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Chapter 8

PRESENCE OR ABSENCE OF
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1

Specialist in internal medicine, psychotherapy, Nuremberg, Germany
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Differential criteria in Davanloo’s Intensive Short-Term Dynamic
Psychotherapy used to determine the presence or absence of a Transference
Neurosis based on the analysis of an interview conducted in a Closed Circuit
Experiental Training Workshop setting in Montreal, Canada

ABSTRACT
In the first part of this article the authors will introduce Davanloo’s
Intensive Short-Term Dynamic Psychotherapy; they will present an
overview of Davanloo’s definition of Transference Neurosis1 as well as
his classification of 3 categories of patients:

1

[…] [transference neurosis] can best be described as a situation in which the patient has
transferred all of his character resistance and underlying complex neurotic feelings onto the
therapist while maintaining all these neurotic forces locked up within his unconscious
(Davanloo 2009).
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Patients without Transference Neurosis TN (group 1),
Patients with the Intergenerational Destructive Competitive form of
Transference Neurosis IDCTN (group 2),
Patients with IDCTN and TN developed during psychotherapy
(group 3)2.

In the second part of the article the authors will present and analyze
the technique of Major Mobilization of the Unconscious and Total
Removal of the Resistance through an audiovisually recorded, transcribed
interview, which took place in a Closed Circuit Experiental Training CCT
Workshop3 setting.
Our analysis of the following interview will focus on the criteria used
to determine whether a TN exists or not.
The criteria are:






The status of the Conscious and Unconscious Therapeutic Alliance
UTA
The signs of anxiety
The kind of defense mechanisms
The extent to which the Transference Component of the Resistance
TCR increases
The extent to which the Neurobiological Pathways NBP of rage and
guilt can be activated.

In this interview we find the following parameters as indicators for
the absence of a TN:




2

Anxiety is present in the form of tension of the striated muscles
Absence of malignant defenses
Freely accessible NBPs

The first group consists of highly resistant patients with symptom and character disturbances.
There has been a fusion of primitive murderous rage and guilt dating back to the age of 4
and after; there is no TN. Patients in the second group present a complex unconscious with
fusion of murderous torturous and sadistic rage, sexuality and guilt dating back to birth or
the first years of life with or without TN. The third group consists of patients with an
IDCTN fused with a TN developed in the course of psychotherapy or in a professional
setting.
3
A Closed Circuit Live Interview is an interview which is embedded in an experiential training
workshop with the following set-up: psychotherapists trained in IS-TDP and working with
the technique meet during 5-6 consecutive days to conduct interviews. In these interviews,
they are in the seat of the therapist or in that of the patient alternatively. There is ongoing
supervisory work by Dr. Davanloo either at the end or in between interviews.
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Sufficient rise of the TCR
Breakthrough of primitive but not sadistic or torturous Murderous
Rage as evidenced by the absence of knife, axe or other equipment

To summarize: Though the patient was highly resistant, trauma
occured after age 4.
No signs of TN were elicited in the process of the interview. Taken
together TN can
be ruled out in this case.
In this article, the authors use capital letters to designate Davanloo’s
operative concepts.
An index of the concepts and their acronym, when there is one, is to
be found at the end of this article.

