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INTRODUCTION

as I will
through a
We began

se)xual
a

interest in this area of sexual transference,
% about it today, became focused several years ago,
,}es of conversations with my colleague, Vivian Buze.
fecussing several incidents of mishandled process around
®tues——in a couple of instances by trainees and in one case
ng—established therapist. We wondered how helpful bioenergetic
*aining is--4n- preparing therapists to deal with difficult
; gituations of..a sexual nature. And after considering all the
'h%?vrograms that between us we have been involved in, we concluded
Zfhat for the most part, while we teach how to open up the pelvis
TEnd deal wiER" the immediate response that occurs, we have
‘neglected to:ifocus on the progess of working through the sexual
issues. In -addition, we have been remiss in addressing directly
the problems’“that arise around counter—transference and the
acting—out of..therapists. Because these issues are so difficult
and comlex and evoke such enormous depths of feeling, from
anxiety to rage to guilt and shame, it’s no wonder there may be
consideréble avoidance around the subject. But by omitting
specific-attention to this area in our training programs and our
continued learnxng, we are perpetuating a lot of unclarity and
all too often results in some degree of
abuse of the patignte, and sometimes of trainees. Also, it means
that therapists are left feeling isolated .when confronted with
problems and questianﬁ in this area. It is treated like incest
in the family; the feeling may be there’s no one to talk to when

faced with a dilemma.’
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Sc my goal in presenting this material today is that,
discuss

correct and you have not had sufficient opportunity to
these issues, this session will provide a beginning end a
diregtion for further exploration. and clarification. In
addition, 1 want to make a very strong plea for more thorough and
systematic attention to these issues in our training programs.

Ihe Tagk of the QOedipal Phase

. When a patient enters the thefapist’s office, he or she is
coming a% one with needs or problems to an authority for help,
and is about te engage in an intense and intimate relationship.

The nature of the situation sets the stage for a parental
point, if not immediately, ocedipal

transference. At s=ome
feelings and oedipal issues are going to be a part of that
transference.

In .working with the sexuality and sexual feelings of the
patient——whether of the:same or the opposite sex, it seems to me
necessary that from the ‘beginning, whatever the developmental
level of entry, the therapist must be clear about the eodipal
phase and the oedipal task. So I want to begin by reviewing what

we all know very well:
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The child, from roughly age three to five or six, when more
of his energy is focused in the genxtals than prior to that time,
experiences an intensification of feelings for the parent of the
opposit sexn. Also 1nten51fied are his desires to be special, to
be the only one, and all"” others are seen as rivals. He is thrown
into conflict by his rzvalrous feelings toward the same s=sexed
parent wha he also loves and from whom, at the same time, he
fears reprzsal., Inev;tably he experiences rejection by the
object of his desires. During this tumultuous time, the aseeds
are sown for his functioning as a sexual adult; and when the
conflict re—emerges in adolescence, the pattern will become set.
For normal, satisfying sexual functioning, the task to have been
accomplished in thjs phase of development is the following:

(establishing one’s saxual identity;) having one’s sexuality
and sexual feelings acknowledged and affirmed, Freed from
the cedipal object, and claimed as one’s own, so that the
person can move toward appropriate expression and fulfilment

of desires,

Most of us can readily bear witness to the fact that this
task is rarely +fully accomplished. What we esxperienced as
children and adolescents was denial instead of acknowladgement,
and punishment instead of affirmation; or we were victimized by
the unmat sexual needs of our parents. So chances are we are
still caught in a pattern of recreating the original situation,
trying to get what wasn’t given then, or trying to undo the harm
that was done, and finally making it all right.

