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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 bythetitle: Trust and Betrayal — an analytical exploration
into the effect of changes in the NHS,andother caring organisations,
on the consumer and the practitioner. The scope andsignificance 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
happeningin 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 makesense 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 NHSsince 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 thatit is taken for granted that the
‘intrapsychic’ institutional pathology will be visited upon the health
‘consumer’ in no uncertain terms.

Whenonelooks 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 managersandteachers, all the more admirable for remain-
ing healthy in a system that carries so much sickness.

I am notan 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 notindividual 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 hasrealised 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 ofmy familiarity with that group and also because
of time limitations.

Since trust is a key word in thetitle of this talk, we need to linger
on that concept for a moment.Institutionsinvite 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 developmentofthe therapeutic
allianceas:
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 limitationsofreality.
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 hopeof 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
blamebasis. It feeds the valid needs of healthy narcissism and encour-
ages dialogue which canlead to progressive change and can hold and
limit the inevitable shame component.

It facilitates facing disappointmentand loss whichis 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 thatis 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 bytheinstitution 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 accompanyingregression, a fanning of
narcissism andall 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.

Movingto 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 approachthe 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 suchassplit-
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 amountof 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-
ual and aninstitutional level.

Secrecy is a malignant tumour growing in the NHSsoI 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 argumentsfor free speech.

‘Give me’, wrote Milton,‘the liberty to know,to utter, and to argue
freely according to conscience, aboveall 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 andthe health of the British people

without a lively debate, which will be debased if people cannot say
whatthey 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 muchearlier promotion of a desire for truth andreality is found

in thesimile 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 thereforeless 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
nothingelse, 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 manis 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

adaptto 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 journeyto the sun he would be shamed and if he should
attemptto release the prisoners, they would try to kill him.

Nopsychotherapist who has struggledto 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
happeningsilently and relatively uncontested is whatis 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 aboutto 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 suspendedfor eleven years
with no 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 anyreal basis.
Of the rest, there is an over representation of women which inlatter
years is becoming less marked while there is a growing over represen-
tation of Jews and Commonwealth doctors.

Ofthe 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 managertries 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 attempts
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.

T have to remind youthat weare talking about GreatBritain 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
becomesprofoundsplitting 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 andskilled; 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 ofarriving 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 thelist, after which the great man arrived.
‘Whodo you think youare to cancel my list, God Almighty?’ bellowed
the irate surgeon.‘No,’ said the house surgeon, ‘God Almighty’s house
surgeonSir!’ at which the eminence grise had the decency to laugh.

Someof you will have laughedif 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, I 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, andterrified 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

canstill 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. Mostof the medical

9



students remained stony silent. Some joined the consultant laughing.Wediscussed it in a later seminar as an example of those who laughedneeding to identify with the aggressor and moved on to sado maso-chism in medicalstaff.
The same consultant in a temper threw somedisinfectant into astudent’s eyes resulting in the need for the student to receive treatmentat Moorfields Eye Hospital and there were many other similarstorieswith students hating being witnesses but forced to go along with thingsin some wayin order notto be discriminated against in examinationsand for future jobs.
Onestudenttried to avoid partakingin

a

totally unnecessary experi-ment on a dog resulting in it’s death and wastold by the physiologistdoing the experiment that she would befailed in the exam if she didn’tjoin in. I remember the hilarity in my class as we watched a poormouse dying in agony after an administered dose of strychnine.Bear in mind that victims of abuse, abuse. This is all a form ofabuse. Thevictims have to laugh and enjoyit andsplit off the sufferingin order to survive. The medical patriarchy presides over a maladap-tively functioning family in which the fathers, and of course sometimesthe mothers abuse power using secrecy as a tool to keep the abusegoing.
Control, both of patients and medical students is involved. Bodyhandling and causing pain, both physical and psychological, isunavoidable in the course of practising clinical medicine. Thus thesado masochistic elements present in all of us, are aroused but neverdealt with or discussed. In fact they are rarely recognised by namealthough they are frequently acted out towards patients and projectedinto groups and individuals outside.
Authors on shame state that shame is unavoidable in the learningprocess. It does not seem to be dealt with well in medical schoolsif Ican believe my own experience, and that of the medical students andpsychiatric trainees over years of teaching. Shaming in which sadomasochism plays an integral part seems to be an inextricable part ofthe teaching process in medicine and thesensitive students are pickedout for being sensitive. I recall in my teaching group when I was astudent, one of my peers whose father had died. He cameto

a

clinicaltutorial looking as pale as a sheet and barely able to speak. Predictablyhewaspicked upon, asked difficult questions and his appearance madefun of.
Thetraining is brutalising. The healthy students capable of feeling,wept andsuffered 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.

Theless 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 powerrole. They are too fragile to give it up. Needlessto say,
the people who suffer most are the patients.

Patients however, need doctors. To some extent they have to like
them or atleast 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 andsplitting off their hatred and envy.
What on earth can they do if they happen across someone whois

as unpleasant as the man I mentioned, a polite sadist (who causes
unnecessary physical or psychological pain, or insists when nottrained
to do so thatit is all in the mind), a seducer (whosays, 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 yearsin their understanding of them-
selves and are more aware than previously of their own tendencies 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 whoare 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 NHSinstitutions today. The reforms
are now aboutfifteen 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 mcdical 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 theirpreviously considerable, not always wisely wielded power, to largelynon medical, unpredictable, business orientated, management bodies.Theresult is that the Trusts now have grabbed the power. However,some of them don’t have an understanding of clinical matters andthey don’t necessarily havea lot of experience of runninglarge organis-ations, They have the task imposed upon them to run a Health Districtwithin limited, perhaps seriously inadequatefinanciallimits. They mayreceive bonuses for saving money and they don’t have much jobsecurity. People who select to work in such an environment have theirconscious or unconscious reasons; some for the challenge, some toserve the patient public and some because the hostile side of theirambivalence to the medical profession andcarersin general is power-ful. Management jobs as they were constructed in the heyday ofHealth Service changes, were bound to appeal to those who wereprone to be perverse and authoritarian. This would include doctorsfrom the frightened group whoidentify with the aggressor and seekout power in order to remain the aggressor.
Thatis not to say that there are no good and caring managers anddoctors. Some Trusts have good reputations and goodrelationshipswith staff. Things are gradually changingas the failures of the HealthService Reforms and new managementstructures become increasinglyobvious.
However the picture that has emerged through various bodies suchas the various Royal Colleges in different medical specialities, theDefense Organisations, the BMA,the Society of Clinical PsychiatristsStudy 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. Medicalmagazines and journals such as Hospital Doctor and the prestigiousBMJ,indicate profound demoralisation amongst medical professionalsand it is matched by demoralisation in other care groups.I understand that when the Department’ of Health one or two yearsago sent a request to all Trusts to send the department their bedoccupancy numbers, they were rudely ignored by some Trusts whodid not want their numbers to be known. The Departmentof Healthcould do nothing and were left not able to makereliable calculationsabout need.
So it appears now that in somerespects, anarchy has broken out.Trusts are out of control and have too much power and some abusethis 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
someadditional power, in particular, power over colleagues ie. divide
et impera. Andofcourse 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 I think will be recognised as a
familiar template in time, andthatis the presence of the bully colleague
or colleagues andthesilent 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’

imposedby hospital authorities into contracts of employmentdespite,
as Jacobs and Tomlin pointout, theirillegality 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 consequencesof not having such a thing here.
The need to speak out is ever greater as some Trusts are pushed byfear of exposure and shaming about not achieving required targets,into publicly distorting the truth, not to say frankly lying abouttheirachievements, their employees, their basic motives. Professor Joad

(1948) in his description of fascism quotes Hitler in Mein Kampf
where he announces thatit is the duty of Germans‘not to seek out
objective truth in so far as it may be favourableto others, but uninter-ruptedly to serve one’s owntruth.’

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

It must be fairly clear by now that the NHSis probablystill
controlled by a series of fragmented bodies called by the most unrepre-
sentative of names, Trusts or groups of Trusts, who were until recentlyinstructed not to collaborate but to compete. They are closed circlesand as such can becomesealed off to outside influence which is very
dangerous. These Trusts are out of the control of both the Departmentof Health and the government. The process of fragmentation isreflected in the inner workingsof the Trusts andtheir attitudesto staff
whose general demoralisedstatetells a story.
These inner workings include assessment of the patients’ and the

instilution’s needs by dividing them into small increments which can
then be costed and evaluated and bearnorelation to the whole; this
is literally primitive part object territory.

Chasseguet-Smirgel’s (1985) description of the perverse anal-sadistic
universe comes to mind. Boundariesarelost, ‘extremely complex pos-
itions are built up then unmadeand transformed’. She points out that
the Marquis de Sade stated that matteris 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 implementedbecause of lack of resources. Being told that resources are not the

problem, that prioritising will solve it all produces the sameeffect asbeing fed similar perverse nonsense dressed up with an element of
reality. In Chasseguet-Smirgel’s terms, it is offered as a genital penisbutin fact is a pregenital, faecal penis.
The nature of the lie is that it is perverse, it shames andit elicitsrage. 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 supposethat explains why so many caring
professionals feel so bad while there are relatively few protests. Such
is the case with abuse.

Perverse lying pervadesfear filled systems. A propos this, the recent
plans for a shop a docsystem werebrilliant 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 thecost 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 thatis supposedto generate creative
innovative work. It has becomeincreasingly difficult to do anything
new. Here is a vignette to demonstrate this.

In the mid andlate 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 metregularly 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 staff
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 nursetraining 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 I
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
amongstpatients, secrecy about what was being done and so on. At
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one stage this nurse managertold methat she could nottell me what
she was doing with the patients under mycare becauseit was confiden-
tial. It was only because this was extremely dangerouslegally that shewas gently disabused of the grandiose fantasy that she wasentitled tokeep the patients’ treatmenta secret from the responsible consultant.All through this she was supported by the senior managers wholooked blankly at me in our numerous meetings and said that the
nurse manager wasentitled to do whatsheliked with her nurses. (Thevery same managers, notedfor their anti medical stance bya 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 hecould clear his floor of boxes of books and get on with his teaching
andresearch because, they said, he was cocky. He wasnot. Heleft as
soon as he could, to a muchbetter job. He was and is an excellentpsychiatrist.)
As far as the offending nurse manager was concerned, eventuallythe numerous blots on her copy book became a threat to seniormanagement who had been using herin their general, envious, anti

medicalstrategy and to protect themselves measures were taken. That
wasthree years on.
The second disappointment occurred with the chronically hospital-ised patients. The group work with the continuing care ward wasfine

until it became apparent that we were doing well. Then we had standup rows with another team who wanted to take over parts of theproject and therefore fragment and thusdestroy it. Then, once again
the newer, more narcissistic, power dresser managers arrived withcharts and tables with nothing about whole people on them and apenchantfor denying whatthey 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 hadhad the group psycho-therapy training and putting them ondifferent wards, leaving me withone of our wonderful trained female nurses on a ward full ofstaffwho were openly antagonistic to any idea of psychotherapy.To this day the psychotherapy project nurses have not recoveredfrom their distress about the way things were done. One man took
retirement, the female nurse was bullied and houndedto a point thatshe had to take prolonged sick leave. The project manager is luckieras he has chosen to take early retirement to complete an MA in
psychotherapy which he wasstimulated 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.

I 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 nowif 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 ourstaff 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 whateverelse is encouraged
and can be dealt with by a trained, skilful group facilitator.

I worked previously in a very demoralised, small hospital in East
London in which, for three years the management refused to allow
meto run a large group for the staff. The purpose of the group was
expressly to deal with the demoralisation and to makestaff feel valued.
This hospital is now locum run and hasa high turnoverofstaff, 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 attemptat healing, possibly because they feared
that they might be faced with some preparatory diagnosis.
So here 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 onthe 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 muchtime to discuss solutions and that may be because
I am notsure 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 needit 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. Asit 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 hasto 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
butit depends wherethe 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.

Moretime 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 moreclinically 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 developmentofall 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 thistitle. Monthsiater
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 notgoing to write aboutthat,
but in terms of the workings of the unconscious, my choice oftitle,
madeprior to the event, certainly indicates something.

Beingso close to this shaming andpainful experience made me wary
of giving a talk as I feel one needs to distance oneself, preferably by
helicopter, from the bombcrater 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 mostofall I
hope I have stimulated thoughts about the need for the care and
healing of the carers.
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FROM BABY GAMESTO 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 namefor 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 wasthencalled ‘an illegitimate child’, a boy of seven
years who wasbroughtbyhis voluble Irish mother. Whenthe 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 goodstead.

Winnicott’s playful use of an Oedipal challenge to this fatherless
boy wasa 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 toinitiate
play with children. Perhaps Winnicott enjoyed having presented an
unorthodox challenge to me as well as to his small patient.
A yearlater 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 somelee-way to its few ‘middle-group’ studentslike myself to
select 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
appointmentat lunch-time andsatlistening to me with closed eyes. I
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 ofDonald Winnicott Ed. Brett Kahr. In press
Kammac Books
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listening intently. There was nothing doctrinal about his views. He
never told me what to do or say. Helistened with closed eyes and
then shared his thoughts, letting me see how he played freely with
alternative ideas and encouraging meto dothe same.I hadto tolerate
much uncertainty.

Myintention in this paper is to give a brief accountof the therapy
which Winnicott enabled me to do with a little boy who could not
play. I intend to use the developmentofthis 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 sametime to recapitulate Winnicott’s
ownoriginal achievement, his revolutionary theory ofplaying.

Mypatient wasa little boy of three years old called Paddy. He had
no speech and wasnottoilet-trained. His parents reported that he had
never shownsignsof 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 early
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 motherwasa 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 whoread philosophy all day and had never been ableto find a
job. Neither parent had ever thoughtof playing with Paddy and they
were at a loss as to how to relate to him.

It was arranged that Paddy should come to see mefive 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 werefacilitated not only by his own psychother-
apy but by beneficial changes which his parents becameable to make.

Myfirst 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 myself 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 is 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 ofinterpretation, 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 aboutlasting 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 wasfeeling and doing. He began to look eagerly at my
face to see my interest in him reflected there. Muchlater, 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
respondingto his ownstate 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 andtocall 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 wasthrilled 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
assuming 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 babyat 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 personallife 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.

I 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 botha reflection of the thera-
peutic process and a means ofbringing it about. Paddy began to
pretend. His first pretend play, like that of many babies, took the
form ofpretending to feed me andinviting meto pretend to feed him.
Plasticine and water became ‘nanas and mook’ (bananas and milk).
and part of each daily session became a mutualfeast.
Winnicott knew that this new capacity for togetherness wasessential

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 anatomyinstead of on oursimilarities. All the toys had
previously been held in common, but now heselected ‘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 aboutit. Hide and
seek became his favourite game. This allowed him to play out his
anxieties about separation and loss of contact and aboutretaliation
and attack. He would jump outof 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 wantto 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

approachto children’s play was different from Melanie Klein’s. Klein
used play to understand andinterpret 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 symbolic 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 playis 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
aboutso that they can recognise it and work it through.

Paddy’s crocodile play could be understood in many ways, butit
was particularly meaningful to him when I likened the crocodile’s
scaly, wounded skin to his mother’s eczema, and spokeofhis 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 meto 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
thoughtis 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 myavailability to comfort him
(Fraiberg 1982).

After fifteen months of therapy had passed, Paddy wastalkative,
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 attachmentto 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 accountof 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
accountofinstinctive arousal as Klein believed, but on accountof 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 offlying and
the realities of his limited powers to master gravity. And, when he
mismanagedthe interplay, hefell.

I now know that Winnicott’s sensitivity to the effect on Paddy of
his mother’s depression wasbased on his own experience ofa depressed
mother (Phillips 1988). His personal mastery of this childhood
experience has provided us with some of his most profoundinsights.
Paddy had yet to achieve the capacity for role-playing. This first
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beganatthe age of four-and-a-half years whenhecalled himself ‘King
of the Castle’ and called me ‘Thedirty 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 wasclearly a means of mastering his jealousy,
butit was also the first step towards putting himself in another’s shoes,
a development which Winnicottlater called ‘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 summerholiday he clutched his genitals and told
methathis 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 aboutit. A
yearlater, rising six years old, he remembered this fantasy with much
amusement andtold me, ‘I really believed my willy made milk! 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 norliteral.

Today, the cognitive aspects of this development are being explored
by researchers on the ‘theory of mind’. Winnicott could have told
them, whatso far their research has ignored, that the capacity to think
flexibly and imaginatively about thinking, to play with reality, depends
upona facilitating environment. In ordinary good-enough homesthis
capacity develops naturally enough. But in homes where the baby
finds no mutuality, where the parent’s face does notreflect the baby’s
experience and where the child’s spontaneousgesture 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 myreflection uponit
to develop both a capacity for imagination andfor self-reflection. He
had also developed affectionate attachments, lost his symptoms andbecomeable to prosper in a mainstream school. When therapy ended
he was not free from problems but he wasable 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 becomea 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 establishmentofa transitional realm in which subjec-
tive and objective overlap and in which all playing,all culture andall
religion belong. He recognised that our mental health depends upon
our capacities to love, to work and toplay.
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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.
Herfather had reduced all her rosy reveries to commonsense and medical
sordidities. (Her father tries to placate her, telling her he was young
once.) ‘Not everything wasdifferent in your day, then’ shesaid 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
responsesignifies an undiminished daughter.

