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For Leo Stone whose example has provided me with a model of an optimal analytic attitude for helping people become analysands, and for Charles Brenner, whose theoretical contributions have provided me with an evolved and elaborated Freudian paradigm for understanding and analyzing the consequences of implementing Leo Stone’s example.



Preface to the Second Edition

In the two years since the first edition of this book was published I have had the opportunity to discuss its contents with groups of colleagues around the United States. These discussions have impressed me with the importance of the subject matter of this book. Whether or not other analysts agree with some or all of my observations and proposals it is clear that most are very interested in the issues I discuss. This is so because they are concerned with the nature of their practices and in the apparently declining number of patients seeking psychoanalysis as a treatment solution for their problems.

In this edition I elaborate central premises of the book, add clinical material and a chapter on “Fantasies of Failure, Name-Calling, and the Limits of Analytic Knowledge.”

This text evolved from my growing recognition that the way candidates are taught to evaluate and select prospective analysands does not work. The model, the concrete puzzle solution, that has been part of analytic training for at least seventy-five years has failed.

Since I was a candidate that model has always seemed to me to resemble that of an exclusive club deciding whom to exclude and whom to admit, rather than a procedure based on sound clinical experience. Analytic experience has demonstrated that it is not possible in a consultation to predict accurately the outcome of an analysis. To make matters worse, it is probable that an analyst whose mind is focused on the task of evaluating a prospective analysand contributes to creating an environment in which certain patients are experienced as sicker than they might otherwise be.

In spite of the fact that it is not possible in a consultation to predict accurately the outcome of an analysis, many experienced “senior” analysts believe an analyst can and should be evaluative and selective. In their discussions of the subject they focus primarily on characteristics of the patient rather than the match.

It is, of course, true that in a consultation there are some patients, such as most of those who are characterized by Axis I diagnoses of DSM-IV, who obviously would be better served by some other form of treatment (APA, 1994). However, for the vast majority of patients it is more a matter of the analyst’s taste than sound scientific decision making. The analyst cannot help being evaluative. In this book I emphasize that it is more useful for the analyst to consider such urges as possibly reflective of countertransference, and to concentrate his efforts on understanding patients’ difficulties in accepting the recommendation of a trial of analysis as the optimal treatment for them.

In this book I emphasize that in a consultation there are advantages in focusing on the patients’ responses to the idea of engaging in a trial of analysis. My perspective emphasizes the match. A trial of analysis evaluates the match of a particular patient with a particular analyst at a particular time in their lives. The analyst’s gender, age, personality, and related state of mind may be as important in effecting the outcome of a trial of analysis as any feature of the patient’s mind.

This book shifts the emphasis of the focus of inquiry in a consultation from the patient to the analytic couple. It offers a different way of teaching candidates to work with prospective collaborators.

That said, it is important to acknowledge both the realistic exigencies of the world in which we live and the fact that this book is fundamentally a reflection of my subjectivity. For a variety of reasons, there are probably fewer potential analytic collaborators per available analyst than there were thirty or forty years ago. I have nothing to say about that exigency that might be helpful. In this book I focus on what I believe can be done to improve the likelihood that a prospective analytic collaborator can become a satisfied analysand. The model I offer for doing a consultation derives from my clinical experience and inevitably reflects my personality. I invite you to “try it on for size.” Experiment with it. Modify it in ways that suit your personality.





Introduction

The central emphasis of this book is on analysts’ attitudes toward analysis and prospective analysands. I believe the ability to help people become analysands is enhanced if the analyst has a conviction concerning the therapeutic efficacy of psychoanalysis. In addition, I believe that a trial of analysis is the optimal treatment for most people who seek analysts’ help regardless of the presenting manifestations of their difficulties.

Although I am writing this introduction in 1995 I have been thinking about this subject for more than a quarter century. I remember, as a candidate and then as a supervisor on the admission service of the Psychoanalytic Center for Training and Research, Columbia University, New York, being impressed by the subjectivity of the discussions of prospective patients’ analyzability. It seemed to me that half the faculty found it valuable to detail a prospective analysand’s hypothesized defects in ego functioning while the remainder would say, “Give it a try and see what happens.” It was also striking to me that it seemed like the same people said roughly the same thing regardless of who the patient was. I was in the “give it a try group.”