If we bad had the ideal situation for accomplishing the
tasi, it would look like this:

(/ The opposite sexed parent: is secure in his/her sexuality;
his needs are satisfied and therefore he makes no demands on
the <child. The message is clear and unambivalent: "I affirm
accept, and take pleasure in your sexuality. I am not
frightened by vyour feelings, and I make no demand for vyou to
meet @y needs. And I am emphatigally and uneguivogally
unavailable. And thermfora you are completely safe to have
and experience your feelings. I can wholeheartedly support
your movement inte the world to find the right object for

your passion and your love. -

( The same sexed parent, in the ideal situation, undnrstand;]
the projection of threat. Secure in him/herself, send this

message: "I take pleasure in our likeness and similarity,
and delight in the power of your sexuality. 1 stand behind
you and support you as vyou confront the object of your

desire, ready Wwith understanding and empathy for the
rejection and loss you will experience, and with joy anqj
Ldeliqht A% Yyou move on to find happiness and completion.®

I don*t need to belabor the fact that not many human beings
experience anything close to that ideal with their parents. Yet
when patients come into our offices, whether they are conscious



of it or not, that is what they want to experience. How can we,
who haven’t resolved our own conflicts, offer those who come to
us an ideal relationship for working through their oedipal/sexual
problems? We can’t. Hopefully, we can be aware enou

own issues and how they may impinge on the relationship, 80 as to
keep them out of the way and clear enocugh about the nature of the
task, 50 as not to simply recapitulate the initial trauma. We
can acknowledge our limitations, and seek help for ourselves
through therapy and supervision, accepting the fact that we never

outgrow the need for such help.

I would like to talk about some of the things that get us
into trouble, First of all I feel that a lot that goes wrong
resulting in everything from abuse to just a big mess where
nothing gets accomplished——is due to a lack of understanding
of the nature and power of transference.

The Nature and FPower @f Iransference

The nature of the patient-therapist relationship is that it
is an intense, intimate dyad wherein the therapist is in control
and has the power. The patient is in a dependent position.
There is no mutuality; the therapist reveals comparatively little
of himself, leaving huge blank spaces that invite projection.
The dyad is removed from the social context of each of the
persons, and each is viewed primarily against the backdrop of the
powerful emotions that are evoked through the process. There are
no comparisions F¢adily available, no checks and balances. That
the patient can project onto the therapist the aspects of the
longed—-for cbject means that it is the most powerful tool we have
for healing and for righting the wrong. It 2lso can be the
source of the greatest destruction. It is humanly difficult nel
to misuse that power in an attempt to repair one’s guwn cedipal
damage. The therapist has the possibility of either seducing or

rejecting as he experienced as a child.

///—N When a therapist is faced with the ego-flattering, id=-
tittilating force of adoration and passion, he must remember what
‘he patient may not know consciocusly: that when the patient falls
in love with the therapist he or she may feel she has surely
found in the therapist the ideal partner, and if her love could
be returned, everything would be magically okay. But on the
deepaest level, what she wants is to repair the damage; and if she

wins——she loses——again.

The ocedipal situation is a losing proposition. Here are the

words of one woman at a conscious stage of development:

I came to understand that, in order to work through my
sexual problems, what I needed was to find a male therapist
in whose presence I could be "turned on to the max” and be
absolutely certain he wouldn’t come on to me. He would just
be there and enjoy my feelings and not get in there for
himsel . That was what I didn’t get from my father. 1 had
bad experiences with two male therapist. The first I felt
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in love with, the second I Just felt wildly attracted toe.
Both came on to me cne way or another. I hated them for
that, for not understanding what it was I really needed.

Believe it or not sometimes the response to the- above

account has been,--"Well, what did she expect? I+ shers
seductive, she got what she asked for." Transference is
appropriate. Acting-out of counter-transference is not.
Whatever a patient brings is appropriate, and he or she is never
to be blamed for activating the therapist’s issues. Keeping the

therapist safe is not the job of the patient.

