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DREAMING THE ANALYTIC SESSION:  
A CLINICAL ESSAY

BY THOMAS H. OGDEN

This is a clinical paper in which the author describes ana-
lytic work in which he dreams the analytic session with three 
of his patients. He begins with a brief discussion of aspects of 
analytic theory that make up a good deal of the context for his 
clinical work. Central among these concepts are (1) the idea 
that the role of the analyst is to help the patient dream his 
previously “undreamt” and “interrupted” dreams; and (2) 
dreaming the analytic session involves engaging in the experi-
ence of dreaming the session with the patient and, at the same 
time, unconsciously (and at times consciously) understanding 
the dream. 

The author offers no “technique” for dreaming the analytic 
session. Each analyst must find his or her own way of dreaming 
each session with each patient. Dreaming the session is not 
something one works at; rather, one tries not to get in its way. 

Keywords: Dreaming, reverie, undreamt dream, interrupted 
dream, Bion, unlived life.

INTRODUCTION

The idea of dreaming the analytic session is, for me, one of the most 
important and one of the most difficult of psychoanalytic concepts. It 
is a way of conceptualizing a fundamental aspect of the way I practice 
psychoanalysis, which I must rediscover again and again. The concept is 
impossible to pin down, which is a reflection of how full of life it can be, 
and how mysterious and elusive it can be. 

Thomas H. Ogden is a Personal and Supervising Analyst at the Psychoanalytic Insti-
tute of Northern California.
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This paper is predominantly clinical in nature, but my experience 
during analytic sessions is not separable from the way I think about ana-
lytic sessions. So before I describe experiences of dreaming analytic ses-
sions with three of my patients, I will offer a very brief discussion of ele-
ments of the theoretical framework that I bring to my clinical work. I see 
analytic theory not as a set of laws, but as a set of metaphors that I use to 
describe, not explain, for myself (during and after a session) the events 
of the session. As is the case with all metaphors, analytic theories/meta-
phors reach a breaking point and must be replaced by fresh metaphors. 

THEORY

I initially encountered the concept of dreaming the analytic session in 
Bion’s work. He mentions the idea of dreaming the session in entries in 
Cogitations (1992): “These events [of the session] are having something 
done to them mentally, and that which is being done is what I call being 
dreamed” ([undated], 1992, p. 39). “The analyst must be able to dream 
the session” ([undated], 1992, p. 120). And:

[There is] a felt need to convert the conscious rational experi-
ence into dream, rather than a felt need to convert the dream 
into conscious rational experience. The “felt need” is very im-
portant; if it is not given due significance and weight, the true 
dis-ease of the patient is being neglected; it is obscured by the 
analyst’s insistence on interpretation of the dream. [(August 
1960), 1992, p. 184, italics in original]

Putting this last passage into my own words, with my own elabora-
tions: when the analyst dreams the events of the session with the patient, 
he transforms consciously perceived experience into unconscious experi-
ence. A revolutionary thought is being introduced here: dreaming is not 
a process of making the unconscious conscious, as Freud (1900) would 
have it; it is, for Bion, a process of making the conscious unconscious, a 
process of transforming “conscious, rational” experiences with external 
objects into internal object relationships, thereby making experiences 
organized by means of conscious, secondary process thinking available 
for unconscious psychological work. 



 DREAMING THE ANALYTIC SESSION: A CLINICAL ESSAY 3

Thus, the analyst, in his role as analyst, experiences a “felt need” to 
dream the events of the session. Dreaming the session is stifled by the 
analyst’s “interpretation of the dream,” that is, by the analyst’s premature 
need to make the unconscious conscious by means of verbal symboliza-
tion. In still other words: it all starts with conscious, lived experience that 
is rendered unconscious so that something can be done with it men-
tally by means of dreaming (unconscious thinking). Only at that point 
is the unconscious understanding of lived experience sometimes made 
conscious by means of interpretation. 