Louis de Bernieres: Captain Corelli’s Mandolin

The term ‘false self’ is one which haseased 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; 1949c; 1960; 1962; 1968), has not been a
fertile source of further papers although its precursorthe ‘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 theinterest 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:

*...it 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 thatin certain cases, his third category offalse 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 whichwill
makeit 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 theclinical result
is suicide. Suicide in this context is the destruction of the total self inavoidance 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 I would like to explore is that in this type of False
Self the issues are nothingless 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 ofthedifficulties faced by both patient
and therapist in the therapeutic encounter.
Put more succinctly, I would like to think about whatthe conditions

might be for the True Self to come into existence and equally, what
the impediments to this might be.

The concept of true andfalse self
Ofthe terms, ‘true’, ‘false’ and ‘self’, the most difficult to grasp is
‘false’. The other two are notentirely straightforward but more access-
ible. The term ‘true’ is an interesting one for Winnicott to choose and
I wondered whynot‘real’. The Oxford English Dictionary defines true
in terms ofreal 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 individualatall,
and for him it meanslittle more than the summation of sensori-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 twoin histitle of his book ‘Playing and Reality’. Is
‘play’ then notavailable 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
ofcultural living.

‘Instead ofcultural pursuits, one observes extreme restlessness, an inability
to concentrate and a need to collect impingements from externalreality
so that the living-time of the individual can befilled 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 ofself. 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.

Thefalse 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 emotionaldisturbance
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:
i. The individual’s whole relationship to life has something aboutit
whichis lacking in genuineness and yet outwardly runs along‘asif?
it were complete.
2. Theinitial impression madeis one of complete normality, bringing
understanding to both intellectual and emotional problems but without
anyoriginality.
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 environmentis a mimicry, which results in an
ostensibly good adaptation to the world ofreality.
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 Jack of individuality in emotionallife
appearsin the moralstructure 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, 1949c, 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 paperentitled 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
externalreality.

In typical cases the imprisoned trueself 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)

Someofthe importantideas inherent in the conceptofthe 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 motheris 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
correspondsto 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 impingementin terms of
environmental disturbances which go beyond a certain degree, thatis,
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: Impingementis 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 wayis
part of the mechanism by which infants tolerate both failures of
adaptation to ego need andthe frustration of instinct which produces
tension. In the case of the ‘False Self’ the process of thinking is stepped
up so that mental functioning becomesa thinginitself, an intellectual
defence, practically, he says, (1968) replacing the good mother and
making her unnecessary. The ‘False Self’ thus can becomea 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, thatis, 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 andbad 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 whoalso refer to the
underlying aggression in these patients. He says

‘Perhaps what we mean by affectlessness in them is their lack oflibidinal
cathexes, whereas there exists in them an enormous reservoir of
aggression.” p. 75

Ross talks aboutthe sidetracking of affect and perhapsthe sidetracking
is what Winnicott means when herefers 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 hecalls a primary 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 objectrelations. Thus through
puberty and adolescence such persons experiencelittle that enlarges or
enriches them and live in a shut-in, unreal world of their own concoc-
tion.’ p. 247

Manyauthorsagree thatthe nature ofthe 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’.

‘Havingis 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, I am the breast”
Only later “I have it — that is, I am notit.””’ (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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‘Theseriousnessofthese patients is equalto the entity and to the extension
of the imitative phenomena which substitute identifications, and to their
primitive character...They lead to what one 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, moreprecisely,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.
Whatis lost can therefore be spuriously maintained. ..’ p. 4/5

Imitation as a mode orrelating 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 somewhatdifferent way, in terms of not
learning, keeping the situation immobilized and in terms of hating the
analyst for providing understanding andtrying 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 theseis 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 termsofthe transference, particularly at an early
stage, was a demandfor the finest attunement on both sides. They
were in a state of acute vigilance keeping an eye on meto ensure that
they, divining from my response, had gotit right and that I did not
lapse in my attention to them. Such a lapse maybe 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,wasa certain sign
of boredom. WhatI cameto realise was that underlying what could
be seen asthis ‘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 seemsto 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 hopeto dois to
explore, unravel some of these and to convey the profoundstruggle
on both sides to give life and reality where there has been solittle. I
would like therefore to think about some of the problems which
seemed to meto present the greatest obstacles to the work, aware that
manyare beingleft out and link them to areas J have already touched
on above:
1. Compliance: Although we maysee 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 wayis 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 womanin 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 myspecial patient and
so 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 nolife. 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 extremely
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. Someof the time one doesget it right. This feeling of being
a goodtherapistis one of the great threats to the whole project because
whenthe blowsfall, 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 demandthat is ‘life giving’ to one that is ‘death
dealing’. The setting may begin to be experienced as one which serves
the needsof the therapistto 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 camein andsaid ‘I have done my
duty, now you talk.’ Based on myinterpretations, she said, yes, her problem
wasthat she felt abandoned and unless I could reassure her every time, it was
useless. She became more and more enraged as she spokeand,finally, throwing
the box oftissues at me, left the room telling me she was ending. I wentafter
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. I
cannotstand 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 doit freely, like a gift. It is
such little thing thatis all I ask.’

I will return to the issue of the rage later but at this point want to
raise the question of the breakingof 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 I
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.

It was a short therapy because she did notlive 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 herprotest. It is also worth noting that my beginning
the sessions was a shortlived experience and for most of the time she
would begin herself. I am aware that I have somewhatartificially
separated aspects of working with such patients but they are obviously
interrelated. Compliance as J 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: I have wondered whether the absolute necessity for
the therapist to get it right, so to speak, is only an attemptto 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, Couldit 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 herrelief 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 magnitudethatit 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 havefelt 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.

WhatI have been trying to consideris 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 bidforlife.
3. Response to impingement. AsI have beentrying 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 terrifying intensity and while it may be experienced as destruc-
tive, it may not be the whole story or may not bethestoryatall.

It was Winnicott (1950) whosaid that aggression is part of the
‘primitive expression oflove’ 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. Whatis so important in this paper of Winnicott’s is the
idea that aggression feels real, much more real than erotic experiences
put 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 morehelpful. 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. ‘Look 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 oftissues 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 momentofher 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 Winnicott’s language.

Oneof the other responses to impingement is what has beencalled
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
tage. 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 traumaandthis 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.

MrP,a talentedartist, 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
mea 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 emotionalandintellectual life of the False
Self is a profound and the mind may becomea 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 matteris 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 nottalking,
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,butif they dropthe vigilance,
they feel alone. Both she and MrP expressed this dilemmaandlater,
enormous relief at being quietly with me. One response then to
impingementis to find a secret place, often the mind, whichis 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
internal 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.
Timeand again she would cometo hersessions saying she didn’t think
she could makeit, the fears were too great. Whichever route she took,
she felt that she faced death. On the one handshesaid, ‘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 otheris 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’ aboutthis. 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
mewill I 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 oughtto take charge of himself
and thustheold situation is re-enacted. If the mother/therapist cannot
bearit, cannot endure the pain, the child/patient must stop it to spare
mother/therapist. Being with instead of doing tois all that is possible
at this time and almost unbearable for both patient and therapist.
5. The nature of the affect: 1 have touched on the issue of the rage of
the False Self, the fear of the destruction of the object and the recog-
nition thatlife itself for the True Self may only begin when the object
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has understood the rage as a source oflife and not the endof it. The
other affect which I came to recognise as a very important aspect ofour 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 wasattached
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 thestory which Chasseguet-Smirgel (1985) tells of the Emperor and theNightingale in which it was the mechanical nightingale which caught
the attention and imagination.It wasthelittle grey nightingale, how-
ever, which sang with such purity and sweetness although it was sodrab. For my patient, there was fear that herlittle grey True Selfwould not be of any interest to me, how could I possibly sustain a
relationship with her withouther efforts to captivate me. What, as I
said before, could possibly keep me there becauseif she did not work
atit, I would vanish. She described herself as blind mole always seeing
for others. There was also the shame atthe extent of her need because
she hadgiven the impression to othersof 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 herlife’s work which wasto lead the way for mother, as if she
knew. The precocious developmentof the ego is often mentioned by
writers in this area and she would describe herself as always having
to be in the advanced partyin relationships and on journeys, having
to gofirst 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,thatis the failure to internalize.
As the therapy went on Miss L began to talk about food, about theopinionin the family that there was something very special aboutthe
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 nowfelt it was poison.
The nature of the relationship of the False Self to the object is oneof 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, becomesintegrated 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 notin its presence and

‘precisely because ofthis, its aim seemsto be establishing in a magical
and omnipotent waythe 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,
no ‘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 mypatient could not know about
her internal world. She described whatsheleft behind as a burnt out
field, a field which she said, she had set on fire using a matchbox to
set everything alight.

Perhapsthis thought aboutsettingit 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 herlife depended on me but that comingto life
would be too much forus both.
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One further impediment to internalization is related to the threatexperienced by the patient to their uniqueness, which perhaps I
described earlier as authenticity. While the False Self may be one way
of keeping out intrusion, there remains the lack of a real barrier, areal boundary between the external andtheinternal world. The earlyexperiences of invasion, intrusion of being taken over are evoked againand again in the therapy:

“Perhaps the original stimulus barrier, a precursor of defence, persists inthese individuals against a very early threat of being overwhelmed by theinstinctual drives not yet structured by object relationships.’ (Ross p. 68)

Conclusions

T havetried in this paper to outline someofthe difficulties the patientand 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 butelusive. The therapy, he indicates, couldend in suicide. While suggesting that there need to be the right con-
ditions for the True Self to comeinto existence, he sayslittle aboutwhat these conditions mightbe.
Much has been written about containment which would be asimportant 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 thestresses and strains of a therapy, which Stone (1954) describes so well:

‘,..the decisive factor is the ability to stand the emotional strain of thepowerful 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 butalso the capacity to survive the aggression, aggression that perhapsisa regression to a time when there was a failed bid forlife. Survival
here is about the meaninggiven to the aggression. Whenit reappears
in the transference the risk is that it is understood only as an attackon 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 thefirst eighteen monthsof 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) spokeof 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
measure 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 phenomenonfelt by some to be undesirable
and the term has becomeused outside psycho-analytic treatmentas 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 consideredit particularly important to avoid prematureinterpret-
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 asa 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

Annwasin her late twenties whenshefirst applied for psychotherapy
through the Reduced Fee Scheme. She wassingle, coming to the end
of a professional training and hoping to begin her career. 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 motherafter 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 life-size
doll before her elder brother was born. He wassuccessfully 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 early 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. Afterwardsshe 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 haveled to a relative

loss of her father, as he became immersed in his enthusiasm forsport,
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 aboutfather’s affairs with other women while he wasabsent,
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 wasaboutten. Her elder brother injured a
child by throwing a stone, and then ran away from homefor 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 somelearning difficulties at school (dys-
lexia), and would regularly disruptclasses in order to avoidher spelling
difficulties being noticed and shealso felt she was given little encourage-
ment because she wasa girl. She left schoolat the earliest opportunity
and began an apprenticeship at a nearby town. She seems to have
withdrawn from familylife 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 monthsbefore
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 abouttheeffects 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 somerather insightful acknowledgementofresist-
ance in her admission of a wish to continue to see the problems as
‘everyoneelse’, and in the way she ends herletter, ‘I hopethis letter
makessense as I do not intendto redraft it for fear of it never being
done.’ It seemed hopeful that she wanted to communicate with some-
one whom she hoped would beinterested in the content of herletter
rather than the shortcomings of herspelling.
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.

Annarrived 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 buttellingly saidlittle
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 wasa girl, and how demeaned she had felt by their praise of her
abilities in art.

She wastearful as she said she thought men goteverything, 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 wonderedif 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 sheinitially 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 bytelling me of her fear of her parents
taking herlife over if they came to visit herflat. She wasalso afraid
of a maternalcloseness, 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 theillustration of a key defence,

in the light of the subsequentacting out. I was told that David and a
friend of hers were also in therapy under the Reduced Fee Scheme,
with womentherapists. Ann had made a point oftelling David I was
male, imagining that this would engenderhis 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.

Thethird 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 J 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 imagined I
wouldn’t want her as a patient! She could tell me this in words once
L 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’slife, 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 andputinto words the various meaningsI could glean from the communications through action. It seemed
particularly important to process and contain my ownfeelings, as Ifelt 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 expectationsof that part of her mentioned in the initial letter, which blamed others
for the state of herlife. We could then fight, she could then leave andthe projective defences would be maintained unaltered. At timesit didseem as though wordsandinterpretationswere hardly a very significantforce for a patient who believed in action and probably only noticedmy actions in maintaining our boundaries. Limentani (1966) points
out that ‘.. analysts are apt to forget that interpretations are meagresatisfactions to our patients who long for action from them’. (p. 279)
The therapy began with a crisis, a dissertation uncompleted, fromwhich the consequences would be no qualification or prospect of

employment in Ann’s chosen field. Her non-completion of the taskseemed to be a condensation of a numberof anxieties and wishes.First of all, as with manystudents, it undoubtedly involved develop-
mental rites de passage, fears of the move to the adult world ofprofessional qualification and employment, of being unprepared. Thedissertation also represented the ‘baby’ she had chosen instead oftheaborted baby. The guilt and sadness at the lost baby needed wordsrather 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 ofregression to passivity with mother. She expected that I, or otherhelpers she was successful in manipulating to do someof the work on
her behalf, would take over and rescue her.

Beginning therapy involved a regressive desire for fusional onenesswith me as an all providing mother who would instantly meet herneeds 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 therapyontime 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 becameableto think little. For
example, in response to a bill, I 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 ofpatients that she calls the potential good hysterics,
in termsofanalysability. 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 alwaystrying to ‘catch up’ in some way, of only
ever beginning to understand events well after they had happened.

Annwaspersistently late, missed many sessions, paid bills late and
in doing so I wasleft 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 I 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 whereher 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 wasbeing beaten byall 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 dependentchild. She was Jeaving sessions and
going to the pub aroundthe corner, just as her father had left her. It
is now easier to understand much of this behaviour because I now
have a more completehistory; but in the early months of the therapy,
there wasvery little comment on, or memoryof, the emotional flavour
of childhood experiences. In fact she said she could remembervirtually
nothing before the age often. 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 partof 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 hecalls the foreground and the background.
In the foreground are interpretations in the classical sense, the food
of the therapy designed to foster insight. The backgroundis the holding
environment from which the patient obtains support, in a harmonious
and held setting that is mainly communicated at a non-verballevel.
Both are required for effective therapy but it seems to me thatat 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 andflorid sexual fantasies
aboutthe couple.
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She once reported attending a dinnerparty, in which she and her
partner were seated at opposite endsofthe table, her partner next to
a womanfriend. It was as much as Ann could manageto 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 ofthis 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 onit, her partner
and a number offriends hadall been in therapy, and a good deal of
talk about therapy and therapists had seemedto 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 beenallo-
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 hasobtained it? One of ourinitial tasks
was to help Ann beyond a triumphant ‘T’ve got it now!’, to establish
a more stable workingalliance 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 ofgratification. 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 wasfelt by Ann to have greater impact in the minds
of those left behind than presence. Ann had spent a gooddealoftime
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 wastesting our boundaries to find out how muchI wasinterested
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 hersession 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, I 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 abandonedhercarefully prepared ‘care plans’. I said
that she felt I had let her down by too readily agreeing to abandon
our‘care plan’ for the previoussession. I had,in her eyes,allied myself
with her destructiveness in a way that disappointed her, as she needed
meto 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 someonein 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 muchshe 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 whohad attacked her. I commented
on how she seemedto stab the opportunities for intimacy with mein
the back, trying to keep away from a closer involvement that she both
desires and fears. She responded bytelling 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.

1 have described this sequence in some detail becausc it represents
a movementin 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, numerousastheystill 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 comelate 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 whatshefelt it like to be
in therapy. I was felt to be the sadistic figure, whocontrols 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 requiredwere some clear interpretations about her behaviour. Repeatedly, myinterpretation was essentially “You are doing to me what you feel I doto you between sessions and at weekends’. She was able to containand think about her guilt moreeasily, now that she had some view ofmeas

a

relatively benign, non-retaliatory object who was interested
in her presence. As a result, when we came towards a holiday breakshe was taking before my holiday, arranged during the time whensadistic retaliations dominated, it was approached with a moredepressive anxiety.
She became for the first time concerned about theeffects of her

absences on herself and the therapy. She recognised that she had areal need to attend and there was a wish to preserve somelife in thetherapy over the break. This was symbolised by her buying plantsfrom a shop near my consulting room,to take to her garden and thenarrange to have them watered during her absence.

Acting Out as a Signifier of New Material
A sequenceofclinical material from early in the second year of therapyillustrates 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 interpretation1Remembering andearly links

Belowis an illustration of oneofthe earlier instances ofthis sequence.In a Mondaysession, she was faced with the realisation that I sawother patients. For the next two sessions, the remainder of that weekshe wasill with a ‘viral’ illness, as if the whole week had been infected.A dream was brought to the next Mondaysession, in which she hadto eat a lump of meat, that was cooked on top but raw underneath.Her thoughts before telling me that dream had been about peoplebeing with others, especially at weekends. Her associations afterwardswere about how much she wantedto sort herself out, but became soirritated when proper boundary arrangements were made for her.I said she was feeling raw inside about our boundaries, weekends
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especially, and who I was with when she was excluded. She took this
to mean other patients (the ‘virus’ that could now be spoken about)
and felt her rawness was more caused by knowledge about the one
before than the one she supposed came after her. I wondered if this
referred to father, always wanted by mother more than her, or her
experience of the birth of her brothers, when in mother’s eyes their
needs came before hers. Similarly, she imagined that ] must still be
preoccupied with the one who comes first.

