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TRUST, VULNERABILITY AND SURVIVAL? THE
DYNAMICS OF BETRAYAL

DIANNE LEFEVRE

This paper is based on a talk given in November 1995 at a meeting
of the British Association of Psychotherapists. It was one of three
adumbrated by the title: Trust and Betrayal — an analytical exploration
into the effect of changes in the NHS, and other caring organisations,
on the consumer and the practitioner. The scope and significance of
the subject was daunting and I felt that apart from being important
in itself as applicable to the NHS, it was a reflection of what was
happening in the rest of society and a picture somewhat dominated at
this time by ugly, perverse and frightening aspects.

Converting the talk into a paper, I am more than aware of the
difficulties in pulling together historical and psychological changes and
attempting to make sense of the progression by using a psychoanalyti-
cal theoretical model. The dangers of becoming hopelessly lost in a
maze of small detail or of disappearing into meaningless generalities
are difficult to avoid. So I am writing mainly about the NHS, in
particular, doctors in the NHS since I feel more entitled to be critical
of my own profession than of other caring professions. Having said
that, the pathology in the medical profession is not essentially different
to that in the other professions and for that matter, as I have already
said, in society in general. And since I am writing for psychoanalyti-
cally aware reader, I shall assume that it is taken for granted that the
“intrapsychic’ institutional pathology will be visited upon the health
‘consumer’ in no uncertain terms.

When one looks at pathology in an institution and the individuals
in it, one is shining a torch on the darker aspects. So at the outset I
should like to say that there are wonderful, skilful, honest and humane
carers and managers and teachers, all the more admirable for remain-
ing healthy in a system that carries so much sickness.

1 am not an expert on the workings of institutions so this paper is
indicative rather than authoritative. I have more questions than solu-
tions. My personal experience leads me to believe that the individual

* Paper read at a Conference organized by the Public Conferences Committee of the
BAP in November, 1995



psychoanalytical model is applicable to both large and small therapy
groups and institutions although not in an unmodified form and the
psychoanalytical model is, I think, an essential tool with which to
make sense of the functioning or malfunctioning of the institution.

Malcolm Pines in his 1994 Berlin lecture on the history of psycho-
analysis, points out that as early as 1918, Trigant Burrow, who was
expelled from the American Analytic Association of which he had
been president said that: ‘Society has its elaborate system of defense
mechanisms, its equivocations and metonymies, its infantile make-
shifts and illusions’. He recognised that the dynamics of the transfer-
ence are in many ways not individual but universal and he spoke of
the collective reactions of psychoanalysts as ‘a special form of social
unconscious.” Pines speaks for a frame of reference in groups which
incorporates the vertical intrapsychic dimension, the horizontal
interpersonal dimension and the ‘in between’ best known through
Winnicott’s work on the transitional space and transitional object. I
personally feel that a fruitful combination of these three dimensions
might be just right for a psychoanalytical model for institutions.

This paper is about a very large institution, that is the NHS. Some
may take issue with my application of psychoanalytical theory to this
particular type of mega group. However I have not seen the theory
that has realised a solution to and a reversal of the fragmentation of
this institution which is surely taking place, or a reversal of the
demoralisation that is fairly widespread and spreading wider. If I
concentrate on the medical professionals and their faults and fate
initially it is because of my familiarity with that group and also because
of time limitations.

Since trust is a key word in the title of this talk, we need to linger
on that concept for a moment. Institutions invite parental transferences
from those who belong to the institution and as Zetzel (1964) said,
the transference neurosis reproduces the oedipal complex. For a heal-
thy resolution of the oedipal complex, it must be preceded by a good
therapeutic alliance which is pregenital and diadic.

Zetzel described the functions for the development of the therapeutic
alliance as:

1. the capacity to maintain basic trust in the absence of immediate
gratification;

2. the capacity to maintain the discrimination between the object and
the self in the absence of the needed object; and

3. the potential capacity to admit the limitations of reality.

Thus a good therapeutic alliance allows for the possibility of
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distinguishing between internal and external reality and involves the
development of Erikson’s ‘basic trust’. It is only if ‘basic trust’ is
established that there can be hope of establishing satisfactory triangu-
lar relationships, and a resolution of the oedipal complex. Zetzel
established a link between her ideas and those of Erikson and those
of Klein’s depressive position. In Kleinian terms the satisfactory reso-
lution of the oedipal complex implies a progression from the paranoid
schizoid position to the depressive position and thus tolerance of
ambivalence and the capacity for guilt, reparation and concern.

In the social unconscious of the institution, moving forward from
the establishment of basic trust to the triangular relationship means
the possibility of diversity, and of allowing the skills of different
individuals to be functional and appreciated. It allows for the possibil-
ity of listening to the other, the possibility of learning and improvement
by review of one’s own work, by oneself and one’s peers on a non
blame basis. It feeds the valid needs of healthy narcissism and encour-
ages dialogue which can lead to progressive change and can hold and
limit the inevitable shame component.

It facilitates facing disappointment and loss which is part of working
life, acknowledging feelings of helplessness and inadequacy masked
by omnipotent fantasies and toleration of the inevitable therapeutic
failures.

It allows the sort of honesty and openness that is particularly, not
to say crucially, important in institutions where there are powerful
countertransferences which occur when dealing with, for example,
psychotic or terminally ill or chronically suffering patients. Trusting
leads to the expectation of a mutuality of response. It makes possible
experiences of openness and vulnerability. It builds bridges, not walls,

Failure in the system involves either an initial inability to build the
bridges in the first place or the disruption of bridges already built. It
brings to mind the tension arc described by Kohut (1971) between
the grandiose self and the idealised parent who is the source of
ambitions, ideals, aspirations and moral values — the parent, in this
case, represented by the institution with its social unconscious.

If the parent/institution is too damaged and pathologically narciss-
istic to provide adequate mirroring, to offer a mutuality of response,
the result is shaming and the accompanying regression, a fanning of
narcissism and all the other results of shaming such as rage, venge-
fulness and the development of basic mistrust, with it’s elaboration
into doubt, guilt, inferiority, role confusion, stagnation and despair.

Moving to a cause of shame being the tension between ego and ego
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ideal, the institutional parallel is the expectation to perform at work
where overburdening is crippling and thus failure is inevitable. Here
the ego cannot even approach the task of living up to the ego ideal.

This mobilises defences against shame which include blaming, rage,
perfectionism or internal withdrawal consciously experienced or
unconsciously played out via the more primitive defense such as split-
ting and projective identification. Tendencies to primitive idealisation,
omnipotence, devaluation and primitive denial emerge.

Fear of actual exposure, humiliation and castrating retaliation leads
to secrecy, Keeping secrets requires an enormous amount of energy
which is then lost in that it is not used towards the claimed primary
task. I say claimed primary task because in the teeth of the fear,
despair, anger, humiliation and the rest that I have described, the
primary task would have shifted to one of survival both on an individ-
val and an institutional level.

Secrecy is a malignant tumour growing in the NHS so 1 should like
to quote Richard Smith, editor of the BMJ, in his article entitled “The
Rise of Stalinism in the NHS’ which deals with secrecy in the NHS.
He quotes Milton’s Areopagitica which gives arguments for free speech.

‘Give me’, wrote Milton, ‘the liberty to know, to utter, and to argue
freely according to conscience, above all liberties. Truth’, he argued,
‘was never put to the worse in a free and open encounter. . .It is not
possible that she (truth) may have more shapes than one. . .If it comes
to prohibiting, there is not ought more likely to be prohibited than
truth itself, whose first appearance to our eyes bleared and dimmed
with prejudice and custom is more unsightly and implausible than
many errors.’

We can never develop the NHS and the health of the British people
without a lively debate, which will be debased if people cannot say
what they really believe, “Where there is much desire to learn,” wrote
Milton, ‘there of necessity will be much arguing, much writing, many
opinions; for opinion in good men is but knowledge in the making.’

A much earlier promotion of a desire for truth and reality 1s found
in the simile of the cave. Plato, in about 300 BC, constructs an optimistic
and beautiful picture of the power of philosophy, that is also to say
the power of abstract thinking, to lead to enlightenment and truth.
This is of course relevant to psychotherapists working to help patients
to progress beyond concrete, primitive often delusory thinking to
something more whole and less maladaptive and therefore less painful.
Truth and reality and health can be equated no more so than in groups
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and institutions where the reverse can unleash powerful destructive
forces which can be difficult to contain.

Plato describes men in a cave which has no natural light. The men
are forced to look at a wall on which shadows of moving puppets are
cast by a fire behind the puppets. The imprisoned men, knowing
nothing else, imagine the shadows to be real and the echoes of voices
to be the voices of the puppets. There were prizes for keen sightedness
and so on.

A man is dragged out of the cave into the world outside. He has to
adapt to the light slowly but is gradually able to look into the sun
itself without using reflections in water or any other medium. This
symbolises reaching Truth, Reality, Enlightenment. Such a man would
not exchange his position for that of the prisoners in the cave for
anything.

However, he is dragged back into the cave where he takes time to
adapt to the dark. He is no competition for the prisoners in discriminat-
ing between the shadows and is regarded as a fool. Should he rec-
ommend a journey to the sun he would be shamed and if he should
attempt to release the prisoners, they would try to kill him.

No psychotherapist who has struggled to find the right interpretation
at the right time can fail to recognise this phenomenon and most of
us would recognise the advantages of attempting the journey to the
sun which represents truth, reality and sanity.

I think we may now be ready for a glimpse of the sun, in this case
a dose of unpalatable reality. What I am about to relate is the insti-
tutional equivalent of a clinical vignette that came to my attention in
a communication with Dr Peter Tomlin and which seems to mirror
other pathologies in the NHS. The fact that what I shall relate is
happening silently and refatively uncontested is what is so frightening.

In this vignette, 1 should like to point out firstly some relevant
effects on the medical practitioner which will resonate with the issues
around trust and shame. Drs Peter Tomlin and Harry Jacobs, the
secretary and chairman of The Society of Clinical Psychiatrists Study
Group, are about to publish a paper about suspensions of doctors.

In the new NHS, at the present time a consultant with an expected
practice time of thirty years has a one in fifty (rapidly dropping to
forty) chance of being suspended. This means an often lengthy time
of uncertainty. For example one doctor was suspended for eleven years
with po charge laid. She was said to be whistle blowing about
resources. Suspension carries with it the possibility of dismissal and
destruction of a career, as re-employment is not an option in the
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monopoly NHS. It also involves the perceived malice of suspending
authorities trying to find a way to justify obviously inappropriate
suspensions and the stigmatising effect on the doctor and his or her
family.

Of a hundred and seven doctors suspended in the last ten years, in
only about 10% have the suspensions proved to have any real basis.
Of the rest, there is an over representation of women which in latter
years is becoming less marked while there is a growing over represen-
tation of Jews and Commonwealth doctors,

Of the three categories for suspension — Professional Incompetence,
Professional Misconduct and Personal Misconduct, the tribunals
which are all secret, are composed differently. That of the Personal
Misconduct category consists solely of managers. Thus the authori-
tarian brand of manager tries to fit everything into that category and
can adjust the results to get rid of someone. This, by the way, is what
happened in the Helena Dalley case which was thrown out after she
appealed. Although vindicated it is hard to imagine that she can ever
fully recover from this experience which was entirely maliciously
engineered.

In general, the causes for suspension were difficult to identify as
they were often multiple and with a hidden agenda. Where the cause
could be properly identified, half were the result of deliberate atternpts
to get rid of the doctor, i.e. interpersonal conflict.

These interpersonal conflicts were of three types; those arising from
conflict with, firstly administrators, secondly non medical colleagues
and thirdly medical colleagues. The first equalled the third and both
were vastly in excess of the second. That is to say that doctors ‘shop-
ping’ doctors is a major problem and what was noteworthy in these
cases was the extremely low justification rate. This unjustified shopping
of doctor by doctor must be a starting point if we are to look at the
psychoanalytic implications.

Before doing so and to demonstrate the cruelty involved in these
behaviours let us note the following: one suspended doctor who
suffered a cardiac arrest and had to be admitted to an intensive care
unit, was told to transfer to another hospital as he was an embarrass-
ment. Another suspended doctor was denied the freedom to visit his
hospitalised wife who appealed to the Community Health Council to
overthrow the decision. After some delay he was granted permission
but by that time his wife was dead.

I have to remind you that we are talking about Great Britain in the
late 20th century. Where can this savagery come from? And more
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important, where does it lead? I shall demonstrate, I think, the origins
of the profound ambivalence medics bear towards medics and, there-
fore, toward their patients and what they do when ambivalence
becomes profound splitting and the savage and hostile part of the split
requires a home.

The problem is that this particular psychological system is now
circular and there is no beginning point. But it might be an idea to
remind ourselves of the ghastly Sir Lancelot Spratt in the ‘Doctor in
the House’ series. Historically, in the forties the surgeon had immense
importance because of the difficulties of anaesthesia. He had to be
very quick and skilled; and did he know it. He was arrogant, narcissistic
and developed a God-like grandiosity. He (and it was always a ‘he’ in
those days) would think nothing of arriving hours late for an operating
list leaving poor starved and dehydrating patients to put up with it.

A true story goes that one such surgeon was so late that eventually
his house surgeon cancelled the list, after which the great man arrived.
‘Who do you think you are to cancel my list, God Almighty? bellowed
the irate surgeon. ‘“No,” said the house surgeon, ‘God Almighty’s house
surgeon Sir!’ at which the eminence grise had the decency to laugh.