In the tradition of Bion (1962a, 1987, 1992), I think of dreaming 
as synonymous with unconscious thinking. Unconscious thinking (dream 
thinking [Ogden 2010]) is our richest form of thinking. It continues 
uninterrupted both while we are awake and while we are asleep, just as 
the stars continue to emit light even when that light is rendered invisible 
by the glare of the sun. Dream thinking is a form of thinking in which 
experience is viewed from multiple vertices simultaneously: for example, 
from the vertex of primary and secondary process thinking; from the 
perspective of mature symbol formation and symbolic equation; from 
the viewpoint of paranoid schizoid and depressive and autistic-contig-
uous (Ogden 1989) modes of generating experience; from the vantage 
point of adult constructions of life events and childhood constructions 
of life events; from the perspective of a diachronic (sequential) and a 
synchronic (ahistorical) sense of time; from the vertex of linear cause-
and-effect thinking and of nonlinear thinking—to name only a few.1 

I view dreaming (unconscious thinking) as inherently therapeutic; 
it constitutes the core of what Bion (1962a) calls the “psychoanalytic 
function of the personality” (p. 89). He writes, “without dreams you 
have not the means to think out your emotional problems” (1967, p. 
25). Freud concurs: “At bottom, dreams are nothing other than a par-
ticular form of thinking, made possible by the conditions of the state 
of sleep . . . . Dreams concern themselves with attempts at solving the 
problems by which our mental life is faced” (1900, pp. 506-507, italics 
in original).

One need not remember one’s dreams for them to serve the psy-
choanalytic function of self-understanding, which is an underpinning 

1 For a fuller discussion of Bion’s conception of dreaming, see Ogden (2003, 2004a).
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of psychological growth. Grotstein (2000) describes the psychoanalytic 
function of dreaming as a mutually enriching conversation between the 
unconscious dreamer who dreams the dream and the unconscious dreamer 
who understands the dream. Sandler (1976) describes that psychoanalytic 
function as an interplay of the unconscious dream-work and the uncon-
scious understanding-work. 

Dreaming, as is the case with self-understanding achieved in the 
course of an analytic session, does not succeed in “solving the [emotional] 
problems” (Freud 1900, pp. 506-507) all at once. Rather, dreaming con-
tributes to solving emotional problems bit by bit, without ever reaching 
an endpoint (“the solution”). If one is not changed, even in the most 
modest of ways, by the experience of dreaming a dream, I would view 
this “dream” as a dream that is not a dream; rather it is an unconscious 
event cast in the form of visual images that achieves no unconscious psy-
chological work and does not lead to psychic growth. Dreams that are 
not dreams include “dreams” to which no associations can be made by 
patient or analyst, hallucinations in sleep, and post-traumatic nightmares 
that are repeated night after night without change in the dreamer. 

Psychic health, to my mind, is a reflection of the degree to which 
a person is able to genuinely engage in dreaming his lived experience. 
Being able to dream one’s experience “completely” is not only impos-
sible; it is also undesirable in that the person would become inhuman: 
he or she would have no psychic problems to work on.

From this perspective, psychoanalysis long pre-dates Freud. It began 
as a human need for self-understanding (a form of the human need for 
truth [Bion 1992, p. 99]) in the service of psychological growth uncon-
sciously mediated by the experience of dreaming. Dreaming in this way 
creates the differentiation of the conscious and unconscious aspects of 
mind, which is inseparable from the achievement of human conscious-
ness (Bion 1962a). Psychoanalysis was, for millennia, a thought without 
a thinker, until Freud was able to think it (more accurately, until Freud 
was able to write it [Civitarese 2013]). 

As I mentioned earlier, we are all the time engaged in dreaming, 
both when we are awake and when we are asleep (Bion 1962a). On 
waking, we remember only a tiny fraction of the dreams we have dreamt, 
but the dreams we do not remember contribute to psychological growth 
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as much as those we recall. Dreaming—whether or not we are able to 
remember the dream on waking—is an attempt at self-understanding, 
which if successful leads to psychic growth. The degree to which the 
dreamer is successful in achieving self-understanding and psycholog-
ical growth in the process of dreaming depends on two factors: first, 
the degree of development of the individual’s capacity to unconsciously 
contain/think (Bion 1962a, 1970; Ogden 2004b) his lived experience; 
and second, the help the individual may receive (for example, from the 
mother or analyst) in containing (in a state of reverie) his unthinkable/
undreamable thoughts, and transforming them into a thought/feeling 
that he may be able to think/feel on his own (Bion 1962b).

When an individual is unable to dream a lived experience, this is 
not a reflection of a cessation of unconscious thinking; rather, it reflects 
the fact that aspects of the patient’s unconscious have been cut off from 
unconscious thinking by such means as dissociation and other radical 
forms of splitting-off aspects of the self (as is the case in my third clinical 
illustration in this paper). These split-off, “unthinkable” aspects of the 
unconscious are the stuff of night-terrors—dreams that are not dreams 
(which I will discuss shortly).

The beginning of the reintegration of split-off (unthought/un-
dreamt) aspects of self is always disturbing to the patient’s psychic equi-
librium—often to the extent that the psyche is threatened with frag-
mentation (as in the second clinical illustration that I will present). De-
pending on the strength of the patient’s personality structure and the 
degree and type of help he is receiving, the outcome of the integration 
process differs greatly and in a way that is difficult to anticipate. 

