalysis is and what to
expect from the analyst, and the analyst is learning who the patient is
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and how it feels to be in a room with her, doing analysis, while start-
ing to develop an idea of what might happen between them, as the
treatment advances.

When the idea the patient gets of the analyst and the analysis
fosters the development of hope, this is what Freud (1913c) called
“establishing an effective transference”—that is, a positive transfer-
ence—in which the patient starts to expect good things from the
analyst. As we have seen in previous chapters, getting to this point is
“the first aim of the treatment”, and this kind of relation develops
spontaneously, if the analyst “exhibits a serious interest in [the
patient], carefully clears away the resistances that crop up at the
beginning” and maintains an analytic attitude. Then the patient will
develop an attachment with the analyst and “link the doctor up with
one of the imagos of the people by whom he was accustomed to be
treated with affection” (pp. 139–140). This sets the basis for any future
analytic work.

Winnicott (1962b) described this initiatory process in quite similar
terms, although emphasising the need to contain and work through
the early traumata experienced by the patient during infancy and
childhood. The analyst then provides an “ego-support that we give
simply by doing standard analysis and by doing it well”, and which
“corresponds to the ego-support of the mother which . . . makes the
infant ego strong if and only if the mother is able to play her special
part at this time” (p. 168). Consequently, analysts “become modern
representatives of the parent figures of the patient’s childhood and
infancy [without] displacing such figures”. As this process evolves,
we finally “see growth and emotional development that had become
held up in the original situation” (p. 168).

So, Freud seems to have been interested in the revival of the good
experiences the patient had had with his or her primary care-givers,
while Winnicott addressed the importance of the analyst not repeat-
ing their failures in responding to the emotional needs of the child.
However, both were right in underscoring the need for the analyst to
be what we might term “a good object” for the patient, that is, another
human being who is able and willing to respond to her emotional
needs of being seen, understood, acknowledged, valued, and cared
for. When this happens, the analyst comes to occupy the role of the
people the patient had experienced or expected to “treat her or him
with affection”. The result is that the patient sets now on a train of
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development that strengthens her capabilities and frees them from
previous encumbrances. This, Winnicott says, “gives the analyst plea-
sure”: we might say that it stimulates the development of his or her
positive transference towards the patient. So, the establishment of a
workable psychoanalytic situation depends on attaining a bond of
mutual empathy and trust.

Of course, the way to such a desirable outcome is not as easy as it
sounds in this description; the development of trust necessarily goes
through the enactment, interpretation, and working through of mis-
trust, and the way to affection and sympathy requires going through
the experience and understanding of fear, hate, and envy. But this is
the very stuff of analysis in its central period. The boundary between
the opening and the mid-game is far from being neat and clear, but the
fact remains that the pair needs to establish a firm positive bond that
may act as sound basis to sustain it during the stormy developments
that are to come. The initial phase of the analysis corresponds, at least
conceptually, to the emergence and the construction of such a bond.

The mid-game

Once the firm, positive transference–countertransference relationship
has been established and patient and analyst have reached a workable
agreement on what it is that they are doing together, they are already
playing the mid-game. This is multifarious and unpredictable, so that,
as Freud (1913c) wrote, “the infinite variety of moves which develop
after the opening defy any . . . description” (p. 123). This makes
impracticable any attempt to describe it in terms of a particular
sequence, such as Meltzer’s (1967) “natural history” of the treatment.
What French psychoanalysts call, after Bouvet (1955; Sparer, 2009), the
“type cure” (la cure type) cannot be thought of as an objective descrip-
tion of the stages in the conduction of the analysis, but, rather, as an
exposition of the principles of the healing process. This is precisely
what I intend to do in this section: discuss some of the basic problems
and principles of the evolution of the analysis.

The obstacles to the evolution of the process

If the analytic process were to follow a straightforward continuous
progress, things would be much easier for analysts and analysands
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alike, but Freud soon discovered that any advancement along this
path would necessarily be hindered by various obstacles, which he
grouped under the generic term “resistances”. What is a resistance?
Freud originally defined it as a violation of the “basic rule” of analy-
sis: the patient, who had agreed to observe his mental processes and
say everything that he perceived, without omitting anything for any
reason, over and over again found some grounds for failing to do 
so, without realising that this is tantamount to sabotaging the analy-
sis. Freud saw it as an expression of the very same forces that imple-
mented repression in the first place. This is a metapsychological
explanation of the phenomenon, which was later taken over by ego
psychology, seeing it as an automatic mechanism, unleashed by
impending anxiety and aiming at the maintenance of homeostasis. An
alternative personological, object-relations orientated explanation
conceives resistance as an expression of the negative transference.

Freud (1914d) always emphasised that the interpretation of resis-
tance and transference is the very basis of his therapeutic and research
technique. Indeed, he went as far as asserting that the acceptance and
use of these two concepts is the litmus test that differentiates what is
psychoanalysis from what is not.