In the next session, more of the dream was remembered following
a further interpretation about her raw feelings about me and others.
In the dream there had been a woman, someone she knew from college,
whom she had heard some months previously was pregnant.

In the dream the woman wasbeautifully dressed, fully pregnant and
radiant, madonna-like. Ann’s partner was also in the dream, eating
some fully cooked meat while she was peeling back layers of her meat,
revealing it to be more and more raw. All her associations were to do
with others having something she didn’t have, including me and
psychotherapy training (she is fully aware I was a trainee and was
quite informed about psychotherapy training). She had heard, after
having the dream, that the woman was aboutto give birth and David
was coming to the end of his psychotherapy (cooked. meat!)
Her dream shows that unconsciously she had been observing the

growth of the baby in the woman, and the growth of a capacity to
understand her in me, who appears in her eyes as radiant, full of
beauty and having everything that she is excluded from. There is not
only rivalry with the sibling but envy of those who appear complete.
The ‘virus’ is her envy of and exclusion from the process of fully
becoming a woman through having a child, that she is overwhelmed
by whenasa little girl she observed her mother’s pregnancy and the
birth of her brother. Envy of mother’s creativity now became a theme
of major importance to the therapy and had emerged out of the
acting out.
However, it was the emergence of such material that could also lead

to fresh impetus for acting out behaviour, this time connected with
resistance to the uncovering work of the therapy. Ann was openly
becoming concerned aboutherself and would complain about this. In
her sexual life, she was taking back the projection that it was her
partner who had been troubled. Instead of an attitude towards her
sexuality that had appeared happy-go-lucky, unthinking and some-
what promiscuous, there were emerging great anxieties about control,
penetration and a knife-like penis that would messup herinsides. The
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abortion seemed to be a concrete enactmentof a long-standing internalphantasy.
Ann’s sense of herself as a woman was damaged and she imaginedthat she could never become pregnant. The earlier pregnancy hadbrought somerelief but she now toyed with the idea of pregnancy as‘cure’ for the damage because this avoided the emotional pain oftherapy. The holiday mentioned earlier had been promised beforetherapy began as ‘cure’ for the termination. Greenacre’s (1950) viewof acting out being related to a largely unconscious belief in themagic of action seems most appropriate here.
It is a belief in the omnipotenceofaction in the face of emotionalandliteral impotence (or a fantasy of impotence).Ann,with increasing insight, would describe how she would provokefights with her partner in order to force him to reject her. Thesetypically occurred at weekends and

I

repeatedly interpreted in termsof transference leakage, a deflection and splitting of the transferenceonto her partner (Greenson 1967, Klein 1952), in order to enact andgain mastery over the helpless feelings associated with the weekendbreak and myrejection ofher.
Limentani (1966) considers that the omnipotence of action, in theface of helplessness on the part of the patient, may be paralleled byasimilar phenomenain the therapist, in the need for ‘therapeutic omnip-

otence’ (p. 280).
I certainly often felt that I ‘should’ be offering ‘the’ interpretationthat would halt all the missed sessions and lateness. However, mostofall I was experiencing the helplessness and impotence that was beingreversed and communicated through the acting-out. There were timeswhen the chaotic atmosphere prevented me from thinking, as if mymind became part of a split-up state and I omitted to make fairlyobviouslinks with the past and the transference, in interpretations. Iregard this as what Racker (1968) describes as counter-resistance, inwhich my state mirrored Ann’s resistance to think aboutandlink herexperience together, which I could unconsciously collude with for atime. The chaos generated by activity is chosen instead of thinkingandlinking, to deal with the anxiety and confusion aboutherself that

was becoming increasinglyclear.

I've been thinking. . .
These words began to appear(and be greeted by me with much innerrelief) after a year or so in therapy, heralded by the Summer break
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mentionedearlier. The therapeutic setting was offering an alternative
to action and activity as a solution to psychic distress, and Ann was
developing her capacity to hold and tolerate her affects. Externally,
there was a change of workplace, preceded by a successful application
and interview for a permanentjob, that enabled Ann to have a con-
siderably easier journey to her therapy. The holding environment had
beentested sufficiently by her aggressive attacks on the structure, the
setting and my capacity to think, for her to apply to join her therapy
on a more permanentbasis. She noted that her new workplace was
quite different from the old one. That had been an atmosphere of
open plan chaos, where nothing could be expected of her, where there
were so many distractions. Now she was in a studious and contained
atmosphere, which she tried to enviously denigrate as ‘boring’, but
also acknowledged thatit raised her anxieties about the expectations
involved in a more serious commitment. She remembered that, as a
child, she had often been disruptive in class in order to avoid writing
and exposing her dyslexia. This also represents the split in her attitude
to the therapy, a part of her wantingto be in a studious and thoughtful
atmosphere where she would try to take responsibility for herself, as
opposed to another part that sought action and projection.

Greater confidence in the containment offered by the therapy and
a growing capacity to bear the guilt about her aggression, led to a
reduced use of splitting and projection in order to maintain psychic
equilibrium. She could moreeasily acknowledge her own violence and
aggression, rather than havetoplaceitall in a partner provoked by
her. There was also a reduced splitting of the object, particularly
between her partner and myself and he becameless often attacked for
lack ofattention at weekends, while she faced loneliness and depression
far more fully than she had ever donein her adult life.
A clearer picture of Ann’s internal world appeared, particularly as

it manifested itself in the maternal and paternal transferences, now
that they could develop more deeply in our less chaotic atmosphere.
The relation to her mother emerged as the most complicated and
disturbed.
Mother was experienced by Ann as an ‘arms-length’ figure, unable

or unwilling to give her the tactile love she craved. Both I and her
partner began to be complained of in similar terms, as if physical
cuddling was the only real comfort for her.
An important family dynamic emerged, in which Ann’s relation

with her mother mirrored her mother’s relation with her own mother.
There could notbe close ties between the women,whichled to thoughts
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about homosexual desires and anxieties and became a major themein
later material. Instead, women’s roles were to wait for the men, as
Ann waited passively with mother for father, who provided babies
and somepositive sense of being a woman. By contrast, the men and
boys seemed to be able to emerge from the cold maternalbind, because
they had full access to the external world, that contained excitement
and close comradeship. There is envy of what she perceives as men’s
close relationships with each other, that she is excluded from, as she
was by her father and brothers over sport and in relation to herpartner’s male friends. To be excluded from such relationships became
more tolerable when she acknowledged that she wanted a similar
closeness to a woman. The men have been able to separate, while she
was offered identification with someone waiting for a man. It is not
an identification with a woman whofeels whole and complete in her
own right. Wholeness is given through pregnancy andbabies, so there
is a powerful positive identification with the pregnant maternalfigure.
However, as the material about the woman in the raw meat dream
indicated, mother is also a deeply envied figure for her capacity to
produce babies(especially male babies that would please father). The
deep desire for babies that becameclear allowed us to more fully work
through the pain of the abortion, whose second anniversary we were
now approaching.
The oedipal struggle for the girl involves resolving thelittle girl’s

hatred and envy of mother for having father and the penis, with her
desire to be like mother, to have babies as well. In Freud’s view (1924),
the little girl turns away from mother because of her grievance about
the lack of a penis, after she becomes aware of sexual difference, and
turns towards father in rivalrous relation to mother. However, Klein
(1928), in her paper on the early stages of the oedipus complex, points
to an earlier and more important grievance with mother. The little
girl is envious of mother’s bountifulness, she has the breast and canmake babies.
The child does turn to father because mother has disappointed her,

is envied andis a rival for father. But again, he does not give her what
she wants, the penis and above all babies. So, the original basis of the
disappointmenthas been suffered at the hands of the mother.In rivalrywith mother, thelittle girl has only her unsatisfied desire for mother-
hood to sustain her, an uncertain state, while the little boy doesactually have a penis. In a later paper, Klein (1956) describes the
effects of envy on the development ofinternal objects.

When envy is excessive, the infant cannot sufficiently build up a good
62



object, and therefore cannot preserve it internally. Hence, somewhat
later he is unable to establish firmly other good objects in his internal
world. (p. 215)
The material now recalled in Ann’s therapy, about events around

the time of the birth and infancy of her brother when she was two,
point to a struggle to establish a good maternal object against great
enviousness of her mother. Ann wanted to be mother to her baby
brother; she once attempted to change him with very messy results.
Other children were brought into the home to view mother and the
new baby breastfeeding, though she also found out that her own
breastfeeding had ceased after a few days. She had tried to remain on
her mother’s lap while her brother was breastfed, as if trying to cling
closely to mother as a good object.
A life-size doll had been bought for Ann at the late stages of her

mother’s pregnancy, presumably in an attemptto help her with all the
changes to take place in the family. It appears to me that there is
some defensive idealisation of mother and baby (not a genuine
maternal identification) that hides the painful reality that Ann was a
little girl, not able to have babies like mother,nor wasshestill mother’s
only baby, able to have mother and father to herself. Another doll
was recalled, a ‘Tiny Tears’ doll, who had her eyes poked out. In
condensation,it represents a desire to harm the new baby and a desire
to damage the eyes through which she now had to see a mother and
baby together, each having all that she wants. In terms of movement
in the therapy, it also represents a desire from the active, destructive
her to damage a new ‘seeing’ Ann, emerging from the therapy.
Envy began to emerge a little in the transference, with me being

disparagingly described as a ‘calm’ therapist in the face of her anger,
while she clearly felt anything but calm,asif I too were some madonna-
like figure. The struggle to escape the bind to the envied internal
mother appeared very vividly in a dream, in which it was Ann’s
wedding day and mother had broughtthe dress. However, it was a
child’s dress that she was forced to put on. My interpretation focussed
on her fear of mother’s revenge for her envious desire to be an adult
woman, that mother would keep her as a child. Similarly in the
transference, I forced her into the ‘child’ patient clothes in retaliation
for any envious thoughts about me. Ann recalled how, in childhood,
her mother undertook a good deal of dressmaking for her and remem-
bered great anxiety when standing to have clothes altered, Was there
a fear that motherwastrying to destroy her beauty, though consciously
there was a desire to enhance the ‘pretty’ girl she was always described
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as? In other words, Ann’s relation to her mother, containing both love
and envious attack was projected onto mother and she then anxiously
awaits the retaliatory response. The ‘arms length’ nature of their
relationship may well have been Ann’s only way of dealing with what
wasfelt to be a mutually envious hostility,

IT nowturnto the relation to the father who,in the classical oedipal
constellation, is available to become the new love object in place of
mother and whohelps confirm forthelittle girl her sense of feminine
identity, by satisfying her passive wish to be wanted and loved (Freud
1931). However, father wasthe desirable but unavailable object, whose
attentions she could not attract because she was not a man, nor a
woman who could give him babies. It seems as though Anntried to
attract her father’s attention through her artistic productions (subli-
mated babies), and devoting muchattention to her clothes and appear-
ance. On leaving homeat seventeen, her efforts towards maintaining
her appearance collapsed for a while, into overeating and a lack of
self-care, as she entered a depressed state, defeated in her attempts to
gain father’s attention. A sad picture emerged of a younggirl going
to the Sports Club to look for and be with her father, barely able to
understand that this was not the place where she couldreally belong.
Earlier in the therapy, she had re-experienced similar feelings (hidden
behind the triumph of being father) in her use of the pub near my
consulting room, where she would sit apart, the only woman amongst
the men talking to each other. The two boys could go with father,
could share his love of sport, but she was excluded.

In hercurrentlife, she perceives her partner as much more interested
in his male friends than in her. The weekends became particular
woundsto this sense of being excluded from the male world. It was
at weekends when her father’s absence was most noticeable. Our
Friday sessions are full of material about the impending weekend, how
she will be left on Friday night, she imagines I am itching to be rid of
her and off. She once saw me in mycar, shortly after a session and
concluded that I must be rushing off to watch Arsenal play football.
Much worse was the sense of exclusion when she realised that she
didn’t know where I was going or who I was with. This moreaccurately
parallels her childhood experience of waiting for her father, full of
fantasies and dreams of him being with someoneelse, as described
earlier.
Her raw anger at her father began to emerge; she had wanted to

tear him to pieces and foundherself close to physically hitting him on
one occasion when they were aboutto part, as if her angerat separation
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overwhelmsall sadness and sorrow. Herviolence often gets displaced
into the relationship with her partner. We appear to be getting closer
to Ann being able to express her angry and violent feelings towards
me, about the way I exclude her, without her having to act them out,
by reversing the process and excluding me. An enviousrelation to
motheris therefore overlaid by a jealous relation to father, who wants
to be with someoneelse, be it male or female. As described earlier, I
also consider that Ann hascarried, by projective identification, some
of the anger and jealousy that her motherfelt about father’s absences.
Ann dealt with my imagined trip to Arsenal in exactly the same way
as her mother had dealt with father’s absence — at least we know
where he is! The depth ofjealous fantasy about the absent man is not
only a function of her personal oedipal issues, but exacerbated by a
projective identification with her mother.

Discussion

This paper describes the process involved in establishing a containing
structure with this patient. The containment involves two elements,
firstly the boundaries of the therapeutic relationship itself, that help
the patient experience the sense of being held by a reliable and
consistent other. Secondly, containment is offered to an acting-out
patient, through the therapist’s efforts to understand rather than react
to the counter-transference, and then to offer that understanding to
the patient at an appropriate point. The interpretation speaks to the
patient’s capacity to think and so, as well as an internalisation of the
therapist, innate capacities in the patient are mobilised.
Out of the containment, the elements of Ann’s psychic structure

that have slowly emerged involve the transition from two-person to
three-person relationships. This is difficult when there is an insecure
internal maternal object, damaged by excessive envy. A relatively
absent father, unable to provide an alternative love-object has com-
poundedthedifficulties. Throughout the material there runs a theme,
the desire to move from a passive to an active stance, in order to gain
mastery over unbearable feelings. As an example, I want to consider
in moredetail the meanings behind the provision of a doll before her
brother was born. Thedollis of course provided to encourage mastery
through play as thelittle girl identifies with and imagines herself to
be a mother. But activity and action are being used as a defence
against thinking, in this case about accepting the loss of her exclusive
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place with mother and the narcissistic wound that she is in fact the‘little’ girl. It marks the beginnings of a defence that becomes very
commonin Ann’s life and in the progress of the therapy.
The belief in omnipotenceof action, rather than the value of wordsor the capacity to work at a more symbolic level may relate to a pointin child development where Ann’s ego became overwhelmed and shehad no other alternative way to manage unbearable affects. Stern(1985) describes how a child moves from what he calls an episodicmemory, a pre-verbal world of lived experiences, towards a semanticmemory, where verbal representations become more important. In

acting out, it appears to me that the episodic memory predominates,events have to be experienced, or reversed and experienced by othersrather than be thought about and putinto words.
For Ann, the doll did recognise some need in her, but is also amisattunement, a regressive response with action and a substituteexperience, rather than the acknowledgement of her feelings with

words and understanding.
The offer of a doll on its own may confuse and shut off the world

of verbal representations before they have fully formed,at a time whenshe needed to be helped towards a state where words could functionin place of action. The first year of the therapy has involved preciselythis activity, the negotiation of a move away from action towards a
greater recognition and appreciation of words and thinking. I wondernow if my initial counter-transference, of something happening that Icould not quite understand orcatch up with, did contain an importantcommunication about what Ann felt in being presented with a doll,
and a new baby, confused and unableto find for herself or be helped
to find verbal representations of these events. At the same time, the
doll was an invitation to move on to a symbolic and sublimated
solution to her desire for a baby, not something she was ready or ableto manage atthat time. Her dyslexia may then be a protest against alater situation where she is expected to function at a symbolic levelusing a shared written language, while she wishes to maintain thepersonal and idiosyncratic meaningofher language.Dore (1985) quoted in Stern (1985) considers that a mother has tore-orientate her child at a critical point, from a personal order withher, towards a social order. Previous interactions haveall been about“being together’, now motherbegins to require the child to organisehis/her actions for practical and social purposes, and the personalorderof infancyis lost. It appears that for Ann, this was a very abruptloss and father was not fully available to bring her into the social
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order and the oedipal world. The therapy aimstoassist in the re-finding
of a mother and father available to her, that orientate her towards the
use of words and thinking to deal with psychic pain, as opposed to
action. After nearly two years of struggle, Ann has reached a point
where she has developed sufficient understanding to begin to contain
her urge to act-out and can use the therapeutic relationship as an
opportunity to experience and think about her internal world.
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OF COURSEI SHAN’T GO

BRITTA LLOYD
Introduction: ‘4 heap of broken images’ Eliot, T.S. The Wasteland
The story of K. has, in a sense, no beginning and therefore there is
no middle, although there is always an end. I could describe him as
being like a seed which has not been planted. The story that unfoldsis mostly mine, a story of hard-won flashes of progress and hope,evolving slowly into a sad recognition of how limited my influence
was. The awakening was mine rather than his.

