
CHAPTER ELEVEN

The evolution of the analytic 
process (2): the end

The meaning of the end

We have already seen the inception and the beginning of the
process, as well as its prolonged middle term. It is now time
to approach the subject of its end. But what do we mean by

“ending an analysis”? Common sense tells us that a treatment ends
when the patient and the analyst no longer meet on a regular basis,
but in our discipline things do not usually follow this kind of logic.
Freud (1937c) clearly stated this in “Analysis terminable and inter-
minable”, which represents his major effort at tackling this problem;
there, he suggested that the end of the analysis comes when both
parties no longer meet for analytic sessions, and that this happens
when two conditions have been met: first, that all symptoms, inhibi-
tions, and anxieties have disappeared, and second, that the analyst
judges that “so much repressed material has been made conscious, so
much that was unintelligible has been explained, and so much inter-
nal resistance conquered, that there is no need to fear a repetition of
the pathological processes concerned” (p. 219). But there is still
another possible meaning of terminating an analysis: that the patient
has reached a level of absolute psychic normality and there is every
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reason to expect that this state will endure. This, he felt, happens in
some favourable cases.

Nowadays, we would not be so positive about this. Every termi-
nation of an analysis is bound to be a partial disappointment for
patient and analyst alike. But this is a disappointment of the magical
and ideal expectations that both of us are bound to harbour, more or
less consciously, at the beginning of the treatment, and which are to
be contrasted with the more realistic expectations that might have
been truly fulfilled. Besides, the achievements of an analysis fre-
quently include some changes that had neither been expected nor
imagined by either party. So, each of us has found in our work
together, at one and the same time, more and less than our original
expectations.

In addition, the extension of the process does not correspond to the
formal limits of the treatment. An analytic process begins, for analyst
and patient alike, long before they ever meet and continues develop-
ing after the interruption of regular sessions. Indeed, there is reason
to believe that a major part of the therapeutic process happens after the
termination. We do not know much about the patient’s post-analytic
process, since it happens, by definition, without our presence, but we
know even less about the corresponding process in the analyst, since
some former patients have been much more candid than analysts in
publishing these intimate experiences. Besides, the living conse-
quences of an analysis are bound to continue for a lifetime; that is the
assumption behind the often-repeated declaration that the full termi-
nation of an analysis comes when the patient is able to continue the
analysis by himself. This is equivalent to what Freud called “inter-
minable analysis”.

Leaving aside this interminability of a successful psychoanalytic
process, I shall describe, for the sake of clarity, the last two phases of
an analytic treatment, in its ordinary sense: the closure or termination
phase, and the aftermath or post-analysis.

The closure

Much has been written on the termination of analysis, but most of the
literature has focused on the criteria for deciding it. Each of the
authors has posed a list of indicators, which is regularly a direct
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expression of their theoretical conception of what makes a healthy
human being. Hence, we have criteria such as attaining a genital
primacy, reaching the depressive position, the dissolution of the
superego, the strengthening of the ego, the amelioration of defences,
and so on. The basic psychiatric criterion of the disappearance of the
symptoms that led the patient to seek treatment in the first place is
usually suspect, but in the end it is frequently used in practice,
because it is clear-cut and easy to apply to a given case.

In the beginnings of psychoanalysis, being cured was equated with
symptomatic alleviation. This was consistent with the medical origin
of our discipline. But soon Freud (1916–1917) realised that a deeper
change was required, in order to avoid relapses.

So, a true cure would have meant the disappearance of the capa-
city to form new symptoms, and that implied attaining some change
in the structure and dynamics of the patient’s mind. But what is a
symptom? Freud defined symptoms as “acts detrimental, or at least
useless, to the subject’s life as a whole, often complained of by him as
unwelcome and bringing unpleasure or suffering to him” (1916–1917,
p. 358). These are undesirable on account of the expenditure of energy
they bring about, thus restricting the patient’s capabilities:

Since this outcome depends mainly on the quantity of the energy
which is thus absorbed, you will easily see that “being ill” is in its
essence a practical concept. But if you take up a theoretical point of
view and disregard this matter of quantity, you may quite well say
that we are all ill – that is, neurotic – since the preconditions for the
formation of symptoms can also be observed in normal people. 
(p. 358)

Here, we are dealing with two different approaches: the medical
view, for which there is such a thing as health, which is lost as a result
of the disease and recovered through the treatment, and an existential
view that sees the patient’s suffering as part of the unavoidable
human condition.