INTRODUCTION
The metapsychology and the technique of Intensive Short-Term Dynamic
Psychotherapy IS-TDP have been developed by Habib Davanloo MD,
Professor Emeritus of psychiatry at McGill University in Montreal, Canada,
for over more than 50 years, based on empirical research using video
technology (Davanloo 2005).
The standard technique is effective for patients suffering from phobic,
obsessional, depressive and panic disorders, posttraumatic stress disorders and
somatization and - with some modifications - for patients with fragile
character and structural pathology.
Concentrating on emotions in the Transference, the therapist mobilizes
conscious and Unconscious Therapeutic Alliance (UTA), the Transference
Component of the Resistance (TCR) (Davanloo, 2014), (formerly Complex
Transference Feelings) unconscious anxiety and Resistance. Dealing actively
with these dynamic forces, the therapist strengthens the patient’s resources.
Dr. Davanloo has developed a set of specific emotion-focused
interventions in the Transference. The work seeks and requires the
commitment of the patient and his collaboration through the establishment of
the UTA. The UTA emerges after the resistance to emotional closeness with
the therapist has been overcome.
The focus is then brought on the physical experience of emotions.
The therapist monitors the activation of the NBP related to these emotions.
As the TCR rises, so does the Resistance. The Resistance expresses itself
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through the defensive array that has been contributing, throughout the patient’s
life, in keeping his avoided feelings repressed.
The therapist works on deactivating the defenses as they present
themselves within the transference relationship.
The therapist’s task is then to bring the patient to feel those repressed
intense feelings, to direct them towards him (the therapist) and thus allow the
patient to face them.
The Breakthrough into the Unconscious (Davanloo, 1990) leads to a
specific traumatic experience loaded with mixed feelings (rage, guilt, grief and
loving feelings) related to important figures of the past that can be, then,
worked through with the therapist. This provides a direct insight into the
psychopathological dynamic forces, responsible for the patient’s symptoms
and character disturbances, leading to a relief of the symptoms and to
multidimensional structural unconscious changes in the patient.
There can be multiple repeated Breakthroughs into the Unconscious
related to multiple layers of traumas at the core of the patient’s neurotic
suffering.
Davanloo’s theorizations of Transference Neurosis, Transference as a
concept and as a therapeutic tool fundamentally differ from the psychoanalytic
perspective.
In the psychoanalytic treatment Transference is pivotal. The patient
establishes a transference relationship with the therapist within which he
unconsciously re-enacts the infantile conflict lying at the core of his neurotic
suffering and psychopathology.
Theoretically, the dynamic forces having thus been uncovered and brought
to the surface of the patient’s psyche, within the Transference relationship, can
be interpreted and worked through towards the resolution of the patient’s inner
conflicts.
Davanloo theorizes that “transference neurosis can best be described as a
situation in which the patient has transferred all of his character resistance and
underlying complex neurotic feelings onto the therapist while maintaining all
these neurotic forces locked up within his unconscious. Once this state is
reached, it is very difficult, if not impossible, to reach those dynamic forces
responsible for the patient’s neurotic suffering. The therapist becomes a figure
of the patient’s past, which gratifies his need, including all his destructive
need, why should the patient give it up? Clearly the situation cements the
neurosis rather than lifting it” (Davanloo 2009). TN builds on top of the
original neurosis to protect it.
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In IS-TDP treatment, TN is regarded as a twofold issue of major
importance and by no means as a therapeutic tool (much less as the therapeutic
tool of choice as in psychoanalytic treatment).
1. TN exists as a destructive entity against patient/therapist therapeutic
alliance at the unconscious level. When transferring onto the therapist
the patient re-enacts the elements of his original neurosis and, most
importantly, the specific unconscious defensive organization and
Resistance which will forbid the therapeutic alliance and block the
way to the unconscious. The first and main hindering mechanism
moving forth at that point is projective anxiety and resistance to
closeness with the therapist.
2. When the presenting problem is not the original neurosis, but a
transference problem derived from the original neurosis, the forces of
the resistance of the guilt use TN, at an unconscious level, to protect
the core neurosis. The therapist’s efforts are thus misdirected towards
the TN and the therapeutic process is misled.
With a TN wrapped around it, the original neurosis becomes very
complex: it is sealed up and becomes invisible.
In IS-TDP the establishment of a TN is viewed as an attempt by the
patient’s unconscious to protect the original core neurosis in order to avoid
complex feelings towards early attachment figures. These feelings are
mobilized when the patient’s unconscious perceives the possibility of
emotional closeness with the therapist and becomes alarmed by the prospect.
The non-interpretive approach in IS-TDP involves bringing the volitional
healthy part of the patient to turn against his own destructiveness by helping
him become aware of the defensive barrier erected against closeness with the
therapist and overcome it. This will allow the Transference TCR to rise and
avoided feelings to come to the surface so that the patient can experience and
work through them.
Dr. Davanloo’s theorizing and conceptualization of IS-TDP is an on-going
evolving process.
There are now 3 major categories of patients (whereas, previously,
patients were scaled on a spectrum of neuroses).
1. The first group consists of highly resistant patients with symptom and
character disturbances. Patients with multiple somatization and
functional disorders, with fusion of primitive murderous rage and
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guilt dating back to the age of 4 and after, for which IS-TDP is the
therapy of choice. Dr. Davanloo’s research results indicate that
patients in this group do not develop TN.
2. The second group is the intergenerational group of psychoneurotic
disorders with or without additional transference neurosis. Patients in
this group present a complex unconscious structure with fusion of
murderous torturous and sadistic rage, sexuality and guilt, starting at
birth or in the course of the first year of life. In this group there is an
IDCTN passed down through the generations. Patients in this group
respond well to the removal of the Resistance but the Resistance
returns shortly. They need the technique of bringing about
unconscious structural and intra-psychic change. Structural change
means restructuring, in the adult patient, the neurobiological pathways
and unconscious defensive organization corresponding to age 0 to 1
unto the neurobiological structure and defensive organization
corresponding to age 4 and after. Mobilization alone is not enough to
bring about this structural change: it must be followed by
psychoanalytic investigation and treatment with multiple repeated
breakthroughs into the unconscious.
3. The third group consists of cases with an IDCTN (Davanloo, 2015)
which has become fused with TN in the course of psychoanalytic
treatment or any other form of dynamic psychotherapy or in a
professional setting.

