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INTRUSIVE IDENTIFICATION,
THE CLAUSTRUM AND THE COUPLE*

JAMESV. FISHER

Introduction

In this paperI wantto describe someof the impact of Donald Meltzer’s
recent work on myanalytic therapy with couples. This kind of therapy
with couples is sometimes referred to as an application of psycho-
analysis, which no doubtit is. It is also in my view, however, a prime
arena for research into the psychoanalytic process and hence into
psychoanalysis itself. However, I am not so bold asto offer this as a
thesis here which I would proceed to explore and defend. It may be
true or it may not, or, it may need to be modified. I am more interested
in it as a state of mind in which one may approach the analytic
encounterwith couples. It should also be said that although the clinical
material in this paper is drawn from myanalytic therapy with a couple,
the thinking is applicable to psychoanalytic therapy with individuals,
as I hopeto illustrate in a subsequent paper.

I begin with an invitation to reflect on the experience of a couple I
saw with a co-therapist for almost four years in psychoanalytic ther-
apy. It is a story which had what was, from oneperspective, a tragic
outcome, a story no doubt familiarto all clinicians.

Jeremy and Jenny are a young couple in their mid-thirties, both m
prominent public positions in their community. He was the head master
of a small private school around whichvillage life centres. She is a teacher
in the village state school. They have two young children. Although very
much in the public spotlight, Jeremy has nevertheless regularly engaged
in sexual behaviour that has involved visiting prostitutes and porno-
graphic establishments, knowledge of which would (and did) ruin his
career. They had also engaged in bizarre sexual events, although Jenny,
consciously anyway, disassociates herself from these activities. She sees
herself as ‘cold’ and unresponsive sexually, althoughintensely, intrusively
curious abouttheterrible, secret things Jeremy gets up to.
They came to therapy because of Jeremy’s affair with a close woman

friend of Jenny’s, the discovery of which nearly destroyed Jenny. After
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just over two and a half years of therapy Jenny withdrew for four months,
ostensibly so Jeremy could have the ‘privacy’ to explore his nightmare.
At the end of that time she insisted we refer her to a psychotherapist
closer to home as she moved toward separation from him. Six months
later they were engaged in one of the most vicious custodybattles I have
witnessed. Jeremy was disgraced in thevillage, his career ruined, and then
in a twist of the ironies of the court, he was awarded major custody of
the children.

There are many waysto think about this story and its outcometo date,
but I wantto think aboutit in terms of Meltzer’s notion of the claustrum
and his exposition of the three major claustrum worlds. Jeremy has
‘temporarily’ broken off his therapy with us — to our knowledge Jennyis
still in therapy with her new therapist. He wrote to us after our last
session saying: ‘I feel a curious sense of freedom in having escaped [the
school] and forthefirst time in mylife find myself without aninstitution,
or a marriage, from which to draw an identity.... I don’t think I could
have easily chosen to leave the marriage or to leave [the school]. Perhaps
what I have to continue working with is that the cost of my not being
able to choose that [leaving the marriage and the school] has been enor-
mousin the way things turned out.... I can’t believe that Jenny has chosen
to do what she has done and she inevitably will not be able to believe
that I’ve chosen to do the things I’ve done. At the end both of us have
becomestrangers and devils for one another.’

Preparing for this paper I went back to read their application form for
the first time in four years. Jeremy wrote then: ‘My fear of emotions and
my inexperience in making relationships meant that I have treated my
marriage and home somewhatasa castle, which has becomeclaustropho-
bic for Jenny whofinds meall consuming and allowing no spaceto be.’

Before exploring howtheideasof‘intrusive’ projective identification
and the claustrum can help to understand the dilemmaofthis couple,
I want to look back to our understanding of the notion of projective
identification itself. It is remarkable to observe just how central this
peculiar notion has becomein our understanding of the psychoanalytic
process and in particular of the dynamics of the couple relationship
at the heart of this process, the analyst/analysand couple. Ourclinical
discussions would be the poorer, indeed for many of us almost incon-
ceivable, without the use of the notion of projective identification.
Inevitably use of this notion extended beyond the analytic couple to
that quintessential relationship which is a bedrock of the analytical
relationship, the primitive mother/infant couple. An exploration of
the dynamics of these two couple relationships has led increasingly to
the use of this ‘peculiar notion’ in the understanding of the marital
couple and the vicissitudes of that relationship, beginning arguably
with the work of Dicks and others at the Tavistock almost four
decades ago.



I refer to projective identification as a ‘peculiar notion’ because I
wantto call attentiontoits clinical origins, to the phenomenon Melanie
Klein described as an ‘omnipotent phantasy’, on the basis of her
detailed observation of the children she analysed. As I suggested
elsewhere (Fisher 1994), we should not forget what a ‘crazy’ idea it
is, the phantasy that I can split off ‘bad parts’ of myself, unpleasant
and unwanted feelings for example, and put them into someone else.
The infantile omnipotence of this unconscious phantasy stands in
tension with the subsequent incorporation of the notion of projective
identification into theories of interpersonal dynamics as a theoretical
concept.
One reason I wish to go back to this original understanding of

projective identification, particularly in thinking about our analytic
work, is to suggest that Bion in his exploration and development of
this ‘peculiar notion’ has inadvertently opened the way to some con-
fusion; ironic since at one stage he aimed at introducing a formal
language to aid in communication between psychoanalysts. There is
no doubt that Bion has had a profound influence on psychoanalytic
thinking and practice and that oneof the areas of greatest impact has
been in our understanding of projective identification. With his devel-
opment of the notion of the container/contained relationship, it has
become possible to speak of a process of projective identification in
the interest of communication.

This development has given substance to the increasing emphasis in
the past four or five decades on the experience of the analyst or
therapist in the psychoanalytical process, i.e., the emphasis on counter-
transference. However, when Bion revolutionised our thinking about
projective identification with this introduction of the concept of the
container/containedrelationship, he also introduced a way of thinking
aboutprojective identification which can imply thatit is an essentially
benign process. From clinical experience we know that, in the dynamics
of the container/contained relationship, projective identification can
function as a primitive form of communication. This is true if, but
only if, the person acting as a container can bear to be the recipient
of projective identification andstill sustain an ability to think about
the experience. Betty Joseph suggests that it can act as a communi-
cation whateverits ‘motivation’, i.e., whetherit is ‘aimed’ at communi-
cating a state of mind orat entering and controlling and attacking the
recipient (Joseph 1989, 175).

This concept of container/contained has so coloured ouruse ofthe
notion of projective identification that Meltzer has proposed the intro-
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duction of the term ‘intrusive identification’ to describe a kind of
projective identification which is certainly neither benign nor some-
thing in the service of communication. He has gone on to describe
clinically the connection between‘intrusive identification’ and what he
calls the ‘claustrum’, which in my opinion has moved our understand-
ing of projective identification forward in a way which we are only
beginning to appreciate. I wantto call attention specifically to the way
Meltzer has expanded ourfield of attention in connection with projec-
tive identification, something which is particularly important for our
thinking about its appearance in the couple relationship and thus in
the therapeutic encounter with couples as well as with individuals. He
invites us to consider what he calls the ‘projective’ as well as the
‘identificatory’ aspects of projective identification (Meltzer 1992, 4).
The identificatory aspects concern the transformation in the self in

the omnipotent phantasy of projective identification, e.g., grandiosity,
psychotic depressive states, hypochondria, confusionalstates. The pro-
jective aspects concern the nature of the experiences when inside that
phantasy world into which one has intruded, the ‘claustrophobic’
aspects. Whatis it like in there? What are the unconscious phantasies
aboutthe inside of the internal mother that result from this uncon-
scious phantasy of intrusion into her?

In other words, I want to re-consider in this paper the experience
of a kind of projective identification which is not in the interest of
communication. I want to take us back to reflect on whatwastradition-
ally described in quantitative termsas ‘excessive’ or ‘massive’ projective
identification, as distinct from what Bion described as a process of
communication. It is true that some people view these as points on a
continuum, distinguished by the degree of intensity and extent, but
essentially the same psychic mechanism (e.g., Steiner 1993). It may
ultimately be important to decide whether these are indeed two poles
on a continuum or whether they are two quite different psychic
mechanisms, but that is not something I wish to undertake here.

In publications over the past decade Meltzer has proposed a modifi-
cation of our terminology moving from a quantitative distinction to a
qualitative one. He has suggested, for example, a terminology which
has yet to achieve widespread use, but one which I find helpful:

Projective identification — the unconscious phantasy implementing
the non-lexical aspects of language and behaviour, aimed at
communication rather than action (Bion).
Intrusive identification — the unconscious omnipotent phantasy,
mechanism of defence (Melanie Klein).
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Claustrum — the inside of the object penetrated by intrusive
identification.
Container — the inside of the object receptive of projective identifi-
cation. (Meltzer 1986, 69)
With this terminology in mind, although withoutadoptingitrigidly,

I want now to consider some aspects of the experience of intrusive
identification and the claustrum with reference both to the couple
relationship itself and to analytic therapy with couples and with indi-
viduals. In other words I want to look at what we might think of as
‘claustrophobic’ experiences in relationships. Another Kleinian writer
who has developed similar ideas is Henri Rey. He observed:

Claustrophobic persons are afraid to be in an enclosed situation, they
develop extreme anxiety or panic and want to get out. The ‘situation’
may be a room,a traffic jam, a marriage. When they are not contained
they become agoraphobic and develop anxiety or panic (Rey 1988, 218).

It should be obvious that when we include ‘marriage’ in this list of
situations, we are in an arena which is broader than ‘claustrophobic’
in the usual psychiatric sense. More importantly I want to take us
beyond simply the claustrophobic anxiety which makes one want to
escape. I will explore the experiences, perceptions, and even beliefs
when onefeels trapped in the claustrum. In particular I will illustrate
in our experience with Jeremy and Jenny the three primary types of
claustrum experience resulting from the omnipotent phantasy of
intrusion into the major ‘compartments’ of the internal mother: the
maternal head/breast, the maternal genital, and the maternal rectum.

I want to emphasise here that Meltzer’s exposition of intrusive
identification and the claustrum is part of what is, in my view, an
elaborate and revolutionary reformulation of psychoanalytic theory,
integrating the clinical insights of Freud, Klein and Bion in a waythat
is more coherent than might be apparent in the isolated reading of
any one of his books or papers. Although I shall illustrate some of
these ideas with our work with Jeremy and Jenny, I am aware how
strange these ideas may sound whenfirst encountered. I think that is
because they challenge some of our basic assumptions, particularly
about ‘unconscious phantasy’ and the ‘internal world’. Meltzer sug-
gests that having worked with children makes it easier to appreciate
the literal and concrete nature of the internal world. I sometimes
wonder if working with couples allows a similar experience because
of the enactment which takes place in their relating in the consulting
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room. One of my colleagues observed that ‘marriage is about doing
not thinking’, which has an elementoftruth in it.

Whenit comes to a different way of thinking, it is not a matter of
merely defining one’s terms, although I shall try to be as clear as I
can. Perhaps I exaggerate the difficulties just because I myself have
only slowly made sense of some of Meltzer’s thinking. In the end my
intention in this paper is quite limited. I do not intend to ‘explain
theories’, only to give you some idea of how I use the notions of
intrusive identification and the claustrum in my analytic work. If I
succeed in interesting the reader in pursuing any of these ideas and
joining me in the exploration oftheir clinical use, I shall be more than
satisfied. We are afterall only just beginning to discover how to make
use of these ideas.

In the clinical setting the notions of intrusive identification and the
claustrum, I suggest, can give new insight into the intense dynamics
with the very disturbed couples who more and more are turning to
therapy in desperation andcrisis, at least that is my experience at the
Tavistock Marital Studies Institute. These are couples with whom it
feels almost impossible to think for ourselves because we feel drawn
into and trapped in their claustrum world with them.It is not so much
that we are the ‘recipients’ of this intrusive projective identification,
as that weare in the presence oftheir intrusive identification with their
internal objects which is so profoundly powerful that we feel no option
but to be claustrum dwellers with them in the nightmare worlds in
which they are trapped.

The geography of the internal world

Before I illustrate some specific aspects of the nature of the claustrum
experience with this couple, I think it is important to remind ourselves
of one of the basic assumptions of Kleinian and post-Kleinian think-
ing, the concrete nature of the internal world as well as its ‘geography’.
It is one of my hypotheses about analytic work with couples that the
therapeutic task can in some sense be thought of as what Meltzer
(1967) has described as the sorting geographical confusions. This spatial
notion of ‘geography’ for the locating of the self in relation to its
various objects is particularly helpful in thinking about a central
dynamic in any couple relationship, the awareness and acceptance of
the separate existence of the other. This awareness and acceptanceis
based, I am suggesting, on the ability to make a distinction between
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the internal and external world, both of the self and of the object. In
other words the ability to sort out ‘geographical confusions’.
We mightlink this with the notion of the process of ‘separation and

individuation’, to use Margaret Mahler’s more familiar terminology
(Mahler, Pine and Bergman, 1975). The success of this process is
critical to a sense of self and thus to the ability to sustain an intimate
relationship. It is precisely this sense of self which is so dramatically
lacking in many of the couples who have come for help with their
relationship, couples characterised by what we might term ‘narcissistic
relating’ (Ruszczynski 1994). One could say that the central arena of
interest for post-Kleinian thinking has been whatare generally termed
‘narcissistic object relations’. This is one reasonI find the post-Kleinian
approach so important as a framework for analytic work.
One way of understanding the central issue in narcissistic object

relating is to keep in mindthis spatial reality of the internal world in
unconscious phantasy. It is interesting to note that John Steiner, for
example, in his new book describes what he calls ‘psychic retreats,
refuges, shelters, sanctuaries or havens’ as ‘states which were often
experienced spatially as if they were places in which the patient could
hide’ (Steiner 1993, xi, my emphasis).

Central to this approach is the spatial quality of experience in
unconscious phantasy, ic., that the ‘internal world’ and ‘internal
objects’ necessarily have a psychic reality whichis ‘spatial’. In trying
to understand this way ofthinking, it is essential, though difficult, to
keep in mind the concrete natureofthe internal world, internal objects
and their ‘geography’. As I have said it is perhaps helpful to keep in
mind thatin large part this Kleinian approach arose out of analytic
work with children and it is in the reports of work with children that
one can see most clearly this very concrete nature of unconscious
phantasy revealed. Referring to the contributions of Bion and Esther
Bick, Meltzer has suggested that their work has thrown ‘a new light
on the suggestion, implicit in all of Melanie Klein’s work, that the
internal world of objects is experienced in an absolutely concrete sense
in the unconscious, and is primary for the establishment of the
emotional meaning of ourintimate relationships’ (Meltzer 1986, 102).
However, it should be noted that this is actually not an unfamiliar

notion, nor one confined to a Kleinian approach. For example Joyce
McDougall has suggested the evocative expression Theatres of the
Mind in her description of the ‘internal stage’ as a setting for the
tragedies (and of course comedies as well) of the internal world.
(McDougall 1986) In her vivid imagery McDougall captures the
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picture of the concreteness of the internal world, even though she
herself may understand it more as a metaphor. We also see it in a
lively way in dreams, both in our own personal experience and in the
dreams which couples as well as individuals bring to the analytic
experience. They give us an intimate access to thelife of the internal
world whether or not we view them as Freud did as the royal road to
the unconscious.

In a recent publication Meltzer has further suggested that this
‘phantasy-geography’ has a number of areas which may be dis-
tinguished from each other: the external world, the womb,theinterior
of external objects, the internal world, and the delusional world (geo-
graphically speaking ‘nowhere’) (Meltzer 1992, 57). The mostcritical
‘arena’, however, is the interior of internal objects, and thus our
primary interest will be in ‘intrusive’ projective identification with
internal objects and more specifically with the internal mother.
The geography which is central, therefore to the ‘phantasy-

geography’ of the self, and thus to that of the couple relationship, is
the geography of the internal regions, or as Meltzer hasit, the ‘“com-
partments’ of the internal mother. The conception of the inside of the
internal mother(andcritically, the means by which this conception is
arrived at) forms a template for all intimate relationships. Thus in his
exploration of the ‘projective’ aspects of projective identification,
Meltzer is suggesting that the mode of entry in phantasy into the
mother’s body determines the quality of the experience of the phantasy
of the nature of what is found inside her body.
One of the most important points I wish to makein this paperis

to highlight the fundamental difference between a genuine intimacy
with the other and a ‘pseudo-intimacy’ which is a narcissistic form of
relating. The former is based on the reality that the other is known
only from the outside. The latter is based on the phantasy of getting
inside the other. Meltzer invites us to consider the difference between
the picture of the inside of the internal mother which results from the
use of imagination and the one which results from the phantasy of
omnipotentintrusion. The imaginative ‘knowing’ of the other, inspired
by an imaginative ‘knowing’ of the internal mother, is constructed
necessarily out of elements of experience of the external world,respect-
ing the privacy of the interior of the mother. It is characterised by an
attitude which Bion has brought into our vocabulary from his reading
of John Keats. Keats described this attitude of mind as negative
capability, ‘that is, when [one] is capable of being in uncertainties,
mysteries, doubts, without any irritable reaching after fact and reason’
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(Bion 1970, 125). No matter how intimate the ‘knowledge’ of the
other,it is always characterised by uncertainties, mysteries and doubts.
We know, however, that in many couples there is a sense ofcertainty

in the so-called ‘knowledge’ of the other, a ‘certainty’ often character-
ised by boredom and complacency, or persecution and tyranny,
depending on what is omnisciently ‘known’. This certainty, resulting
as it does from a phantasy of omnipotentintrusion, is characterised
by what Meltzer elsewhere called ‘the delusion of clarity of insight’
(Meltzer 1976). We have ail seen it many times in therapy.

The interior regions of the internal mother
We come now to the heart of this paper. This omnipotent ‘knowledge’
of the internal mother and consequently of the ‘interior’ of the other
in an intimaterelationship, creates the sense ofliving, through intrusive
identification, in what Meltzer has described as a claustrum. He notes
that, when the part of the personality ‘ensconced’ in the claustrum
gains contro! of consciousness, marked changes occur:

First of all the experience of the outside world becomes dominated by
the claustrophobic atmosphere, meaning that the person, in whatever
situation he finds himself, feels trapped. Job, marriage, holiday, ontrains,
busesorlifts, in personal or casualrelations, in restaurants or theatres —
in every areathereis a tangible atmosphere of catastrophe immanent and
‘No Exit’ (Sartre).

Second, in response to this hovering sense of immanent catastrophe,
the picture of the world becomes compartmentalised and stratified...
Furthermoreall organisationis seen asstratified, hierarchic and therefore
in a sense political, whether it be family, extended family, work place....(Meltzer 1992, 119)

Myinterest here is in the claustrum experience in the relationship of
the marital couple as well as in the analytic relationship of patient
and therapist. Rather than talking about this experience in general
terms, I want to explore some of the more specific characteristics of
this ‘claustrum’ experience. As I have already indicated, Meltzer div-
ides the ‘compartments’of the internal motherinto three: the maternal
head/breast, the maternal genital, and the maternal rectum.
Correspondingly he describes three types of claustrum experience. In
this paper I can only allude to aspects of these three types, touching
briefly on each with some material from the therapy with Jeremy
and Jenny.
The first ‘compartment’ is what Meltzer describes as the maternal
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‘head/breast’. Seen from the ‘outside’, i.e., through the use of imagin-
ation, the primary quality of this region of the internal motheris
‘richness’, having the nuances of ‘generosity, receptiveness, aesthetic
reciprocity; understanding and all possible knowledge; the locus of
symbol formation, and thus of art, poetry, imagination.’ However,
‘experienced’ from the inside influenced by the motives of intrusion,
Meltzer suggests a very different picture:

Generosity becomes guid pro quo, receptiveness becomes inveiglement,
reciprocity becomes collusion, understanding becomes penetration of
secrets, knowledge becomes information, symbol formation becomes
metonymy, art becomes fashion. (Meltzer 1992, 72f.)

Jenny and Jeremylived in just such a ‘claustrum’in their relationship
with each other and with their therapists.

Ihave already told you a bit about the desperation which brought Jeremy
and Jenny to therapy. The ‘breaking of his boundary’ with Jenny’s friend,
to use his phrase, was only the last and the most unbearable of Jeremy’s
sexual ‘adventures’. He regularly kept his ‘adventures’ secret from Jenny
until a point when he would share with her what he had done‘asa gift’
to demonstrate his wish to be intimate with her. He cannot understand
why she does not appreciate such poisonous ‘gifts’, and is genuinely
bewildered by her angry, sometimes violent response. The secrecy feels
essential to him because it is part of his ‘privacy’, his need to discover
himself and his ‘path’. He feels her curiosity as intolerably intrusive, as
if she was determined to‘get right inside him’.

Jenny on the other hand feels shut out by Jeremy and yet, ironically,
experiences him as ‘having no boundaries’. She had in fact encouraged
his association with her friend so that Jeremy could learn to be intimate,
to have a friend, without ‘losing his boundaries’. It is as if she lives out
her sexuality through Jeremy’s escapades, needing to know about them
almostasif to recover somethingofherself.

I want to focus here not on the sexuality, however, but on the dilemma
which confoundsthis couple, the distinction between privacy andsecrecy.
Each feels desperately intruded on by the other, he by her relentless
‘curiosity’ and she by the damaging‘gift’ of his telling of secrets. After a
year of therapy it transpired that the affair wasstill going on, although
Jeremy had implied in the sessions that it was over without ever saying
so explicitly, i.e., strictly speaking he had neverlied. Jenny wasferociously
angry with my co-therapist and me. We were caughtin the dilemma of
either having interrogated Jeremyto clarify what was happening, some-
thing we felt we could not do, or colluding with him in his deception.
Jenny was in a sense right. We had indeed ‘turned a blind eye’ (Steiner
1993).

Oneof the mostdisturbing aspects of being with Jeremy was the intense
way he would hold your gaze with his penetrating eyes for what seemed
an infinity. Only after two years was I able to gather my courage and say
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to him that it was ‘as if? he wanted to get right inside my head. He
responded almost matter-of-factly that this was indeed whathe was doing.
He could only ‘understand’ by trying to get right inside us to see what
we saw. We understood this with them as Jeremy’s ‘magical world’, the
world of oneness he had with his intrusive, narcissistic mother, and which
he and Jenny tried to re-create. But wheneither tried to get inside the
other, it was felt as an intrusive, persecutory attack forcing the other
either to escape into ‘secrets’ or ‘emotional deadness’.

As Meltzer has described, we were drawn into a claustrum world in
which ‘receptiveness’ had become ‘inveiglement’, ‘reciprocity’ had
become ‘collusion’, and ‘understanding’ had becomethe‘penetration
of secrets’. Many times I felt confused and unhelpful to them because
I felt that I could no longerthink clearly about the difference between
privacy andsecrecy, even concerning the‘privacy’ ofmy own thoughts.
To think Jeremy ought to be honest with Jenny was to collude with
his poisonous‘gifts’ and to join in an aggressive, damaging attack on
Jenny. But to think he should keep things to himselfmeant we colluded
with his perverse and destructive deviousness. My co-therapist and I
were often filled with curiosity about what he actually got up to, as
he tantalised us with hints of ever darker perversities.
The second ‘compartment’ of the internal mother is the maternal

‘genital’. Meltzer notes that one characteristic of claustrum dwellers
is the ‘obsessive interest’ in other compartments and their dwellers. I
also find that, especially with couples, one can see the movement from
one region to another. This was particularly true of Jenny and Jeremy
who from the beginning of therapy presented us with a disturbing
picture of sexual adventures which stood in tension with the public
positions they both held in the community. Meltzer gives us a vivid
picture of this ‘claustrum world’ they inhabited:

Seen from the interior through the eyes of the intruder, it is a Mardi
Gras,a festival of priapic religion where the beauty of femininity has the
irresistible power to produce the erection that is irresistibly fascinating
and craved by every sense and orifice.... Whether the burning desire is
to be theirresistible phallus or to have absolute poweroverit, the essential
object is the erect penis. (Meltzer 1992, 88, 89)
From the time they met, Jeremy and Jenny inhabited an intensely

sexualised world which distorted every dimension of their relationship.
At university Jeremy seemed to cope with his tendency to sexualise all
contacts with people by an extremeasceticism, sleeping on a barefloor,
eschewingall ‘luxuries’, having, Jenny said, only one changeof clothing.
Their sexual relationship was the only one she had ever had and through-
out their marriage she oscillated between an almost exhibitionist sexuality
and a withdrawal into an emotional coldness which disappointed him
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and sapped herself-confidence. They told us, for example, of dancing
nude with another couple which included intercourse while dancing in
the presence of the other couple. This did not seem to them sexual
freedom,butrather the only alternative to Jenny’s ‘coldness’ which Jeremy
experienced as her being ‘hard’, almost as if she had adopted his early
‘asceticism’ as a way of escaping this claustrum.
During the therapy this dynamic was enacted with us. Jenny adopted

an ‘ascetic’ solution, keeping herself from emotional entanglement with
either my co-therapist or me, wary of ‘dancing’ with Jeremy in our
presence. She repeatedly complained to us that we avoided a more per-
sonalrelationship with them because, she insisted, of the rules of therapy.
We were not allowed to show our feelings. Our attempts to interpret her
internal rules against intimacy were met with a ‘stone wall’, even after
one outburst when I suggested she was‘playing withfire’ in herflirtatious
interaction with a colleague. I had simply ‘broken the rules’.

Jeremy on the other hand formed an intense attachment to us which
always had the undertones of the dilemma for him. How could he be
intimate withoutit becoming sexual. This was enacted outside the therapy
as a ‘mafia’ of women(their term), who saw themselves as‘agents’ of the
therapy, were engaged to watch over him virtually 24 hours a day to
ensure that he did not ‘break his boundaries’ in any of his attachments
outside of the marriage — including with an elderly male teacher who
loved to ‘kiss and touch’ him. Of course the inevitable happened and one
of these women enlisted to help Jeremy keep his boundaries became his
lover. It was the last straw for Jenny, leading to her ‘demonic’ attack on
him and the marriage.

Jeremy lived in a ‘Mardi Gras’of sexuality which he desperately longed
to escape. He continually tried to involve himself with someone who
could help him ‘keep his boundary’, although inevitably they were drawn
into this claustrum world asif there were no alternative. Jeremy told us
he did not want a sexualrelationship with these women. What he wanted
was‘to get right inside their womb’. Unconscioussexual phantasies about
my co-therapist and me seem to have been displaced to the female ‘mafia’
drawnin to protect him between sessions and ultimately acted out with
them. At one point when my co-therapist referred to her and me as a
‘couple’, Jeremy was speechless. He could not think what we were, but
we certainly were not a couple. Being a couple in his mind could only be
experienced in terms of his sexualisation of intimacy. He struggled to
comprehend how there could be any other kind of intimacy in our
co-therapy partnership with each other or in our relationship with him.

In one session late in the therapy, when we were seeing Jeremy on his
own, he excitedly told us how he had managed to be ‘intimate’ with
Lillian, an elderly, loyal and devoted former memberofhisstaff, telling
her everything. The sexualisation of this ‘intimacy’ was painfully obvious
and he was crushed when wepointed out that it seemed this woman had
been ‘seduced’ into his claustrum world, age being no barrier to sexual
phantasy, an idea which seemed to shock him. Was there no one who
could bear being in the presence of an intrusive projective identification
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with the internal mother without joining him as a claustrum dweller
seeking ‘to be the irresistible phallus’ or ‘to have power over it’. Was
Jeremy condemnedto this claustrophobic world? We had a picture of
this nightmare in dreams, for example in Jeremy’s dream of himself as
the ‘buried man’. In this dream his hand was sticking up above the
ground, this buried man, who would not stay buried nor could escape.

Onecould say that Jeremy and Jenny ‘escaped’ that world (insofar as
they ever did) only to find themselves in the third ‘compartment’ of
the internal mother, the maternal rectum. It is with dwellers in this
‘claustrum’ that one finds the most profound disturbances, disturbing
for the patient or the couple and for the therapists as well. I should
say here that during the therapy with this couple for the most part we
did not have the benefit of an understanding of the claustrum experi-
ence, having read Meltzer but not really having this way of thinking
inside us. It was only in supervision with Dr. Meltzer that I began to
appreciate how muchsense it made of our experience with this couple.
With this same co-therapist I am now seeing another couple whoare,
if anything, more ensconced in the claustrum than were Jenny and
Jeremy. Although we see and experience the mutualintrusive projective
identification in their relationship and with us, there is a profound
difference in our capacity to think about this experience and boldness
in our willingness to interpret it to them.
Our experience over three years with Jeremy and Jenny bore out

Meltzer’s observation about‘a slippery chute from head to rectum as
voluptuousnessleads to eroticism and on to sado-masochism’ (Meltzer
1992, 91). My co-therapist and I were not prepared, however, for the
depths of sadism and masochism which emerged in thecrisis in the
last summerof therapy with Jeremy alone. Jenny had withdrawn from
the marital therapy and we had referred her for individual psycho-
analytic psychotherapy nearer to her home as she began the process
of separation from Jeremy. We had heardof crises of physical violence
between the couple throughout the time we saw them together, most
often with Jenny attacking Jeremy, one time hitting him so hard she
broke her forearm. Life in the world of the rectum is life in an
atmosphere of pervasive sadism and a hierarchic structure of tyranny
and violence. In this world there is only one value, that of survival.
Intrusion into the maternal rectum bystealth or violence leads to a
view of a world of Bion’s Basic Assumption Groups. Most shocking
for the therapist working with an individual or a couple whoseinternal
world takes on this claustrum quality is the degradation, not just of
behaviour, but even more disturbing, of concepts and even theability
to think as a basis for action. In Meltzer’s words:
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Truth is transformed into anything that cannot be disproved; justice
becomes talion plus increment; all the acts of intimacy change their
meaning into techniques of manipulation or dissimulation; loyalty
replaces devotion; obedience substitutes for trust; emotion is simulated by
excitement; guilt and the yearning for punishment takes the place of
regret (Meltzer 1992, 92, my emphasis).

I do not need to detail the degradation to which the relationship
between Jeremy and Jenny sank in the last term of the therapy. We do
not know how much she spent for lawyers and court costs, though it
must have been at least as much as he spent; tens of thousands of pounds,
which neither had nor could imaginably afford. We heard about it only
through Jeremy’s experience, but it was not difficult to imagine Jenny’s
nightmare which mirrored his. It was unbearable to sit with him in his
violent despair, recounting one insane brutality after another as the
inexorable legal process turned every humane gesture into a degrading
attack.

Jeremy said it was the legal process that turned ‘justice’ into ‘talion
plus increment’. But I think even the family court setting, intended to be
benign, was transformedinto the claustrum world which Meltzer describes
in the intrusive phantasy of the maternal rectum. It wasdifficult not to
think that Jenny’s new therapist and my co-therapist and I were being
drawn in to be partisans of these protagonists in a world where ‘truth’
had been transformed into anything that could not be disproved, where
all ‘acts of intimacy’ had changed their meaning into techniques of
manipulation or dissimulation.
We saw Jeremy only once after he unexpectedly won the court battle.

He recounted a recentvillage event in which a memberofhis staff, who
had taken Jenny’s side, had throwna glass of red wine over him, staining
his shirt. With satisfaction he told us of his ‘revenge’. He went to her
home, gathered up some dog shit from the green opposite and presented
it to her, throwing a glass of white wine over her so as not to stain her
dress. We interpreted his feelings towards us. Our holiday breaks had
meantthat we were largely unavailable at the time of the court case. Our
‘deserting’ him could have only one meaning unconsciously in his claus-
trum world i.e. ‘he who is not with me is against me’. Hefelt ‘stained’
by our ‘betrayal’ but trying to hold back, he acted outhis feelings with
this other woman to keep from ‘staining’ us. He agreed that in some
sense his gently breaking off therapy at that point, although necessary
for him in order to establish a new home forthe children, was also an
attempt to protect us from a ‘shitty’ ending.