Dreaming while awake (waking-dreaming) in the consulting room 
occurs largely in the form of the analyst’s and the patient’s reveries. 
Waking-dreaming allows the analyst to “catch the drift” (Freud 1923, 
p. 239) of what is occurring unconsciously at any given moment in the 
analytic session. Reverie, as I understand it, comes unbidden in mun-
dane forms, such as thoughts about an argument with one’s spouse, the 
lyrics of a song, thoughts and feelings about a recent fall taken by one’s 
two-year-old child, childhood memories, grocery lists, and so on (Ogden 
1994). The analyst is tempted to disregard such thoughts because they 
usually feel like the analyst’s own “stuff,” but if he ignores these thoughts 
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and feelings, he is squandering the opportunity to dream the session 
with the patient. 

I view reverie as an unconscious construction of patient and analyst 
who together create an unconscious third subject (the analytic third) 
who is the dreamer of reveries, which are experienced by patient and 
analyst through the lens of their own separate (conscious and uncon-
scious) subjectivities (Ogden 1994). The analyst speaks to the patient al-
most always from the feeling tone and imagery of his reverie experience, 
not about it (Ogden 1997).

In my own efforts to describe the psychoanalytic enterprise (Ogden 
2004a, 2005), I have found it useful to think of patient and analyst as 
engaged in a process in which the analyst contributes to the patient’s 
development of the capacity to dream (to do unconscious psychological 
work with) his disturbing emotional experiences that the patient is un-
able to handle on his own. Often the patient is able to partially dream 
his experience (both while asleep and awake), but reaches a point at 
which the experience he is dreaming becomes so disturbing that his 
dreaming is interrupted, and he “wakes up” in a state of fright from 
his “nightmare.” Symptom formation occurs at the point at which the 
individual is no longer able to dream his experience. Such experiences 
of “waking up” from the dreaming in which patient and analyst are en-
gaged in a session reflects the fact that the dream experience has be-
come too disturbing for one or both members of the analytic pair to 
bear (see the first clinical example in this paper for an illustration of this 
type of dream-disruption).

Alternatively, the patient may not be able to dream his experience at 
all, in which case he is in a state comparable to that of a night-terror in 
which he cannot be awoken from his dreamless sleep, a sleep in which 
he is able to do no psychological work with the disturbing (often ter-
rifying) emotional experience. The individual is able to genuinely wake 
up from a night terror only when he becomes able (often with the help 
of the analyst) to dream his terrifying experience (his undreamt dream) 
in the analytic session.

Psychic states equivalent to night terrors (undreamt dreams) and 
to nightmares (interrupted dreams) are the backcloth of every analysis. 
The analyst makes use of his own capacities for dreaming the emotional 
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experience that is occurring in the session to facilitate the patient’s ef-
forts to dream his undreamable or incompletely dreamable dreams. This 
experience of analyst and patient dreaming together the patient’s for-
merly undreamt or partially dreamt dreams constitutes one way I have 
of conceiving of the analytic process (Ogden 2004a). Undreamt dreams 
comprise as-yet “unlived life” (Ogden 2014)—events that took place in 
the patient’s life at a time when he was unable to be emotionally present 
at the event because it would have been too disturbing to do so (Win-
nicott 1971).

PRACTICE

In the three clinical discussions that follow, no overarching theoret-
ical principle or technique will emerge concerning a “technique” for 
dreaming the analytic session. I do not believe that this represents a 
failure to perceive an underlying pattern. Quite the contrary: the expe-
riences of dreaming the session that I will describe are unique to each 
of the analytic pairs and comprise what is most alive, most true, most 
surprising, most growth-promoting, most difficult, most painful in these 
sessions. 

I. The Phone Call

In the initial years of analysis, Ms. T spoke primarily about her great 
disappointment in herself as a mother, as a wife, and as a corporate ex-
ecutive. She had two children whom she said she loved but felt that there 
was something missing in her relationship with them. She felt ashamed 
of the fact that even when she was attending a sports event or theater 
production in which one of her children was participating, her mind was 
elsewhere, usually ruminating about problems at work. 

Ms. T did not seem to expect or want anything from me other than 
my being there to listen. Vacation breaks did not appear to bother her. 
She would say that she hoped that it would not hurt my feelings if she 
told me that she was glad to save the money she spent on analysis while 
I was away.