You had formed a different picture of the return to health of a neurotic
patient – that, after submitting to the tedious labours of a psycho-
analysis, he would become another man; but the total result, so it
seems, is that he has rather less that is unconscious and rather more
that is conscious in him than he had before. The fact is that you are
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probably under-estimating the importance of an internal change of
this kind. The neurotic who is cured has really become another man, though
at bottom, of course, he has remained the same; that is to say, he has become
what he might have become at best under the most favourable conditions. But
that is a very great deal. (Freud, 1916–1917, p. 435)

In 1927, Ferenczi wrote, in “The problem of the termination of the
analysis”, that a symptomatic cure is never enough, since it leaves
untouched the underlying neurotic character structure, which is the
cause of the disposition to develop a symptomatic neurosis, when
having to face new demanding circumstances. Hence, a full treatment
should always include character analysis: “Theoretically, no symptom
analysis can be regarded as ended unless it is a complete character
analysis into the bargain” (p. 80). This is even more urgent in the case
of prospective psychoanalysts, so he suggested that a training analy-
sis should be mandatory, and that it should be stricter and deeper
than ordinary treatments. This is an issue that worried him during his
final years, as he wrote in his last paper (Ferenczi, 1933) that “Above
all, we ourselves must have been really well analysed, right down to
‘rock bottom’” (p. 226). This means that analysts must have faced and
recognised in themselves all those unpleasant character traits that
they strive to uncover in their patients. The then common practice of
having short training analyses, since these analysands were “normal”,
was detrimental, since it brought about the impossible situation that
patients were having better analyses than their analysts, a fact they
sensed, but tried to suppress or hide in order not to damage their
analysts.

From these observations emerged the idea that a “full analysis”
should bring about a state of absolute mental health and preclude the
emergence of any further neurotic symptom. This was what Balint
(1952) called “supertherapy”. Freud (1937c), was very sceptical about
the possibility of such a treatment.

Now, all these considerations are made from the analyst’s point of
view, who wonders whether the present conditions are such that he
may decide to discharge the patient, in terms of his own theories and
values. In Spanish, when a patient is discharged from a hospital or any
other medical treatment, he is said to have been “dado de alta”—liter-
ally, “sent up”—in contrast to soldiers, who are “dados de baja”—”sent
down”. Such expressions show that the very idea of termination or
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discharge implies an authoritarian stance, in which the analyst is
taken to be “the one who knows”. If, as Lacan (1973) suggested, this
is the very basis of the transference, then one would expect such an
assumption to have been dissolved, or, at least, somehow modified, in
the course of the treatment.

And what about the patient’s point of view? In 1932, Balint
observed, in “Character analysis and new beginning”, that it was not
unusual for patients who had already attained a symptomatic cure to
still wish to continue the analysis:

What keeps them at their analytic work is their wish, often uncon-
scious, to be able to love free from anxiety, to lose their fear of complete
surrender. . . . The marked neurotic symptoms disappeared through
the treatment in a relatively short time, but there still remained a
complete incapacity or only a very qualified capacity for love . . .

Moreover, we are quite often sought by people who at the very first
consultation present just this picture. It is difficult to place them under
any diagnostic heading. Their chief complaint is that they cannot find their
place in life. Nothing is actually wrong with them or, at most, they have
some quite insignificant neurotic symptoms, but they take no pleasure in
anything. (Balint, 1952, p. 151, my italics)

Apparently, Balint was talking about the sort of clinical problems
that Fairbairn (1952) called “schizoid factors in the personality” and
Kohut “narcissistic personality disorders” or “disorders of the self”
(Kohut & Wolf, 1978). The therapeutic response that Balint (1932,
1968) proposed for such problems is pretty much the same that
Ferenczi (1929, 1930, 1931, 1933) had suggested and that Winnicott
(1955, 1956) espoused, which is that the patient should undergo a
regression to infantile dependency towards the analyst and be able to
experience a “new beginning”, free from anxiety—that is, to enjoy the
benefits of a normal childhood under the analyst’s devoted care.

In the same vein, Guntrip (1963) suggested a sequence of three
levels of psychotherapy. The first one is that of the Oedipal conflict, in
which the analysis and working through of such conflict brings about
a symptomatic cure, this being the domain of classical psychoanalysis.
This is a moment in which the analysis may be terminated, but some-
times this “cure” might “turn out to be far more some degree of
schizoid compromise, a half-in-and-half-out relationship to life in
which the patient is not really satisfied” (p. 280). This is, of course, the
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situation that made Balint’s patients wish to continue with their treat-
ments. But if the patient leaves, she might do relatively well in life,
having had a treatment that transformed, as Freud (1895d) wrote,
“[neurotic] misery into common unhappiness” (p. 305). Then she
would be living a schizoid compromise. But, if this later turns not to be
enough for the former patient, or if the hardships of life determine a
relapse or the appearance of a new form of pathology, then she might
come back for further treatment, with the same analyst or with
another. But this second analysis would need to be quite different
from the first, being carried out in terms of regression and regrowth, this
being the third and deepest level of psychotherapy. Guntrip’s (1975)
own analytical experiences, with Fairbairn and Winnicott, followed
this pattern, and the same was true for Little’s (1985) analyses with
Ella Freeman Sharpe and Winnicott.