Beginning:‘only there is shadow under this red rock’
K.arrived on time for ourfirst meeting. He wasslight, very casuallybut neatly dressed, young, fair. Although he spoke only in responseto my questions or prompts, the session seemed quite full. There was
a mildness about him which matched his boyish looks. I warmed tohim. However, the literary turn of phrase which I had noted on his
form:‘I shunned the company ofFamily and Friends’, ‘I was consumedwith unhappiness’, had a robotic quality when spoken: ‘My childhoodwas a deprived childhood’. I began to feel that he was repeatingphrases he had heard, probably in the Mental Health Centre wherehe had some group therapy. The words seemed to come from theoutside rather than from the inside. I recalled the hesitation in thevoice of the assessor when she told me about K. She spoke of aschizophrenic mother who had committed suicide when K. was eight
years old, and of an alcoholic father who beat him and his oldersister.She gave information about many job changes, short term relationships
and the current use of antidepressants. She had been cautious abouthis potential as a psychotherapy patient. But something vulnerable
and not yet formed in him touched me, and we agreed to beginworking together.

Early work: ‘J was neither living nor dead and I knew nothing’
The sessions appeared to be a struggle for K. He spoke only inresponse to questions or comments from me. With difficulty I began
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to gather fragments of information abouthis childhood. He seemed
to have had no experience of mirroring, acceptance, response. Instead
K.described a confused woman whoaskedfora light as she held an
apple, and who put her head into

a

lit oven in front of her children,
burningoff her hair. She was taken regularly to a mental hospital. K.
remembered his mothersitting in a chair much of the time. She used
to ask for assurance ofhis love, he told me, but he saw no reason to
love her. A picture emerged of a neglectful father who haphazardly
beat K. for infringement of unclear rules, and again when K.cried.
Foodwassporadically provided, clothing ignored. K. described himself
as dressed in rags and often bullied at school.

Whatdialogue there was,I initiated.It felt as thoughI was rescuing
him from a paralysing blankness. He spent much of his sessions with
his head leaning back and his eyes closed. In between these with-
drawals, he would study and pick at his nails, tap his foot or stare
fixedly out of the window. When he strode out of our first interview,
I was struck by his seeming older than his 28 years. Within a few
sessions, I thought of him as a puer, unsure and underdeveloped. My
perception of his age dropped session by session. Soon I found myself
watching his shut-eyed face and feeling protective. He had become
a baby.

K. seemed incapable of symbolic thought or even imagination.
Asked to describe his sister, he eventually came out with, ‘She was a
schoolgirl’. Similarly, about his grandmother, who had the children
each weekend and gave them their only proper meals, he said, ‘We
didn’t have much in common.’ There was no substance to people in
his life, and no curiosity about anyone, including me. I struggled
through the sessions, working hard to try to find some way to reach
him, to encourage some spontaneity, or even to find out something
about him. Coming up against the wall of his concrete responses,
I asked questions, I told him what he might be feeling, I led, I
encouraged, I spoon fed him.

K’s gross early deprivation had left him with dominant schizoid
characteristics. I knew he would resist dependence on a relationship
which would mean both his and my access to the vulnerable, infantile
part of his personality. I understood him aspreferring an innersilence
and emptiness to the torments of hatred ortherisks of caring. Frances
Tustin (1986) describes the autistic encapsulation which develops to
encase and immobilise the damaged part of the personality concerned
with understanding. She writes about over-concretised thinking, the
restriction of reflective thought, and a sensation-dominated world
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underthe patient’s control. Psychic function is frozen. Efforts to keep
going and maintain an appearance of normality are very hard work.
She refers to minimal contact with people, and a lack of motivation
to communicate. All of this applied very closely to my patient.
However, the concepts of ‘encapsulated’ and ‘immobilised’ held out
hope to me. In due course I felt I would be able to reach the protected
and frail part of K. I would serve as an auxiliary ego, and be the
caretaker ofhis links and his reflectiveness until he could bridge the
frightening chasm between ego and affect. I had as an ally, Jung’s
concept of the archetypal will to heal and develop, and I felt that
even if my spoken thoughts could not be heard, our unconscious
interrelating would have an eventual effect.

I saw my primary role as being a container for K, steadily,
empathically, thoughtfully available, in Winnicott’s mothering sense.
I imagined that K’s trauma had begunin hisfirst hoursoflife, or pre-
natally, so that he had been deprived of the symbiotic stage of infancy
where basic trust and a coresense ofself is developed. The unspoken
aspects of the therapeutic relationship, familiarity, voice, atmosphere,
would be of particular importance to him. At the sametimeI felt it
important to help him to know aboutthings. In a very fundamental
way, K. did not ‘know’, either emotionally or practically.

Linking and unlinking: ‘This music crept by me upon the waters’

He waspassive and gentle, seemingly waiting for me to ‘doit’. I felt
no transference aggression. Whatever I said, he would reply com-
pliantly, ‘I guess so’, or “You’re probably right’, without feeling. My
words seemed neutralised by him, emotional impact gone. Any sense
of what he might be feeling came from my counter-transference and
my imagination. I could think about his messages, spoken and
unspoken, and try to understand them, but I was unable to return
them to him for use. I felt he was not taking much in, but came to
the sessions because those were the rules. It was when I spoke ofhis
childhood that helistened intently,asif I weretelling him an important
story. He wasreceptive to mycreating a history for him, so I discussed,
filled out possibilities, and speculated out loud. Even though the factsI had to go on were very limited, this ongoing monologue seemed the
only way through to him. Apart from these stories, with their fleeting
moments of seeming contact with K., the sessionsfelt lifeless and
aimless.
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K.told me the one dream he remembered of two planes,eachfilled
with half the world’s population, on a collision course. K. was watch-
ing. 1 thought of the rigid encapsulation of autistic children where
feelings seem frozen, and of the dreadof falling forever if the capsule
is cracked. As part of his depersonalised state, there was a pervasive
lack of concern for others. The dream showed his alienation from
himself and from the whole world. He was truly alone.

Linked with the schizoid defence of splitting off mental images (the
doomedplane) from feelings (there were people inside) was an under-
developed super-ego function. K. did respond to some interpretations
from me. Forinstance, he did sometimes telephone when he missed a
session, after I addressed the one-sided keeping-in-mind thathis silence
entailed. He stopped wearing his Walkman into the room after I
interpreted his keeping me away until the last moment. When my
words resulted in silence, he might say,‘It’s rude,isn’t it, not to answer
a question, isn’t it?’ However, the occasional amending of his behav-
iour was based not on a sense of how it might feel for me, but on a
kind ofcollective consciousness, whereby he did not wantto do things
wrong. His response was based on shame rather than guilt which
would have required a sense ofrelatedness to me. The wish to do it
right also took a poignantpractical form, based on another aspect of
his ‘not knowing’. He asked my advice about what to wear to his
college interview: he was not sure whether shorts were appropriate.
Whenhe eventually decided to answer a weddinginvitation, he asked
me where to buy an RSVP card, a gap in his knowledge symbolic of
his inability to communicate. These kinds of questions I answered in
a straightforward way before addressing their emotional surroundings.
Sometimes I talked about practical things, such as options in his
college, as a parent mightto a child. Having never been spoken to
that way, there was muchfor K.to learn. I recognise that it gave us
both a break from the arduous work of analysis.

I felt that anything I said was evacuated, along with any possible
meaning. He told me that he never thought of me between sessions.
It seemed as if I only existed for him when we were together. He
explained that although he sometimes had a thought during the ses-
sions, he didn’t bother to tell me. He gave up his anti-depressants in
the same off-hand way: he had forgotten to take them for a while,
and so stopped. He did not discuss this with me. Nevertheless, I felt
unrecognised rather than devalued.
One day K.arrived an hourearly, just as I was approaching the

front door myself. I told him how early he was, but that I would see
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him.Hesatin silence. I wondered abouthis feelings. K. said he didn’t
like being wrong, and admitted‘fleeting discomfort’. I linked his dislike
of making mistakes with the violence he had experienced after ‘mis-
takes’ in his youth from his father. After a silence I suggested that my
lack of anger had enabled him to put the whole thing aside, after the
fleeting discomfort. K. said, ‘Your reaction was not untoward. It was
just a mistake.’ I pointed out that something unusual had happened
between us; could he let his mind wander around it? After a silence,
I gave him some openings: I had come up behind him; had I startled
him? Where had I come from? How would he havefelt if I had asked
him to return an hour later? He answered, ‘I would have hada bite
to eat.’ I talked about these thoughts giving meaning to what had
happened, and spokeof ‘colouringin’. He fidgeted, yawned, examined
his nails and said, ‘One can make mountains out of molehills. It was
just an episode. We’ve exhausted it, really.’ K. succeeded in avoiding
attaching any thought or emotion to the incident.
The fundamental schizoid defence is splitting, inner from outer,

feeling from mind. Betty Joseph (1989) writes about the pull towards
life and sanity being split off and projected into the analyst, with the
schizoid patient constantly pulling back towardsa silent kind of paral-
ysis and near-complete passivity. The life instinct is being split off.
The concept ofsplitting informed my thinking at this stage. Later I
felt that the loving, ambivalence and guilt which Joseph describes as
being evaded had never been able to develop in K. At the time I kept
in mindhis undiscovered potential, and Jung’s emphasis on transform-
ation. I maintained hope through his very regular attendance.
The sessions continued to be laborious andlifeless. K. gave me the

barest minimum: I commented on a loud yawn;he said ‘I didn’t get
muchsleep last night,’ leaving me tantalised and uninformed. Any
effort to think abouthis relationships with colleagues or acquaintances
faded into pat responses. His literary phraseology began to include
my phraseology, but used in an imitative rather than thoughtful way.
Heoften arrived late. Myrelief at seeing less of him was syntonic with
his unconscious wish for unrelatedness. I then felt anxious abouthis
commitmentto the therapy, an echo of the anxiety his mother’s erratic
behaviour would have caused him. The lateness usually had a concrete
reason, tube delays or oversleeping. Interpretation of oversleeping lead
to acquiescence or silence. I would laboriously nudge an idea into
place, only to have K. say, ‘Perhaps,’ and shut his eyes. When he
wasn’t leaning back with his eyes shut, he was restless, eyes averted
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through the sessions. He never broke the silence, bleak and empty
rather than painful. I felt he was recreating the isolation in which his
mother must haveleft him. It was not a form ofacting out, but rather
an expression of his passivity and alienation.It felt as though he cut
off entirely, and that I had to give him verballifelines which he used
but could not recognise. It seemed that without my constant efforts
the therapy would simply peter into nothingness. I interpreted along
the lines of the classic schizoid dilemmaofthe simultaneous need and
fear of relationships (Guntrip, 1992). I addressed aspects of himself
which did want to understand, which led him to make greatefforts to
come to therapy: for instance, the time he had pushed his bike for
half an hourto his session after getting a flat tyre. This aspect, I said,
was easily overwhelmed by another part of him which felt hopeless
and remote and could not imagine having a relationship with me
which could matter or change things. K. leaned back, said, “You're
probably right,’ and shuthis eyes. He waslacking in the most ordinary
insight or self-reflection, and could not in any way elaborate his
internal, or even his external, experiences. He was emotionally inarticu-
late. My protective feelings faded. Instead I felt both frustrated and
guilty at not being able to reach him, sadistic as I let the silences
lengthen to fifteen minutes, repentant when he took no revenge.

Change: ‘If there were water we should stop and drink’

It becameclear that K. could not make use of my words, but I felt
that my voice and my steadiness might have value for him. Zinkin
(1991) points out that with pre-verbal traumait is not so much what
is said but how things are said that makes the difference. I began to
speak more casually and freely, not interpreting much, but expressing
my interest in his few activities and his reading. When the silence
became heavy I would sometimes, after an initial question from him,
talk about items I had in the room,their history, their meaning. I
used them to illustrate a point. I used them to introduce symbols in a
tangible way, such as the beautifully mended drawing on the wall, the
tear all but invisible. 1 saw this as creating a history between us, in
the same way that I had talked to him about his possible childhood
history. Meltzer (1986) writes about the therapist’s need to perform
the alpha function, of which the patient is incapable, in order to
introduce meaning and facilitate the move into symbol! formation.
Helping K. along in the silences with the objects surrounding him
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seemed a way to encourage symbolic thought. K. sat more quietly andoccasionally volunteered some information. I felt more comfortable,although it wasdifficult to tell whether he did. Sometimes I would feelthat some contact had been made, that some links were tenuouslybeing forged, but K. would undo any fragile bonds with a commentsuch as, ‘We don’t have a relationship, do we?’ or, ‘At the end oftheday it doesn’t mean a lot to you whether I’m pleased to see mysister.’Atthetimeit felt as if the budding dyad was too much for him andhad to be destroyed. Had K.felt helped or understood, this responsewould equate with the narcissistic defence of enviously destroyinganything which felt helpful or good. However, I did not feel thatdegree of emotional movement from K.I fluctuated between feelinghopeful and irrelevant. Monthslater, when I referred again to itemsin the room, K. looked slowly around and said, ‘There’s nothing hereof any interest to me, really.” Looking back, I think that the sense ofcontact and linking were taking place within me, and never reached K.K’s hoped-for solution to his problems was to gain an education.Heapplied to a foundation course and told me he wantedto end thetherapy. I talked to him about the door to his painful inner worldbeing openeda crack bythe therapy, and the ease with which he couldshutit, and ofthe frightened bruised child he wished not to know. Heasked for time to think aboutit, and came backsession after session,not having made a decision. Finally, he decided to continue. Heexplained his decision by saying he didn’t want to think aboutit anymore. Despite the let-downofthis explanation,I felt it importantthathe had made a positive decision to continue. The therapy took on adifferent tone for me.I felt freer, no longer so attacked by K’s undoingstatements. I no longer felt punitive during the silences, and afterinterpreting how often he shut meout, K. kept his eyes open for moreof the time. A strong resentment ofhis father began to be expressed,althoughit was by chance that I would find outthat he had seen him.However, the silences continued heavy and empty. I feared that myprobing might feel intrusive, but felt I had little choice. The con-creteness continued unabated. When returning to oneof the few sub-jects that we could talk about, he would say, “We’ve talked about thatalready. It’s been concluded.’ During onesession I laboured to reachsome meaning in his wish for later session times. K, knowing thechange waspossible, impatiently cut me off with, “What’s the problem?’T interpreted that I mightfeel authoritarian and laborious, rather thanlike an ally. He answered, ‘I haven’t really reached a conclusion as todefinitions.’ Yawn. ‘It’s no big deal.’ Sometimes his paucity would be
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transferred to me and I would escape into my own thoughts during
the silences, feeling let off the hook if his eyes were shut. Sometimes
I found my voice over-lively, as if trying to get some energy through
to him, but then I worried that I was driving him away, being out of
step with him. Although at the time I felt more commitment from K.
and more ease between us, I now think that I seduced myself, not
him, with my eloquent case for his continuing in therapy. I wove a
web of words which camouflaged his inability to consider his choices,
and in the end he took the course of no-change. Thinking back, it was
not so much him, but my own adjustments which hadfelt like change.

Withdrawal: ‘There is not even solitude in the mountains’

What did change for K. was a wave of depression which pulled him
down during my summerholiday. He had restarted anti-depressants
during the summer and all the denied anxiety about his access course
emerged in body symptoms. Heslept badly, couldn’t concentrate, and
felt exhausted. He insisted thatit all had to do with anti-depressants:
he never should have stopped taking them. He told me he felt better
immediately after my return, butrejected any possibility of my having
influenced either his low or his improved state. Strangely enough, the
tone of the sessions did not alter, despite his problems. Monthslater
he arrived at a session having spent the previous 24 hours drinking. I
was struck again by how that seemed to make no difference to the
session. Both tiredness andtheafter-effects of alcohol seemed to tally
with his depersonalised state.

K’s college course began and immediately created difficulties for
him. The battle between turning towards or away from life, which was
to mark every phase of our work, was fought and lost. He had chosen
to study humanities. I wondered whether he was trying to learn
emotions, and thought of his literary turn of phrase. He could not
understand the imagery of the reading. Hesat at the back of the class
and dreaded people talking to him. He beganto cut classes and soon
withdrew altogether. I interpreted his humiliation at feeling faulty and
weak and atthe resulting loss of control, and his anxiety aboutspoiling
something good for himself. K. blamed his downward slide on the
combination of alcohol and his anti-depressants after a visit to the
pub. It was only later that I discovered that the outing had been with
his father. Again, he felt that chemicals, not emotions, created change.
Slowly I nudged into place the concept of his feeling towardshis father
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having aneffect. He decided to ‘excommunicate’ his father, trying toexpel concretely the cloudy head he had complained about since thepubvisit.