However, the relation between resistance and transference is
complex. On the one hand, resistance may be interpreted as an expres-
sion of mistrust towards the analyst—that is, a negative transference.
On the other hand, Freud considered that the transference acts in the
service of resistance, since it substitutes repetitive actions for ver-
balised remembrance. It is most probably not useful to ask whether
resistance is the origin of the transference or the other way round,
since their relation might be better considered as dynamic, rather 
than genetic. Hence, which of them one interprets as being primary
depends on the perspective chosen in order to view a hypercomplex
phenomenon, and the best approach would be to alternate between
the various perspectives, in order to attain a multi-dimensional per-
ception of what is actually happening.

But the concept of resistance is used for much more than the
patient’s failure to comply with the basic rule. Freud’s (1900a) most
sweeping definition identified it with everything done by the ana-
lysand that obstructs his gaining access to the unconscious. Hence,
“Psychoanalysis is justly suspicious. One of its rules is that whatever
interrupts the progress of analytic work is a resistance” (p. 517). Of
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course, such an absolute assertion demanded qualification, and this he
did in a note to a later edition, in which he clarified that “it is of course
only to be taken as a technical rule, as a warning to analysts” (p. 517,
n1). In other words, external obstacles do exist, but they might also be
appropriated by resistance in order to impede the analysis, and
analysts should heed this possibility.

Here, everything depends, of course, on how one defines the final
goal of the analysis. For Freud it was indubitably to make conscious the
unconscious, but other conceptions of the therapeutic process might
define it in terms of other goals, such as attaining intimacy in rela-
tions, individuation, the integration of the personality, creative think-
ing, intersubjectivity (understood in terms of recognising the other’s
subjectivity), authenticity, and so on. Nevertheless, the fact is that in
of all these conceptions a resistance can be defined as anything that
impedes the attainment of the goal of the analysis or hinders the pro-
gress towards it. Hence, one might speak about the patient having a
resistance towards establishing a more intimate relationship with the
analyst or towards thinking her own thoughts. Now, the question is,
who defines this goal? Apparently it is always the analyst, in terms of
his theory, or the theory shared by his professional community. So it
seems that resistance is anything said or done by the patient that opposes
the analyst’s goals, but this is tantamount to turning psychoanalysis
into a form of indoctrination.

Freud (1921c) was well aware of this danger, which he considered
to be a form of suggestion, and tried to warn analysts of this:

I can remember . . . feeling a muffled hostility to Bernheim’s tyranny
of suggestion. When a patient who showed himself unamenable was
met with the shout: ‘What are you doing? Vous vous contre-suggestion-
nez’ [original italics], I said to myself that this was an evident injustice and
an act of violence. For the man certainly had a right to counter-suggestions
if people were trying to subdue him with suggestions. (p. 89, my italics)

As we have seen in Chapters Three and Four, Freud’s (1919a) solu-
tion to this problem was to keep a neutral stance vis-à-vis the patient’s
values, ideology, and general outlook on life, avoiding the narcissistic
lure of re-creating another human being. He considered such an effort
to orientate the patient’s life towards better goals not to be

in the least necessary for therapeutic purposes. For I have been able to
help people with whom I had nothing in common – neither race,
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education, social position nor outlook upon life in general – without
affecting their individuality. (p. 165)

Of course, this referred only to the analyst’s conscious influence on
the patient, but nothing was said at the time about the unconscious
influence that the analyst’s beliefs, values, and aims, as well as the
underlying assumptions on which his theories were based, had on the
patient. Besides, many of these beliefs and values were not considered
at all to be assumptions, but only “the way things are”, as we have
seen in Chapter Nine, when discussing the Weltanschauung, or “con-
ception of the world” (Hernández de Tubert, 2004).

For instance, Freud’s (1930a) rebuttal of one of Christianity’s “ideal
demands”, “Thou shalt love thy neighbour as thyself”, is clearly an
affirmation of his own assumptions about the human being, fairness,
and life in general, which might not have been shared by any given
patient. His argument against it is full of ideological assumptions,
such as: (i) love is a limited good that should be preserved and spent
wisely (just like capital); (ii) it must be deserved, that is, it should not
be given unless as a part of an exchange for other goods; (iii) giving
love to someone who does not deserve it is doing an injustice to the
deserving; (iv) since there is a limited amount of love available,
giving it away freely can only bring about a dearth of love for one-
self and for one’s intimates. Is this not a direct consequence of Freud’s
bourgeois values, when applied to human relationships? (Hernández
de Tubert, 2008b). And would it not be reasonable to assert that these
underlying assumptions of Freud’s thinking would be reflected in 
the content of his interpretations when dealing with a patient who
believed that love is a function of the personality that increases 
with practice, and, hence, tried to follow the Christian injunction? 
For instance, an interpretation that his acts of generosity towards
strangers were nothing but a masochistic expression of unconscious
guilt would gloss over the existence of significant differences between
patient and analyst in their beliefs and assumptions about human
nature and the meaning of life, or lack of it. This would be com-
pounded by the fact that a large part of the patient’s assumptions are
as unconscious as the analyst’s, and, hence, require a work of inter-
pretation in order to become explicit.