But if we are to consider common unhappiness as an indication for
psychoanalytic treatment, this is a far cry from the usual psychiatric
conception of psychopathology, and psychoanalysis would then no
longer be considered as something akin to a medical treatment, but as
an effort to aid some people in their search for the Good Life. In this,
the analysand’s point of view is essential, since only she can say
whether her life is worth living and if she is willing to do something
to improve it. It is not for the analyst to judge whether this evaluation
is “right” or “wrong”, although she will certainly have an opinion
about it, which should be shared, discussed, and analysed with the
patient.

Let us consider what sort of criteria analysts have used in the past
to tackle this problem. In 1940, Edward Glover and Marjorie Brierley
sent a questionnaire on a number of issues on psychoanalytic tech-
nique to all the members of the British Psychoanalytical Society. The
first question on the subject of termination was as follows: “CRITERIA
FOR TERMINATION. What are your criteria (a) Symptomatic,
(b) psycho-sexual, (c) social? Are your criteria mostly intuitive?” (Glover,
1955, p. 327). One third of the contributors failed to answer this ques-
tion, and all who answered said that they used all three of them,
although emphasising the symptomatic criterion, on account of its
practical importance. But most of them also remarked that their deci-
sions were mainly based on intuition, “a feeling, or impression, that
the ‘end’ is approaching” (p. 327), which some considered should be
thoroughly tested.
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Of course, Glover, ever a staunch advocate of rationality and
science, felt this as a major lack. But there is a possible alternative
reading of these data. Perhaps the respondents were reacting to a
dimly felt impression that their preferred theories were too sketchy
and limited to do justice to the enormous complexity of the analytic
experience, particularly in as much as they considered only the
patient’s mental state in making a decision that affected two people,
not one.

As carrying out a thorough revision of the highly complex and
variegated literature on the termination of analysis and discussing the
technical issues it poses exceeds by far the scope of this presentation,
I shall sketch only a few reflections on it, from the point of view
proposed by this book.

Most contemporary analysts would agree that terminating a treat-
ment cannot be done as a merely administrative measure, but that it
should involve a termination phase in which the very fact that the
analysis is about to end should be analytically enquired into. The
termination phase is that period in which the theme that the analysis is
bound to have an end becomes meaningful for the analytic dialogue. This is
initiated by the appearance, in either the patient or the analyst, of the
idea of termination. It might be the patient who brings it as an explicit
reference, or as an unconscious meaning that emerges from the analy-
sis of the associations, a narrative, a dream, or a symptomatic action.
On the other hand, it may be the analyst who suddenly finds himself
having an idea that refers to the end of this particular treatment, or
experiences a dream or a symptom that is later found to imply and
express such an idea. It might also emerge from the analysis of a
mutual enactment. In any case, the parties more or less suddenly find
themselves talking about the possibility or the inevitability of the
termination, and analysing its implications.

This termination period may take anything from six months to two
years. This does not mean that the analytic dialogue is constantly
referring to the subject; rather, it emerges repeatedly, every now and
then, but is always there in the background. Eventually, one of them
suggests that they should begin to think of a date. This is not easy,
since quite frequently there is a reappearance of previous symptoms
that had already disappeared, as soon as the date is set. It seems that
somehow the pair is bound to live through a recapitulation of all their
relationship, including the transference–countertransference conflicts.
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Sometimes, this determines a need for a postponement, but finally a
definitive date is set, and this also has a particular meaning. The
patient might wish to end the treatment on his birthday, or some other
significant date, just before the holidays, on the anniversary of the
beginning of the treatment, and so on.

Much has been written about mourning during this terminal
phase, but I believe this to be severely biased. There is, of course, a
feeling of loss when facing an impending separation, and in some
patients this can be particularly intense and needs protracted working
through, but there are also feelings of achievement of a well-done task
and joy at the prospects for a fuller life. The whole situation is much
more similar to that of a child who has come of age and is about to
leave his parents’ house, than to bereavement. And, if a patient has a
catastrophic feeling of being orphaned, one might wonder if the time
has really come for terminating this treatment.

In this, the analyst’s theoretical and philosophical assumptions
play a major part. If she is convinced of the basically tragic nature of
life, she would expect that the patient go through a great suffering
when facing termination and interpret any positive feelings about it
as a form of manic denial. But, when the patients of such an analyst
display precisely the type of suffering the therapist expects from
them, is this a spontaneous occurrence or a response to the analyst’s
Lebenschauung (conception of life) and the corresponding technical
interventions?

