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Unsilencing: The Case of Ann 

by Roy Barsness, Ph.D.1 and Clarissa Hill2, M.A., L.M.H.C. 

 

Abstract 

When speaking creates collisions, and silence is in collusion, a new language must be 

found. Through the use of a case study we look at how the patient and the therapist’s supervisor 

work to unsilence the therapist––as the therapist herself seeks to find her own voice. The 

therapist longs to become a mother and the patient longs to find a “good” mother–– it seems to 

be a match made in heaven… or is it?  When something feels too good to be true, it usually is, 

and yet how do we continue to hope, desire and create when all we have known is the story of 

death, loss and destruction?  This is a story of dead babies, mean mothers, bad kids, and a patient 

and a therapist just trying to form a connection in the midst of such a story. This is a story of 

hiding, of wanting to be seen, of wanting to be known, and of wanting to find home.   

 

The Case of Ann: 

The case of Ann explores the complex web of enactment as it connects to transference and 

countertransference, parallel process, dissociation, splitting, countertransference dominance, and 

the trauma responses of fight, flight, and freeze.  As the case unfolds, we find the patient and the 

therapist frequently stuck between a rock and hard place––between hope and despair, silence and 

speaking, and between anger and shame.  Through the themes of miscarriage and hope, intrusion 
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and abandonment, attachment and destruction and love and hate, we hope to demonstrate how 

sometimes both words and silence can hide, distract, blame, and collude.  And we hope to show 

how difficult it can be to find a way out of the bind of doer/done-to, and to find a way to 

communicate true embodied presence in the here and now of the therapeutic process.  Creating 

and recreating the “Analytic Third” (Ogden, 1997, p. 9, Benjamin, 2018, Aron, 2017) within the 

therapist/patient relationship and the supervisor/therapist relationship, continues to serve as an 

essential function in the unlocking of the repetition of the silencing and unsilencing in the 

ongoing work with this patient.  

Ann was in her late 40s and had seen at least 15 therapists before me, with at least one of 

the therapies ending in a restraining order and a court order against her.  When she came to me, 

she was still trying to make sense of what had happened in the previous therapies, her experience 

being that she felt continuously hurt, abandoned, betrayed and confused.   

She was born the fifth and last child in a working-class family in Colorado. The sibling 

right before her in birth order was a boy born with a congenital disorder, from which he died five 

months after being born.  Her father had a good paying job until Ann was 6 years old. He then 

had a psychotic break and was hospitalized twice.  Her mother went to work to provide for the 

family, when all the other mothers in the neighborhood stayed at home.  Ann’s father died when 

she was a teenager and she has been the only sibling to still stay in regular contact with her 

mother. 

When Ann came to see me, she had a steady job as an engineer and, although she had 

changed jobs many times in her life, she was always able to get another and stay on her feet.  She 

was single and lived alone and had not had any romantic relationships apart from a brief 

marriage in her early 20s. 
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Ann was very protective of and defensive about her family.  In talking about them she 

worked hard to hold onto their goodness and to impress upon me that they really did care about 

her.  Yet lurking in the shadows were hints of violence, pain, unexpected outbursts, withdrawal, 

fear and feelings of being intruded upon, or of being abandoned.  Her story came in bits and 

pieces, in a mode of telling that was void of emotional connection and that left me confused as to 

what had actually happened. As her therapist, it was difficult to get a grasp on who was who, 

who died and when, and what it was all like for Ann.  Once she showed me a picture of herself 

as child dressed in her dead brother’s clothes, and then, another picture right beside it of her 

dressed in a dress.  “Maybe if I had been born a boy, they would have loved me,” she said.  

Both of us came together carrying with us the silent hope of a live pregnancy––Ann 

hoping to finally be the live baby who was wanted for who she was and accepted in all of her 

messiness, as opposed to having be, yet again, the “replacement baby” who needed to fill 

another’s place and heal the wounds of the grieving mother.  Coincidentally, I started working 

with Ann right at the point in my own personal life when I was ready to start a family, so I was 

also full of hope for my own live baby. 