Some of you will have laughed if not outwardly, inwardly in a sort
of indulgent, affectionate way, as indeed I did at the old joke ident-
ifying and feeling in with the profession that produces such powerful,
what does one call them, children, T suppose. Precociously bright
children who have to be tended and admired, and dangerous since
they are in adult form. If only when we laughed we had understood
what we were avoiding in ourselves, the fear and potential for shame,
the relief that it wasn’t us, and if only we had had the courage to
refuse to ignore the patient who was “Nil per Mouth’, that is, deprived
of food and water, for well in excess of twelve hours like those poor,
crated, transported calves, and terrified into the bargain at the thought
of the illness and the life threatening operation and so on.

To an uncomfortable extent this defensive pernicious grandiosity
can still be found as part of the medical scene. When I taught medical
students I concentrated on the psychotherapeutic side of psychiatry
and the medical students took to it with gratitude and often shared
their fears and their experience of the training. They described the
usual scene of accompanying a gynaecological consultant during his
examination of a patient. The patient happened to be Afro-Caribbean
and this gynaecologist said in the middle of doing a vaginal examin-
ation on this patient, ‘Do you know what this patient has? The fat
brown cow syndrome.” The patient started crying. Most of the medical

9



students remained stony silent. Some joined the consultant laughing.
We discussed it in a later seminar as an example of those who laughed
needing to identify with the aggressor and moved on to sado maso-
chism in medical staff.

The same consultant in a temper threw some disinfectant into a
student’s eyes resulting in the need for the student to receive treatment
at Moorfields Eye Hospital and there were many other similar stories
with students hating being witnesses but forced to go along with things
in some way in order not to be discriminated against in examinations
and for future jobs.

One student tried to avoid partaking in a totally unnecessary experi-
ment on a dog resulting in it’s death and was told by the physiologist
doing the experiment that she would be failed in the exam if she didn’t
Join in. 1 remember the hilarity in my class as we watched a poor
mouse dying in agony after an administered dose of strychnine.

Bear in mind that victims of abuse, abuse. This is all a form of
abuse. The victims have to laugh and enjoy it and split off the suffering
in order to survive. The medical patriarchy presides over a maladap-
tively functioning family in which the fathers, and of course sometimes
the mothers abuse power using secrecy as a tool to keep the abuse
going.

Control, both of patients and medical students is involved. Body
handling and causing pain, both physical and psychological, is
unavoidable in the course of practising clinical medicine. Thus the
sado masochistic elements present in all of us, are aroused but never
dealt with or discussed. In fact they are rarely recognised by name
although they are frequently acted out towards patients and projected
into groups and individuals outside.

Authors on shame state that shame is unavoidable in the learning
process. It does not seem to be dealt with well in medical schools if I
can believe my own experience, and that of the medical students and
psychiatric trainees over years of teaching. Shaming in which sado
masochism plays an integral part seems to be an inextricable part of
the teaching process in medicine and the sensitive students are picked
out for being sensitive. I recall in my teaching group when I was a
student, one of my peers whose father had died. He came to a clinical
tutorial looking as pale as a sheet and barely able to speak. Predictably
he was picked upon, asked difficult questions and his appearance made
fun of.

The training is brutalising. The healthy students capable of feeling,
wept and suffered privately and laughed and screwed around and got
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drunk publicly. The suicide and alcoholism rates amongst the medical
students used to be one of the highest of the student bodies.

The less healthy who qualify as doctors, identify with the aggressor
and become the power abusers with a sense of relief and have been
too traumatised to even consider their motives or to ever want to give
up the power role. They are too fragile 10 give it up. Needless to say,
the people who suffer most are the patients.

Patients however, need doctors. To some extent they have to like
them or at least put up with them since changing doctors is not as
easy as the Patient’s Charter implies. Patients are driven to respect
medicine not only for its truly helpful and healing aspects but also as
a mysterious and sometimes magical business which will hopefully
deal with the unfaceable; like death, shit and suffering. So they are
pushed into idealising doctors and splitting off their hatred and envy.

What on earth can they do if they happen across someone who is
as unpleasant as the man I mentioned, a polite sadist (who causes
unnecessary physical or psychological pain, or insists when not trained
to do so that it is all in the mind), a seducer (who says, where is your
sense of humour, it is just fun), or just a badly trained ignorant
practitioner who doesn’t know what he or she is doing.

I have demonstrated serious ambivalence which results in primitive
splitting in both the patient and medical populations. Paradoxically,
doctors have improved in recent years in their understanding of them-
selves and are more aware than previously of their own tendencics to
let the patient carry their projections. In addition, patients are better
educated about health.

So the projected mass of hostility from both groups, doctors and
patients, has to find a different place. I believe that is why quite
frequently, we have tended to select such poor, authoritarian manage-
ment who are excellent candidates and well fitted to take on some of
the bullying and thuggery roles previously passed between doctors and
patients.

Let us consider the nature of NHS institutions today. The reforms
are now about fifteen years old. A succession of Ministers of Health,
most notably Clarke and Bottomley, have determinedly pushed what
was previously central government authority to local managers and
Trusts. The hot potato consists of power hungry medical professionals
and genuinely caring, honest doctors, both asking for more resources
in the face of increasing demand and greater expectations from the
patient body. This hot potato was chucked out of the centre to the
periphery much against advice given by the Department of Health.
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The latter had their own agenda and were unwilling to lose their
previously considerable, not always wisely wielded power, to largely
non medical, unpredictable, business orientated, management bodies.

The result is that the Trusts now have grabbed the power. However,
some of them don’t have an understanding of clinical matters and
they don’t necessarily have a lot of experience of running large organis-
ations. They have the task imposed upon them to run a Health District
within limited, perhaps seriously inadequate financial limits. They may
receive bonuses for saving money and they don’t have much job
security. People who select to work in such an environment have their
conscious or unconscious reasons; some for the challenge, some to
serve the patient public and some because the hostile side of their
ambivalence to the medical profession and carers in general is power-
ful. Management jobs as they were constructed in the heyday of
Health Service changes, were bound to appeal to those who were
prone to be perverse and authoritarian. This would include doctors
from the frightened group who identify with the aggressor and seek
out power in order to remain the aggressor.

That is not to say that there are no good and caring managers and
doctors. Some Trusts have good reputations and good relationships
with staff. Things are gradually changing as the failures of the Health
Service Reforms and new management structures become Increasingly
obvious,

However the picture that has emerged through various bodies such
as the various Royal Colleges in different medical specialities, the
Defense Organisations, the BMA, the Society of Clinical Psychiatrists
Study Group, Freedom to Care, the NHS Support Federation,
Concern at Work, to name but a few, indicates a profound dissatis-
faction on the part of doctors with their employing authorities. Medical
magazines and journals such as Hospital Doctor and the prestigious
BM], indicate profound demoralisation amongst medical professionals
and it is matched by demoralisation in other care groups.

I understand that when the Department of Health one or two years
ago sent a request to all Trusts to send the department their bed
occupancy numbers, they were rudely ignored by some Trusts who
did not want their numbers to be known. The Department of Health
could do nothing and were left not able to make reliabie calculations
about need.

So it appears now that in some respects, anarchy has broken out.
Trusts are out of control and have too much power and some abuse
this power. The structure in the health service pits carers who want
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primarily to offer the best available treatment to patients, against
managers whose primary task is to work within budget if not to save
money.

Both medical and management bodies are frightened and manage-
ment bodies struggle to gain and retain the upper hand in terms of
power. They do this by splitting the caring professionals by, for
example, offering half management, half clinical jobs in return for
some additional power, in particular, power over colleagues i.e. divide
et impera. And of course the notorious merit award system keeps those
hopefuls who might otherwise raise objections quiet.

The purchaser provider split allows for further manipulation of
power away from professionals. A common complaint about pur-
chasers is that they don’t listen to advice from professionals. They
apportion money in ways that are not clinically valid leaving the
deprived bodies feeling hard done by and resentful of better off col-
leagues. This, by the by, has occurred notably in the discrepancy
between monies awarded to the acute sector as opposed to the less
generous offerings to community, including psychiatric, sectors leaving
psychiatrists (the less powerful ‘trick cyclist loony’ doctors), fighting
with their acute sector colleagues.

Secrecy, a defense against exposure and shame, is one of the major
weapons used by Trusts to keep power. So called ‘whistle blowing’
which often just consists of doctors stating publicly their concerns
about a particular service, concerns that should be known by the
public which uses the National Health Service, the public which pays
subscriptions to finance the Health Service, has met with draconian
methods of punishment which are not even vaguely appropriate in a
democratic country. Helen Zeitlin, a talented haematologist, raised
concerns in public and was suspended as a result. Of course, she was
eventually reinstated but life was made such hell that she left medicine
altogether. Her case includes what [ think will be recognised as a
familiar template in time, and that is the presence of the bully colleague
or colleagues and the silent majority, all of whom subtly or for that
matter not very subtly aid and abet management in concocting false
charges. The template must be familiar to students of the dark side of
history.

Much has been written about ever more stringent ‘gagging clauses’
imposed by hospital authorities into contracts of employment despite,
as Jacobs and Tomlin point out, their illegality under European Law.
It makes one recognise the value of the Constitution in the United
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States. And it makes one increasingly apprehensive of the consequences
of not having such a thing here.

The need to speak out is ever greater as some Trusts are pushed by
fear of exposure and shaming about not achieving required targets,
into publicly distorting the truth, not to say frankly lying about their
achievements, their employees, their basic motives. Professor Joad
(1948) in his description of fascism quotes Hitler in Mein Kampf
where he announces that it is the duty of Germans ‘not to seek out
objective truth in so far as it may be favourable to others, but unintet-
ruptedly to serve one’s own truth.’

I will not apologise for using this dramatic quote, for if we let these
distortions be, we collude with the bully and get onto a very slippery
dangerous, downward slope.

It must be fairly clear by now that the NHS is probably still
controlled by a series of fragmented bodies called by the most unrepre-
sentative of names, Trusts or groups of Trusts, who were until recently
instructed not to collaborate but to compete. They are closed circles
and as such can become sealed off to outside influence which is very
dangerous. These Trusts are out of the control of both the Department
of Health and the government. The process of fragmentation is
reflected in the inner workings of the Trusts and their attitudes to staff
whose general demoralised state tells a story.

These inner workings include assessment of the patients’ and the
institution’s needs by dividing them into small increments which can
then be costed and evaluated and bear no relation to the whole; this
is literally primitive part object territory.

Chasseguet-Smirgel’s (1985} description of the perverse anal-sadistic
universe comes to mind. Boundaries are lost, ‘extremely complex pos-
itions are built up then unmade and transformed’. She points out that
the Marquis de Sade stated that matter is indestructible, true, but he
then went on to say that therefore killing doesn’t matter as the person
simply remanifests as ‘a thousand different insects.” There is an initial
truth but the whole is perverse nonsense.

The patients’ Charter is a good idea but it can’t be implemented
because of lack of resources. Being told that resources are not the
problem, that prioritising will solve it all produces the same effect as
being fed similar perverse nonsense dressed up with an element of
reality. In Chasseguet-Smirgel’s terms, it is offered as a genital penis
but in fact is a pregenital, faecal penis.

The nature of the lie is that it is perverse, it shames and it elicits
rage. It is like having something disguised as something else put inside
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one secretly from behind, something that one doesn’t want. In short
it is abuse by buggery and I suppose that explains why so many caring
professionals feel so bad while there are relatively few protests. Such
is the case with abuse.

Perverse lying pervades fear filled systems. A4 propos this, the recent
plans for a shop a doc system were brilliant for those keen on blood
sports and rather like putting ferrets in a sack. However, you will have
noted a deafening silence on that front since it was pointed out that
there would be so many cases that the costs would be astronomical.
Bear in mind the cost of suspending Wendy Savage who was shopped
by colleagues in a thoroughly malignant fashion.

Unfortunately, all this fragmentation and perversity does not
encourage the sort of competition that is supposed to generate creative
innovative work. It has become increasingly difficult to do anything
new. Here is a vignette to demonstrate this.

In the mid and late 80’s, I got together with a talented nurse and
later another psychotherapist to set up a psychoanalytical group
scheme on the acute and continuing care wards. We met regularly with
the then quite new managers and managed to work out a mutually
beneficial arrangement which included a year long nurse training
scheme, regular supervision, regular teaching seminars, a regular stafl
group and so on. We managed to use existing resources to develop a
research project and were eventually able to demonstrate that the
continuing care patients who had had a year or more of regular
psychoanalytically informed group therapy showed much greater
capacity to develop social networks than those who had everything
else but the groups Lefevre (1994). We cost nothing and did amazingly
well and got back nurse training for the hospital on the strength of
our special unit. The staff morale was extraordinarily good and we
worked very hard. We presented the work in the UK and abroad and
in fact are still doing that.

Then things changed. Firstly, on the acute ward, there was a change
of management to new style managers. The new ward manager who
had falsely claimed some psychotherapeutic knowledge, waited until 1
took long leave and then told the psychotherapist that she was not
wanted in the staff group and also discouraged the staff from attending
any supervision. Naturally all the groups stopped, our research in that
area stopped and there was marked demoralisation on the ward with
nurses taking a stand against doctors, greatly increased violence
amongst patients, secrecy about what was being done and so on. At
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one stage this nurse manager told me that she could not tell me what
she was doing with the patients under my care because it was confiden-
tial. It was only because this was extremely dangerous legally that she
was gently disabused of the grandiose fantasy that she was entitled to
keep the patients’ treatment a secret from the responsible consultant.

