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. iations. He begins by ideny:
rich free 8SSOCIRION . L ehich, in e i
putes — S smell. and IS weight which, in his mﬁ:g
toso personal 8 peo, ¢'s rejection of him. But it is more copy, |
arc ass00ile? o also says that it he had sex he would squash a yop, "
s powerful image Tomis cqfnmun:caz_trr]g his own rage ang
Through 0B I o the phantasy 1 intimach ™ impossible because iy,
derous o 2 woman he would squashiidliherl

gets close Teaning of Tom's commuNications we need tg o

To ynderstand the Me- that is, we listen to the content of hig g

<o what he is 58y100, T -0 :
;e::;ﬂ;gs; mind that this is the,penulti,mate therapy session. The d"m'lnan

; es in i alive are about being neglectedfnotwsited by his pare
5 g,ne;n :F;Jg‘r:;;tri‘::i?hi}n@if as’ r_epellentr to ct}jers thereby Preventing ::,s
intimacy. | note here that he switches from be:r:g .f.,wtr-;_gry with his parents
focusingon.wh_at'it might be‘_s_about him.that mas gs ‘1 ‘{_‘_‘POSSIbEe for others .
get close 0 ‘i, If we consider these -them_es in refation to the fact that ths
is the penultimaie sessi_dn,w'ei;beg;_n to'hear.a different. stow_ Tom is angey
e e seeing him anymore. In s phantasy,  Bas Spefer non
smelly, non-heavy patient who 1-would rather see than him and this s why|
am stopping the therapy. Behind the,.qr_lm’;._xil_‘ anger about the therapy ending
fies Tom's anxiey that he destroys relationships and that is why peoplel
need fo get away from him. - ~ _ B
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The Nature of Psgchdana]yticfIntérpre_tétiOn'_-

Interpretation is not an exclusively ps?CBoaﬁa'!jfﬁc technique. Cognitive-
hehavioural therapists: also “interpret’ when they make _explicit 1o their

patients, the links berween their thoughts and behaviour. To interpret, inthe

more strict analytic sense, refers tp:'ve:ﬁaii'intgtxfeﬁt‘idq's that make something
unconscious (i.e. an aspect of their psychological functioning) conscious.

1. Jane was a deprived, young single mother who came into therapy because
| she had become post-natally depressed after the birth of her first child. She
toid me that hier own family had rejected her'and the father of her daughtef
" had not shown any interest. She described her daughter as difficuti as €
cried most of the time. She felt exhausted by her demands and strugge
to breastieed her. She said that her daughter was always hundr: but thé
‘her breasts had lttle milk and it hurt her and that she was going 0 give "
daughter thg bottle. She was so exasperated at times that she was €%
tempiating giving the baby up for adoption. She said that her social wor®
visited her once a week but that this did not help.

N 0
Presented with this material, | ask myself what internal exper'tence Jan

'g:gii E;:ng to convey through her description of her struggle it sefial
y. Jane consciously knows that she is depressed, and as.the 1t

P

rrm here i s deseriptive sepse

> hel ¥

e ) LIS L‘-’“"?Hmh‘pg .
. peates she links her current . featinn 179
L e state wit
her b omes, in her mi anifes
'Zaches the stage of c::nmlnci, Stch avoracioys, ge -

rom het history is that Jeemmptl?tmg giving her U,p _f(::‘:gdlnt_g Baby that
i ek ehas a dif k doption. What
Jave re10c1e0 NS 3N Wit hr parnar g s P i e famiy

ditionally has o contend with th
fionally has & very re:

i ?‘?t. tbem? of the narrative is con\r.riyezl gﬁTha; o afa sn}ai! b
pleted; aching breasts: she feels she has noth 8l 1o g and
tahy-has taken everything from retar e i

- - her. i N
pproach:this material as an u In an interpretation we might

‘ ch N UNCONscious communicati
dy part of Jane that cannot be soothed, just like he:lggf;?gzi '

and.is always hungry. In her own :

e HAry- needy state, she: i 5

hter:as a rival for limited resources. The fantasy of .giviz?;ieé;eu{::qfi; o

oresents 2 way out in her mind when she feels that her daughter
¢-much away from her. . S onier

on:.!as-;_:_l ._hypqth_esis. It inviFes the patient to comment on it if he
ighore it. .T_l.us is why an interpretation is ideally couched as a
enient; question or f9rmu1a:ion that conveys to the patient “This
of understanding what you are saying”. An interpretation
p‘ient_--of_-z,truth where we tell the patient what he is really thinking
ses not;yet know it; rather, ivis an invitation to consider another
may, -or may not, fit. o
ni involves an inescapably subjective dimension. Interpretations
nor-false, only more or less helpful. Itis of course the case that
- our-patients, well and have worked with them over a period
£ars,:Our interpretations will become tess hesitant and we can
-hase™ when recurring parrerns manifest themsebves, This may lend
fation, a quality of “certainty”, but usually this is not how the
eriences it. This is why some published case histories are problem-
ut of the context of the history of the therapeutic relattonship, some
ons may misleadingly come across as unfounded, wild guesses.