When there is acting-out on any level, whether or not there
is any covert blaming of the patient, the patient almost always
assumes blame. And just as the child takes the blame by way of
protecting the abusive parent, so the patient protects tha
therapist. And the patient, like the child, assumes the

therapist must know what’s right; "he must be doing it for my own
»  gqood.,"

A few years ago I had a female patient who, after more than
& vyear,; began to talk about her former therapy. She had been
working with a man for a short time when thay acknowl edged a
strong mutual attraction and ended up going to bed. Thereafter,
they had sex during every session for about a year. . She iwas
excited and overwhelmed at first. Finrally she began to realize
that she was paying her therapist to have sex with her, and very
little elzse was happening. She began to be angry, “but she had
great difficulty confronting him. She would rationalize and feel
helpless and enjoy the ego gratification. Finally she managed to
lgave the relationship. When she opened up in her therapy with
me it was six or seven years later. She realized that she had
withheld this story on the one hand to protect the therapist, and
on the other out of her deep sense of guilt and shama. She felt
responsible for what had happened, After she had told her story
she was able to experience her rage and the sense of betrayal and
of being used. The stregth of these feelings hadn’t abated a bit

during the years in between.
e e S T~ P

"7 "1 want to reiterate: Ihe patient is never %o blame for what
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f bappens. any more than the ghild is tp blame. We must remember
patient are on a three to

' that the sexuality and feelings of the
(\hiiiihhio thirteen year level, even if they are expressed in an

( he years |

adult body.

Duratiaon

Sexual transference doesn't have to be acted on to be strong
and deep and long lasting. - And unless it is worked through, it
lasts a lifetime. This is a point which I feel iz often

overlooked.’

In thinking about the duration of transference, I remembered
an occurance from my own life. When I was a senior in college, 1
was quite smitten by an English professor who was dazzling in his




brilliance and captivating in his charisma (a coabination +for
which I've always had a weakness!), I knew nothing about him
personally except that he was married and he had several children.
He was probably in his mid-thirties. After graduation, I didn't
see him .again, nor did I fantasize about him. I had several
vears of psychoanalysis a few years later, but I don’t remember
that he ever entered into my dreams or my therapy. Then about
twelve vyears later, my husband was a professor at a nearby

institution. He had a colleague who was an attractive, single
woman about my age. One day we got a wedding announcement ¥from
her and my old English professor. You can’t imagine the inner

I didn’t know the

tumult of feelings that letter provoked.
details—~but I was livid to think that this waman--my age-—had
Wwrenched him away from his wife and kids. I was in a state of
anger, upset, and indignation for days. Now clearly this
schoolqgirl crush on a man with whom I had no close contact——was a
very strong transference. And twelve years later I experienced
just how strong. It hadn’t disappeared and it- hadn’t even

diminished!

commenting on the behaviaor

I recall a therapist saying ance,
"I1¥ he wanted

af another therapist who had seduced his patient:
to fuck her he should have terminated her therapy!” Such a
statement shows a fundamental lack of understanding for the
nature of transference; transference ends when and if it’'s
worked through. Stopping therapy in itself doesn’t change

— ——— -

anything. It only satisfies the letter of the law.
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I've wused an illustration of transference occuring in a
teacher—student relationship. We know that this is a very
frequent phenomenon. Because our teaching modality also includes
so much therapy, and transference is apt to be as salient a
factor as it is in therapy, I think we must take as seriously the
responsibility of the trainer toward the trainees. The norms for
the teacher~student relationship are not the same. But the
dynamics frequently arg the same. The emotions can be just as
strong, and the consequences of acting-~out or mishandling just as
great. Alsao, when a trainer singles out a trainee asx 2 sexual
choice, whether any acting out takes place or not, then &ll hell

‘breaks loose. All the feelings in the family are evoked:
jexlousy, rage, betrayal, disappointment, bitterness. Sometimes
the ‘“parent® is protected and the "child" is blamed and
ostracized., All the primal stuff is evoked if not enacted. When
trainers/teachers have become involved with trainees it is
necessary that trainers and the group have the courage and take
all the time needed for careful, thorough working through of all
that is raised up. Otherwise, the destruction to the group
process and the obstruction to the learning process s immense.
And that is in addition to the damage done to the individuals.