This last comprises psychiatrists and therapists whose psychopathology
has become fused with their patients’, their supervisor’s or their own
therapist’s psychopathology.
In the first group of disorders dating back from age 4 and after, the
unconscious is not primitive, there are no tools of aggression or lethal weapons
and the Murderous Rage is not torturous or sadistic when the patient visualizes
the murder of the therapist and of the genetic figure. There is also no evidence
of TN, as mentioned before.
For the second and third groups, with intergenerational or other forms of
transference neurosis, accessing the core neurotic structure and reaching the
actual experience of the Murderous Rage within the Transference with the
therapist will require much higher levels of mobilization of the TCR, of the
NBP of Guilt and the actual experience of guilt, of Murderous Rage and the
actual experience of rage.
On what basis are these groups defined?
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The groups are scaled according to the patient’s degree of resistance
and the types of defenses used.
The types of defenses are linked to the age of trauma, before or after
age 4; age 4 is not meant as a set age limit: an infant aged 2 may be at
a neurobiological developmental stage of a 4 year old and a 4 year old
at the stage of a child aged two. It is to be regarded as a continuum.
Nevertheless, age 4 more or less marks a qualitative change in the
child’s neurobiology, the pathways having become by then
completely functional.
The stage of neurobiological development of the child when trauma
begins will determine the degree of impairment of the defensive
organization of his unconscious. The health or impairment of the
defensive organization of the unconscious can be measured through
the degree of alertness and reactivity of its defense system, ranging
from quick well-targeted tactical defenses to primitive projective,
malignant defenses. The earlier the trauma, the higher the degree of
impairment and the more primitive the defensive organization. An
impaired defensive organization of the unconscious expresses itself
through a sluggish system of projective and/or malignant defenses.

In the presentation and analysis of the following interview, where one
therapist sits as patient and the other as therapist, the latter uses the Technique
of Vertical Mobilization of the Unconscious.
The Technique of Vertical Mobilization of the Unconscious can be
described as the therapist directly and simultaneously speaking to the patient
on the conscious and unconscious levels, seeking the active collaboration of
the volitional Conscious and the healthy Unconscious of the patient, to
overcome the resistance to emotional closeness and the defenses the patient
erects between himself and the therapist in an attempt to avoid his own true
feelings.
In line with Davanloo’s current research about TN, the criteria we shall be
concentrating on, with regard equally to patient and therapist, are those
indicating the presence or absence of TN.