In response to Ann’s silent questions of “Do you want me?,” “Do you love me for me?,” 

my silent answer came to be the same conclusion as her real mother’s answer––I wanted a warm 

live baby, but I didn’t ask for you.  In retrospect, I see how my response was related to my own 

wish to be a mother––a “good mother”––while I was, instead, experiencing difficulty in carrying 

a pregnancy to term.  I didn’t want such a difficult “baby” as Ann, and I felt guilty and ashamed 

for feeling this way.  It was exhausting, painful and constantly disruptive to have such a colicky 

baby that I couldn’t soothe, who pushed me away, rejected my attempts at soothing, and who 
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experienced what I had to give as a threat and an attack.  No, I didn’t ask for that kind of baby.  

But this is the patient/baby I got.  

Our unspoken hope and desire carried us and connected us for the first three months of 

our work, and then, the anxiety and fear of loss started creeping in.  Ann is a person who knows 

things beyond what she knows, who senses things and is in tune with her world in an uncanny 

sort of way.  I kept this in mind as we explored her anxieties, yet, I was also working on 

differentiating between what was from the past and what was in the present. We both were so 

hopeful that this time it could be different; that this time she would not get abandoned; that this 

time we would both be good enough for each other and that we could avoid the pain.   

I heard Ann’s anxiety, therefore, as coming from her past, her fears, and her projection––

and not connected to our present, to us in the now, or to what was playing out between us in the 

treatment.  My responses were an attempt to assist her in differentiating between the past and the 

present, between those who had left her, and me, who would stay. And, to assist her in 

differentiating between those who had hurt her, and me, who was working to heal her.  In my 

wanting to hang on to goodness and hope and life, and in my not attending to the drama that was 

unfolding in the in-between, I was unintentionally silencing her experience of pain, dread and 

death.  In responding with assurances and reassurances, and in my overt attempt to keep 

differentiating the treatment relationship from her past relationships, I was, in effect, foreclosing 

the exploration of what else was going on in her experience.  I was unwittingly shutting her 

down, unintentionally  “shutting her up” and, to my dismay, silencing her giving more voice to 

her fear, anxiety and hurt.  In trying to “make it better” and “be better,” I was pushing her 

anxiety back into her lap.  So, of course, she kept trying to bring it back to me.   
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This was the beginning of her trying to bring something deeper to me, to work something 

out with me that neither of us really wanted to hold, or know, or voice.  Something deep and dark 

and wordless.  This was the beginning of a deeply complex web of enactment, parallel process, 

and dissociated trauma.  The next two years my work with Ann fell into a very painful pattern.  

Ann worked really hard to “be the good patient/baby” in sessions, while splitting off all the 

angry, envious and vengeful parts of herself that had gotten her into so much trouble in previous 

therapies.  I was also working really hard in sessions to “be the good therapist/mother” by 

listening, being empathic, and demonstrating that I understood, that she made sense, and that I 

got her.  Yet my felt experience in most sessions was one of disconnect, confusion and anxiety 

about not doing it right.  And, only after the sessions would I learn that Ann had also been 

having her own unspoken experience during the session.  

Between sessions she would start calling and leaving me messages, onslaughts of 

messages to get out all that had been held in and stirred up during the session.  The messages had 

the rhythm of full-blown meltdowns of a two-year-old yet in adult sized proportions.  They 

would start with her cancelling her next session out of anger, then blaming, shaming and 

mocking me.  The anger would inevitably ramp up to yelling and screaming, and some sadistic 

delight in being cruel.  Sometimes she would bring threats of harm to me and/or herself, then 

feelings of being worthless, helpless and hopeless.  Eventually, each such outburst ended up in 

crying, followed by a vulnerable self-awareness of the feelings that started it all to begin with.  