I vividly remember Shapiro’s report in 1977 to the annual meeting of the American Psychoanalytic Association on a survey of psychoanalytic practice (Panel, 1978). In it he noted that, “A sizable group of graduated members are conducting relatively few psychoanalyses.1 Twenty-two percent reported that patients in analysis in the survey week in April 1976 made up 10 percent or less of their private office patients; 19 percent reported that they then had only one patient in analysis or none at all” (p. 619). Shapiro continued: “Two-thirds of those who experienced a decline attributed it to decreased referral of suitable analytic patients" (p. 619; emphasis added).

I left that meeting impressed with the statistics and wondering what these analysts meant by “a suitable analytic patient.” I remember thinking that Leo Stone would probably suggest that a patient had to prove they were not suitable for analysis, and not analyzable after a trial of analysis. I wondered how analytic training and the engendering of an evaluative rather than analytic attitude in the perennial quest for the elusive, idealized “good case,” interfered with analysts’ ability to develop analytic patients.

Some time later, while chatting with a group of recent graduates at a dinner party, the question came up of how many analytic cases each person was treating. After sharing their difficulties, one person turned to me and said, “And how many cases do you have?” My answer, “ten,” was met with a mixture of awe and incredulity; one fellow guest commented, “It must be because you have written some papers and a book.” I said I did not think so and added, somewhat presumptuously, that I thought I knew something about how to begin an analysis. Shortly thereafter I began to collect clinical data from unusual opening phases of analyses, some of which I reported in the (1986b) unpublished paper, “On Beginning an Analysis on the Periphery of the ‘Widening Scope,’” which has evolved into the first chapter of this book. My debt to Leo Stone is clear in the title of the paper. Stone’s (1954) concept of “modification” (p. 575) has been very helpful to me.

I read that paper to the Canadian Psychoanalytic Society (Montreal English Branch), the Long Island Psychoanalytic Society, the Michigan Psychoanalytic Society, and the 35th International Psychoanalytic Congress. In addition, I presented the paper to a panel on “The Opening Phase of Psychoanalysis” at the 1986 Fall Meeting of the American Psychoanalytic Association, a panel conceived and chaired by Joseph Lichtenberg. Portions of that paper are presented in chapter 1 of this book.

In all these experiences it was clear that many analysts were vitally interested in discussing clinical data that might help them more successfully begin analyses and develop analytic practices. Shortly after the panel on the “Opening Phase,” Dr. Theodore Jacobs, who was also a panelist, and I decided to pursue the project of developing the book On Beginning an Analysis.

My interest in the subject of this book became focused by George H. Allison who asked me to join a newly formed task force on psychoanalytic practice of the American Psychoanalytic Association which he chaired. In response to hearing Lee Brauer (1991) present a “Preliminary Report on the 1990 Survey of Psychoanalytic Practice” to the task force, I wrote a paper which is chapter 6 of this book.

Brauer reported a small decline in the number of analysands in analysis with members of the American Psychoanalytic Association since Shapiro’s (Panel, 1978) earlier findings: “For graduated analysts in all membership categories who had at least one patient in any treatment, the mean number of analytic cases was 4.2. The number of cases varied considerably with membership category and training analytic status. Training analysts had 5.8 cases, compared to S.9 for certified members” (p. 1).

Brauer added:



Although there is a gradual increase in the size of practices according to membership status from 2.6 cases for affiliate members to 3.9 for certified members, it is clear that most certified members and extended associate or associate members spend only a small portion of their time doing analysis. … [There is a] decline in analytic cases since 1976 [the data of the last study reported by Shapiro in 1978]. … Studying only certified members, there is a reduction in the size of practices for both training analysts and non-training analysts. Not all cases are evenly distributed among the membership … almost half of all analysts who are not training analysts have two or fewer cases in analysis. One hundred seventy-two of these analysts have no cases in analysis. A higher percentage of certified and extended associate members have no cases in analysis than do associate and affiliate members, indicating that for some, practice declines with seniority. It is clear that most analysts who are not training analysts spend little of their time practicing clinical analysis. A preliminary look at geographic distribution of cases indicates some geographic variation. However, in cities with more than one institute, the number of cases tends to be the same. Also, the geographic variation is small, with only four societies having a mean of five or more cases [pp. 1–2; emphasis added].





