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 Preface

This cycle of essays on the subject of the HIV seropositivity of the psychoanalyst is the presentation of clinical dilemmas, fantasies, free associations, and their elaborations that led me to a more comprehensive understanding of what this status has come to mean to me. It begins with what at first appears to be a medical fact, but nothing remains merely a fact for long. We are too full of life, too creative, and, when pressed by too much anxiety, can become too obsessive to remain in a world of objective information. We develop wonderful strategies to organize the realities of our lives. As psychoanalysts, we involve ourselves in our patients’ attempts to make better strategies when theirs aren’t working so well. We all make stories for ourselves, in very particular styles, in response to the constantly changing expanse of facts and fantasies in which we live.

The medical fact of my HIV seropositivity posed a formidable series of propositions. If we ask what it means to share information about a personal medical condition—something about one’s substance—in the psychoanalytic encounter, we set in motion a chain of linkages, amounting to a sort of conjugation of disclosure. Openness, sharing one’s substance, leads to interpenetration, which leads to contamination. The way that this chain of intersubjective events rhymes with the action of how I became HIV positive impelled me to examine the process in greater detail.

If I set out with a fantasy of finding a way to cure myself, in the end I was convinced that I have no choice but to acknowledge, even to celebrate, an inevitable vulnerability to infection. As everyone who must adjust to living with an illness learns, the border that is crossed at the moment of diagnosis has a range of meanings, changing characteristics, and an inconstant topography. There are moments when the salient aspect of carrying a virus is its specificity, whether as a stigma or a marker for being special. At other times, the more prominent experience is the relief that comes with the certainty of ordinary mortality. Hoffman (1998) asks us to consider how our sense of self is compounded of the “dialectic of meaning and mortality” (p. 18). Here I examine the meanings and the difficult relationships I have with my HIV infection, with the tradition and practice of psychoanalysis, and with the complicated relationship between these two significant aspects of my life. It is an attempt to keep a dialogue going, to maintain a dialectical tension, rather than to find a convincing resolution. I offer these observations about problems confronted and created by an HIV-positive analyst in the hope that the specifics of my situation may produce insights and questions that pertain to anyone interested in the psychoanalytic situation.

First, I attempt to delineate aspects of the multiple contexts the problems an HIV-positive psychoanalyst poses and confronts. Psychoanalysis exists in a constantly evolving social and political context. The influences among psychoanalytic ideas, social trends, and political power are mutual and multidirectional. As I consulted the literature on a specific topic (illness in the analyst), I observed these influences in action. And, though it was a particular issue that I followed, I could also clearly read the development of trends of more general theoretical innovation.

I then present a meditation on my own experience of being HIV positive and then several other questions. Arising from the subjective experience of adjusting to a medical fact is the question of the identity that has been constructed from the condition of carrying a latent virus. My aim is to explore the questions of how such an identity is constituted, how it is taken on (or assigned), and what the effects of such a process may be. A practical and clinical context of the effects that a discrete identity rooted in potential illness may have is explored through descriptions of the practice of psychoanalysis and psychoanalytic psychotherapy as an HIV-positive person.

These essays, given life through data gathered through a hybrid method of heuristics, psychoanalysis, and the personal essay, seek to express the subjective experience of phenomena that may have been theorized in part but have not yet been described. These themes include the formation of identity; the imposition of identity; the feeling that one is other (contagious and potentially dangerous); and to have these feelings while practicing as a psychoanalytic therapist. Considering these themes led quickly to the question of disclosure. In this case, it was the disclosure of a medical fact to patients. But I found that the differentiation between a fact and the resonant meanings and feelings connected with that fact, and feelings that I had toward aspects of my relationships with patients, was impossible to maintain. I then come to an exploration of another aspect of the psychoanalytic relationship: as I confronted the question of whether I ought to disclose my serostatus when I met with prospective patients, I had to examine the ethical ground of psychoanalysis that is so easily taken for granted.

The data gathered in conversational interviews with other HIV-positive analysts is then described. These interviews, generally guided by the theme of seropositivity, resemble a fragment of an analytic process, as the subjects were asked to associate freely to such questions as how their condition of seropositivity had impinged on their work; their patients’ responses if and when they became aware of their analyst’s condition; and whether or not their attitudes about engaging in such a long-term project as psychoanalysis had been affected by their HIV status.