As the analysis proceeded, Ms. T became increasingly despairing. At 
times, she wished she were dead so she could put a stop to the con-
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stant reminders of her failings. Ms. T had very few dreams, and the ones 
she did have seemed no different from thoughts she had while awake. 
For instance, she dreamt about being fired and feeling humiliated as 
her colleagues watched her pack up the items on her desk—a scene she 
often imagined and believed was about to happen in waking life. These 
dreams elicited in me thoughts that felt stale—ideas that felt like an imi-
tation of analysis. 

Most of our sessions began with a five- or ten-minute period of si-
lence during which Ms. T shifted uncomfortably on the couch. These 
silences were painfully empty. Sometimes during these silences, I would 
think of events in the patient’s childhood, as if searching for some-
thing that held emotional meaning: her alcoholic parents’ arguing and 
screaming at one another when drunk; her father’s slamming doors that 
made such loud sounds that the patient thought that “the house was ex-
ploding”; her mother’s perennially buying mail-order clothes and shoes 
she never wore. 

It had been painful for Ms. T to tell me anything about her child-
hood. This handful of memories was almost all of what she had told me 
about her life growing up. These bits and pieces of Ms. T’s past felt like 
a small collection of stones that a child might give to a parent for safe-
keeping. I felt honored to have been given them but did not know what 
to do with them (how to make analytic use of them).

One afternoon in the third year of the analysis, Ms. T was late for 
her session, which was highly unusual for her. As I do when patients are 
late for a session, I view the session as having begun at the scheduled 
time, even though the patient has (unconsciously) “chosen” not to be 
in the consulting room with me for that part of the session. As I wait 
for the patient, I often take “process notes” in which I write down what 
I feel is occurring in the session. In the process notes that I took while 
waiting for Ms. T, I wrote, “The room seems misshapen, as if it’s being 
stretched from within. Will it burst? Delayed by a traffic jam? Accident? 
Not worried. A little worried. Very worried.” There was pressure building 
in me and in the analytic relationship of an intensity I was not fully aware 
of at the time (as reflected in the image of the consulting room being 
stretched to its breaking point and the thought of a traffic accident).
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I heard Ms. T walking quickly, heavy-footedly down the passageway 
leading to my waiting room about fifteen minutes after the session 
began. When I opened the door to the waiting room, Ms. T was standing 
not far from the door. Her hair was in a tangle and her coat partially but-
toned—and partially incorrectly buttoned in a way that made her look 
a bit like a little girl. On entering the consulting room, she smoothed 
her dress with quick strokes of her hands, as if brushing off debris. On 
lying down on the couch, she said, “I’m sorry for being late. There was 
a report I had to finish.” 

I felt that we both knew that, while she was not lying, she was not 
telling a fuller truth about what had occurred during the initial part of 
the analytic session (before she arrived at my office). 

A short time later, the patient’s cell phone began buzzing in her 
handbag. To my great surprise, Ms. T, without explanation, sat up, picked 
up her handbag from the floor, and dipped her hand into the darkness 
of the interior of the bag. On finding her phone, she lifted it out of the 
bag and let the bag fall to the floor with a thud. 

Ms. T then swiped her forefinger across the phone’s face with a ges-
ture that seemed to be at once sensuous and a slap across the face. She 
pulled herself to a sitting position on the couch, put the phone to her 
ear, and said, “Hello” in a high-pitched tone, as if forcing air through 
her constricted windpipe. Ms. T responded to the caller with a dozen or 
so “Uh-huhs” and occasional short sentences (mostly questions), such as: 
“Why?” “Say that again.” “No.” “I don’t understand.” “How come?”

As the phone conversation went on, I heard a pleading tone in the 
patient’s voice that caused me to feel profoundly sad. I had previously 
felt sorry for her, but this feeling of sadness was different. An image 
came to mind of a child of five or six standing at the curb of an elemen-
tary school, the one I had attended, standing by herself or himself—the 
gender of the child was not well defined. All the other children had 
been picked up by their mothers. The child was standing alone, cold and 
frightened. Teachers and other adults had disappeared. There was a pay 
phone, but the child did not know how to use it. 

An older boy or a man was now present. The child was both relieved 
and frightened to see this person. The child asked him for directions 
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so she (he) could walk home. I felt an ache in my stomach that was the 
ache I had felt as a child when I was terrified. 

Still in the grip of this reverie, I was startled when Ms. T said to me, 
“Sorry about the call. Where was I?”

Not knowing what I was going to say until I heard the words leave 
my mouth, I said, “As you were talking, I had a daydream. There was a 
little girl waiting for someone to pick her up after school let out. It was 
a windy, cold day. All the other children were gone. She looked for her 
teacher, but she, too, was gone. The girl tried to use the pay phone but 
couldn’t get it to work. The child was terrified.” 