These findings emphasize a serious morale problem among graduate analysts related to their difficulties in developing analytic practices. This problem influences young mental health professionals as they consider the option of pursuing analytic training. Residents in psychiatry often ask teachers who are analysts how satisfied they are in their work, and often ask, “Why should I pursue analytic training and spend all that time and money if there is little hope that I will be able to practice analysis?”

Perhaps the most obvious question raised by these findings is: Why do analysts have so few analytic cases? Before proceeding with my attempt to reflect on this question, it is important to emphasize that the most an individual analyst can hope to do, given the current state of research methodology, is to state an opinion, and an opinion is inevitably biased and subjective, deriving from one’s personality, clinical experience, and training, as well as one’s theoretical beliefs, convictions, and commitments. This emphasis resonates with the fact that psychoanalysis is taught by analysts who are respected authorities. Their authority is, to some extent, institutionalized.

The basic premise of this book is that the analyst’s attitude toward analysis, particularly its clinical efficacy and indications, profoundly influence her or his capacity to develop an analytic practice. Success in helping patients become analysands, and in developing and sustaining an analytic practice, is enhanced if the analyst has a conviction concerning the therapeutic efficacy of psychoanalysis tempered by a realistic sense of its possibilities. This basic premise is associated with a difficult conjecture that I believe is true. The conviction concerning the efficacy of analysis is like all convictions based, in part, on unconscious bias. In a related vein, and derivatively, I suggest that those analysts who lack such conviction and who have few or no cases in analysis may have an unconscious generalized bias against analysis. Reflecting on a colleague’s success with a group of difficult patients, Silber (1991) notes:



It is clear that for analytic treatment to be successful, the analyst’s attitude towards patient and illness assumes the utmost significance. … Her flexible, imaginative approach is bound to bring out what is latently accessible in her patients. It is also her conviction that change is possible which may supply the needed spark to breathe life into the joint analytic endeavor [p. 370].





Throughout this book I will stress the subjective contributions of the analyst’s attitude toward analysis. When I conduct a consultation I am armed with the conviction that analysis is the best treatment for most nonpsychotic patients who seek help for specific symptoms or for complaints about the quality of their personal or professional lives. My conviction generates an attitude that a trial of analysis is indicated for all such nonpsychotic patients. In addition, success is facilitated by a flexible attitude toward the structure of the analytic situation as well as toward the characteristic elements of its technique. What is essential in analytic technique is the analyst’s attitude toward the patient and the patient’s behavior and verbal associations. Other features of the analytic situation, such as frequency of sessions and use of the couch, though important, are not always and absolutely essential.

A secondary premise of this book is that various aspects of training in social work, psychology, psychiatry, and psychoanalysis contribute to analysts’ difficulties in developing analytic practices. I suggest that analytic candidates are taught, in part, from the perspective of an idealized model. Analytic training in general and training in analyzability in particular, may also promote the search for the mythical “good” analytic case. It is noteworthy that most of the clinical teaching in the analytic process is done by senior training analysts who have had, for the most part, little concern with the problem of creating an analytic practice. Brauer’s (1993) most recent survey indicates that “the practice of training analysts has declined 15 percent in the seventeen years since 1976” (p. 21). This factor may be one of the factors that has influenced institutes to begin to initiate courses on the creation of analytic practice.

An exploration of the literature on the psychoanalytic process, indications for analysis and analyzability, reveals two contrasting models and derivative attitudes. One, I propose, is an idealization that emphasizes the “good” analysand who can be analyzed without “parameters” (Eissler, 1953). It is inferred that such mythical analysands will work through their core neurotic conflicts sufficiently to achieve a transformation of their infantile narcissistic libido to achieve “wisdom” (Kohut, 1966) and “generativity” (Erikson, 1950). Another model deriving from Stone’s (1954) pioneering contribution is more realistic. It envisions a wider range of patients as suitable for analysis while conceiving of the process and goals of analysis as interminable (Freud, 1937) and limited. Brenner’s (1982) rendering of the mind in conflict concerning derivatives of infantile sexual wishes similarly stresses the interminability of conflict.