Lastly, she would be left in a state of embarrassment and fear that I would not want to continue 

working with her because of the meltdown, and and she would end up begging for permission to 

come to her next session and promising that she had had a breakthrough and a realization.   
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She would come in saying she was having a really hard time; some things had happened, 

and she just wanted to explain.  She would describe experiencing my words as silencing and my 

silence as abandonment.  We would then have a very connecting session where she could talk 

about what had scared and hurt her.  I would acknowledge what my part had been in the dynamic 

and validating that how she felt made sense to me.  Sometimes in these sessions she would find a 

way to joke about the cruel things she had said, and then suddenly, they would seem less 

poisonous.  Sometimes she would also find a way to tease me about the things I had said or done 

that hurt her so much and I would feel less blamed and accused.  These were moments when it 

felt like we could both just be human, accepted, loved, and connected.  These sessions felt 

reparative, redemptive and hopeful.  For a moment we felt alive together.  For a moment we had 

the beginnings of something new.  For a moment, in conjunction with this process, we had a 

positive pregnancy test.  But then the hope and spark would get ripped away and we would cycle 

back again and again to the painful place of rejection and abandonment, the place of destruction 

and death, the place of miscarriage.    

What had happened to Ann so many times before was now happening between us.  We 

were thick in the territory of both of us feeling unwanted and pushed away, and both of us were 

working desperately to communicate, demonstrate commitment and show our desire to work 

with each other. We were also trapped in a constant push and pull between good and bad objects, 

with neither of us wanting to be the bad object. It felt like we were trapped in complementary 

roles of being either the “bad kid” or the “mean shaming mom.” 

It felt to me like a puzzle that I couldn’t figure out, and as if I really did want to work this 

out with her.  How could we get out of this do or done-to dynamic?  How could we find a Third 

outside the bind of perpetrator and victim?  The more I tried to be the competent, kind, and 
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reasonable therapist, the more this made Ann into the bad and destructive patient.  The more she 

hung onto the identity of innocent victim, the more she would see me as the harmful, 

untrustworthy and lying perpetrator.  We were stuck between a rock and a hard place.  

My weekly supervision sessions became focused primarily on this case.  My supervisor 

would, again and again, demonstrate a way of being with my feeling overwhelmed, my shame, 

my fear, my mother aspect, and my countertransference dominance, etc.  This opened up 

possibility, opened up hope, brought me back to a place of being able to think, and of being 

curious to learn.  I would constantly be trying to work out how his mind worked, how he got to 

the words he said, when he knew to be silent and how he managed to respond in a way that both 

opened up space and connected us.  We would work with the metaphors, with the affect, with all 

the parallel processes and all the transference and countertransference dominance that was 

contributing to the enactment.  I would regain a sense of feeling clear and sane and capable. We 

discussed the meaning and pattern of the messages, and we came up with plan after plan around 

how to bring all the work into the treatment room by me being more present and authentic during 

the sessions, and by making my therapeutic frame clear, consistent, and non-punitive.   

And yet, in session with Ann, I continued to struggle with locating myself and 

communicating my true embodied presence in the here and now.  And, between sessions I 

continued to listen to the angry messages in an attempt to locate Ann.  Then, I fell into a parallel 

process with my supervisor of calling between sessions in a state of anxiety and being 

overwhelmed––and then feeling ashamed for being so overwhelmed, and for desperately needing 

his voice and also desperately needing to find my own.  I was feeling like the “bad kid” with my 

supervisor when I continued to “disobey” him by listening to the messages.  I was now in a 

double, or maybe even triple, bind.  The more I felt the shame of not being good enough and the 
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fear of being the perpetrator, the more paralyzed and silenced I became.  The space between us 

collapsed and I became the same as Ann.  I “got her” so much that I was not able to be other.  I 

did not know how to find a Third.  