All through this she was supported by the senior managers who
looked blankly at me in our numerous meetings and said that the
nurse manager was entitled to do what she liked with her nurses. (The
very same managers, noted for their anti medical stance by a visiting
inspecting body, refused to find a small amount of money to help a
new consultant psychiatrist get a bookcase for his office so that he
could clear his floor of boxes of books and get on with his teaching
and research because, they said, he was cocky. He was not. He left as
soon as he could, to a much better job. He was and is an excellent
psychiatrist.)

As far as the offending nurse manager was concerned, eventually
the numerous blots on her copy book became a threat to senior
management who had been using her in their general, envious, anti
medical strategy and to protect themselves measures were taken. That
was three years on,

The second disappointment occurred with the chronically hospital-
ised patients. The group work with the continuing care ward was fine
until it became apparent that we were doing well. Then we had stand
up rows with another team who wanted to take over parts of the
project and therefore fragment and thus destroy it. Then, once again
the newer, more narcissistic, power dresser managers arrived with
charts and tables with nothing about whole people on them and a
penchant for denying what they had said the day before.

Again when I was on long leave the project was fragmented by
splitting up all the nurses on the team who had had the group psycho-
therapy training and putting them on different wards, leaving me with
one of our wonderful trained female nurses on a ward full of staff
who were openly antagonistic to any idea of psychotherapy.

To this day the psychotherapy project nurses have not recovered
from their distress about the way things were done. One man took
retirement, the female nurse was bullied and hounded to a point that
she had to take prolonged sick leave. The project manager is luckier
as he has chosen to take early retirement to complete an MA in
psychotherapy which he was stimulated to do because of our project.
The project was destroyed and those who were part of it were humili-
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ated and pilloried. A far, far cry from being appreciated for work
well done.

1 have published a paper on the countertransference problems occur-
ring when working with the chronically ill. The project manager has
always said to me that keeping the institution at bay was in every way
as hard as coping with the overwhelming countertransference from
psychotic patients. I wonder now if the negative effects on staff were
from the ‘social countertransference’ rather than the countertransfer-
ence arising within the groups. Certainly the destructive envy of mem-
bers of staff (clinical and management) towards our staff who worked
closely and well together and the constant battle to keep the project
going was exhausting. ’

Of course it was a group psychotherapy project and groups are
subversive in that secrecy is discouraged while openness, frank
expression of vulnerability, shame and whatever else is encouraged
and can be dealt with by a trained, skilful group facilitator.

1 worked previously in a very demoralised, small hospital in East
London in which, for three years the management refused to allow
me to run a large group for the staff. The purpose of the group was
expressly to deal with the demoralisation and to make staff feel valued.
This hospital is now locum run and has a high turnover of staff, which
is demoralising for staff and patients. Recently a person I had only
just met and who did not know of my previous job described the
hospital as having a ‘hell on earth’ reputation. Management were too
frightened to allow an attempt at healing, possibly because they feared
that they might be faced with some preparatory diagnosis.

So hete in essence is an example of a betrayal and although I have
not spoken about it by name, it is implicit in what I have said up to
now. It is the betrayal of all of us here since we are all patients and
we have been betrayed by none other than ourselves. It can be likened
to an attack on the self. On an institutional scale it can be seen as the
sort of social destructiveness evident when there is a breakdown in
the civilising structures of an institution or society and this surely
should be cause for alarm.

I haven’t left much time to discuss solutions and that may be because
I am not sure that I know of any and discussion around the subject
could well be the subject of a week’s seminar. In addition any solution
would have to be posited in the light of recognition that there is a
problem. And since the prime movers to destroy the NHS -- as an
institution designed to provide as a priority as much in the way of
health care needs for those who need it as possible — sit in parliament,
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many would wish to deny that any problem exists despite what appears
to be overwhelming evidence to the contrary.

To even start to agree on the diagnosis or diagnoses of the sickness
in the NHS would require some therapy to free up the patient and
healer/therapist/doctor in order to allow for the proper examination,
the openness of thinking and frank discussion, the thorough investi-
gation that will nevertheless not kill or damage the patient, in order
to allow us to describe the symptom complex. As it is we start with a
biased doctor and a terrified patient and this militates against an
objective diagnosis.

So treatment of such a huge body has to start on macro and micro
levels simultaneously. For example, taking the medical professionals,
changes should start in the medical schools, starting with the selection
process and going on to including more psychotherapy teaching and
practice in the undergraduate courses and building in an expectation
that all students attend group or individual therapy for a reasonable
period before qualifying. Of course many will say that is unrealistic
but it depends where the priorities lie. (One might hope that the recent
beef crisis which resulted from a failure to regard respect for species
difference — ruminants vs carnivores — and the need for compassion
as a priority over financial gain provides an object lesson but my own
view is that in the current social climate we select split and perverse
leaders who are unable to integrate enough to learn this sort of lesson.)

In all hospitals there should be routine multidisciplinary groups at
which both management (including purchaser and provider) and clin-
ician can learn to speak to each other in ways that respects the others’
skills, training, regulatory bodies and so on.

More time and skill needs to be invested in the study and application
of the ‘psyche’ of institutions including vertical, horizontal and tran-
sitional space dimensions. We need to develop an understanding of
how the negative countertransference works in the social unconscious
and other such issues.

It hardly needs to be stated that we need more clinically sensitive
management, and that bullies and scapegoaters need to be recognised
as the threat that they are and weeded out of positions of power. In
the same breath we all need to avoid becoming the silent majority
colluding fearfully with the bully as the colluding silent majority keeps
the bully in the position of power and the result of this can be seen
historically in the second great war and the development of all fascist
regimes. It would be foolish to underestimate where our current
destructiveness can lead us,
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When, some months ago I was approached about doing a talk on
this subject I agreed enthusiastically and gave this title. Months iater
I had an extremely painful experience of being betrayed in the form
of being scapegoated publicly in a case of a homicide in a very poorly
resourced district by a voluntary patient who had never been on my
ward and who refused to see me. I am not going to write about that,
but in terms of the workings of the unconscious, my choice of title,
made prior to the event, certainly indicates something.

Being so close to this shaming and painful experience made me wary
of giving a talk as I feel one needs to distance oneself, preferably by
helicopter, from the bomb crater in order to honestly and objectively
assess the effects of the explosion.

I don’t regret the experience as I have learned a lot from it and
perhaps been forced to look into the face of the sun. I hope I have
been able to impart the positive aspects of the experience, even if some
of it is unpalatable. I hope at the very least I have stimulated some
deep thinking and constructive concern and an awareness that we are
all to some extent responsible for current events. And most of all I
hope I have stimulated thoughts about the need for the care and
healing of the carers.
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FROM BABY GAMES TO LET’S PRETEND: THE
ACHIEVEMENT OF PLAYING*

JULIET HOPKINS

I first met Dr Winnicott in 1960 when I had the opportunity to observe
him performing ‘snack-bar therapy’. This was his name for the pro-
vision of the least help needed to release a child from an impasse in
development. Winnicott did this work in his role as child psychiatrist
at Paddington Green Hospital. On the day that I visited, the last child
patient was what was then called “an illegitimate child’, a boy of seven
years who was brought by his voluble Irish mother. When the interview
with Winnicott was over the boy ran off to the toilet. As he emerged
to rejoin his mother I was amazed to see Winnicott stand up and bar
his way. I was still more amazed when, in a flash, the boy climbed
straight up Winnicott, slithered over his shoulder and ran to his
mother’s arms. We all laughed and Winnicott said something about
the boy’s courage standing him in good stead.

Winnicott’s playful use of an Qedipal challenge to this fatherless
boy was a startling contrast to the exclusively interpretative approach
to which I'd been introduced at the Tavistock Clinic. As students of
child psychotherapy we were not expected in those days to initiate
play with children. Perhaps Winnicott enjoyed having presented an
unorthodox challenge to me as well as to his small patient.

A year later I was fortunate to have Winnicott as the supervisor of
one of my training cases. As far as I know, no other student child
psychotherapist ever shared this good fortune, since doctrinal differ-
ences dictated that students should be supervised only by the orthodox.
However, the Tavistock training, though Kleinian in orientation,
allowed some lee-way to its few ‘middle-group’ students like myself to
sclect our own supervisors. I needed my training analyst’s insistence
to gain courage to approach Winnicott and felt over-awed when he
agreed to see me. My anxiety increased when he fixed a regular
appointment at lunch-time and sat listening to me with closed eyes. 1
felt sure he would have preferred an after-dinner nap. However, when
he shared his thoughts I found he had not been asleep but had been

*To be published in The Centenary Papers of Donald Winnicort Ed. Brett Kahr. In press
Kamac Books
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listening intently. There was nothing doctrinal about his views. He
never told me what to do or say. He listened with closed eyes and
then shared his thoughts, letting me see how he played freely with
alternative ideas and encouraging me to do the same. I had to tolerate
much uncertainty.

My intention in this paper is to give a brief account of the therapy
which Winnicott enabled me to do with a little boy who could not
play. I intend to use the development of this child’s capacity to play
to illustrate Winnicott’s thoughts on playing. In this way I hope to
show the sequence of stages through which a child achieves the full
capacity for playing and at the same time to recapitulate Winnicott’s
own original achievement, his revolutionary theory of playing.

My patient was a little boy of three years old called Paddy. He had
no speech and was not toilet-trained. His parents reported that he had
never shown signs of attachment to them and often wandered off and
got lost. He showed no awareness of danger, no response to pain
and regularly ate dirt and rubbish. He had never learned to play but
simply wandered about ‘getting into things’. Paddy’s birth and carly
history had been normal but his development was so slow and so
deviant that the referring paediatrician was uncertain whether he was
mentally handicapped or psychotic.

Paddy was the only child of a very disturbed and unhappy couple.
His mother was a seriously depressed and anxious woman, preoccupied
with thoughts of suicide. She suffered from severe eczema and
explained that she had always avoided touching or holding Paddy in
case his germs infected her skin. Paddy’s father was a very eccentric
man who read philosophy all day and had never been able to find a
job. Neither parent had ever thought of playing with Paddy and they
were at a loss as to how to relate to him.

Tt was arranged that Paddy should come to see me five times a
week, the expected frequency for child analysis in those days; weekly
casework was provided for his parents. The developments which I
shall describe in Paddy were facilitated not only by his own psychother-
apy but by beneficial changes which his parents became able to make.

My first encounters with Paddy were utterly bewildering. He wand-
ered cheerfully around the room, clambered over furniture, dropped
and threw toys and made a lot of noise by banging and shouting. I
found muyself entirely unable to think of any of the interpretations
I had been learning how to give. Winnicott was later to write
‘Interpretation when the patient has no capacity to play 1s simply not
useful or causes confusion’ (1971. p. 51). In supervision he warmly
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supported my intuitive response which was simply to verbalise what
Paddy was doing and feeling. Winnicott spoke of the importance for
children of naming their emotions, intentions and body-parts. Naming,
he said, makes shared and therefore socially acceptable what previously
was only private fantasy. Putting children’s experiences into words
gives them greater self-awareness and hence greater control; it allows
fantasy to be checked with reality, it increases the capacity to remember
and it reduces guilt. So ‘naming’ was not simply the failure to interpret
which I had feared it to be.

Since naming can elucidate latent meaning Winnicott might well
have considered it to be a form of interpretation, but, like other child
analysts of his time, he reserved the use of the term interpretation for
the classical transference interpretation. My Kleinian teachers believed
that only transference interpretations could bring about lasting change.
However today most Kleinians {e.g. Alvarez 1992) recognise naming
as a valued form of interpretation, suited to an immature child’s
developmental level. Like Winnicott, Anna Freud always recognised
the value of “verbalisation and clarification’ (A. Freud 1965 p. 228),
but she saw it primarily as a preparation for analysis proper, rather
than recognising its full therapeutic potential.

Fortunately Paddy warmly welcomed my attempts to feed back in
words what he was feeling and doing. He began to look eagerly at my
face to see my interest in him reflected there. Much later, in a paper
on ‘The Mirror-role of Mother’ (1971 p. 111), Winnicott described
how vital it is for the infant to see his mother’s face reflecting and
responding to his own state of mind, not frozen or preoccupied. Paddy
appreciated that my face and words mirrored his experience and so
confirmed his existence. He began to talk, to point to himself when
he wanted something and to call himself ‘Paddy’. He seemed touch-
ingly overjoyed to discover that he possessed his own thoughts and
feelings. He had arrived at feeling ‘I am’.

For Paddy, the discovery of ‘I am’ was accompanied by the parallel
exploration of “We are’. Paddy took great pleasure in having or doing
the same as me, He was thrilled to discover that we both had blue
sweaters, both had buttons and could both draw circles. He liked to
imitate me and be imitated. We “clapped handies’, blew raspberries
and made animal noises. Thus we established mother — baby games
which normally originate within the first year. These games express a
mutual identification in which the infant distinguishes between the
‘me’ and the ‘not-me” while retaining through play the potential for
assurning either the mother or the baby role. Winnicott thought that
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such early playfulness within the holding relationship took place in
the transitional space, the overlap between mother and baby at a time
when the baby was not yet fully aware of the mother as a separate
person upon whom he depended. Certainly at this early stage of his
therapy, Paddy had not yet begun to experience me as a separate
person whom he missed between sessions or whom he could imagine
to have a personal life of my own.

