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discharge of tension, which itself is largely the
result o;f frustration and rage, leaves the pa-
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emphasized by Flescher (8). This is  how the unconsciousness, seizure and cuoma
the discharge of tension involved, for example, show all the characteristics of an overwhelming

as in the convulsion itself in ES];MEigghi_c_assault. Wayne then discusses the unconscious',
constellations which may inaugurate a decision

to use EST or lead to- ap, emgtionally” toned
; prejudice against its use. &Ve cltes the case of a -
would not persist long—the tension would, of physician who suffered back pain on the days
course, build up again rapidly-—were it not for | he had admiinistered EST. Analysis revealed
the mobilization of defenses and stimulation of | guilt over unconscious hostility toward the sick

ego-organization which results from exposure patients. _
to shock therapy. We realize the potential pitfalls were we

merely to question shock therapists concerning
their feelings.- Another approach, .therefore, is
{o consider the- statements made by psychi-.
Modern trends of thought regard all physi- 11 colleagues in their “off guard”moments.
cian-patient relationships as worthy ol sorin Psychiatrists discussing shock therapies with
Bt it 35 i6 psychim‘rv e emphgxsis (;i] ﬂ'“; with relatives of patients are often very
interpersonal re[aliunsﬁip has assumed greatest guarded -n? their l:cnzarks. Even 1h(.J_ugh ““_ay
importance. In any dynamic psychotherapeutic — usliallvery frank about the possible phys-,
relationship there must be awareness of coun- ical eficcts of this treatment, one feels that they
tertransference on the part of the therapist. are carefully -}\'elg_hmg. lh‘?“ words concerring
Feelings and defenses of the therapist which the psy Ch"“’%“f“' 1mphcanon§. In marked con-
may interfere with the treatment process re- :;:i;sarg ]h'" bl 11 ui:lcp lhghlhcarled i
quire recognition and clarification for their con- MR : 1em£ns T
trol or deletion. Unfortunately, there has been = .= o v elln.arl : mg ?af Slll.c . ’mqj
inadequate consideration of this factor in gl YL A e near.} B: ROk SEEITS s B

the physical methods of therapy including the atmpdes of the shock therapist than might be
shock therapies and the use of modern “wonder oblam_ed by any other method short of psycho-
drugs”. A fuller understanding of this aspect of analysis. One of us (J. By EJ W poljpater 1iess
the physical therapies may enable them to be statements over 2 period of eight years in Bri-
used more efiectively. In addition we may gain tain and the United States. Most of them have
further clues concen'ﬁng the controversial ques- been hieard on TIMATy daepston - Colleaguc.s \\'hg
tion of the mode of action of these therapies. have seen the list of comments have confirmed.
Tenichel (6) states that, in personal experi- i findings that many affect-laden cpll_o.qumil-
ence in analyzing doctors who apply chock 1SS are regularl_y used by shock therapists in
treatment, “The (conscious or unconscious) referring to their therapy. Undoubtedly the
attitude of the doctors toward the treatment following list could be lengthened, but only
was regularly that of ‘killing and bringing alive personally collected rcmark-s are used, and only
again,’ which idea, of course, provoked differ- rgmarlfs ut.ter;eél by cxp(}:lne.nc}o\:d SITOGI‘ 1hera]-

ent emotions in different personalities. Tt may pists who would seem Lo have _ad Hido sl
be that the impression the treatment gives to to develop fairly consistent attitudes. The feel
the doctors corresponds {o an impression it Ings of {he-resident in psychiatry are, we be-
gives to the patients. It seems that they, too - of'len qHiE “?nfu“d when he- first l?e'.
experience a kind of death and rebirth.” » "% comes invoived with shock therapy.. The
Wayne (18) has recently drawn attention to statements Jisted were made by 19 shock theia-

Ty i i 25. N :
the fact that the characteristics of a method of pists out 9{ a posilble total of 25, Numbers.]
treatment can unconsciously evoke responses through & and 12 and 14 were heard (witl
in a doctor which may be obscure {o him. The minor variations) from three or more thera
use or avoidance of the method itself may be pists on independent occasions. Numbers 10

motivated, at least in part, by these same ob- 11 and 13 were heard twice each: . - - -
It is important to point out that many shoc!

