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baby has taken them back in himself. It is this link that becomes the main
target of the psychotic infant's attacks, and Bion sustains that even more
effective than the attack on the links would be to prevent those links from
being formed (Bion, 1959).

These attacks, as I have already said, fragment the ego and the patient is
confronted with the task of restoring his own ego, prior to any kind of
reparation to the object.

To conclude: for Bion projective identification is the central and most
primary link between infant and mother, and the capacities of each one -
mother and baby - to use it, transform and assimilate it forms the core for
both normal as well as pathological development. In other words, with his
theory of containment, Bion brought new lights into Melanie Klein's concept
of projective identification and allowed for further understanding of the
human mind, both normal as well as pathological.

CHAPTER 13

Transference

BETTY JOSEPH

By 1905 in his paper 'Fragment of an analysis of a case of hysteria1 Freud had
formulated his ideas on transference - ideas which are still fundamental to
our understanding of the term and to our psychoanalytic technique today. He
asks:

What are transferences? They are new editions or facsimiles of the impulses and
phantasies which are aroused and made conscious during the progress of the
analysis ... they replace some earlier person by the person of the physician ... a
whole series of psychological experiences are revived, not as belonging to the
past, but as applying to the person of the physician at the present moment.

Freud sees that transference 'is an inevitable necessity' and that it is 'the one
thing the presence of which has to be detected almost without assistance and
with only the slightest clues to go upon'. Later analysts, particularly Melanie
Klein, then worked on such issues as what is meant by these 'imprilses and
phantasies', 'series of psychological experiences', and how they get built up,
how they get 'replaced' on to the person of the physician, the analyst, and
how they may be 'detected'. Melanie Klein describes (1952b) 'in unravelling
the details of the transference it is essential to think in terms of total situa-
tions transferred from the past into the present, as well as of emotions,
defences and object relationships'.

How then do we see transference today? It becomes clear that we don't
just mean that the patient treats the analyst as if he were the patient's real
mother or father, but that his/her picture of the parent has been built up and
internalized since infancy and that it is this pictvire or rather aspects of it, and
these internal objects that attach themselves to the analyst in treatment (and
indeed to other objects in the external world). The internal objects are not of
course simply replicas of the real parents (if it were possible to visualize such
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tilings as 'real parents'). These internal objects (see Chapter 8) are built up
partly from the way the child was treated from the very early weeks onward -
whether he was treated, for example with love and concern or harshly and
coldly, how he was actually handled, fed, played with or neglected etc. But
the actual handling, which is so important, is not the whole story. Something
comes from the infant or child's own make up - how he responds to the
handling he receives. Some infants and young children from very early on
appear to respond to any disturbance or frustration with great anxiety, others
seem to tolerate strain and difficulties much more easily, some will explode
with rage very quickly, others are more patient, others will appear just to give
in and withdraw. The picture the infant constructs of his objects from the
beginning will be coloured therefore not only by what actually happens to
him but by the nature of his own individual responses to his world.

We are describing here the mechanisms that not only construct the
individual's inner world but continue to operate throughout life and which
we can observe in operation in the relationship with the analyst - mechan-
isms of projection and introjection. The infant, child, the future adult and
patient projects his own feelings, impulses and phantasies into his objects
and then feels about them accordingly; he takes into himself, introjects,
objects that are constantly being imbued with his own feelings (see Chapter
9). We observe this happening when, for example, the analyst gives an inter-
pretation to the patient, the latter may well not hear it in the way it was
intended - but as infused by his infantile experiences. We may believe we are
giving an interpretation in a dispassionate way, intended to increase under-
standing, but the patient may hear it as a criticism or attack and therefore
respond with anxiety or anger. This in itself will lead him to expect the
analyst to feel hostile to him and a vicious circle will be set up, started by his
false perception.

James Strachey in 1934 wrote 'The nature of the therapeutic action of
psychoanalysis' basing his ideas on Klein's description of the role of projec-
tion and introjection in the analytic situation. He described how such vicious
circles get established - the patient projecting his impulses and aspects of his
internal world into the analyst and then reacting to the latter as if these
elements were actually part of the analyst. He discussed how the analysing of
such movements from moment to moment makes psychic change possible.