In a related vein it is possible that training in social work, psychology, and psychiatry, with its interest in description of manifest phenomenology, differential diagnosis, and derivative treatment models, subtly influences analysts’ attitudes toward beginning analyses with disturbing patients. Kernberg’s contributions highlight this perspective. Employing Kleinian psychodynamics, Jacobsonian developmental ego psychology, and more recently Mahlerian developmental psychology, Kernberg has developed a differential diagnostic schema which may discourage analysts from trying to develop certain patients into analysands. In this regard Kernberg (1970) states:



The pragmatic considerations examined in this paper illustrate the limitations and difficulties in the psychoanalytic treatment of patients with narcissistic personality structures. Even if we cannot successfully treat many of the patients, at least they permit us to better understand and resolve narcissistic defenses in patients with less intensive overall character pathology [p. 84].



Similarly Kernberg (1975, p. 243) quotes Ticho (1966) in emphasizing that “narcissistic personalities constitute a ‘heroic indication for psychoanalysis’” (p. 213). Kernberg (1975) “question[s]” (p. 167) the use of “standard” (p. 167) psychoanalysis in the treatment of borderline personality organization, and suggests that a “modified psychoanalytic procedure or psychoanalytic psychotherapy is the treatment of choice for patients with borderline personality organization” (p. 147).

Bachrach (1990) presents a different perspective. His summary of research on analyzability clearly demonstrates the difficulty, if not impossibility, of predicting outcome at the beginning of an analysis. Bachrach states that “analyzability is … no more than marginally predictable … from the vantage point of the initial evaluation” (p. 22), and he adds, “the studies also suggest that it is necessary to wait until a case is terminated before a true assessment of analyzability can be meaningfully made” (p. 21).

Gedo’s (1981) perspective on indications for beginning an analysis is similar to mine. In a consultation, all that is required is a judgment regarding patient suitability for a trial of analysis. Gedo (1981) states: “Kernberg’s ‘borderline conditions’ and Kohut’s ‘narcissistic personality disturbances’ are analyzable disorders” (p. 80). He adds, “many patients who seem maximally impaired, disorganized or desperate are able to use the procedure successfully” (p. 81). Gedo conceives “two current limits of analyzability: first, the emergence of actual states of helplessness in the course of treatment; second, the continuing influence of unalterable, but disavowed, delusional convictions” (p. 78).

In regard to helping disturbing patients become analysands, it is worth remembering Stone’s (1954) deemphasis of questions of analyzability and his emphasis on the importance of the match. Stone (1954) stated, “a therapist must be able to love a psychotic or a delinquent and be at least warmly interested in the ‘borderline’ patient” (p. 592) “… the therapist’s personal tendencies may profoundly influence the indications and prognosis” (p. 593).

I am emphasizing that in doing a consultation with difficult, disturbed, or disturbing patients, it is helpful to pay particular attention to a prospective analysand’s sensitivity rather than to considerations of diagnosis. I am stressing that even very difficult patients, regardless of the diagnostic tag that some colleagues would pin on them, are better treated by psychoanalysis than by any other form of psychotherapy, as Abend, Porder, and Willick’s (1983) book on borderline patients suggests. Any other attitude biases an analyst against analysis, which, I believe, accounts for a good deal of the difficulty that many analysts have in helping patients who need analysis to accept it. Instead of analyzing their patients’ resistances to entering analysis, they accept them as patients in some less intensive, less analytic form of treatment because the analysts themselves are swayed by unconscious bias against analysis that may well derive in considerable measure from reliance on such authoritative statements as those given above concerning the unsuitability of analysis as a form of treatment for many patients.

A colleague responding to this emphasis noted that: “Recommending analysis to virtually everyone … must … run up against the issue of basic liking for the patient.” I would suggest that in the analytic situation there is no basic liking or basic disliking a patient. I treat all these experiences as countertransference. It is not uncommon that early on in analytic work, I will find myself disliking or even feeling repelled by a patient. I consider such feelings to be my responses to aspects of a patient’s character. If a patient repels me I conjecture the patient wants to repel me. My approach to this issue is in the spirit of Kohut’s (1971) description of the analysis of countertransference boredom.