Nowadays, many of us would feel that it is an important part of
the analyst’s work to explore, and to invite the patient to explore, each
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other’s underlying assumptions, in order to clarify their mutual coin-
cidences and differences, their meaning, and their consequences for
the analytic relationship. But this shared work first requires overcom-
ing a reluctance, in both patient and analyst, to qualify and relativise
one’s cherished beliefs, which derive from early introjections of one’s
primary relations.

This brings us to another major point: while classical theory con-
ceived resistance as a manifestation of the patient’s internal defences,
the various relational theories, starting with object-relations theory,
have come to view it as a field phenomenon, derived from uncon-
scious resonances and collusions between both parties. In 1933,
Ferenczi had suggested that when the analysis came to a stalemate—
what nowadays we would call an impasse—this could be due to a
negative transference of hatred and rage towards the analyst.
Although these feelings and the reasons for them were usually
suppressed and hidden behind “a striking, almost helpless compli-
ance and willingness to accept [his] interpretations” (p. 197), when
they finally emerged—either spontaneously or as a result of his prob-
ing into their suppressed feelings and thoughts towards him, as we
have seen in Chapter Five—they took the form of an unsparing criti-
cism of him. They “called [him] insensitive, cold, even hard and cruel,
when they reproached [him] with being selfish, heartless, conceited”
(p. 197). At first, he felt unfairly treated and resorted to the easy way
out of blaming the patient’s psychopathology for this misrepresenta-
tion, but then he began to wonder whether there might be some truth
in their accusations, listened to them attentively, enquired into his
own suppressed feelings, and finally concluded that they were right
in their criticism. At this point, he felt that the only valid option,
consistent with the truth-seeking spirit of psychoanalysis, was to
openly acknowledge this to the patient. Surprisingly, this recognition,
far from destroying the patient’s confidence in him as an analyst,
strengthened the analytic bond and opened the way for a deepening
of the analysis.

In 1958, Racker (1958b) published a paper titled “Counter-
resistance and interpretation”, in which he referred to the by no means
unusual clinical situation in which the analyst can see and understand
something that appears to be important in the patient, but fails to 
interpret it. There are usually various rationalisations that seem to
justify this omission, such as feeling that the patient is not yet ready 
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to receive the interpretation, and sometimes they appear to be valid,
but this is not always the case; frequently they were “merely a rejection
produced by subjective factors, a ‘counterresistance’ opposing the
interpretation”, and this “coincided with resistances in the patient that
concern the same situation. Sometimes it is as though there were a tacit
agreement between analyst and patient, a secret understanding to keep quiet
about a certain topic” (p. 215, my italics).

Such situations are frequently felt by the analyst to be the most
urgent one at the moment. Hence, they correspond to the patient’s
central conflict, but also, not unsurprisingly, to one of the analyst’s
central conflicts, as Ferenczi (1985) courageously explored in his Clini-
cal Diary. This is what makes it so difficult to analyse these instances
of unconscious defensive collusion between the two parties, but it is
also what makes it mandatory to identify and interpret them as an
essential part of the analytic enquiry.

The Barangers (2008, 2009) developed, from the early 1960s, the
concept of the “bastion”, defined as something that the patient consid-
ers vital to keep out of the analysis. This is based on a splitting process
that does not necessarily imply repression: some of the split-off
contents may be conscious or can easily become conscious, while
“others, on the contrary, are repressed and correspond to more
archaic splits that support the present splitting” (2009, p. 8). But the
bastion crystallises only when the patient’s manoeuvres to avoid
knowing what has been split meet a similar wish of not knowing in
the analyst. Then an unconscious collusion emerges, which can only
be understood as a field phenomenon.

The bastion is constructed, not only from the conjunction of
patient’s and the analyst’s pathological nuclei, but also from both
parties’ beliefs, values, and assumptions, including the analyst’s theo-
ries and her conception of the treatment. Certain theories may
contribute to, and rationalise for the therapist, the existence and main-
tenance of a bastion (Baranger, Baranger, & Mom, 1978). This does not
in any way refute them, but only shows that any theoretical point of
view may be unconsciously used for defensive purposes by both
analyst and patient. Besides, the fact that the analyst has identified
herself with a certain perspective in psychoanalysis also has uncon-
scious determinants, as does the fact that the patient has sought to be,
and chosen to remain, in analysis with a certain analyst belonging to
a particular school of analytic thought and practice.
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However, sooner or later, the analyst has to face the fact that the
analysis is not working any more (this is what Baranger, Baranger, &
Mom (1982) call a “non-process”). If she avoids falling into the trap of
the easy way out of blaming it all on the patient’s resistances, and
strives—as Ferenczi (1933) did—to identify and understand her own
unconscious contribution to this stalemate, there might be a new
opening of the dialogue that revitalises the process. In this, the patient
frequently gives some hints of understanding the situation, and the
open discussion of the bastion they have built together determines
that sort of restructuring of the field that we call “insight”. Since “the
analytic process can be conceived as the successive resolution of the
impediments that time and again hinder communication and the
mobility of the field” (Baranger & Baranger, 2009, p. 8), the identifica-
tion, analysis, open discussion, and eventual resolution of the bastions
that emerge during the treatment may be conceived as the gist of the
analytic work.