As I began this exploration, I thought that I faced a series of questions concentrically situated one within the other. Instead I found the traces of a series of dissociations. For example, when I set out to locate other HIV-positive psychoanalysts to interview, there was a remarkable lack of response. Clearly no one wished to talk about this subject. Then, interviewing the analysts who were willing to speak with me, I heard what amounted to a shared confession that they had not given their HIV status a lot of thought with regard to their clinical work. This omission later related to a similar disavowal of the analyst’s vulnerability that is quietly built into both theory and technical recommendations.

Dissociation works again and again: HIV is not so much repressed as set aside. So, too, is sustained thought about illness, vulnerability, and death. There is a paradox here, familiar in psychoanalytic thinking: that the setting aside, a fragmenting, works in the service of holding together. Versions of this unconscious process are manifested in some socially organized practices in which a setting aside of the unacceptable, the irrational, the taboo, or the highly charged is enacted symbolically. In examples ranging from ritual enactments to socially sanctioned quarantine or expulsion, one can observe a process that allows for the splitting off of that which is unmanageable and contaminated. As analysts, we understand particular transference manifestations as functioning in a similar way. This kind of fragmentation and evacuation of sin and badness works to contain the unbearable and unmanageable, protecting us and maintaining a sense of continuity and integration. Fragmentation, a dissociative process, serves an important function in the maintenance of identity.

Pushing a bit further, perhaps the notion of identity itself can be usefully understood as a means of maintaining that process of dissociation in a relational context as an attempt to maintain continuity and integration and in the service of the disposition of power. This relational function often is hidden by dissociative processes, in favor of the naturalizing move of thinking of identity as an essence, permanent and stable. If identity were to be seen as functioning in the service of relational goals rather than as an essence, what type of clinical traction might this imply? What implications might this lead to in thinking through questions evoked by “identity politics”?

The interviews with my colleagues pressed me to rethink writing about psychoanalytic data. Partly because HIV seropositivity continues to be a special case and partly because the psychoanalytic community is so small, I had to find a way to discuss my colleagues’ stories with a level of abstraction that protected their anonymity while still allowing for a meaningful specificity. Seeing the material as stories led to the consideration of the meaning carried by the form in which those stories were told. Though we may have certain episodes of the plot in common, my colleagues’ narratives unfolded in highly contrasting narrative forms including a romance, an ironic satire, and a gothic horror story. These forms in themselves express salient meanings and carry specific affective charges.

Inspired by my experiences pursuant to disclosing my HIV status, I contend with the notions of disclosure, coming out, and identity. Using a concept borrowed from the discipline of method acting, I conclude with a proposal for thinking through these issues. Functioning as a metaphor for infection, this concept describes what happens in the body of the HIV-positive person and also what happens in any interaction involving two people, especially interactions between parties in the psychoanalytic dyad. The method acting concept also works as a recommendation for a practice of potential value to psychoanalysts, a schema of intersubjectivity that can be experienced by partners working together. In addition, this suggestion carries a highly personal meaning. As I searched for ways to organize and understand the conflicting senses of myself as an HIV-positive analyst, I was surprised at this reconnection to a part of my life that preceded both HIV and my work as a psychoanalyst, when I worked in the theater as an actor. Establishing this link to a past version of myself carries a vitalizing dual awareness of continuity and change. I develop this concept as a metaphor and as a technique in detailing a relational view of the therapeutic situation that maintains the dialectical tension between a one-person and a two-person model of psychoanalytic action.

Technique for the artist, whether in the performing or fine arts, supports and liberates the practitioner. Too often, technique is a source of anxiety for the psychoanalyst. Much of our literature, including some chapters in this volume, are confessions of deviating from standard technique and descriptions of how analysts recovered from their deviations. Perhaps there is a way to rethink a relationship with psychoanalytic technique. To that end, I argue that the method acting concept is useful in thinking about the responsibilities ensuing from a revision of practical recommendations regarding disclosure, anonymity, and abstinence. It is my hope that the presentation of my very specific, limited case experience can set in motion a process of thinking through that will be of value for any clinician interested in the development of psychoanalytic insight and action.