ntent, Function and Timing of Interpretations

- - by, chair func-
aspects of interpretafions need to be considered, namely, ther fune

ntent and timing.
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“Content™ refers 10 whether the interpretation refates, forexample; co defences;
to intrapsychic factors of to the transference. Content is not just deteemined by;
what the paticnt says, but by the level at which the therapist interprers is. For
example, a patiens may discuss a difficult work situation with a boss  whom'
they:are experiencing as hostile sowards them. He describes the boss.as insensi-
tive; a bully, who abways does things his own way. In.dealing with the boss, the:
pacient reveals his characteristically passive stance: he will endure the situation
while secretly giving expression to:his hostile feelings abour the boss throughi
his contempt for him. The patient thus presents himself as self-righteons and
passively aggressive in the face of a:bullying boss. Such a narrative could be
raken up in different ways: In 2 classical Freudian model, the einphasis might
be mare an interprerng the impulse {e.g. rowish w artack and humiliate the
boss) and che defence {e.g. the passivity), More contemporary, ohjece-relational
models might place less emphasis on the interpreeation of defence and impulse
and more on relational and interacrional perspectives, For example, fhey migh

take up the relationship with the bioss as an instance of transference.and exam:
ine the patient’s uxperience of the therapist as a bully along with his seere
comtempt for the rherapist.

There are no definitive *roles”™ abour how to determine the focus of an inter:
pretation, Nevertheless, if the patient is primarily struggling with the experi-
ence of fragmengation and boundary diffusion, this exposes 1 lack of a sturdy-
eneugh ego structure {i.e. weak ego strengeh} due to an absence of a2 con-
stant, defined self-representation; this-experience is generally prioricised in the -
content of an interpretation over issues of subtle meaning, affecc and wish
{Greenspan, 19771 For example, focusing an interpreration: on the patients ¢
conflictual wishes when the patient’s main concent is-with & sense of inner
fragmentation misses the patients core experience and s thes onlikely to be
helpful. With neurotic patients, whose personalities are niore Infegrared, inters
pretasions ¢an afford. ro focus on themeaning. of whar the patiene says. Wich
more distuthed patients, who have very disorganised object:relationships and .
who cannot regulate their eimotional stites, incerpretations can more helpfully
address the patiencs affective expericnce; that is, the focus is on helping theny
to identity what they feel before meanings are exploved; :

Psychoanalyric interprecations con focus on a wide range of thoughes, feel
ings or behaviour:

» They can draw attention o contradictory pictures of people, including the
cherapist, and the anxicties that lié behind the construction of such contra-
dicrory representations.

» They can addréss specific defensive- manceuvres thar compromise the
patient’s sélf-awareness and connection 1o the therapist in the session, thar
is, transference interprecations (see Chapter 7).

e They can be directed av the patient’s self-representations, helping bim tor
explore positive and negative artributes and how these mighe be linked with
particular represencations of atlier people, Such interprevations can be made
at different levels, thar is, they may invoke wnconscions meaning or they

ey v Bmed rimmeles el naeeltalb sasrans aviltsedan wnd Erabiaas tha moband
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has. When working wich pariénts who are more concrete in their thunking,
inteepretations of this latter kinid can provide a gradual entry into-a more
exploratory mode. - _ : 7 ‘

* They can centre on the identification of partérns in. the patients actions,
thoughts:and feelings, especially in the conrext of relationdhips. o self
and -others, including the cherapist, highlighiting the anderlying object vela-
tionships and the associated. wicbnscions phantasies that are sngctéd or
implied. We infer the presence.of nnconscious phantasies® from the.patient’s
behaviour or beliefs. For example, the phantasy “f g filled with badness™
may manifest itself in the wwansference:as a constant vigilance by the pattent
for critical comments, The phantasy “Lamr-ommifiotent™ may manifest itself
as the patient talking abour fisk-taking behaviour withour any. sense thar he
might get hurt,

Function

Ar ?rs simplest, one of the functioris of an interpretarion is ta convey fo the
patient that lis communications, however incoherent or mnfﬂ#éd, arc mean-
ingful. An interpretation puts into-words rhe parient’s experience, focusing in
gﬁal'ti;iuiar: an the unconseious aspects of the experience. Many iﬁterpreratidns

serve the function- Of validating thie patients experience; they: are essentially

sopbisticated reflections. of empathy thar convey to the patient thar we have

unlerstood his prédicament by going one step beyond an acknaw!ec{gea:eht of
what the patienc feels: For example; if the patient is descriling a dispute with o
friendt whio disagrees with bim over somie issue and he tells us that he s upset by.
the argumenc,.cur interpretation would 2o beyond recognition-of the 'pai:iéni:;.é

stated distress. We: would be,additionally, trying to formilate whya ‘di‘éﬁgréé-
‘ment feels disturbing to the patienit, for example; we might liypothesise that the

patient experiences any kind of difference as threatening to his interial psychic

equitibrivm. . ' ' - ' S

Wheu we interpret to our patiént his state of mind, we gre implicitly com-

municating our own stance in fégaril to the patient; that is; we are relating to

him as a chinking and féeling: being who Has a‘complex mental life that can be
understoad, This; i turn, includes an eleméne of reflection that will eventy-

éxii}f become transmuted: into-the patitnt’y self-reflective fungtion by a pfﬁcess

