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PsihoanalitiCne teorije pacientove tiSine

Psychoanalytic theories of the patient's silence

Povzetek

Razmisljanjem o pomenu in funkciji pacientove tiSine lahko sledimo vse do
Freudovih zacetkov. Freudovi razlagi tiSine kot krSitve temeljnega analiti¢nega
pravila sledijo razlage namena tak$nega odpora. Ego psihologi so jo povezovali
z dinamiko razli¢nih ego funkcij. Teorija objektnih odnosov pajo je postavila v
kontekst regresije, procesa separacije in iskanja korektivne ¢ustvene izku3nje.
Do ob¢utnejsSe spremembe je prislo v Winnicottovih delih. Tisino je razumel kot
napredek v psihoterapevtskem procesu, kar je odprlo prostor razumevanju tiSine
kot moZnosti vzpostavitve globljega psihoterapevtskega odnosa med terapevtom
in pacientom. NovejSe teorije tiSino razumejo kot intersubjektivni konstrukt, ki
predstavlja polje za nadaljnje raziskovanje. V prispevku predstavljamo razmi-
$ljanja razli¢nih avtorjev s podrocja psihoanalize glede pacientove ti§ine.

Klju¢ne besede: tisina, psihoanaliza, gonska teorija, teorija objektnih odnosov, ego
psihologija, self psihologija, intersubjektivnost, kontratransfer

Abstract

Different ways of understanding the meaning and function of a patient's silence
can be traced back to early Freud. His interpretation of silence as a violation of
the fundamental analytic rule has been followed by explanations of the purpose
of such resistance. Ego psychologists associated silence with the dynamic of
various ego functions. Object relations theorists, on the other hand, contex-
tualized it in terms of regression, the process of separation, and the pursuit of
a corrective emotional experience. A significant shift occurred in Winnicott's
works. He viewed silence as a progression in the psychotherapeutic process,
providing a space for understanding silence as a possibility for establishing a
deeper therapeutic relationship between therapist and patient. More recent
theories see silence as an intersubjective construct representing a field for further
research. This article presents the perspectives of various authors on a patient's
silence. In conclusion, some possibilities for further research are discussed.
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Extended abstract

Introduction

Silence as part of the psychotherapeutic process has been of interest since the
early beginnings of the development of psychoanalytic theories. Individuals who
engage in the psychotherapeutic process have certain attitudes towards speech
and silence, both of which influence the way the psychotherapeutic relationship
is established (Dimitrijevi¢ & Buchholz, 2020). Although patients report feelings
of safety when they are allowed to be in silence (Liegner, 1971), many therapists
feel that silence represents wasted time in which therapy is ineffective. The
therapist's experience and responses to their patient'’s silence depends on the
therapist's attitude towards silence, their theoretical background and the nature
of the psychotherapeutic relationship (Hauge & Brandsaeter, 2021).

The aim of this paper is to arouse an interest in a more comprehensive
understanding of the patient’s silence. Contributions of authors who have
added to the understanding of the patient'’s silence in different periods of the
development of psychoanalysis will be presented. This overview will follow the
historical development of psychoanalysis from Freud's time to the present, but
it will not be complete or perfect.

The patient's silence in the context of Freud's
drive theory

Freud's explanation of silence was based on the hypothesis that patients stop
talking in order to avoid disclosing sexual desires that arise in the transference
relationship. In this case, silence as resistance in transference represents a
violation of the fundamental analytic rule of free associations (Freud, 1912).
With the development of the structural model of personality, attention then
shifted to exploring the meanings and functions of such resistance. Fliess (1949)
hypothesised that silence reflects fixation in psychosexual development. On
this basis he identified three types of silence. In oral silence patients withdraw
into silence without any visible signs of internal conflicts. In this case, silence
is understood as regression, in which patients are unable to use speech as a
way of comunication (Fliess, 1949). Anal silence represents the patient's need
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to take control over the therapist or the therapy (Ferenczi, 1916). Fenichel (1928)
highlighted the ambivalence between the patient’s need for help and the simul-
taneous withholding of feelings, wishes or fantasies, which is manifested in
silence. Fliess (1949) described the most common silence as one in which the
patient forgets about the fundamental analytic rule. After such silence, patients
usually change the subject, which represents resistance to some topics.

Fliess's ideas were extended by Sabbadini (1992), who introduced the concept
of phallic silence. In such silence patients experience speech as an extension of
the ego or as penetration of the therapist, which is followed by castration anxiety
and silence, which serves as a protection for the patient and the therapist against
the patient’s sexual impulses. It also protects the patient from developing an
erotic or negative transference (Sabbadini, 1992).

Patient's silence in the context of ego psychology

Sabbadini (1992) states that silence is meaningful as resistance insofar as it
arises from unconscious fantasies and is a result of intrapsychic conflicts. In
such anxiety, silence helps the patient to defend themselves from saying the
wrong thing. Patients who withdraw into silence out of fear of saying the wrong
thing have been described by Coltart (1991), who defined the concept of the
silent patient. A silent patient is a patient who talks less than 10% during the
whole psychotherapy treatment.