A Communication from the Analyst's Dreamlife

The night after I began to write this introduction, I had the most vivid dream I’ve had in some time. My recollection of the dream begins in a part of the New York City subway where there are six or eight sets of tracks. I am with two persons I can’t identify. We are to be indoctrinated into an underground group of activists who disrupt and demonstrate for the sake of AIDS awareness. Somehow I know that they are all HIV positive and that they’ve decided to devote all of their energies to a kind of urban terrorism. This group spends a lot of time traveling though subway tunnels on roller-blades, on skateboards, and on carts that remind me of those used by miners. I am struck by the skill of the riders zooming down the tracks, avoiding the electrified third rail. The leader is a young man with long, curly hair who at first looks like the actor Evan Handler. I am afraid, but I am also excited about joining this group.

The scene shifts to a hill or promontory overlooking city hall, and the leader again approaches us. It is the moment of initiation, and he carries a container filled with an iridescent green liquid. He is silent, but I know to open my mouth so that he can dab a bit of the liquid onto my tongue. It is a hallucinogenic, and I begin to have a very pleasant trip. I am aware of being attracted to this strange and apparently wild young man, who now looks like a boy I loved in high school. The moment feels like the point at which I must make an existential choice, one that can never be revoked. I want to make it.

I wake up.

From this dream, I understand that I feel angry. I wonder if there is room in a scholarly piece of writing for my anger, and if my feelings will permit me to work on this project or will be an impediment. By beginning to write this, I am taking another step in coming out, revealing personal information that cannot be taken back. It is a transformational existential moment.

Evan Handler is an actor who had leukemia, who was ill for a long time, and who wrote about his illness in a book and a performance piece that brought him a good deal of attention and professional success. The dream figure he played changed at the end into a brilliant and troubled boy I knew in high school. He eventually left school and spent time in a psychiatric hospital.

Themes of ambition, envy, yearning for love, and confusion about sexual orientation are all present in this dream, along with the predominant story of wishing to undermine all that can be thought of as normal life. It is ironic that, as I write this, nearly 20 years since I probably seroconverted, life with HIV has become normal for me and for my social cohort.

I’m taken aback by this unconscious communication about risk, destructive impulses, and commitment. But it also makes a great deal of emotional sense to have dreamt this dream as I begin to write what I’ve thought about writing for a long time.





Chapter 1 Knots of Meaning

The HIV-Positive Psychoanalyst's Subjectivities

DOI: 10.4324/9780203767153-1


To approach the question—What is the impact of the psychoanalyst’s HIV seropositivity on the therapeutic situation?—is to initiate a conversation among converging but disparate discourses. Psychoanalysis, social theory, and politics compete for dominance in this conversation, now supporting, now jostling each other. In this chapter, before focusing on the HIV-positive analyst I wish to identify important aspects of the multiply determined intellectual context out of which that analyst practices. The confrontation and accommodation that characterize the process of this conversation are apparent throughout and are continuous with the development of psychoanalytic literature in general. The capacity of psychoanalytic theory and technique to adapt to social and political change demonstrates the robust flexibility of Freud’s original contributions. Through this process, psychoanalysis is nourished as a therapeutic discipline and provides ever more elaborated theoretical tools for social and political theorists’ application to work beyond the clinical situation.