The Interview
This interview is embedded in the Montreal Closed Circuit Experiential
Training Workshop CCT with the following set-up: psychotherapists working
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with IS-TDP either in private practices or in hospital settings meet during 5-6
consecutive days to conduct interviews, during which they occupy either the
seat of the therapist or that of the patient.
The workshops are aimed at “cleaning” the unconscious of the therapists
as well as supervising their work. The technique used here is the Technique of
Vertical Mobilization of the Unconscious (Davanloo 2005) and of the NBPs of
rage, guilt, grief and sexuality. There is, throughout the CCT workshops,
ongoing supervisory work by Dr. Davanloo either at the end of the interviews
or in between. The group members watch the live interviews and, through
watching, are themselves mobilized by the process.
When the interview session is over and while it is being viewed by all the
group members, including the interviewer and the interviewee, each interview
undergoes extensive supervision and analysis by Dr. Davanloo.
This situation is therefore unique: a training workshop mobilizing the
unconscious not only of the patient but also of the therapist and of all the other
participants.
It is necessary to emphasize that the CCT is a training setting and by no
means designed for therapy.
We shall here examine in what way and to what extent a TN is:




Interfering with or allowing the establishment of the UTA between
patient and therapist, thus blocking or facilitating the unlocking of the
patient’s unconscious.
Hindering or allowing the application of proper pressure by the
therapist towards the mobilization and rise of the TCR aimed at
bringing the patient’s resistance into the Transference in the form of
defenses.

The important parameters that are being monitored throughout the
interview are:








The conscious therapeutic alliance
The partnership between the therapist and the patient
The signs of anxiety
The UTA
The extent to which the TCR rises
The kind of defense mechanisms showing up
The extent to which the NBPs of rage and guilt can be activated.
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The Interviewer is a 56 year lady therapist thereafter referred to as
Therapist (TH).
The Interviewee is a 58 year old lady therapist thereafter referred to as
Patient (P).
Both are members of the CCT Group.
They were not previously acquainted, professionally or otherwise.
This is their first interview together.
To begin with, the therapist points out that this is their first meeting and
that the purpose of the interview is to understand the patient’s difficulties and
get to the engine of her problems.
What becomes immediately clear is the patient’s high level of motivation
to work with the therapist.
The therapist exerts Pressure on the feelings and on the Transference
Component of the Resistance TCR.
TH: How do you feel right now?
P: I am anxious. My mouth is dry.
TH: You are anxious. And how do you feel in relation with me?
P: Anxious.
TH: So you are anxious.
The therapist acknowledges the anxiety.
The patient takes a sigh.
Anxiety shows up in the tensing of the striated muscles.
TH: And what do you feel towards me besides anxiety?
The Pressure on the TCR continues.
P: Anxiety is going up.
TH: You are anxious. What else do you feel?
The therapist exerts Pressure towards the transference feelings.
The patient remains silent.
The therapist takes this as a sign of resistance against emotional closeness.
TH: You are silent. Do you allow yourself to get involved here with me?
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The therapist calls on the resistance against emotional closeness. In
addressing the destructive force of distancing the therapist talks to the UTA
and to the Resistance; the therapeutic alliance becomes more powerful.
TH: So first let us look at what you are going to do against the distancing
and the barrier? The distancing is destructive here. But if you are determined
to work here with me what are you going to do against the distancing?
P: I have mental flashes of me attacking you... But I don´t feel the feeling.
I don’t want to let you in.
TH: So still there is a destructive need in you to hold back, to put up this
barrier between us. Wherever this need is coming from… This is destructive.
And we still don´t know how you feel towards me. How do you feel towards
me?
The therapist applies further Pressure to feelings in the Transference. The
patient answers truthfully, no sign of projective anxiety (“I don’t want to let
you in”). The only defense so far is anxiety defending against emotional
closeness.
P: I only feel anxiety.
TH: And what else do you feel besides anxiety?
The patient takes a sigh.
Psychodiagnostically anxiety is channeled in the striated muscles, which is
a sure sign that the patient’s capacity to tolerate anxiety is good. This in turn
means that the therapist can safely go on applying Pressure.
TH: And you took a sigh. You are anxious. What else do you feel?
P: Still I feel anxious, but some anger is building up.
TH: So let’s see how you feel towards me?
The NBP of Rage is beginning to build up as, in parallel, the mobilization
of the NBP of anxiety decreases.
Therefore further pressure is applied to Transference Feelings.
The therapist is looking to increase the TCR.
P: Anger is going up and down.
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The patient describes the physical sensation of the movement of anger (up
and down in the abdomen and thorax) but still the therapist’s assessment is
that the TCR is not as yet high enough and exerts further Pressure on the
Transference Feelings.
So far, what can be determined with some degree of certainty is that the
patient has a sound unconscious defensive system, she is not trying to avoid
the therapist except for the distancing and the patient’s comment “I don’t want
to let you in” is an indication that there is no projective anxiety.
She does not use malignant or regressive defenses such as defying the
therapist or becoming weepy.
There is a good conscious therapeutic collaboration on both sides but not
yet enough Unconscious Therapeutic Alliance UTA. The patient is willing to
work, she answers the therapist’s promptings without evasiveness, which in
turn allows the therapist to exert maximum Pressure and not be lured into
irrelevant directions.
TH: So still there is a destructive need in you to hold back. And we still
don’t know how you feel towards me. How do you feel towards me?
Further Pressure is applied to Feelings in the Transference.
P: I only feel anxiety.
TH: And what else do you feel besides anxiety?
The patient takes a sigh.
Psychodiagnostically anxiety is being channeled as tension in the striated
muscles.
TH: And you took a sigh. You are anxious. What else do you feel?
P: Still I feel anxious, but some anger is building up.
TH: So let’s see how you feel towards me?
Further Pressure is applied to Transference Feelings.
P: Anger is going up and down.
The patient shows with her hands an up and down movement in front of
her body.
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Here the therapist does a Head-on Collision HOC with the Resistance and
the destructiveness of the Resistance.
TH: And still you are anxious. And still there is a barrier between us.
There is a part of you that wants to work here with me. And there is another
part of you that wants to distance itself from me and put a barrier between us.
And then the work will be useless to you and I will be useless to you.
The therapist points out the barrier and its destructiveness.
TH: You are a capable woman. You are here to work. Now my question is
this: do you really want to work with me?
The patient nods.
This intervention of reminding the patient of her abilities boosts the UTA.
The therapist talks to the patient on a cognitive and emotional level,
simultaneously on a conscious and unconscious level.
“Do you really want to work with me?” is a Rhetorical Question addressed
to the unconscious of the patient.
TH: You are a capable woman. How old are you?
P: Uhh… How old am I? 58.
TH: You are an intelligent capable woman. You are not an anxious
woman, but you are making yourself anxious.
This comment about self-inflicted anxiety brings the patient’s attention to
her unconscious use of anxiety as a defense.
From that moment on, the position of the patient changes and the
unconscious of the patient bonds with the therapist in the UTA.
Now the defense changes into a tactical defense against anger: the patient
avoids eye contact with the therapist.
P: I would like to push you.
TH: How do you really experience the anger physically?
TH: You are looking away. You are avoiding my eyes.
The therapist now labels the tactical defense.
There are no signs of regressive (e.g., no weepiness) or malignant
defenses (e.g., no defiance), which is another indicator of the sound
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unconscious defensive structure of the patient and therefore of the absence of
IDCTN in the life of the patient.
HOC with the force of the resistance
TH: Still you are anxious and controlling - a 58 years old woman who
wants to work here with me. Do you want to go to this destructive system of
controlling and withholding? Still you keep to this crippled position and to
being the slave to the master. And you hold back this upsurge of rage towards
me.
The therapist calls on the Resistance of the patient against emotional
closeness which will not allow the therapist to examine the deeper feelings and
impulses.
The UTA shows up in the strong emotional interaction, in the defenses
(mainly tactical ones) and in the increasing striated anxiety.
TH: But how do you physically experience this anger towards me?
The therapist repeats Pressure towards the experience of anger in the
Transference.
P: I can feel the anger. I can feel it in my arms.