When I think of the two small children at the centre of this battle
and read Meltzer’s concluding words to a chapter on ‘Life in the
Claustrum’, I am filled with a profound sadness.

Somehow they are able to produce an atmosphere of hostage-holding,
even if one cannot quite detect the identity of the hostage. It is always
one’s loved ones, in the last resort the children. (Meltzer 1992, 95).
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Conclusion

In conclusion I want to make a brief comment on technical consider-
ations in working with one’s countertransference when in the presence
ofintrusive projective identification, i.c., when one is working with a
couple or an individual imprisoned in a claustrum. What sense can
we makeof the experience? I don’t know what we should say ‘metapsy-
chologically’, but experientially it feels as if one were also a claustrum
dweller. We begin to think and act as if the world we inhabit is the
claustrum world in which the patient lives. It is a world into which
the patient draws significant others and which we sometimes see a
couple share. Being able to think about whatis presented and experi-
enced in the consulting room this way, I find, helps me to step back
from this claustrum world and the limited options it presents. It also
makesit possible to interpret in a different way.
The details of this world, most of which ‘seem’ full of meaning,

invite earnest therapists to try to make sense of them in their eagerness
to be helpful. However, this does not take account of the world in
which the patient or the couple is living. For the head-breast dwellers
interpretations can be seen as an invitation for them to join us,
intruding into our mindsto see the world through our eyes. This can
seem momentarily gratifying, although with couples it often means
one partner joining us to be an ‘extra therapist’ for the partner. But
therapeutically it is inert, enacting a comforting sense of ‘oneness’
which soon becomes the suffocating attempt at fusion it really is
(Morgan 1994).
For the dwellers in the ‘Mardi Gras’ world of the maternal genital,

interpretations within the claustrum can be experienced either as
seductions or as evidence of having been seduced. We are all too
familiar with patients with whom westruggle to be able to say anything
which is not one or the other, aware that we are being drawn into a
claustrophobic ‘eroticism’ in spite of ourselves.
Most disturbing for us as therapists, however, is that claustrum of

the maternal rectum with its sado-masochistic perversion of truth and
fairness. In an earlier paper I have discussed the dynamics of what I
called the ‘false self couple’, the dynamics of the ‘impenetrable other’
(Fisher 1993). In this relationship there is only the tyrannical self and
the compliant object, or the compliant self and the tyrannical object,
a dynamic into which therapists too can be drawn,feeling caught in
the dilemma of having either to ‘back down’ or to triumph (Daniell
and Fisher 1994).
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What is required is not interpretation within the claustrum,
but interpretation of the dilemma of living in that world, what
Meltzer has called ‘an invitation to come out of the claustrum’, in
an attempt to convey that there is indeed a world outside the
claustrum, a world of humane values, of respect for the mystery of
the other, a world in which there is to be found devotion, truth,
intimacy, privacy, regret, a world beyond the ‘narcissistic object
relations’ of the claustrum.

References
Bion, W.R. (1970) Attention and Interpretation. London: Tavistock Publications Ltd,
Daniell, D. and Fisher, J. (1994) ‘Emerging disturbance in long term therapy with a

couple’. Unpublished Tavistock Marital Studies Institute paper.
Fisher, J. (1993) ‘The impenetrable other: ambivalence and the oedipalconflict in work

with couples’. In S. Ruszczynski, ed., Psychotherapy with Couples: Theory and Practice
at the Tavistock Institute of Marital Studies, London: Karnac Books.
—— (1994) ‘Bion and analytic work with couples’. Unpublished Tavistock Marital

Studies Institute paper.
Joseph, B. (1989) Psychic Equilibrium and Psychic Change: Selected Papers of Betty

Joseph, E. Bott Spillius and M. Feldman(eds.), London: Tavistock/Routledge.
McDougall, J. (1986) Theatres of the Mind: Ilusion and Truth on the Psychoanalytic

Stage, London: Free Association Books.
Mahier, M., Pine, KF. and Bergman, A. (1975) The Psychological Birth of the Human

Infant: Symbiosis and Individuation, New York: Basic Books, Inc.
Meltzer, D. (1967) The Psycho-Analytical Process, Perthshire, Scotland: The Clunie

Press.
-~— (1976) ‘The Delusion of Clarity of Insight’, Int. J. Psycho-Anal., 57:141-146.

Reprinted in The Claustrum: An Investigation of Claustrophobic Phenomena,
Perthshire, Scotland: The Clunie Press, 1992.
—— (1986) ‘The Conceptual Distinction between Projective Identification (Klein) and

Container-Contained (Bion)’. In Studies in Extended Metapsychology: Clinical
Applications of Bion’s Ideas. Perthshire, Scotland: The Clunie Press. foriginally pub-
lished in The Journal of Child Psychology, Vol. 8, 1982].

—~— (1992) The Claustrum: An Investigation of Claustrophobic Phenomena, Perthshire,
Scotland: The Clunie Press.

Morgan, M.(1993) ‘The projective gridlock: a form ofprojective identification in couple
relationships’. Unpublished Tavistock Marital Studies Institute paper.

Rey, H. (1988) ‘Schizoid Phenomena in the Borderline’. In Melanie Klein Today:
Developments in Theory and Practice. Vol. 1. Elizabeth Bott Spillius (ed.). London:
Routledge. Originally published in J. Le Boit and A. Capponi, (eds.), Advances in the
Psychotherapy of the Borderline Patient. New York: Jason Aronson, 1979.

Ruszczynski, S. (1994) ‘Narcissism and the Couple’. Unpublished Tavistock Marital
Studies Institute paper.

Steiner, J. (1993) Psychic Retreats: Pathological Organizations in Psychotic, Neurotic
and Borderline Patients, London: Routledge.

18



NOTE:I would like to express my appreciation to Ms. Mary Morgan, Senior Marital
Psychotherapist, Tavistock Marital Studies Institute, for her permission to use material
from our shared co-therapy experience. As always in co-therapy, the ideas arose in
the shared experience and thus the ‘ownership’of the ideas belongs to the co-therapy
partnership. In the same spirit I would like to acknowledge the couple from whom
we learned so much through their sharing of their experience with us.
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A HEROIC JOURNEY - TO A SCHIZOID
COMPROMISE?*

KERRY THOMAS

Introduction

This paper is based on work, in Cambridge, with a mid-life male
patient whom I shall call John, who came to me specifically for a
Jungian analysis. The paper focuses on the first two years of the
therapy. These two years were a committed contract period during
which he camethree times a week. This was followed by a furthersix
months of once a week therapy. I used both archetypal psychology,
and object relations theory in an attempt to understand John’s diffi-
culty in separating from his mother. There is a paradox underlying
the work. From the outset I felt that I knew John very well and in
writing about him I experience a subjective sense of certainty. But, at
the same time, I am aware that in a fundamental sense J know very
little. Is the journey he undertook a healthy, if delayed, life-journey
of emerging consciousness? Oris it a jumbled and blocked developmen-
tal journey from his real mother and her representations in his inner
world? At the end of the work I didn’t know howfar he had separated
from me.In particular, I didn’t understand the meaning of the end of
the contract period or the end of the therapy. This knowing and yet
not knowing mustlie in a mix up between the twous, butit is also a
fact that he brought me virtually no information about his external
world. We worked almost entirely without context, using the relation-
ship in the room,and his dreams.

Background- the hero

John’s referral papers arrived with a warning: ‘This patient might be
a risk because he has already seen nine therapists.’ The last of these
therapists reported, ‘John is struggling for control over a woman and
afraid of his explosive rages.’ I was surprised by the quiet, articulate
*Reading-in paper for Associate Membership of the BAP. Awarded Lady Balogh prize
in February, 1993.
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man whoarrived. He was approaching forty five years, a blond man
who sometimes lookeda little feminine. His face could change rapidly
between that of a beautiful boy, and an old man.I felt that he engaged
with me almost at once, perhaps when I interpreted his fear of the
rigidity of the time schedule and contract. He made a commitmentto
the work in the second session and I learned most of what I know
abouthis history and currentlife in the next few sessions.
John is a first surviving son, brought up in close contact with

cousins, Susan who was two years older and Mark, two and a half
years younger. John’s father was an alcoholic and John’s early memor-
ies are overshadowed by angry quarrels between mother and father.
Mother nagged and shouted and sometimes lashed out physically.
Father wept and drank, dried out and returned to the bottle. John
was frightened by mother’s anger and the viciousness of her words
and disgusted by father’s weakness. As mother terrorised father so
Susan terrorised John; and mother ‘hovered’ without intervening.
‘But,’ he said ‘everyoneloved little Mark. He was my baby. I remember
hugging and kissing him and looking after him.’ John remembers his
mother not showing affection and being preoccupied with financial
survival. The ethos was ‘pull up your socks, be a big boy and get on
with it, we all have to share the burden.’ When John was aboutnine,
mother took the children away from father and they moved from the
East Anglian coast to a small Suffolk town. One of John’s strongest
memories is of the final separation, leaving father in the garden of a
clinic. Father wept and begged motherto let him stay with them. After
the age of fourteen John never again saw his father, who died a
bankrupt alcoholic. But the rows didn’t end. Mother quarrelled with
her sister, John’s aunt, and with Susan. And through adolescence into
early adulthood Susan persecuted John. There were physical fights
and he remained afraid of her. He said of women’s words‘they get
inside you, they make you helpless, they can kill; women’s words are
like weapons.’ Yet here he was, committed to working with a woman
for two years.

Very soon John’s resistance set in and I was left with a man who
brought me nothing about his external world and very little more
about his earlier life. He told me he wasfeeling disillusioned with the
therapy; it wasn’t Jungian. Hesaid he felt trapped and when the bad
appears he usually escapes. He receded into long silences and he began
to bring his recurrent dream about a journey. He described this as
‘one of my recurrent dreams abouttravelling, about makinga signifi-
cant change of some kind although I am never quite on the journey.’

21



He brought this dream, the same structure with small variations, with
increasing frequency throughout the therapy, more than twenty times
in all. Usually, much of the dream was taken up with the frustrations
and anxiety of trying to get his belongings together and packed up in
time to catch a plane or a bus or a ship. There was often the anxiety
of having to leave behind some important possession and there was
always time pressure which he experienced as coming from an
unknown source outside himself. Usually he didn’t want to leave the
place he was in; often it felt like the right place, or home, or paradise.
In the dreams he had very little idea of where he was going but knew
that he had no choice, the journey was inevitable. He always woke
without having met the deadline.

Atfirst I saw John’s struggle to get his things together and move
on as a metaphor for our work,his resistance, and his feeling in the
transference that I was mother expecting too much and pushing him
on too fast. When I interpreted the dream in relation to the therapy,
he told mefirmly that it couldn’t be so because he had been having
the dream for years. I wondered if the dream mightalso represent his
passage through the stages oflife, in a more general sense. He came
to therapy wanting whathe called an intellectual quest that would
give him a new direction and help him find what he called ‘my real
self’. He presented himself optimistically, as a man who was
re-assessing hislife, withdrawinga little from the outside world rather
as Jung described in ‘The stages of life’ (1930-31). I wonderedif the
sense of pressure in the dreams was the passage of time and ac-
knowledgementof the approach of death (Jaques, 1965). Or perhaps
the journey was one of deintegration-reintegration and lifelong
individuation, driven by the Self and experienced in the dreamsas the
compelling sense of inevitability (Fordham, 1957).

Johntold mein those early sessions how he had becomedisillusioned
with his career. Against his mother’s wishes he had studied humanities
and quite enjoyed teaching, but he wanted ‘a higher profile job’. He
had forced himself, in a counter-phobic way, into the ‘City’ and in
the money world achieved a behind-the-scenes kind of stardom in a
job which consisted of doing the impossible and making sense out of
chaos, under time pressure and anew each day. Each day hefelt that
he wasstarting again in his struggle to achieve; he could not hold on
to the good he had already done. Hefelt that all this had been to
please mother but she had never been impressed. He said, ‘My job
was a sort of mistake, although it brought money. The only part of
my life that felt real was rushing home to look after my daughter,
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Lizzie.’ He told me that he had already done a lot to change hislife,
rebuilding it around the arts, friendships and time put aside for his
analysis. When he began therapy he hadalready given up his stressful
job and wasdoingonly a limited amountof freelance work. Was John
an animus-dominated man being rescued in mid-life by the contra-
sexual parts of his personality? This didn’t seem like the whole story.
There was too much heroic striving and frustration in his history and
too much anxiety and stuckness in the recurrences of the dream. I
began to think of the recurrent dream as an heroic journey.

In these recurrent dreams, in the heroic tradition, John is reluctant
and preoccupied with the preparationsfor a journey whose destination
and outcome is unknown, and compelled by a mysterious force. The
hero is a symbol of nascent consciousness (Jung, 1956). But the
emergence of consciousness implies a loss, loss of the comfort of
oneness with the unconscious matrix. This struggle is represented in
myth by the hero killing the dragon, that is, the mother who might
pull the separating child or adolescent back into an incestuous and
regressive union. The few facts I had about John’s childhoodcertainly
suggested that his real mother provided a powerful negative imago, at
very least a reinforcement of the negative maternal archetype. Jung
described this negative mother as‘...a terrifying and inescapablefate’
(Jung, 1938, para 158), that is, a projection of the fear of being drawn
back into the matrix. In a paper on the Oedipus complex in ado-
lescence, Gee suggests that the constellation of the [negative] archetypal
mother ‘may represent the young man’s resistance to the separating
effects of consciousness’ (1991, p 205). So perhaps John was not very
far along the developmental road,still in the midst of an adolescent
battle with the dragon. Perhaps starting therapy was his attempt to
collect his possessions, that is, become conscious ofhis shadow,leave
the heroic position and begintherestoflife’s journey. This view fitted
with John’s main, overt reason for starting therapy.

Hetold methat his ‘idyllic’ relationship with his little daughter was
shattered as she changed from a child into a woman. Lizzie was
seventeen when the therapy began. Perhaps John had been able to
maintain his hero identity by projecting his shadow aspects. While
older women took the projections of his rage, it seemed to be Lizzie
who carried his weak and powerless part, the other pole of the hero
archetype. So, by mothering the child Lizzie, he was able to stabilize
the precarious hero who was struggling in the ‘City’. Together they
created an equilibrium. But then, in adolescence, Lizzie began to defy
him and express her anger, becoming a dragon/mother/cousin justlike
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all the other womenin his life instead of the perfect, innocent female
he thought he had created. When they quarrelled he felt out of control,
but disowned the anger: ‘it is like a tool I pick up off a shelf when I
am threatened, but not a part of me.’ But he also said, “When the
verbal anger began again after I thought I had organized my life to
removeit, I knew something was wrong.’ John had glimpsed his own
part in the conflict and his shadow,i.e. his hero identity was threatened.
This was whattriggered his search for therapy.

Gradually, I learned a little more about John’s past attempts, in the
external world, to leave mother, and control or leave relationships
with women. He told me that he almost had a breakdown when his
first lover was unfaithful, and that he had, in effect, used Lizzie’s
mother as a surrogate mother. He persuaded her against an abortion
and whenthey parted after an eighteen monthaffair in the USA, John
kept Lizzie. Contact with Lizzie’s mother waslost. He has never again
cohabited. He described his relationships with womenas either intense
sexual encounters which ended in disaster — betrayal or abandonment
— or as unimportant. He decided to avoid close relationships with
women and have only ‘partial ones, without commitment’.

The beginning of therapy — the baby

Oedipus was abandoned by his real parents and later rejected his
adoptive ‘good parents’ whilst striving to demonstrate his omniscience
and independence. But this heroic activity served to return him and
bind him to his ‘bad parents’. Jung believed that the Self would
eventually heal whatever damage abandonmentinflicted. Gee (1991)
suggests a less extreme, but still positive view that some degree of
early abandonment, or sense of abandonment, can stimulate the hero
archetype. A child who feels abandoned mightbe stimulated to become
a precocious hero, even asearly as the oedipal stage. This could have
happened to John whooncesaid,‘I never felt like a child buta little,
aggressive adult.’

Atthe start of therapy, when John told me about the changes he
had already madein hislife, he said, ‘So you see, I am feeling strong
and self-sufficient and I don’t really need therapy.’ Omnipotence,
omniscience and pseudo-independence are at the core of the hero
archetype, but in the shadow is a dependent baby, and in the first
session after John made his commitment, a frightened, angry, aban-
doned baby appeared in a dream. Hesaid, “It was a dream like no
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other I have ever had ... it was a dream within a dream ... it was a
kind of therapeutic setting and there was a [female] therapist and I
was being prepared for sleep. And in this sleep I dreamed I was on
the couch and I was a baby, and I was uncomfortable and crying
because I had been teft. Then, in the dream within the dream, I woke
and the therapist wasn’t there and at the same time I actually awoke.’
Hesaid that the therapist was obviously warm and caring and wanted
to be there when the baby woke up. ‘When the baby woke up alone,
that was the ordinary state of affairs and it didn’t feel bad. ... the
baby had been lying on the couch like a real baby, with wet nappies,
kicking its legs and screaming. I’m pretty sure that I actually cried,
although that wasn’t the feeling when I woke up. When I woke up I
felt good andthestrongest feeling was a senseof creativity, that I had
had such a creative dream, one that I couldn’t have had with my
conscious mind. ... therapy should be creative like that, a beautiful
thing. I don’t want to put that on you as a burden, rather it is
something that we do together. I had thought I wouldn’ttell you
about the dream because I felt I couidn’t do it justice.’
With the baby, John’s defences and schizoid aspects of his person-

ality appeared in a way that was typical of what was to follow. The
dream andhistelling of it contained a denial of misery and ofthe fact
of abandonment. He denied the absenceofthe therapist, and idealized
her. And in a grandioseintellectualization he idealized the therapeutic
process and inflated his own unconscious creativity, revealing a split .
between his conscious and unconscious mind. The dream within a
dream seemed to be a way of distancing himself from the baby and
the work. He revealed his need to control what he brings, and to
control me and what I might be allowed to do in the therapy. He
wanted us to be equal, two mothers/analysts doing it together. And
he revealed his anxiety about the constant benchmark; can he doit
well enough? The dream also showed an unconscious regressive pull,
but signalled that he wouldn’t let it happen, or not in my presence.
This dream proved to be a harbinger of the importance of the denied
baby, and of John’s defences and his resistance.

In the room

For John, the first two years of his therapy turned out very like his
journey dream.Hefelt frustrated but compelled, and frightened but
heroic. He would wakeat 5 or 6 a.m. on the morningsofhis sessions,
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worrying about not having good material to bring. But he felt he had
to come on time, and never ask for changes in times, and he had to
fulfil the contract. These anxieties remained throughout the therapy.
But whilst he seemingly complied, he resisted the process. I had little
or no idea what was happening in hislife, or even how he spent his
days. He admitted censoring his material. ‘I don’t want to bring
everyday things, trivia and gossip. My analysis should be about more
“lofty” matters.’ A ritualistic defensive pattern emerged. He would
begin, lying stiffly on the couch, in silence for six or seven minutes
and then either express his anxiety about the process or about bringing
material that would satisfy me; or he would bring a predigested dream
which he would describe withoutaffect but in elaborate language and
detail as if he were describing a painting from a distance. Indeed he
was often an observer within the narrative of the dream. Sometimes
he seemed to be filling up the sessions with dreams to prevent us
talking about anything else and if the dream revealed material that he
didn’t want to deal with, he would attack the dream himself, before I
could say anything.

Muchofthe time he was distant and affectless and the few people
from his outside world who found their way into the room, usually
as associations to figures in dreams, were nameless and shadowy. His
dreams were the most alive part of therapy and they becamea vital
language in which we could communicate about his inner world and
about what was happening between us. For example, he dreamed of
a colourful and happy wedding that was taking place in a country
churchyard, where he was on the fringe of the crowd. He turned away
and realised that the meadow cameto the edge of the sea where there
was a storm. A little way out there was an empty boat and two men
were in the water. A big wave delivered the mento his feet. One was
all right but the other was unconscious. John, with the help of a
technician, resuscitated the drowning man and John wokewith a sense
of joy. This dream illustrates some of the splits in his inner world;
between a good and happy place where people or parts of people can
be joined, and the dangerous, stormy sea where parts of him reside in
different figures, one of which is half-dead. But his heroic coping-in-
the-technical world part pulled off a miracle, with the help of his
observing self, in which he resides.
He had many such dreams and sometimes continued to work with

an interpretation for several sessions. Often the dreams came in a
series and we worked co-operatively, signalled by an almost impercep-
tible softening of his tone. At these times there was a warmth and

26



rhythm between us that was like his description of music, being held
by the body of voices in a chorus. These were the best of times and I
felt he must have begun well with his mother. But, as a child, he had
had difficulty doing things alone. He would feel as if he had ‘lost the
rhythm and been dropped’. Something must have gone wrong very
early. In the therapy too, the closeness would suddenly be lost. Sooner
or later he would retreat.

Throughoutthe two years weoscillated between productive dialogue
with some small changes, a recognition of defences and some accept-
ance of work in the transference, and attack and retreat. He attacked
the process: ‘I’ve kept a copy of Masson’s Against Therapy beside my
bed since we began. I know whatit is about but I dare not readit...
I do believe in the process but I don’t want to feel duped’. He kept
track of anti-psychoanalytic articles and book reviews in the press,
particularly those which concerned sexual exploitation in therapy. He
fought implacably against transference interpretations for a long time
and his most dramatic retreats were when my interpretations implied
a closeness between us. Sometimes he would half accept, saying ‘I
understand what you are saying and I know about the process from
my reading, but I can’t feel it.” Sometimes the attacks were clearly
directed at me but completely unconscious. He dreamed of a woman
harpist (harping, or a harpy, perhaps) ‘who was so preoccupied with
some technical aspect of her instrument that she destroyed the music
and turned the whole performanceinto a farce, a pantomime.’
John defended himself against my interpretations in a characteristic

way. At first he would nod and then elaborate, intellectualizing and
gradually turning my meaning until he had reached a denial. Often it
was more complicated and he would come back eventually to the
original meaning. I realised that he was unaware that what he was.
delivering were essentially two contradictory messages. For example,
after each holiday break he would return telling me how well he had
done without me, and how he didn’t need or want to come back.
But threaded through this there would be a quite separate, overt
acknowledgementthat he is better because of the therapy, that there
are changes in him, but he can only experience the benefit when heis
away from me.I learned to pull out the opposing strands and hold
on to them long enough to show him what he was doing, but it was
difficult and exhausting and could feel the meaning evaporating as I
almost lost the capacity to think. When I could hold the strands for
long enough and get them into words, he could sometimes ‘see’ the
contradictions. But then he would distance himself, saying, “Well if
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you say so’ or deny one or other of the meanings, usually the more
positive aspect. Holding on to the good in his therapy was difficult
and dangerous for John.

I often felt him pushing me away anddistorting any understanding
that might threaten his attempts to keep us apart. But sometimes there
was a breakthrough. Once, in the context of his fear of women, he
brought a dream in which he waslying face down on a bed with his
mother lying on top of him. ‘She was pinning me down with a mascu-
line grasp.’ I made a transference interpretation using some of his
own, earlier words about seeing me as strong enough to stop his
intellectualizing. He cameto the next session with a quiet but insistent,
intellectual assault on the use of transference. ‘Since last time I have
been thinking about how I just can’t take the things you say about
our relationship, especially the last dream. I can see that it was my
mother; clearly it was my mother in the dream. And I can see that
the dream relates to the way I relate to other women. I can’t make
the leap to connect it with my relationship with you.’ There was a
pause. Then hesaid, ‘I just can’t feel it. I can see that you see it and
that you believe it but I just can’t get any feeling of it at all. I can’t
acceptthatit is about the relationship in the room.’ There was another
short pause and he added, ‘I don’t know whetherall this means that
there actually isn’t anythingin it or that it just isn’t working between
us.” He continued, ‘I know I find it difficult to hold things together
and I’ve been having this argument in my mind; it’s been going on
since the last session.’ I reminded him of how, last week, he had been
afraid to ask me about taking twosessions off. He said, “Yes, but that
felt more like work,like wanting to be reliable and do theright thing.’
I said, ‘That’s one aspect of your relationship with your mother that
you do experience in here.’ He said ‘I haven’t come to therapy to
work on our relationship, but to work.’ I said, “You have come to
work on relationships and this is the one we have here, the one most
alive.’ He continued to argue, for about fifteen minutes in all, and
then stopped, saying, ‘I don’t know if I have made myself clear. I
don’t know if I have got across what I am trying to say.’ I said,
quietly, “Yes, I think you have.’ And then there was a heavy silence
for a minute or two. Then hesaid, in a softer tone ‘Now feel I’ve
been heard and understood.’ He wassilent for a while. Suddenly he
broke the silence: ‘Now I feel I have pushed you away andit is safer.
But your silence makes me think I have hurt you, damaged the
process.’ I said, “You have argued your point about transference
intellectually but then experienced it, right here in the room.’ He
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nodded andsaid, ‘Yes, and I have the sense of having done something
wrong, which is very familiar. And that I have to repair the damage,
and somehow

a

pressure to over-compensate. But I had to say what
I said.’ After another pause he said, ‘If you are right then it requires
a level of trust that is unique’.

Mycountertransference feelings were difficult to understand. I could
hear his attacks and later read them on the pages of my notes, but I
almost neverfelt their impact. John felt to me like a precious, small
boy, somewhere between four and perhaps nine years old. With only
one or two exceptions I remaineda patient, loving mother, interested,
even engrossed in this special child. It was as if I had become just
what he said he had wanted and never had. He told me, ‘I never felt
loved for myself, just a little boy sitting in the corner.’ With this
phrase, John expressed a feeling that is almost exactly what Fairbairn
described as a precondition for the development ofa schizoid person-
ality. But John also told me that he had alwaysfelt that he knew he
was the special one for his mother, it felt like a secret between them,
but something she couldn’t tell him. He seemed to havere-created this
in me. Eventually, he confessed to another schizoid attribute. He said
that he had always had a deep down sense of knowing, of always
being right. And I realized that there was a similar omniscience in my
countertransference, that from the beginning I had felt I understood
him. Some unconscious identity seems to have begun between us
almost instantaneously and I think this was what enabled him to
commit himself at once to therapy with me. I think he idealized the
‘analysis’ and perhaps part of me too, but that in this there was a
degree of mix-up between us. As I began to see these dynamics more
clearly, I realized that the splits and internal objects I was experiencing
in projection in the transference and countertransference mapped on
to Fairbairn’s description of the inner world of schizoid patients
(Fairbairn, 1952a and b).

The schizoid inner world — a cast of characters

Fairbairn’s theory of normal psychic development grew from his work
with the dreams of schizoid patients where he found split-off ego
fragments and internal objects interacting as if characters in a play.
His model of the inner world has similarities with Klein’s psychic
reality and multiple internal objects, but there are significant differ-
ences. Klein’s belief in the death instinct gave us babies that are driven
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by innate aggression, hate and envy. Whilst Fairbairn also emphasised
the negative, he believed that the primary motivation in development
is object relating and thatit is an infant’s actual experiencesof frustrat-
ing and depriving objects in the environment, subsequently incorpor-
ated into his inner world, that leads the differentiation of internal
structure, rather than innate unconscious fantasies, or archetypes.
According to Fairbairn, in the early oral phase an infant defensively

internalizes his original object (usually mother) insofar as he experi-
ences her as unsatisfying, and to achieve some control over bad aspects
of the environment, including the ‘normal’ frustrating experiences of
separation and hungry emptiness. But the infant is then faced with a
persecuting internal version of the same mixture of satisfaction and
frustration. What follows is not a two-way split into good and bad
but a three-way split, promoted by the infant’s original, unitary ego.
A central core of the conscious ego remains attached to an idealized
and de-sexualized version of the original object, mother, from which
both the rejecting and the exciting aspects have been split-off. The
rejecting parts of mother, the antilibidinal object, are attached to a
correspondingsplit-off ego fragment which Fairbairn called the anti-
libidinal ego or ‘internal saboteur’. The exciting parts of mother, the
libidinal object, are attached to a correspondingsplit-off ego fragment,
the libidinal ego. These two split-off pairs of part-object plus ego
fragment are then repressed by the central ego. Fairbairn proposed
that the internal saboteur (the antilibidinal ego), becauseofits attach-
ment to the rejecting parts of the inner mother, joins up with the
central ego in a further hostile repression of the especially dangerous
libidinal ego. Guntrip, who worked with severely regressed patients,
believed that this led to such levels of internally generated anxiety,
primarily experienced by the libidinal ego as persecution, that the
libidinal ego splits for a second time, to create in addition, a regressed
ego fragment which pulls constantly towards ‘passive, dependent,
security’ (Guntrip, 1968a, p. 74).

For Fairbairn, it was separation anxiety that was the ‘earliest and
original form of anxiety’ and it was abandonment, in varying degrees,
that led to the initial defensive splitting. I learned that John was
suddenly weaned at two or three months for ‘medical reasons’. For
Guntrip, withdrawal into an inner world wasincreased by tantalising
non-satisfaction of needs and the impingementof a hostile world such
as quarrelling parents. John experienced his female cousin Susan as a
tantalizing persecutor and his mother as ‘hovering’ but not protecting
him. And hecertainly lived in a noisy, verbal battleground. Fairbairn
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believed that these early structural splits in an infant’s psyche are not
necessarily pathological, and that an infant can move on to a less
rigidly split endopsychic structure providing thatlater developmental
stages ameliorate rather than reinforce the splits. But if the oedipal
stage and adolescence are also problematic, ratherlike the cumulative
trauma described by Khan (1974), then the split structure becomes
pathologically rigid; the structure of the schizoid personality.

Throughoutchildhood and adolescence John seemed to have experi-
enced his family in a way that reinforced theearly splits in his inner
world and kept him tied to both the idealized and the rejecting internal
mothers, constantly reexperienced in projection and projective
identification in his external relationships and in his therapy, where
I experienced the same cast of characters in the transference
and countertransference. Part of me became anidealized,intellectual
mother/analyst, safely desexualized. His antilibidinal object was pro-
jected into the constraints and demands of the therapy and into
anotherpart of me. His libidinal ego, the baby of the harbinger dream,
the weak and helpless shadow of the hero, was largely kept hidden
and what was particularly frightening for John was any experience of
closeness with me that might engage the dependent baby and even
pull it back into a regression. This fear was the main feature of the
therapy and, I believe, the reason for John’s massive resistance
(Guntrip, 1968b, p. 196).