Winnicott had observed that the development of play depends upon
trust. Paddy’s first venture into play with me must have been based
on his growing confidence that I would continue to prove reliably
friendly and emotionally available, able to respond to his spontaneous
gestures.

1 remember asking Winnicott how I could enable Paddy to move
on to the next stage of development; surely interpretation was needed
now? But no, it seemed that one form of playing could lead spon-
taneously to another. Playing could be both a reflection of the thera-
peutic process and a means of bringing it about. Paddy began to
pretend. His first pretend play, like that of many babies, took the
form of pretending to feed me and inviting me to pretend to feed him.
Plasticine and water became ‘nanas and mook’ (bananas and milk)
and part of each daily session became a mutual feast.

Winnicott knew that this new capacity for togetherness was essential
for providing the context in which Paddy could risk discriminating
and tolerating differences. Paddy started to become interested in
observing and exploring my body and focused on differences in our
clothing and anatomy instead of on our similarities. All the toys had
previously been held in common, but now he selected ‘his’ cars and
bricks and allotted me the others. He would sit surrounded by his
chosen toys and indicate that I should not let mine intrude upon his
boundaries. The difference between ‘me’ and ‘not-me’ was becoming
increasingly delineated.

During this period Paddy gradually developed a powerful attach-
ment to me. He greeted me with enthusiasm and felt very rejected
when it was time to go. Disillusionment was painful. He was forced
to confront my separateness and to face his anger about it. Hide and
seek became his favourite game. This allowed him to play out his
anxieties about separation and loss of contact and about retaliation
and attack. He would jump out of his hiding place to frighten me and
liked to kick me on occasion. These games of hide and seek enabled
me to verbalise his hopefulness that he would not be forgotten when
out of sight and that I would want to find him when he disappeared.
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I was becoming for him both a mental image which he could recall in
my absence and a separate person in the external world who came
and went.

During my supervision I gradually realised that Winnicott’s
approach to children’s play was different from Melanie Klein’s. Klein
used play to understand and interpret children’s anxieties. Winnicott
did this too, but he was more interested in the way that children
themselves use play to reflect and facilitate the development of the
self. He decried ‘running commentary’ analyses, which, by verbalising
everything, steal the child’s experience of his own creativity. For
Winnicott, the significant moments in child analysis were not the
therapist’s interpretations but the child’s use of play to surprise himself
with new awareness, just as adults make self-discoveries by talking
problems through with a friend. Winnicott recognised that, through
playing, therapy of a deep-going kind may be done without interpret-
ative work. This enabled him to appreciate fully the work of play
therapists (1971. p. 51).

Paddy’s next forward step was his attempt to integrate his aggression
through symbelic play. He intended that we should both enact croco-
diles. Instead of the mutual feasting we had enjoyed, we voraciously
attempted to eat each other. This play was not playful, but urgent,
compulsive and aggressive. Such play is likely to be motivated by the
repetition compulsion (Freud 1920) with the aim of mastering unre-
solved trauma.

It was at this point in Paddy’s therapy that interpretation began at
last to play a significant part. When repression has rendered conflicts
deeply unconscious they cannot be spontaneously resolved through
play, which may become unplayful and repetitive as Paddy’s play did.
Interpretation aims to help children understand what they are worried
about so that they can recognise it and work it through.

Paddy’s crocodile play could be understood in many ways, but it
was particularly meaningful to him when I likened the crocodile’s
scaly, wounded skin to his mother’s eczema, and spoke of his feelings
of responsibility for causing this. Klein had taught me that children’s
imaginary monsters were projections of their own aggression, but
Winnicott’s view that playing takes place in the overlap of the ‘me’
and the ‘not-me’ led me to the realisation that Paddy’s crocodiles
reflected not only Paddy’s own aggression but also the experience
which had aroused it (Hopkins 1986); in this case, his mother’s physi-
cal rejection of him on account of her eczema. Playing out these
aggressive themes helped Paddy to separate fantasy from reality, to
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recognise that wishing to hurt is not the same as doing and that
thought is not equivalent to action. But Paddy’s feelings of responsi-
bility for his mother’s eczema and for her rejection of him ran deep
and proved very hard to mitigate.

Interestingly, it was after Paddy had tested my capacity to contain
the crocodile’s aggression that he ceased to be oblivious to physical
pain. Perhaps he now allowed himself to cry when hurt because he
could rely on my survival and so on my availability to comfort him
(Fraiberg 1982).

After fifteen months of therapy had passed, Paddy was talkative,
toilet-trained and no longer eating rubbish. His parents had been
greatly reassured by the improvements in his development and he
began to develop an affectionate attachment to them both. A nursery
school agreed to give him a place and so he gained his first opportunity
to play with other children.

One of the benefits of my supervision with Winnicott was the
extension of my imagination beyond the range of children’s uncon-
scious fantasies as described by Freud and Klein. For example,
Winnicott was fascinated by children’s response to gravity. He thought
of gravity as posing a male quality to be mastered and a female quality
of uniting with earth, whether in love or despair.

From early in his therapy Paddy worked at defying gravity by
erecting great piles of wobbly furniture. He wanted to put a cushion
on top and sit there. Winnicott thought that Paddy was aiming to
recreate mother’s lap, to climb up into her arms and resist being
dumped on account of her depression. Paddy was asserting his determi-
nation to keep himself up even if mother let him down. He developed
games of climbing round the room without touching the floor. These
games were very exciting and here he illustrated Winnicott's thesis
(1971. p. 52) that playing is inherently exciting and precarious, not on
account of instinctive arousal as Klein believed, but on account of the
precariousness of the interplay in the child’s mind between what is
subjective and what is objectively perceived. Paddy was excited by
managing the interplay between fantasies of falling and of flying and
the realities of his limited powers to master gravity. And, when he
mismanaged the interplay, he fell.

T now know that Winnicott’s sensitivity to the effect on Paddy of
his mother’s depression was based on his own experience of a depressed
mother (Phillips 1988). His personal mastery of this childhood
experience has provided us with some of his most profound insights.

Paddy had yet to achieve the capacity for role-playing. This first
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began at the age of four-and-a-half years when he called himself ‘King
of the Castle’ and called me “The dirty rascal’. From there he went on
to role-play various admired daddy-figures: the coal man, postman,
milkman and dustman. This make-believe led us into themes of
Oedipal rivalry and jealousy. Later he risked reversing roles with me,
for example, saying, ‘You be Paddy. I'm you. I go home to my daddy-
man and you cry’. This was clearly a means of mastering his jealousy,
but it was also the first step towards putting himself in another’s shoes,
a development which Winnicott later cailed ‘inter-relating in terms of
cross-identifications’ (1971. p. 119); This represents the creative aspect
of introjective and projective processes.

Paddy’s capacity to verbalise his fantasies increased. When I told
him of my coming summer holiday he clutched his genitals and told
me that his willy was a baby camel with two humps which would feed
him in the desert. This symbolism was meaningful to me but Paddy’s
distress about my holiday ensured that he used the symbolism in a
literal way; he could not allow us playful space to think about it. A
year later, rising six years old, he remembered this fantasy with much
amusement and told me, ‘T really believed my willy made mitk! Now
I pretend my willy makes me fly — but not really!’. Paddy had now
achieved both a sense of humour and a more mature capacity for
playing, a capacity which Winnicott distinguished from the physical
activity of play. Playing denotes the ability to distinguish reality from
fantasy and past from present, while giving playful rein to a creative
imagination which is neither delusional nor literal.

Today, the cognitive aspects of this development are being explored
by researchers on the ‘theory of mind’. Winnicott could have told
them, what so far their research has ignored, that the capacity to think
flexibly and imaginatively about thinking, to play with reality, depends
upon a facilitating environment. In ordinary good-enough homes this
capacity develops naturally enough. But in homes where the baby
finds no mutuality, where the parent’s face does not reflect the baby’s
experience and where the child’s spentaneous gesture is not recognised
or appreciated, neither trust in others nor confidence in the self develop
and play is stunted. During his therapy Paddy had gained enough
trust in me to play and had used his play and my reflection upon it
to develop both a capacity for imagination and for self-reflection. He
had also developed affectionate attachments, lost his symptoms and
become able to prosper in a mainstream school. When therapy ended
he was not free from problems but he was able to cope.

In the thirty-three years which have elapsed since then, children’s
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toys and games have changed, but the way in which children use play
to find and become a self remains as Winnicott described it. Winnicott
was alone among psychoanalysts in recognising that playing was at
the root of our capacity for creative living and for the enjoyment of
life. He expanded Freud’s view that mental health is reflected by our
capacity to love and to work. He saw that our mental health also
depends upon the establishment of a transitional realm in which subjec-
tive and objective overlap and in which all playing, all cuiture and all
religion belong. He recognised that our mental health depends upon
our capacities to love, to work and to play.
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FALSE SELF: SOME THOUGHTS ABOUT THE
DIFFICULTIES FOR THE PATIENT AND
THE THERAPIST

RUTH BERKOWITZ

Pelagia wept real tears. She had never felt so crushed and humiliated.
Her father had reduced all her rosy reveries to commeon sense and medical
sordidities. (Her father tries to placate her, telling her he was young
once.) ‘Not everything was different in your day, then’ she said tartly as
she left the room. Her father smiled with satisfaction at this Parthian
shot, and sucked very tentatively on the pipe; he had judged that a pert
response signifies an undiminished daughter.

Louis de Bernieres: Caprain Corelli's Mandolin

The term ‘false self”’ is one which has eased itself into the language of
psychoanalysis and there seems to be a belief that there is a shared
understanding of its meaning. The concept itself, introduced by
Winnicott (1949a; 1949b; 1949¢; 1960; 1962; 1968), has not been a
fertile source of further papers although its precursor the ‘as if> person-
ality appears to have generated more thought (Deutsch 1942; 1955;
Greenacre 1958; Katan 1958; Kaywin 1968; Riesenberg-Malcolm 1990;
Ross 1967; Weiss 1966). The reason for the interest in the ‘false self’
in this paper is that Winnicott sounds a warning note for those who
work with patients presenting with this type of disorder. He says that
such patients should not be seen by candidates in training:

‘..t is important that patients who are essentially False Personalities
shall not be referred to students of psycho-analysis under a training
scheme’ (1960 p. 143)

and that in certain cases, his third category of false self, he states that
where the conditions cannot be found for the true self to come into
existence ‘the clinical result is suicide.” (1960) This is how he describes
his third category:
‘The False Self has as its main concern a search for conditions which will
make it possible for the True Self to come into its own. If conditions
cannot be found then there must be reorganized a new defence against
exploitation of the True Self, and if there be doubt then the clinical result

is suicide. Suicide in this context is the destruction of the total self in
avoidance of annihilation of the True Self. When suicide is the only
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defence left against betrayal of the True Self, then it becomes the lot of
the False Self to organise the suicide. This, of course, involves its own
destruction, but at the same time eliminates the need for its continued
existence, since its function is the protection of the True Self from

insult.” p. 143

The idea that 1 would like to explore is that in this type of False
Self the issues are nothing less than life and death, or more appropri-
ately life or death which may be revealed in several ways. I would like
also to illustrate this with some clinical material from work with such
patients and to consider some of the difficulties faced by both patient
and therapist in the therapeutic encounter.

Put more succinctly, I would like to think about what the conditions
might be for the True Self to come into existence and equally, what
the impediments to this might be.

The concept of true and false self

Of the terms, ‘true’, ‘false’ and ‘self’, the most difficult to grasp is
‘false’. The other two are not entirely straightforward but more access-
ible. The term ‘true’ is an interesting one for Winnicott to choose and
I wondered why not ‘real’. The Oxford English Dictionary defines true
in terms of real but not the other way around. It is in the definition
of the term ‘real’ that there is the sense that Winnicott appeared to
wish to convey, the idea of ‘existence’. The True Self according to
Winnicott comes from the aliveness of the body tissues and the working
of body functions, including the heart’s action and breath. It appears
as soon as there is any mental organisation of the individual at all,
and for him it means little more than the summation of sensoti-motor
aliveness (1960). Why not ‘real’? Freud said the ‘opposite of play is
not what is serious but what is real (1908 p. 144) and Winnicott
juxtaposed these two in his title of his book ‘Playing and Reality’. Is
‘play’ then not available to the False Self'? Winnicott suggests this
when he says that when there is a very great split between the True
and False Self, there is a poor capacity for using symbols and a poverty
of cultural living.

‘Instead of cultural pursuits, one observes extreme restlessness, an inability

to concentrate and a need to collect impingements from external reality
so that the living-time of the individual can be filled by reactions to these

impingements’ (1960 p. 25)
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Before attempting to explore the concept “false’ there is the question
of the meaning of self, A definition by Greenson, for example, indicates
that ‘self” like ‘true’ is closely linked to internal experiences.

‘Self representation is derived from direct awareness of our inner experi-
ences, and on the other hand from indirect perceptions of bodily and
mental reactions viewed as an object. The earliest self images come from
our body sensations and body images.” (Greenson 1954 p. 202)

From the Oxford English Dictionary the definition of ‘false’ is to
do with being ‘purposely untrue’ ‘mendacious’ ‘counterfeit’ ‘sham’.
There is, however, more to the meaning of ‘false” in the context of
‘False Self” as Winnicott intended it to be understood.

