
THERAPY SUMMARY: January 23, 2020

PATIENT:  On the days I'm away from therapy I struggle with something.  I feel 
tormented by our work.  I don't understand it.  I struggle with confusion.  A while back I 
read some things that Dr. Caligor said in an interview where she talked about her 
psychoanalytic work.  Eve Caligor is a psychoanalyst in New York.  I sent her a copy of 
my book.  You know, that book I wrote about my last therapist.  So let me read you what
Dr. Caligor said.  Dr. Caligor talks about the importance of free association and 
regression.  We don't do free association.  You once criticized me for “getting lost in the 
woods” when I was associating. Dr. Caligor talks about the importance of allowing 
unconscious material to emerge.  I don't know how you do that without free association 
and regression.  You call your work analytical.  But I don't see it.  I don't see anything 
analytical about your work.  I still think what you are doing is essentially supportive 
psychotherapy.  That's what I think.  Let me read you what she said:

Psychoanalysis is a highly unstructured treatment, where the technique focuses on 
transference analysis. The patient’s job is to free associate and the interventions of the 
analyst focus on the analysis of resistance and, particularly, on the resistance to 
transference. Analysis is, in my mind, a focal treatment, because the focus is on the 
transference most the time. So we teach our trainees basically to work with the 
transference. One can think of the entire treatment frame and technique in 
psychoanalysis as developed expressly to provoke “regression,” the emergence of 
unconscious mental processes, focused in the transference, in a patient who is very well 
defended against such regression and very rigid. And how do you get transference? With
a borderline patient, you get too much transference. With a neurotic patient the 
transference does not emerge very readily. So to be able to work actively and 
consistently in the transference in the therapy of a neurotic patient you need frequency, 
long duration of treatment, the analysis of the resistance to transference by a therapist. 
Use of the couch and the relative inactivity of the therapist also facilitate the emergence 
of transference; the patient cannot use interpersonal cures to automatically correct 
transference/based distortions as s/he does in her usual interactions with others.

I asked my therapist what she was doing to promote regression and transference.  She 
said: "You are already showing signs of regression and transference."  She proceeded to, 
in my opinion, depict my concerns about her work as defensive rather than allay my 
concerns in a professionally-appropriate way.  She said that I was expelling and that I 
was showing signs of "pre-splitting" in my thinking.   I had no idea what she meant by 
her use of the term "pre-splitting." She did not offer an explanation of how her technique
with me addresses the fact that I am well-defended against regression and transference 
and that her conversational manner (lack of analytic abstinence) and disdain for free 
association ("getting lost in the woods," as she calls it) is actually adverse to regression 
and transference.  I would add that her repeated use of technical jargon (such as the 
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arcane term "pre-splitting”) is inappropriate.  On a previous occasion, I complained to 
my therapist about her statement, "Your thinking is ideographic and not symbolic."  I 
said that even a supervising analyst would have a problem with an analyst-in-training 
using technical jargon such as "ideographic."  Instead of accepting my concern in a 
professional way, she said in a pique of anger: "You have no idea what a supervising 
analyst would say.  You're not an analyst."

Significantly, my therapist told me that I was trying to make her feel in my interaction 
with her what I had felt in my relations with my parents, in effect,  I was doing to her 
what my parents had done to me: I was making her the target of my projections.

And exactly "what was I doing to" my therapist?  I simply compared her work with the 
professional work of an experienced and knowledgeable psychoanalyst, herself a 
training and supervising analyst.  There was a persecutory quality about my therapist's 
response to my opening statements: in her view, I was doing something to her.

My therapist ignored the important statements I made at the beginning of the hour about 
my emotional distress, my feelings of confusion, and what I called feelings of “torment.”
She viewed my comments only as an act of aggression against her rather than seeing my 
comments as carrying the following implicit message: “I am uncomfortable with your 
work.  I have feelings of distress about our work.  I believe, and Dr. Caligor's comments 
confirm, that there are other mainstream analytic techniques that I would feel more 
comfortable with.”  My therapist was blind to my distress, the psychoanalytical meaning
of that distress, and the psychological reasons why I believed that a more classically 
analytical approach would be more satisfying for me.   She failed to explore the 
transference implications of my behavior and its relation to introjective pathology in 
which “identification with the aggressor” is prominent.  The therapist’s statement, “You 
are trying to make me feel the way your parents made you feel” suggests identification 
with the aggressor, but my therapist did not explore that.  See, Blatt, S.J. "Levels of 
Object Representation in Anaclitic and Introjective Depression” (in introjective 
depression the major defense, rather than denial, is introjection or identification with the 
aggressor, with a proclivity to assume responsibility and blame and to be harsh and 
critical toward the self).

I note, incidentally, that envy might account for my therapist's lack of empathy for my 
emotional distress in situations where I talk about my dissatisfaction with her work.  
Neurological research demonstrates that neural pathways for empathy are blocked in the 
brains of test subjects when they are shown pictures of higher status persons in 
distressing situations.  Researchers think reduced empathy toward superior people is 
linked to how they make us feel bad about ourselves.  Feng, C., et al., “Social Hierarchy 
Modulates Neural Responses of Empathy for Pain.”  I offer the tentative thought: 
perhaps my therapist's feeling at this session that I was simply criticizing her aroused her
envy, which blocked her ability to process my distress.  She shows a pattern of framing 
my legitimate concerns about her work as an attack on her and redirects the discussion 
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to her own feelings of distress when I question the value of her therapy technique.

My contemporaneous notes record the following exchange that took place during a 
session in October 2019.  In the following text, note that my therapist ignores the 
emotional distress I express about her work; redirects the discussion to her own distress 
(“You are mean to me” and “You have a mean streak”); then proceeds to displace our 
dyadic therapy relationship onto my earlier interactions in a hostile workplace 
environment and seems to identify with coworkers who harassed me, possibly out of 
envy.  At the present session (January 23) I read to the therapist Dr. Caligor's description 
of her therapy technique.  At the earlier October 2019 session I opened the session by 
reading from a text by Sidney Blatt, M.D. about introjective patients.

