TRANSFERENCE, COUNTERTRANSFERENCE AND TELE: THEIR RELATION TO GROUP RESEARCH AND GROUP PSYCHOTHERAPY* 

INTRODUCTION

The time has come to evaluate the advances made by psychotherapy and to spell out, if possible, the common denominators of all its forms. Most of the leading protagonists of the classic period of the individual methods of psychotherapy are gone, from the American as well as from the European scene: Freud, Janet, Adler, Ferenczi, Rank, Meyer, Brill, Jeliffe, to mention a few. Only the glamor over their graves is left; sic transit gloria mundi. Most protagonists of group and action methods are getting aged and respectable, but the problem remains: How can the various methods be brought into agreement, into a single, comprehensive system? In the course of these lectures I am going to stress the common denominators rather than the differences. I will attempt to tie together all varieties of modern psychotherapy. Whether the therapeutic meeting is conducted on the couch, sitting on a chair, gathered around a table or acting on a stage, the principal hypothesis in all cases is that the interaction produces therapeutic results. One has to have an open, flexible mind; at times there may be an indication for using an authoritarian, at other times a democratic method, at times it may be necessary to be more direct or more passive, but one has to be willing to move gradually from one extreme to the other if the situation requires. Just as there is a choice of therapist there may be a choice of vehicle, couch, chair or stage, and there may be a choice of which system of terms and interpretations a patient needs, until a system is formulated which is able to attain the consensus of all.

I

Mesmer asserted that hypnotic cures are due to animal magnetism. Liebeault and Bernheim demonstrated that it is not animal magnetism which produces cures, but the suggestibility of the subject. Freud discarded hypnotic therapy and claimed that the core of suggestibility is transference. We can go a step further and declare that also psychoanalysis as a therapeutic method has not fulfilled many of the hopes it aroused. Whatever unconscious material is delivered on the couch, group and action methods

__

* From a series of lectures given by the author during his European journey, May- June, 1954.
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can elicit more easily and, in addition, materials which the couch vehicle hinders in being delivered.

Contrary to current opinion, group psychotherapy has within scientific medicine no therapeutic ancestor to emulate or reject. It is a new device. In order to develop as a therapeutic method it required a preliminary study of concrete groups and their dynamics, a carefully organized expedition into "group research". But no group research in the specific sense of the word existed before 1923, the year when the Viennese Stegreif laboratory was founded. The task and study of "real" groups through direct observation and calculated experimentation is, whatever its merits or demerits, the achievement of our generation. Neither the theoretical formulations and suggestive insights of LeBon and Freud, nor the lecture techniques of Pratt and Lazell can be considered as based upon "group research".*

But group research is an essential prerequisite to group psychotherapy. Regrettably, much group psychotherapy literature is written today in a dogmatic manner, with little or no emphasis upon research. Among the many concepts which are used uncritically and without sophistication are transference and countertransference. Therefore, we may consider first the smallest possible group which dominates modern counseling, the group of two, the "therapeutic dyad". In every therapeutic situation there are at least two individuals, the therapist and the patient. The interaction taking place, for instance, between therapist and patient is the first point in this discussion.** Let us see how psychoanalysis views this interaction. Freud observed that the patient projects upon the therapist some unrealistic f an.- tasies. He called this phenomenon "transference": "A transference of feelings upon the personality of the physician . . . it was ready and prepared in the patient and it was transferred upon the physician at the occasion of the analytical treatment (Collected Papers, Vol. I, p. 475). . . . His feelings do not originate in the present situation and they are not really deserved by the personality of the physician, but they repeat what has happened to him once before in his life" (I, p. 477). A few years later Freud discovered that the therapist is not free from some personal involvement in return and this he called "counter"-transference: "Counter-transference arises in the physican as the result of the patient's influence on his un-

__

* Because of the rapid growth of small group research inside and outside the borders of sociometry, it may be useful to define "group therapy research" as dealing directly with therapeutic problems and "group research" as dealing only indirectly with therapy.