scure responses. He lists the characteristics of C
electroconvulsive therapy (EST), pointing out  therapists (including some of those whose re

tient often more composed and accessible. This
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. marksare cited below) have denied any partic-
. cular fecling about shock therapy when directly
questioned. Even the suggestion that state-
ments such as “Hit him with all we've got” are
“mot used without significance is met with strong
:protests from some therapists: Thus, it seems
g ;.. very probable to us that the ifisistence of some

Transfercnee and Countertransference in Somatic Therapies

I

4 . orkers upon exclusively physical explanations
. represents a defense against unacceptable un-
=" condcious feelings. e
B
f] Statements of shock therapists
: in US.1 and Britain
; 1. “Let’s give him the works.”
£ 2. "Hit him with all we've got.”
3. “Why don’t you throw the hook at him?”
4. “Knoek him out with ES =" .
5. “Let’s see if a few shocks will knnck him
out of it.” "
6. “Why don’t you put him on the assembly
Jine?” (This comment has been heard in a ]
— hospital where the assembly line technique
"~ was indeed used to cope with large numbers
-

of patients on shock therapy. The implied
lack of awareness of any interpersonal re-
lationship between therapist and patient
-is very obvious.)
7. “If he would not get better with one course,
give him a double-sized course now.”
8. “The patient was noisy and resistive so I
" put him on intensive EST* three times a
day."” :
9. Recently one of us was consulted by the
husband of a woman alcoholic as he had
been advised by a psychiatrist to let her
have EST. The psychiatrist had explained
the procedure to the husband and hail
E given his opinion that.it would prove
' beneficial to the patient hy virtue of its
— cffect as “A_mental spanking.” —
10. “I'm going to gas him.”  ~
11, “Why don’t you give him the gas?”
12. “I spend my entire mornings looking after
the insulin therapy patients.”
13. “I take my insulin therapy patients to the

[
|- . «oors of death, and when they are knock-
\_' 1~ ing on the doors, J snatch them back.”
& \14:2She’s too nice a patient for ws to give her
L . " EST» e
* ._The first 9 ofthrahove gnts were
| made about EST. Clearly, the main attitudes

[Tespressed are those of hostility, and punish-
ment. in marked contrast arc. the remarks

cﬂ;":bm‘.ww Ww’l‘ﬂk :

"~

37 3

.

about insulin therapy. Herc we observe that
the idea of a threat is overshadowed by the
concept of rescue of the patient from destruc-
tion. Number 13 above refers to the theme of
death and rebirth, with the therapist more em-
phatically in the role of the “good” figure who
saves the patient’s life. Statements such as
number 14 are usually spoken in jest, but be-
hind the words used we can detect the thera-
pist’s reaction against the sadistic implication
of shock therapy.

Our experience in the observation of CO.
therapy has been limited, but here again in re- 1
marks numbers 10 and 11 we may suspect a
hostile, punishing attitude. CO. therapy has
been in use for much less time than EST, and o
possibly the use of colloquial terms to represent Y
CO: will yet develop. More often we have heard
therapists refer to CO. therapy in terms of as-
sumed action, e.g., “Let’s give her CO. to help
her express her hostility.” It is not our inten-
tion to discuss the possible 1:ode-. . f action of :
CO.. However, we have observec equally vio- Tl
lent abreactions following experimental work

with nitrogen inhalations in psychiatric pa- : b
tients. The lack of a full amnesia in association i l .
with the gassing or choking “attack” of the : i
therapist might well provoke expression of hos- 2 3 :
tility in the patient irrespective of any physio- F
L

logical effect of the gas used. In observing CO,
therapy, it has seemed that the least excited
and aggressive reactions occur in depressed pa-
tients who appeared to “take their punishment
lying down.” B

While many workers with CO. therapy have
tended to study only the pharmacological ef-
fects of the gas, the psychological meaning of
its use was investigated by Hargrove ¢! al. (12).
They concluded (in part), “The use”of carbon
dioxide therapy in our hands added no specific
therapeutic effect but did add problems of

transference and resistance that retarded or B Psychiatrist as Humanizer of B
prevented therapy.” These findings were con-'

reaucratic Systems Leonard 1. Stei:
firmed by Freedman (9) who concluded that!