John’s resistance was the result of continuoussabotageby his antilib-
idinal ego, a constant attack on his despised weak part. But the crux
of the struggle, as I understandit, was that in John’s case, the libidinal!
ego was more than just a needy baby. What was notable about John’s
case wasthatin his family there seems to have been a basic confusion
between child and adult and between male and female. I believe that
these mix-ups pushed him into an early and confused oedipal stage,
precocious pseudo-independence, and a diffuse gender identity. There
seems to have been early projective identification with father, a mix-
up between John’s own babypart andhis father’s childlike personality.
The result was that John’s libidinal ego, massively repressed now in
the lightofhis real father’s real rejection by mother, became associated
with not only a dependent, hungry infant but also with an addicted,
sexually hungry, and ultimately abandoned man. In the effective
absenceof a father, John identified with motherin both her idealized,
feminine aspects, and as an angry, rejecting, and animus-driven
replacementfor father. In each case these identifications were made
with archetypal intensity. John said, ‘I had to be like mother because
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the only alternative was to be like father.’ By this he meant, in his
own words, ‘drunk, out of control, disgustingly weak, weeping like a
child, and begging not to be sent away’. John remembers, from before
he was three, being a good mother to his baby cousin Mark. But he
also remembers being a bad mother at a very early age. He recalled
taking responsibility for finding empty drink bottles, shouting at his
father but hearing himself speaking his mother’s angry words. In
adolescence, without a father to help him modify or separate from
these internal versions of his mother, John had an unrealistic masculine
model, his mother’s animus, to fuel his heroic imago. And as a young
adult he maintained his maternal identifications. He projected the
negative mother into his own mother, his female cousin and his lovers
whilst enacting perfect motherhood with Lizzie, and searching for a
perfect woman partner to take the projection of his ideal.
The intensity of John’s internal struggle with his repressed, sex-

ualized libidinal ego (baby/father/husband) is illustrated by a dream:
‘There was homosexual man, older than me, on my back,clinging and
clutching and I couldn’t get him off. I couldn’t get him off without
help and there were TV camera’s there and I appealed to the public
through the camerasto stop this “rape”. But it didn’t help. There was
also a shadowy nurse figure. The man was addicted to pills and the
nurse thought that the man might be induced to take an overdose and
fall asleep and then I could get him off. But this didn’t happen and in
the end time took over and the man fed himself the pills to self-
destruct and fell on the ground. There was something about this man
that made methink of my father, but I couldn’t really say what. I was
frightened as a child by my father’s weakness but mother described
him asinsistently heterosexual, and sexually needy.’ This dream reveals
John’s unconscious fear that he might be homosexual, a topic beyond
the scope of this paper. It also shows his attempts, in the external
world, to compensate for his needy part by making himself heard with
public success. In this dream I am a nurse/therapist, someone he wishes
would help him kill off his addicted, sexualized baby/father/husband.
The dream also reveals the pull of regression. What John most feared
was that this sexualized baby/father/husband would get into the room
and he would lose control. Once or twice it did.

Very close encounters
Aboutsix monthsinto the therapy, and again a yearlater, something
happened which hada different quality from all our otherinteractions.
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The second of these episodes occurred after a real event disturbed the
container. John arrived at my house for his session, early in the
morning,at the same time as an elderly man who was carrying bags
andsuitcases. In the session that followed John seemed to be‘relieved’,
but did not mention the encounter. He brought a dream to the next
session. In this dream he and his female cousin were having sexual
intercourse, fully clothed, on a sofa. The explicit purpose of this
frightening and exciting intercourse was therapeutic; it was so that
they could getit out of the way and then get on with their relationship.
During the act they confided in each other abouttheir jealousy of the
other’s sexual partner. His cousin’s partner in the dream was a man
with John’s own name. My attempts to interpret this dream in the
transference and in oedipal termsled to a series of dreams, brought
to the next few sessions, in which his cousin damaged his property
and perhapshis body. She killed a favourite plant, and she stood over
him close to a large pair of scissors. She literally cut communication
with the outside world by pulling the tape out of his telephone answer-
ing machine andshesatin his flat, knitting, and preventing him from
making outgoing phonecalls.
For several sessions John seemed to be in a borderline state. His

arguments with me seemed to be aimed at destroying meaning and he
concretized my words with a quiet intensity which felt like both fear
and anger. I felt attacked and frightened. The room felt as if it was
full of dangerous fragments and a sense of imminent disintegration.
John felt that I was robbing him of the work he had already done
himself on his relationship with his cousin, and that I was destroying
all the good work he and I had donetogether. Hefelt that the therapy
had already ended. After a few sessions I beganto feel irritated and
then angry and experienced him like an angry adolescent. It was as if
J had ‘become’ his cousin Susan.

This episode lasted for about two weeks. The extent of my anxiety
about John was revealed in a dream. I dreamed that John was my
patient in a hospital setting and that he had comeat the weekend for
an emergency appointment. He was seen, not by me but by the duty
psychiatrist. During this period, although John didn’t accept my
interpretations, he did stay with the powerful feelings and kept coming
to the sessions. The terror subsided but we both felt irritable and
gridlocked. We came out of the episode when I showed him how he
always attacks the links when we approach this area, admitting that
I didn’t understand exactly what ‘this area’ is. He welcomed the
interpretation ‘because I don’t want you to get off your pedestal’.
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Perhaps this meant that I had resumed myrole as an idealized, out
of reach, intellect. I said, ‘When I am “off my pedestal” the battles
feel real’. He agreed. Soon afterwards he wasable to say that he ‘half
sees’ the process, andis ‘beginning to see that all this is the essence of
the work’. He told how much ofhis time he spends asleep and that
his legs ‘go weak’. He began asking himself, ‘Am I on the right
journey?’ Aroundthis time I appeared in his recurrent journey dream
as a travelling companion,this time as a safe colleague.

Understanding the borderline episodes

In our ‘very close encounters’, John turned everything around,
dreamed of cut communications, lost the ‘as if’ quality of the work,
and words seemed to becomethings in themselves. I felt that we were
approaching a psychotic part of John’s personality (Bion, 1958, 1959).
If, in these episodes, he was indeed attacking the K links, what wasit
he couldn’t bear to know? I can speculate.
The borderline episodes seemed to occur whenthere wasa possibility

that in the transference I might become a libidinal object, triggered
either by an oedipal replay or (in the first such episode) by mention
of Susan in an erotic context. Both of these might represent later
developmental repeats, in the oedipal stage and adolescence, of his
experience with the early, oral libidinal object but now in its more
sexualised forms. I am not clear about the significance of his cousin,
but I do knowsheattacked him verbally and physically and frightened
him until they were young adults; in adolescence, at least, it is likely
there was a sexual elementto this aggression. Perhaps she carried the
projections of the most frightening, sexual aspects of the negative
mother. Was John cutting the links because he couldn’t think about
the possibility of an exciting object joining with the other two split-
off versions of his internal objects (idealized and rejecting objects),
parts of me in the transference? Was it that he couldn’t bear these
parts coming togetherinternally, and in one person,in the transference,
in the room?
Or was John unable to think about threesomes? Perhaps the glimpse

of ‘father’, the accidental intrusion of the external world, turned me
into a sexual object and part of an oedipal triangle. This would
resonate with his libidinal ego in its most powerful form,that of father
already weakened and aboutto berejected, and carrying the projection
of John’s own baby self. In this way father was both rival and self,
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husband and child, inextricably mixed into the most frightening
combination of dependency, sexuality and potential abandonment.
Or was the terror about a forced emergence of two out of the

illusion of oneness? During these episodes John seemed to be experienc-
ing my wordslike missiles that threatened to annihilate him, just as
he had said before of women’s words. Perhaps he was experiencing
my attempts at verbal interpretation like Bion’s ‘mutilating attacks’
on his projective identification with me. Did ‘father’ returning home
with his suitcases trigger John’s powerful memory of father returning
from the drying-out clinic? He remembers,at age three or four, opening
the front door, and realising that father was already drunk. John
called upstairs to tell mother ‘He’s drunk again.’ The reappearance of
father threatened the oneness ofthe idealized, safe, non-sexual couple
in a state of projective identification. In Meltzer’s metaphor (1976)
this, and my verbal interpretation, could be seen as forcing an exit
from the secure omniscience of the head-breast, a forced recognition
of difference. John says of his mother, ‘She would tell me things about
myself, that I knew were not so, that I was irresponsible, and like my
father, and I would feel wiped out as if I had lost my sense ofidentity.’
One way to understand the powerof the idealized head-breast mother
is that John had to creep inside her defensively, had to become mother
and look out through her eyes in order to avoid the gender war
zone and the danger of being dropped for ever. I see now that he spent
a large part of his therapy looking out through my eyes and being his
own analyst; our unconscious identity and our mutual sense of
omniscience persisted throughout. If he does have to come out of my
head and ‘down off my pedestal’ then we are separate, one becoming
two. What follows then is the frightening possibility and the impli-
cations of two becoming one-sexuality, rivalry, identifications with
father and finally, failure and abandonment.
According to Kernberg (1975) it is only in the areas of ‘close

personal involvement’ that borderline patients lose the sense of bound-
aries between ‘self [ego] and object images’ (p. 39). And this is how it
was with John. Kernberg also describes what I understand as John’s
cumulative trauma and the sexualization ofhis early libidinal ego: ‘...
I suggest that what is characteristic of the borderline personality
organization, ... is a specific condensation between pregenital and
genital conflicts, and a premature development of oedipal conflicts
from the second or third year on (p. 40) ... In the case of the boy,
premature development of genital strivings in order to deny oral-
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dependent needs tends to fail because oedipal fears and prohibitions
against sexual impulses toward mother are powerfully reinforced by
pregenital fears of the mother, and a typical image of a dangerous,
castrating mother develops...’ (p. 41).

This soundsclose to the idea of negative archetype of mother being
evoked by something akin to precocious stimulation of the hero
archetype.

The end of the contract
Towards the end of the two year contract period, John voiced a
paradox. He said that for him it would be a move towardshealth if
heleft at the end ofthe contract and got away from mother’s demands.
Hesaid he couldn’t afford therapy any more and it was imperative
that he spent the time looking for paid work. Buthealso said that if
heleft it would be like running away as he always does, and he would
feel a failure. Most of the depression and anxiety about the ending
seemed to be put into me. I was sad andfelt not good enough. I was
anxious about John and I began to see that the two year period of
therapy might have been a controlled regression, away from the pres-
sure of full time work, safely conducted in the privacy ofhis flat, and
away from me.I tried to think of a way that would enable him to
continue therapy. I suggested thatit is his compliant self that brings
him to the sessionsand thatthis part of him hasused therigid schedule
and contract as a structure, an external force, to fight against and
prevent another part of him, whathe calls his real self, from getting
engaged in a journeyof increasing awareness.In the next session John
described a dream. He had brought an idealized version of his real
mother, ‘beautifully dressed and I was proud ofher’, to visit his bad
mother, in the form of a (real) bitter ex-landlady who shouted at him
on the door-step about his cowardice in not revisiting her. In the
dream he then brought the two ‘mothers’ together in one room and
watched them talking to each other. I was encouraged by this dream
and wondered if he might be able to let go of the demanding three
times a week mother and makeuse, perhapsbetter use, of a less rigid,
once a week object.

I offered John the possibility of continuing at the reduced fee, once
a week but open-ended so that he would eventually have to negotiate
a real ending.In the following session he told methat he had felt that
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this was a wonderful gift and that he had experienced warmth in the
room in recent weeks. Healso said, ‘I had the journey dream again
and actually got all my things together in time. But then I had to
question affection from women and spent hours turning it into some-
thing bad, wondering what was in it for you.’ He was aware that he
was attacking the good, but in explaining this to me he began to
attack again. The internal saboteur took over. I think that as he
approached awareness of his need for the gift and foraffection,his
hunger was projected into me and women in general and he then
attacked the devouring, seducing, mother. He said, ‘It always feels as
if they only want a part of me, not me. It’s sex they want and the
problem is that it will go in the end andsoit feels like a baby whois
left... it (sex) makes me feel good and alive and then just when I’ve
become dependentonit, it will go, just when I had becomeaddicted.’
John had the journey dream several times more, getting his things
together but now responsible notonly for his possessions but for other
people, dependent children and a ‘crazy withdrawn aunt’. The main
feeling now was not frustration and anxiety but the burden of the
things; ‘they are all so heavy’.

It took John nearly a month to accept my offer of once a week
therapy. Whenhe did,I felt optimistic that we had achieved something
that allowed him to separate little from his negative, internal mother.
But then I sawthat his decision could be interpreted as a typical
schizoid compromise, half in and half out of his therapy. I began to
accept the reality of how little I knew about him, his currentlife and
what the end of the contract really meant. I began to question: ‘How
ill or how well is he? Is he taking another step on a more orless
healthy journey ofindividuation? Is he finally leaving the hero behind
and moving towards acceptance of limitations, dependencies and sad-
ness. Or has he settled down into a schizoid equilibrium, neither with
mother nor separated, the best he can manage? Oris he becominghis
father, withdrawing from the external world, sinking into unemploy-
ment, poverty and regression?

Summary

During the contract period of the therapy I think we did make a small
impact on John’s defences and resistance. At the beginning of the
therapy he was dimly aware of the presence of the helpless baby but
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fought against anything that might imply dependence on me. Most of
the time he could barely work in the transference and whenhedid,it
was with his negative experience of the demands of the therapy and
therapist. Very occasionally he managed to work overtly with positive
aspects of the transference but this invariably led to a retreat. The
background of idealization remained almost unrecognized althoughit
flickered into life when we approached the ending of the two year
contract. Very gradually over the two years he had begun to own some
of the aggression around him and acknowledge that he might never
be rescued from his loneliness by a perfect woman. And he had begun
to recognise that he doesn’t ‘know’ how old he is. He hada significant
birthday (45), a few months before the end of the two year contract,
and an old man appeared in his dreams alongside a young one. In
one dream this old man wasleft lying on a bed whilst a young man
with superhuman strength went on his way, reluctantly and carrying
a sofa with him. The hero cannot experience despair, dependency
needs or the destructive side of his aggression, so it seemed that John
might finally be giving up his preoccupation with the hero archetype.

In my attempts to understand John, I used both Jungian archetypal
and object relations approaches. Pulling the strands together, I found
a surprising amount of commonality between these two ways of think-
ing. There is in each a notion of early abandonmentleading to pre-
cocious pseudo-independence. This might be some kind offalse self,
or splitting, followed by idealization of an ego-object fragment, or a
defensive projective identification with mother to maintain
omniscience, or early elicitation of the hero archetype. In each there
is a weak and perhaps highly eroticized baby/child who has to be
protected and denied, and a regressive pull back into mother to be
resisted. But, despite these similarities, the two approaches have rather
different implications for health.
Given my continuing confusion about how well or how ill John

was, it became crucial that I remain aware of the possibility that I
might use theory, unconsciously, to deny his inability to move on and
the limited use he had madeof the therapy. I found that whenI tried
to think about where John might be on his journey, I could be much
more optimistic using the Jungian approach. It provided a sense of
forward movement, the compelling force of John’s recurrent dream,
the drive of the Self towards bringing shadow parts,or split-off parts,
into consciousness. But when I looked from the object relations vertex
it seemed muchless likely that he would be able to reintegrate the
splits in his inner world and move on.
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Postscript

John continued his therapy for six months beyond the two year con-
tract, coming to one session per week. At first he held ontightly to
the negative mother, saying hestill felt he had to bring good material,
only now it had to be three times as good since he was here only once
a week. He was, however, able to let himself be depressed and his age
become a major theme. The recurrent dream changed. He managed
to get his ‘things’ together in time and movedonto the actual journey,
showing concern for the dependents who were travelling with him,
perhaps an indication that he was indeed reaching the depressive
position. I began to think that he had been in a long, heroic ado-
lescence, a defensive reaction to condensed and jumbled-up develop-
mental phases, but was now working this through in the context of
mid-life and the approach of death.
We had agreed, after the end of the contract period, that the end

of the therapy would be negotiated and that he would need to experi-
ence a real ending, rather than a flight, his usual pattern. Sometimes
he talked about ending the therapy, but did so in the same way as he
hadail alongin that he has continually to fight the temptation to run
away. He brought this up again in the last session before the three
week Easter break. Halfway through this holiday he wrote, enclosing
a cheque, to say that he would not be coming back. I wrote back,
asking him totry to return for one session to talk about the ending.
He declined: ‘What would concern me about that is precisely what
has been at the centre of my struggle over the last two and a half
years. Other endings and other ‘goodbyes’ would be talked about and
not the ending of a professional arrangement. The relief and sense of
wholeness that I now feel when I don’t have to struggle with the
dilemmaof transference is such that I can hold on to the good from
the therapy in retrospect and I don’t want to cast doubt on that.’
With this letter in front of me I could no longer entertain the more

positive view of the therapy. At the moment of writing to me John
seems to have been just where he was at the outset. In Jungian terms,
he was just as engaged in the heroic struggle to be independent and
to escape from motheras at the start of the therapy. However, either
in keeping with my sense of ‘knowing’ this patient from the beginning,
the projective identification between us, or as a defence against his
attacks in the letter and the relatively small impact the therapy seemed
to have had, I found myself engaged with a fantasy. This fantasy could
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account for John’s final retreat, within the object relations interpret-
ation of his libidinal ego that I had already committed to paper.
John did not write to end the therapy as soon as the break began.

Nordid he write just before he was due to return. He wrote in the
middle of the break and within forty eight hours of the publication,
in a newspaper that I know he commonly read,of an article ‘against
psychotherapy.’ This was not a general onslaught but one of those
that focuses on the prevalence and the terrible dangers of seduction
of the patient by the therapist. Unusually, it concerned a female
analyst, accused in the USA of seducing and then abandoning an
adolescent, alcoholic, male patient. The abandonedpatient committed
suicide. The parallels between John’s history, my understanding ofhis
resistance as reflecting the power of his libidinal ego (in my own,
earlier words ‘associated with not only a dependent, hungry infant but
with an addicted, sexually hungry and ultimately abandoned man’)
and the timing of the article and John’s flight is compelling. But, of
course, I will never know.
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ENACTMENT AS COUNTERTRANSFERENCE*

STANLEY RUSZCZYNSKI

Preamble
In this paper I want to reflect on a particular but, in my view,
fundamental aspect of the concept and the experience of countertrans-
ference. What I want to state is very simple and familiar, but like
anythingelse that gets taken for granted its value may becomeforgot-
ten and it may therefore come to be misused or even abused.

I will take it as read that, both theoretically and clinically, there is
agreement that the psychotherapeutic process rests on the analysis of
the transference-countertransference relationship, the understanding
of which leads to insight, the mediation of internal object relations
and therefore psychic change. There are now probably few psychoana-
lytic practitioners who would not acknowledge the potential clinical
usefulness of the psychotherapist’s countertransference experience,
alongside, of course, that of the patient’s transference. The clinical
debate tends to be about‘transference interpretations only’v. ‘transfer-
ence, non-transference and other agents of psychic change’, rather
than whether transference analysis is important or not.

Theclinical focus on the transference-countertransference relation-
ship, as well as the debate about transference and extra-transference
interpretations, is as alive in psychoanalytic work with couples as
with individuals. In the former, however, the transference-counter-
transference field is substantially more complex, given that not only
are there two patients in the room at the same time, but also that the
couple will have their own ‘transference-countertransference’ relation-
ship to each otheras well as that in relation to the marital psychother-
apist (Ruszczynski, 1992, 1993).
Be it with couples or with individual patients my understandingis

that an analysis of the nature of the transference-countertransference
relationship gives access to the internal world and object relations of
the patient, and (in addition) with couples, to their shared internal
world which informs the nature of their interactions with each other.

*Presented at a Conference ‘The Leading Edge of Analytic Marital Therapy’ at the
Washington Schoolof Psychiatry, Washington D.C. 3-6 March 1994
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I will leave aside the interesting debate about how much this same
access to the internal world may be gained through an analysis of the
nature of the couples’ ‘transference-countertransference’ to each other
as opposed to that in relation to the marital psychotherapist.

Precisely because of its clinical usefulness, however, I have some-
times wondered whether weare inclined to forget just how subtle and
complex the concept of countertransference actually is. The literature
on the subject is vast and it is not possible to give that literature
proper recognition in a brief paper. Perhaps this volume of writing
reflects the complexity of the concept and the debates and discussions
aroundit; but it must also reflect the centrality of the understanding
of the transference-countertransference relationship in the psychoana-
lytic process.
Contemporary psychoanalysis increasingly acknowledges the inter-

active nature of the psychoanalytic endeavour and recognisesthat the
analyst or therapist is an active participant in the process and will
therefore, inevitably but unpredictably, get caught up in it. Segal,
amongst others, reminds us of the unconscious pressures we will all
be put under by our patients to participate in their phantasies and
internal object relations (Segal, 1977). This experience we have, as a
result of the ways in which we are consciously and unconsciously
affected by our patients, is what now so much informsourclinical
work. However, as Segal points out, ‘countertransference is the best
of servants and the worst of enemies’ (Segal 1977) and, in my view,
we need to constantly remind ourselves of both of these aspects of the
concept.

Introduction

I have recently noticed in the psychoanalytic literature, particularly
though not exclusively in American writings, that, over the last few
years, a numberofauthors have taken a special interest in the analyst’s
and therapist’s enactments in the psychoanalytic process (e.g. Chused,
1991; Jacobs, 1986; McLaughlin, 1991; Panel Discussion, 1989; Renik,
1993a, 1993b; Viedermann, 1993). As McLaughlin (1991) points out,
the word enactment seemsto have crept into the psychoanalytic litera-
ture with some uncertainty about quite whatis being referred to.
Although most of these authors have related enactment to the

transference-countertransference matrix in the psychoanalytic process,
definitions of the concept and its understanding differ from writer to
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writer. Appropriately, it is sometimes linked to the conceptof acting-
out, though the somewhatpejorative way in which that concept tends
to be understood is avoided. In the panel discussion on the topic held
by the American Psychoanalytic Association in 1989, the reporter of
the discussion, Morton Johan, concluded that, ‘...Full agreement on
a definition (of enactment) is not yet at hand. It was agreed that
interactions occur in almost all psychoanalytic situations (more in
some andless in others), which should be denoted by the term enact-
ment. These enactments derive from unconscious sources in both
patient and analyst. Enactments are those moments, from brief and
single moments to prolonged and/or multiple time periods, during
which the patient's action, in the service of transference resistance,
interacts with the analyst’s resistance’ (Panel Discussion, 1992, my
emphasis).

T was struck by this conclusion, primarily because of the emphasis
placed on transference resistance in both patient and analyst, which
brings it very close to the concept of acting-out. Does enactmentreally
relate purely to resistance, to an avoidance of gaining access to the
unconscious internal world? Sometimes, of course, it may well do so,
hence the value of the original understanding of acting-out by both
patient and therapist, as an avoidance of acknowledging the transfer-
ence-countertransference relationship.
However, may enactment not also be considered to be an uncon-

scious repetition, in the transference-countertransference relationship,
of dynamic aspects of the internal world of the patient? Does enact-
ment then refer to a complex unconscious engagement between patient
and therapist, substantially created by the patient in the course of
living outhis internal object relations in the context of his relationship
to the psychotherapist? In other words, are we talking about anything
other than the transference-countertransference relationship?

I was therefore led to wonder whether that which these (and other)
authors are struggling to delineate, as they discuss the concept of
enactment, has actually always been at the heart of the psychoanalytic
process. an unconscious living out of the patient’s internal object
relations, in the here and now of the psychotherapeutic encounter.

In whatfollows, therefore, I will briefly trace a development of the
concept of countertransference which emphasises its unconscious aspect
and which roots the countertransference experience in the understand-
ing that, as psychotherapists, we are by definition affected by our
patients as a result of the dynamic effect of unconscious communi-
cations. I want to suggest that some form of enactment is always, and
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necessarily so, at the heart of the countertransference experience. This
is because the psychoanalytic dialogue between patient and therapist
takes place not only in spoken words but in the experiences uncon-
sciously enacted between them. That which I wishto restate is simply
that by definition countertransference is unconscious, to both patient
and therapist and therefore, the meaning of thetitle of this paper,
enactment as countertransference, will emerge. In keeping with what I
am presenting, I hope that what I will say will be evocative rather
than prescriptive or definitive.
My approach is not new, and is only one interpretation of the

development of the understanding of the psychotherapeutic relation-
ship amongst others which have developed simultaneously. I can best
outline that which I have found of value in my own attempt to
understand my clinical work with individuals and with couples. I
would indeed add that my psychoanalytic experiences with couple
relationships as well as with individual patients has obliged me to
constantly address that which Owen Renik has called the “irreducible
subjectivity’ of each of us (Renik, 1993b), be we patient or psycho-
analytic practitioner.

Paula Heimann’s contribution

Paula Heimann’s paper ‘On Countertransference’ (Heimann, 1950)
marked a watershed in the development and understanding of counter-
transference, particularly in relation to its clinical usefulness. Freud
had already recognised that, ‘...everyone possesses in his own uncon-
scious an instrument with which he can interpret the utterances of the
unconscious in other people’ (Freud, 1913).

Freud did not develop this idea any further, and his references to
countertransference were alwaysin relation to arousal of pathological
feelings in the analyst in responseto the patient’s material. This being
his understanding, Freud recommendedthat analysts return to psycho-
analysis every five years or so to protect themselves and their patients
from their countertransference (Freud, 1912, 1937). Earlier, however,
Freud had suggested that what was required was self-analysis (Freud,
1910), unknowingly perhaps coming close to what later came to be
elaborated as the now contemporary understanding of the clinical
requirement that the therapist constantly monitor and take account
of the experiences he has in his relationship to his patient.

Heimann’s revolutionary suggestion was that the feelings which the
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psychotherapist experiences towards the patient are one of his most
important tools for analytic work. She refers to countertransference
as a research instrument and suggests thatthe psychotherapist’s uncon-
scious understands that of the patient. Though Heimann tends to
focus on conscious and preconscious feelings — what she calls the
therapist’s ‘emotional response’ — she makes a further point. She
writes, ‘,..Often the emotions raised in (the analyst) are much nearer
to the heart of the matter than his reasoning, or, to put it in other
words, his unconscious perception of the patient’s unconscious is more
acute and in advance of his conscious conception of the situation’
(Heimann, 1950, my emphasis).
What I want to draw attention to is this emphasis on the fact that

as therapists we will be affected by and respond to the patient and
that this takes place before we become consciously aware of it. This
seminal paper emphasises that whatis being described is fundamentally
something which is unconscious.

It is this that I primarily want to restate. I say restate because I am
only saying what we all know: countertransference, by definition, is
an unconscious phenomenon and we do aninjustice to the concept
andits clinical usefulness by our readiness to sometimesso easily talk
and think that what werationally and consciously feel in relation to
a patientis necessarily countertransference. It may be intuition, empa-
thy or sensitivity (to use only someofthe positive possibilities), all of
which are very useful and necessary, but it may not be counter-
transference.

Projective identification
The basis for Heimann’s understanding of countertransference was
the concept of projective identification which had been introduced
four years earlier by Klein (Klein, 1946). Nearly 50 years later the
understanding ofprojective identification has substantially developed
but it continues to be a complex and controversial notion.

Projective identification, as originally delineated by Klein, refers to
an unconscious phantasy, rooted in the paranoid-schizoid position,
whereby parts of the self and internal objects are split off from the
psyche and projected into an external object which then becomes
possessed by and identified with that which has been projected, Klein’s
understanding was that this was a defensive process whereby unbear-
able aspects of the self were in phantasy expelled from the subject.
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Klein was, of course, aware of the complexity of the idea she was
putting forward, and in a footnote to her 1946 paper, she adds:
‘The description of such primitive processes suffers from a great handi-
cap, for these phantasies arise at a time when the infant has not yet
begun to think in words. In this context...I am using the expression
“to project info another person” because this seems to me the only
way of conveying the unconscious process I am trying to describe’
(Klein, 1946, my emphasis).

‘What I want to emphasise here is the understanding that the process
of projective identification is not only an unconscious mechanism but
that in some way the projection enters the object. We may speculate
that this is what Heimann had in mind whenin her 1950 paper she
writes that ‘the analyst’s counter-transference...... is the patient’s cre-
ation, it is part of the patient’s personality’ (Heimann, 1950). Whatis
therefore being described is an unconscious engagement between the
therapist and the patient, driven by the patient’s defensive attempt to
deal with unbearable aspects of the self by locating them in the
therapist. This is of course an omnipotent phantasy butits description
by Klein enabled those who subsequently developed her work to
further investigate the nature of the dynamic unconscious.

Projective identification as unconscious communication

Bion, and then Rosenfeld in particular, developed this idea substan-
tially by suggesting that the process of projective identification may
not only be used for defensive purposes, but also as a form of com-
munication. In summary, the view which they, and subsequently
others, developed, was that the person doing the projecting acts in
such a way as to evoke, in the recipient of the projection, feelings
appropriate to those being projected (Bion, 1959; Rosenfeld, 1971).
The recipient, therefore, becomes unconsciously identified with that
which has been projected andis in somepart influenced in his thinking,
feeling and/or behaviour.
Hence the concept of projective identification provides a vital con-

ceptual bridge between an individual psychology and an interpersonal
psychology because, an awareness of this mechanism permits us to
understand interactions which occur between persons in terms of
dynamic conflicts occurring within individuals. The recipient of the
projective identification now has potential knowledge of some aspects
of the person doing the projecting.
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In parentheses, it is perhaps clear from the above, why the concept
of projective identification, and its counterpart, introjective identifi-
cation,is central to psychoanalytic work with the couple relationship.
Further it shows how in workingclinically with the couple relationship,
the therapist has direct experience of observing the ways in which
aspects of the couples’ shared internal world get enacted, via these
projective and introjective mechanisms, in what takes place between
them, as well as between them as individuals and as a couple, and the
marital psychotherapist.

Interpersonal Interaction

Joseph Sandler also refers to the interpersonal element in the analytic
process and writes that, unconsciously, ‘The patient attempts to prod
the analyst into behaving in a particular way’ (Sandler, 1976, my
emphasis). He describes an intrapsychicrole relationship in the analytic
situation whereby unconsciously the patient casts himself in a particu-
lar role and casts the analyst in a complementary role. This actualis-
ation in the transference gives access to the patient’s internal object
relations and Sandler advocates that the analyst practice whathe calls
‘free floating responsiveness’ (Sandler, 1976), as well as ‘free floating
attention’, which may enable him to identify with the role being
demanded of him. He adds however that the analyst, ‘...may only
become aware of(his role responsiveness) through observing his own
behaviour, responses and attitudes, after these have been carried over
into action’ (Sandler, 1976). It is this ‘action’ which actualises the
patient’s unconsciousinternal images which he unconsciously ‘prods’
the therapist to participate in through some sort of unconscious
enactment.

Those of us who work analytically with couples are familiar with
this process of enactment in as much asthis is one way in which one
can conceive of the nature of the couple relationship. As Robert
Gosling puts it, ‘Falling in love is perhaps one of the most striking
examples of transference’ (Gosling, 1968). In a couple relationship,
each partner is to some degree unconsciously reacting to the other as
if the other were a figure from the past or trying to get the other to
behave like someone in their internal world. This mutual process of
projective and introjective identification produces an unconscious
enactmentof shared internal object relations which is the focus of the
clinical work with couples.
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Many authors writing clinically about the psychotherapeutic
relationship have contributed to the literature on countertransference,
but mostinfluential perhaps in the tradition which I am outlining have
been the writings of Grinberg, Money-Kyrle, Racker and Segal. All
in their different ways emphasise the ways in which the therapist gets
caught up in aspects of the inner world of the patient.
Racker distinguishes concordant countertransference, characterised

by the analyst’s identification with the patient, from complementary
countertransference, in which the analyst identifies with the patient’s
internal objects (Racker, 1968). This corresponds to some degree with
Money-Kyrle’s normal countertransference differentiated from what
he calls a deviation from the normal countertransference (Money-
Kyrle, 1956). Both authors suggest that the latter of their two categor-
ies refers to a more problematic countertransference.

Grinberg’s contribution is to introduce the concept of projective
counter-identification, which refers to the analyst’s difficulty in main-
taining his analytic stance because his internal world becomes very
confused with that of the patient (Grinberg, 1962).