The text reads:

Patient enters the therapist’s office carrying a book. It is a copy of the Psychoanalytic 
Study of the Child that includes a paper by Sidney Blatt that discusses anaclitic and 
introjective pathology. The paper is titled, “Levels of Object Representation in Anaclitic 
and Introjective Depression.”

Patient:  I wonder what we are doing here. To me, you seem very interpersonally 
oriented in your work. And I wonder if that addresses my problems. You know, I 
struggle with issues that are not specifically interpersonal. I am so self-critical. It goes 
on all the time in my head. It never stops. I am a perfectionist. I am obsessed with 
performance and achievement. It was important to me to write my books. I look on that 
as an achievement. I don’t think about social relations. About doing social stuff. I am 
preoccupied with my inner world. And I don’t think your work addresses that. 
Everything here relates to me and other people. I remember back in June talking about 
my sense of elation about the upcoming summer solstice and you said, “Perhaps you are 
concerned about the length of our sessions. You talk about the solstice because you 
would like your sessions to be longer.” And I said, “What I was thinking about was the 
idea of time standing still – and the idea of the Faustian moment, the Augenblick [my 
therapist knows some German] — a moment of bliss that would last forever.”  I didn’t 
think my comments about the solstice related to you and me. I’m always thinking about 
me, not about you and me. I don’t see the world in those terms. Those relational terms. 
With me everything centers on my inner world. I was reading a paper by Sidney Blatt. 
He talks about anaclitic and introjective personalities. Based on his description I think I 
have a classic introjective personality. Let me read you just one paragraph. It’s the first 
paragraph of a section that talks about introjective personalities. That’s all I’ll read. I 
don’t think we ever touch on the things that he talks about. The things that he talks about
are the things that relate to me specifically, I think. These particular psychological 
issues. Here, this is what he said:

Patient proceeds to read the paragraph and becomes angry as he points out every issue 
that he feels the therapist has not addressed in the therapy. The patient offers an angry 
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and detailed lecture, based on psychoanalytic theory, concerning the therapist’s work. 
He seems determined to make her feel incompetent.

The therapist responds angrily. She proceeds to talk about how the patient picks fights 
with her, how he has been mean to her, how he wants to have his own way,
how he acts as if he is the only person in the room. There is a personal quality to
the therapist’s angry comments. She does not address how the patient’s
presentation relates back to his introjective pathology: namely, the patient’s
projection of angry internal objects onto the therapist. The therapist does not
address the patient’s obvious feelings of frustration about the therapist’s technique
and theoretical orientation and his feeling that the therapist seems determined to
force an object relations orientation onto him rooted in Klein – Betty Joseph – and
Bion that the patient feels does not address his needs. The back-story is that the
patient was seeing the therapist twice per week and had several times asked to see
her only once per week. The therapist repeatedly insisted that the patient see her
twice a week and devalued him when he requested a reduction in scheduled
hours. “Your previous therapist said you were a freak,” she said. “Didn’t you tell he me 
he said you were a freak?” [note the displacement]

The therapist proceeds to make an attempt at a transference interpretation as follows–

THERAPIST: The way you were mean to me probably accounts for why you had 
problems with your coworkers.

In fact, the patient was an outstanding employee who was a target of workplace 
mobbing. His supervisor was a known racist. The employer admitted in litigation that 
there was evidence of antisemitism in the supervisor’s department.  The mobbing 
literature cites traits found in many mobbing victims that accounts for their 
interpersonal difficulties.

These traits appear to apply to the patient: “Those targeted are often people who 
threaten the organizational stasis; and, the most common characteristics identified as 
reasons for being targeted are refusing to be subservient (58%), superior competence 
and skill (56%), positive attitude and being liked (49%), and honesty (46%) (Namie & 
Namie).” Sloan, L.M., et al., “A Story to Tell: Bullying and Mobbing in the Workplace.”
Adams and Field believe that mobbing is typically found in work environments that have
poorly organized production or working methods and incapable or inattentive 
management and that mobbing victims are usually “exceptional individuals who 
demonstrated intelligence, competence, creativity, integrity, accomplishment and 
dedication.” The patient had been by described by his employer as being “as close to 
the perfect employee as it is possible to get” and an individual who “inspired his 
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coworkers.”

[the quoted text concludes:]

It is striking that the “transference” issue here is actually a counter-transference issue. 
The therapist, in her anger, identifies with those persons in the patient’s environment 
who had abused him. In this way the therapist rationalizes her anger toward the patient 
and rationalizes the behavior of his coworkers toward him. The therapist also failed to 
address the authority struggle here. Previously, she stated several times, “I am the 
analyst,” seeming to assert her authority but she has never bothered to explore the 
psychological meaning of the patient’s “refusal to be subservient” in the workplace and 
in therapy.

[end of quoted text about October 2019 session]

In yet another therapy session that took place on August 2, 2019 a parallel situation  
arose.  Recall that at the present session (January 23, 2020) my therapist said, “You are 
trying to make me feel what you felt in your relations with your parents.”  At the earlier 
August 2019 session my contemporaneous notes record that she said, “You did to your 
[previous] therapist what your employer did to you.”   At that session I told my therapist 
that I had filed a complaint against my previous therapist with the Social Work 
Disciplinary Board.   My therapist refused to read said complaint and I never talked 
about the reason for the complaint.  The therapist directed her attention only to the 
process issue of “complaining about a therapist” rather than consider the content or 
merits of the complaint, which didn't seem to interest her.