For instance, Meltzer (1984) tells us about the enormous distress
suffered by his patients when he terminated the treatment according
to his “process” conception, which saw its evolution in terms of a
“natural history” of the evolution of transference. This included a
“weaning process”, which came as a pre-determined denouement that
the analyst only needed to recognise, acknowledge, and respect, with-
out any consideration for either party’s hopes or expectations. This led
to a striking discordance between the analyst’s evaluation that the
termination was satisfactory from the process point of view and what
was actually happening to the two people involved:

Symptoms might have gone, external circumstances might have
improved—often the patient would have to admit that every reason-
able requirement for happiness was now at hand—but the patient still
felt ill, perhaps in an indefinable way. The consequence was a deep
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reluctance to finish, and a focus of distrust that stood painfully in
conflict with better feelings towards the analyst. I noticed that I too
often felt troubled, uncertain, worried, inclined to procrastinate. This
was particularly true when the weaning process set in earlier than usual,
according to my training and prior experience, after two and a half or three
years in some cases, or under the pressure of external events such as a preg-
nancy or a job opportunity abroad. (p. 171, my italics)

Obviously, something was wrong. None the less, Meltzer decided to
adhere to his theoretical assumptions and finish the treatments, but
insisted on establishing a more formalised follow-up period, in order
to understand better what had happened. His observations, which we
shall discuss further in the next subsection, on the post-analytic
process, finally confirmed for him his theoretical point of view, which
emphasised the unavoidable pain involved in the weaning process.

Now, Meltzer’s two personal analytic experiences did not include
a proper termination, since his first analysis was interrupted by mili-
tary service, and his second analysis, with Melanie Klein, was cut off
by her unexpected death during the termination process. This is how
he tells us about it:

I remember that when I returned from service to see my first analyst
to tell him that I was going abroad to complete my training, I could
hardly speak but wept for half an hour and had to leave. I had assumed
this to be a manifestation of guilt for my treachery until we met socially some
years later and he helped me to see it differently. I had also assumed that
the acute misery, feeling of dying and loneliness after Melanie Klein’s
death were peculiar to the circumstances rather than to the process.
But I have come to think differently about this too as I have watched
patient after patient re-experience the suffering of the baby during weaning.
(p. 173, my italics)

Meltzer’s candid and poignant narrative helps us to attain a better
understanding of his observations. This seems to be an instance of a
generalisation and theorisation of a personal experience that has not
been properly worked through. His first analyst did something to alle-
viate his remorse, years later and in a non-clinical setting, but Klein
had no opportunity to do so. However, she would not have done it,
since she was as convinced as her analysand that weaning must,
perforce, be agonisingly painful, and that the end of an analysis is a
revival of this experience (Klein, 1950).
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Of course, “weaning” is a metaphor that may be used to convey
the feelings generated by an irreversible change in life, one that
implies both gains and losses. At least, this is a point of view that I
share with many other analysts, although it should be remembered
that, for Klein and her students and followers, this is no metaphor, but
an accurate and precise description of what is happening in the
patient’s unconscious. Patients, however, seem to be well aware of the
metaphoric nature of such images, and often contribute with alterna-
tive analogies, which they feel convey quite adequately their feelings
towards the termination. This was recorded by Payne (1950) in the
following terms:

I have found the end compared with the anxieties of growing up, leav-
ing school, leaving the university, rebirth, weaning, the end of mourn-
ing, all being critical times involving a re-organization of ego and
libidinal interests. (p. 205) 

Balint (1950) also recorded more of these patients’ metaphors, as we
shall see below.

Leaving aside the question of whether weaning might be a suitable
metaphor for the end of the analysis (as I noted before, I prefer that 
of “leaving the parents’ house”), there is still the fact that the actual
weaning of a baby is not necessarily traumatic. This only happens
when the interruption of breast-feeding is imposed abruptly, as a one-
sided decision by the mother (or the paediatrician), and without
taking into account the child’s degree of maturity and feelings. It is
certainly not traumatic when it comes at the right moment, in conjunc-
tion with the introduction of new feeding experiences and ways of
maintaining an intimate contact with mother, and with an adequate
negotiation between mother and child in order to bring about the
desired changes.

The same thing happens with the analysis. Many analysts, includ-
ing Melanie Klein, believe that the analytic attitude and technique
should be kept unmodified until the last minute of the final session.
But this does not take into account the evolution of the relationship,
and neither does it help the patient in the transition between being 
in analysis and the post-analytic period. For instance, when one 
reads Klein’s (1961) Narrative of a Child Analysis, one is impressed by
the obvious fact that Richard (the patient) was trying, with all his
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resources, to say goodbye to her and to have her say goodbye to him.
But she kept interpreting until the very end, in the same symbolic
terms that referred to the inner world and not to their actual relation-
ship. This clearly disheartened him:

Richard had become very silent towards the end, but he said that he
had decided to continue to work with Mrs K. at some time in the
future. Mrs K. went with Richard to the village, but there he quickly
took leave of her and said he would rather she did not see him get on
the bus. (p. 464)

Ending an analysis is a major transition in a person’s life, and one
would expect that the analyst help the patient to go through this. This
requires a change in the analytic relationship, which becomes more
fluid and realistic, and the dialogue more mutual. Frequently, the
patient needs to sit up, if she had been lying on the couch, in order to
develop a face-to-face relationship, as a part of a re-individuation
process. But one of the more important processes is what Mexican
psychoanalyst Solís Garza (1981) called “detransferenciation”, by
which the patient relocates on to other people in his life certain aspects
of his own self and relationships that had previously been deposited
in the analyst.