_r,:f internalisation (sce Fonagy et-dl., 2002}, An inteepreration is thes poten-

tatly murative not only by virtue of its content, but alss because it provides ilic

patient witli ait experience of an external and- different objeet wlio can think

about his experience in addition to validating it {Kembers; 199713

B Britvon | 12211 hefplally distnguishes hetween yncosseives-phancisy and belief, Tn bis: viehy,.
&E::rrr:.rzs}' exists'in the noeexperiential realm of implicic memory, whereas a betéef ceflaces the man: '
ta conteres generated by the peocédureidiivated in'an objéct relstionship. :

~ Fonagy and Foaagy {1998 Fsngreist thar wlien shie niother responds o the biby's distresa by phiogs
it 2 thsal-tane message thae acknowledges hoth the chilkd's experiedee alongside the expréssion 6f
:,ummE?r;r e‘r;tatiqj_'ffa-i Sm.t: ;{mc i5 ingompatile with the kaby', this conveys o the: baby: that her
EMaional expedence ihos beea conkGined.



pretative mode conves to the patient, even if painfully, that unibearable states:

Many ineerpretarions serve the function of finking what the patient experi-
ences internally with exrernal reality. This helps the parient — particularly the
more disturbed patient who has hlurred ego boundaries — vo- establish conneg
tions between powerful affects or states of mind and perception: Such-interpre-
tations provide a gentle introduction to the idea of an unconscious mind thar:
exerts an impace on behaviour.

Interpretations are often said to “contain” the padont’s:clistress, By-bring:-
ing rogether disparate aspects of the patients iexperience, an interpretacion
metaphorically “holds™ the patient, The mere ace of interpreting may be expe-
rienced by the patient asa concrete expression of our interest in himadd this
too may be felt to be very containing. At rimes, containment may bie all that
the patient can manage: some parients come to us 10 b waderstood but.no
for understanding (Steines, 1993}, Understanding presumes the patient’s activ
involvement in ehe process such that hie is emotionally sturdy enough to rike on
responsibilicy For his own mind and its impact oo others. Although the contair
ing funcgion of interpretations is important, and with more disturbed patients
it is exsential, containment is.not anend ircitself (Steiner, 1993). As Frosh aptly
[UES it:

IE ontaineient is all thar therapy peovides, theb the real ching, the existance of:
conteadiction and Joss, is never Faged;
{0997 108)

As-we approach any of our patients’ communications: we-always need to be'
mindful of the évee-present, pressure from the patient to relieve him of his suf-
fering. Of course, this is.one of the aims of any therapeuric ehterpeise. But there:
are different ways of edsing psychic pain. One is to engage in some activity, suchi:
as giving:advice or providing reassurance, Such interventions, while providing -
shore-term relief to the patient, may also communicate ro the patient that we
canaos bear to stay with his pain and to think abour it. Keeping to an inter-

of mind can be reflected npon with another person who validates the patient’s.
experience. After all, as Frosh suggests, perhaps all.that therapy can offér is:
“metaphor of interpersonal recogaition, a sign of net being alone™ {1997a: 98,
Interpretation may be one of the means of conveying this kind of recognition. It
signals to the patient that he is “not alone”, thar anather mind is grappling with
his mind. We should not underestimare this-simple; yer powerful, functon.

T our work we nieed to balance an open, Feceptive, supportive artitude wich
one of seavching and “facing up o™, An interpreeation may both validare and
congain a patient, but it alse needs to hring together disparate éleménts in a way.
thart is ultimarély challenging. Ieleally anviatecpresation is mere than revelatorys
it is also descabilising. The act of interpreting is more dhan a reflective statement.
that eaptures the patient’s experience. It also introduces a new perspective on
the patient’s experience. It is importaut, therefore; wo ‘create the conditions of
safety within which the patient can withstand the challenize that is.a necessary
part of the therapeutic enterprise.

B et L e FTe

Timing
An intefpretation.can be resisted if it s folt to threaten an existing internal stare
or established views of theself or others. Timing is thercfore of the éssence:
Just like-a badly timed joke, an interpretation, even if correcr, will fall,ﬂaf,”may
shame or may alienate the patient if it is offered when thie patient is not psy-
chelogically ready to hear it. If & particular behaviour is interpréted before the
!Jutient can fully grasp its psychological significance, eheé patientmay feel forced
into a passive position where our perspective is-privileged: Prématare '.Em‘-crpfé—
tations can wnhelpfully lend the:therapist an omniseiént quality that serves ro
protect both participants.in the therapentic process from core anieties.elicited
b “nor knowing”, The patint’s inner sense of the ﬁnﬂlytic..réiaﬁ'nﬁﬁh:ip must be
stahle or be stabilised in orderfor him 16 utilise the deseabilising impacrof inter-
pretations, which, by definition, bring somiething new to the patiene's atrention..
The best interpretations.are no'more than well-timed  promprs that ena ble:
the patient to.arrive at his own interprecacion. These prompts-are skilled inter-
ventions intormed by our dynamic understanding of the patient and of the-par:
ticular transference mateix dominating the rebationship at the time, The aim of
analytic-work is to foseer:the:parient’s self-analytic capacity, not to-make him
reliant.on a therapist who delivers clever interpretarions. ‘Although we may be
cemprec) to make an inteepretation we néed to guard against approaching the
therapeuric situation as & forom for exposing ouranalytic prowess. If Wn:‘fa'h&ra}rs*
pre-empt the patient’s effores vo wnderstand himself; we are fike the mother who
upon seeing hiet child-reaching our for an object always leaps in and hands'it to.
hirm, depriving him of 2n oppértunity To experiment with his own.abilities, This.
is why, whien it'comes t6' interpréting, less s ofterr more, Tarachow observes:

An -it]tcrprerati.i_uﬂ;:'-_;ahnul;l rarely mo.as far as possible. Tt shoulid by preference fall
Slf_mrt_ws*_:'q of Adesiivtonded goal, This: gives the patientan opportunity 1o extend.
yourintér pretation, giveshiny greater shiare in the proceedings. and will v CRggr e
o some tkrint the trauma of being the victini of your helg,

i1983: 49}

A good interpreration. is simplé, to' the poine and transparent By “transpag- -
ent” 1 mean. that the interprération shows:the patient how we have arrived at

our particular understanding. This is especially important in the caely stages of

therapy when the patient might be unaccustomed to working with the unicon-

sciots and may therefore experience an.interpreration as “plucked out of the

Brhue™ unless it is grounded in the content of what he may have been ralking ta
usabout in the session or in the dominant feclings expressed. Importantly, this
minimises the patients expericnce of us as omniscient arid provides a model |
that the patient can adopr to make sense of his 6wn unconscions. '-

During her penultimate session before a two-week break, Sara asked me
during the session whether I'had seen a programrrie: on television, which
dealt with people’s aftitudes towards daath: As she spoke | was.aware that



her speach was.quicker, her voice brittle. Sara fold me that she had foond.
the programme helpiul as it validated her own-experience of how difficult
it is to talk abiout:death. Sha had lost her own mother to cancer two yea
previously, and since that time she had painfully struggled to reconcile he
salf o her death. She did not like the word death and actively.avoided itin:
the sessions.. _
in-approaching this material, | had two things in mind: Sara had indee
come into therapy to explore her grief about the:loss of her mather on whom;
she had been very dependent. The session reported here took place a few:
months before the second anniversary of her mathet's death. It felt impor-
tant, therefore, to respond to her comments both as related to her mother's:
aciual loss as well as to consider the possibie latent communication. tr thig
respect, Fwas mindful of the forthcoming break inthe therapy and of Sara’s:
- dependency on me. We had explored, on' a few pravious occasions; her;
faar that | would not be there for her at the time-of her session and how she
steuggled to aliow hersalf 10 rely on my being there for her. She was charae-
teristically quick to dismiss her dependency on me while at the same time.
‘reassuring me that she valued iy input & great deal. L
in light of this background history in our relationship and the-material in
this parficular session | made the following intervention, taking inte account;
her conscious precccupation and linking it to my own understanding of what
else it might also mean: “| am awara that we.are approaching the anniver-
sary of your mother's death and we both know that this makes you feel
very anxious. | wonder.too whether our forthcoming break is-making you
fee! anxious but to speak about it feels too dangerous. Just like the-people
in the TV programme you were talling me about who confirmed your expe-
rience that death. talk is aveided, | think that you are telling me that ‘break

| Al is-also difficult today”

Our intecpretations will serve diffevent functiors. depending on the develops
menial level of the patient. This i a crucial consideration in refation to-the.
timing, of an interpretarion. Whether an interpremtion is experienced by the
paticnt as liherating of horrifying has everything to do.with the degree ro which
banguage is freed from some of its ties to. the-body and ro primitive impulses:
Only when langeage has truly become a system of signifiers will interpretation
help. With very disnirbed patients, especially psychotic patients whose symbaolie
capacity may be severely compromised, an interpretarion will not necessarily.
coatribute ta an experience of validation, coneainment or understanding.
Knowing when and what to interpret thereforé rdlies on ourngoing assesss
ment of the paténtsoverall degree of disturbance and.his shifting staves of
mind within & session, There is u. distiicrion between ani intetpretation that
makes the patient conyeious of patérns hie is unaware of and-an ineerpeetation
thiat mekes the patient ¢onscions i the sense of helping the patient: acquire
a previotsly non-existent representation” {Edgecumbe 2000 19}, With more
damaged patients who may have had lirdle, if any, experieace of anothér person
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helping them to make sense-of their emotionial expériénces, our work is often -
not about uncovering meaning; rathes, it is zbout hélping the parient:to find or
to make meaning. Thatis, we hielp the patient discover what he feels before we-
can begin o explote why he feels in a particalar way, '

The Interpersonal Contexe of Interpretation

Before we can consider the type of interpretation we might make, we need to
thipk'_abaut the guality. of the interpersonal contextin which the 'ihterprctatian
is m&i_dé{ It one of the furicriofis of interpreting is to challenge the patieﬁf-‘s_.pcr—
spectiveon a given issue, thisis a risky straregy. The pull of the internal psychic
status quo can be powerful and an interpretation may therefore be experienced
as-an unwanted intrusion that threatens o disrape a fragile equilibrium: This
is why it is preferable 1o interpret in the context of a good therapeutic alliance
that can withscand the.patient potentially experiencing nsas unhelpfal, artack-
ing or perscaiting. Nevertheless, there will be occasionis when thi patient will
experience us-as unsupportive precisely becanse. of the distortions of transfer
ence.: In these circumstances, it will be impartant to interpret this as 2 way of
re-establishing a:context of suppart. As with any relationship, the therapentic
relarionship will suffer-the strains of misonderstandings-and mis-acrunements.
What mateers is:thar such experiences can be thonghr abourasd survived cons
structively: The therapeutic relationship is strengrhened by the experie_ﬂée -of

ruprures that can be repaired.