Another related phenomenon that impedes the continuation of the
work of analysis is what Puget and Wender (1982) called the “phen-
omenon of the overlapping worlds”. Since analyst and patient are
bound to share a significant part of their experiential worlds (the
general cultural, social, and political context, institutional participa-
tion (e.g., in training analyses), common acquaintances, etc.), the
patient’s expressions frequently touch upon some of the analyst’s
personal concerns and anxieties. One such situation is the impact of
social catastrophe (wars, both internal and external, crises, revolu-
tions, terrorism, abrupt changes in government, political assassina-
tions, and so on) on the analytic pair, with its consequent disturbance
of the interpretative process, as described by Puget (1988) who points
out that

one of the difficulties in conceptualizing the state of social catastrophe
and its psychoanalytic registration derives from the fact that the
psychoanalyst is immersed in the same social context as his patients,
and is affected by the same fears and difficulties in understanding
actual events. (p. 86)

Hence, if the country is at war, a king dies, there is a general elec-
tion, an earthquake, or an epidemic, or the psychoanalytic institution
to which both parties belong is undergoing a crisis, it is very difficult,
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perhaps impossible, for an analyst to keep his analytic stance, instead
of becoming submerged into the traumatic situation that both of them
share, thus taking what the patient is saying not as an association, but
as factual information about something that concerns them both. The
same thing happens when the patient gets to know something about
the personal life of the analyst, or when the patient’s anxieties, expe-
riences, and dilemmas are akin to his. In such cases, there is a silent
tension that interferes with the progress of the analysis.

In this, although Puget and Wender would have the analyst use his
self-analysing function to recover the capacity for analytic detach-
ment, a relational approach would demand an open discussion of the
present obstacle, as Ferenczi (1933) suggested, since they represent an
unconscious field phenomenon that should be made explicit and duly
interpreted. Besides, even though such phenomena have been identi-
fied from their emergence in extraordinary circumstances, there is
reason to believe that they are a part of an unconscious ongoing
process that underlies the psychoanalytic dialogue. (There is more
about this in the next subsection, on “Enactment and transference”.)

This field conception of the obstacles to the treatment and its disso-
lution might well be applied to the more severe disturbances of the
process that Etchegoyen (1986) calls the “strategies of the ego”. There
are three of them: acting out, the negative therapeutic reaction, and the
reversible perspective. Each of them hinders, distorts, or completely
obstructs the psychoanalytic process in a particular way:

What is common to all three is that they prevent insight from crystal-
lizing. What distinguishes them is that each operates in its own special
way. Acting out disturbs the analytic task, which is also the task of
achieving insight. The negative therapeutic reaction, as its name indi-
cates, does not impede the task, but it disturbs the achievement of
insight, which are lost or not consolidated. In the reversible perspective,
finally, insight is not achieved because the patient does not wish it so
and in fact is looking for something else. In sum, acting out operates
on the task, the negative therapeutic reaction on the achievements and
the reversal of perspective on the contract. (pp. 700–701)

It is surprising that the author does not include resistance in his
description of the obstacles to the process, but our bewilderment
recedes when we notice that there is not a single chapter in his 876
page treatise Fundamentals of Psychoanalytic Technique on the subject of
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resistance. Of course, the whole book deals with resistance and its
resolution by means of interpretation, but he does not consider it to
be a separate phenomenon, but, rather, an expression of the negative
transference. This Kleinian perspective is in sharp contrast with the
ego-psychological view of Greenson (1967), whose book on technique
deals mainly with the varieties of resistance.

Now, acting out, defined as an attack on the analytic task of verbal-
ising, made by a patient who would rather repeat her experiences in
action than express them in words (Freud, 1914g), can also be inter-
preted as a reaction to a failure, on the part of the analyst, to identify
and respond to some of the patient’s emotional needs or demands.
Kohut (1984), for example, has studied extensively how the analyst’s
failure to respond to the patient’s selfobject needs might determine an
acting out, which seems to be especially designed in order to wake the
analyst up from his empathic slumber.

Of course, this interpretation is based upon a theory that includes
the assumption that the subject—both the baby during infancy and
the patient in treatment—requires that the caring other identify,
understand, and respond to her emotional and developmental needs,
in order to spur the developmental, and, hence, the therapeutic,
process. But even if one sticks to the classic psychoanalytic theory of
drive–defence conflicts, it is conceivable that the analysand’s need
that her plight should be understood and interpreted by the analyst
might seek another form of expression if the latter fails to respond in
an analytically adequate way.

The negative therapeutic reaction was first described by Freud
(1923b), in The Ego and the Id, as a particular mismatch between the
parties, in which the analyst finds that there has been a significant
progress in the treatment, but the patient disagrees, denies the ana-
lyst’s positive evaluation, attributes it to other causes alien to the
analytic work, and presents a symptomatic aggravation. Freud first
considers this phenomenon in terms of the negative transference, but
later discards this hypothesis, and states “not only that such people
cannot endure any praise or appreciation, but that they react inversely
to the progress of the treatment” (p. 49).