In the following contemporaneous notes I compare my therapist's conduct to a 
recognized dynamic found in antisemitism.  My purpose was not to expose an 
antisemitic bias by my therapist.  Rather, my aim was to show that the therapist's 
statement “You did to your [previous] therapist what your employer did to you” parallels
a recognized neurotic dynamic and that that neurotic dynamic might in fact be an 
emotionally significant unconscious schema for the therapist that she projects onto me.  
My aim was to hint at a possible countertransference interpretation of the therapist's 
statement, “You did to your [previous] therapist what your employer did to you.” 

The text describing the August 2, 2019 session reads:

My therapist said to me, “You did to your [previous] therapist what your employer did to
you.”  This statement is an example of the therapist confabulating facts to allow her to 
fit these “facts” into her internal schema of me as an aggressive (“violent”) bad object. 
The fact is that my employer lied about the reasons for my job termination and later filed
an apparently perjured Response with a District agency alleging that it had determined 
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that I was mentally unfit for employment and that I posed a direct threat in the 
workplace (the employer alleged that I was “potentially violent”). Perjury is a criminal 
act; it is a felony. The allegations I made in the ethics complaint against my last therapist
were factual. In point of fact, I did not do to my therapist what my employer did to me. 
My employer lied about me but I did not lie about my previous therapist.  What is 
striking is that the dynamic that my therapist offered (“You did to your therapist what 
your employer did to you”) is classic antisemitism. One antisemitic stereotype is that 
Jews are hypocrites: “They complain about other people, but they act the same way.” 
See, Grunberger, B. “The Anti-Semite and the Oedipal Conflict.”  Grunberger writes: 
“The Jew represents the father, and from that perspective we can understand the various 
aspects of the anti-Semite’s behavior. We understand, for example, why the Jew excites 
so much attention, why his conduct must be perfect, and why his slightest moral 
weakness is exaggerated by the anti-Semite who would remain utterly indifferent, even 
approving or amused before the most shameful actions and moral turpitudes perpetrated 
by non-Jews. He reminds us of the adolescent at the climax of his Oedipus conflict, 
forgiving nothing in his parents and on the look-out for the slightest fault in their moral 
conduct, and particularly in respect to the father, as though he would say: ‘Look at 
yourself, you who preach morals to me and wish to criticize me at every moment.'” “The
Anti-Semite and the Oedipal Conflict (emphasis added).”  The observation that “the Jew
represents the father” might provide a window into my therapist’s countertransference 
(emphasis added). Is it possible that she sees me as her father? I wonder about my 
therapist’s repeated — and factually unsupported [] — references to me committing 
“acts of violence” against others. Are the therapist’s factually distorted attributions to me
related to the therapist’s own primal scene concerns: “Daddy, I know what you do to 
mommy in your bedroom.  You commit acts of violence against mommy!”

[end of quoted text of August 2, 2019 session]

At three sessions my therapist has used a variation of the neurotic schema, “Look at 
yourself, you who preach morals to me and wish to criticize me at every moment.”

1.  You complain about the way your parents treated you, but you treat me the same way 
(January 23, 2020);

2.   You complain about your employer, but you treated your previous therapist the same 
way (August 2, 2019); and

3.   You complain about your coworkers, but you treat me the same way (October 2019).
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1. Possible Transference/Countertransference Enactment

I served as the identified patient in my family; family members designated me the black 
sheep. The identified patient is the person in a dysfunctional family who was 
unconsciously, or sometimes consciously, selected to lay blame upon to draw attention 
away from the family's true inner conflicts, true problem behaviors, and their 
perpetrators. The identified patient is a diversion and a scapegoat. This person is "the 
split-off" false carrier of a breakdown in the entire family system, which may be a 
transgenerational disturbance or trauma.  Rudnytsky, P.L., Reading Psychoanalysis.

I have had serious interpersonal difficulties in two places of employment where I served 
a scapegoat role.  The term Identified Patient is also used in the context of organizational
management, in circumstances where an individual becomes the carrier of a group 
problem where, through projective identification, unwanted parts of the "group-as-a-
whole" are split off and projected into a scapegoat.  Individual history can prime an 
individual to receive a certain type of group projection. Individuals, for example, who 
have been designated as black sheep in families may be predisposed to become 
scapegoats in groups.  Hazell, C., Imaginary Groups.

Might we conjecture that I bring Identified Patient dynamics into the dyadic therapy 
relationship where transference-countertransference enactment recapitulates early 
conflicts in my family, just as, perhaps, I brought Identified Patient dynamics into the 
workplace?

In carrying out transferential enactments, clients assign to themselves and their therapist 
roles specific to past experiences that have remained conflictual and thus carry 
heightened affect. They “intend” to play a part and have their therapist play a related one
for various reasons, some of which might overlap.  They are usually revisiting the past 
in order to have it turn out better.  Where the therapist unconsciously colludes with the 
patient's enactment or unconscious life-script, a complementary transference-
countertransference arises.  Schaeffer, J.A., “Double Edged Swords: Improving Therapy 
Through Interpretation.”

Countertransference enactment is often a matter of therapists’ participating in the acting-
out of clients’ transference. Therapists unconsciously collude with clients in mutual 
projective identification organized primarily around clients’ unresolved conflicts. Id.