Hope: ‘But whois that on the other side ofyou?’
I felt that a sense of trust had developed as we discussed K’s humili-ation over the college failure. With sometrepidation, he told me thathe was a Marxist. I spoke to him about finding a place for himselfwithin that structure, and sharing his sense of ‘not having’. PrivatelyI felt that Marxism allowed him to incorporate an intact thoughtsystem which enabled him to avoid conflict. It allowed him to under-stand personal experience within the impersonal and ordered structureof that political system. I saw this intellectualised route as compensa-tory, echoing his constant choice of books over people. I eventuallydecided that rather than showing a sense of trust, it was my being anon-person for K, which enabied him to speak to me aboutpersonalmatters he would never normally address. Stronger wordslike ‘dread-ful’ and ‘miserable’ appeared, andforthefirst time he referred to thesilences as ‘intolerable’. He said nothing was happening, but I feltmore commitment from him, as he began to volunteer more infor-mation. Duty was balanced by anger whenhis father rang and com-plained he never came. He began to feel his father had no right tocriticise him and I felt a thin pencil outline of his boundaries, contain-ing a nascent sense of self, was being drawn. Although all thesethoughts required prompting from me, I felt that slowly K’s horizonswere expanding.
I sensed a turning point when K.told me about

a

tree outside hisflat which had beautiful coloured leaves which had fallen now. Hesaid he missed the colours. To hear K. speak of beauty and loss wasa dramatic move forwards. When he entered my room, he would lookme in the eyes and smile, a big change from the downcast eyes ofearlier days. I felt more trusted and secure in our relationship,Then the feel of increased energy and linking disappeared and K.became monosyllabic again. The hint of closeness had to be undoneby him as soon asit was felt. My words broke the renewed silencebut could not be used. I felt his bleak emptiness. Hesaid, ‘These daysare terrible, really, when you look at me and speak, and I don’t sayanything to you. Just look at you. I hear what you say but nothingseems appropriate to answer.’ I told him about my image of him
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trapped in a room, unable to make more than brief forays into the
risky world of relationships. He felt he was marking time. In response
to a query about feelings he said, ‘I can’t rememberhowI felt. I didn’t
give it much thought. I don’t think I can look deeper in a meaningful
way. It might even be harmfulat this stage.’ He agreed that my words
were necessary because he could not find his own. The despairing
aspect seemed to be wiping out the subtle progress he had achieved.
I told him my ownstoryof a tree, in response to his earlier one, about
a little boy whotries to stop the leaves from falling by shielding his
tree from the autumn winds, and his despair at failing. In the spring
the leaves grow anew and thechild realises that the tree has beenalive
all along. He waslike the tree, I suggested. K. listened intently, and
then said he would find a book on trees. Books were his tangible ally
and his defence, perhaps a way of keeping contact with our shared
symbol of the tree, but under his control. K. missed the next
session, his internal saboteur keeping him distant after our linking.
Nevertheless, the story seemed to mediate K’s hopelessness and soon
afterwards, as he described someone on the tube, our dialogue turned
into somewhatof a game, imagining about the others on that journey.
It was an attempt to help him to ‘know’ aboutothers. I recalled Plaut
(1966) linking trust and the capacity to imagine, both of which are
severely disturbed by defects in early relationships. At the end of the
session I wondered abouthis imaginings about me, and he immediately
withdrew from that intimacy. Hesaid he felt that would be invasive.
When

I

referred to that in the subsequentsession, wondering whether
it was he who had felt invaded, by my question, he answered, ‘I’m
sure you couldn’t care less, really.’ I felt as though he had hurled me
away from him. J said he thought of me as doing a job of work
(referring to his description of a dentist he had just seen), and that
would have nothing to do with relating. He answered, ‘Even if you
do relate to me, to be honest, it’s not very fruitful or productive to
come here, so I can’t see that relationship in a very good light.’ At
the time I felt that he had related to me and he needed to withdraw.
Our exchange about the trees hadfelt hopeful and precious, ourfirst
small conjunctio, but on reflection I think it probable that he spoke of
the tree because ‘it was just something to say’, and the yearning was
mine, not his. K’s immunity to my efforts to reach him, no matter
what path I tried, was becoming hard to bear. I felt very alone and
sought for any sign of relationship. Sadly, with hindsight, I think I
wasrelating mostly to myself.
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Repeating the cycle: ‘Each in his prison, thinking of the key’
K.received an invitation to the wedding of a cousin. ‘Of course, Ishan’t go’, he said. His response typified the turning-away-fromresponse which pervaded and crippled our work. Myefforts to modifythe bad mass of family into individuals, failed. He wished to havenothing to do with them.‘It won’t be a seminal event, or anything.So there is no need to subject myself to the stress.’ However, he cameup with much newmaterial. His mother had had a poem published,and had onceleft home for another man. He expressed no curiosityor pity. He couldn’t remember the poem and was not sure whereitwas. His grandmother had often taken him and his sister on outings,once leaving him behind after a pantomime, scaring him badly. Iwondered about the possibility of fear being felt as a punishmentforchildish excitement, curtailing spontaneity. It seemed that his great-grandmotherhad raised manyof the family’s children, but K.felt thatshe had loved them, and had only seen him out of duty. ‘She didn’thavea relationship with me. After all, I didn’t have one with her .. ”In his not knowing about‘the other’, K, through projective identifi-cation, cannot know about other feelings either. His limitation indifferentiating his feelings from others avoids conflict and ambivalence.He told me that although his sister had her meals in their great-grandmother’s room, K. was considered disruptive, and ate with anuncle. Again, I wondered about boyish energy being punished bybanishment. Washelively, or was he destructive? K. could not elabor-ate and the picture remained unclear for me. The mostpainful imagewas of K. walking with his father along a narrow passageway. Thefather was shoving K. from side to side, all the way down. He wastold aboutthis by a relative, who had witnessed it. That scene typified,in K’s mind,his clear need for help, and the family’s lack of response.K’s reaction to them now wasoneofindifference, not of anger.There was some acting out, which could be thoughtofas expressionsof anger. K. often arrived late for sessions, and at one point, heregularly missed his only morning session. He occasionally soundedannoyed, if I pursued a point beyondhis liking. As mentioned above,he appearedat a session after 24 hours of drinking. I wondered abouthim demanding myattention, and of the possibility of a protestingchild emerging, but his only concern the following session was whetherhe had appeared drunk. I did not want to let such an extreme beemptied of meaning, but he was unable to recognise that emotionally,l had been there too. ‘It doesn’t really matter how I behaved, because

78



people underthe influence behave differently’ ‘Well, I did feel awkward
then, but it’s in the past now.’ For him, I was an observer, not a
participant. When I addressedthis, he said, ‘I can’t gauge how you
participate unless you tell me how you felt.” Through projective identi-
fication, his emotionless response blunted my indignation, leaving me
resigned and‘understanding’. At other times he projected the aggress-
ive shadow of his passivity into me, where it swirled, fuelling sharp
bursts of irritation and resentment in me. The attack which was
absolutely regular, was his dismissal of me, the therapy and anyeffect
it might have, through his indifferent turning away. ‘I haven’t really
gained from it at all, over the year.’ and, when I enquired about a
unique, long-arranged supper cooked for his sister, his typical butstill
startling response was, “There’s nothing to tell.’ In its deadeningeffect,
his passivity was aggressive. K. sometimes felt like an impermeable
wall against which my interpretations disintegrated. I recognised by
nowthat K. could not feel my therapy, but nor could we think about
it together. He would revert to old patterns and beliefs, seeming
completely uninfluenced by what had been addressed by me for
months. K. kept himself untouched and obliterated any threat of
confusion through the destruction of thinking. Bion (1962) explains
the rejection of thought with his model of an overdeveloped apparatus
of projective identification, which perceives thoughts as bad objects to
be evacuated. Theapparatusfor thinking is not developed, so thoughts
are evacuated rather than modified. In this way K. rejects my ‘not-
self’ thoughts, and projects his blank self back to me. We replay his
experience with his mother, with our roles reversed. I try to reach K.
as he tried to reach his mother. He cannot respond to me, as his
motherfailed to respond to him. Bion bases this evacuating defence
against pain on intense envy. I wonder whether, in K’s case, it would
be based on the more primitive emotionof fear.
The work returned to bleak emptiness. My mind wandered in

response to his detachment. I felt out of touch with him and succumbed
to periods of overwhelming tiredness, echoing his unyielding flatness.
He seemed disinterested, giving me only the barest facts about his
days. In a silence he volunteered, ‘At this timeof life I should have
loads morcthings, shouldn’t I?’ I asked what he had in mind. Hesaid,
‘J should be in a settled relationship. I should have a settled lifestyle,
a network of friends, a career, a decent home, although myflat’s not
too bad ...’ I spoke about ‘those things you yearn for’, and said that
his goals were important and fundamental. But he had listed them
very calmly. I wondered how the yearning felt. He answered,‘It doesn’t
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mean anything,really. I just said that for something to say.’ We agreedthat he knew about these things in his head,like a list, but he didn’tknow what they meant.
K. was invited to a football game by his cousin. K. missed him atthe agreed meeting point and watched people go in. He never saw hiscousin, so he went home. I needed to ask a number of questions toget this far. I circled round and round the subject trying to build onthis rare outing. Slowly, laboriously, other things emerged: K. calledhis cousin a swine for having included others in the invitation; heagreed that he felt anxious about being left out of the group, but heimmediately followed that with ‘What they think will only have amomentary effect on me,’ foreclosing on the opportunity ofrelating.It emerged that he had contemptuousfeelings about this cousin, whomhe saw as a plodder (he placed no value on the regular invitationsfrom the cousin, his only social outlet apart from his sister); when hewaited at the gates he heard the roar of the crowds and felt a momentof regret — it had sounded exciting; he admitted feeling alone on thetube ride home. WhenI tried to follow this feeling, referring also tomy imminent departure for the Easter holiday, K.said, ‘Anyway, itwasa rubbish match. I sawit on television,’ evacuating any meaningfrom the event.
There was no sense of ‘the other’ for K. How things felt from theother person’s point of view, such as his cousin also looking for himat the football game, could notexist. My efforts to add ‘the other’ tohis sparsely recounted anecdotes continually failed. It was as if K.really could not understand whatI was suggesting. He would cut shortany such dialogue with phrases such as, ‘Well, we’ve exhausted thesubject,’ or ‘It doesn’t feel significant.’ 1, too, was unable to be theother. I existed for K. as a cipher, not as an archetypal bad mother,but as a puzzling neuter. ‘I shouldn’t be looking to try and have arelationship with you and try and invent things. It hasn’t done memuch good, hasit?’ K. waits passively for change to take place. Heisbored andrestless in his impoverished internal world, but any possibil-ity ofliveliness is deadenedby his negative internal objects. His expec-tation is of no-real-concern, no-real-response (no Mother’s lullaby?)and he cannot venture forth against the chorus of hopelessness hisinternal objects sing.

Theory: ‘I can connect nothing with nothing’
Redfearn (1982) states that the prototype of the relationship betweenego and non-ego, between I and non-l,is the early relationship between
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baby and mother. It is her warmth and care which humanise the
environment and become the ‘thou’ which is also incorporated into
‘myself’. With inadequate mothering, the archetypal experience of
unity underlying identification, will not be available, and personalis-
ation, which is a natural function, does not develop. K’s defences are
so absolute that one must imagine a dramatic failure of mothering,
and the infant’s primal self being overwhelmed and threatened with
disintegration. In an enabling environment, the early deintegrates
reintegrate into restfulness andstability. If instead, these early deinte-
grates meet with a shocking environment, would the infant ego begin
and continue in a fragmented state? Could the only escape from being
overwhelmed by dread, be the closing down of his capacity to feel, to
prevent further disintegration of the ego? Thefrail ego would have to
defenditself from stimulus, to avoid repeated experiences of archetypal
expectations being met with an intolerably harsh reality. Instead of
rhythmic deintegration and reintegration,the infant’s coping response
would be to mobilise a schizoid defence, like a protective internal
fortress, which would be in constant use. As he could notreflect on
these defences, they would remain archetypal in their intensity and
their control of his personality. The result would be a fundamental
turning away from life, and a severely impaired capacity for psychic
development.

Khan’s (1974) concept of cumulative trauma, repeated failure of
the caretaking environment from infancy to adolescence, is relevant
to K. Far from being protected by a maternal shield, he suffered
pathological intrusion from his schizophrenic mother, probable
extreme physical and emotional neglect by both parents, as well as
physical abuse by his alcoholic father. These ongoing traumas required
K.to maintain his rigid schizoid defences: depersonalisation,splitting,
devaluation of objects and of emotionalexperiences, intellectualisation
and an incapacity to verbalise or even experience emotions. K. has
remained cut off interpersonally (there is no I-thou) and intra-
psychically (there is no ego-self ).

Archetypes are considered to be on a spectrum of polar opposites.
In the face of such a hostile infantile environment, could it be that
archetypal experiencesare divested of their emotional content by being
placed in the centre of their spectrum, in order to avoid unbearable
persecuting archetypal experiences? This centring defence would effec-
tively result in a neutered archetype, the equivalent of being in the eye
of the storm. One could assume that the child archetype, energetic
and geared towards development, was never constellated. But there is
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ample evidence of a witch-mother and a persecuting father archetype.
One could assume that the archetypes had to be divested of their
powerful negative force to avoid psychotic fragmentation.

If the mother is experienced as intrusive and/or absent, the normal,
gradual differentiation between self and not-self would be distorted
and happen prematurely and defensively, a wound unable to heal,
because it cannot be thought about or mediated within that hostile
environment. Not-self feels dangerous andis hidden from. Relatedness,
the core of psychic aliveness, remains unknown. K’s mother was
reported to have been in a catatonic state after his birth. There would
have been no container to enable a psychic skin and then a sense of
self to develop.

Meltzer (1975) describes autistic suspension of attention, through
letting mental organisation (integrates) fall passively to pieces (disinte-
grate), avoiding both persecutory anxiety and despair, as no violence
is involved. An early, frequently evoked autistic state would affect
archetypal embodiment, in which caseanypotential relationship would
be pre-conceived as unexciting and meagre.It is this expectation of
meagreness which protects K. from emotional danger, reinforcing
archetypal neutrality. There is a strongly neutral feel about K. himself,
physical as well as emotional. His slight, fair presence now feels sexless,
as if he does not possess either an anima or an animus. He has
projected both onto me, granting me warmth andcreativity, as well
as power and dominance. But in K’s depersonalised world, the pro-
jected positive is not idealised or envied, nor is the projected negative
feared.

Similarly, thoughts are neutered unless they are familiar, concrete
and part of K’s identity: self objects. Outside thoughts are not con-
sidered and rejected, but rathertheyslip like wateroff glass. Thoughts
are incorporated concretely, in a sensation function way. They cannot
be reflected upon. For instance, any challenge to a Marxist concept
leaves K. floundering. Along with K’s inability to think about orfeel,
is his inability, at certain times, to remember. He almost never refers
to a previous session, and seems unable to internalise an image which
has been shifted during a session. He once said, ‘Sometimes, when
you ask me a question, I forget how to answer.’ Moststriking were
two incidents when we had an unusual, confrontational session. One
of these sessions was based on a sudden burst of impatience from me,
when K.,cut me off with, “You wouldn’t be interested anyway. You
don’t know him.’ First I had to point out to him that I had sounded
impatient, and then I held him to this interaction for much of the
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session. After the session, I was very concerned about having been
too insistent, and damaging the frail relationship we had achieved.
WhenI referred to the exchange during the following session, he had
no memory ofit. ‘We weren’t talking about anything, were we?’ This
neutralisation and evacuation of contentis his unconscious deadening
response to all emotional stimulus. I had not, after all, become an
animus-ridden persecutor. I remainedirrelevant.
Kernberg (1984) writes about transference repression and the almost

total absence of manifest aggression in such patients. He describes the
great difficulty these patients have in listening to the analyst as a
stimulus for further self-exploration, and their inability to imagine
that any knowledge about themselves could emerge from their uncon-
scious. (In response to my efforts to attach meaning to a delayed
cheque for his sessions, found hidden in a book, K. said, ‘Whatif I
don’t believe in all that stuff?’) Kernberg stresses their restricted range
of emotions and the resulting serious challenge to the therapist’s
creativity. In the face of my interpretations being continually unmet
by K, I would attimes need to regain my faith in my perceptions by
thinking about how I would have responded to such an intervention
from my analyst, breaking away from K’s projection of futility and
isolation by touching base with my ownrelatedness.

Storr (1972) discusses the combination in children of extreme vulner-
ability and omnipotence, which is modified over time as peer group
interaction takes place. In K’s case, his profound mistrust of ‘the
other’, prevented this clarifying influence from taking place. He
remained an isolated introvert. He only recalls one local child as
an acquaintance, whose house he never entered. His child’s sense of
omnipotence developed into a sense ofintellectual superiority which
never modified into ‘good enough’. It is this aspect of K. which would
explain his acting out referred to earlier, and his contempt for his
sister, whom he finds ordinary, and for his work colleagues, whom he
terms dullards. It also played a part in his taking somesatisfaction in
thinking he must be my most withdrawn patient. He has asked at
variouspoints, ‘Do you see anyoneelse as depressed/silent/withdrawn
as me?’
Nathan Field (1991) writes that it is not so much rage orloss or

frustration that so distresses the schizoid patient, as the feeling of
being utterly alone. He explains that since these patients are in states
where they are inaccessible to verbalclarification, it is through projec-
tive identification that the patient can be understood.It is through the
area of shared unconscious, the alchemical state of nigredo, that healing
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can begin to happen. Schwartz-Salent (1988) calls this analytic two-
some the ‘imaginal couple’ but states that the couple can combine in
either a sado-masochistic way or in a mutually enhancing coniunctio.
I had gained courage from the hope that finding and changing could
take place in our shared ‘third area’, the space between the two of us
where, as imaginal couple, unconscious interaction could have evolved.
But our analytic marriage has not been fruitful.

T think a gameof bridge might be a suitable metaphor of the work
done so far between K. and me. The other two players could be K’s
mother and father, or perhaps my analyst and my supervisor. I am
leading, and K. is dummy. I am not sure whether we are at the
beginning, in the middle or at the end of the game. K. has turned
away and I wonder whether simply being part of the game might be
of some value to him.

