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Psychotherapy is difficult. Indeed there are
many who believe that it is impossible. For
the rest of us the impression persists that
although it is always problematic, there are
certain patients or situations or therapies
which present particular difficulty. This
paper will attempt to clarify:
• the meaning of the concept 'difficult' in
psychotherapy,
• some characteristic patterns of difficul-
ties,
• some typical therapist responses to diffi-
culty,
• some understanding of the process of
therapy in general.

The Meaning of Difficult
Perhaps the most obvious definition of

difficult is as a synonym for sick, including
the psychotic, regressed, disorganized or in
some other way very disturbed patient.
However, there is an immediate problem
with this equation. The most common
definition of difficult to the expert is 'not
easy, requiring effort or labour', and sick
patients are not always those who require
the greatest subjective effort or labour on
the part of the psychotherapist. The very
sick psychiatric patient is often closer to the
so-called medical model and more comfort-
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able for the therapist to work with.
Certainly some sick patients are very
difficult, but some are clear-cut; they have
problems that are easily comprehended,
they call for interventions that are easily
formulated, and they respond to such
interventions as predicted by the therapist.

Case 1
A woman was referred to me for consultation

by a distinguished non-professional member of
our hospital administration who had described
her to me on the phone as anxious, distressed,
and very unfriendly to psychiatry. Because of
my relationship with him, I was very eager to do
a good job, and quite concerned that she would
present a 'difficult' problem. She entered my
office and it was immediately clear that she was
extremely psychotic, disorganized in thought
and speech, terrified but without any conscious
mental content to explain that terror. Paradoxi-
cally, my anxiety and concern immediately
diminished. Her very sickness left no reasonable
question of the appropriate course of action, and
the consultant role called for minimal expertise.

If, as stated above, difficulty refers to
effort, one might simply represent it as a
function of the extent of the resistance to
therapy found in all patients. However in
well-conducted therapy the therapist does
not fight against the patient but tries to shift
the level of the patient's inner struggle by
providing neutral concern, understanding
and collaborations in the patient's attempt
to change. To struggle against resistance is
'difficult' but it should be the patient, not
the therapist, who struggles against resis-
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tance and experiences that difficulty. The
therapist's job is to help the patient to
experience and then to resolve the conflict.
If the therapist himself experiences diffi-
culty in this task, it may be a cause of a
problem in therapy, or more often, a signal
of that problem in therapy.

There are patients who are neither
particularly sick, nor particularly resistant,
but just particularly unpleasant. There is a
famous letter from Freud to Eduardo Weiss
referring to a patient whom Weiss asked Freud
to see in consultation. Freud says, "In
regard to the man you asked me to see, I
would recommend that you do not take him
into analysis, because he is just a common
scoundrel". Current official nomenclature
avoids that label, but in reality most
therapists try to avoid patients they do not
like. If they are consciously aware of this
avoidance they often explain it by referring
to the necessity for a positive alliance
between patient and therapist if therapy is to
be effective. If in spite of these perceived
problems, such patients continue in
therapy, the therapist will experience the
need for undue effort, and the patient thence
will be labeled difficult.

Another definition of difficult, is
'perplexing or hard to understand.' The
therapist who is confused or bewildered,
who does not know what is going on, will
find the interaction with the patient dif-
ficult. To an extent however, ambiguity and
confusion are a part of all psychotherapy
and being able to recognize and cope with
this confusion is the task of every
psychotherapist.

The therapist's sense of difficulty may
represent his inability to understand the
material because of the limitations of his
knowledge or because of the inherent
complexity of the material. The first is
illustrated by the normal confusion of
beginning therapists, or by the sense of
sudden understanding that one sometimes
has upon reading an article or hearing a
paper that explains something about a
patient whom one has long tried to under-
stand. The problem of complexity is
illustrated by certain types of patients who
verbalize mental content which may be

elaborate and detailed, but which
psychodynamically is a defence against
other quite different material. The current
explosion of interest in the treatment of
borderline and narcissistic pathology has
focused on this issue.

Case 2
The patient is a severe narcissistic character;

the therapist a young, intelligent, somewhat
concrete trainee, under my supervision. Initially
I felt that the patient would be difficult but the
therapist disagreed and felt comfortable that he
understood the material. Over a period of
months, although he continued to feel that he
understood each session, it became apparent to
him that something was wrong, that the
individual sessions did not fit together, that the
paragraphs made sense but the chapter did not. I
actively tried to promote his confusion, which
ultimately led to his reformulating his view of
the patient's behaviour in treatment as an acting
out of certain concealed transference feelings
rather than as an expression of inner thought.
This new formulation led to a refocusing of the
therapist's attention from content to process, and
subsequently to a change in the treatment
process. This example helps demonstrate a
common experience in supervision and in
therapy and illustrates the problem of complex
character structures creating feelings of perplex-
ity or confusion.