Segal, in a way, summarises this attempt to describe the complexity
and invasiveness of the countertransference experience when she
emphasises that, as she putsit, the patient does things to the analyst’s
mind. She emphasises that, “The major part of countertransference,
like transference, is always unconscious. What we become awareofis
its conscious derivatives’ (Segal, 1977).
Brenman Pick (1985) adds a further significant contribution. She

follows Strachey’s view that a deep transference experience is dis-
turbing to the analyst (Strachey, 1934), and warnsus to be careful in
our attempts to differentiate between countertransference as a tool in
psychotherapy and pathological countertransference responses. She
writes: ‘Whilst this differentiation is an essential part of our psychoana-
lytic endeavour, ... how problematic the clinical reality is. For there
is no absolute separation, only a relative movement within thatorbit’
(BrenmanPick, 1985).

The transference of total situations
This recognition of the patient’s capacity to arouse thoughts, feelings
and actions in the therapist, emphasises the complexity of the process
being described. Butit also indicates the unconscious communication
as well as the unconscious defensive manoeuvres inherentin the process
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of projective identification. There is therefore a direct relationship
between projective identification, transference, countertransference
and enactment: the transference-countertransference relationship can
be understood as always to some degree including an unconscious
enactment.

Clinically, the therapist is never able to be other than a participant
in the psychoanalytic process since he will be made use of in certain
unconsciousrepetitions of the patient’s internal object relationships.
Contemporary psychoanalysis is based on a struggle to make theoreti-
cal andclinical senseofthis irreducible intersubjectivity of the therapist
and thepatient, be that in the context of individual or couple psycho-
therapy. Working with couples in psychoanalytic psychotherapy is a
particularly useful arena in which to study the interplay between the
intrapsychic and the interpersonal, because, as I said earlier, the inti-
mate couple relationship may be most usefully understood as based
on a mutual projective identification whereby intrapsychic dynamics
inform the interpersonal interaction (Ruszczynski, 1992, 1993).
The work of Betty Joseph (1989) focuses in particular on the

patient’s unconscious use of the therapist in the psychotherapeutic
process. Probably in her writings more than in any other we read
about the ways in which the therapist is constantly caught into the
internal world and object relations of the patient and how inevitably
the transference-countertransference relationship becomes an arena
for new enactments of the patient’s familiar earlier primary object
relations. Following Klein, Joseph takes the view that transference
needs to be understood in terms of total situations transferred from
the past into the present. She writes:

‘Muchof our understanding ofthe transference comes through our under-
standing of how our patients act on us to feel things for many varied
reasons; how they try to draw us into their defensive systems; how they-
unconsciously act out with us in the transference, trying to get us to act
out with them; how they convey aspects of their inner world built up
from infancy — elaborated in childhood and adulthood, experiences often
beyondthe use of words, which we can only capture throughthe feelings
aroused in us, through our countertransference’ (Joseph 1985).

Hence we no longer have a picture of a patient misperceiving the
therapist, as in the original definition of transference. Now we under-
stand the patient as doing things to the therapist — projecting into the
therapist in a way whichaffects the therapist. If this process of projec-
tive identification is successful, even if only fleetingly, we must be
talking about some form of enactment of an internal object relation-
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ship evoked by the patient and responded to by the therapist. As
Brenman Pick putsit, ‘...... insofar as we take in the experience of the
patient, we cannot do so without also having an experience’ (Brenman
Pick, 1984). By definition this experience must be, atleastinitially, an
unconscious experience, and therefore an enactment, which only sub-
sequently may become conscious and so available for analysis.

Towards processing the enactment

All communication has a projective element in it, so the therapistis
always to some degree acted upon bythe patient. The issue is whether
the therapist can develop and maintain a capacity for scrutiny of and
reflection on Ais unconscious enactmentas well as that of the patient
and also, perhaps most crucially, an enactment of the patient and
therapist jointly in some form of therapeutic folie a deux. It is this
monitoring of the therapeutic experience which may eventually give
access to the otherwise unconscious aspects of the patient’s internal
object relations, now enacted in the patient-therapist relationship.
An understandingofthis reflective capacity was developed by Bion

in his delineation of the now familiar concept of the container-
contained (Bion 1959, 1962}. Whatis particularly relevant to the point
I am trying to emphasise is Bion’s insistence on the reciprocity of the
container-contained relationship. Meaning can only be generated via
this reciprocity. If the analyst is not fully available; if the analyst, as
Bion putsit, is preoccupied by memories and desire, the patient may
unconsciously experience being rebuffed or resisted by the analyst, and
his projective identification as communication takes on a more and
more forceful quality, with the more evacuative defensive aspect taking
precedence over the communicative aspects.

I will now present two vignettes of clinical work, one with a couple
and the other with an individual patient, and hopetoillustrate some-
thing of what I have been sketching out about countertransference
and the therapist’s unconscious enactments.

Clinical vignette 1]

I had been seeing John and Mary twice weekly with a female
co-therapist with whom I workfairly frequently. The couple are both
in their middle 40s, with three teenage children. Heis a senior teacher
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and she a nurse. They were referred to the Tavistock Marital Studies
Institute by a family therapist whom they had consulted because of
their concern aboutoneoftheir sons who had beenstealing persistently
from within the family home.
We knew that Mary had been sexually abused byher elder brother,

in her very early teens, and that her parents had not been able to talk
to her about this when it was eventually uncovered. Mary has a
psychiatric history which includes a number of psychotic episodes
which have resulted in hospitalisations. We also knew that John had
been his mother’s favoured elder son, but that he was jealous ofhis
younger brother who he felt was free from the burden of fulfilling his
mother’s aspirations and expectations of him. However, hefelt that
he could not protest at his own trapped position as he was deeply
anxious about maintaining his mother’s affections.

In the sessions John and Mary were a very depressed and silent
couple, colourless in both manner and dress. They made very brief
comments and rarely engaged in a dialogue with each other or with
us. The sessions became dominated by disturbing silences. The couple’s
repeated complaint wasthat each felt that the other was disinterested
and distant, though we witnessed that in their interaction they both
subtly maintained the other’s distance from themselves by deflecting
any possible approach madeby the other. Exactly the same dynamic
took place in relation to any comments made by my co-therapist or
myself.

Initially, the couple said that they had only come into marital
psychotherapy because of the suggestion made by the family therapist.
This passivity seemed to be a themein the ways in which they related
and very quickly they fell into a very tense and disturbing deadness
between them. This deadness quickly gathered in my co-therapist and
myself and we too became somewhatlifeless and stuck, unable to
think or say very much.

In our co-therapy discussions outside of the consulting room, which
always take place when working with a couple so as to attempt to
process the experiences in the session, we further reficcted the couple’s
frozen relationship in our owninteraction. We found ourselves trapped
in this state and even thoughintellectually we could identify what we
were enacting we could neither understand it nor escape from it. We
were in the grip of something powerful and unconscious, and our
conscious and intellectual awareness of it did little to aid either our
understanding of it or our ability to free ourselves from it. We were
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being invited to experience something in the most potent way; by
living it out.

In oneparticular session, about six monthsinto the therapy, I found
myself feeling particularly uncomfortable and immobilised. At points
in the session I felt that I had some interesting and relevant thoughts
but they quickly becamestifled and lost. Alternatively, I felt that I
had something to say but found that I could not bring myself to say
it. Increasingly I felt that something was oppressing me and stopping
me comingalive. Again, I wasnot aided in understanding this phenom-
enon in our post-session co-therapy discussion and again, both my
co-therapist and I ignored this strong emotional reaction even though
consciously we would both agree that its understanding could be
therapeutically very useful.

In the next session I began to develop a thoughtthat I was remaining
silent because I believed that if I were to speak I would find myself in
open conflict with my co-therapist: she would openly disagree with
me, and this would be extremely damaging to us, to the couple and
to the therapy. Initially, this thought froze me even further, and felt
a sense of hopelessness and helplessness. Momentarily, I concluded
that I could no longer work with this co-therapist and certainly could
notbeofanyuseto this couple. It wasas if simply having the thought
of speaking out produced a sense of destructiveness and despair.
Now, however, I came to realise that actually I have often worked

with this particular co-therapist and I knew that if and when we do
have disagreements or issues to debate, we always do so outside the
consulting room, in our own discussions. This is in the service of
processing our experiences so as to analyse what maybe being uncon-
sciously projected into us from the couple. Myterror that we would
fight destructively was anomalous. I then realised that not only were
we, as the co-therapists, reflecting the nature of the couple’s relation-
ship, but that I was caught in an enactment based on an unconscious
anxiety, now comeinto consciousness, that if I were to speak up and
engage more in the consulting room, I would provoke a destructive
fight which would break up the relationships we had.

I also found myself reflecting on the couple’s histories. Both had,
for very different reasons andin different circumstances, the experience
of very difficult issues not being talked about and of themselves not
being able to talk about them. Both could entertain phantasies about
the destructive and disruptive potential of speaking their mind. It was
as if survival depended on a profoundsplitting off of part of their
experience.
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I made aninterpretation to the couple along theselines: I wondered
whether the way in which they remained so uninvolved, hardly being
able to engage with each other or with us, was because of a profound
anxiety about the response they might get which would be an aggressive
one and highly dangerousto the relationships tentatively maintained,
with each other and with us. At the extreme, I suggested, this might
even include disengaging from their own thoughts and feelings within
themselves.

Initially the couple appeared not to understand. For a moment, I
felt that what I had said was provocative and destructive of their ways
of managing themselves, and I began to wish I had not spoken.
However, Mary then said that she was very reluctant to speak her
thoughts because they would haveto include just how angry she could
be with her husband, and that when she had spoken in the past he
had angrily dismissed her comments because they were not real but
only a product of her psychiatric illness: it was her ‘madness’ which
was speaking, he would say. In this way she felt that she was ‘robbed’
of her thoughts andfeelings and then attacked by them.Shefelt herself
indeed ‘go mad’ when this was said to her and it was therefore safer
not to speak out and to stop thinking.
John gently nodded in some apparent agreement or understanding.

He then said that he felt very frightened to talk about his thoughts
and feelings about himself and his wife because if he did talk more
abouthis anxieties, he wasterrified that he would cometo realise that
he could feel just as disturbed as his wife obviously felt, and this he
felt to be unmanageable. He too, John said, found that he tried not
to think that which he found himself thinking.
Each of them, therefore, was describing an evacuative projective

identification, into the other, of their own feared anger and madness
which then had to be kept in the other. This resulted in the other then
having to be kept at some distance and not engaged with. This is an
illustration of the way in which Klein originally defined the concept
of projective identification: a mechanism employed for defensive pur-
poses, expelling unmanageable aspects of the self into an external
object.
The enactment in which my co-therapist and I got caught up was

in projective identification with the couple’s defensive reaction to their
feared internal object relationship which suggested that a morereal,
communicative, open exchange would lead to disastrous and destruc-
tive consequences. Coming more alive, engaging more with each other
would herald conflict, anger and madness. By projecting this dynamic
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into the experience of the therapy and into the therapists, an uncon-
scious enactment was created which eventually allowed the containing
capacities (in Bion’s terms) of the therapists to metabolise their
experience and offer some insight which addressed the internal object
relations.
The use ofthis reflection in the relationship of the marital therapist

couple, of unconscious aspects of the internal object relations of the
patient couple, has long informedtheclinical practice of psychoana-
lytic psychotherapy with couples (Mattinson, 1975; Ruszczynski,
1993). Elsewhere, I have referred to it as ‘the marital countertransfer-
ence’ (Ruszczynski, 1992). Unconsciously, aspects of the couple’s
shared internal world get enacted, through projective and introjective
identification, in the relationship between the two marital co-therapists.
The processing and understanding of that enactment, when it becomes
available for conscious scrutiny, gives access to that which is being
projected and hence constitutes a valuable insight into the internal
dynamics of the patient couple’s shared internal object relations. An
interpretation of the nature of this internal object relation may mediate
the internal images and free up the external relationship from some
of their constraints and anxieties.

Clinical vignette 2
I have been working with Tony in psychoanalytic psychotherapy, three
sessions weekly, for twelve months. He is a highly successful doctor,
aged middle 40s, married and with two grown-up children. He was
referred for intensive individual work with a presenting symptom of
premature ejaculation, which a number of years of sporadic marital
and sex therapy had not been able to deal with.

Tonyis the eldest of three children, brought up in America where
his now elderly parents continue to live. His siblings live with their
respective families in distant parts of the world. He remembers a
materially comfortable life, but also recalls feeling that his parents
were very close to each other but ignored their three children. This
picture is complicated by another image of Tony being mother’s sup-
port and solace whilst father was away from home on business. It is
as if Tony experiences himself as Oedipally excluded or as seductively
and triumphantly included, but used. Tony deals with this Oedipal
confusionbysplitting off his angry and insecure feelings and promoting
a very benign imageof himself, primarily to himself but also to others,
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by being constantly available to anyone who may need solace. This
subversive care-giving allows Tony to identify with being taken care
of. Any direct awareness of his own sense of deprivation and neediness
is met with horror and terror and is immediately split off and denied.
The sense of murderous outrage it producesis felt to be unbearable.
The events I want to refer to centre around the recently diagnosed

life-threatening illness of Tony’s mother. With her having become
seriously ill, Tony has become the focal point for numerous phone
calls from his father and siblings all seemingly looking to him for
support. The sessions with me have becomefilled with accounts of
these telephone conversations.

Initially there was a sense of Tonyfeeling powerful and strong: he
wasthe one holdingthe family together in the face ofa crisis. However,
Tony’s sense of frustration and impotence grew as he came to experi-
ence that not only could he notallay the family anxieties but that his
own seemed not to be recognised atall. His initial sense of potency
quickly disappeared and he felt useless, frustrating and frustrated.
(This is parallel to his sexual dysfunction which is tht he is always
able to achieve an erection, but finds himself ejaculating very quickly,
leaving himself and his wife frustrated and often angry. Their capacity
to recover from the let-down is non-existent, and they are unable to
continue with any other form of shared intimacy.)

I also began to feel increasingly frustrated — the material of the
sessions was becomingrepetitive and I felt impotent to say anything
of use.I felt that something was expected of me, sometimes with some
desperation, though it was not at all clear what this was, and though
I could be aroused by this expectation I was not able to provideit.

In one session Tony reported with some anger and guilt, that he
was now leaving the telephone answering machine permanently
switched on so that when his family, particularly his father, called, he
did not have to respond immediately and hethen delayed calling back.
L interpreted that perhapshefelt that I too was storing up his messages
to me andnotgetting round to responding to him. Tony acknowledged
that he did feel desperate in the face of his mother’s illness and his
family’s demandson him, but could only go onto say rather rationally
that he knew that there was nothing I could really do about the
situation. Immediately after that session I realised that I had finished
the session a few minutes early. I was quite shocked; I have a habit
of glancing at the clock on my desk before stopping a session but had
failed to do this on this occasion with Tony. On reflectionit felt asif,
like Tony’s premature ejaculation, I was also coming to an end too
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soon, as if I could not hold the tension of the session. Inevitably, I
also wondered about my own transference to the constant barrage of
material about the anxieties and concerns about a dying mother. Was
I getting rid of Tony because the material was simply too painful?

In the following session I found an opportunity to comment on
Tony’s growing sense of frustration and impotence and how he might
want to get rid of his father’s and siblings’ phonecalls as a way of
ridding himself of the feelings of failure being produced in him. And
of course, his mother’s illness left him feeling that he could do nothing
for her either and perhaps he wanted to rid himself of this sense of
impotence too. My not offering him any response to his plea to me
made him feel that I too was teasing him and humiliating him. (I had
in mind an Oedipal scenario of thelittle boy both phantasising and
being invited to be the strong man but quickly discovering that his
potency is severely limited and feeling tricked into the situation.)
However, almost as soon as I hadsaid this, I felt flat and despondent
and I immediately realised that I had made a rather impotent and
frustrating statement. Far from understanding the impotence andfrus-
tration I had simply enacted it in my comments.
A couple ofsessions later I again found myself finishing the session

early but this timeI realised that I looked at my clock after announcing
the end of the session, rather than before doing so. What I was then
struck by was the thought that if I could glance at my clock just as
Tony was leaving, why could I not glance at it a few momentsearlier,
as I usually do, to ensure that I was finishing the session at the right
time? I began to feel very guilty at my cruelty; this is what I found
myself experiencing. However, I also felt that something very perse-
cutory and cruel was being done to me as well: I was failing as a
psychotherapist in the most basic way; I could not even keep a proper
time boundary. This subsequently led me to reflect on the cruelty of
not having (Oedipal) boundaries securely held.

In the following session, again largely dominated by the family
telephone calls, I began to be more aware of the cruelty and abuse
Tonyfelt. I interpreted again that hefelt that I waslike the telephone
answering machine which took messages from him but did not respond
to him. This time I added that he must feel that I was being cruel
withholding my responses, just as he felt himself being cruel to his
father in relation to the unanswered messages on his answering
machine. Who wasbeing cruel to whom, however, I wondered? Was
it cruel to be invited to believe that he was capable of something which
in fact he will inevitably fail in? Was it my failure to offer him
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something in response to his material or was he inviting me into
something which I was boundto fail in? Perhaps he wasinviting me
to know aboutthe sense offailure and humiliation exactly as he had
felt himself to be so invited in the original scenario with his parents.
Tony responded by acknowledging howdifficult he findsit to express

his anger or frustration even when impossible demandsare persistently
made of him. He then told me that on the previous evening he and
his wife Lucy had had an enormous argument because he had
approached her for sex and she had refused him and he had become
angry, unusually so. He now felt very guilty because he knew that
Lucy found his premature ejaculations extremely frustrating and so
he was being cruel and unfair to ask her for sex, which he wanted
simply for his own relief. However, he went on to say that actually he
was angry with her because if she would occasionally initiate and show
interest in sex, he would feel less guilty about his desire for sex and
perhaps he would be able to maintain his erection longer before
ejaculating. His premature ejaculation might be a way of quickly
terminating the sex which she did not want.

1 interpreted to Tony that he mightfeel that my silence in response
to his material left him feeling that I too was deeply frustrated with
him andhis efforts. Rather than expressing his anger at my apparent
disappointmentin him, he found himselfrelating to me very tentatively
and so not really engaging me in the way he otherwise might. If I
were to be more vigorous with him perhaps he could trust me suffic-
iently to be more vigorous with me.
Tony acknowledged that he did fear that I was getting frustrated

with him and he could well believe that as a result of this he would
hold back so as to not add further to my frustration. He said that he
was very familiar with this form of sacrifice. I interpreted that it might
not only be a question of not further frustrating me, but that he might
be holding back from a fear of attacking me for teasing him and
frustrating him. I then added that this might also be a way of under-
standing why he so quickly loses his erection, the fear being that he
might damage Lucy if he were to maintain it for any length of time.
Simultaneously, of course, he did attack her by frustrating her and
disappointing her. Tony repeated thathefelt that Lucy’s frigidity was
certainly just as much an issue as his premature ejaculations. I said
that this made me wonder whether he felt that I was being rather
frigid in relation to the degree of anger I was suggesting that he felt
towards me.
As the subsequent work has developed there is emerging a complex

37



dynamic of cruelty, guilt and punishment, with Tony feeling himself
to be both the victim of the cruelty, perhaps in phantasy, a cruelty
from the teasing and rejecting mother and parental couple, but also
the perpetrator of the cruelty, perhaps a phantasied attack on the
envied sexual parental couple. One can begin to see how this might
be unconsciously experienced in his marital relationship and also
enacted in the transference relationship to me. In the countertransfer-
ence I found myself enacting the teasing and withholding object, and
also the object which felt attacked for having something which he
envied and therefore wanted to see spoilt: my capacity to hold the
tension and time boundary ofthe session, and not prematurely bring
it to an end.

In summary

In this paper I have emphasised that the mechanism of projective
identification is, as originally defined by Klein, an unconscious defens-
ive evacuation of unmanageable aspects of the internal world of the
individual, or, of the shared phantasies of the couple.
The further communicative value of this process rests on the patient’s

capacity to evoke in the psychotherapist some form of unconscious
enactment which is what fundamentally constitutes the countertrans-
ference experience. I have tried to indicate the complexity of this
phenomenon,and how it may pervade the nature of the transference-
countertransference interaction. Countertransference, therefore, may
be thought of as the totality of the psychotherapist’s reactions in his
relationship to his patient, conscious and unconscious, the latter often
being realised in subtle and complex enactments beyond the use of
words or immediate rational awareness.
We need to remind ourselves, however, that the psychoanalytic use

of countertransference and ofenactments is complicated by the psycho-
therapist’s own defensive needs, his self deceptions and his unconscious
collusions with the patient to avoid reality (Steiner, 1993). Though
our understanding andclinical use of countertransference has devel-
oped substantially, the original way in which Freud understooditstill
holds true for us all to this day. Heimann warnsusthat the approach
she advocates to countertransference should not be allowed to become
a screen for our own shortcomings (Heimann, 1950). The classic story
reported by Segal (quoted in Spillius, 1983) is worth repeating. Segal
tells of a supervisee of Klein’s who, in the course of discussing material
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from a patient, told Mrs Klein that he had felt confused and had
therefore interpreted to his patient that the patient had projected this
confusion into him. Mrs Klein is reported to have said, ‘No, my dear,
it is you who are confused’.
By engaging with our own confusions and entanglementsin relation

to our patients, possibly with the support of consultative help from
colleagues, we may eventually be able to decipher the communicative
aspect of the enactments in the countertransference, transforming, in
Segal’s words, ‘the worst of enemies’ to ‘the best of servants’ (Segal,
1977).
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LITTLE BOY LOST: INITIATION, FATHER AND
HOMO-EROTIC COUNTERTRANSFERENCE*

‘Father! Father! where are you going?
O do not walksofast.
Speak,father, speak to yourlittle boy,
Orelse I shall belost.’
The Little Boy Lost, William Blake.

Introduction
The problem oferotic transference is well documented in psychoana-
lytic literature and probablyis the most frequent transference phenom-
enon encountered in the consulting room.It is usually evoked in the
therapeutic situation which is predominately heterosexual and in this
respect is unremarkable. Whatis rarer to find in the literature is refer-
ences to homo-erotic transference, particularly in Jungian writing. This
is further compoundedbythelackof anyreal exploration of the homo-
erotic countertransference. Paul’s therapy presented some unusual
material and situations; not only his epilepsy but his worries over his
homosexuality as well as a poor sense of Self.

In this paper I will attempt to explore someof the theoretical issues
around homosexuality as they emerged in the therapy. I will also
attempt to show how circumcision as a manifestation of an archetypal
process waspresent in the therapy. This paper traces almost two years
of therapy in which time Paul emerged into the space inside himself
and started to gain a sense of himself as an adult man as opposed toa
confused boy. I also began to confront my residual homophobia and
gain a vital insight into homoeroticfeelings which I believe have a very
important part to play in helping homosexual men, and male thera-
pists, to come to terms with these feelings. This paper also suggests
ways in which we, as men andtherapists, can be comfortablein loving
intimate relationships in our personal lives with male friends and
remain in an intimate therapeutic relationship with homosexual men.
This is vital if our homosexual male clients are to be able to exist in a
homo-phobic culture such as welive in.

*Reading — in paper for Associate Membership of the BAP. October, 1993.
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Thereferral
Paul cameinto therapy after suffering a series of epileptic fits. He was
referred to a Hospital by his GP to look into the fits. Whilst there he
asked for and was passed on to a psychotherapist as he thoughtthefits
might be brought on by anxiety attacks, usually in the presence of
violent/sexually violent images at the cinema or the theatre. He was
seen by a consultant (every two weeks) for several months. During his
sessions at the Hospital it became apparent to Paul that there was a
multitude of questions and difficulties that needed to be explored in
depth. Amongst these his homosexuality and his relationship to his
mother stood out, as well as his inability to allow himself ‘the time to
think things through and arrive at my own conclusions.’ He also
explained that he wished to ‘recognize the person I am....to achieve
change’.

It is interesting to point out that at this stage Paul refused to take
drugs but was very anxious to learn whether or not he was suffering
from epilepsy. There seemed to be some doubt andit waslater, during
the first year of therapy, that he was actually diagnosed as suffering
from a very mild form of epilepsy due to a slight abnormality ofhis
brain, at which point he started to take the offered medication. A
further complication in his life was his obvious confusion about his
sexuality. He professed to being a homosexual and wasin a long term
relationship with Stewart. At the start of the therapy they wereliving
separately.

Clinical discussion

Paul comes from a professional family. His mother was very dominant
within the family and dealt with punishment, often using a hairbrush
to chastise him. His father was emotionally distant and pursued a
‘quietlife’, He recalled his childhood as being mostly concerned with
hiding his emergent confusion abouthis sexuality from his mother and
colleagues as well as being somewhatlonely. During his adolescence he
engaged in some petty theft of magazines or chocolates. Apart from
this he stated that his childhood was dominated by ‘keeping up
appearances’.

Paulis a slim boyish looking man of 28 with dark hair and eyes. He
wears casual clothes which are considered fashionable within the con-
ventions of gay culture. That is he would be recognisable by other gay
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menassuch,althoughheis at pains not to stand out generally for fear
of violence on the streets from ‘queer bashers’. During thefirst sessions
it was very difficult to hear what he was saying as he tended to mumble.
He seemed very anxious to please and almost too ready to agree with
anything I might say. I found myself liking him from the start but was
strangely untouched by his presence. It was as if his presence in the
room was an apology. This produced several early sessions where I
experienced a lot of sleepiness and I realised an unconscious impulse to
collude with his defences.
The first problem that I had to confront with Paul was how to

promote a senseofalliance with me in working with his unconscious
and at the sametimenotcollude with his need to adopt, in a defensive
way, attitudes and opinions which he would have willingly used to keep
me out and his defences intact. He had achievedthis in his life so far by
adopting other peoples’ ideas and conformingto his perception oftheir
expectations whilst suppressing his own, in the hope of gaining
approval and keeping his own ideas and opinions secret for fear that
they would be judged, found wanting and would result in him being
humiliated. Evidence for this emerged in the first sessions as he
described how his desire to attend university was manipulated by his
mother. He had been turned downfor an English degree at the univer-
sities of his choice, so his mother had then given him a set of courses
which she had highlighted for him. Hesaid that at the time he believed
that she knew best and chose a course that she approved of. I found
myself acutely aware that he needed to be approved of by me and
wanted to be a ‘good’ patient. Hestill does. He rarely misses appoint-
ments and is punctual with his attendance and bills. Underneath,
though, I could sense that his compliance masked a great deal of
resentment which wasdifficult to get in touch with.

Hestarted therapy by bringing an initial dream;
Dream 1
I am in a Dr.’s consulting room which is invaded by lots of people who I
don’t know.I feel very irritated by this and get up and enter another room.
In this room 1 see another Dr. who examines my feet. This Dr. starts to
manipulate the bones in my feet which I find quite painful. However I
know that it is going to help me so I don’t mind. I am still aware of a
crowd of people outside of the room.

The dream gave a lot of clues as to direction of the therapy and as
Jungstates, ‘Initial dreams are often amazingly lucid and clear-cut’
(vol. 16 pp. 145); the invasion of the room/self are the part objects and
‘borrowing’ that Paul used to defend himself throughout his life from
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his mother and his own hostility/rage. The Doctoris the therapist who
by examining the feet points to the essential Oedipal nature of the
problem; however there is only a thin divide between the invasive
people/part objects and Paul, so the difficulties are still very present.
Although Paul brought dreamsto sessions on a regular basis he could
not use any interpretations or associations to them at the beginning of
therapy so I initially refrained from offering anything.
The second difficulty was Paul’s struggle to understand why he

wanted therapy. His need to understandhis epilepsy wasrelatively easy
to explore, he was obviously frightened by the fits and was anxious to
find a cause and hopefully a cure. Heresisted the idea that he was an
epileptic and it took a year in therapy before he came to reluctantly
acceptthis as a fact. It seemed as thoughtheviolent imagesthatset off
the fits touched upon Paul’s repressed violent wishes and impulses
which no doubt stemmed from his primitive rage at his mother which
hadto be keptsecret for fear of the reprisals that might follow. Having
speculated about the causesof thefits and the particular circumstances
that seemed to contribute to them being activated, a further and more
difficult area emerged; his acceptance or not of his sexual orientation.

Althoughat times he seemedcertain that he was gay (I will take the
term gay or homosexual to be interchangeable) there seemed to be
areas of doubt which were rather puzzling. He said that he found
women’s bodies to be of no interest to him, in effect there was an
absenceofinterest, not a loathing or rejection of them. He had invested
more in the the male form and in sessions where this was being
discussed he became more animated when talking about men. He
expressed some anxiety during the early months of therapy about
whether I was going to ‘cure’ him of homosexuality. This opened up
several important assumptions; is homosexuality a pathology? Could a
‘straight’ man really understand a gay men?It is importantto note that
these questions were being asked by both ofus. I explored with him his
fear and how it was based uponhis early experiences with his powerful
mother who seemed to be intent on manipulating her son to fit some
rather negative ideal that she had about men. It would appear that she
did not really have any idea about how he actuaily existed in the world,
her perceptions seeming to be based on her ownrather distorted view
of him. In this respect his father, who might have been of someuse in
the growth of Paul’s sense of masculinity, was absent and probably
rather weak in contrast to Paul’s mother. Paul presented an interesting
memoryofhis father being given used sanitary towels to dispose of by
Paul’s mother, which he did by burning them. Hereported this in the
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context of the mystery that surroundedall things to do with women
and their bodies. He recalled being curious about the secret way in
which his mother and sister would furtively disappear into chemists to
buy sanitary towels which would be quickly stuffed into shopping bags
so that he would notsee.

Onseeking to understand Paul’s sexual orientation a brief look at
theoretical considerations seems relevant. Freud attributed homosexu-
ality to the individual’s inability to master problems associated with
the Oedipal period. He traced it, in the case of men, to an unusually
intense erotic attachment to his mother and a particularly distant or
hostile relationship with his father. These conditions were said to inten-
sify the boy’s Oedipal conflict with his father and consequently to
maximize his fear of being attacked by him (castration anxiety). This
arouses deep anxiety aboutthe loss of the penis. It is this anxiety that
Freud believed prevents the boy from being able to take woman as a
love object. He is unable to tolerate the sight of female genitals because
they lack a penis and therefore remind him of what could happen to
him. In addition he unconsciously equates any female love object with
his forbidden,erotically charged relationship with his mother; and so
is likely to reexperience in every heterosexual contact the guilt sur-
rounding his Oedipal attachmentto her.

Freud hypothesizes that when the maie, who is to become homosex-
ual, discovers he cannot safely love his mother, he identifies with her
and chooses to love others as she would. Quite defensively, he shifts so
that he plays her role instead of taking her as a love object. Freud
added that the homosexual adopts himself as the model of the kind of
object his mother would prefer, and he sexually favours males who
resemble himself. What is particularly important to him is that the love
object should possess a penis whose presence will help him allay cas-
tration fears. Freud underscored the homosexual’s exaggerated over-
valuation of the penis, and indicated that what he wasreally seeking as
a love object is a girl with a penis. It would appear that for Freud
homosexual practice was abnormal in that its intention is to circum-
scribe castration anxiety and guilt.

In this respect Jung also seems have thought that homosexuality was
abnormal but not for quite the same reasons. In Hopcke’s (1988)
review of Jung’s writings on the subject he sumsupbystating that Jung
had three different theories on homosexuality: (1) that homosexuality
is a result of an identification with the personal and archetypal femi-
nine, (2) that homosexuality is the result of an incomplete detachment
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from the hermaphroditic archetype of the self and (3) that homo-
sexuality is the result of constitutional factors.