In the hundred years since its inception, psychoanalysis has evolved from a relatively unified body of theory and technique to a highly varied, multivocal discipline. Once, psychoanalytic literature scarcely included a description of the psychoanalyst’s subjective experience. It was the patient’s interior world that was the analyst’s only stated focus of attention. Talking about a psychoanalyst from his or her point of view became possible, indeed necessary, through a gradual shift in psychoanalytic thought. The role and function of the analyst’s subjective experience has evolved from a countertransference that must be controlled and minimized (Freud, 1915), to an important source of information about the patient’s unconscious (Heimann, 1950), to an irreducible part of the therapeutic situation (Renik, 1993). The theoretical orientations that most explicitly discuss the analyst’s subjective life are referred to variously as working in a two-person model of treatment, using an interpersonal style, employing a relational perspective, and working intersubjectively. These distinctive theoretical orientations have specific derivations and different emphases, and each overlaps technically and theoretically with the others. This expansion and elaboration of the psychoanalytic discourse is a response to pressures from within the field as well as from social forces, philosophy, and innovative scientific speculation such as complex systems theory. Thinking about the impact of social phenomena on the individual (such as the repercussions of a social stigmatization) was at one time rare in psychoanalytic discourse. The traditional arena of analytic interest was the unconscious fantasy world, often understood to be quite distinct from mundane reality. For the analyst himself to be the object of analytic interest as a person with a stigmatized medical condition is unprecedented.

The HIV-positive person was once thought of, with limited accuracy, as belonging to one or more possibly overlapping groups: gay men, intravenous (IV) drug users, Haitians. One of these groups, gay men, has been an object of psychoanalytic scrutiny since Freud’s (1905) “Three Essays on Sexuality.” In a sense, the group we now recognize as gay men played a vital role in the constitution of psychoanalytic theory. Homosexual people, “inverts,” are his original “test case.” Freud begins with a discussion of the “inversion” of sexual instinct toward a member of the same gender. (Although one of Freud’s (1920) case studies is of a young lesbian, the psychic experience of lesbians has been relatively neglected in the psychoanalytic literature, often characterizing them as men in women’s bodies or viewing lesbian relationships only as regressions to the infant-mother dyad. Recently this lack has begun to be redressed (e.g., O’Connor and Ryan, 1993; Iasenza and Glassgold, 1995; Schwartz, 1998; Magee and Miller, 1999; Schoenberg and Lesser, 1999).

Conversely, psychoanalytic thought has exerted a significant constitutive influence on gay men. Freud (1921) supported the abolition of legislation that discriminated against homosexuals, pointedly arguing against the policy of barring homosexuals from analytic training. Despite his public position, psychoanalysis as a field has notoriously been hostile to gay men and lesbians seeking training, to say nothing of the long history of theoretical literature that pathologizes homosexuality. (For a review of this literature, see Lewes, 1988; and Drescher, 1999.)

The support that Freud publicly offered to homosexual people and the discrimination directed toward this group provided some of the impetus that eventually coalesced into the gay liberation movement of the 1960s. Inspired by the civil rights and feminist movements, gay liberation enabled gay men and lesbians to become a recognizable political group. This political coalescence served as a means of affiliation and as a new source of identification for lesbians and gay men (Duberman, 1994).

HIV has challenged not only medical research and practice but also social policy planning. Research on the virus has yielded knowledge about the human immune system and that class of viruses (retroviruses) to which it belongs. But the social and political history of the first twenty years of acquired immunodeficiency syndrome (AIDS) is full of fear, denial, and stigmatization of the groups in which HIV/AIDS first appeared (Treichler, 1988). Psychoanalysts have provided clinical help to those directly affected by the illness (Blechner, 1997b). Psychoanalysis can also help us to understand why the themes of fear, denial, and stigmatization have been so prominent in its history. Blechner points out that psychoanalysis has benefited by involvement with HIV/AIDS, through the clinical experience gained as analysts care for those who carry the virus. His work with people living with AIDS “taught [him] a level of elasticity beyond what [he] ever thought [he] could work within a psychoanalytic framework” (p. 18).

There is a multidirectional process of interaction in each of the components of the question I wish to put into play. The title I have chosen for this book quite purposefully leads into a complicated knot of subjectivities, theories, and social practices. The word, infecting, is to be understood in at least two ways: as a disclosure of a medical fact about myself, and also as a description of my conviction about a crucial aspect of the psychoanalytic situation. I mean that the intimate involvement of the partners in the consultation room can feel like, at times functions like, a kind of metaphorical mutual infection. The permeability of the boundary between analyst and analysand challenges how we ordinarily think of the ways we transmit the self, or how our identities become known to another.