** J. L. Moreno, "Interpersonal Therapy and the Psychopathology of Interpersonal Relations", Sociometry, Vol. I, 1937.
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conscious feelings" (Collected Papers, Vol. II). Actually, there is no "counter". Counter-transference is a misrepresentation, it is just transference "both ways", a two-way situation. Transference is an interpersonal phenomenon.

The definition of transference as given to us by Freud is obviously made from the point of view of the professional therapist. It is the therapist's bias. If the definition would have been made from the point of view of the patient, then the description given by Freud above could be reversed without change, except by substituting the word "physician" by the word "patient" and the word "patient" by the word "physician". "A transference of feelings upon the personality of the patient . . . it was ready and prepared in the physician and it was transferred upon the patient at the occasion of the analytical treatment. . . His feelings do not originate in the present situation and they are not really deserved by the personality of the patient, but they repeat what has happened to him once before in his life." If this phenomenon exists from the patient towards the physician it exists also from the physician towards the patient. It would be then both ways equally true. That educational psychoanalysis produces a basic change in the personality of the therapist cannot be taken seriously. Irrational trends in his behavior continue. It provides him at best with a method of therapeutic skill. According to this we could just as well call the physician's response transference and the patient's response counter- transference. It is obvious that both the therapist and the patient may enter the treatment situation with some initial irrational fantasies. As I pointed out in the paper quoted above "a similar process—as in the therapeutic situation—happens between two lovers." The girl may project into her lover on first sight the idea that he is a hero or that he has the mind of a genius. He in turn, sees in her the ideal dream girl he has wanted to meet. This is transference from both sides. Who can say which is "counter"?

After having eliminated the bias of the therapist as the one which defines the therapeutic situation, assigning to himself a "special status", an unjustified status of uninvolvernent and after some insight had come to display, still giving himself the benefit of being only "counter", we arrive at the simple, primary situation of two individuals with various backgrounds, expectations and roles, facing each other, one potential therapist facing another potential therapist.

Before we go further, let us analyze the two-situation from a different angle, as there is something to learn from it which is rarely pointed out. I
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observed that when a patient is attracted to a therapist, besides transference behavior, another type of behavior is taking place in the patient. Let me repeat the words in which I formulated my original observations in the paper on the subject*: "The one process is the development of fantasies (unconscious) which he projects upon the psychiatrist, surrounding him with a certain glamor. At the same time, another process takes place in him— that part of his ego which is not carried away by auto-suggestion feels itself into the physician. It sizes up the man across the desk and estimates intuitively what kind of man he is. These feelings into the actualities of this man, physical, mental or otherwise are "tele" relations. If the man across the desk, for instance, is a wise and kind man, a strong character and the authority in his profession which the patient feels him to be, then this appreciation of him is not transference but an insight gained through a different process. It is an insight into the actual makeup of the personality of the psychiatrist. We can go even further. If, during the first meeting with the patient, the psychiatrist has the feeling of his superiority and of a certain godlikeness, and, if the patient experiences this from the gestures the physician makes and from the manner of speaking, then the patient is attracted not to a fictitious but to a real psychological process going on in the doctor. Therefore, what at first sight may have appeared to have been a transference on the side of the patient is something else." In the course of continued sessions the transference attraction towards the therapist may recede more and more and be replaced by another type of attraction, the attraction towards the actual being of the therapist, an attraction which was already there in the beginning, but somewhat clouded and disfigured by the other. Let us look now at the other member of the dyad, at the therapist. Also he started with a transference attraction towards the patient on the couch before him. It may be a young woman, her esthetic and emotional charm interfere with his clear thinking. If it would not be a professional situation he might be inclined to invite her for dinner. But in the course of consultations he begins to become acquainted with all her troubles and recognizing her emotional instability he may say to himself: "I'M fortunate not to be involved with such a disturbed creature." In other words, a process which had operated from the start, parallel to the charm produced by transference, is now coming more strongly to the fore. He sees the patient now as she is. This other process acting between two individuals has characteristics missing in transference. It is called "tele",