Countertransference enactment can also be a matter of therapists’ own unresolved 
conflicts. Those with narcissistic conflicts, for instance, might repeatedly insist that they 
are right.   Id.  I once said to my therapist: "You state your comments with too much 
certainty."  She replied: "Of course I speak with certainty.  I'm a psychoanalyst!"  Those 
with aggressive conflicts might act belligerently. Id.  My therapist has several times 
repeated comments of a previous therapist: "He said you were a freak.  He said you were
a buffoon."  My therapist became abusive when I told her I wanted to change my 
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schedule from twice per week to once per week sessions; I recall her saying, “You want 
to fuck everything up.”  Those with unresolved security conflicts might be dogmatic. Id.
My therapist is dogmatic in emphasizing here-and-now transference interpretation 
regardless of my therapeutic best interests and research that indicates that the use of 
transference interpretation needs to be tailored to the needs of individual patients.  See, 
e.g., Levy, K. and Scala, J.W., "Transference, Transference Interpretations, and 
Transference-Focused Psychotherapies."  Cf., Werbart, A., "Matching Patient and 
Therapist Anaclitic–Introjective Personality Configurations Matters for Psychotherapy 
Outcomes."

At other times, countertransference enactment can be a matter of therapists attempting to
counteract their own weaknesses. Those who are indecisive, for instance, may 
exaggerate their open-mindedness. Id.  When I complained that my therapist responded 
with hostility when I criticized her, she replied: "I welcome criticism."  Yet, as we see at 
this session when I compared her professional work with that of Eve Caligor, M.D., she 
attributed my comments to defenses and character pathology notwithstanding the fact 
that my critique was a legitimate request that my therapist explain and justify her 
conversational manner, lack of analytic abstinence, and her hostility to free association 
(or as my therapist has called it, "getting lost in the woods").  On one occasion my 
therapist said I was being "mean" to her and that I had a "mean streak" after I raised 
questions about her work based on Sidney Blatt's research on introjective personalities.  
When I criticize my therapist she invariably focuses exclusively on my act of criticism 
(a process issue) as if she were intentionally avoiding the content of my criticism, which 
is almost always based on published research about therapeutic technique.

Thomas Ogden thinks of countertransference enactment as a powerful non-verbal 
“interpretation” being unconsciously conveyed to clients.  Id.

Countertransference enactment has been identified as an unconscious means of either 
indulging or punishing clients.   Therapists unwittingly indulge clients by “caressing” 
them with words in order to quiet their own negative feelings.   Id. At a recent session, 
my therapist praised my "creativity," told me that I was a "worthwhile person," and that I
worked hard at trying to understand myself.  My therapist once said, "I like your writing 
style," praise that now seems shallow given that she now often refuses my letters. On 
one occasion when I said that I had accomplished little in life (I have two law degrees, 
but never practiced law and have lived on disability for much of my adult life), she 
replied: "You undervalue your accomplishments."  Therapists may speak in soft tones or 
assure clients that all things are passing.  Id. Not infrequently, my therapist offers her 
comments in a nearly inaudible voice; I find myself having to ask her to repeat what she 
has said.  Similarly, therapists try to divert clients from painful countertransference-
causing conflictual material by directing attention to non-countertransferential material. 
Id.

My basic point is that there is substantial reason for my therapist to think about how I 
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bring Identified Patient dynamics into the therapy relationship by inducing her, through 
my projective identification, to repeat early relations in my family in which I served as a
carrier for the warded off mental contents of family members.  

Melanie Klein's thinking about the repetition compulsion might be read to clarify the 
role of projective identification in transference-countertransference enactment, 
specifically as it relates to the patient inducing the therapist to play a role in the patient's 
life script.  Might the following dynamics help explain the process whereby a patient 
with Identified Patient dynamics induces the therapist to recapitulate the roles played by 
family members in a dysfunctional family in which the patient served as a container for 
family members' warded off mental contents?  Greenberg and Mitchell write: "Early 
internal objects of a harsh and phantastic nature are constantly being projected onto the 
outside world. Perceptions of real objects in the external world blend with the projected 
images. In subsequent reinternalization the resulting internal objects are partially 
transformed by the perceptions of real objects. Klein suggests that the early 
establishment of harsh superego figures actually stimulates object relations in the real 
world, as the child seeks out allies and sources of reassurance which in turn transform 
his internal objects. This process is also the basis for the repetition compulsion, which 
involves a constant attempt to establish external danger situations to represent internal 
anxieties. To the extent to which one can perceive discrepancies between internally 
derived anticipations and reality, to allow something new to happen, the internal world is
transformed accordingly, and the cycle of projection and introjection has a positive, 
progressive direction. To the extent to which one finds confirmation in reality for 
internally derived anticipations, or is able to induce others to play the anticipated roles, 
the bad internal objects are reinforced, and the cycle has a negative, regressive 
direction.” Object Relations in Psychoanalytic Theory at 132 (Cambridge: Harvard 
University Press, 1983) (emphasis added).

The Kleinian analyst Betty Joseph writes that analysis of the therapist's 
countertransference is vital.   “Countertransference, the feelings aroused in the analyst, 
like transference itself, was originally seen as an obstacle to the analytic work, but now, 
used in this broader sense, we would see it, too, no longer as an obstacle, but as an 
essential tool of the analytic process.”  Joseph, B., “Transference: The Total Situation.” 

My therapist's consideration of her countertransference would require her to have insight
into her own unconscious mental life, her possible use of projective identification, and 
her unconscious scapegoating behaviors.  But that would require the therapist's integrity 
and technical competence.  Note that my therapist has not completed her analytic 
training.  Note also that at this session there was a suggestion of the therapist's lack of 
professional integrity.  She attributed my legitimate criticism of her work to my 
defensiveness despite the fact that the literature recognizes that there is a reality basis to 
transference – "that some of it is reality based."  Levy, K. and Scala, J.W., "Transference,
Transference Interpretations, and Transference-Focused Psychotherapies."  My therapist 
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consistently refuses to acknowledge the possibility that her technique does not match my
therapy needs and consistently attributes my critiques to defensiveness and character 
pathology.