Before setting out to tease apart some of the components of the complex knot of meanings that the HIV-positive analyst embodies, the intertwining strands must be made explicit. Each strand has its own complex texture. Though an explication of the strands making up this knot must be linear, the relationships among them are not. These are strands of meaning that shimmer and shift rather than remaining constant and binding.

One strand is psychoanalysis, which, as a theory and as a practice, is far from a univocal discipline. So it is important to situate myself among the emerging schools of thought. Developing one’s own theory of mind and of practice may have begun with an allegiance to a theoretical orientation or teacher, but rarely does it end there. A lifelong accumulation of clinical experience and reading—of arguing, feeling convinced, and changing one’s mind—offer plenty of opportunities for reconsideration and transformation.

Other strands are the social/political/philosophical questions of public identity (including sexual identity) that direct attention to where the personal and the political overlap. For the HIV-positive psychoanalyst who discloses his or her seropositivity, whether in the clinical situation or in life beyond the consulting room, two public identities are explicit: the professional designation and the medical diagnosis. But a further identity is implied because of what we know about the transmission of HIV. That is, whatever ideas others form about how the analyst became infected amount to an identity that is imposed on the analyst. Psychoanalysis, philosophy, and social practice each frame ways of thinking about how an identity is formed and transmitted, making a description of this process particularly complicated.

Hence, for the HIV-positive psychoanalyst, there is a potentially confusing knot of allegiances, identities, and identifications. Each of the strands making up that knot influences the others, and each is informed by individual idiosyncratic subjectivity. And each person’s subjectivity has been influenced by the various frames or containers formed through his or her experience prior to HIV seroconversion.

To explicate these strands of meaning, I turn not only to the psychoanalytic literature, but also to the literature that evolved in response to the AIDS pandemic and, briefly, to narratives describing the formation of gay identities. Tracing the mutual interactions among these bodies of literature also reveals a narrative of confrontation and accommodation that I hope leads to an expanded view of psychoanalytic theory and technique. Political organization and changing social practice have forced psychoanalysis into certain confrontations, even while some of these practical phenomena were brought about with the help of psychoanalysis. The accumulated contributions of the individual give voice to the needs that lead to changes of theory and practice. In important ways, the individual is formed and articulated by and through psychoanalytic and sociopolitical ideas. This narrative of my work as an HIV-positive psychoanalyst may be useful as an example through which to examine the process of confrontation, accommodation, and expansion that characterizes the development of the field of psychoanalysis.


A Review of the Psychoanalytic Literature


On the Psychoanalyst's Illness and Disclosure

Schwartz and Silver (1990) use a quote from Freud’s (1900) first major work, The Interpretation of Dreams: “I knew that I could not go on long with my peculiarly difficult work unless I was in completely sound physical health” (p. 231). Twenty-three years after he wrote this statement, a swelling in his mouth that he had noticed and neglected since 1917 was diagnosed as cancer. From the time of the diagnosis, his closest colleagues helped him to keep this illness a secret. It would be the main cause of his death sixteen years later. Except for private correspondence, Freud maintained his privacy about his condition. And, contrary to his assertion in 1900, he kept a rigorous work schedule for most of the sixteen years after his cancer diagnosis (Gay, 1988).

Freud lived, of course, in a culture that was vastly different from our own. The boundaries around what is considered private and personal seem porous, if they can be said to exist at all, more than a century after Freud’s (1900) Dream Book. Whereas he advocated an open and honest exposition of tabooed subjects such as sexuality and aggression, his lived experience remained well within the bounds of a bourgeois ethos that required discreet reticence about private matters. It might be argued that Freud’s influence has been one factor in the openness that characterizes contemporary popular discourse about subjects once considered too private for public discussion, despite his choice to keep his illness private.

It is noteworthy that few of the analysts who write about their experiences with serious illness mention the precedent Freud set by his silence. Yet consistent in the scant mentions of illness in the analyst are remarks on how little literature there is. It is almost as if Freud’s decision has instructed his followers to remain silent as well. Halpert (1982) writes that, as


some degree of identification with Freud probably exists within every analyst, one wonders whether the image of the 66-year-old man with cancer of the oral cavity, living in pain, struggling on heroically, doing his work through an endless series of surgical procedures until his death at eighty-three, might not form an identificatory model (and perhaps rationalization) for continuing to analyze in the face of pain and death

[p. 374].