The false self

The notion of the ‘False Self’ was perhaps most clearly described by
Deutsch although she wrote about ‘As If’ personalities. In her very
impressive paper (1942) she describes a kind of emotional disturbance
in which the individual’s relationship to the outside world and to his
own ego appears impoverished or absent. She describes the ‘As if’
personality in the following terms:

1. The individual’s whole relationship to life has something about it
which is lacking in genuineness and yet outwardly runs along ‘as if’
it were complete.

2. The initial impression made is one of complete normality, bringing
understanding to both intellectual and emotional problems but without
any originality.

3. Relationships are usually intense but without warmth, a good actor
but without the necessary spark.

4. Outside life is conducted ‘as if* there were a complete and sensitive
emotional capacity.

5. There is an absence of object cathexis but an apparently normal
relationship, which although appearing to be an expression of an
identification with the environment is a mimicry, which results in an
ostensibly good adaptation to the world of reality.

6. There is a completely passive attitude to the environment, picking
up signals from the outer world and moulding oneself and behaviour
accordingly.

7. Initially there is warmth but then a lack of warmth.

8. Relationships have an adhesive quality, loss brings a rush of
spurious emotion but then the object is exchanged.
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9. The same emptiness and lack of individuality in emotional life
appears in the moral structure so that ideals are simply a reflection of
another person.

Winnicott, to my knowledge, did not link his thoughts to those of
Deutsch when he wrote about the ‘False Self” in several papers.
(Winnicott, 1949a, 1949b, 1949¢, 1960, 1962, 1968). It is not the
intention here to try to draw out similarities and differences and it
would appear that several writers use the two terms interchangeably
(Chasseguet-Smirgel 1985; Gaddini 1992). In a paper entitled Ideas
and Definitions, Winnicott (1990) gives the following description:

¢ . .a defensive organisation in which there is a premature taking over of
the nurturing functions of the mother, so that the infant or child adapts
to the environment while at the same time protecting and hiding the true
self, or the source of personal impulses. This is similar to the function of
the Ego, in early Freud, turned towards the world, between the Id and
external reality.

In typical cases the imprisoned true self is unable to function and by
being protected, its opportunity for living experience is limited. Life is
lived through the compliant, false self, and the result clinically is a sense
of unreality. . .’ (p. 43)

Some of the important ideas inherent in the concept of the false self
are to do with:
1. Compliance of the False Self: Deutsch points this out when she
comments on the picking up of signals from the outside world and
moulding oneself and behaviour accordingly. Greenacre (1958) in
discussing Deutsch’s paper talks about the ‘need to please’. Kahn
(1971) writes of passive adaptation to reality, Reich (1953) of the
need to appease external objects by becoming like them, Ross {(1967)
describes such patients as being ‘regular schiemelions’. This com-
pliance, according to Winnicott, is the earliest stage of the ‘False Self’
and belongs to the ‘mother’s inability to sense her infant’s needs’
(1960, p. 145) Elaborating and explaining this idea of Winnicott’s,
Schacht (1988} writes:

“The not good enough mother is incapable of implementing the infant’s
omnipotence and misses again and again the infant’s gesture. Instead she
urges her own gesture onto the child. This forces the child to adapt to
the mother’s gesture. This adaptation of the child to the mother which
corresponds to a reversal of the conditions postulated for the relationship
between baby and good-enough mother, Winnicott calls compliance. This
leads to the early stage of the False Self. The infant is being seduced to
adapt, or the infant is seduced into compliance.” (p. 523)
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2. Impingement: Winnicott {1949a) describes impingement in terms of
environmental disturbances which go beyond a certain degree, that is,
they are as he puts it unhelpful because they bring about a reaction.
According to him at the early stages, there is not enough ego strength
for there to be a reaction without a loss of identity. The kind of
experiences which he considers to be impingements are coincidences
and those which are beyond the infant’s ability to comprehend.

3. Response to impingement: Tmpingement is central to the develop-
ment of the false self. One response may be, as Winnicott puts it, a
pathology of the process of thinking. Thinking in the normal way is
part of the mechanism by which infants tolerate both failures of
adaptation to ego need and the frustration of instinct which produces
tension. In the case of the ‘False Self’ the process of thinking is stepped
up so that mental functioning becomes a thing in itself, an inteilectual
defence, practically, he says, (1968) replacing the good mother and
making her unnecessary. The ‘False Self” thus can become a caretaker
of the True Self, a premature taking over of the nursing function of
the mother.

4. The nature of the anxiety: The anxiety is about annihilation rather
than castration, and is, to use Winnicott’s language, annihilation which
has already been experienced. As he points out, the False Self, is a
protection against the unthinkable, that is, the exploitation of the True
Self which would result in annihilation. What he goes on to say is
that, “if the True Self ever gets exploited and annihilated this belongs
to the life of an infant whose mother was not only ‘not good
enough’. . .but was good and bad in a tantalizingly irregular manner
here.” ( Winnicott 1960 p. 147). Khan (1971) reiterates this idea when
he writes that these patients have actually experienced annihilation in
terms of their autonomous development. Similarly, Riesenberg-
Malcolm (1990) comments on the dread these patients have of their
internal world which, as she puts it, is experienced as a menace to
their sanity, and their choice is either to capitulate or comply.

5. The nature of the affect: The compliant False Self is often charming
and engaging in the manner described above by Helene Deutsch. Yet
she indicates that aggression is masked by passivity, and several
authors agree that underlying this superficial exterior is the most
intense rage. According to Khan, (1971), this rage is linked to the
earlier capitulation, where the choice was between annihilation and
passive adaptation to the regime established by mother. He seemed to
be suggesting in the clinical material, that his patient transformed his
violent rage about this into the service of manic defences and
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precocious mental function. Ross (1967) in his review of the ‘As If”
personality quotes both Jacobson and Deutsch who also refer to the
underlying aggression in these patients. He says

‘Perhaps what we mean by affectlessness in them is their lack of libidinal
cathexes, whereas there exists in them an enormous reservoir of
aggression.” p. 75
Ross talks about the sidetracking of affect and perhaps the sidetracking
is what Winnicott means when he refers to the collection of impinge-
ments which may, as well as serving to fill the living time, be a way
of displacing the rage onto the external environment.
6. The failure to internalize: One of the main features of this type of
patient, is the lack of, or loss of, an object cathexis so that there is a
failure to internalize. This was pointed out by Deutsch (1942) when
she described the apparently normal relationship which she saw as
‘mimicry’, leading to an apparently good adaptation to the world of
reality in spite of the absence of object cathexis. Chasseguet-Smirgel
(1985) writes of subordination to ‘the wishes and commands of an
authority which has never been introjected’ (p. 318). Katan (1958)
describes what he calls a primatry identification by which he means the
patient becomes what he thinks the other person wants her to be
(p. 266). He goes on to describe the fate of this primary identification
which is
‘such that a relinquished relationship is not followed up by an identifi-
cation, but contrary to such sequence, the identification disappears with
the relationship.” (p. 266)
Khan (1971) in a different way talks about a rigid, premature
structuring of internalized primary objects and fantasies and
‘negativity towards all new experience and object relations. Thus through

puberty and adolescence such persons experience little that enlarges or
enriches them and live in a shut-in, unreal world of their own concoc-

tion.” p. 247
Many authors agree that the nature of the relationship of these patients
to the object world is one of imitation rather than identification. This
idea is suggested by Freud in his paper ‘Those Wrecked by Success’
in which he makes a distinction between ‘having’ and ‘being’.

‘Having is the later of the two; after the loss of the object, it relapses into
“being”. Example the breast, “the breast is a part of me, 1 am the breast”
Only later “T have it — that is, I am not it.””’ (1916, p. 229)

Gaddini (1992) elaborates this idea, taking the position that in ‘As If’
patients there is a regressive defence from relationships which would
involve identification:
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“The seriousness of these patients is equal to the entity and to the extension
of the imitative phenomena which substitute identifications, and to their
primitive character...They lead to what ome could correctly define
as an attempt to gain a vicarious identity, magically acquired through
imitation.” (p. 24)

Limentani in his Introduction to Gaddini’s book makes some useful
points in relation to aspects of internalization saying

“Precocious conditions of oral frustrations cause disturbances in the
psycho-oral area and, more precisely, in the introjective mechanisms. This
results in the activity of imitating introjects which can be substituted for
true introjections. By imitating one magically becomes the external object
but unhappily this will not lead to internalization. To be is not to have.
What is lost can therefore be spuriously maintained. . .” p. 4/5

Imitation as a mode or relating is described by several authors includ-
ing Winnicott when describing ‘As If’ and False Self personalities.
Riesenberg-Malcolm (1990) construes the problem with internalization
in ‘As If* personalities in a somewhat different way, in terms of not
learning, keeping the situation immobilized and in terms of hating the
analyst for providing understanding and trying to bring new meaning.

I am aware that most of the aspects I have outlined may be well
worn paths and probably very much part of the understanding of
many therapists and analysts. It felt necessary however, to set a back-
drop for the main purpose of the paper which is to consider some of
the difficulties in working with such patients. One of these is that these
individuals are extremely fragile, described as ‘borderline’ by Kernberg
(1985, p. 13), prone to breakdown, Reich (1953, p. 42) ‘disintegrate
completely’ {Riesenberg-Malcolm 1990) or as Winnicott says potential
breakdown dominates the scene. (1986, p. 33) As mentioned earlier
he indicates that suicide is a serious threat in certain types of False
Self personalities.

Secondly, there appears to be very little work apart from Khan’s
which addresses the difficulties in conducting an analysis or a therapy
with such patients: what for example of the transference, the counter-
transference, the reconstruction in the therapy of the earliest times in
the lives of these patients? How possible is it to work against the
powerful function of the False Self which as Winnicott says is to
protect the True Self which has been traumatised and must never be
found and wounded again? And yet some of these patients ¢come to
therapy and analysis, Why? Is it as Riesenberg-Malcolm (1990) sug-
gests that the ‘experience of not learning and being in analysis offers
these patients a modus vivendi’ (p. 391) or is there a search for the
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conditions which will make it possible for the True Self to come into
its own ( Winnicott, 1960), or both?

Clinical material

The patients on whose material I will draw came to therapy with a
variety of presenting problems. They were all good-looking, charming
and talented, even successful in their own fields. What distinguished
them in terms of their history was a story of a mother who ‘chose’
this child to be her mother, who inverted the relationship. What
distinguished them in terms of the transference, particularly at an early
stage, was a demand for the finest attunement on both sides. They
were in a state of acute vigilance keeping an eye on me to ensure that
they, divining from my response, had got it right and that I did not
lapse in my attention to them. Such a lapse may be a brief breach in
eye contact for those who did not use the couch and for those who
did, changes in my breathing pattern, what they thought (and maybe
had been) a sigh or a yawn from me. This, to them, was a certain sign
of boredom. What I came to realise was that underlying what could
be seen as this ‘tyranny’ were the most profound rage and shame and
an anxiety of such annhiliating proportions that these events could be
experienced as a catastrophe. The essential struggle from a therapeutic
point of view is how there can ever be two people in the room. In the
situation of a False Self personality and the object, the existence of
one seems to preclude the existence of the other. In the countertransfer-
ence, which I hope to describe in greater detail, there may equally be
dangerously good feelings of ‘getting it right’ and a narcissistic blow
of annihilating proportions when things go wrong.

I called this paper “The False Self: Some thoughts about the diffi-
culties for the patient and the therapist’ and what I hope to do is to
explore, unravel some of these and to convey the profound struggle
on both sides to give life and reality where there has been so little. 1
would like therefore to think about some of the problems which
seemed to me to present the greatest obstacles to the work, aware that
many are being left out and link them to areas I have already touched
on above:

1. Compliance: Although we may see the setting as holding, it may
not only be that. The setting demands a high degree of compliance, a
Truby King type of feeding arrangement, sessions are at this time and
not that time, for 50 minutes and no longer and although the funda-
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mental rule seems to some a possibility of freedom to say what they
feel and think, to the False Self it may represent a hidden communi-
cation from the therapist that really there is a right way to do it if
only they can find out. The path to discover the right way is by ‘eternal
vigilance” and doing the job they are most familiar with, tuning in
with the greatest sensitivity to their object.

To one of my patients, Miss L, a young woman in her mid thirties,
her dedicated watchfulness was closely connected with anxieties about
survival, hers and mine. By being so attuned to me, bringing me
material and stories to entertain me, she was my special patient and
80 I would continue to take an interest in her, keep her alive. But in
order to keep herself alive (whatever that might mean in this context)
she had to work very hard to keep me going and this was part of her
compliance. What, she often asked, could possibly keep me in the
relationship if she did not. Worse was the idea that something else,
someone else other than her might keep me going, do the work,
because once again she then would have no life. In the countertransfer-
ence there are obviously feelings of being controlled but it is control
of a particular kind. To sigh or to avert ones’ eyes is cxtremely
dangerous. There are also feelings of cosiness, this is nice, we are
together doing a good job, the patient is intent on getting it right and
so am I. Some of the time one does get it right. This feeling of being
a good therapist is one of the great threats to the whole project because
when the blows fall, the rage is of such proportions that the shock to
one’s narcissism may be too much to bear.

The compliance, the getting it right, might turn as the therapy
progresses from a demand that is ‘life giving’ to one that is ‘death
dealing’. The setting may begin to be experienced as one which serves
the needs of the therapist to the total neglect of the patient, recreating
the earlier situation of the maternal object who was experienced as
using the patient in the service of her own needs.