Part of that responsibility is first and foremost to
uwnderstand one’s own unreseolved issues, and how these may
manifest themselves in countertransference.
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Of course the most important way we have of connecting to
QUr  own issues is through our personal therapy. But the
therapist doesn’t often have direct access to the Way we interact
in a social context,

During the past couple of years, -inp working with training
groups around sexual transference, 1I’ve discovered that there is
2 great deal of unconsciousness about how one in fact responds to
the sexual enerqgy of another person. ' And there is also an
absence of self-perception about signals and messages sent
through'bogy language and verbal cues. For example, I recently
worked with a trainee who hadg & very senuous body but was quite -
unidentified with it. She was completely focused on sarly
narcissistic jgsues in her therapy, and issues of sexuality
rarely came up. When she brought in her male client for
Supervision, she was totally unaware of the seductive gestures
she made, or the effect she had on her client when she sat on the
couch’ and stretched back like a sensuocus cat. The session was
taped, =0 she was able tp see, and was quite shocked,

I’'ve used a simple exercise tp help trainees get in touch
Wwith these igsues, In a patimnt—therapist dyad, I give the
therapist the task of charging the pelvis, without making any
direct contact. He is to work only ten minutes. The only other
directive is that the therapist is to pay close attention to what
¥ happening in Bis own body as he works, When processing that
ten minutes, more often than not he discovers that his character
issues have come into play. It ig amazing to see how quickly the
characteristie responses are activated: blocking, tightening,
cutting off, going into the head, becoming over—-active, becoming
seductive, They may be subtle, but they are there.

Another technique I've used is that of role~playing. This
exercise, too, helps to Pinpoint how the characterological issues
impinge on the process in the form of countertransference. And
it gives the therapist a chance to get some very valuable and
direct feedback from the patient about the effect of his

interventions!

_ Dyerall, what is lsarned about working with sexual issues
in: itrg frought with anxiety, it ispn”t easy, and it brings up
all our "stuff, "

Setting Clear Boundaries

iRt S msmamamnLa D

In. the feedback from patients in the role-playing
situations,"qne issue that came up over and over again was the
need for clear boundary-setting on the part of the therapist. To
get  a firlm idea of Just how important this is in therapy we need
only to consider the effects upon the child of a parent’s unclear
boundaries around 5éxuality. In therapy the process inevitably
goes  awry when the limits are pot tlearly, unambivalently
defined.’ I’d like to read the account of one woman' s

!




experience:

, In the initial session I found the therapist attractive.
when I told him about my childhood, he pointed out certain
things we had in common. It felt like a bond. In the third
session in a reaching exercise, after struggling, I was
able to overcome my difficlty_withrreaching out. 1 took his
hand and then experienced the most incredible sensations of
streamings through my whole body. 1 felt open and expanded
like never before in my whole life. He commented that the
whole room was filled with energy. In the fourth session I
began by saying I had for the first time allowed some angry
negative feelings for my husband to surface. He then said
he wanted to put his cards on the table: he was attracted to
me. And 1 was the kind of woman he wWas looking for. He
sajd he wasn't going to act on his feelings because that
would ruin the therapy. I was terrified! By the next
session, I felt hopelessly in love. After that he never
made any advances that could really be called sexual. But
there was never a patient scheduled after me, and frequently
after the session he would invite me talk about astrology or
to listen to music. Once we laid side by side on the carpet
listening to Ravel's Bolero.

An enormous conflict was raging inside me. I was
experiencing feelings of intense passion for my therapist, I
didn’t have in my marriage. I was psychologically aware
enough to know that my relationship with my father was 2all
mixed up in this.. I knew I couldn’t tolerate the guilt of
having an affair with him. So 1 struggled for several
months, fighting my passion, wanting to wet it free.
Finally, I came in to & session ready to declare the love I
felt. At that point the therapist gaid to me that he wasn’t
available. Over the week-end he had reneved & relationship
that had broken off just before he met me. 1 felt stunned
and hurt and betrayed. From then on, there was & mar ked
change in his behavior toward me. There wWas always & client
in the hour after mine. I tried to be understanding and
rational. But the hurt turned to rage. 1 couldn’t release
it, Finally, the therapist and I met with a supervisor, who
lent enough support that I could vent my feelings. In the
discussion that followed, my therapist came to the
realization that while he had decided not to gseduce me,
unconsciously he felt that if I seduced him it would be
okay! ! realized I had repeated my childhood experience. I
was made responsible for keeping the limits.