The heroic ideal is salient, not only with regard to working through one’s own suffering, but also to the solitary and isolated quality of the hero’s life. Through that isolation, one possible idealized identity for the psychoanalyst is linked to that symbolic figure who is set apart to contain the contamination of others.

The themes emphasized in most of the literature on the analyst’s illness are the narcissistic regression that illness causes, the disruption of one’s denial of mortality, and the difficulty of maintaining an adequate analytic posture. Many of the contributions to this literature come from analysts working within a classically Freudian technique. So this ideal analytic technique, one that is compromised by the analyst’s illness, is the central organizing principle. Within this theoretical point of view a narcissistic regression—theorized by Freud (1915) to be concomitant with any physical illness—and the disruption of one’s denial of mortality are viewed as deleterious to the analyst’s capacity to function in an optimal way.

The stance Freud advocated for the psychoanalysts is succinctly described in his “technique papers.” In “Recommendations to Physicians Practicing Psycho-Analysis” Freud (1912) expresses the hope that his recommendations will spare those who follow him some of the frustrations and mistakes he experienced. He adds that each individual must find his or her own way in the work. The technique, he tells us, is simply described, if difficult to execute: the analyst makes no special effort to concentrate on anything in particular, but maintains an “evenly hovering attention.” The analyst, through his evenly hovering attention, works in parallel with the patient, who is directed to freely associate without attempting to censor any of the thoughts passing through the mind. Just how the work is conceptualized is revealed later in this paper, when Freud uses the metaphor of the surgeon, who puts aside all human feelings, including that of sympathy, in order to carry out the operation as skillfully as possible. Still later, Freud states that the analyst “should be opaque to his patients, and, like a mirror, should show them nothing but what is shown to him” (p. 118). Other important aspects of the classically Freudian technical posture include the analyst’s neutrality, referring to the analyst’s stance in relation to the patient’s conflicts; the analyst’s anonymity, referring to the question of the analyst’s own disclosures; and the analyst’s abstinence, referring to the handling of the patient’s transference feelings toward the analyst (Hoffer, 1985).

Abend (1982) offers working definitions of transference and countertransference that apply to much of the literature written by analysts working in a classically Freudian manner. Transference, he writes, refers to


all the influences of unconscious mental forces … the wishes, fears, and defenses of infantile origin, and the complex compromises to which they give rise—on the analysand’s relationship to the analyst, as it is perceived, remembered, wished for, and enacted… . Our term … derives from Freud’s initial grasp of the essential feature that they originate in the individual’s childhood experiences and relationships. [Countertransference is defined as] a full counterpart of this broad understanding of transference. It includes the impact of the analyst’s unconscious mental life—all of the residua of childhood instinctual conflicts—on his or her analytic activity with each patient… . [T]his should be thought of as a ubiquitous factor that affects the analyst’s work at all times

[p. 366].


It must be noted that these definitions of transference and countertransference describe processes that are located in isolated minds, where there is no overlap. There may be, indeed there inevitably are, influences on the other party that result from the transference or countertransference, but according to this understanding of the processes, their origins are clearly differentiated and separate. The intellectual paradigm by which these concepts are organized is strongly influenced by the post-Kantian empiricism that dominated Freud’s time and place.

Many of the discussions on the analyst’s illness are written from within this paradigm and are expressive of the tension this ideal imposes on the discipline of psychoanalysis. This list includes Chermin, (1976); Abend, (1982, 1986); Dewald, (1982); Halpert, (1982); Silver, (1982); Arlow, (1990); Lasky, (1990, 1992); and Lazar, (1990). The authors detail an ideal analytic stance: that the analyst’s work should be analogous to a surgical procedure and that the analyst should be impenetrable, mirrorlike, and thus neutral, anonymous, and abstinent. This ideal stance has elicited many responses throughout the fractious history of psychoanalysis. The contemporary American relational school (e.g., Mitchell, 1988; Aron, 1996; Bromberg, 1998; Hoffman, 1998) is preoccupied with dismantling this model of the isolated mind. In a way, the scant literature on the analyst’s illness traces the development of this relational theoretical orientation, one that critiques and deconstructs classical theory, in miniature.