Freud (1905a) discussed how transferences 'replace some earlier person
by the person of the physician'. We could now describe this process of
'replacing' as being an aspect of projective identification - as Melanie Klein
termed it. Parts of the self and of internal objects are projected in the
patient's phantasy into an object, who then becomes identified with what is
projected. If we go further and enquire what is it that is being projected - we
can observe that sometimes it is more a part of the ego, for example it may be
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the patient's capacity to think that is projected into the analyst, and the
patient becomes passive and pseudo-stupid; or it may be the sense of guilt
which is felt as unbearably persecuting by the patient who then tries uncon-
sciously to rid himself of it by making the analyst feel at fault and guilty; it may
be a more total situation of complex relationships where the patieat will
attempt to manipulate the analyst into enacting a role belonging essentially to
the past but now very much part of his internal world and his unconscious
expectation of his external world. Strachey puts this very neatly when in his
1934 paper he describes that the transference process gives us, the analyst:

our great opportunity. Instead of having to deal as best we may, with conflicts of
the remote past, wlilch are concerned with dead circumstances and mumrniled
personalities, and whose outcome is already determined, we find ourselres
involved in an actual and immediate situation, in which -we and the patient are ihe
principal characters ...

Before going on to discuss some of the implications I want to bring a brief
example of the kind of situation I have in mind. The patient P was a very
young newly qualified and somewhat arrogant architect, who had significant
difficulties in his relationships. Both parents were living, his father was seen
as a very critical man who denigrated and was contemptuous towards the
mother yet was clearly devoted to her. My patient and his two younger
brothers joined in the denigration of the mother and she tended to submit
and collude with this attitude in a quietly masochistic way. In the session I am
quoting I had made a rather straightforward interpretation linking something
that P had said with some understanding established in the previous session
which had to do with his contemptuous attitude. My patient flared up saying
something to the effect that his quarrel was not with what I said but as he put
it 'how you say it'. He then just quietly moved on to describe his feelings
about a Prof. X who had chaired an architectural meeting the day before; P
said how he liked this man despite what other people said about him; he
respected the way he could let ideas grow and develop in the meeting and
yet be firm. The Professor twice told S (a lecturer in the college to which he is
attached and who appears to be ageing in mind and body) to shut up when
she seemed to be talking about issues which "were irrelevant to the point
under discussion. But afterwards he very nicely took her by the arm and
helped her down the stairs to the taxi waiting for her in the street.

The way my patient describes this gives us a picture of what was going on
in the session, of the transference. As the patient talks we listen both to the
description of his life and activities but also to the particular content chosen.
Experience points to the fact that what is selected elucidates something of
the relationship to the analyst - that the material is unconsciously selected
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from all the other tilings the patient could have talked about because of its
relevance to what is going on in the immediate situation. Thus my patient
first tells me very brusquely to shut up when he says 'my quarrel is with hew
you say it'. But he then quickly becomes quiet, changes the subject, revises
his picture of me, reassuring me, and thus helps me down the stairs. This I
associated with the kind of contempt that we had been seeing on the
previous clay - how I had become the troublesome and ageing S with my irrel-
evant remarks and I linked it with the way he used to ally himself with liis
father and brothers against his mother, while remaining apparently benign
but superior.

P apparently took no notice of my interpretation but went on to describe
how he had received a letter from his mother enclosing an article from a
newspaper on a current architectural issue, which was very much in the
news at that moment, in the papers, on the radio etc. It seemed therefore
somewhat unnecessary for his mother to have sent it, but my patient
expressed great appreciation. I suggested that his appreciation had hidden
behind it criticism and contempt towards his mother for thinking that it
would be worthwhile sending it to him. Further I suggested that one of Ms
conditions for appreciating and ostensibly looking up to me, his analyst, was
that he could at the same time secretly look down on me and the interpreta-
tions that I had just sent/given. He could then, as with his mother, feel me to
be weak and rather stupid.

In this material we can see something of the complexity and richness of
what P brings into the relationship with me, how he and I become in his
mind 'involved in an immediate and actual situation' in which we are 'the
principal character'. When I make my first interpretation, which the patient
hears as wrongly said, I am treated harshly and with contempt. But then P
immediately becomes kind, shifts, tells of the meeting and the situation is
described in which he is the firm Prof. X and I am the ageing S with whom he
has abandoned his harsh tone and taken gently by the arm.