Theconstitutional theory by which I understand that homosexuality
is biologically determined or genetic, presents therapists with a rather
difficult problem; the theory that genetic predisposition can account
for homosexuality is still uncertain and the complex relationship of
environmental factors influencing behaviouris still far from being
understood. By its very nature genetically determined behaviouris very
difficult to alter by cognitive or analytic intervention.It also seemsthat
Jung’s other theories have a complex relationship with each other. If
homosexuals are identified with the personal feminine, usually mother,
and it is primarily she that mediates and facilitates this part of the
archetypalexperience, then boys will not be able to moveon in indivi-
duation process until the identification with mother has been worked
through.
The centrality of the mother in shaping the identity of homosexuals

has been the subject of someinteresting research. Evans (1969) com-
pared homosexual and heterosexual men and found that homosexuals
grow up in a family setting in which the mother is close, binding,
seductive and the father is distant and unfriendly. Thompsonetal.
(1973) reported similar findings. Snortum etal. (1969) in looking at
family dynamics came to the same conclusion as others mentioned.
Changand Bloch (1960)studied identification in homosexuals as com-
pared to heterosexuals and found that the former identified more with
mother than father. It would seem that, according to the research just
mentioned and Freud’s observations, Paul’s history falls into these
patterns. It must be pointed out that the premise that homosexualityis
a pathology is still not proven and in order for the work to proceed
with Paul I came to the conclusion that I could not start from a
position of regarding Paul’s sexuality as an illness. I found support for
this position in an article by Limentani (1994) in which hestates that
there are many ways in which patients with latent or overt homosexu-
ality present to psychotherapists and the complex challenge they pose.
He explores the heterogeneity of the condition and shows how the
analyst may beof help, whether or notthere is a desire for a change in
sexual orientation.

Like Hopcke (ibid.) I believe that the expression of sexuality exists
on a continuum andthere are many forces operating that will push or
direct an individual to express their sexual needs on any particular
point of the scale; in fact, because like most human expressions of
drives it is fundamentally dynamic,it will move about somewhat from
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either extreme. That is not to say that gay people do notsuffer sexual
problems orother neurotic symptoms which mayor maynotbe sexual
in content.

Thecentrality of mother to homosexuality is also commented on by
Jung (1954) whostated, ‘In homosexuality, the entire son’s heterosexu-
ality is tied to the motherin an unconscious form’. Later talking of the
mother-complex he added‘simplerelationships of identity or of resist-
ance anddifferentiation are continually cut across by erotic attraction
or repulsion’. Further evidence for the existence of a mother-complex
is to be found in a dream which Paul brought after six months in
therapy;

Dream 2
I am at homein the dining room,onlyit is different. There are several
glass cabinets with lots of interesting objects in them. I know they belong
to my mother. Although I go over to look at them I cannotrecall any
items. I look down the room andfind that it gets darker and the walls
have bookcases along them.I feel that the room becomes more ‘Victorian’.
As I examine the books I am aware that my mother and another person
(his grandfather/her father) are present and somehowsheis directing my
attention to books that I do not wantto look at; the ones I am interested
in,I feel, she is drawing me away from. At the far and darkest end of the
room notice a small staircase between two bookcases. I ascendthestairs
and a bag of women’sclothesfalls from the top of the bookcase onto me.
I know that this bag has been hidden away andis related to the two other
people in somesecret and sinister way; I replace the bag on top of the
bookcase.

Thesecret bag of clothes could be a reference to the burden of mother’s
identity that he has to carry and hide, even from himself. In fact he did
keep some clothing hidden away in which he would dress up and pose
in front of the bathroom mirror. These items of clothes had holes cut
in them aroundthe nipples and genitals. Thatit is she whois ‘directing’
showsjust how powerful she is in his inner world. Thereis also reason
to think that he is trying to show mein transference terms, how hefeels
I, like mother, will direct him to look into areas heis notinterested in
but Iam.

In struggling to understand homosexuality I found myself having to
deal with some confusion in myself. I had taken the attitude that if
homosexuality is a matter of choice in how one expresses the act of sex
then any sexual behaviour would not necessarily be pathological. That
is not to say that it could not be, it would have to depend on whatit
meant.I felt that for Paul, who tended to havelongstablerelationships
and not engage in any of the more risky sexual practices, such as
cruising or cottaging, sex was a expression of his need to be in a close
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loving relationship in much the same way as heterosexuals, with the
exception that he must have madea decision at some point that he was
not going to be a father(at least in the short term), This rather con-
scious attitude on my part, which allowed Paulto feel free to explore
his feelings about gay sex, wasin conflict with a more unconsciouspart
of myself that left me wondering if there was a residual hostility to
homosexuality that was being activated in the countertransference. I
have been fortunate to have been around many gay men and women
and believed that I am relatively liberal in my attitude. I believe that
this wasfelt to be very useful by Paul as he began the processoftesting
me to see how,or if, I would react to his disclosures of homosexual
practices. As he became more confident, he began to disclose his
fantasy aroundthe darker aspects of gay sex.

In onesuchsession he recounted a discussion that he had with some
male friends who were condemningcottaging (the gay practice ofloi-
tering in public toilets to pick up men in a rather indiscriminate way.
Theterm is derived from the public toilets on Hampstead Heath which
werebuilt in the style of country cottages), Paul found himself becom-
ing quite angry and said that even if a child was exposed tothis it
would be the child’s fault. In one waythis is a surprising remark from
Paul whois very mild, butit seemedto reflect his experience as a child
in the way that nobody seemed to be lookingafter his best interestsoit
is not so surprising that he would not consider the negative impact on
a child exposed to cottaging. Paul had himself been the subject of some
interest in a toilet at the Festival Hall, which I am told is well known
by gay men. Paul was accosted whilst in the toilet but became so
frightened hefied. It was evident that Paul also found the darkerside
of gay culture exciting and would often wish that he could indulgein
‘cruising’ and indiscriminate sex with men in gay pubs andthelike.

I found myself feeling a degree of disturbance with some of his
revelations because in the sessions in which he was describing sexual
activity I could detect in myself a measure of excitement.I realised that
I was initially repressing my response to these feelings in me when I
had a dream in which Paul made sexual advances which evoked very
powerful feelings of revulsion. It was apparentthat these feelings were
being activated in me as a counter-transferential response. I began to
realise that there was a residual part of me that wantedto reject and
attack these feelings. I am not gay, but on reflection I began to sense
that I had to experience these homoerotic feelings and stay in touch
with them or I would be unable to help Paul internalise me as a man.
Paul waslike a baby needing to sense and feel the sensuality of being
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loved byhis father. It would be through this that he would be able to
start a process of separation from his internal powerful mother,
through being able to experience the difference of paternal feelings as
distinct from maternalfeelings. In a simple way Paul had never been
able to grow emotionally into a man, to understand the difference
between the feminine and masculineparts of himself, nor, I believe, the
outside world.
The importance ofthis shift in attitude in myself to these transfer-

ence feelings washighly significant. As mentionedearlier there is not a
great deal of information on homosexuality in Jungian writings so it
was of great benefit for me (and Paul) when I read Frey-Wehrlin’s
paper (1992) where he points out the dangers of not dealing with
homosexual feelings in the therapist. The article looks at several sig-
nificant male relationships in the history of the psychoanalytic move-
ment and notes that they had a propensity to break down at moments
whereerotic feelings emerge between men. To further explain the pro-
cess, which he feels is archetypal, he explores the relationship between
Laius and Chrysippus. It was the abduction of the boy and ultimately
his rejection by Laius and violent death that brought about the curse
on Oedipus and the Sphinx’s punishment of Thebes. It was Laius’s
initial indulgence in his homosexualfeelings and then later rejection of
them that set in motion the whole tragedy.

If the myth were not to be repeated in the therapy I, having taken
the young man/Paul into therapy/my home, must not abandon him by
repressing my homoerotic feelings, like Paul’s father who seemsto have
abandoned Paul somewhat like Laius. I would have to be able to
remain in a homoerotic relationship with him in order for him to work
through these feelings and take his place along side me as a man
without fear of owning his penis/masculinity. This also meant having
to withstand his primitive desire to slay the father/me, or perhaps more
importantly, that I would be prepared to be slain by him, so that he
could emerge in relation to mother/women as an equal without the
need to use projective identification to defend his ego from her power.
Having reachedthis point I was convinced that for Paul, at least, the

expression of his sexuality was not abnormal; he had chosen to commit
himself to a long term relationship with one man andin fact brought
the usual problems that any couple would haveto face and dealwith in
therapy, including a woman who seemed to become rival for his
partner’s attention and act as a convenient source of hatred and fear
for Paul to explore his aggressive and destructive feelings about
women/mother. It was at this point in the second year of therapy that
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another significant problem emerged which was to have profound
implications for Paul and the therapy.

THE INITIATION
T’ll shade him from theheat,till he can bear
To lean in joy upon ourfather’s knee;
And then Pll stand andstrokehissilver hair,
Andbelike him, and hewill love me.
TheLittle Black Boy. William Blake.

As I have noted earlier, Paul’s mother was probably ambivalent about
Paul and his body if not unconsciously hostile or afraid ofit. This was
to such a degree that the fact that he had suffered Balinitus since his
childhood had gone completely unnoticed. Balinitusis a condition that
affects the foreskin, it is scar tissue that forms on the foreskin and
prevents the foreskin from being drawn back overthe glans.If this is
spotted it can beeasily treated or a circumcision is performed. As this
had gone unnoticed by both parents, Paul grew into puberty notbeing
able to experience a full erection because of the discomfort. He did get
erections but he had to ‘get rid of them’ by lying on his stomach. This
would reinforce very neatly his castration fears as observed by Freud.
Later on his penis became associated with disease by some ofhis
partners whorefused to engagein oral sex with Paul and hedid in fact
suffer several infections engendered by his inability to retract his
foreskin.
At this point in the therapy I tentatively suggested that he seek

medical advice on a circumcision, as I realised that he had never seen
his own penis fully erect. It seemed obvious that this fact was a mir-
roringof his psychicstate; he, like his penis, had never been uncovered,
his true self wasstill cloaked with the covering of his pre-pubescent
‘skin’, he had not yet made the transition into adult manhood. I was
being used as the initiator of his adult masculinity, taking on role
that for boysis usually the role of the father.

I believe that Paul was able to approach the idea of circumcision at
this time because hefelt sufficiently safe within the therapy and with
my ability to remain with the homoerotic countertransference I was
experiencing at the time. This allowed him to face the terrors of sur-
gery, an idea that might produce fits, and would allow him to move
into adult sexual experience with the ability to sustain an erection. He
had expressed a wish in several sessions to be able to penetrate his
partner,in other words to have adult sexual experiences, It also seemed
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to me that the circumcision had even more significance at a deeper
archetypallevel.
According to Seligman (1965), quoting Kirschner & Joseph (1927)

one seventh ofthe earth’s population practise circumcision. Most, but
not all, are part of male puberty or pre-puberty initiation rites and
have something to do with separation from the mother. More recent
studies seem to confirm this. Benchekron (1982) states ‘Circumcision
is a rite of passage in the North African community, symbolizing the
passage of the boy into manhood. Previously the male child hada life
in the harem, the world of his mother, sister and aunts. Circumcision
marksthe transition of the male child from the mother’s to the father’s
world. The act of circumcision is not symbolic castration but a
reminder of submission to the will of a larger being, the rule of Allah.
Kratz (1991) exploring rites in Kenya states that boys complete a
ceremonial process by the ‘trial of circumcision which gradually dis-
tances them from their childhood lives’. Jeammet (1983) comparing
puberty rites in Western and ‘primitive’ cultures says, ‘The adolescent
suffers symbolic death as a child andrebirth as an adult with a definite
place androlein his society.’

Paul had not had to undergothe relatively normal struggles with his
emerging sexuality and so had never been able to experience his own
creative powers. As I have mentioned earlier I believe he had made a
choice not to becomea father so the issue of procreative power was
side stepped for the time being. Despite this, the unconscious drive
towards adult functioning would require him to have to undergo the
samekind of processes evenif, as I suspect, his procreative drives were
sublimated into areas of work where he could care for or contribute to
the caring of others e.g. HIV voluntary work or seeking a post at a
Children’s Hospital.
During the months leading up to the operation Paul rarely men-

tioned it, partly due to the Hospital’s reluctance to give him a date. I
found myself becoming quite anxious to know when he was to be
admitted, fearing that it would coincide with my summerbreak. In the
event he was admitted one week after my return to work which was
probably enough for Paulto feel he was not facing the ordeal totally
alone. My anxiety seemed to be derived from countertransferential
feelings, as if I were like a mother worrying over her child. It is with
someinterest that Seligman (ibid.) writes of the role of the ‘Tutor’ in
initiation rites and like Hobson (1961) in an earlier paper, explores and
comments on the practices in many cultures where young boy(s) are
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taken from the mother’s hometo live with the Tutor who becomes not
just a guide throughtherites and rituals but also a substitute mother,
some even don women’s clothes throughout the entire period and
engagein sexualacts with the boysasif they were husbandand wife.

Duringthis period Paul presented me with a series of dreams which
seemedto be reflecting the process of the circumcision.

Dream 3
I am walking along a country lane, a black manis walking alongside me.
Wesit down and I can see foxes in the distance who were able to do
fantastic things like levitate, they eventually end up falling on small
animalsandbiting their headsoff.

Paul’s association to this dream was to link the black manto his
sexuality. The Foxes seem to represent Paul’s rather primitive sexuality
with an interesting link to magical thinking. There wasat the time, at
an unconsciouslevel, a lot of ‘magical’ thinking aboutthe circumcision,
that it would in some way enable Paul to take revenge on those men
who had humiliated or rejected him now that he was going to get a
new, moreeffective penis.

Dream 4
J am leaving the church youth club in Chester. I see a man on bike, he
lookslike Jesus with long hair and a beard. Hecycles past me and through
a gate in the city wall. Abovethe gate I notice a clock. On the other side
there are some dark menacing figurcs who might be people wholive on
the streets. They approach the manandstartto attack him

In this dream Jesus could represent the figure of rebirth and Paul’s
need to emerge into a frightening world. The gate seems to be the
portal, with its clock, through which Paul/Jesushasto pass in order to
continue with his journey.It is interesting that as mentioned some of
the circumcision rituals talk of the ordeal as a rebirth. Paul is afraid
that the dark figures on the other side, which representsplit off para-
noid parts of himself, will attack him, thus stopping any progress.
Paul’s associations were to the bicycle and the church youth club, the
formerrelating to his lonely rides on Sundays and the club was where
he experiencedhisfirst ‘fit’.

Dream 5
Iam standingin the middle of Trafalgar Square. Therearelots of children
around me, they seem to want something from me. As they approach me
I feel panic and try to move away from them butthey pursue me.I try to
put them off by reaching into my bag and throwing money at them hoping
they will stop to pick up the money. Howeverthis does not stop them they
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still pursue me. I only feel safe when I get to the edge of the square and
Stewartis there.

This dream uses Trafalgar square as a symbol of the Self which con-
tains the phallic column andthe receptive fountain and is guarded by
lions (primitive defences). Paul is beset by children which represent on
onelevel split off parts of himself seeking integration and Paul’s con-
frontation with his masculine/father self which heisstill very afraid of.
The use of moneyto try and fend off the aggressive children probably
represents Paul’s attempts to defend himself by locating value in exter-
nalthings, clothes, booksetc., literally throwing moneyat the problem,
which does not work. It is only when he moves to the edge of the
square/Self and finds his partner that hefelt safe. His partner of course
holds the projections of himself as he has constructed them, which were
initially to fend off castration anxiety.

During a session some months after the operation Paul, after a
silence, in a joking way said; ‘I’ve just had a funny idea. I imagined
that my foreskin had become very hard,like a serviette ring, so I
thought I would give it to my motheras a gift.’ I was struck by his
comments, for as part of the circumcision rituals in Ancient Egypt the
foreskin would be buried and offered to the Mother Goddessas gift,
a token for giving up her hold on the boy and also as a talisman to
ward off her wrath for his leaving her protection and care. It would
appear that Paul had found his way to this part of the process quite
unconsciously and wished to give her something to ward off what must
havefelt to be at a very primitive level, her response to his operation.
It was significant that he did not tell either of his parents that he had
undergone the operation until several months after. He perhaps also
derived some pleasure in sharing a secret with me so that I wasfelt to
be in alliance with him against their possible disapproval! of his emerg-
ent sexual activity.
At aboutthis time he began to realise just how unseeing his mother

was. He attended a party where he told a friend that he had had a
circumcision and why. This friend said that as a child he had suffered
the same problem but he had undergone the operation when he was
six, due to his mother discovering that he had a problem. Paul became
very angry with his mother and the first signs of his growing inner
separation began to emerge. He also started to explore connections
with things and events and develop a sense of continuity. In some part
this was the result of thereliability of the sessions. He brought a dream
at this time;
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Dream 6
I am at my Grandmother’s house.It is a small two up two down house
with a narrow garden. At the bottom ofthe gardenI notice a small garden
pond which hasfish in it. It seems to be connected to a lake by a stream
with a weir in it so that wateris flowing into the pond. AsI look into the
distance I see that the lake is joined to the sea.

In this dream heis perhaps being presented with the dimensionof the
procreative couple and connectedness. The twosets, two up, two down
seem to point to him seeing the relationship which producedfirstly his
mother and then himself. He was also able to see how all these people
are connected and have relationships that go backin time andthatthe
problems anddifficulties he was havingto struggle with had there roots
in the past. That his life is connected and has a sequence which starts
in the collective sea, is joined to a lake/his family, andfinally joins the
pond,himself. I felt this to be a significant dream as he now seemed to
have found his connectionsto life and could begin to live in himself as
it were, rather than through others.

During the Autumn,Paul decided that he would give up his room in
the house he was living in and move in with Stewart. They had been
talking about buying a flat together for some time but nothing had
comeofit. The decision to live together seemed to be further confir-
mation of Paul’s ability to make choices for himself rather than wait
for a consensus to build up from friends or his mother.
Towards the endofthe period covered by this paper Paul began to

have spontaneousfantasies in the sessions. Two were of somesignifi-
cance. Thefirst he imagined was that a dark hand was emerging from
the end of the couch moving uphis legs. He felt that it was going to
attack his penis and that he was going to have to defend himself with
his penis. I asked if he felt he could do this, he replied that he thought
he could by using it as a sword although he wasa bit anxious in case
he failed. He thought the hand belonged to his mother.
The second fantasy was inspired by the figure of a small attractive

girl who he recalled came from a children’s book he had read when he
was young. In this fantasy she was holding a large rolling pin in the
kitchen of his parent’s house and started to lay about her with the
rolling pin, destroying everything in her path, eventually knocking the
whole house downand standing on the rubble in triumph.

It would seem thatthe process of Paul’s growthisstill at a precarious
stage. He is uncertain of the symbolic powerofhis penis although he
realises it is now potent, butit is thelittle girl, with whom heisstill
probably identified who has the power to be destructive. Paul has
still some way to go before he has ownership ofhis masculinity.
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Summary

Paul has not hadany fits for over a year, The last one he experienced
was during a play by Peter Shaffer, ‘The Gift of the Gorgon’. It is a
very powerful play which mixes Greek myth with powerful women and
the need for revenge. It would seem to represent the three major themes
that have influenced Paul’s life. The Mythical, archetypal level found
in his need to undergo the ritual circumcision and emerge from his
Mother’s suffocating world,to find the inspiration for a personal mean-
ing for his life and hisstill largely un-expressed need for revenge on the
woman whotried to stop him from becoming a man.
Over the course of two years of work together I have sensed that

Paul has become moresolid, perhaps even ‘grown up’. Heis certainly
more able to see the manipulations practised by his mother (he can
also see how his partner’s mother behaves in a similar way) and be
aware of his anger at her for the pastandis able to be in touch withit
in the present. He is more able to ask for, and receive, help from his
partner when he needsit and does nottolerate the kind of petty abuses
that are the currency of his daily work any more. His awareness of the
depth of his rage is only just emerging and will, I feel, take some time
for Paul to accept and integrate.
The therapy continues and heis still very committed to carrying on

the work. In several recent sessions I have been able to not know what
is happening and I have beenled, as if he were an inquisitive child, by
the hand to explore those things thathe finds interesting. Perhaps heis
beginning to look at the books with me/mother that in his dream he
felt he was directed away from.
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RIVALRY AND THE STRUGGLE OF THE
DEVELOPMENT OF THE SELF: OBSERVATIONS

OF INFANT TWIN BOYS

ANNE PENINGTON

Introduction

I will outline my observations of the development of non-identical
twin boys in the first year of life drawing as I do so on the theories
of Bion (1962), Klein (1952) and Fordham (1989)I will focus on the
experience of each baby of the other throughoutthe year and speculate
about the ongoing influence of experiences before birth. In thinking
aboutthe very early, primitive aspects of the experience of twinship I
will refer to the archetypal theory of C.G. Jung (1936). When thinking
about competition between the twins at a much later developmental
phase, towards the end of the first year, I will refer to the work of
Anna Freud on ego-defence mechanisms.I will outline the stages of
Stern’s model of the development of the self as I go, as I think it
provides a useful framework for conceptualizing shifts in the babies’
relationship to one another.

I will also attempt to think about the waysin which shifts or changes
in the development of one babyinfluence the developmentofthe other.

I will compare my observations with the findings of others who
have observed twins; firstly Burlingham (1952) who observed three
pairs of very deprived twins in the Hampstead War Nurseries, then
Piontelli (1992) who observed four pairs of twins, both in the womb,
using ultra-sound techniques, and at homeuntil the age of four, and
finally Davidson (1992) whose one year weekly observation of twins
was recently published in the International Review of Psychoanalysis.

Background to the observation

I had had a long and arduous search for a baby to observe. After
looking for several monthsI again visited a local N.C.T. group to ask
prospective parents whether they would beinterested in participating
in an observation. One of the men presentfacilitated my place in the
group as I interrupted the busy chatter to make my plea. He then
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enquired whether I would be interested in observing twins. His wife
Sarah followedhis lead and said that she wouldbeinterested in finding
out more aboutit.
The couple welcomed me into their home when I went round for

a preliminary visit a short time later. Sarah at this stage was nearly
7 months pregnant and moved about with somedifficulty. They are a
professional couple. Sarah, who is Irish, is in her mid-thirties and
John, who is English, seemsto be little older. Theylive in a pleasant
roomy terrace house in a suburbanstreet not far from a park.
They quizzed me at some length about my professional background

and were straight and forthright about the arrangementsfor the obser-
vation. Sarah for instance wanted to know whether I would require
cups of tea. With two babies to manage she thought she would not
be up to looking after visitors. The couple planned to refer to the new
arrivals as ‘the babies’ rather than ‘the twins’. They said that in the
long-run they would need separate cots but at the beginning they
imagined that the babies would wantto sleep together having been so
long together in the womb. John wanted to know whether I would
adhere rigidly to an observer role or would respond to the babies
when they started to relate more to me as they grew older. They
checked whether I would intervene if I saw one being aggressive to
the other. When I had been vetted as satisfactory I was told of the
very important place that the cat held in the family. This was to be
significant later.

In the course of the observation I learned that the couple had been
married for about 3 years. I did not learn anything about the history
of their attempts to have children. They did tell me at this meeting
that the babies had been conceived by GIFTfertility treatment. They
had known from the outset that if the treatment was successful a
multiple birth was a possibility. The doctors at this stage had advised
them from the scan that there were a boy anda girl in utero.
Throughout the observation the couple respected and supported my

role as a student observer and would remind others that I was there
to observe the babies and to learn from them.

Early days: 0 to 6 weeks

I approachedthefirst observation with some trepidation as I had not
heard from the couple when the babies were born and had needed to
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make twotelephonecalls in order to negotiate thefirst observation at
two weeks.

WhenI visited the house I learned that the early days had been
very difficult. Sarah had been called into hospital for a caesarian
operation when at an ante-natal appointment it had been found that
Tommy, the smaller of the babies was in distress. His brother, Simon,
had been in the breech position throughout most of the pregnancy.
The doctor said that he thought that Simon’s footwas interfering with
Tommy’s head. The parents identified Simon as the twin who had
been the more active of the two in the womb. He wasalso the twin
who had been thought to bea girl.
Tommy, the smaller twin had had feeding difficulties in hospital.

Mother and the babies returned homeafter a week in hospital. Only
a dayafter returning home mother and Tommyreturnedto the hospital
for further help with feeding. It emerged that Tommy was feeding
with the tip of his tongue touching the roof of his mouth so that the
underside of his tongue effectively shielded his mouth and madeit
difficult to take in food. At the hospital Sarah had been issued with a
breast-shield and shown howto stimulate the sucking reflex by tickling
Tommy under the chin. Tommy’s first experience of an object in his
mouth may well have been that of his brother’s foot in his mouth
while in the womb, and the curling back of his tongue may have been
a way of protecting himself from this intrusion.

J felt quite overwhelmedin this first observation as I struggled to
observe the two babies in the companyof both parents. The following
is a summary ofthis observation. When I arrived Sarah was breast-
feeding Tommy and talking to Simon who waslying by her side on
the marital bed. Tommy was handed overto father to be winded once
his breast-feed was finished and Sarah then breast-fed Simon. Father
put Tommy downin his cot. Tommy becamedistressed over his gluey
eye which he started to poke with his finger in a most alarming way.
Simon’s feed was then interrupted as he was handed over to father
while mother attended to Tommy’s eye. Simon sneezed, hiccoughed
and expelled wind.

Both babies were sharing the breast with a rival. This is an experience
which has many parallels in the animal kingdom. It would be most
unlikely not to provoke an instinctual response of a basic kind associ-
ated with the survival of the fittest. In Jungian terms this kind of
experience would representthe instinctual pole of an archetypal experi-
ence (Jung, 1936). How the babies experienced each otheris difficult
to imagine. Sarah spoke softly to the twins throughout the hour
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providing, in Bion’s, terms an alpha functioning for the infants’
unformed emotional experience. Simon held himself in a tense way as
he sucked noisily at the breast. Sarah said to him ‘There is no need to
rush; no-one is going to take it all away. Are you wondering whether
your brother is getting something better?’.

The impact on each baby ofthe presence of the other seems to have
been mainly that of having his feeding experience interrupted as they
were handed back and forth while in the process of digesting the feed.
Sarah faced the dilemma of being wrong-footed whatever she did. It
was impossible to spare one baby the disruption of an interruption
without the other missing out on her care and attention. I felt much
more tuned in to mother’s patter to the babies than to that offather,
which may or may not have been the experience of the infants.

Althoughat birth Tommy had been only a couple of poundslighter
than Simon his slow weight gain remained a source of concern for the
first four weeks. These feeding difficulties could be understood in
Fordham’s terms as a breakdown in the ongoing, unfolding process
of deintegration and reintegration (Fordham (1989). Sarah continued
to both breast-feed and give him formula milk, measuring and
recording his intake all the time. Tommy seemeddistressed in his sleep
during these early weeks. At 4 weeks I observed that on at least three
occasions Tommy screwed up his face, drew his legs up and in and
forcefully pushed them away from his body. On one occasion I noticed
his left hand turned outwardsfrom his body as though shielding his face
from something. At times Tommy’s face would go red and he would
expel little bubbles of spit from his mouth. One of the sources of
Tommy’s pain seemed to be the hard faecal matter he passed which
wasunlike the soft stools of his entirely breast-fed brother.
The babies had been delivered two weeks before full term, which as

Sarah said is ‘fantastic for twins’. However in my observation at
4 weeks I recorded my impression that Tommy was not quite ready
to be in the world yet. Sarah said on more than one occasionlater on
that she felt that unlike Simon, Tommy had not been quite ‘cooked’
when he came out.
At 5 weeks IJ learned of a remarkable development. The parents had

consulted a cranial osteopath who specializes in work with very young
babies. She had used her fingers both on Tommy’s scalp andinside
his mouth. After this Tommy had let out a long sigh and had then
managed to feed from the breast without a breast shield. He was then
offered a dummy which he accepted and continued to use for the rest
of the first year. One could speculate that the experience of the osteo-
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path placing a knowing finger in his mouth that knew and understood
his pain had provided him with the experience of a good object in the
mouth unlike the experience he had had in utero. In Fordham’s terms
the archetypal expectation of a good object in the mouth, had now
been met, in contrast to the earlier experience in the womb. This
marked a turning point for Tommy.

Simon’s problem with wind continued to worsen and, on top of
this, he developed nappy rash. He would guzzle voraciously at the
breast and often held himselfstiffly. I wondered whether he sensed his
mother’s preoccupation with his brother and over-compensated for
this with the breast. He would defecate during feeds so that even when
Tommy was not competing with him for mother’s attention, mother
was left with the dilemma of whetherornotto interrupt the feed. If
she had not stopped to change the nappy she would have run the risk
of Simon’s nappy rash worsening. Her dilemma was not just which
baby to attend to, but which end of which baby! By 6 weeks Simon
had developed colic which was to beset him for several months.
At 6 weeks Sarah informed me that she had been thinking about

the possibility of getting someone in to help her with the babies. She
articulated her sense of missing out on the time to simply be with her
babies as she was so exhausted just keeping up with the physical
demands. It seemed that a process was underway of coming to terms
with the humanlimitations of what could be provided by one person
caring for two babies at the same time. It was not until the babies
were 25 weeksold that a trainee nanny was engaged two days a week.

It was at 10 weeks that I first observed Sarah feeding both babies
at once with comfort and ease. Simon was at the breast lying across
her lap. Tommy was lying behind him and both were supported by
Sarah’s encircling arm. Tommy had just finished a bottle feed and the
empty bottle was lying discarded onthe sofa.

I was interested during these early weeks to observe the babies’
interaction with each other. At 8 weeks Sarah told methat ‘when both
babies were feeding together Simon was sucking at Tommy’s head,
and at one point their arms knocked into one another and they did
not seem to notice’. At 10 weeks I observed Simon’s hand touched
Tommy’s head several times. Later Tommy’s foot touched Simon’s
leg...their arms touched one another’s bodies several times...neither
baby showed anyreaction to this contact. One could speculate that
this interaction reflected a predominantly benign experience of one
another in utero.

In Stern’s developmental framework these early interactions belong
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to the phase of the ‘Emergent Self’. At this stage the infant will not
have fully differentiated the bodily self of himself and his mother, and
presumably by extension of this, of himself and his twin. During this
phase, however, patterns of experience are being laid down from which
the infant is actively forming an overarching sense of self. The next
stage, the domain of the ‘Core Se/f’, extends from 2 to 6 months.
Infants sense that they and motherare separate physically, are different
agents, have different affective histories and separate histories.

There was another kind of interaction which I first observed at 9
weeks. Simon had started to make straining sounds in his sleep and his
arms flayed about. Tommy (also asleep) then started to become more
and more agitated and let out smail expulsions of sound as though he
too was straining. Seemingly in response to this Simon made louder and
louder sounds (combining a high-pitched sound with chesty pushing
sounds). Sarah confirmed that she too had observed them pushing
each other to a crescendo when they were half asleep. This communi-
cation seemed to be of a primarily unconscious nature. This is some-
thing I have not witnessed in youngsingleton siblings of a similar age
and do not know howpeculiar this kind of interaction is to twins.

The time leading up to the introduction of solids at 6 to 15 weeks

The experiences of the two babies leading up to the introduction of
solids at 11 weeks were very different.