Another situation in which the therapist
might feel confused occurs in counter-
response to a patient's usually unconscious
attempt to create confusion in the therapist.

Case 3
An intelligent, articulate man presented with

sexual and psychophysiologic symptoms within
an obsessional and paranoid character structure.
Much of the treatment focused on his stormy,
resentful struggle with me in a hostile dependent
transference relationship. The sessions were
traumatic and progressed slowly but I usually
felt that I understood what was happening.
However, whenever we came close to discussing
his sexual problems I began to get confused. His
cognitive style shifted, and it was hard to know
what was happening. Once I recognized this
pattern my first awareness that we were
approaching sexual issues was usually my own
feelings of uncertainty about what was happen-
ing in the treatment.
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Related is the experience of the therapist
who finds the patient's treatment unpleasant
or painful. This usually represents a
counter-response theme in the transference,
often in reaction to the patient's concealed
hostility.

Case 4
This problem was evident during the therapy

of a highly masochistic woman whose constant
suffering was a source of pain to everyone
around her and, from time to time, to me. The
sessions were difficult in the sense that they
were trying and fraught with hardship, and
although I saw her in general as an admirable
human being and had no particular confusion
about what was happening, I often found the
treatment painful.

Finally, the experience of 'difficulty' in
psychotherapy may coincide with the
therapy that does not work, the patient who
does not get better. Clearly, there is no
single explanation for why this feeling
arises, but when the therapist is particularly
bothered by the therapeutic failure and if it
is not a characteristic countertransference
response of his, it may represent once
again, a transference theme of the patient
unconsciously using the failure as a weapon
against the therapist.

Patterns of Difficulty

Therapist's Level ofExperience
For the beginner, the resistant patient is

often the difficult one. While even an
experienced therapist may respond to
specific transference constellations which
elicit feelings of difficulty in the therapist,
the beginner characteristically struggles
against his patient's resistance. This is one
of the reasons that beginners find the
process of therapy very tiring, and need
more time between patients for rest and
recovery. It is also one reason they seek out
certain 'good' patients for treatment, those
who will participate initially in the therapy
process without overt resistance, sharing
freely apparent innermost thoughts and
feelings. Not uncommonly this leads begin-
ners to prefer certain borderline patients to
either more well-integrated but resistant
neurotic patients or sicker patients.

Somewhat later in his career a therapist is
likely to experience difficulty with a
treatment which is not going well. At this
point he may question his method and grow
dissatisfied with techniques he had accepted
earlier. Where he formerly searched for
better patients, he may now search for
better theories. It is as though he first
idealized his teacher's theories and searched
for the patient to fit them. Now, growing to
accept the real patient, he searches for new
theories to solve the patient's problem.

Still later the therapist's dissatisfaction
and sense of difficulty may stem neither
from the patient's resistance nor from his
failure to improve but from the therapist's
growing sense of his own limitations. The
solution for him at this point would be to
seek changes in himself through treatment
or other means of professional growth.

Stages ofTherapy
At any given time during the course of

therapy, whether it is over the course of
entire treatment, during several particular
sessions or at a specific moment, the
therapist may experience a particular se-
quence of potentially difficult therapeutic
events. This sequence of events includes the
therapist experiencing some cognitive or
affective disequilibrium, searching in the
field of the therapy for its source, and
communicating the result to the patient.
Each of these phases, the initial experience,
the search, the communication, may be
unpleasant or unsuccessful. The initial
disequilibrium may be a cognitive signal
such as the recognition of pathology or
resistance, or it may be an emotional
response to the patient's character or
behaviour in therapy. Usually the
therapist's first response to the patient is an
affective one. If he is functioning well in
the therapist role without countertransferen-
tiaJ disturbances, this affective signal leads
to a cognitive scanning of his experience
and a recognition and formulation of that
aspect of the relationship with the patient
which is eliciting that response. This phase
can feel 'difficult' if the affect elicited by
the patient is dysphoric and gets beyond
signal proportions or, if the cognitive
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scanning is unsuccessful and the therapist
cannot figure out what is going on.