After discarding several alternative hypotheses, Freud reaches
what he deems to be a “final” conclusion, that “the most powerful of
all obstacles to recovery, more powerful than the familiar ones of nar-
cissistic inaccessibility, a negative attitude towards the physician and
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clinging to the gain from illness” (p. 49) is an unconscious sense of
guilt. This is his explanation for the negative therapeutic reaction.

There have been other theoretical explanations, each of which
provides a rationale for a way of handling this problem. Freud himself
later attributed this reaction to the patient’s primary masochism, thus
replacing the expression “unconscious feeling of guilt” with that of
“need for punishment” (in “The economic problem of masochism”
(1924c)) and to the workings of the death instinct (in “Analysis termin-
able and interminable” (1937c)). Riviere (1936) takes exception at the
idea that “the patient does not want to get well” or that he has a desire
for suffering:

If the patient desires to preserve things as they are and even sacrifices
his cure for that reason, it is not really because he does not wish to get
well. The reason why he does not get well and tries to prevent any change is
because, however he might wish for it, he has no faith in getting well. What he
really expects unconsciously is not a change for the better but a change
for the worse, and what is more, one that will not affect himself only,
but the analyst as well. It is partly to save the analyst from the consequences
of this that he refuses to move in any direction. (p. 312, my italics)

Then, on the basis of the Kleinian concept of the “depressive posi-
tion”, she suggests that what the patient is unconsciously trying to do
is to preserve and heal his internalised objects, both “good” and
“bad”, but felt to be damaged. This is akin to Fairbairn’s (1952) expla-
nation of the death instinct as an expression of the subject’s love for
the bad internal objects. For Riviere, the patient feels that getting well
is a betrayal of his internal objects and that this is tantamount to
damaging them, as well as the analyst in the transference.

Klein (1957), for her part, emphasised the role of envy in the nega-
tive therapeutic reaction: the patient is envious of the richness of an
analyst who has so much that she can even give the patient the left-
overs. She believes envy to be primary, as a direct expression of the
death instinct. An alternative explanation, which she does not
consider, is that destructive envy is a secondary phenomenon, an
expression of narcissistic omnipotence in a patient who feels humili-
ated by having to need the help and care of another human being.
This would be an instance of the dire pessimism about herself
described by Riviere (Tubert-Oklander & Hernández de Tubert, 1997).
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What is more remarkable about these explanations is they have
usually been taken as mutually exclusive, and each has been hailed as
being the ultimate cause of the negative therapeutic reaction. This
univocal attitude breeds dogmatism. It is probably much better to
adopt the analogical pluralistic stance suggested by Bollas (2007) of
taking the various theories as several alternative intellectual instru-
ments for the perception and understanding of any given clinical fact,
and play with them until one fits. The other position of adhering stub-
bornly to a single interpretation, irrespective of the patient’s expres-
sion and the total situation, might even be iatrogenic, as suggested by
Riviere (1936), when she writes that “nothing will lead more surely to
a negative therapeutic reaction in the patient than failure to recognize
anything but the aggression in his material” (p. 311).

Here, the author is suggesting a relational explanation of the nega-
tive therapeutic reaction: the patient rejects the analyst’s claims to
therapeutic success because she feels misunderstood and unfairly
treated. If we extend this in order to conceive such a reaction as a field
phenomenon, we shall be able to take into account the possible differ-
ences—both conscious and unconscious—between the parties in their
respective experiences and conceptions of the analytic process. It
might well be that something that the analyst conceives as a progress
is nothing of the kind from the patient’s point of view, and that know-
ing what the analyst believes to have understood only makes the
patient feel misunderstood, or even unheard and unseen. The only
way out of this cul-de-sac is that the analyst must engage, as Ferenczi
(1933) suggested, in self-criticism, invite the patient to openly voice
her criticism of the analyst, and then listen to it! In any case, the mere
fact that there is a discrepancy between the two as to the nature and
value of something that has happened or is happening between them
should be explicitly acknowledged and taken as an object of their
shared analytic enquiry.

This brings us to Etchegoyen’s third “strategy”, which is the
reversible perspective or, in a perhaps better English translation of his
original Spanish text, the reversal of perspective. This is a situation in
which the analyst suddenly discovers that the patient has been silently
defining the treatment situation as something utterly different from
psychoanalysis. Hence, patient and analyst have been working in
quite different, or even opposite, directions, even though both have
been following the external tasks that make up the visible aspect of an

230 THEORY OF PSYCHOANALYTICAL PRACTICE



analysis: attendance, punctuality, payment, respect for the explicit
rules, associating (for the patient) and interpreting (for the analyst).
The result has been an impasse, in which things are apparently being
done as they should, but nothing is being accomplished, from an
analytic point of view.