The interpretation seems to me significant but P disregards it and this
similar scenario is simultaneously described and enacted. I have given an
interpretation but though as with the newspaper article appreciation is
indicated, it is treated as unnecessary. When P was angry because of what he
felt to be the tone of my voice, naturally one needs to consider whether there
was in the way I spoke something actually critical, or how much was this a
projection of his own hypercritical self. P's fear of his own harshness and
cruelty is very important as was indicated in his quick flight from open criti-
cism of me to a benign story about the meeting. P's treating me as a weak or
stupid person might be considered as primarily a projection of an internal
weak figure, but in fact we can observe how P constructs me into being this
kind of figure. If I do not notice that his appreciation of his mother's sending
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the article must be false (which later he agreed with) then I would be an
easily flattered weak person, if I do I can readily be experienced as being
hard.

This brief vignette liighlights a number of issues - for example how does
the analyst find the elements being enacted, bearing in mind Freud's state-
ment quoted earlier when he said about transference that it is 'the one thing
the presence of which has to be detected almost without assistance and with
only the slightest clues to go upon'. This I touched upon at the beginning of
the material from P. Melanie Klein in her 1952b paper took this issue a step
further when she wrote:

For many years ... transference was understood in terms of direct references to the
analyst in the patient's material. My conception of transference as rooted in the
earliest stages of development and in deep layers of the unconscious is much wider
and entails a technique by which from the whole material presented the uncon-
scious elements of the transference are deduced. For instance, reports of patients
about their evetyday life, relations and activities not only give insight into the
functioning of the ego, but also reveal - if we expose their unconscious content -
the defences against the anxieties stirred up in the transference situation.

In his description of the meeting P demonstrates certain important
anxieties and the nature of his defences against them. First how any interpre-
tation that is felt to disturb his own picture of himself stirs anger, this makes
him anxious and has to be smoothed down in a placatory way - as we see in
his anger with me being evaded by his turning to the story of the meeting,
and the criticism of the ageing S being quickly followed by the flattery and
kindness of Prof. X. P's deep fear of the intensity or cruelty of his aggression,
drives him to a defensive manoeuvre of placating and flattering his object.
His narcissism is constantly threatened by the analytic situation wliere the
analyst has the professional/superior role and this leads to a defensive
attempt to assert himself against interpretations or disregard them. His
anxiety about feeling small or dependent plays into his need to assert his
superiority and thus we get a series of interlocking vicious circles. The
connection between the way of operating that we see in this vignette and his
history of the men in his family ganging up against and humiliating the
mother was clear, but behind this I think is the picture of a child whose
unconscious rivalry with and envy of a creative parent is starting more clearly
to emerge.

It is not only through direct references to figures of the past, or as I have
just indicated, reports about the patient's everyday life, that the analyst gains
clues about the nature of the transference, but in addition we learn from
what we feel is going on, is being enacted, in the session and this can often
largely be gauged from the analyst's monitoring, not only what the patient is
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saying and how he is saying it, but also what is being stirred up in the
analyst's own feelings - what we would nowadays broadly call his counter-
transference. Freud in his writings rarely used the word 'countertransfer-
ence' and where he did he largely saw it as a negative force, something in
the analyst's relationship with his patient that arose from an insufficiently
analysed, more disturbed part of his personality. Freud writes in one of his
papers on technique (1915c) 'Observations on transference love', 'In my
opinion therefore we ought not to give up the neutrality to the patient
which we have acquired through keeping the countertransference in check.'
But by the 1950s there was much interest in the more positive under-
standing and use of countertransference, significant contributions being
made for example by Heimann in her paper of 1950 'On countertransfer-
ence', and Racker (1968). Klein herself scarcely alludes directly to counter-
transference but her work on projective identification has of course played a
fundamental part in the understanding of countertransference over the last
three or four decades.

As I have discussed, our patients bring into the relationship with the
analyst their internal world, their archaic ways of relating - but what effect
does this have on the analyst, can he just remain 'neutral'? What responses
does he make? This is the stuff of countertransference. The majority of
analysts nowadays, I believe, would agree that the task of the analyst is not
just to 'check' in the sense of hold back, ward off, the countertransference
but to keep a check on it - to monitor what is aroused in him- or herself and
locate where it comes from. He needs to sort out whether what is aroused
conies mainly from something in his own personality - anxieties, defences
that have been touched off by something in the session; whether it arises
mainly from the patient and what he is trying, consciously or unconsciously
to arouse in the analyst and manipulate the analyst into enacting. The pull
towards enactment is probably constant, patient and analyst subtly affecting
each other all the time - it may be very subtle, the analyst for example may
only realize that he felt critical and was a bit condemning in his attitude when
he hears his voice becoming slightly sarcastic, or that he has become too
identified with his patient -when he realizes that his voice or words seem
particularly 'understanding'.