Typ:s-’oi: 1 nte:'l_:pret?atibn :

Thiere are tw main types of analytic interprecations: reconstriuctive.or genetic
fterpretations’ and. transference. or berc-aned-now. iterpretations. A recon-
structive: interpretation draws attention to the patient’s:feelings or thoughus,
for example, by linking them to their developmensal origins (e, 1 rﬁi?}z}é.z?:d;
Y Jeel angry wihen your busband does not shave bis wobk with y&u}u‘sﬁ_ﬁsymﬁ '
felt when your parents excluded you from: their disenssions”), Until Kleinian
thinking cstablished itself in mainstream analytic practice, réconstiugtivé inrer-
pretations had been the quiet staple of analytic work {Brénneis; 19997, As we
saw earlier in Chapter 2; some coniteniporaty spproaches now stress the ifapor-
rance of understanding childliood evints ds baing shaped into procedures based -
on early experiences that may never be retrieved, This position has.challénged
the function and prominence of réconstructive infeipretations.

In eur work, we need to_pay attention to the very psychic structures that
organise. oir_ beliavioue. It is.tlifough addressing. these structures. - not the

experiences that have ¢ontributed to these structures in the firse place — that

therapentic change will take place.” The interprerative focus is on-the patient’s.

& = oy . EIRTa L R L S A N
Fhicdse-are also'sometines referred 1o A& extid-irnsfotene interpritanons. The Ltver effoctivoly

_covees any intervention that iswiot tronsfererce ftcrpretation;

'y ek ) - o , . | Cw
I am deseribing hore what T considervor besifuportane, cather than a definive; ps;*chhn'ﬂﬂfvﬁc

stance,
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pasterns or procedures as they manifest themselves in the transference relations
ship. These interpretations are often referred to a8 “here-and-now”™ or trans-
ference. Although chey can include links to figuces from the patient’s past, they
retain their primary focus in the present relationship with the therapist as'iv
unfolds in the consuling room {sce Chapter 71. ‘

We infer the wransferénce From the patient’s associations, affect and
hehavioar that recteate or re-enact the past: Nowaddysthis 35 mostly: regarded
as & new experience influentced by the past rather than an exact replica of it.
A transference intecpresition makes éxplicit reference to the patient-therapist
refationship and is intended to expose, elucidate and éncourage ant exploration
of the patient’s conflict{s} as it makes itself known in the relationship. Although
the emphasis-of the interpreration 15 not on the patient’s past. work-in the trans-
ference leads to anunderstanding of the past, as Roys points out:

Itis the experiencidg 6 the live interaction wich the therapist, eather dhan an el
lectual exphination from the therapist rhiar leads e che reconstruction of infantile

annjetios angd defences.
' {1999 37)

Thié aim, in many contemporary approaches, is not to ardve ar the truth in
terms of what really happened to a patient but to reach an understanding of
the patient’s affective expertence (Flax, 1981). Consequently, many contem-
porary therapists concentrate their thezapeutic efforts on the formularion and-
interpetation of the patient’s current represencations of himself in refationship -
with other people: This focus reflects-a mave away from che illusion that there -
is-an objective truth to be found in reconstructing the patient’s pase. '

Tn practice, Few therapists restrice themselves exclusively to-either transfer-
enée or reconstructive interpretations though there are differences in empha-
sis typically associated with different schools. The respective use of these two
rypes of interpretation produces quite different experiences within the consult:
ing room. A reconstructive interpretation locates the arigins af the parient®
behaviour firmly in the past: As such the patient’s current feeling of anger, say,
can be redirected by the theragise back 1o a past significant figire, therebiy pro-
tecting the therapist and patient from 2 potentially too immediate emotional
experience i the room. By contrast, 1 transference interpretation is bolder: it
invites the patient to examine his emational reaction, however uncomboreable
or distressing, in the immediacy of the therapeuric relationship. In this sense, a
rransference interpretation involves more direct exposure to-the affect that the
patient ntight want to avoid. By implication, it involves the therapist dicectly
as 4 protagonist in the patient’s unfolding narrative. ke renders the therapist the
target of emotions thar may also feel uncomfortable to the therapist. Indeed,
Waska observes that:

Many patients and analysts use genetic reconstriteeion, free assodiation and dredn
recall 16 defend against the exploration of transferénce fantasies, The ability of
both the patient and analyst to keep réturning to the cenveality of the patient’s
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fantasy life-and the intricacies of that inrernal motion as ieplays dut in the crese-
menc relationship is whar defines the ercacment as psychoanalytic,.
A2000:28)

Another common distinction is drawn hetween surface interpretations and
depth Hitérpretations. A-swrface interpretation. restricts irself 1o material that -
is very close ro the patients consciousness, that is, a more manifest lovel of
communtcation: Generally speaking, in response to such an intérpreration
the patient is unlileely. to feel bemused; rather the patient is likely to more
readily recognise that which the therapist poits Gur even if he had not himself
consciously made the connection. When in doibe as o what the patiéne can
colerati, it is best to dvoid starting with interprétations thae are 'jicétémié;ll];
‘too- threatening. or farthest rémoved: from what the patient is cnn;ééiuuéiy
aware-of, such as interprerations relatinig fo the patient’s déstructive feelingé:
-or phantasies, -

A:depth interpretation typically-involves bringing to the surface those efe-
ments that are most historic and :so farthest from awareness.. Busch. {2000}
Belpfully suggests that by the time we make a.depth interprecation; chis:should
ideally not seenx very deep at all to the patient. Ross argues further that:

imserpreation of conflicts that.are still nnconscious and that therefore can ondy
be mfera:i.-d lare} viokations. of the analysand’% mental autonomy - as premature
schematisations ro which the aiialyst tesorts when a patent requires some: kind
of frame or guidepost to-assuage téreor of the tnknown.