Here was a situation where the therapist verbally set limits

of sorts. "] won't sleep with yvou'. Yet because he
unconsciously decided he would be seduced he was constantly
leaving the gate open, SO to speak, and was really seducing her
to s=educe him. When he suddenly behaves pro&essionally atter
going back to his girlfiend it's clear the "limits" were defined
by his needs, not his patient’s. What this woman needed as do
all patients, was safety. The patient cannot work through the




early conflict if there is not complete sa

that the therapist is unequivocally,. emphatically unavailable--

I want to push this point further with another illustration
from my own practice. {The illustration also points up  the
problematic aspect of dual relationships.) :

The importance of paying closé and constant attention to
boundarysetting throughout the process——not just initially~—came
home to me in working with one of my male clients,

We were working very deeply on oerdipal issues and a very
strong transfersnce had developed. In the midst of this, some
external changes took place: I became his trainer as well as hisg
therapist. In our therapy session following the first training
week—end we discussed his reactions. He had had feelings of
sibling rivalry, which I expected. But there were other feelings
I didn’t quite expect. . Due to certain Circumstances, the
training group had to meet in my office for one week-end, in my
home. I had tea and coffee available in my kitchen, which
was never so with my patients, My trainee-patient suddenly had
access to more of my living quarters. At lunchtime the group
went to a nearby restaurant for lunch, and we happened to walk
together on the way. These two occurances gave him an increased
sense of intimacy with me, He felt also that as a trainer 1
related on a more equal basig, All this led him to Fantasize
that when he was certified and we were colleaguexs, then maybe
down the road we would meet at a conference and have an affair.
-~The circumstances changed, the boundaries didn’t feel as firm
a8 before. They needed to be restated. I tock this opportunity
to say to him what I believe to be the truth about the

therapeutic alliances Because I am therapist and he is patient,
we cannot have a sexual relationship——ngt now and npt ever-no
matter how the circumstances change. I believe that if the way

was left open for any hope or illusion about the future then
there would be no possibility of his working through his oedipal
issues in the present with me.

When I stated this, the patiehnt went into very deep crying.
And after a period of what amounted to mourning, he realized he
was qgiving up the illusion of someday winning and having his
mother,

Noew when we consider the effects on our patients and
students of our slightest words or actions, we can feel pretty
Qverwhelmed by the responsibility,

———

The other side is - the fear of one’s own feelings can cause

the therapist +tgo cut off, pull bsck, and become completely
unnatural and stilted in our interactions.

Many of us had parents who handled their feelings of
attraction that way.

BT
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That is not the answer.

T E o nllm il il miu R e e e e v e e ma e ——

The most crucial and important part of the working through
- sexual issues, is the acknowledging and affirming the
#uality of the patient, The child needed to hear from the

You are a sexual person
You are attractive
““’*ﬁ Your sexual feelings are good.
i fhat affirmgtign is needed before it can be so. But the feedback
Qé@{hat "was given over and over in the role-playing was, what the
mmpatient digpﬁ¥ﬁwant to hear from the thearpist was I am attracted
- to you. Thatmras uncomfortable, unsettling, and mixed things up.
Tasmads
The. chifd wants the parent tc see and acknowl edge his
sexualzty without getting involved with it, What this reguires
of us “@as therapists is that- we stay gonnected to opur own
sexual ity We can’t really acknowledge and affirm if we are cut
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off. The patient senses that.

. _When the patient is over the stool or in an exercise has
opened - up and has connected to the energy in the pelvis and is
axperiencing his sexual enerqy with that Jjoyful, expansive
feeling that iccompanies it, we need to have the courage to be
fully connected to our own sexual energy—and to stay fully
present —completely seperate, wanting or needing nothing from the
patient. That is the affirmation! And that is the bioenergetic
approach to working with sexual transference.