Silent patients often have a need to please others. In these cases, the therapist's
interpretation can be perceived as a criticism that makes the patient withdraw
even more. Interpretations, especially those without an understanding of the
dynamics of silence, may sound aggressive and arouse even more silence or
resistance in the patient. Retreating into silence is also a way of maintaining
self-esteem. Modell (1990) states that the specific non-communication of affects
in some patients promotes a state in which the aim is to gain omnipotent control
over their own affects. This is an illusion of self-sufficiency that is motivated by
the fear of intrusion of others. As speech makes it easier for a person to verify
the reality of their own perceptions and experiences, its function also brings
it closer to reality control (Zeligs, 1961).

Patient's silence in the context of the object
relations theory

When we consider silence as resistance, we assume that the patient is withdrawing
from something. But at the same time the patient is also stepping towards a state
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where they feel relatively safe to face the situation they want to resolve (Balint,
1968). The notion that the therapist should respond to the patient's silence with
their own silence is supported by the concept of benign regression. In benign
regression, the patient does not expect action or satisfaction of their needs, but
rather an agreement to use the external world in a way that would enable them
to cope with their own internal conflicts. Although the therapist's involvement
in this is essential, it does not interfere with the patient's inner life. In silence
the patient is therefore looking for an object relation that will allow them to
have a "new beginning" in which they can find themselves .

In malignant regression, on the other hand, the therapist is not experienced
asapersonwho can help them to achieve the "new beginning", but as someone
who should endlessly satisfy their needs. Balint suggests that in this case the
therapist should respond with words. If the therapist were to stay silent, the
patient could interpret this response as submission or an assumption of the
therapist's guilt, which would only reinforce the patient's pathology (Balint, 1968).

The relationship between the separation-individuation process and silence
has been explored by Mahler, Pine and Bergman (1975), who saw language
development as part of this process. During language development and the
separation process, speech is the space between the primary caregiver and the
child. Speech development is a transitory object used by the child for inter-
nalising the caregiver's self-regulatory functions, which alleviates separation
anxiety. In an inappropriate symbiosis or separation, silence provides space for
mourning for the symbiotic relationship (Winnicott, 1958).

Words either confirm separation between two subjects or disturb fantasies
of fusion. An analytical situation that allows at least a partial regression to the
pre-verbal development phase facilitates integration and enhances further
verbal development. Once the patient has achieved this experience, the thera-
pist should help them to use words to show the reality of the separation they
have to achieve (Nacht, 1964).

One of the most significant changes in the understanding of silence has come
from Winnicott's thinking, as he sees it as an advance in the psychoanalytic
process. In The Capacity to be Alone (1958), Winnicott describes silence as the
patient's capacity for solitude. The experience of being alone, where it seems
that we are doing nothing, is for the patient the source of all that is alive, plea-
surable, creative and real in the human experience. According to Winnicott the
capacity to be alone, together with the capacity to be in reflective silence develop
ata time when we cannot yet speak of mature ego functions. A prerequisite for
the development of these capacities is the experience that the infant or toddler
can be alone in the presence of the primary caregiver, without intruding into
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their personal space. At the same time, the integration of the aggressive and
libidinal drives is also necessary. This needs to be facilitated by the primary
caregiver, who needs to be attuned to both the child's love and their aggression.

Patient's silence in the context of self psychology

Self psychologists have understood silence as a space of attunement between
patient and therapist, in which both have the opportunity to think and share
their thoughts. If the patient withdraws into silence because they are unable to
describe their feelings, the therapist takes on the role of a self-object. Through
attunement and empathy, the therapist helps the patient with recognition and
verbalisation of their feelings.

If silence arouses memories of deeply repressed feelings, wishes or needs,
the therapist can help the patient with their own authenticity, empathy and
the ability to be in silence to build their own capacity to tolerate silence. The
validation of these feelings, which takes place in silence, helps the patient in
the process of self-acceptance (Elson, 2001).

If the response of significant others does not match with the child’s needs,
the child may withdraw into silence. If such disapproval becomes chronic, the
child's silence becomes a way of acting in interpersonal relationships. Instead
of responding to a specific situation, silence becomes a defence that leads to
alienation. Instead of being able to express feelings of incomprehension or
alienation, the child experiences silence as protection: if they say nothing, they
cannot be hurt (Elson, 2001). Thus, silence in the psychotherapeutic process can
be areflection of the patient's silent request for help, which cannot be articulated
because of the fear of abandonment and feelings of shame.

Kohut (1971) states that a therapist, who has the capacity to respond with
empathically attuned silence and just sits with the patient, sometimes does the
best they can. Sometimes silence in therapy is not resistance that needs to be
overcome. The capacity to offer empathy instead of interpretation allows the
patient to feel unconditionally accepted. In this way, silence can be used as an
integral part of the process.

Patient's silence in the context of intersubjectivity

According to recent theories, the relationship between therapist and patient
involves a conscious and unconscious intersubjective dialogue. Intersubjectivity
is the process of exchanging meanings between two subjects, which results in
the creation of a new meaning that is more complex than the one contributed by
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either individual (Harrison and Tronick, 2021). Everything that the patient and
the therapist say or do not say, is therefore part of an intersubjective dialogue.