 At one point it did feel like we found a way out of the bind.  I had started to receive the 

violent phone messages where Ann cancelled her next appointment and all appointments in the 

future. Then, by my supervisor’s specific recommendation I called and left her a message in 

response saying, “I expect you to come to your next session.”  I was terrified to make this call 

not knowing what her response would be, yet fearing the worst.  I was stepping into the 

unknown.  I had become unsilenced.  I was risking speaking up, risking being the “mean mom,” 

and also expecting and calling her to her full capacity and strength, to face her hurt and pain with 

me instead of pushing me (and thereby herself) away.   I did not hear another peep from her that 

week.  She left no more messages and it felt like radio silence.  I had no idea what was going to 

happen.  It turns out that she came to her next session even though she felt extreme fear of 

punishment and abandonment.  It took some time for her to share her full experience, and later 

she described all her previous therapies ending in her having the feeling that a menacing looking 

figure was pointing to the door and telling her to “Get Out!”  This was the first time someone 

had said to her with confidence, “Get In.”  We had a moment of something new and different, a 

glimpse of hope and life, a felt experience of the Third to break us out of the bind.  But somehow 

neither of us could hold onto this live pregnancy. Some months later Ann recounted this incident 

in a state of anger, and her story was that I knew I should not have made that call or said those 

words to her because she could hear the fear in my voice.  I made her feel extremely unsafe and 

terrified.  I had done this to her.  I was the perpetrator.  I had killed the baby.  I listened in 

shocked silence.  It was true––I had been scared.  She was right.  I started to spiral and question 
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myself.  Maybe I wasn’t strong enough, good enough or confident enough to carry this 

pregnancy, this patient-baby.  So, I didn’t speak up and, in my silence, this live baby also slipped 

through our fingers and was lost.  Here was yet another miscarriage.   

It was all so very painful, so disruptive, and so overwhelming.  Ann would often talk 

about not being able to function as she was in so much pain, and I started to feel the same way.  

Yet we both kept trying, kept rescheduling and kept hanging on to something.  I hated the pattern 

of chaos, cruelty and shame, yet I was also learning so much from her.  I had to examine 

everything I did or said.  I had to look very closely at my stance, my countertransference, my 

fears, and my frame.  I needed her because she was teaching me to grow into the kind of 

therapist that I wanted to be.  And then, I came to need her even more. 

During this time, I had two miscarriages of my own; I felt broken open and undone in a 

way I had never known before.  A deep part of me felt dead, unproductive and unable to create.  

If I couldn’t be successful or effective in my personal life, I needed to feel alive and effective in 

my professional life.  I needed to be successful with Ann.  I needed to feel effective somewhere 

in my life.  I was very aware of this dynamic and brought it to my supervision.  I was deep in the 

grief of my losses, and I was very aware of the ways in which I was now mirroring a part of the 

dynamic Ann experienced in her family of origin.  As the child who arrived after the son that her 

mother knew from birth would die, she was the replacement. She was the one that lived, the last 

child, and the child who could never replace the only son.  And now, I also needed her to be the 

“replacement” for my own dead babies.  I needed her to be the one that lived, the one who would 

thrive, be healthy, and give me a sense of purpose, meaning and worth. And, as I grasped on 

tighter and fought harder to be successful, effective, good and alive with her––I simultaneously 

lost the courage to speak up and face, head-on, the possibility that she too could leave me.  
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Because, I felt, if I lost her, it would be my fault.  If that happened, I felt that I would have failed 

everywhere. I lost the ability to hold our work both seriously and lightly.  In hanging on too 

tightly I wasn’t giving us room to choose.  In needing her to be my live patient-baby, I was also, 

unwittingly silencing her side of the story.  What story was she trying to tell? What story was I 

missing?  What story was she––were we––living out?  Maybe this baby had already died and just 

needed someone to witness and to grieve. 

 

Supervisor’s Response 

I want to begin my response by thanking Clarissa for the honor of asking me to be her 

guide and consultant on this case.  Clarissa is an excellent clinician who is very responsive and 

eager to understand herself and her patient. She is tenacious in her work, believing in all of her 

heart that it is the self of the therapist that is the primary instrument of change––and thus the 

work we do requires much of us in our efforts to heal the other.   