__

Op. cit.
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feeling into one another. It is"Zweifuhlung" in difference from "Einfuhlung". Like a telephone it has two ends and facilitates two-way communication. It is known that many therapeutic relations between physician and patient, after a phase of high enthusiasm from both sides, fade out and terminate, often for some emotional reason. The reason is frequently a mutual disillusionment when the transference charm is gone and the tele attraction is not sufficiently strong to promise permanent therapeutic benefits. It can be said that the stability of a therapeutic relationship depends upon the strength of the tele cohesion operating between the two participants. The physician-patient relation is, of course, only a specialized case of a universal phenomenon. For instance, in a love relation, if the girl projects into her lover the idea that he is a hero and if her masculine companion projects into her the idea that she is a Madonna, that may be sufficient for the start, but after a short romance the girl may discover that her hero is in many ways a fourflusher or without accomplishments. And he, in turn, may discover various imperfections in her. She has freckles and she is not as virginal as he thought her to be. But, if after knowing and experiencing all this, the two still love each other, not only maintain their romance, but get married and start a home and a family, this is a sign that the tele factors are overwhelmingly strong. Here is a cohesive force at work which stimulates stable partnership and permanent relations.

Here is the conclusion: the immediate actualities between therapist and patient in the therapeutic situation at the moment of treatment is designated as the focus of attention. They are given equal opportunity for encounter. If the therapist is attracted to the patient or rejects him he is to give his secret away—instead of hiding it behind an analytic mask and if the patient is angry at the therapist or attracted to him he is free to express it instead of hiding it behind fear. If there is a meaning to this attraction the therapist is free to explain it, and if there is a meaning to this anger the patient is free to explain it. If the perceptions of each other, adequate or distorted, indicate reference to the past of the patient's or therapist's life, they are brought into focus. It is therapeutic love as I defined it forty years ago: "A meeting of two: eye to eye, face to face. And when you are near I will tear your eyes out and place them instead of mine, and you will tear my eyes out and will place them instead of yours, then I will look at you with your eyes and you will look at me with mine."*

__

* J. L. Moreno, "Einladung zu einer Begegnung", p. 3, Vienna, 1914.
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The next problem to consider is what reality underlies transference behavior. The poetic idea that beloved or hated figures in the past of an individual are stored in man's unconscious, to be transferred at a moment's notice upon the personality of the therapist has been an article of faith of psychoanalysts of all colors now for over forty years. It is indisputable in a private conclave of two as long as a particular patient agrees with a particular therapist as to the interpretation of his transference. But beyond this "existential validation a deux" such experiences are in want of a more

'1 substantial framework of theory, even within a subject's frame of reference. Freud has postulated the genetic origin of transference, that "it does not originate in the present situation, that it is a repetition of what has happened to a patient once before in his life". "The patient sees in his analyst the return—the reincarnation—of some important figure of his childhood or past and consequently transfers to him (the therapist) feelings and reactions that undoubtedly applied to this model." The vague, frequently shifting and changing character of transference-countertransference behavior makes clarification particularly difficult.

A clue for a fresh approach to this problem came to me from another observation made in the course of therapist-patient situations. Transference does not take place towards a generalized person or a vague Gestalt but towards a "role" which the therapist represents to the patient, a fatherly role, a maternal role, the role of a wise, all knowing man, the role of a lover, of a gentleman, of a perfectly adjusted individual, the model of a man, etc. The therapist, in turn, can be caught in experiencing the patient in complementary roles. Careful observation of therapists in situ added fuel to this point of view. They "look" and "act" a certain part already marked by their gestures and facial expression. I concluded then that "Every individual, just as he is the focus of numerous attractions and repulsions appears, also, as the focus of numerous roles which are related to the roles of other individuals. Every individual, just as he has at all times a set of friends and a set of enemies, also has a range of roles and faces and a range of counter-roles. They are in various stages of development. The tangible aspects of what is known as 'ego' are the roles in which he operates."