Silence, which has been described in the context of classical theories as
resistance due to internal conflicts, can also be understood as an interper-
sonal resistance, the creators of which are both the patient and the therapist
(Dimitrijevi¢, 2020b). An example is the silence that occurs when the process
has progressed too quickly, when the transference has been analysed before a
stable therapeutic relationship has been established and the resistances have
not been analysed. Such a process leads to superficial therapeutic progress,
which is a trap, especially for patients who want to be perfect and for therapists
who enjoy the narcissistic, illusory efficiency of their own work. Silence as
intersubjective resistance also develops due to a mismatch between therapist
and patient. If the patient is not comfortable with the therapist and the therapist
develops a countertransference that prevents the development of an approp-
riate therapeutic relationship, both the patient and the therapist may retreat
into silence, which is often the reason for patients dropping out of therapy.
Complementary intrapsychic dynamics of the patient and the therapist also
play an important role in the development of silence. If such dynamics are not
articulated, important topics that would lead to achieving therapeutic goals,
may remain unspoken (Dimitrijevi¢, 2020a).

Silence also manifests itself as resistance in the initial stages of the psychothe-
rapeutic process, when the patient is adjusting to a new situation. Lying on
the couch, following free associations and analysing dreams can be a new and
unfamiliar situation that needs time for getting used to.

Therapist's countertransference in response to the
patient’s silence

Every therapist responds differently to the different types of the patient's silence.
Due to the complexity of explaining different countertransference responses,
only common responses will be considered .

Therapists often report unpleasant feelings of incompetence, unwantedness
or anger towards their patients. These feelings can lead to satisfying their own
need for revenge, to act contrary to the patient's needs, to intervene too quickly
or to use their own silence, in an attempt to regain control over the the analysis
or the patient (Acheson and Avdi, 2020). How the therapist experiences their
patient’s silence also depends on the quality of the therapeutic relationship. In
the initial phase of therapy, when the therapeutic relationship is not yet fully
established, more unpleasant feelings are experienced (Hauge and Brandsaeter,
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2021). Experiencing the patient's silence also depends on the therapist's expe-
riences with therapeutic work: the more experienced the therapist, the easier
it is for them to contain the feeling that they have to end the patient's silence
(Dobosz, 2020).

Conclusion

Silence has been discussed within various psychoanalytic theories, but for
deepening its understanding, broader concepts such as philosophical, sociolo-
gical, or anthropological that come from both the social and natural sciences
should be taken into acount. For therapeutic work, the therapist should also
keep clearly in mind the cultural background (Ronningstam, 2006), religion
(Kenny, 2020) and trauma, which has a particularly complex impact on the
dynamics of silence (Ritter, 2014; Dimitrijevi¢, 2020Db) .

When considering the question of further research, we think about the
understanding of silence as an intersubjective construct. Further interest can
be directed towards the factors that influence the development, experience and
purpose of this construct. This includes understanding the patient's silence (as
described in this paper), the therapist's experience of the patient's silence (Hauge
& Brandsaeter, 2021), the therapist's reasons for using silence as an intervention
(Ladany et al., 2004), the patient's experience of their own and the therapist's
silence (Line et al., 2002) and a number of other subjective and subtle factors.
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Uvod

Tisina kot del psihoterapevtskega procesa vzbuja zanimanje Ze od zgodnjih
zaCetkov razvoja psihoanaliti¢nih teorij. Posamezniki, ki se vkljucijo v psihotera-
pevtski proces, imajo dolo¢en odnos do govora in tiSine, pri ¢emer oboje vpliva
na nacin vzpostavitve psihoterapevtskega odnosa (Dimitrijevi¢ in Buchholz,
2020). Kljub temu da pacienti poroc¢ajo tudi o ob¢utkih varnosti, ko jim je dovo-
ljeno biti v tiSini (Liegner, 1971), Stevilni terapevti obcutijo, da trenutki ti§ine
predstavljajo neizkori§c¢en Cas in nakazujejo na neucinkovitost terapije. Kako
bo terapevt dozivljal pacientovo tiSino in se nanjo odzval, je odvisno od tera-
pevtovega odnosa do tiSine, teoreti¢nih izhodi3¢ in narave psihoterapevtskega
odnosa (Hauge in Brandsaeter, 2021).

V svojih zacetkih je psihoanaliza pacientovo ti§ino razlagala kot krSenje
temeljnega analiti¢nega pravila. Freud (1912) jo je opredelil kot prvi transferni
odpor, ki ga je treba prese¢i. Ze sam Freud ter kasneje njegovi sodobniki pa
so skozi razvoj razli¢nih psihoanaliti¢nih teorij tiSino zaceli postavljati v §irsi
kontekst. S€asoma je v ospredje stopila ideja, da tiSina ne deluje le v funkciji
odpora, temvec nudi tudi prostor za proces prostih asociacij.

V pri¢ujocem prispevku bomo z Zeljo po SirSem pogledu na pacientovo ti§ino
predstavili prispevke avtorjev, ki so v razli¢nih obdobjih razvoja psihoanalize
prispevali k razumevanju pacientove tiSine. Pregled bo sledil zgodovinskemu
razvoju psihoanalize od Freudovih ¢asov vse do danes, vsekakor pa ta ne bo
popoln. Predstavljena bodo bistvena teoreti¢na izhodi$c¢a, saj je namen tega
besedila vzbuditi zanimanje za pojav tega fenomena.