I also want to note that although we are focusing on Clarissa’s case, I wish to note that, as 

her supervisor, I have the distinct advantage of not being caught up in the transference-

countertransference enactments and thus could have a “view” not so easily seen when in the 

midst of Clarissa and Ann’s enactment.  I also wish to state that I know, all too well, my own 

stories of enactments about which I have either published or spoken of publicly. Rest assured 

that I know there are many more to come, and, that is a good thing. Our patients need to get 

under our skin, and most often we find ourselves caught up in interlocks clamoring to find out 

“what the hell is going on here anyway?” as we seek to assign meaning to, and in doing so, 

therapeutic action and change is accomplished.   
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An achievement of sorts in an analytic treatment is the survival of two separate 

subjectivities that can see and be seen.  Jessica Benjamin (2018) talks of this as mutual 

recognition and contends that this capacity can be reached only from the place of the Third–– 

since that is a vantage point outside the two.  Winnicott called this the “generative potential 

space.”  For Freud (1923) it is in the places where we “catch the drift of the other” (p. 239). 

In this particular case,” catching the drift” of the other––finding a place outside of the interlocks 

between the dyadic––was/is particularly difficult.   

Let’s begin with the primary enactment: Ann is the baby (patient), who was never 

wanted.  Ann never experienced the needed recognition of the mother, the mother’s gaze of 

desire.  She was left void of the essential one-ness that co-creates the rhythm between a mother 

and a child, nor the two-ness––that movement in the mother/child dyad that co-creates 

synchronicity and asynchronicity, and influencing one another towards a mutual accommodation.  

Ann had to write her own script, generate her own emotion, provide her own connections.  She 

was the “miscarriage that lived,” the living baby for whom no one looks as she is presumed dead. 

But if dead, neither is she mourned. The mourning she “lives” with is the death of the brother, 

the lost baby that she is expected to replace. Consequently, Ann has never existed in the mother’s 

mind.  It is this alive baby that is a replacement of someone else, thus she, as a baby in her own 

right, is the unthought baby, her particularity is invisible, and there is no eye on her.  So, she 

learns to scream, claw, and rage to declare that she is alive. And even then… 

This is the Ann that Clarissa must bear while she grieves two miscarriages of her very 

own.  Both women became caught up in wanting babies to live and thrive, rather than die.  One 

that cannot “carry” (Clarissa) and the other who demands, “you must” (Ann).  One longs to be a 

mother (Clarissa) and the other (Ann) longs to find a mother.  Clarissa, depleted from her 
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miscarriages, needs her patient to be the child she cannot have, and the patient, who never had a 

mother needs Clarissa to be the mother she cannot be.   

Slowly and unconsciously they begin to “use” the other and begin to “enact” the 

unwanted, dissociated, parts of their selves that have become unbearable.  They get caught up in 

the drama of doer and done-to, of perpetrator and victim, as the therapist uses her patient to 

verify her fertility and to assuage her fears of yet another miscarriage. The patient tests this 

mother (therapist) to see if this mother is one who can bear a baby who desperately needs to be 

recognized, one whose gaze is upon “her” and not on her deceased brother.  Clarissa, in her own 

desperation, seeks to be the perfect mother who can “hold” a pregnancy and love a baby. But, 

she is horrified when this needy baby “bites” and is inconsolable, and as Clarissa reports, is “not 

the baby she wants.”  Shocked at her own response, she silences herself dissociating her horror 

by falling into a pseudo-empathy, foregoing authenticity.  The baby doesn’t like it!  This patient 

“knows” pretense very well. Fakery is her first experience.  The relationship grows into a 

screaming match of, “I am a good mother, no you are not!”  “Okay, I am a bad mother,” “indeed 

you are!” Sneer. “I am doing my best,” “you may think you are, but I know better.”  “You act 

like you love me, but you don’t.”  Clarissa is caught.  She grows silent.  Undone by another 

miscarriage and deep grief. 