This is the gist of my critique of the transference concept, made eighteen years ago.* Although it has penetrated into some phases of psy-

__

* J. L. Moreno, "Interpersonal Therapy and the Psychopathology of Interpersonal
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choanalytic literature'', the consequences of this position especially for group psychotherapy have still remained obscure.

II

The individual therapist facing a group of patients in interaction can not automatically transfer his knowledge and skill to it. Heretofore he was one versus one, now he is one versus many, vis a vis a still more enigmatic power structure. Explaining group behavior in terms of transference-countertransference appeared even more unsatisfactory than previously in the two-situation. We had to start from scratch and try new methods of analysis. Mesmer, Bernheim, Charcot, Freud, Adler and Jung, they all started with the premise that the physician or the counselor is the therapist and that the patient is the patient. This was held by them as an unalterable relationship. It was one of the highlights of sociometrically oriented group research when it could show that the relationship can be reversed, that the physician can become the patient and the patient the physician, that any member of a group can become a therapist to every other. We must differentiate, therefore, between the overall "conductor" of a session and the "therapeutic agents." The therapeutic agent in group psychotherapy does not have to be an individual who has professional status, a physician, priest or a counselor. Indeed, the one who has professional status may be, for that very reason, harmful to a particular individual needing attention. If he is a wise therapist he will eliminate himself from direct face to face rapport with the patient and work through other individuals who are in a better position to help than himself. According to group method the therapeutic agent for a particular member of the group may be anyone or a combination of several individuals. In critique of the professional psychotherapist one must come to the conclusion that the choice of therapist should not be limited to trained people, priests, physicians, counselors, social workers, etc., but that the choice should be as universal as the range of individuals who might help in a particular case. These were the new

postulates: a) the group comes first and the therapist is subordinate to it; b) the therapist, before he emerges as the therapeutic leader is just an 

__

Relations," Sociometry, Vol. I, 1937. Also "Psychodramatic Treatment of Marriage Problems", Sociometry, Vol. III, 1940.

** Michael Balint, "Changing Therapeutical Aims and Techniques in Psychoanalysis," Int. .Jnl. of Psychoanalysis, 31:117, 1950. H. S. Sullivan, Concepts of Modern Psychiatry, 1938.
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other member of the group; c) "one man is the therapeutic agent of the other and one group is the therapeutic agent of the other".*

It is to sociometric group research that we owe a more accurate analysis of tele and transference phenomena. The deeper understanding of tele behavior came through the sociometric test and we will hear later that recent studies of sociometric perception are able to throw some new light on transference behavior. The original circumstance which brought about the construction of the tele hypothesis was the need to explain some elementary sociodynamic data. If A wants B to be his partner in a common activity, this is only one half of a two-way relation. In order that the relationship should become productive and complete, the other half must be added. It may be that B wants A in return, or that B rejects A, or that B is indifferent towards A. If A would be left by himself or B by himself, the balance within either A or B is sufficient. Each is a psycho- dynamic unit. But in order to be engaged in a joint action the balance must be not only within them but also between them, forming a sociodynamic unit. Our chief hypothesis was, therefore, the existence of and the degree to which a hypothetical factor, tele, operates in the formation of groupings, from dyads and triangles to groups of any size. It was found that real sociograms differ significantly from chance sociograms. The greater number of pairs, triangles, chains and other complex structures could not be explained if chance only would operate in the formation of the real sociogram. It was concluded that a specific factor operates here, responsible for the cohesiveness of the group and for its potentialities of integration. It was also observed that those participants in sociograms who produced a greater degree of cohesiveness in their group formation than others showed also in life situations a higher rate of interaction than those in the sociogram with a lower degree of cohesiveness. The trend towards constancy of choice and consistency of group pattern was also ascribed to tele.