For example, research shows that the use of free association is important in the 
psychodynamic treatment of introjective personalities.  Blatt and Shahar point to the fact
that modalities that eschew free association have been found to be effective with 
anaclitic patients because they provide a supportive therapeutic context that contains the 
associative activities and maladaptive interpersonal schemas of these more affectively 
labile, emotionally overwhelmed, and vulnerable patients.  Free association, by contrast, 
facilitates the development of adaptive interpersonal schemas and the decrease of 
maladaptive ones in introjective patients because the explorations and interpretations 
based on  free  association may more effectively engage these more distant, well-
defended, and interpersonally isolated individuals.  The value of free association is 
consistent with clinical observations and expectations, as well as with recent findings by 
Fertuck et al. that therapeutic progress in seriously disturbed treatment-resistant anaclitic
inpatients was significantly associated with a reduction in referential activity, while 
progress in introjective patients was significantly associated with its increase.  Blatt, S.J.
and Shahar, G., "Psychoanalysis—with Whom, for What, and How? Comparisons with 
Psychotherapy."  How can my therapist justify her non-use of free association and at the 
same time adamantly hold the position that my criticism of her work is simply rooted in 
defensiveness and character pathology?  Does my therapist's response to my criticisms 
suggest her lack of professional integrity and limitations in her technical competence? 

Malcolm argues that Merton Gill’s overemphasis on here-and-now interpretation of the 
transference leaves little room for free association and psychoanalytic exploration of the 
unconscious. She says Gill doesn’t allow enough silence: “The analysis remains frozen 
in the present.”  Malcolm, J. “The Patient Is Always Right.”

Additional note: The possibility of transference-countertransference enactment in my 
treatment, in which I induce my therapist to play a role in my life script, might make 
analytic abstinence all the more advisable.  Eric Berne, M.D. saw analytic frustration as 
a means of avoiding playing a part in the patient's life script.  Berne, E., What Do You 
Say After You Say Hello?   How does my therapist justify her disinterest in the value of 
analytic abstinence in working persons with my personality problems?

2. Might Injudicious Use of Transference Interpretation Promote Guilt in an 
Introjective Patient? -- Might Injudicious Use of Transference Interpretation 
Exacerbate Resistance in a Patient with a Strong Fear of Engulfment?

By definition the introjective person employs the defense of identification with the 
aggressor by introjecting or identifying with the aggressor, with a proclivity to assume 
responsibility and blame and to be harsh and critical toward the self.  I am concerned 
about my therapist's use of transference interpretations, some of which she terms 
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"poignant interpretations," such as,  "your behavior was violent," "your behavior was an 
act of violence," “you are expelling,” “you devalue me,” “you are mean to me,” “you 
fragment things,” "your thinking is idiographic and not symbolic," "you are engaging in 
pre-splitting," "you don't want me to have my own mind," "you don't want me to have 
my own thoughts," "I feel you suck the air out of the room," "you're not the only person 
in the room," "you are attacking links," “you are destroying knowledge," etc.   Might 
inexpert transference interpretations promote guilt or self-criticism in a pathologically 
introjective patient?   

I am concerned about the adverse effects of transference interpretations that are based on
my therapist's intuition rather than on the hard evidence of my material.  I once told my 
therapist that it seemed that some of her observations about me were based on 
insubstantial material.  I pointed out that a previous therapist, Stanley R. Palombo, M.D.,
an experienced psychoanalyst who wrote a book about psychoanalytic technique (The 
Emergent Ego: Complexity and Coevolution in the Psychoanalytic Process), seemed to 
hold off in offering an interpretation until an opportune time and until he had confidence
in the interpretation's reliability.  My therapist replied: "Some analysts do that.  I don't.  
I'm not concerned with accuracy."  I have the impression my therapist offers comments 
willy-nilly when an idea happens to pop into her head and I assume many of her 
comments are not based squarely on my clinical material but on the fact that, in her 
mind, the interpretation just happens to "feel right."  I am not in a position to judge the 
advisability of my therapist's technique, which might be legitimate.  I read that Kleinian 
analysts—my therapist has called herself a Kleinian—are not concerned with analyst 
verbosity or the timing of interventions.  But I question the advisability of my therapist's
technique in the treatment of an introjective patient who struggles with a tendency to 
introject negative evaluations.  Levy and Scala cite evidence that transference 
interpretation should be tailored to the patient's personality.  Thus, for example, "[f]or 
those with more interpersonal difficulties or cluster C problems [anxious, fearful, 
dependent], high levels of transference interpretations may result in poorer outcome or 
less reduction in interpersonal problems, particularly for those with weaker alliance."  
Werbart writes about “psychoanalytic psychotherapy”: "Different patients require not 
only different treatments but also different therapeutic relationships . . . . These findings 
suggest the importance of the therapists’ early adjusting their orientation on relatedness 
[anaclitic] or self-definition [introjective] to their patients’ predominant personality 
configuration in order to enhance treatment outcomes." Werbart, A., "Matching Patient 
and Therapist Anaclitic–Introjective Personality Configurations Matters for 
Psychotherapy Outcomes."

Even Betty Joseph, a Kleinian analyst, seems to suggest that transference interpretation 
needs to be tailored to the patient's individualized personality.  “. . . that movement and 
change is an essential aspect of transference—so that no interpretation can be seen as a 
pure interpretation or explanation but must resonate in the patient in a way which is 
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specific to him and his way of functioning; that the level at which a patient is functioning
at any given moment and the nature of his anxieties can best be gauged by trying to be 
aware of how the transference is actively being used; that shifts that become visible in 
the transference are an essential part of what should eventually lead to real psychic 
change.” Joseph, B., “Transference—The Total Situation.”

Betty Joseph's comments notwithstanding, might Kleinian technique in certain respects 
be counter-therapeutic for some types of patients?  