Simon’s colic continued. At night he would often cry right through
from 10.30 pm to 1.00 am. WhenI visited I would sometimes observe
him cry in the rigid, jerky way of a colicky baby. His breathing was
partially blocked both when feeding at the breast and at other times.
He also had difficulty establishing a sleeping routine. These are all
classic features of colic, as described in Daws’ (1989) helpful book for
parents Through the Night. In a discussion aboutsleep disturbance in
colicky babies she suggests that as the colicky baby does not have an
opportunity to learn to trust his body rhythmsin taking in food and
defecating there is not a secure basis for learning to trust the body’s
natural rhythm of waking and sleeping.

Unlike Tommy, Simon would fight against falling asleep. When I
observed him in his sleep he often seemed restless and uneasy, a bit
like Tommy’s sleep had been during the early weeks. Simon would
fall asleep at the breast and demand a feed as soon as he wokeup.It
seemed as though in the no-man’s land between wake and sleep he
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wanted the reassuranceof the nipple in his mouth. I wondered whether
this pattern exacerbated the pain ofhis colic. In falling asleep straight
after a feed Simon was missing out on the mental digestion (alpha
function) offered by mother to help with the feelings aroused by the
physical experience of the feed, leaving him only the avenueof bodily
expression of these feelings.
As the mother of a colicky baby Sarah had the task of detoxifying

the baby’s persecutory fantasies which will have been projected on to
her as he inevitably sees her as the source of his pain. Sarah however
had the added dimension of knowing that the baby who was behaving
as though he was being poisoned was the one who was taking her
milk and not the other way around.
At 6 weeks Sarah reported that Tommy was now able to root for

the breast. However most of his milk intake continued to be from the
bottle, and as far as I know he wasnot fed from the breast beyond
9 weeks. (When sharing an earlier draft of this paper with Sarah,
I learned that Tommy was fed at the breast once a day up until
9 months.) His breast feeding was important to Sarah. I remember
that at one point she said, when he had put on weight, that she was
sure that it was the breast milk that had doneit.
Simon would brook no substitute for the breast. He turned down

the dummy at 5 weeks and at 6 weeks refused water from the bottle.
Tommy, on the other hand, was so attached to his dummythat by 8
weeks when it dropped out of his mouth while he was in the cot he
would turn his head persistently to the side and attempt to reach it
until someone returned it to him.
The two babies reacted in characteristic ways to the introduction of

solids. Simon reacted with caution and suspicion, in Sarah’s words ‘as
you would expect a baby to do’. Tommy guzzled the new solid food
without hesitation and put on weight very quickly over several weeks
which gave him a very swollen appearance.
At 11 weeks, three or four days after solids were first introduced

Sarah developed an acute attack of mastitis. She complained that the
pain in her breast was worse than anything she had experienced in
herlife, worse even than the caesarian. The pain wasat its worst when
she was either ready to feed or was feeding from the non-infected
breast. Simon’s colic, which had lessened slightly, worsened again
coinciding with the mastitis attack. It is tempting to think aboutthis
in Kleinian terms as a somatization of the angry feeling projected onto
mother’s breast by the infants, or indeed a somatization of mother’s
own angry frustrated and needy feelings. The introduction of solids
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represents a loss for a mother. For Sarah it would have meant not
only a loss of the experience of being the sole source of sustenance
for Simon butalso of the opportunity of ever having been able to feed
Tommytotally with her own milk.
At 15 weeks, the last observation before the holiday break, a tragedy

struck the family. When I arrived John was looking after the children
as Sarah was at the local veterinary clinic with the cat. Sad Irish
ballads were playing on the tape-deck. In the course of the observation
Sarah telephoned with the newsthat the cat had had to be put down.
I recalled that the cat had been poorly when I had visited the previous
week, I learned that this elderly cat had miscarried litter of kittens
and had never recovered. Sarah stayed on at a friend’s house to be
comforted rather than returning straight home.I felt helpless. I worried
about being a burden to Sarah, my observations representing yet
another demand at a time when the world was experienced as such a
dangerous and persecutory place. I wondered whatthe cat represented
to Sarah in termsofherlife experience before meeting John, and the
longing for children that had prompted them tostart on the hard road
offertility treatment.

The period of weaning: 20 to 42 weeks
I will now follow someof the threads of the babies’ development from
the first observation following a five week holiday break over the
summer, up until 42 weeks when Simon wasfinally weaned from
the breast.
A feature of the twins that stuck me immediately on my return from

holiday was the degree of eye-contact which was made with the adults
around them. Sarah asked me howI felt about being stared at by two
babies at once! This had already been established earlier in infancy.
Asearly as 7 weeks Sarah had reported that when John and Tommy
were looking at each other Tommy had started to scream as soon as
John had withdrawnhis gaze.

I had first observed the mutual gazing of the mother baby ‘love
affair’ at 11 weeks. I recorded, ‘While Sarah was waiting to get through
on the telephone the babies engaged her with smiles and rapturous gazes.
She lookedfrom oneto the other returning their smiles and talking about
what she was doing.’
At 21 weeks Simon’s manner was that of the young scientist as he

studied the difference between his mother’s face and mine. Simon
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looked at me, he then looked steadily at his mother’s face and then
turned to look at my face again. He repeated this three or four times
with a good deal of concentration.
At other times the staring had a more confrontational, or even

hostile, quality as though we were in a staring competition. On some
occasions when one or other of the babies was upset and my face
showed concern the baby would calm down as he gazed at my face.
At 32 weeks Sarah told me that one of the babies had stared at
someonefor a full 10 minutes in a restaurant. Empty restaurants were
definitely unpopular!
Tommyfirst engaged me in a rudimentary game of peek-a-boo at

24 weeks. Both babies engaged in peek-a-boo games, of increasing
sophistication, throughout the remainder of the observation period.
These games play an importantpart in helping the infant to develop
his own sense of mastery and agency as the temporarily lost object is
repeatedly recovered with delight, and eventually established as having
a continuity of existence independent of the baby.
With regard to physical development Simon remained a couple of

weeks in advance of Tommy. At 25 weeks Simon was able to sit
unsupported while Tommywasstill toppling over. At 28 weeks Simon
was able to fully roll over onto his front and could work his way
across the room in a prone position. Tommy did not master these
feats until he was 30 weeks.
A couple of weeks after the holiday break at 22 weeks both babies

came down with colds. The following week Simon’s colic returned,
having abated during the holiday, and he again started to wake up
during the night. Sarah now clearly saw Simon as being the more
vulnerable of the twins. She said, ‘At the beginning it had seemed that
Tommywas the baby who would need the extra cossetting but it had
turned out to be Simon’. In the evenings Simon was again falling
asleep at the breast. Sarah now developed a peculiar method of getting
him off to sleep during the day which continued for the rest of the
observation period. She would carry him aroundin a sling and cover
his head with a cloth so as to reduce external stimulation, and would
then jiggle him up and down as she walked around the house until he
fell asleep. The significance of the jiggling has remained a mystery.
Simon had already shown a tendency to enjoy rough and tumble play
more than his brother (For example at 20 weeks he would look quite
excited as he was swung aroundby his mother). It is possible that the
jiggling resulted in some sortof physical excitation that would ‘blanket
out’ other feelings.
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AsI write it is difficult to describe each baby independently of the
other, The parents also compared them. As the observation progressed
there was a shifting back and forth of personality characteristics the
parents attributed to one or other baby. At different times one or the
other would be referred to as ‘the goody goody’or‘the little devil’ or
‘the charmer’. At this stage Tommywasseen to be the one who would
be ableto ‘sit down quietly with a book when he grows up’ and Simon
the one who needs to be ‘distracted’. After meal times one was the
‘clean one’ and one the ‘grubby one’. At times of exasperation Sarah
would sometimes call one the ‘good one’ and one the ‘bad one’. The
sense of the babies’ not yet having a clear sense of identity was reflected
in the seminar group’s confusion about which was which.

There were however some enduring characteristics emerging. I was
for example often struck by Tommy’s high level of excitability both
before and during feeds. I had observed this in early infancy during
both breast and bottle feeds. Now when being fed in the high-chair
by either mother or the nanny his limbs would often quiver with
excited anticipation. Tommy was often observed by others to appear
more ‘babyish’ than Simon. Although this may have been partly due
to his more rounded face it may also have had something to do with
his less developed capacity to contain excitement.
John and Sarah commented on a tenacious quality in Tommy. At

28 weeks when the family went to stay with a friend who had a one
year old daughter, Simon would hand over anything she grabbed at
whereas Tommy would not relinquish anything without a struggle. I
recall the seminar group’s surprise when I reported the parents’ con-
cern about Tommy being able to defend himself from Simon when
they grew older as aroundthis time Tommy’s kicking was more vigor-
ous than Simon’s.

I noted Tommy’s sensuality, whether he was running his fingers
through his mother’s hair or stroking the soft surface of a cloth or
the soft toys in the cot. He developed a pattern of going to sleep with
the soft furry surface of a cuddly toy touching his face or head. The
presence of soft toys around him in the cot while he was asleep
remained a feature for the rest of the observation period.
An enduring characteristic of Simon’s behaviour was an intolerance

of substitutes for the breast. He turned downlateroffers of a dummy.
At 4 months and again at 6 months he again turned downthe bottle.
This discriminating quality, an insistence on the ‘original model’,
seemed to be reflected in his object relationships. For example, at 22
weeks Sarah left the babies in the care of a minder for half an hour
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while she went for a swim. Tommygreeted her return with excitement
and smiles whereas Simonstarted to cry as soon as he saw her. Much
later at 40 weeks, following an interruption in contact with both the
nanny and myself, Simon demonstrated an age expectable ‘stranger
response’ and took his time before smiling at either of us. Tommy on
the other hand smiled straight away.
From about 6 months on Simon often seemed quite subdued. In

retrospect it seemed that he had been starting to engage with the
‘depressive position’. This involves an increasing synthesis of love and
hate in relation to part objects as mother is experienced increasingly
as a whole object in her absence. The infant suffers from intensified
depressive feelings ‘since it is the loved person (internalized and exter-
nal) whois felt to be injured by aggressive impulses’ (Klein 1948 p.35).
At 22 weeks when mother lifted Tommy to change his nappy leaving

Simon on the floor. Simon’s face crumpled and he becameincreasingly
grizzly. When Sarah returned her attention to him he actively engaged
her both verbally and with his eyes. At 24 weeks ‘Simon started to
whimper when Sarahleft the room, then immediately made eye-contact
with her when she returned...he seemed much more subdued than Tommy.
At 30 weeks when Sarah wasteasing him bycalling him a namein a
sing-song voice Simon’s face crumpled and the corners of his mouth
droppedslightly at the edges and he was frowning. I thought that he
looked depressed. Sarah tried to jolly him out of it saying ‘I was
joking. It was only a joke’. He remained downcast.
At 29 weeks it seemed as though there was the beginning ofa shift.

I had observed as the two boys were fed breakfast by the nanny and
had then beensitting on the endofthe parents’ bed as the two babies
slept. Although it had been some time since I had observed Simon on
waking I was aware that this had often been difficult time for him.
As a younger baby he had cried immediately on waking. Now Simon
awoke and studied the fabric of the cot blanket which he grasped in his
hands...he fixed his gaze on the animals pictured on the fabric lining the
inside of the cot, then again turned his attention to the cot blanket which
he grasped with both hands and moved around in front of his face. Sarah
camein and with an exclamation of surprise and pleasure made contact
with Simon. I leant back on the bed wishing very much notto intrude
on this private and intimate moment. Sarah was oblivious to my presence
but made contact with me with mild surprise when she withdrew from
her reverie.
At 31 weeks the balance shifted between the babies. Up until then

Simon’s sleeping at night had been very patchy but from this point
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on he generally slept through the night. On the first of the two nights
when Simon slept through Tommy awoke at 4.00 am ready for ‘a
conversation’. Tommy continued to sleep poorly. At 40 weeks Sarah
reported that Tommy no longer dropped off to sleep immediately but
cried when he was put down. Healso started to cry in his sleep as
Simon had doneearlier. It seemed that Tommy, the baby who had
previously made do with substitutes, now felt more free to make
demandsonhis parents. It also seemed that he wasactually experienc-
ing moredistress.
The sleep deprivation that the parents experienced understandably

caused a great deal of distress. However it seems unlikely that the
babies’ sleeping would have been such an issue for them withoutits
having some roots in their own personal histories. Mother mentioned
once that her husband had told her that she sometimes slept with her
eyes open. She reported early in the observation that she had observed
Simonsleeping with his eyes half open. At 49 weeks I observed Tommy,
after a period of very exciting play with the nanny, sleeping with his
eyes open, the eye-balls rolled back until the pupils were nearly out
ofsight.
The age of 7 to 9 months marks the beginning of a surge forward .

in development. Stern (1985, pp.27) describes this time as the begin-
ning of the developmental phase which he calls the Sense of Subjective
Self. ‘Self and other are no longer the core identities of physical
presence, action, affect and continuity.’ New capacities include ‘the
capacity for sharing a focus of attention, the attributing of intentions
and motives to others and apprehending them correctly, and for
attributing the existence of states of feeling in others and sensing
whether or not they are congruent with one’s ownstate of feeling.’
Burlingham (1952 pp39) observed a shift in the relationship of twins
to each other at around 7 to 8 months, noting that it was at this time
that ‘the twinsfirst seem to take notice of each other’s presence.’

Mobility is also starting to take off at this time. When Simonfirst
started to crawl he could only make progress in a backwardsdirection,
but by 35 weeks was crawling forwards with ease. In this observation
I watched as Tommy rocked backwards and forwards rooted to the
spot as he struggled to crawl. Tommy was much more mobile by 39
weeks and was crawling fluently by 40 weeks. The parents were con-
cerned about how difficult it was for Tommy not to be mobile when
he saw his brother moving about. This view was echoed by Burlingham
(1963). She emphasized the importantplace of differences in physical
developmentin rivalry in twins. She drew attention to the ego-defences
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used to cope with the painful feelings of rivalry. Although these
defences were identified in slightly older children, for example at 10
months in the case of girl twins, I think that it is possible to see the
beginnings of the defences of ‘copying’ and ‘identification’ in the
material here. These defences can be understood in Anna Freud’s
termsas a ‘reaction formation’ against competition (Freud, A. 1937).
A rudimentary form of copying seemed to be taking place at 29

weeks. Simon’s grizzle turned into a steady low-key whine... a little
while later Tommy started to grizzle in the same way. The abrupt way
he started to grizzle and then looked aroundleft me with the impression
that it was a deliberate copying rather than the primarily unconscious
communication I had witnessed earlier.

I first had a clear sense of the two competing for my attention at
30 weeks. Both babies stared at me and started to make vocalizations.
The more I looked at one the more I felt an imperative to look at the
other. Sarah acknowledged my unspoken dilemma saying, ‘It's difficult
to know which oneto lookat.’
At 32 weeks Tommy seemed to abandon the competitive position

and opt for identification with his brother’s experience. The nanny
was playing a game with Tommywhich involved holding her fingers
up in the air with an attitude of suspence before relieving the tension
by tapping her fingers on the feeder tray. She then turned to play this
game with Simon. Tommy looked at her with an engaging smile as
though trying to divert her attention. He then joined in with Simon’s
smiling at the finger tapping part of the game. When the nanny had
finished the two babies looked at each other and smiled. It was as though
Tommy was prepared to go only sofar in his competition with his
brother at that time.
The beginningof the development of the ego opensup for the infant

the possibility of using ego defence mechanisms rather than ‘defences
of the self? the sole option to which it has recourse in the early days
of development (Fordham, 1974). I am thinking here of the way one
infant would cry in a total and abandoned way while mother was
attending to the other when they weretiny.
The outside world was now starting to impinge more on Sarah, and

at 35 weeks she returned to part-time work two days a week. The
babies were cared for by the nanny one day a week and by an older
woman who wasfamiliar to them on the other day. Although until
then Simon had been having a feed from the breast at lunch time, he
now forthefirst time accepted a feed from the bottle. This was given
to him by the nanny.
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At 40 weeks both cots were finally moved from the parental bedroom
to the nursery.

Simon’s weaning was speeded on bythe arrival of his teeth and the
associated biting. As with other physical developments Simon was a
few weeks ahead of Tommy. Simon’sfirst tooth appeared at 30 weeks
and by 39 weeks he had both some upper and some lowerteeth.
Tommy’s first tooth did not come through until 33 weeks and he had
to wait until he was nearly one year old before more arrived. At 39
weeks I learned from Sarah that Simon had bitten both herself and
Tommy on the ear, leaving bite marks on Tommy! When Simon
latched his mouth onto Tommy’s head in this observation Sarah
quickly removed him.

Understanding of language had also progressed. At 40 weeks mother
called them both separately by name from the bathroom. Each baby
responded to the sound of his own name and crawled out from the
nursery into the corridor to join mother. Simon managed this more
confidently than Tommy whohesitated at the nursery door and needed
further encouragement from mother.
A baby’s recognition of its own name opens the way for the use of

language in mediating experiences of self and other. In Stern’s model
the Sense of a Verbal Self starts at between 15 and 18 months but I
will not elaborate on that here as this period is not directly relevant
to this observation.

The final weeks: 43 weeks to 52 weeks

In the observation at 42 weeks Sarah told me that two days previously
Simon had had his last feed from the breast. She said, ‘Hurrah, a
bottle-fed baby, good for him and good for me.’ It turned out to be
the beginning of yet another difficult period for everyone.
Whatparticularly struck me in this observation was the degree to

which Simon’s aggression seemed to be directed towardshis brother’s
head. The parents were reading holiday brochures and the two babies
were vying for my attention from the playpen. Simon manoeuvered
himself around and placed his hand on Tommy’s head, using it much as
he might have used a piece of furniture to support himself: Tommy
screwed up hisface and looked uncomfortable as Simon pressed his hand
down on his head. Father lifted Simon away and moved his hands to the
bars encouraging Simon to hold on to them instead. He said in a mildly
cross way that Simon ‘must not do that to Tommy’. Simon immediately
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started to cry and I thought he looked a bit hurt and distressed. The cry
was very briefand within a minute or two his hand was back on Tommy’s
head. Father said firmly, ‘No Simon, you mustn’t climb on Tommy’.
Again Simon cried as his hands were moved back to the playpen bars.
Tommy continued to engage me. He soon heldout a plastic cup towards
me through the playpen bars. It was done in a vague way andhe did not
seem bothered when I did nottakeit.

Three weeks later when the nannycalled out to Sarah that Tommy
was hitting her leg as though it was a drum, Sarah told me that Simon
had been using Tommy’s head like a ‘drum anda rattle’.
Tommy becamevery sensitive to any knock to his head, and would

sometimes cry when it seemed that here had been hardly any knock
at all. Although he sometimes pulled Simon’s hair (and his mother’s
hair) this did not distress Simon in the same way that Tommy was
distressed by Simon’s hitting. I was reminded of the doctor’s specu-
lation towardsthe endof the pregnancy that Simon’s foot was interfer-
ing with Tommy’s head, and wondered whether an early sensitivity
was being reactivated by the current assault from Simon.

I was also reminded of the work of Piontelli (1992) who observed
twins both in utero and up to the age of four. She concluded that
characteristic patterns of relationship behaviour between twins are
established in utero. Twins that come to mindare the ‘kind twins’ who
stroked one another in the womb,and then at the age of | year were
observed to stroke one another through the flimsy film of the net
curtain. The ‘fighting twins’ fought for space in the womb and then
were very jealous of one another as children.
The increase in Simon’s level of aggression can be understood as

both stirring up of oral drives associated with the arrival of his teeth,
and an increase in aggression associated with the loss of the breast.
The nourishing breast had gone at the time he had started to bite,
which could have fed into unconscious fantasies of the power of his
own destructiveness, and increased persecutory and depressive anxiety.
Jn Kleinian terms an absentbreast will be experienced as a bad breast,
the first persecutory object (Klein 1952). It may be that Tommy’s
head also stood for the bad breast. Tommyfor his part was having to
cope with a very real persecutory object in his external world, namely
Simon.
At 43 weeks both babies again becameill, this time with gastro-

enteritis. (The previous major boutof illness was chicken-pox at 32
and 34 weeks for Tommy and Simonrespectively). The gastroenteritis
lasted for over a week. Simon wasin an acute state of distress during
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the first part of the observation at 44 weeks. Atfirst it seemed that
his distress could be contained by either looking at mother’s face or
being held in her arms. As the observation progressed his crying
became more acute and urgent which reminded me of the distressed
abandonedcrying of the early observations. Sarah held him naked next
to her body until he pulled himself back and in a standing position
surveyed the room and the painful tummy that was causing him such
distress. He rubbed his tummy with his hands. Simon’s intimacy with
his mother was interrupted by her handing him over to the nanny to
change his nappy. My thoughts returned to the interruptions to conti-
nuity so prevalent in the early observations. Now as his crying subsided
and he looked up from his mother’s body his glances towards me were
hostile and suspicious. Ifelt that any look from me was experienced as
intrusive andpersecutory. I had perhaps becomethe bad-breast object.
Sarah remonstrated, ‘come on Simon...it wasn’t Anne who gave you a
tummy-ache’. In subsequent observations Simon looked at me in a
suspicious manner when he had just woken up. Later on in the obser-
vation at 44 weeks I observed Simon squat down on the floor and
withdraw into himself in a quiet way for a few moments. Contrary to
mother’s (and my) expectation he had not been filling his nappy at
that time. It seemed that Simon was beginning to develop an inner
mental space where thinking and processing ofaffects might be possible
as his ego capacities strengthened and developed.

In the seminar group we wondered what the psychological contri-
bution to the current boutofillness might be. It seemed likely that in
Simon’s case the affects were most probably about the pain and rage
of loosing the breast. However in Tommy’s case it might be that he
was somatizing undigestable feelings about the fear and pain associated
with the attacks from his brother. If this were the case, the presence
of the same symptoms from different causes would add to the con-
fusion for a mother struggling to decode the distress of two infants
at once.
Simon continued to be the better sleeper of the two, on occasion

waking Tommyatnightwith his crying. Simon continued tobejiggled
about in the sling next to Sarah’s body in orderto fall asleep. Tommy
had until now always been able to fall asleep on his own. At 44 weeks
Sarah told me that Tommy would now no longerfall asleep without
being carried. In this observation while Sarah jiggled Simon to sleep
in the sling the nanny vigorously rocked Tommyback and forth in
her arms. This pattern continued until the end of the observation
period. Even more odd wasthe newsat 50 weeks that Simon had now
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started to use a dummy. I have wondered whether this was to please
mother or was an imitation of Tommy.

Speech was developing quickly and again Simon wasa little ahead
of Tommy. At 48 weeks Sarah told me thatfor the first time they had
been abletotell her something she did not know already. While taking
them out for a walk in the stroller both had cried out ‘woof woof’
before Sarah actually spotted the dog they had seen. Simon joined in
with ‘woof woof’ while Sarah told methis story.
The beginningsof co-operative play were in evidence. A few weeks

previously Sarah told me that she had found the telephone off the
receiver and when she picked it up she had found the emergency
services at the other end of the line. The two had evidently dialled
“999°! In a follow-up observation at 1 year 5 weeks I heard that the
boys had together pulled out some things from behind the fridge. On
a less dramatic note, I observed the two babiesroll the clothes basket
back and forth in the nursery on several occasions and sometimes
tussle overit.

In the observation at 1 year 5 weeks competition between the two
was moreclearly in evidence. Once contact with me had beenreestab-
lished the two vied for my attention: Tommy offering me cups oftea
from the tea-set and Simon following his lead and offering me the
plastic telephone receiver.
At 50 weeks Tommy seemed driven by his needs for reassurance

from Sarah and his rivalry with Simon. Simon seemed to be showing
a degree of separateness from mother that allowed for a moment of
hesitation, a space for playing with possibilities. The nanny took Simon
down from the changing-mat andfinished dressing him on the floor. He
set off towards Sarah and she asked him whether he was going to give
her a hug. A mischievous look came into his eyes and he looked in a
different direction, vaguely towards me but not directly at me. He then
toppled over and fell into Sarah’s lap before heading off in the nanny’s
direction. Tommy promptly dived straight into Sarah’s body without a
momentof hesitation. Sarah gathered him into her, laughing.

In myfinal weekly observation at 52 weeks I was pleased to be able
to have more of a sense of contact with Tommy. Tommy was banging
the cupboard door open and shut making a lot of noise as he did so. He
then squeezed into the small space behind my seat and sat down on the
floor hidden from the view of the others in the room. He looked at me
with a complicitous mischievous expression and I returned his smile. 1
wondered whether I would have developed a closerrelationship with
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Tommy had time permitted a continuation of weekly observations
into the second year.
Whenshortly later I reviewed the year’s observation with the parents

Sarah told me that she and John had been worried that Tommy did
not seem to be developing a sense of humour but that recently they
had thought that this had started to change. It seemed that they also
were picking up a shift in his sense ofself.

In a later visit I learned that Simon was generally more confident
and outgoing than Tommy, which fits with the hypothesis that at this
stage he has been able to internalize a more solid good internal object
than Tommy. As Simon has become moreof a ‘daddy’s boy’, Tommy
has become more demanding of mother both during the day and
during the night. Perhaps now that Simon hasbeen able to move more
towards father, Tommyhasfelt that there is more mental and physical
space with mother on which he can make demands.

Discussion

I hope that I have conveyed something of the enormity of the demands
that rearing twins places on parents. John and Sarah emphasized to
me the load they had experienced from the purely physical aspects of
the care of twins.

It seems to me that for both parents and twinsthere are particularly
complex emotional demands. Even for these non-identical twins estab-
lishing a secure sense of self was beset by difficulties. I recall how
angry and exasperated I felt in the seminar group when for months
the members of the group were unable to remember which baby was
which. To me it seemed almost a life and death matter that each be
perceived separately with his own individual history borne in mind. It
was only when I was able to acknowledge my own confusion about
which was which that the members of the seminar group started to
hold them in mind with greater separateness. There had been a period
early on in the observations when at the beginning ofthe visit it would
take mea little while to establish which was which and I would not
be one hundred percent sure until Sarah helpfully used a name.

Oneof the dynamics which particularly struck mein this observation
wasthe prevalence of the psychological defence of‘splitting’. As an
observer I was continually identifying characteristics of the twins by
comparing them with one another and identifying points ofdifference.
Although comparisons are inevitably made between children of differ-
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ent ages in families, in the case of twins this is particularly tempting
due to the unique phenomenonoftheir being at the same developmen-
tal stage at the same time.
A first child is likely to be a ready recepticle for the parents’

projections. Here, where there were two babies it seemed that from
time to time the babies were identified with different ends of the poles
of the parents projections. As I have come to know the parents better
it seems that Sarah is the extravert one and John the more inward
looking introvert one. As with most married couples T assume that
each is carrying something for the otherin this split. The characteristics
attributed to the babies, ‘goody-goody’ or ‘charmer’‘self-sufficient’ or
‘in need of distraction’ reflect the introvert/extravert division.
What intrigued me though was not just the way the babies were

perceived to shift back and forth, but also the dramatic changes in
the babies themselves. The moststriking shifts were firstly at 5 weeks
when Tommy’s feeding improved and Simon’s colic started, and then
at 31 weeks, which was the point at which Simon’ssleeping started to
consistently improve and Tommy’s to deteriorate. As Sarahsaid, “It
was almost as though they made a pact between them’,

Tt seemed that the shift in Simon was prompted by his beginning to
work through the ‘depressive position’. It was as though a psychologi-
cal move forward in one child paved the way for the other to be less
sparing and thusable to relate at a deeper level to the parents. I am
reminded of my work as a social worker with parents of children
receiving psychoanalytic help. Particularly in cases where one child
has been labelled the ill or troubled one and. another child the well-
adjusted one,it is not uncommonfor the ‘well’ child to start exhibiting
his distress once the child in treatment has started to work through
his difficulties.
Another aspect of the development of twins that this observation

highlighted was the extent to which, from very early on, even in utero,
the twin has the additional task of adapting not just to the mother
but also to the other twin. This was evident in the recurring theme of
Simon’s interference with Tommy’s head.

I found the developmental framework of Stern (1985) useful in
looking at the changing interactions between the babies. As would be
expected on the basis of his work, shifts in the relationship between
the babies occurred at around 2 months whenthe infant usually begins
to develop a Core Self and again at around 7 months when the domain
of Intersubjective Relatedness normally begins. I am thinking here of
the indiscriminate touching of each other which occurred in the early
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weeksbut not later on, and the shift in awareness of each other that
occurred around 7 months, of which I gave a few examples.
Davidson (1992) concluded that by as early as 3 months the twins

in her study were a problem for each other in relation to the breast,
and that this rivalry was ‘not so much out of hunger as out of
possessiveness’. This, she suggests implies a capacity to differentiate
self from other and represent it in some way, a feat which in Stern’s
model does not becomepossible until the age of 7 to 9 months.

This observation did fit with Stern’s view that at around 7-9 months
there is a development of a capacity to form a mental representation
of the other. Although there was evidence of competition between the
two babies from thefirst observation this seemed to be of a primitive
instinctual nature, which in Jungian terms can be seen as belonging
to an archetypal level of experience. It was at around 7 months that
there was evidence of emergent ego defences mobilized to cope with
feelings of rivalry. Now that the early foundations of personality were
established it could be said that the babies were becomingtrue rivals.

Over 40 years ago, Burlingham (1952 p87) concluded that ‘twins
have more acute rivalry to cope with than ordinary siblings. The
rivalry starts at an earlier age than it does with siblings’. Althoughit
was not until the second year that rivalry between the boys became
more blatant, I was interested to explore and think aboutthe origins
of these feelings at this early stage. Closely associated with rivalry,
but rather more difficult to think aboutis the quality of ruthlessness
that inevitably creeps into the interactions between such youngchil-
dren, interactions in which the full weight of the depressive position,
and with it the capacity for genuine concern for the other, has yet to
be negotiated. This was particularly evident on the day when there
was talk of Simon using Tommy’s headlike a “battering-ram’.

I was fortunate to be able to observe twins who were very much
wanted by dedicated and sensitive parents. Even in this favourable
environment I was taught something of the vicissitudes encountered
by twins in the early stages of development. Stresses particular to
twins include the task of adapting to each other from very early on,
in addition to the task of adaptation to the parents. It seemed that in
this observation there was evidence of an ongoing impact of experi-
ences in the womb. Secondly it seemslikely that twins are exposed to
experiences of rivalry that are perhaps of a different order than those
experienced by ordinary siblings. Finally I would suggest that for both
twins and parents there are additional stresses around the babies’
establishment of a coherent sense ofidentity. Certainly as an observer
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I found that I had to work hard to hold these babies clearly and
separately in my mind and to think about the interaction between
them.
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BOOK REVIEWS
Narcissism: a new theory

By Neville Symington. Karnac Books 1993 pp 137 Pb £13.95.

Neville Symington explains to us in his preface that this book arose
indirectly out of research that he was doing on Psychoanalysis and
Religion, when it dawned upon him that the connecting link between
these two disciplines was narcissism.
At the same time, recognising that he did not really know what

narcissism was, he set himself the task of thinking aboutit for twenty
minutes each day. As a result, by the end of the year his entire
understanding of psychoanalysis had radically altered.
The notes he had made were used shortly afterwards as the basis

for a series of lectures delivered at the Sidney Institute, and from these
lectures evolved the present book, which retains the attractive sim-
plicity of expression and breadth of reading which characterised his
previously published lectures, from the Tavistock, in ‘The Analytic
Experience’. ,
What Symington has to say contains a serious charge against the

psychoanalytic and psychotherapy professions which, reading between
the lines, he may have doubts about our willingness to consider.