M.D.
the reactions of each patient followed the trans-I C Therapist-Case Managers: N.
ference reactions to the therapist. administering

A Brokers of Services H. Richard Lam:
the treatment. He noted also that in the CO,

M.D.
treatment situation there seemed to be intensi- D 1000 Chronics in CMHC R}
fication of the transference reactions even on

Theory and Practice Bert Peppe.
relatively brief contact between therapist and' pM.p.
patient. - E Educating Physicians about I
There is another situation in shock thera Chronically Ill John A. Talbott, M.D
which,- though

-

i i
oty -
R

Symposium 83: Rebumanizing t}
Chronic Psychotic . 2y, .77
—A—Commintity of Care: A Conce;
i tual Analysis Leona L. Bachraci
, Ph.D.

by
frequent, has received little at-
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tention. In certain clinics and state hospitals*. They also bring the therapist into a much

where large numbers of patients are treated, -
thie shock therapist may be a stranger 1o the
patient. While it may be desirable for the psy-
chiatrist 1o be present at the somatic treatment
of his patient, this is not always pussible. Here
then we have a situation which is worthy of
investigation. There is a need for studies to
compare and contrast the results, and the

(

-

S

David Wilfred Abse and John .. Ewing ..

and watching over the patient during many . .
hours of insulin therapy. . L

. ..

horter contact with the patient.
In marked contrast are the prolonged care. .

Electroshock and insulin_therapy actually

engender different attitudes in the therapist by« 5
virtue of the mechanisms and techniques in- ’
volved. In the case of the latter there is pro-

of_the “iender loving care” |

transference and countertransference reactions, _longed display. 1 1

in various somatic therapies given by the pa-
{fent’s own therapist on the one hand and by a |

!

aboul which Abse has written (2).

In talking aboul the hostile, attacking nature ,

strange shock therapist on the other. Of course, "of EST with shock- therapists, we have noticed [
r

L
5

by proxy in. some instances; however, it has
happened at times that the transference reac-

he patient’s therapist is the responsible deci-
jon maker, and he may seem to be the punisher

“nature of the treatment itself can produce the atti-

that some assume they are being accused of 7
sadistic intentions. Such is far from the case.”
Insteind, we wish 1o siress again that the cery

tions of the patient to the two therapists have . fudes described.
differed. ;

Nurses and attendants are not only auxilia-

ries of the shock therapist in the actual shock
treatment session, but are more intimately and
continuously in contact with the patient. Scru-

S R

tiny of the reactions of nurses and attendants
to their participation in somatic therapics
should also be rewarding, but spontaneous “off-
guard” expressions have not been sufficiently [
available to us. It is, of course, the frequent :
experience of a physician in a state hospital to ;
he approached by a nurse who suggests a “few
shocks” for a patient because he has been fight-
ing, resistive, uncooperalive or even merely
obscene in his talk. In one hospital which em-
ployed 2 large number of relatively untrained
personnel, it was clear that such members of
the staff used EST as a threat. Even non-psy-
chotic voluntary patients reported threats of
“You will go on the shock list” for such lack of
coopera.ion as disinclination 1o eat a full meal!
Certainly such openly threatening remarks are
usually confined o the least understanding and
most junior attendants who are enjoying a new-
found sense of power. This is sometimes con-
nected with an unconscious participation in the
“omnipotence” of the shock therapist.

Discussion

The most interesting feature about the re-
marks listed is that all these which display
hostile or punishment attitudes refer to the
briefer forms of therapy. These, of course, are

‘dramalic. therapies and involve much action.

‘The success of EST principally in depres-
sions is thus associated with hostile or_punish- /'
ing attitudes un the part of the therapist which
correspond with the impressions received by
the patients. It seems probable therefore that
even the most organically minded shock thera-
pist unconsciously allies himself with the puni-
tive super-ego of the depressed patient. -

In insulin therapy, we can be sure that the
schizophrenic’s well-known sensitivity 1o lhc\
attitudes of others makes him aware of the ele- -

iment of tender loving care to which the treat-
{mcnl lends itself.

A statement uttered by Freud in 1904 (10)  °
is worth repeating here: “*All physicians, there-
fore, yourselves included, are continually prac-
tising psychothgrapy, even when you have no
intention of doing so and are not aware of it; it
is disadvantageous, however, 1o leave entirely
in the hands of the patient what the mental |
factor in your treatment of him shall be. In this
way it is uncontrollable; it can neither be meas-
ured nor intensilied. Is it not then a justifiable
endeavor on the part of a physician to seek to
control this factor, 1o use it with a purpose, and
to direct and strengthen it?” .