The next step involves the construction of
an intervention by the therapist and the
communication of that intervention to the
patient - two different processes. Most
therapists enjoy this part of their work if
they have some confidence in the results of
the first stage. If they are unclear or
uncertain about what the trigger was for
their feeling, and therefore unsure how to
intervene, they may experience that confu-
sion as a kind of difficulty. To a considera-
ble extent the level of discomfort associated
with this kind of confusion is a function of
the success or failure of the therapist's
training for facing ambiguity. Finally, to
the extent that the patient resists the
intervention, the very process of making an
interpretation may be experienced by the
therapist as entering into the patient's inner
conflict as an adversary. This feeling, of
course, can be a signal of a new complex
requiring intervention, and the whole se-
quence begins again.

Responses to Difficulty
The easiest way to respond is to avoid the

patient which, if there is no alternative for
the therapist, may be the most therapeutic
reaction. A variant of this is to constrict
therapy in order to avoid those areas in
which difficulty occurs, maintaining the
field of interaction at a sufficient distance
from topics which elicit too much pathol-
ogy, resistance, or therapist confusion. In
one sense, an important difference between
psychoanalysis and psychoanalytic
psychotherapy is that the analytic contract
allows minimal constriction of the therapy,
insisting on proceeding regardless of diffi-
culty.

The third response, sometimes itself the
underlying mechanism of avoidance or
constriction, is countertransference. The
therapist may respond non-therapeutically,
acting on the feeling the patient arouses in
him rather than using it as a signal for
understanding, and responding with be-
haviour that may range from emotional
withdrawal to sadistic attack, to tender
affection or masochistic submission. What

all these behaviours have in common is that
they are not psychotherapy.

A fourth response to difficulty is that of
discovery. If the therapist's theory has not
helped him and he has the capacity for
scientific creativity, he may generalize from
his discoveries in therapy or make a
scientific discovery. This was the history of
the birth of psychoanalysis, as Beucy and
Freud discovered not only the meaning of
their experiences with their patient Bertha
Pappenheirn, but in their efforts they also
invented a new science.

Finally, not infrequently, out of his
struggles the therapist discovers something
about himself. A double-edged axiom of
therapy is that it is impossible for successful
therapy to touch only one of the two
individuals involved.

The Impact of Difficulty in Therapy
Therapy is a journey, a most common

image in our patient's dreams, and the
therapist a guide who points out the
essential features of the terrain while
encouraging and supporting the traveller.
Each event on the trip has two effects, a
specific one in which the patient learns and
grows in response to the exploration of the
issue at hand, and a general one, in which
he strengthens his relationship and identifi-
cation with the therapist, and enhances his
capacity to continue his life journey in spite
of its difficulties, without therapeutic gui-
dance. Each difficulty resolved strengthens
the patient's capacity to resolve later
difficulties, and a therapy without difficul-
ties would hardly .prepare one for a life
which cannot escape them.

The goal of our theory building is not to
remove difficulty from psychotherapy.
Psychotherapy without difficulty would be
poor therapy. The goal of our theories and
of our work is to keep difficulty within an
optimal range and to maintain the therapeu-
tic experience in that range of difficulty. If
the feeling of difficulty is too great
therapeutic nihilism develops. If the feeling
of difficulty is too little the patient is
reduced to the object of treatment rather
than to a participant in it. The treatment
becomes dehumanizing in its side effects
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and we deprive the patient of the general
impact of sharing a difficult journey with a
guide.

Summary
Difficulty in psychotherapy may be

viewed as excessive effort by the therapist,
perhaps taking the form of the therapist's
struggle against resistance. It is experienced
by the therapist as being unable to under-
stand the patient or that he may be
defensively confused by the patient. Diffe-
rent patterns of difficulty may be stimulated
by the various phases of therapy or by the
therapist's level of experience. Although
difficulty may be responded to in different
ways by therapists it is stressed that it is an
essential component in promoting therapeu-
tic change. Several cases help to clarify the
meaning of difficulty.

Resume
On peut envisager que les difficultes

eprouvees en psychotherapie peuvent
resider dans un effort excess if du
therapeute, prenant peut-etre la forme d'une
lutte contre la resistance. Ceci est ressenti
par le therapeute comme une incapacite 11
comprendre le malade ou encore comme
une confusion en reaction defensive 11
l'egard de celui-ci. Differents types de
difficultes peuvent etre suscites par les
diverses phases du traitement ou encore par
le degre dexperience du therapeute.
Quoique les therapeutes peuvent reagir de
differentes facons 11 ces difficultes, on
insiste sur le fait que ceci constitue une
compos ante essentielle pour conduire 11 un
changement therapeutique. Plusieurs cas
contribuent 11 aider 11 clarifier la significa-
tion de ces difficultes.

Where everything is bad it must be good
to know the worst.
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