Werbart, though not referring specifically to transference interpretation, states that 
introjective pathology responds best to classical analytic technique:  "The introjective 
configuration is connected with excessive demands for achievement and perfectionism, 
and with attachment avoidance unlike the anaclitic configuration which is connected 
with difficulties in close relationships and attachment anxiety. Introjective depression, 
based on the sense that “I am a failure,” responds to classical psychoanalysis, with the 
therapist as a listener, helping to elicit growth in an independent sense of self.  Anaclitic 
depression, based on the feeling that “I am not worthy of love,” is effectively treated by 
a more assertive therapist, guiding the formation of relationships. Werbart, A. "Matching
"Matching Patient and Therapist Anaclitic–Introjective Personality Configurations 
Matters for Psychotherapy Outcomes."  Blatt and Shahar's conclusions about the value 
of classical analysis in the treatment of introjective patients might, perhaps, carry 
implications about the advisability of classical transference interpretation in such 
individuals.  The authors state: "[Classical psychoanalysis] was found to contribute 
significantly to the development of adaptive interpersonal capacities and to the reduction
of maladaptive interpersonal tendencies, especially with more ruminative, self-
reflective, introjective patients, possibly by extending their associative capacities. 
[Therapies that eschew free association], by contrast, [were] effective only in reducing 
maladaptive interpersonal tendencies and only with dependent, unreflective, more 
affectively labile anaclitic patients, possibly by containing or limiting their associative 
capacities."

The following text raises a concern in my mind that the injudicious use of transference 
interpretation might promote guilt in introjective patients.  The passage perhaps also 
raises a question about the value to an introjective patient of a therapist's focus on 
psychotic anxieties grounded in her understanding of Klein and Bion rather than on the 
higher level ego functions associated with the relative maturity of introjective patients.

Blatt writes: "In introjective depression there is a higher level of ego development [than 
in anaclitic depression], and object relations are at the later stages of separation and 
individuation. The major defense, rather than denial, is introjection or identification with
the aggressor, with a proclivity to assume responsibility and blame and to be harsh and 
critical toward the self. Object relations extend beyond need satisfaction, and the 
cathexis of and involvement with the object persist independent of frustration and 
gratification. There are concerns about receiving love and approval from the object, and 
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there are also concerns about the object’s response to and acceptance of one’s feelings of
love for the object. The relationship is highly ambivalent, and the person is unable to 
resolve and integrate the contradictory feelings. There are attempts to retain the object 
and its potential love and approval through introjection, and the struggles which 
originally were between the person and the ambivalently loved object come to exist 
primarily within the person. The representations of the object are more differentiated, 
but are based on repetitive, drive-laden interactions with the object and on distorted, 
exaggerated, and contradictory part properties and features of the object. Since these 
representations are usually based on the ambivalent, hostile, and aggressive aspects of 
the object relationship, the internalizations result in feelings of doubt, self-criticism, and 
guilt. The continual negative self-judgments and guilt, as well as the exaggerated and 
overstated representations, serve to maintain contact with the object in a vivid and 
hypercathected way. Object and self-representations are at a somewhat higher 
developmental level in introjective depression [than in anaclitic depression], as indicated
by the fact that guilt requires some sense of self, a capacity to be self-reflective, and 
some appreciation for sequences of causality, both in assuming responsibility for an act 
and in considering alternate modes of atonement and reparation. Blatt, S.J. "Levels of 
Object Representation in Anaclitic and Introjective Depression."

Engulfment Fears

I am an introjective patient with strong fears of maternal engulfment.  Might a therapy 
technique that reduces virtually everything a patient says to transference and that ignores
extra transference conflict promote rather than lessen engulfment fears and negative 
transference in an introjective patient?   At a session in mid-June I talked about my 
fascination with the summer solstice.  My therapist intervened: "Maybe you are really 
talking about your desire that your sessions be longer."  In fact, I can trace my interest in
the summer solstice at least back to age 18 when I was in college.   In the spring of 1972
I took an English course in which we read Fitzgerald's novel, The Great Gatsby. I had 
underlined and inserted an asterisk next to the text:  "Do you always watch for the 
longest day of the year and then miss it? I always watch for the longest day in the year 
and then miss it."  I loved The Great Gatsby; I was enthralled by Nick Carraway's 
idealization of his friend, Jay Gatsby, about whom Carraway writes:  “If personality is 
an unbroken series of successful gestures, then there was something gorgeous about him,
some heightened sensitivity to the promises of life, as if he were related to one of those 
intricate machines that register earthquakes ten thousand miles away.”  In some sense, 
Gatsby was Carraway's imagined twin.  See section 4, below.

Further, I am concerned about my therapist's creation of a double-bind situation.  
A double bind is a dilemma in communication in which an individual receives two or 
more conflicting messages, with one negating the other. In some circumstances 
(particularly families and relationships) this might be emotionally distressing. This 
creates a situation in which a successful response to one message results in a failed 

13



response to the other (and vice versa), so that the person will automatically be wrong 
regardless of response. The double bind occurs when the person cannot confront the 
inherent dilemma, and therefore can neither resolve it nor opt out of the situation.  

A double bind situation arises in my therapy, in my opinion, from my therapist's 
(possibly defensive) need (see section 3, below), on the one hand, to inflexibly use a 
transference interpretation technique that inescapably promotes my engulfment fears 
and, at the same time, her need to comply with the demands of her narcissism that 
require her to censor the expression of negative feelings about her.  Thus, when I 
complained, "I feel you suck the air out of the room," she countered unproductively: "I 
feel that you suck the air out of the room."  When I state negative feelings about her she 
almost invariably frames my comments as projections rather than explore the extra 
transferential sources of my distress: that is, as a revival of a past conflict.  I have two 
options which cancel each other out, namely, silently endure my distressed feelings of 
engulfment, or speak of them and risk being accused of engaging in an unfair attack 
(“You are doing to me what your parents did to you” or “you did to your last therapist 
what your employer did to you,” “you are being mean to me,” or “you devalue me,” or 
“you are attacking links,” or “you are destroying knowledge,” etc.).