Pacientova tiSina z vidika Freudove klasi¢ne
gonske teorije

Anna O. je psihoterapevtsko obravnavo opisala kot zdravljenje z besedami.
Tak3no zdravljenje sledi temeljnemu analiti¢cnemu pravilu, da pacient spregovori
o vsem, kar mu pride na misel (Breuer in Freud, 1893). Freudova razlaga tiSine
je izhajala iz hipoteze, da pacient neha govoriti z namenom, da mu s tem ne bi
bilo treba razkriti seksualnih Zelja, ki so se pojavile v transfernem odnosu. TiSina
kot odpor v transferu v tem primeru predstavlja nasprotovanje temeljnemu
analiticnemu pravilu prostega asociiranja (Freud, 1912).

Zrazvojem strukturnega modela osebnosti se je pozornost od nezaZelenosti
tiSine, ki predstavlja odpor, preusmerila v raziskovanje pomenain funkcije tak$nega
odpora. Ideje o raziskovanju pomena tak$nega odpora je razvijal Fliess (1949).
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Predpostavljal je, da tiSina odraZa zastoj v psihoseksualnem razvoju in na podlagi
tega opredelil tri vrste ti§ine: oralno, analno in fali¢no.

Priti8ini, ki izhaja iz fiksacije na oralni fazi, gre za zamenjavo na¢ina komuni-
kacije. Pacient se v tiSino umakne brez vidnih znakov notranjih konfliktov. Ti§ina
se v tem primeru razume kot regresija, v kateri pacient ni zmoZen uporabljati
govornega aparata, v kontratransferni dinamiki pa jo terapevt doZivlja kot paci-
entovo Zeljo po zlitju (Fliess, 1949). Za oralno fazo je znacilno, da so usta glavni
vir otrokovega uZitka in interakcije z drugimi. Ce pacient terapevtove besede
simbolno dozivlja kot hrano, ki ga napolnjuje in predstavlja nego ter varnost,
bo njegova tifina reflektirala ugodje. Ce pa terapevt te potrebe ne bo zadovoljil,
lahko pacient podoZivi zgodnjo izku$njo praznine zaradi pomanjkanja nege,
skrbi in varnosti, na kar se bo odzval s tiSino, polno agresije.

Analna tiSina, ki odseva fiksacijo na analni fazi psihoseksualnega razvoja,
predstavlja pacientov nadzor nad terapevtom in terapijo (Ferenczi, 1916). Feni-
chel (1928) je izpostavil ambivalentnost med pacientovo Zeljo po pomoc¢i in
isto¢asnim zadrZevanjem vsebin, kar se kaZe v ti§ini. Fliess (1949) pa je analno
tiS§ino povezoval s potrebo po zadrZevanju besed. Ko pacient na ta nacin svoje
misli zadrZuje, te ostanejo na predzavestni ravni in onemogocijo prosti tok
misli. Fliess (1949) je kot najobic¢ajnej$o opisal tiSino, v kateri pacient pozabi
na temeljno analiti¢no pravilo. Po tak3ni ti§ini navadno spremeni temo, kar
predstavlja odpor do doloc¢enih vsebin.

Fliessove ideje je raz§iril Sabbadini (1992), ki je uvedel pojmovanje fali¢ne
tiSine, v kateri pacient govor doZivlja kot raz$irjanje ega in prodiranje v tera-
pevta, Cemur sledita kastracijska tesnoba in ti§ina, ki sluzi kot za$¢ita pacienta
in terapevta pred pacientovimi seksualnimi impulzi. S tem se pacient ubrani
tudi pred razvojem eroti¢nega ali negativnega transfera (Sabbadini, 1992).

Pacientova tiSina z vidika ego psihologije

Sabbadini (1992) pravi, da je ti§ina kot odpor smiselna, v kolikor izvira iz nezave-
dnih fantazij in je posledica intrapsihi¢nega konflikta. Z njeno pomocjo pacient
nezavedno tesnobo, vezano na konflikt, preoblikuje v bolj obvladljivo tesnobo,
vezano na psihoterapevtski odnos. V taksni tesnobi tiina predstavlja samocen-
zuro, s katero se brani pred tem, da bi rekel kaj narobe. Paciente, ki se umaknejo
v tiSino iz strahu, da bi se napac¢no izrazili, je natan¢neje opisala Coltart (1991),
ki je opredelila pojem tihega pacienta. O tihem pacientu govorimo, ko pacient
govori manj kot deset odstotkov ¢asa celotne psihoterapevtske obravnave.
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Tihi pacienti pogosto Zelijo ugajati. V tak$nih primerih terapevtovo interpre-
tacijo tiSine kaj hitro razumejo kot kritiko, zaradi katere se Se bolj umaknejo vase.
V kolikor interpretacije ne temeljijo na poglobljenem razumevanju dinamike
tiSine, obstaja vecja moznost, da bodo zvenele napadalno in bodo v pacientu
vzbudile $e vec tiSine, odporov in sovraznosti.