I regretted saying what I had said as soon as I finished saying it. I 
very rarely tell patients the content of my reverie experience. I asked 
myself why I had done so in this instance.

Before I could get my balance, Ms. T said, “You’re scaring me.”
I said, “I know I am.” In the brief silence that followed, it struck 

me that the childhood scene of feeling lost, frightened, and impossibly 
cut off was very much like a feeling that I had been experiencing in re-
sponse to the recent death of a very close friend. 

Ms. T said, “It wasn’t the story about the girl that scared me—it was 
your telling me the story that scared me. It was you but not you who was 
talking, because you’ve never told me a story before. I’ve never heard 
you talk that way.” I was reminded of Ms. T’s parents arguing and slam-
ming doors when they were drunk—yelling things the patient had never 
heard before, being people the patient did not know. 

We were silent for about a minute. During the silence, I felt that in 
telling the patient my reverie, I had blurred the boundary between her 
and me. I felt like apologizing to her, but thought that while doing so 
might relieve me of some of my feelings of guilt, I would be cutting short 
the patient’s telling me her fears about me and her anger at me.

“Are you sick?” she asked. This, I thought, was precisely the right 
question for Ms. T to be asking. In asking it, she was reestablishing the 
line between her and me, and telling me that I had been destructive in 
blurring it.

“No, I’m not, so far as I know. But you’re afraid I am.” This response 
did not sound like me, even as I was saying it. In retrospect, I can see 
that I was dreaming something with this patient—a dream in which I was 
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not myself (for either the patient or myself), and I could not find my way 
back to myself.

“I don’t want you to brush me off by saying you’re well when you’re 
not. Tell me the truth, please. You’re scaring me. Please tell me the 
truth.” Here the patient was imploring me to speak truthfully with her 
about what had occurred between us. 

I said, “You’re telling me something that’s terrifying you: the person 
who you thought I was has disappeared. It seems as if someone has 
switched places with me. I’m someone whom you thought you could 
trust, but now you can’t.” Finally, I was being truthful with Ms. T. I 
sounded like myself as I spoke to her. 

“Stop it. I have to leave.”
I said, “I think I understand how very frightened and angry you are 

at me, but I hope you’ll stay. You shouldn’t have to be alone with what 
you’re feeling. You’ve had to do that too many times in your life.” Here 
I was asking Ms. T to allow me to continue to be her analyst, despite 
the fact that I had ceased being the analyst she needed earlier in the 
session. I was also alluding to her experience with her parents, but I did 
not want her to redirect toward her parents the fear and anger she was 
experiencing toward me in the dream we were dreaming in the session.

“Do you promise you’re not sick?”
“I think you’re asking me, and justifiably so, whether I had fallen ill, 

in the sense of losing my mind, when I told you the story that had come 
to me while you were talking on the phone.”

“I am . . . . Did you lose your mind? I didn’t recognize you.”
“I was not the analyst you needed when I told you what I was thinking, 

so it’s no wonder you didn’t recognize me.”
After a few moments, Ms. T said in a much calmer and more busi-

nesslike cadence and tone, “I can’t believe I took that phone call. It was 
such a rude thing to do.” There was a palpable shift in the tenor of the 
session as the patient said these words. It felt as if the dream we had 
been dreaming had been abruptly interrupted in a way that reminded 
me of a child sweeping crayons off a table when she became too upset 
by what she was feeling and imagining while drawing. The dream Ms. T 
and I had been dreaming was one in which I had become terrifyingly 
unrecognizable. As a result of our attempt to talk with one another as 
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honestly as we could, the dream was evolving in a direction that I felt 
held the potential to allow her to simultaneously dream the events of the 
session and childhood events that she had not been able to experience 
when they were occurring. 

In the session I have just described, the patient and I were not 
dreaming about the session or dreaming of the session or dreaming in 
the session. We were dreaming the session in a way that made the session 
a living dream that began in the patient’s lateness to the session (which 
I dreamt in the form of the “notes” I took: the imminent bursting of the 
consulting room; the traffic? the accident?—the fear).

The dream continued when the patient arrived: the little girl with 
her coat mis-buttoned; the phone call out of nowhere; the reverie of 
the terrified, lost child—my reverie; her reverie; our reverie. My telling 
her the story—for my sake, in response to my feeling lost. Her speaking 
the truth of what had happened and demanding that I speak honestly 
with her about it: I had disappeared, I had frightened her, I had ceased 
being the analyst I had been, the analyst she needed, the analyst she de-
served. And finally, Ms. T (and perhaps I, too) was not able to continue 
to dream together that day. Instead—in a different state, in a different 
tone of voice—she apologized in a way that felt submissive to me, a way 
of being with me that lacked the intense realness of the dream we had 
been dreaming.