The patient's material may push the analyst into becoming actually defen-
sive, the analyst allowing himself to be manipulated into a position that is
more comfortable both for himself and his patient, avoiding confronting
what is currently going on. This kind of pressure can be seen in the brief
description of the young architect P. It would be very much more comfort-
able for the analyst - and patient - for the analyst not to pick up and interpret,
say, the quick shift from anger and criticism to the placatory story about the
meeting, to leave it and remain a benign object. We all want to be liked and

having to stand up to anxiety, possible hostility, regret, threatens our
defences. Sometimes of course the risk of enactment is of the opposite kind -
when the patient tries consciously or unconsciously to manipulate the
analyst into losing his temper or joining into a kind of argumentative quasi-
interpretative struggle, or overt sado-masochistic behaviour, a type of
pressure that was very important at times with P. Our patients can most
subtly, unconsciously discover the analyst's defences, weak spots and play
into them.

These various considerations take us into the heart of what Dion
described as containment - the importance of the analyst being able to
tolerate, contain, whatever the patient brings into the relationship with him,
so that the analyst is in a state of mind in which he can become aware of what
the patient is projecting into him, without unduly reacting to it (see Chapter
12). 'Unduly' because as I have indicated, it may be almost impossible for the
analyst to register such projections until he has noticed himself responding
to them, however slightly. As I have described, it is essential that the analyst
checks on his feelings and ideas to help him to distinguish what his not been
projected by the patient but has arisen from his own personality, Impulses or
defences. Yet there is an additional point that needs to be made: while an
understanding of countertransference is of very great importance, the atten-
tion of the analyst must of necessity be primarily on the patient and what is
going on in him; any preoccupation by the analyst with his own feelings or
phantasies suggests that contact with and understanding of the patient is
getting lost.

Earlier in this chapter I suggested that if one thought of behaviour that the
patient brought into the relationship with the analyst as just a replica of his
'actual' past I could not see how real psychic change could be achieved. One
might get changes in behaviour or ways of responding but inner, psychic
change requires more than this. It involves a shifting in emotions and
impulses, a change in the relationship between different aspects of the self -
we might describe this as between the ego and the superego - or to take this
further - a change in the relationship between the patient's internal objects
and parts of the self. Change and movement can be observed by the analyst as
happening in the session, interpretations will then help the patient to
observe himself and thus make contact with such shifts and become aware of
fragments of emotional experience deriving from unconscious sources that
would ordinarily not be available to him. As the analyst tracks these shifts in
the patient, or the pressures put on the analyst to join in, argue etc.there will
be movement - gratitude for understanding may emerge and the inalyst be
felt as understanding and benign, and momentarily be internalized as such; or
as we saw with the architect P understanding may be bypassed, suggesting
that as it comes from the analyst it disturbs the patient and stirs up Ms rivalry.
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So it has to be disregarded and the analyst kept redundant and stupid. Then a
different kind of object is introjected, weak and hostile. As these minute
shifts are not only observed but experienced by the patient, we can get what
Strachey described as a 'breach in the vicious circle'. It is these vicious circles
that manifest themselves as constant repetitions of unsatisfactory patterns of
behaviour and mood.

There is only one way in which we can really begin to breach these
vicious circles, that is through interpretations. The patterns of behaviour may
appear to alter without any interpretations being given by the analyst - as
when P moved away quickly from his quietly attacking behaviour to talk of
other things. But this kind of shift leads to no change within the personality,
only to defensive flight from his impulses and a splitting in his picture of the
object, the analyst who then, for example, becomes benign, possibly ideal-
ized, or weak but harmless. If we can follow and put into words the kind of
movement in the relationship between patient and analyst as I have been
describing, both patient and analyst can observe what is going on - the shifts
and change in impulses, emotions and defences. It is this that helps us to
understand how the transference is constructed because it is re-happening in
the consulting room. I suspect that any techniques that do not depend on
interpretation necessarily mean that the analyst or therapist is trying,
consciously or not, to 'influence' the patient by projecting his own values,
ambitions, judgments etc. into the patient. And this, so far as is humanly
possible, psychoanalysis aims to avoid.