Arlow (1990) offers a gripping description of the moments he fell ill, and advises that what the analyst tells patients (and readers?) about his illness may “express his own defensive need to deny the gravity of his condition” (p. 22). Dewald (1982) discusses the countertransference issues in detail, arguing that the analyst’s narcissistic involvement interferes with clinical skills, and that the fantasy of invulnerability to illness and disability leads to the analyst’s need to reassert self-esteem and a sense of competence. This need has the potential of leading a recovering analyst to return to work before becoming aware of possible countertransference interference. He also speculates on a fantasy common to analysts, that their own analysis has immunized them against all kinds of illness. Wong (1990) also describes how he decided to give patients factual information about his illness according to an assessment of the quality of the transference and ego strengths of each patient. The more disturbed the patient, the more information was deemed to be required. A patient with a fragile ego structure, who is less able to tolerate ambivalence, needs more information because it is thought that, with this provision, less anxiety is likely to be stimulated by fantasies fueled by unconscious wishes to destroy the analyst. Presumably, such fantasies about the analyst’s illness would be ameliorated by factual disclosures by the analyst.

Abend (1982) argues that the post-illness countertransference experience makes it impossible to evaluate objectively whether and what to disclose to patients. He states that he intended not to disclose any information regarding his illness to patients but found it impossible not to, for reasons rooted in countertransference issues. Maintaining the analytic ideal of anonymity is also the most desirable technical stance for Lasky (1990, 1992), but he found that he simply could not live up to it. The strains imposed by the experience of illness proved to be too much. In an attempt to soothe the attacks on himself that he felt he was making, Lasky (1990b) imagined a sympathetic Freud sitting by his side, assuring him that he was still an analyst even though he had deviated from the ideal analytic technique. For all of these analysts there is a clear demarcation between the transference and the countertransference, and the analyst’s countertransference is seen as a deleterious factor that must be kept under control.

An article written within the theoretical orientation of British object relations provides a glimpse of shifting attitudes toward aspects of the analyst’s private experience, describing their role in the treatment in a different mode. Durban, Lazar, and Ofer (1993) examine the complicated intrapsychic processes pursuant to the analyst’s chronic illness. But this is inflected by a definition of the analyst’s function and presence that diverges from the heroic ideal of the surgeon who remains transparent and abstinent. In this theoretical view, the analyst functions as a container for unconscious contents, fantasies, wishes, or impulses that are unacceptable to a patient and that must be ejected from the self and projected into the analyst. The analyst must tolerate this accumulation of unacceptable psychic contents until they can be accepted once again by the patient who, through the work of the analysis, has matured sufficiently to reinternalize what was previously intolerable. These authors set out to describe what happens when the analyst is ill, when the container is cracked. They suggest that the crack itself can be a container:


A confrontation with his own illness may open a gateway for the therapist to a world of contents which bear on the basics of the body and the primitive edges of object relations. This is a world dominated by concrete, pre-symbolic bodily functions, where time is metabolism, internal space is pleasure or pain, fullness or the emptiness of hunger. The readiness to speak and listen to the language of the body is substantially different from succumbing angrily to its constraints; it entails more patience and tolerance on the part of the therapist to his patients’ preoccupations with bodily functions and sensations

[p. 710].


Thus the analyst’s experience of his or her own illness provides a unique access to the most regressed aspects of a patient’s experience. These regressed aspects need not pertain to the patient’s awareness or experience of the analyst’s physical illness. Note that the analyst’s experience of regression, due in part to a physical illness, resounds with meaning beyond the illness. In this theoretical approach it is assumed that the analyst’s inner experience and the patient’s overlap continuously; they interpenetrate. For the analyst working this way, a concern with bodily condition is construed not as a distraction from the patient’s experience, but as a greater involvement with it. The question of an objective view of reality has dropped out of consideration, and of central importance is the analysts understanding of his or her own inner experience as access to the unconscious psychic reality of the patient. The authors do not discuss the question of disclosure, since the patient’s inner experience remains the exclusive focus of explicit communication. But the use of the analyst’s inner world is remarkably different in this way of working. The separation between isolated minds is breached, and a direct link regarded as a vital method of communication is posited between the unconscious minds of the analytic partners.