This concept—originally introduced by Bion (1963) as a feature of
the psychotic part of the personality, and reframed by Etchegoyen in
clinical terms—became obvious in the analytic treatment of severe
personality disorders. Etchegoyen (1986, pp. 768–771) presents to us
the clinical case of a homeopathic doctor, who came to analysis when
the homeopathic treatment of his asthma unleashed an unbearable
state of anxiety. When both anxiety and asthma were alleviated, the
patient began secretly to take pulsatilla (a homeopathic drug) in order
to be able to keep thinking that he was actually curing himself, and
not being cured by the analysis. In the end, the analyst found out that
the patient had intended, from the very beginning, to use the analysis
as an auxiliary method to ameliorate the anxiety that the homeopathic
treatment produced, as a necessary therapeutic aggravation, so that he
might tolerate it and cure himself with his own methods. When this
was finally openly discussed, the analyst told his patient that he
should opt for one of the two treatments, and the latter decided to
leave the analysis and continue with a self-applied homeopathic
therapy.

Such events are characteristic of patients with severe malignant
narcissism, as in the case of perversion or psychopathy, in which there
is a conscious dishonesty on the patient’s part. Our method requires
at least a conscious good faith, and capsizes when faced with con-
scious deception. The only thing we can do with lies is to denounce
them and try to interpret their underlying motives, but this will only
work if and when we manage to get in touch with a truthful part of
the patient’s personality that is able and willing to consider and
analyse the workings of his mendacious part.

However, there are more benign instances of such reversion of
perspective. These stem from unacknowledged and sometimes uncon-
scious differences in the patient’s and the analyst’s assumptions. If
there is no defensive need, in either of them, to deny the existence of
such differences, their voicing might lead to solving a previous mis-
understanding. For instance, a patient might finally come to under-
stand that the analyst considers knowing and awareness of one’s vital
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situation to be an unquestionable asset, and say: “Doctor, now that I
understand your position and intention, I have to tell you that I truly
believe there are things that it is better not to know.” If both parties
are able and willing to conceive, accept, and discuss these differences,
one possible outcome might be that the patient could decide that she
should seek some other kind of treatment, and the analyst might agree
with this.

The very same thing occurs when there are differences in their
conceptions of the goals of the treatment. For example, an analyst
might be convinced that homosexuality is a disease and that the
analysis should not be finished until the patient becomes heterosex-
ual, while the latter considers it to be a valid option in life and is will-
ing to terminate a treatment that has been successful, from her point
of view, without changing her sexual orientation. In any case, the exis-
tence of such differences should become the focus of the analytic
enquiry in their mutual dialogue.

None of these considerations negates, in any way, what we already
know about defence mechanisms, resistances, strategies, and negative
transference, from a one-person psychology point of view. What is
being said is that, in parallel with all the intrapersonal manoeuvres
that psychoanalysis has successfully explored, there is a whole dimen-
sion of bipersonal, interactive, field, and social phenomena that
should be taken into account for the identification, understanding,
interpretation, discussion, and eventual solution of the obstacles to the
analytic process.

In this, we might well follow Freud’s (1900a) example. When he
wrote that “whatever interrupts the progress of analytic work is a
resistance” (p. 517), he did not mean “one hundred per cent of the
cases in which something interrupts the progress of analytic work are
an expression of resistance”, but, rather, “one should take any occur-
rence that interrupts the progress of analytic work as a resistance, until
proved otherwise”. This is the sort of aphorism used by physicians
since the time of Hippocrates. Hence, we might well affirm that “every
obstacle to the process is a field phenomenon”, as long as we take care
to add “until proved otherwise”. Since the bipersonal and field dimen-
sion of clinical phenomena has been largely ignored for so long, it is 
an act of prudence, from a strategic point of view, to give it pre-
eminence, lest it be unwillingly passed over, out of sheer intellectual
habit. Since ignoring intrapersonal mechanisms is much less likely for
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any properly trained psychoanalyst or psychoanalytic therapist, as
their study has been widely emphasised in her training, the sought
result would be a more balanced view, which oscillates between an
intrapersonal and a bipersonal and field perception and understand-
ing of clinical events.

Enactment and transference

Much has been said, in the various chapters of this book, about trans-
ference and countertransference, so I shall restrict my present com-
ments to a discussion of enactment and the dialectics of repetition and
novelty.

The term “enactment” is relatively new in psychoanalytic litera-
ture. It is certainly not part of the classical language of psychoanalysis,
and it has been in use only for the past twenty-five years. The first
published articles on the subject were written by Jacobs (1986), and
McLaughlin (1987).

An enactment is an unconscious scene that is being played by only
two actors—the patient and the analyst—who are not at all conscious,
at the beginning, of what is actually happening. The script that is
being enacted stems from the confluence of both parties’ unconscious
experience, but the effect of the psychoanalytic device highlights the
patient’s contribution, while keeping most of the analyst’s in the back-
ground, at the time of analysing the event. None the less, the analytic
enquiry of these occurrences demands that the analyst’s unconscious
contribution be included, as a part of the field phenomenon. One such
development is the discovery, analysis, and resolution of a bastion.