Because of the ambivalent character of transference it is easy to express it in attraction-rejection-indifference terms which makes plausible the linkage between transference and tele. But recently it became possible to recognize the dynamic patterns which may be responsible for inducing the transformation of tele into transference behavior. By the use of sociometric perception scales the way at least opened for a systematic investigation of these borderline territories of interpersonal and group behavior. 

__

J. L. Moreno, "Application of the Group Method to Classification", 1932, p. 104.
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The subjects were asked in the course of sociometric testing to guess and rate the feelings others have for them, depending entirely upon their intuition, in reference to specific, ongoing activities. By comparing the perceptional data with the real data it was found that individuals have sociometric perceptions of each other of various degrees of accuracy. A thinks, for instance, that he is chosen, B that he is rejected by everyone. C thinks that he is chosen only by one particular individual, whereas D thinks that he is rejected only by one particular individual. E and F think that A, B, C, D, reject them and reject each other. Several types of perceptual behavior patterns were discovered. Category 1, there are patients who underestimate their own status and overestimate the status of the therapist and of other members of the group. Category 2, there are patients who overestimate their own status and underestimate the status of the therapist, and of other members of the group. Category 3, there are patients who consider themselves as most attractive and acceptable to the therapist or to other members of the group. Category 4, there are patients who consider themselves as rejected by the therapist or by other members of the group. Category 5, there are patients who consider themselves as accepting the therapist or other members of the group. Category 6, there are patients who consider themselves as rejecting the therapist or other members of the group. Each of these categories can be broken down into a number of subcategories, for instance, Category 1, the patients may overestimate the status of the therapist, but estimate more adequately the status of the other members, or the degree of distortion may vary from member to member. In a number of researches* these various types of distorted intuitions of what feelings and perceptions individuals have for each other were found to tend towards specific behavior patterns. a) Patients who underestimate their own sociometric status will tend to have a lower expectancy for themselves. b) Patients who overestimate their own sociometric status will tend to have high expectancy for themselves. c) Patients who underevaluate their sociometric status will tend to rate other members of the group as superior to them. d) Patients who overevaluate their socio-

__

* J. L. Moreno, "Sociometry in Action", Sociometry, Vol. V, 1942. See also Who Shall Survive?, revised edition, 1953. Herbert Schiff, "Judgmental Response Sets in the Perception of Sociometric Status", Sociometry, Vol. XVII, 1954. D. P. Ausubel, "Reciprocity and Assumed Reciprocity of Acceptance Among Adolescents", Sociometry, Vol. XVI, 1953. R. Tagiuri, "Relational Analysis: An Extension of Sociometric Method with Emphasis upon Social Perception", Sociometry, Vol. XV, 1952.
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metric status perceive other members of the group as less optimistic than themselves in evaluating others.

A number of similar investigations are under way that promise to sharpen the analytic empathy of the group psychotherapist, for the microscopic feelings and perceptions which prevail in group sessions. They are important for detecting clues for indications and contraindications as to which method of approach is most advantageous.

There is a tendency to ascribe many irrational factors in the behavior of therapists and patients in group situations to transference and counter- transference. This is in view of recent group psychotherapy research an It oversimplification. I. Transference, like tele, has a cognitive as well as a conative aspect. It takes tele to choose the right therapist and group partner, it takes transference to misjudge the therapist and to choose group partners who produce unstable relationships in a given activity. II. The greater the temporal distance of an individual patient is from other individuals whom he has encountered in the past and with whom he was engaged in significant relations, direct or symbolic, the more inaccurate will be his perception of them and his evaluation of their relationship to him and to each other. The dynamic effect of experiences which occur earlier in the life of an individual may be greater than the more recent ones but it is the inaccuracy of perception and the excess of projected feeling which is important in transference, in other words, he will be less perceiving the effect which experiences have on him the older they are and less aware of the degree to which he is coerced to project their images upon individuals in the present. 

III. 