Pri delu s tihimi pacienti zato lahko pomagata pozornost na lasten kontra-
transfer in §irSe razumevanje funkcije ti§ine (Coltart, 1991). Umik v tiSino je tudi
nacin ohranjanja samospoStovanja. Modell (1990) je ugotovil, da specifi¢no
nekomuniciranje afektov pri nekaterih pacientih spodbuja stanje, katerega cilj
je vsemogoc¢ni nadzor nad afekti. To predstavlja iluzijo samozadostnosti, ki jo
motivira strah pred bliZino in vdorom drugih. Zeligs (1961) je opisoval, da ti§ina
sluzi kot umik pred ob¢utki in zaznavanjem zunanjih draZljajev, pri ¢emer gre
bodisi za pripravo na spanje bodisi za za3¢ito pred realno ali namisljeno groznjo.
Funkcija govora pa ga tudi pribliZzuje kontroli realnosti, saj oseba z govorom
laZje preverja realnost lastnih zaznav in dozivljanja. Kurz (1984) pa je uvedel
razmislek, da tiSina nudi predah, ki daje priloZnost za ponovno vzpostavitev
notranjih meja, ki so bile v primarni izku$nji poruSene. Zaradi tega je lahko
podobna umiku ali iskanju prostora za razreSevanje dilem, ki jih besede ne
morejo doseci.

Pacientova tiSina z vidika teorij objektnih odnosov

Razumevanje tiSine kot odpora zaradi notranjega konflikta terapevte pogosto
usmerja v raziskovanje in interpretacijo pacientovih notranjih konfliktov.
Ceprav koristen, tak na¢in preusmeri pozornost od ponotranjenih objektov
ali razvojnih deficitov, ki so prav tako pomembni za razumevanje pacientove
tiS§ine (Frankel, 2020).

Ko obravnavamo tiSino kot odpor, predpostavljamo, da se pacient od neCesa
umika. Hkrati paje res, da stopa k ne¢emu, in sicer v stanje, v katerem se pocuti
relativno varnega, da bi se lahko srecal z nastalo situacijo, ki jo Zeli razresiti
(Balint, 1968). Da se naj na pacientovo tiSino terapevt odzove z lastno ti$ino,
je avtor podprl s pojmom benigne regresije. Pri benigni regresiji pacient ne
pricakuje akcije oz. zadovoljitve njegovih potreb, temvec pristanek uporabiti
zunanji svet na nacin, ki bi mu omogoc¢il obvladanje lastnih notranjih problemov.
Ceprav je sodelovanje terapevta pri tem bistveno, se to s pacientovim notranjim
Zivljenjem ne meSa. ZaZelena terapevtska drza je tiho priznavanje obstoja paci-
entovega notranjega zivljenja in njegove individualnosti. Pacient torej v tiSini
iS¢e tak objektni odnos, ki mu bo omogocal »nov zaletek, v katerem lahko
najde samega sebe.
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Nasprotno pa v maligni regresiji v terapevtu i§¢e sredstvo za zadovoljitev
lastnih potreb in ga ne doZivlja kot osebo, s pomocjo katere bi lahko dosegel
prej omenjen nov zacetek. Tak3na regresija vodi do odvisnosti, saj v ti§ini vedno
znova pricakuje, da bo terapevt brez besed prepoznal in vedno znova zadovo-
ljil njegove potrebe. Balint predlaga, da se terapevt v tem primeru odzove z
besedami, saj bi njegovo ti§ino pacient lahko hitro razumel kot podrejanje ali
prevzemanje krivde, s ¢imer terapevt le krepi njegovo patologijo (Balint, 1968).
V takem primeru se naj torej terapevt predstavi kot realni objekt, saj pacientova
tiSina ne sluZi v korist psihoanalize (Zeligs, 1961).

Blos (1972) je v svojih razmiSljanjih o pomenu ti§ine opisal pacientko, katere
tiSina je predstavljala poustvarjanje Zeljenega odnosa z mamo. TiSina je odsevala
njeno potrebo po zlitju, besede pa bi pomenile separacijo in bile dozivete kot
intruzivne. Stern (1985) je opisoval trenutke ti$ine, ki so predstavljali osnovno
izku$njo sobivanja z drugim. Tak obc¢utek se razvije le v primeru, ko je ti§ina
posledica medsebojnega razumevanja in zavedanja prisotnosti dveh lo¢enih
subjektov. Podoben primer navaja Busch (1978), ki opisuje pacientko, katere
mama je bila ¢ustveno hladna in nedostopna, medtem ko je oce zanikal kakr$ne-
koli teZave v pacientkinem Zivljenju. V terapiji je pacientka izrazala strah, da bi se
proces prekinil, Se preden bibila na to pripravljena. Zaradi potrebe po vztrajanju
v infantilnem, simbioti¢nem odnosu, je ve¢ino terapevtskega srecanja ostala
v tisini. SreCanja s terapevtom so vkljuCevala njeno vztrajanje v tiSini in jezo v
trenutkih, ko je terapevt tiSino prekinil. Pacientka je upala, da bo terapevt njene
obcutke razumel brez besed, tako kot naj bi jih razumela mama pred razvojem
otrokovega govora.

Opisano povezavo med procesom separacije-individuacije in ti§ino so razi-
skovali Mahler, Pine in Bergman (1975), ki kot del tega procesa razumejo razvoj
jezika. Ob razvoju jezika in v procesu separacije govor predstavlja vmesni prostor
med primarnim skrbnikom in otrokom. Razvoj govora predstavlja tranzitorni
objekt, ki ga otrok uporablja za ponotranjanje skrbnikovih funkcij samoregula-
cije, kar blaZzi separacijsko tesnobo. V primeru neustreznega vstopa ali izstopa
iz simbioze govor simboli¢no predstavlja izgubo objekta, tiSina v neustrezni
separaciji pa prostor za Zalovanje za simbioti¢nim odnosom (Winnicott, 1958).