The very idea of detransferenciation contradicts a certain psycho-
analytic ideology that equates mental health with the development of
a full autonomy. According to this view, a “fully analysed” person
should have overcome any wish for dependency and act as a
completely rational and autonomous individual. This I deem to be not
only impossible, but undesirable. The human being always exists in
terms of the others. Fairbairn (1952) recognised this, when he
concluded that “the development of object-relationships is essentially
a process whereby infantile dependence upon the object gradually gives place
to mature dependence upon the object” (p. 34). Hence, for him, the evolu-
tion was from absolute (infantile) dependence to mature (relative)
dependence. Winnicott (1963) follows a similar trend of thought,
although he does not relinquish the ideal of “full maturity” in terms
of independence, albeit an unattainable one. Kohut (1984), on the
other hand, considered that the need for an empathic response from
selfobjects continues during the whole life cycle, although it certainly
evolves in the maturational process.
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During the termination phase of an analysis, the patient has to
withdraw the various relational components that had been concen-
trated on the analyst and take them to other present relations in every-
day life. This is a natural and necessary process, which needs to be
fostered, or at least acknowledged, by the analyst. Unfortunately,
there are analysts who would interpret this as a manic denial of the
pain of separation, thus giving the patient the message that he or she
is not supposed to find help or joy in other relationships, apart from
the transference. None the less, most patients nowadays suffer not
from extreme dependency, but from an inability to rely on others, on
account of a deep feeling of mistrust. Hence, they need the experience
of the analytic relationship in order to learn how to depend on another
human being. It is to be expected that a patient should be able to take
this new ability to the actual relationships in his life, and this should
not be interfered with by the analyst, because, if this task is not
fulfilled during the termination phase, the patient is left to do it all by
himself during post-analysis, and this might be more difficult and
painful to accomplish.

It is interesting to see that Klein (1961) saw and interpreted this
process with Richard, during his last session with her, although in
such a way that seemed to imply a defensive function:

Richard said thoughtfully: “The Bear is the dark-blue Daddy”, but
added that his real Daddy was a light-blue Daddy. This was the first
time that he used the words “light blue” about his father—it had
always been reserved for the ideal Mummy or Mrs K.

Mrs K. interpreted that he now used light blue for Daddy and seemed to
express his love for him in this way. It was also a consolation because he was
losing Mrs K. to have Daddy as somebody nearly as good as Mummy.

Richard went into the kitchen and drank from the tap.

Mrs K. interpreted that if he could not have the good breast, he
wanted now to take in the good penis of the father. (p. 462, my italics)

If Richard had learnt from his analyst to repair the relationship 
with his father, which had been strongly paranoid at the beginning of
the treatment, what was the point of presenting this as a kind of conso-
lation prize? Father was an essential and necessary object in Richard’s
life, and it was Klein who was replaceable. And why define Father as
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“nearly as good as Mummy”? Anyway, the mere fact that the analyst
recognised the revaluation of the father’s figure and that this might
help the child to overcome the loss of Mrs Klein might have helped
Richard with the transition, in spite of the lack of a true farewell.
Besides, at the very end of the session, the child clearly expressed his
wish “to continue to work with Mrs K. at some time in the future”.

In the last few sessions, I believe it is necessary for analyst and
patient to do some kind of evaluation of the work they have done
together, what has happened, what they attained, what stayed lack-
ing, what were the main fractures of their relationship and how they
were solved, what was enough and what more than enough. This
recapitulation is the first step in the process of translating their shared
experience into the past tense.

When the last session finally comes, it is up to the two parties to
bid farewell in their own way. This usually carries a bittersweet feel-
ing, as summarised by Balint (1950):

If this process can develop in an undisturbed way a surprisingly
uniform experience dominates the very last period of the treatment.
The patient feels that he is going through a kind of re-birth into a new
life, that he has arrived at the end of a dark tunnel, that he sees light
again after a long journey, that he has been given a new life, he expe-
riences a sense of great freedom as if a heavy burden had dropped
from him, etc. It is a deeply moving experience; the general atmosphere is of
taking leave for ever of something very dear, very precious—with all the
corresponding grief and mourning—but this sincere and deeply felt grief is
mitigated by the feeling of security, originating from the newly-won possi-
bilities for real happiness. Usually the patient leaves after the last session
happy but with tears in his eyes and,—I think I may admit—the
analyst is in a very similar mood. (p. 197, my italics)

This is the end of the regular sessions, but it is not the end of the story,
as we shall now see.