The greater the social distance of an individual patient is from other individuals in their common social atom, the more inaccurate will be his evaluation of their relationship to him and to each other. He may imagine accurately how A, B, C whom he chooses feel towards him, but he may have a vague perception of how A feels about B, A feels about C, B feels about A, B feels about C, C feels about A, or C feels about B. (Analogous to transference we may call these vague, distorted sociometric perceptions—"transperceptions".) His transperceptions are bound to be still weaker or blank as to how people whom he has never met feel for E, F, or G, or for A, B, or C or for how these individuals feel about each other. The only vague line of inference he could draw is from knowing what kind of individuals A, B, or C are. IV. The degree of instability of transference in the course of a series of therapeutic sessions can be tested through
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experimental manipulation of the suggestibility of subjects.* If their sociometric status is low, they will be easily shaken up (sociometric shock) by a slight change, actual or imagined, in the relationships of the subjects around him. It is evident that transference has, like tele, besides psycho- dynamic, also sociodynamic determinants.

SUMMARY

To return to the original proposition of this paper: How can the various methods of psychotherapy be brought into agreement, into a single, comprehensive system? In order to detect the common denominators operating in all therapeutic situations, a number of studies have been set up, observing actual therapeutic sessions in situ and assessing the transactions taking place; these have been productive and enlightening but they suffer from their irreversibility, from the difficulty of modifying the process of therapy while it is ongoing. A methodology which enables us to compare each of them under conditions of control are roleplaying techniques. They permit greater flexibility, many versions to be played out and the possibility of setting up control studies. The earliest experience with role- playing techniques has been made in the testing of auxiliary therapists placed within the framework of standard situations* in an experimental psychodrama. Another frequent application of roleplaying techniques is the testing of non-directive counselors in settings which are constructed as closely as possible like the actual situation itself. Experiments in our laboratories in Beacon and New York have shown the productivity of the roleplaying method when applied to the more complicated situations of the group. A series of experiments have been set up in which a) a psychoanalyst assumes the "role" of a psychoanalyst and another individual assumes the role of a patient on the couch. The session is carried out as if it would be an actual therapeutic session. b) A non-directive counseling situation has been set up in which a trained non-directive counselor takes the role of the counselor and another individual the role of a client. Again, both try to come as close as possible to the real feeling and

__

* See Leon Festinger and Herman A. Hutte, "An Experimental Investigation of the Effect of Unstable Interpersonal Relations in a Group", The Journal of Abnormal and Social Psychology, Volume 49, Number 4, Part I, October, 1954. L. Yablonsky, Sociometry, 15, 175-205, 1952.

** "A Frame of Reference for Testing the Social Investigator", Sociometry, Vol. III, p. 317-327, 1940.
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actual process taking place in an actual counseling situation. c) In a group therapy experiment a number of individuals and a therapist are placed. around a table. The therapist plays the part of the therapist, the individuals around the table play the part of the patients, trying to act as closely as possible the way they would act in a real group therapeutic session. d) A psychodramatically trained individual assumes the role of a psychodramatic director, a group of individuals try to play the part of an audience. The session is to run according to the customary rules, a member of the audience is selected to be the protagonist and he plays the part of the protagonist, trying to be like a real one. The setting up of such experiments is no easy matter, it is not as simple as merely hiring a number of subjects. It would be like studying cancer on individuals who are not afflicted with  the disease. The condition sine qua non is here the therapeutic talent of the experimental subjects, that they are sensitive for the mental syndrome studied and sufficiently alert to express their experiences; the other important factor is the therapeutic skill and resourcefulness of the overall conductor. The crux is the degree of involvement and warmup of all participants; if they are too "cold", the factors which are under study will not emerge and the purpose of the experiments will be defeated. Roleplaying of therapeutic situations may concentrate first on the study of the four factors which have been shown by the investigations reported above as being of crucial importance in all patient-therapist relationships, the "feeling for one another", the "perception of one another", the motoric events—the "interacting" between them, and the "role relations" emerging to and fro in an ongoing therapeutic situation.