(1999: 98}

Eusclf and Ross both advocate am approach that follows the patient’s pace
warning us againse the perils of tver-inteeprefing and ascribing meaning pre-
matucely as z defence against uncertsiney ' )
_ The most helpful interpretarions are those thit help the patient understand
himself in 4 way thar is emiotionally mieaningful; not ineellecrually seductive.
An approach that relies on frequent so-called depth 'Ente:ptetaﬁoﬂh=pﬁv'ilegc.s -
our ﬁg;:_r_t_:t!a wlﬁ‘l!{t..remairﬁng-di*stant"Emm whar the patient may be capable of
atany.given point. '
_ Another clinically helpful distinerion is drawn by Steiner {1993) berwéen
“patient-centred” and “therapist-centred” interpretations, This distinction
ceflects Steiner’s view that some: patients, whilst wanting to be understood
cannot 'h_em understanding. The patient who wants undersianding i activéi';
e“S?gﬁd ina process. of self-explotation. This kind of patient can make use of
patientscentred intérpretations. These interpretations focuson whar the patient
is doing or thinking, cevéaling to the patient his projections into the théra;ifst,
These kinds of interpretations invite the patient 1o assume responsibility for

having an effect on the thivapist: . %
Responsibility 3s°a key triggér for depressive anxiety and some degree of worle-
ing through of that fosition may have oo be achievid before the paticat’s role i
phantasy can be iterpreted. Thar is ro say, the patients responsibiliey. for the
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analyst’s mind bringsion feelings of guilt and blame which may involve a sense of

Vi ishiment, - .
deserving pumnishme (Hinshelwood, 1999: 04

By contrast, the patient who simply wants:to - be undemtmdt acrfarding to
Sreiner, uses. the therapist to evacuare unwanted thoughts and tee]_mgs- bt iy
not able 1o take back these projections in the form of interpretations. H3 t‘he;
patient cantiot tolerate self-understanding. Steiner Advocates ‘usmg-:zhera{fzst-‘
cewired interpretations that focus on the paticat’s v:ewfpl‘t.a‘nmsy-of'what r:ught.
be groing on in the mind of the therapist (e.g. “You experience me as ... _.af}d'
“You are afvaid that 1 will feel ..."). Such interprerations haven more contain-
ing funcrion. 7 ) o

“Table 6.3 summarises the main considerations for how o nppmach m.:nkmg
an interpretation. Avthe risk of repeating _mg;sel‘-f, our primary concern, when
we interpret, is to make an assessment of rhe_pzfnun:’s state qf I_ﬂltl(i at thg time
of the interpretation and the implications of this_fﬂf}'Ilﬂ_l‘t?i:(‘,[.'ql:ﬂ"t}' 1o ‘tyfhatwe
have o say. A patient in the geip of paranoid ﬂn.x'iﬂtiea: will str-uggle'wnth- ase-
catled patient-centred interpretasion, but this same patient, whxzq in toucl;;wl.;h.. \
more depressive anxieties may be able to make use of such an. interpretation.

Interpreration: The Parient’s Experience

Asking for help is a complex psychological process: it requizes an acknowledge-
ment that we need kelp, that we are therefore vulderable and hence that we are |

Table 6.3  Cuidelines on hiow td approach the fask of interpretation

-~ The fiest stage-of an interpretition is the élarificarion of the patient’s subjective:
experience. _ ' ‘ f
* The second stape involves interpreting what the patient may nor yer be. aware of
andfor may be avoiding becomingawareof. _—_—
-+ The patens’s seate of mind is-an important considecation when malking an
iterprecation: ask yourself whar he can bear to, know. o < tovel of
» The interpretation needs to reach the patient: it must trike into account his level of
personlity organisation. o o TP
s The incerprerative forus should be on material infused with rhe miose affect, whether.
B s 1 transference oF exirast tgns_fc’r;‘né:ginterprc_t:!_]:_@_n. L .
» Consider the interpersonal fontext: ir 4 less risky to interpret in thegoneextof a
good therapeatic alliance. ) ‘ I
= Interpretations early od in thezapy need to be delivered cautiously and in the
context of some cviclence-.,-not_pu’c"c-guﬂsswunk._. ] o
» Asa rule, refealn from making elaborate genctic r::construqz_unmbqgw MALICES.
putside 3 patient’s awareness and osually outside of your.own kng\v{k:gi%e; It :Tr
maore refinble and productive to-stay focused on the here-and-now conflices and.
pateeens as they aeise in the therapeatic retationship. - o
Monitor how vou are using both transference and recanstructive Interprerations.
Historicul reconstruction tay be used defensively to aveid the présent sicuanon.