Miss M, a beautiful and talented young woman had been coming to me for
several months. She of the two children in her family had been the one who
had always cared for, attended to mother. She began to complain in the
therapy about the beginning of the session, how she needed to hear my voice
before she could begin. I interpreted her fears of being left alone of being
abandoned for some time and one day she came in and said ‘I have done my
duty, now you talk.” Based on my interpretations, she said, yes, her problem
was that she felt abandoned and unless I could reassure her every time, it was
useless. She became more and more enraged as she spoke and, finally, throwing
the box of tissues at me, left the room telling me she was ending. 1 went after
her saying ‘Please don’t go, this is not a good way to end, come and sit down
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and let’s talk about it.’ She came back and said ‘1 will explain once more. 1
cannot stand it if you don’t talk to me at the beginning of the session. I feel
like an object. I need to know I am human. If you cannot break the rules, I
can’t stay. Not only must you do it, you must do it freely, like a gift. It is
such a little thing that is all T ask.’

I will return to the issue of the rage later but at this point want to
raise the question of the breaking of rules in such a situation and what
it might mean. I did break the rules, I did begin the next session with
‘How are you today?’ but had, at the same time, to understand that
she wanted to be the one whose needs were attended to. Although 1
had previously interpreted her desperation that I should attend to her
needs and not, as she experienced it, to my own, the interpretation
was not enough. Perhaps my doing something conveyed to her that
she had made an impact on me, in the way that Carpy (1989)
suggests.

1t was a short therapy because she did not live in London and when
she came to end, she told me this change in my behaviour had been
the most important aspect of the therapy for her, to know that I had
heard her, heard her protest. It is also worth noting that my beginning
the sessions was a short lived experience and for most of the time she
would begin herself. I am aware that I have somewhat artificially
separated aspects of working with such patients but they are obviously
interrelated. Compliance as I have tried to consider may be experienced
as imposed by the Truby King type setting, mimicking a rigid feeding
schedule, meeting the demands of the mother/therapist; it may be
revealed in the vigilance of the patient and experienced in the counter-
transference both as a form of control and/or being a ‘good’ therapist.
While there may be some recognition that the patient is a False Self,
there is hopefully the aim, explicit or tacit, that it is the True Self that
both patient and therapist are after. However, the emergence of the
True Self may happen with such force and intensity, that instead of
celebrating its emergence, the response of the therapist could be, like
the original maternal object to attack, to demand the return of the
good compliant child/patient.

2. Impingement: 1 have wondered whether the absolute necessity for
the therapist to get it right, so to speak, is onfy an attempt to control
the object. It is well known that many patients who are considered
borderline may become enraged by some comment which the therapist
considers entirely benign and by which the patient feels hurt or
angered, Could it be that there is such an intense search for authenticity
that anything less than a perfect match is experienced as an attempt
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to destroy the True Self? After what I thought had been a session of
some value in which Miss B could tell me how let down she felt by
me and her relief at being able to say so, I used the word ‘despair’.
This did not feel right to Miss B and she told me that everything was
ruined. This form of impingement may feel like abandonment, the
reflection held up was not of her but of her object. Going even further,
where the understanding of these extreme responses is that it is an
attack on the therapy or the therapist, this too could be an impinge-
ment. Giving the rage this meaning may be experienced by the patient
as being of an impingement of such magnitude that it is felt that all
is lost, rage increases and the small and struggling True Self, the
identity is snuffed out and as Erikson suggests ‘the destruction of
identity can lead to murder.” The failure may be that the regressive
aspects of the rage are ignored. Miss M conveyed how misunderstood
she felt when others only understood her rage as attack. She needed
she said to express this towering rage that belonged to her and needed
others to understand it not only in terms of it being a response to,
and attack on, them.

There is an indication in the literature that the emergence of the
True Self will be accompanied by the kind of behaviour that requires
‘management’, a taking over by the therapist of the caretaking
responsibilities always carried out by the False Self. The impression is
conveyed that the regression will take the form of a loss of function,
a retreat to an early state of dependence. What I have wondered is
whether this regression might at times come in a different guise, a
break through of the most primitive and intense protest. Instead of
recognizing the regressive aspects, the therapist may now at this most
crucial time engage with the False Caretaker Self as an ally against
the unruly True Self. This may be a wish in the countertransference
to return to those times when things were good, a re-enactment with
a mother who might have felt and said ‘you are destroying me’ ‘don’t
do this to me.” So that rather being seen as the seeds of the True Self,
the aggression is seen as the destruction of the object. Bollas (1987)
talks of the hate experienced by some patients which is an attempt to
emerge from a vacuum, from emptiness into object relating,

What I have been trying to consider is that for these patients seeking
the right conditions for the emergence of the True Self, the smallest
misunderstanding is not an opportunity for further searching but may
represent and be experienced yet again as a reflection of the needs of
the object and attempts to meet those rather than the needs of the
patient/child, that is a demand for the False Self response. This may
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lead to a profound loss of hope and how much more so when the rage
is seen only as destructive and not as a bid for life.

3. Response to impingement. As 1 have been trying to indicate, protest
in the form of the most intense rage is one of the responses to
impingement. If this rage is interpreted as destructive to the therapy
and the therapist, this may be the end of the therapy although the
therapy may continue. It may be the end of a real therapy and the
continuation of a false therapy, death to the possibility of the True
Self, the termination of the therapy, or perhaps suicide. The rage can
have a terrifying intensity and while it may be experienced as destruc-
tive, it may not be the whole story or may not be the story at all.

It was Winnicott (1950) who said that aggression is part of the
‘primitive expression of love’ p. 205 and later that the primitive love
impulse has a destructive quality ‘though it is not the infant’s aim to
destroy since the impulse is experienced in, what he calls, the pre-ruth
era’, p. 211. What is so important in this paper of Winnicott’s is the
idea that aggression feels real, much more real than erotic experiences
but additionally, aggression gives no satisfaction unless there is oppo-
sition from the environment. The problem for the therapist is what
the nature of this opposition should be particularly in the light of the
thought that there is a need on the part of such patients for environ-
mental impingement. If we consider this more in terms of projective
identification, a communication about the patient’s objects, this could
be more helpful. If we consider once again Miss M, my experience of
the session with her was one of the most profound response of rage
myself. I felt I hated her, it was not she who was the object, to use
her word, but me. I hated her most for not appreciating my so-called
help and for telling me what to do. I had become a patient and in
those moments there were two ‘patients’ in the room, just as there
had been two ‘infants’ in her early maternal care. ‘L.ook what you are
doing to me” went through my mind. “What about me?" I saw her
despair and felt my own, her hopelessness and mine. By my continuing
to interpret and waiting until she began her session, she had experi-
enced me as her mother whose every need she had to meet, enacting
in a sense a demanding, unyielding mother who would not hear her
daughter’s pleas until she screamed and hurled the box of tissues at
the unresponsive object mother/me. It was only then that I could
experience the objects in her world, the rage with a daughter who
would not do my bidding, my own impotence and concern for myself.
In the moment of her leaving, I reminded myself that it was she who
was the patient, not me. She wanted to destroy me, but not to be
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destructive, more in order that I could survive, and so could she, to
use Winnicoit’s language.

One of the other responses to impingement is what has been calted
the intellectual defence. If the object does not provide the conditions
in which the True Self can emerge, this may lead to the hatred and
rage. Equally there can be no separation from the object because that
way is death. The solution then is to find a place in the mind in which
to try to make sense of what may have been experienced as an
overwhelming trauma and this solution is often an intellectual defence,
an attempt to deal with the overwhelming experience. These patients
describe feeling suffocated in the presence of significant objects and
restless and lonely on their own. In the therapy this dilemma may be
re-enacted in the rather theoretical nature of the dialogue.

Mr P, a talented artist, initially in the therapy wanted explanations,
why and how and what; then began to say that the insights did not
help him, he felt nothing and later spent one whole session holding
his head saying ‘I don’t understand; I don’t understand’ conveying to
me a traumatised infant or child who could make no sense of a world
in which his maternal object had from his earliest days demanded that
he be her confidant, both in her unhappy marriage and her adulterous
affair. The split between the emotional and intellectual life of the False
Self is a profound and the mind may become a place of retreat. These
patients are secretive and guard aspects of their life from intrusion,
from being colonized once again by external objects. But as we said
earlier, they are restless and will describe feeling lonely in their secret
places. In the therapy, what seems to matter is not the bringing of the
secrets, but the bringing of the possibility of being in a secret place
IN the therapeutic setting. The therapy often begins with wall to wall
words, keeping mother/therapist entertained and engaged and to be
silent in the session, to turn to their own inner worlds, is felt initially
to be very dangerous. With Miss L the anxiety was that I would
completely lose touch with her in my mind if she were not talking,
that she would feel abandoned, and, therefore, it felt necessary to
check that I had her in mind. The struggle is that if they remain
vigilant, they feel they have been invaded, but if they drop the vigilance,
they feel alone. Both she and Mr P expressed this dilemma and later,
enormous relief at being quictly with me. One response then to
impingement is to find a secret place, often the mind, which is a failed
attempt to ‘understand” as well as a failed attempt to separate from
the object since there are fears of being abandoned. One of the
important conditions for the emergence of the True Self may be a
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receptive silence. However, the more silent turning inward to the
interna! world brings its own horrors and anxieties.

4. The nature of the anxiety: The ongoing anxiety is of annihilation.
Miss L after some time in therapy was able to recognize and name
the experience of her False Self. But with this recognition and naming
came the contact with and experience of the most profound fears.
Time and again she would come to her sessions saying she didn’t think
she could make it, the fears were too great. Whichever route she took,
she felt that she faced death. On the one hand she said, ‘Collusion is
death’ by which she meant my going along with the ‘good girl’ aspect
of her False Self, the sweet compliance which suffocates the True Self.
Yet, on the other hand, the aggression of the True Self, she continued
to feel, would never really be acceptable either to her mother or to
me. In fact, quite the opposite. If this side of herself were revealed it
would destroy the relationship between her and her mother/me and
she would experience total abandonment. This fear that her emergent
True Self will be destructive, ending in abandonment, is only one form
of the annihilation anxiety. The other is that the giving up of the False
Self will reveal a barren inner world, unnourished or ‘hollow’ as my
patient put it. The role of the False Self is to fill up the hollows so
that neither she nor her objects ‘know’ about this. This ‘not knowing’
is closely linked both to the affect and the difficult with internalization
experienced by such patients.

When the False Self begins to crumble the internal world may be
experienced as a terrifying terrain. Patients describe it in a variety of
ways, a maelstrom, treacle, sand dunes, sinking sand, a featureless
place in which they fear they will get lost. The anxiety increases ‘tell
me will 1 ever get out of this’, how can I ever find my way’, “do you
know what you are doing’, ‘tell me what to do’.

In the countertransference there are anxieties about having led the
patient down this path into a kind of no-man’s-land and to remain in
the nightmare with the patient is very difficult. There is a tremendous
pull back to something reassuring, ‘of course you will’, or to indicate
in some way to the patient that he ought to take charge of himself
and thus the old situation is re-enacted. 1f the mother/therapist cannot
bear it, cannot endure the pain, the child/patient must stop it to spare
mother/therapist. Being with instead of doing to is all that is possible
at this time and almost unbearable for both patient and therapist.

5. The nature of the affect: T have touched on the issue of the rage of
the False Self, the fear of the destruction of the object and the recog-
nition that life itself for the True Self may only begin when the object
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has understood the rage as a source of life and not the end of it. The
other affect which I came to recognise as a very important aspect of
our work was shame which my patient Miss L was gradually able to
reveal. She addressed the subject with terror and a degree of bravado.
It was so awful to have it discussed in the open. Shame was attached
to a variety of experiences, the feeling of being so little and so dull
which could not possibly be of interest to me. Her shame echoes the
story which Chasseguet-Smirgel (1985) tells of the Emperor and the
Nightingale in which it was the mechanical nightingale which caught
the attention and imagination. It was the little grey nightingale, how-
ever, which sang with such purity and sweetness aithough it was so
drab. For my patient, there was fear that her little grey True Self
would not be of any interest to me, how could I possibly sustain a
relationship with her without her efforts to captivate me. What, as [
said before, could possibly keep me there because if she did not work
at it, I would vanish. She described herself as blind mole always seeing
for others. There was also the shame at the extent of her need because
she had given the impression to others of her large confident False Self.

In addition, there was the shame of not knowing. It was not a

question of uncertainty, or ignorance, but more the shame of not
doing her life’s work which was to lead the way for mother, as if she
knew. The precocious development of the ego is often mentioned by
writers in this area and she would describe herself as always having
to be in the advanced party in relationships and on journeys, having
to go first as if she knew the terrain. What she could not bear to know
was that she did not know. Sometimes she would cover her face in
mortification at this state of affairs, saying ‘I can’t bear it. I am so
ashamed.
6. The failure to internalize: All this brings us to what is a central
problem in the work with such patients, that is the failure to internalize.
As the therapy went on Miss L began to talk about food, about the
opinion in the family that there was something very special about the
food, nothing like it and no one but they could make anything as
good. She had always ‘adored’ everything her mother made but had
no sense of whether she liked it or not and had begun to think
differently about her mother’s food. She now felt it was poison.