This is a suitable place to suggest Qur.-né(‘q:‘ .

also to examine the psychological implications’. X

of the latest tvpe of somatic therapy-—th¢-nse * -

of the drugs called tranquilizing agents. Un- . * '
doubtedly. these drugs have turned attention -

and interest toward the chronic psychiatric .
patient. Many thousands of “back ward? pa- .

tients in state hospitals can now feel that

”
\
\
\
.
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Transference and C eunlertransference in Somatic T herapies

~something is being done.” Tn many instances
*“these patients are being observed as never he-
fore. The enthusiastic drug therapist looks for
signs of improvement in his patients and, in so

" Hloing, offers an interpersonal relationship that
Nurses and physicians

= has often heen lacking,
Teact.in a more positive and Toving way towards

‘other such Taciors must he kept in mind be-
cause we cannot in\'esti;';;\tq such therapeutic
tools from a purely pharmacological viewpoint,
The whole question of countertransference

in medicine gencrally has been considered by

. Lewin (13). The medical student’s first “pa-
tient™ is a cadaver. “His relationship to the
cadaver is an outlel for many sublimated, ac-
tive, libidinal drives, as well £5 those of mastery
and power. Intended 10 be a prototype of all
future patients in certain rational respects, the
cadaver casily comes to be the student’s jceal
of a patient in all respects.” Tewin goes on o
point out the unconscious knowledge of doctors
that sick people are ageressive, either to the
environment or 1o themselves. Counter-aggres-
sion on the part of the dactor has (o be subli-
mated. For example, the doctor will use drugs
which would Le poisonous in non-therapeutic
doses: he may use morphine for a severe pain
and thus reduce his patient 16 he state of a ca-
daver. Occasionally in years.gone by, we have
seen or heard of whole wardsof chronijc psychi-
atric patients being kep relatively orderly and
subilued by the use of the older sedatives, Such
occurrences can be understood in terms of Lew-
in’s interpretations. It scems ¢lear that such
excessive medication is the end result of coun-
tertransference feclings in the nurses and phy-

Wi, "

sirigps

\ég\'in 's original paper deserves study by all
Jhsychiatrists who are using Ahe latest drugs
which have, as vet, none of the unfortunate
associations of the older sedatives such as sui-
cides and addictions. While, we investigaie
these drugs fromepharmacological, physiologi-
cal and psychological points of view., we woul

Atda well also to clucidate countertransference

meanings, «

S Demands from relatives of patients are well

“known to psychiatrists in relation o shock
- therapies as well us 1o 1he new drogs. A study

of the uneonscious attite]es of relittives o

n —shocked paties fsmipht_well be reven ling.

)
.
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the “tranquilized™ patient. These and many
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Meanwhile, many of us will agree with Arieti
(3) when he says, “The drastic nature of shock
treatment often acts as a catalyst on the emo-
tional attitude of the relatives toward the pa-
tient.”

‘

StanMaRY

The mode of action of the somatic therapies
can be investigated from the ‘psychological
viewpoint as well as approached through phys-
iological studies, Psychological studies seem to
he most useful when unconscious transference
and countertransference reactions in the phy-
sician-patient relationship are scrutinized.

Prolonged intensive psychotherapy with pa-
tients who have had shock therapy shows that
uncenscious defensive reactions were aroused
vis-a-vis the. shock therapist and his assistanis
at the time of treatment. It is upon the arousal
of such defenses as well as the support the pa-
tient feels in the total treatment configuration
that the efficacy of shock therapy largely de-
pends. It is important to realize that there are
crucial psychodynamic events involved in the
organic therapy of a functional psychosis; these
need further elucidation through research in the
psychotherapeutic process. This conclusion
reached through study of patients previously
treated by shock methods may well also apply
to those treated by drugs,

! LConcerning the countertransference aspects,
fit is concluded that the briefer therapies Jend
_themselves to the development of hostile, puni-
tive attitudes, whereas a therapy such as in-
'sulin therapy engenders a more- loving and
caring attitude on the part of the therapist.
Theése attitudes are displayed in the casual “off-
guard” remarks made by shock therapists;
some examples of which are listed. Tt js empha-.
sized that there is as great a need for awareness
of countertransference in the physical therapies
as in psychotherapy. This awareness should
lead to fuller understanding of the psychologi-
cal implicitions of hese therapies and 1o their
more effective use, '
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bas been emphasized by Flescher (8). This is
the discharge of tension involved, for example,
as in the convulsion itself in EST T.lu'.penodlc
discharee of tension, which itself is largely the
resuit of frustfatfon and rage, leaves the pa-
tient often more composed and accessible. This
would not persist long-—the tension would, of
course, build up again rapidly—were it not for
the mob'ilization of defenses and stimulation of
ego-wrganization which results from exposure
to shock therapy.