-or critical judgemen..

in seme important respects dependerit on those who help us and who are not
within our omnipotent sphere of control. Being understood by another person
kefore we can understand- ourselves is not universally experienced as support-
‘ive, For some patients, it is. evidence that they are.a fatlure or thar they:are
weak or dependent; and hence it is at its core a-porentially bumiliating experi-

-ence {Mollon; 2002}. Being in therapy can therefore e experienced as shameful

by the patient who may view it as.an‘admission of weakness orinadequacy that
threatens a frapile psychic equilibrium, The patient’s-expetience of an interpre-
ration will most likely reflect his state of minid aind dominanr self-representation
ar the time of the interpretation.

Analysing means breaking things into their component paris. The interpre-
tation -tries eo make sense of what eiterges chrough rhis process: Ik is there-
fore an exposing éxperience. for the patienc who is being presented witha ver-
sion. oF himself that ke may not like and may indéed feel very ashamed of.
Shame experiences resolr from sudden awareness that we are being viewed dif-
ferently tham we-anticipated. In a shamé experience; there is a split in awareness:
{Spiegel et 4., 2000): the self is expericnced as-déficient; helpless, confused and
exposed; and che shaiing other is experienced as if inside the self, judging and
OVETPOWEEINE, . . _ .

When we make an interpretagion;-our intention-is to help the patient o
understand something abouc himself thiat will be of help-ta him. Nevertheless,
when we speak we-cdn never know what tlie patient hears and whether it is
what we intended. Just as we listen to the patient’s non-verbal behaviour, so
does the patient listen to ours. Sometimes the patiene may-“mishear” intentions,
or at other times he may “hear™ accurately infentions we are not even aware
of but that may in face hold a degree-of trurh, Our parents often rorn out to be.
our best supervisors. Even. iFwe are sitting our-of sight, what the patient hedrs
happening; behind-the couth, such as our-possible restlessness-or bur tone of

voice ¢an b intérprered righily or wrongly as signs of boredom, lack of cancern

An interprétation is o hypothesis; bur.iv can be-experienced by the patient
as-an action {fe. the therapist: doing something ro: the pacient); Interpreta-
tioms can thus-be experienced as artacks -or invasions. thar-must be-warded
off. When working with patients. whio have been in some way abused it will
be crucially important to bear this in mind. Because interpretation involves
externalising, and thereby exposing, the conrents of the patient’.mind at'a

given point in time, this can be: experienced as the thetapist enteting, the

patieat’s mind. In more disturbéd . patients this can provéke a violenr reac-
rion, not necessarily directly fowards the therapist but possibly displacei:onto
someone else. ' '

In part ac least, the patient's expériénce of an interpretation will be deter-
mined by.what he is seeking from us. As Steinér. (1993} points oue, for these

- patients who. are not looking: for self-understanding, ‘the therapist’s role is to.

carry the burden of knowing, Interpretations that put back ro the patient his:
disturhing state of mind - that is, patient-=centred interpretations ~ may be expe-
ricnced as a burden rather than feel containing. Pisturbed patients, such as
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those with more borderline personality orsanisations, alert us to the impar-
tance of the interpersonal dimension of the act of interpréting. This Kind -of
patient lacks trust in his objeces. He has lirdde or no confidence that his objects.
will understand him and may therefore feei defensively hostile to a therapist
who tries to understand him. Where shame-based-experiences dominate the
patient’s internal world, an mterpreration may be destabilising — a potential
threat e a fragile self: The sdfety and consistency of the secting are key aspects:
of the intervention that such = patient needs. For a long time, turning up for
the session at the same time each week may be all thése parients are able
ey I, )

The act ‘of interpresing irself communicates 16 the patient char we have a
separate mind, capable of entermining different choaghts from those held by
the pacient. This reminder of difference may be intolerable for some patients.
Britcon {1998} suggests that as the therapist produces interpretations this may.
be experienced by the patient as a painful; even unbearable, separateness thar
challenges the illusion of being one and the same with the therapist. Britton‘is
referring here to the difficuities some patients experieace with triadic relation~
ships where the interpretation is experienced as the therapist-being engaged
with her own thoughts — in'a couple as it were — that excludes the patient.
When we introduce our thoughts, we may be experienced asy

a father who is ¢ither ingroding into the patients lnernost self or pulling the
parient out of his or her subjoctive psychic context inta one of the:dnalysts own.
(Brittoq, 1998: 49}

A wransference interpretation, in particular, introdices us as an external abjeet,
separate from the patient and therefore is'd reminder-to: the patient thar we
are not within: the pafient’s omnipotent sphere of control. Along-very similar
lines, Kernberg (2000} understands the theraplst’s interpretative: function ds
representing “the excluded third parcy™. In giving an interpreration, Kernberg
suggests that the therapist replicates the role of the Oedipal father in disrupt-
ing the pre-Oedipal, symbiotic relationship between infant and mother. The
therapist’s interpretation is a reflection of the third position, introduocing tri-
angulation inte the symbiotic nature of cransference and eountertransference
entanglements becween patiens angd therapist:

When che analysand reflects on his communications and the ana Iyst providés an
interpreration, he always hears the niame of the facher: the outside wlio brealis the
unhindered movemene-of desire and defence.