If, as Abrahamsaid, the aim of psychoanalysis is to put things right
at the foundation of the personality and thus to ensure against future
mentalillness, we are falling far short ofit, often contenting ourselves
with the attainment of symptomatic relief. When it comes to the
underlying problem of narcissism, from which, as Symingtonbelieves,
all psychopathology ultimately stems, we are failing. Many patients
and analysands, including therapists in training, are emerging from
extended periods of analysis or therapy still severely narcissistically
disordered.
One of the fundamental effects of narcissism is that it renders us

unreceptive to criticism. Yet it is of the utmost importance that we
recognise narcissistic currents in ourselves and others, because of the
damage which they cause to the social structures to which we belong.
Indeed, as Symington points out, a way of differentiating a healthy
organisation from a pathological one is via its ability to exclude
narcissistic characters from key positions init.

Moreover, as therapists we have a responsibility to address the
narcissistic currents within us. In ‘The Analytic Experience’ Symington
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said that the quality every patient needs in his analystis self knowledge,
and that in areas in which heis deficient in this, the more disturbed
patient will find him out.

Symington suggests that the problem maylie in the fact that psycho-
analytic theories to date are inadequate to explain the phenomenon
of narcissism, and that a model of the mind which renders it compre-
hensible still requires to be worked out. This is the task which he
accordingly sets himself. Firstly, it is essential, he says, when consider-
ing how the self is structured, to recognise that it is inherently
relational. Without the tendency to seek the breast/mother, the baby
would die. This relational nature permeates the self. A relationship
implies two separate entities. The core of narcissism is a hatred of the
relational, andit will seek to destroy it by destroying separatenessitself.

Symingtonstresses the subject-object nature of the self. The subject
is structured by the object and the being of the whole permeates the
parts. Thus herefutes the notion thatit is possible to find a person’s
‘inherent being’. There is no such thing: all parts of the self, even
dissociated parts, bear the subject-object structure. Each partis itself
a source of action.

Ourinternal objects thus act within the personality, and may even
take it over at times. The basic problem then is to get all parts to act
in harmony with one another. Thereis an inherentdesire for wholeness,
and the struggle to attain it is at the heart of dynamic psychotherapy.

It is also inherent tolife itself, to each living organism, that it acts
upon the environment, that it has within it an initiatory source of
action. A human being should have the capacity to effect change in
the emotional responses of those around him. Yet it is impossible to
be a source of creative action where the different parts of the self are
not integrated. A person dominated bynarcissistic currents has smoth-
ered his source of creative action. He only appearsto relate to others,
which he does by becoming adept at sensing the other’s emotional
tone. Such a person in analysis can deceive the analyst into believing
that things are progressing well. This phenomenon has been well
documentedclinically, and is referred to by Mervyn Glasser as the
process of simulation.
How does narcissism arise? To explain this Symington introduces

his key theoretical concept, that ofthe lifegiver. To be born is not the
same as to achieve psychological birth. This can only be attained via
a choice. What must be chosen is the lifegiver, defined as a psychic
object which is neither the breast nor the mother, although associated
with these, as later with other primary objects of nurture orfertilis-
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ation, such as the penis, the vagina etc. Its existence rests upon a
paradox:it exists independently, yet only comes into being through
being chosen.It is outside, yet whenit is chosen,it is inside.

Grotstein, in his fascinating foreword to this book, suggests that
the lifegiver is an internal transitional-like object composed of aspects
of the self and of the object. This makes sense, in that it would appear
that those aspects of the self with which it must be imbuedareclosely
related to the infant’s own innate spontaneity. The notion of trust
would also seem to me to be implicit. The narcissistic option however
is the repudiation of the lifegiver, and the turning in upon theself.
The concepts of choice and ofthe intentionality ofthe self are therefore
also central to Symington’s theory. He argues that the explanations
for narcissistic phenomena in terms of early emotional deficit or
trauma favoured by Object Relations theorists, principally Fairbairn
and Winnicott, are essentially determinist and therefore imply that the
narcissistic condition is irreversible.

Whilst supporting the view that narcissism is the responseofthe indi-
vidual to traumain early infancy, and defensive in nature, Symington
insists that the decisive determining factor is not the trauma, but the
intentional response to it. In attempting to address the question of
choice, of whether another option would have been available to the
infant, he merely acknowledges that the younger the age at which the
trauma occurs, and the greater its degree of severity, the stronger will
be the pull towards narcissism. For narcissism is chosen at a deep level
within the personality at a point where the spirit is broken by stress
or suffering. He draws our attention to Tustin’s discovery that the
autistic shell covers a black hole of despair. Infantile autism,
Symington is convinced, is closely allied to infantile narcissism.
Nevertheless there is an intentional element in the infantile response,
in the turning away from thelifegiver. By this repudiation he creates
a split in the self since he is compelled by the survival instinct into
somerelation toit.
Only one part of the self now has within it the autonomous source

of action and coherence. He is forced therefore to find alternative
meansof generating action, binding himself into a unity and dealing
with the external world. Divided against himself, cut off from the
source of creative action from whichis derived the ability to creatively
fashion one’s environment, he is driven to manipulation and pretence.
Below the level of awareness (Symington generally avoids using

the term unconscious), he feels guilty and bad, to counteract which
he expends energy in seeking strokes and stimulation from outside,

101



the effects of which are fleeting because of the vacuum within.
Everything takes place at the surface, and the impetus for action is
generated via what Ferenczi termed the amphimix,the interconnection
of erotogenic zones in a unified pleasure centre. Theself is eroticised
by stimulating or getting others to stimulate the zones. Yet there is no
mental object within, only a sensual object. An alternative way of
generating psychic energy is via the excitement of killing, or self-
killing, cruelty to the self, albeit extremely dissociated. Symington
argues that such cruelty invariably accompanies the narcissistic con-
dition, and he disputes the concept of positive narcissism, as used by
Bollas, for example, because narcissism can never be divorced from
self-hatred.
Symington portrays narcissism above all as a mentality, which is

hidden. To flush it out is to weaken its structure. The person is shut
offfrom the other, there is no receptivity, no interest in communicating.
It is characterised by denial! of feeling and an avoidance of confron-
tation, which might lead to self-knowledge. One method of conceal-
ment is the confusion of inner with outer, the locating of one’s
disowned feelings in another. The child self is given no voice.

In terms reminiscent of Rosenfeld, Symington portrays theterrible
tyrannyof the grandiose self over the spontaneousinfantself, showing
how at the very moment when contact between patient and therapist
is made, the tyrant can inflate the regret of the infantself into despair
and tempt him to suicide.
Symington is most successful in holding up the mirror to narcissism

in all its viciousness, drawing upon myth andliterature to illuminate
his argument. In particular he turns to Tolstoy, who had,hetells us,
a unique understanding of narcissism before the concept was named.
Drawing extensively upon ‘Anna Karenina’, he takes its main protag-
onists and illustrates how each one’s narcissism poses a threat to his
or her relationships, demonstrating from the text how in certain
instancesit is successfully overcome, but how in others, most notably
in the case of Anna and her husband Karenin, and Anna and Vronsky,
it undermines and eventually destroys the relationship with tragic
results.
To my mind the most successful aspect of the book, heightened by

his eschewing of psychoanalytic terminology, is Symington’s ability to
bring hometo us the devastation wreaked by narcissism. His everyday
languagelendsreality and force to our recognition of the sheer mon-
strousness of it, the potential for destruction, in its devaluing and
derogatory techniques, of all that is good and loving in the human
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heart. Having shownus the beast, he exhorts us, as therapists, to slay
it. Not to help ourpatientsis itself vicious.

Since narcissism arises from a choice, it can be reversed. But opting
for the lifegiver entails risk, a leap in the dark, and daringis required.
Symington gives an example of the reversal of narcissism from Anna
Karenina when Levin takes courage, overcomes his wounded pride
and for the second time proposes to Kitty. Symington acknowledges
that such reversals are rare without therapeutic intervention. The
healthy side of the person needs support in giving up the narcissistic
way of defendingitself. Whilst reluctant to be too explicit in telling
other therapists what to say, Symington is impatient with therapeutic
passivity and calls upon us to draw upon our own autonomoussource
of action and overcome timidity in sharing our thoughts with our
patients. Like Fairbairn he sees the prime therapeutic task as that of
breaking into the closed system of the patient. He quotes Tustin’s
experience that the autistic child, to emerge from his cocoon, needs
the firm intervention of a muscular mother who presents him with
otherness. Like Fairbairn too he notes that an upsurge of hatred can
presage the patient’s movementout of narcissism, before the desperate
longing for love is acknowledged.

Howuseful a conceptis the lifegiver? Creative and thought provok-
ing maybe, but I do not think it represents as major a theoretical
advance as the author has foundit to be. Symington in dealing with
the issue of intentionality invokes a concept of an innate force in the
personality which stands against the establishing ofa personalcreation,
and this virtually usurps the role of the death instinct. This would
seem to provide the additional impetus to sway the infant who has
experienced trauma awayfrom the lifegiver.
The problem then is that a shift of focus occurs away from the

nature of the real object and onto the invitation proffered by the
lifegiver, whereas as Bollas says, ‘to comealive a person must be able
to use objects in a way that assumes that they can survive hate.’ The
refusal to use objects in the articulation of one’s idiom arises when
the infant is brought to the conviction that they will not.

Symington’s whole theoretical position reminds one forcefully of
Fairbairn’s, although he denies Fairbairn the concept ofintentionality.
Fairbairn however devotes considerable attention to the motivation
which underlies the infant’s distancing himself from his objects, and
motivation implies intentionality although I suspect that he would
maintain more distinction between the idea of conscious and uncon-
scious intentionality that Symington wishes to do.
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Intentionality is implicit too in Winnicott’s concept of a constructed
caretaker self and the conservation of a healthy self hidden deeply
within, which awaits the necessary conditions for growth. As David
Rosenfeld recently pointed out, the encapsulated enclave serves to
conserve the most valuable elements of the self in the face of over-
whelming terror.
Symington acknowledges the pain and fear that underlies the nar-

cissistic position andtells us thatit has to be faced squarely by patient
and therapist. He does not, however, as Tustin does, help us to be
prepared for the annihilatory rage and terror which we must contain
for the patient. I wish that he had retained the emphasis which she
places upon the value of understanding, the mutative role of interpret-
ation in the containment processitself.

However, Symington’s own clinical extracts are, as always, very
individual and instructive. I am sure that manyreaders will be grateful
to him, as I am, for sending them back to Tolstoy. Aboveall this is a
challenging and inspirational book which makes an unusual and
welcome addition to the literature on narcissism.

ROSEMARY SOUTHAN

Psychic Retreats

By John Steiner. Routledge 1993 pp 162 Pb £12.99.
Can weactually help the severely narcissistic patient? Can we try to
understand their behaviour despite their persistent refusal to stay in
contact either with external reality or with us, their therapists? How
can we withstand the gruelling tests they put us through? And, how
do we keep both ourselves and ourpatients going in an analysis which
feels as thoughit is going nowherefor long periods of time.
John Steiner attempts to address these questions. His book is a

thoughtful and sensitive addition, from an essentially Kleinian perspec-
tive, to the fast growing psychoanalytic literature on how to work
with disturbed patients, whofind it difficult to maintain contact with
their analysts. Hetries to make sense of the defensive states of mind,
the ‘psychic retreats’, they utilise. These ‘retreats’ can take any form,
such as perversion, addiction, phobia or compulsive fantasy. Although
they involve their own quota offrustration and pain, these psychic
retreats, by distorting reality, offer a sense of familiarity and protection
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to the patient, and seem preferable to the hard-won ambivalence of
the depressive position or the intolerable confusion and fragmentation
of the paranoid-schizoid position.
Money-Kyrle points out that the three basic facts of life for all of

us are based on accepting the difficult realities of: (1) recognising the
breast as a supremely good object, which means being able to accept
one’s helplessness andthe possibility ofdependency ona good,external
source for one’s survival; (2) recognising the parents’ intercourse as a
supremely creative act, which means being able to accept the primal
scene and the Oedipus complex; and (3) recognising the inevitability
of time and ultimately death, which means facing the fact that every-
thing ends including access to the breast, and that the reality of death
leads to a need for renewal. Adjusting to these ‘primal facts’ are
monumental tasks for all of us. They involve acknowledging separ-
ateness and consequently loss. However, for the narcissistic patient
who oscillates between omnipotence and powerlessness and who
cannotreadily identify with anything, these tasks become impossible
goals. The narcissistic patient cannot deal with separation or depen-
dency, or the idea of his own finiteness. He cannot take anything in
or imagine anything nourishing coming from outside himself, much
less accept the idea of his parents’ goodness, powerorcreativity.

Steiner is familiar with this type of patient. He is at home with their
destructiveness. It is somewhat reassuring that he knows them for
whatthey are: their inability to contain anything, their rigidity, their
insistent need to control, their lack of symbolisation, their extensive
range ofattack and protest which prevents any productive engagement,
their tyrannical superegos (‘a gang or Mafia’) which leaves them no
room for manoeuvre or to take anything in, and their refusal to
acknowledge any positive experience or progress.

Clinically, Steiner follows the well-trodden Kleinian footsteps of
Rosenfeld, Segal, O’Shaughnessy, Riesenberg-Malcolm and Joseph
whoeach give precise and careful descriptions of this extreme type of
narcissistic patient. We should rememberthat it was this category of
patient which Freud originally warned practitioners against taking
into psychoanalytic treatment. Nevertheless, psychoanalysis has
moved on since Freud’s admonition and Steiner describes the workings
of psychic retreats in his consulting room and shows howthey are
used in an attempt to avoid acute anxiety and pain.

Theoretically, Steiner endorses Joan Riviere’s view that narcissistic
resistances are part of a highly organised system of defence. Hesets
these psychic retreats up as a third ‘position’, usually as a way of
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trying to deal with pathological fragmentation. Very little therapeutic
work can be donein this position. It does not allow normalsplitting
which is necessary for growth; instead it involves a defensive misrep-
resentation which distorts reality and keepsa split going as part of an
illusory integration.

Steiner points out that there are two defensive ways to deal with
the discomfort afforded by reality: firstly, ‘turning a blind cyc’ as
exemplified by the myth of Oedipus; or secondly, retreating to omnip-
otence. He stresses that there is no growth or development possible
for borderlines or psychotics, only relief. The main aim in the treatment
ofseverely disturbed patients is to try to get them, even for moments,
to the depressive position. Herein lies the only opportunity for insight
and change. This shift can sometimes be achieved by making analyst-
centred rather than patient-centred interpretations, although each
interpretative focus brings its own problems andrisks.

Steiner is well aware just how frustrating and debilitating these
patients can be. His book is both perceptive and comforting. He
suggests that one needs to discuss these patients constantly with col-
leaguesas they are tantalising and undermining and continuously push
the boundaries of technique.Steiner confirms thata narcissistic patient
may have very long stretches of time where nothing changes, and one
should always rememberthat whena patientis in the area of paranoid-
schizoid anxieties or psychic retreat nothing can grow and the best
that we as therapists can hope to do is to provide containment.

JUDY COOPER

Melanie Klein: From Theory to Reality

By Otto Weininger. Karnac Books 1992 pp 210 Pb £16.95.

Given the prominence of Kleinian thought it is perhaps surprising
that there are so few texts which provide an introduction to this
controversial tradition in psychoanalysis. Weininger’s volumeis there-
fore ofinterest, if only because of the scarcity of such works and the
question of how it compares with established contributions, notably
those of Hanna Segal (Segal, 1964, 1979) and the recent publications
by R.D. Hinshelwood (Hinshelwood, 1989, 1994).

In his foreword, James Grotstein provides a helpful discussion of
the location of Kleinian thought within the psychoanalytic landscape.
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It is its stress on internal reality and the death instinct, he argues,
which brings it into conflict, not only with other psychoanalytic
traditions but also with American cultural imperatives, which mean
thatit is virtually ‘un-American’ to consider that an infant has a ‘death
instinct’ (p. xvi).

This book waswritten for a North American audience and, accord-
ing to Grotstein, Weininger’s achievementis not only to have demon-
strated the ‘theoretical and clinical applicability’ (p. ix) of Kleinian
thought, but to have repackaged Kleinian theory ‘in a way that
removes many of the stigmata that have impeded the receptivity to
her work’(p. xvii).

Weininger approaches this task, not by directly engaging in theoreti-
cal argument with other orientations, but by outlining the Kleinian
developmental scheme with copious clinical examples and a novel
attempt to describe mental processes from the point of view of the
developing infant. As its subtitle suggests, this book is an attempt to
move from theoretical argumentto the ‘reality’ of infantile and clinical
experience.

In the Introduction he makes use ofclinical material to introduce
the key concept of unconscious phantasy andstresses the importance
of the constant interplay between inner and outerreality. ‘Senses and
experiences from the very beginning oflife become organised into our
sense of phantasy — that is, our internal, not spoken or even thought
about ways of interpreting the world welive in’ (p. xxiv). ‘The ego
introjects aspects of reality which in turn reshapetheoriginal internal
phantasy and therefore the perception ofreality’ (p. xxv). He briefly
outlines the concepts of the paranoid schizoid and depressivepositions,
suggesting that, ‘through a process of interaction with the phantasized
mother and the real mother ... the infant moves through a series of
mental representations that are positions of ego development’ (p. xxv).

In working with parents who are seeking help with their infants,
Weininger stresses the importance of keeping in mind the child’s inner
world. ‘The infant is not just responding to the parents ... but to an
internal phantasy ... we do not simply tell parents what to do and try
not to blame them for their babies reactions. Rather we think it is
extremely important that parents receive some help in understanding
what their infants’ phantasies might be and how they may adjust
aspects of their own behaviour to help diminish whateveris terrorising
their infants’ (p.xxvi). The book is replete with examples of the
author’s creative and sensitive application of a Kleinian perspective
to clinical problems.
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The main body of the book consists of three chapters devoted in
turn to the Paranoid-Schizoid Position, the Depressive Position and
the Oedipal Phase.

In contrast to the generally well argued Introduction, these chapters
are frequently written in a confusing style and the reviewer often had
the greatest difficulty in finding any clear thread of argument or
exposition. There are many welt written and sometimes beautifully
illustrated individual paragraphs but somehow these do not coalesce
into a coherent and digestible account. The overall effect of reading
these chaptersis to be rather carried along by the author’s proselytising
zeal into wave after wave of dense expositions and clinical examples
until one feels in danger of drowning.

Weininger’s numerous attempts to put complex mental processes
into the infant’s own words deserve particular mention. In discussing
the transition from the Paranoid-Schizoid to the Depressive Position
for example, the infantis held to think, ‘I don’t haveto split, I don’t
have to projectively identify. I can now see — because I have had good
enoughexperiences to have been able to integrate good and bad ... —
that mother is notjust a breast, a hand, an arm butis a whole person
who mediates both good and bad experiences’ (p. 38).

Attempting to convey via words something ofthe remote pre-verbal
experience of an infant is of course extremely difficult. Nevertheless,
at the risk of sounding churlish, the reviewer found Weininger’s
attempt rather awkward and as perhaps giving the impression of
considerably greater mental sophistication than could properly be
attributed to an infantat this stage of development.
The author’s enthusiastic exposition sometimes leads to a rather

sloppy presentation of complex concepts. In discussing envy, for
example, Weininger states, [w]e all contain a degree of envy. It
becomes a problem for us because we have beenraised to believe that
all envy is “bad” ... and this produces the varying degrees of anxiety
in each of us as we integrate the envy in ourselves while trying to cope
with what we have been taught’ (p. 77).

This comes after some five pages of discussion of ‘Some Defences
Against Envy’ in whichit is clear that the author sees the problem of
envy as far more complex than this exclusive emphasis on the external
world and the superego would imply. I don’t think Weininger is
confused but I think he might well confuse his readers with such
carelessly drafted statements.

In one respect howeverthe difficulties with this book are not with
presentation but with substance. Presumably, in an attempt to deal
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with the critics of Klein who object to her emphasis on the internal
world, the death instinct and aggression, Weininger is constantly at
pains to emphasise the importance of the infant’s external environ-
ment. He even borrows the Winnicottian phrase ‘good enough mother’
and from p. 14 onwards seems to use it at every conceivable oppor-
tunity. Now few contemporary Kleinians would dispute the impor-
tance of the infant’s external environment. What they would, however,
emphasise is the interaction between this and the infant’s unconscious
phantasies which are not only the result of environmentalfactors but
are infused with (for Weininger) inconvenient factors such as the death
instinct and aggression. Although the author makesreference to these,
this is at best cursory and nowhere are these concepts fully integrated
into his account.

Weininger’s rewriting of Klein to give her work an environmental
emphasis may serve an ideological purpose but comes dangerously
close to editing out that which is essentially Kleinian, at least in the
British sense.
A fourth chapter applies a Kleinian framework to the problem of

‘Elective Mutism in Children’. Here the author adapts an entirely
different approach. A careful review of relevant literature is followed
by two case studies in which Weininger demonstrates his sensitivity
and skill as a psychotherapist and the potential of Kleinian concepts
to illuminate the understanding ofclinical problems.
The book concludeswith a useful chapter devoted to a diagrammatic

summary of the developmental scheme outlined in the first three
chapters.

I think this book provokes two questions. Firstly, how well does it
succeed in its own terms, in its stated aim of elucidating the Kleinian
view by moving from ‘theory to reality’, by attempting to convey
complex concepts via the copious use of clinical and observational
material. Unfortunately, I suspect that many will find Weininger’s
exposition rather dense and confusing, although greater clarity and
therefore conviction may have been achieved by the Introduction and
the chapter concerned with Elective Mutism.

Secondly, whatof the larger project? Is such a treatment of Kleinian
ideas, assuming they are conveyed cogently, likely to convince a scepti-
cal audience? The key assumption of this book seems to be that the
problem is oneof presentation, that there is no need to directly address
the objections of the sceptics. Outline the Kleinian view with a liberal
dose of clinical examples, stress the role of the environment by adopt-
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ing the concept of ‘good enough mothering’, put unconscious phantas-
ies into words and the objections will melt away.

Unfortunately I do not thinkit is that simple. There are differences
of substance between Kleinians and their critics who are unlikely to
be persuaded unless these are directly addressed.
Had Weininger drawn on the developing Kleinian tradition rather

than relying almost exclusively on Klein herself, he might have been
better able to engage in a necessary debate. Asit is, I think that if he
has succeeded in persuading sceptics, this might be the result of his
careful editing out of the more controversial (but crucial) parts of
Kleinian thought.
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PHILIP ROYS

Counter-transference: Theory, Technique, Teaching

Edited by Athina Alexandris & Grigoris Vaslamatzis. Karnac Books
1993 pp 269 Pb £18.95.

At the Eighth Congress of Psychiatry (1989), the editors presented
a paper ‘Some Thoughts on Insight and its Relation to Counter-
transference’, which was greeted with positive comments by psychoan-
alysts and a request by the authors’ colleagues and students for further
expansion of the ideas. The authors contacted numerous highly
respected psychoanalysts requesting articles, and it was thus that the
book was born. Although many of the contributions have been pub-
lished elsewhere, it is indeed valuable to have them together in one
small book.
Athina Alexandris offers a review of the riches to follow. She states

that the authors of the articles selected their vignettes of cases where
the patients had been ‘objects of massive parental projections and so
the patients’ powerful projections induced diverse feelings in the ana-
lysts which acted on their minds.’ This themeis illustrated in all the
articles, each authorhighlighting different facets.
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HannaSegal (1981) reminds us of Bion’s model (1967) of a mother
containing her infant’s projections but ‘whereas parents react instinc-
tively, analysts have to observe their own reactions but never be
swayed by them ... When our countertransference is in a good func-
tional state, we have a dual relation to the patient — one is receptive...
the other active ... it might be analogous to the breast as containing
and the nipple as feeding.’

In an erudite but difficult article, Leon Grinberg (1990) unravels
two co-existing processes in the complex interaction between analysand
and analyst. The second of these he terms ‘projective counter-
identification’ when the analyst reacts to the analysand’s projections
by becoming a passive receptacle and seeming to have assimilated
really and concretely the aspects that were being projected and turns
into ‘what the patient unconsciously wants him to be.’
The reason why one person should have been traumatized for life

after an event which another individual seems to have weathered is
explained by Joyce McDougall (1975). The acquisition of verbal com-
munication is the key factor, traumata stemming from events before
this acquisition resulting in the difficulties encountered in therapy as
described in her article. McDougall’s article is by far the longest in
the book. Her patient Annabelle had had three previous analyses.
Ultimately McDougall understood Annabelle’s difficulty ‘through the
unconscious pressure exerted on the analysand’s way of being and
speaking.’ She warnsthatthe attitude of ‘expectantsilence’ that ‘opens
a psychic space’ for the neurotic patient ... offers little but desolation
and death to patients who have been traumatized very early in their
lives.
Throughout the book the way patients may communicatewill strike

chordsfor readers, e.g. ‘pressured talk that soundslike free association
but has the effect of forcibly crowding the therapist out; stream of
accusations: words as weapons, as camouflage, as a desperate cry for
help, a cry of rage, stubborn silence.’ The sameis true of the therapist’s
feelings, e.g. ‘for some moments my mind went blank; my capacity to
function was disrupted; I felt irritated, anxious, guilty, helpless’ etc.
The danger whenthe therapist does not understand these reactions or
cannot surface is well spelt out, e.g. seeing the patient as unable to
use psycho-analytic psychotherapy and referring him/her for support-
ive psycho-therapy or terminating therapy, or suggesting medication,
or retaliating perhaps by withdrawal.
There are articles on Counter-transference and Hospital Treatment

(Otto Kernberg); Transference-countertransference interactions in the

lil



Supervisory Situation (Theodore J. Jacobs and Grigoris Vaslamatzis);
on Projective Identification (Thomas H. Ogden 1982), and more.

This book has, I think, implications beyondthesettings illustrated,
e.g. for marital therapy and for an understanding of many breakdowns
in relationships where one partner cannot contain the projections of
the other and retaliates or flees. Also light shines on how problems
are handed down from one generation to the next by parental projec-
tions. However, Hanna Segal’s warning that ‘countertransference is
the best of servants but the worst of masters’ must be remembered. I
think that it is probable that manyof the recent articles in the press
denigrating psychotherapy are due to mishandling ofthe transference/
countertransference, often but not always by untrained ‘therapists’.

I recommendthis book to you wholeheartedly.

ZELDA RAVID

Psychotherapy with Couples: Theory and Practice at the Tavistock
Institute of Marital Studies

Edited by Stanley Ruszczynski. Karnac Books 1993 pp 236
Pb £16.95.

This book, ‘Psychotherapy with Couples’ is about just that, butit is
not only about couples. This issue of relationship and collaboration,
fundamental to an understanding of the couple, is a more general
theme. We read about it in the account of the setting up of the
Tavistock Institute of Marital Studies (TIMS), the organisation in
which the work with couples has been developed. It is there in the
relationship between individual and couple therapy, between the
internal and external world, between therapists and their clients,
between co-therapists, between therapists of different orientations
working together at TIMS, andfinally, a relationship betweendifferent
aspects of the work, therapy, research and consultation. While there
are manydifferences at all these levels, what is unifying is the belief
in the important role of unconsciousfactors, in object relations, in the
value of psychoanalytic understanding and its application in therapy.
The sense of relationship and collaborative effort is there from the
moment you begin to read the book, in a sensitivity to what might
interest the reader, a sense throughout of a guiding hand, providing
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the reader with the kind of safety and structure that is consistent with
all aspects of the work.
The book is divided into four sections. Thefirst section gives the

backgroundto the establishment of TIMS andthe different aspects of
the work. Then there are papers on the idea of the unconscious
contract in the couple relationship. The third section is about the
couple and the individual, that is the importance of ‘difference’ in the
relationship. Finally, there are two papers about the therapeutic
approach to the couple relationship. Each section is preceded by an
introduction, headlining what is to come.
TIMSwas founded in 1948 by Enid Balint and was an application

of psychoanalysis beyond the individual. The focus of clinical work
and research wasto be, and is, the couple relationship. Freud is seen
by some as having been opposed to such a step and David Scharff in
his introduction says that ‘while he (Freud) understood that children
benefitted vastly from supportive and loving parents and were lucky
indeed if they had parents who loved each other emotionally and
sexually, his clinical writing is pervaded with the assumption that
family members constitute a frequent source of harassment to the
psychoanalyst getting on with the job offreeing the neurotic individual
from the shackles of his past and of those family members who,in his
view so often offered formidable resistance to change’ (p. xi). Enid
Balint, however, saw it differently. She understood that by wanting to
understand early history, Freud ‘right from the beginning recognised
that the atmosphere of the family was of paramount importance for
the future developmentofthe individual’ (p. 30). Someshifts in think-
ing had to accompany this step. The ‘patient’ was not the individual
or the individuals, but the relationship between the couple and sec-
ondly, there was the recognition that while transference was a feature
of the relationship between therapist and patient, it also needed to be
understood as part of the relationship between partners.

There is an account of how the work is done. The model of working
depends on an assessment of the nature of the defenses employed by
a particular couple. This assessment would determine whether there
are two person meetings, each partner with an individual therapist,
three person meetings, the couple with one therapist, or four person
meetings which consist of the couple with two therapists.
The main theme in Part Two is the Unconscious Contract in the

Couple Relationship which is central to much of the work. This
contract may be used developmentally, that is so that more can be
known about repudiated aspects of the self, located in the other and
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in so doing become more integrated. Or this unconscious contract
maybe used defensively, there being an unconsciouscollusion to retain
splits and projections in a shared defence against shared anxieties.
This is an intriguing idea and there are different views put forward as
to how and why this unconscious contract occurs. Enid Balint with a
touching warmth and generosity about human nature says ‘people
never give up trying to put things right for themselves and for the
people they love’ (p. 41). She sees marriage as an attempt to get back
to something good or to put right something unsatisfactory. Alison
Lyonscalls her chapter ‘The Mysterious Choice’ and, following Jung,
emphasises the unconscious drive toward individuation. People,
according to her, choose partners who will activate undeveloped
aspects of themselves. Both Cleavely and Colman emphasise the notion
of the couple relationship as a container. Implicit in this is the idea
that a couple relationship is potentially therapeutic. For example,
Cleavely suggests that marriage is partly about man’s need to regulate
his need for intimacy and autonomy and that the container must be
safe enough for couples to externalise and, hopefully resolve, internal
conflicts in the interactive processes. Colman using the ideas of Bion,
Winnicott and Jung points out that while marriage may be therapeutic
it is not therapy and makes some important distinctions between the
two. There is, however, one important similarity which is that neither
therapy nor marriage can fulfil the longing for wholeness.
The third section follows in some respects from the idea that mar-

riage cannotfulfil this longing. Each contribution in its own way and
with its own particular orientation stresses the importance of individu-
ation and difference within the couple relationship. Fisher puts forward
the view that to be an individual ‘separate and hence capable of a
relationship with another rests on mastering the Oedipal triangle’
(p. 145). Mattinson and Lyons emphasise the infantile needs which
had not been metearlier in both partners’ lives. Colman suggests that
the couple relationship is modelled not on the motherchild relationship
but on the copulating couple. The importance of managing difference
is stressed by all of them, as is the ongoing nature ofthe struggle. In
the paperentitled ‘Betrayal of Troth’ we are reminded of the impor-
tance of small failures in relationships, neither too soon nor too severe.
With this comes the possibility of forgiveness and learning to trust
again, knowing there is the possibility of a further betrayal.