In these terms, an enactment is a discrete event, which might be
going on for some time, which is finally identified and analysed.
These are critical and highly significant episodes, sometimes intensely
dramatic (Bateman, 1998), whose analysis frequently represents a
turning point in the course of a treatment, but the term “enactment”
also has a wider connotation. It refers to a continuous process of
mutual unconscious influence between patient and analyst, mediated
by their unwilling non-verbal communication (McLaughlin, 1987).
From this point of view, since this unconscious communication is the
vehicle for the unconscious fantasies that are the very stuff of the
transference–countertransference field, the whole psychoanalytic
treatment may be viewed as continuous enactment, which is to be
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enquired into and interpreted by the analysis. Of course, such a wide
definition of the term makes it almost an equivalent of “interaction”,
but since this other term is usually taken to cover only the visible
aspects of behaviour, the word enactment is kept as a reminder that
we are talking about an unconscious communication and interaction
that serves to express unconscious meanings.

In order to avoid the ambiguity of this expression, Bass (2003) has
suggested that we use “enactment” with a lower-case “e” to refer to
“ordinary, quotidian enactments that form the daily ebb and flow of
ordinary analytic process” (p. 657) and “Enactment” with an upper-
case “E” for “highly condensed precipitates of unconscious psychic
elements in patient and in analyst that mobilize our full, heightened
attention and define, and take hold of, analytic activity for periods of
time”. The idea is to call into question the concept of enactment as a
discrete occurrence, which tends to obscure “our awareness that every
interaction between analyst and patient may be usefully viewed as a
transference–countertransference enactment even, as is often the case,
if its meaning, or even its very existence, is recognized only retro-
spectively” (p. 660). But still something is lost when we emphasise the
continuous aspect of enactment, thus neglecting the fact that there
actually are some special moments of the analytic interaction that
show its existence in sharp relief and have a special relevance for the
evolution of the process.

However, Aron (2003b) holds some reservations about these ter-
minological distinctions, since he feels that “as soon as we designate
a term like enactment to refer to these special and discrete events, we
may too easily lose sight of the continuing place of interaction in clin-
ical work” (p. 627). The term has been useful for creating a conceptual
space that allows the introduction of interactional concepts into
psychoanalytic theory, which is, thus, expanded. But the term also
contains and delimits recognition of the interactional dimension 
of psychoanalysis: “By being given a limited place under the rubric of
enactment, interaction is safely sealed off, limiting our recognition 
of its centrality, and hence setting limits on the interpersonalization of
psychoanalysis” (p. 627). In other words, Aron believes that, even
though clinical experience and discoveries are forcing psychoanalysts
to find a place in their theories for the sort of unconscious interper-
sonal phenomena that had previously been excluded from the field of
Freudian psychoanalysis (although not from interpersonal psycho-
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analysis), its subversive impact on the generally accepted theory is
kept at bay by creating a particular niche for them, a special isolated
space—such as the treatment of severely disturbed patients or some
unusual clinical circumstances—in which these unexpected things
happen, while preserving a belief in the general validity of established
theory, which is thus protected from any need to be thoroughly
revised (Aron, 1996).

A similar criticism is directed at the contemporary extension of the
Kleinian concept of projective identification, in order to include inter-
personal occurrences. It was Bion (1980) who suggested that this
defensive operation was something more than an omnipotent fantasy
of the subject, but, rather, included an actual interpersonal occurrence
that had an impact on another human being, when he said, “I think
that the patient does something to the analyst and the analyst does
something to the patient; it is not just an omnipotent phantasy” (p. 15).

The Argentine psychoanalyst Grinberg (1962, 1979) developed
from some of Bion’s early observations his own concept of “projective
counter-identification”, which is supposed to be an objective uncon-
scious reaction generated in the analyst by the violence of the patient’s
projective identifications. Hence, it is an objective reaction to the
patient’s projections, which should be differentiated from the
analyst’s countertransference reactions that stem from his neurotic
remnants that are reactivated by the patient’s conflicts. However, this
differentiation might be called into question, since it is based on two
assumptions that are not at all obvious, and which I consider to be
false: (i) that there might be a reaction to another human being’s
influence that does not involve the receiver’s own emotional attitude,
and (ii) that responding with one’s own emotions to another’s inter-
personal actions is a pathological symptom that may be avoided by
analysis.

Both Bion and Grinberg are obviously trying to overcome the limi-
tations of a theory that treats mental processes as if they were a closed
system. If theory-building starts from the assumption that only indi-
viduals are “real” and that their experience and behaviour depends
only on their inner organisation and dynamics, then the great mystery
that demands explanation is how is it ever possible for human beings
to communicate and relate. But these attempts to fill in the gap
between individuals by means of concepts such as “enactment” and
“projective identification”, although useful and certainly better than
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the previous theory, strike us as only partial and too limited to
provide a satisfactory solution. This is why it might be better to carry
out a more thorough revision of our theory, by affirming, as Fairbairn
(1952) did, that human beings are essentially social and have a
primary need of relating to other human beings. But, if we start from
the assumption that only relations are real and individuals are the
nodal points in a multifarious network of communication and rela-
tions (Foulkes, 1964), then it is the existence of individual experience,
thinking, and will that needs to be explained. Obviously, what we
need is a dual point of view, which should oscillate between one-
person, two-person, and multi-person psychologies, taking them as
complementary views, with a figure–ground relationship, providing
us with a deeper perception and understanding of human experience
and behaviour (Tubert-Oklander, 2013b).