Besede bodisi potrjujejo separacijo med dvema subjektoma bodisi zmotijo
fantazije po zlitju. Analiti¢na situacija, ki omogoca vsaj delno regresijo na
fazo predverbalnega razvoja, omogoca integracijo in krepi nadaljnji verbalni
razvoj. TakSen razvoj pa brez upostevanja izkuSenj iz predverbalnega obdobja
ni moZen. Ko pacient doseZe to izkus$njo, mu naj terapevt s pomocjo besed
pokaZe realnost separacije, ki jo mora dose¢i (Nacht, 1964). Pacient torej v ti§ini
poustvarja elemente, ki jih potrebuje za ustrezno separacijo. Cetudi se zdi,
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da se v uri, polni tiSine, ni¢ ne dogaja, proces kljub temu tece, saj pridobiva
izkusnjo terapevtskega okvira, in sicer konstantnosti srecanj, stabilnega tera-
pevtskega okvira in terapevtove empatije, s katero s pacientom zdrzi tako v

Ena izmed obcutnejsih sprememb v razumevanju tiSine se je pokazala v
Winnicottovem razmisljanju, saj jo razume kot napredek v psihoanaliti¢cnem
procesu. V svojem delu The Capacity to be Alone [Kapaciteta biti sam] (1958)
Winnicott tiSino opisuje kot pacientovo kapaciteto za samoto. Izku$nja biti
sam v samoti, kjer se zdi, da ne po¢nemo nicesar, je zanj izvir vsega Zivega,
prijetnega, ustvarjalnega in resni¢nega v ¢lovekovi izku3nji. Vse to pa je pogosto
mozno dozZiveti le v tiSini. Po njegovem mnenju se kapaciteta biti sam skupaj z
zmoznostjo biti v reflektivni ti§ini razvijeta v obdobju, ko Se ne moremo govoriti
o zrelih ego funkcijah. Pogoj za razvoj teh kapacitet je izkusnja, da je dojencek
ali maléek lahko v prisotnosti primarnega skrbnika sam, ne da bi ta intruzivno
posegal v njegov prostor. Obenem je potrebna tudi integracija agresivnih in
libidinalnih gonov, ki jo omogo¢i primarni skrbnik, ki se ustrezno uglasi tako
na otrokovo ljubezen kot na njegovo agresijo (Winnicott, 1958).

Pacientova tiSina z vidika self psihologije

TiSina ima sama po sebi kapaciteto krepitve psihi¢nih struktur. Self psihologi
so jo razumeli kot prostor uglasenosti med pacientom in terapevtom, v katerem
imata oba moZnost razmisljati in deliti svoja razmisljanja. Ko je primerno, tera-
pevt s pacientom deli svoje razumevanje, razlago in interpretacijo. Pacient se po
tem lahko pocuti globoko razumljenega ali pa izrazi svoje nestrinjanje. Ti§ina,
ki sledi, pacientu daje moZnost za razmislek in preoblikovanje strukture selfa
v gibkejso (Elson, 2001).

Ce se pacient umakne v ti$ino, ker svojih obéutkov zaradi zmanj$ane kapacitete
za opisovanje doZivljanja ne zmore opisati, terapevt opravlja vlogo selfobjekta. S
pomocdjo uglaSevanja in empatije mu pomaga pri prepoznavanju in verbalizaciji
dozivljanja, pri emer tiSina nudi vir za uglaSevanje na pacientovo doZivljanje.
Ce pa se v pacientu v ti$ini vzbudijo spomini na globoko potlaéena ¢ustva, Zelje
ali potrebe, mu terapevt z lastno pristnostjo, empatijo in zmoznostjo biti v ti§ini
pomaga pri krepitvi kapacitete za toleriranje tifine. Validacija teh ob¢utkov, ki
se dogaja v tiSini, pacientu pomaga pri procesu samosprejemanja, kar vodi v
samozadovoljstvo (Elson, 2001).

Ce odziv pomembnih drugih ni v skladu z otrokovimi potrebami, se ta lahko
umakne v ti$ino. Ce tak3na neuglasenost postane kroni¢na, otrokova tisina
postane nacin delovanja v medosebnih odnosih. Namesto odziva na specifi¢no

|

Psihoanaliti¢ne teorije pacientove tisine 209

situacijo tiS§ina postane obramba, ki vodi v odtujenost. Zaradi isto¢asnega razvoja
obcutka sramu otrok ne najde na¢ina komunikacije z neodzivnim skrbnikom.
Namesto zmoznosti za izraZanje ob¢utkov nerazumljenosti ali odtujenosti
otrok ti§ino doZivlja kot za$¢ito: ¢e ni¢esar ne pove, ne more biti ranjen (Elson,
2001). Tako je lahko ti§ina v psihoterapevtskem procesu odraz pacientove tihe
prosnje po pomoci, ki zaradi strahu pred zapu3c¢enostjo in ob¢utkov sramu ne
more biti ubesedena.

Kohut (1971) navaja, da terapevt, ki ima kapaciteto odzivanja z uglasenostjo
in empati¢nostjo ter s pacientom samo sedi v tiSini, v€asih naredi najvec, kar
lahko. V¢asih tiina v terapiji ni odpor, ki ga je treba preseci. V¢asih je treba v
ti§ini le empati¢no pocakati in ob¢asno od sebe oddati kakSen znak, tako da
pacient ve, da je terapevt $e vedno z njim in je do tiSine toleranten. Kapaciteta
v pacientovi ti§ini ponuditi empatijo namesto interpretacije pacientu dovoli
zalutiti brezpogojno sprejemanje. Tako se lahko ti§ina uporabi kot integralni
del procesa.