As Clarissa and I work through this case, we continually looked for a way to grow both 

Clarissa and Ann’s minds around the interlock. We continued to look for a way out of the 

polarizing, the mutual projections, and the enactment. When two subjectivities collide the Third 

is a nice idea, but sometimes impossible to find.  Both parties in this case fight to keep the 

enactment alive because, common to enactment, is that it serves some purpose for both parties. 

For example, even when Clarissa “knew” of the enactment that was occurring she would keep 
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the conflict alive, because it was serving a mothering purpose in her that she sought to dissociate 

because it was unbearable  

The Third (Benjamin 2018; Aron, 2017, Ogden, 1997) in psychoanalysis refers to a 

psychic space that interrupts complementarities, sameness, exclusiveness to create and imagine 

new configurations, adjustments, a place to breathe, and to think more creatively and 

spontaneously. We used this idea to get at the entanglement of these two.  

One of the questions with which we had to continually play, was about Clarissa’s refusal 

to protect herself from the hateful things that Ann would say about her via voicemail.  Even at 

my behest to reset the frame and inform the patient that Clarissa would not respond or even 

listen to the voicemails, Clarissa would continue to listen to messages between sessions––even in 

light of our mutual understanding that all the work had to take place in-person, during the 

scheduled appointment,.  The patient would still leave hateful, crazy messages, and Clarissa 

could not help herself from listening to these messages that she found very disturbing––causing 

sleeplessness, heartaches, and anxiety. We also contended and believed that these voicemails 

were Ann’s means to punish the absent mother who never recognized and loved her.   

We also pondered if, in a perverse way, Ann was “gifting” Clarissa.  In this sado-

masochistic interplay, Clarissa was seeking someone to punish her for being a “bad” mother – a 

mother that cannot conceive, while Ann was giving Clarissa what Clarissa felt she “deserved” 

thus giving Clarissa what she wants.  Why these imaginings make some sense is because Clarissa 

actually reported experiencing her patient’s perverse actions as some weird act of love. Clarissa 

could not let go, using them masochistically to punish herself.  Did this patient also know 

something that Clarissa needed to know––that Clarissa could carry a baby, even her, even if she 

believed she could not?  
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The patient’s need to hunker down on the interlock seems more evident. The patient was 

not going to let go of this “mother” until she was recognized as a person in her own right, a 

person who was bearable, and as one who wanted not only to be seen but to have her capacity to 

see to also be acknowledged and valued. As is true in enactments, the therapist’s involvement is 

as sticky as the patient’s and often equally tenacious as we the therapist work out what has been 

initiated by our patient.  

What happens in an enactment is that there is no longer an Other. In the collusion of the 

two, there is no differentiation. Systems theorist Murray Bowen (1993) refers to this a 

conglomerate emotional oneness that exists in all levels of intensity. Where there is a not-me 

(Stern, 2011) within the dyad. When Clarissa was able to say “get in,” she reports feeling 

relieved, as does the patient.  We can also imagine the patient saying, “Ah, there she is!  I was 

wondering if she would show up.”  But as Clarissa reports, this “live pregnancy” could not 

sustain itself for long, and the couple soon fell back into the hateful projections that dominated 

their relationship. Clarissa reports,  

“Some months later Ann recounted this incident in a state of anger and her story was that 

I knew I should not have made that call or said those words to her because she could hear 

the fear in my voice.  I made her feel extremely unsafe and terrified.  I had done this to 

her.  I was the perpetrator.  I had killed the baby.  I listened in shocked silence.  It was 

true––I had been scared.  She was right.  I started to spiral and question myself.  Maybe I 

wasn’t strong enough or good enough or confident enough to carry this pregnancy, this 

baby.  So, I didn’t speak up and, in my silence, this live baby also slipped through our 

fingers and was lost.  Here was yet another miscarriage.” 