Now, even if we accept the proposition that the psychoanalytic
treatment is a continuous mutual enactment that gives a basis to the
transference–countertransference field and the analytic process, there
is still something missing, which is conveyed by Bass’s concept of
Enactment. This is the existence of “especially challenging moments
for the analyst [which] may be decisive turning points in the analy-
sis”. They are also “times of high risk and high gain for both patient
and analyst” (Aron, 2003b, p. 625). There is a continuous unconscious
interaction going on, and this is the very stuff of psychoanalysis, since
“free association consists of action and interaction, not just words. The
talking cure is not a flow of words but is inherently an interactional
experience” (p. 624), but there are also some critical moments that
need to be identified, named, and thought through.

The same thing happens with the transference–countertransfer-
ence. There is, indeed, a continuous process of unconscious mutual
projection and recreation of previous patterns of relational experience
in the course of the treatment, but some aspects and moments of it
stand out from the rest of the relationship as being true confusions
between the past and the present, the inner and the outer world, and
by their mechanical repetitiveness. In Piaget’s (1967) terms, every new
experience has to be interpreted in the light of schemas derived from
previous experience (assimilation), but after that it should be modified
in order to include whatever is novel in the new experience (accom-
modation). In other words, someone who sees a goose for the first time
might say “What a strange duck!” but sooner or later he will have to
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incorporate the knowledge of the existence of geese, swans, and
flamingos. Or an uninformed patient who comes to analysis will look
at the therapist and say “What a strange doctor!” (or teacher, priest,
adviser, mother, or friend), long before starting to conceive what an
analyst is. From this point of view, the transference may be viewed as
a predominance of assimilation (repetition) on accommodation (learn-
ing from experience, reality principle). Of course, this might be said of
any dogmatic thinking or attitude, but in psychoanalysis we are deal-
ing not only with the kind of action schemas studied by Piaget—
which are the basis for cognitive and conative functions—but with
emotional and relational schemas, which are the motivational sub-
strate that Piaget consciously left out of his research.

So, when, in the unconscious dynamics of relationship, there is a
fluid alternation of assimilation and accommodation, new relations
begin as re-editions of previous ones, but they are soon modified by
the impact of what is truly new in this novel experience. Hence, there
is learning from experience (Bion, 1962) and the personality and its
relations evolve, grow, and mature; this is what we may consider to
be health. But when assimilation prevails, everything is repeated as it
has been before (or as it has been felt, experienced, or imagined to be);
the spiral of life is substituted by the vicious circle of psychopathol-
ogy and, instead of having a developing set of variations on the basic
themes that define the subject’s identity, we get the monotonous
repetitiveness of a broken record. This is the traditional psycho-
analytic concept of transference (Freud, 1912b).

The problem is that the transference was discovered from the
impact of its pathology on the psychoanalytic treatment. Conse-
quently, we tend to think of it in terms of the compulsion to repeat,
which is a pathological phenomenon. (Indeed, pathology is defined
by psychoanalysis in terms of its repetitiveness. There is nothing as
predictable and dull as mental pathology, whereas health is charac-
terised by its creativity, unpredictability, and joyfulness.) But this has
hindered the study and theorisation of mental health. It is no wonder,
then, that such an enquiry had to emerge from the investigation of
infantile and child development and early relationships, and not from
our clinics, which necessarily have a psychopathological bias.

Therefore, the systematic interpretation and working through of
these repetitive stereotyped patterns of relationship, a scenario that is
to be enacted conjointly by analyst and patient as the only actors
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(there is no one else in the room, at least in bipersonal psycho-
analysis), opens the way for a more fluid and creative process of
dialogue, relationship, and interaction between them (the spiral
process). But interpretation is by no means limited to stereotypes: the
emergence of new feelings, thoughts, and ways of relating also has to
be acknowledged, named, thought through, and celebrated. The
hermeneutic activity of analysis dwells on the fringe between the old
and the new, repetition and innovation, inner and outer, mental and
material, fantasy and reality. Just like Hermes, the messenger god
who was the go-between for the communication between humans and
the Olympians, the master of crossroads, boundaries, and thresholds,
of dreams, interpretation, and oratory; patron of thieves, merchants,
and travellers, psychoanalysis aids human beings in their transits and
teaches them a way to articulate their experience of two worlds
(Tubert-Oklander, 2013b). In the beginning, this is the analyst’s role,
but this responsibility is sooner or later taken over by a new form of
dialogue that evolves in the pair and, when the twain finally part, it
is expected that the former patient take away with him an internalised
dialogue that will keep going on for the rest of his life; this is called
thought. And so we come to the next stage, that of the ending, which
is the subject of the next chapter.
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