The aftermath

Nowadays, there is a certain agreement, among psychoanalysts, that
the analytic process continues and evolves after the discontinuation of
the sessions. This is called “post-analysis”. After the analyst effectively
disappears from the scene, the patient is left alone to tackle a series of
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therapeutic tasks that are a part of the healing process. If the analysis
were to be compared to a surgical intervention, then we might say that
the patient is going through a period of “convalescence”. In this, he can
no longer count on the analyst’s help to take the process to its comple-
tion (in as much as it can be said that there is such thing).

The immediate task for the patient, as soon as she terminates the
analysis, is to reorganise her life, now that the analyst is no longer an
active part of it. Starting from the more concrete aspects, it is obvious
that there will be a rearrangement of schedules and economy.
Suddenly, the patient finds that she has much more time available—
both that of the sessions and of the necessary travel, which could be
quite a lot in large cities. Besides, she is unexpectedly richer! These are
welcome side effects, although the free time might sometimes be more
difficult to occupy, but it is to be expected, if the analysis has
increased—as it should—the patient’s initiative and capacity for
enjoyment, that there will be more than a few new activities and
projects to fill in the gap.

Then, there is the need for a new distribution of emotional bonds.
The relationship with the analyst had occupied for long a very impor-
tant place in the analysand’s emotional life—frequently much to the
chagrin of his intimates—and now there is the need for a change. At
first, it is the empty space that attracts the former patient’s feelings.
This has been the focus of most of the literature on the subject, which
centred on the mourning for the loss of the analyst. But, as I have
already mentioned, the end of an analysis is not a bereavement, but
something more akin to a graduation: there is a separation and an end
of a previous status, which generate feelings of loss, but they are
combined with joy, relief, and pride at the achievement. However,
there is still work to be done in order to dissolve the analytic bond,
and this implies two tasks, one inner and one outer (Tubert-Oklander,
1989, 1997).

The inner task is the disassembling of the analyst’s internal image,
so that some aspects of the inner relationship with her may be trans-
formed and assimilated into the self, so as to become personal capa-
cities and properties. This is true for both emotions and cognitive and
conative capabilities. For instance, for some time the former patient
might think, when faced with some problem or decision, “What
would my analyst say?” and find an answer from an inner voice,
which is identified with that of the analyst. But sooner or later he will
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find out that this is really his inner voice, and forsake the need for
such an explicit dialogue. This is the way in which capacities and
skills are normally acquired: first the internalised relationship with
the parent, teacher, or coach is conscious and explicit, and later it
fades into the background and becomes unconscious or, more
frequently, preconscious. Thus, Pichon-Rivière (1971, 1979) used to
say that thinking was really a dialogue in the inner group.

The outer task is the displacement and relocation of certain aspects
of the previous analytic bond on to other persons, groups, or institu-
tions in the person’s present environment. This covers not only
emotional bonds, but also functional relationships. On the emotional
side, the person’s life is enriched by being able to have intimate and
affectionate relations with spouse, family, and friends, a experience
that had for some time been centred on the analyst. In functional
terms, someone who has learnt to talk with his analyst about various
matters, both personal and public, now finds out how pleasant it is to
share conversation with others. Having learnt to rely on the analyst
for help, he is now able and willing to relate with others who can be
relied on.

This dismantling of the analyst’s image and withdrawal of the
parts of the self that had been previously deposited on her is partly
experienced by the former patient as an intrinsically aggressive act
and a destruction of the analyst. This is akin to the dynamics des-
cribed by Winnicott (1971) in adolescent development, in which
“growing up means taking the parent’s place. It really does. In the
unconscious fantasy, growing up is inherently an aggressive act. And
the child is now no longer child-size” (p. 144).

For Winnicott, the parent’s contribution to this process is that she
has to accept being destroyed, but survive. It is not quite clear what he
means by “survive”. In Winnicott’s writing, this term means more than
continuing to exist, but continuing to fulfil her role (parent or analyst).
A parent survives because he is still acting as a father or mother, in
spite of the youngster’s murderous attacks, and during the treatment
an analyst survives because she goes on being an analyst, listening,
trying to understand, and interpreting, instead of retaliating or cutting
short the treatment. It is this survival that establishes the parent or
analyst as a real external object that may be used (Winnicott, 1969).