Just before my second summerbreak, a year and a half into our
work,I addressed the feelings of hopelessness which had been coming
into the sessions. The spectre of no change had been raised by K. He
spoke about his reluctance to continue intensive therapy with nothing
to show for it. We discussed the options — carrying on, cutting down,
finishing, or finding a different kind of therapy for him. felt his
therapy with me was about to end. After a weekend to think about
it, K. asked to continue seeing me once a week.I felt surprised, relieved
and sorry simultancously. He put his decision down to indecisiveness,
butlater he said, ‘I probably would miss coming here. I don’t know
why, though ... probably ... I might do...’

Afterwards: ‘J sat upon the shore fishing, with the arid plain behind
me

After my return in the autumn, K. confirmed his wish to continue
seeing me once a week, and asked for reassurance that I, too, would
be willing to continue on that basis. His spirits were low. He wondered
whether seeing me once rather than three times a week might have
something to do with that, his first acknowledgement of my having
an effect on him. Perhaps it was my having despaired and given up
on him, as he had done long ago, that allowed some sense of being
understood to reach him. Maybeit will be from that shared aloneness,
that we can,after all, begin.
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Conclusion: ‘Speak to me. Why do you never speak.’
In this paper, I have described the cycle of effort, hope and disappoint-
ment, fuelled to a large extent by my own emotions, in the work with
K. The expected spiral which leads onwards and upwards had
remained flat, a circle from which we seemed unable to escape. As I
wrote the final paragraph above, I realised that I was, again, finding
a future for K. and myself. Perhaps this time we can spiral upwards.
Or perhaps weare, once more, at the beginning of the cycle.

The great tragedy oflife
is not that men perish
but that they cease to live.

Freya Stark Perseus in the Wind
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Book Reviews

The New Informants: Betrayal of confidentiality in psychoanalysis and
psychotherapy

By Christopher Bollas and David Sundelson, Karnac Books
1995 pp. 215 p/b. £14.99.

It is a rare experience both to read and to be able to recommend a
book on psychoanalysis because it is passionate, committed and pro-
vocative. These are not descriptions usually applied to psychoanalytic
writing and when they are it is a barely concealed disparagement.
Moreover on this occasion one of the authors, Christopher Bollas, is
also one of the best known andrespected writers of the decade whose
work sets a standard for both psychoanalytic thought and practice.
Amongstother distinctions Professor Bollas is a member ofThe British
Association of Psychotherapists. His co-author, David Sundelsonis a
lawyer and academicin literature and psychoanalysis.
The book is not for the ‘faint hearted’. It is a response to a crisis

which‘will have long-standing implications for the right of any person
in any country to speak in private about his or her mentallife.’ (p. xv).
This bold and alarming statement sets the tone of a book which
describes changesaffecting the practice of psychotherapy. The authors
are courageousin their proposals that psychotherapists should respond
with an amplitude which is in proportion to the threats to the future
of psychoanalysis. The authorsalsocriticise the lassitude of the pro-
fession and give reasons why psychotherapists are in the main not
known for speaking out. In addition they charge that there is a
complacent favouring of the ‘adaptive ego’ as a means of mastery and
denial; part of what is called in the book a ‘culture of evidentiary
desire’ (p. 124).
The authors are profoundly critical of a classical analytic position

in relation to social and political forces which are undermining
patients’ rights to privacy. ‘To remain calm in stormy waters, whatever
the cause, seems to be the best way for such analysts to remain
psychoanalytic, assured, confident and quiet.’ (p. 129). This
impatience is indicated at the outset by a ‘call to arms’ (p. xiii) and
as such a desperate attempt to formulate a response to the threats
being posed to psychoanalysis both sides of the Atlantic. Perhaps as
a result of the apparent need to hurry in arming ourselves we do not
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discover until three quarters of the way through the book that the
authorsin referring to analysts also include those whoare trained to
practice psychoanalytic psychotherapy. This could have been clearer
at the beginning but for the fact that it might have irritated some
readers all the more. Nevertheless Bollas and Sundelson intend that
‘analyst’ includes ‘psychoanalytic psychotherapist’ and ‘psychoanalytic
psychotherapy’ includes ‘analysis’. This is mentioned in the book
becauseit is a contention between organisations as to which are bona
fide psychoanalytic. Under these conditions the echelons of the pro-
fession are not noted for the ‘generosity of spirit? which the authors
exhort us to adopt and which they themselves do not linger over. The
question of who possesses the psychoanalytic truth is a constant factor
in any discussion andit is a criticism that this is a too brief reference
in the book to a minefield of rivalry and paranoia. This is even before
weget on to differences within training organisations. Thesedifferences
are of central importance when arguing for analytic communications
to be privileged especially as the arguments about difference have been
part of the public domain years before this book was written. Thefact
of the matter is that privilege can only be sanctioned if society believes
thatit is in its interests to do so. This is where the problemsarise and
the authors lead us through the consequences of the public’s wider
access and exposure to psychoanalytic thinking as well as the galloping
extensions of psychoanalytic theory and application.

‘Psychoanalysis on trial’ suggests the cartoon on the front cover of
the book. The first chapter ‘Breaching the Confessional’ cites the
conflict between an individual’s right to privacy and the right of the
wider community to take action to protect itself. This has risen most
clearly where patients have confided their intention to commit or have
committed serious breachesof the criminal law. In most of the United
States there is a duty onall clinicians to report matters which are in
the public interest; although there may be acknowledgement that
patient communications needto be protected, the position is qualified.
The authorsarguefirstly, that the profession hasfailed to communicate
to the courts that only one breach of confidentiality is enough to signal
that all confidentiality is qualified. Secondly, there must be an under-
standing that the analyst is concerned with unconscious processes
which only become available to consciousness post hoc. The argument
is that privilege cannot be dispensed with in these circumstances
because neither analyst nor patient will know what they are surren-
dering. Thirdly psychoanalysis may only be conducted under special
conditions where a patient and analyst are both free of actual
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persecution for what they think. It follows that the greatest possible
reserve has to be exercised in extrapolating psychoanalytic facts from
their own domain into another domain wheredifferent rules apply.

This is not an extreme point. The authorsillustrate clearly how
psychotherapists competing for professional priority have made
psychoanalysis a part of the commodity market and growing “cook
book culture’ (p. 133) of psychological know-how. In fact, one of
their most outspoken arguments is against the principle of managed
care. In this country we are morelikely to think in terms of purchaser/
provider arrangements and private health insurance through which
psychotherapists have actively sought a commercialpartnership. Along
with this often goes consideration of cost and benefit, accountability
and purpose,all of which mayvie with the interests of psychoanalysis.
For example Klimovsky et a/. (1995) illustrate the complexity of
differentclasses of ethical proposition which are a part of psychoanaly-
sis. The argumentis a correlation with human duty, that is ethics and
psychoanalysis; without that relationship, psychoanalysis would be a
‘pure’ theory (ie. uncontaminated by subjectivity), of decisions about
mental problems and would not make sense. Moreover the lesson
from Klimovsky is that care needs to be taken in assessing the inten-
tionality of any statement made within the psychoanalytic framework.
Oncepsychoanalysis is being tested in court this becomescrucial where
the intentionality is to adjudicate on guilt and innocence. This particu-
lar axis is antithetical to psychotherapeutic treatment as Bollas and
Sundelson repeatedly illustrate. Psychoanalysis is a perspective on the
humancondition and has so muchto contribute to the understanding
of suffering as a part of human existence. It may provide an amelior-
ation of harsh judgement and modify persecutory forces through intra-
psychic change and this is the world of dreams and myths whichis
not easily demonstrated except in the clinical setting and the experi-
ence. ‘The furor iudicandi — if we may so put it — inspires objections
no less serious than those raised in the past by Freud to the furor
curandi’ (Klimovsky 1995). With this point well made, the most
disturbing thing that the authors suggest is that there is greater
disapproval than ever on both the doing of psychoanalysis and deeper
level human experience which is possible.
The lamentation of what has happened to psychotherapists in the

United States is relentless. The suggestion is of a process of assimilation
of psychotherapists as a result of both their default and active collabor-
ation. Evidence of the astonishing increase of cases of child abuse
being reported and the growth in both legislation and bureaucracy to
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handle this tidal wave are described. Specific statutes which make
reporting compulsory have taken away the responsibility from the
clinician as though ‘deputised’ by the law enforcement agencies. This
is whenit is questionable whether the evidence that disclosures in these
circumstances haveled to identification of children at risk. The authors
do not suggest for one minute that there is no problem but emphasise
how easily psychotherapy has becomeidentified with a punitive reac-
tion towards manyaspects of the human condition. This identification
is as much the responsibility of the cliniciansasit is of the legislators
because the former have failed to assert the essential properties of
psychoanalytic work and the reasons why the community needs to
preserve these. Most serious perhapsis that the special skills of the
psychotherapist, of winning trust and confidence, may be used to
extract information from a patient in the service of external agencies.
These skills are based on knowledge of unconscious processes and
human vulnerability. A central ethical question is how maythese skills
be deployed and by whom?
The authors mourn the passing of psychoanalytic freedom and

describe a world which is now legally and fiscally regulated. In so
doing they describe the disturbance which they perceive within psycho-
analysis which gives Chapter 3 its title ‘Loss of Confidence’. The
growing legislative requirements have brought aboutthis all important
paradigm shift so that the psychotherapist is unduly influenced by
factual and legal truth as opposed to psychic truth. This aspect of the
fin de siécie climate is summed up in the bookas follows, ‘The trans-
formation of psychoanalysis from a specialized treatment with unique
features in its curative process to a cost-effective unit that must con-
tinually report on its progress toward symptom elimination has gravely
affected the frames of mind of any analyst or patientstill participating
in such an environment’ (p. 100).
The reading of this book is almost shocking as the authors reveal

their ideas on the perilous state of psychoanalysis. They demand that
the profession becomes more militant in arguing its case. This could
be necessary but there is also some confusion in the argument. An
example is made of the British Association of Psychotherapists (1994)
advising members to obtain legal advice if asked to give evidence and
thereby jeopardise confidentiality. The authors say this is putting the
decision making in the handsof others. Thefact is, that whatis oris
not sanctioned is always in the hands of others either formally
enshrined in statute or by an unwritten consensus. The advice to
psychotherapists to obtain legal representation seems good practice
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and apart from reasonsofself-defence, it is a channel through which
to carry a debate into the community. Perhaps the more important
point is that by the timethis stage has been reached a breakdown has
already occurredin the analytic situation whereby the rules of psycho-
analysis no longer apply. This in itself is a strong reason why psycho-
therapists should be very cautious indeed about the way information
obtained in the consulting room is ever used outside (See Klimovsky,
1995 and ‘intentionality’ above).

Onesolution offered in the book is that psychotherapists need to
be much clearer about the role which is being adopted. This concerns
the identification of which therapists are committed to strict bound-
aries of confidentiality. Those therapists involved in public services,
called by the authors ‘social therapists’ would need to be clear with
their patients that they may be accountable to other authorities. This
modelis of course not new. For instance probation officers who often
have a keen interest in therapeutic work with their clients frequently
have to manage this delicate boundary and there are many other
examplesin the helping professionsof this process. For psychoanalytic
practice and wherethere is a psychoanalytic contract, conscious identi-
fications with punitive agencies have no place andit is precisely this
that is being asserted in the book. In fact the book is an admission
that for all the reasons mentioned above, psychoanalysis, in both
penetrating and beingable to contain aspects of the human condition,
is also penetrated by it. It follows from this that countertransference
phenomena and the mechanismsofprojective identification need to
be analysed exhaustively in determining our place in a community.

In relation to this book and the principles in question,it is important
to consider other spheres of human endeavour in which there are
parallels with the plight of psychoanalysis. The exampleis ofuniversity
education which has been marketed and re-created as a commodity
compared with a valuation of education and the experience of
education for its own sake. These issues were identified years ago by
clinicians and indeed Bollas’ own work in which he coined the term
‘normotic personality’ (Bollas, 1987) was often quoted in this context.
What was being seen then was theeffect of monetarism on student
attitudes and university policies (the adaptive ego par excellence). The
principal feature of this was the erosion ofthe transitional space within
which ‘playful creativity’ and learning can take place (Hewitt 1989,
White 1991). Similarly the book alerts us that the penetration of
repressive and deterministic forces have now reached to the very core
of psychoanalytic organisations.
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The book is not simply a ‘call to arms’ but also a ‘call to order’.
The discomfort which it creates is a rebuke for the capriciousness of
ourreality testing and a wavering allegiance to the minimum require-
ments of working psychoanalytically. With regard to this the authors
also have much to say about confidentiality and publications which
are in essence another form of disclosure. The requirement is that
psychotherapists should hold on to principles if we are serious about
psychoanalytic work and the unconscious. To paraphrase Freud
(1915), “What we cannot obtain from psychoanalysis we should not
believe can be obtained elsewhere.’
The trouble is that there are factions within the profession and some

might feel that psychoanalysis has been in the hands of a few for too
long. On the other side some feel there is too much dialogue with
others interested in psychoanalysis. Indeed two perceptions of the
position today are that if they cannotjoin us, they will beat us; orif
we do not join them, they will beat us. The result is that the centre of
psychoanalysis has changed. At one liberal end of the spectrum where
Bollaset al. reside, there may well be a ‘generosity of spirit’ but is this
representative? Anyway do psychotherapists have a monopoly when
it comes to understanding the unconscious? Has not the world of
psychotherapy, all psychotherapies, become a fantastic collection of
credos and movements each with its own sense of destiny? Factionalism
is iatrogenic to psychoanalysis itself; in the honouring a long process
in which the analytic discipline is accepted, the psychotherapist may
not forgo his sense of achievement any more than he dare forget it.
Forinstance, the dissident voice of Adam Phillips (1995) suggests the
emasculating impact of psychoanalytic institutions fostering fear in
analysts in the way they approach their patients. There are groups
who regard themselves as an ‘under profession’ of psychotherapists in
relation to the major institutions (Gordon 1995). The view here is
that psychoanalysis mirrors the political and social structures of a
dysfunctional society. This diversity of views and thought could of
course fill volumes but for the present there is no more than a whiff
to make the point that there is much work to do to bring about an
understanding and ‘generosity’ towards psychoanalytic work. If the
profession is prepared for this we will find ourselves in unlikely
places. The last time this happened the British Confederation of
Psychotherapists was formed*.
* The British Confederation of Psychotherapists (BCP) was formed in 1993 when it
broke away from the United Kingdom Council for Psychotherapy as an attempt to
preserve a separate identity for psychoanalytic psychotherapists.
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Bollas has the credentials to move between the Old and the New
World so he is well qualified to stir this particular ‘can of worms’ and
with Sundelson takes no prisoners. It is very much an Old/New World
problem which on this occasion refers to shifts in human values which
are inextricably linked to ‘advances’ in social attitudes, the science and
technology of a ‘brave new millenium’. This book is concerned with
psychoanalysis as we know or knewit and suggests the responsibilities
psychotherapists have to wider society. The weakness of the book,
virtually admitted by the authors, is that psychoanalysis is a ‘chorus
of voices’. In such a situation it may be self-defeating for some psycho-
therapists to be claiming to possess what appears to be a priority
position as opposed to a different position in a pluralistic society. The
‘generosity of spirit’ which Bollas and Sundelson say is required may
have someattraction in present circumstances but just how far are we
prepared to take this?
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PHILIP HEWITT

Wilfred Bion His Life and Works 1897-1979

by Gerard Bléandonu. Translated by Claire Pajaczkowska, Free
Association Books Ltd 1994 pp. 303 p/b. £18.95

In this book, Gerard Bléandonu, a French community psychiatrist,
offers the reader the opportunity to gain a unified view of the manifold
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and complex nature of Bion’s ideas. Bléandonu’s interest is in
gathering Bion’s conceptualizations and to identify a comprehensive
psycho-philosophical epistemology.
The book does not aim to be a clinical exposé. Instead, it seeks to

lay the grounds for a metapsychology of Bion’s ideas. Unless the
reader is already acquainted with Bion’s clinical work, he will find the
ideas presentedinteresting, but will not immediately see the enormous
importance they have for the understanding of the transference and
the dynamics of change. One would, therefore, recommend that
clinicians use the chapters in this book as reference study points.