TH: I can see this rage in your eyes. How do you experience it?
The patient shows, with a movement of the hands, that the rage is moving
up from the abdomen to the chest. There is a shift from anxiety and distancing
to the physical experience of anger.
The relatively short time elapsed between anxiety to anger, the ease with
which the therapist acknowledges the patient’s anxiety without being stopped
by it, the way the therapist keeps a high level of Pressure towards the actual
experience of the feelings beyond the anxiety, is an indicator of the absence of
TN and of the high build-up of the conscious and UTA. The therapist is not
afraid of applying Pressure towards the actual experience of anger and the
patient is moving on to the actual experience of anger.
TH: If you don’t minimize. How do you physically experience this rage
towards me?
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The therapist maintains the Pressure towards the actual experience of
anger in the Transference.
P: I kick you in the stomach... I smash your head against the wall.
The anxiety has decreased allowing the mobilization of the NBP of
Primitive Murderous Rage.
Here occurs the de-fusion of the Primitive Murderous Rage and the Guilt
which is the central element in IS-TDP: the forces of the Resistance are the
forces of the Guilt.
In the therapeutic setting, Transference Resistance can be compared to a
task force of defenses set in motion by the unconscious defensive organization
in an attempt to push away the therapist whose questioning threatens to bring
to the surface unacceptable and guilt-laden feelings.
When structured and healthy, the unconscious defensive organization
mobilizes a set of swift and efficient tactical defenses.
In the case of an impaired unconscious there are no tactical defenses to be
mobilized, they don’t exist, and the Resistance of the Guilt will bring forth a
barrage of malignant defenses such as stubbornness, defiance, sarcasm, etc.
The technique of bringing the feelings and impulse within the
Transference with the therapist by way of Pressure on the TCR is the
protective safeguard, the safety net that will allow the patient to experience his
repressed feelings and impulses.
The Pressure the therapist exerts on the TCR is aimed at bringing about
the de-fusion of the Murderous Rage and the Guilt. This is achieved by safely
bringing to the surface the unconscious murderous impulse the patient has
repressed all his life towards his genetic figure, and redirecting it towards the
therapist, into the safety of the Transference and the therapeutic alliance.
When de-fusion takes place, the anxiety, as the first defensive move on the
part of the unconscious defensive system, decreases and disappears thus
clearing the NBP for the passage of the Murderous Rage
TH: So you smash my head, go on, go on.
P: And I kick you with my leg.
TH: With which leg?
P: With the right leg.
P: I kick you on your back. Then I smash your head to the ground.
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The passage of Murderous Rage continues, the image is the therapist lying
on the floor.
TH: So you smash my head against the floor. Go on! If you don’t control
anything! Don’t stop!
P: Then I keep kicking your head… Your head is destroyed. Your neck is
broken. Then I keep kicking you all over the room.
The murder is weaponless, neither torturous nor sadistic. The patient uses
her own limbs to murder the therapist. This indicates that the trauma in the
patient’s life took place when the unconscious defensive system was already
structured, at around age 4 and after. This, in turn, points to an absence of
IDCTN in which case trauma would have begun at birth or during the first
year of life, impairing the unconscious defensive system.
The passage of heavy Murderous Rage towards the therapist continues and
then the visual imagery of the therapist turns into the visual imagery of the
mother.
P: There is no blood. I kick you on your back. No bone remains whole.
You are loose like a puppet. And I kick and kick.
TH: You have brutally murdered me. I am now lying on the floor. And
then? Look at my eyes. Keep looking to my eyes. To whom do the eyes
belong?
P: They are big black eyes. It is my mother. Oh no! There are tears in her
eyes, she is crying!
The patient covers her face with her hands. There is heavy sobbing. The
passage of Murderous Rage is over; there is no more fusion of the murderous
feelings and the guilt-laden feelings.
In this passage, two events of great importance occur:
The first one is that the NBPs correctly operate in relation to one another:
after having murdered the therapist, the patient is racked with a sudden and
overwhelming upsurge of Guilt. The mobilizer of the Guilt is the visual
imagery of the mother. The actual physical experience of the Murderous Rage
clears the NBP for the subsequent passage of Guilt. And before that, the
passage of Murderous Rage becomes possible when the NBP of anxiety had
been cleared for the subsequent passage of Murderous Rage.
The second important event is that the NBP of Guilt is activated through
the channel of the eyes. The eye contact with the visual imagery of the
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murdered therapist activates the transition to the visual imagery of the genetic
figure and some movement in the eyes of the murdered body clearly increases
the Guilt, in this case the patient sees tears in her mother’s eyes.
TH: It is your mother! Don’t stop, don´t stop. You have a lot of painful
feelings.
P: (Loud sobbing)
TH: Let the feelings come. There is another wave of feeling.
P: They are big black eyes. It is my mother.
TH: Look at the eyes of mother, you have another painful wave. Don’t
fight your feelings. You owe it to yourself.
P: (Heavy waves of sobbing)
TH: Perhaps it is good to get closer to mother, don´t be distant.
The heavy extensive passage of guilt-laden feelings continues.
P: I am stroking her black hair... I should have done that long ago... I
needed her so badly.
Continuation of grief and guilt-laden feelings and sadness about all that
has been missed in the past.
P: I would tell her, I love her.
TH: How would you say that?
P: Mummy, I love you so much.
There are more painful waves of feelings.
P: I am so sorry. I want to be close. No, actually I want to be a child again;
I want to be in her arms. It is too late now, she is dead, and it is all gone.
The process enters the phase of analysis and recapitulation. The patient
has seen the image of her mother at the age of approximately 40, which was 46
years ago when she, herself, was 11-12 years old. The patient is not able at that
moment to calculate correctly. Memories come back about having missed her
so much.
P: I needed her so badly and I didn’t want to feel the need …When I was
sent to boarding school, at around the age of 5-6, I needed her and she wasn’t
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there for me. So from then on I never let her close to me again. I didn’t want to
feel the need of her.
During this phase there are, again, passages of Guilt and loving feelings.
Then the session is brought to closure. It lasted 25 minutes.
As mentioned before, the establishment of trauma at age of 5-6 is
important in that it shows the type of neurosis the patient has developed: no
TN, no malignant defenses, no projective anxiety, willingness to work and a
great fear of emotional closeness with anxiety as the main defense against
emotional closeness.
We are dealing here with the original neurosis.
Also as mentioned before, the weaponless murder points to the fact that
trauma took place after the age of 4: she uses her body strength, hands, arms,
feet, legs, to murder the therapist.
One could hypothesize that this shows the state of the patient’s body
strength and development of the NBPs at the age the trauma happened.
The visual imagery could be tapping into the stream of a child‘s
unconscious aged 5-6, who is, at that point, strong and powerful enough to feel
she can murder without enhancing her strength with lethal weapons.