3.  A Therapist's Possible Defensive Use of Transference Interpretation

Might an anaclitic therapist fail to appreciate the limits of transference interpretation 
because of her psychological struggles centering on issues of relatedness?  The 
legitimacy of my therapist's technique notwithstanding, I am struck by the fact that at 
times my therapist's technique seems indistinguishable from the confession of a 
dependent, self-absorbed patient: "I need you to think about me and only me.  I need to 
be the center of your universe.   I need to see myself in everything you say because I 
need to believe that I am always in your thoughts."  

I see an almost fetishistic or ritualistic quality to my therapist's transference work. She 
seems almost to feel viscerally threatened when I question her transference work, as if it 
satisfies some deeply personal and defensive need.   She is unable to acknowledge the 
drawbacks of the indiscriminate use of transference interpretation as well as the 
requirement that transference interpretation must, as Betty Joseph states, resonate in the 
patient in a way which is specific to him and his way of functioning.  What is the 
appropriate transference interpretation of a patient's criticism in a case where the patient 
shows a low level of internalization, that is, where the struggles between the person and 
the ambivalently loved object continue to exist primarily outside the person, versus the 
appropriate transference interpretation of a patient's criticism in a case where the patient 
shows a high level of internalization, that is, where the struggles which originally were 
between the person and the ambivalently loved object come to exist primarily within the 
person?  Is a reliance on "here and now" interpretations (modeled on the work of 
analysts like Betty Joseph) optimally beneficial for an introjective patient?  Or might 
classical transference interpretation be optimally beneficial?  Is extra transference 
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interpretation optimally beneficial for introjectives or is it not?  

At least one authority supports the view that a therapist's concentration on “here-and-
now” transference interpretation can be defensive.  Thomas Szasz points out that 
transference analysis privileges the analyst’s view of reality and may involve judgments 
about the patient’s view of reality, which may or may not be shared by the patient. 
Furthermore, analysis of transference can be a defensive maneuver for the therapist, 
protecting her from the impact of the patient’s personality.  Szasz, T., “The concept of 
Transference.”

My therapist is oblivious to the requirement that therapy be evidence-based, and I have 
the sense that she has chosen precisely that type of transference work that allows her to 
rationalize her defensive needs, which seem to involve relatedness issues, just as she 
makes transference interpretations that will preserve her narcissistic integrity.  I 
conjecture that in her transference work she has found an adaptive niche for her 
defensive relatedness needs even as she has found in the psychoanalytic lexicon a 
veritable and unassailable “morality of distinction.”  See, Horney, K., New Ways in 
Psychoanalysis (quoting Nietzsche).

Klein wrote that an analyst must tackle a patient's negative transference first (in my case,
the expression of criticism), before progress can be made in the development of a 
positive transference.   And I might add that in order to tolerate and analyze a patient's 
negative transference calls for an analyst who truly thinks well enough of herself and her
own goodness that she is not dependent upon the goodness and cooperativeness of the 
patient in order for such a positive self-perception to be confirmed, and in order for her 
to continue to function analytically.    I am not at all convinced that my therapist truly 
thinks well of herself.  When a patient says, “I feel you suck the air out of the room,” 
and the therapist responds, “I feel you suck the air out of the room,” that therapist does 
not think well of herself. 

4.  Speculations: A Kleinian Framework for My Critical Attitude toward My 
Therapist

Applying a Kleinian framework, my critical attitude toward my therapist can be seen as 
persecutory; that seems obvious. Applying a Bionian schema we might interpret my 
critical attitude as “an envious attack on her thinking or on the links that might render 
her communications meaningful and relevant.” 

But can my insistent criticism of my therapist be viewed also as an expression of 
depressive anxiety?

Twinship and the Idealized Good Object

To what extent is my dissatisfaction with my therapist related to my perception that she 
is unable to serve as an object who might be able to understand and transform my 
inchoate experiences?  Is it possible that the affect underlying my criticism of her is 
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loneliness?  Is my preoccupation with psychoanalytical exploration of my personality 
through free association linked to my desire to be understood by the good object, a 
longing to regain the “un-understood and split off” parts of myself, the idealized parts?  

Klein writes: “The longing to understand oneself is also bound up with the need to be 
understood by the internalized good object. One expression of this longing is the 
universal phantasy of having a twin . . . . This twin figure [] represents those un-
understood and split off parts which the individual is longing to regain, in the hope of 
achieving wholeness and complete understanding; they are sometimes felt to be the ideal
parts. At other times the twin also represents an entirely reliable, in fact, idealized 
internal object.” Klein, M., “On the Sense of Loneliness.” 

The Sense of Awe 

I often succumb to intense feelings of awe.  A sense of awe is a prominent feature of my 
dreams.  Thus in one dream: Beethoven and I are alone in a room. We talk about music. 
I feel awe, enthrallment and narcissistic elation talking to Beethoven.  In another dream:
I find myself in Greensboro, North Carolina  [and] I am filled with feelings of awe . . . “ 

Bion provides an avenue to understanding my feelings of awe as they relate to my 
critical attitude toward my therapist.  We need to ask: Does my critical attitude toward 
my therapist—my disappointment in her and my hostility toward her—represent a 
struggle centering on my search for “an outlet for feelings of reverence and awe?”

The following is an excerpt from a paper by Judith L, Mitrani, Ph.D.: “Unbearable 
Ecstasy, Reverence and Awe, and the Perpetuation of an ‘Aesthetic Conflict’.” Dr. 
Mitrani is Training and Supervising analyst of The Psychoanalytic Center of California 
in Los Angeles. 