 

I would suspect by Clarissa’s response, that she “killed the baby,” that Clarissa took on 

the baby (projection) that was already killed (Ann), and failed the test as it were, and now, they 
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were both dead again. In this retreat into their interlock Clarissa loses herself, her grounding, and 

her very being. She no longer exists as a separate entity.  Clarissa becomes the “not me” and 

there is no Other. They have fallen back into conglomerate emotional oneness (Bowen, 1993). I 

am wondering what might have happened had Clarissa held to her “position,” and at that moment 

been able to acknowledge her own dread and her fear of being a mother by stating, “of course, I 

was afraid!” (maybe adding “but I did it!”)  indicating to Ann that she is a “good mother,” 

capable of standing on her feet even when afraid, and that she could hold dissonance.  I believe 

the imaginations of both might have remained more open to the possibility of holding tension, 

rather than trying to deny its existence within the mother-child drama.  This “thirdness” if you 

will, leads the dyad into the possibility of recognition which is not a collapse into sameness, but 

holds the appreciation of distinctiveness.  The “Other” the “strange one” is a person in her own 

right, with her own agency, and simultaneously has the capacity to hold tension and the realities 

of destruction even in the face of distinctiveness.  

In concluding this case, we believe it would be also helpful to note how, in the ebb and 

flow of Ann and her therapist, they have had other notable moments that have not only sustained 

the treatment but brought growth of imagination, hope, and opened new directions for the 

patient. The mere fact that Clarissa is therapist number sixteen is evidence that this couple found 

spaces beyond the destruction that left them both to believe something of their attachment and 

love for the other.  Additional indications of hopeful movement include the survival and actual 

thriving of the therapist’s successful third pregnancy, involving a maternity leave of one year, 

and, the therapist’s capacity upon her return to keep open a “potential space” (literally and 

figuratively) for Ann.  After that, she was able to hold Ann’s ambivalence without collapsing. 

This could be seen in  the many times where impasses were broken when the therapist was able 
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to locate herself, reflect upon her countertransference and non-defensively receive Ann; the 

times when the therapist was able to validate Ann’s keen sense of knowing which decreased 

Ann’s urgency to be seen, and “grew” her trust in herself that her intuitions and thoughts were 

not always crazy; and, lastly, in the many times when the binaries were broken within the couple 

and the two found themselves less burdened and preoccupied in their interlocks, and both patient 

and therapist were able to think more freely and imaginatively.  

Unsilencing, is a clarion call to the confounding age-old analytic question as to how to 

appropriate negative countertransference reactions to our patients, without projecting our own 

disassociated selves back into them. What we have discovered in contemporary psychoanalysis 

is that the escape hatch of analyzing one’s countertransference outside the realm of the analytic 

relationship was perhaps an analytic error.  What we have come to see through the lens of 

intersubjectivity is that there are two persons, each acting upon the other. Thus, enactment has 

increasingly been accepted not only as inevitable, but as having the potential for working through deep 

emotional, attachment-based encounters that many see as made possible through an unwitting 

unconscious-to-unconscious collision.  The relational movement’s sensitivity to this issue has taken 

countertransference out of the closet and placed it, smack dab, in the middle of the living room, 

terrifying us as we seek ways to use it, rather than hide it.  Thus, we listen to the noise that is 

within, stimulated by our patient as not only our issue, but as attempts by our patients to get our 

attention and as, essentially, their request that we play it out with them.  We then talk about the 

experience, the relationship, and reflect upon the co-creation of the conflict.  We bring it and 

then we work it.  
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If you would like to contact Roy Barsness or Clarissa Hill, their email addresses are: 

rbarsness@theseattleschool.edu 

clarissa@clarissajhill.com 

 

mailto:rbarsness@theseattleschool.edu
mailto:clarissa@clarissajhill.com


18 
 

 

 