To illustrate this I shall bring brief material from an adolescent patient,
Jenny, aged 16 - she was stuck in her development and had no interests in life
apart from watching films and video. Her mother seemed a devoted but over-
anxious and intrusive person, her father kindly but weak. Jenny described
awful fights with her parents but with me appeared pleasant and agreeable -
however it soon became clear that she would apparently accept anything I
said, seemingly agree with it but nothing much moved in the analysis. The
material I want to bring comes from a period when there had been some shift
in this and she was studying better and had actually obtained a place at a
college just outside London. I managed to rearrange her times to fit in with
the college schedule; she first agreed to them but within a few days she
decided that she only wanted to come three days a week instead of four and
not on Tuesdays at 5.00 p.m.

On the following session, a Monday, Jenny said she had been worrying all
over the weekend about this question of the Tuesday sessions; she seriously
did not want to come at 5.00 p.m. - she resented it and wanted me to go
along with her point of view. I agreed that it made her feel guilty not to come
and she wanted me to remove the sense of guilt. She went on to describe
how on the previous day she and her family had decided to go to the cinema;
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she had wanted to see a particular film, but her sister had wanted a different
one; finally they all went to the latter, and it wasn't so bad. I expliined that
she wanted me to be like a little sister who doesn't disagree with her. I should
see things, the films, the whole issue of the times, in the same -way as she
does, so that there would be no difference between us and no conflict. With
difficulty Jenny managed to explain more about why she so mudi did not
want to come on the Tuesdays. She didn't want to cling to four times a week:
it was a bit suffocating; she was frightened that it would make her completely
dependent, and she always felt she had to talk tilings over with me and get
my approval before doing anything.

Here one can see a clear picture that this girl has of me - not as of
someone trying to help her to find her own mind and her own interests - but
as someone invasive and suffocating. She described how she feels that she
gets what she calls 'explanations' from me as to -what I would like, but
actually she continues to do what she wants and there is no change. The
analyst, in other words, may believe she is helping the patient to think and
talk things over but my patient hears me as forcing my ideas on to her and
actually taking over her mind. Then the only thing she can do is either to
agree and apparently let herself be taken over but secretly continue to do
what she wants, or run away, avoid Tuesday sessions, those are the alterna-
tives. Talking to gain understanding from her point of view is simplyiiot on.

So on the following day, the Tuesday, Jenny as she had planned did not
come. On the Wednesday she said she was feeling guilty and annoyed by
what she called 'our difference of opinion' over the issue of the Tuesday
session. She said she was not going to change her mind but she had not
realized how upset she would get. Ordinarily she added she does notlisten to
what people say and she reminded me that when I had first suggested the
Tuesday 5.00 p.m. session, she had said OK, but this is what she had done all
her life - just agreeing. But she added it doesn't mean a thing, I feel suffocated
but I put up with it.

If we look at the nature of the transference here we can see how this
patient cannot really listen or take anything in from her object, she acts agree-
ably enough but the object cannot really influence her in any helpful way -
and as she says 'it doesn't mean a thing'. The deep anxiety seems to be that if
she lets the object, now myself, in at all she will be taken over and suffocated.
In a later session Jenny made clear that she believes that people are always
taken in by her agreeableness.

There is here a clear example of the kind of pull towards enactment on
the analyst's part that I discussed earlier. Jenny was exerting considerable
pressure on me to enact the role of a weak person who would 'give in' for the
sake of peace or out of apparent kindness, it would have been easier in one
sense, both for patient and analyst. An alternative role would have been to
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respond by pushing guilt into the patient who might then have felt pressur-
ized into coming on the Tuesdays. Or one might have been manipulated into
getting frustrated and reacting with anger, and thus trying to force her to
change her mind. In a way I think Jenny might have found this easier, she
would have had a 'reason' to rebel and fight - any of these enactments on the
analyst's part would have enabled the patient to evade the main issue of
facing and understanding her underlying anxieties and her need to find her
own mind.

Thus Jenny's struggle about the Tuesdays could be seen as a normal
adolescent's struggle for independence and therefore just accepted as such.
But this, as I have indicated, would not be the psychic truth. Her conflict was
one aspect of her deep anxieties about the nature of her mother/analyst's
over-protectiveness/invasiveness and this had first to be recognized and its
unconscious elements unravelled. To give in to the notion of healthy
independence would be much easier for the analyst and on one level for the
patient but it would mean abandoning one's role as her analyst and seriously
letting her down. It might look like kindness but would in fact be a great
unkindness.