“The psychoanalyst Wilfred Bion describes a patient whose attacks on him in analysis, 
which centered on the patient’s feelings of disappointment and hostility, did not 
constitute an attack on the ‘good breast’ or the analyst’s good interpretations. Neither did
Bion seem to see the patient’s fragmented presentation as the result of an envious attack 
on thinking or on the links that might have rendered his communications meaningful and
relevant. Instead, Bion appears to conclude that his patient was attempting to have an 
experience of an object who might be able to understand and transform the inchoate 
experiences of the as-yet-unintegrated-baby-he and was therefore seeking the realization
of his preconception of an object who could contain these experiences as well as his 
innate capacity for love, reverence, and awe. 

In a paper read at a scientific meeting of the Los Angeles Psychoanalytic Society in 
1967, Bion described an encounter with one patient who came to him after a previous 
analysis from which he had benefited, but with which he was nonetheless dissatisfied. At
first Bion expected to find greed at the bottom of this patient’s distress, but it soon 
became clear to him that there was something else going on. Bion described his patient’s
outpourings, which were so fragmented ‘that they would have required an omniscient 
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analyst to sort out and make sense of.’ Bion’s interpretations were either labeled 
‘brilliant’ or they were met with extreme disappointment and hostility to the point of 
depression. He finally concluded that:  

There is a great difference between idealization of a parent because the child is in 
despair, and idealization because the child is in search of an outlet for feelings of 
reverence and awe. In the latter instance the problem centers on frustration and the 
inability to tolerate frustration of a fundamental part of a particular patient’s make-up. 
This is likely to happen if the patient is capable of love and admiration to an outstanding
degree; in the former instance the patient may have no particular capacity for affection 
but a great greed to be its recipient. The answer to the question — which is it? — will 
not be found in any textbook but only in the process of psycho-analysis itself. 

In his customary style, Bion avoids saturating his concepts, leaving them somewhat 
ambiguous, and thus allowing us the freedom to use our own capacity for ‘imaginative 
conjecture’ to fill in the blanks, so to speak. I will yield to the temptation to do so with 
the understanding that the reader may draw his or her own conclusions, which may very 
well differ from my own. I think Bion seems to be saying that, in this instance, he had 
met with a patient for whom Melanie Klein’s theory of envy did not apply. Indeed he 
seems to be making it clear that he did not see his patient’s disappointment and hostility 
as constituting an attack on the good breast or the analyst’s good interpretations. Neither 
did he seem to see the patient’s fragmented presentation as the result of an envious 
attack on thinking or on the links that might have rendered his communications 
meaningful and relevant. 

Instead, Bion appears to conclude that his patient was attempting to have an experience 
of an object who might be able to understand and transform the inchoate experiences of 
the as-yet unintegrated-baby-he and was therefore seeking the realization of his 
preconception of an object who can contain these experiences as well as his innate 
capacity for love, reverence, and awe. I would put forward here that the containing 
capacity, initially found and felt to be located in this type of external object — when 
introjected — leads to the development of an internal object capable of sustaining and 
bearing feelings of ecstasy and love; an object that might form the basis of the patient’s 
own self-esteem. This aim certainly calls for an analyst who truly thinks well enough of 
himself and his own goodness that he is not dependent upon the goodness and 
cooperativeness of the patient in order for such a positive self-perception to be 
confirmed, and in order for him to continue to function analytically.” 

A Desperate Struggle Centered on Restoring the Internalized Good Object

Is my critical attitude toward my therapist based on my sense of her as a revival of my 
infantile sense of my mother as having been reduced to a state of dissolution resulting 
from my sadism: a struggle involving my imperative need to restore her to a state of 
wholeness?  Am I trying to do away with the “bad bits” and restore the “good bits?”  Am
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I attempting to perfect my therapist?  Am I attempting to restore my therapist's 
wholeness? See, Klein, M., “A Contribution to the Psychogenesis of Manic-Depressive 
States.” See also, Searles, H.F., “The Patient as Therapist to his Analyst.”

Klein writes: “It seems to me that only when the [infant’s] ego has introjected the object 
as a whole and has established a better relationship to the external world and to real 
people is it able fully to realize the disaster created through its sadism and especially 
through its cannibalism, and to feel distressed about it. This distress is related not only to
the past but to the present as well, since at this early stage of development the sadism is 
in full swing. It needs a fuller identification with the loved object, and a fuller 
recognition of its value, for the ego to become aware of the state of disintegration to 
which it has reduced and is continuing to reduce its loved object.

The ego finds itself confronted with the psychical fact that its loved objects are in a state
of dissolution—in bits—and the despair, remorse and anxiety deriving from this 
recognition are at the bottom of numerous anxiety-situations. To quote only a few of 
them: There is anxiety how to put the bits together in the right way and at the right time; 
how to pick out the good bits and do away with the bad ones; how to bring the object to 
life when it has been put together; and there is the anxiety of being interfered with in this
task by bad objects and by one’s own hatred, etc. 

Anxiety-situations of this kind I have found to be at the bottom not only of depression, 
but of all inhibitions of work. The attempts to save the loved object, to repair and restore
it, attempts which in the state of depression are coupled with despair, since the ego 
doubts its capacity to achieve this restoration, are determining factors for all 
sublimations and the whole of the ego-development. In this connection I shall only 
mention the specific importance for sublimation of the bits to which the loved object has
been reduced and the effort to put them together. It is a ‘perfect’ object which is in 
pieces; thus the effort to undo the state of disintegration to which it has been reduced 
presupposes the necessity to make it beautiful and ‘perfect’. The idea of perfection is, 
moreover, so compelling because it disproves the idea of disintegration.”  Klein, M., “A 
Contribution to the Psychogenesis of Manic-Depressive States.”
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