But what happens during the post-analysis in which the analyst is
no longer there to survive? Of course, there is always the possibility
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of calling or visiting the analyst, in order to check that he is still alive
and well, but one would expect that a patient who has reached and
accomplished the termination phase would be strong enough and
realistic enough to contain within himself such an anxiety, while still
trusting that the analyst survives somewhere. After some time, the
anxiety subsides, as do the painful feelings of separation and loss.

This process has been poignantly described by one of the patients
of Argentine psychoanalyst Guiard (1979), who wrote him, just one
month after the end of her analysis, the following letter:

It grieves me to recognise that all this process is somehow a work of
destruction of your image within me, and then a reconstruction. But I
know that you know and that you even expected this to happen. You
could not stay within me as you were, since you were too indispens-
able and overshadowed myself. It’s funny that during the first few
days I thought, with great anxiety, that I could not see you (as if you had
died) and then I realised that you were again alive, and now I do not
feel that I can’t go and see you, but something much more final, that I
must not do it, just like I should not ask for help before having tried by
myself to see whether I can do something or not. (pp. 177–178, trans-
lated for this edition)

This is, of course, true, but there is more to it. The post-analytic
process is less dramatic if there has been work done, during the termi-
nation phase, in order to dismantle the asymmetrical roles of analyst
and patient, and open the possibility of a more mutual dialogue. This
requires analysing the effect that the peculiar therapeutic situation
and the analytic device have on their relationship. Because what has
to be destroyed is neither the analyst as a person, nor the real human
relationship between the two, but that particular place that has been
created as an artifice of our technique. If this task is not carried out
during the termination phase and the analyst carries on as usual until
the very last minute, the responsibility for the whole work of disas-
sembly lies on the patient’s shoulders. The result is the emergence of
destructive hate, consuming guilt, and agonising pain. But is this
really necessary, or is it an artifice?

Of course, there are some patients who have no option but to go
through this, on account of their particular history and dynamics, but
this is not true for everyone. Guiard’s patient was helped through this
difficult period by her knowledge of the analyst as a real person. She
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was quite sure that he knew what was going to happen and that he
would welcome her impending independence. This echoes Kohut’s
(1982) depiction of the healthy parent’s mirroring response to the
child’s independent development during the Oedipal stage “with
pride, with self-expanding empathy, with joyful mirroring, to the next
generation, thus affirming the younger generation’s right to unfold
and to be different” (p. 402).

One possible criticism of Kohut’s version is that it poses an
idealised view of the parent–child relationship, one that denies the
unavoidable conflicts between them. But the acceptance of ambiva-
lence in both parties does not preclude a predominance of love, com-
passion, consideration, and mutuality in the relationship. It is the
negotiation of ambivalence and interpersonal conflict that opens 
the way to maturity. The patient has to be able to love and be grate-
ful to the analyst, while at the same time using his or her capacity for
aggression in order to destroy the dependent relationship. The analyst
has to enjoy the patient’s development and individuation, as parents
have to do, while dealing with the pain of being no longer necessary
and knowing that his idealised and omnipotent image is being
destroyed by the patient.

The truth is that the analytic relationship goes through the same
vicissitudes as other relations, with the very important addition of a
major dose of awareness of self and the other, so that each party might
learn from the experience.

And what is the destiny of the analytic relation? I have found it
useful (Tubert-Oklander, 1989, 1997) to think of this in terms of the
three dimensions of the relation described in Chapter Five: the trans-
ference–countertransference, the working alliance, and the real rela-
tionship. Each of them can be thought of as having a different
evolution, albeit always keeping in mind that this is only an artificial
division, constructed for conceptual purposes.

The traditional point of view about the transference is that it should
be dissolved by the end of the analysis. If “transference–countertrans-
ference” is the name for the unconscious aspect of the analytic rela-
tionship, it is obvious that it can never disappear, since both analyst
and patient will always maintain some kind of unconscious object
relation for the rest of their lives. What does change is the magnitude
of the emotional investment in these parallel relationships—parallel
because, in the absence of a present reinforcement by their actual
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interaction, the relation becomes fully internal and non-correctible by
the other’s behaviour—and their original stereotyped and repetitive
nature, which has been mitigated and softened by the analysis.
Consequently, there is a gradual extinction of the passionate aspect of
the bond, as the feelings are once again assimilated into the self-image
and become the dynamic source for other relationships.

The working alliance, being the conscious, rational, and pragmatic
aspect of the relationship, is easier to dispose of. The analytic contract
clearly comes to an end together with the regular sessions, but the
working habits that made it possible for both parties to co-operate still
remain. The analyst’s functional meaning for the patient, which at the
end of the treatment is virtually reduced to being an interlocutor who
helps her to reflect upon personal and shared experience, is deper-
sonified and transformed into an inner dialogue with ideal figures,
but the particular kind of dialogue that was initiated with the analyst
goes on indefinitely. In conscious memory, the analyst might still have
his place in the former patient’s inner life, side by side with parents,
relatives, teachers, friends, preferred authors, public figures, and
other ideal objects that compose the inner group.