II. The Works

Before beginning analysis with J, a 17-year-old boy, I met once with 
his mother. She told me that he had gradually “become another person” 
in the course of the previous seven or eight months, and had become 
“completely disconnected from reality” during the most recent month or 
two. She said that he used to be a well-liked, good-hearted boy who did 
extremely well in school and had been a protective big brother to his 
younger brother, who was twelve.

“Now he hardly talks and has almost nothing to do with other people. 
He just stays in his room and watches TV. He goes out for walks in the 
neighborhood, but he almost always gets lost and has to be brought 
home by a neighbor or the police. At home he sometimes stands frozen 
in the foyer, saying incomprehensible things to himself.”
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J’s mother said that she had taken him to a psychiatrist, who gave 
him the diagnosis of paranoid schizophrenia and prescribed medica-
tions that he refused to take. When it came time to see the psychiatrist 
the following week, J refused to go. He met with two other psychiatrists, 
but again refused to meet with them a second time. There was a strange 
flatness, an absence of feeling tone to J’s mother’s voice as she told me 
about him. 

On meeting J for the first time in the waiting room, I introduced 
myself as Dr. Ogden. J abruptly got up from his chair without looking at 
me and followed me into my consulting room. He was a large, bulky boy 
wearing a T-shirt with a Grateful Dead logo on it. On entering my office, 
J stepped quickly toward the armchair and sat there stiffly, but only for a 
moment before standing up, looking around the room, and then saying 
to nobody in particular, “I’ll have a hamburger with the works.”

I said, “I’ll see what I can do with what I’ve got here.”
“You don’t have anything to eat here?”
“Mostly it’s me here.”
“Where’s the television?”
“That’s me, too.”
“You’re not a doctor, are you?”
“I am a doctor, but I’m not one of the doctors you’ve met with re-

cently.”
This conversation seemed to be taking place in the English lan-

guage, but none of the words J used held their usual meanings: “ham-
burger,” “the works,” “television,” “doctor.” I did not know what these 
words meant, but nonetheless I tried to talk to him in his mad language.

J lay down on the floor, flat on his back. He was silent for a few mo-
ments before saying, “There’s an alligator up there with his eyes closed.” 
He then asked in a demanding way, “What kind of doctor are you?”

I said, “A talking doctor. I talk to people who are lost and don’t know 
who they are.” 

J got to his feet and walked to the bookshelf across the room. He 
took a book from one of the shelves and held it in his hand, seemingly 
more interested in its heft and texture than in its title or contents. He 
was very serious about what he was doing. As I watched him, I felt the 
sensation on my face of being touched by a blind person as he tried to 
get a sense of what I look like. 
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J carefully put the book back on the shelf in the place from which 
he had taken it. There was order, as well as a suggestion of tenderness, 
amidst the devastation. I was surprised by the tenderness. I had half ex-
pected him to throw the book across the room.

J, still facing the bookshelf, said again, “What kind of doctor are 
you?” Although he was seemingly addressing me, it felt as if he were 
talking to someone I did not know, certainly not to me. He spoke in a bi-
zarre tone of voice that added to the strangeness of what he said and did. 

I responded, “A doctor who might be able to help you find what 
you’re looking for.” 

Long silence.
“My mother’s dying.”
“I’m sorry to hear that.”
“I can smell it,” he said.
After a pause of a few moments, he said, “What do you say?”
I said, “I’m confused.” I tried not to ask J questions because we were 

talking in different languages, and so my questions would not only be in-
comprehensible to him, but would also demonstrate that I did not know 
him at all. So instead of asking, “What are you talking about?”, I told him 
a little bit of what I was thinking and feeling: “I’m confused.”

I also limited myself to making statements about what I thought, 
as opposed to what I thought he was thinking. I did so in order not 
to convey the impression that I knew what he was thinking, because I 
thought it critical to let him know that his mind was his and his alone, 
and I had no interest in stealing it from him or putting my own ideas 
into his head. 

“To people who come here,” he said, registering his frustration with 
my slowness to understand his question, “what do you say?”