In the tradition of the attitude espoused by Stone (1954) and Gedo (1981), I emphasize that to develop an analytic practice most analysts today must see the possibilities in individuals who seek treatment, allow them to begin the way they can begin, work systematically with resistances, and thus help patients become analysands.

Membership on the task force on practice continued to focus my attention on the subject of this book. In response to invitations from Dr. Brauer to present to the discussion group of the American Psychoanalytic Association on practice I wrote two papers that are elaborated as chapters 2 and 3 of this book. I wrote chapter 4 in response to a comment of a discussant of chapter 3. In response to the interest and enthusiasm of many colleagues in the subject of these papers I decided to develop them into a book.

The second section of the book deals with additional early and midphase work. These papers are included to further elaborate issues related to the analyst’s attitude to the patient and the work.

When I was a candidate a supervisor once remarked, “An analysis ends the way it begins.” In that spirit some colleagues have expressed an interest in the fate of the modifications and treatment strategies I describe. Because I take these cautious critiques seriously I describe the results of my work in the final chapter of the book.

Note

1 Brauer (1992) reporting to the executive council of the American Psychoanalytic Association on a contemporary study of practice noted: “The recent survey on psychoanalytic practice indicates a gradual decline in the number of analytic patients being treated” (p. 613).




Part I
Introductory Phase Work


Chapter 1
Beginning Analysis with a Reluctant Patient

It is a common experience that prospective analysands object to one or another aspect of the anticipated analytic situation: they desire lower fees, different or less frequent hours, and they may object to the supine position. In this chapter analytic data will be presented from two attempts at analysis in which the patients were reluctant about accepting the minimum four times per week frequency of the analytic situation.

Although the recent 1993 survey on psychoanalytic practice demonstrated that 27 percent of the analyses conducted by members of the American Psychoanalytic Association who responded to the survey were conducted at a frequency of three times per week, many analysts consider the four times per week frequency an essential aspect of the analytic situation. In addition, most analysts consider the use of the couch as an essential characteristic of the analytic situation. They would view any patient who was unable to begin in this usual manner as not suitable for analysis at this time. They might recommend that the patient be seen less frequently and sitting up in a treatment that they would regard as preparatory psychotherapy rather than psychoanalysis. They might also suggest that when a patient completes this preparatory phase he or she be referred to another colleague to begin an analysis.

In this chapter I propose advantages to conceptualizing these beginning efforts that involve fewer weekly sessions as modified introductory phases of psychoanalysis. I emphasize that, particularly in the introductory phase, it is the analyst’s attitude toward the patient and his or her behavior and verbal associations, rather than the frequency of sessions or the use of the couch, that is the essential characteristic of the analytic method. But I do consider a patient’s ability ultimately to accept and experience the four or five times per week frequency and the use of the couch, as important characteristics of a successfully completed psychoanalysis.

In this chapter I will discuss a group of analysands who at the beginning of their analyses were unable to accept aspects of the characteristic elements of the analytic situation, although they later completed successful analyses. I have conceptualized these patients’ initial objections as enactment resistances. It is a premise of this chapter that a particular analytic attitude toward their objections enables some patients to begin an analysis. The prospective analysand’s objections are viewed as enactments that are analogous to symptoms. These symptomatic enactments often have a transference significance and derive from unconscious fantasies that are best understood as compromise formations. The analyst has to be able to accept that the patient must do it his way first before the enactment can be understood. Stated another way, the analyst has to be able to accept being frustrated by the patient while the patient is gratified. An analytic attitude that accepts the patient’s imperative desire for gratification as an aspect of a symptomatic enactment, may engender a collaboration with the analysand so that his or her objections to accepting the analyst’s recommendation can be understood as resistances. When these defensive aspects of the enactments are sufficiently understood as resistances, the analysand, if analyzable with the particular analyst, should be able to proceed with the analysis at the recommended frequency.
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