I have so far spoken about transference in adults or near adults, but I want
now briefly to discuss how we see transference in the very young child. This
takes us into an area about which there has been considerable controversy
especially in the 1920s and '30s. Anna Freud believed that the very young
child did not make a transference to the analyst because of his/her very close
relationship with the actual parents - these views were later to some extent
modified. Melanie Klein thought that the child began to build up an inner
world of objects from the beginning of life and that aspects of this would be
projected into the analyst whatever the age of the patient (see Chapter 1). It
meant that Klein felt that even very young children could be treated by
analytic methods.

I shall bring material from the second week of the analysis of a boy G who
was then just three years old. He came to treatment because of very severe
anxieties in almost all areas of his life, especially at that period focusing round
defecation and he was very controlling and uncontrollable. He was however
beginning to be able to let his mother bring him into the playroom and then
leave him there with me while she waited for him in the waiting room
upstairs. On the Thursday of the second week he came with Ills mother to
the playroom but when she left he started to cry and shout for her. This time
I had the impression that the crying was more to do with his need to force his
object to give in to him than about real anxiety about losing her. So I
prevented him from leaving the room and talked to him about his need to
control me. He threw himself on the floor, yelled and kicked, but it was as if
some part of him wanted to settle and use the playroom and material while

another part forced him to go on with the wild behaviour. The violence I
suggested made him more anxious as if I and the room became bad and
frightening. He seemed to listen but went back to the yelling and thrashing
around on the floor. The following day he came to the playroom willingly
with a roll of Smarties and some bubble gum. He ate the Smarties and chewed
a piece of gum. I explained that he had felt very angry with me yesterday, but
today felt different and he brought some sweetness with him. He removed
the gum from his mouth and gently put it in my hand. He got up and went to
one of the small chairs that stand by the low playroom table and rocked it. As
the seat was under the table naturally it did not fall, he rocked at it again and
it remained steady, he repeated this with the other chairs. I interpreted that
he was relieved that I did not give in to him yesterday but remained firm and
steady like the chairs and did not let him overwhelm me. G then went on to
other activities and when the session ended he left in a friendly way saying
goodbye.

I think that here G demonstrates something of his internal world and his
own anxieties - his determination to force his object to give in, his violence
when he does not get his way and how the violence increases his anxiety so
that both analyst and playroom become persecuting, and then he needs to
get away, escape. By the second session we see more clearly his fear that he
can overwhelm his objects (as indeed I believe he had reason to fear with his
parents who were often in despair) but he also shows some capacity for
affection and sweetness and some trust in his object that she can take what
comes out of him (the gum and all it may represent) and can contain, remain
steady and stand up to him. I am suggesting therefore that this young child
brings into the new relationship with the analyst old patterns of relation-
ships, now already part of his internal world, and colouring his expectations
of his new objects. He anticipates that the analyst will be forced to collapse
and will be like a weak parent. But this is not his only version of an internal
figure; he seems able to find, I believe re-find, in the analyst a different and
firmer object which at that moment he clearly values.

Once Freud had discovered the existence and significance of transfer-
ence, psychoanalytic technique had been influenced for ever. With Klein's
contribution to the understanding of the formation of the inner world and
how this becomes projected, transferred into the analytic relationship,
psychoanalysis took a major step forward.

It made the previously powerful dependence on the patient's history
avoidable. What our patients tell us about their history is always of interest
and significance. But the issue becomes whether we listen to the patient's
account of his past to explain his pathology, or whether we listen to it as
we listen to all his other communications - as indicating something going on
in the present, asking ourselves why did it come up now? is it because it
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illuminates a new piece of understanding? is it a flight from some immediate
anxiety in the current relationship? or many other things. It is not of course
that the analyst is not concerned about the patient's external life and happen-
ings, liis other relationships, but if we can start from the current situation, the
patient's feelings and ways of relating in the session, then it becomes possible
to understand how this may be reflected in the outside world and in his
external relationships, and the interpretations can fan out accordingly, or the
patient himself may begin to make these connections, verbally or just as shifts
in feelings towards and about people.

I have tried in this chapter to discuss the meaning of transference and
how it derives not just from the patient's past but from his inner world. This
inner world is built up from the beginning of life, from his actual experiences
interwoven with his own impulses and phantasies. What is transferred
colours the relationship between patient and analyst constantly exerting
pressure, subtle or gross, on the analyst to enact some role. It is the detailed
understanding of this relationship - transference/countertransference - that
emerges as central to psychoanalytic technique.
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