Oneofthe striking features of this book is the clinical examples.
They are clear, vivid and closely linked to theory, with graphic
examples of projective identification and the creative use of counter-
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transference. This is very evidentin the final chapter where the therapyat TIMSis described in detail. Throughout, there is emphasis onunconscious communication andparticularly clearly in this final chap-ter. The author talks about the nature ofthe transferences not onlyto the individual therapist but to the therapists as a couple. It isimportant for the therapists to be open about their work, since thefeelings around mayreflect interaction in their own relationship. Ifthey can contain and reflect on this process either by verbal interpret-ation or, as shownthe example given, by non-interpretive intervention,
the couple is then able to do the same.
The papers in this book have been written and edited with care andsensitivity. It was very interesting to read and I would have likedmore. What would they have to say about homosexual couples, aboutissues of race and gender? David Scharff said at the end ofhis prefacethatall practitioners of couple therapy will find pleasure in this book.I quite agree but would go further and recommendit to practitionersof individual therapy as well, who might benefit from a broaderunderstanding of the transferences between partners.

RUTH BERKOWITZ

View from the Cradle. Children’s emotions in everydaylife
By Otto Weininger. Karnac Books 1993 pp 240 Pb £17.95.

View from the cradle is an eloquenttitle, giving the idea of containerand contained from first sight. Dr Weininger is a professor in theDepartment of Applied Psychology at the Ontario Institute for Studiesin Education and in this book he gives an overview of long andshort term individual and group psychotherapy in different settings,informed by and permeated with the theoretical thinking of MelanieKlein. His approach can be experienced as unique, just as a virtuosoinstrumentalist would interpret Mozart bringing his own insights andemphasis.
Each chapter addresses theory byillustrating it in practice, objectrelations theory being implicit. Thus in chapter one, Klein’s “goodinternal object’ is ‘the mental representation of repeated experiences

of a satisfying interactive relationship’ which enables the child to‘anticipate consequences andrisk experiences ... and keep the objectin both pleasurable and discomforting experiences. When... experienc-
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ing joy and happiness,heis able to try to integrate the physical aspects
of the pleasure ... with the emotional if not cognitive elements of the
feeling.’ (Masculine pronounsare used throughoutthe book in Klein’s
tradition.) The child needs a good internal container to survive separ-
ation from his mother and to learn to trust new environments.
Throughout the book Dr Weininger emphasises that whenthe original
relationship has notprovided this secure internal representation,things
go wrong. The child has nothing to keep him going and falls back on
aggressive behaviour or avoids anything new which is perceived as
a threat.

Discussing early experiences and consequent eating problems, which
can lead to bulimia and anorexia nervosa, Dr Weininger says thatis
the actual feeding experienceis satisfying, all the other aspects of being
handled can be accepted as comforting andpain relieving rather than
experienced as persecutory attacks. The resolution of early eating
problems depends upon the working through ofthe child’s destructive
and hostile impulses in his inner world towards both the loved objects
and the combined parents as a loved and loving couple, within the
paranoid and depressive positions. Dr Weininger describes how in the
external world it is important to address these developmental issues
with the child’s parents, involving them in amending the environment
at home based on his interpretation of the child’s expressed anxiety.
Chapters take us through eating problems,loneliness, sleeping prob-
lems,toilet training, envy, greed, jealousy and gratitude, andrivalry
andits origins in pre-oedipal relations. Phantasy, projection, introjec-
tion, splitting, reparation and the movement towards the depressive
position are all discussed and defined with vivid clinical vignettes.

In Chapter six we move from more ‘normal’ development to what
Weiningercalls rigid parenting and perfectionist children, that is more
pathological interactions between parent and child. Dr Weiningersays
that he felt stricken watching parents and children participating in the
‘dance of denial and resentment’. Again he points to the importance
of early parenting being sensitive to the needs of the baby. Weininger
states that parents who are not able to manage their own ambivalence
find it personally threatening whentheir child is frightened. They have
to imposetheir version of reality on the child — because they feel so
unsafe when their child is frightened or needstheirreliable, thoughtful
containment. He quotes Bowlby who putthe child’s position so suc-
cinctly as ‘knowing what you are supposed not to know and feeling
what you are supposednot to feel’. Weininger describes how children
in this position use denial in their play and block their curiosity and
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ability to take in knowledge. These children are not able to introject
ideal and persecutory aspects oftheir first object but have to maintain
a rigid split between extremely good and extremely bad; thus their
developmentof a capacity to think andfeel is blocked. These children
become watchful, trying to perceive how their parent expects them to
be thus denying whotheyreally are and how theyreally feel. Weininger
explains this phenomenon, which is so familiar in clinical work, by
using the ideas of Bion and Klein: ‘conforming to and placating the
demandsof an idealised part-object’. (Winnicottians would think in
terms offalse self.) These are the children who are unable to take
advantage of the education system because they cannotlearn.
Dr Weininger, in amplifying his thoughts about what constitutes an

adequate internal container, cites Bion’s definition of reverie as the
mother’s willingness and ability to think about and learn to know her
baby and its impulses, needs and feelings, this being a prerequisite for
the baby to become aware of, acknowledge, know, and accept its
feelings. He sees this inability in parents as being the reason for
learning difficulties and in chapter ten he summarises his ideas, by
giving examples in a graph form, comparing how a paranoid-schizoid
child, a depressive child and a normalchild would deal with different
appropriate developmental challenges. Dr Weininger’s thesis has con-
firmation in contemporary research in Britain. Peter Fonagy in his
paper (1992) on the developmentofthe self, stresses where his research
has shown how the ability of parents to think about and empathise
with their babyis significant for the baby’s emotional development or
sense ofself. Trevarthen and Murray and of course Daniel Stern have
all shown in their observations and research the importance of the
quality of interaction between mother and baby and the emotional
availability of a mother, for the baby’s future mental health. That
Dr Weininger uses his Kleinian theoretical structure to state the case
so strongly shows how well Mrs Klein understood children and
their parents, and how her ideas have contemporary relevance and
importance.

This book is important for the clinician because Dr Weininger
demonstrates repeatedly how to listen to children and to use a thera-
peutic understanding in working with them in classroom settings with
teachers, at home with their parents, or in individual therapy. It is
also important for policy makers and local government and health
authority commissioners. Dr Weininger’s approach haspractice impli-
cations in this country, in that there should be more importance given
to early problems between parents and their infants as intervention is
not only vital for parent and child, but would preclude the need for
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later more expensive provision. There should be wider access to parent-
infant psychotherapy.
The second important implication for clinical practice and edu-

cational policy highlighted by this book is in the provision of special
educational environments, currently being cut as a result of education
and health service reorganisation. Schools for emotionally and behay-
iourally disturbed children had formerly a psychiatric team and a
psychiatric social worker who worked with the families of the children
in the school. The implication throughout this book is that it is
important to intervene with needy parents as well as listening to their
children.
As a BAP trained child psychotherapist, I am grateful to Dr

Weininger for reminding me of the range, depth and richness of
Melanie Klein’s contribution to my work. I did find myself saying,at
times out loud, ‘but what about identification with the aggressor?’,
Anna Freud’s vital contribution, particularly in work with abused and
traumatised children and adolescents and especially relevant to
Weininger’s description of a desperatelittle four year old, Carla. I was
longing for him to take her into therapy because she, having had
appalling early experiences, was clearly attacking her little sister
because of her own persecuting and murderous inner world. He seems
to have left her with a lonely and distrustful future, having observed
her in therapeutic and foster environments that seemed to fail.

In contrast, mostinteresting and exciting was the group play psycho-
therapy research described in the last chapter. In this a group of
initially unreachable, emotionally disturbed four year old boys were
able to play cooperatively, pay attention, concentrate, perform group
tasks and ask for help from their teacher, after only six months of
four times weekly play psychotherapy. The control group, without
psychotherapy but in a special educational setting, had not changed
in that time. This would seem to be a fruitful way of working, an
exciting way of extendingclinical practice with joint working.

NIKI PARKER

Speak of Meas I am: The Life and Work of Masud Khan

By Judy Cooper. Karnac Books 1993 pp 140 Pb £14.95.

Atthe time of his birth in Pakistan (1924), Masud Khan’s father was
78 and his mother was 19 years old; his mother had been a singing
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and dancing girl who, prior to marrying his father, had given birth to
a son. This marriage stigmatised the family and, possibly to avoid.
family hostility, they moved from Montgomery to Lyallpur in 1937.
From 1942 to 1945 Khan studied at the University of the Punjab,
gaining his BA/MAin English literature. In 1942, his youngersister
died, followed by his father’s death in 1943. Unable to cope with this
double bereavement, Khan entered therapy with a Dr Latif from 1943
to 1946.
He arrived in England in 1946, was accepted as a student at the

Institute of Psycho-Analysis, and started analysis with Ella Freeman
Sharpe, who died after one year. Then he had analysis with John
Rickman from 1947 to 1951, when Rickman died, and from 1951 to
1966 he was analysed by Winnicott. He qualified as an adult analyst
in 1950, aged 26, and as a child analyst later. He became a Full
Member of the British Psycho-Analytical Society in 1955 and a
Training Analyst in 1959.
He workedtirelessly for the Institute of Psycho-Analysis for many

years. He was Editor of the International Psycho-Analytical Library,
Associate Editor of the International Journal of Psycho-Analysis
and the International Review of Psycho-Analysis; he was Honorary
Librarian and co-director of Sigmund Freud Copyrights. He edited
all Winnicott’s papers.
He had particularly strong relationships with French analysts,

especially Victor Smirnoff, André Green, and J.-B. Pontalis. He
becameForeign Co-Editor of the Nouvelle Revue de Psychanalyse, and
his first three books were translated into French.

Khan’slife in the seventies reads like a great human tragedy, and
Cooper’s telling of it evokes sympathy and admiration for his stoicism
and bravery. In 1971 Khan’s mother and Winnicott both died, rep-
licating the double loss of his sister and father. His second marriage,
to Beriosova the ballerina, finished in divorce. (He had been married
previously to another dancer.) He had a cancerous lung removed,
followed by eye operations, the removal of his larynx and trachea,
leaving him defenceless and speechless. He continued to read and
write, and never complained, winning him the admiration ofhis friends
and the scorn of his enemies. In 1975, his right to train and supervise
patients was withdrawn andhis busy practice disappeared.
By being ‘unreliable, extremely outspoken, and by disregarding

professional confidentiality and ethics’ he had made many enemies
over the years. He became more grandiose andisolated and hit back
against his healthy colleagues by writing his last book, When Spring
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Comes. This book casts psychoanalysis into ‘disrepute’ and contains
‘anti-Semitic venom’, The author enables the reader to understand
Khan’s desperate state of mind at this time. Cooper (and Eric Rayner,
in the forward to the book) also enable one to feel sympathy for the
British Psycho-Analytical Society who felt ‘they had no choice but to
expel’ Khan in 1988. Khan grew up feeling an ‘outsider’ and Cooper
suggests that Khan recreated this all his life. By writing When Spring
Comes he made himself an ‘outsider’ from the British Psycho-
Analytical Society, which was, according to Rycroft, ‘Khan’s substitute
family’. ‘It was Masud Khan’s (unconscious) ultimate way of pro-
voking the whole establishment’ (Smirnoff ).
Cooper tries to understand Khan’s anti-Semitism. He had many

Jewish friends, e.g. Anna Freud and Robert Stoller; he supported the
State of Israel, and found ‘nothing more impressive than a cultured
Jew’. Coopersees his last book as being aimed at his healthy Jewish
colleagues whom he envied and by whom hefelt rejected. She also
sees his anti-Semitism as revealing another deep split in Khan, who
‘had a chip on his shoulder about everything and this became focused
on Jews because he knew so many.’
Masud Khan died on Wednesday 7 June 1989, having never inte-

grated his Eastern background and his Western influences; neither
having recovered from the early humiliation he suffered due to his
parents’ marriage, nor having resolved his relationship with women
(mother). Coopertellingly states that his whole life was ‘an acting out
in search of the mother even thoughhis sense of father predominated.’
He requested that he be buried on the right side of his father in
Pakistan.

Whenone considers Masud Khan’s contribution to British psycho-
analysis, Cooper’s wordsat the time of his death make poignant and
sad reading: ‘... in London there was no ceremony to mark Khan’s
life or achievements. Despite his previous long years of service, he
died persona non grata at the Institute of Psycho-Analysis.’
Asa thcoretician, Khan integrated Freud, Fairbairn, and Winnicott.

Hebelieved that the experience of the ‘self’ required the presence of
an ‘other’ to achieve it. He contributed brilliant insights into the
schizoid personality and the understanding of the perversions. He
stressed environmental factors in development, seeing the mother as
both environment and object, and as a ‘protective shield’ against
stimuli. When manybreachesoccurin the shield, a schizoid personality
may emerge. Heascribed all schizoids’ ‘disturbed primary affective
integration’ to ‘the failure of their primary maternal environment’.
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Khan was recognised as an original theoretician in 1963, with his
concept of ‘cumulative trauma’, ‘which involves the continuation of
small traumata ... often imperceptible ... Singly, each breach can be
experienced as merely a strain, but cumulatively and in retrospect they
have the effect of a trauma.’
Cooperdivides Khan’s ‘specific syndromes’of schizoid pathology into
four categories:

1) Symbiotic omnipotence, which ‘is a way of merged relating ...
based on mutualidealization’ by mother andchild, ‘without any real
understanding of the other’s needs.’ It is a ‘combination of relating
through compelling and clinging demands which ... constitutes the
halimark of “symbiotic omnipotence’’.’ It comes about due to ‘failures
in the mother’s role as protective shield resulting in cumulative
trauma’.

2) The phobic stance, which comes about as ‘both a consequence
and a continuation of symbiotic omnipotence.’ There has often been
an un-mourned‘sudden separation from the intense symbiotic relation-
ship with the mother’ which has quickly been replaced by another
object related to it in the same way as mother was.

3) The hysteric, who has suffered from its ‘mother’s failure to cater
to the ego-needsof the child’; the infant’s body is used for the mother’s
own gratification ‘which produces sexual symptomatology.’ The hys-
teric deals with the failure of environmental needs by precocious sexual
development. Khan’s elegant use oflanguageis illustrated in Cooper’s
quotations: ‘hysterics live in a perpetual psychic state of grudge’ and
‘the inner world of the hysteric is a cemetery of refusals’.

4) The perversions, in which environmental influences are again
stressed. The mother idolises her child as a ‘narcissistic extension of
herself’. These children ... ‘learn to augment the mother’s efforts and
gestures towards them as the special created-thing.’ Perversion is seen
by Khan as another way of dealing with schizoid splits, like the
hysteric, through sexualisation. Khan introduces a new concept in
describing the internal world of perverts: the collated internal object
which is made up of‘the idealised bits and pieces of body-care they
did receive from the mother.’
Khan’s clinical practice evolved from his belief that the schizoid

patient needed to become aware of his object. Khan stressed the need
for ‘... the analyst to provide a setting in which a patient can safely
regress in the company of an other whose presence they can register.’
He allowed both fantasy andreality elements of himself to intermingle
in the clinical situation. He saw acting out as a signal of distress to
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the environment and a frenzied search for the mother and‘self’. He
distinguished between benign and malignant regression. He used
interpretations sparingly and saw analysts who over-interpreted as
replicating the patient’s experience of an ‘intrusive mother’.

Hebelieved it was the capacity to dream, and notthe interpretation,
that signified potential for growth. Countertransference for him meant
meeting his patient’s needs as a person in orderto hold the regression.
He becametheir ‘auxiliary ego’ and ‘protective shield’.

Khanallowed ego boundaries to merge, and was often phallic and
controlling. At best, he provided ‘paternal authority’ and maternal
nurturing, but he was a maverick, a law unto himself, with all the
danger and freedom that that implies. At times he ran into trouble.
He wascareless about maintaining boundaries, and sometimes took
an over-active role of parental provision: ‘I have never known what
is commeilfaut in psychoanalysis unless it be a synonym for rigidity
that refuses the reality of others’ (Khan).

In Cooper’s words he had ‘a touch of genius along with the power
to destroy his extraordinary talents.” The author acknowledges her
debt to Khan. From her analysis with him she learned to be ‘less
frightened to be human with patients’, to have an active holding
attitude to regression, to see in her patients the possibilities between
conventional and radical solutions, and that at times the risky choice
may be the better one for them.
The book combines biography, psychoanalytic theory, and ideas

aboutclinical practice. It is written in a clear and concise manner.
The author’s use of comments by well-known analysts, and her own
personalrevelations about Khan,bring the text alive. Cooper manages
to offer some explanation for a man who could be so brilliant and
tragically awful, by tracing the childhood roots of the adult Masud
Khan. It is a book that should be read by everyone dealing with
schizoid patients, and will, I am sure, stimulate many to read Khan’s
original works and restore an interest in his great contributions to
psychoanalysis.

DANIEL TWOMEY
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LETTER TO THE EDITOR
Homosexuality, Biology and the Work of Richard Isay

ANNE HURRY
Richard Isay’s book Being Homosexual: Gay Men and their
Development (1989) received a thoughtful, scholarly and very
positive review in the last issue of this journal. (Twomey, 1994)
I do not propose to re-review the book, but I think it important to
set Isay’s work in context, for in my view it is based on a misunder-
standing of development and makes potentially harmful technical
recommendations.

Recent studies on the biological substrate of homosexuality have
greatly influenced bothscientific and lay thinking, although many arc
so far uncorroborated, methodologically questionable, dubiously
applicable to humans, and/or oversimplistic in approach. Critical
reviews may be found in Burr (1993) and Byne and Parsons (1993).
Findings have been widely disseminated via the media, often only
partially quoted, misquoted and misunderstood as proving biological
factors to be the primary cause of homosexuality. The ‘gay movement’
interprets them as evidence that homosexuality is ‘normal’, innate and
immutable. The far right argues that homosexuality could/should be
abolished through genetic engineering. Indeed, since fear and condem-
nation of homosexuality are notrestricted to the far right, such views
may be found in surprising quarters: in July 1993 a former Chief
Rabbi, Lord Jacobovitz, suggested that genetic engineering be used to
prevent the birth of homosexual children.

This debate has its effect on individual lives. In such a climate of
thought the sexually conflicted young person is subjected to new
pressures. Societal condemnation of homosexuality has long resulted
in fear, shame and guilt. But today, in some social groups, there is
considerable pressure to be homosexual. The conflicted adolescent can
experience a very real demand to opt for homosexuality and blot out
other aspects, at great psychic cost. This is evident in some universities
in this country, but is particularly the case in higher education in the
United States, where it would be hard to overestimate the power of
the ‘gay’ movement. Studentsare subjected to a barrage of propaganda
from their first day; dissent, outer and inner, becomes increasingly
difficult. (Jeanette Howard received death threats and abuse in
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response to the book describing her move from lesbianism to hetero-
sexuality, Out of Egypt (1991))

Further, the belief that sexual orientation is inborn and immutable
reinforces any denial of conflict; the adolescent can feel ‘doomed’ to
being ‘a homosexual’, losing touch with the pain and hope of conflict
and choice. Where there is a known genetic or hormonal abnormality,
this feeling of being ‘doomed’can be the moreintense. (Indeed, studies
of the effects of biological factors on sexual orientation may be con-
taminated both by the subjects’ psychic response to medical inter-
ventions, and by their knowledge, accurate or inaccurate, of research
findings.)
Where does psychoanalysis stand? Freud said many things about

homosexuality. At one point he described it as an arrest rather than
an illness: ‘Homosexuality is assuredly no advantage, butit is nothing
to be ashamed of, no vice, no degradation, it cannot be classified as
an illness; we considerit to be a variation of sexual function produced
by a certain arrest of sexual development.’ (1935). He often discussed
the possible role of both constitutional and environmental factors in
the aetiology of homosexuality.

Later analysts, focussing mainly on psychological features, have
added much to our understanding. In this country writers such as
Limentani and Glasser have been well aware of the pain which may
lie behind the homosexual solution. Far from attempting to ‘change’
it, Limentani (1977) specifically counselled against attempts even to
analyse it in some cases. Many English analysts and psychotherapists
have been particularly aware of the impact of hostile social pressures.
Among these, Berenice Krikler (1988) in an article in this journal
which should be more widely known, wrote movingly andilluminat-
ingly of the intrapsychic effects of the AIDS epidemic.

But there is no doubt that some analysts have been condemnatory
of homosexuality, and have aimed to make their homosexual patients
heterosexual. Ex-analysands have described their experiences of
attempting to conform to their analysts’ standards; Isay gives poignant
accounts of their pain, their depleted post-analytic lives, and their
subsequent relief when treated by a ‘gay’ and accepting analyst.

Isay takes whatis fundamentally a biologic determinist stance. While
he does not entirely discount environmental factors, genetic factors
are, for him, pre-eminent. ‘Myclinical work with gay men over many
years has led me to consider the importance of a genetic predisposition
for homosexuality. Without such an hereditary influence, environmental
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factors do not appear to be able to influence the developmentofsexual
orientation’ (1987, p. 292, my italics).

Isay has the courage of his convictions. He is a leader in the US
‘gay rights’ movement, speaks at and leads protest demonstrations.
His work has had a considerable impact, perhaps partly because of
the current ethos, and partly because psychoanalytic clinicians,
immersed in clinical work, have not been natural scrutinisers of
scientific evidence from relatedfields,

Recently however, Friedman and Downey (1993b) have reviewed
the implicationsof the biologicalfindings for clinicians. They conclude
that ‘enough evidence has accumulated from various sources to sup-
port the strong likelihood of primary biological factors shaping and
influencing the emergence of homosexuality im some individuals’
(1993b, p. 1104, my italics). They point out that no biological test
reliably distinguishes between groups onthe basis of sexualorientation,
and find no evidence that biological influences are universal. In some
cases they appear to play no part in the genesis of homosexuality;
here psychic needs and pressures may be seen to be sufficient causes.
Thus current findings do not support Isay’s biological determinism.
But atypical genetic and/or hormonal factors do in some cases

influence the development of homosexuality. I see such influence as
indirect, one of a complexly interacting series of factors impinging on
the individual during the course of development, as described by Byne
and Parsons: ‘temperamental and personality traits interact with the
familial and social milieu as the individual’s sexuality emerges ... such
traits may be heritable or developmentally influenced by hormones’
(1993, p. 228).
How might such influences impinge on psychic development? We

have muchstill to learn, and welack detailed clinical accounts of
patients where there is a known biological abnormality. But we can
begin to consider possibilities. In 1993 Hamer reported that some but
not all of his homosexual male subjects carried a particular genetic
marker on the Xq28region of the X chromosome,(as reported in The
Independent, July 1993.) In the media this finding was headlined as,
‘A gene for homosexuality.’ Hamer himself later insisted that the
genetic marker involved was found in only some subjects, and did not
‘cause’ homosexuality. He thought it probable that it affected tempera-
ment, for instance that it might lead to an unusual degree of timidity
(The Independent, February 1994).}
Now we have always known that babies are born with different

temperaments: some, for instance, are lively, active, eager feeders;
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others anxious, apparently vulnerable to almost any stimulus. It seems
to me possible that an anxious baby and child mightfind it harder to
deal with early conflicts around ambivalence towards the mother,
might resort to a defensive female identification more readily than
would an active confident infant. If such a child projected his
aggression onto the mother,her felt dangerousness could increase the
likelihood of the child’s turning to the father as an alternative love
object. Or, similarly, such a child might well find the oedipalsituation
more dangerous, might need to defend against the terrors of castration
by avoiding competition with the father through a negative oedipal
solution.
Such thoughts are, for the present, purely speculative. But we do

know more about the effects of prenatal hormonal exposure. The
effects of prenatal androgens on childhood play and sexualorientation
have been studied through females suffering from congenital adrenal
hyperplasia (CAH) or whose mothers were prescribed androgens
during pregnancy. For some time it was thought that prenatal andro-
gens influenced the development of sexual orientation, e.g., Money
and Ehrhardt (1972), and that where there had been excessive foetal
exposure to androgens, girls were more likely to become homo- or
bisexual. It is now clear that this is by no meanscertain. In a follow-
up of the prenatally androgenised subjects from an earlier Money and
Ehrhardt study, none of the six women who could be found reported
homosexual fantasy or activity in adulthood (Money and Mathews,
1982). Friedman and Downey (1993a) think that evidence for a link
between sexual orientation and neuroendocrine factors is sparse: the
various studies showing such a link cover only 76 subjects of whom
the majority were heterosexual. Other studies have given negative
results (ibid, p. 146).
The primary influence of prenatal androgensis on non-sexual behav-

iour. Most authors, including Friedman and Downey (1993a), see the
evidence for a link between prenatal androgenisation and childhood
play as convincing. Prenatally androgenised girls are morelikely to be
tomboys, to be energetic, to choose boys’ toys, to play with boys and
to take part in fighting and rough and tumble play. This effect of
prenatal androgenisation may then become a cause, for it will
inevitably influence ongoing psychic developments.

Similarly, some hormones (medroxprogesterone acetate and some
combinations of progestogenes and estrogens) are thoughtto interfere
with androgenisation: current research, as reported in Friedman and
Downey (1993b) suggests that such hormones mayaffect masculine
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play, but net gender role behaviour. In line with this view, Coates et al
(1991), whocarried out a very large study of boys with genderidentity
disturbances, point to the effects of prenatal hormones on aspects of
temperament, stressing that if they influence sexual orientation they
do so only indirectly.

Conflict exists in the mind. While input from the body of course
influences the mind, it is what the mind makes of that input which
determines the outcome. Some analysts have followed Isay in question-
ing whether homosexual object choice may in some cases develop
without conflict (Panel 1993). I do not believe this could be so, any
more than I believe heterosexual object choice could develop in a
conflict-free setting. If that were so, our job might indeed be less to
analyse, moreto relieve socially-inspired guilt and inhibition, as Isay
recommends.

Isay takes the view that homosexuality follows a normal develop-
mental path to consolidation in late adolescence or early adulthood.
But any normal developmental path is routed through conflict.
Homosexuality represents the best available adaptation to current
needs and pressures at the time of its establishment, but may become
maladaptive at a later time. (Questionsof social pressures aside, homo-
sexuality in adulthood inevitably brings conflicts not present for the
heterosexual, since it does not permit parenthood within the relation-
ship ofchoice. In this sense, homosexuality is in conflict with biological
reality, and productive of pain.)

This view has implications in regard to the possibility of change. It
is important that we not close doors for our patients by assumptions
about ‘normal’ development and unchangeability. For while gender
identity appears to be established as early as 18 months, sexual orien-
tation is often amenable to change through late adolescence and early
adulthood. (The often expressed view that sexual orientation rarely
changesin treatment appears to have been based on work with adults,
and I would agreethat it is less amenable to change following psychic
structuralisation and the establishmentofa fixed social setting.)

Isay warns against any attempt to change a patient’s sexual orien-
tation. He recommends an attitude of ‘positive regard’ as helpful in
relieving guilt and lessening inhibition, and suggests that the homosex-
ual analyst reveal his own sexual orientation to his patient, as he
himself does, so as to provide ‘a model of personal integrity.’ (Isay,
1985; 1986, 1987; 1991).

1 believe this stance to be fundamentally anti-analytic. Of course I
agree that it is wrong to try to change a patient’s sexual orientation,
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just as it is wrong to try to mould a patient in any way. Butit is also
wrong to take a patient’s conscious ‘realisation’ of homosexuality,
and/or memories of childhood sexual fantasies, as indications of a
fundamental, inborn given. This denies a patient access to hidden
areas ofhis/her psychic life; only ordinary analytic listening can allow
these to emerge.

Further, Isay’s suggestion that the analyst reveal his own homosexu-
ality, although far from coercive in intent, might well prove to be so
in practice, even if through love or loyalty. It blocks understanding
via the transference. It avoids underlying fears and wishes, just as
would be the case if a heterosexual analyst stated his orientation,
blocking the understanding of homosexual fears and wishes.
We might question how a courageous and thoughtful analyst came

to such conclusions. It is my impression that they are based on work
where analysis stops at Oedipus. Again and again, as Twomey (1994)
points out, Isay refers back to the age of four, and no further. The
pre-oedipal conflicts and identifications which shape the Oedipal con-
flict, and influence its outcome, do not appear to be worked through:
often they do not appear even to be acknowledged. (I am indebted to
Elizabeth Daunton of the Cleveland Centre for Research in Child
Development, whofirst pointed this out to me.)
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practice of ANALYTICAL PSYCHOTHERAPY;or which concern
the APPLICATIONof psychotherapeutic practice and theory to
institutions, society and othersettings.
The profession of psychotherapy is splintered by internal
divisions. This Journai is intended as a forum for a discussion
and debate, for the profession as a whole.It has the backing of
the majority of the analytically orientated psychotherapy
organisations butit is not solely aligned with any one of them.

SUBSCRIPTIONS Volume 9 (Autumn ‘92-Summer'93): £21 for
individuals, £42 to libraries and institutions (outside UK £27
and £48). Order from: Artesian Books, 18 Artesian Road,
London W2

MANUSCRIPTS:5 copies of manuscripts, with references in
the style of the Journal, should be submitted to the Editor.



 

From 1994 Routledgeare to publish the
Journal of

Child Psychotherapy
Editors: Marianne Parsons and Ann Horne
The Official Journal of the
Association of Child Psychotherapists
TheJournal of Child Psychotherapy is an essential publication for
all those with aninterest in the theory andpractice of work with
children, adolescents and their parents where there are emotional
and mental problems.
Thejournal is concerned with a wide spectrum of emotionaland
behaviourdisorders relating to children and adolescents. These
range from the moresevere conditions of autism, anorexia,
depression and the traumas of emotional, physical and sexual
abuse to problemssuch as symptomatic bed-wetting andsoiling,
eating difficulties and sleep disturbance.
In 1994 the journal increases publication from two to three issues
per volume. A new anddistinguished international Editorial
Advisory Board has been created to promote andfurther enhance
thestatus of the Journal of Child Psychotherapy.
Publication Details
ISSN: 0075-417X,3 issues per volume
Volume20 is published in 1994
1994 Subscription Rates
UK/EC Institution: £65.00 Individual: £30.00
USA/Canada Institution: $100.00 Individual: $50.00
Rest of World Institution: £70.00 Individual: £34.00

For a FREE SAMPLE COPY, orto subscribe, please contact:
Trevina Jobnson, Routledge Subscriptions, ITPS Ltd.,

Q Cheriton House, North Way, Andover SP10 SBE, UK.
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NOTES FOR CONTRIBUTORS

Papers, particularly from Members of the Association, are welcomed and
should be sent to the Editor, Midge Stumpfl, 21 Cantelowes Road, London
NWI 9XRand booksfor review to Helen Alfillé, 25 Elgin Crescent, London
Wil 2JD.
Manuscripts should be typed in double spacing, on one side of the paper only
and be submitted in duplicate. The maximum length of any one contribution
is normally 7000 words. The Editor reserves the right to edit all contributions.
Authors must ensure that publication does not involve any infringement of
copyright, and should take responsibility for ensuring that their contribution
does not involve any breach of confidentiality or professional ethics.
REFERENCES
An important responsibility of the author is the preparation of a correct
reference list. In order to be certain that the reference is correct it should be
re-checked against an original source. Authors should belisted in alphabetical
order. References within articles should indicate the surname of the author
followed by the date of publication in brackets, e.g. (Khan, 1972). References
should include authors’ namesandinitials, the date of publication in brackets,
the full title of the article, Journal and the volume numberor page reference,
or for books with thetitle underlined (italicized) and the place of publication
and the nameof the publisher given, e.g.:
James, H.M. (1960) Premature ego development: some observations upon

disturbancesin the first three monthsoflife. Int. J. Psychoanal, 41: 288-295.
Winnicott, D.W. (1971) Playing and Reality. London, Tavistock.
Forfurtherdetails of grammatical, punctuation style and spelling conventions,
please consult a memberof the editorial board.
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