CONCLUSION
The interview lasted around 25 minutes.
It started with the phase of Pressure: Pressure towards the experience of
feelings in the Transference and Pressure to the Resistance especially the
resistance against emotional closeness. Then there were Head-on Collisions
HOC with the Transference Resistance, the therapist directly addressing the
resistance and pointing out how this resistance is a destroyer of relationships,
leading to a rise in the TCR and to the mobilization of the UTA.
During this phase there has been no interpretation or analysis whatsoever.
With the total removal of the resistance the patient has been able to experience
the NBPs of the Primitive Murderous Rage, which is in relation to her mother
and dates back to almost 50 years, followed by guilt and grief and loving
feelings.
There was a Total Removal of the Resistance, leading to a major
Breakthrough. The analysis showed the biographical background.
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As we have seen, the parameters which are indicators for the absence of
TN in the patient under these special circumstances can be summarized as
follows:






Anxiety shows in the form of striated anxiety, tension of the striated
muscles.
There are no signs for malignant defenses.
The NBPs are freely accessible.
The TCR can develop.
The Breakthrough is primitive but not sadistic or torturous, there is no
use of knife or axe or other lethal equipment.
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IDCTN Intergenerational Destructive Competitive form of
Transference Neurosis
IS-TDP
Davanloo´s
Intensive
Short-Term
Dynamic
Psychotherapy
Major Mobilization of the Unconscious
Neurobiological Pathways
Primitive Murderous Rage, Murderous Rage
R Resistance
Resistance against emotional closeness
Resistance of the Guilt
Rhetorical Question
TCR Transference Component of the Resistance (formerly
Complex Transference Feelings)
Total Removal of the Resistance
TN Transference Neurosis
T Transference
Transference Resistance, Resistance
UTA Unconscious Therapeutic Alliance
Vertical Mobilization of the Unconscious
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