Pacientova tiSina z vidika teorije intersubjektivnosti

Po novejsih teorijah odnos med terapevtom in pacientom vkljucuje zavestni in
nezavedni intersubjektivni dialog. Ferenczi (1932) je v svojem delu The Clinical
Diary of Sandor Ferenczi [ Klini¢ni dnevnik Sandora Ferenczija] podrobno opisal
obseZnost dvosmerne, nezavedne komunikacije med pacientom in terapevtom.
Intersubjektivnost je proces izmenjave pomenov med dvema subjektoma, ki
rezultira v kreaciji novega pomena, kompleksnejSega od tistega, ki ga je k izme-
njavi prispeval vsak posameznik (Harrison in Tronick, 2021). Vse, kar pacient
in terapevt povesta ali ne povesta, je torej del intersubjektivnega dialoga, tifina
pa predstavlja zZiv konstrukt, ki rezultira v dinamiki tega dialoga.

Izhajajoc iz opisane razlage lahko tudi ti$ino, ki smo jo v okviru klasi¢nih
teorij opisali kot odpor zaradi notranjih konfliktov, razumemo kot interperso-
nalni odpor, ¢igar kreator sta tako pacient kot terapevt (Dimitrijevi¢, 2020b). Tak
primer je tiSina, v katero se pacient umakne ob zacetnem, prehitrem napredku
v procesu, in sicer ko je bil transfer analiziran, Se preden se je vzpostavil stabilen
terapevtski odnos, odpori pa niso bili analizirani. Tak§en proces vodi do povrSin-
skega izboljSanja, ki predstavlja past predvsem pacientom, ki Zelijo biti popolni,
in terapevtom, ki uZivajo v narcisisti¢ni, iluzorni u¢inkovitosti lastnega dela.
Tisina kot intersubjektivni odpor se razvije tudi zaradi neujemanja terapevta
in pacienta. Ce pacientu terapevt ne ustreza, terapevt pa ob pacientu zazna
tak kontratransfer, ki onemogocda razvoj ustreznega terapevtskega odnosa,
se bosta tako pacient kot terapevt umaknila v tiSino, ki je pogosto razlog,
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da pacient zapusti terapijo. Nevarnost predstavljata tudi intrapsihi¢ni dinamiki
pacienta in terapevta, ki se komplementarno dopolnjujeta. Ce tak$na dinamika
ni ubesedena, bodo teme, katerih predelava bi sluzila doseganju terapevtskih
ciljev, ostale neizrecene (Dimitrijevi¢, 2020a).

Kot odpor se tiSina manifestira tudi v zacetnih fazah psihoterapevtskega
procesa, ko se pacient prilagaja na novo situacijo. LeZanje na kavcu, sledenje
prostim asociacijam in analiza sanj za marsikoga predstavljajo novo in neznano
situacijo, na katero se je potrebno privaditi. Pacienti so v ti§ini, predvsem v
zacetnih fazah terapije, pogosto pozorni na terapevtov odziv. Sprasujejo se, ali
terapevt njihovo ti§ino sprejema, ali bo sprejel njihove dele, ki so prevec stra-
sljivi, da bi jih sploh ubesedili, in ali bo bolj sposoben sprejeti njihove potrebe in
Zelje, kot so to storili ponotranjeni objekti, ki jih projicira nanj (Frankel, 2020).

Terapevtov kontratransfer ob pacientovi tiSini

Dovolimo si predvidevati, da je bralec ob branju o razli¢nih pomenih in funkcijah
tiS§ine in ob morebitni misli na lastne klini¢ne primere pri sebi zaznal razli¢ne
obcutke. Opozoriti Zelimo, da vsakr3na vrsta ti§ine pri razli¢nih posameznikih
vzbudi razli¢ne odzive. Tako bo na primer kontratransfer pri tiSini, ki deluje v
funkciji odpora, drugacen od kontratransferja tiine, ki spremlja benigno regre-
sijo. Na tem mestu se ne Zelimo spuscati v podrobnosti moZnih kontratrans-
fernih odzivov, vezanih na specifi¢no tisino, saj obseg in kompleksnost tak3nih
razlag presegata namen naSega dela. Kljub temu Zelimo bralca vzpodbuditi k
razmiSljanju o lastnem doZivljanju v besedilu opisanih izhodi$¢. Na tem mestu
bomo navedli le nekaj najpogostejsih splo$nih odzivov na pacientovo tiSino.