I said, “I’m talking with you now, so I say whatever I’ve been saying 
to you.” What a poor reply, I thought, as I heard the words come from 
my mouth. It felt to me as if we were talking at one another, hoping 
that something, anything, would “stick,” would be comprehensible to the 
other. I did not know what was happening, other than that J and I were 
lost to one another. We both were lost, but it seemed to me that we were 
in the very early stages of dreaming the experience of being lost.
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Now, turning from the bookshelf to look me in the eye for the first 
time, J yelled at me, “Who are you?” 

After a brief pause, I said, “J, I’m a person who wants to try to talk 
with you.”

I do not usually use a patient’s name when we talk. On hearing my-
self say the word J, I felt that J no longer felt like the patient’s name. J 
now felt to me as if it were just a sound, not a name. I felt as if a chain 
reaction had been set in motion that had the power to destroy anything 
in its path. It seemed quite possible that J (and I) were in the process 
of experiencing a breakdown of the fragile psychic structure that he was 
able to maintain some of the time. 

He sat down, and in a soft, pseudoconciliatory tone of voice that 
barely masked his anger, said, “Who?”

I did not know what he was asking. I had again forgotten the ques-
tion. I said, “I’m lost again.”

He stared at me and said gruffly and a bit menacingly, “Who are 
you?”

I said, “I’m someone who might be able to help you come to know 
who you are”—a statement that felt hollow to me.

He stood, looked at the ceiling, and in a very agitated state, shouted, 
“Who are you!” He then stood rigidly with his face turned to the ceiling 
in a way that seemed to be stretching the muscles and tendons in his 
neck with such violent force that they were in danger of being torn. 

I said firmly and calmly, “J, I told you I’m a doctor who talks. I don’t 
do things, I never do violent things, and I ask that of you. I think you’re 
showing me that everything that holds you together and makes you who 
you are is being ripped apart. I won’t let that happen here.” It seemed 
to me at this moment that J was showing me he was in a life-and-death 
battle with a mother/me inside of him who both held him together and 
tore him apart.

He remained silent, maintaining the same fixed position for a 
minute or so before bending his knees and lowering himself to the floor, 
where he lay on his back, once again looking at the ceiling. The room 
smelled to me like the overoxygenated air that had been used to remove 
the odor of smoke from my consulting room after there had been a fire 
in the building a few months earlier. 
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I said, “I can’t and won’t tell you who you are, but I think I can help 
you do that.” This finally felt to me to be the right way to put what I had 
been feeling and had been trying to say.

J said, “Oh,” in a tone that was not bizarre—a human tone of voice, 
which conveyed a feeling that he understood what I had said. An un-
usual thought occurred to me in the silence that followed. His saying 
“Oh” seemed to me to be his reticent way of saying my name by using its 
first letter, O. I did not know whether this was simply a wish on my part, 
born of the intense isolation I was feeling, or part of the dream that J 
and I were dreaming. Probably it was both, I thought.

III. Handing the Baby to the Mother

Ms. V’s sessions had become tightly focused on solving (“figuring 
out”) problems she was having with friends, with her supervisor at work, 
with relatives. It had felt to me for some time that we were going over 
the same ground again and again without the slightest hint of change. 
Ms. V seemed incapable of engaging with me in a way that felt real and 
alive. She and I had been working together for three years at this point.

During one of the sessions in this period of the analysis, I found 
myself looking at the clock frequently to see how much more time there 
was in the session. The hands of the clock did not seem to move. I won-
dered if the battery had died. Imagining replacing the batteries of the 
clock, I could smell the metallic odor of the metal prongs holding the 
battery between them; I could feel the sensation in my fingers as they 
pressed the dead battery to one end against the tiny spring—getting my 
finger under the battery, lifting it out, and tossing it into the wastepaper 
basket. A vivid, very disturbing set of visual images then came to mind 
in which I was delivering the stillborn baby of a heartbroken, childless 
mother and throwing it into a stainless steel pan.

The analysis took on a sudden and unexpected intensity when Ms. 
V’s dog fell ill to a serious disease. It was only then that it became fully 
real to me that the most intense love Ms. V had been able to feel in her 
adult life was the love she felt for her dog, now fourteen years old. He 
was very ill, had no appetite, and his legs could hardly support him. Ms. 
V fed him water with a medicine dropper. She told me in detail about 
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the herbal remedies that she added to the water she was feeding her 
dog. (She never once mentioned his name.) Ms. V was getting little sleep 
and spent hours in the middle of the night combing the Internet for 
possible cures for her dog’s illness. 

The patient and I met five times each week, and I invited her to call 
me over the weekends if she wanted to talk, but she never called. I wor-
ried that Ms. V might sink into an incapacitating depression, as she had 
done twice before in adult life—at twenty-six, after her mother’s death, 
and at thirty-five, after her grandfather’s death. 