The nature of the relationship of the False Self to the object is one
of being like, (imitation) and not having (identification) Gaddini
(1992) makes a distinction between early identification and imitation
on the basis that

42



‘early identifications can be distinguished from imitations by the import-
ant fact that a reality, even though fragmentary, becomes integrated and
assimilated’ p. 19
He links imitation to the pleasure principle and identification to the
reality principle. Imitation, Gaddini suggests, happens in the absence
of the object not in its presence and
‘precisely because of this, its aim seems to be establishing in a magical
and omnipotent way the fusion of the self with the object’. p. 21

I have touched on Miss L’s shame of not knowing, that she ought
to be in the vanguard. In the therapy this can lead to omnipotent
behaviour and if understood only as omnipotence, can lead to a
retreat. There are several battles to be fought on the road to taking
in something from another. One may be to do with the anxiety that
there are no others to lead the way, giving up the omnipotent role
leads to a collapse of objects, and as Miss L and I began to understand,
10 ‘other’ could understand and care for her like her own caretaker
self. Another reason may be that asking for something may open up
a cavernous need and hunger and so my patient could not know about
her internal world. She described what she left behind as a burnt out
field, a field which she said, she had set on fire using a matchbox to
set everything alight.

Perhaps this thought about setting it all alight leads to another area
and that is one already touched on. In the therapy there are not and
cannot for a long time be two people in the room, because to allow
that would create the situation of greatest risk, death to one or the
other. What I want to convey is that there is no capacity to glimpse
the possibility of loss, the idea of two people implies that there may
be differences, differences mean separation. My patient could not give
up the fields, she had to burn them, not to know where she had been
or when, to leave no trace. My patient described her world as one
over which she had control, a world without consequences. A world
in which time did not exist, there was no sense of the finite, no
knowledge of a space. To learn, then, is to know one does not know
and to be able to bear that. To learn is give up aspects of the self.
Time and again I would need to point out to my patient how she
might in a manic way hop from one thought to another, taking me
with her at times with horror at her dangerous behaviour, at other
times finding myself laughing, being amused and colluding with her
wish to avoid the pain. Behind all this was the ‘parasitic’ transference,
the experience that her life depended on me but that coming to life
would be too much for us both.
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One further impediment to internalization is related to the threat
experienced by the patient to their uniqueness, which perhaps 1
described earlier as authenticity. While the False Self may be one way
of keeping out intrusion, there remains the lack of a real barrier, a
real boundary between the external and the internal world. The early
experiences of invasion, intrusion of being taken over are evoked again
and again in the therapy:

‘Perhaps the original stimulus barrier, a precursor of defence, persists in

these individuals against a very early threat of being overwhelmed by the
instinctual drives not yet structured by object relationships.’ (Ross p. 68)

Conclusions

I have tried in this paper to outline some of the difficulties the patient
and therapist might have to face when dealing with the False Self.
Winnicott’s warning about the dangers of undertaking therapy with
such patients is worrying but elusive. The therapy, he indicates, could
end in suicide. While suggesting that there need to be the right con-
ditions for the True Self to come into existence, he says little about
what these conditions might be,

Much has been written about containment which would be as
important with the type of patient described as a False Self as with
other patients. Perhaps implicit in the notion of containment is
Winnicott’s idea of survival, the therapist being able to tolerate the
stresses and strains of a therapy, which Stone (1954) describes so well:

‘. . .the decisive factor is the ability to stand the emotional strain of the
powerful tormented and tormenting transference and potential counter-
transference situations which such cases are liable to present over long
periods, without giving up hope. . .’ p. 587

In the case of the False Self it is not only this aspect of survival but
also the capacity to survive the aggression, aggression that perhaps is
a regression to a time when there was a failed bid for life. Survival
here is about the meaning given to the aggression. When it reappears
in the transference the risk is that it is understood only as an attack
on the therapy and the therapist, and not as an expression of the
vitality of the True Self, that bid for life which seeks recognition.
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THE PROVISION OF A CONTAINING STRUCTURE
FOR AN ACTING OUT PATIENT*

BERNARD SHAPLEY

Introduction

This paper describes the first eighteen months of therapy with a thirty
year old woman, in which a major feature of the early stages of
treatment has been the patient’s acting-out. After giving a history, I
will describe the clinical work with Ann, giving particular emphasis
to the various ways in which we came to understand the acting-out
behaviour. In the discussion, I will suggest that activity and action are
used instead of thinking and words to negotiate circumstances where
there is overwhelming helplessness and confusion in the face of
perceived rejection by her objects.

Freud (1914) spoke of patients acting out what had been forgotten
or repressed, instead of remembering past events and considered it to
be a way of remembering. He also considered acting out to be a
measutre of resistance to the therapy. “The greater the resistance, the
more extensively will acting out (repetition) replace remembering. ...’
(p. 151)

In this latter sense, it is a phenomenon felt by some to be undesirable
and the term has become used outside psycho-analytic treatment as a
rather pejorative term for impulsive and irrational behaviours.

However, Sandler, Dare and Holder (1973) comment that ‘. . .acting
out as a clinical phenomenon has undergone a similar change to that
which earlier occurred in the case of transference and counter-
transference, both of which were originally regarded as obstacles to
treatment, but which were later seen as valuable sources of infor-
mation.’ (p. 101) In the work, I have tried to keep in mind the concept
of acting out as a preliminary communication, though one that the
patient or myself may not be able to understand or put into words
until we have both repeatedly experienced the action. The therapist’s
task is to remain engaged with thinking about the communication,

*Reading-in paper for Associate Membership of the BAP. Awarded Lady Balogh prize
in 1994,
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through the counter-transference, by containing and processing the
affects involved.

I considered it particularly important to avoid premature interpret-
ations, made in angry retaliation or in a desire for some potent force
to counteract experiences of helplessness in both patient and therapist.
An interpretation may eventually be framed around the conception
produced as a result of the thinking (Bion 1967), that can be offered
to the patient. The experience of being with a therapist who transforms
into thoughts the patient’s actions, then offering them back in a
tolerable form, provides the patient with an opportunity to begin to
think about the meaning of her behaviour. This process nurtures the
patient’s embryonic capacity for thought and containment, as opposed
to action and expulsion of thought.

History

Ann was in her late twenties when she first applied for psychotherapy
through the Reduced Fee Scheme. She was single, coming to the end
of a professional training and hoping to begin her carcer. She is the
eldest of three children, and has two younger brothers,

Ann’s parents were recently married and in their early twenties when
she was born. Breastfeeding was abandoned by mother after a few
days and a rather cold untactile relationship is often conveyed. Her
mother’s relationship with her own mother is described in similar
terms, as if women can only ever be rivals and the real warmth is
reserved for the men. An early memory is of being given a life-size
doll before her elder brother was born. He was successfully breastfed
and Ann has been told how she tried to remain on mother’s lap at
the same time. She also remembers bringing in other children to watch
mother feeding her new brother. There is an carly sexual memory, at
about three, of playing alone in the garden and having some sexual
contact with a mentally handicapped adolescent who lived nearby.
She thinks this involved some sexual touching of his penis and of a
goat that ate the boy’s cigarette. Afterwards she felt very guilty when
her father called her, imagining he must know about what had
happened.

The birth of the two brothers also seems to have led to a relative
loss of her father, as he became immersed in his enthusiasm for sport,
something he could share with the boys but not with her. Ann became
mother’s silent companion, while waiting for father to return from
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long drinking sessions. She remembers being filled with jealous
fantasies about father’s affairs with other women while he was absent,
while mother is described as having a rather stoical attitude at most
times.

The power of the absent object is also the theme of a traumatic
family incident when Ann was about ten. Her elder brother injured a
child by throwing a stone, and then ran away from home for a few
days to escape punishment. Great anxiety and a sustained search
ensued and his safe return was greeted with relief and presents of
chocolate. This confirmed for Ann that the absent one gets more
attention than those present and that anger could be manipulated into
relief if one went missing after an aggressive act. I shall describe how
this emerged in the acting out.

Educationally, Ann had some learning difficulties at school (dys-
lexia), and would regularly disrupt classes in order to aveid her spelling
difficulties being noticed and she also felt she was given little encourage-
ment because she was a girl. She left school at the earliest opportunity
and began an apprenticeship at a nearby town. She seems to have
withdrawn from family life at this point, both physically and emotion-
ally. She reports having begun drinking, using drugs (mainly cannabis),
engaging in promiscuous sexuality and over-eating.

Ann came to London at about twenty, continuing a ‘bed-sit’ life
while working until she became interested in reading, encouraged by
a student boyfriend. This led her to begin a ‘fresh-start’ course and
she then obtained a place at polytechnic on a degree/professional
training, as a mature student. She was most surprised that she could
undertake academic work, was not stupid and that the polytechnic
took her dyslexia seriously.

In the final year of her degree, she began living with David, a
boyfriend who had children by a previous relationship. Shortly after-
wards, Ann became pregnant and decided to have a termination
because if she had the baby she would not be able to complete her
degree for some time. The termination took place some months before
we began therapy.

The Referral and Initial Interview
Ann referred herself to the Reduced Fee Scheme, being aware of it
through friends and fellow students who were also in therapy. Her

quite detailed letter requesting therapy mentioned concern about being
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‘.. .iratinaly jelouse. . .” and anxious about the effects this could have
on her relationships. She also mentioned a defensiveness in the face
of any criticism and confusion about her past and her relationship
with her parents. The crisis of the pregnancy and termination had led
her to seek once a week counselling, but she now felt she needed more
than this. There was some rather insightful acknowledgement of resist-
ance in her admission of a wish to continue to see the problems as
‘everyone else’, and in the way she ends her letter, ‘I hope this letter
makes sense as I do not intend to redraft it for fear of it never being
done.’ It seemed hopeful that she wanted to communicate with some-
one whom she hoped would be interested in the content of her letter
rather than the shortcomings of her spelling.

The assessment interview covered similar concerns, but also com-
municated a rather chaotic state of mind, in which past and present,
internal objects and external reality can become very confused.

Ann arrived for her initial interview early and looked rather anxious.
She began our interview by describing her overpowering jealousy
towards the children of her boyfriend’s marriage, or of any contacts
he had with other women. She felt that this had something to do with
her past. She described her family background but tellingly said little
about her mother. Her father was described in rather disparaging
terms, either absent or soppy when drunk. She became angry when
she spoke of her parents’ lack of expectation of her at school, because
she was a girl, and how demeaned she had felt by their praise of her
abilities in art.

She was tearful as she said she thought men got everything, though
also acknowledged that her mother had in fact given her considerable
financial support during her degree.

Three elements of the interview now seem, with hindsight, most
significant. The first is a point quite early on when she suddenly
checked herself after having spoken very freely about her jealousies.
In response to my enquiry about what had happened at that moment,
she expressed discomfort that I was a man and wondered if she would
be able to speak to a man about all she had to say? In fact, at first
she thought the BAP had made a mistake when a male therapist was
offered. If Ann’s psychopathology is seen in terms of occupying a
boundary between pre-oedipal and oedipal relations, I was being
offered as the available father (at that stage) which she initially accepts,
but then remembers that she has made a mistake, that what is wanted
at a pre-oedipal level is a regressive two-person relationship with
mother, This wish certainly reappeared at the beginning of therapy
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proper. A little while later, her anxiety about a claustrophobic merger
emerged. A comment of mine about her ambivalence about beginning
therapy was responded to by telling me of her fear of her parents
taking her life over if they came to visit her flat. She was also afraid
of a maternal closeness, of being taken over and made helpless by me,
when I make the comment about ambivalence that deepened our
rapport.

The second important element was the illustration of a key defence,
in the light of the subsequent acting out. I was told that David and a
friend of hers were also in therapy under the Reduced Fee Scheme,
with women therapists. Ann had made a point of telling David I was
male, imagining that this would engender his jealousy, in spite of her
own doubts. Her own sense of jealousy and exclusion from their
therapies had been reversed by her actions and projected, so that she
gains the good object and they have the now devalued woman. Her
jealousy of others was, in my view, an important motivation for her
seeking therapy in the first place and this will be considered further
in the next section.

The third element was my counter-transference, which involved me
experiencing an affect that I came to recognise was, in part, my own
reactions and in part, the patient’s reaction that had been expelled
into me. I felt very surprised when Ann expressed relief when I agreed
to take her on as a patient. Given her previous comments, I had felt
like the one likely to be rejected by her, but she had tmagined 1
wouldn’t want her as a patient! She could tell me this in words once
I said I did want to work with her, but prior to this I was experiencing
her anxiety on her behalf. It required some subsequent thinking and
processing to understand that I had experienced a projection of her
anxieties about rejection that needed to be disentangled from my own
anxieties as a beginning therapist and my wish for a suitable training
patient.

Acting out as a preliminary communication

The task of creating and maintaining a secure therapeutic space, in
which to think about and understand Ann’s life, was made immediately
difficult because of the pattern of acting out behaviour. The verbal
and symbolic realm could not be fully utilised immediately and highly
charged mental representations had to be discharged through action
rather than thought. I tried to remain as a non-retaliatory containing
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object, trying to understand and put into words the various meanings
I could glean from the communications through action. It scemed
particularly important to process and contain my own feelings, as I
felt invited to become an acting-out object as well. There seemed to
be a wish for me to respond in a way that confirmed the expectations
of that part of her mentioned in the initial letter, which blamed others
for the state of her life. We could then fight, she could then leave and
the projective defences would be maintained unaltered. At times it did
seem as though words and interpretations were hardly a very significant
force for a patient who believed in action and probably only noticed
my actions in maintaining our boundaries. Limentani (1966) points
out that “.. .analysts are apt to forget that interpretations are meagre
satisfactions to our patients who long for action from them’. (p. 279)

The therapy began with a crisis, a dissertation uncompleted, from
which the consequences would be no qualification or prospect of
employment in Ann’s chosen field. Her non-completion of the task
seemed to be a condensation of a number of anxieties and wishes,
First of all, as with many students, it undoubtedly involved develop-
mental rites de passage, fears of the move to the adult world of
professional qualification and employment, of being unprepared. The
dissertation also represented the ‘baby’ she had chosen instead of the
aborted baby. The guilt and sadness at the lost baby needed words
rather than self-punishing actions and interpretations to this effect did
help her engage with her work.