PArT II—THE ATTITUDES OF
Suock THERAPISTS

cian-patient relationships as worthy of study,
but it is in psychiatry that emphasis on the
interpersonal relationship has assumed greatest
importance. In any dynamic pisychotherapeutic
relationship there must be awareness of coun-
tertransference on the part of the therapist.
Feelings and defenses of the therapist which
may interfere with the treatment process re-
quire recognition and clarification for their con-
trol or deletion. Unfortunately, there has been
inadequate consideration of this factor in all
the physical methods of therapy including the
shock therapies and the use of modern “wonder
drugs". A fuller understanding of this aspect of
the physical therapies may enable them to be
used more effectively. In addition we may gain
further clues concerning the controversial ques-
tion of the mode of action of these therapies.
Fenichel (6) states that, in personal experi-
ence in analyzing doctors who apply shock
treatment, “The (conscious or unconscious)
attitude of the doctors toward the treatment

was regularly that of ‘killing and bringing alive -

again,” which idea, of course, provoked differ-
ent émotions in different personalities. It may
be that the impression the treatment gives to
the doctors corresponds 1o an impression it
gives to the patients. It seems that they, too,
ience a kind of death and rebirth.”

Wayne (18) has recently drawn attention to
the fact that the characteristics of a method of
treatment can unconsciously evoke responses
in a doctor which may be obscure to him. The
use or avoidance of the method itself may be
motivated, at least in part, by these same ob-
scure responses. He lists the characteristics of
electroconvulsive therapy (EST), pointing out

v-

how the unconsciousness, seizure and coma:

show all the characteristics of an oven\'helmin_g

assault. Wayne then discusses the unconscious'.

constellations which may inaugurate a decision
to use EST or lead to-an ematjonally: toned
prejudxce agaifist its use. He cltes the case of 2

‘physician who suffered back pain on the days

he had admiinistered EST. Analysis revealed’
gunll over unconscious hostility toward the sick

‘patients.

We realize the potential pitfalls were we
merely to guestion shock therapists concermng
their feelings.- Another approach, .therefore, is

to consider the- statements made by psychi-.

B e 86 1]
Alodern trends of thought regard all physi- -atric colleagues in their “off guard” moments.

Psychiatrists_discussing shock therapies with
with rclan\c:, “of patients are often very
guarded -in_their_remarks. Even though they
arc usually very frank about the possible phys-
ical effects of this treatment, one fecls that they’
are carefully .weighing 1hcir words concerning

the psychological implications. In marked con-

trast are thé casusl ofien lighthearted com-
rssnts of Jhe shock lhcmmsl Defore mrp-mfcs-

Fiopal :numncs. Remarks made al such 1imes
will tend more nearly 1o reflect feelings and
attitudes of the shock therapist than might be
obtained by any other method short of psyche-
analysis. One of us (J. A. E.) has collected thesc

"Transference and Countertransference in Somatic Therapies"
and John A. Ewing, M.D.

statements over a period of eight years in Bri- |

tain and the United States. Most of them have
been heard 6n many occasions. Colleagues who
have seen the list of comments have confirmed,
our findings that many affect-laden colloguial-
isms are regularly used by shock therapists in
referring to their therapy. Undoubtedly the
following list could be lengthencd, but enly
personally collected remarks are used, and only
remarks uttered by experienced shock thera-
pists who would seem to have had time enoug!
to develop fairly consistent attitudes. The fec!
ings of the resident in psychiatry are, we be-
lieve, often quite confused when he: first be-
comes invoived with shock therapy. The
statements Jisted were made by 19 shock theta.
pists out qf a possible total of .25, Number- 1
lhrough 8'and 17 and 14 were heird (witl
minor variations) from three or more ‘thera

pists on independent occasions. Numbers 10

11 anq 13 were heard twice eagh,
It is important to point out that many shoc!
therapists (including some of those whose re