Bléandonu divides his work into five parts: Part 1, ‘The years of
Apprenticeship’ encompasses Bion’s developmental years, from child-
hood to his psychiatric training. Part 2, ‘The Group Period’, covers
his work on groups from 1943 to 1952, leading to his book: Experiences
in Groups. Part 3, “Understanding Psychosis’ examines Bion’s ideas
presented in his seminal papers from 1950 to 1962, subsequently
compiled in his book Second Thoughts. The fourth section entitled:
‘The Epistemological Period: The Ideal of a Scientific Psychoanalysis’,
focuses on his theories of thinking, which culminated in four books,
namely: Learning from Experience, Elements of Psychoanalysis,
Transformations, and Attention and Interpretation. The last chapter,
The Final Period, deals with his years in California, and extensive
lecturing in South America, which culminated in his three volume
Memoir of the Future, and his two volume autobiography, The Long
Week-end and All my Sins Remembered.
Although the biographical aspects are a bit sketchy, due to the fact

that the data stem solely from Bion’s own autobiography, it nonethe-
less is helpful in that it gives the reader an insight into Bion’s person-
ality and the motivations behind his search for the truth which led to
the extraordinary insights later in hislife.
On the evidence of Bion’s own autobiography, his childhood was

filled with guilt, depression, self depreciation, lack of confidence with
a severe superego. He had strong sexual inhibitions, with narcissistic
tendencies. After spending many years in boarding schools, feeling
lonely and dejected, he developed a very moralistic type of personality,
straight laced, very honest, obedient, and righteous. Bion underwent
three analyses. The first, during his medical training and work at the
Tavistock Clinic, with J. Hatfield, a medical professor and psychother-
apist, who gave Bion the basis for his interest in psychodynamics and
group work. The second,lasting only two years due to the war inter-
ruption, was with J. Rickman, a classical analyst but sympathetic to
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Melanie Klein’s theories which gave Bion a good basis for his next
analysis with Klein, which lasted eight years.
During the war, Bion working as a psychiatrist, introduced group

therapeutic techniques to deal with war neuroses at the Northfield
Hospital in Birmingham. Bion’s paper on the subject, ‘The Leaderless
Group’, is one of the first introductions to what was to become ‘the
therapeutic community’ and a model for workers in thefield.

Following the death of his wife Betty, and the end of the war, Bion
resumed his analytic training at the Institute of Psychoanalysis in
London in 1945 and deepened his understanding of group forces as
he began analysis with Melanie Klein and applied the discoveries made
by her to the study of group dynamics.

Bion’s work on groups gave him insight into the fundamental con-
flict between psychotic activity and activity that is creative and oriented
towardsreality, as well as into the compromises that must be attained
in order to allay the anxieties accompanying psychotic processes while
preventing them from overwhelmingrealistic processes. In effect, Bion
realized that the task of a group,like individual analysis, gets diverted
by primitive forces which he terms, ‘basic assumptions’. These “basic
assumptions’ are operating at a preverbal level and are part-object
based.
Bion identified three types of ‘basic assumption’ activity operating

within the life of a group. The ‘dependent basic assumption’, whereby
the group is concretely dependent on an omnipotent magical group
leader and is similar to a child fused with his mother. The secondis
the ‘flight-fight basic assumption’, where two dimensionality predomi-
nates, and things are perceived either as friendly or persecutory, and
usually, splitting predominates. The Oedipal drama involves a flight
from the oracle’s prediction and the killing of Laius to negate any
separateness and exclusion. Thethirdis the ‘pairing basic assumption’,
a state where the beginnings of three dimensionality appear. The
defences seem to be of denial. In Oedipal terms, the parents are
recognized but there is no fruitful intercourse leading to the birth of
a third party, namely the baby. The leader in the group is relegated
to an ‘unborn position’.

Parts three and four of the book encompass Bion’s study of psy-
chosis and the developmentofa theory of thinking, which Bleandonu
calls his epistemological period. The author shows how Bion con-
structed his theory of psychosis by applying and interlinking both
Kleinian and Freudian theories. Excessive projective identification
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dominates the schizophrenic’s personality so that he cannot distinguish
internal from external realities. Psychosis, in a sense, is a defence
against total disintegration, which is based on the death instinct acting
from within.
He goes onto clearly describe Bion’s explanation of the psychotic

part of the personality. ‘The future psychotic has introjected an exter-
nal breast which refused to introject, harbour and modify emotions’
(Bléandonu,p. 139). Theorigins of the psychoticfearlie in the infant’s
sense that he is dying whichis intensified by envious feelings and fear
of psychic pain. His own destructive feelings, which have not been
understood and modified by a thoughtful and containing breast-
mother, intensify the envious attacks. Thus, the psychotic part attacks
linking and prevents the development of verbal thought because the
latter necessitates ideographs coming together.

Based on his insights into psychotic thinking, Bion developed a
psychodynamic model of the foundations of thought and perception,
which is an extension and continuation of the work begun by Klein.
Symbols are formed as a result of accepting the union of the primal
scene, enabling thought to be developed in the infant. Conversely, any
coming together is attacked and therefore no symbols, hence no
thought, can be constituted (Melanie Klein, 1930-1931).

Bléandonu explains how Bion set himself the task of attempting to
develop a language that wasscientific enough to be used to study what
he calls the psychoanalytic object, which he equates to the mathemat-
ical object. In geometry, there was a need to develop symbolic algebra
based concepts to bind and understand multidimensional projections
(which were impossible to apprehend and comprehendvisually), simi-
larly, with the personality and psychoanalytic elements, the mind has
to develop concepts that bind and transcend the visible and tangible
to understand the world, both within and without.

Bion developed two basic concepts: the alpha function, (psychic
activity which produces alpha elements which serve to transform ‘raw’
experiences of the senses into psychic experiences of memory and
dream thoughts), and he establishes ‘the grid’, which can be used as
a new system to record and note psychic phenomena and,therefore,
to reconstitute the psychoanalytic project.
The alpha function emerges as a result of the preconceptionofthe

personality being met by a container. In other words, the prototype
ofall thought development is when the baby, who has an expectation
or a preconceptionofthe nipple to be found, experiencesits realization
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as of objects coming together. This creates the seeds for the creation of
symbols, tools for the production of thinking ideographs. Bion thinks
that these patterns increase in sophistication as these preconceptions
get realized over time. The increase of curiosity and need for discovery
remains unsaturated. When this intellectual sequenceis disturbed, then
the curiosity is undermined and the personality saturates itself prema-
turely, The thinking apparatusis arrested as a result. The personality,
like the psychotic part, is only interested in either knowing and getting
rid of any curiosity or in switching off the mind, as for instance, in
autism.
The grid is an abstraction of mathematical resemblance, as it is

constructed in the form of a matrix, to formulate a schema of how
the thinking mechanismstake place to use or misuse the thoughts and
discoveries made through alpha function in the sessions. The grid
exemplifies that thought can only develop when there is a matching
of two minds. The preconception, which Bion maintains is an uncon-
scious search for needs for growth to be met, is composed ofa constant
known and an unknown (he calls it the unsaturated element), a
constant testing of reality allows the mind to grow towards abstraction
and meaning.
Because Bion stresses that the analytic task is like a gigantic chess

board activity of inquiry, elucidations and obstacles, and under
bombardment of emotions which involve whathe calls K (Knowledge),
L (Love), H (Hate), or their reverse according to the valence being
constructive or destructive, (thatis, is either player seeking truth or a
distortion of it, or an outright reverse of the truth), the sequence of
development can beinterrupted by either player in the chess board.
As a result of this model, from a clinical point of view,it is extremely
importantfor the analyst to enter the analytic experience with as few
saturated preconceptionsas possible and to be receptive to what Bion
calls the selected fact, defined as an intuitive awareness of elements
coming together which can lead towards a hypothesis.

Bion became more preoccupied with the method of capturing the
states of mind, which he delineated in his grid, between patient and
analyst. Departing from the point of view that transformations can
only be achievedif real thought emerges to conceive the preconceptions
seeking a thinker, he proposes the method of ‘intuition’, which is
neither intellectualizing nor feeling. Bléandonu quotes Bion: ‘The
fundamental tension is between a patient A, who cannot bear pain,
and patient B, who is capable of becoming a psychoanalyst because
heis capable of toleration of the tension.’ (Biéandonu, pp. 218).
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The author explains how the ultimate truth represented by the
symbol‘O’ by Bion, is that which emerges in the session, when real
thinking about what is going on has taken place and the participants
in the exchange have become the fruits of their thinking via
transformation. Bion distinguishes firmly between knowing and
becoming.

Freud’s famous advice to blind oneself artificially to focus all the
light on one dark spot becomes a leit motif of Bion’s work. Bion
advises the relinquishing of the attachment to desire and memory as
a way to be able to allow for the mental desire to emerge. The desire
for closeness and knowledge and curiosity are predispositions and
preconceptions which are blinded by the sensual gratification. In effect,
Bion finds that knowledge develops at the same time as the mental
apparatus. Knowledge can only be obtained through transformation.
Meaning can only emerge through the tolerance of pain, mourning
the loss of the needed.

Thefifth and final part of the book covers his years in California,
his seminars, lectures, and the writing of his novel, A Memoir of the
Future, where Bion expresses his theories and ideas in a non-scientific
wayto reach a greater audience. In a sense this is a quasi-philosophical
fictional treatise aiming to show how the mindis curtailed by pain.
The formulations that mature in Bion’s mind during this period

represent both brilliant insights into the nature of scientific investi-
gation as well as offering psychoanalysis a new path of discovery and
change. Negative capability is one such formulation defined as a state
of mind reached through reverie. A capacity to stay with the unknown
and unfamiliar long enough to permit an intuitive image to emerge,
and thus via symbol formation, a conception to be reached. The author
concludes that Bion is in search of a mystic truth between analyst and
patient. However, it would seem that what Bion teaches us is about
the emergence of meaning, which is the result of a three dimensional
capacity to think creatively and aesthetically.
The main contribution of Bion’s work to clinicians is that it gives

them a way to see how the mind functions at different levels of
emotional development. Thus the therapist needs to be aware for
instance that his own wayofthinking,ie, at the normal neuroticlevel,
is not the sameas that of a patient whois functioning at a borderline
or psychotic level. Understanding and interpretive activity are not
enough to give meaning to the analytic encounter. The analyst can
help the patient, via the use of projective identification containing
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techniques, to name the hitherto unknowable and unthinkable. In
order to understand Bion’s ideas, it is important to switch one’s mind
to the very attitude Bion himself advocates as a method of transform-
ation, to detach oneself from memory and desire, and be open to the
pursuit of discovery.
The book reads from a seemingly simple account of Bion’slife, at

times trivial and somewhat unstimulating, to an increasingly dense
anddifficult exposé of Bion’s theories and ideas. Following his personal
philosophical interest, Bléandonuelaborates at length on Bion’s philo-
sophical development and how he wasinspired by the theories of
Kant, Wittgenstein, Ernst Mach, Gottlob, and Frege, as well as by
mathematicians like Henry Poincaré. Unless the readeris already well
acquainted with these other thinkers, he will feel frustrated and obliged
to seek elsewhere for clarification. It would have been helpful if
Bléandonu had discussed the ideas he introduces prior to using them
to make his comparative points.

Bléandonuis careful to convey his wish to limit himself to the role
of a biographer and historian, but the book, nevertheless, comes across
as if he is trying to do something Bion himself never intended, namely
to develop a whole philosophical corpus. Therefore the reader is
advised to regard the present volume mainly as a teference guide to
Bion’s achievements. The lack of clinical data might lead some away
from Bion’sclinical insights and discoveries. For instance, Bion’s quest
towards an ultimate reality (which he terms ‘O’) comes across almost
as if it were a religious conceptinstead ofa clinical concept, signifying
the transformation of the psyche through the total awareness of the
experience.

Despite these shortcomings, the book’s strength lies in it’s intellec-
tual effort to convey to the reader the importance of the psychological
insights reached by Bion andtheir effect on our understanding of the
world around us. Bléandonu makes the point that the main question
that unites all great thinkers is how to know andtrust what we know
is real.
The book is written in a logical way, facilitating the reader’s task

in termsofbeing able to chronologically follow the evolution of Bion’s
discoveries and conceptualizations. It gives a sound overview of Bion’s
contributions and offers a stimulating introduction to the huge corpus
of his work and will certainly inspire practitioners and those interested
in the epistemology of the elements of psychoanalysis to read Bion
directly.

99



References
Klein, Melanie (1975) ‘A contribution to the theory of intellectual inhibition’, Love

Guilt and Reparation and other Works London: The Hogarth Press, pp. 236-248
—— (1975) ‘The importance of symbol formation in the developmentof the ego’, Love

Guilt and Reparation and other Works London: The Hogarth Press, pp. 219-233
Meltzer, Donald (1978) ‘The clinical significance of the work of Bion’, The Kleinian

Development Part 3, Oxford: The Clunie Press

RICARDO STRAMER

Non-compliance in Winnicott’s Words: A Companion to the Work of
D.W. Winnicott

by Alexander Newman. Free Association Books 1995 pp.
459 p/b £25

Myfirst reaction to this book was one of intense dislike. I love
Winnicott’s work but it did not seem in any way enhanced by this
very personal dictionary and commentary. I disliked the way the book
was written, and its content. Does Winnicott need this compendium?
He maybe obtuse at times, but he wasthe first psychoanalytic writer
I ever cameacross. I have always foundthat he spoke directly to me.
It is an outrage to this sense of personal contact that I have always
felt that I had with him, although I never met him and did not come
anywhere near to psychoanalysis until some ten years after his death.

However, when I had begun to work through my personal sense of
outrage, both about the content and the writing, I settled down to
read the introduction. This is informative about Winnicott’s life and
work, and also about the author’s reasons for writing the book. These
were a lifetime’s teaching, and sharing his love of these texts, a wish
to share his rich familiarity with this important figure in the British
Psychoanalytic Society: I was partly appeased, but only partly.

I do not agree with Newman’s opening paragraph, which talks of
‘Winnicott’s portrayal of human emotional developmentas dangerous’
or ‘subversive’, and I disagree that ‘his way of disclosing his emphasis
lies in sustained litotes and a continuity of irony’. For me Winnicott’s
language is simple, his ideas profound as is his humanity and his
fundamental respect for another’s unique humanity. His emphasis lies
for me in his constant use of paradox, which allows for the mystery
and ‘not knowing’ at the heart of the matter.

But there are useful aspects to the book. Its overview of all
Winnicott’s work, its list of his books with the date of publication
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and contents of each, are a useful checklist for anyone doing research;
as is the main body of the book, which consists of a dictionary of
Winnicott’s words with a brief (usually) description of each in
Newman’s words, and an exhaustive list of references to that term
throughout Winnicott’s works.
The most annoying aspects are the gratingly bad English, and the

intrusion of Newman’s personalviews and patients. I prefer Winnicott
by himself.

JAN HARVIE-CLARK

Self and Spirit in the Therapeutic Relationship

by Kenneth Bragan. Routledge 1996. pp. 121 h/b £30.00. p/b £9.99.
This book is not aboutreligion. It is a humane man’s offer to share
how he has madesense of his life and work in a world of increasing
alienation. He describes a world where the individual can belost in
abusive institutions, where technological revolutions have eroded our
capacity for human engagement, for instance in the way constant
television news of human disasters dulls our sense of the reality of
death, and where urban living has corroded our natural sense of
connection with beloved, familiar landscapes, that is, with landscape
as part-object. His concern is with the fact that the damageis brought
to the consulting room, increasingly in the form of disorders of the
Self. For this reason hegives particular attention to the work of Heinz
Kohut and Daniel Stern and his bookis a useful introduction to their
thinking.
Dr Bragan worked asa psychiatrist, first in a Scottish hospital and

then for manyyears in New Zealand where he was Senior Psychiatrist
at Ashburn Hall Hospital, Dunedin. Although hegives ushisclinical
advice, with one or two exceptionsherefrains from using his patients’
clinical material, possibly to retain anonymity. Instead, he turns to
the work of writers or of their biographers where, for example, in
addressing Kohut’s theory of the bi-polar self he draws on recent
biographies of Bernard Shaw and Oscar Wilde to illustrate self-
realisation at the idealising and mirroring poles respectively. This is
interesting, but it is tantalising for the clinician, because we are denied
someofthe nuts and bolts of day to day interchange between patient
and therapist which does so much to explicate a theory.
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However, another reason for Dr Bragan’s drawing on the experience
of writers is his interest in the relationship between creativity and the
Self. He has thought a lot about the New Zealand novelist Janet
Frame, who had been misdiagnosed as schizophrenic and spent many
years at Ashburn Hall Hospital. He came to New Zealandtoolate to
treat her. However, in describing conditions on the wards at the time
of his arrival he says of her, ‘this person had experienced the most
dehumanizing and destructive social conditions imaginable over long
periods of time and not been emotionally and spiritually destroyed by
the experience. How could she have survived the ordeal, how was her
spirit not destroyed, and how could she subsequently have found the
mental strength and generosity of spirit to write so well about her
experiences? These were the questions to which there seemed no easy
answer and from which my journeystarted.’ (p. 94)

There is a second, implicit question in this context which is salutary.
If we are aware in theory, and from experience, of optimal conditions
for healthy development, for instance as set out in the observations
of Stern and in the reconstructive work of Kohut, there is an equival-
ence in the provision of treatment and a treatment setting. Equally,
treatment can echo ail that is most hideous in some primary experi-
ences. Although the intricacies of it may vary, core damage to the
Self, in or out of treatment, seems to stem from the illicit exercise of
power and failures of empathy and reciprocity. Thus, Janet Frame’s
experiences, which evoked the question whence Dr Bragan’s journey
started, seem also to have contributed to his commitmentto repairing
treatment, and it may be one reason why this book is often moving.
He findsthe clues ‘to the survival of Janet Frame’s mind andspirit’

first in the title of one of her autobiographical books, Envoy From
Mirror City, a metaphorfor the inner world of the Self in relation to
its self objects. In her case it was a benign inner space which she could
preserve as her sanctuary when in hospital. This was created by the
richness and security of her early years,initially in the country. Then,
he considers her capacity for repair as rooted in her capacity to grieve
and to ‘confront death unambiguously.’ As an adolescent Janet Frame
hadsuffered the death of twosisters by drowning. In wonderful images
drawn from her books Dr Bragan expands on his belief in the
importance of grief in the growth oftheself.
At this point he asks abouttherelationship between theSelf, creativ-

ity and spirit and this calls for some attempts at definition. For him,Self carries a sense of agency as a result of good internalised self-
object experiences. Spirit has the quality not only of agency but of a
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creative engagement with the world, both in the revelation of whatis
real and with a sense of oneself and everything else being part of the
flow of the universe. He thinks it was this creative contact with her
surroundings and in her capacity to sustain the tensions between the
poles of death andlife, which enabled Janet Frame to write about her
fellow patients despite the conditions she was living under.
Dr Bragan draws parallels with Wordsworth and with D.H.