These depressions, I thought, were failed attempts at grieving the 
loss of her sister, older by three years, who had “disappeared” when the 
patient was five. Ms. V had “adored and worshipped” her sister (whose 
name she never told me). One day her sister was gone, without a single 
word spoken by her parents about it; they acted as if nothing had 
changed. The patient knew that she was not to ask where her sister was. 
Only in her teens did she learn from an aunt that her sister had been 
hospitalized and died of acute leukemia. 

In a previous analysis, the fact that Ms. V’s sister’s absence was not 
acknowledged by her parents “never came up.” I had inquired about 
the patient’s sister early on, when the patient was being unusually vague 
about the circumstances of her death. We had talked a good deal about 
the patient’s detachment from the experience of the loss of her sister, 
both as a child and as an adult. I knew that it was critical that I not act as 
if nothing was happening. 

In one of our sessions, I said to Ms. V, “I think that you’re trying to 
save both your dog and your sister.” She agreed, with little emotion in 
her voice.

During her sessions, Ms. V became increasingly silent as she lay 
limply on the couch. As time went on, I became increasingly alarmed. 
I said to her, “It feels to me that you’re disappearing in your silence as 
your sister disappeared. You’re even disappearing physically as you lose 
more and more weight.” Ms. V’s clothes hung limply on her now, due to 
the weight she had lost in the course of the previous months. I felt that 
I was being conscripted into the role of helpless observer of the patient’s 
disappearance, which was inseparable from her sister’s disappearance 
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and the patient’s fear of her dog’s disappearance. The patient was deter-
mined to defeat death/disappearance.

As I sat in silence with Ms. V during a session in this part of the 
analysis, an elderly friend came to mind, a man who was one of the few 
obstetricians of his time to ask the mothers of stillborn babies if they 
wanted to hold the dead infant. He told me that not a single mother 
had said no. It seemed to me that Ms. V’s yet-to-be-experienced grieving 
of her sister’s death was the stillborn infant I was unconsciously being 
asked to deliver.

I said to Ms. V, “I worry that in trying to save your dog’s life, you’re 
going to miss out on—and your dog will miss out on—your being with 
him and keeping him company as he dies, and letting him feel your love 
for him and the pain you feel while he’s dying.”

Ms. V wept as she said, “I don’t want that to happen.”
I said, “I know you don’t.” My thought of my friend who handed the 

stillborn baby to the mother felt like the resumption of dreaming the 
session with Ms. V. Dreaming the analytic session had begun with the 
reverie in which I removed (delivered) and threw away the dead battery/
baby from the clock whose hands had stopped moving. Aspects of that 
reverie were now coming to life in a new form, one in which the stillborn 
baby (the patient’s yet-to-be-experienced grief) was being given over to 
the patient to hold, to feel, and to grieve.

Ms. V began our next meeting, a Monday session, by saying in a 
voice so choked with tears that she could get out only a few words at a 
time, “My dog died over the weekend. He died while I was lying down 
on the floor of the living room and he was on my chest. We lay there for 
hours. I dozed some of the time. I knew when he died.”

First there was deadness: the deadness of time, interminable time, 
time that passed for time, but in fact was time that did not pass, be-
cause there was no past, no history, no death. Instead there was a void: 
the absence in the patient, the absence of the patient. We were able to 
begin to dream the session—the dream of the petrified hands of the 
clock, the dead batteries tossed away. Desperate attempts at magic—
medicine-dropper feedings, herbal remedies, Internet cures—gave way 
to dreaming the doctor who could hold the stillborn baby and hand it 
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to the mother, and to the patient’s experience of holding her dog/sister 
on her chest as he/she died and did not disappear. 

CONCLUSION

Dreaming the analytic session is an experience created by patient and 
analyst. At times, the patient or the analyst seems to be the dreamer, but 
this impression is illusory. Neither patient nor analyst alone (and no two 
other people) has the capacity to dream the undreamt or interrupted 
dreams that the patient brings to his or her analysis. These dreams are 
the dreams of the unconscious analytic third created by patient and ana-
lyst and experienced separately by patient and analyst. The word psycho-
analysis is a plural noun: there are no two analyses that are alike.

I have offered three illustrations of dreaming the session. Each ana-
lyst must find with his patient a way of dreaming a session that is unique 
to the two of them. Adopting a “technique” prevents such a process from 
occurring, for it renders the session impersonal, generic. Dreaming the 
session is not something one works at; rather, one tries not to get in its 
way. 
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