Terapevti pogosto porocajo o neprijetnih ob¢utkih nekompetentnosti, neza-
Zelenosti, jeze do pacientov ali provokacije, ki jo doZivljajo s strani pacientov. Ti
obcutki lahko terapevta popeljejo v zadovoljitev potrebe po mascevanju, delo-
vanje v nasprotju s pacientovimi potrebami, prehitro interpretacijo in lastno
tiSino ali verbalizacijo, ki sluZita terapevtovi potrebi po nadzoru analize ali
pacienta (Acheson in Avdi, 2020). Kako terapevti doZivljajo pacientovo tiSino je
odvisno tudi od kvalitete terapevtskega odnosa. V zacetni fazi terapije, ko tera-
pevtski odnos Se ni vzpostavljen, ob pacientovi ti§ini doZivljajo vec neprijetnih
obcutkov kot kasneje, ko je terapevtski odnos stabilnejsi (Hauge in Brandsaeter,
2021). Odvisno je tudi od terapevtovih izku$enj s terapevtskim delom: ve¢ ko
ima izkuSenj, laZje zdrzi z obéutkom, da bi moral pacientovo ti§ino prekiniti
(Dobosz, 2020).
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Zakljucek

Ob obravnavi razmisljanj avtorjev iz razli¢nih obdobij razvoja psihoanalize lahko
vidimo, kako se razumevanje pacientove tiSine zrcali v prevladujo¢em psihoana-
litiénem nacinu razmi$ljanja posami¢nega obdobja. Vidimo, kako klasi¢nemu
pojmovanju tiSine kot manifestacije odpora zaradi notranjih konfliktov (Freud,
1912; Fliess, 1949) sledi povezava tiSine z delovanjem razli¢nih ego funkcij.
S¢asoma tak$no razlago dopolni razmisljanje, da pacient s ti§ino ne beZi od
necesa, temvec v njej i§€e prostor za korektivno emocionalno izku$njo (Balint,
1968; Mahler, Pine in Bergman, 1975; Nacht, 1964). Do ob¢utnejSe spremembe v
pojmovanju tiSine pride z deli Winnicotta, ki pravi, da pacientova tiSina v tera-
piji predstavlja napredek. To razmiS$ljanje $e bolj odpre prostor za raziskovanje
tiSine, ki tako pacientu kot terapevtu ponuja moznost globljega stika. Oziroma,
¢e povzamemo besede Kohuta (1987): To, da s pacientom samo sedimo v ti$ini,
bo v€asih naSa najpomembnejsa naloga in tudi najve¢, kar lahko naredimo
zanj. V zadnjih desetletjih je ob vecji pozornosti na intersubjektivnosti tiSina
vse bolj sprejeta kot intersubjektivni konstrukt, k razvoju katerega prispevata
tako pacient kot terapevt.

Kot smo omenili na zacetku pregled teorij, ki obravnavajo pacientovo tidino,
ni popoln. Omenili smo le izstopajoce ideje, bralce pa Zelimo spodbuditi k nadalj-
njemu raziskovanju. Ti§ino smo obravnavali znotraj razli¢nih psihoanaliti¢nih
teorij, vendar je dejstvo, da je za njeno globlje razumevanje potrebno razmisljati
SirSe. Pri tem mislimo na bolj filozofska pojmovanja tiSine, ne smemo pa zane-
mariti tudi socioloSkega, antropoloskega ali drugih pojmovanj, ki izhajajo tako iz
druzboslovnih kot iz naravoslovnih ved. Posebej bi radi omenili §e pomembnost
upoSstevanja vpliva kulturnega ozadja (Ronningstam, 2006), religije (Kenny,
2020) in travme, ki ima Se posebej kompleksen vpliv na dinamiko tiSine (Ritter,
2014; Dimitrijevi¢, 2020b).

Ko razmisljamo o nadaljnjem raziskovanju obravnavanega podrocja, se lahko
navezemo na razumevanje tiSine kot intersubjektivnega konstrukta. Frankel
(2020) piSe, da terapevtovo doZivljanje pacientove tiSine, ki izhaja iz terapevtovih
nezavednih vsebin, terapevtu v¢asih onemogoci ustrezen odziv. To lahko zacuti
tudi pacient in se $e bolj umakne v ti$ino. Ce ti§ino razumemo kot intersubjek-
tivni konstrukt, se lahko nadaljnje zanimanje usmeri v dejavnike, ki vplivajo
na razvoj in dozZivljanje ter namen tega konstrukta. To vkljucuje razumevanje
pacientove tiSine (opisano v prispevku), terapevtovega doZivljanja pacientove
tiSine (Hauge in Brandsaeter, 2021), terapevtovih razlogov za uporabo tiSine kot
intervencije (Ladany, idr., 2004), pacientovega doZivljanja lastne in terapevtove
tiSine (Line idr., 2002) in $e Stevilnih drugih subjektivnih in subtilnih dejavnikowv.
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Za zakljucek birada omenila, da raziskovanje fenomena tiSine nile predmet
psihoanaliti¢nega podrodja, temvec tudi drugih psihoterapevtskih pristopov.
Levitt (Levitt in Frankel, 2004), ki je raziskovala ti§ino, dalj$o od treh sekund, je
v ta namen razvila sistem kategorizacije, ki ga je poimenovala Pausing Inventory
Classification System (PICS) [Klasifikacijski sistem za ocenjevanje tiSine]. Klasifi-
Klasifikacijski sistem je zaradi visoke veljavnosti in zanesljivosti pogosto upora-
bljen in validiran v §tevilnih drZzavah po svetu (Levitt in Morrill, 2020). Ker se
ga uporablja ne glede na terapevtski pristop in ker prispeva tudi k raziskovanju
terapevtskega procesa in izida ter Stevilnih drugih spremenljivk, bibila njegova
validacija dragocena tudi za slovenski prostor.
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