And what about the “real” (existential) relationship, which is, of
course, irreplaceable? This is the area in which there is truly a loss,
which needs some sort of accommodation. This is not the only signif-
icant relationship that faces a time limit; the very same thing happens
with former teachers, schoolmates, or friends from the time one lived
in another place. In the internal field, the analyst is bound to acquire
her or his place in the patient’s personal history, together with other
significant figures from the past. In the outer field, each analytic pair
has to discover if there is a space open for some kind of relationship,
after some time. In ordinary analyses this is usually not an issue, but
in training analyses, in which the former analyst and analysand con-
tinue being members of the same professional community, which is
frequently quite small, the problem of their future relationship has to
be faced. This means that we analysts might not have ever gone
through a standard termination phase in our own treatment, or with
many of our patients.

When patient and analyst must go on having some other kind of
relationship, after the termination, sometimes there remains an under-
lying uncomfortable feeling, which mars what otherwise might have
been a sincere friendship. Passion always leaves some trace, and the
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transference is, perforce, a passionate relationship. In ordinary analy-
ses, however, this is hardly noticeable, on account of the fact that the
former patient and analyst do not usually meet in social or profes-
sional situations.

In any case, as in every other aspect of their relationship, the ana-
lyst should allow the former patient to decide what sort of contact he is
willing to have with that person who has been his analyst, overriding
the analyst’s personal wishes on the matter, since the former’s ethical
commitment continues beyond the formal limits of the treatment.

And what happens when a former patient comes back requesting
“more analysis”? Some analysts refuse to respond to such demands,
since they consider that the process has been closed and should not be
reopened, and, at best, suggest a reanalysis with another analyst. This
might be painful and noxious for some patients, who feel rejected—
and rightly so. Meltzer (1984) devised a way of responding to such
petitions without relinquishing his natural history view of the analytic
process, by offering to supervise the former patient’s self-analysis of
his or her dreams. This was carried out in an informal setting, similar
to that of psychoanalytic supervisions, and there were no commen-
taries on transference or countertransference phenomena. The idea
was “to operate as a two-person work group” (p. 176).

Although I agree with Meltzer that this sort of treatment does not
usually require a regressive transference analysis, and that it can and
should be carried out in terms of a fluid reflective dialogue on what-
ever the patient brings to attention, I feel his approach to be too rigid,
both in demanding that the enquiry be restricted to dream analysis
and in the absolute exclusion of any reference to the mutual relation-
ship. Indeed, I do not share this strict division between analytic and
supervisory work, since I do believe that an analysis is, in the end, “a
two-person work group”, and I do not leave out, in a supervisory rela-
tionship, the consideration of the emotional substrate of all intellectual
shared work. The difference is mainly quantitative and a question of
focus: the subject of the analytic dialogue is the patient’s life and expe-
riences, while that of a supervision is the supervisee’s experience of
relating to her patient, but the dynamic process is rather similar and
both cases require taking into account the emotional aspects of the
working relationship, albeit in different ways.

In my experience, these patients who come back, sometimes after
many years, fall into one of two categories: either their treatment was
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interrupted prematurely, in which case I would consider the possibil-
ity of reinitiating an analysis that was left incomplete, or they had
finished their analysis with a termination phase. In this case, they
usually come because they have somehow stalled in their vital evolu-
tion and need some help to overcome the present obstacle and resume
their course. In this sense, the analytic dialogue might be seen as a
supervision of their conduct of their lives. It is also frequently the
expression of a need to talk over with the analyst the previous expe-
rience they had shared during the analysis, and a way of reframing
the relationship. Such treatments are usually brief and non-intensive,
and the results are satisfactory for both parties.
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CHAPTER TWELVE

The healing process

Is there actually a cure?

The fact that psychoanalysis emerged from medicine determines
that it is largely committed to the use of the medical metaphor.
Thus, emotional suffering, conflicts, existential doubts, and

other kinds of distress derived from life situations are called an
“illness”, the attempt to aid people to overcome such a situation a
“treatment”, and the wished-for outcome, which includes an allevia-
tion of the initial malaise, a “cure”. But is it a happy metaphor? Most
psychoanalysts would agree that it is only sketchy and partial at best,
but that it can hardly be avoided. Bion (1970) posed this problem in
clear-cut terms:

Psycho-analysis cannot escape ideas of cure, treatment, illness, in
psycho-analysts and patients alike. Eissler warns against a structure
that is too rigid and too limited to permit development. At the oppo-
site extreme the Sufis have no rigid institution yet have endured; their
solution would open the way for an “expanding universe” of psycho-
analysis but it would not be long before members of the psycho-
analytic movement could not understand each other. (p. 83)
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