A contrasting point of view was expressed in Morrison (1990). Although she did not name it explicitly, her theoretical point of view resonates as intersubjective, rooted in self psychology. This theory and technique favors an empathie connection to patients, as well as close monitoring of the patient’s affective state. Self psychology does not posit a technical stance that differs from Freudian technique with regard to disclosures, but, as a developmental arrest model (Mitchell, 1988a), it posits a radically different theory of mind and hence of therapeutic action. The theoretical and technical innovations of an intersubjective approach generally involve the open acknowledgment of the analyst’s ongoing, subjective experience. This theory informs Morrison’s description of doing clinical work while she was undergoing cancer treatment. She begins with a disclosure of the details of her illness and the emotional meanings it evoked in her as well. She acknowledges that we cannot prevent disruptions in any treatment. We can only consider the “meanings and implications for the treatment of how we handle these situations” (p. 228). She argues that the experience of illness can “enrich and inform the work” (p. 228) and that her capacity for empathy increased. Her description of her mental state is far from the compromised, narcissistic, exhibitionistic state referred to in so much of the literature. Technical decisions are made in different ways: Morrison describes how her disclosures came in response to her patients’ associations and questions, rather than according to diagnostic concerns.

The tone of Morrison’s papers is remarkable. She begins with a forthright description of exactly what her illness entailed, and includes a generous, affect-laden narration of her subjective experience, a quality that the other papers by women in the 1990 collection of essays (Lazar, 1990, Schwartz, 1990) share in varying degrees. The difference in affective tone between the essays written by men and those by women is striking, a difference that transcends theoretical orientation. Lazar and Schwartz place themselves squarely within a classical Freudian tradition, but they tend to be more open, less preoccupied with their failure to maintain an idealized anonymity, than the male analysts writing on their experiences with illness. I was led to speculate about the potential effects of socialized gender difference on the question of emotional openness as an organizer for this disparity in the tone of the various papers. Echoing a gender difference described in Gilligan (1982), the men seem generally to wrestle with questions of rules about disclosing; the women seem far more involved with detailing nuances of their feelings, as well as those of their patients. Looking to other examples of the expanding literature on the analyst as a person, a body of work dominated by relational/intersubjective points of view, the influence of feminist thought on this branch of psychoanalysis is unmistakable.



On the Analyst's Subjectivity, Disclosure, and Countertransference

This relational theoretical orientation is shared by the authors of essays collected by Gerson (1996). These papers do not discuss illness, but other significant events in the lives of analytic therapists. Gerson describes her intention in collecting them_ “to show how we make clinical use of what we have fashioned from our life encounters as children and adults. Personal struggles with crises or with certain aspects of identity (particularly those of the body-self) sometimes enhance, sometimes limit, but always affect our clinical work” (p. xiii). This implies a divergent point of view both of the role of the analyst and of clinical action. Relational analysts do not assert an objective view of reality or truth, or have a comprehensive view of the meanings of their own, or the patients’, behaviors. Self-disclosure is regarded as ongoing and unavoidable, and “analytic anonymity a myth” (p. xiv). Gold (1993) reminds us of the wish for a more than human status: “Although many patients … see their therapist as omnipotent and, therefore, problem free, this is … unfortunately not an accurate perception” (cited in Gerson, p. xvii; Gerson’s italics). With that emphasis, Gerson points up the wished-for role that echoes Dewald’s (1982) idea that analysts share a fantasy that their personal analyses render them invulnerable to life’s inevitable stresses.

In a discussion of a paper entitled “Disclosure: Is it Psychoanalytic?” by Greenberg (1995), Jacobs (1995) remarked that “disclosing information about the personal life of the analyst … is quite another, and even more problematic, matter” (p. 240) than the disclosure of the analyst’s emotional responses to the patient’s material. The clearest expression of the traditional point of view are two essays by Reich (1951, 1960).
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