(Boltag, 19962 3}

Tnterpretation does not always ussist the thetapeutic process. It canalso be used
defensively by both parient and therapist. The:therapist’s interpretation. and
the patient’s response to it may be no more than “a means of joine disposal”
{Britton, 1998: 94}, un intellectaal way of reassoring both parties that they are
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doing the work of therapy when they are, in fact; avoiding something unsertling.
it tlu. transfetence. The illusion of anderstanding may be pursuéd o defend
against the-pain.of noc usderstanding. Ideas or the constrnction. of a nacrative
may be used ro reassure:

An interpiesation can Become 1 means of seeking security rather then enquiry and -
its coastancy way be more-highly valued than its truth:
' (Bﬁttpll,t- 1998: 104}

Brittan is-making a very important observation because ir'is all oo easy to.
forger the potentially. defensive function of the search for understanding, .

_ Inour cagemess to-restore coherence in our patients confused and disrress<
ing life story; we may use interpretations to ill the gapy in undersranding and
tor foreclose the open:ended, at tirnes tormenting, nature of exploration,

Conclusion: The Limits of Interpretation

As havt}- repeatedly stressed throughout this chapter, an interpreation is a
bypothesis. #s:such it is‘our best guess, in-light of the knowledge we have,
about 4 patient 4t any given point in time. ] am using the term krowledge to
provoke since we filter what we hear ef the patient’s nariative and thersfors
the knowledge we arrive ar through cur own personalivies, with our own blind
spots-and no-go areas and throogh our theoretical: alegiances. Meissner sug-
gests that: ' ' ' T

Listening'is limited by the conditions of hearing - namely; thar cor access o
tﬁé_rﬁ?iﬁfa‘l life of another is constrained by andible expressious of thar subjec-
tive experience eonveyed by extérnal betiavions We have no-direct of immediare
access to the subjectiviry of anather we can.only réad that subjrctivity by way of

Inferring from its exterrial axpressions.
{2000 326}

Interpretation is a subjective ace. kris easyito forget this. We can all ger “married
to 2 hypothesis™ tiving to Bt thie patient into ont ideational mould,

t'k'gcmfl ‘_Slq'nr!grian witll reming vis that the inceepréter of psvchoanalytic materislis
‘oA inltermittent reinforcement schedule-and that therefore his verbal bichavious
and his belicf system will be maintained; despire pumerous trials; thar constitite
-porential refuters. )

AMeehl, 1994: 31; quoted in Pine, 1998) -

In analytic work, the scope For miisunderstanding or faulty inferences dnd hence

conclusions i impressive, The more we engags i psychoanalytic work,. the'

morewe leatn to appreciate that when it édmes to.matters of the mind nothing
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can he stated with absolute certainty and that exploration only reveals further
questions.

If interpretations are inevitahly subjective acts, then how do we know
whether our mrerpretavions:are correct? Do we assess.correctness in relation
to whether the inserpretation refleces the truth or, as Frosh {(1997h) suggesrs,
does irs valee lie in irs effects and not mecessacily in its trachfulness? Such ques:
tions inevicably lead us to-consider whether interpretations lead o a revelation
of facrs or the creation of a new narrative.

‘Traditionally the validation of an interpretation hias been thought to require
the generation of new memories or affects m the patient’s frée associations
thereby amplifying his exploration: the pacient. runs with the’ interpreration;,
as it were: A deepening of affecr after an interpretation is often taken as a
good indicator thar the interpretation’is “on the right track” and strikes an
emotonal chord. If the interpretation falls flac and the patient does.not elab-
orate on it we would note this and remain.open o the possibility that we are
either on rhe wrong track or dhat the patient may not be ready o hear the
interpregation. .

In analytic wenk what we take as evidence of confirmation of-an interpre-
tation leaves room for considerable debate:. The face that che patiénc can make
use of what we have said is noc neécessarily evidence of the accuracy of an inters
pretatiod. In sowe cases it may reflect no more thaa the patieac’s compliance
and wish to please us:

When there is 2 desire-for agreemens from the primary object with a dread of mis-
understanding there is-an insistent, desperate nowd for agreement in the analysis
and the annihilacion of disagresment, _

' {Britton, 1998: 571

It is bevond the scope of this chapter-to enter into. the kind of debare these
questions deserve, They are.eloguently discussed by Frash {1997bj. Iu raising
the question, my.aim is simply to reiterate that because: interpretation-is-by
definition a subjective act, we must proceed cautioushy and remain open o the
possibility that the patient’s agreement or disagreement with it may tetl us very
lirthe abour its correctness andfor helpfulness. It is worth noting that:this is'a
problem shared by all therapeatic appreaches, nor just psyehoanalytic unes.
Not only dorwe need to be concernéd with how we evaluate our interpre
tations, but we will also do well o ask durselves whether interpretations.are
the main vehicle for-change. If psychic change is not solely related ro.the verbal
articulation of procedores-that have become implicit — a8 suggested in. Chap- -
ter 2 — interpretations, whether of 2 reconstructive or a transference kind, are
uniikely &0 be either the sole, or indeed primary teol, at our disposal to help
our patients. Our ways of being with our patients, which are so-often implicit
and perhaps can never be adequarely caprured by language, may present the
patient with a new experience of being with another that: conmibutes o-a
reworking of internal expectations of self'and other and may lead to subtle, yer
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ultimately significant, chaages ac the level of implicit relational proceduses.

These unquantifiable, hird-to-reach qualitative aspects.of the rherapeutic pro-

cess, owing as much to therapeutic style and personality as to rechinique, may
prove ¢ be important variables determining ouicome. o '
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