However, the way in which the crisis was presented to me, in our
first session, also involved a phantasy of therapy as a place of
regression to passivity with mother. She expected that I, or other
helpers she was successful in manipulating to do some of the work on
her behalf, would take over and rescue her.

Beginning therapy involved a regressive desire for fusional oneness
with me as an all providing mother who would instantly meet her
needs and expect nothing in return. She was often late for sessions
and did in fact have a quite complicated journey by public transport.
However, she also acted upon a belief that ‘mother’ trains would
appear immediately she arrived at the station, to get her to therapy
on time and it could hardly be her responsibility if she were late. A
therapeutic timetable involving clear boundaries to sessions and pay-
ment were very important in helping Ann feel safe enough from her
fear of the regressive desires and she became able to think a little. For
example, in response to a bill, [ was told about a letter once written
to her by her mother, in which all the money given to Ann to support
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her through her degree was mentioned. She had noticed that I was
counting sessions as well, not acting as the all providing mother of
her regressive fantasy.

Zetzel (1968), in her paper on ‘The so-called good hysteric’,
describes a group of patients that she calls the potential good hysterics,
in terms of analysability. She describes them typically as having failed
to achieve stable ego-syntonic obsessional defences, having greater
open ambivalence in their relationships and being afraid of their
dependent wishes, which are near the surface. She goes on to suggest
that the major problem in the analysis of this group is in the first
phase of analysis, that is to establish a stable analytic situation in
which an analysable transference neurosis may emerge. Patients often
respond to the beginning of analysis by a flight into health or ‘. . .the
emergence of a regressive transference neurosis before the establish-
ment of a therapeutic alliance.” (p. 238)

This description of Zetzel’s seems to encapsulate events at the begin-
ning of Ann’s therapy very well and perhaps helps in understanding
one important and consistent aspect of my counter-transference during
the first few months. This was of my having begun the therapy some
months after Ann, of always trying to ‘catch up’ in some way, of only
ever beginning to understand events well after they had happened.

Ann was persistently late, missed many sessions, paid bills late and
in doing so 1 was left to feel ignored, discarded, of no value to her,
anxious about her whereabouts and then overwhelmed by a stream of
words when she did attend. Gradually it appeared that a reversal was
taking place, an identification with the aggressor, in which T was
expected to experience what she had experienced, rather than have it
revealed to me as memories. For instance, she would not attend and
not contact me, so I would become anxious about her whereabouts,
just as she, we later found, had worried about where her father was,
when waiting with her mother at home. Words had been used by her
parents to beat her with, she could never get a word in to have a
dialogue and now I was being beaten by all her words. I could wait
for her to pay/feed me, just as she had had to wait for the ‘powerful’
parents to give to the dependent child. She was leaving sessions and
going to the pub around the corner, just as her father had left her. It
is now easier to understand much of this behaviour because 1 now
have a more complete history; but in the early months of the therapy,
there was very little comment on, or memory of, the emotional flavour
of childhood experiences. In fact she said she could remember virtually
nothing before the age of ten. Instead, all experience was contained
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in the acting out and used in part as a communication, by placing me
in the position of her as a child. Patrick Casement (1985) describes
this process as communication through defensive behaviour, a way of
telling the therapist about the patient’s unbearable experience. In the
Dora case, Freud (1905) is deserted by Dora as she believes she has
been deserted by Herr K. There is repetition in action that is linked
with that part of the patient that wishes to maintain the status quo in
her psychic life.

The therapeutic task is to think and feed understanding back to
that part of the patient that is thinking insightfully and desires change,
glimmers of which could be seen in Ann’s initial letter of application
for treatment.

At this point I was not in a position to offer interpretations that
linked present and past and offered insight. Instead, I attempted to
offer a holding environment { Winnicott 1960), a calm secure and non-
retaliatory setting in which her communications could be thought
about. Some holding of the counter-transference to the acting-out in
myself, that could then be thought about and eventually interpreted,
then enhances the patient’s sense of a secure environment.

Another aspect of the counter-transference was a maternal desire
to care for someone in real distress that enabled me to feel it was
appropriate to bide my time with interpretations about her attacking
behaviour, until it was possible for her to hear these. Giovacchini
(1987), following Winnicott, suggests that the therapeutic setting has
two components, which he calls the foreground and the background.
In the foreground are interpretations in the classical sense, the food
of the therapy designed to foster insight. The background is the holding
environment from which the patient obtains support, in a harmonious
and held setting that is mainly communicated at a non-verbal level.
Both are required for effective therapy but it seems to me that at this
point background activity prevailed before any of the foreground
could be heard and understood.

The dynamic constellation that dominated the manifest material in
this early phase was exclusion, at both oedipal and pre-oedipal levels.
With her partner’s children, she could feel like one of the children,
the oldest of three, repeating the family dynamic. She would either
feel excluded and jealous while they received his attention or, if with
him, would become anxious about the idea that they had now been
excluded, Ann could readily feel excluded from the life of a couple,
which precipitated intense levels of jealousy and florid sexual fantasies
about the couple.
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She once reported attending a dinner party, in which she and her
partner were seated at opposite ends of the table, her partner next to
a woman friend. It was as much as Ann could manage to hold inside
quite overwhelming fantasies that they wanted to be together, were
glad she was at the other end of the table and were perhaps having
an affair? On other occasions, the fantasies were acted upon with
dramatic accusations, although she always had enough insight sub-
sequently to know that she had over-reacted.

In the transference, any growth in attachment to me would lead to
her partner being ‘out’, in her mind, and vice-versa, especially during
breaks and weekends. A stable three-person relationship appeared to
be untenable, precipitating massive jealous and rivalrous fantasies.
Slowly it emerged that such fantasies had preoccupied her in child-
hood; she had been convinced that her father had been having affairs
when he said he was at the Sports Club. She could hardly believe that
her mother had been so naive as to believe him. Seeing him get out
of a car after having been given a lift by a woman confirmed all her
suspicions.

She recounted two recurrent dreams from childhood, one in which
she was looking down from a great height at father and someone else.
The other was of being on an island, in which a gulf opens up,
separating her from her parents and her brothers, but then they all
become separated from each other eventually. The preoccupations
were all connected with separation and exclusion.

However, important as the understanding of this sense of exclusion
was for the long-term progress of the therapy, its main importance in
the first few months of treatment was as fuel for Ann’s journey into
therapy in the first place. Before she had embarked on it, her partner
and a number of friends had all been in therapy, and a good deal of
talk about therapy and therapists had seemed to take place.

In Ann’s eyes other ‘children’ had been getting more than her once
a week counselling. She wanted more, and there was a hint of oedipal
triumph in her reported boast to her partner that she had been allo-
cated a male therapist. However, there is a difficulty with the desire
to acquire what others have as a motivation for seeking therapy. What
does one do with it once one has obtained it? One of our initial tasks
was to help Ann beyond a triumphant ‘I've got it now!’, to establish
a more stable working alliance based upon some shared recognition
that there were real needs and difficulties that required attention.

Sandler, Dare and Holder (1979) regard the treatment alliance
proper as a function of a relatively stable part of the individual and
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‘.. .based on the patient’s conscious or unconscious wish to co-operate,
and his readiness to accept the therapist’s aid in overcoming internal
difficulties. This is not the same as attending treatment simply on the
basis of getting pleasure or some other form of gratification. In the
treatment alliance there is an acceptance of the need to deal with
internal problems, and to do analytic work in the face of internal or
(particularly with children) external (eg. family) resistance.’ (p. 30)

Through all the missed sessions, an important family dynamic
emerged. Absence was felt by Ann to have greater impact in the minds
of those left behind than presence. Ann had spent a good deal of time
with her mother waiting for her father’s return and the incident when
her brother ran away from home also conveyed an impression upon
her that attention is directed to the absent one.

In the transference, it was as though she felt missing a session would
have greater impact on my mind than her attendance and thoughts.
It revealed a lack of a sense of worth in her presence, as someone who
was of value. She was unable to complete application forms for
permanent jobs and was full of doubt about her judgement in her
temporary post.

She was testing our boundaries to find out how much 1 was interested
in her presence rather than her absence.

This was brought home to me, when on one occasion I made an
error in the face of another destructive, testing attack on me as a
consistent, non-retaliatory object. Ann phoned at the very beginning
of her session time, to say that she would not have time to travel from
where she presently was, to get to therapy with much time remaining.
I accepted this as a cancellation and, practically speaking, she was
probably right that the journey would not have been possible in 50
minutes. Normally, T simply say that I will be available until the end
of the session time.

In the next session, she immediately brought material about people
at work who had abandoned her carefully prepared ‘care plans’. I said
that she felt T had let her down by too readily agreeing to abandon
our ‘care plan’ for the previous session. I had, in her eyes, allied myself
with her destructiveness in a way that disappointed her, as she needed
me to stand for presence, not absence. Dreams are quite sparse, but
she brought one to the following session, in which she was driving a
car with her partner next to her, and someone in the back tried to
stab her. Her immediate associations were to the abortion which
allowed us access to speak about her ambivalence and destructiveness
towards the therapy, without so much persecutory anxiety. Her
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response was to become quieter and she spoke of a growing intimacy
with her father, which I commented on in terms of how much she also
wanted a close and understanding relationship with me. Containment
and interpretation brought confirmation through Ann’s thinking as,
in the next session, the dream was again mentioned and now she
remembered that it was a woman who had attacked her. I commented
on how she seemed to stab the opportunitics for intimacy with me in
the back, trying to keep away from a closer involvement that she both
desires and fears. She responded by telling me of an incident in which
her mother had broken up some non-sexualised intimacy with her
father.

The overwhelming anxieties about the couple being together could
be avoided by absence and separation, reducing conflict with the
internal mother who spoilt and disrupted the opportunities for
intimacy in the therapy.

I have described this sequence in some detail because it represents
a movement in the therapy away from offering a holding background,
towards a foreground in which verbal interpretations made some
impact, where there could be thinking and understanding and some
presence and inter-relatedness could emerge. I could now speak about
and Ann could hear and think about the destructive part of herself
that wanted to abort our care plan, that attacked another part of her
that did want to be psychologically held and understood. We began
to leave the dominance in the therapy of absence and disconnection.
Limentani (1966) considers that, from a technical point of view *. . .it
would seem that there is every indication for tolerating acting out in
the course of analysis and for allowing its gradual decrease’. (p. 281)

Missed sessions, numerous as they still were, were now more connec-
ted with what I too had experienced, in a deepening transference
relationship. In terms of my initial counter-transference, of trying to
catch up, at least 1 now had her in sight sometimes! There was a sado-
masochistic element to the transference, as she tried to regulate and
control the deepening relation to me as a maternal object. She con-
tinued to come late for sessions, to miss sessions and sometimes did
not telephone, leaving me in a state of uncertainty and annoyance. I
understood this as a continued reversal of what she felt it like to be
in therapy. I was felt to be the sadistic figure, who controls when we
meet and then discards her. By not turning up, she became the one in
control of when and if therapy would take place and I could be the

sufferer.
At times I did feel quite helpless, unable to comment on her
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destructiveness, yet increasingly convinced that what was now required
were some clear interpretations about her behaviour. Repeatedly, my
interpretation was essentially ‘You are doing to me what you feel I do
to you between sessions and at weekends’. She was able to contain
and think about her guilt more easily, now that she had some view of
me as a relatively benign, non-retaliatory object who was interested
in her presence. As a result, when we came towards a holiday break
she was taking before my holiday, arranged during the time when
sadistic retaliations dominated, it was approached with a more
depressive anxiety.

She became for the first time concerned about the effects of her
absences on herself and the therapy. She recognised that she had a
real need to attend and there was a wish to preserve some life in the
therapy over the break. This was symbolised by her buying plants
from a shop near my consulting room, to take to her garden and then
arrange to have them watered during her absence.

Acting Out as a Signifier of New Material

A sequence of clinical material from early in the second year of therapy
illustrates a new way in which acting out began typically to be used,
that is, as a preliminary communication to me of new material.

The following sequence became a familiar one:

Acting out

Containment through a transference interpretation

!

Remembering and early links

Below is an illustration of one of the earlier instances of this sequence.

In a Monday session, she was faced with the realisation that T saw
other patients. For the next two sessions, the remainder of that week
she was ill with a ‘viral® illness, as if the whole week had been infected.
A dream was brought to the next Monday session, in which she had
to eat a lump of meat, that was cooked on top but raw underneath.
Her thoughts before telling me that dream had been about people
being with others, especially at weekends. Her associations afterwards
were about how much she wanted to sort herself out, but became so
irritated when proper boundary arrangements were made for her.
I said she was feeling raw inside about our boundaries, weekends
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