Lawrence both of whom in childhood had a profound love of and
connection with landscape. It could also be said that children, later
grown ups, blessed both with secure families and the opportunity to
be fet loose, naturally experience this sense of connection with their
environment.It is active, shared with peers, challenging, dangerous at
times, involving all of the senses, known in its dark and light aspects,
and known at rest. This landscape is not simply a symbol of the
mother,it also has nurtured the child.It is this active Self in reciprocal
relationship with others and with environment which fosters a sense
of universality. It is what D.H. Lawrence is naming when he says of
the vitalself, ‘I am’.

Increasingly people come to us, not with this certainty, but with
terror of their own emptiness, saying, ‘There is nothing inside’. Dr
Bragan places himself with Kohut and Winnicott in believing that it
is the real, empathic presence of the psychotherapist which is the
groundofhealing. But given his emphasis on the groundofspirit and
creativity being also in the wider environment, perhaps there is a
covert question. In psychotherapy we can attemptto repair failures at
the handsof the family; but in a world wherepolitical and environmen-
tal damage is on an inhuman scale, where in some cities it is too
dangerousfor children to walk unaccompanied to school, let alone
live wild, where in this world about them, will they find a place to
stop andlook,see things with utter clarity, discover a sense of connec-
tedness and of agency, find the independence tosay, Tam Y?

JANE BUCKLEY

Narcissistic Wounds: Clinical Perspectives

Edited by Judy Cooper and Nilda Maxwell. Whurr Publishers,
London. 163 pp. p/b £14.95

Narcissism is arguably the single most important discovery of psycho-
analytic research of the past fifty years. We have progressed in our
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understanding from narcissism as a developmental, objectless stage ofearly infancy to an awareness of narcissism as a crucial and generally
pathological feature of all personalities; pathological, because it is
fundamentally opposed to an awareness of need and the need for
object-relating. It has been described as the most conservative forcein the organization of the personality, in that it is opposed to change,and, therefore, to the psychoanalytic work. We now knowthatif a
patient’s narcissism has not been analysed, then our work remains
superficial, or is undone.
We have also come to recognize that certain patients, in whom

narcissism exists both to a marked degree and as an organizing struc-
ture to their personality, present a significant technical challenge to us
as psychotherapists. In a sense, theory has progressed ahead of tech-
nique, and we are still struggling to know how to translate our
advances in theoretical understanding into ways of working with our
patient’s narcissism which is helpful in practice.

This volume,asits title indicates, focuses on the clinical aspects of
narcissism. After a short Overview, which summarises the importanttheoretical andclinical literature, the bulk of the book is divided into
two main sections. Narcissism in the Life Cycle contains chapters on
infancy, adolescence, couples, childbearing, ageing and bereavement.
Clinical Aspects of Narcissism contains clinical papers describing therole of narcissistic modes of relating in the psychoanalytic treatment
of schizoid, perverse and addicted patients.
Rather than describe each of the thirteen papers in this volume in

turn, I would prefer to single out three contributions which I found
especially rich, detailed and helpful. Maria Pozzi describes her work
with two child patients in whom the seeds of a likely development
along narcissistic lines was evident. In both cases, she argues, the
origins of this could be seen within the relationship to mother, and toa joint inability to properly achieve separation, often because of
mother’s own difficulty in facing the ensuing depressive pain. Further
compounding the problem is the absence of a true oedipal configur-
ation ~ thatis, a father who can help both mother andchild out of a
stuck relationship. ‘he child is used narcissistically to cure mother of
pain and vulnerability — and often the threat of clinical depression —with the consequence that such a child cannot develop true sense ofself, but rather a grandiosesense of existing for mother and being ableto eternally possess her. This discussion of the origins of narcissismmay not be new to us, butit is certainly refreshing to see it arisingout ofdirect clinical observation.
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Stanley Ruszczynskialso relates narcissism to the problem ofsepara-
tion and separateness in his chapter on narcissistic relating within the
couple. This form of relating, in which the object is seen to exist solely
as the recipient of the self’s unwanted, split-off, projected parts, is
contrasted with more mature modesofrelating, in which there is some
capacity to allow the otherto exist as a separate entity, and to tolerate
the conflict, envy and helplessness which this arouses.It is emphasized
that both modes of relating are ends of a continuum rather than
discretely different states, and can be ‘mapped’ onto the paranoid
schizoid — depressive continuum. A session with a coupleis described,
which clearly demonstrates the way in which confusion and conflict
are projected into the partner, and into the psychotherapist, so as to
preserve narcissistic self-reliance and psychic equilibrium. As with an
individual’s psychic organization, such an equilibriumis fragile at best,
and only achieved at the cost of considerable strain on both the object
and the relationship.
David Morgan discusses the role of narcissism in the perversions,

and argues that the perversions ‘are a physical expression of severe
pathological narcissism where the aim of the behaviour is to destroy
any knowledge of the need for the other’. He emphasizes the impor-
tance of aggression, and ‘the enormoushostility against any awareness
that life and goodnesslie outside the self’. Further, what is hated is
not only the presence of goodness in the other, but more primarily
the need for it in the self. A case of a transexual man is used to
illustrate these features of narcissism, as well as the fundamental
difficulty of how to make meaningful contact through the provision
of understanding, when the patient seemsto believe that such under-
standing is already within his possession. At one point the psychother-
apist interprets to the patient (who worked as a counsellor) that ‘one
way of dealing with his own confusion was somehow to become an
expert in helping other people with theirs’. I was struck by this com-
ment, because it captured the projective processes at the heart of
narcissistic functioning, as well as the act of possession or take-over
of the analytic capacity, and demonstrated one way in which this
could be shown to the patient. This chapter reminds us about
narcissism in extremis, as a version of psychotic functioning.

Anotherreaderof this book would doubtless choose different papers
to commend from those which I have described; there is sufficient
variety of focus and orientation to interest any reader with a concern
for the subject of narcissism. Overall, such a volumeis inevitably
rather a ‘mixed bag’, and the contributions vary in quality. Useful
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clinical insights exist side by side with unhelpful generalizations and
occasional wild assertions (eg ‘schizoids never stop complaining’). I
would have liked more about the technical difficulties of reaching
narcissistic patients with understanding, of the place of narcissism in
clinical states such as depression and psychosis, and the important
issue of recognizing narcissistic functioning in ourselves as psychother-
apists, and how this impedes our work.
Now that we have ‘discovered’ narcissism, we have an obligation

to think about it with a greater degree of scientific precision than we
perhaps do at present. How malignant and/or hidden is it? What
fundamental anxieties does it serve to keep at bay? Whose narcissism
is it? How does narcissism differ from related states such as schizoid
and borderline personality organizations? This collection of papersis
a positive contribution to that necessary quest for greater clarity and
precision.

NOEL HESS

Michael Fordham: Innovations in Analytical Psychology

By James Astor, Routledge 1995. pp. 271 h/b £37.50 p/b £13.99

Michael Fordham died on April 14th 1995 in his ninetieth year and
shortly before this book was published. It is dedicated to him.

Biographical detail gives the reader insight into Fordham’s charac-
ter, his relationship with Jung, and into his intense interest in the
concept of the self. There is a bibliography of Fordham’s published
works compiled by Roger Hobdell.
The weight of this book lies in James Astor’s exposition of

Fordham’stheoretical and clinical work, including chapters on trans-
ference and countertransference, and his discussion of how this work
is of significance to analytical psychology.
A section on Jung and Freud, and Chapter 3 Jung and Fordham,

enable the reader to understand the historical background. Fordham
believed Jung’s work to be complementary to Freud’s rather than in
opposition to it and he regarded the results of the estrangement of
the two men as ‘a disaster’. In Chapter 2 Astor describes Jung’s
Psychological Model and Chapters 4-12 each focus on an aspect of
Fordham’s work and are constructed to illustrate how his ideas devel-
oped out of Jung’s formulations. The reader is thus able to follow the
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progression of the work, having its origins in mind and able to under-
stand how these ideas are innovations in analytical psychology.

Astorstresses that Jung’s way of thinking aboutthe self was unlike
other models which have used the term to denote a ‘self’ feeling, a
function of the ego and of consciousness. Jung’s use of the term
embraced both conscious and unconscious and represented the totality
of the person. Astor writes on the various ways in which Jung used.
the term and concludes:‘it is possible to arrive at a self which is both
ultimately mysterious and yet manifestsitself in thelife of an individual
in ways which form the basis of personal identity’. For most of his
life Jung had described individuation ofthe self as a process occurring
in the second halfoflife. His view of the aims and goals of childhood
and young adulthood was that they were those of adaptation and
strengthening the ego. Fordham, working as a child psychiatrist and
deeply interested in the theories of Jung and in the work of psychoanal-
ysts, discovered processes in children which he thought could not be
described in terms of ego development alone but which seemed to him
to be actionsofthe self. In chapter 4 The self in infancy and childhood.
Pioneering discoveries, chapter 5 Ego development in infancy and
childhood: The integration of observational research, and chapter 6
Archetypestheir biological basis and actions of the self, Astor describes
and discusses the gradual development of Fordham’s theory of a
primary self. He summarises Fordham’s model as ‘having two tiers;
the first a primary self similar to the DNA model which cannot be
experienced but must beinferred, and the second deintegrative and
reintegrative activities which bring it into contact with the earliest
environmentandthis initiates a process which leadsto the structuring
of mind’. Fordham used Bion’s language to describe these early pro-
cesses, thus the first deintegrates may be understood as equivalent to
the undigested data of a beta element, and a successful reintegrative
experience equivalent to the effect of the maternal reverie and alpha
function. Astor writes: ‘He thinks of the mindstructuringitself through
the digesting of experience, at first through the activity of the self,
then the archetypes, later through the activity of the ego. Additionally
what Fordham proposedis that the baby in its sensuous and physical
being has the potential to gencrate the mental equivalent of physical
experiences, rudimentary thoughts which can later be used for thinking
as the ego develops.’

Fordham’s drive towardsinvestigation is clear throughoutthis book.
Astor describes him as having been ‘true to the spirit of Jung’ in
working empirically and in discarding theories when the clinical or
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observational evidence suggested somethingelse. His study of the work
of Freud and Klein had convinced Fordham of the value of demon-
strating how he arrived at his conclusions. He wrote more directly of
his experiences than did Jung, thus there is much clinical detail in
these pages. An example ofa significant gap in Jung’s published works
became apparent when in 1946 the Society of Analytical Psychology
was started. Fordham and a group of analysts wanted to create a
Jungian training in London, which could be independentof the Zurich
institute founded by some of Jung’s followers. Although Jung had
long been interested in transference he had written little that was
clinically descriptive and which would enable trainee analysts to
develop in this area. Jung’s attitude to technique was that it was
something which ‘did violence to the individual nature of the analytic
process’ and someofhis followers were concerned that revealing what
they did would be a ‘violation of the patient’s individuality’. Fordham
wanted to open up whatactually happened betweenanalyst and patient
in the consulting room. He beganhis writings on transference in 1957.

In chapter 8 The discovery of the syntonic transference and the
importanceofanalysing childhood, chapter 9 Countertransference, inter-
action and not knowing beforehand and chapter 10 Defences of the self,
projective identification and identity, Astor discusses Fordham’s rese-
arches into transference and technique. Jung hadstressed the ‘prospec-
tive’ nature of the unconscious, partly, Astor suggests to distinguish
his approach from Freud’sfor ‘historical reasons’. He used the term
‘the actual situation’. Fordhamreinterpretedthis in a way that psycho-
analysts and analytical psychologists understand today, as there being
‘still active’ historical elements in the present. In practice Fordham
discovered Jung’s methodofactive imagination and amplification did
not prevent occurrences of delusional transference. As a child psy-
chiatrist he was well aware of the inevitability and archetypal nature
of transference, the child projected a parentalfigure on to the doctor
and the child in the adult similarly. His experience of child analysisand of Jung’s amplification method brought Fordham to a position
which Astor describes as ‘similar to Jung’s later teleological approach
to analysis with adults, but which included the analysis of childhood’.
He wasdeeply influenced by Jung’s ideas on the importance of the
analyst’s total engagementin the analytic process and his capacity tobe in touch with his own unconscious. While Jung thought that aninterpretation should be created anew from the analyst’s unconscious
for each patient, Fordham thought rather for each interview. He
proposed the term ‘syntonic transference/countertransference’ for the
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experience evoked by patients’ projections and he distinguished this
from a ‘countertransferenceillusion’, which he understood as situ-
ation requiring further understanding by the analyst of himself. Later
he wasto discard this theory as his understanding of projective mech-
anisms grew. In 1974 he wrote ‘Defences of the self’ which Astor
describes as ‘a springboard for analytical psychologists to study
projective identification while remaining true to Jung’s individual
psychology’. This paper was highly significant because here Fordham
was bringing together the analysis of delusional transference in adult
patients with his studies of infancy. Heillustrated what happened
whena deintegrate ofthe self becamesplit off and distorted. Fordham’s
understanding was that the patient’s delusion contained archetypal
forms ‘which were aimed at establishing relatedness’. His conclusions
about technique in these instances are of immense value to all prac-
titioners. He stressed that the analyst must retain his analytic attitude
at all costs, that he must not give in to guilt. He believed that the
patient’s pain and struggle represented thewill to live and his attempt
to relate, albeit in a malignant form. This is an important book for
analytical psychologists. It places contemporary Jungian thinking in
the transference, in the consulting room, and it has something to say
to psychoanalysts.
Throughout the book Astor stresses Fordham’s loyalty to Jung’s

ideas but also his opennessto the work of and dialogue with psychoan-
alysts. When Fordham described the effect of the split between Jung
and Freud as‘a disaster’ he also called it ‘in part an illusion’. It seems
to me that Astor’s book does someessential things.It illustrates how
Fordham filled some of the gaps left by Jung. It links Fordham’s
modelof infant developmentwith the ideas of post-Kleinian thinkers,
particularly Bion and Meltzer. It shows how Fordham developed his
ideas from within Jung’s formulations, modifying them when the
evidence demanded to make available to analytical psychologists a
body ofclinically and observationally based work which describes a
theory ofthe self throughout the life of an individual.

PATRICIA ALLEN
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TheInstitute of Group Analysis
1 Daleham Gardens London NW3 SBY Tel: 0171 431 2693

(in association with the International Attachment Network)

FROM ATTACHMENT THEORY TO
DEVELOPMENTAL PSYCHOPATHOLOGY

A course of Seminars:
12 evening seminars held on Tuesdays from 8.30 pm to 10.15 pm from 24th
September to 17th December 1996. Chair: Tirril Harris and Felicity de Zulueta
14 September Richard Powlby and Mario Marrone: Introduction to attach-

ment theory.
1 October Juliet Hopkins: The biological basis of attachment theory:

infancy, instinct and defense.
8 October Hans Cohn and Nicola Diamond: The philosophical basis of

attachment theory: attachment, intersubjectivism and the
nature of Man’s being-in-the-world.

15 October Joan Raphael-Leff: Attachmenttheory in the context of con-
temporary psychoanalytic thinking.

22 October Earl Hopper: Attachment and socio-cultural context.
5 November Lisa Crandell and Peter Hobson: From attachment theory to

developmental psychopathology.
12 November Tirril Harris: Attachmentstyles among adults.
19 November Felicity de Zulueta: Violence when attachment goes wrong.
3 December Valerie Sinason: Memories of abuse.
10 December Mario Marrone: Applications of attachment theory to psycho-

analytic therapy and group analysis.
17 December Discussion, integration, conclusions.

Workshop:
A whole-day workshop to be held on Saturday 14th December 1996 from.
9.45 am to 1.00 pm and from 2.15 pm to 5.00 pm. This workshopwill look
at recent developments in the understanding of attachment representations
and intergenerational transmission of insecure attachment. The morning ses-
sion will be conducted by Peter Fonagy, Howard Steele and Miriam Steele and
will consist of a theoretical presentation illustrated with videos and slides. The
afternoonsession will be conducted by Mario Marrone andFelicity de Zulueta
and will have an experiential component.Participants will be encouraged to
explore key issues of their attachmenthistories in a group-analytic setting.
The International Attachment Network is a group of psychoanalysts, group
analysts, psychotherapists, psychiatrists and mentalhealth workers from England
and Spain, which has been recently formed for the purpose of promoting the
study of John Bowlby’s work, recent developments in attachment theory and
research and their applications to clinical practice and prevention in mental
health. The annual membership fee is £25.00. Members meet once a month (on
a Wednesday evening) for an informal presentation, often illustrated with video
material and followed by discussions. Enquiries should be addressed in writing
to Dr Mario Marrone, 75 Minster Mews, Minster Road, London NW2 38J.
All seminars and meetings (except the Saturday workshop)will be held at
11 Bedford Square, London WC1 (University of London).
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